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ABSTRACT

INTRODUCTION: A stoma is defined as an opening into a hollow viscus either natural or
surgically created which connects a portion of body cavity to the external environmentl. lleostomy
or colostomy creation is a crucial part of numerous surgical procedures carried out for a variety of
gastrointestinal problems. Despite the frequent occurrence of intestinal stomas, stoma-related
problems are still frequent and are associated with high morbidity and expense.

OBJECTIVE: The objective if this article is to understand these frequent issues, go into depth about
how to prevent or avoid them, and provide management advice.

METHOD: Prospective

RESULTS: Peristomal skin complications and parastomal hernia were the most common
complications. End colostomy had the highest incidence of morbidity, followed by loop colostomy
and loop ileostomy.

CONCLUSIONS: lleostomy and colostomy forms are frequently done procedures, but sadly they
are linked to high morbidity and stoma-related complication rates that range from 21 to 70%. It has
been demonstrated that preoperative entero-stomal therapy consultation and stoma site labelling by
either an entero-stomal therapist or skilled surgeon lessen postoperative problems. In addition, it is
crucial to pay close attention to the technical aspects of stoma production. In order to definitively
address concerns concerning the optimal trephine size, the use of prophylactic mesh, and other
aspects of stoma creation, additional randomized trials are required. Clinical wound ostomy nurse
specialists are extremely helpful following surgery, and the use of standardized protocols has further
helped to reduce the frequency of common problems and readmissions for dehydration.
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INTRODUCTION:

Stoma is defined as an opening into a hollow viscus either natural ot surgically created which
connects a portion of body cavity to the external environment!™. lleostomy or colostomy creation
is a crucial part of numerous surgical procedures carried out for a variety of gastrointestinal
problems. Despite the frequent occurrence of intestinal stomas, stoma-related problems are still
frequent and are associated with high morbidity and expense. This article will go through some of
the most common stoma formation issues, including ischemia, mucocutaneous separation,
laceration or trauma, stenosis, prolapse, retraction, parastomal hernia, peristomal skin
complications, obstruction , bleeding, and excessive ostomy output-related dehydration.
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Peristomal skin complications and parastomal hernia were the most common complications. End
colostomy had the highest incidence of morbidity, followed by loop colostomy and loop ileostomy.
This article will discuss these frequent issues, go into depth about how to prevent or avoid them,
and provide management advice.

In the management of a number of benign and malignant medical conditions, including to
inflammatory bowel disease, gastrointestinal malignancy, gastrointestinal obstruction or
perforation including anastomotic leak, trauma, severe perineal wounds requiring diversion, end-
stage incontinence, and others, temporary or permanent ileostomy or colostomy creation is used.
No matter the type of stoma, with proper construction methods, stoma care, and psychosocial
adaption, ostomies should at the very least limit and frequently improve the patient's quality of
life.[’l Regarding the complication profile and subsequent care techniques, the precise type of
stoma and its anatomic location inside the gastrointestinal tract and on the abdominal wall can
have an impact. Stoma-related complications can range from minimal, which can be efficiently
treated with local entero-stomal therapy, to severe, requiring reoperation and burdening the
patient's emotional and physical health as well as the healthcare system.!®! Stomal problems are
estimated to occur anywhere from 21 to 70% of the time. Although there is a lifetime risk of
complications, they are most common in the first five years following stoma development.[*4°ln
terms of timing, complications can be categorised into three groups: those that happen right away
after surgery (early in the postoperative course) and are typically of a technical nature, those that
happen within a month of surgery (late in the postoperative course) and are frequently observed in
the context of permanent stomas. End ostomies, whether ileostomies or colostomies, generally
have lower rates of problems than loop ostomies, with loop colostomies in particular having the
highest rates.®!/Additionally, preoperative stoma site labelling by entero-stomal therapists or
skilled surgeons has been demonstrated to lower the incidence of postoperative problems
independent of the indication or ostomy type. X7 Suboptimal stoma site position is well
acknowledged as a major risk factor for the emergence of several of the most prevalent
postoperative stoma-related problems.

