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ABSTRACT
Objective: To determine the outcome of ileostomy reversal operations.
Design & Duration: Prospective case series from January 2001 to December 2005.
Setting: Surgical Units I and IV of Civil Hospital, and Surgical Unit VIII of Lyari General Hospital, Karachi.
Patients: Seventy four patients admitted for closure of ileostomy were included in the study.
Methodology: Detailed history, physical examination and relevant investigations were carried out. Patients were
operated by a senior surgeon, and two layered sutured anastomosis was performed. Patients were closely monitored
after surgery for complications.
Results: Typhoid and tubercular perforation were the major contributors for ileostomy construction. After closure
of ileostomy wound infection was the commonest complication noted in 10(13.5%) cases, bowel obstruction occurred
in 4(8.1%) cases, incisional hernia in 2(2.6%) and anastomotic leak in one case(1.3%). No mortality occurred in
the study.
Conclusion: Defunctioning ileostomy is a common life saving operation, and its reversal is a safe procedure with
little morbidity and no mortality.
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  INTRODUCTION

Increase in the number of patients presenting to the
surgical outpatient department for ileostomy closure is
indicative of an increase in the number of ileostomies
being performed. This increase is registered both in the
East and the West, though the reasons for making ileos-
tomies are significantly different. Typhoid and tubercular
perforations are the commonest cause in the east where
as faecal diversion for Crohn�s disease and ileoanal
pouch after total colectomy for ulcerative colitis are
common in the west.

Ileostomy causes physical and emotional trauma to the
patient on one hand, though it is a life saving procedure
on the other hand. Closure of ileostomy carried out at
an appropriate time and with proper technique is asso-

ciated with minimal complications. Closure methods
range from simple suturing to stapled asastomosis.

  PATIENTS & METHODS

This study was conducted in Surgical Units I and IV of
Civil Hospital, and Unit VIII of Lyari General Hospital
Karachi. A total of 74 patients presenting in the outpati-
ent department of these units from January 2001 to
December 2005 were included in the study. The method
of sampling was purposive type. The study design was
prospective case series type.

A detailed history was taken and a complete physical
examination was performed in all the patients. The past
record was reviewed in each case to determine the rea-
son for making ileostomy and the date of the procedure.
In addition to routine investigations, serum electrolytes
were performed in every patient and the continuity of
distal bowel was confirmed by performing a contrast
study; barium was used as the contrast medium in the
first year of the study but was replaced by gastrograffin
in the last four years. The reason for this change was
difficulty in evacuation of barium from the distal seg-
ment of intestine causing delay in ileostomy reversal.

Before closure of ileostomy, it was assured that patient
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typhoid and tubercular perforations. Other reasons are
listed in Table I.

The ages of the patients admitted for ileostomy closure
ranged from 12 to 60 years with maximum number fal-
ling in the 21-30 year age group. Males out numbered
female patients (Table II). The operating time ranged
from 45 to 90 minutes.

Wound infection was the commonest complication
(Table III) seen in 10 patients. Complete wound disrup-
tion occurred in four patients which required re-suturing,
whereas in the remaining six aseptic dressings alone
resulted in wound healing. Bowel obstruction occurred
in four patients; all of them settled on conservative
treatment. Anastomotic leakage occurred in one patient
that required laparotomy and revision of the anasto-
mosis. Incisional hernia developed in two cases which
was repaired on elective surgical list. No mortality was
observed in this study.

  DISCUSSION

Diverting loop ileostomies were originally described
in 1940 for the treatment of acute ulcerative colitis.1

Subsequently, this procedure was abandoned because
of the liability of the stoma to retract, prolapse and the
lack of suitable fitting appliances.1 The current emer-
gence of this procedure was dictated by the need for
faecal diversion following low anterior resections, ileo-
anal pouch anastomosis, rectosigmoid resections with
primary anastomosis in acute diverticulitis and in severe

had received three months treatment in case of tuberculo-
sis and that the primary cause for which ileostomy was
made has been treated. For other patients a minimum
period of ten weeks from the date of performing ileos-
tomy was considered as the optimal time for closure.

All ileostomy closures were performed electively. An
elliptical incision was employed around the stoma to
prevent dog-ear formation. The ileal loop was separated
from anterior abdominal wall by sharp and blunt dis-
section. The loop was mobilised and its margins were
freshened. Both ends of ileum were examined for ade-
quate blood supply, and end to end anastomosis was
carried out with 2/0 vicryl in two layers. The integrity
of the anastomosis was checked, haemostasis secured
and the abdomen was closed without drainage. Patients
was kept nil per orally for four days and then liquids
were started. Semisolids were allowed on the 5th post-
operative day. The wound was examined on the 3rd
and the 5th postoperative day. Sutures were removed
on the 8th day and the patient discharged if no compli-
cation was noticed. Patients were followed-up in the
outpatient department one, three and five weeks after
discharge.

  RESULTS

Analysis of the patients� previous record revealed that
the highest numbers of ileostomies were performed for
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Table I.   Indications for Ileostomy (n=74)

No.Indication

Typhoid perforation

Tubercular perforation

Non-Specific perforation

Trauma

Anterior resection

Mesenteric ischemia

35

20

10

5

3

1

%

47.2

27.0

13.5

6.7

4.0

1.3

No. of PatientsAge Group

12-20 years

21-30 years

31-40 years

41-50 years

51-60 years

10

25

21

12

6

Percentage

13.5

33.8

28.4

16.2

8.1

Male

8

18

16

8

5

Female

2

7

5

4

1

Table III.   Complications

No.Complication

Wound infection

Bowel obstruction

Incisional hernia

Anastomotic leakage

10

4

2

1

%

13.5

5.2

2.6

1.3

Table II.   Age and Sex distribution of the patients (n=74)
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had wound infections of which one required re-operation,
one (2%) had an ileal anastomotic leak and subsequently
died, and one (2%) died of myocardial infarction.

A cost-effective study with a protocol of 23 hours stay
in the hospital after closure of ilesotomy was carried
out by Kalady et al11, that included 28 patients. This
study concluded that the new protocol was effective in
reducing hospital stay without worsening clinical end
points. Timothy and Hill12 in their study of 59 patients
concluded that in patients with an ileostomy following
anterior resection, with a clinically examinable anasto-
mosis and a smooth postoperative course, a radiological
examination of the anastomosis prior to ileostomy clo-
sure appears unnecessary.

In our study of 74 cases of ileostomy closure, wound
infection was more common and all cases of bowel
obstruction responded to conservative treatment. Only
one (1.3%) patient with anastomotic leakage required
reoperation during the same admission. Stapled anas-
tomosis was not used due to economic constraints.

  CONCLUSION

Ileostomy is being widely used for faecal diversion in
peritonitis due to bowel perforation in the East and to
protect distal colonic anastomosis both in the East and
the West. With careful attention to the technique cons-
truction of ileostomy is a life saving procedure whereas
its closure is a safe operation with minimal morbidity
and no mortality.
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