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Section 1. General information
Aim
The aim of this guideline is to make recommendations for the preoperative, postoperative and discharge
care of patients with an ostomy following elective colorectal surgery receiving care within an Enhanced
Recovery After Surgery (ERAS) program.

Outcomes of interest
Well-constructed stomas; prevention of stoma and peristomal skin complications; enhanced patient
education, quality of life and participation in self-care; improved coordinated service delivery by all health
care professionals involved in the care of people with an ostomy.

Target population
All adult patients undergoing elective colorectal surgery (including benign and malignant disease) who
require an ostomy as a part of their surgical management.

Intended users
Enterostomal Therapy Nurses (ETNs), nurses, community nurses, general and colorectal surgeons and
other health care professionals involved in the management and care of these patients.

Rationale
The Implementation of an Enhanced Recovery After Surgery (iERAS) program was initiated by the
University of Toronto Best Practice in General Surgery in 2008. To date, the iERAS program has been
successfully implemented in over 15 hospitals across Ontario. iERAS is a multimodal program which aims
to improve patient recovery, decrease postoperative complications, and promotes early discharge in
patients having elective colorectal surgery with or without an ostomy.
Within the iERAS program the targeted length of stay for patients having colon surgery is 3 days and 4
days for patients having rectal surgery. With the shortened hospital stay, ETNs identified a gap in care for
patients requiring ostomy care and education. Furthermore, there was a lack of information specific to
patients requiring a stoma who were managed within an ERAS program. Thus, a provincial ERAS ETN
Network was formed to develop a patient centered guideline specifically for this cohort of patients.

Overview of process
A one-day provincial consensus meeting was held with ETNs from 15 hospitals who have implemented
the iERAS program to discuss guideline recommendations for the preoperative, postoperative and postdischarge phases of care. Subsequently, three sub-groups led by experienced ETNs were formed to
develop recommendations related to each phase of care.
Each subgroup conducted an independent literature search to develop recommendations for their
respective phases of care. All searches were conducted using Medline and CINAHL. The key terms
searched included: ileostomy, colostomy, ostomy, stoma, enhanced recovery after surgery, fecal
diversions, preoperative ostomy education, stoma site marking and/or postoperative complications. In
addition, each subgroup carried out more specific searches where necessary. The members of the
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subgroups then reviewed and summarized the literature and created recommendations for their
respective phase of care. These documents were then reviewed by the entire group and consensus on
recommendations was reached. Where evidence was weak-to-moderate, expert opinion and current
practice were used to create the guideline recommendations.
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Section 2. Guideline recommendations
1. Preoperative care
1.1

Patients who may or will have an ostomy constructed during surgery and their families should be
referred to an Enterostomal Therapy Nurse (ETN). (Level of Evidence: Low-Moderate). The ETN
referral should include:
1.1.1 Stoma Site Marking
Patients should have the stoma site(s) selected using established principles of stoma site
marking. Marking should be performed by an ETN, surgeon or a health care professional
who has received training in this procedure. (Level of Evidence: Moderate)
1.1.2 Preoperative Education
Patients and their families should receive preoperative education either individually or in
a group setting. Information should be provided in a variety of modalities including, but
not limited to, verbal, written and digital formats. Multi-lingual educational resources
should be available for non-English speaking patients and families. (Level of Evidence:
Moderate-High). At a minimum the following should be included in the teaching:
▪ Basic anatomy and physiology of the GI/GU tract
▪ The surgical procedure and type of stoma, location and anticipated functional
expectations
▪ Psychological preparation and lifestyle adjustment
▪ Introduction to pouching system options
▪ A demonstration on how to empty and change a pouching system. A return
demonstration of pouch emptying should be done by the patient or family member.
Patients should be encouraged to practice wearing and emptying their pouch and
doing a pouch change at home prior to surgery.
▪ Postoperative expectations related to self-management of the ostomy (See
recommendation 2.3)
▪ Possible complications related to dehydration, small bowel obstruction, stoma and
peristomal skin health, development of parastomal hernia formation and pouching
system wear times (See recommendation 3.4)
▪ Offer to pair individuals with a person with an ostomy (“ostomy buddy”)
▪ Information about industry sponsored programs

2. Postoperative Care
2.1
2.2
2.3

2.4

2.5

Supporting rods are usually unnecessary. If used, timing for removal of the supporting rod
should be decided in collaboration with the surgeon. (Level of Evidence: Moderate)
Information provided to patients and their families in the preoperative phase should be reinforced
postoperatively. (Level of Evidence: Low)
Patients should be taught a minimum skill set specific to their ostomy needs prior to discharge
from hospital:
▪ Patients should be encouraged to look at their ostomy on post-op day (POD) 0. (Level of
Evidence: Low)
▪ Patients should be encouraged to participate in emptying their pouch on POD 1 and
empty their pouch independently on POD 2. (Level of Evidence: Moderate)
▪ Patients should be encouraged to participate in changing their pouching system on POD
2 and fully participate in changing their pouching system on POD 3 or 4. Patients should
have a minimum of 2 pouching system changes by POD 3 or 4. (Level of Evidence: Low)
Families and caregivers should be encouraged to participate in the care and management of the
patient’s ostomy. (Level of Evidence: Moderate)
After ostomy surgery, patients should be discharged with community care support, which
includes referral to a community ETN. (Level of Evidence: Moderate)
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3. Post-discharge care
3.1

