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Abstract 
An ileostomy is a life-saving surgical procedure that involves creating a stoma from the small intestine to divert fecal waste 
outside the body. This procedure is often necessary for patients with colon cancer, inflammatory bowel diseases, or colon 
perforations. While an ileostomy can significantly improve a patient's quality of life, it also presents unique challenges and 
complications. This article provides an overview of ileostomies, including the different types, indications, and management 
of complications. We also discuss the emotional and psychological aspects of living with an ileostomy, including adapting 
to changes in bowel habits, diet, and body image. By understanding the complexities of ileostomy care, healthcare providers 
can better support patients in their journey towards recovery and rehabilitation. Effective management of ileostomy-related 
complications and adaptations can significantly improve patient outcomes and quality of life. 
Keywords: Ileostomy, colon cancer, stoma care, complication management, quality of life. 
 
1. INTRODUCTION: OVERVIEW OF AN ILEOSTOMY 
An ostomy is a surgically formed opening in the intestines or urinary system that uses a stoma, which is an 
artificially made hole, to move waste like urine, mucus, or faeces to the outside of the body. A stoma is usually 
pink to red, round, moist, and has no nerves. It sticks out above the skin. Ostomy operations are done when 
a part of the urinary or intestinal system gets sick and needs to be taken out. The stoma's output, which might 
be mucus, faeces, or pee, is called effluent1,2,3.The part of the intestine used to construct an ostomy determines 
its name. A colostomy is a surgical procedure where a portion of the colon is brought through the abdominal 
wall to create an opening, or stoma, allowing stool to pass out of the body through this new route instead of 
through the rectum and anus.An ileostomy is created by bringing the ileum, which is part of the small 
intestine, through the abdominal wall to form a stoma1,3,4.Urine can be diverted to the outside of the body 
through the stoma which is called as an ileal conduit or urostomy, which is made using a portion of the 
intestine. The stoma is created by sewing the ureters through the section of the intestine, bringing them with 
the abdominal wall, and suturing them. Patients with conditions including colon or bladder cancer, 
inflammatory bowel illnesses (such Crohn's or colitis), or colon perforations are candidates for these 
operations. An ostomy may be necessary in cases of radiation problems, necrotic gut, diverticulitis, or trauma. 
The purpose of the procedure will determine whether the ostomy is temporary or permanent. Jejunostomy, 
double-barrel ostomy, and loop ostomy are other names for ostomies.1, 3, 5 
Temporary stomas can be formed either as part of a planned, multi-stage surgery or during emergency 
situations—such as trauma or perforation of hollow organs—to divert stool away from a section of the bowel, 
reducing the risk of complications at the site of an anastomosis.5,6,7Permanent ostomies are created following 
the removal of the anorectum, commonly observed in cancer patients or individuals with inflammatory bowel 
diseases. They are also indicated when an anastomosis is impractical due to complications from radiation or 
trauma.8,9,10,11Patients with conditions including colon or bladder cancer, inflammatory bowel illnesses (such 
Crohn's or colitis), or colon perforations are candidates for these operationsEmergencies such as diverticulitis, 
bowel rupture, trauma, necrotic bowel, and complications from radiation may require the implementation 
of an ostomy. The purpose of the procedure will determine whether the ostomy is temporary or permanent. 
Jejunostomy, double-barrel ostomy, and loop ostomy are other names for ostomies.In certain cases, such as 
Crohn's disease and ulcerative colitis, an ileostomy is advised as a corrective remedy. It can help prevent a 
high-risk anastomotic leak or protect and improve one following a low pelvic anastomosis. With the 
development of medical technology, fewer people are having anus-preserving surgery for low-lying rectal 
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cancer, and more patients are having ileostomies. An ileostomy is regarded as a life-saving surgical method 
that optimizes the likelihood of either saving a patient's life or enhancing his or her quality of life, whether it 
is performed as an elective procedure or in an emergency.12,13,14 
 
2. LOCATION OF AN ILEOSTOMY OR COLOSTOMY 
The affected portion of the intestine determines where a colostomy or ileostomy should be placed. The 
location (Figure 1) of the various colostomy types in the colon determines their names.1, 6, 15, 16,17,18,19, 20,21,22 
• The sigmoid colon, which connects to the rectum, is the site of a sigmoid colostomy. The sigmoid colostomy 
is the most frequently performed type of colostomy. 
• The segment of colon located on the left flank of the abdomen is referred to as the descending colon, which 
includes a descending colostomy. 
• The section of the colon that runs across the upper part of the abdomen is known as the transverse colon, 
and it is where a transverse colostomy is typically formed. 
• The ascending colon, the first part of the large intestine, includes an ascending colostomy. The structure 
ascends along the right abdominal region, originating from the cecum. Physicians favour ileostomies over 
ascending colostomies. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The location of the colostomy or ileostomy affects the form and consistency of the stool or fecal output. The 
colon normally absorbs water, so if a portion or the entire colon is damaged or bypassed, the stool’s water 
absorption may be reduced. The stool from an ileostomy is primarily liquid due to its bypassing of the 
colonthat typically filters out most of the water. The feces will be produced and solid as usual if the patient 
has a descending or sigmoid colostomy1, 23. 
3: ILEOSTOMY AND COLOSTOMY TYPES  
3.1. End colostomy or ileostomy An end colostomy or ileostomy involves attaching one end of the colon or 
ileum to an opening in the abdominal wall known as the end stoma. End colostomies are most commonly 
performed in the sigmoid colon.An end ileostomy is typically created from the terminal portion of the ileum. 
The entire colon may be surgically removed.1,21,22,24,25, 26 
An ileostomy (or end colostomy) may be performed in conjugation with a rectal stump, as shown in figure 2. 
This procedure is sometimes referred to as the Hartmann method. The procedure entails affixing one 
extremity of the colon or ileum to the terminal stoma of the abdominal wall. The rectum and anus remain 
stationary, while the severed end is sutured or stapled. Faeces may still produce mucus that leaves the body 
through the anus even while it cannot pass through the rectal stump. This kind of ileostomy or colostomy 
may be transient. The leftover intestine can be joined to the rectum by the physician once the intestine has 
recovered. 

Figure 1: Location of an ileostomy 
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Figure 2: End stoma with rectal stump 
An end colostomy accompanied by a mucous fistula is also known as a double-barrel colostomy. It is usually 
carried out by removing a piece of the descending or transverse colon while leaving the rectum, anus, and 
sigmoid colon intact, as shown in figure 3. Two stomas are used to establish this kind of colostomy. Each 
severed end of the colon is connected to a different abdominal wall initial (known as, the end stoma) when a 
portion of the colon is removed. The initial segment of the colon towards the right portion of the body is 
used to construct one stoma. As stool travels through it, this stoma is known as a functional stoma (end 
stoma). The final portion of the colon is used to construct a second stoma, sometimes known as a mucous 
fistula. Mucus is expelled from the body through the mucous fistula. 