Technical Points of Interest:

This emphasises how crucial it is to prepare ahead and pay close attention to technical details while
creating a high-quality stoma in order to reduce the likelihood of issues associated to stomas. When
possible, selecting a suitable stoma site should be done before surgery. The patient should be
evaluated for marking when supine, sitting, and standing in order to detect problems with body
habitus. The predicted stoma site should, whenever feasible, be away from skin creases, planned
incisions, old incisions, and bony prominences. An adequate appliance seal is aided by a 2-inch
flat surrounding area of healthy skin. When possible, stoma sites should be located at the top of a
fat mound. Multiple sites should be marked in obese patients, those with complex anatomy
(previous scars), and especially when surgical plans are uncertain. B! While the construction of a
sufficiently long, well-vascularized, tension-free, and widely patent stoma can be simple, the
surgeon must be ready for more difficult situations, such as emergency surgery and the obese
patient with a thick abdominal wall or foreshortened thickening mesentery. B Although it is
outside the scope of this paper to go into great length about the value of preoperative planning,
patient education regarding the psychosocial stressors of having an ostomy, and other technical
components of the optimal stoma construction, their significance cannot be understated.
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ISCHEMIA

Necrosis of a stoma occurs due to impaired blood supply to the stoma mucosa. This is
usually evident within 24 hours after surgery. Partial necrosis is more common as compared
to the whole circumferential necrosis. The incidence ranges from 2 - 20%. More serious
complete or deep necrosis can occur in about 0.37 - 3% of cases.”’! It can also occur in
people with poor systemic circulation or a thick abdominal wall. Preparation of proper
bowel segment for stoma construction will prevent necrosis of stoma. Blood supply to the
stoma edge should be confirmed before it fixed to abdominal surface. Because of ischemia
and necrosis, chronic blood loss is common in a diversion stoma. Colour of stoma will
change from purple to grey to black and surface will become dry (Figure 7 (a)). Up to 5cm
of mesentery will avoid ischemic necrosis of end ileostomy.r® The stoma needs to be
viable above fascia level to prevent peritonitis. As the nonviable tissue sloughs from the
stoma, this tissue can be debrided.

Interventions for necrotic stoma include documenting the mucosa colour and assessing the
depth of the necrosis. Urgent intervention is needed when there is necrosis of ileostomy.
But ischemic necrosis of colonic stoma need not be revised if the necrosis is short. Malik
et al.,2018 reported stomal complications as none in loop ileostomy, 2.6% inloop
colostomy, and 5.9% in end colostomy.[*!]

Figure 1: (a) Stoma ischemia ; (b) Muco-cutaneous separation

MUCOCUTANEQOUS SEPARATION

Mucocutaneous separation results when suture line at junction of the stoma and skin
separates (Figure 1 (b)). The incidence ranges from 4 to 26%.121 This can occur when there
is oversized skin opening of the stoma, excessive tension on suture line, insufficient
suturing at skin level, or inappropriate sutures, or with patients who have compromised
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tissue healing, which may include those with diabetes, those taking high-dose steroids,
those with malnutrition, or those receiving radiation therapy. It can also cause
mucocutaneous separation as necrotic tissue detaches from skin. Separation of
mucocutaneous junction arises due to indurations of mucocutaneous junction. It may be
partial or circumferential. There may be discharge present in separation, usually serous or
purulent in nature. Stool drainage could indicate possible fistula in separation. It should be
probed gently to determine depth and access for tracts that may be present. The defect can
be irrigated gently and then packed with absorptive wound dressing if it is more than 1 cm
in depth. Absorptive wound dressings, such as a hydro fibre or calcium alginate, would
absorb drainage, prevent excessive soiling of the wound by stool, and promote healing of
the separation. If the separation is shallow, the base can be filled with a skin barrier powder
to absorb moisture. Once separation is packed, skin barrier of the pouching system is placed
over stoma and separation to provide protection from effluent. As separation heals, it maybe
necessary to modify appliance for improved fit on peristomal area. For prevention of
mucocutaneous separation numerous modifications proposed.*l

LACERATION (STOMA TRAUMA)

Stoma trauma or laceration is an injury or cut on the stoma mucosa. This can occur when
the appliance opening is too small or is improperly placed over the stoma, with shaving or
direct injury to the stoma. Bleeding may occur at the site and there may be blood in the
pouch. Management requires identification and correction of the cause.

