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INTRODUCTION

	 Ileostomy can be defined as the surgical creation 
of an opening in which an ileum is cut and pulled out 
through a skin hole usually in the right iliac fossa to the 
surface of the abdomen. They are often necessary to 
prevent potentially devastating complications and save 
life. The creation of ileostomy is an integral component 
of the surgical management of several disease pro-
cesses involving the gastrointestinal tract. Range of its 
complication include skin excoriation, leakage, bleeding 
around a stoma, stoma retractions, poor sitting, stoma 
prolapsed, stenosis, ischemia, dehydration, para-sto-
mal hernia formation and stoma necrosis. Diverting 
ileostomies are frequently preformed to protect low 
anastomosis and its closure has shown, under some 
circumstances, high associated mortality and morbidity 
rates.1

	 Commonly practiced ileostomy creation is for 
typhoid perforation, trauma to gut, non-specific inflam-
mation of the bowel and tuberculosis. The creation of 
ileostomy reduces morbidity and mortality dramatically.2 
Typhoid perforation presenting late and with septic 
shock due to peritonitis can be satisfactorily treated 
with exteriorization of perforation as an ileostomy with 
minimal complications.3 As it is a morbid condition, 

it has to be closed. Ileostomy is closed usually three 
months later, especially if it is a diverting stoma to pro-
tect ileo-anal anastomosis.4 End ileostomy which is also 
called brooke’s ileostomy was originally described by 
BRYAN BROOKE, who was professor of surgery in St 
George’s hospital, London, England in 1915. He used 
spout of about 4 cm projection from the skin surface. A 
disposable appliance is placed over this ileostomy so 
that it is snug fit at skin level.5

	 Turnbull and colleagues first described loop ileos-
tomy in 1971, and it has since become an increasingly 
popular procedure in colorectal surgery. Loop ileostomy 
has been used for fecal diversion to treat a wide range 
of conditions.6

MATERIAL AND METHODS

	 This was a descriptive cross sectional study and 
was conducted at Surgical Department of Hayatabd 
Medical Complex, Peshawar, from March 2013 to March 
2014. In this study total of 207 patients were selected 
and admitted either through emergency or as an elective 
case from outpatient department. This study included 
both genders having age 18 years and above with bowel 
perforations due to typhoid, tuberulousis and trauma; 
diagnosed on basis of history, clinical examination and 
investigation and also included those patients who un-
dergo de- functioning of distal bowel in case of rectal/
colonic anastomosis and ileoanal pouch procedures. 
Known diabetic patients or patients diagnosed on basis 
of two fasting blood glucose level >126, patients on 
long term steroids; based on history were excluded 
from this study.
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ABSTRACT

Objective: To determine the indications of ileostomy and frequency of its common complications in our setup.

Material and Methods: This is a descriptive cross sectional study and was conducted at Surgical Department of Ha-
yatabd Medical Complex, Peshawar, from March 2013 to March 2014. In this study total of 207 patients were selected 
and admitted either through emergency or as an elective case from outpatient department.

Results: The mean age of the patients was 42 years ± 14.92 SD. Eighty-one percent were male while 19% patients 
were female. In this study most of the patients 42% had enteric perforation, 22% had fire arm injury, 17% had abdomen 
tuberculous, 9% had covering Iseostomy, 4% had peritonits, 1% had blunt trauma, 1% had bomb blast Injury, 1% had 
iatrogenic perforation, 1% had gangrenous Illeum, 1% had anastomosis breakdown and 1% had mesenteric Ischaemia. 
Complications of ileostomy were analyzed as among 207 cases, 60% had complications in which 25% had skin exco-
riation, 10% had poor sitting while 6% had high output fistula.

