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People m
ay be surprised to learn that children, babies 

and even prem
ature neonates can have a stom

a. 
Paediatric stom

a care nursing is still a relatively  
undescribed field, and little literature and research 
are available. M

any stom
a care nurses w

orking w
ith 

adults say they w
ould not be com

fortable and confi-
dent caring for the paediatric population.

In order to provide m
ore inform

ation about this area, 
w

e have brought together an international group of 
paediatric stom

a care experts – the G
lobal Paediatric 

Stom
a N

urses A
dvisory B

oard (G
PSN

A
B

) – to develop 
global guidelines for healthcare professionals. These 
guidelines provide healthcare professionals w

orking 
w

ith the paediatric population w
ith inform

ation con-
cerning the basics of this speciality. This docum

ent 
covers everything from

 indications for a stom
a and 

the characteristics of neonatal skin and stom
a care – 

to child and fam
ily education and the em

otional im
-

pact of a stom
a in children.

Paediatric stom
a care is a science, but it is also an art 

that clinicians acquire over tim
e. This expert group is 

dedicated to sharing the fruit of decades of experi-
ence as paediatric stom

a nurses, to support health-
care professionals and ultim

ately im
prove the quality 

of life for neonates, children and teenagers w
ith a 

stom
a and their fam

ilies.

It is therefore w
ith great excitem

ent that w
e present 

the G
lobal Paediatric Stom

a C
are B

est Practice 
G

uidelines (G
PSC

B
PG

) and w
e hope you w

ill find it 
useful.

Introduction

The m
em
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lobal P

aediatric Stom
a N

urses A
dvisory B
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P

SN
A

B
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are Specialist (Italy) 

Lina M
artins 

R
N

, B
ScN

, M
ScN

, W
O

CC
(C

) (C
anada)

P
urpose and scope

The purpose of these guidelines is to provide a paediatric evidence-based central resource 
for best practice. It offers com

prehensive inform
ation and recom

m
endations for optim

al 
stom

a care delivery in the paediatric population.

The guidelines’ recom
m

endations are based on literature and on the G
PSN

A
B

 m
em

bers’ 
experience. The guide is substantiated w

ith references to provide credibility and evidence-
based inform

ation.
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Section A
: 

Clinical aspects of 
paediatric stom

a care

In this first section of the guidelines, w
e focus on the clinical aspects of stom

a 
care. W

e provide recom
m

endations on;

• 
C

om
m

on pathologies and indications for stom
as in neonates and children.

• 
Types of stom

as observed in paediatrics.
• 

Skin characteristics of prem
ature neonates and children.

• 
Stom

a site m
arking.

• 
The basics of stom

a care in neonates and children.
• 

Paediatric stom
a care products and accessories.

• 
 Recognising, preventing and m

anaging stom
a, peristom

al skin and system
ic  

com
plications.

• 
Perianal skin breakdow

n and diaper derm
atitis post-stom

a closure; and
• 

A
nal dilation, incision and scar care post-stom

a closure.

A
t the end of this section, you w

ill find a list of additional references, w
hich you 

can consult if you’re looking for m
ore inform

ation on these areas. 
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C
hapter 1:

Com
m

on pathologies and 
indications for a stom

a in 
neonates and children

It is im
portant to fam

iliarise yourself w
ith the com

m
on 

pathologies and indications for a stom
a in neonates 

and children, as these are different than in adults. 
“There has been a decrease in the num

ber of stom
a 

perform
ed in childhood w

ith advances in surgical 
techniques and single-stage procedures...” (M

cIltrot, K., 

2016. p 174). The m
ajority of the stom

a surgeries 
perform

ed in neonates and children are reversed, 
and the length of tim

e w
ith the stom

a varies from
 a 

few
 m

onths to a few
 years, depending on the diagnosis, 

the situation and the physician’s practice.

Indications for faecal stom
a in neonates and children. For further inform

ation see glossary

C
ongenital

A
norectal m

alform
ation. Im

perforate 
anus.

C
loacal exstrophy

Laparoschisis

Fam
ilial adenom

atosis polyposis
Intestinal atresia: duodenal, jejunal,  
colonic

Read m
ore in the glossary

H
irschsprung’s disease

A
cquired

Enterocolitis
N

ecrotising enterocolitis
N

ecrotising enterocolitis

Inflam
m

atory bow
el disease: C

rohn’s,  
U

lcerative colitis
M

alrotation w
ith m

idgut volvulus
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A
cquired

Read m
ore in the glossary

M
econium

 ileus 

Read m
ore in the glossary

Tum
our

Read m
ore in the glossary

A
 tem

porary diversion (colostom
y) m

ay 
be required in cases of severe perianal 
disease or traum

a/w
ounds in the  

perianal area.

Read m
ore in the glossary

C
om

plications of gastrointestinal  
surgery: Fistulae, abscesses, stenosis

M
otility

Read m
ore in the glossary

Intestinal pseudo obstruction

C
ongenital

C
loacal exstrophy

Prune B
elly syndrom

e
B

ladder exstrophy

Spina bifida

A
cquired

H
ydronephrosis

Read m
ore in the glossary

Traum
a

Indications for faecal stom
a in neonates and children. For further inform

ation see glossary 
Indications for faecal stom

a in neonates and children. For further inform
ation see glossary
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C
hapter 2:

The types of stom
as 

observed in paediatrics

A
s healthcare professionals, it is im

portant that w
e are 

inform
ed about the types of stom

as that are observed 
in children, babies and neonates. The follow

ing chart 
provides exam

ples and descriptions of the types of 
stom

as observed in the paediatric population. 

For m
ore inform

ation, see the glossary.