3.2

3.3
3.4

Patients with an ostomy should have the recommended and required supplies and community
care support. This includes follow-up care by an ETN in the acute care setting or in the
community. (Level of Evidence: High)
▪ Minimum intervals of 2, 4, 6 weeks visits with an ETN
▪ Minimum of 6 visits by the community nurse
▪ Frequency of visits will be based on patient/family needs
The patient should receive the following:
▪ Reinforcement of recommended ostomy care education and general support through
their local community care team (e.g. CCAC) (Level of Evidence: High)
▪ Regular evaluation of the patient’s stoma and peristomal skin, the ability to achieve a
predictable seal, and the ability to maintain peristomal skin health (Level of Evidence:
Low-High)
▪ Ongoing information and support to the patient about adaptation to an ostomy (Level of
Evidence: Moderate-High)
▪ Follow-up to ensure the patient (or primary care giver) is independent with pouch
changes by postoperative week 2 (Level of Evidence: Low-Moderate)
Patients should be provided with information on support services to facilitate their adaptation to a
new ostomy including how to access ostomy support groups/resources, and programs sponsored
by industry (Level of Evidence: High)
Patients should receive a follow-up phone call from an ETN within 7-10 days after discharge from
the hospital to assess their adaptation to a new ostomy. (Level of Evidence: Low)
Patients should be able to identify potential complications post-discharge related to dehydration,
small bowel obstruction, stoma and peristomal skin health, development of parastomal hernia
formation and pouching wear-times. Patients must be able to recognize potential complications
and identify resources to contact for the following: (Hydration status through monitoring
expected volume of ostomy effluent, oral fluid intake and urine volume for 2 weeks postdischarge (Level of Evidence: Moderate)
▪ Signs and symptoms of obstruction which include abdominal pain, cramping, distention,
high velocity watery output or no output, and/or vomiting (Level of Evidence: High).
▪ Normal and common abnormal peristomal skin conditions, such as Peristomal Moisture
Associated Skin Damage (PMASD) (Level of Evidence: High)
▪ Signs and symptoms of a parastomal hernia include bulging of the abdomen around the
stoma, pain and discomfort (Level of Evidence: Low)
▪ Wear-times for their pouching system are less than expected (Level of Evidence: Low)

* For a complete list of topics to be covered see the Patient Education Checklist (Appendix 1)
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Section 3. Supporting evidence
1. Preoperative Care
1.1

Patients who may or will have an ostomy constructed during surgery and their
families should be referred to an Enterostomal Therapy Nurse (ETN). (Level of
Evidence: Low-Moderate)

Various studies and professional nursing organizations have shown that preoperative education for
patients requiring an ostomy by a nurse with specialized training increases postoperative outcomes,
allows for better skill acquisition and better prepares the patient and their family. 1-5 A systematic review
by Colwell et al included 3 studies (one RCT, one cross sectional survey and one case control study) that
assessed the effect of preoperative education by a nurse with specialized training. The review found that
preoperative education facilitated by a Wound, Ostomy, Continence Nurse (WOCN) lead to improved
postoperative outcomes (i.e. shorter postoperative hospital stays [median: 8 days vs. 10 days,
p=0.029]), fewer unplanned visits for ostomy-related issues (median: 0.0 vs. 0.5, p=0.0309), enhanced
skill acquisition, and better long-term adjustment to an ostomy.2 The Canadian Association for
Enterostomal Therapy (CAET), in their Position Statement for Enterostomal Therapy Nursing and the
Wound, Ostomy, and Continence Nurses Society, advocate for the specialized role of ETNs and WOC
nurses. In this role, a provision is made for the delivery of education across the continuum of care for
patients and families living with ostomies, starting in the preoperative phase. 6,7 Thus, it is recommended
that patients are referred to an ETN for preoperative assessment and counselling prior to surgery. 8

1.1.1

Stoma Site Marking: Patients should have stoma site(s) selected using established
principles of stoma site marking. Marking should be done by an ETN, surgeon or a
health care professional who has received training in this procedure. (Level of
Evidence: Moderate)

There is moderate evidence to support having stoma site(s) selected and marked prior to surgery by an
ETN or a healthcare professional who has received specialized training. Parmar et al conducted a
prospective study of 192 patients which identified the frequency of early stoma or peristomal skin
complications after colorectal cancer surgery, noting predisposing factors, the effect on hospital discharge
and the need for community care. Overall, 27% of stomas were identified as being problematic with a
lack of preoperative site marking identified as one of the most common factors. Patients who had a
stoma created at the marked site were at a significantly lower risk of developing complications than those
who were not marked or those who had a stoma fashioned at an alternative site (20%, 56%, and 42.9%
respectively, P > 0.001). Delayed discharge, the need for extra home visits and the inability of patients
to participate in the care of their stoma within the first three weeks were more likely to occur in patients
with a complication.9 A prospective study by Millan et al included 247 patients from 12 colorectal surgery
units in Spain over an 8 month period who were visited by their stoma therapist after colorectal cancer
surgery and completed a questionnaire about their stoma care. Forty six percent (n=114) of patients
were seen preoperatively by a stoma therapist for teaching and marking. Emergency and elective
patients who were sited preoperatively had significantly less early skin irritation, dermatitis and lower
rates of anxiety during the first 3 months postoperatively than non-sited patients (p<0.001).10 Similar
findings were reported by Baykara et al who conducted a multicentre retrospective chart review on 748
patients to evaluate the effect of preoperative ostomy site marking on stomal and peristomal skin
complications. Overall, 35% (n=261) of patients developed complications including peristomal skin
problems, mucocutaneous separation and retraction. Complication rates in patients who did not have
stoma sites marked preoperatively were 46% compared to 23% for those who were marked. 11
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In a survey study conducted by Person et al, 105 patients were asked to evaluate the impact of
preoperative site marking on their quality of life, independence and complication rates. Fifty percent of
the participants were marked by an ETN and had significantly better quality of life in 18 out of 20
parameters using a structured, validated stoma quality of life (QOL) questionnaire (The Stoma QOL).
Independence and confidence were significantly higher in the marked group. As well, the occurrence of
complications were significantly less in those marked versus those not marked (p<0.05). 12 A crosssectional study conducted by Mahjoubi et al examined the quality of life of patients who had an
appropriate stoma site versus those with an inappropriate stoma site using the European Organization for
Research and Treatment of Cancer Quality of Life Questionnaire (EORTC QLQ)-C30 and EORTC QLQCR38 questionnaires. Sexual enjoyment, physical functioning and role functioning were noted to be
significantly higher in patients with an appropriately positioned stoma site. The authors concluded that a
well-placed stoma strongly correlates with good quality of life.13
Due to the known benefits of preoperative stoma site marking, the Registered Nurses Association of
Ontario (RNAO) Clinical Best Practice Guidelines for Ostomy Care 14, WOCN Society and the American
Society of Colon and Rectal Surgeons (ASCRS) position statement 15, World Council of Enterstomal
Therapists (WCET) International Ostomy Guidelines16 and Clinical Practice Guidelines for Ostomy Surgery8
recommend that stoma marking should be done preoperatively by an experienced, educated and
competent clinician (ETNs, colorectal surgeons or other health care professionals).
They identified
stoma site selection as a priority during the preoperative visit at which time proper and thorough
assessments can be conducted following the principles of stoma site marking. 17 Selecting a stoma site
after the patient is anesthetized precludes the assessment of the abdomen in multiple positions, making it
difficult to identify abdominal skin folds and their effect on ostomy product placement. 18 Creating a stoma
between creases compromises pouch and skin barrier adherence and may cause leakage, which
negatively affects the complication rate and the patients overall quality of life. 11
1.1.2

