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ABSTRACT Introduction: lleostomy is an opening constructed between the ileum and the abdominal wall. Faecal diversion
through a temporary stoma in cases of perforation peritonitis can be a life saving measure and can reduce the

incidence of anastomotic leaks in distal colorectal anastomosis. This study was undertaken to look into the indications for performing this
common surgical procedure and to analyse whether a correctly performed ileostomy can reduce local complications so commonly
associated with this procedure.
Aim and Objectives: To study the demography, etiology and pathology of conditions necessitating a temporary loop ileostomy and
morbidity in patients with the same.
Methods: This was a prospective observational study over a period of one year on 50 patients of loop ileostomy. Age, gender, indications,
systemic and local complications of the procedure, morbidity, post-operative hospital stay and mortality were recorded in a previously
prepared proforma for this purpose. Psychological problems of the patients, timing of reversal of loop ileostomy and subsequent follow up
ofthe patients were also studied.
Result: The mean age for performing an ileostomy was 35.26 + 19.3 years. Males accounted for 70% of the patients. Non-specific
perforation was the commonest cause (32%), followed by typhoid and tubercular perforation, eachin 18% patients.Trauma 12%, intestinal
obstruction 10%, strangulated hernia 6%, mesenteric ischaemia 2% and colonic carcinoma 2% accounted for the rest. Surgical site
infection was the commonest local complication in 30% patients followed by skin excoriation (18%) patients, burst abdomen (16%),
intestinal obstruction (10%) patients, prolapse and bleeding (6%) patients, retraction (4%) and stenosis in (2%) patients. 74.47% of patients
developed psychologicalimbalances ranging from anxiety, depression, loss of confidence and fear of rejection.
Conclusion: Loop ileostomy is a life-saving procedure commonly performed in the setting of perforation peritonitis. A meticulous surgical
technique ensuring a spout of 4-6 cm. above the skin margin can go a long way in reducing skin excoriation and facilitating early closure of
the temporary stoma. Educating and counseling the patient on stoma care goes a long way in helping patients cope with this distressing
albeit temporary condition.
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INTRODUCTION

lleostomy is a frequently performed surgical procedure. It is an
opening constructed between the ileum and the abdominal wall,
usually in the distal ileum but sometimes more proximally.1 Faecal
diversion through a temporary stoma in cases of perforation
peritonitis can be a life saving measure and can reduce the
incidence of anastomotic leaks in distal colorectal anastomosis.
lleostomy is divided in 2 types: (1) Temporary lleostomy- the stoma
is often constructed as a loop ileostomy. A segment of distal ileum is
brought through the defect in the abdominal wall as a loop. The
advantage of a loop or divided loop ileostomy is that subsequent
closure often can be accomplished without a formal laparotomy. (2)
Permanent lleostomy- The end of the small intestine is brought
through the abdominal wall defect and matured.A permanent
ileostomy sometimes is required after total proctocolectomy or in
patients with obstruction.2In India, typhoid fever is the most
common cause of ileal perforations. Tuberculosis, trauma, non-
specific enteritis, inflammatory bowel disease, malignancy and
foreign bodies account for the rest and account for the most
common reasons to construct a loop ileostomy.3 Most patient of
ileal perforation present as diffuse peritonitis and late with MODS
(Multi organ dysfunction syndrome).4Diagnosis is confirmed
radiologically by X-ray with the presence of free intraperitoneal gas
which usually indicates bowel perforation5 and Ultrasound of the
whole abdomen which demonstrates free air and unusual fluid
collections.6 Surgery especially loop ileostomy plays an important
role in patients who present late with ileal perforation peritonitis.
This study was conducted to find out the age, sex incidence,
etiological factors for performing this surgical procedure and to
analyse the complications associated with this procedure.

AIMS AND OBJECTIVES

To study the demography, etiology and pathology of conditions
necessitating temporary loop ileostomy and morbidity in patients
with the same.

MATERIALAND METHODS

This was a prospective observational study over a period of one year
on 50 patients of loop ileostomy. Age, gender, indications, systemic
and local complications of the procedure, morbidity, post-operative
hospital stay and mortality were recorded in a previously prepared
proforma for this purpose. Psychological problems of the patients,
timing of reversal of loop ileostomy and subsequent follow up of the
patients was also taken into considerationin this study.

RESULT

Atotal of 50 patients (35 males and 15 females) were included in this
study. Maximum number of patients 16 (32%) were in the 11-20 year
of age group and the least 2(4%) patients were in 0-10 year age
group.The mean age of ileostomy was 35.26 + 19.3 years.

Non-specific perforation(32%) was thecommonest cause for
performing a loop ileostomy followed by typhoid and tuberculosis
in 18% patients each.Trauma 12%, intestinal obstruction 10%,
strangulated hernia 6%, mesenteric ischaemia2%, carcinoma 2%
made up fortherest of the causes (graph 1).
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In the 50 patients with ileostomy the following local complications
were noted. 30% patients presented with SSI (surgical site infection)
followed by skin excoriation (18%) patients, burst abdomen (16%),
obstruction (10%) patients, prolapse and bleeding (6%) patients,
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retraction (4%) and stenosis in (2%) patients (graph 2).