Types of stom
as

Faecal diversions

End ileostom
y/colostom

y
Loop ileostom

y/colostom
y

End stom
a w

ith m
ucous fistula  

(either side by side or placed  
further apart)

U
rinary diversions

Vesicostom
ies

Read m
ore in the glossary

Ileal conduit

Read m
ore in the glossary

U
reterostom

ies 

C
ontinence stom

as

M
itrofanoff/M

onti

Read m
ore in the glossary

A
ntegrade continence enem

a  
(M

A
C

E/A
C

E)
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C
hapter 3:

Skin characteristics of 
prem

ature neonates, 
neonates and children

1 
 A

W
H

O
N

N
, 2007

2 
O

ranges T &
 al, 2015

3 
 A

W
H

O
N

N
, 2007

W
hen treating the paediatric population, you need to 

fam
iliarise yourself w

ith the skin characteristics of this 
group. The skin of a prem

ature neonate differs from
 

that of the full-term
 neonate, child or adult. W

hile 
adult skin has 15-20 cell layers, prem

ature neonates 
have just a few

 cell layers, som
etim

es tw
o to three, 

and som
etim

es none at all. Prem
ature neonates are 

at greater risk of increased heat evaporation and 
trans-epiderm

al w
ater loss (TEW

L). The skin of a  
prem

ature neonate is highly perm
eable, m

eaning 
that products applied on their skin m

ay be absorbed 
into their system

. For this reason, topical products, 
such as liquid skin barrier, adhesive rem

over, skin  
cem

ent and benzoin should be avoided because of 
the risk of system

ic toxicity. 1 

U
se these products only in extrem

e circum
stances – 

w
hen nothing else has w

orked or w
hen the risk of 

not using these products outw
eighs the risk of using 

them
. A

lw
ays be cautious w

hen using them
 on pre-

m
ature neonate skin. 

W
hat to be aw

are of 
A

ny product containing alcohol should be avoided in 
prem

ature neonates until their skin is m
ature enough 

to allow
 its use. H

ow
ever, infants of 37 w

eeks’ gesta-
tional age show

 no drug transcutaneous absorption 
and have a good skin barrier function. 2 If there is a 
need to use a product such as chlorhexidine in a  
solution of alcohol, the skin should be prom

ptly and 
thoroughly rinsed w

ith sterile w
ater afterw

ards. It is 
im

portant to teach the caregivers to alw
ays check 

the com
ponents of any product they apply on the 

skin.

Research also show
s that prem

ature neonates pre-
sent a dim

inished cohesion betw
een the derm

is and 
the epiderm

is that can lead to skin tearing w
hen  

rem
oving the skin barrier. 3 This is w

hy any skin  
barrier should ideally rem

ain on the skin for at least 
24 hours. W

e recom
m

end keeping the barrier on the 
skin for up to 48 hours, after w

hich it should be  
rem

oved carefully. 

EPID
ER

M
IS

D
EM

IS

SU
B

C
U

TIS

Sw
eat 

gland

H
air 

folicie

Skin 
surface

B
lood

vains

C
onnective 

tissues

A
dult skin

P
rem

ature skin

C
hapter 4:

Stom
a site m

arking 

4 
 W

hen an infant undergoes stom
a surgery it is usually an em

ergency, and stom
a m

arking cannot be arranged.» (C
olw

ell JC
 &

 al, 2004 p.223).
5 

 Stom
a site m

arking is, how
ever, recom

m
ended in school-age children and teenagers w

ith elective stom
a surgery to obtain best seal in all positions. (W

O
C

N
 Paediatric O

stom
y 

C
are: B

est Practice for C
linicians p. 16)

Stom
a site m

arking is another im
portant area w

ithin 
paediatric stom

a care. H
ealthcare professionals need 

to be aw
are of w

hen such m
arking is required, and 

w
hen it is not. For exam

ple, w
hen an infant under-

goes stom
a surgery, it is usually an em

ergency, and 
stom

a m
arking cannot be arranged. 4 H

ow
ever,  

stom
a site m

arking is recom
m

ended in school-age 
children and teenagers w

ith elective stom
a surgery. 

This is to obtain the best seal in all positions. 5 In case 
of elective surgeries, stom

a site m
arking should also 

be considered, even for children younger than 
school-aged, to ensure quality of life w

ith the stom
a. 

Factors im
pacting site selection

The sam
e site selection criteria used for adults  

applies to the paediatric population. The challenge is, 
of course, that a sm

aller skin surface area is available. 
D

epending on the age of the child, it is recom
m

ended 
that one parent is present at the tim

e of stom
a site 

m
arking, and that both the parent and child are  

included in the discussion of the site. W
hen dealing 

w
ith teenagers, m

ake sure they have realistic expec-
tations about w

hat to expect w
hen it com

es to the fi-
nal stom

a location. For all patients, w
hen a stom

a is 
m

arked, the child and fam
ily should be advised that 

the site m
ight be altered at the tim

e of surgery  
according to intraoperative findings during the surgi-
cal procedure.

W
hen m

arking the stom
a site, rem

em
ber to take into 

consideration the child’s sporting activities, hobbies 
and clothing habits. B

e sure to assess the child in 
various positions. Keep in m

ind that children w
ith 

special needs (i.e. w
heelchair bound) require special 

consideration w
hen selecting the stom

a site. 

For em
ergency surgeries in neonates and prem

ature 
neonates, it is im

portant that the paediatric surgeon 
and the stom

a nurse have a dialogue concerning the 
placem

ent of the stom
a. If possible, surgeons should 

avoid placing the stom
a too close to the groin or the 

um
bilicus. For m

ore inform
ation, see Section A

, 
C

hapter 6 on Stom
a care, pouch w

ear tim
e for m

ore 
inform

ation.

O
m

bligo

C
resta 
iliaca

C
resta 

iliaca

Skin C
haracteristics

Stom
a site m

arking

The anatom
y of the skin

A
nchoring of skin layers
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C
hapter 5:

The basics of stom
a care  

in neonates and children

A
dult stom

a care principles apply to neonates and 
children. H

ow
ever, special attention should be given to 

the skin characteristics and body profile of prem
ature 

neonates, neonates and children at various ages. This 
requires that stom

a nurses alw
ays use their clinical 

judgem
ent to provide the best practice in care.

The follow
ing factors m

ust be assessed and  
docum

ented w
hen changing the stom

a appliance:
• 

 Stom
a: size, protrusion (budded, flush or retracted 

below
 skin level), shape, colour, appearance 

• 
 Peristom

al skin: intact, m
acerated, red, eroded,  

infected, allergic derm
atitis, granulom

a
• 

 M
uco-cutaneous junction: intact, separated

• 
 C

haracteristics of effluents:
 

Stool: consistency, quantity, colour
 

U
rine: clear, cloudy, w

ith m
ucous, odour

Stom
a care nurses should also docum

ent:
• 

 Reason(s) for changing the pouching system
• 

 In case of leakage, the area of the skin  
involved

• 
 Reactions of the patient/parents/caregivers, i.e. 
level of com

fort w
ith stom

a care
• 

 Signs and sym
ptom

s of dehydration

B
ody profile

B
abies usually have a short abdom

en that is round, 
especially at the top portion. They have skin folds in 
the low

er part of the abdom
en near the groin, and 

there m
ay be som

e friction betw
een the pouch and 

the thigh w
hen the baby is m

oving. These observa-
tions m

ust be taken into consideration w
hen select-

ing and applying a pouch to m
ake sure that the  

stom
a product does not interfere w

ith the baby’s  
m

obility and com
fort.

