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ABSTRACT

Background and Aim: Gastrointestinal stomas main function is to divert the flow away from a
difficult anastomoses or intestinal obstruction. There is now a trend toward avoiding permanent
stomas, and temporary loop stomas often used to protect anastomotic or distal bowel segments in
high-risk patients. The present study aimed to determine the morbidity-mortality after ileostomy or
colostomy closure.

Patients and Methods: This comparative observational study investigated 42 cases of ileostomy and
colostomy closure in the Surgical Unit of Jinnah Hospital, Lahore from January 2020 to January 2024.
Patients were divided into two groups; Group-l (lleostomy closure) and Group-Il (Colostomy
closure). Demographic details such as age and gender, Clinical details such as indications, types of
stoma technique used, and operative times, length of hospital stay, morbidity, and mortality recorded.
SPSS version 26 was used for data analysis.

Results: The overall mean age was 46.8+6.52 years (15-75 years). Out of 42 cases, 28 (66.7%)
underwent ileostomy and 14 (33.3%) underwent colostomy closure. The most prevalent indication
for closure was protection of anastomosis in both stoma groups. The interval between creation and
closure of stoma was shorter (117.8 days) in Group-I than Group-1l (162.4 days). The incidence of
hand sewing sutures and stapled technique was 32 (76.2%) and 10 (23.8%), respectively. The Group-
Il patients took 107.9+5.24 minutes as operative time which was significantly higher than 82.96+8.84
minutes in Group-I. The prevalence of morbidity in Group-I and Group-1l was 10.7% (n=3) and
14.3% (n=2), respectively. Prolong hospital stay was required in Group-11. No mortality case reported
in both stoma groups.

Conclusion: The present study observed that Stomatal closure well tolerated procedure, with low
morbidity and mortality. The results suggest that ileostomy closure is a relatively simple procedure.
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INTRODUCTION

Closed ileostomies and colostomies are important surgical procedures aimed at restoring normal
bowel function after initial reversal Temporary stomas are necessary to manage complex or high-risk
cases, but the closure is critical to the patient's recovery and quality of life. Understanding the
morbidity and mortality associated with ileostomy and colostomy closure in a tertiary care hospital,
where advanced surgical techniques and postoperative care are available is important. Transient total
fecal diversion continues to be valid in bowel surgery, although major surgeries can now often be
safely performed without stomas [1-3]. Advances in surgical techniques, such as intraoperative saline
lavage for tumor obstruction or emergency procedures types, enable dissection and primary
anastomosis of large intestine without the need for a separate stoma. Although the indications for
columnar formation have improved greatly over the years, the basic objectives have not changed.
Ideally, temporary graft should minimize surgical risk, help save lives, avoid complications, and
rapidly close unequivocally [4, 5]. Despite these goals, some literature reports shows a slightly higher
morbidity rate after closed ileostomy or colostomy [6-8].

Recent advances in surgical practices, such as techniques and improvements in postoperative care,
have affected the approach to graft closure. Despite these advances, the morbidity and mortality
associated with ileostomy and for colostomy closure may vary, requiring further investigation to
identify factors associated with complications [9]. The incidence of adverse outcomes aimed at this
study by trial assess and provide evidence-based recommendations to enhance patient safety and
surgical success. A variety of factors have been identified that influence the morbidity of column
closure, including surgical experience, internal preparation, operative time, and surgical technique,
but findings have been inconsistent [10-12]. To assess how changes in postoperative practice during
colorectal surgery affect morbidity and mortality, we examined our institution's experience with
stoma closure.

METHODOLOGY

This comparative observational study investigated 42 cases of ileostomy and colostomy closure in
the Surgical Unit of Jinnah Hospital, Lahore from January 2020 to January 2024. Patients were
divided into two groups; Group-I (lleostomy closure) and Group-II (Colostomy closure). Patient’s
age 15-75 years of either gender with stoma closure by ileostomy or colostomy enrolled. The clinical
files of the included patients were reviewed for the following data: age, sex, body mass
(weight/height2), stoma indications, stoma type (ileostomy vs colostomy), interval between grafting
and closure, associated infections, orientation (peristomal vs midline). , type of anastomosis (manual
vs. stapler), length of operation, hospital stay, morbidity, and mortality. Operative mortality and
surgical morbidity considered as complications occurring within 30 days after or during stoma closure
during hospitalization. Operative mortality was considered when the patient died within 30 days of
graft closure or during hospitalization due to complications.

Statistical analysis was performed using descriptive statistics (mean, range, and proportion). Fisher
exact test and Mann-Whitney U test were used for statistical analysis. Statistical significance was
considered when the p-value was less than 0.05.

