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Outcome of Tube Ileostomy - Experience in a District Hospital of
Bangladesh

*Rahman AM,' Islam MN,’ Fatema NE, *Aminur MR,* Rahman MM,’ Ariph GU°

Ileostomy are usually performed to divert intestinal contents, by bringing a loop of ileum through
the anterior abdominal wall to the exterior. But it is not free of complications. Reversal of
ileostomy is sometimes hazardous to patients. This observational study was performed among 21
patients in the 250 bed District Hospital, Kishoreganj to find out the outcome of tube ileostomy
instead of conventional ileostomy. Among them 5 were female and 16 were male. The
complication rate was 38.09%. The main complications related to tube ileostomy were peritubal
leakage and tube blockage. Two patients presented with temporary leakage through the side of exit
of ileostomy tube which was managed conservatively. One patient died in the seventh
postoperative day due to septicaemia and electrolyte imbalance. Mean hospital stay was 12.57
days. Complications rates after this procedure is very low, even in old ileal perforation with
peritonitis. Tube ileostomy can be used as an alternative to conventional ileostomy.

[Shaheed Syed Nazrul Islam Med Col J 2018, Jan; 3 (1):63-70]
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Introduction
leostomy is often done in various ileal, caecal and appendiceal conditions like ileal
perforation, colonic injury. It is also performed for fecal diversion to protect a distal ileal
or colonic anastomosis, for example, as a part of anterior resection with the aim to protect
a colorectal anastomosis. It is thus performed both in emergency and elective cases requiring
diversion.

Small bowel perforation is one of the most commonly occurring surgical emergencies with
majority of them occurring in the ileal region. Enteric fever and tuberculosis form the bulk of
patients of non-traumatic small bowel perforation in the developing world.' In cases of
perforative peritonitis, there are several treatment options. When contamination in the
abdominal cavity is mild and localized, clinicians often prefer closure or resection with
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anastomosis, however, when contamination is
severe and the intestine is damaged,
enterostomy is often preferred.” It is sometime
a life saving procedure but sometimes can
become distressing to patients for skin
excoriation, diarrhoea, for stoma and costly
ileostomy bag management, and sometimes
life threatening due to fluid and electrolyte
imbalance, stoma  necrosis, bleeding,
prolapse, retraction, parastomal herniation,
obstruction, paraileostomy abscess. In
addition ileostomy is known to adversely
affect the quality of life due to physical
restriction and  psychological ~problems.’
Robertson et al. reported stoma related
complications rate between 10 and 70%.’
Ileostomies are often closed after 2-3 months,
but the optimal timing of ileostomy closure
remains to be established.’ Ileostomy reversal
needs second surgery; readmission and
hospital stay and again a financial burden to
patients. Furthermore, reversal of ileostomies
are associated with significant morbidity and
mortality with complications in 33.3% cases.®
These complications are anastomotic leakage,
wound infection, postoperative paralytic ileus,
local abscess, small bowel obstruction,
enterocutaneous fistula, iatrogenic bowel
injury, stoma site hernia etc. Tube ileostomy
may be an alternative technique to loop
ileostomy for protection of distal anastomosis,
but its evidence base has not yet been
established.” We often perform t-tube
drainage of common bile duct or feeding
jejunostomy, tube caecostomy in our surgical
practice. These observations led to perform
the study which was carried out with the aim
to avoid complications of ileostomy in the
selective cases of ileal perforations and
perforated appendix. This is probably the first
study on tube ileostomy in Bangladesh.
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Methods

The study was carried out in the Department

of Surgery, 250 bed District hospital,

Kishoreganj from August, 2013 to March,

2015 period. Total numbers of 21 patients

were included. Selection criteria were-

1. Patients with ileal perforations: typhoid,
tubercular

2. lileal injury or right sided colonic/ caecal
injury

3. Acute appendicitis or perforated appendix
with gangrenous friable caecal wall

4. Insecure anastomosis following resection
of stricture or segmental resection of
distal ileum or colon for multiple
perforations, and patients with poor
general condition necessitating a proximal
defunctioning ileostomy.

Malignant  perforations,  very  recent
perforation, where primary anastomosis could
be done safely, were excluded.

