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 In patients with Critical conditions of intestinal gangrene, an exploratory 

laparotomy should be performed immediately. After removing the 

affected segment, the remaining portion would either be anastomosed or 

diverted as a stoma. few studies have investigated the psychosocial effects 

and the Global Quality of Life after the surgical treatment for intestinal 

vascular gangrene (anastomosis versus stoma) and the subsequent events. 

In this study, perioperative outcomes of psychosocial issues were 

evaluated in relation to the surgical treatment of mesenteric vascular 

gangrene patients. Two hundred patients subjected to emergency surgical 

laparotomy due to mesenteric vascular gangrene were randomly divided 

into two groups with one hundred patients of anastomosis group and the 

other group of one hundred patients who had a diverting stoma. A 

comparative evaluation was established between the two groups using the 

global quality of life as a primary endpoint of the study. There was a 

significant difference in the quality of life between the anastomotic group 

and the stoma group. The global quality of life of stoma patients 

significantly improved after closure, (p < 0.001). The ileostomy appeared 

to be a safer procedure to perform in mesenteric vascular occlusion as 

regard morbidity and mortality rates but need strict nutritional, 

psychological and special home care to enhance the quality of life. On 

other hand, there is a higher mortality risk for the anastomosis group, 

particularly after a leak, but experienced a better global quality of life 

with uncomplicated anastomosis. The critical decision for the surgeon 

after resection of infarcted bowel either to do stoma or anastomosis 

should consider the long- term impact on patient life quality and 

psychological status. 
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International License. 

 

 

1. INTRODUCTION 

Acutely ischemic bowel or peritonitis should be treated as an emergency, regardless of the underlying 

cause, with exploratory laparotomy. When intestinal gangrene is evident, this is followed by trimming off 

as much as possible of the affected segment, leaving a safety margin of 5-10 cm, and then either 

anastomosing or diverting the remainder onto the anterior abdominal wall as a stoma. This is performed 

simultaneously with resuscitation with IV fluids and antibiotics. Early diagnosis and treatment remain the 

keystone for improving the outcome of intestinal gangrene [1- 3]. Anastomosis of the bowel should not be 

performed in the case of severe sepsis or septic shock, or if adequate resuscitation is not possible. In the 

case of limited necrosis, with no doubt about the viability of the remaining bowel, in the event, the patient is 

properly resuscitated and there is no evidence of shock, some authors advocate for anastomosis with a 

planned second look. In this case, laparoscopy may be useful. Anastomotic failure can be avoided with 

stomas, and endoscopy and inspection can be done easily with them. Patients with very proximal 

jejunostomies may be re-fed through a mucous fistula of the distal bowel. It is possible to restore continuity 

later if appropriate [4- 6]. 

 

However, few studies have investigated the effects of psychosocial and the Global Quality of Life (GQOL) 

because of surgical management of intestinal vascular gangrene (anastomosis versus stoma) and their 

subsequent events. The purpose of this study was to evaluate the perioperative outcomes of psychosocial 

issues of patients with mesenteric vascular gangrene in relation to the method of surgical intervention with 

either primary anastomosis or diverting ileostomy, also to determine the patient's safety with each technique 

and the impact on the GQOL in a consecutive series of patients with intestinal gangrene. 

 

2. Materials and Methods 

 

2.1 Study design, setting, and patients’ recruitment 

The study was a prospective, randomized comparative study involving 200 patients who will be subjected 

to emergency surgical laparotomy due to mesenteric vascular gangrene at Mansoura emergency 

hospital/Egypt in the period from May 2017 to November 2020. it involved all eligible patients of intestinal 

vascular gangrene fulfilling the inclusion criteria of the study. Patients were randomly allocated by 

computer into two groups with 100 patients undergoing primary anastomosis after resection of gangrenous 

part and the other 100 patients undergoing diverting ileostomy after resection of the gangrenous part. 