Preoperative Education: Patients and families should receive preoperative education
either individually or in a group setting. Information should be provided in a variety
of modalities including but not limited to verbal, written and digital formats. Multilingual educational resources should be available for non-English speaking patients
and families. (Level of Evidence: Moderate-High) At a minimum the following should
be included in the teaching:
▪
▪
▪
▪
▪

▪
▪

▪
▪
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Basic anatomy and physiology of the GI/GU tract
The surgical procedure and type of stoma, location and anticipated functional
expectations
Psychological preparation and lifestyle adjustment
Introduction to pouching system options
A demonstration on how to empty and change a pouching system. A return
demonstration of pouch emptying should be done by the patient or family member.
Patients should be encouraged to practice wearing and emptying their pouch and doing a
pouch change at home prior to surgery.
Postoperative expectations related to self-management of the ostomy (See
recommendation 2.3)
Possible complications related to dehydration, small bowel obstruction, stoma and
peristomal skin health, development of parastomal hernia formation and pouching
system wear times (See recommendation 3.4)
Offer to pair individuals with a person with an ostomy (“ostomy buddy”)
Information about industry sponsored programs
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Preoperative education allows patients and their families to be empowered and assists in alleviating fears
and anxiety about their surgery and having an ostomy. 4,12,25 It may lead to fewer complications in the
initial postoperative phase as well as clarify expectations of the patient and their family. 4 As well,
preoperative ostomy education has been shown to be effective in improving overall recovery including
reduced length of stay, long-term psychological adjustment, skill set acquisition, prevention of
complications and improving self-care post discharge.2-4 In order to provide appropriate preoperative
education, the ETN needs to establish a therapeutic relationship with the patient and their families.
Comprehensive assessment of the patient and their families should be performed and should include a
preoperative history, physical/psychosocial assessment and exploration of cultural, spiritual and religious
norms.14,19 The assessment should also include the availability of support networks (e.g. family,
significant others and community resources) to facilitate the patient’s psychosocial adaptation and to
determine the impact of the illness/surgery on the patient and their family.19,20 Teaching should occur in a
supportive environment free of distractions, where the patient and family are able to understand the
details surrounding his/her surgery and are able to make an informed decision about his/her care. 21
Erwin-Toth et al reported that the provision of comprehensive information leads to lower rates of anxiety
regarding ostomies, and that patients are more likely to be an active participant in their care if they truly
understand what is being asked of them.22 To date, the literature suggests that patients need to
recognize the effects of dietary and fluid intake on the effluent as well as the ways to manage potential
complications such as constipation, dehydration and fluid and electrolyte imbalances. 22 Patients may
also benefit from information regarding activities of daily living. 23,24 Common stomal and peristomal skin
complications can be introduced in this phase to make the patient more aware of the possible
complications and to recognize the appropriate response required for these changes.
While there is some evidence identifying what should be covered during the preoperative phase, best
practice guidelines from the RNAO and the WOCN Society have also identified topics that should be
considered during preoperative teaching sessions which are based on consensus of ETN expert
opinion.7,14 There is recognition that some patients/families will require modification of the volume of
information provided preoperatively, thus critical topics have been identified below and are based on
consensus of the Provincial ERAS ETN Network. The minimum amount of information to be covered is
listed below, and a complete list of all relevant topics can be found in Appendix 1.
▪
▪
▪
▪
▪

▪
▪

▪
▪

Basic anatomy and physiology of the GI/GU tract
The surgical procedure and type of stoma, location, and anticipated functional expectations
Psychological preparation and lifestyle adjustment
Introduction to pouching system options
A demonstration on how to empty and change a pouching system. A return demonstration of
pouch emptying should be done by the patient or family member. Patients should be encouraged
to practice wearing and emptying their pouch and doing a pouch change at home prior to surgery
Postoperative expectations related to self-management of the ostomy (See recommendation 2.3)
Possible complications related to dehydration, small bowel obstruction, stoma and peristomal skin
health, development of parastomal hernia and pouching system wear times (See recommendation
3.4)
Offer to pair individuals with a person who has an ostomy (“ostomy buddy”)
Information about industry sponsored programs

In addition to discussing the RNAO and WOCN Society recommendations, experiential learning, described
as learning by “trying it out” and “experiencing it” is important to this patient population. People who
have learned experientially will have significantly greater recall of the information or task over a specified
time period.25 Patients undergoing ostomy surgery must learn a new skill set related to the management
of an ostomy including pouch emptying and pouching system application. Colwell et al identified pouch
emptying, a return demonstration, and an introduction to pouch changing as a minimum skill set for the
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new ostomy patient.2 Pouch and stoma education not only prepares the patient for surgery but also can
clarify the expectations in the postoperative phase.
There is limited evidence on the preferred type of materials that should be used to educate patients. The
use of audio-visual materials that demonstrate the care of the pouching system and the emptying of a
pouch has been shown to decrease hospital length of stay by increasing proficiency. 26 The use of this
educational aid is in keeping with important principles of adult education, such as learning by doing, and
learning what is needed to be known. Industry sponsored educational materials are available including
practice kits, a wide variety of written and audio-visual information, and ostomy products for hands on
practice. A Cochrane review discussed the effectiveness of providing written and verbal health
information to verbal information alone to patients being discharged home from acute hospital settings. 27
Providing both written and verbal information was found to be more effective in improving knowledge
and satisfaction among hospitalized patients than providing verbal information alone. Information that
meets the needs of patient and families with limited English proficiency is important. If not available, it
may result in longer hospital stays, increased postoperative complications and a greater chance of
readmission.28
2.

