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M ost patients are distressed
to learn they need ostomy
surgery to divert stool,
urine, or both. Adapting to

ostomy surgery can be difficult at best,
even with today’s advanced technology
and the wide assortment of ostomy sup-
plies available. While recovering from the
surgery itself, patients must learn how to
contain or control feces or urine and how
to minimize odor—without feeling like a
social outcast.     

This article reviews three types of osto-
my surgery—colostomy, ileostomy, and
urostomy. Subsequent articles will discuss
ostomy management and treatment of
stomal and peristomal skin complications.  

Colostomy
A colostomy may be done on any part 
of the colon. It may be permanent or
temporary.
• A permanent colostomy is done when

the rectum must be removed or other
health problems prevent colostomy 
closure. 

• A temporary colostomy is created to 
divert stool away from the diseased
portion of the colon or large intestine,
giving the affected part of the bowel
time to rest and heal. Depending on
the healing process, the patient may
need the colostomy for a few weeks to
a few months. Once the affected area
is healed, the colostomy can be closed
or reversed. Occasionally, a patient
may opt to keep the colostomy due to

fear of needing another surgery. (See
Colostomy indications.) 

Types of colostomies include ascending,
transverse, and descending and sigmoid
colostomy. Refer to the image below,
which shows the normal intestines, as you
read the descriptions. 

Ascending colostomy
In this type of colostomy, the surgeon di-
verts the bowel to an opening in the ab-
dominal wall, rolls the bowel back onto 
itself, and stitches it to the abdominal
wall. The stoma is on the right side of the
abdomen, on the ascending portion of
the colon. Because stool is diverted from
most of the colon, the output is liquid
and full of digestive enzymes. The skin
must be protected from the effluent and
the patient must wear a drainable pouch
at all times. 

Ostomy 101: Colostomy, 
ileostomy, and urostomy
Understanding the types of ostomy surgeries can 
help you provide better patient care. 
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Transverse colostomy
Two types of transverse colostomies are
done—loop transverse colostomy and dou-
ble-barrel transverse colostomy. Usually,
they serve as temporary fecal diversions.
• In transverse loop colostomy, the sur-

geon creates one stoma with a proximal
and distal opening. The proximal open-
ing expels stool while the distal opening
eliminates mucus. This procedure allows
the distal portion of the colon to rest
and heal; once it heals, the colostomy
may be closed. Normally, a small
amount of stool and mucus is expelled
from the anus.

• The double-barrel transverse colostomy
rarely is done today. The surgeon com-
pletely divides the bowel, leaving two
stomas on the abdominal wall—a proxi-
mal stoma that expels stool and a distal
stoma that passes mucus. The distal
stoma also may be called a mucous fis-
tula, with the mucus expelled through
the rectum. If the two stomas are sepa-
rated on the abdominal wall, the patient
wears a pouch over the proximal stoma
to collect feces and wears a piece of
plain gauze, a Vaseline gauze pad, or a
small pouch called a stoma cap over the 

mucous fistula stoma. If the stomas are
near each other, a single pouch may
cover both. 

Descending colostomy and sigmoid
colostomy
In these procedures, the stoma is on the
left lower abdominal wall. The descending
colostomy stoma is located just a few inch-
es higher than the stoma for a sigmoid
colostomy. A sigmoid colostomy, the most
common colostomy type, may be perma-
nent or temporary. 

Abdominal perineal resection of the rec-
tum is done in patients with distal rectal
cancer. Today, with advanced technology

Indications for a colostomy 
include:

• diverticulitis

• inflammatory bowel disease

• colorectal cancer

• bowel obstruction (as from a
tumor)

• traumatic injury to the bowel

• certain birth defects. 

Sometimes a colostomy is
done for temporary diversion,
as in extensive pressure ulcers
and for a patient awaiting sur-
gery for hidradenitis suppurati-

va (a noncontagious skin dis-
ease). Diseases mainly affect-
ing children that require a fecal
diversion are:

• imperforate anus, an anorec-
tal malformation in which
the anus is absent or dis-
placed from the normal
anatomy

• Hirschsprung’s disease, in
which an aganglionic por-
tion of the large intestine
causes severe constipation
or functional obstruction

• gastroschisis, in which the
intestines protrude through

an opening in the abdominal
wall

• omphalocele, a condition in
which the intestines and oth-
er organs protrude through
the abdominal wall and are
covered with a membrane

• necrotizing enterocolitis, a
condition primarily affecting
premature infants of less
than 35 weeks’ gestation, in
which inflammation, infec-
tion, and perforation may
cause a portion of the intes-
tines to become necrotic 
and die. 

