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A bout 1 million people in the
United States have either tem-
porary or permanent stomas.
A stoma is created surgically

to divert fecal material or urine in pa-
tients with GI or urinary tract diseases or
disorders.   
A stoma has no sensory nerve endings

and is insensitive to pain. Yet several com-
plications can affect it, making accurate as-
sessment crucial. These complications may
occur during the immediate postoperative
period, within 30 days after surgery, or lat-
er. Lifelong assessment by a healthcare
provider with knowledge of ostomy sur-
geries and complications is important.
Immediately after surgery, a healthy GI

stoma appears red, moist, and shiny. Ede-
ma of the stoma is expected for the first 6
to 8 weeks. A healthy urinary stoma is
pale or pink, edematous, moist, and shiny.
Usually, it shrinks to about one-third the
initial size after the first 6 to 8 weeks as

edema subsides. The stoma warrants close
observation as pouching types and sizes
may need to be changed during this time.
Teach the patient and family caregivers to
report changes or signs and symptoms of
stoma complications to a healthcare
provider. If complications are recognized
early, the problem may be resolved with-
out surgical intervention. 
Stoma complications range from a sim-

ple, unsightly protrusion to conditions that
require emergency treatment and possible
surgery. Clinicians must be able to recog-
nize complications and provide necessary
treatment and therapy early. Complications
include parastomal hernias, stoma trauma,
mucocutaneous separation, necrosis, pro-
lapse, retraction, and stenosis. Although
one complication can lead to and even
promote others, all require attention and
treatment.  

Parastomal hernia
A parastomal hernia involves an ostomy in
the area where the stoma exits the abdom-
inal cavity. The intestine or bowel extends
beyond the abdominal cavity or abdominal
muscles; the area around the stoma ap-
pears as a swelling or protuberance. Paras-
tomal hernias are incisional hernias in the
area of the abdominal musculature that
was incised to bring the intestine through
the abdominal wall to form the stoma.
They may completely surround the stoma
(called circumferential hernias) or may in-
vade only part of the stoma.
Parastomal hernias can occur any time
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after the surgical procedure but usually
happen within the first 2 years. Recur-
rences are common if the hernia needs to
be repaired surgically. Risk factors may be
patient related or technical. Patient-related
risk factors include obesity, poor nutrition-
al status at the time of surgery, presurgical
steroid therapy, wound sepsis, and chronic
cough. Risk factors related to technical is-
sues include size of the surgical opening
and whether surgery was done on an
emergency or elective basis. 
Parastomal hernias occur in four types.

(See Types of parastomal hernias.) Initially,
a parastomal hernia begins as an unsightly
distention in the area surrounding the
stoma; the hernia enlarges, causing pain,
discomfort, and pouching problems result-
ing in peristomal skin complications that
require frequent assessment. Conservative
therapy is the usual initial treatment. Ad-
justments to the pouching system typically
are required so changes in the shape of
the pouching surface can be accommodat-
ed. Also, a hernia support binder or pouch
support belt may be helpful. Avoid convex
pouching systems; if this isn’t possible, use
these systems with extreme caution. If the
patient irrigates the colostomy, an ostomy
management specialist should advise the
patient to discontinue irrigation until the
parastomal hernia resolves.  

Stoma trauma
Stoma trauma occurs when the stoma is in-
jured, typically from a laceration. Lacera-
tions usually result from the pouch appli-
ance or clothing. Belt-line stomas are
easily traumatized and injury may occur
from both clothing belts and pouch sup-
port belts. Stoma lacerations commonly re-
sult from a small opening in the flange or
a misaligned pouch opening. Other causes
include parastomal or stomal prolapse with
possible stoma enlargement or edema.  
Signs and symptoms of stoma trauma

include bright red bleeding, a visible cut,
and a yellowish-white linear discol-

oration. Lacerations may heal sponta-
neously. If the culprit is the pouching
system, make sure nothing within the
system comes in contact with the stoma.
Usually direct pressure controls bleeding,
but if bleeding continues, refer the pa-
tient to a physician for treatment. 

Mucocutaneous separation
Mucocutaneous separation occurs when
the stoma separates from the skin at the
junction between the skin and the intestine
used to form the stoma. Causes are related
to poor wound-healing capacity, such as
malnutrition, steroid therapy, diabetes, in-
fection, or radiation of the abdominal area.
Tension or tautness of the suture line also
can cause mucocutaneous separation. 
This complication usually arises early

The four types of parastomal hernias are based on
hernia location within the abdominal tissue:

• intestinal interstitial, in which the hernia lies
within the layers of the abdominal wall

• subcutaneous, in which the hernia is contained
within subcutaneous tissue

• intrastomal, in which the herniated intestine
penetrates the stoma (usually confined to an
ileostomy)

• peristomal, in which the hernia is located within
a stoma that has prolapsed.

Types of parastomal hernias

The image shows stoma injury caused by a poor
fitting appliance. Photo by Connie Johnson. Used with permission.
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and can lead to other serious conditions,
such as infection, peritonitis, and stomal
stenosis. The area of the separation may
completely surround the stoma (known
as a circumferential separation), or the
separation may affect only certain areas

of the stoma/skin junction. The separa-
tion may be superficial or deep.
The first sign of mucocutaneous sepa-

ration may be induration. Treat the sepa-
ration as a wound, and apply wound-
healing principles: Absorb drainage,
reduce dead space, use the proper dress-
ing, and promote wound healing. The
proper dressing depends on wound
depth and amount of wound drainage.
Be sure to assess the wound, using the
“clock method” to describe location;
measure the wound area in centimeters;
and describe the type of tissue in the
wound bed. Be aware that slough may
be present.
Treatment of the wound dictates how

often the pouch is changed. A two-piece
pouching system commonly is used to re-
duce the number of pouch changes. Cov-
er the wound dressing with the pouching
system unless the wound is infected. If
infection is present, let the wound drain
into the pouch and heal by secondary in-
tention. Don’t use a convex pouching
system, because this may cause addition-
al injury to the mucocutaneous junction.