Postoperative Care

2.1

Supporting rods are usually unnecessary. If used, timing for removal of the
supporting rod should be decided in collaboration with the surgeon. (Level of
Evidence: Moderate)

Overall, the literature suggests that there are minimal benefits to the routine use of a supporting rod.
Using a supporting rod increases the likelihood of stoma and peristomal skin complications and decreases
the patients’ ability to care for the stoma. There is no conclusive evidence about the timing of rod
removal as the reported time varies from three to 31 days. 29-34 The decision of when to safely remove
the supporting rod should be made in collaboration with the surgeon after careful consideration of
tension on the supporting rod.
2.2

Information provided to patients and their families in the preoperative phase should
be reinforced postoperatively prior to discharge from hospital. (Level of Evidence:
Low).

In addition to preoperative teaching, patients and their families should continue to receive education in
the postoperative period. The education provided in the immediate postoperative period focuses on
teaching the skills required to achieve independence in ostomy care. A systematic review by Recalla et al
identified 2 studies that discussed the importance of self-efficacy and the patient’s ability to master daily
care as a key role in optimal ostomy adjustment. 35 Successful transition to self-care management is likely
to occur with instruction in self-care and psychological support. This was also supported by Wu et al who
found that subjects with a higher self-efficacy in ostomy care had higher health related quality of life
scores.36 The importance of persons with a new ostomy acquiring a skill set that includes pouching
system change and pouch emptying was reinforced by a cross-sectional study by Werth, who found that
90% of respondents ranked education in ostomy self-care as the most useful information.37
When incorporating ERAS principles in teaching individuals with an ostomy it is essential to focus on
independence and the promotion of self-care starting on the first day after surgery. This can be achieved
if preoperative preparation is implemented alongside intensive postoperative ostomy care teaching and
reinforcement.38 Delaney et al and Hignett et al argue that the length of hospital stay need not be
prolonged among patients with an ostomy if adequate patient information is provided. 39,40 Furthermore,
Younis et al suggest that the number of patients experiencing a delay in discharge due to ostomy selfcare can be significantly reduced following the introduction of intensive preoperative stoma education as
part of an enhanced recovery program.26
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2.3

Patients should be taught a minimum skill set specific to their ostomy needs prior to
discharge from hospital.
• Patients should be encouraged to look at their stoma on post-op day (POD) 0.
(Level of Evidence: Low)
• Patients should be encouraged to participate in emptying their pouch on POD 1
and empty their pouch independently on POD 2. (Level of Evidence: Moderate)
• Patients should be encouraged to participate in changing their pouching system
on POD 2 and fully participate in changing their pouching system on POD 3 or 4.
Patients should have a minimum of 2 pouching system changes by POD 3 or 4.
(Level of Evidence: Low)

A RNAO expert consensus panel recommends that a minimum skill set including the ability to manipulate
the closure mechanism, independence with pouch emptying and observation of at least one complete
pouching system change must be accomplished prior to discharge from hospital. 14 Patients should be
taught different skills on each postoperative day to assist with the transition to having an ostomy.41
Teaching skills of pouch change and emptying in the postoperative phase were identified as having an
important influence on the adaptation process which begins when the patient starts to master the basic
skill set of ostomy care.42 Breaking down tasks into smaller segments has been shown to increase
motivation and self-confidence resulting in more positive outcomes. 41 This was supported by a
retrospective study conducted by Bryan et al that found that patients become partners in their care when
the expectations are laid out clearly and are achievable.43 Ensuring that expectations are realistic, tailored
to each patient's ability, and follow a simple, task-oriented approach to care was described as being
important.38 A retrospective audit of 2 cohorts of 20 patients before and after implementation of ERAS
demonstrated a reduction in the mean length of stay from 20 to 7 days, with 60% of patients being
discharged at 5 days or less.43
It is recommended that patients be taught the following skills on the following postoperative days. On
POD 0, patients should look at their stoma.38 On POD 1 patients should participate in emptying their
pouch and empty their pouch independently on POD 2. Walker et al suggest the only achievable skill that
patients may learn during shortened hospital stays is successful pouch emptying. 44 Williams et al
recommend that daily or twice daily educational sessions are required beginning the day of surgery for
the patient to achieve independence and be prepared for discharge after 3-5 training sessions.41 Patients
should also participate in their pouching system change on POD 2 and fully participate by POD 3 or 4.
Although there is limited evidence specific to the frequency of patient participation in the pouching
system change prior to discharge, it is suggested that these timelines are feasible for patients and
caregivers.35,45 The ERAS protocols also focus on the early introduction of fluids, diet and mobilization,
which result in early fecal output. This enables patients to practice the skills of emptying and changing
the pouch and allowing for repetition of acquired skills that will influence their ability to cope on
discharge.46
2.4

Families and caregivers should be encouraged to participate in the care and
management of the patient’s ostomy. (Level of Evidence: Moderate)

Shorter hospital stays have increased the need for detailed information to be given to patients and their
families to support effective management of the ostomy at home. During the period of adaptation,
patients with an ostomy are faced with various physical, psychological and emotional challenges. The
literature suggests that family and significant others can be an important source of support for patients
learning to accept and adjust to life with an ostomy.47-49 Family members can assist the patient with
building confidence when performing self-care and provide support for physical, psychological, and
emotional concerns. 49,50 Emotional support and encouragement from families assist the patient to recover
a partial sense of autonomy51, strengthen the patient’s self-esteem and self-image49, and promote
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independence by encouraging the patient to achieve self-care. 52,53 Berwick described “patient and family
centered care” and the importance of including family and caregivers in all aspects of care to improve
patient experiences within the health care system.54 A cross-sectional study by Persson et al emphasizes
the need to provide both the patient and their relatives with information and an opportunity to participate
in the care of the new ostomy.55
2.5

After ostomy surgery patients should be discharged with community care support,
which includes referral to a community ETN. (Level of Evidence: Moderate)