 
Figure 3: End stoma with mucous fistula 
3. 2. Loop colostomy or ileostomy: 
Colostomies and loop ileostomies are typically just temporary, as shown in figure 4. This enables the faeces 
to exit the body before to encountering the affected or compromised region of the intestine. The intestine 
can be reconnected following its healing process. A surgical incision is made in the abdomen to bring a loop 
of the colon or ileum to the surface, allowing for the  

 
 
Figure 4: Loop colostomy or ileostomy 
 
formation of a loop colostomy or ileostomy. A plastic rod is temporarily placed under the loop to stabilize 
and support it during the healing phase. Occasionally, a plastic rod is substituted with skin flaps. The 
physician incises the colon or ileum without complete transection to form an opening. The two boarders of 
the opening on the abdoen create a stoma. The stoma allows mucus and stool to exit the body. Additionally, 
some mucus and stool may exit from the anus.27,28,29,30,31 

Loop colostomy 



International Journal of Environmental Sciences  
ISSN: 2229-7359  
Vol. 11 No. 24s,2025  
https://theaspd.com/index.php  
 

890 
 

 
4. CHANGING AN OSTOMY POUCHING SYSTEM  
  
Figure 5: Steps for changing an ostomy pouching system 
 

• The pouching system must be replaced every four to seven days, contingent upon the patient and the type 
of pouch utilized. 
• Always seek the counsel of a wound care specialist or equivalent in the event of skin degeneration, pouch 
leakage, or other problems linked to the pouching system. 
• Healthcare providers should encourage patients and their families to participate in their ostomy treatment. 
• Advise the patient to evacuate the pouch when it is filled to a capacity of one-quarter to one-half with gas, 
pee, or faeces. 
The selection of an ostomy product is determined by the patient's requirements and preferences. 
Adhere to all post-operative assessments for new ostomies in accordance with agency policy. 
• Pharmacological and nutritional modifications may be requisite for newly established ileostomies or 
colostomies.  
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An ostomy belt is utilised to secure the ostomy pouch. Physical exertion, greasy or moist skin, severe 
temperatures, and perspiration might influence the pouching process. Promptly address mild skin irritations. 
Raw, moist, or inflamed skin complicates the establishment of a secure, leakproof seal with a flange. 

Procedures  Additional Information 
1. Keep your hands clean. Hand hygiene entails cleansing the hands with soap and water or 

employing an alcohol-based hand sanitiser. This inhibits the 
spread of pathogens. 

2. Assemble goods. The materials include a flange, an ostomy pouch with a clip, 
scissors, a stoma measuring guide, a waterproof pad, a pencil, skin 
prep solution, adhesive remover, stomahesive paste or powder, a 
damp cloth, non-sterile gloves, and extra cloths. 

3. Verify the patient’s identity before 
performing the procedure again. 
Encourage the patient to participate as 
much as possible, or support and help 
them throughout the procedure. 

In accordance with agency policy, proper identification is 
required.  
Patients can better adapt to having an ostomy if they are 
encouraged to participate. 

4. Establish privacy. Under the pouch, 
place a waterproof pad. 

The pad stops effluent from flowing over the patient's bed linens. 

5. Put on some gloves. Measure and 
dump the contents of the ostomy bag 
after removing it. Put the outdated 
pouching system in the trash bag. 

Gloves are crucial for preventing infections, shielding the wearer 
from irritants, and preserving personal hygiene when changing a 
stoma. It's a straightforward yet efficient method to guarantee the 
health of the stoma patient and the caregiver. 

6. Pull the flange gently in the 
direction of the stoma to remove it. 
Use the other hand to support the 
skin. You could use an adhesive 
remover. 
Do not remove a rod that is in place. 

Skin tears can be avoided with gentle removal. To lessen skin and 
hair peeling, apply an adhesive remover.  
When a stoma is being formed, a rod may be utilized. Only a 
doctor or wound care nurse may remove it. The pouch can be 
removed by sliding a rod, if one is present. 

7. Wipe the stoma carefully with warm 
water. Avoid using soap. 

aemorrhaging may occur due to vigorous cleaning. Utilise a dry 
towel prior to detaching the stoma adhesive paste from the skin.  
Sanitise the peristomal area and stoma epidermis. 

8. Examine the peristomal and stoma 
skin. 

A stoma should be wet, elevated above the skin, and pink to red 
in color. Examine the stoma. There should be no sores, rashes, 
or skin disintegration on the skin around the stoma. Notify the 
wound care nurse if you have any issues with peristomal skin. 

9. After measuring the stoma diameter 
using the measuring guide (tracing 
template), cut out the stoma opening. 
Trace the diameter from the measuring 
guide onto the flange, then cut along 
the outer edge of the marked line. 

The stoma’s diameter should be 2 mm smaller than the opening. 
Keep the measuring guide with the patient’s supplies for later use. 

10. Prepare the skin and use 
supplementary items as required or as 
instructed by the agency. 
 

Stomahesive paste, stomahesive powder, or goods for making a 
skin sealant to stick the pouching system to the skin and stop 
leaks are examples of accessory products. If the skin is wet, the 
flange will not stick to it. 

11. Detach the inner backing and 
position the flange over the stoma. 
Maintain the position of the border 
tape. Exert pressure. Maintain the 
flange's position for one minute to 

The hand's warmth can aid in the appliance's skin-adherence and 
stop leaks. 
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facilitate warming and allow for 
adhesion to the patient's body. 
Subsequently, detach the backing from 
the outer perimeter and apply gentle 
pressure to establish a seal.  
Gently oscillate the rod without 
elevating it if it is secured in position.  
12. Apply an ostomy pouch. Affix the 
clip to the base of the bag. 

This prevents the patient or bed from becoming soiled by the 
effluent. 

13. For two minutes, position the palm 
of your hand over the ostomy pouch to 
facilitate the adhesion of the 
equipment to the skin. 

Heat activates the flange. 

14. Position the patient comfortably 
and organise the supplies. Remove 
refuse from the patient's room. 

Eliminating trash contributes to a reduction in odor. 

