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ABSTRACT 

Background: For enteric perforation the 
ESWEP Score is a metric designed to 
determine whether to perform ileostomy or 
primary closure. The Objective of this study 
was to compare the outcomes of primary repair 
and ileostomy in regard to ESWEP score and 
effectiveness of ESWEP score in both surgical 
methods.  
Methods: This comparative cross-sectional 
study was carried out at surgical department of 
LUMHS, Jamshoro for 06 months from 
January 2024 to June 2024. 52 individuals 
fulfilling the criteria were selected and 
grouped as PR (Primary Repair) and PR+1 
(ileostomy). Preoperative ESWEP score was 
calculated and based on a cut off of 13 the 
patients with a score of ൑13 underwent PR and 
those with a score ൐ 13 underwent PR with 

ileostomy. Per-operative findings observed 
and outcomes were analysed.  
Results: Mean ages of the patients in the PR 
group were 36േ 8.14 years and in the PR+I 
group were 37േ 9.23 years. The mean pre-
operative ESWEP score in the PR group was 
5േ0.78 and in the PR+I group was 16േ1.72. 
The mean per-operative ESWEP score in the 
PR group was 6േ0.77 and in the PR+I group it 
was 14േ4.17. The mean total ESWEP score in 
PR group was 11േ1.23 and in the PR+I group 
it was 30േ4.06. Surgery related and systemic 
complications were significantly less in the PR 
group. 
Conclusion: This study concluded that 
ESWEP score in patients with typhoid 
perforation was a useful guide for the surgeons 
for making decisions regarding PR alone or 
primary repair with ileostomy and PR alone.

 
Keywords: Intestinal perforation, ESWEP score, Typhoid perforation. 
*Corresponding Author:  Muhammad Siddique Rajput, 
Email: dr_rana82@yahoo.com 

 
 
How to cite: Ali MA, Danish AA, Memon MA, Akbar M, Bux K, Khan G, et al. Accuracy of ESWEP Score: 
Concerning Decision Between Primary Repair And Ileostomy In Enteric Perforation. Pak J Med Dent. 2025 
September ;14(4): A-B. Doi: https://doi.org/10.36283/ziun-pjmd14-4/019. 

 
Received: Sun, June 08, 2025 Accepted:  Sun, September 28, 2025. Published: Mon, September 29, 2025 

INTRODUCTION 

To treat enteric perforation, various surgical techniques have been used, such as primary perforation 

repair, simple perforation repair with proximal diversion, ileo-transverse anastomosis to avoid the 

perforation, exteriorizing the perforation as loop ileostomy, resection of the diseased segment and 
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end-to-end anastomosis of the healthy gut, or resection of the diseased gut and exteriorizing as double 

barrel ileostomy1, 2.  

The most serious sequelae of typhoid fever are the intestinal perforations, which is still a major 

surgical issue in several parts of the world especially in the developing countries3. Typhoid/enteric 

perforation increases the risk of mortality in such patients. The death rate is specifically high in areas 

where adequate medical care cannot be accessed easily4. Perforation of the terminal ileum's 

antimesenteric boundary is a common occurrence. Caecal perforation is possible, but it is uncommon. 

Multiple perforations can be seen in roughly 20% of cases5. The prevalence of intestinal perforation 

during typhoid fever varies greatly in different geographical areas and seems to be changing over 

time, with Ghana having the highest reported rate i.e. 17.9%. Men and individuals under the age of 

40 are more likely to get typhoid perforation6. 

Typhoid Perforation is diagnosed by rising abdominal pain that usually starts in the right iliac fossa 

as well as lower abdomen and spreads from there. Guarding, rigidity, tenderness or loss of dullness 

of liver seems to be the most helpful clinical symptoms. Among 75% of patients, there is a presence 

of free sub diaphragmatic gas7. Preoperative confirmation of typhoid infection via cultures or Widal's 

test is not possible due to the urgency of carrying out surgical intervention8. 

Surgical treatment is now widely acknowledged as the most definitive treatment, but few surgeons 

still favor conservative management. However, the best surgical strategy is up for debate, and several 

have been suggested. This lack of consensus has often resulted in a neglect of the other therapeutic 

procedures, such as vigorous hydration and electrolyte therapy, transfusion of the blood, and 

antibiotics, all of which can assist in minimizing mortality9. 