On average, patients with an ostomy within an ERAS program leave hospital four to five days after
surgery.56 Shorter hospital stays challenge a nurse’s ability to assess, educate, evaluate, and reinforce
patients’ knowledge and skills about ostomy pouching system management while in hospital. Because
there is less time to gain the knowledge and to learn the practical skills necessary to care for their stoma
in the inpatient setting, patients with a new ostomy often require additional education after discharge
from hospital.57-59 Consequently, a safe and effective discharge process for patients following ostomy
surgery should include access to community nursing services. 44
Community nurses should be able to provide skilled ostomy care to the patient that includes pouching
system change, peristomal skin management, and product selection until self-management is attained.60
Support and education provided by community nurses enable patients with an ostomy to become
independent sooner, reduce unnecessary costs, and increase overall patient satisfaction. 60,61 Follow-up
from community nurses in the first six weeks after discharge have been shown to improve ostomy selfcare and increased quality of life.62 Moreover, community nurses play a key role in the early identification
of ostomy-related problems, which may prevent complications or hospital readmissions.58
The RNAO Clinical Best Practice Guidelines for Ostomy Care and Management recommends discharging
patients with a new ostomy with community support. 14 The recommendation is based on a single
randomized controlled trial (RCT) of 50 patients with newly created colostomies or ileostomies. The study
demonstrated that visits from community nurses improve both ability for self-care and quality of life for
patients living with an ostomy.62 Walker et al used a case study approach to identify gaps in ostomy care
from the preoperative period until discharge. 44 The study suggests that a fragmented discharge process
can result in failure to provide competent and safe care during the transition from hospital to home.
A descriptive study by Jones and colleagues suggests that education and support provided by community
nurses play a critical role in promoting ostomy patients’ self-care skills and facilitating long-term
adjustment.60 Furthermore, Pringle et al conducted a descriptive multicentre study that highlighted the
value of home visits by community nurses following discharge from hospital. 59 The authors suggest that
patients should be seen by a nurse with specialized training within seven days of being discharged and
again at six months and one year following surgery so that any issues can be identified and addressed. 59
Burch also found that community nurses may have an important role in the identification of ostomyrelated concerns, problem solving, and providing a referral to a clinician specialized in ostomy care if
required, resulting in fewer complications and readmission to hospital. 57 This was supported by a
descriptive study, which indicated that the community nurse plays a major role in supporting the patients
with an ostomy after discharge from hospital.63
While community care support is recommended, it is acknowledged that many community nurses have
minimal stoma care knowledge and do not feel confident to teach stoma management skills and/or
provide psychological support and counselling to newly discharged ostomy patients. 64-66 Community care
agencies should utilize the expertise of an ETN when educating community nurses.
3.

Post-Discharge Care
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3.1

Patients with an ostomy should have recommended and required supplies and
community care support. This includes follow-up care by an ETN in the acute care
setting or in the community. (Level of Evidence: High)
▪ Minimum intervals of 2, 4, 6 weeks visits with an ETN
▪ Minimum of 6 visits by the community nurse
▪ Frequency of visits will be based on patient/family needs
The patient should receive the following:
▪ Reinforcement of recommended ostomy care education and general support
through their local community care team (e.g. CCAC) (Level of Evidence: High)
▪ Regular evaluation of the patient’s stoma and peristomal skin, the ability to
achieve a predictable seal and the ability to maintain peristomal skin health
(Level of Evidence: Low-High)
▪ Ongoing information and support to the patient about adaptation to an
ostomy (Level of Evidence: Moderate-High)
▪ Follow-up to ensure that the patient (or primary care giver) is independent
with pouch changes by postoperative week 2 (Level of Evidence: LowModerate)

Ongoing ETN support, counseling and education are required to assist patients with return to usual
lifestyle and activities. The literature is replete with reports of patient issues and needs related to
adaptation to a new stoma. Burch reported that the ability of patients with a new stoma to focus on
learning tasks beyond emptying and changing the pouching system is not likely realistic prior to discharge
home.67 Education about usual activities and ongoing self-care needs to be reinforced and addressed in
the patients home.67 The Montreux Study measured quality of life using the Stoma Quality of Life Index
[SQLI] for over 4,700 patients with an ostomy across Europe immediately after surgery, and every 3months for up to one year.68 The authors noted that the initial weeks after discharge were the most
critical for improvement in the patients’ overall quality of life, observing that the most significant
improvement occurred within the first 3 months after discharge. More significantly, quality of life scores
were higher for patients who received and were satisfied with the care of a stoma care nurse. Patients
who reported confidence with changing their pouching system, and who stated having a good
relationship with their ETN had better SQLI scores than those who reported a lack of confidence and had
poor relationships.69 This notion of self-sufficiency in care resulting in improved adaptation to the stoma
was reinforced in a study by Simmons et al.69 Positive adjustment to the stoma was strongly correlated
with acceptance of the stoma overall, as well as self-care ability and improved personal relationships.
Given the significant changes to body function and to usual activities that a patient with a new ostomy
endures, and the literature supporting the challenges that this population faces, regular follow-up and
education are required to assist the patient with adaptation. The RNAO Clinical Best Practice Guidelines
for ostomy care and management recommends the use of homecare nursing visits to help support new
patients with a stoma and their caregivers.14 Addis et al report the results of a randomized controlled trial
in which 50 patients with new ostomies were randomized to receive two homecare visits, one at twelve
weeks and another at six months after discharge from hospital or 6 homecare visits. Patients in the
intense follow-up group had significantly higher quality of life scores at three months compared to the
control group. In addition, patients in the intense follow-up group experienced significantly greater
independence with self-care of their ostomies at six months.62
Due to the reduced length of hospital stay for ERAS patients there is limited time for hospital based ETNs
to teach patients all they need to know to manage self-care of their ostomies.63 On discharge home, new
patients with an ostomy rely heavily on the ongoing teaching and support provided by homecare nurses
and community based ETN’s. 42,62,70 Piwonka et al found that the most important variable in adjustment to
a new ostomy is independence with self-care.50 The authors contend that patient participation in selfcare, include looking at the stoma, talking about the stoma, and letting significant others view the stoma
and pouch indicate greater self-acceptance. Significant others should also be involved in the education
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as their support and empathy also aids in self-acceptance. Providing nursing and ETN support to
encourage independence within 2 weeks of discharge from hospital could help promote self-acceptance.
Additionally, Werth and colleagues examined the content of ostomy education after discharge; asking
patients to rank the usefulness of information that was shared with them. 24 Ninety percent of patients
identified self-care of the pouching system as the most useful, while 55% felt that information on
resumption of usual activities as being the most helpful.
Protecting peristomal skin and ensuring regular, predictable seals of the pouching system are
fundamental to ostomy care. Expected changes to the stoma in the early postoperative weeks require
regular reassessment and resizing of the pouching system to maintain these principles. Newly
constructed stomas are expected to be edematous postoperatively. 71-73 Swelling of the stoma can be
evident within 4-6 hours after surgery, can continue to increase for 48 hours after surgery and will settle
by 5 days postoperatively.71 Subsequent to the initial enlargement the stoma will gradually subside in size
6-8 weeks after surgery.71 In a study by Salvadalena, changes to the stoma size and height were tracked
during the first three months after surgery, and found that the most significant change occurred between
the initial postoperative assessments (0-20 days) and the final assessment (41-60 days) of the study.73
The mean size for the initial assessment was noted to be 1.22 inches, while the width at 41-60 days was
1.07 inches.73
Correct sizing of the aperture (barrier opening) of the ostomy barrier is critical to protect the peristomal
skin. As the stoma size changes, the aperture will require regular reassessment to ensure appropriate
peristomal skin protection and to prevent trauma to the stoma itself. 74 Determination of the correct
barrier aperture is dependent on the characteristics of the barrier and the size and shape of the stoma.
Product information guides should be consulted to ensure appropriate sizing. The traditional cut –to-fit
ostomy barrier should be cut with an opening sized to fit the skin-stoma junction, thereby protecting the
skin from stoma effluent75 Comparatively, conformable barriers are not required to be larger than the
base of the stoma, as the barrier properties allow for customized openings. 74
3.2