15. Wash your hands. This reduces the spread of germs. 
5. COMPLICATIONS ASSOCIATED WITH STOMAS 
Complications associated with stomas are prevalent and are classified into two categories: early and late. The 
incidence of stoma complications varies significantly, ranging from 10% to 70%, as reported in the literature. 
Subsequent consequences encompass stoma stenosis, stoma prolapse, and parastomal hernia. Common early 
concerns include stoma necrosis, excessive output giving rise to fluid and electrolyte disturbances, as well as 
leakage and dermatological issues. 5,10, 32,33,34,35,36,37,38 
5.1. Skin issues: 
Due to the bypassing of the colon's absorptive function, individuals with ileostomies have a looseoutput 
characterised by a strongly alkaline composition and active enzymes, which can be very harmful and irritating 
at the skin surface39.The severity of peristomal skin issues can range from moderate rashes to serious 
ulcerations. Pruritus and excoriations may be observed in individuals with bacterial or fungal infections, 
irritant contact dermatitis, or skin lesions40. 
The most prevalent skin issues following ostomy surgery are peristomal skin complications (PSCs). They raise 
the expense of care and have a significant effect on a patient's quality of life. The most prevalent PSCs in 
individuals with an ostomy (or stoma) were erythema, papules, skin erosions, ulcers, and vesicles. The 
incidence of PSCs was reported to range from 36.3% to 73.4%. Within 120 days following surgery, 
readmission rates and length of stay (LOS) were elevated by skin problems. Improving the patient's quality of 
life is largely dependent on how these issues are managed. Essential measures to advance value-based 
healthcare encompass a multidisciplinary approach, enhanced patient education, and the empowerment of 
patients41. 
To make sure the ostomy bag is fitted correctly, a visual inspection is crucial in the emergency room. Early 
stoma nurse engagement is crucial to ensuring proper care and follow-up if the skin is moist, erosive, and 
inflammatory.Prior to donning a fresh stoma bag, the skin must be thoroughly cleansed and dried. In cases 
of suspected bacterial or fungal illnesses, antibacterial or antifungal lotions (also powders) should be 
employed40. In cases of skin with excessive moistire, agents to protect skin may be employed to facilitate the 
application of a new stoma bag and assist in fluid absorption from the compromised skin. Skin protectants 
are offered in the forms of powders, gels, lotions, and sprays. Their hydrocolloid creates a gel layer over 
lacerated skin, absorbing moisture and forming a dry covering that facilitates the adhesion of stoma 
appliances42.  
5.2. High output stomas: 
A high-output ostomy produces more output than normal on a daily basis. This condition is more frequently 
seen in ileostomies than in colostomies and affects about 16% of newly created stomas, as ileostomies bypass 
the large intestine’s ability to absorb fluids43,44.An ileostomy's output can reach above 2000 ml in the early 
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postoperative phase, but it typically decreases over several weeks to an average daily volume of 200–700 ml 
5,45,46.High-output ileostomies occur because to extensive small intestine resection or small bowel involvement 
in individuals with radiation enteritis, Crohn's disease, or infectious enteritis.Patients face the risk of 
dehydration, sudden kidney injury, and imbalances in electrolytes, such as hyponatraemia, hypokalaemia, 
and hypomagnesaemia, which can lead to secondary issues10,46,47, 48,49,50. Because oral fluid intake is restricted 
and insufficient to meet needs, patients with infectious enteritis, chemotherapy-related nausea, and diarrhea 
are particularly vulnerable to dehydration in the early postoperative period.Dehydration was the main cause 
of hospital readmissions, according to several studies evaluating the effect of dehydration on patients 
undergoing ileostomies. 47,51,52,53,54 
5.3. Stoma necrosis: 
The most frequent cause of necrosis is ischemia, which is frequently brought on by mesentery strain, primary 
blood vessel ligation, or severe mesenteric dissection55.Up to 16% of patients experience necrosis, which is 
more common in obese people and those having emergency stoma formation. Ischemia symptoms appear 24 
hours after surgery. Clinically, Patients might report discomfort or soreness at the stoma site and around the 
stoma stump may have turned discolored. Despite being an uncommon consequence, stoma necrosis is an 
emergency that necessitates immediate contact with surgical specialists.5, 10,34,45. 
5.4. Parastomal hernia: 
Incisional hernias connected to an abdominal wall stoma are known as parastomal hernias. They account for 
the majority of stoma-related issues that necessitate surgery55,56,57. The incidence rates range from 3 to 50%, 
depending on the type of stoma5,37,40,45,58. Obesity, malnutrition, chronic obstructive pulmonary disease, 
ascites, tobacco use, advanced age, and anabolic steroid consumption are risk factors for parastomal 
hernias.59,60 
In most cases, parastomal hernias don't cause any symptoms. Patients start to experience symptoms as they 
get bigger, including discomfort, trouble keeping the appliance skin seal adequate and the accompanying skin 
irritation, and more dangerously, strangulation, obstruction, or even perforation37,45,56,57,59. Although life-
threatening complications are uncommon, signs such as intense pain or tissue necrosis, reduced stoma 
output, and shock should prompt the emergency physician to urgently consult surgical services for immediate 
evaluation60.  
5.5. Prolapse of the stoma: 
A proximal portion of the colon intussuscepts and protrudes through the stomal orifice, causing a 
prolapse57,61,62.Up to 10% of colostomies and 3% of ileostomies result in a stoma prolapse. With a 30% 
incidence rate, transverse loop colostomies are particularly vulnerable to prolapse.Obesity, disorders linked 
to elevated abdominal pressure, or subpar surgical technique is risk factors for a stomal prolapse 
development.The primary symptoms, which can be conservatively treated in an outpatient clinic, are skin 
irritation, bleeding, ulcerations, and trouble fitting appliances.Although they are uncommon, emergencies 
like ischemia and strangulation call for immediate surgical assessment10,37,45,55,61,63. 
5.6. Obstruction and stenosis of the stom: 
Stenosis can appear at any point during the postoperative phase and is documented in 2–15% of stomas.Risk 
factors contributing to the development of strictures and stenosis include tissue necrosis, ischemia, stoma 
retraction, and the formation of fistulas. These characteristics are commonly seen in individuals with Crohn's 
disease10,37, 64,65,66,67,68.The most common clinical sign is loud gas. While stenosis rarely constitutes an 
emergency, inadequate chewing can lead to a blockage, especially due to undigested food particles. Signs of 
an obstruction may include nausea, vomiting, abdominal bloating, pain, and cramping, along with the passage 
of a thin, clear liquid that may have a foul smell or be odorless. A doctor can diagnose a stomal obstruction 
and assess for a localized blockage by performing a digital examination of the stoma. A CT scan with oral 
contrast can also be useful in identifying the location of the obstruction5,69,70. 
5.7.  Complications related to the stomach: 
Up to 30% of patients experience gastrointestinal issues in the early postoperative phase, making them 
extremely prevalent. Anastomotic leaking, bowel blockage, and paralyticileus are examples of gastrointestinal 
problems32,34,71,72,73,74,75. Patients may arrive in the emergency department exhibiting signs of sepsis, emesis, or 
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pyrexia. A comprehensive evaluation, encompassing imaging and laboratory tests, is necessary in the 
emergency department to detect blockage, intestinal ischaemia, or peritonitis. Intravenous hydration and 
electrolyte replenishment can restore lost fluids, while the implantation of a nasogastric tube can facilitate 
bowel relaxation73,75,76,77. Antibiotic treatment should begin immediately for patients experiencing ischemia 
or peritonitis, followed by prompt consultation with the primary medical team78,79. 
5.8. Infections: 
Another frequent consequence in the early postoperative phase is infection, which happens in nearly 30% of 
patients.It is important to distinguish between bacterial colonization of the neobladder and a symptomatic 
infection of the upper urinary tract.Asymptomatic bacteriuria and bacterial colonization of the neobladder 
have been observed in 78% of patients71,72,73,77,80,81,82,83. Without symptoms such as fever, chills, or abdominal 
and flank pain, asymptomatic bacteriuria should generally not be treated, as doing so may lead to harmful 
side effects and contribute to antibiotic resistance. Nonetheless, significant infections that may lead to sepsis, 
pyelonephritis, wound dehiscence, and abscess formation might be induced by bacterial proliferation or urine 
leakage from the uretero-ileal anastomosis.A complete infectious check-up, including blood work, blood and 
urine cultures, and abdominal and chest imaging, should be performed by the emergency physician in 
response to any indication or symptom of infection5,71,73,74, 84. 
5.9. Problems related to metabolism: 
The ileum's role in absorbing minerals, vitamins, and bile salts means that urine diversion may lead to 
significant metabolic complications, such as electrolyte and metabolic disturbances, bone abnormalities, 
nutritional deficiencies, and urolithiasis5,73,84,85.Patients are susceptible to vitamin B12 insufficiency because 
the terminal ileum is where vitamin B12 absorption takes place most frequently. It usually takes between 
three and five years for the liver's stores of vitamin B12 to deplete enough to produce noticeable 
symptoms83,86,87.Patients who are depleted may arrive at the emergency room with neurological deficiencies, 
including peripheral neuropathy, ocular atrophy, spinal cord degeneration, or dementia, as well as 
hematological abnormalities. Vitamin B12 levels and other blood tests can be used to confirm the issue. Once 
a vitamin B12 deficiency is diagnosed, lifelong intramuscular injections are typically required to maintain 
adequate levels.Other long-term metabolic effects are linked to the utilization of intestinal portions for urine 
diversion procedures. 70% of patients with intestinal urinary diversions develop hyperchloremic metabolic 
acidosis as a result of the ileum's absorption of ammonium and chloride and excretion of bicarbonate upon 
exposure to urine.Clinically, patients may arrive at the emergency room with complaints of weakness, 
lethargy, exhaustion, or weight loss88,89,90,91,92. In the emergency room, treatment consists of replacing 
electrolytes, replacing fluids, and correcting the acidosis using sodium bicarbonate (also sodium citrate). 
Calcium is mobilized from the bones to neutralize excess protons in reaction to the metabolic acidosis. Ileal 
excision increases the incidence of fractures by 21% via reducing bone mineral density and impairing calcium 
absorption76,90,93,94. Patients with ostomies or ileal pouches may be more susceptible to bone loss, according 
to mounting data. Dual energy X-ray absorptiometry (DEXA) screening and surveillance, in conjunction with 
calcium/vitamin D supplements, may be helpful for those patients, pending prospective trials95. 
Individuals with urinary diversion have a higher risk of forming kidney stones as a result of metabolic changes, 
persistent infections, urine stagnation, and the presence of foreign materials like sutures or staples. Infections, 
pain, hematuria, blockage, or trouble emptying the pouch are some of the symptoms that these people may 
exhibit. In the emergency room, an electrolyte correction, analgesia, and hydration should be initiated before 
a diagnostic evaluation. Consultation with the primary care team is necessary to provide conclusive 
treatment71,88,90,91. 
5.10. Mechanical issues: 
Among the mechanical consequences include strictures and ureteroenteric stenosis. Up to 30% of individuals 
experience ureterointestinal strictures, which are commonly observed at the anastomosis site.They are 
thought to be brought on by ischemia and manifest anywhere from a few months after the treatment to years 
later.Clinically, patients may have pyelonephritis-causing blockage, hydronephrosis, flank discomfort, and 
infection. A complete check-up should be given to the patient, which should include imaging, blood tests, 
and a referral to the primary team for additional care36,71,86,98. 
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6. COMMON GASTROINTESTINAL RESPONSES TO SPECIFIC FOODS44,99,100 