In order to have a successful operation of typhoid perforation, there is a need of controlling the 

abdominal infection with the help of detailed peritoneal lavage as well as site repair of perforation. 

The strategy for controlling the perforation must focus on the risk associated with the re-perforation 

as well as anastomotic disruption, whose development carries critical consequences for patients. The 

emergence of many surgical techniques for TP resulted from the search for a remedy to the 

unacceptably high rate of death10. As a result, valid objections related to superiority of the segmental 

bowel resection as compared to the simple single-perforation closure, the advantages of ileostomy in 

comparison to the primary repair in the case of severe peritoneal contaminations, or tube ileostomy's 

benefits over the traditional technique continue to exist11. Segmental resection is based on the 

elimination of inflammatory, unwholesome bowel surrounding one or more perforations or the 
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formation of the single anastomosis with sustainable bowel that has a greater probability of healing 

as well as a lower risk of reperforation or the anastomotic disruption12. 

Points that favor that single perforation should be managed by simple closure compared to segmental 

resection is the speed and the feasibility of operation in patients who are critically ill. The effects of 

dreaded failures are more commonly related to simple closure such as re-perforation and disruption 

of anastomosis and this has been reduced by improving the level of supportive care given to the 

patient’s particularly parenteral nutrition13.  

East surgical ward enteric perforation score (ESWEP): Globally, there are about 21.6 million cases 

of EF. Approximately 200,000 people die annually and 80 percent of those are from South Asian 

nations including Bangladesh, India and Pakistan. It is common for complications to arise during the 

second or third week of an EF. A consequence of EF is an intestinal perforation, often known as an 

enteric perforation. Surgeons always have to decide between constructing a stoma or repairing an 

intestinal hole. The benefits of PR are that the patients recover quickly, complications related to 

stoma are not present and usually there is no need for re-intervention, however, it has a drawback of 

anastomotic leakage. On the other hand, benefit of ileostomy is that it’s a safe intervention whenever 

a surgeon has doubt regarding the perforation and the drawbacks are the complications related to 

stoma (such as retraction, prolapse and bad smell), bad cosmetically and the need of another surgical 

intervention for its closure. While taking a decision, a surgeon looks into the general parameters using 

ESWEP score14. 

Surgeons are never sure whether to repair an EP or create a stoma. To remove any ambiguity 

regarding ileostomy and repair in patients experiencing peritonitis from an intestinal perforation, 

Amar et al. developed and evaluated the statistical validity of a new measure called the ESWEP score 

and proposed that this would establish a uniform standard for use worldwide. The ESWEP score 

consisted of two sections. The preoperative score, which was evaluated prior to surgery, made up the 

first section. ESWEP was a newly developed validated score which could help the surgeons in 

making decisions about whether to go for PR or an ileostomy in individuals with perforation due to 

enteric fever14. 

METHODS 

This observational cross-sectional study was carried out in the Department of General Surgery, 

Liaquat University Hospital Hyderabad/Jamshoro for the period of 06 months from January to June 

2024 after approval from Advance Board and Research Studies, LUMHS, Jamshoro, (Letter No. 

LUMHS/REG/ACD/-28867-79 dated 21-07-2023). 
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Patients aged 13 years to 65 years both genders, admitted with peritonitis caused by enteric fever 

perforation were included in this study. Patients with traumatic perforation, corrosive perforation, 

tuberculous perforation and peptic ulcer perforation, with suspicion of malignancy or with 

comorbidity and deemed unfit for anesthesia or Patients not willing to participate were excluded from 

the study. Sample size was calculated using sample size calculator by WHO keeping 95% confidence 

level, 5% margin of error, 80% power and prevalence of disease 3.5%15. Fifty two (52) individuals 

with intestinal perforation due to enteric perforation, fulfilling the inclusion & exclusion criteria were 

selected and divided in two groups PR and PR +1. 

The patient or attendant provided the primary source of data in person during the initial pre-operative 

period of admission, following informed consent and a brief history, clinical examination and 

investigations followed by per-operative findings in regard to ESWEP score. The diagnostic criterion 

involves brief history, clinical examination, laboratory blood investigations and evaluation with 

radiological investigation including Chest X-Ray, abdomen X-Ray (Erect/Supine), Ultrasound 

Abdomen and pelvis, per-operative confirmation and histopathology of specimen.  