The appliance should be altered to fit the stoma appropriately. If the stoma mucosa is
bleeding significantly at the time of appliance change, direct pressure should be applied to
the site until bleeding is controlled.™

STENOSIS

Stoma stenosis is described as narrowing of the lumen of ostomy at the level of skin or
fascia (Figure 2 (a)). The lumen contracts due to scar formation. Stoma stenosis can occur
as result of insufficient skin excision at the stoma site, excessive scarring due to stoma
necrosis, peristomal abscess or mucocutaneous separation. Significant stenosis can affect
normal stoma function, resulting in discomfort when stool passes through stoma.**!Malik
et al reported an incidence of stomal stenosis in nearly 0.7% cases of loop ileostomy, while
a near-equal incidence of 2.5% in loop colostomy and end colostomy.*?Digital
examination of stenosed stoma reveals tightness in the skin or fascia opening. The patient
with stenosed colostomy may note symptoms of constipation and increased cramping with
stoma function as well as effluent exiting the stoma under pressure. Management of stomal
stenosis varies from degree of stomal stenosis. Simple dilatation is sufficient for mild
stenosis, while moderate to severe degrees require some kind of surgical intervention.[*®!
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Figure 2: (a) Stoma stenosis; (b) Stoma prolapse

PROLAPSE

Stoma prolapse is progressive elongation of the stoma through the skin opening (Figure 2
(b)). The incidence ranges from 2 to 22% for stomal prolapse, with lesser incidence in loop
ileostomies than for loop colostomies. The incidence ranges from less than 2% for loop
ileostomies to up to 19% in loop colostomies.*®IMalik et al reporting 0% incidence of
prolapse in loop ileostomy, 7.9% in loop colostomy and 4.1% in end colostomy.!*?]

Prolapse can occur within patient with the stoma has not been placed through the rectus
muscle of the abdomen, Large opening in the abdominal wall at the time of surgery,
Insufficient suturing to the abdominal wall, Weak abdominal musculature, Distended bowel
or increased intra-abdominal pressure, possibly due to distention or crying in infants.
Prolapse are seen most commonly in a loop stoma. Although either loop can prolapse, it is
seen most often in the distal or non-functioning loop. It varies from increase in length of
stoma to severe bleeding from the stoma. In severe stomal prolapse, there will be
obstruction due to traction on the mesentery. There may also be evidence of tiny ulcerations
on the stoma mucosa. Stoma ischemia requires immediate surgical attention.

Stoma prolapse and peristomal hernias are common in infants. They do not have well-
developed abdominal muscles to support the stoma. Increased intra-abdominal pressures
can also stretch the fascial opening to create a hernia. A prolapse can be managed
conservatively if the stoma colour and function remain normal. The prolapse may be
manually reduced with the patient lying flat. Continuous pressure is applied to the distal
portion of the stoma, or an ice pack applied directly to the stoma to decrease the oedema
and aid in reducing the stoma. It is common for the prolapse to recur when the person sits,
stands or coughs as the intra-abdominal pressure is increased. The pouching system should
be flexible, with sufficient length to accommodate the prolapsed stoma. The skin opening
in the appliance should fit the stoma when it is at its largest diameter, usually with the
person standing. Surgery may be necessary to resect prolapse and revise stoma.!*"]
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RETRACTION

Two types of retraction can occur with an ostomy: Stoma retraction or peristomal skin
retraction. Stoma retraction occurs when the stoma does not protrude above the skin, but
has pulled back to skin level or below skin level (Figure 3 (a)). The incidence ranges from
1.4% to 9%. Retraction is more commonly seen in ileostomy compared to
colostomy.[*8IMalik et all reported an incidence of 3.1% in loop ileostomies, 1.3% in loop
colostomies and 4.8% in end colostomies.[*?

