Esculapio - Volume 09, issue 04, October - December. 2013
Original Article

RANDOMIZED CLINICAL TRIAL COMPARING LOCAL ANESTHESIA WITH SPINAL
ANESTHESIA FOR INTESTINAL STOMA REVERSAL

Habib Ahmed, Mansoor Ahmad Qureshi and Muhammad Tariq Siddique

Objective: To compare the outcome of local anesthesia versus spinal anesthesia in intestinal
stomareversal..

Material and Methods: It was randomized clinical trial with 64 patients, undergoing reversal of
ileostomies and colostomies. Procedure was performed either under local anesthesia plus
sedation (n=32) or spinal anesthesia (n=32). The duration of the operation, conversion or
supplementation of the anesthetic technique, time spent in the post-anesthesia recovery room,
postoperative complications and length of hospital stay were analyzed.

Results: Duration of operation and time spent in post operative recovery room was less in
patients operated under local anesthesia. Conversion to general anesthesia was only needed in
spinal anesthesia group. Post operative complications were less in local anesthesia group. Mean
length of hospital stay was almost equal in both groups.

Conclusion: Intestinal stoma reversal under local anesthesia and sedation is safe and

more effective than same procedure under spinal anesthesia.

Key words:

Key words: Intestinal stoma reversal, local anesthesia, spinal anesthesia.

Introduction

Only rare cases of ostomy surgery can be found
before the 1700s. Throughout the 18th century,
accepted management of abdominal wounds with
intestinal perforation was to close the open
abdominal wound and hope for the best. This was,
not surprisingly, associated with extremely high
mortality rates. The earliest stomas were actually
fistulas that developed spontaneously following
penetrating abdominal wounds or incarcerated
hernias.” On observing the high survival rates in case
of spontaneous fistula development, surgeons
started constructing planned stomas.™ Surgeons in
the mid to late 19" century used diverting colostomy
to manage bowel obstruction. During the early 20"
century, proximal stoma was used to protect a distal
anastomosis and to reduce postoperative
complications. Stoma management was further
advanced in the 1920s with the development of a
rubber appliance that could be belted and glued into
place.” The next major advance came in the mid-
1950s, when Dr Bryan Brooke pioneered surgical
maturation of the stoma, which provided a
protruding stoma while eliminating the complic-
ations related to spontaneous maturation.”’

The temporary stoma creation and reversal is
associated with certain complications,” but
advantages clearly outweigh the disadvantages. Age
of patient, urgency of surgery, diagnosis and mode

of presentation of the patient are the factors affecting
the morbidity and mortality.”

Reversal of stoma is traditionally performed under
general or spinal anesthesia. Recent studies show
that local anesthesia offers a safe and effective
alternative to general or spinal anesthesia for
reversal of stoma.""”

Purpose of this study was to compare the outcome
local anesthesia versus spinal anesthesia in intestinal
stoma reversal.

Material and Methods

It was a randomized control trial carried at a surgical
special unit of Services Hospital Lahore, from March,
2007 to February, 2009. Sixty four patients aged 18
years and above, undergoing reversal of ileostomies
and colostomies were included. Informed consent
taken. Following patients were excluded from the
study;

e Patients with hypersensitivity to local anesthetics.

Patients with psychiatric disorders.
Obese patients (BMI >30 kg/m).’
Patients with para-stomal hernias.

Patients with ileostomy/colostomy with mucous
fistula, separated by = 10 cm.

e Patients with coagulopathy

e Patients with spinal injuries.

Distal loopogram was done in all patients to exclude
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any obstruction in distal segment. Mechanical bowel
preparation was done. All patients were kept nothing
per oral from midnight before surgery. Pre operative
antibiotics (inj. ceftriaxone 1gm and metronidazole
500 mg) were given and two doses were given post
operatively. Patients were randomized equally in
group A and B. In group A, patients received
midazolam intravenously (0.03 mg/kg), 10 minutes
before the operation, and stoma reversal was done
under local anesthesia (2% lidocaine and 0.5%
bupivacain). The surgery was monitored by an
anesthesiologist. In group B, the procedure was
done under spinal anesthesia. The operative
technique was standardized. The entire mucosal-
cutaneous junction was taken down and the
adhesions between the bowel and the anterior
abdominal wall were freed with sharp dissection.
Continuity was then restored by vicryl suture in two
layers. After return of the bowel into the abdominal
cavity, the abdominal wall defect, the subcutaneous
tissue and skin were closed. The duration of the
operation, conversion or supplementation of the
anesthetic technique, time spent in the post-
anesthesia recovery room, postoperative
complications and length of hospital stay were
analyzed.