Types of Food Common gastrointestinal responses 
Broccoli, Brussels sprouts, cabbage, fizzy drinks, cauliflower, peas, 
beans, asparagus, and beer. 

Gas 

Fruit and vegetable skins, celery, apple peels, cabbage, coconut, 
maize, mushrooms, dried fruit, pineapple, nuts, popcorn, and 
seeds 

inadequate digestion 

Rice, spaghetti, peanut butter (creamy), bananas, cheese, tapioca, 
applesauce, and skinless potatoes 

Stool thickness 

Spicy foods, grape juice, high-sugar foods, fried foods, and prune 
juice 

Stool that is thinner 

Peas, dry beans, eggs, salmon, garlic, onions, alcohol, asparagus, 
and broccoli 

A stronger smell 

Yogurt, parsley, cranberry juice, and buttermilk less smell 
 
CONCLUSION 
Although surgical stoma formation is frequently performed, problems can arise. Even years after surgery, 
people with stoma-related problems often visit the emergency room. Consequently, emergency physicians 
must be proficient in the many types of stomas and the associated complications.. Knowledge of stoma-related 
emergencies facilitates timely evaluation and efficient treatment. Skin irritation, prolapse, and blockage are 
frequent side effects. Additionally, emergency physicians must be able to identify symptoms of hemorrhage, 
perforation, and necrosis of the stoma. Healthcare professionals can provide prompt, appropriate care, lower 
morbidity, and improve patient outcomes by being aware of stoma-related emergencies. Providing top-notch 
emergency care requires staying current on stoma care. 
 