Conclusion: The ileostomy is definitely associated with several early post operative complications and some of them 
can be avoided by proper pre operative assessment and preparation of the patients in the form of attaining good general 
health and good surgical hands to perform ileostomy.
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	 Special data collection performa was designed 
to record all relevant data. This included demographic 
information like name, age, gender. Informed written 
consents were taken from patients regarding the pro-
cedure and included in the study as part of ethical prac-
tice. A detailed history and physical examinations were 
carried out and the routine investigations were done in 
all cases. To standardized the pre operative status of 
all the patients were kept nil orally for at least six hours 
pre operatively and put on IV fluid. Cephalosporin and 
metronidazole was given to all patients on induction. 
All patients undergoing ileostomy formation was per-
formed. Post operatively the antibiotics, intravenous 
fluid and analgesics were continuing along with other 
medicines according to the type of disease for which 
ileostomy were performed. Post operatively all the pa-
tients were followed and on the first post operative day 
the patients were evaluated for poor sitting and once 
bowel sounds are heard the patients were followed for 
next 24 hours for high output. Furthermore the patients 
were evaluated at 2 weeks and one month for skin ex-
coriation. All the data was anlayzed in SPSS 10.0. Mean 
and standard deviation were computed for continuous 
variables like age. Frequency and percentage were 
calculated for categorical variables like gender, skin 
excoriation, poor sitting, high output fistula. ileostomy 
complications were stratified among the age, sex and 
indications for ileostomy to see the effect modifiers.

RESULTS 

	 Age distribution among 207 patients was ana-
lyzed as 23(11%) were found in age range 18-20 years, 
followed by 35(17%) patients in age range 21-30 years, 
50(24%) patients in age ranged 31-40 years, 52(25%) 
patients in age range 41-50 years and 47(23%) patients 
in age range 51-60 years. Mean age was 42 years and 
standard deviation was calculated as ±14.92.

	 Gender distribution among 207 patients was 
analyzed as most of the patients 168(81%) were male 
while 39(19%) patients were female. Indication among 
207 patients was analyzed as most of the patients 
87(42%) had enteric perforation, 46(22%) had fire arm 
injury, 35(17%) had abdomenal tuberculous, 19(9%) 
had covering ilseostomy, 8(4%) had peritonits, 2(1%) 
had blunt trauma, 2(1%) had bomb blast Injury, 2(1%) 
had iatrogenic perforation, 2(1%) had gangrenous 
illeum, 2(1%) had anastomosis breakdown and 2(1%) 
had mesenteric Ischaemia. Complications of ileostomy 
are shown in Table 1.

	 Association of ileostomy complications in age 
group were analyzed in 31 cases of skin, 10 patients 
were in age range 41-50 years, 9 patients were in age 
range 51-60 years, 8 patients were in age range 31-40 
years, 3 patients were in age range 21-30 years and 
only one patient was in age range 18-20 years. While 
in 12 cases of poor sitting, 5 patients were in age range 
51-60 years, 4 patients were in age range 41-50 years, 
2 patients were in age range 31-40 years, one patient 
was in age range 21-30 years. Similarly in 7 cases of 

high output Fistula, 3 patients were in age range 51-60 
years, 2 patients were in age range 41-50 years, 1 pa-
tient was in age range 31-40 years and only one patient 
was in age range 21-30 years. Association of ileostomy 
complication in gender distribution was analyzed and 
are shown in Table 2.

DISCUSSION

	 There are variety of conditions, where stoma 
in the form of ileostomy is the better option. These 
conditions where ileostomy is indicated are in close 
comparison found in our study and other local/ national 
studies. Our study shows that incidence of ileostomy 
was found more in old age as compare to early ages 
as in our results most of the patients 72% were in age 
range 31-60 years and 28% patients were in age range 
18-30 years. Similar results were shown in study done 
by Aziz A et al in which most of the patients 70% were 
in age range 31-60 years and 30% patients were in age 
range 18-30 years.7

	 Our study shows that incidence of ileostomy was 
found more in male patients as compare to female 
patients as in our results 81% patients were male and 
19% patients were female. Similar results were analyzed 
by Aziz A et al in which 80% patients were male and 
20% patients were female.7 In western countries, where 
typhoid and tuberculosis are less prevalent, stoma is 
usually indicated in colorectal surgery for malignant 
conditions. In developed nations conditions common-
ly necessitating ileostomy are familial adenomatous 
polyposis, ulcerative colitis hurshprung disease and 
diverticular diseases8. While the commonest indication 
in our study is enteric perforation, followed by FAI and 
thirdly tuberculosis.

