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 Abstract 
Background: Ileostomy is a common surgical procedure performed for intestinal 
perforations, malignancies, and obstructive lesions. Although effective, it carries 
several complications, among which stoma prolapse is distressing for patients and 
may require reoperation. Reported incidence varies globally, while local data are 
limited. 
Objective: To determine the incidence of stoma prolapse after ileostomy at 
Jinnah Postgraduate Medical Centre (JPMC), Karachi. 
Methodology: This descriptive cross-sectional study was conducted at the 
Department of General Surgery, JPMC, over six months. A total of 58 patients 
undergoing ileostomy were included through non-probability consecutive sampling. 
Patients were followed at 2 weeks, 1 month, and 3 months postoperatively for 
detection of stoma prolapse, defined as bowel protrusion of more than 5 cm 
beyond skin level. Data were recorded on a structured proforma and analyzed 
using SPSS v26. 
Results: The mean age of patients was 38.6 ± 12.4 years; 36 (62.1%) were 
males and 22 (37.9%) females. Loop ileostomy was performed in 42 (72.4%) 
patients and end ileostomy in 16 (27.6%). Stoma prolapse occurred in 5 (8.6%) 
patients, more common in loop ileostomy (9.5%) than end ileostomy (6.3%). 
Peristomal skin excoriation was observed in 14 (24.1%) patients, parastomal 
hernia in 2 (3.4%), and stoma retraction in 1 (1.7%). 
Conclusion: The incidence of stoma prolapse after ileostomy at JPMC was 
8.6%, consistent with international literature. Loop ileostomies were more 
frequently associated with prolapse. Preventive surgical techniques and regular 
follow-up are essential to reduce morbidity. 
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INTRODUCTION 
Ileostomy is commonly used as a temporary or 
permanent diversion for congenital 
abnormalities, trauma, inflammatory bowel 
disease, and colorectal cancer. Despite being 

lifesaving, it has several side effects that have 
been documented in 10–70% of patients. 
These include skin excoriation, parastomal 
hernia, and stoma prolapse, which is a serious 
late morbidity (1,2). 
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Full-thickness bowel protrusion through the 
stoma site is known as stoma prolapse. 
Depending on the study population, stoma 
type, and follow-up period, reported incidence 
ranges from 2% to 26% (3). Ileostomies 
prolapse is less frequent than colostomy 
prolapse; rates are usually reported to be 
between 2 and 3%, though some series report 
as high as 11% (4,5). This difference is 
supported by meta-analyses: randomized trials 
and cohort studies have consistently found 
that the incidence of prolapse is significantly 
lower in ileostomies than in colostomies (6). 
Prolapse is caused by several risk factors, such 
as advanced age, obesity, elevated intra-
abdominal pressure, redundant bowel, and 
weak abdominal muscles (7,8). Prolapse is also 
predisposed by surgical factors like an enlarged 
fascial aperture, positioning the stoma outside 
the rectus abdominis muscle, and improper 
mesentery fixation (9,10). 
There is a dearth of local literature discussing 
the prevalence of stoma prolapse after 
ileostomy, despite the abundance of 
international data. Counselling patients, 
enhancing perioperative planning, and 
honing surgical techniques all depend on an 
understanding of the frequency and risk 
profile in our setting. To provide information 
that could enhance stoma care and long-term 
results, this study attempts to ascertain the 
prevalence of stoma prolapse following 
ileostomy in our patient population. After 
ileostomy, stoma prolapse is a distressing 
complication that affects stoma care, patient 
quality of life, and healthcare resources. There 
is little local evidence despite global data. 
Surgeons will be guided in counselling, 
preventive measures, and better operative 
planning to lower morbidity and reoperation 
rates based on the incidence in our 
population. 
 
METHODOLOGY 
After receiving approval from the College of 
Physicians and Surgeons Pakistan (CPSP) and the 
institutional ethical review committee, this 
descriptive cross-sectional study was carried out 

over a six-month period in the Department of 
General Surgery at Jinnah Postgraduate Medical 
Centre (JPMC), Karachi. All patients having 
ileostomies during the study period, whether in 
elective or emergency settings, made up the study 
population. As long as they gave their permission 
and were available for follow-up, patients of both 
sexes and all ages were included. Patients who 
expired during the index admission, had a prior 
history of stoma formation, or were lost to follow-
up before three months were not included. 
Using the WHO sample size calculator, the sample 
size was determined using a previously published 
study's 7.1% incidence of stoma prolapse 
following ileostomy, a 95% confidence interval, 
and a 7% margin of error. In order to account for 
possible attrition, the sample size was increased 
from the minimum required of 52 to 58. Eligible 
participants were recruited using a non-probability 
consecutive sampling technique. 
A structured proforma was used to collect data. 
Age, gender, hospital registration number, 
comorbidities, ileostomy indication, and 
ileostomy type (end or loop) were among the 
baseline data that were documented. Operational 
information was recorded, including the surgeon's 
name and surgical technique. Following surgery, 
patients were monitored in the ward or outpatient 
clinic at two weeks, one month, and three months. 
The surgical team evaluated the clinical presence 
of stoma prolapse using the operational definition, 
which is defined as bowel protrusion that extends 
more than 5 cm above skin level. 
SPSS version 26 was used to analyse the data. 
While qualitative variables like gender, ileostomy 
type, and incidence of stoma prolapse were 
displayed as frequencies and percentages, 
quantitative variables like age were expressed as 
mean ± standard deviation. The chi-square test was 
used to evaluate associations after stratification by 
age, gender, and ileostomy type; a p-value of less 
than 0.05 was deemed statistically significant. 
 