 

2.2 Sample size and group allocation 

A Wilcoxon Mann–Whitney (two groups) test was used to analyze the sample size using the GQOL as a 

primary endpoint based on a prior pilot study. For a power of 80 % (using G power v3.1.3), we needed a 

minimum sample size of 40 patients in each group. (7) 200 patients were recruited to allow for dropout. 

After resection of gangrenous parts, study participants were divided into two groups: the stoma group and 

the anastomosis group. The stoma group included patients with uneven numbers, while the anastomosis 

group included patients with even numbers. 

 

2.3 Inclusion criteria 

The study recruited hemodynamically stable patients with acute abdominal pain, testing for mesenteric 

vascular gangrene in the laboratory and radiological reports. The study excluded cases of large bowel 

gangrene and mesenteric occlusion affecting the entire small intestine. 

https://www.teikyomedicaljournal.com/
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2.4 Perioperative work-up 

Full preoperative evaluation and investigations (laboratory and radiological) were done for all patients of 

the study population. The patients were shifted to OR for exploratory laparotomy. UGA, Patients had 

midline exploratory laparotomy incision. The gangrenous part was resected. after resection, re-anastomosis 

was done by hand sewing technique, or diverting stoma was matured on the abdomen. Oral intake was 

initiated upon stoma was functioning or after good bowel motion in case of anastomosis group. All the 

patients were monitored properly till discharge. The patients were followed up at the OPD at 1 week, 2 

weeks, 1 month, 3 months, and 6 months intervals, and the stoma was closed after 2 months. Afterward, a 

close follow-up with Dietitian was arranged for the stoma patient. 

 

Prior to conducting the study, the Mansoura faculty of medicine ethical committee approved it. All patients 

participating in the study provided informed consent after being informed of the benefits and potential risks. 

 

2.5 Outcomes 

a-Primary outcomes include HRQL with stoma versus Anastomosis and immediate post-operative 

complication of stoma or Anastomosis b-Secondary outcomes include Hospital stay for each group and the 

complications related to the index operation or closure of an ileostomy. 

 

2.6 Perioperative variables 

1. Demographic data and comorbidity Including the presentation time and risk factors 

2. Intra-operative data (Anastomosis or stoma) 

3. Post-operative variables 

 

- The time of starting oral feeding and the length of stay 

- Ileostomy and Anastomosis related complications 

- After one month of re-anastomosis, ileostomy, and ileostomy closure, the Cleveland GQOL score 

was assessed (Fig 1).8 This health questionnaire was used as an instrument to assess GQOL. The survey 

was carried out either at the hospital or by phone. it was implemented prospectively. 

- In the OPD, the patient's physician illustrated a questionnaire with all questions, the best score is 10 

except for the questions about pain and vomiting. Statistical analysis was based on a median score of 60, 

and the total score was 120. 

 

2.7 Interpretation of Statistical Data 

Statistical analysis was performed using SPSS v-26 (IBM, Armonk, NY). The continuous variables are 

expressed as the mean + standard deviation, while categorical variables are expressed as %. Numbers and 

percentages were used to describe qualitative data. After testing normality with the Kolmogorov-Smirnov 

test, median (minimum and maximum) and interquartile range were used for non-parametric data and mean, 

standard deviation, for parametric data. Data were expressed as absolute values and percentages or as 

median values and ranges. The Chi2 test was used to compare categorical variables. For the evaluation of 

the survey form, the student t-test was used. A univariate analysis was performed to associate variables by 

using the Mann-Whitney U test and Kruskal-Wallis with Calculated 95% confidence intervals. A p-value 

was deemed significant at< 0.05. 
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Figure (1): Cleveland Global Quality of Life score. 

 

3. Results 

 

3.1 Demographic characteristics 

In terms of demographic characteristics, the average age of the included 200 cases was 52.0±6.9 years with 

the range of 39.0-78.0 years. 132 men (66%) and 68 women (34%) participated in the study. The following 

table1 illustrates these data. There were no statistically significant differences between the study groups 
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regarding age or gender (p > 0.05) based on demographic data. 