Patients should be provided with information on support services to facilitate their
adaptation to a new ostomy including how to access ostomy support
groups/resources, and programs sponsored by industry (Level of Evidence: High)

To improve patients’ quality of life, long term ETN follow-up care, counselling and support should be
offered.76,77 Juul et al contend that an ETN must be proficient in recognizing signs of depression and
provide patient education on how to recognize depression and instructions on how to seek help. Patients
with an ostomy desire assistance with these problems and benefit from long-term follow-up by an ETN to
optimize their functional recovery.76 Alternative methods of providing ongoing support may be necessary
to meet the needs of the ERAS ostomy population.22 Ang et al advocate that health care professionals
should assist patients and families to build social networks. 77 Such social platforms may include: regular
appointments with ETNs, a 24 hour helpline, home visitation programs, organized outings to build social
systems among patients with an ostomy and ostomy support groups.
To address the social adjustments necessary for patients with an ostomy, various studies have
documented the benefits of group interaction and the important role played by ETNs. As a component of
ETN post discharge practice, the results of a recent study by Karabulut et al showed planned group
interaction guided by an ETN facilitated the social adjustment of patients living with intestinal stomas. 78
Group learning was further supported by Danielsen et al who found the timing of the teaching as well as
the individual’s ability to receive the information as being important for successful self-management.
They identified the involvement of a “lay” leader as valuable educators. 79 To meet the need for sufficient
information, Tao et al suggested that the patient’s resource team should include health care
professionals, family members and stoma support group members, all who could provide education and
emotional support.80
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Telehealth is another support option which has shown improved patient outcomes. However, to utilize
this technology additional training, funding, and education must be available to the nurse providers.81
Bohnenkamp et al utilized telehealth in their study of 28 cancer patients with an ostomy. The
participants were divided into two non-randomized groups.82 One group received homecare-nursing visits
and the second group received home care nursing visits and telemedicine interactions with an ostomy
nurse. The study monitored the number of home care and telemedicine services that were required,
amount of supplies utilized, the date when the patients care needs were met, as well as distance
travelled. The authors found that patients receiving telemedicine services had their care needs met with
one fewer visit, experienced higher satisfaction with the care they received, reported higher QOL scores,
provided more accessible ostomy support, and used less ostomy pouches.82 The authors concluded that
the use of both traditional homecare visits and telemedicine would improve transition of patients from
hospital to home, improve patient outcomes, and provide support for homecare nurses. 82 For ostomy
patients living in rural areas, telemedicine provides quick quality care without the patient needing to
come to see their ETN in person. Hoeflok asserts that telemedicine has solved the problem of access to
specialized information and has raised the standard of care in the field of Enterostomal Therapy. 83 In
addition telemedicine has increased continuing education opportunities and reduced expenses and travel
time to Toronto for patients and healthcare professionals. Ideally telemedicine ostomy services could be
provided by all acute care hospitals thus providing support to community nurses, but more importantly to
new and old ostomy patients both in urban and rural settings.83
3.3

Patients should receive a follow-up phone call from an ETN within 7-10 days after
discharge from the hospital to assess their adaptation to a new ostomy. (Level of
Evidence: Low)

Beaver and colleagues exploratory qualitative study on 27 patients treated for colorectal cancer revealed
the importance of ongoing follow up for the new patients with an ostomy. In depth interviews of the
study group elicited the view that traditional hospital physician led follow-up did not necessarily meet the
information, clinical, and psychosocial needs in this population. Telephone follow-up by ETN or nurse led
clinics were favored in providing patient specific plans of care and addressing urgent patient concerns. 84
A study conducted by Zhang et al further supports the benefit of telephone follow up with an ETN for
new colostomy patients. The 25 telephone conversations were subject to qualitative content analysis and
five themes emerged; 1) access to stoma care, 2) resumption of normal living, 3) stoma self-care, 4)
need for education for stoma care and 5) general postoperative problems. The authors concluded that
telephone follow-up by an ETN effectively met the patient’s needs for information and aided in their
adjustment to a permanent stoma.85 Similarly, the results of a small qualitative study by Zheng et al,
demonstrated the valuable psychological support (as well as stoma care) gained by patients when they
received up to three follow-up phone calls within one month after hospital discharge.86
More specifically, the timing of the ETN follow-up call should occur within seven to ten days post
discharge to answer patient questions, identify early social difficulties or heath related concerns, to
prevent possible readmissions and promote psychological well-being and adaptation.42,87,88
3.4