RESULTS 
The study included 58 ileostomy patients in total. 
With a range of 15 to 70 years, the average age was 
38.6 ± 12.4. There were 22 females (37.9%) and 
36 males (62.1%). Typhoid perforation was the 



 
Volume 3, Issue 1, 2025 
                                                                                             ISSN: (e) 3007-1607 (p) 3007-1593 

https://fmhr.net                                       | Riasat et al., 2025 | Page 966 

most common reason for ileostomy (41.4%), 
followed by trauma (12.0%), colorectal cancer 
(25.9%), and tuberculous stricture (20.7%). End 
ileostomy was performed in 27.6% of cases, 
whereas loop ileostomy was the most common 
type (72.4%) (Table 1). 
 
Five patients (8.6%) experienced stoma prolapse at 
the three-month follow-up. Of these, one 
happened in end ileostomy patients (6.3%) and 
four in loop ileostomy patients (9.5%). Males were 
more likely than females to experience prolapse 
(11.1%), although the difference was not 
statistically significant (p = 0.42). In a similar vein, 

the incidence of prolapse was marginally higher in 
patients over 40 (11.1%) than in those under 40 
(6.5%), although the difference was not 
statistically significant (p = 0.31) (Table 2). 
Additional complications included stoma 
retraction in 1 patient (1.7%), parastomal hernia 
in 2 patients (3.4%), and peristomal skin 
excoriation in 14 patients (24.1%). Figure 1 shows 
the overall distribution of complications. 
The flowchart (Figure 2), which summarises 
patient enrolment and follow-up, reveals that all 
58 patients were monitored for three months, 
during which time 53 remained complication-free 
and five developed stoma prolapse. 

 
Table 1. Baseline Characteristics of Patients (n = 58) 

Variable Frequency (%) 
Age (mean ± SD) 38.6 ± 12.4 years 

Gender: Male 36 (62.1) 
Gender: Female 22 (37.9) 

Typhoid perforation 24 (41.4) 
Colorectal malignancy 15 (25.9) 

TB stricture 12 (20.7) 
Trauma 7 (12.0) 

 
Table 2. Incidence of Stoma Prolapse According to Variables (n = 58) 

Variable n Prolapse n (%) p-value 
Overall 58 5 (8.6) - 

Gender: Male 36 4 (11.1) 0.42 
Gender: Female 22 1 (4.5) - 
Loop Ileostomy 42 4 (9.5) 0.68 
End Ileostomy 16 1 (6.3) - 

>40 years 27 3 (11.1) - 
 

Figure 1. Distribution of stoma-related complications among patients undergoing ileostomy (n = 58). The 
most common complication was peristomal skin excoriation (24.1%), followed by stoma prolapse (8.6%), 

parastomal hernia (3.4%), and stoma retraction (1.7%). 
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Distribution of stoma-related complications 
among patients undergoing ileostomy (n = 58). 
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Figure 2. Patient flow diagram showing enrollment and outcomes. All 58 patients were followed for three 
months, of which 5 developed stoma prolapse while 53 remained complication-free. 

 
 
DISCUSSION 
Stoma prolapse happened in 5 cases (8.6%) of our 
58 ileostomy patients, which is consistent with the 
larger range of 2%–16% reported in adult studies 
(11). A meta-analysis confirmed that ileostomies 
are generally safer in this area by showing 
noticeably lower prolapse rates than colostomies 
(12). 
The most common complication in our study was 
peristomal skin excoriation (24.1%), which is 
consistent with previous findings that found that 
up to 70% of patients experienced this type of skin 
problem as one of the most common stoma-related 
complications (13). Stoma retraction (1.7%) and 
parastomal hernia (3.4%) were relatively 
uncommon; this could be because of our short 3-
month follow-up period, as these conditions 
typically manifest later (14). 
Our cohort may have been slightly impacted by 
risk factors for stomal prolapse that have been 
found in the literature, such as advanced age, 
obesity, elevated intra-abdominal pressure, and lax 
abdominal musculature (15). While not 
statistically significant, these results are consistent 
with our trends: higher prolapse in male patients 
and those over 40. 
Surgical technique is also important. Research 
emphasises that stoma prolapse is more likely to 

occur when the stoma is positioned outside the 
rectus muscle or the fascial opening is enlarged, 
particularly if bowel fixation is insufficient (16). 
This risk is increased further by mobile or 
redundant bowel segments, which are frequently 
observed in loop ileostomies (17). Consequently, 
careful stoma creation—through the rectus muscle, 
with appropriate fixation—is essential. 
Thorough surgical technique and follow-up are 
crucial for prevention, according to a 2023 
systematic review, which also confirmed the wide 
incidence range of stoma prolapse (7%–26%) (18). 
Temporary relief from symptoms may be achieved 
with non-surgical management (lubrication, 
appliance adjustment, manual reduction); 
however, surgical correction is recommended for 
severe complications such as strangulation or 
persistent symptoms (19). 
Our findings support the necessity of early follow-
up, appropriate stoma placement, and appropriate 
fascial aperture sizing as preventive measures. 
Additionally, they emphasise that to detect late 
complications, longer-term monitoring beyond 
three months is necessary. 
 
Conclusion: 
The incidence of stoma prolapse following 
ileostomy at JPMC was 8.6% in this study, which 
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is in line with findings from other countries. 
Although these correlations were not statistically 
significant, prolapse was more common in male 
patients, older patients, and those with loop 
ileostomies. Hernia and retraction were rare 
during the brief follow-up period, but peristomal 
skin excoriation was the most common 
complication overall. To reduce morbidity, these 
results highlight the significance of careful surgical 
technique and early follow-up. To more precisely 
define risk factors and preventive measures, larger, 
multi-center studies with longer follow-up are 
required. 
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