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Caring for Patients After
lleostomy Surgery

A review of postoperative hydration, medication, and nutritional

management.

ABSTRACT: After ileostomy surgery, patients require nutrition and hydration modifications to main-
tain electrolyte balances and prevent postoperative complications. In addition to becoming dehy-
drated, patients who have ileostomies can develop obstructions if care isn’t taken to avoid certain kinds
of foods. Moreover, changes to medications may be needed to manage ileostomy output or account
for altered absorption. This article provides information on postoperative hydration, medication, and
nutritional management to nurses caring for patients after ileostomy surgery.
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stomy surgery is a life-altering—some-
Otimes lifesaving—procedure. It can be elec-

tive or emergent, temporary or permanent.
Ostomy surgery is most commonly indicated for
people who have chronic irritable bowel disease
(Crohn’s disease or ulcerative colitis) or colorectal
cancer but may also be warranted in cases of bowel
trauma, diverticular disease, birth defects, or bowel
obstruction.!

Approximately 100,000 ostomy surgeries occur
each year in the United States, although variations in
facilities’ coding techniques make this number diffi-
cult to track.? Colectomy, which may be followed by
a temporary or permanent ileostomy,’ was the ninth
most common operating room procedure performed
during inpatient stays in 2018.* Currently, an esti-
mated 750,000 to 1 million people are living with an
ostomy in the United States.?

Nurses may encounter patients who have one of
several types of surgically created bowel diversions.
The classification of the type of bowel diversion is
determined by the anatomical position of the stoma.
Duodenostomies and jejunostomies, with the stoma
positioned at the point of the duodenum or jejunum,
are rare. The output, or waste, from these stomas is
liquid.’ An ileostomy presents from the ileum, with
expected output ranging from a liquid to a semi-
formed consistency.’ A colostomy can be created from
the ascending, transverse, descending, or sigmoid
colon.’ The output from an ascending or transverse
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ostomy is expected to be liquid to pasty in consistency.
The closer the stoma is to the rectum, the more formed
the output will be.’

Understanding the difference between these bowel
diversion procedures is essential to appropriately
managing a patient’s care and preventing complica-
tions. This article focuses on postoperative care fol-
lowing ileostomy surgery and provides information
for nurses on hydration, medication, and nutritional
management.

ILEOSTOMY SURGERY

When bowel surgery involves the creation of a stoma
using the small intestine, it’s called an ileostomy (see
Figure 1). The small intestine is about 20 feet long
and primarily responsible for digestion and the
absorption of nutrients.® The large intestine is five
to seven feet long and primarily responsible for the
storage and elimination of waste.® During ileostomy
surgery, a surgical opening is created in the abdo-
men. A portion of the last part of the small intestine
(the terminal ileum) is brought to the skin surface,
creating the stoma.” The output is excreted through
the opening of the stoma (the “0s”). An ostomy
pouching system fits over the stoma to collect the
output.

Complications. Postoperative complications asso-
ciated with ileostomy surgery can be classified as early
(less than 30 days after surgery) or late (more than 30
days after surgery).! These may include, but aren’t
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Figure 1. Normal Anatomy vs. Colectomy with lleostomy
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limited to, dehydration; electrolyte imbalance; mal-
nutrition; vitamin B, deficiency; infection; and var-
ious stoma-specific complications, such as necrosis,
hernia, prolapse, obstruction, and peristomal skin
breakdown.! Risk factors for complications include
comorbidities such as diabetes, poor nutritional sta-
tus, weak abdominal muscle tone, obesity, older age,
renal insufficiency, and immunosuppression. Opera-
tive risk factors may include stoma site location and
type, as well as surgical length and complexity.” Spe-
cifically, the risk of complications is known to rise
when both a pelvic procedure and an ileostomy are
performed.'

The enhanced recovery after surgery (ERAS) pro-
tocol, first introduced in 2005 and implemented at
health care institutions worldwide since, can help to
minimize the risk of complications during and after
colorectal surgery.' Its aim is to reduce stress, main-
tain function, and accelerate healing following sur-
gery.”? Starting in the preoperative phase, patient
education is provided, especially regarding pain
management. In addition, rather than having the
patient fast for a lengthy period prior to surgery,
fasting is limited to decrease postoperative metabolic
stress.'> A carbohydrate-rich drink is consumed the
night before and two to three hours prior to the pro-
cedure, which helps the patient maintain strength

and reduces the development of postoperative insu-
lin resistance.'> After surgery, care is focused on early
mobility rather than having patients rest in bed.
Early oral intake is also promoted, provided the
patient tolerates this, to encourage healing and
improve strength. The ERAS protocol has been
shown to shorten the length of hospitalization and
decrease the risk of postoperative complications and
readmissions."!