Procedure performed

A preoperative diagnosis were made from
history, clinical examination and other
necessary investigation e.g. plain abdominal
X-ray, ultrasonogram of wholeabdomen,
Widal test, complete blood count, blood
sugar, blood urea, serum creatinine, serum
electrolytes. All the patients were resuscitated
at first and then laparotomy was doneby either
associate professor, assistant professor or
consultant or medical officer of the
department of surgery supervised by
consultant/ assistant professor. At laparotomy
the perforation was identified and other
perforations were looked for. A 24 Fr. bi-
channel Foley’s catheter was brought into
peritoneal cavity through stab incision
onabdominal wall. The catheter was inserted
through the perforation in the ileum or
caecum or through the appendix stump lumen
after appendicectomy. In case of friable,
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necrotic ileal or caecal wall the perforation
was closed by 2-3 stitches loosely enough not
to cut through the bowel wall. The catheter
was inserted through another opening 10-15
cm proximal to diseased bowel with tube tip
directed proximally. The catheter balloon was
inflated within the bowel lumen with 15 cc of
distilled water and it was snugly fit to the
bowel perforation site so that it does not
produce any ischaemic necrosis of ileal/caecal
mucosa but close the opening/perforation.
The catheter was secured to bowel wall by 2-
0 vicryl by purse string suture. The adjacent
bowel was fixed to parietal wall with
interrupted 2-0 vicryl. Tube was fixed to skin
with 2-0 silk and connected to drainage bag.
Another drain tube was placed in pelvis.
Peritoneal toileting was done. In suspected
cases tissue sent for histopathological
examination. In the postoperative period the
patient was kept nothing per orally,
intravenous antibiotic continued, fluid and
electrolyte balance maintained. The tube was
regularly checked for free flow of contents
and flushed with 50 -100 ml normal saline
thrice daily to prevent tube blockade. Sips of
water by mouth were started on the third
postoperative day or when patient had no
evidence of peritonitis and bowel function
returned. Gradually semisolid to solid diet
introduced over the next week. In patients
with no evidence of anastamotic leak,
peritubal leak or peritonitis the catheter
balloon was started to deflate by removing 5
ml of distilled water in the balloon in every
alternative day, starting from the fifth post
operative day, during this time any
complications like peritonitis, abdominal
pain, fever, peritubal leakage, diarrhea,
peritubal abscess, drain tube collection was
noted. Check dressing was done in the fifth
post-operatve day and subsequently in
postoperative days depending upon the
severity of surgical site infection. In patients
with no evidence of anastomotic leak the
catheter was removed in 10-12" postoperative
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day to have a controlled fistula in place. Drain
tube was removed after the day of catheter
removal. If there was any evidence of leakage
like peritonitis, fever, feculent collection
through drain tube, peritubal leakage, the
ileostomy/ caecostomy catheter was not
removed. Rather patient was kept nothing per
orally, started intravenous fluid, antibiotics
and regular dressing done. The leak was
small in amount and closed spontaneously
within 7 days. No patient needed
relaparotomy. With a persistent leak a
fistulogram was planned but none required
fistulogram. All the patients were regularly
followed in the outpatient department for any
complications for the next 6 months.

Results

A total of 21 patients were studied during the
study period. Of them 16 were male and 5
female. The age of the patients varied from 11
years to 64 years. The highest numbers of
patients were in the 31-40 years group.

Table I: Age distribution (n=21)

Age (Year) No ( %)
11-20 1(04.76)
21-30 6(28.57)
31-40 9(42.85)
41-50 4(19.04)
> 50 1(04.76)

Among 21 patients, 5 (23.80%) cases were
female and 16 (76.20%) were male.

Table II: Sex distribution (n=21)

Sex No. (%)
Female 05 (23.80)
Male 16 (76.20)

Of 21 patients 14 cases were typhoid ulcer
perforation, 2 cases were tubercular ulcer
perforation, and 1 case was caecal injury.
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Table III: Primary disease (n=21)

Primary disease No.(%)
Typhoid ulcer perforation 14(66.66)
Tubercular ulcer perforation 2(9.52)

Acute appendicitis with necrotic 2(9.52)
cecal wall

Caecal injury 1(4.76)
Traumatic ileal perforation 2(9.52)

Out of 21 patients tube ileostomy/caecostomy
through the ileal/ caecal perforation were
done in 18 patients, repair of perforation and
proximal ileostomy was done in 2 patients
with tuberculosis, resection and anastomosis
with proximal tube ileostomy was done in 1
patients.

Table IV: Type of operation done (n=21)

Name of the operation No. (%)

Tube ileostomy/ caecostomy 18(85.71)
through the perforation

Repair of perforation and proximal 02 (9.52)
tube ileostomy

Resection, anastomosis with 01 (4.76)

proximal tube ileostomy

Catheter blockade occurred in 3 patients
(14.28%) requiring frequent flushing with 50
ml of sterile normal saline. Out of 21 patients
2 patients developed leakage around the
Foley’s catheter, also evident from drainage
through the intraperitoneal drain,during
deflation of catheter balloon but it stopped
gradually over next week. 2 patient developed
persistent leak after removal of catheter but
they improved by conservative treatment over
the next week. Wound infection was present
in 10 patients (47.61%). Tube displacement
occurred in 2 patients (9.52%).
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Table V: Complications in operated patients
(n=21)

Complications No. (%)
Wound infection 12(57.14)
Catheter blockade 03(14.28)
Leak around the catheter 02(09.52)
Temporary leak after catheter 02(09.52)
removal

Catheter displacement 02(09.52)
Skin excoriation 03(14.29)
Residual abscess 01(04.76)
Peritubal abscess 02(09.52)
Burst abdomen 02(09.52)

One patient died in the 7™ postoperative day
due to septicaemia and electrolytes
imbalance. Electrolyte imbalance was present
only in 3 patients accounting for 14.29 %
cases.