Table 1: Complications of Ileostomy

Complications Frequency & Percentage
Skin Excoriation 31 (25%)

Poor Sitting 12 (10%)

High out put Fistula 7(6%)

Total 50 (43%)

Table 2: Complications of Ileostomy versus age 
distribution

Compli-
cations

18-20
years

21-30
years

31-40
years

41-50
years

51-60
years

Total

Skin Ex-
coriation

1 3 8 10 9 31

Poor Sit-
ting

0 1 2 4 5 12

High 
output
Fistula

0 1 1 2 3 7

Total 1 5 11 16 17 50
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	 Typhoid fever, an infectious disease caused by a 
bacterium salmonella typhi, spreads by the contamina-
tion of drinking water and edibles in under development 
countries like ours.9 Patients having typhoid (enteric) 
perforation were usually from low socioeconomic status 
and presented late in our study. These patients were 
usually with gross peritoneal contamination, hemo dy-
namically not well stable and in poor and hygiene and 
health. Some received in septic shock. All these factors 
advocated the stoma rather than a failed primary repair. 

	 In our study we had 42% cases of enteric per-
foration in whom we made ileostomy. This number is 
very much in accordance with the 33% case of enteric 
perforation in whom ileostomy was created.10,11 Simi-
larly the study of Akram Rajput12, showed that typhoid 
(enteric) perforation was the most common indication 
of temporary loop ileostomy. In our study the indication 
was 42% and in his study upto 2/3rd of all cases (66%). 
The results are similar because enteric perforation is 
common in our country like other developing countries 
so the results are mainly similar or closed to other na-
tional studies.

	 In our study we got 22% FAI, cases in whom 
stoma was created which is exactly the same as in 
Safirullah’s one13, similarly in the study of Tajammual 
Hussain traumatic perforation was the 2nd commonest 
indication of ileostomy.11 Fire arm injuries and other 
penetrating wounds are more common in KPK usually 
said to be because of aggressive natures of Pathans 
so our study is very similar to other studies conducted 
in KPK.

	 The figure is much more in contrast with the 
study conducted in university of Delaniya, Srilanka, 
by Rathnayake and colleges where temporary loop 
ileostomy was created in 71% of patients with colorectal 
malignancies. As discussed earlier, typhoid and tuber-
culosis plus trauma are mainly encountered in under 
developed countries and so the ileostomy is indicated in 
these conditions mainly while in the industrialized world 
with good socioeconomic status, good sanitations and 
clean drinking water, the ileostomy is usually indicated 
in distal anastomosis as a diverting stoma.14

	 In our study the incidence of complications were 
found in 60% patients in which skin excoriation was the 
very common complication found in 25% patients on 
the other hand poor sitting was the 2nd most common 
complication found in 10% patients while high output 
fistula was noted in 6% patients. Similar finding were 
observed in study done by Aziz A et al7 in which skin 
excoriation was found in 21.4% patients, poor sitting 
was found in 7% patients and high output fistula was 
found in 6% patients.

	 Our study shows that occurrence of skin exco-
riation, poor sitting and high output Fistula is more in 
older age as compared to young age as in our results 
most of the patients with all these compilations were 
found in age range 31-60 years. Similarly the incidence 

of skin excoriation, poor sitting and high output Fistula 
are more common in male patients as compared to 
female patients as in our results most of the patients 
with all these complication was male as compare to 
females. Similar concept had been explained in some 
other studies as well14,15,16.

CONCLUSION

	 Most of the complications associated with ileos-
tomy can be reduced by , cautious handling of the gut 
per operatively in term of releasing the adhesive bands, 
avoiding compromise to the blood supply ,proper site 
for ileostomy and good post operative care. 

REFERENCE

1.	 Lindholm E, Persson E, Carlsson E, Hallén AM, 
FingrenJ, Berndtsson I. Ostomy-Related Complica-
tions After Emergent Abdominal Surgery: A 2-year 
Follow-up Study. Journal of Wound Ostomy & Con-
tinence Nursing. 2013; 40(6): 603-10.

2.	 Chaudhary P, Ishaq N, GR, Tiwari AK, Kumar S, Kapur 
A, Arora M P. Prospective analysis of indications and 
early complications of emergency temporary loop 
ileostomies for perforation peritonitis. Annals of Gas-
troenterology: Quarterly Publication of the Hellenic 
Society of Gastroenterologyn. 2015; 28(1): 135-40.

3.	 Salvadalena GD. The incidence of stoma and 
peristomal complications during the first 3 months 
after ostomy creation. Journal of Wound Ostomy & 
Continence Nursing. 2013; 40(4): 400-06.