U
se of convexity in neonates and children

A
ccording to literature, convexity should be avoided 

in new
ly form

ed stom
as. 6 The stom

a nurse should 
m

ake sure that the suture line of the stom
a is healed 

before using any convexity, even a flexible one. In 
older babies and infants, the use of a flexible convex 
support can help to prevent leakage of stool or urine 
under the skin protective barrier.

U
sing a progressive convexity is recom

m
ended. For 

babies and infants, a convexity can be built using  
hydrocolloids and barrier rings. In toddlers, convexity 
can be created by adding pieces of barrier supple-
m

ent, strips or rings to the w
afer prior to applica-

tion. 7 In school age children and adolescents, a soft 
convexity paediatric stom

a product can be used, if 
available.

Paediatric belts, w
hich im

prove the efficiency of the 
convexity, are available. If you do not have these at 
your facility, you can either create one yourself, or 
adjust an adult stom

a belt to fit the child, ensuring 
the buckles on the belt do not injure the skin.

C
are of m

ucous fistula
A

ccording to literature, a m
ucous fistula m

ay not  
require pouching, unless there is an associated  
discharge, or pouching is required to protect the  
stom

a. In som
e cases, the fistula should be pouched 

separately from
 the functioning stom

a. This is neces-
sary if the stom

as are spaced far enough apart on 
the abdom

en, if a m
ucous fistula is present betw

een 
the distal lim

b of the bow
el and the urinary tract. 8 To 

prevent the risk of a urinary tract infection, a urinary 
stom

a should never be put in the sam
e pouch as a 

digestive stom
a.

Literature also states that the m
ucous fistula m

ay be 
left uncovered w

ithin an infant’s diaper, if it is placed 
low

er than the functioning stom
a and there is no risk 

of the infant handling the stom
a. If the infant is  

particularly active, the fistula could becom
e irritated 

or begin to bleed due to friction from
 the diaper. If 

this occurs, it m
ay be necessary to cover the m

ucous 
fistula. 9 W

hen needed, the m
ucous fistula can be  

covered w
ith a silicone dressing, a stom

a cap, or w
ith 

a neonate pouch. The covering can be left in place 
for several days, until it com

es off or if leakage is  
observed. Ideally, the use of a transparent stom

a 
product is recom

m
ended, so that the m

ucous fistula 
can be assessed daily.

C
are of m

ultiple stom
as

G
enerally speaking, m

ultiple intestinal stom
as m

ay be 
pouched w

ithin the sam
e appliance. 10 H

ow
ever, som

e 
precautions see Section A

, C
hapter 6, Stom

a care; 
C

are of m
ucous fistula.

W
ear tim

e of the stom
a product

Keep in m
ind that the pouch w

ear-tim
e for a pre-

term
 infant is not com

parable w
ith that of an older 

child or an adult. 11 C
onsidering that the prem

ature 
neonate’s skin has few

 cell layers and no or poor  
anchoring skin structures, the use of prolonged 
w

ear-tim
e skin barriers can be detrim

ental to the 
skin of prem

ature neonates and neonates. It is also 
im

portant to avoid any product that increases the 
seal betw

een the skin and the stom
a product, such 

as cem
ent or benzoin. Literature recom

m
ends that 

m
ore frequent pouch changes m

ay be preferable to 
ensure greater adhesion in the infant population and 
safeguard the infant’s health. 12 

A
s m

entioned at the outset of the guidelines,  
little evidence is available regarding paediatric stom

a 
care. So be sure to incorporate available w

ound care 
evidence w

ith stom
a care. It is im

portant to consider 
that:
• 

 paediatric skin barriers are thinner to give them
 

m
ore flexibility, so they are less resistant to corrosive 

stool.
• 

 neonates w
ill spend m

ost of their tim
e in the  

supine position, so their skin is in constant contact 
w

ith effluents.

The goal is to have the stom
a product in place for a 

m
inim

um
 of 24 hours to prevent disrupting the skin 

integrity due to poor anchoring structures, although 
w

ith som
e poorly constructed stom

as this m
ay be a 

challenge. Erosion of the skin barrier should be  
observed daily to m

ake sure that it still provides an 
adequate peristom

al skin protection. If the skin barrier 
is still functional, the w

ear-tim
e can be prolonged up 

to three days. D
iet and positioning w

ill affect the 
w

ear-tim
e. «A

n infant ostom
y appliance should be 

able to rem
ain intact for at least 24 hours, or up to 

four days, w
ith an average w

ear-tim
e of tw

o to three 
days. W

ear-tim
e decreases in prem

ature infants, and 
acceptable w

ear-tim
e m

ay initially be 12 to 24 
hours.» (W

O
C

N
 Paediatric O

stom
y C

are p. 13)

C
utting of the stom

a skin barrier opening
Evidence about the size to cut the actual skin barrier 
in neonates and children w

as not found in existing  
literature. H

ow
ever, w

e know
 it is im

portant to check 
the size of the stom

a w
ith each pouch change for the 

first few
 w

eeks after surgery, because the size and 

B
ody profile

Toddler body profile
B

aby body profile w
ith 

double barreled stom
a
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shape of the stom
a m

ay change as the oedem
a  

subsides. W
e are also aw

are that the size of the  
stom

a w
ill change over tim

e as the baby/child grow
s, 

so regular m
easurem

ents of the stom
a are needed. 

The protective skin barriers available today are m
ore 

m
alleable and less likely to cut into the stom

a. If cut 
larger than the stom

a, the peristom
al skin is exposed 

to the effluent, w
hich m

ay lead to leakage and skin 
breakdow

n. Literature recom
m

ends that the stom
a 

opening should be no m
ore than 1/8-inch (1-2m

m
) in  

diam
eter larger than the stom

a diam
eter at skin lev-

el. This is to m
inim

ise the skin’s exposure to effluent. 
The stom

a opening should likew
ise be no less than 

equal to the stom
a diam

eter to prevent traum
a to the 

stom
a or obstruction of its opening. 13 If the opening of 

the skin barrier leaves an area w
here the skin is ex-

posed, w
e recom

m
end using stom

a paste or a ring.

