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Covering Ileal Loop without Ostomy: A New Approach 
to Bring Down the Enterostomy-Related Morbidity
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Ileostomy is a commonly performed procedure for colon surgeries and the following 
emergency small or large bowel resection and anastomosis. We proposed a successful 
new technique of covering ileal loop without opening it, to decrease the stoma and 
reversal-related complications.
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Introduction
Loop ileostomy or colostomy is a commonly performed pro-
cedure for colorectal anastomosis, ileocolic anastomosis, and 
ileoileal anastomosis, whenever needed. Morbidity associ-
ated with enterostomies, although not very common, still 
exists, which includes dehydration, electrolyte disturbances, 
receding loop, skin excoriation, and wound infection.1-3 We 
performed a few modifications in the loop ileostomy and 
ghost ileostomy, which will avoid or reduce morbidities asso-
ciated with loop enterostomies.

Technique to Bring out the Ileal Loop
In temporary loop enterostomies, to bring the stoma outside, 
we poke the mesentery in between vessels, near the bowel 
side, and insert a Ryle’s tube or feeding tube, in order to 
make a loop for hold. Tube loop is then brought out through 
a well-made split rent in the lateral part of rectus, steady 
traction is also given with clockwise or anticlockwise rota-
tion, which brings out enough loop of bowel for enterostomy 
(►Fig. 1A, B). Tube holding the loop of bowel is left in situ, 
outside the abdominal wall, for a week or two to avoid reced-
ing of the loop or to pull the bowel loop when it is receding.

Technique to Avoid Stoma-Related 
Complications
In contrast to routine enterostomy, bowel loop is not opened 
(ostomy not done) here (►Fig.  2A, B). Only normal saline 
dressing was done till loop reversal.

We can appreciate bowel movement in the loop kept out-
side during the recovery. Bowel is insensitive to pain, so we 
can open it in the ward or procedure room whenever we sus-
pect an anastomotic leak.

After a week or two, bowel loop can be reversed into the 
abdominal cavity, with closure of the split rectus sheath and 
skin under local anesthesia.

This procedure of covering loop without enterostomy will 
reduce the chances of infection at ostomy site, leak during 
reversal of ostomy, and the need for an extra laparotomy in 
difficult ostomy reversal cases.

Our Experience
Since 2014, we have done 15 covering loops, and all the cases 
were open cases done in emergency (►Table  1). We had 
opened the loop for one patient due to anastomotic leak who 
survived. We usually take down the loop by the seventh day 
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Fig. 2  (A, B) Covering ileal loop without ostomy on seventh postop-
erative day.

Table  1   Diagnosis, demographics, reversal type, complications and outcome of covering loop patients

Serial 
number

Final diagnosis Procedure 
done

Age Sex Early or delayed 
reversal of ileostomy

Complication of 
loop reversal

Outcome of the 
patient at the end of 
minimum 3 months

1. Mesenteric ischemia RHC/ITA 59 M Early None Live

2. Carcinoma cecum 
and ascending colon

RHC/ITA 66 F Early None Live

3. Carcinoma ascend-
ing colon

RHC/ITA 61 M Early None Live

4. Mesenteric ischemia IR/EEA 49 M Early None Live

5. Multiple enteric 
perforation terminal 
ileum

IR/EEA 40 F Early None Live

6. Ileocecal 
tuberculosis

RHC/ITA 52 F Late None Live

7. Perforated carci-
noma cecum

RHC/ITA 61 M Late None Live

8. Ileocecal 
tuberculosis

RHC/ITA 66 F Late Difficult Reversal Live

9. Mesenteric venous 
thrombosis

IR/EEA 70 M Early Leak on eighth 
postoperative day

Died due to comorbid 
tuberculosis and cachexia

10. Cecal volvulus RHC/ITA 35 F Early None Live

11. Stab injury trans-
verse colon

LR/EEA 53 M Early None Live

12. Obstructed splenic 
Flexure growth 
with impending 
perforation

LHC/CSA 67 F Early None Live

13. Sigmoid volvulus R/CRA 72 M Late None Live

14. Sigmoid volvulus R/CRA 58 F Stoma created due to 
anastomotic leak. Late 
reversal after 3 months 
done with ileoileal 
anastomosis.