All patients fulfilling the selection criteria undergone surgery were enrolled and were divided into 

two equal groups i.e. 26 patients in each group. Pre-operative ESWEP score of all patients was 

assessed and patients underwent laparotomy. Per-operative ESWEP score of all patients was also 

assessed and noted down and based on the ESWEP score. Patients in one group underwent primary 

repair alone of the enteric perforation and patients in the other group underwent primary repair with 

ileostomy. Patients were followed up till discharge and the outcomes were assessed as per operational 

definition and findings were subjected to statistical analysis. 

All data was analyzes in SSPS (version 25.0). The statistical methods included were descriptive 

statistic i.e. frequency, standard deviation and mean. Quantitative variables such as age, duration of 

hospital stay, ESWEP pre-operative and ESWEP per-operative scores were presented as mean and 

standard deviation. Wound infection, wound dehiscence, anastomotic leakage, systemic 

complications and mortality were presented as frequencies and percentages. Chi-square test was used 

to determine the difference between the outcomes of both groups and a p-value of ൑0.05 was 

considered statistically significant. 

RESULTS 

Table 1: Mean age, preoperative ESWEP scores, and length of hospital stay of the patients in 
both groups (n1=26, n2=26). 
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Characteristics Group N 
Mean & Standard 

Deviation 

Age of the 
Participants 

Primary repair group (PR) 26 36േ8.14 

Primary repair with 
ileostomy (PR-1) 

26 37േ9.23 

Preoperative 
ESWEP score 

Primary repair group (PR) 26 5േ0.78 

Primary repair with 
ileostomy (PR-1) 

26 16േ1.72 

Length of Hospital 
Stay (in days) 

Primary repair group (PR) 26 6 ±0.74 

Primary repair with 
ileostomy (PR-1) 

26 9 ± 0.83 

 

There were 18 (69.2%) males and 8 (30.8%) females in the PR group and 17 (65.4%) males and 9 

(34.6%) females in the PR+I group as shown in Figure 1. The mean pre-operative ESWEP score in 

the PR group was 5േ0.78 and in the PR+I group it was 16േ1.72. Mean per-operative ESWEP score 

in the PR group was 6േ0.77 and in the PR+I group it was 14േ4.17. The mean total ESWEP score in 

PR group was 11േ1.23 and in the PR+I group it was 30േ4.06. The PR group's mean length of 

hospital stay was 6±0.74 days, while the PR+I group's was 9±0.83 days. A comparison of the two 

groups showed a statistically significant difference in the mean length of hospital stay, as shown by 

t=15.291 and less than p=0.001 (Table 1).  
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Figure 1: Gender distribution of patients in both groups. 

 

Table 2: Comparison of both groups in terms of Wound Infections, Wound Dehiscence, 
Anastomotic Leakage and Systemic Complications (n1=26, n2=26). 

 

Characteristics 

Group 

p-value Primary Repair Primary Repair 

+Ileostomy 

Wound Infection 

Yes 3 (11.5%) 9 (34.6%) 

0.048 

No 23 (88.5%) 27 (65.4%) 

Wound Dehiscence 

Yes 2 (7.7%) 8 (30.8%) 

0.035 

No 24 (92.3%) 18 (69.2%) 

Anastomotic Leakage 

Yes 6 (23.1%) 1 (3.8%) 

0.042 

No 20 (76.9%) 25 (96.2%) 

Systemic Complications 

Yes 1 (3.8%) 7 (26.9%) 

0.021 

No 25 (96.2%) 19 (73.1%) 

Wound infection occurred in 3 (11.5%) patients in the PR group compared to 9 (34.6%) patients in 

the PR+I group and comparison of wound infection revealed the difference was statistically 

significant (p-value 0.048). Wound dehiscence occurred in 2 (7.7%) patients in the PR group and in 

8 (30.8%) patients in the PR+I group and statistically significant difference was (p-value 0.035). 

Anastomotic leakage occurred in 6 (23.1%) patients in the PR group and 1 (3.8%) patient in the PR+I 

group and statistically significant difference was (p-value 0.042). In terms of systemic complications, 

it was found that 1 (3.8%) patient in the PR group and 7 (26.9%) patients in the PR+I group developed 

systemic complications the difference was also statistically significant (p-value of 0.021) (Table 2). 
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Figure 2:  Comparison of mortality after surgery in both groups. 

