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A Clinical Study of Intestinal Stomas and Its Complications
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Background: Intestinal stoma is a very commonly performed procedure with a high rate of complications. This study was undertaken to
examine the various complications associated with different types of intestinal stomas and their management. Material and Methods:
Complications were studied in 50 patients undergoing stoma formation at VIMSRC, BANGALORE, from September 2023 to September 2025.
Both elective and emergency procedures were included in the study. Data was collected by following up with the patient postoperatively, either
by phone or in person. Results: Various complications for each stoma type were studied. Complication rates in emergency and elective stoma
formation were investigated. Conclusion: Stoma formation is associated with a high complication rate. Loop ileostomy is associated with the
highest complication rate. Complications were more common during emergency settings. Local sepsis was the most common complication.
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INTRODUCTION

Intestinal stomas are surgically created openings that allow
gastrointestinal or urinary contents to drain externally
through the abdominal wall. Depending on the underlying
pathology and segment of bowel involved, stomas may take
the form of colostomies, ileostomies, or, less commonly,
jejunostomies.[ Urinary conduits may also be fashioned
using an isolated bowel segment.

Although stoma formation is a well-established life-saving
procedure, national reporting systems in India provide
limited information regarding their incidence, indications,
and long-term outcomes.*®! Stomas are commonly
employed in situations requiring fecal diversion—such as
distal obstruction, perforation, traumatic bowel injury, or
after major colorectal resections.

Historically, stoma creation has evolved remarkably over the
past two centuries—from rudimentary, unhygienic openings
to well-constructed, low-visibility, continent stomas made
possible by advances in colorectal surgery, enterostomal
therapy, and ostomy care systems.*! Although these
advances have been made, the creation of a stoma still has a
significant physiological and psychological burden on
patients, especially during the period of postoperative
adaptation.[®!

Given the wide diversity of indicators and the
unpredictability of postoperative outcomes, it is important to
evaluate the type of stoma, its associated complications, and
how it can be managed systematically. This research aimed
to fill this gap by assessing the range of intestinal stomas
constructed at our hospital and the complications
encountered in clinical practice.

Objectives

1. To determine and classify the various intestinal stomas

that were created among the population under study.

2. To assess the indicators that were used clinically to require
the formation of stoma.

3. To record the complications of intestinal stomas and provide
their management strategies.

MATERIALS AND METHODS
This prospective observational study included 50 patients who
underwent creation of an intestinal stoma at Vydehi Institute of
Medical Sciences and Research Centre, Bengaluru. The study
was conducted over 24 months from September 2022 to
September 2025.
Patient-related and operative data were obtained from medical
records, operation notes, and stoma therapy department
documentation. Follow-up assessments were performed either in
person or by telephone at weeks 1, 6, and 10 postoperatively.
Inclusion criteria
e Adults (>18 years) of either sex
 Patients providing written informed consent
 Individuals undergoing elective or emergency surgical
procedures resulting in intestinal stoma creation
Exclusion criteria
+ Patients are unwilling to provide consent
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e Urinary diversion procedures involving intestinal
conduits

All  stoma-related complications were recorded and

categorized by timing, stoma type, and underlying disease.

Loop colostomy. A. A transverse incision is made in the right upper
quadrant. B. The rectus muscle is often partially divided to allow
for more complete eversion of the stoma. A transverse incision is
made in the posterior rectus sheath. C.A supporting rod is placed
and then sutured into position. D. The exteriorized loop of colon is
opened transversely for about two-thirds of its circumference. E.
The loop colostomy is matured primarily with interrupted
absorbablesutures.

ResuLTs

Skin excoriation

Construction of a Loop lleostomy: A. The incision should be
placed within the triangle formed by the anterior superior iliac
spine, the umbilicus, and the pubis overlying the rectus sheath.
B. A circular skin incision approximately 2 cm in diameter is
made. C. A cruciate incision is made in the anterior rectus
sheath. A clamp is used to spread the rectus muscle in the
direction of its fibers. D. A transverse incision is made in the
posterior rectus sheath or the transversalis fascia. E. The
opening in the abdominal wall should admit two average-
sizefingers.

A total of 50 patients were included in the study. The highest
representation was from the 31-40-year age group (32%). Males
constituted 62% of the study population.

Emergency procedures accounted for the vast majority (98%),
with only one elective stoma created during the study period.
Perforation peritonitis was the most frequent indication (34%),
followed by intestinal obstruction (22%), malignancy (26%), and
abdominal trauma (8%).
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Loop ileostomy was the most commonly constructed stoma
type and exhibited the highest rate of postoperative
complications. Overall, 18 patients (36%) developed stoma-
related complications. Local sepsis was the predominant
complication observed. Complication rates were markedly
higher in emergency procedures than in elective operations.