REFERENCES: 
1. García Rodríguez MT, Barreiro Trillo A, PértegaDíaz S. Sexual dysfunction among patients with ostomies. In: Pazos Sierra A, editor. 
Foundations of Colorectal Cancer. Academic Press; 2022. p. 609-615. ISBN: 9780323900553 
2. Perry AG, Potter PA, Ostendorf WR. Clinical skills and nursing techniques. 8th ed. St Louis, MO: Elsevier-Mosby; 2014. 
3. Whitehead A, Cataldo PA. Technical Considerations in Stoma Creation. Clin Colon Rectal Surg. 2017 Jul;30(3):162-171. DOI: 
4. Babakhanlou R, Larkin K, Hita AG, et al. Stoma-related complications and emergencies. Int J Emerg Med. 2022;15:17. DOI: 
10.1186/s12245-022-00421-9 
5. Ambe PC, Kurz NR, Nitschke C, Odeh SF, Möslein G, Zirngibl H. Intestinal ostomy. DtschArztebl Int. 2018 Mar 16;115(11):182-7. DOI: 
10.3238/arztebl.2018.0182 
6. Rajaretnam N, Lieske B. Ileostomy. [Updated 2023 Jul 24]. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2025 Jan-
. Available from: ttps://www.ncbi.nlm.nih.gov/books/NBK519003 
7. Back E, Häggström J, Holmgren K, Haapamäki MM, Matthiessen P, Rutegård J, Rutegård M. Permanent stoma rates after anterior resection 
for rectal cancer: risk prediction scoring using preoperative variables. Br J Surg. 2021 Nov 11;108(11):1388-1395. DOI: 10.1093/bjs/znab260 
8. Lemini R, Jabbal IS, Stanek K, et al. Permanent stoma: a quality outcome in treatment of rectal cancer and its impact on length of stay. 
BMC Surg. 2021 Mar 25; 21(1):163. DOI: 10.1186/s12893-021-01166-7 
9. Shabbir J, Britton DC. Stoma complications: a literature overview. Color Dis. 2010;12(10):958–64. DOI: 10.1111/j.1463-
1318.2010.01394.x 
10. Orkin BA, Cataldo PA. Intestinal Stomas. In: Wolff BG, et al., editors. The ASCRS Textbook of Colon and Rectal Surgery. New York: 
Springer; 2007. p. 151–74. DOI:  
11. Solitano V, Vuyyuru SK, Yuan Y, et al. Management of complications in patients with an ileostomy: an umbrella review of systematic 
reviews for the EndOTrial Consortium. Int J Colorectal Dis. 2024;39(1):147. DOI: 10.1007/s00384-023-04489-5 
12. Vuyyuru SK, Solitano V, Yuan Y, et al. Interventions for Adjunctive Care in Patients With Inflammatory Bowel Disease and Permanent 
Ileostomy: A Systematic Review. Crohn’s Colitis 360. 2024;6(4):otae056. DOI: 10.1093/crocol/otae056 
13. Alba MaríaArceo Vilas, Antonio JurjoSieira, Silvia Louzao Méndez. Ostomy care. In: Pazos Sierra A, editor. Foundations of Colorectal 
Cancer. Academic Press; 2022. p. 599-608. ISBN 9780323900553. DOI: Not available 
14. Ellison E, Zollinger RM Jr, Pawlik TM, Vaccaro PS, Bitans M, Baker AS. Transverse colostomy. In: Zollinger’s Atlas of Surgical Operations. 
11th ed. McGraw-Hill Education; 2022. 
15. Zoccali MB, Kuritzkes BA, Hyde GA. Laparoscopic fecal diversion (loop sigmoid colostomy). Dis Colon Rectum. 2020 Oct;63(10):e521–
e522.DOI: 10.1097/DCR.0000000000001776 
16. Yeom SS, Kim CW, Jung SW, Oh SH, Lee JL, Yoon YS, et al. Trephine transverse colostomy is effective for patients who have previously 
undergone rectal surgery. Ann Coloproctol. 2018 Apr;34(2):72–77.DOI: 10.3393/ac.2017.34.2.72 
17. Martin ST, Vogel JD. Intestinal stomas: indications, management, and complications. Adv Surg. 2012;46:19-49. [PubMed] DOI: 
10.1016/j.yasu.2012.04.005. 

https://doi.org/10.3238/arztebl.2018.0182
https://doi.org/10.1093/bjs/znab260


International Journal of Environmental Sciences  
ISSN: 2229-7359  
Vol. 11 No. 24s,2025  
https://theaspd.com/index.php  
 