With respect to mortality, none of the patients in the PR group died, whereas 3 (11.5%) patients in 

the PR+I group died, however, this difference did not reach statistical significance (p value 0.074). 

 

DISCUSSION 

A surgical emergency involving enteric perforation has a significant fatality rate up to 30–50%, 

according to published data. Sepsis is brought on by delayed diagnosis and treatment. It is considered 

a public health concern since it is thought to impact millions of people each year and contribute to a 

1:3 mortality rate among those impacted. At present, there exist patient-dependent variables that alter 

the prognosis about the administered treatment, hence increasing the risk of dehiscence from primary 

closure technique16. 

Patients who have an intestinal perforation need to be operated on immediately. While preventing 

sepsis progression through contamination control is the primary aim, definite therapy is required once 

the site is identified. Stomas, primary closures involving excision and anastomosis and primary 

closure procedures without these steps are among the therapeutic possibilities. Despite the fact that 

intestinal diversion prevents primary closure dehiscence, it is a treatment that is not without 

complications and has a detrimental effect on the patient's quality of life. Taking the foregoing into 

account, some writers claim that primary closure procedures can be applied to up to 90% of 

abdominal trauma perforations. Keeping this in view, our study compared the outcomes of primary 

repair versus PR with ileostomy based on the division of patients on ESWEP scores17. 
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Our study results revealed that patients who underwent primary repair because of lower ESWEP 

scores had significantly lower rates of wound infection compared to patients who underwent PR with 

ileostomy i.e. 11.5% versus 34.6% (p=0.048), respectively. A study revealed that wound infections 

occurred in 21.8% individuals in the PR group and in 43.6% individuals in the ileostomy group, and 

dehiscence of wounds occurred in 3.6% of the PR group and in 9.1% of the individuals in the 

ileostomy group18. These findings support our study findings that PR is associated with lesser wound 

dehiscence rate. They compared patients with TP in terms of outcomes of PR versus ileostomy and 

revealed that wound infection occurred in 40% patients in the PR group and 24% patients19. Another 

study revealed that wound infection occurred in 42.9% patients in the PR group versus 34.5% in 

PR+1 group. Systemic complications were significantly higher in the PR+I group compared to the 

PR group i.e. 26.9% versus 3.8% (p=0.021). They revealed that systemic complications occurred in 

23.8% patients who underwent PR versus 17.2% patients who had ileostomy20. These findings do 

not support our study results as these studies showed a higher rate of wound infection in the PR 

group. The difference may be due to the surgical expertise, proper antibiotic coverage and adequate 

sterilization. 

In terms of anastomotic leakage, 3.8% patients in the PR group had anastomotic leakage compared 

to 23.1% patients who underwent PR+I and the difference was statistically significant (p=0.042). In 

a study determined the frequency of anastomotic leakage was significantly lower in the ileostomy 

group compared to the PR group i.e. 20% versus 6.7%, respectively21. On the contrary, an author 

revealed that the frequency of anastomotic leakage was significantly higher in the PR group 

compared to the ileostomy group22. 

With respect to mortality, the results showed that although PR+I was associated with a higher rate of 

mortality i.e. 11.5% compared to 0% in the PR alone group, the difference between the PR versus 

PR+I group did not reach statistical significance in terms of mortality (p=0.074). in a previous study 

a author justified that in individuals with typhoid perforation, the rate of mortality was higher in the 

ileostomy group compared to the PR alone group i.e. 10% versus 0%23. In comparison to patients in 

the PR Group, ileostomy patients had a higher rate of mortality i.e.19%24. These findings support our 

study findings that PR is associated with lower frequency of mortality compared to ileostomy. 

However, another author revealed that the rate of mortality was almost double in the patients and 

complications were found in 42.5% patients in post–operative duration, whereas ileostomy was found 

to be considerably safe in emergency settings25. Likewise, another study concluded in their study that 

Ileostomy closure is always associated with a significant morbidity rate, which can exceed 30%26. 
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CONCLUSION 

Based on a cut off value of 13 used of ESWEP score for determining whether to go for PR or PR 

with ileostomy, our study results showed that the outcomes based on selection of procedure on the 

cut off value revealed that the ESWEP score was a useful scoring system for making surgical 

decisions and led to better outcomes in patients who had lower scores compared to those who had 

higher scores. Our study concluded that in patients with typhoid perforation, ESWEP score was a 

useful guide for the surgeons for making decisions regarding primary repair alone or primary repair 

with ileostomy. Patients who had a lower ESWEP score and underwent primary repair alone had 

better outcomes compared to those who had higher scores and underwent primary repair plus 

ileostomy. 