In case of a prolapsed or m
ushroom

ed stom
a, it m

ay 
be difficult to m

easure the stom
a base adequately. To 

ensure the peristom
al skin is w

ell protected by the 
skin barrier, the stom

a m
ust be gently lifted up to  

facilitate a correct m
easurem

ent.

D
ealing w

ith a m
ushroom

ed or prolapsed stom
a

It can also be a challenge to insert a prolapsed stom
a 

in a pouch w
ithout causing any traum

a to the skin. 
To m

ake this insertion easier you can:
• 

 use a skin barrier ring, either in its original shape 
or flatten and stretch it to m

ake a w
ider barrier. 

This w
ill allow

 the opening of the collaborative 
team

 approach skin barrier to be cut larger to  
accom

m
odate the prolapsed/m

ushroom
ed stom

a.
• 

 cut radial slits around the opening of the skin  
barrier to m

ake it easier to slip the pouch over the 
m

ushroom
ed/prolapsed stom

a. Then the skin  
barrier can be flattened dow

n around the base of 
the stom

a.

Peristom
al skin cleansing

C
leanse the stom

a and peristom
al skin using luke-

w
arm

 w
ater and a soft cloth. The skin should be  

patted dry gently w
ithout any friction. A

void using 
com

m
ercial w

ipes, as these m
ay contain additives 

that can cause skin irritation or allergies. U
se a non-

sterile soft cloth instead. Products containing oil,  
lanolin or natural com

m
ercial oils are also discour-

aged, as they w
ill interfere w

ith the adhesion of the 
stom

a product.

Em
ptying the pouch

The pouch should be em
ptied w

hen it is 1/3 full, 
w

hich can be quite often in babies. This is because 
they evacuate a large am

ount of stool and their 
pouches are sm

all. If the frequency of em
ptying the 

pouch is high, consider using a sm
all adult drainable 

pouch. If the infant has a urinary stom
a, use a drain-

age bag overnight. 

G
as

It is norm
al for babies to produce m

ore gas than 
adults. They sw

allow
 air during sucking, and assisted 

ventilation produces extra air. Parents should be 
taught how

 to rem
ove gas from

 the pouch. Som
e 

stom
a pouches com

e w
ith a filter. In other cases, 

the pouch can be opened up, or a vent can be  
added to the pouch to release the gas.

R
ectal discharge

Parents (and the child, if appropriate) should be  
advised that it is norm

al to have som
e rectal dis-

charge. This can be due to:
• 

 The distal bow
el expelling the stool left over in it 

after the stom
a w

as surgically created; 
• 

 The distal bow
el w

all continuing to produce  
m

ucous, w
hich is periodically expelled from

 the 
rectum

; 14

• 
 D

iversion colitis, w
hich is an inflam

m
ation of the 

non-functional bow
el. This condition m

ay cause a 
dark or foul-sm

elling rectal discharge; or
14 

• 
 A

 loop stom
a that does not divert stool com

pletely. 
In these cases, spill over from

 the proxim
al to the 

distal bow
el results in stool passage from

 the  
rectum

. 14

In older children, it m
ay be necessary to irrigate the 

rectum
 or m

ucous fistula, depending on the am
ount 

of m
ucus being produced. This is done w

ith a fluid 
prescribed by the doctor or stom

a nurse.

M
ucous fistula refeeding (M

FR
)

The practice of m
ucous fistula refeeding (M

FR
) is still 

controversial and practices varies from
 one health-

care centre to another. D
ue to the risk of com

plica-
tions, it is recom

m
ended that this procedure be  

im
plem

ented in specialised centres. 15 It is im
portant 

that you fam
iliarise yourself w

ith the protocol in your 
institution w

hen practising M
FR

. O
ptim

al care and  
m

anagem
ent of M

FR is achieved by using an evidence-
based, and collaborative team

 approach. The institu-
tion m

ust also have a thorough nderstanding of the 
technique and supplies to be used.

D
efinition and indications

«M
FR

 involves the introduction of proxim
al enteros-

tom
y effluent into the m

ucous fistula (distal loop), so 
as to m

im
ic the com

plete physiological pathw
ay that 

norm
al intestinal content w

ill go through.»
16

M
FR

 is indicated for patients w
ith short bow

el  
syndrom

e (SB
S) to prevent fluid and electrolyte im

-

N
o refeeding

Just collection of output

Stom
a

Intestinal 
atrophy

W
ith refeeding

Intestinal grow
th and 

m
icrobial colonisation

The route of the chym
e through the intestine w

ith or w
ithout refeedingIntestinal grow

th
m

ucous barrier 
developm

ent

balance and parenteral nutrition (PN
) com

plications, 
w

hile m
axim

ising grow
th.

B
enefits and com

plications 
The M

FR
 procedure com

es w
ith benefits as w

ell as 
potential com

plications.

B
enefits:

• 
 M

axim
ises absorption of nutrients and assists w

ith 
reabsorption of w

ater and electrolytes
• 

 D
ecreases or elim

inates the need for parenteral 
nutrition (PN

).
• 

 Stim
ulates intestinal activity at the distal portion of 

the bow
el to m

inim
ise the discrepancy in lum

en 
size betw

een the tw
o ends, in this w

ay preventing 
anastom

otic com
plications such as stricture and 

leakage.

Potential com
plications:

• 
 Perforation of the bow

el.
• 

 Intolerance of refeeding.
• 

 Skin irritation around m
ucous fistula (M

F).
• 

 D
ifficulty keeping tube/catheter secured in  

m
ucous fistula. 

C
andidates for M

FR
The attending paediatric surgeon is the health care 
professional determ

ining w
hether or not the infant or 

child is a candidate for the M
FR

 procedure. Typical 

candidates w
ill be patients w

ho have one or m
ore of 

the follow
ing sym

ptom
s/characteristics: 

• 
 A

n ileostom
y or jejunostom

y and a m
ucous fistula;

• 
 Substantial length of bow

el distal to the prim
ary  

ileostom
y/jejunostom

y;
• 

 Stable system
ically;

• 
 N

ot gained w
eight w

ith optim
al calories through 

enteral feeds; or
• 

 A
n established enteral feeding program

.