Approximately one in five patients who have ile-
ostomy surgery are readmitted, often due to dehydra-
tion, which occurred in one-third of patients in a
recent study who were readmitted within 30 days of
ileostomy creation.” To prevent complications and
hospital readmissions, it’s important to understand
the anatomical and functional changes that occur after
ileostomy surgery, which determine how patients
must manage postoperative nutrition and hydration.
With an ileostomy, the output from the gastrointesti-
nal tract exits the body prior to transit time in the
colon, which means there is less time for food to be
broken down and form solid waste. Therefore, easy-
to-digest food is recommended initially. In addition,
waste exits the body before electrolyte and fluid reab-
sorption can occur in the colon, putting the patient
at risk for dehydration and thus requiring close mon-
itoring of hydration.*
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HYDRATION

Having an ileostomy affects a person’s ability to
absorb fluid and nutrition, as waste products no
longer pass through the large intestine." The nor-
mal amount of output from an ileostomy after sur-
gery averages 1 to 1.5 L per day." This may be a
liquid to a semiformed consistency, depending on
whether a patient is eating, how much fluid they
are taking in, and what kind of medications they
take. In the two weeks after surgery, a higher
amount of output is expected, and it should be more
liquid in consistency,’ as patients initially consume
a mostly liquid diet. As the patient begins eating
solid foods, the output may become mushier, and
the amount may lessen, with an expected output of
less than 1,500 mL per day (though the amount will
vary depending on the patient). This amount should
decrease over time, as the body heals and adapts to
the ileostomy.'* However, some ileostomies can have

lleostomy Patient Teaching Checklist*

Prior to discharge, review the following items with
patients and their families.

Hydration

e The signs and symptoms of dehydration may
include fatigue, headache, thirst, light-headedness,
and abdominal cramping.

e Water, sports drinks, and electrolyte powders
added to water help to replenish fluids.

Diet

e Avoid high-fiber foods, which are harder to
digest and can increase the risk of intestinal
blockage.

e Foods that are suitable to eat include cooked
vegetables without skins or seeds, milk prod-
ucts, pasta, bread, meat, and fruit without skins
or seeds.

Medications

e Enteric-coated and sustained-release medica-
tions may no longer be absorbed properly due
to less transit time in the bowel.

e The form of medication may need to be changed
(to liquid formulations).

® Report the ileostomy procedure to physicians
and pharmacists to ensure the most appropri-
ate form of medication is prescribed.

When to Seek Medical Care

e Stoma appears black or dark

¢ Dehydration symptoms don’t improve with
rehydration

e Little or no output from the stoma

e Difficulties with pouch adherence that causes
leakage
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a high output, which is defined as more than 2,000
mL per day.”

Tracking output. Strict recording of output must
be maintained when monitoring the hydration sta-
tus of a patient with an ileostomy. It’s reccommended
that the patient monitor their ileostomy and urine
output for at least two weeks after surgery.”® They
can do so by creating a simple tracking sheet that
records the date, time, type of fluid intake, amount
of fluid intake, and amount of ileostomy and urine
output. Ostomy output can also be tracked via smart-
phone app, such as OstoBuddy. Using an electronic
format for recording output may help patients to
communicate this information to health care provid-
ers, and some apps allow for these details to be sent
directly to providers.

Dehydration. People who have ileostomies and
their family members should be taught to recognize
the signs and symptoms of dehydration. These may
include thirst, fatigue, light-headedness, stomach
cramps, and more output from the ileostomy than
usual. To help prevent dehydration, the patient should
be advised to keep a water bottle on hand. Addition-
ally, because electrolytes need to be replaced through-
out the day, the patient should drink fluids with elec-
trolytes, such as sugar-free sports drinks, or add elec-
trolyte powders to water. There is no specified amount
of fluid people with ileostomies should consume per
day; instead, each person should monitor ileostomy
output to determine the amount of fluid they need.
The goal is to maintain an output of less than 1,500
mL per day." The patient should also monitor their
urine output, as this can be another indicator of hydra-
tion. Urine should be monitored for color and amount
for two weeks after surgery.'® Should the patient have
comorbidities that affect fluid retention or kidney
function, they should consult with their providers,
including a registered dietitian, to determine the
proper amount of fluid intake.

Patients also need to be taught practical manage-
ment tips for a high-output ileostomy. The aim is to
thicken and slow output, preventing further dehydra-
tion. Fluid intake during meals, for instance, should
be avoided to help slow output, as should foods and
fluids that increase output, such as drinks with a high
sugar content, tea, coffee, and juices. If the patient
continues to struggle with high output, fluid intake
should be limited (500 to 1,000 mL per day). Lastly,
foods that help to thicken stool, such as pretzels, pasta,
rice, bananas, and applesauce, can be incorporated
into the diet."