ACKNOWLEDGEMENT 

None 

FUNDING 

None 

CONFLICT OF INTEREST 

None 

ETHICAL APPROVAL 

Ethical approval was obtained from the Advance Board and Research Studies, LUMHS, Jamshoro, 

(Letter No. LUMHS/REG/ACD/-28867-79 dated 21-07-2023). 

AUTHORS’ CONTRIBUTION 

All authors contributed equally as per ICMJE. 

REFERENCES 

1. Koppad SN, Vandakudri AB, Desai M. Analysis of Mannheim peritonitis index scoring  in 

predicting outcome in patients with peritonitis secondary to hollow viscus perforation. Int J 

Surg. 2016;3(3):1116-20. doi.org/10.18203/2349-2902.isj20161436. 

2. Mahesh P, Ali SAS, Kaludi ZA, Outcome of various surgical procedures and their outcome 

following enteric perforation at Dr. Ruth KM Pfau, Civil Hospital, Karachi. Professional Med 

J. 2019;26(10):1613-17. doi: 10.29309/TPMJ/2019.26.10.1566. 



Ali et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 

3. Federal Disease Surveillance and Response Unit Field Epidemiology & Disease Surveillance 

Division National Institute of Health (NIH) Islamabad, 2020;2(02):1-6 

4. Hosoglu S, Aldemir M, Akalin S, Geyik MF, Tacyildiz IH, Loeb M, Risk factors for enteric 

perforation in patients with typhoid fever. Am J Epidemiol. 2004;160(1):46-50. doi: 

10.1093/aje/kwh172. 

5. Crump JA. Progress in typhoid fever epidemiology. Clin Infect Dis. 2019;68(1):4-9. doi: 

10.1093/cid/ciy846. 

6. Gibani MM, Jones E, Barton A, Jin C, Meek J, Camara S, Galal U, Heinz E, Rosenberg-

Hasson Y, Obermoser G, Jones C. Investigation of the role of typhoid toxin in acute typhoid 

fever in a human challenge model. Nat Med. 2019;25(7):1082-8. doi: 10.1038/s41591-019-

0505-4. 

7. Kim CL, Cruz Espinoza LM, Vannice KS, Tadesse BT, Owusu-Dabo E, Rakotozandrindrainy 

R, et al. The burden of typhoid fever in Sub-Saharan Africa: A Perspective. Res Rep Trop 

Med. 2022;7:1-9. doi: 10.2147/RRTM.S282461.  

8. Qadri F, Khanam F, Liu X, Theiss-Nyland K, Biswas PK, Bhuiyan AI, et al. Protection by 

vaccination of children against typhoid fever with a Vi-tetanus toxoid conjugate vaccine in 

urban Bangladesh: a cluster-randomised trial. Lancet. 2021;398(10301):675-84. 

doi.org/10.1016/ S0140-6736(21)01124-7. 

9. Avilez-Arias JM, Castillo-Ortega G, Cabral-Martínez Á, Almada-Vega R, Martínez-

Legorreta U, Sandoval-Hernández EA. ESWEP score global application: a retrospective 

study. Cirugía paraguaya. 2023;47(2):13-19. doi. 10.18004/sopaci.2023.agosto.13. 

10. Abboubakar H, Racke R. Mathematical modeling, forecasting, and optimal control of typhoid 

fever transmission dynamics. Chaos, Solitons & Fractals. 2021;149:111074. 

doi.org/10.1016/j.chaos.2021.111074. 

11. Najib MA, Mustaffa KM, Ong EB, Selvam K, Khalid MF, Awang MS, et al. Performance of 

immunodiagnostic tests for typhoid fever: a systematic review and meta-analysis. Pathogens. 

2021;10(9):1184-90. doi: 10.3390/pathogens10091184 

12. Vogel I, Reeves N, Tanis PJ, Bemelman WA, Torkington J, Hompes R, et al. Impact of a 

defunctioning ileostomy and time to stoma closure on bowel function after low anterior 

resection for rectal cancer: a systematic review and meta-analysis. Tech Coloproctol. 

2021;25(7):751-60. doi: 10.1007/s10151-021-02436-5. 