896 
 

18. Souadka A, Majbar MA, El Harroudi T, Benkabbou A, Souadka A. Perinealpseudocontinent colostomy is safe and efficient technique for 
perineal reconstruction after abdominoperineal resection for rectal adenocarcinoma. BMC Surg. 2015 Apr 10;15:40. DOI: 10.1186/s12893-015-
0035-7 PMCID: PMC4399223 
19. Pine J, Stevenson L. Ileostomy and colostomy. Surgery (Oxford). 2014;32(4):212-7. 
DOI: 10.1016/j.mpsur.2014.01.007 
20. Melville D, Baker C. Ileostomies and colostomies. Surgery (Oxford). 2011 Feb;29(1):39-43. 
DOI: 10.1016/j.mpsur.2010.10.001 
21. Tseng GS. Colostomy. In: Fleisher LA, Roizen MF, editors. Essence of Anesthesia Practice. 3rd ed. Philadelphia: W.B. Saunders; 2011. 
p. 440. 
22. Strong SA. The Difficult Stoma: Challenges and Strategies. Clin Colon Rectal Surg. 2016 Jun;29(2):152-9. DOI: 10.1055/s-0036-1584796 
23. Omana JJ, Agarwal N. Colostomy and Ileostomy Care. In: Pitchumoni CS, Dharmarajan T, editors. Geriatric Gastroenterology. Cham: 
Springer; 2021. p. 931–43. 
DOI: 10.1007/978-3-319-90761-1_85-1 
24. Sarkar B, Colletti LM. Chapter 21. Loop colostomy, end ileostomy, and loop ileostomy. In: Minter RM, Doherty GM, editors. Current 
Procedures: Surgery. McGraw-Hill; 2010. Available from: https://accesssurgery.mhmedical.com/content.aspx?bookid=429&sectionid=40112035 
25. Güenaga KF, Lustosa SA, Saad SS, Saconato H, Matos D. Ileostomy or colostomy for temporary decompression of colorectal anastomosis. 
Cochrane Database Syst Rev. 2007 Jan 24;(1):CD004647. DOI: 10.1002/14651858.CD004647.pub2 
26. Yang S, Tang G, Zhang Y, et al. Meta-analysis: loop ileostomy versus colostomy to prevent complications of anterior resection for rectal 
cancer. Int J Colorectal Dis. 2024;39:68.DOI: 10.1007/s00384-023-04415-9 
27. Yang YW, Huang SC, Cheng HH, Chang SC, Jiang JK, Wang HS, et al. Protective loop ileostomy or colostomy? A risk evaluation of all 
common complications. Ann Coloproctol. 2023 Jan 27.DOI: 10.3393/ac.2022.00710.0101 
28. 29 Spanos CP, Kaiser AM. Closure of Temporary Loop Colostomy or Ileostomy. In: Scott-Conner CEH, Kaiser AM, Nguyen NT, Sarpel 
U, Sugg SL, editors. Chassin's Operative Strategy in General Surgery. Cham: Springer; 2022. p. 1-13. DOI: 10.1007/978-3-030-81415-1_67 
29. Rullier E, Le Toux N, Laurent C, Garrelon JL, Parneix M, Saric J. Loop ileostomy versus loop colostomy for defunctioning low anastomoses 
during rectal cancer surgery. World J Surg. 2001;25(3):274-7; 277-8. DOI: 10.1007/s002680020091. 
30. Amelung FJ, Van 'tHullenaar CP, Verheijen PM, Consten EC. Dubbelloopsileostoma versus colostoma: watverdient de voorkeur? 
[Ileostomy versus colostomy: which is preferable?]. Ned TijdschrGeneeskd. 2017;161:D788. Dutch. PMID: 28247831. DOI: Not available 
31. Murken DR, Bleier JIS. Ostomy-Related Complications. Clin Colon Rectal Surg. 2019 May;32(3):176-182. DOI: 10.1055/s-0038-1676995 
32. Parini D, Bondurri A, Ferrara F, et al. Surgical management of ostomy complications: a MISSTO–WSES mapping review. World J Emerg 
Surg. 2023;18:48. DOI: 10.1186/s13017-023-00516-5 
33. Santos FDG, Barbosa LER, Teixeira JPM. Ileostomy: early and late complications. J Coloproctol (Rio J). 2024; 44(01):e80-e86. DOI: 
10.1055/s-0044-1779603  
34. Malik T, Lee MJ, Harikrishnan AB. The incidence of stoma related morbidity - a systematic review of randomised controlled trials. Ann R 
CollSurg Engl. 2018 Sep;100(7):501-508. DOI:10.1308/rcsann.2018.0126 
35. Robertson I, Leung E, Hughes D, et al. Prospective analysis of stomarelated complications. Color Dis. 2005;7(3):279–85. 
DOI:10.1111/j.1463-1318.2005.00785.x. 
36. Krishnamurty DM, Blatnik J, Mutch M. Stoma Complications. Clin Colon Rectal Surg. 2017 May 22;30(3):193-200. DOI: 10.1055/s-
0037-1598160 
37. Pearson R, Knight SR, Ng JCK, et al. Stoma-related complications following ostomy surgery in 3 acute care hospitals. J Wound Ostomy 
Continence Nurs. 2020;47(1):32–8. DOI:10.1097/WON.0000000000000605. 
38. Arumugam PJ, Bevan L, Macdonald L, et al. A prospective audit of stomas—analysis of risk factors and complications and their 
management. Colorectal Dis. 2003 Jan;5(1):49-52. DOI:10.1046/j.1463-1318.2003.00403.x. 
39. Aboulian A. Ostomy complications in Crohn’s disease. Clin Colon Rectal Surg. 2019;32:314–22. DOI: 10.1055/s-0039-1683924 
40. D'Ambrosio F, Pappalardo C, Scardigno A, Maida A, Ricciardi R, Calabrò GE. Peristomal skin complications in ileostomy and colostomy 
patients: what we need to know from a public health perspective. Int J Environ Res Public Health. 2023 Jan 4;20(1):79. DOI: 10.3390/ijerph20010079 
41. 42 Metcalf C. Managing moisture-associated skin damage in stoma care. Br J Nurs. 2018 Nov 22;27(22):S6-S14. 
DOI:10.12968/bjon.2018.27.22.S6. 
42. Mollier J, Benroy B, Jacob M. 249 High output stoma management – a 3-cycle audit. Br J Surg. 2024;111(Suppl_6):znae163.211.DOI:  
43. Nightingale JMD. How to manage a high-output stoma. Frontline Gastroenterol. 2021 Mar;13(2):140-151. DOI:10.1136/flgastro-2018-
101108. 
44. Tsujinaka S, Tan KY, Miyakura Y, et al. Current management of intestinal stomas and their complications. J Anus Rectum Colon. 
2020;4(1):25–33.  DOI: 10.23922/jarc.2019-020 
45. Bafford AC, Irani JL. Management and complications of stomas. SurgClin North Am. 2013 Feb;93(1):145-66. DOI: 
10.1016/j.suc.2012.09.015. 
46. Boutté HJ, Poylin V. High ileostomy output: A practical review of pathophysiology, causes, and management. Semin Colon Rectal Surg. 
2023 Jun;34(2):100955. DOI:10.1016/j.scrs.2023.100955 
47. Omar M, Tarek A, Abdeslam B, et al. Risk factors of acute renal failure in patients with protective ileostomy after rectal cancer surgery. 
BMC Surg. 2023;23:107. DOI: 10.1186/s12893-023-02016-4 
48. Loria A, Melucci A, Speranza J, Cellini C, Salloum R, Temple LK, Fleming FJ, Justiniano CF. Acute kidney injury is a common and 
significant complication following ileostomy formation. Colorectal Dis. 2022 Jan;24(1):102-110. DOI: 10.1111/codi.15917.  
49. Vergara-Fernández O, Trejo-Avila M, Santes O, Solórzano-Vicuña D, Salgado-Nesme N. Predictors of dehydration and acute renal failure 
in patients with diverting loop ileostomy creation after colorectal surgery. World J Clin Cases. 2019 Jul 26;7(14):1805-1813.DOI: 
10.12998/wjcc.v7.i14.1805 
50. Justiniano CF, Temple LK, Swanger AA, Xu Z, Speranza JR, Cellini C, Salloum RM, Fleming FJ. Readmissions With Dehydration After 
Ileostomy Creation: Rethinking Risk Factors. Dis Colon Rectum. 2018 Nov;61(11):1297-1305. DOI: 10.1097/DCR.0000000000001137. 
51. Chen SY, Stem M, Cerullo M, et al. Predicting the risk of readmission from dehydration after ileostomy formation: the dehydration 
admission after ileostomy prediction score. Dis Colon Rectum. 2018 Dec;61(12):1410-1417. DOI: 10.1097/DCR.0000000000001217 

https://doi.org/10.1016/j.mpsur.2014.01.007
https://doi.org/10.1016/j.mpsur.2010.10.001
http://dx.doi.org/10.1007/978-3-319-90761-1_85-1
https://accesssurgery.mhmedical.com/content.aspx?bookid=429&sectionid=40112035
https://doi.org/10.1002/14651858.cd004647.pub2
https://doi.org/10.1055/s-0038-1676995
https://doi.org/10.1055/s-0044-1779603
https://doi.org/10.1055/s-0037-1598160
https://doi.org/10.1055/s-0037-1598160
https://doi.org/10.1016/j.scrs.2023.100955
https://doi.org/10.1097/DCR.0000000000001217


International Journal of Environmental Sciences  
ISSN: 2229-7359  
Vol. 11 No. 24s,2025  
https://theaspd.com/index.php  
 

897 
 

52. Fish DR, Mancuso CA, Garcia-Aguilar JE, et al. Readmission after ileostomy creation: retrospective review of a common and significant 
event. Ann Surg. 2017 Feb;265(2):379-387. 
DOI: 10.1097/SLA.0000000000001683 
53. Messaris E, Sehgal R, Deiling S, et al. Dehydration is the most common indication for readmission after diverting ileostomy creation. Dis 
Colon Rectum. 2012 Feb;55(2):175–80. DOI: 10.1097/DCR.0b013e31823d0ec5. 
54. Ilgeldiev S, Stoeckel S, Dievernich A, et al. Repair of parastomal hernias with the intraperitoneal funnel meshes IPST-R and IPST. Sci Rep. 
2024 Jan 18;14(1):18560. DOI:10.1038/s41598-024-69667-y. 
55. Styliński R, Alzubedi A, Rudzki S. Parastomal hernia - current knowledge and treatment. WideochirInne Tech Maloinwazyjne. 2018 
Mar;13(1):1-8. DOI: 10.5114/wiitm.2018.75883 
56. Nastro P, Knowles CH, McGrath A, et al. Complications of intestinal stomas. Br J Surg. 2010 Dec;97(12):1885–9. DOI:10.1002/bjs.7259 
57. Sarno G, Iacone B, Tedesco A, et al. End-colostomy parastomal hernia repair: a systematic review on laparoscopic and robotic approaches. 
Hernia. 2024;28(3):723–743. DOI: 10.1007/s10029-023-02809-z 
58. Manole TE, Daniel I, Alexandra B, Dan PN, Andronic O. Risk Factors for the Development of Parastomal Hernia: A Narrative Review. 
Saudi J Med Med Sci. 2023 Jul-Sep;11(3):187-192. DOI: 10.4103/sjmms.sjmms_235_22. 
59. Ekowo OE, Al Midani A, Abdulaal Y, Boshnaq M. Stomach in a parastomal hernia: a rare complication of stomas. BMJ Case Rep. 2020 
Aug 18;13(8):e234325. DOI:  10.1136/bcr-2020-234325 
60. Maeda K. Prolapse of intestinal stoma. Ann Coloproctol. 2022 Oct;38(5):335-342. 
DOI: 10.3393/ac.2022.00465.0066 
61. Alquraish FA, Ibrahim AH, Alshammari T. Appendix and ascending colon intussusception through a prolapsed transverse colostomy: a 
case report with literature review. Int J Surg Case Rep. 2022 Sep;98:107549. DOI: 10.1016/j.ijscr.2022.107549 
62. Bouali M, Yaqine K, Elbakouri A, Elhattabi K, Bensardi F, Fadil A. Successful osmotic reduction of prolapsed stoma using table sugar: a 
case report. Asian J Case Rep Surg. 2021;4(1):264-267. DOI not available. 
63. Jindal A, Goel N. Stoma Complications and Management. In: Sharma KS, Chanana R, Sood G, editors. Complications of Cancer Therapy: 
Best Practices in Prevention and Management. Singapore: Springer; 2024. p. 383-98.  
64. Albulescu EL, Bratiloveanu T, Sandulescu S, Ramboiu S, Nemes R, Surlin V, Chiutu L. Role of a stoma nurse in the management of the 
specific stoma-related complications. Curr Health Sci J. 2024 Jan-Mar;50(1):5-11. DOI: 10.12865/CHSJ.50.01.01 
65. Aljarad F, Gumber A, McLeary AM, Shalli K. Endoscopic transstomal stent insertion: a novel approach for a stenosed stoma in a 
challenging patient. Ann Coloproctol. 2023 Aug;39(4):357-361. DOI: 10.3393/ac.2022.00962.0137 
66. Zhong Y, Sun R, Li W, et al. Risk factors for esophageal anastomotic stricture after esophagectomy: a meta-analysis. BMC Cancer. 
2024;24:872.DOI: 10.1186/s12885-024-11935-w 
67. Picazo-Ferrera K, Jaurrieta-Rico C, Manzano-Robleda M, Alonso-Lárraga J, de la Mora-Levy J, Hernández-Guerrero A, Ramírez-Solis M. 
Risk factors and endoscopic treatment for anastomotic stricture after resection in patients with colorectal cancer. Rev GastroenterolMex (Engl Ed). 
2021;86(1):44-50. DOI: 10.1016/j.rgmx.2020.03.001. 
68. 46 Takeda M, Takahashi H, Haraguchi N, et al. Factors predictive of high-output ileostomy: a retrospective single-center comparative study. 
Surg Today. 2019 Jun;49(6):482-487. DOI: 10.1007/s00595-019-01778-4 
69. Ohira G, Miyauchi H, Hayano K, et al. Incidence and risk factor of outlet obstruction after construction of ileostomy. J Anus Rectum 
Colon. 2018;2(1):25–30. DOI: 10.23922/jarc.2017-034 
70. Anderson CB, McKiernan JM. Surgical complications after urinary diversion. UrolClin North Am. 2018 Feb;45(1):79-90. DOI: 
10.1016/j.ucl.2017.09.008. 
71. Shabsigh A, Korets R, Vora KC, et al. Defining early morbidity of radical cystectomy for patients with bladder cancer using a standardized 
reporting methodology. Eur Urol. 2009;55(1):164–76. DOI: 10.1016/j.eururo.2008.08.027 
72. Hautmann RE, de Petriconi RC, Volkmer BG. Lessons learned from 1000 neobladders: The 90-day complication rate. J Urol. 2010 
Sep;184(3):990-4. DOI: 10.1016/j.juro.2010.05.037. 
73. Prcic A, Begic E. Complications after ileal urinary derivations. Med Arch. 2017;71(5):320–4. 
DOI:10.5455/medarh.2017.71.320-324 
74. Ramirez JA, McIntosh AG, Strehlow R, et al. Definition, incidence, risk factors and prevention of paralytic ileus following radical 
cystectomy: a systematic review. Eur Urol. 2013;64(4):588–97. DOI: 10.1016/j.eururo.2012.11.051. 
75. Tsujinaka S, Suzuki H, Miura T, et al. Diagnosis, Treatment, and Prevention of Ileostomy Complications: An Updated Review. Cureus. 
2023 Jan 27;15(1):e34289. DOI: 10.7759/cureus.34289 
76. Mehboob A, Perveen S, Iqbal M, MoulaBux K, Waheed A. Frequency and Complications of Ileostomy. Cureus. 2020 Oct 
29;12(10):e11249. DOI: 10.7759/cureus.11249 
77. Tian Y, Dhara S, Barrett CD, et al. Antibiotic use in acute mesenteric ischemia: a review of the evidence and call to action. Thrombosis J. 
2023;21(1):39. DOI: 10.1186/s12959-023-00511-z 
78. Al Sahlawi M, Bargman JM, Perl J. Peritoneal dialysis-associated peritonitis: suggestions for management and mistakes to avoid. Kidney 
Med. 2020 Jul 3;2(4):467-75. DOI:10.1016/j.xkme.2020.04.010 
79. Liu F, Luo XJ, Li ZW, Liu XY, Liu XR, Lv Q, Shu XP, Zhang W, Peng D. Early postoperative complications after transverse colostomy 
closure, a retrospective study. World J Gastrointest Surg. 2024 Mar 27;16(3):807-815. DOI: 10.4240/wjgs.v16.i3.807 
80. Sabbagh C, Rebibo L, Hariz H, Regimbeau JM. Stomal construction: Technical tricks for difficult situations, prevention and treatment of 
post-operative complications. J Visc Surg. 2018 ;155(1):41-49. DOI: 10.1016/j.jviscsurg.2017.11.002. 
81. Gilbert SM, Lai J, Saigal CS, et al. Downstream complications following urinary diversion. J Urol. 2013 Mar;190(3):916-22. DOI: 
10.1016/j.juro.2013.03.026. 
82. Pietzak EJ, Donahue TF, Bochner B. Male Neobladder. UrolClin North Am. 2018;45(1):37–48. DOI: 10.1016/j.ucl.2017.09.003 
83. Ma H, Li X, Yang H, Qiu Y, Xiao W. The Pathology and Physiology of Ileostomy. Front Nutr. 2022 Apr 22;9:842198. DOI: 
10.3389/fnut.2022.842198 
84. Rowe KM, Schiller LR. Ileostomy diarrhea: Pathophysiology and management. Proc (BaylUniv Med Cent). 2020 Jan;33(2):218-226. DOI: 
10.1080/08998280.2020.1712926 
85. Mills RD, Studer UE. Metabolic consequences of continent urinary diversion. J Urol. 1999;161:1057–66. DOI:10.1016/S0022-
5347(01)61590-8 

