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( ABSTRACT ’ INTRODUCTION - Ileostomy is an integral part of pelvic pouch surgeries when patients are unfit for definitive surgery
in the presence of severe morbid conditions. Though a second operation is required to close the stoma with potential

complications, it provides as an excellent option for temporary fecal diversion. The aim of this prospective study was to assess the safety and
morbidity of creating an ileostomy in a series of high risk patients requiring temporary fecal diversion.
METHODS- A prospective analysis was performed of all patients (n=56) needing ileostomy at TeerthankerMahaveer Hospital between January
2016 and December 2016. Only moribund patients requiring fecal diversion as an immediate lifesaving procedure were included in this study.
All patients underwent an exploratory laparotomy. The conventional site for ileostomy was chosen. A tension free ileostomy was made using the
terminal ileum. After closure of the laparotomy wound, the ileostomy was matured. Ileostomy bag was fitted at the conclusion of surgery. After
suture removal, patients were discharged on oral diet and ileostomy care advice chart. On every fortnight follow up, following parameters were
noted: anastomotic leak, retraction and skin excoriation. All ileostomies were closed after a mean of 12 weeks.
RESULTS - A total of 56 (n=56) ileostomies were created for temporary fecal diversion. The outcome (dependent) variables were rate of
survival and postoperative complications. The independent variables were indication of surgery, duration between admission and surgery.
Out of the 47 who survived, stoma closure was done in 44 and permanent stoma was left for 3. Survival rate was 83.9%. Indication for surgery in
64% cases was ileal perforation due to Koch's abdomen. 33.9% patients were operated on day 2 of admission.
CONCLUSION - In moribund patients requiring fecal diversion, ileostomy has proven to be a lifesaving procedure by saving the operating time

with a limited infrastructure. [leostomy in such patients also enables healing of the primary pathology, thus improving the overall survival.
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INTRODUCTION

Ileostomy is a surgically made opening in the abdominal wall.It is an
integral part of pelvic pouch surgeries when patients are unfit for
definitive in presence of severe morbid conditions. Thougha second
operation is required to close the stoma with potential complications, it
provides an excellent option fortemporary fecal diversion and to save
life.Perforation peritonitis is frequently encountered surgical
emergency in tropical countries like India,most commonly affecting
males in early life span as compared to west ®” wheremean age is
between 45-60yrs.Majority of these patients present late with well
established peritonitis, more often fecal contamination,and varying
degree of septicemia.Typhoid is most common cause of this dreaded
complication, while tuberculosis, trauma, mesenteric gangreneand
non-specific enteritis follow close suit*”and these acute abdominal
cases often require ileostomyas life saving measure where a definitive
and long surgery is not possible because of very low condition of these
patients,however in western countries indications of ileostomy are
altogether different and include inflammatory bowel disease, Familial
Adenomatosis Polyposis, Colorectal Carcinoma, pelvic sepsis,trauma,
diverticulosis, fistula,radiation enteritis, and paraplegia "

The standard source control measure for secondary peritonitis due to
hollow viscus perforation include primary closure, resection
anastomosis of gut or diverting stoma depending on site and number of
perforation ,severity of peritonitis and general condition of
patient.Ileostomy serves the purpose of diversion, decompression and
exteriorizationand thus it has proved to be life saving in moribund
patients especially presenting late.

Though itis a life saving procedure in moribund patients but is not free
from significant number of complications like electrolyte
imbalance,nutrional depletion, skin excoriation, bleeding, prolapse,
retraction,ischemia,wound infection, parastomal herniation,fistula
formation,and more so psychological problemsleading to behavioral
changes like depression,economic loss and quality of life.

Present study was conducted to evaluate the role in moribund patients
of peritonitisin a very poor general condition, septiceamia as
lleostomy.

MATERIALAND METHODS

A prospective analysis was performed in patients admitted in
emergency section of Teerthankar Mahaveer Medical College
Moradabad, In the department of surgery, a tertiary care hospital in
western Uttar Pradesh on 112 patients as cases of peritonitis in
moribund condition at the time of admission, like patients presenting
more than 24 hrs after pain,haemodynamically unstable, requiring
resuscitation preoperatively, severe enteritis, multiple perforations,
firearm injuries,massive or moderate gangrene of bowel,carcinoma of
large bowel including rectum and anal canal. We did not include those
patients whose general condition was satisfactory and a primary
definitive procedure was possible.All patients underwent exploratory
laparotomy.Observations were noted for, site and number of
perforations, other pathologies, like gangrene, malignancy,
adhesions,and state of peritoneal contamination.Conventional
ileostomy site was chosen,and tension free ileostomy was made using
terminal ileum.After of laparotomy wound was closed, ileostomy bag
was fitted at conclusion of surgery. After suture removal, patients were
discharged on oral diet and a proper counseling especially for the care
of stoma. Fortnight follow up was done and parameters like
anastomotic leak, retraction, and skin excoriation were noted and taken
care of.All ileostomies were closed after a mean period of 12 weeks.

