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Complication and Relevant Factors after an lleostomy for Fecal Diversion in a
Patient with Rectal Cancer

Jeong Yeon Kim, M.D., Jin Soo Kim, M.D., Hyuk Hur, M.D., Byung Soh Min, M.D., Nam Kyu Kim, M.D.,
Seung Kook Sohn, M.D., Chang Hwan Cho, M.D.

Department of Surgery, Yonsei University College of Medicine, Seoul, Korea

Purpose: The proportion of sphincter-saving operations for lower rectal cancer is increasing with improved surgical techniques
and additional concurrent preoperative chemo-radiation therapy. A defunctioning ileostomy or colostomy is performed after
a sphincter-saving operation in the belief that diverting the fecal stream will prevent anastomotic leakage. This study was
undertaken to assess all morbidity and combined problems associated with a temporary loop ileostomy.

Methods: A total of 167 patients who had undergone an ileostomy after a proctectomy between July 1997 and May 2007
were enrolled in this study. All patients were analyzed retrospectively, and the enrolled patients were registered in the Colorectal
Cancer Database and were followed prospectively. Three patients did not receive an ileostomy take-down operation because
of tumor recurrence.

Results: Complications of ileostomy formation developed in 20 (11.9%) cases. There were no significant relevant factors
influencing the complications of ileostomy formation. Complications related with ileostomy take-down developed in 33 (17.9%)
cases. Longer operation time, perioperative transfusion, and postoperative radiotherapy were statistically significant factors
related to the complications of ileostomy take-down (P=0.047, P=0.019, P=0.042). After ileostomy take-down, six patients
were identified with complications, such as a rectovaginal fistula or an anastomotic stenosis, related with rectal cancer surgery.
Conclusion: The useful ileostomy sometimes carties certain morbidity; therefore, an ileostomy should be performed selectively,
and the decision should be made with care. Also, a careful evaluation of the distal part of an ileostomy is necessary before
and after an ileostomy take-down.
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Table 1. Dermographic data in 167 patients with ileostomy

Mean age (range) (yr) 56.88 (25-83)
Sex (Male:female) 123:44
Body mass index 23.74 (£2.86)
UICC 6th TNM stage

Stage | 58

Stage |l 38

Stage Il 66

Stage IV 5
Anastomosis method

Double stapled method 47

Coloanal anastomosis 120
Preoperative chemoradiation therapy

No 127

Yes 40
Operation method

Open surgery 148

Laparoscopic surgery 19

TNM=tumor node metastasis.
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Table 2. Complications related to construction and take down of
ileostomy
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Table 3. Risk factors for complications related to stomal cons-
truction in all patients

No. (%) Operation

Stomal construction (n=167)
Parastomal hernia
Intestinal obstruction
Dehydration
Peristomal dermatitis
lleostomy site stenosis
Psychologic problem
Total 2

Take down of ileostomy (n=164)
Intestinal obstruction
Wound infection
lleus
Incisional hernia
Wound dehiscence
Total 3
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Without ~ With com-
complication plication P value
(n=147) (n=20)
Age 0.468
<65 115 15
=65 32 5
Sex 0.247
Male 110 13
Female 37 7
BMI 0.459
<25 101 13
>25 46 7
Combined resection 0.598
Yes 141 19
No 6 1
Preoperative chemoradiation therapy 0.440
Yes 114 13
No 33 5
Comorbidity 0.468
Yes 79 10
No 68 10
Operation method 0.811
Double stapled method 41 4
Coloanal anastomosis 96 14
TNM staging 0.503
O-ll 84 12
1I-1vV 63 8
Operation 0.161
Open surgery 133 15
Laparoscopic surgery 14 5

TNM=tumor node metastasis.
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Table 5. Complication with rectal cancer operation which did not diagnosis before ileostomy take down

Anastomosis Preoperqtlye TNM o D@gno&s
chemoradiation ) Complication from ileostomy
method staging

therapy take down
1 Double stapled method No Stgae | Anastomosis site stenosis 7. mo
2 Coloanal anastomosis Yes Stage Il Rectovaginal fistula 4.5mo
3 Coloanal anastomosis Yes Stage Il Supralevator abscess 12mo
4 Coloanal anastomosis Yes Stage | Anastomosis site stenosis 13mo
5 Double stapled method Yes Stage | Rectovaginal fistula 1mo
6 Double stapled method No Stage Il Obstruction and anastomosis site leakage 1mo

TNM=tumor node metastasis.
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