4.	 Jordan RS, Burns JL. Understanding stoma compli-
cations. Wound Care Advisor. 2013; 2(4): 20-24.

5.	 Russell RCG, Williams NS, Bulstrode CJK editors. 
Bailey and loves short practice of surgery. 24th ed. 
London: Arnold. 2004: 1153-85.

6.	 Turnbull RB Jr, Hawk WA, Weakley FL. Surgical treat-
ment of toxic megacolon. Ileostomy and colostomy 
to prepare patients for colectomy. Am J Surg. 1971; 
122 (3): 325-31.

7.	 Aziz A, Sehkil L, Jawaid M, Alam SN, Saleem M. 
indications and complications of loop ileostomy. 
Pak J Surg. 2009; 14(1): 128-31.

8.	 Moirangthem, G. S.Laparoscopic Colorectal Sur-
gery: An Update (with Special Reference to Indian 
Scenario). Journal of clinical and diagnostic re-
search: JCDR 2014; 8(4): 250-56.

9.	 Tsang WWC, Chung CC, Kwok SY, Michael KW. 
Laparoscopic sphincter preserving total mesorectal 
excision with colonica-J-pouch reconstruction: five 
year results. Annals of surgery 2006; 243 (3): 353-58.

10.	 Dellinger R. Phillip. “Surviving Sepsis Campaign: 
international guidelines for management of severe 
sepsis and septic shock, 2012.” Intensive care med-
icine 2013: 39(2), 165-228.

11.	 Hussain T, Alam SN, Manzar S. Outcome of ileostomy 
in cases of small bowel perforation. Pakistan J Surg. 
2005; 21(1): 65-71.



J. Med. Sci. (Peshawar, Print) April 2015, Vol. 23, No. 2 57

12.	 Rajput A, Samad A, Khanzada WT. Temporary loop 
ileostomy: prospective study of indications and 
complications. Rawal Med J 2007; 32(2): 159-62.

13.	 Safirullah, Mumtaz N, Jan AM, Ahmad S. Complica-
tions of intestinal stoma. JPMI. 2005; 19 (4): 407-11. 

14.	 Rathnayake MMG, Kumarage Sk, Wijesuniya SRN, 
Ariyaratne MHU, et al. Complication of Loop ileos-
tomy and ileostomy closure and implications for ex-
tended enterostomal therapy. A prospective clinical 
study. Int K Nursing studies. 2008; 45(8): 1118-21.

15.	 Chaudhary P, Nabi I, Ranjan G, Tiwari AK, Kumar S, 
Kapur A, Arora MP.Prospective analysis of indications 
and early complications of emergency temporary 
loop ileostomies for perforation peritonitis. Ann 
Gastroenterol. 2015; 28(1): 135-40.

16.	 Ahmad M, Alam S, Ahmad Z, Akhtar M, Hussain M, 
Uzair M, Sadiq MU.Comparison of primary versus 
secondary closure of ileostomy reversal skin wound. 
Gomal J Med Sci. 2013; 11(1): 63-67.

AUTHOR’S CONTRIBUTION

	 Following authors have made substantial contributions to the manuscript as under:

Iqbal Z:	 Idea of the study and operating surgeon.

Khan S:	 Data collection and typing.

Rehman M:	 Bibliography.

Shareef G:	 Statistcs.

Aziz U:	 Followup.

Authors agree to be accountable for all aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are appropriately investigated and resolved.

CONFLICT OF INTEREST: Authors declare no conflict of interest

GRANT SUPPORT AND FINANCIAL DISCLOSURE NIL

ONLINE SUBMISSION OF 
MANUSCRIPT

It is mandatory to submit the manuscripts at the 
following website of JMS. It is quick, convenient, 
cheap, requirement of HEC and paperless.
Website: www.jmedsci.com
The intending writers are expected to first 
register themselves and then attach/submit the 
manuscript. If processing fee is not submitted 
before should be deposited with Managing 
Editor in cash or can submit in the form of bank 
draft in the name of editor JMS. Also follow the 
format and check list of the Journal. Author 
agreement can be easily downloaded from our 
website. A duly signed author agreement must 
accompany initial submission of the manuscript.