https://doi.org/10.1002/bjs.7259
https://doi.org/10.1136/bcr-2020-234325
https://doi.org/10.3393/ac.2022.00465.0066
https://doi.org/10.12865/CHSJ.50.01.01
https://doi.org/10.5455/medarh.2017.71.320-324
https://doi.org/10.7759/cureus.11249
https://doi.org/10.1016/j.xkme.2020.04.010
https://doi.org/10.1016/j.ucl.2017.09.003
https://doi.org/10.3389/fnut.2022.842198
https://doi.org/10.1080/08998280.2020.1712926
https://doi.org/10.1016/S0022-5347(01)61590-8
https://doi.org/10.1016/S0022-5347(01)61590-8


International Journal of Environmental Sciences  
ISSN: 2229-7359  
Vol. 11 No. 24s,2025  
https://theaspd.com/index.php  
 

898 
 

86. Germani P, Zucca A, Giudici F, Terranova S, Troian M, Samardzic N, et al. Ileocecal valve syndrome and vitamin B12 deficiency after 
surgery: a multicentric prospective study. Updates Surg. 2021 Apr;73(2):569-580. DOI: 10.1007/s13304-020-00845-z 
87. 8Sperling CD, et al. Urinary Diversion: Core Curriculum 2021. Am J Kidney Dis. 2021;78(2):293-304. DOI: 10.1053/j.ajkd.2021.03.025 
88. Stein R, Rubenwolf P. Metabolic consequences after urinary diversion. Front Pediatr. 2014 Mar 10;2:15. DOI: 10.3389/fped.2014.00015 
89. Gupta A, Atoria CL, Ehdaie B, et al. Risk of fracture after radical cystectomy and urinary diversion for bladder cancer. J ClinOncol. 2014 
Sep 2;32(29):3291–3298. doi: 10.1200/JCO.2013.54.3173 
90. Tanrikut C, McDougal SW. Acid-base and electrolyte disorders after urinary diversion. World J Urol. 2004;22(3):168–71. DOI: 
10.1007/s00345-004-0428-6 
91. Rud CL, Baunwall SMD, Bager P, Dahlerup JF, Wilkens TL, Tøttrup A, Lal S, Hvas CL. Patient-Reported Outcomes and Health-Related 
Quality of Life in People Living With Ileostomies: A Population-Based, Cross-Sectional Study. Dis Colon Rectum. 2022 ;65(8):1042-1051. DOI: 
10.1097/DCR.0000000000002100. 
92. Salcedo-Betancourt JD, Moe OW. The Effects of Acid on Calcium and Phosphate Metabolism. Int J Mol Sci. 2024, 25(4):2081. DOI: 
10.3390/ijms25042081. 
93. Bushinsky DA, Krieger NS. Effects of acid on bone. Kidney Int. 2022 Jun;101(6):1160-1170. DOI: 10.1016/j.kint.2022.02.032 
94. Gupta S, Shen B. Bone loss in patients with the ileostomy and ileal pouch for inflammatory bowel disease. Gastroenterol Rep (Oxf). 2013 
Nov;1(3):159-65. DOI: 10.1093/gastro/got030 
95. Thakker PU, Refugia JM, Wolff D, et al. Ileal Conduit versus Cutaneous Ureterostomy after Open Radical Cystectomy: Comparison of 
90-Day Morbidity and Tube Dependence at Intermediate Term Follow-Up. J Clin Med. 2024;13(3):911. 
DOI: 10.3390/jcm13030911 
96. Martínez-Gómez C, Angeles MA, Martinez A, Malavaud B, Ferron G. Urinary diversion after pelvic exenteration for gynecologic 
malignancies. Int J Gynecol Cancer. 2021 Jan;31(1):1-10. 
DOI:10.1136/ijgc-2020-002015. 
97. Yang DY, Boorjian SA, Westerman MB, Tarrell RF, Thapa P, Viers BR. Persistent, long-term risk for ureteroenteric anastomotic stricture 
formation: the case for long term follow-up. TranslAndrol Urol. 2020 Feb;9(1):142–50.DOI: 10.21037/tau.2019.12.06 
98. UtrillaFornals A, Costas-Batlle C, Medlin S, et al. Metabolic and Nutritional Issues after Lower Digestive Tract Surgery: The Important 
Role of the Dietitian in a Multidisciplinary Setting. Nutrients. 2024 Jan;16(2):246.DOI: 10.3390/nu16020246 
99. Michońska I, Polak-Szczybyło E, Sokal A, Jarmakiewicz-Czaja S, Stępień AE, Dereń K. Nutritional Issues Faced by Patients with Intestinal 
Stoma: A Narrative Review. J Clin Med. 2023 Jan 8;12(2):510. 10.3390/jcm12020510 
100. Mulita F, Lotfollahzadeh S. Intestinal Stoma. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2024 Jan-. Updated 
2023 Jun 3. Available from: https://www.ncbi.nlm.nih.gov/books/NBK565910/ 
 
 
 

https://doi.org/10.1200/JCO.2013.54.3173
https://doi.org/10.1093/gastro/got030
https://doi.org/10.3390/jcm12020510
https://www.ncbi.nlm.nih.gov/books/NBK565910/