Colostomy indications

Transverse loop colostomy

Transverse colon Supporting rod

Exteriorized loop of
bowel opened, with
the bowel mucosa
sutured to the skin
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in surgical instrumentation, surgeons may
be able to accomplish a lower anastomosis
in the rectum and thus prevent a perma-
nent colostomy. If the rectum has been re-
moved, the sigmoid colostomy is perma-
nent. The patient may have the option to
regain control over elimination through
colostomy irrigation on a regular basis to
stimulate peristalsis and evacuate the colon
at a designated time. To be eligible for
colostomy irrigation, the patient must have
had only one or two bowel movements
daily before becoming ill and requiring
surgery, and must be functionally able to
perform irrigation. Because descending
and sigmoid colostomies are done in the
left lower quadrant, more of the colon is
functional; therefore, fecal output usually
has a soft to firm consistency. 

Ileostomy  
With an ileostomy, bowel diversion surgery
is restricted to the small intestine on the
lower right abdominal wall and affects only
the ileum. An ileostomy may be permanent
or temporary, depending on whether the
rectum was removed. Indications for ileosto-
my surgery include ulcerative colitis, Crohn’s
disease, familial polyposis, and cancer. 

Because the colon is removed or by-
passed, stool is liquid to semisoft and ap-
pears green. The patient must learn to
avoid dehydration and will need to wear
an external ostomy bag 24 hours daily for
fecal collection. Types of ileostomies in-
clude the ileoanal reservoir and the Bar-
nett continent intestinal reservoir (BCIR).

Ileoanal reservoir
Also known as the J-pouch or a continent
diversion, the ileoanal reservoir is an in-
ternal pouch formed from the small intes-
tine. It’s a widely accepted treatment 
option for patients with ulcerative colitis
and familial polyposis because it elimi-
nates the disease and doesn’t require a
permanent ileostomy.   

This complex procedure most often is
done in two stages. In the first procedure,
the surgeon removes the colon but leaves
the anus intact and disease free; a tempo-
rary ileostomy is created to divert stool
from the new J-pouch to promote healing.
Usually within 4 to 8 weeks, the second
surgery is done to take down the ileostomy.
Afterward, the patient has six to ten bowel
movements per anus daily. After a few
months of adjustment, the patient may have
only three to six bowel movements daily.

For critically ill patients who need emer-
gency surgery, the surgeon may opt to do
a three-stage procedure. The first surgery
is a total colectomy with rectal sparing and
a temporary loop ileostomy. In the second,
the surgeon constructs the J-pouch. The
third is ileostomy takedown or reversal.

Descending colostomy

Descending
colon

Stoma

Ilesotomy

Ileostomy Ileum
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BCIR
An intra-abdominal ileostomy, the BCIR is
used for patients who’ve had problems
with conventional ileostomy and difficulty
wearing an external ostomy bag, as well
as those who’ve failed with the Kock
pouch, ileoanal anastomosis, or J-pouch.
The BCIR was modified from the Kock
pouch (a continent ileostomy) by Dr.
William Barnett when he constructed the
“living collar,” which is made from the
small intestine and helps prevent leakage
around the stoma. The Kock pouch is an
internal pouch that stores liquid stool
(600 to 1,000 ml) and is emptied with a
catheter at the patient’s convenience two
to four times daily. The stoma empties 
directly into the toilet. Most patients cover
the stoma site with a small pad or band-
age to absorb the mucus that accumulates
at the opening. As with any diversion,
mucus formation at the stoma site is natu-
ral because the intestine normally pro-
duces mucus. 

Urostomy
Also called a urinary diversion, a urostomy 
is indicated for cancer, bladder extrophy,
neurogenic bladder, interstitial cystitis, and

ureter blockage caused by a kidney stone
or tumor. A urostomy can be one of sever-
al types. This article describes the ileal
conduit, neobladder, Indiana pouch, Miami
pouch, and nephrostomy.

Ileal conduit
Because of its low complication rate and
high patient satisfaction, an ileal conduit is
the most common urinary diversion tech-
nique after a radical cystectomy for inva-
sive bladder cancer. The conduit is created
from the terminal ileum of the small intes-
tine. The surgeon resects the ureters from
the bladder and performs ureteroenteric
anastomosis. After closing one end of the
conduit, the surgeon brings the other end
through a premarked site in the right low-
er quadrant of the abdominal wall, creat-
ing a stoma.  

The goal of an ileal conduit is to expel
urine directly from the conduit via the
stoma into an external pouch. Patients
wear a urinary pouch 24 hours daily and
must empty it several times a day. Be-
cause they don’t feel the urge to urinate,
they must learn to empty the pouch
when they feel it getting heavy with
urine. They empty it directly into the toi-
let through the spout on the end. Usual-
ly, the pouch is changed two or three
times per week. Patients with good wear
time and no peri stomal skin irritation
may need to change it only once a week
but must drink at least eight glasses of
liquid daily to prevent ascending urinary
tract infection.