The duration of hospital stay ranged from 15 to 25 days in (46%) of
the patients. 34% patients had a hospital stay of less than 10 to 15
days. Only 20% patients had a hospital stay of 25 days (graph 4). The
mean duration of hospital stay was 21.08+9.03 days.

*Mortality occurred in 3 (6%) patients.

16 15

?Iugé all

Local complications
Prolapse  Refraction
uSSI

mSkin excoriation
i ®Burst abdomen

W Stenosis

Graph 2- Local complications of ileostomy

70.6% Males and 84.6% female had psychological problems like
anxiety, depression, loss of confidence, fear of rejection whereas
82.4% males and 76.9% female had complaintsof physical
restriction in their routine work like daily home activities, clothing
problem, sexual inactivity.

Fig. 1- SHOWING SINGLE ILEAL TYPHOID PERFORATION 20cm
PROXIMAL TO ILEOCAECAL JUNCTION

Fig 2- SHOWING A WELL-ESTABLISHED LOOP ILEOSTOMY
WITH PROXIMAL AND DISTAL LOOP

DISCUSSION

In our study, the mean age for loop ileostomy was 35.26 + 19.3 years
with a male (70%) to female (30%) ratio of 2.33:1.Similar results were
found by Jawahar Krishnaswamy et al7 in their studyon 74 patients
which also had mean age of 37.8 years with 73% males to 27%
females in the ratio of 2.7:1. Poras Chaudhary et al8 in New Delhi
also found that the mean age of most of their loop ileostomy
patients was 34 years with amale tofemale ratio of 1.8:1.

Non-specific perforation was the most common cause (32%) for
perforation peritonitis in our study which required a temporary loop
ileostomy, followed by typhoid and tubercular perforations in 18%
patients each. Traumain 12% patients, intestinal obstruction in 10%
patients, strangulated hernia in 6% patients, mesenteric ischaemia
and carcinomain 2% patients each made up for the rest of causes for
performing a loop ileostomy. Similar result have been reported by
Nadkarni et al9 in their study who also found non-specific
perforation as the most common cause for performing aloop
ileostomy. Non-specific inflammation was diagnosed when
biochemical (Widal test was negative) and histopathological
analysis revealed no specific cause10. Dhruv Mahajanet al11 in
2016 also found the non-specific inflammation as a major cause for
non-traumatic perforations.

In patients with loop ileostomies the local complications were,
surgical site infection presenting as discharge from the main wound
within 7 days of performing the procedure and was present in 30%
of patients, followed by skin excoriation in (18%) patients, burst
abdomen (16%), obstruction (10%) patients, prolapse and bleeding
(6%) patients, retraction (4%) and stenosis in (2%) patients. These
findings were similar to those of Maneshwar Singh Mittal et al12
who in their study found local surgical site infection as the most
common post-operative complication in (35.0%) patients which
progressed to wound dehiscence in six (15%) patients and two (5%)
of these progressed to burst abdomen. Dandpat M et al13 in 2012
reported surgical site infection in 21% patients as the commonest
complication followed by wound dehiscence in 6.6%, respiratory
infectionin 6.6% and enterocutaneous faecal fistulain 5% patients.
In our study, the mean duration of hospital stay of loop ileostomy
patients was 21.08+9.03 days. 46% of patients stayed for 15 to 25
days, 34% stayed for less than 10 to 15 days. 20% patients who
stayed for more than 25 days were due to local and systemic post-
operative complications. This bears resemblance with a study by
Dhruv Mahajanet al11in 2016 who found that the average duration
of hospital stay for loop ileostomy patients was 23.5 days.

Sadaf Khalid et al14 found that the average hospital stay of the
patient with loop ileostomy was 14+3.27 days whereas patients
who developed complications stayed for a mean period of 22.4+4.7
days.

In our study, 70.6% males and84.6% females had psychological
problems like anxiety, depression, loss of self-confidence and a fear
of rejection. 82.4% of males and 76.9% females experienced
physical restrictions in their daily home activity, clothing problems,
restriction in sexual activity.Similar result were seen by
Fakhrialsadat Anaraki et al15 in 2012 who demonstrated that 83.3%
of stoma patients had to change their job, 82.4% had to change their
dietand 48% had to change their clothing style. They also found that
psychological implications after stoma surgery in 63% patients was
depression.

Pradeep Saini et al16 in 2012 found that this disfiguring surgery
changed the body image, and significantly influenced physical,
mental, emotional, and social life of their patients.

CONCLUSION
The mean age of performing aloop ileostomy was 35.26 + 19.3 years
with the maximum number of patients 16 (32%) in the 11-20 years

agegroup.