Results
The postoperative follow-up lasted for 30 days.
Patient's comparative data is shown in table below.

Table-1: Patients comparative data.
Local Anesthesia Spinal anesthesia

Sample Variables (n=32) (n=32)
Mean Age (years) 35 20
Gender (M:F) 18:14 17:15
Type of stoma

lleostomy 22 21
Transverse colostomy 02 03
Sigmoid Colostomy 06 08

Table-2: Operative and Post operative variables.
Local Anesthesia Spinal anesthesia

(n=32) (n=32)
Mean duration of operation 92 min 124 min
Time spent in recovery 34 min 92 min
Anesthesia conversion to G.A. Nil 2 (6.25%)

Post operative complications 6 (18.75%)

4.33 days

10 (31.25%)

Mean hospital stay 4.53 Days

Table-3: Comparison of post operative complications.
Local Anesthesia  Spinal anesthesia

Complications (n=32) (n=32)
Spinal headache Nil 3(9.38%)
Urine retention Nil 2 (6.25%)
lIness 01 26(25%)
Wound infection 03 2 (6.25%)
Abddominal wall haematoma 01 Nil
Entero-cutaneous fistula 01 Nil
Intestinal obstruction Nil 01(3.12%)
Total 06 (18.75%) 10 (31.25%)
Discussion

The mean duration of operation in group A was 92
min, versus 124 min in group B. More time in spinal
anesthesia group was mainly due to IV preloading,
giving spinal prick under strict aseptic measures and
waiting for the onset of anesthesia effect. In addition
local infiltration of fluid in local anesthesia helps in
tissue dissection. Vaz et al have shown mean operative
time 105 min and 146 min in local and spinal
anesthesia groups respectivelyl0, while in another
study mean operative time with local anesthesia was
133 min13. Wong et al.”" have concluded that if
operations lasts more than 120 minutes, the morbidity
will increase. We have calculated the mean time spent
by patients in the recovery room as 34 min versus 92
min in group A and B. The said time was 36.8 min
versus 145 min in study by Vaz etal.”

We noted that all patients in group A tolerated the
anesthesia well, while in group B, two patients
(6.25%) had to be converted to general anesthesia.
Cantele et al'" noted in series of 14 patients operated
under local anesthesia, that tolerance was excellent in
9 patients, good in 3 and average in 2. In another study
by Vaz et al, conversion to general anesthesia was
needed in 3/25 (12%) patients being operated under
spinal anesthesia, while no conversion was needed in
patients being operated under local anesthesia plus
sedation.” Abreu etal have shown similar results.”
Post operative complications were in 6 patients
(18.75%) in group A, versus 10 (31.25%) in group B.
This major difference was mainly due to
complications of anesthesia technique itself, while
there was no complication of local anesthesia.
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Complications due to surgery were almost equal in
both groups. Reported complications of temporary
stoma reversal range from 20% to 48%." This
huge variation is due to different definitions of
complications and different levels of surgical
expertise. In comparative study by Vaz et al, post
operative complication were 12% in local anesthesia
versus 32% in spinal anesthesia."”

In our study full oral diet was started within 48 hours
in 87.5% patients in group A, and in 81.25% patients
in group B. Mean hospital stay was 4.33 (3 to 19)
versus 4.52 (3 to 21) days in group A and B
respectively. Not a significant difference. Other
studies show that re-establishment of peristalsis,
institution of oral diet and hospital stay is shorter in
patients operated under local anesthesia. ""* Peacock
et al have concluded that it is feasible to perform
ileostomy reversal as day case/23 hours hospital
stay.” Haagmans et al” have shown, in a study of
loop ileostomy reversal under local anesthesia,
patients were able to resume full oral diet immediate
post operatively, and mean discharge from hospital
was on 2™ post operative day. Cantele et al'' noted

that after colostomy closure under local anesthesia,
patients were discharged after mean period of 9 days.
We didn't evaluate the comparison of pain sevetity
scores. Study by Abreu et al show that there is no
difference in intra operative pain between two groups,
but post operative pain is less in patients operated
under local anesthesia.” We also didn't analyze the
cost effectiveness of two methods. Study by Waz et al
show that stoma reversal under local anesthesia is cost
saving. ' In our study there was no mortality in both
groups. Most of authors noted that there is no
mortality in stoma reversal under local or spinal
anesthesia.""” Chow et al in a systematic review of 48
studies, including 6107 patients, noted mortality rate
of 0.4% inloop ileostomy reversal.”

Conclusion
Intestinal stoma reversal under local anesthesia and
sedation is safe and more effective than same
procedure under spinal anesthesia.
Department of Surgical Special
SIMS / Services Hospital, Iahore
www.esculapio.pk
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