The patient may have a stoma that protrudes 1 to 2 cm or may have a flush stoma, but the
skin retracts around the stoma. The retraction may be preceded by stoma necrosis or
mucocutaneous separation. Retraction is due to tension on the bowel, obesity, oedema,
distention, stoma length and short mesentery. Skin retraction occurs when the peristomal
skin at the mucocutaneous junction pulls in, especially when the patient is sitting or
standing. The stoma should be evaluated with the patient sitting and standing to determine
the degree of retraction. Patients will present with problems with appliance leakage,
decreased appliance wear time, and skin irritation from stool, contact with skin. The goal
for management of stoma retraction is to maintain an adequate appliance seal to prevent
effluent from causing skin irritation. This may require the use of a convex appliance,
possibly with additional skin barrier rings to increase convexity, depending on the degree
of retraction. Surgical intervention may be necessary if problems persist.™*6l

(@) ()

Figure 3: (a)stoma retraction; (b)parastomal hernia

PARASTOMAL HERNIA

It is common complication after colostomy formation. while creating abdominal stoma, we
need to create defect in the abdominal wall. Due to creation of defect in the abdominal wall
leads to formation of parastomal hernia (Figure 3 (b)).[*"! Malik et all reported the incidence
of parastomal hernia of 2.4% in loop ileostomy, 0% in loop colostomy, 59.3% in end
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colostomy.[*?] Causes of parastomal hernia are Obesity, increased intra-abdominal pressure,
dilated bowel loops in pre-operative status, emergency stoma construction. Parastomal
herniation prevented by Make an incision which admits only two fingers, Use of prosthetic
mesh prevents parastomal hernia. Prophylactic use of mesh will prevent parastomal hernia
in patients who undergoes permanent colostomy for colorectal malignancy.[*®lStoma
construction through rectus abdominis muscle.[*] Clinical presentation of parastomal
hernia mostly remains asymptomatic. In some patient it may be presented as bulging near
stoma site, Leakage from stoma, difficulty in applying stoma-bag, intestinal obstruction,
strangulation of bowel, parastomal evisceration 2%, Management of parastomal hernia
include stoma relocation, retro-muscular dissection, posterior component separation, and
retro-muscular mesh placement.®lLocal repair, use of prosthetic mesh, stoma
relocation.??

PERISTOMAL HERNIA

A peristomal hernia is due to defect around the opening of stoma. When stoma becomes
larger, it allows the bowel loops through the defect around the stoma, resulting in
progressive bulging around the stoma. The bulging is usually more prominent with sitting
and standing. It occurs when there is a large fascial defect, an increase in intra-abdominal
pressure, placement of stoma through an incision, aging, or excessive weight gain. Digital
examination allows the fascial defect to be felt as well. To confirm the presence of a hernia,
a computed tomography scan with oral contrast or an upper gastrointestinal radiograph with
small bowel or retrograde contrast study can be done. Nonsurgical intervention is usually
recommended if the patient is asymptomatic. Hernia support belts or binders will provide
support around the stoma, reducing the protrusion of the hernia, and can help with appliance
adherence. It is best to use flexible appliance to fit the changing contour around the stoma.
The stoma size should be evaluated when the patient is sitting and standing as it will usually
become larger when the hernia protrudes.

Surgical intervention may include primary repair, local repair, mesh repair, or relocation of
ostomy.[*®! Shellito reported incidence of recurrence following local fascial repair without
mesh at 76%, local repair with mesh at 50% and stoma relocation at 33%. %%

OBSTRUCTION

Causes of the stomal obstruction includes stomal stenosis, parastomal hernia, post operative
adhesions , recurrent disease Malik et all reported incidence of obstruction in loop ileostomy
by 3.8%, loop colostomy?2.9% and end colostomy4.7%.['%]

Management depends on the cause.

ENTEROCUTANEQUS FISTULA

An enterocutaneous fistula is an abnormal communication between the stoma and the
surrounding skin. It appears as an opening on the peristomal skin or at the mucocutaneous
junction of a matured stoma. Stool may be evident at the fistula site and through the stoma.
Fistulas may occur when a suture was placed through the mucosa of the stoma at the time
of surgery, but most commonly are due to recurrence of Crohn disease, poor healing, and
mechanical trauma from the appliance being used. Although some superficial
enterocutaneous fistulas will heal spontaneously, surgical intervention may be needed to
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resolve the fistula. If surgical intervention is delayed or not indicated due to other medical
problems, a pouching system that can accommodate both the stoma and the fistula should
be considered. A convex appliance may provide a better seal for the skin.[?*! Malik et all in
their study reported an incidence of enterocutaneous fistula of 0% in loop ileostomy (0—
2.7%), 4% in loop colostomy (2.8-5.1%) and 0% in end colostomy.*?]

PERISTOMAL SKIN COMPLICATIONS

Malik et all reported an overall 14% incidence in the peristomal skin complications, with
32.3% being highest in ileostomies, followed by 3.6% in colostomies. 2

Figure 4: Peritstomal skin excoriation

The onset of peristomal skin complications occurred mostly during 3™ week to 5 week.
The most common skin conditions were irritation (Irritant or contact dermatitis) and
infection.?! Irritant dermatitis of the skin results from contact with a chronic irritant, such
as stool or chemicals.!?®] Peristomal skin complications ranges from 18 to 55%. This may
be due to poor stoma construction causing effluent to be in contact with the skin or from
poor technique in appliance care.[?’ Effluent may come in contact with the skin if the
appliance is not the appropriate size, has not been applied appropriately, or has been left in
place too long. Also, if the stoma is located in poor location or is poorly constructed, this
may contribute to leakage and dermatitis. Skin damage correlates with area that is exposed
to the irritant. Skin shows erythema and swelling. It may progress to denudation, ulceration,
bleeding and weeping because of the loss of epidermis.

Treatment is directed at identifying and eliminating the cause. The goal is to protect
damaged skin and avoid other irritants. The appropriate pouching system provides a secure,
predictable wear time and protects the peristomal skin from effluent. Topical steroids may
be used short term to reduce the inflammation and pain. The Skin barrier powder can be
applied to the skin to absorb moisture and provide a dry pouching surface.[?®!
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INCISIONAL HERNIA

Incisional hernia can occur after stoma reversal at either the stoma site or at the midline
incision. The incidence for stoma site incisional hernias is closer to one in three and for
midline incisional hernias is closer to one in two.?*]

CONCLUSION:

Ileostomy and colostomy forms are frequently done procedures, but sadly they are linked to high
morbidity and stoma-related complication rates that range from 21 to 70%. It has been
demonstrated that preoperative entero-stomal therapy consultation and stoma site labelling by
either an entero-stomal therapist or skilled surgeon lessen postoperative problems. In addition, it
is crucial to pay close attention to the technical aspects of stoma production. In order to definitively
address concerns concerning the optimal trephine size, the use of prophylactic mesh, and other
aspects of stoma creation, additional randomized trials are required. Clinical wound ostomy nurse
specialists are extremely helpful following surgery, and the use of standardized protocols has
further helped to reduce the frequency of common problems and readmissions for dehydration.