Loop ileostomy was commonerin males as compared tofemalesina
ratio of 2.33:1.In our study, non-specific perforation was the most
common cause (32%) for performing a temporary loop ileostomy
followed by typhoid and tubercular perforation in 18% cases each.
Blunt or penetrating trauma accounted for 12% of patients, small
intestinal obstruction 10%, strangulated hernia 6%, small intestinal
mesenteric ischaemia and carcinoma colon 2% each made up for
therest.

Exploratory laparotomy with a temporary loop ileostomy and
exteriorisation of a perforation site is a life saving measure. The only
drawback of an ileostomy is the need for a second operation to
restore the intestinal continuity. However the increased survival rate
makes the procedure worthwhile in cases of perforation peritonitis.
The mean duration of hospital stay in our study was 21.08+9.03
days.Systemic complications like chest infection was seen in (32%)
patients followed by electrolyte imbalance in (30%), acute renal
failure in (24%) and anemia in (22%) patients and these delayed the
recovery in the post-operative period.Other local complications
were surgical site infection (30%), skin excoriation (18%), burst
abdomen (16%), obstruction (10%), prolapse (6%), bleeding (6%),
stoma retraction (4%) and stenosis (2%).Skin excoriation was
presentin only 18% of our patients because the length of ileostomy
spoutin most of our cases was 4-6cm from the skin which facilitated
faeces collection in the stoma bag.70.6% males and 84.6% females
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had psychological problems like lack of confidence, anxiety,
depression, fear of rejection while 82.4% males and 76.9% females
experienced physical restrictions in daily home activities, clothing
problem and restriction in sexual activity.Most ileostomies could be
reversed by 89.13 + 38.9 days without complications
Mortality occurred in only 3 patients who presented late with shock
and MODS.

REFERENCES

1. Zinner JM, Ashley SW. In Mangot's Abdominal operations:12thed: China: McGraw-
Hill Companies.2013:304.

2. Zinner MJ, Ashley SW, Tavakkoli A. Small intestine. In Brunicardi FC, Anderson DK,
Dunn BDL, Hunter JG, Matthews JB et al. Schwartz's Principle of surgery. 10thed.USA:
McGraw-Hill Educaation; 2010.1137-93.

3. Mahajan D, Jaiswal AK, Ansari |, Garg A. A comparative prospective study between
the outcome of primary repair versus loop ileostomy in cases of ileal perforation.
GlobJRes Anal.2016;5(6):141-3.

4. Williams NS, Bulstrode CJK, Connell PR. In Baileys & Love's Short practice of Surgery.
26th ed. New York:CRC Press;972-3, 1485.

5. CoppolinoFF,Gatta G, Grezia G D,ReginelliA,lacobellis F, Vallone G et al.
Gastrointestinal perforation: ultrasonographic diagnosis. Critical Ultrasound J.
2013;5(1):4-6.

6. Kuzmich S, Burke CJ, Harvey CJ, Kuzmich T, Fascia DT. Sonography of Small Bowel
Perforation.AJR.2013;201:283-91.

7. Krishnaswamy J, Kumar S, Mukesh K, Rahman K. A clinical study of intestinal stomasin
emergency laparotomy:its complications..IntSurgJ.2018 Jan;5(1):273-276

8. Chaudhary P,Nabil, Ranjan G, Tiwari AK, Kumar S, Kapur A etal. Prospective analysis of
indications and early complications of emergency temporary loop ileostomies for
perforation peritonitis. Annals of Gastroenterology (2015) 28, 135-140.

9. Nandkarni FM, ShetlySD,Kagzi RS. Small-bowel perforation. A study of 32
cases.Archives Surgery, 1981:116,53-7.

10. Jain BK, Arora H, Srivastava UK, Mohanty D, Garg PK. Insight into the management of
non-traumatic perforation of the smallintestine.J Infect DevCtries 2010;4(10):650-4.

11.  Mahajan D, Jaiswal AK, Ansari |, Garg A. A Comparative Prospective Study between
the Outcome of Primary Repair versus Loop lleostomy in cases of lleal Perforation.
Glob Jforresearchand analysis. 2016;5(6):141-3.

12.  Utaal MS, Bali S, Batra P, Garg N. Clinical profile in cases of intestinal perforation.
IntSurgJ.2017;4(3):1002-8.

13.  Dandpat MC, Mukharjee LM, Mishra SB, et al. Gastrointestinal perforations review of
340 cases.1JS.1991;53(3):189-93.

14. Khalid S, Burhanulhuqg, Bhatti AA. NON-TRAUMATIC SPONTANEOUS ILEAL
PERFORATION: EXPERIENCE WITH 125 CASES. J Ayub Med Coll Abbottabad
2014;26(4).

15.  Kuzmich S, Burke CJ, Harvey CJ, Kuzmich T, Fascia DT. Sonography of Small Bowel
Perforation.AJR.2013;201:283-91.

16. Saini P, Gaba R, Faridi MS, Agarwal N, Kaur N et al. Quality of Life of Patients After
Temporary lleostomy for lleal Perforation- A Questionnaire Based Study. Ind J S.

2014;76(1):38-43.

112 %= GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS



