
World Applied Sciences Journal 2 (3): 190-193, 2007
ISSN 1818-4952
© IDOSI Publications, 2007

Corresponding Author: Dr. G. Ali Qureshi, Department of Surgery and Medical Research Centre, Liaquat University of Medical
and Health Sciences, Jamshoro, Sind, Pakistan

190

Various Complications in Ileostomy Construction

Ambreen Muneer, A. Razaque Shaikh, Gulshan Ara Shaikh and G. Ali Qureshi,

Department of Surgery and Medical Research Centre, 
Liaquat University of Medical and Health Sciences, Jamshoro, Sind, Pakistan

Abstract: Construction of a gastrointestinal stoma is a frequently performed surgical procedure. The rationale
for a temporary loop ileostomy is to provide defunctioning in case of a potentionally dangerous anastomotic
complication with an obvious risk for mortality. Although formaton of defunctioning loop Ileostomy is usually
a straightforward procedure, there is an appreciable complication rate. Most of the complications seen after
Ileostomy are due to advanced pathology and relative inexperience of the residents in emergency situation. To
see the nature and rate of complications of  Ileostomy  construction,  this  prospective  observational  study
was conducted from  Jan 2001-Dec 2005 which  includes 170 patients and data were collected from the Surgical
unit IV Liaquat University Hospital Jamshoro Pakistan. The results obtained showed that the most common
complication was skin excoriation (17.64%). Other complications included infection, electrolyte imbalance,
retraction, prolapse, bleeding and Parastomal hernia. It is concluded that Ileostomy should be properly
fashioned in order to decrease the morbidity and mortality.
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INTRODUCTION MATERIALS AND METHODS

Though the formation of a stoma is one of the easiest 170 patients between 10 to 63 years of age, who
bowel procedures for a practicing surgeon, however, underwent ileostomy at surgical unit of Liaquat University
complications such as leakage, prolapse, Parastomal of Medical and Health Sciences are included in this study.
hernia, retraction and stenosis are the consequence of its Male to Female ratio was 2:1.
bad performance. Complications related to stoma may All  patients  were  assessed  clinically  by history
occur early or late, intermittently or progressively and may and  examination.  Investigations  were  done  according
be acute or chronic in nature [1-4]. It is convenient to to disease like blood complete picture, blood urea,
prevent complications by means of adequate surgical creatinine, Serum electrolytes, Random blood sugar,
technique and a better rehabilitation by a multidisciplinary ultrasound abdomen, X-ray abdomen and chest (erect),
team. Widal test etc. 

Typhoid and tuberculosis being the frequent causes After initial resuscitation, preoperative cephalosporin
of acute enteric perforations, remains a public health and metronidazole were given in all cases of peritonitis.
problem in our part of world. There are different surgical All patients underwent laparotomy through midline
treatments for typhoid perforation currently in practice [5]. incision. After dealing with enteric perforation, peritoneal
Ileostomy is a life saving procedure, particularly in those cavity is washed with normal saline and ileostomy is
cases where there is fulminant enteritis and peritonitis of fashioned. In most cases, loop ileostomy was made, while
long duration. Ileostomy remains a necessary procedure in some cases Brooke’s ileostomy was performed. Patients
mainly on a temporary basis [6, 7]. were followed up for any complication.

This study was undertaken to prospectively assess Informed  consent was obtained from each patient
all morbidity and mortality associated with temporary and the study was approved by Ethical Committee of
Ileostomy. LUMHS.
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RESULTS AND DISCUSSION

Among the patients underwent ileostomy, 60% were
with typhoid enteric perforation 14.7% with intestinal
tuberculosis, 5.8% with trauma, 8.8% with anastomotic
leakage, 2.9% with colorectal carcinoma, amoebic colitis
and criminal abortion each and 1.7 with mesenteric
vascular occlusion. 150 patients had loop ileostomy and
20 cases had Brooke’s ileostomy.

Complications (Table 2) were 1.76% bleeding, 0.58%,
3.5% necrosis retraction, 2.94% prolapse, 5.8% electrolyte
imbalance, 1.17% stenosis, 17.64% skin excoriation, 2.94%
parastomal hernia and 1.17% death. 