 

Table (1): socio-demographic characteristics of anastomosis and stoma groups. 

 Stoma Anastomosis  Test of 

 

 
significance 

p value 

 n=100 % n=100 % 

Age/years 

 

 
Mean±SD 

 

53.82±5.85 

 

55.36±8.85 

t=1.03  

0.31 

Sex 
 

• Male 

 
 

68 

 
 

68.0 

 
 

64 

 
 

64.0 

  

     χ2=0.18 0.67 

• Female 32 32.0 36 36.0   

 

3.2 Comorbidities 

Table3, hepatic diseases were the top medical comorbidity (40%) among the study subjects, followed by 

diabetes mellitus (74 cases - 37%). In 70 cases (35%), hypertension was present. The presence of cardiac 

comorbidities such as atrial fibrillation and myocardial infarction was detected in 46 cases. 

 

Table (2): Co-morbidity distribution among studied cases. 

Co-morbidity n=200 % 

Cardiac (atrial fibrillation, 
myocardial infarction, and 

valvular heart disease) 

 
 

46 

 
 

23.0 

DM 74 37.0 

Hepatic 80 40.0 

Hypertension 70 35.0 

 

3.3 Risk factors of mesenteric ischemia in the studied patients 

There were 86 cases (43%) where previous splenectomy was the biggest risk factor, followed by liver 

cirrhosis and portal hypertension (80 cases – 40%), while prior myocardial infarction (Table3) was the 

lowest at 4 cases (2%) 

 

Table (3): The distribution of risk factors among the studied cases. 

Risk factor n=200 

History of splenectomy 86 
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History of liver cirrhosis and portal hypertension 80 

History of hypercoagulable state 40 

History of intestinal angina 6 

History of atrial fibrillation 14 

History of myocardial infarction 4 

 

3.4 Comparison of study group pathologies and presentation times 

On average, patients presented at the emergency department for about 3.21 days, ranging from one day to 

six days. Ninety percent of the cases of ischemia we studied had venous origins (180 patients - 90%), while 

the remaining ones had arterial origins. Stoma group presentations were on average 3.24 days while primary 

anastomosis presentations were on average 3.18 days (p = 0.79). A significant difference was not observed 

between the two groups regarding arterial and venous pathologies (Table 4). 

 

3.5 Types of surgical intervention 

The operations (Table5) that were done for the study cases were resections with primary anastomosis or 

resections diverting stoma, 100 cases (50%) for each. 

 

Table (4): time of presentation and aetiology of cases of anastomosis and stoma. 

    Stoma   Anastomosis   Test of   p  

                

significance 

  

value 

 

    

n=100 

  

% 

  

n=100 

  

% 

     

                 
                     

 Arterial  8  8.0  12  12.0   χ2=0.44 0.51  

                     

 Venous  92  92.0  88  88.0   χ2=0. 39 0.49  

                     

 Presentation Timing /day 
3.24±0.98 

 
3.18±1.26 

  
t=0.23 0.68 

 
 

Mean±SD 

     

                    

 χ2:Chi-Square test t:Student t test                

 

Table (5): Type of surgery among studied cases. 

 
n=200 % 

Anastomosis 100 50 

Stoma 100 50 

https://www.teikyomedicaljournal.com/
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Table (6): Operative characteristics of anastomosis and stoma cases. 

    Stoma   Anastomosis   Test of   
p value 

 
    

n=100 

  

n=100 

  

significance 

   

            

               

 Operative time /minutes  
59.97±7.96 

 
89.98±9.66 

  
t=18.50 <0.001* 

 
 

Mean±SD 

     

              

               

 Length of part resected /cm  
71.44±9.13 

 
72.06±16.54 

  
t=0.23 0.82 

 
 

Mean±SD 

     

              

               

 Length from DJ/cm  
242.52±9.04 

 
244.68±14.33 

  
t=0.90 0.37 

 
 

Mean±SD 

     

              

               

  Fasting time /days  

1.72±0.97 

 