RESULTS

The overall mean age was 46.8+6.52 years (15-75 years). Out of 42 cases, 28 (66.7%) underwent
ileostomy and 14 (33.3%) underwent colostomy closure. There were 24 (57.1%) male and 18 (22.9%)
female. The most prevalent indication for closure was protection of anastomosis in both stoma groups.
The interval between creation and closure of stoma was shorter (117.8 days) in Group-1 than Group-
I1 (162.4 days). The incidence of hand sewing sutures and stapled technique was 32 (76.2%) and 10
(23.8%), respectively. The Group-II patients took 107.9+£5.24 minutes as operative time which was
significantly higher than 82.96+8.84 minutes in Group-I. The prevalence of morbidity in Group-I and
Group-Il was 10.7% (n=3) and 14.3% (n=2), respectively. Prolong hospital stay was required in
Group-11. No mortality case reported in both stoma groups. Diabetes mellitus was the most prevalent
associated disease found in 6 (14.3%) followed by cardiopathy 4 (9.5%), anemic syndrome 4 (9.5%),
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chronic steroid use 3 (7.1%), malnutrition 2 (4.8%), and renal disease 2 (4.8%) as illustrated in Figure-
1. Demographic details is shown in Table-1. Indication for stoma creation shown in Table-11. Most
Frequent Diagnoses Leading to Loop Stoma Creation presented in Table-I11.
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Figure-1 Associated disease (N=42)
Table-1 Demographic details (N=42)
Parameters Value N (%)
Age (years) 46.846.52
Age group (years)
15-30 4 (9.5%)
31-45 13 (31%)
46-60 19 (45.2%)
61-75 6 (14.3%)
Gender
Male 24 (57.1%)
Female 18 (22.9%)
Body mass index (Kg/m2) 23.8+1.4
Table-I1 Indication for stoma creation (N=42)
Indications Group-I (lleostomy) N=28 Group-II (Colostomy) N=14
Elective
Protection of Anastomosis 17 (60.7%) 2 (14.3%)
Anastomotic Dehiscence 1 (3.6%) 1 (7.1%)
Fistula 1 (3.6%) 0
Other 1 (3.6%) 0
Emergency
Protection of Anastomosis 4 (14.3%) 6 (42.9%)
Colonic Perforation 2 (7.1%) 0
Fistula 1 (3.6%) 2 (14.3%)
Fecal Contamination 0 3 (21.4%)
Unknown 1 (3.6%) 0
Table-111 Most Frequent Diagnoses Leading to Loop Stoma Creation
Diagnosis N (%)
Elective lleostomy N=20
Chronic Nonspecific Ulcerative Colitis (CUCI) 9 (45%)
Familial Adenomatous Polyposis 2 (10%)
Crohn's Disease 1 (5%)
Colon Cancer 3 (15%)
Others 5 (25%)
Elective Colostomy N=3
Colorectal Cancer 1 (33.3%)
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Chronic Nonspecific Ulcerative Colitis (CUCI) 1 (33.3%)
Abdominal Sepsis 1 (33.3%)
Emergency lleostomy N=8
Diverticulitis 4 (50%)
Appendicitis 1 (12.5%)
Colonic Perforation 1 (12.5%)
Others 2 (25%)
Emergency Colostomy N=11
Gunshot Wound 2 (18.2%)
Diverticulitis 2 (18.2%)
Colocutaneous Fistula 1(9.1%)
Rectal Perforation 1(9.1%)
Others 5 (45.5%)
DISCUSSION

The present study mainly investigated the morbidity and mortality rate of stoma closure cases by
either ileostomy or colostomy and found that stoma closure was a well-accepted procedure, with low
morbidity and no mortality. Although there was no difference in morbidity and mortality, the results
support that loop ileostomy closure is a simpler procedure and results in shorter hospital stay
compared with loop colostomy closure. The highest percentage indication for a loop stoma in is
elective surgical protection of the anastomosis, and the most common condition causing this is
chronic nonspecific ulcerative colitis (CUCI). This perhaps reflects the current preference for ease of
closure of stoma. These finding resemble the earlier study findings [13-16].

Although no significant difference in morbidity was observed in this series after stoma closure, the
significantly shorter time between loop ileostomy and closure suggests less morbidity in ileostomy.
It is difficult to one type of stem will be classified as superior to another, especially if both are done
appropriately with medical judgment and good surgical technique. A loop ileostomy is preferred over
colostomy because it is a less invasive procedure that requires a shorter hospital stay, which represents
a better cost-benefit ratio for the patient. Our series is consistent with those already published in the
literature, and we found a shorter hospital stay for ileostomy closure [17-19].

Several risk factors have been examined for their effect on complications after stoma closure,
including surgical experience, underlying disease, location of stoma, surgical technique, and elapsed
time between primary surgery and stump closure. However, findings have been inconsistent across
studies [20, 21]. The type of anastomosis, whether manual (with or without endotomy) or mechanical
(with a linear stapler) were discussed. In this case, no statistically significant difference found.

The morbidity rate in the present study was 10.7% in ileostomy group, which was lower than 14.3%
in colostomy group. There was no significance difference in regarding the morbidity of stoma closure
through either procedure. No mortality case was reported in either groups. These findings resembles
the previously reported statistics regarding morbidity and mortality rate in stoma closure procedures
[22, 23].

We found few complications, with intestinal obstruction being the main case. The disproportionate
number of ileostomy and colostomy closure groups may limit studies, but this reflects the current
surgical trend towards ileostomy alone and the use of staplers for closure is a recent development,
which explains the observed rate. Studies on the morbidity and mortality associated with ileostomy
and colostomy closure have not been well developed with evidence-based medicine. These
procedures are routinely performed in the hospitals.

CONCLUSION
Stomatal closure is well-tolerated procedure, with low morbidity and mortality. The results suggest
that ileostomy closure is a relatively simple procedure.
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