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There is a 17% complications rate after ileostomy closure, with paralytic ileus being the most
common. With the aim of reducing this complication, stimulation via the afferent loop was
performed daily for the 2 weeks prior to the stoma.
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Estimulacién del asa eferente previa al cierre de ileostomia

RESUMEN
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Introduction

The morbidity and mortality of surgery for rectal cancer have
improved since the introduction of colorectal surgery units,’
although serious complications still occur, and anastomotic
leak is the complication associated with a higher rate of
mortality.? The creation of a protective ileostomy is the only
preventative measure that is shown to be effective, and some
studies have proven that its absence is a risk factor for the

El nimero de complicaciones tras el cierre de ileostomia es del 17%. El ileo paralitico es la
complicacién més frecuente. Con el objetivo de disminuir esta complicacién, las dos
semanas previas al cierre del estoma, se realizé una estimulacién diaria a través del asa

© 2012 AEC. Publicado por Elsevier Espaiia, S.L. Todos los derechos reservados.

appearance of anastomotic leak following total mesorectal
excision in patients with rectal cancer.?

Studies examining cost-effectiveness conclude that the
economic benefit of performing a diverting ileostomy begins
when leak rates are higher than 16%.* However, the reduction
in reoperations and the low rate of leaks justify its use,
although the indication for protective ileostomy creation is
determined by the surgeon’s criterion in most cases.>® It
should be noted that performing a protective ileostomy has
certain drawbacks such as the need for further surgery, as well

* Please cite this article as: Abrisqueta J, et al. Estimulacién del asa eferente previa al cierre de ileostomia. Cir Esp. 2013;91:50-2.
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as a decreased quality of life in the months leading up to
ileostomy closure.”

The complication rate after ileostomy closure is 17%,% with
a percentage of reoperations in the different series around
7%.° Mortality described in the literature after ileostomy
closure ranges between 0.06% and 6.4%."°

The most common complication following surgery is
paralytic ileus, with an incidence of up to 29%,'' which
creates, in addition to increased patient discomfort, a
prolonged hospital stay and high healthcare costs. Postope-
rative ileus is diagnosed when dietary intolerance motivates a
delay in discharge, when the diet must be delayed or is
disrupted for over 48 h or when placement of a nasogastric
tube is necessary.

The aim of this paper is to present a novel method of
reducing the percentage of paralytic ileus after ileostomy
closure: the technique consists of stimulating the efferentloop
for 2 weeks before the expected date of closure of the stoma. In
order to assess its effectiveness and safety, a prospective
randomised study has been started.

Patient and Technique

A 62-year-old male was diagnosed in March 2011 with arectal
adenocarcinoma of 4 cm, located 3 cm from the anal verge
that occupied three quarters of the circumference. Pre-
treatment staging was T3N2MO in the MRI, endoanal
ultrasound and abdominal CT scan. He received 28 sessions
of radiotherapy with 1.8 Gy per session, associated with oral
capecitabine. In August 2011, 6 weeks after receiving the last
course of radiotherapy, he underwent surgery and a satis-
factory laparoscopic low anterior resection with total meso-
rectal excision was performed, leaving a protective loop
ileostomy in the right iliac fossa without complications. The
subsequent pathologic examination revealed a T3N1,
Astler-Coller stage C adenocarcinoma. The patient received
adjuvant chemotherapy with 4 cycles of oxaliplatin and
capecitabine.

Once the oncological disease was under control, he
underwent a gastrografin enema through the anus to verify
the absence of complications at the anastomosis. Loop
ileostomy closure was scheduled, although we previously
conducted a daily stimulation of the efferent bowel (ileum and
large intestine), with 500cc of physiological saline solution
with a nutritional thickener (Resource ThickenUp®, Health-
care Nestlé Nutrition, Montreux, Switzerland) to favour a slow
transit, in order to reduce the atrophy and stimulate the
intestinal absorptive function of the ileum and colon (Figs. 1
and 2).

After applying stimulation for 2 weeks, ileostomy closure
was performed 23 weeks after its construction, using a circular
incision around the ileostomy, with resection of the stoma and
hand-sewn end-to-end anastomosis. No intra-abdominal
drain was used and the incision was closed after irrigating
the subcutaneous tissue.

The patient had an uneventful recovery and began
intestinal peristalsis 12 h after surgery, with tolerance to oral
liquids in the first 24h, and was discharged without any
complications on the second postoperative day. He has

Fig. 1 - The open efferent loop orifice can be observed.

Fig. 2 - Introduction of the thickened solution via syringe.

continued follow-up visits to date, without complications or
disease recurrence.

Discussion

In the current literature, there are very limited studies that
attempt to perform a distal bowel stimulation through the
stoma prior to ileostomy closure. Miedema et al.'® performed
ileum stimulation through the anus in patients with ileoanal
anastomosis, and did not observe any improvement in terms
of absorption or with regard to the motor function of the
ileum. The study by Williams et al.>* demonstrates histological
changes that occur after performing an ileostomy, such as
villous atrophy and atrophy of the muscle layer of the ileum,
and encourages consideration of various methods to prevent
or reverse these changes.

The main function of the colon is the absorption of water
and electrolytes, and we have not found previous studies,
assessing of the changes occurring in the colon after the
construction of an ileostomy.

Because of the high number of complications, particularly
paralyticileus, that occur after the closure of an ileostomy, the
long postoperative stay and the influence that the excluded
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pathophysiological changes could have on them, we believe
that this stimulation can activate cellular mechanisms of
absorption and motility, by the contact of content on the cell
surfaces, so that once the ileostomy is closed, the bowel can
returned to normal more quickly.

Moreover, this stimulation can rule out the existence of a
distal obstruction that could condition a mechanical ileus
after stoma closure.

Using stimulation, the intention is also to carry out a
sphincter control education before surgery. It has been shown
that after ileostomy creation, atrophy in the external anal
sphincter occurs which is related to the elapsed time until the
stomais closed and which conditions a certain degree of faecal
incontinence after reconstruction. Added to this is the degree
of incontinence that occurs due to the “anterior resection
syndrome” and autonomic nerve injury that sometimes
occurs during surgery®® so, especially in these patients, a
proper sphincter education prior to stoma closure is particu-
larly important.

Our goal is to reduce postoperative ileus in these patients,
thereby achieving a shorter hospital stay and increased
patient comfort. With stimulation of the efferent limb we
also intend to facilitate the surgical technique, avoiding distal
stenosis that can greater difficulty in performing the anasto-
mosis. We believe that the idea of “stimulating before closing”
will have clear benefits for our patients.
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