3.78±0.82 

  

t=10.98 <0.002* 

 

 

Mean±SD 

     

              
               

 Length of stay /days  
9.20±2.29 

 
15.7±5.14 

  
t=7.78 <0.003* 

 
 

Mean±SD 

     

              

               

        

3.6 The differences in the study groups' operational variables 

There was a longer operating time for the anastomosis group (Table6) (89.98 minutes vs. 59.97±7.96 

minutes for the stoma group) (p < 0.001). Furthermore, compared with the other group, it showed a 

significant delay in the onset of oral feeding (p < 0.002). The difference in intestinal length determined by 

DJ flexure between the two groups was not significant for either of the resected sections or the intestinal 

length calculated from DF. Significantly shorter hospital stays were observed in the stoma group (p < 

0.003). 

 

3.7 Study group postoperative complications 

Compared to the anastomotic group, leakage was experienced in 36 cases (36%) while only four cases (4%) 

took place in the other group (p < 0.001). Therefore, postoperative mortality was higher in the same group 

(18 cases - 18%) (p = 0.025). According to Table 7, incisional hernia, and postoperative wound infection in 

the two groups did not differ significantly & Fig. 2. 

 

Table (7): complications of anastomosis and stoma operations of the study. 

 

 

 
Complications 

Stoma  Anastomosis Test of 

 

 

 

significance (χ2) 

 

 

 
p value 

    

 

n=100 

  

% 

  

n=100 

  

% 
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Leakage 4 4.0 36 36.0 16.0 <0.001* 

Wound infection 24 24.0 40 40.0 2.94 0.08 

Post-operative 

 

 
morbidity 

 
24 

 
24.0 

 
120 

 
20.4 

 
0.19 

 
0.67 

Mortality 4 4.0 18 18.0 5.01 0.025* 

Incisional hernia 12 12.0 20 20.0 1.19 0.28 

χ2:Chi-Square test *statistically significant (p<0.05) 

 

 
Figure (2): post-operative complications. 

 

3.8 Stoma complications 

Excoriation (56 cases - 56%) as well as electrolyte disturbances (42 cases- 42%) were the most common 

stoma complications as can be seen in Table (8), two patient has stomal gangrene, and six patients (6%) 

have parastomal hernia. 

 

Table (8): Stoma complications 

 n=100 % 

Electrolyte disturbance 42 42 

Excoriation 56 56 

Stomal retraction 4 4 

Stomal gangrene 2 2 

Parastomal hernia 6 6 

https://www.teikyomedicaljournal.com/
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Stomal prolapse 4 4 

 

3.9 GQOL variable of the study groups 

Anastomosis cases had a significantly higher quality of life than stoma sufferers (Table 9).  

 

Table (9): GQOL of stoma versus anastomosis cases. 

 Stoma 

 

 
n=48 

 Anastomosis 

 

 
n=41 

 Test of 

 

 
significance 

 

p value 

GQOL 

Mean±SD 

 

61.12±3.9 

 

93.24±20.01 

 

t=11.06 

 

<0.001* 

≤60 

>60 

25(52.1) 

23(47.9) 

6(14.6) 

35(85.4) 

 
χ2=12.49 

 
0.003* 

The median (60) was chosen as a cut-off point 

 

3.10 GQOL before and after closure of the diverting stoma 

The quality of life of patients with stomas significantly improved (Table 10 &fig.3) after closure (p < 

0.002). 

 

Table (10): GQOL before and after of the diverting stoma. 

 Before 
closure 

n=96 

  

After 

closure 

n=96 

  

Test of 

significance 

 

p value 

GQOL(Mean±SD)  
61.76±3.9 

 
99.52±3.37 

 
t=51.11 

 
<0.002* 

≤60 50 00   

   χ2=35.22 <0.002* 

>60 46 96   

 



Awad, et.al, 2021                                                                                                           Teikyo Medical Journal 

 

1822 
 

 
Figure (3): the GQOL of the study population. 