Ileal pouch. 
This shows a W-pouch; a J-pouch formation 

is more often used.
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Neobladder
This continent urinary diversion is done in
patients whose bladder has been removed
due to cancer. It closely mimics the urinary
bladder’s storage function. The surgeon
makes part of the small intestine into an
internal reservoir and sews it to the ure-
thra. The ureters are attached to drain into
the reservoir, providing a downward urine
flow to prevent urine back-up and thus
help prevent kidney infection. Urine pass-
es from the kidney down the ureters to
the reservoir and through the urethra, as in
normal urine passage.

Candidates for neobladder surgery must
have a low risk of urethral cancer recur-
rence and be highly motivated to follow 
a strict care regimen for the first few
months. After surgery, they lack the nor-
mal urge to urinate, so for the first few
months they must void “by the clock.”
Initially, they experience nocturnal incon-
tinence, but urinary leakage during the
day is unlikely. The neobladder continues
to enlarge and function better over the
first few years. 

The main advantage of this surgery is
that with time and patience, the patient
can use the bathroom to urinate the same
way as before surgery. Neobladders usual-
ly are done on men because the female in-
ternal anatomy makes neobladder creation
much more difficult.

Indiana pouch
The Indiana pouch is used for urinary 
diversion after bladder cancer, pelvic ex-
enteration, bladder extrophy, or neuro-
genic bladder. Patients with this continent
reservoir must catheterize it to empty
stored urine.

The Indiana pouch is created from 
approximately 2' of the ascending colon. 
The surgeon brings a small portion of 
the ileum and the end segment through
the abdominal wall to create a stoma.
The ileocecal valve is included in the
reservoir and functions as a one-way

valve to help prevent urinary leakage
from the stoma.

The patient leaves the hospital using leg
bags connected to one tube through the
stoma and into the reservoir, and connect-
ed to another tube through a temporary
opening into the abdominal wall and
reservoir. After sufficient healing, the stom-
al tube is removed and the patient is
taught to catheterize the stoma or pouch
every 2 hours. After 1 month, if X-rays
don’t show urine leakage from the pouch,
the last drainage tube is removed. Then
the patient catheterizes the pouch every 3
hours around the clock. As the pouch con-
tinues to expand, emptying time may in-
crease to 4 or 6 hours, with pouch capaci-
ty up to 1,200 ml.

Patients need to irrigate the pouch daily
with 60 ml sterile water to remove mucus,
salts, and bacteria. After about 6 months,
they usually can sleep through the night
without emptying the pouch if they limit
liquid intake in the evening.

Miami pouch
Another type of continent urostomy, the
Miami pouch is created by a gynecologic
oncologist at the time of an anterior or
total pelvic exenteration. It’s constructed
using the distal ileum and ascending
colon. Continence is developed with 
tapering of the ileum, intussusception of
the ileal cecal valve, and detubularizing
of the colonic segment. With this pouch,
pressure is lower than urethral pressure
entering it and lower than that of the 
efferent bowel leaving it, reducing risk 
of urinary reflux.

The Miami pouch has proven to be re-
liable in terms of continence and protect-
ing the upper urinary tract. The most
common complications are urethral stric-
ture, difficulty with catheterization, and
pyelonephritis. Quality of life improves
after a Miami pouch or Indiana pouch
continent urostomy because these proce-
dures avoid an external pouch, even
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though they require intermittent self-
catheterization.

Nephrostomy
A nephrostomy is an artificial opening cre-
ated between the skin and kidney by a
surgeon or interventional radiologist. Using
ultrasound guidance or computed-tomog-
raphy fluoroscopy, the practitioner places
a catheter in the renal pelvis. 

This procedure is done to prevent kid-
ney damage related to urinary blockage.
The nephrostomy tube allows the kidney
to function properly and protects it from
further damage and possible infection;
once the condition necessitating the
nephrostomy has been treated or correct-
ed, the tube can be removed. If it must
remain in place for an extended time, it
must be exchanged periodically. 

The patient wears an external urosto-
my pouch over the tube. Depending on
individual circumstances, patients may
have bilateral nephrostomy tubes or a left
or right nephrostomy tube. If only one
kidney is blocked, one neophrostomy
tube will be placed; the patient voids
normally and has to keep the neophros-
tomy pouch emptied. The nephrostomy
tube may need to be irrigated regularly
in a sterile procedure, as ordered by the
surgeon.

Help patients resume active lives
When confronted with the need for a fecal
or urinary diversion, all patients and their
families have concerns and questions, and
many feel frightened and isolated. Refer
them to a local ostomy support group or
the United Ostomy Associations of Ameri-
ca to help them get through this transition
period. 

Every patient has the right to be clean,
dry, and odor free. To achieve this goal
and resume a normal lifestyle, patients
must learn about ostomy management.
Quality of life after a fecal or urinary di-
version can improve if patients understand

about the specific surgery required and
learn how to perform self-care. Patients
with any type of continent fecal or uri-
nary diversion should wear a medical
alert medallion in case they are uncon-
scious in an emergency situation. Once
patients know how to care for themselves,
they can resume full, active lives. Time,
patience, and a good sense of humor can
help them live life and enjoy it despite the
ostomy. n
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