Patients should be able to identify potential complications post-discharge related to
dehydration, small bowel obstruction, stoma and peristomal skin health,
development of parastomal hernia formation and pouching wear-times. Patients
must be able to recognize potential complications and identify resources to contact
for the following: Hydration status through monitoring expected volume of ostomy
effluent, oral fluid intake and urine volume for 2 weeks post-discharge (Level of
Evidence: Moderate)
▪ Signs and symptoms of obstruction which include abdominal pain, cramping,
distention, high velocity watery output or no output, and/or vomiting (Level of
Evidence: High)
▪ Normal and common abnormal peristomal skin conditions, such as Peristomal
Moisture Associated Skin Damage (PMASD) (Level of Evidence: High)
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▪
▪

Signs and symptoms of a parastomal hernia include bulging of the abdomen
around the stoma, pain and discomfort (Level of Evidence: Low)
Wear-times for their pouching system are less than expected (Level of
Evidence: Low)

The creation of an ostomy, whether temporary or permanent, creates both a physical and psychological
need for adaptation. These needs may extend and/or cause repeat hospitalizations if the new patient
with an ostomy or their caregiver does not feel comfortable and confident with ostomy management.89
Patient and family education regarding the physical care of the stoma and any specific dietary
modifications is continued in the post discharge phase to facilitate transition and adaptation. Patients
may benefit from additional counselling from a Registered Dietician.75
A frequently seen complication following ileostomy creation is dehydration due to more liquid output at
higher volumes (defined as a range of 1200-2000L/day).90,91 In a retrospective study conducted by
Paquette et al, readmission rates of 17% were reported within 30 days postoperatively for dehydration or
renal failure, with the average day of readmission being POD 13. 92 The study found that routine
counseling on ostomy monitoring, frequent postoperative visits and a daily output diary would trigger
warnings to both the patient and their caregivers of the risk of developing dehydration. 92
Nagle et al implemented an “Ileostomy Pathway” to address readmissions due to dehydration. Through
the creation of a perioperative management pathway for patients with new ileostomies patients were
expected to perform ostomy care and to learn how to record their own intake and output records while in
hospital and at home. In addition, increased education on diet and foods that will thicken ostomy output,
as well as understanding of normal volume status (output target being 1200ml/day) were taught via an
educational checklist. The authors found that pre-pathway, patients overall 30 day post discharge
readmission rates were 35.4%, whereas post implementation, readmission for dehydration alone
decreased to 0%. This was felt to be attributed to the patient’s pre-emptive self- management of
potential dehydration.89 The most common intake recommendation is 2-3L/day for persons with an
ileostomy.93-95 Water should be the primary source of intake, and caffeine intake should be limited. 96 ETNs
and caregivers should encourage patients with ileostomies to monitor their fluid intake and losses on a
daily basis.
Small bowel obstruction (SBO) is another common cause of readmission to hospital following abdominal
surgery.97-99 Patient education to help identify awareness of symptoms and how to avoid occurrence, may
help prevent emergency room visits and potential admissions. Patients also need to be taught when to
seek medical attention and by whom. Education of early warning signs of small bowel obstruction such as
abdominal pain, cramping, distension, high velocity watery output or no output, and/or vomiting is an
important part of every patient’s education plan both in hospital and upon discharge. Teaching patients
how to identify these symptoms and when to go to their hospitals emergency department and to contact
their surgeon can possibly prevent admissions. It is also important to review with patients what might
have caused this obstruction and if it is a preventable occurrence in the future or needs possible surgical
intervention.97-99
Peristomal skin problems secondary to leakage are the most commonly reported complication in the
literature. They affect barrier wear time and ultimately the patient’s quality of life. The higher cost in the
number and the variety of supplies is often overlooked but can have a devastating impact on the patient.
100
Overall, skin complications occur in about 6-80% of patients. 101 Many studies have shown that
patients often do not realize they are living with a peristomal skin condition and often think abnormal skin
is normal.73,93 Herlufsen and colleagues similarly found that of 202 people assessed, 45% were found to
have peristomal skin damage but 62% described themselves as not having any problems. 102 It is
important to educate patients about self-assessment and the different types of skin issues whether
dermatitis or ulceration, or allergy and the need to contact the ETN for professional assistance.102 Early
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identification and fewer peristomal skin problems ultimately help to create a better skin surface which in
turn will allows barrier adhesion and prevention of leakage.
Parastomal hernia formation is a frequent, and potentially serious complication which affects
approximately 20-50% of patients undergoing an ostomy forming surgery. 103 Limited studies have shown
the incidence of parastomal hernias may be higher than reported due to inconsistencies in follow-up and
timing of the parastomal hernia development. Factors contributing to the development of parastomal
herniation include obesity, gender, age, siting of stoma, abdominal distention and chronic cough. Surgical
repair results in a high recurrence rate, and is therefore avoided unless an emergent situation arises.104
Thompson reported on the effectiveness of a parastomal hernia prevention programme which
recommended three key prevention strategies: 1) early patient education regarding an awareness of the
potential for parastomal hernia development; 2) abdominal exercises (on the advice of ETN) to
strengthen the abdominal muscles; and 3) the use of abdominal support belts while undertaking heavy
lifting and heavy work for 1 year postoperatively.103
Pouching wear times vary significantly amongst patients with an ostomy. Multiple factors can influence
wear-times, including patient location (local community), product awareness and availability, finances,
personal expectations of wear time, the type of ostomy and associated effluent.42,105 Individual
manufacturers provide recommendations for wear time depending on the type of ostomy the consistency
of effluent, and the barrier formulation being selected. These recommendations can be used as a guide
for both patient and clinicians when determining individualized product and accessory needs and usage.
Product selection must also be merged with numerous patient factors to determine individualized weartimes. These factors include: socioeconomics; body contours; stomal protrusion; product preference; skin