 

4. Discussion 

Surgery is the only option when intestinal gangrene is evident or suspected, as the affected segment must be 

removed, and the remaining bowel anastomosed or diverted to the anterior abdominal wall as a stoma [1]. 

 

There is a higher risk of postoperative complications following emergency operations, including wound 

infections, abscesses, anastomotic leaks, and wound dehiscence. Proximal diversion is highly debated in 

terms of its effectiveness. Anastomotic leaks and the need for urgent reoperations were prevented through 

proximal diversion, a systematic review found [9- 11]. 

 

In conditions such as bowel ischemic inflammatory or traumatic disorders, small bowel stomas may be 

needed following small bowel resection under emergent conditions. Clinically, these patients require a 

quick and safe procedure that preserves as much intestinal length as possible. Additionally, the restoration 

of continuity usually requires meticulous dissection of the afferent and efferent segments and the formation 

of new anastomoses, under general anesthesia [12]. 

 

An overall GQOL study was conducted on 200 patients with mesenteric vascular gangrene to compare the 

outcomes after resection of the gangrenous bowel portion in both primary anastomosis and diverting stoma 

procedures. The patients were allocated to two groups, 100 patients undergoing primary anastomosis, and 

100 ones undergoing temporary diverting stomas. Atrial fibrillation and rheumatic valvular heart disease are 

reported to be risk factors for embolic events. Generalized atherosclerosis, hyperlipidemia, diabetes 

mellitus, and hypertension are more common causes of thrombotic events [13]. 

https://www.teikyomedicaljournal.com/
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Compared to the previous study, in the current study, splenectomy was the predominant risk factor (44%), 

followed by DVT (20%), while previous ischemic attacks were present in 28 cases (14%). The Indian study 

included cases of acute mesenteric ischemia, there was also some evidence of comorbidity. Among the 66 

patients (56%) there were 36 with hypertension (n=33; 28%), 24 with coronary artery disease (n=24; 21%) 

and 17 with diabetes mellitus (n=20; 17%) [14]. 

 

These comorbidities were also detected in this study, such as cardiac disease (43%), diabetes mellitus 

(40%), hepatic disease (40%), and hypertension (35%). These risk factors did not differ significantly 

between the two study groups based on the comparison of the prevalence between the two groups. 

 

Diversion groups experienced significantly faster operative times than anastomosis groups (p < 0.001). A 

short hospital stay and early oral intake were also found in the diversion group (p < 0.001). The diversion of 

distal GI anastomoses has been shown to allow early oral feeding and shorter hospital stays than primary 

anastomoses, particularly in distal GI anastomoses [15]. 

 

According to the results of this study, the operative time and the beginning of oral intake were like those 

reported in the previous study. Operative time was longer for the anastomosis group (89.98 minutes vs 

59.97±7.96minutes for the stoma group). Furthermore, compared to the other group, it displayed a 

significant delay in onset of oral feeding (3.78 days vs. 1.72 days). Statistically significant differences were 

found between the two groups for both operative time and oral diet start. Those with stomas were 

hospitalized for a shorter period (9.2 days vs. 15.7 days for the anastomosis group). 

 

It's possible for skin irritation to occur at any time during the stoma, but dermatologic conditions are most 

common in the early postoperative period as the ostomate becomes familiar with stoma care. New 

ostomates are often unaware that they have peristomal dermatitis, which occurs up to 70% of the time [16]. 

 

A study among our hands found 56 cases (56%) with skin excoriation, 6 (6%) with a parastomal hernia, 4 

(4%) with stomal retraction, and only two (2%) with stomal gangrene and prolapse. Infection of the 

postoperative wound and incisional hernia were not significantly different between the two groups. 

 

Diversion to the proximal bowel reduces the rate of leaks and the need for laparotomies, as well as the 

clinical impact of leaks. Proximal diversion is also associated with additional morbidity. An 18% 

readmission rate is attributed to various problems, including dehydration, electrolyte abnormalities, and 

mechanical problems. Furthermore, ostomy closures cause 15–20% complications [17]. 

