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Sir,

Since its inception in the year 1952, Brooke’s ileostomy has remained 
a standardised and widely practiced method of faecal diversion [1]. 
However, despite all the precautions, as high as 76% ileostomies 
develop long-term morbid complications (skin excoriation being 
significantly common) which adversely affect the quality of life of 
these individuals [2,3]. At times, this may even necessitate stoma 
relocation [4]. Thus, for improvised outcomes, some efficient and 
robust modification in the hitherto-used technique seems the need 
of the hour. In that context, we propose some modifications in the 
conventional Brooke’s end-ileostomy. 

While the initial steps remain the same, our technique commences at 
maturing the ileostomy per-operatively. Herein, three 3/O absorbable 
sutures are passed sequentially through the lateral cut-edge of the 
ileum (full-thickness), the corresponding ileal wall (sero-muscular, 1 
cm proximal to the cut-margin) and then via subcuticular tissue of 
the stoma incision. Remaining sutures remain as for the standard 
Brooke’s ileostomy [Table/Fig-1]. Once tied, these sutures evert the 
bowel wall around its circumference in a peculiar fashion to achieve 
lateral bowing of the stoma [Table/Fig-2]. Now, the external stoma 
device may be secured as usual.   

Our technique has several advantages: 1) It ensures effective 
drainage of projectile as well as non-projectile components of 
typically voluminous enteric effluent, thereby keeping the peristomal 
skin free of chemical excoriation, especially in early post-operative 
period when patient remains mostly bedridden; 2) It avoids under-

seepage of enteral contents, thereby dislodgement of stoma 
appliance that could lead to further leakage and multiple bag 
exchanges; 3) On long run, it is potentially cost-effective; this is 
particularly crucial for resource-limited countries; 4) Unlike traditional 
stoma, its non-dependant bowing configuration tends to prevent 
mucosal prolapsed; 5) Its simple to learn even by the junior-most 
member of surgical team; the learning curve for our postgraduates 
is just 3 cases; 6) It continues to maintain these benefits even 
when patient is fully ambulatory; 7) It may be similarly employed in 
emergency settings; 8) It is a fail-safe method for ill-fitting devices; 9) 
It could be favourably implemented in obese individuals; 10) It can 
be applied to colostomies as well as loop ileostomies; 11) Overall, 
it likely improves patient’s self-image, removes social stigma and 
enhances quality of life. We have used this method in 110 cases 
without any complications. It has received encouraging positive 
feedback from stoma-nurses and therapists locally. Therefore, we 
recommend it for regular use.
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[Table/Fig-1]: Schematic representation of constructing Jategaonkar’s modified 
end-ileostomy: (a) Suture-pathways. Note that, in modified approach, the sero-
muscular bytes (□) are taken half-way between the cut-margin of the bowel and 
the conventional byte-points (•) in order to accomplish an outwardly angulated 
spigot; (b) Geometry of the circumferential bytes. Note that the modified bytes (□) are 
segregated in the lateral 45 degrees and the conventional bytes (•) are spread over 
the remaining 315 degrees of the bowel circumference; this minimises the peristomal 
skin area amenable to excoriation.  

[Table/Fig-2]: Final appearance of modified ileostomy. Note that, the direction 
of the effluent ejection from the traditional ileostomy (vertical white arrow) differs 
largely from that of the modified ileostomy (horizontal white arrow). The projectile 
(upper oblique arrow) and the non-projectile (lower oblique arrow) intestinal effluents 
produce a resultant horizontal vector that leads to effective drainage of the stoma-
output; 2) Stoma at post-operative day-7. Note that the typical “stooping” nature of 
the ileostomy keeps the surrounding skin totally free of chemical dermatitis. And, the 
flange-imprint of the stoma appliance denotes complete dryness of the peristomal 
skin. Further note that, the healthy stoma indicates preserved vascularity post 
modified bytes.