13. Takeda M, Takahashi H, Haraguchi N, Miyoshi N, Hata T, Yamamoto H, et al. Factors 

predictive of high-output ileostomy: a retrospective single-center comparative study. Surg 

Today. 2019;49(6):482-7. doi: 10.1007/s00595-018-1756-2 



Ali et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 

14. Ammar AS, Naqi SA, Sattar Z, Inayat F, Liaquat A, Janjua AM. East surgical ward enteric 

perforation score: new statistically valid scoring criteria for decision between repair or 

ileostomy in patients with peritonitis due to enteric perforation. Int Surg J. 2021;8(9):2533-

38. doi: https://doi.org/10.18203/2349-2902.isj20213194. 

15. Federal Disease Surveillance and Response Unit Field Epidemiology & Disease Surveillance 

Division, National Institute of Health (NIH) Islamabad, 2020;2(52):1-7. 

16. Hecker A,   Schneck E,  Rohrig R, Roller F, Hecker B, Holler J, et al.  The impact of early 

surgical intervention in free intestinal perforation: a time-to-intervention pilot study, World J 

Emerg Surg, 2015 Nov;10:54. doi 10.1186/s13017-015-0047-0. 

17. Belsariya V, Kundan M, Nyekha V, Chandra JN, Enhancing Healing Strategies: Negative-

Pressure Wound Therapy and Delayed Primary Closure in Abdominal Wounds Post-

emergency Laparotomy for Intestinal Perforation, Cureus, 2024 May 21;16(5):e60738. doi: 

10.7759/cureus.60738. 

18. Neelma UA, Khan H, Jan Y, Ilyas SM, Salam A. Outcome of primary repair versus ileostomy 

in patients with typhoid ileal perforation. Radiol Nucl Med. 2020;45(2):406-9. 

19. Mengal MA, Muhammad D, Bazai AK, Mengal MA, Mengal H. Comparison of Outcome the 

Primary Repair Versus Ileostomy in Typhoid Ileal Perforation Patients. J Liaquat Uni Med 

Health Sci. 2020;19(03):171-176. doi: 10.22442/jlumhs.201930684. 

20. Kumar A, Fais MF. To Study the Outcome of Patients of Primary Closure Versus  Ileostomy 

in Ileal Perforation. Trauma. 2019;18(9):55-59. doi.org/10.9790/08531809145559. 

21. Mittal S, Singh H, Munghate A, Singh G, Garg A, Sharma J. A comparative study between 

the outcome of primary repair versus loop ileostomy in ileal perforation. Surg Res Pract. 

2014;2014:729018. doi: 10.1155/2014/729018. 

22. Farooq T, Rashid MU, Lodhi MF, Ahmad S, Farooq A. Enteric ileal perforation primary 

repair versus loop ileostomy. Ann Punjab Med Coll. 2011;5(1):15-18. 

doi.org/10.29054/apmc/2011.526. 

23. Nsar AR, Hamid T, Saleem MR. Primary repair versus ileostomy in a single typhoid 

perforation of ileum. Mortality. 2015;3:997-99. 

24. Gul S, Parveen S, Iqbal M, Ahmed T, Khan I, Nawaz A. Typhoid Ileal Perforation: 

Comparative Study of Ileostomy Versus Primary Repair and associated Morbidity and 

Mortality. Pak Armed Forces Med J. 2023;73(2):374-377. 

doi.org/10.51253/pafmj.v73i2.7025. 

25. Pujar KA, Ashok AC, Rudresh HK, Srikantaiah HC, Girish KS, Suhas KR, Mortality in 

Typhoid Intestinal Perforation–A Declining Trend, 2013;7(9):1946-48. 

doi: 10.7860/JCDR/2013/6632.3366. 



Ali et al., 2025                                                               ISSN (Print): 2313-7371 ISSN (Online): 2308-2593  

 
 

26. de Oliveira1 RAS, Cavalcante ART, Morbidity and Mortality Associated with Loop 

Ileostomy Closure Procedures in a Reference Service in Coloproctology in Recife, 

Pernambuco, J Coloproctol 2021;41(2):168–75. doi.org/ 10.1055/s-0041-1730422. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Ziauddin University is on the list of I4OA, I4OC, and JISC. 

This is an open- access article distributed under the terms of the Creative Commons Attribution License (CC BY 4.0) 