 

The results of the current study confirm the previous studies in that the primary anastomosis group 

experienced more leakage and mortality than the stoma group. (36% vs. 4%, p < 0.001 for leakage - 18.5 

VS. 4%, P = 0.025 for mortality). A postoperative morbidity rate of 20% and 24% were observed in each of 

our study groups, respectively (p = 0.67). Compared to the other group, the anastomotic group experienced 

significantly more leakage cases (36 cases), while it only occurred in two cases (4%) (p < 0.001). In this 

group, postoperative mortality was also higher (18 cases) (p = 0.025). 

 

Patients often experience stoma-related complications, but an unhappy body image and dissatisfaction with 

the stoma can negatively affect the quality of life. Clinical outcomes and quality of life and experience for 

patients with stomas are improved by patient education [17]. Choosing a suitable stoma site together with 

the patient before surgery confirms the site meets the patient and practitioner's needs. The surgeon can 

identify and rank multiple possible stoma sites based on their preference, thus providing a choice if some 
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intra-operative findings dictate a different location for the stoma [18], [19], [23]. 

 

GQOL scores for the ileostomy group were lower than those for the other group (p < 0.001). Few studies 

have shown a negative impact on GQOL from stoma construction. The few studies that have examined how 

a stoma affects a person's psychosocial well-being have found that about a third of patients suffer from 

depression, social problems, and/or sexual difficulties. Study results were mixed when GQOL was 

examined in both patients receiving a stoma and those maintaining continuity. The underlying health 

condition leading to the stoma could be the one that hinders the psychosocial aspects of GQOL rather than 

the stoma itself [20- 22]. 

 

A similar conclusion was reached in this study. When compared to the stoma group, the anastomotic group 

had significantly better GQOL. A significant improvement in GQOL was observed in stoma cases after 

closure (p < 0.001). 

 

proximal diversion is not routinely recommended due to its morbidity. It is important to carefully consider 

the cost and the morbidity of an ostomy when deciding whether to divert proximally. Three key questions 

can simplify the decision-making process; (1) Based on the location of the anastomosis, what is the risk of a 

leak? (2) A leak is tolerable in this patient? and (3) Where do the patient's wishes lie? 

 

Proximal diversion should be considered for patients who are elderly or have multiple medical conditions. 

A leak in these patients is typically not tolerated very well by their physiologic reserve [15], [24], [25]. 

 

A limitation of this study was the small sample size. Although randomization usually prevented the results 

from being biased, we recommend considering the psychosocial impact of surgical intervention in the 

decision-making process. Stomas, whether temporary or permanent, may be refused by some patients. Some 

people might be more concerned with the complications associated with a leak than with having an ostomy. 

When a patient is fully informed, they can speak up for themselves and be more satisfied with the overall 

outcome of their treatment. Making intraoperative decisions is easier when you know what the patient 

wants. As an alternative surgery that can provide a better quality of life and lower mortality rates, the focus 

should be directed toward new trends such as same-day ileostomy closure and damage control stomas. 

 

5. Conclusion 

Mesenteric vascular occlusion carries a challenge for physicians and surgeons for early diagnosis and 

proper management of these patients, especially in the postoperative period. The critical decision for the 

surgeon after resection of infarcted bowel either to do stoma or anastomosis should consider the long-term 

impact on patient life quality and psychological status. The diverting stoma group showed a significant 

difference in postoperative morbidity and mortality. But, on the other hand, patients faced a marked 

decrease in their quality of life which increased a lot after ileostomy closure. Also, the ileostomy group 

needed strict follow-up and nutritional support to prevent post-operative electrolyte disturbance. The 

ileostomy appeared to be a safer procedure to perform in mesenteric vascular occlusion as regard morbidity 

and mortality rates but need strict nutritional, psychological and special home care to enhance the quality of 

life. On another hand, the anastomosis group carried a higher risk for mortality and morbidity especially 

after the leak but experienced better quality of life. 