The M
FR

 technique
C

ollection of effluent:
• 

 C
ollect effluent from

 proxim
al stom

a using a  
drainable pouch

• 
 U

se of skin barrier paste or pow
der is not  

recom
m

ended as these can becom
e m

ixed w
ith 

the effluent. 
• 

 If M
F is close to the proxim

al stom
a, it can be  

included in the sam
e pouch. 17 H

ow
ever, there is a 

risk of the feeds going into the M
F draining back 

into the pouch unnoticed.

D
elivery of effluent:

• 
 The initial tube/catheter should be inserted by the 
surgeon.

• 
 A

 6-8 Fr tube (Feeding or indw
elling catheter) is 

advanced in the M
F for a distance of ideally about 

5 cm
, depending on ease of insertion. 18
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• 
 The tube can som

etim
es be inserted up to 10 cm

; 
how

ever, it is the paediatric surgeon w
ho m

akes 
the final decision on insertion length. 

• 
 Size of the tube m

ay vary according to the size of 
the baby, the size of the M

F and the consistency of 
the effluent. The surgeon decides on the type and 
size of the tube. 17 

• 
 If you use an indw

elling catheter, the am
ount of 

sterile w
ater used to inflate the balloon should be 

selected by the surgeon. U
sually indw

elling tubes 
are inflated w

ith 1-2 m
l of sterile w

ater.
• 

 Ensure that inflating the balloon does not obstruct 
the distal bow

el.
• 

 If the tube/catheter w
as inserted w

ithout difficulty, 
then it can be reinserted by a stom

a-trained nurse 
or bedside nurse. 19 

 
 H

ow
ever, few

er com
plications w

ere observed in 
facilities w

here only the surgeon can place or  
replace the tube/catheter. 20

Securem
ent of tube:

• 
 A

 secure fixation of the tube/catheter is m
andatory 

to prevent any dislodgem
ent.

• 
 D

ifferent fixation techniques can be used:
 

• 
 The tube/catheter m

ay be secured by  
placing it through a stom

a appliance and taping 
it securely to the pouch.

 
• 

 It can be secured betw
een the pouch and skin 

barrier. If this technique is used, you need to 
vary the location w

here the tube/catheter is  
secured w

ith each pouch change. This decreases 
the risk of traum

a to the M
F.

 
• 

 A
 third option is to use com

m
ercial fixation  

devices.

R
efeeding:

• 
 The refeeding rate is prescribed by the paediatric 
surgeon/gastrointestinal doctor. Lau recom

m
ends 

a rate not exceeding 6 m
l/h and hypothesises that 

this rate helps to m
aintain the M

F w
ith sufficient 

stim
ulation, w

hile avoiding overloading. 20 
• 

 The infusion rate is gradually increased until it  
ideally m

atches the total proxim
al output. 20 

• 
 Effluent is collected every 4 hours. Collections are  
coordinated w

ith handling tim
es of the infant. 

• 
 U

se a syringe to drain the stom
a pouch. 17,20

• 
 The collected effluent is delivered in the M

F using 
a syringe pum

p that has been program
m

ed to  
deliver the effluent over the follow

ing 4 hours. 
Sm

all volum
es can be delivered slow

ly m
anually 

by syringe. 17 

P
recautions:

• 
 B

efore refeeding, all patients need to have a low
er 

gastrointestinal series to rule out stricture or  
obstruction of the distal bow

el that w
ould interfere 

w
ith refeeding. 21

• 
 C

learly identify the infusion pum
p and tubing to 

prevent errors in connecting to the w
rong system

 
(Enteral feeds, IV

)
• 

 M
onitor the stom

a site for signs of irritation, lacer-
ation, prolapse or necrosis. 22

• 
 A

ssess and care for the skin around the  
stom

a and the M
F to avoid irritation or skin break-

dow
n due to leakage. 21 

• 
 C

arefully m
easure the effluent and m

onitor it for a 
m

ilky or undigested appearance. 21

• 
 C

losely m
onitor the infant’s w

eight, head  
circum

ference, length, stom
a losses, serum

  
electrolytes, blood gases and liver function tests. 21

• 
 M

onitor rectal output.
• 

 Check urine w
eekly for sodium

 and potassium
 levels.

• 
 A

ssess for signs of intolerance such as discom
fort, 

distension.
• 

 C
hange the tube according to the hospital policy 

and physician preference.

In sum
m

ary, literature concludes that M
FR

 “…
is safe, 

and can decrease the risk of anastom
otic com

plica-
tion and parenteral nutrition-related cholestasis. It 
provides both diagnostic and therapeutic value and 
its use should be advocated.”

18 H
ow

ever, stringent 
guidelines need to be in place for intubation of the M

F 
and the m

ethod of feeding delivery. 23

For m
ore inform

ation, please go to:  
http://policy.nshealth.ca/site_published/iw

k/docu-
m

ent_render.aspx?docum
entRender.

IdType=6&
docum

entRender.
G

enericField=&
docum

entRender.Id=50846

V
esicostom

ies
Vesicostom

ies are difficult stom
as to pouch because of 

their location in the very low
er part of the abdom

en 
(they are com

m
only placed in the m

iddle of skin 
creases). Vesicostom

ies are usually reversed before 
the age of 2.5-3 years, so the child can be potty-
trained. If not reversed before the child is 4-5 years of 
age, the stom

a nurse m
ay help to find a w

ay to  
contain urine. 

Vesicostom
ies can be m

anaged w
ith diapers, but 

they usually cause leakage problem
s. To address this, 

place the diaper on backw
ards, as the back portion 

w
ill extend further up over abdom

en.

Skin breakdow
n is com

m
on w

ith vesicostom
ies, and 

the child is especially prone to fungal infections.  
C

ontinue to use antifungal cream
/pow

der for seven 
days after the disappearance of clinical signs. It is  
im

portant to inform
 parents about the clinical signs 

of infection and how
 to apply antifungal products.

A
 vesicostom

y usually drains continuously. The  
absence of drainage m

ay be a sign of stenosis; parents 
m

ust be m
ade aw

are of this com
plication and that 

they should contact the stom
a nurse/physician if 

such a situation is observed.