Nursing interventions for dehydration in hospi-
talized patients with an ileostomy include monitoring
and replacing electrolytes, administering medications,
and adjusting the patient’s input, as needed. To diag-
nose dehydration, basic laboratory tests are con-
ducted to monitor electrolytes, such as sodium, potas-
sium, chloride, blood urea nitrogen, creatinine, glu-



cose, calcium, and magnesium. Because ileostomy
effluent contains high levels of sodium and potassium,
assessment of these electrolytes is particularly impor-
tant.” If electrolyte replenishing is required, this can
be done orally or intravenously. Depending on the
facility, protocols to replenish electrolytes according
to a set algorithm may be in place. If medications are
prescribed to help thicken ostomy output, the quan-
tity and consistency of the output should be moni-
tored. Should patients be on a more advanced diet
than clear liquids, nurses can help them choose foods
that contribute to thickening the output.

It's recommended that patients
monitor their ileostomy and
urine output for at least two

weeks after surgery.

MEDICATION

After ileostomy surgery, patients’ medications must
be carefully reviewed. Enteric-coated and sustained-
release medications may no longer be appropriate,
because the shorter transit time through the bowel
does not allow for proper dissolution and absorp-
tion." Patients should be educated on the importance
of telling physicians and pharmacists they have an ile-
ostomy to ensure they are prescribed the most appro-
priate form of medication, such as a liquid prepara-
tion. Additionally, people with ileostomies shouldn’t
be prescribed bowel preparations for any procedure,
because of the high risk of dehydration and electro-
lyte imbalance.

Medications can be an important component of
regulating ileostomy output. Products designed to
thicken and slow output include loperamide, polycar-
bophil (Fibercon), and psyllium powder. Loperamide
has been shown to significantly decrease ileostomy
output in a small study, but the effect on each patient
varied.”” Thus, the dose and frequency should be
adjusted based on the patient’s clinical presentation.
Loperamide is typically taken multiple times per day,
usually before meals.?! Initially, 2-mg to 4-mg capsules
are used; should high stomal output continue, the dos-
age can be increased. The consistency of the output
should be monitored along with the amount. The goal
is an output that has a semiformed consistency.

Of note, medications that thicken ileostomy out-
put may include those composed of soluble fiber, such
as polycarbophil and psyllium powder. These bulk-

forming medications, while contributing to a thicker
output, don’t help with the reabsorption of nutrients
or the prevention of dehydration because fluid gets
incorporated into the output.”* Therefore, when man-
aging output, providers prescribing soluble fiber oral
medications should also utilize hydration manage-
ment to help prevent dehydration in this population.

NUTRITION

The postoperative diet for a patient with an ileostomy
begins with clear liquids and is advanced based on
the patient’s ability to tolerate the diet. Studies sug-
gest that advancing a patient’s diet early in the post-
operative period can promote the return of bowel
function. Patients in one study who received early diet
advancement (postoperative days 0 and 1) had their
first ostomy output and passed first flatus significantly
earlier than patients who had traditional dietadvance-
ment.”> Because a person’s appetite may be reduced
after surgery, small, frequent meals (eating every two
to four hours) may be better tolerated. The patient
should be instructed not to skip meals, as this can
cause loose or watery output and increased gas pro-
duction. Additionally, smoking, chewing gum, drink-
ing through a straw, and certain foods (such as alco-
hol, eggs, and cheese) can increase gas production.
Foods that are safe to consume after ileostomy sur-
gery include (but are not limited to) canned or cooked
vegetables without skins or seeds, fruit without skins
or seeds, canned fruit, milk products, grains (breads,
pasta), and high-protein foods (peanut butter, hum-
mus, cottage cheese, meat)."

High-fiber foods should be avoided for the first
four to eight weeks after surgery, as fibrous foods are
harder to digest and increase the risk of an intestinal
blockage. Such foods include celery and asparagus,
apple peels, dried fruit, nuts and seeds, popcorn, and
coconut.” These foods should be slowly incorporated
back into the diet over time. Food should be tested
one item at a time. Patients should take small bites,
chew thoroughly, and take sips of water in between
bites. If there is an indication the food is not tolerated,
such as cramping and an increase in liquid output, it
should be eliminated.