 

6. References 

[1] Block TA, Acosta S, Björck M (2010). Endovascular and open surgery for acute occlusion of the 

superior mesenteric artery. J Vasc Surg. 52:959–66. 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 44, Issue 05, October, 2021 

  

1825 
 

[2] Bala M, Kashuk J, Moore EE, Kluger Y, Biffl W, Gomes CA, et al. Acute mesenteric ischemia: 

guidelines of the World Society of Emergency Surgery. World J Emerg Surg. 2017 Aug 7; 12:38. doi: 

10.1186/s13017- 017-0150-5. PMID: 28794797; PMCID: PMC5545843. 

 

[3] Kärkkäinen, J. M. and Acosta, S. (2017). Acute mesenteric ischemia (part I)–Incidence, etiologies, 

and how to improve early diagnosis. Best Practice & Research Clinical Gastroenterology, 31(1), 15-25. 

  

[4] Meng X, Liu L, Jiang H. Indications, and procedures for second-look surgery in acute mesenteric 

ischemia. Surg Today. 2010 Aug;40(8):700-5. doi: 10.1007/s00595-009-4140-4. Epub 2010 Jul 30. PMID: 

20676851. 

 

[5] Klar E, Rahmanian PB, Bücker A, Hauenstein K, Jauch KW, Luther B (2012). Acute mesenteric 

ischemia: a vascular emergency. Dtsch Arztebl Int.109 (14):249–56. 

 

[6] Du Toit, A. (2014). Nutritional management of a complicated surgical patient by means of 

fistuloclysis. South African Journal of Clinical Nutrition, 27(4), 230-236. 

 

[7] Faul F, Erdfelder E, Buchner A, Lang A (2009) Statistical power analyses using G*Power 3.1.3: 

tests for correlation and regression analyses. Behav Res Methods 41:1149–1160 

 

[8] Kiran RP, Delaney CP, Senagore AJ, O'Brien-Ermlich B, Mascha E, Thornton J, Fazio VW. 

Prospective assessment of Cleveland Global Quality of Life (CGQL) as a novel marker of quality of life 

and disease activity in Crohn's disease. Am J Gastroenterol. 2003 Aug;98(8):1783-9. doi: 10.1111/j.1572- 

0241.2003.07592. x. PMID: 12907333. 

 

[9] Ruggiero R, Sparavigna L, Docimo G, Gubitosi A, Agresti M, Procaccini E, Docimo L. Post-

operative peritonitis due to anastomotic dehiscence after colonic resection. Multicentric experience, 

retrospective analysis of risk factors and review of the literature. Ann Ital Chir. 2011 Sep-Oct;82(5):369-75. 

PMID: 21988044. 

 

[10] Wong NY, Eu KW. A defunctioning ileostomy does not prevent clinical anastomotic leak after a 

low anterior resection: a prospective, comparative study. Dis Colon Rectum. 2005 Nov;48(11):2076-9. doi: 

10.1007/s10350-005-0146-1. PMID: 16086220. 

 

[11] Montedori A, Cirocchi R, Farinella E, Sciannameo F, Abraha I. Covering ileo- or colostomy in 

anterior resection for rectal carcinoma. Cochrane Database Syst Rev. 2010 May 12;(5):CD006878. doi: 

10.1002/14651858.CD006878.pub2. PMID: 20464746. 

 

[12] Crosby J, Werku D, Zewdu T, Wanjiku G, Schmidt J. Acute mesenteric ischaemia: A case of 

expedited diagnosis and management using point-of-care ultrasound. Afr J Emerg Med. 2018 Dec;8(4):164-

166. doi: 10.1016/j.afjem.2018.08.002. Epub 2018 Oct 2. PMID: 30534522; PMCID: PMC6277511. 

 

[13] Dhamnaskar, S. S.;Sawarkar, P. C.;Mandal, S. and Vijaykumaran, P. (2016). Predictors of mortality 

in acute mesenteric vascular ischemia with bowel gangrene. International Surgery Journal, 3(4), 1996-2002. 