Intestinal  perforation  resulting from a complication
of typhoid fever has always been of concern because of
its high morbidity and mortality rates. Most perforations
occur in the terminal ileum and is estimated 3% in the
patients  who   develop   perforation   of  terminal  ileum
[8, 9]. Intestinal tuberculosis is also one of the diseases
responsible  for intestinal perforation. When performing
a planned laparotomy in a patient, it is difficult to resist
performing  resection  of  abnormal segments of the
bowel. The situation is even worse in urgent demanding
encounter like acute bowel perforation or obstruction
when  each  uncertain  step  may  threaten  the patient's
life  [10]. In  our  study,  the  most  common pathology
was typhoid enteric perforation (60%), followed by
tuberculosis (14.7%) being common diseases of Pakistan.
The choice lies between loop ileostomy and Brooke’s
ileostomy. In Brooke’s ileostomy there is complete
defunctioning of the distal gut hence preferable in
inflammatory bowel disease, however, it is reverse in
laparotomy. Further more, loop ileostomy does not
provide  complete defunctioning but temporarily protect
a distal anastomosis. The aim of the stoma was not so
much to prevent a leak. Advocates of temporary faecal
diversion argue that a loop ileostomy decreases the
incidence  and  severity  of  sepsis following a leak from
an anastomosis [12]. These complications include
retraction  or  prolapse  of  the loop ileostomy, high
output fluid losses, transient oedema of the stoma which
may be associated with obstructive symptoms, stomal
necrosis, leak from the anastomosis following closure of
the ileostomy, small bowel obstruction at the site of
ileostomy closure, peristomal dermatitis and local wound
abcesses [13]. In addition, a loop ileostomy has an
adverse effect on the quality of life, which is further
enhanced if stoma related complications occur [14-17].
The complication rate between 20 and 60% [18] are
reported and this wide difference may be related with
different time-points.

Table 1: Indications of Ileostomy

Indication Number %

Typhoid ileal perforation 102 60.00
Intestinal Tuberculosis 25 14.70
Trauma 10 5.80
Amoebic colitis 5 2.90
Mesenteric vascular occlusion 3 1.70
Anastomotic leakage 15 8.80
Colorectal carcinoma 5 2.90
Criminal abortion 5 2.90

Table 2: Complications of Ileostomy

Complications Number %

Bleeding 3 1.76

Necrosis 1 0.58

Retraction 6 3.50
Prolapse 5 2.94
Electrolyte imbalance 10 5.80
Stenosis 2 1.17
Skin excoriation 30 17.64
Parastomal hernia 5 2.94
Infection 10 5.80
Death 1 1.17

Further more, stoma-related complications improve
with time. Our results show that the complication rate was
42.94%, which  is comparable with two previous studies
[1, 19]. 

Skin excoriation was the major complication (17.64%).
The  usual incidence  of   peristomal   skin   problem  is
10-14% and   probable  cause  may  be improper location
or construction of stoma and postoperative care or
maintenance. It is difficult to maintain a good seal around
the stoma. Previously, it is reported that this can be
prevented using appliances consisting of flange or bag
designed to fit closely and firmly the skin around the
stoma,  with  the  help  of latex mixture, Karaya gum,
stoma-adhesive or other pastes [20]. 

In few studies, the link between higher body mass
index and retraction, skin excoriation and overflow is
found. Two reasons i.e. a thickened fatty mesentry making
mobilization more difficult and with a well-developed
panniculus in obese patients traction is exerted on the
bowel wall, which may the main causes for retraction [21].
In our study, retraction rate was 3.5%, which is similar to
some earlier studies [21, 22]. 

Stoma prolapse is one of the late complications and
causes  distress,  diagnosed  if  the  stoma increases in
size after maturation requiring change in appliance or
surgical  treatment  [19]  and  looks alarming, unsightly
and   uncomfortable. This   can  be  managed by  manual
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reduction, by local resection and reformation of the stoma but also understands the potential metabolic and
or revision by abdominal approach for incarcerated or mechanical problems associated with an ileostomy.
strangulated prolapse. In our study five patients had Although being bothersome,  ileostomy is still a life
prolapse of ileostomy. saving procedure. 
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