DISCUSSION

An intestinal stoma is an opening in the anterior abdominal wall made
surgically in elective as well as in emergency surgery.Littre of Paris
was the first to make an abdominal colostomy in 1710 for a baby of
imperforate Anus1’*and it was only ostomy which dropped mortality
rate from 60% to 30% in World war 1" to World war 2"*"Between
1893 to 1913 ileostomy was suggested for treating small bowel
obstruction,peritonitis due to ruptured appendix and appendicular
abscess”,shock, marked blood loss,significant fecal contamination,
associated injuries. Time elapsed till reporting to hospital and
multiplicities of injuries are important factors,favoring stoma
formation and then primary repair Menon””

Fecal diversion remains an effective option to treat a variety of
gastrointestinal and abdominal conditions” besides other causes of
peritonitis.Ileal perforation is common surgical emergency in Indian
subcontinent and Tropical countries and it is reported to constitute the
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fifth common cause of abdominal emergencies due high incidence of
fever and tuberculosis in these regions and despite modern antibiotics
and antitubercular treatment these diseases have high mortality if not
treated """

Onset of symptoms and reporting to tertiary hospital, become the
strongest prognostic factors as early presentation holds a good
prognosis but unfortunatelypatients coming late because unexplained
reasons, present with septicemia * Different operative procedures have
been advocated from time to time like primary repair of perforation "
repairing perforation with ileotransverse ansnatamosis’,primary
ileostomy'™" single layer repair with omental patch' resection end
anastomosis’

In our study along with repair if possible, in moribund patients,did only
ileostomy and results were gratifying and were lives saving.Minimal
surgery was done of original pathology,like resection of gangrenous
segment, closure of perforation,along with peritoneal toileting and
putting a drain tube,definitive surgery was left to a later stage when
patient was stable,thus we could save 88 lives out of 112 patients,
mortality being only 10%.Mitaal et al,observed higher morbidity but
no mortality.

It has been generally claimed in literature that mortality and morbidity
are significantly associated with general state of patient and duration of
illness rather than surgical technique and thus necessitates aggressive
preoperative resuscitation”and we consider that just ileostomy and
postponing the definitive procedure or going for minimal surgery can
be the life saver and becomes a resuscitative surgery.

Primary ileostomy proved to be most successful procedure in our study
in terms of overallmortality, a finding strongly supported by a number
of similar Indian and western studies*""** but in contrast to the
observation of Shah A.A.et.al. Who find resection anastomosis to be
the best option especially in typhoid perforation, a technique favored
by Mehetal.**

This is,however, a consensus that late presentation, delay in surgery,
multiple perforations, septicemia ,degree of fecal contamination of
peritoneum, old age, chronic liver diseases, chronic renal
failure,determine morbidity and mortality associated with this
roblem.

Age Number of patients Percentage
1 <20 YRS 19 16.96
2 21—30 yrs 24 21.43
3 31—40 yrs 31 27.68
4 41—50 yrs 23 20.54
5 51 and above 15 13.39
RESULT:
NO. OF PATIENTS
W <20yrs
m21-30
®31-40
W 41-50
m>51

S No |Diagnosis Number of patients |Percentage
1 Typhoid perforation 31 27.68

2 Tubercular perforation 35 31.25

3 Bowel gangrene 14 12.50

4 Trauma 9 8.04

5 Carcinoma and Crohn's 8 7.14

disease

6 Fistula 3 2.68

7 Large bowel perforation 7 6.25

8 latrogenic 5 4.46

NO. OF PATIENTS

HTYPHOID
PERFORATION

m TUBERCULAR

= BOWEL
GANGRENE

u TRAUMA

M CA & CHRON'S

DISEASE
Post operative complications:
NO. OF PATIENTS
= METABOLIC
ENCEPHALOPATHY

m SKIN EXCORIATION

= ANASTOMIC LEAK

m RETRACTION

CONCLUSION

In moribund patients ileostomy,has proven to be the life saving
procedure,by saving operation time with limited infrastructure.
Ileostomy in such patients also enables healing of primary pathology,
thus improving overall survival.
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