Stoma necrosis  
Blood flow and tissue perfusion are es-
sential to stoma health. Deficient blood
flow causes stoma necrosis. A stoma may
be affected by both arterial and venous
blood compromise. The cause of necrosis
usually relates to the surgical procedure,
such as tension or too much trimming of
the mesentery, or the vascular system
that provides blood flow to the intestine.
Other causes of vascular compromise in-
clude hypovolemia, embolus, and exces-
sive edema. 
Stoma necrosis usually occurs within

the first 5 postoperative days. The stoma
appears discolored rather than red,
moist, and shiny. Discoloration may be
cyanotic, black, dark red, dusky bluish
purple, or brown. The stoma mucosa
may be hard and dry or flaccid. Also, the

This temporary ileostomy secondary to colon
cancer has been treated for mucocutaneous
separation.

Closure of the temporary ileostomy. 
Photos by Connie Johnson. Used with permission.

Blood flow and
tissue perfusion
are essential to 
stoma health.
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stoma has a foul odor. Associated com-
plications may include stoma retraction,
mucocutaneous separation, stoma steno-
sis, and peritonitis. 
Report signs and symptoms to the pri-

mary care provider immediately. Superfi-
cial necrosis may resolve with necrotic
tissue simply sloughing away. But if tis-
sue below the fascial level is involved,
surgery is necessary. A transparent two-
piece pouching system is recommended
for frequent stoma assessment. The
pouch may need to be resized often.

Stoma prolapse
A stoma prolapse occurs when the stoma
moves or becomes displaced from its
proper position. The proximal segment of
the bowel intussuscepts and slides through
the orifice of the stoma, appearing to tele-
scope. This occurs more often in loop
transverse colostomies. A prolapsed stoma
increases in both length and size. Prolapse
may be associated with stoma retraction
and parastomal hernias.   

Causes of stoma prolapse include
large abdominal-wall openings, inade-
quate bowel fixation to the abdominal
wall during surgery, increased abdominal
pressure, lack of fascial support, obesity,
pregnancy, and poor muscle tone. 
Unless the patient complains of pain,

has a circulatory problem, or has signs
or symptoms of bowel obstruction, con-
servative treatment is used for uncompli-
cated stoma prolapse. The prolapse usu-
ally can be reduced with the patient in a
supine position. After reduction, apply-
ing a hernia support binder often helps.
Also, a stoma shield can be used to pro-
tect the stoma. A prolapsed stoma may
require a larger pouch to accommodate
the larger stoma. Some clinicians use
cold compresses and sprinkle table sug-
ar on the stoma; the sugar provides os-
motic therapy or causes a fluid shift
across the stoma mucosa and reduces
edema. 

Stoma retraction
The best-formed stoma protrudes about
2.5 cm, with the lumen located at the
top center or apex of the stoma to guide
the effluent flow directly into the pouch.
In stoma retraction, the stoma has reced-
ed about 0.5 cm below the skin surface.
Retraction may be circumferential or
may occur in only one section of the
stoma. 
The usual causes of stoma retraction

are tension of the intestine or obesity.
Stoma retraction during the immediate
postoperative period relates to poor
blood flow, obesity, poor nutritional sta-
tus, stenosis, early removal of a support-
ing device with loop stomas, stoma
placement in a deep skinfold, or thick
abdominal walls. Late complications usu-
ally result from weight gain or adhesions.
Stoma retraction is most common in pa-
tients with ileostomies.
A retracted stoma has a concave, bowl-

Unless the patient
complains of pain, has 

a circulatory problem, 
or has signs or symptoms

of bowel obstruction,
conservative treatment
is used for uncomplicatedstoma

prolapse.



24         www.WoundCareAdvisor.com                           July/August 2013 • Volume 2, Number 4 • Wound Care Advisor 

shaped appearance. Retraction causes a
poor pouching surface, leading to fre-
quent peristomal skin complications. Typ-
ical therapy is use of a convex pouching
system and a stoma belt. If obtaining a
pouch seal is a problem and the patient
has recurrent peristomal skin problems
from leakage, stoma revision should be
considered. 

Stoma stenosis
Stoma stenosis is narrowing or constric-
tion of the stoma or its lumen. This con-
dition may occur at the skin or fascial
level of the stoma. Causes include hyper-
plasia, adhesions, sepsis, radiation of the
intestine before stoma surgery, local in-
flammation, hyperkeratosis, and surgical
technique.  
Stoma stenosis frequently is associated

with Crohn’s disease. You may notice a
reduction or other change in effluent
output with both urinary and GI os-
tomies. With GI stoma stenosis, bowel
obstruction frequently occurs; signs and
symptoms are abdominal cramps, diar-
rhea, increased flatus, explosive stool,
and narrow-caliber stool. The initial sign
is increased flatus. With urinary stoma
stenosis, signs and symptoms include 
decreased urinary output, flank pain,
high residual urine in conduit, forceful
urine output, and recurrent urinary tract
infections.
Partial or complete bowel obstruction

and stoma stenosis at the fascial level 

require surgical intervention. Conserva-
tive therapy includes a low-residue diet,
increased fluid intake, and correct use 
of stool softeners or laxatives for colosto -
mies. 
Most stoma complications are prevent-

able and result from poor stoma place-
ment. Up to 20% of patients with stoma
complications require surgical revision of
the stoma. All patients with ostomies re-
quire ongoing, accurate assessment and,
if needed, early intervention by trained
clinicians. n
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