condition; access and availability to supplies; activity level; amount and consistency of effluent; and
access to ETN and other patients with an ostomy. Health care providers need to provide educational
material regarding the range of ostomy products available to inform and guide appropriate ostomy
product selection.
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Section 4. External Review Process
Reviewer Comment: In recommendation 1.1.2 it was suggested that this is about education, do not
need to repeat in the sub header.
Author’s Response: Agreed and appropriate changes made
Reviewers Comments: In recommendation 1.1.2 it was suggested that the wording “anticipated
functional expectations” and “surgical procedure, type of stoma and location” be added to statement
about ostomy procedure
Author’s Response: Agreed and wording included
Reviewer Comment: In recommendation 1.1.2 it was suggested that ostomy buddy be replaced with
ostomate
Author’s Response: Declined, ostomy buddy will remain as this is an acceptable term
Reviewer Comment: In the summary of evidence for recommendation 1.1, it was asked did the
explanation of the 3 studies need to be included.
Author’s Response: Yes, as the studies were not all randomized controlled trials
Reviewer Comment: In the summary of evidence for recommendation 1.1, a sentence made no
sense….was this a joint position statement? If it is, then say joint and remove the beginning of the
sentence
Author’s Response: Revised to reflect the statements by 2 different societies
Reviewer Comment: In the summary of evidence for recommendation 1.1, it was suggested that the
position statement for Enterstomal Therapy Nursing is included in the recommendation
Author’s Response: Agreed and wording included
Reviewer Comment: In the summary of the evidence for recommendation 1.1.1, suggested that there
was too much information related to a specific study and it should be removed
Author’s Comment: Agreed and information was removed
Reviewers Comments: In the summary of evidence for recommendation 1.1.1, it was suggested that
wording be changed
Author’s Comment: Agreed and wording changed
Reviewer Comment: In the summary of evidence for recommendation 1.1.1, it was suggested that an
included study did not add anything to the evidence
Author’s Comment: Agreed and deleted the information
Reviewers Comments: In summary of evidence for recommendation 1.1.2, references to be added
Author’s Comment: Agreed and references added
Reviewers Comments: In the summary of evidence for recommendation 1.1.2, wording change to
include possible complications
Author’s Comment: Agreed and wording changes made
Reviewer Comment: In recommendation 3.1, it was asked “isn’t this recommendation the same as 2.5
and should these recommendations be combined. Perhaps recommendation 3 should be about follow-up
by an ETN
Author’s Comment: Should keep it separate. 2.5 is specifically addressing the need for education and
knowledge. CCAC support in the community who are competent with ostomy care and teaching; whereas
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3.1 is addressing what the post-discharge care should be consisting of…RN and ETN visit allocation and
specific patient education and assessment needed
Reviewer Comment: In the summary of evidence for recommendation 3.1 it was suggested that a
more current reference be included in the summary
Author’s Comment: Agreed and the most recent reference added
Reviewer Comment: In recommendation 3.2 it was suggested that “programs sponsored by industry”
be added to the recommendation
Author’s Comment: Agreed and wording included in recommendation
Reviewer Comment: In the summary of evidence for recommendation 3.2, it was requested that
references be included
Author’s Comment: Agreed and references were added
Reviewer Comment: In the summary of evidence for recommendation 3.4, it was asked about the lack
of discussion about diet and counseling with a dietician
Author’s Response: Agreed and included in the summary of evidence for recommendation 3.4
Reviewer Comment: In the summary of evidence for recommendation 3.4, it was requested that
reference be included
Author’s Response: Agreed and reference included
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Appendix 1 - Preoperative Education
Preoperative information provided will vary from person to person based on their individualized needs
and preferences (Level of Evidence: Low). Teaching may include:
▪ Basic anatomy and physiology of the GI/GU tract
▪ The surgical procedure and type of stoma including stomal characteristics (location, construction,
colour size, protrusion, output/consistency, gas/flatus and odour, temporary vs. permanent)
▪ Pouching system options and other possible accessories
▪ A demonstration on how to empty and change a pouching system. A return demonstration of pouch
emptying should be done by the patient of family member. Patients should be encouraged to practice
wearing and emptying their pouch and doing a pouch change at home prior to surgery
▪ Post-operative course and goals of care, including the need for active involvement in ostomy care
▪ Vendor information
▪ Available funding sources (government and supplemental health coverage).
▪ Industry sponsored programs
▪ Home care support on initial discharge
▪ Transition programs
▪ Role of the ETN and other members of the health care team in post-operative teaching
▪ Temporary physical restrictions imposed on the patient to prevent incisional complications
▪ Dietary modifications when indicated
▪ Bathing and showering
▪ Intimacy and sexuality
▪ Offer to pair individuals a person with an ostomy (“ostomy buddy”) and to enroll in industry sponsored
programs (Ostomy Association, CCS)
▪ Lifestyle adjustment
▪ Psychological preparation
▪ Possible complications related to dehydration, small bowel obstruction, stoma and peristomal skin
health, development of parastomal hernia formation and pouching wear-times
▪ Other topics as guided by patients/family questions/concerns arising during the teaching session
At
▪
▪
▪
▪
▪

▪
▪

▪
▪

a minimum the following should be included in the teaching: (Level of Evidence: Low)
Basic anatomy and physiology of the GI/GU tract
The surgical procedure and type of stoma, location and anticipated functional expectations
Psychological preparation and lifestyle adjustment
Introduction to pouching system options
A demonstration on how to empty and change a pouching system. A return demonstration of pouch
emptying should be done by the patient or family member. Patients should be encouraged to practice
wearing and emptying their pouch and doing a pouch change at home prior to surgery
Postoperative expectations related to self-management of the ostomy (See recommendation 2.3)
Possible complications related to dehydration, bowel obstruction, stoma and peristomal skin health,
development of parastomal hernia formation and pouching system wear times (See recommendation
3.4)
Offer to pair individuals a person with an ostomy (“ostomy buddy”) and information about industry
sponsored programs
Other topics as guided by the patient’s/family’s questions/concerns arising during the teaching session
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