ACKNOWLEDGEMENT: NIL

FUNDING: - NIL

CONFLICT OF INTEREST: NIL

REFERENCES:

1. Short Cases in Surgery, S. K. Bhattacharya ; Edition, 7 ; Publisher, CBS Publishers &
Distributors, 2019.

2. Nugent KP, Daniels P, Stewart B, Patankar R, Johnson CD. Quality of life in stoma patients.
Dis Colon Rectum 1999;42(12):1569-1574

3. Kwiatt M, Kawata M. Avoidance and management of stomal complications. Clin Colon
Rectal Surg 2013;26(02):112-121

4. Krishnamurty DM, Blatnik J, Mutch M. Stoma complications. Clin Colon Rectal Surg
2017;30(03):193-200

5. Carlsson E, Fingren J, Hallén AM, Petersén C, Lindholm E. The prevalence of ostomy-related
complications 1 year after ostomy surgery: a prospective, descriptive, clinical study. Ostomy
Wound Manage 2016;62(10):34-48

6. Shabbir J, Britton DC. Stoma complications: a literature overview. Colorectal Dis
2010;12(10):958-964

7. Bass EM, Del Pino A, Tan A, Pearl RK, Orsay CP, Abcarian H. Does preoperative stoma
marking and education by the enterostomal therapist affect outcome? Dis Colon Rectum
1997;40(04):440-442

8. Robertson I, Leung E, Hughes D, et al. Prospective analysis of stoma-related complications.
Colorectal Dis 2005;7(03):279-285

9. 35 Kwiatt M, Kawata M. Avoidance and management of stomal complications. Clin Colon

118



[.J.A.B.M.S. JANUARY 2023

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Rectal Surg [Internet]. 2013 [cited 2023 Jan 6];26(2):112-21. Available from:
https://pubmed.ncbi.nlm.nih.gov/24436659/

Malik TAM, Lee MJ, Harikrishnan AB. The incidence of stoma related morbidity - a
systematic review of randomised controlled trials. Ann R Coll Surg Engl [Internet]. 2018 Sep
1 [cited 2023 Jan 6];100(7):501-8. Available from:
https://pubmed.ncbi.nlm.nih.gov/30112948/

Parmar KL, Zammit M, Smith A, Kenyon D, Lees NP. A prospective audit of early stoma
complications in colorectal cancer treatment throughout the Greater Manchester and Cheshire
colorectal cancer network. Colorectal Dis [Internet]. 2011 Aug [cited 2023 Jan 6];13(8):935—
8. Available from: https://pubmed.ncbi.nlm.nih.gov/20478001/

Raber M, Steenvoorde P, Wit R. Stomal mucocutaneous dehiscence as a complication of a
dynamic wound closure system following laparostomy: A case report. Ostomy Wound
Manage. 2011 Jan;57:34-7.

Watson AJM, Nicol L, Donaldson S, Fraser C, Silversides A. Complications of stomas: their
etiology and management. Br J Community Nurs [Internet]. 2013 [cited 2023 Jan
6];18(3):111-6. Available from: https://pubmed.ncbi.nlm.nih.gov/23653957/

Harris DA, Egbeare D, Jones S, Benjamin H, Woodward A, Foster ME. Complications and
mortality following stoma formation. Ann R Coll Surg Engl [Internet]. 2005 Nov [cited 2023
Jan 6];87(6):427-31. Available from: https://pubmed.ncbi.nim.nih.gov/16263009/

van den Hondel D, Sloots C, Meeussen C, Wijnen R. To split or not to split: Colostomy
complications for anorectal malformations or Hirschsprung disease: A single center
experience and a systematic review of the literature. European Journal of Pediatric Surgery.
2014 Feb;24(1):61-9.

Guenaga KF, Lustosa SAS, Saad SS, Saconato H, Matos D. lleostomy or colostomy for
temporary decompression of colorectal anastomosis. Cochrane Database Syst Rev [Internet].
2007 [cited 2023 Jan 7];2007(1). Available from:
https://pubmed.ncbi.nlm.nih.gov/17253517/