Stoma prolapse

Parastomal pyoderma gangrenosum

Table 1: Complication Distribution by Stoma Type

Complications Local Stenosis Retraction Parastomal Necrosis Mucosal Obstruction
Sepsis Hernia Prolapse
Loop Ileostomy 9 0 0 0 0 0 0
End lleostomy 1 0 0 0 0 0 0
Double Barrel 2 0 0 0 0 0 0
Ileostomy
Loop Colostomy 1 0 1 0 1 0 0
End Colostomy 1 0 0 0 1 0 0
Jejunostomy 0 0 0 0 0 0 1
SPECIFIC COMPLICATIONS IN STOMA contamination, and lack of time to mark the stoma site

g preoperatively.[678l
: Local sepsis became the most prevalent complication, reflecting
1 issues with fecal contamination, high-output ileostomies, and the
i - - - inability to maintain recognition with appliances.[®' Even

o &° & & P e & though the surgical method is one factor, a patient's age,

& < & «D‘X\ O 5 & . . L. .

& e & & & & & diagnosis, and nutritional conditions greatly affect the outcome,
O x4 .
~ « ¢ & & and a surgeon usually cannot influence them.
N In summary, this paper highlights the importance of careful

m Q0P ILEOSTOMY mEND ILEQOSTOMY mDOUBLE BARREL ILEOSTOMY .

u O0P COLOSTOMY mEND COLOSTOMY mJEJUNOSTOMY Surgeryl CorreCt Stoma placement! A early pOSt-SurglcaI
surveillance, and patient education as critical to reducing stoma-
related morbidity.

DiscussioN

The morbidity of postoperative stoma is still a major factor
in stoma-related complications. This study found loop
ileostomies to have a higher propensity for complications
than loop colostomies, whereas a number of published
reports show loop ileostomies to be preferable, with a
perception of lower complication rates. Various patients,
emergencies, and disease severity can cause this variation.

The raising of the stoma was related to much greater
morbidity. The given finding is consistent with the prior
research, according to which emergency surgery was
associated with high overall rates of complication and
mortality caused by poor physiology of pre-operation,

Review of Literature

The introduction of an intestinal stoma through surgery has gone
a long way during the last 200 years.'] The earliest recorded
history of spontaneously occurring enterocutaneous openings is
found in ancient literature, but it was not until the 18th century
that stomas were deliberately created with therapeutic intent.[l
The first practices were crude and were accompanied by high
morbidity due to a lack of asepsis, inappropriate appliances, and
poor knowledge of the physiology of the intestines.[*? With
improvements in surgical practice, antibiotic management, and
modern ostomy devices, the care of the stoma and patient
outcomes have changed.!*®!

Stomas have an extensive list of gastrointestinal pathologies,

W Acta Medica International | Volume 13 | Issue 1 | January - April 2026




Patil S et al; U Clinical S

such as perforation, obstruction, malignancy, trauma,
inflammatory bowel disease, and protective diversion as an
aftermath of colorectal surgery. The most accepted types are
ileostomy and colostomy. The decision can be made based
on the location of the disease, whether the patient requires
decompression, diversion, or resection, and the patient's
overall clinical perspective,[*314:15]

In the published literature, the occurrence of stoma-related
complications is very wide, with rates reported as low as 20
percent and as high as 70 percent.['61718] Some of the early
complications are  necrosis, ischemia, retraction,
mucocutaneous separation, high-output stoma, and bowel
obstruction.[**2% Prolapse, parastomal hernia, stenosis, skin
irritation, and psychological distress are common to the late
complications. The evidence has always indicated that
emergency stoma surgery is connected with increased
morbidity related to the unhygienic operation areas,
haemodynamic instability, and no indication of the
preoperative stoma location.[?+:22

Loop ileostomies, though commonly used as a diversion
method, often result in fluid-electrolyte disturbances, high-
output states, and peristomal skin problems. Loop
colostomies can be associated with prolapse, especially at the
outer end. End stomas have their own advantages, which are
technically easier, but also have drawbacks, such as
retraction and parastomal hernia.[?>2l

Various research articles focus on identifying how
preoperative stoma location and postoperative enterostomal
therapy minimize complications.?>2241 The participation of
skilled stoma care personnel has been found to enhance
discourse on appliance fitting, reduce skin-related issues, and
improve patient integration. The adoption of surgical
measures, including stoma removal through the rectus
muscle, prevention of skin folds, maintenance of sufficient
blood flow, and correction of mucocutaneous fixation, is the
key factor for successful long-term results.

Despite the advancement of techniques, stoma-related
morbidity has been a clinical problem. According to quality-
of-life studies, patients tend to suffer severe effects
physically, emotionally, and socially.[*?324 Therefore, it is
critical to understand the patterns of complications and the
practices to implement to prevent and control them,
achieving better results.

CoNcLUSION

Creation of intestinal stomas is still a life-saving operation,
which has a significant chance of developing postoperative
complications, particularly in an emergency. The most robust
stomas were loop ileostomies, which had the highest
complication rates, and the most common unfavorable
outcome was local sepsis. By bolstering preoperative
planning as much as possible, maintaining careful operative
practice, and providing regular stoma care, these measures
can significantly minimize morbidity and enhance patient
recovery.
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