Education. When people who have an ileostomy
have multiple comorbidities affecting dietary restric-
tions, it’s essential to include a registered dietitian in
the education process after surgery. This is especially
important for people who have diabetes mellitus. A
scoping literature review by Zelga and colleagues
found that diabetes is one of five independent risk fac-
tors associated with an increased risk of stomal or
peristomal complications.?* Patients who have this
disease need special instructions about appropriate
dietary intake while maintaining adequate blood glu-
cose control. The optimal diet is achieved through a
combination of education, monitoring and revising
care plans, and individualizing the plan to specific
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Additional Resources: How to
Perform Ostomy Pouch Changes

e Stelton S. Stoma and peristomal skin care: a
clinical review. Am J Nurs 2019;119(6):38-45.

e Kirkland-Kyhn H, et al. Ostomy care at home.
AmJNurs 2018;118(4):63-8.

e Bradley M, Pupiales M. Essential elements of
ostomy care. Am J Nurs 1997;97(7):38-45.

sensitivities, tolerances, socioeconomic conditions,
and lifestyle and cultural requirements.”

People who have an ileostomy also need to be edu-
cated on their risk of deficiencies in vitamin B, ,, iron,
magnesium, fat, and folic acid. Most importantly, the
terminalileum, which is where vitamin B , isabsorbed,
is usually removed during surgery.”s Patients should
follow up with a primary care provider regarding their
vitamin B, levels and may require supplementation.

ILEOSTOMY BLOCKAGE

One complication that may occur with an ileostomy
is an obstruction (or blockage). A blockage can be
partial or complete. Signs and symptoms of a par-
tial blockage may include thin, clear liquid output,
malodorous output, abdominal pain (especially
cramping around the stoma), abdominal distention,
and stomal edema. If a partial blockage is suspected,
action should be initiated at home by the individual.
This includes consuming a liquid-only diet, taking a
warm bath or using a heating pad to help with pain
and relax the abdominal muscles, massaging the
abdomen (especially around the stoma), and lying
in the knee—chest or side-lying position, with knees
bent. The ostomy pouch’s wafer may need to be cut
larger than usual to accommodate any stomal
edema.

If there’s no output from the stoma, a complete
blockage should be suspected, and emergency care is
warranted. Additional signs and symptoms of a com-
plete blockage include nausea, vomiting, and an
absence of bowel sounds. If a complete blockage is
suspected, no liquids or solid food should be con-
sumed. Pain medication and intravenous fluids should
be administered in the ED. Prior to any physical
manipulation of the stoma, imaging of the abdomen
should be done to rule out other conditions, such as
volvulus, in which a portion of the gastrointestinal
tract is twisted, causing a blockage." Digital manip-
ulation of the stoma can be performed by a trained
physician or wound, ostomy, and continence (WOC)
nurse. Risks of digital manipulation may include sto-
mal irritation or trauma (bleeding). Digital manipu-
lation is performed by lubricating a gloved finger and
gently passing it into the os, below the level of the
abdominal wall fascia. If the finger cannot easily pass,
the procedure should be stopped.** Patients should be
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told to expect some cramping and discomfort during
digital manipulation.

If the blockage does not resolve, ileal lavage may
be indicated and can be performed by a trained phy-
sician or WOC nurse.' Ileal lavage is performed by
first gently inserting a lubricated, gloved finger into
the os to break up the blockage. The old pouching
system is then removed, and a colostomy irrigation
sleeve is applied to a new two-piece pouching system.
Once applied, a lubricated soft catheter (a size 14 or
16 French catheter) is inserted into the os until the
blockage is reached (the catheter should not be forced).
After the blockage is seen or felt, 30 to 50 mL of nor-
mal saline is slowly instilled into the catheter using a
bulb syringe. The catheter is then removed to allow
for returns to flow through the irrigation sleeve. This
procedure should be repeated until the blockage is
resolved, which may take up to one to two hours. If
ileal lavage is not successful, a surgical consultation is
warranted.™

PROMOTING CONFIDENCE AND HEALTH

Ileostomy surgery has significant physical, mental,
and emotional effects on patients. Although readmis-
sion to the hospital after ileostomy surgery is not
uncommon, measures can be taken to prevent this.
By understanding changes in anatomy due to ileos-
tomy surgery, as well as proper hydration, nutrition,
and medication management, nurses can provide
interventions and education that help to avoid com-
plications and readmission.

Patient education sessions, in which nurses teach
patients about necessary alterations to diet and hydra-
tion and how to perform pouch changes, are crucial
to promoting positive patient outcomes after dis-
charge (see Ileostomy Patient Teaching Checklist'* and
Additional Resources: How to Perform Ostonty Pouch
Changes).* Such sessions may include family or sup-
port people to ensure patients have the assistance they
need to feel confident taking care of themselves and
achieving their health goals. ¥

For 106 additional nursing continuing professional
development activities on surgery topics, go to
www.nursingcenter.com/ce.

Teresa McCartney, Ashley Markuwell, Mackenzie Rauch-Pucher, and
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