None Live

15. Sigmoid diverticular 
perforation

R/CRA 55 M Late None Live

Abbreviations: IR/EEA, ileal resection with end-to-end anastomosis; LHC/CSA, left hemicolectomy with colosigmoid anastomosis; LR/EEA, limited 
resection with end-to-end anastomosis; R/CRA, resection with colorectal anastomosis; RHC/ITA, right hemicolectomy with ileo-transverse colon 
anastomosis.

Fig. 1  (A, B) Arrows showing upward steady traction and rotatory 
movement with the loop of a tube for covering loop creation.
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for clean cases, or in cases with satisfied recovery, which we 
define as early reversal. In case of doubt, we reverse the loop 
at 2 weeks as a late reversal.

The problem we face after a week is adhesions during 
reversal of the loop, but it is manageable, and none require 
laparotomy. In a 70-year-old male patient with superior mes-
enteric venous occlusion, using ileal resection with ileoileal 
anastomosis, we reversed the loop by sixth postoperative 
day, but he developed anastomotic leak on the eighth postop-
erative day. His fecal fistula was controlled, but he still died, 
due to the comorbid conditions such as pulmonary tubercu-
losis and cachexia.

Among the nine cases of early reversal around the seventh 
day, we faced a leak in one case only, and no complications 
occurred in six cases who underwent late reversal of loop.

Discussion

As per Robertson et al, wound infection is the commonly 
reported complication due to fecal contamination, which is 
not a problem with our technique, unless we open the bowel. 
Ileostomy or stoma-related complications and morbidity 
associated with ileostomy are frequent problems, but they 
are avoided with covering loop without ostomy.4

Chun et al reported problems like readmission for rehy-
dration, midline laparotomy for ileostomy closure, relaparot-
omy for ileostomy-related complications, and nonclosure of 
ileostomy.5 The above morbidities are not seen in our series 
of patients.

Stoma creation through laparoscopy is a well-accepted 
procedure.6 Covering loop is also an easy procedure following 
laparoscopic anastomosis without laparotomy with the help 
of a loop of the feeding tube, as described already.

Covering loop looks similar to ghost ileostomy, where the 
bowel is not exteriorized.7-9 We exteriorize the ileal loop out-
side during primary surgery itself to avoid the difficulty in 
pulling the loop due to postoperative adhesions, which may 
cause bowel injury. Ghost ileostomy might be suitable for 
laparoscopic cases, where the chance of postoperative bowel 
adhesions might be less.

Although, conceptually, covering loop without ostomy and 
ghost ileostomy are identical in the sense that both are aimed 
at preventing/reducing the morbidity associated with stan-
dard ileostomy, technically, they are different procedures. In 
covering loop without ostomy, we do covering loop during 
primary surgery itself, whereas in ghost ileostomy during 
primary surgery, the loop is identified and hooked with silas-
tic tube, which is kept inside, needing a second surgery to 

bring out the loop whenever it is necessary. In covering loop 
without ostomy, when there is no need for ostomy, the loop 
can be put inside the abdomen using local anesthesia, even 
by a junior resident, whereas in ghost ileostomy, if at all the 
loop has to be brought out, it may need the expertise of a 
consultant.

None of our cases has turned up for follow-up for more 
than a year, but none developed incision site hernia during 
follow-up. No peritonitis was observed following loop 
reversal.

Even though our study took into account only a small sam-
ple size, it can be a good technique in terms of morbidity in 
the emergency setting. It needs further studies to find out 
the complications like obstruction of the loop, peritonitis fol-
lowing reversal of the loop, incisional hernia, and the authen-
ticity of the technique itself.

Conclusion
Covering ileal loop is simple modification of loop ileostomy 
and ghost ileostomy, which can reduce complications related 
to stoma, patient morbidity, and time duration of the surgery.
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