Correa Marinez A, Erestam S, Haglind E, Ekelund J, Angeras U, Rosenberg J, et al. Stoma-
Const--the technical aspects of stoma construction: study protocol for a randomised
controlled trial. Trials [Internet]. 2014 Jun 27 [cited 2023 Jan 7];15(1). Available from:
https://pubmed.ncbi.nim.nih.gov/24970570/

van Barneveld KWY, Vogels RRM, Beets GL, Breukink SO, Greve JWM, Bouvy ND, et al.
Prophylactic intraperitoneal mesh placement to prevent incisional hernia after stoma reversal:
a feasibility study. Surg Endosc [Internet]. 2014 [cited 2023 Jan 7];28(5):1522—7. Available
from: https://pubmed.ncbi.nim.nih.gov/24357423/

Williams JG, Etherington R, Hayward MWJ, Hughes LE. Paraileostomy hernia: a clinical
and radiological study. Br J Surg [Internet]. 1990 [cited 2023 Jan 7];77(12):1355-7.
Available from: https://pubmed.ncbi.nim.nih.gov/2276017/

Yucel AF, Pergel A, Aydin I, Sahin DA. A rare stoma-related complication: parastomal
evisceration. Indian J Surg [Internet]. 2014 [cited 2023 Jan 7];76(2):154-5. Available from:

119



[.J.A.B.M.S. JANUARY 2023

21.

22.

23.

24,

25.

26.

217.

28.

29.

https://pubmed.ncbi.nlm.nih.gov/24891785/

Baker ML, Williams RN, Nightingale JMD. Causes and management of a high-output stoma.
Colorectal Dis [Internet]. 2011 Feb [cited 2023 Jan 7];13(2):191-7. Awvailable from:
https://pubmed.ncbi.nlm.nih.gov/19888956/

Allen-Mersh TG, Thomson JPS. Surgical treatment of colostomy complications. Br J Surg
[Internet]. 1988 [cited 2023  Jan 7];75(5):416-8. Available from:
https://pubmed.ncbi.nlm.nih.gov/3390668/

Shellito PC. Complications of abdominal stoma surgery. Dis Colon Rectum [Internet]. 1998
[cited 2023 Jan 7];41(12):1562-72. Available from:
https://pubmed.ncbi.nlm.nih.gov/9860339/

Kaiser AM, Israelit S, Klaristenfeld D, Selvindoss P, Vukasin P, Ault G, et al. Morbidity of
ostomy takedown. J Gastrointest Surg [Internet]. 2008 Mar [cited 2023 Jan 7];12(3):437-41.
Available from: https://pubmed.ncbi.nlm.nih.gov/18095033/

Salvadalena GD. The incidence of stoma and peristomal complications during the first 3
months after ostomy creation. J Wound Ostomy Continence Nurs [Internet]. 2013 Jul [cited
2023 Jan 7];40(4):400-6. Available from: https://pubmed.ncbi.nlm.nih.gov/23820472/

Williams JG, Etherington R, Hayward MWJ, Hughes LE. Paraileostomy hernia: a clinical
and radiological study. Br J Surg [Internet]. 1990 [cited 2023 Jan 7];77(12):1355-7.
Available from: https://pubmed.ncbi.nlm.nih.gov/2276017/

Burch J. Care of patients with peristomal skin complications. Nurs Stand [Internet]. 2014
May 20 [cited 2023 Jan 7];28(37):51-7. Available from:
https://pubmed.ncbi.nim.nih.gov/24823592/

Garcia-Botello SA, Garcia-Armengol J, Garcia-Granero E, Espi A, Juan C, Lépez-Mozos F,
et al. A prospective audit of the complications of loop ileostomy construction and takedown.
Dig Surg [Internet]. 2004 [cited 2023 Jan 7];21(5-6):440-6. Available from:
https://pubmed.ncbi.nlm.nih.gov/15665539/

Mattingly M, Wasvary H, Sacksner J, Deshmukh G, Kadro O. Minimally invasive,
endoscopically assisted colostomy can be performed without general anesthesia or
laparotomy. Dis Colon Rectum [Internet]. 2003 Feb 1 [cited 2023 Jan 7];46(2):271-3.
Available from: https://pubmed.ncbi.nlm.nih.gov/12576903/

120


https://pubmed.ncbi.nlm.nih.gov/18095033/