Total length of hospital stay was 10-14 days
in 17 patients, 15-21 days in 4 patients. Mean
hospital stay was 12.57 days.

Table VI: Total length of hospital stay in
patients (n=21)

Total number of days Number of patients (%)

<14 17(85.72)
>14 4(14.28)

Total operation time (including time required
for laparotomy, construct tube ileostomy,
peritoneal toileting, closure of abdomen) was
within 45 minutes in 14 case (66.66%) The
mean operation time was 41.04 minutes in 21
cases.

Table VII: Operation time (n=21)

Total operation time Number of patients
(Minutes) (%)

<45 min 14(66.66%)

> 45 min 07(33.34%)
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Discussion

In cases of intestinal perforation or
obstruction with features of peritonitis a
defunctioning proximal protective loop
ileostomy is considered advisable due to
presence of one or more of the following
intraoperative findings: insecure repair or
anastomosis, multiple perforations,
mattedbowel loops, and grossly unhealthy
bowel due to severe edema and
inflammation.® According to Vijayraj Patil et
al. complete defunctioning ileostomy is not
necessary for anastomosis healing and an
adequate decrease in flow across the
anastomosis using tube ileostomy is enough.

Tube ileostomy as an alternative to loop
ileostomy is an attempt to protect the distal
anastomosis and at the same time decrease the
ileostomy complications and totally avoid the
morbidity and mortality associated with stoma
takedown.” The first reported use of T-tube
ileostomy was at Texas Children’s Hospital in
1959 for proximal fecal diversion; several
investigators  have reported  successful
outcomes following laparotomy with T-tube
enterostomy with irrigation in neonates with
unresolved uncomplicated meconium ileus
unrelieved by contrast enema.'” Use of tube
ileostomy in adults is only sparingly reported.
With first reported case by Hojo, who used
tube ileostomy along with total colectomy and
ileoanal anastomosis for familial polyposis
coli in seven young patients and had
successful outcomes in all. Hojo found that
the simple tube ileostomy is as effective as
the loop ileostomy and recommended the
procedure.!’ In an attempt to avoid the
ileostomy , its subsequent complication and
the need for a second surgery, Deepak Rajput
et al., used t- tube in its place in patient with
poor general condition. '

In a study by Rondelli et al., comparing loop
ileostomy to percutaneous tube ileostomy in
patients undergoing laparoscopic anterior
resection for adenocarcinoma, a balloon
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catheter was used for tube ileostomy and
inflation of balloon to achieve complete
defunctioning ileostomy."” In our study we
also used a bichannel Foleys catheter to
construct tube ileostomy/caecostomy.

Complication rate was 38.09% which seems
to be high but most of them were minor one
and could be managed without much
difficulty. In a study by Abhishek V et al,
2012, complications with tube ileostomy
occurred in 33% of patients; this was
significantly less than the complication rate
after the loop ileostomy of 53% in the same
study.'* In a study by G. F. Giannakopoulos
et al. creation of loop ileostomy resulted in
morbidity in 19% of patients and closure led
to major and minor complications in 12% and
21% of patients."

Peristomal skin irritation is perhaps the
commonest complication of ileostomy leading
to skin excoriation.'® In a study by Avishek v.
et al skin irritation observed only in 2 cases
among 30 patients and 13.3 % cases with loop
ileostomy. In our study local skin excoriation
around catheter ileostomy were noted in 3
patients (14.28%) due to peritubal leakage
and temporary leak after removal of catheter.
However, this problem was transient.
Peritubal leak was observed in 2 patients
(9.52%).

Figure 1. Temporary leakage
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Catheter blockade occured in 3 patients
(19.04%). In a study by Avishek et al. it was
observed in 16.6% patients. They observed
that in patients in whom the tube was placed
within 25 cm of ileocecal junction developed
block. This could probably be due to
increased consistency of feces distally.'’All
tube blocks were managed with saline
irrigation thrice daily. None of the patients
with tube ileostomy developed obstruction
within the follow up period for 6 months.

Total length of hospital stay was 13-14 days
in most of the patients (17 cases). In the
remaining cases temporary leakage and skin
excoriation precluded discharge. Two of 21
patients required re-admission.