C
hallenges unique to paediatrics

The follow
ing chart outlines som

e challenges that are 
unique to paediatric stom

a care, as w
ell as our recom

-
m

endations on how
 to address these challenges.

 6 
W

O
C

N
 PED

IATR
IC

 O
STO

M
Y C

A
R

E: B
est Practice for C

linicians, 2011, p. 20
 7 

 «C
onvexity can be created by adding pieces of barrier supplem

ent/strips/rings to the w
afer before it is applied» (W

O
C

N
 PED

IATR
IC

 O
STO

M
Y C

A
R

E: B
est Practice for C

linicians, 
2011).

 8 
W

O
C

N
 Pediatric O

stom
y C

are: B
est Practice for C

linicians p. 27
 9 

W
O

C
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 Pediatric O
stom
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are: B

est Practice for C
linicians p. 27

 10 
W

O
C

N
 Pediatric O

stom
y C

are: B
est Practice for C

linicians p. 24
 11 

Rogers V
 M

anaging Preem
ie stom

as: M
ore Than Just the Pouch JW

O
C

N
 2003:30 p. 108)

 12 
W

O
C
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 Paediatric O

stom
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are p. 41
 13 
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 Paediatric O
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y C
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 16 
Lau et &

 al, B
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ith enterostom
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C
hallenges

R
ecom

m
endations

Stom
a close to or w

ithin intact  incision
If the incision is closed and no signs of infection are  
observed, the skin barrier can be applied over it.

Stom
a close or w

ithin an incision/w
ound

The w
ound should be m

anaged as any other w
ound 

according to w
ound care principles and covered w

ith a 
dressing, e.g. a thin hydrocolloid. If there is leakage, an 
absorbent dressing covered w

ith a thin hydrocolloid or 
a transparent dressing can be used. The stom

a prod-
uct can be applied on top of the dressing.

Stom
a close to um

bilicus

O
ff-centre the skin barrier opening. If there is a starter 

hole, cover it w
ith a thin hydrocolloid dressing to  

prevent any exposure of the skin to effluent. Trim
 the 

skin barrier to accom
m

odate the um
bilicus.

Stom
a close to central IV

 lines

C
over central IV

 lines to avoid contam
ination (e.g. w

ith 
a transparent dressing or a central IV

 line protector). 
C

om
m

ercial central IV
 lines protectors have been  

developed.

Size of neonates
C

reate a custom
ised pouching system

.

A
ctivity level of the child, craw

ling, jum
ping, playing, easy  

disengagem
ent and accidental rem

oval
O

ne-piece outfits, onesies, hairband, sash

Skin level stom
a opening

W
hen it is absolutely im

possible to m
aintain a stom

a 
product on the skin, it is recom

m
ended to protect the 

peristom
al skin w

ith a thick layer of zinc-oxide paste. 
Collect the stool w

ith fluffy gauzes and change them
 

w
hen soiled. D

im
ethicone-based products can also be 

used, but in the case of neonates it is im
portant to m

ake 
sure that the skin is m

ature and not perm
eable  to any 

noxious substance contained in the product. W
hen the 

suture line and/or skin is healed, a flexible convexity can 
be used. (Ref to U

se of convexity in  
children, p.XX )

C
hallenges w

ith faecal stom
as in neonates and children

C
hallenges w

ith faecal stom
as in neonates and children

C
hallenges

R
ecom

m
endations

M
ultiple stom

as

Refer to chapter 6. C
are of m

ultiple stom
as. 

Skin becom
ing oily from

 oral supplem
ents given to infants. 

Som
e children, especially those w

ith cystic fibrosis, 
m

ay have oily skin that can interfere w
ith stom

a  
product adhesion. 
Tip: C

leanse the skin w
ell. Put a sm

all am
ount of stom

a 
pow

der on the skin, and apply the pouch. The use of a 
m

edical adhesive m
ay be necessary. Expect a shorter 

pouch w
ear-tim

e.

Stom
a product and diaper: in or out?

W
hen the baby/child is lying dow

n, the pouch should 
be applied w

ith the drain opening to the side. This 
m

akes it easier to put it outside the diaper and to  
em

pty. This w
ill also prevent the pouch lying on the 

thigh and m
akes it easily accessible if the baby is in an 

incubator. A
lthough som

etim
es necessary, folding the 

pouch should be avoided, as it w
ill reduce its efficiency. 

For toddlers and older children, the pouch should be 
applied vertically. This allow

s for easy em
ptying w

hen 
the child sits on the com

m
ode. It is also helpful to  

position the pouch vertically w
hen a belt is used, as  

the belt loops on the pouch are positioned at 3 and 9 
o’clock.
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C
hapter 6:

Paediatric stom
a products  

and accessories

Today, there are m
ore paediatric stom

a products 
available than ever before. H

ow
ever, the selection is 

still lim
ited in neonates, as w

ell as for children w
ith 

high or liquid output, and/or a difficult location. For 
this reason, healthcare professionals w

orking in  
paediatrics m

ust be im
aginative and creative. O

ften, 
w

e have to create w
hat does not exist. H

ere,  
advocacy w

ork is im
portant. W

e need to speak for  
neonates and children w

ith stom
as and share our  

experiences w
ith others in the healthcare industry. 

This is the only w
ay to im

prove quality of care 
through creating m

ore user-friendly products. 

Selecting the right stom
a care product

W
hen selecting a stom

a product, there are a num
ber 

of factors that need to be considered: 
• 

 C
hild’s age, w

eight and surface of the  
abdom

en;

• 
 Location of the stom

a;
• 

 Type of stom
a (U

rostom
y, ileostom

y,  
colostom

y);
• 

 Protruding, flat or retracted stom
a;

• 
 Proxim

ity and functionality of other stom
as;

• 
 C

onsistency and daily volum
e of the effluent. (In 

the case of liquid stool, a urostom
y pouch can be 

used.);
• 

 B
ody profile; and

• 
 C

hild’s m
obility/activity.

Products containing latex should alw
ays be avoided. 

It should also be noted that a six-m
onth-old baby 

w
ho produces a lot of stool m

ight need a sm
all adult 

pouch attached to a paediatric skin barrier. It m
ay 

even be necessary to use an adult skin barrier, if a 
larger adhesion area is needed.