 

[14] Nagaraja R, Rao P, Kumaran V, Yadav A, Kapoor S, Varma V, et al. Acute Mesenteric Ischaemia-

An Indian Perspective. Indian J Surg. 2015 Dec;77(Suppl 3):843-9. doi: 10.1007/s12262-014-1034-5. Epub 



Awad, et.al, 2021                                                                                                           Teikyo Medical Journal 

 

1826 
 

2014 Jan 22. PMID: 27011468; PMCID: PMC4775561. 

 

[15] Awad S, Tarabay A, Negm A, Althobaiti W, Alorabi F, Dawoud I, et al. Primary anastomosis 

versus diverting stoma as a management of intestinal vascular gangrene: a randomized controlled study. 

Egypt J Surg 2021; 40:73-82. 

 

[16] Alvey B, Beck DE. Peristomal dermatology. Clin Colon Rectal Surg. 2008 Feb;21(1):41-4. doi: 

10.1055/s- 2008-1055320. PMID: 20011395; PMCID: PMC2780183. 

 

[17] Martin ST, Vogel JD. Intestinal stomas: indications, management, and complications. Adv Surg. 

2012; 46:19-49. doi: 10.1016/j.yasu.2012.04.005. PMID: 22873030. 

 

[18] Pine J, Stevenson L: Ileostomy and colostomy. Surgery (Oxford) 2014; 32: 212–7 CrossRef. 

 

[19] Erwin-Toth P, Barrett P. Stoma site marking: a primer. Ostomy/wound Management. 1997 

May;43(4):18- 22, 24-5. PMID: 9205395. 

 

[20] Karadağ A, Menteş BB, Uner A, Irkörücü O, Ayaz S, Ozkan S. Impact of stomatherapy on quality 

of life in patients with permanent colostomies or ileostomies. Int J Colorectal Dis. 2003 May;18(3):234-8. 

doi: 10.1007/s00384-002-0462-z. Epub 2002 Dec 14. PMID: 12673489. 

 

[21] Camilleri-Brennan J, Munro A, Steele RJ. Does an ileoanal pouch offer a better quality of life than 

a permanent ileostomy for patients with ulcerative colitis? J Gastrointest Surg. 2003 Sep-Oct;7(6):814-9. 

doi: 10.1016/s1091-255x(03)00103-3. PMID: 13129563. 

 

[22] Costedio, M. M. and Merlino, J. I. (2012). Quality of Life of the Ostomate Atlas of Intestinal 

Stomas (pp. 69-73): Springer. https://doi.org/10.1007/978-0-387-78851-7 

 

[23] Klar E, Rahmanian PB, Bücker A, Hauenstein K, Jauch KW, Luther B. Acute mesenteric ischemia: 

a vascular emergency. Dtsch Arztebl Int. 2012 Apr;109(14):249-56. doi: 10.3238/arztebl.2012.0249. Epub 

2012 Apr 6. PMID: 22536301; PMCID: PMC3336145. 

 

[24] Arthurs ZM, Titus J, Bannazadeh M, Eagleton MJ, Srivastava S, Sarac TP,et al. A comparison of 

endovascular revascularization with traditional therapy for the treatment of acute mesenteric ischemia. J 

Vasc Surg. 2011 Mar;53(3):698-704; discussion 704-5. doi: 10.1016/j.jvs.2010.09.049. Epub 2011 Jan 14. 

PMID: 21236616. 

  

[25] Szabóné Révész E. Akut mesenterialis ischaemia: 10 év eseteinek elemzése (2001-2010) [Acute 

mesenteric ischemia: analysis of cases over a ten-years period (2001-2010)]. Orv Hetil. 2012 Sep 

9;153(36):1424-32. Hungarian. doi: 10.1556/OH.2012.29444. PMID: 22951410. 

https://www.teikyomedicaljournal.com/