One patient died in the 7t postoperative day
due to septicaemia and electrolyte imbalance.
This case presented very late so that there
were generalized peritonitis and huge
peritoneal collection and contamination and
septicaemia. This patient also developed burst
abdomen. Two of the patients presented with
displacement of the catheter at 2™ week.
Interestingly one of them presented with
colicky abdominal pain and noted that
catheter balloon is coming outside the anus.
This may be due to vigorous peristalsis that
led to the forward migration of catheter. The
patient was readmitted and kept nothing per
orally, given antispasmodic. The catheter was
again retained and fixed in their previous
position.

Reversal of loop ileostomy may be associated
with significant morbidity and mortality. In
our study, as there were no ileostomy,
complication from reversal were not a
question. But complication following removal
of the catheter was a problem. 2 patients
developed temporary leakage. However, these
leaks resolved within a week after
conservative management.
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According to Wakahara T et al. there are
limitations of tube ileostomy. First, when the
adhesion around the perforated intestine is too
extensive to free the intestine from the
surrounding organs, T-tube enterostomy
should be avoided. A key component of this
procedure is to tighten the T-tube at the entry
hole and firmly fix the tube at the perforation
site to the abdominal wall to prevent intestinal
contents from leaking into peritoneal
cavity." In our study we did not insert any
encircling suture in the intestine around the
catheter whenever the intestinal wall were
found friable. Rather we inserted the catheter
through the perforation, inflated the balloon
inside the lumen of intestine and snugly fitted
the balloon by pulling from outside to close
the perforation from luminal aspectin such a
manner that it does not cause any pressure
necrosis in bowel wall but stay fixed to the
anterior abdominal wall.

There is a re-emergence of interest in the use
of tube ileostomy to defunction a distal
anastomosis. To overcome the disadvantages
of traditional diverting ileostomy, Liu et al.
presented a new tube ileostomy using a
biofragmentable anastomosis ring (TIB), with
no need for reversal.”” To protect a distal
rectal anastomosis as a potential alternative to
loop ileostomy a transcaecal catheter
ileostomy has been evaluated by Monzén A.
et al. with potentially fewer complications and
without need for a second procedure for
closure.?” Ansari MM et al. evaluated the
usefulness of a transcaecal ileostomy catheter
for protecting distal lower rectal anastomosis
as an alternative to conventional ileostomy,
where a catheter ileostomy was constructed in
the fashion of cathter jejunnostomy. They
recommended the procedure as catheter
ileostomy is effective in protecting intestinal
anastomosis/repair; as there was minimal
morbidity and no catheter-related
leak/mortality®” Sheng QS et al. used a
modified trachea cannula to create tube
ileostomy for defunction after Anterior resection.
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@) In our study we used a simple bichannel
Foley’s catheter that is easily available and cost
effective.

Tube-caecostomy is perhaps a worthwhile
alternative in the surgical treatment of ruptured
appendicitis, appendix abscess and gangrenous
appendix when the development of a spontaneous
faecal fistula and abscess formation are envisaged
after performing a simple appendicectomy.”
Performing tube cecostomy instead loop
colostomy reduce postoperative morbidity, lowers
prolongedhospital stay and provides adequate
functional outcome.” Recently natural orifice
transgastric endoscopic surgery (NOTES) tube
ileostomy has been evaluated in an animal
model.”

Tube  ileostomy/caccostomy  has  several

advantages: "’

1. Easy and less time consuming to construct to
and the bichannel catheter is available
everywhere,

2. less discomfort and distress for the patient,

3. less costly in comparison with classical
ileostomy, caecostomy,

4. avoids second surgery to restore gut,

5. no chance of bleeding, prolapse, necrosis of
stoma, retraction etc.;

6. less time consuming in respect to stoma bag
management,

7. fluid and electrolyte imbalance is less,

wound infection is less,

9. minimal or no skin excoriation as in
conventional ileostomy,

10. duration of hospital stay is less and cost-
effective,

11. provides opportunity to do post- operative dye
study whenever needed.

*x

Wound infection was not considered as a tube
related complication rather considered as a
complication of primary disease. There was no
parastomal herniation, prolapse (as there was no
stoma), as occurs in the conventional loop
ileostomy.Majority of our patients had an
uneventful recovery with the use of the catheter
ileostomy, suggesting that tube ileostomy can be
used as an effective alternative to ileostomy. The
limitation of our study is that it was an
observational study in small number of patients.
These patients were not compared with patients
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with conventional ileostomy. But it may be a
reference in future studies.

Conclusion

Tube ileostomy is an effective way to divert the
intestinal contents in selective cases of intestinal
perforations. It is convenient, avoids much of the
complications of conventional ileostomy.Further
large scale randomized control trials are needed to
establish the wuse of tubeileostomy as an
alternative to conventional loop ileostomy.
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