Product selection guide for faecal stom
as

Stom
a products

B
enefits/Tips

P
recautions

D
rainable paediatric  

one-piece pouch

D
rainable new

born  
one-piece pouch

D
rainable prem

ature  
neonate one-piece pouch

In new
born and prem

ature babies, one-piece 
drainable system

s are m
ost com

m
on. 

W
hen flexibility is needed. 

A
lso used w

ith low
-profile stom

as.

Recom
m

ended w
hen there are too m

any dips 
and creases on the abdom

en.

W
arm

 the skin barrier w
ith your 

hands.

N
o product should be heated w

ith 
an air dryer or external heat source.

Paediatric stom
a pouch

Skin barrier

A
ctive toddlers

A
ccess to a belt

Easier visualisation of the stom
a.

It is sim
pler for children at school to change a 

tw
o-piece bag, than to try to em

pty stool from
 a 

drainable one.

W
hen there is a prolapse, be careful 

not to hurt the stom
a w

hen using a 
tw

o-piece stom
a product.

Pouch should alw
ays be applied on a 

skin barrier, not directly on the skin.

U
seful w

hen stool sam
ples m

ust be  
collected.

To prevent injuries, avoid devices 
w

ith hard plastic closures.

Product selection guide for urinary stom
as

Stom
a products

B
enefits/Tip

P
recautions

O
ne-piece urostom

y pouch

Tw
o-piece urostom

y pouch

M
ay be connected to  

overnight bag.

M
ay be connected to  

overnight bag.

U
rinary pouch m

ay be blocked w
ith  

m
ucus (Ileal conduit). To prevent this, you can:

• increase fluid intake.

•  acidify urine by giving the child cranberry 
juice and vitam

in C
 supplem

ents.  
C

itrus fruits drinks should be avoided be-
cause they have an alkaline residue once 
m

etabolised.

Tw
o-piece:

•  C
oupling can be standard or adhesive.

•  Pouch can be drainable or closed.
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R
em

oval of stom
a products

In order to prevent any skin irritation or dam
age,  

rem
oval of the stom

a product should be done gently. 
Sprinkling stom

a pow
der on the area w

ill lim
it the 

friction/pressure needed to rem
ove the paste or the 

barrier rings. The skin should be cleansed thoroughly 
as recom

m
ended by the facility.

Rem
ove the pouch using a gauze and lukew

arm
  

w
ater. G

ently peel it off. Rem
oval w

ipes containing  
alcohol or any other substances should be used w

ith 
caution in prem

ature neonates, neonates and children, 
because they m

ay contain noxious substances or 
m

ay generate allergic reactions. Literature recom
-

m
ends that you lim

it the use of adhesive rem
over in 

infants to situations w
here: a) the epiderm

is w
ould be 

dam
aged if a rem

over w
as not used; and b) rem

oval 
cannot be postponed. 24 Sprays should also be used 
w

ith caution, as they can be detrim
ental to babies’ 

and children’s pulm
onary system

.

Skin barrier starter hole
In neonates and children, it is m

ore convenient to use 
a skin barrier w

ithout a starter hole. This gives m
ore 

versatility w
hen a tube, a w

ound, another stom
a or a 

m
ucous fistula is close to the stom

a to be pouched. If 
there is a starter hole, it can be off-centred and a thin 
hydrocolloid dressing should be applied to m

ake sure 
no skin is in contact w

ith stool or urine. In the case of 
m

ultiple stom
as, a thin hydrocolloid m

ay be used to 
m

ake a base for a custom
 fit product.

A
ccessories selection guide 

Stom
a products

B
enefits/Tips

P
recautions

Stom
a paste

R
esidual stom

a paste and hydrocolloid 
usually do not interfere w

ith the adhesion 
of new

 stom
a product.

To rem
ove paste residue, stom

a pow
der 

can be sprinkled on the residual paste to 
facilitate its rem

oval.

A
void stom

a paste containing alcohol in  
prem

ature neonates.

Stom
a paste can be put into a 5 m

l syringe to 
control the am

ount of paste applied on the 
skin barrier.

It is preferable to apply the stom
a paste on the 

skin barrier rather than on the peristom
al skin. 

This is because, w
hen applied directly on the 

skin, the result w
ill be a m

ixture of stom
a paste 

and stool if the stom
a is functioning. A

nd if this 
happens, you w

ill have to clean it up and start 
again.

Pouch deodorizer
N

eutralizes odour.
N

ot recom
m

ended for neonates and  
children.

M
uch appreciated by teenagers.

C
an be hom

em
ade. Exam

ple: apply toothpaste 
on toilet paper and insert at the base of the 
pouch.

Stom
a pouch lubricant

A
ids em

ptying the pouch.
Rarely used in children.

A
 little bit of oil can also help em

ptying the 
pouch.

A
ccessories selection guide 

Stom
a products

B
enefits/Tips

P
recautions

Stom
a pow

der
U

sed to perform
 crusting technique. 

D
ries m

oist skin.

 C
an be m

ixed w
ith stom

a paste to increase 
absorptive properties.

If there is a problem
 rem

oving stom
a paste, 

sprinkling stom
a pow

der on it m
akes it  

easier to rem
ove.

Can be fixed w
ith dabs of w

ater. 

Crusting technique: fix w
ith non-  

alcohol liquid skin protector.

Caution: protect the neonate’s and child’s 
face to prevent inhalation of the pow

der.

H
ydrocolloid dressing

C
an serve as a base for a custom

 fit  
product.

Thin hydrocolloid is recom
m

ended. It 
should ideally stay on the skin for 24 hours.

Thickening gel capsules/tablets
Thickens w

atery faeces in the pouch.
B

its of disposable diaper lining containing 
absorbent gel m

aterials can be placed in 
the pouch to absorb excess liquid from

 the 
effluent. 27 

C
otton balls can also be placed in the 

pouch to absorb liquid effluent.

M
ouldable ring/strip  

(hydrocolloid)
M

ay be used to create flexible convexities, 
fill creases and skin folds or to m

ake the 
peristom

al plane even.

Easier to w
ork w

ith w
hen pre-w

arm
ed. 28 

A
lcohol-free.

H
eat w

ith your hands.

Caution: W
arm

ing under a radiant w
arm

er 
m

ay overheat the barrier and dam
age peri-

stom
al skin. 27

H
ernia binder

Supports parastom
al hernia.

C
an be handm

ade R
ef. to com

pli- 
cations: Parastom

al hernia. Section A
, 

chapter 7, page 35  

C
onvexity

Increases stom
a protrusion

C
an be created w

ith m
ouldable rings or strips 

of skin barriers.

A
 soft convexity paediatric stom

a product can 
be used if available.

M
ucocutaneous area m

ust be healed.

M
ay cause peristom

al skin pressure ulcer. 
U

se w
ith caution in case of peristom

al  
hernia. 
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A
ccessories selection guide 

Stom
a products

B
enefits/Tips

P
recautions

Filter
Facilitates the expulsion of gas.

Liquid stool m
ay com

prom
ise the action of the 

filter.

The filter needs to be protected at the tim
e of 

bath/show
er.

Leg bag/night drainage  
collectors

Leg bag can be used in the case of  
nephrostom

y.

U
rinary diversions:

C
ollects urine overnight so the child/fam

ily 
get a better night’s sleep. 

H
igh-output stom

as:

Prevents prem
ature or accidental  

dislodgem
ent of the stom

a product.

Check for the patency of the tubing to m
ake 

sure that there is no obstruction to the  
elim

ination of urine.

Elastic barrier strips
Secure the position of the skin barrier.

Can be used to secure the skin barrier w
hen 

sw
im

m
ing or doing sports.

24 
W

O
C

N
 Pediatric O

stom
y C

are, p. 42
25 

W
O

C
N

, 2011
26 

W
O

C
N

 2011, p.49
27 

W
O

C
N

 2011, p.49
28 

W
O

C
N

 p. 43
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Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

H
aem

orrhage
B

lood is com
ing from

 the  
opening of the stom

a.
C

onsult the surgeon or the stom
a 

nurse urgently.

 Total necrosis

Persistent necrotic tissue is ob-
served suggesting that the fascia 
is affected.

W
hen the fascia is affected, a second 

operation is necessary. 31

Read m
ore in the glossary

Total m
ucocutanous  

separation

Total separation of the stom
a at 

the suture line.
U

rgent, call the surgeon.
Risk of  
peritonitis.

Flat or retracted stom
a

Stom
a is at skin or below

 skin 
level and m

ay be secondary to 
excessive tension of the  
m

esentery.

The depth of retraction m
ay  

increase w
hen the patient is 

seated. 35  

R
elated factors: Short m

esentery, 
rapid w

eight gain, obesity, surgical 
technique, excessive tension in 
the suture at the fascia level, 
m

alnutrition, im
m

unosuppression. 36  

In neonates, abdom
inal distension 

m
ay cause this com

plication.

C
reation of a flexible convexity, if the 

suture line is healed.

If the stom
a is in a deep crease, use a 

flexible one-piece stom
a product.

W
hen it is im

possible to keep a stom
a 

product on the skin and the peristom
al 

skin cannot be protected appropriately, 
refer to the surgeon to know

 if it is pos-
sible to m

odify or reverse the stom
a.

D
epending on the length of tim

e the 
stom

a w
ill be needed, closure of the 

stom
a m

ay solve the problem
. In cases 

of long-term
 stom

as, re-operation m
ay 

be necessary. 

If unable to apply pouch, protect the 
peristom

al skin and collect the effluent 
w

ith fluffy gauzes or other absorbent 
product.

U
rgent action required

C
hild m

ust be referred to the stom
a nurse or surgeon urgently.

N
eeds review

The problem
 can be solved easily but needs a follow

-up.

N
on-urgent

There is a problem
 needing to be addressed but not urgently.

D
efinitions
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C
hapter 7:

Recognising, preventing and 
m

anaging stom
a, peristom

al 
skin and system

ic com
plications

Stom
a and peristom

al skin com
plications are also  

observed in neonates and children, and it is  
im

perative to know
 how

 to m
anage them

.

R
isk factors influencing stom

a and peristom
al  

com
plications include:

• 
 im

m
ature neonate skin; See Section A

, C
hapter 3. 

Skin characteristics of prem
ature neonates,  

neonates and children;
• 

 underdevelopm
ent of abdom

inal m
usculature m

ay 
lead to peristom

al hernia; 
• 

 poor siting and stom
a construction. This is  

especially the case w
ith neonates, as surgery is 

em
ergent and often in unfavourable conditions.



Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

Stenosis  
(U

rinary stom
a)

N
arrow

ing of the stom
a at skin or 

fascia level.

U
sually secondary to  

peristom
al skin hyperplasia.

D
ilation or surgical revision.

C
heck the cutting technique to m

ake 
sure that the opening is not cut too 
large.

Educate parents/caregivers about 
proper cutting technique. 

R
efer to H

yperplasia.

C
heck that  

the stom
a is  

adequately 
functioning.

O
vergranulation

O
vergrow

th of the stom
a tissue 

due to excessive exposure to  
effluent. 32  This occurs m

ore  
frequently in young patients and 
those w

ith urostom
ies less than  

one cm
 w

ide. 33

  A
n inaccurate opening or ill- 

fitting stom
a pouch can lead to  

leakage or abrasion to the  
m

uco-cutaneous junction. These 
can m

ake the skin susceptible to 
granulom

a form
ation. 34

O
ptim

ise device adjustm
ent to m

inim
ise 

traum
a and contact w

ith effluent.

C
areful cleansing because of associated 

pain.

Treatm
ent: A

pply silver nitrate for 5  
seconds. Treat once a w

eek for 4 w
eeks. 

C
om

m
ercial tape  im

pregnated w
ith 

steroid fludroxycortide can be used to 
treat the granulom

a. It is ideal to apply 
under the stom

a product as the pouch 
w

ill adhere to the tape. 

O
vergrow

th  
tissue m

ay 
bleed during the  
stom

a hygiene 
and stom

a 
product  
change. It is  
advisable to 
take extrem

e 
care during 
these m

anoeu-
vres.

Partial necrosis

G
rey, dark brow

n or black discol-
ouration of all or part of the stom

a 
due to:  
- inadequate blood supply - exces-
sive dissection of the m

esentery.

- traction of the m
esentery.  

- m
ajor oedem

a of the bow
el.

Stom
a is dry and firm

.

Evolution:

The necrotic tissue becom
es thin-

ner, sloughs and m
ay produce an 

unpleasant odour.

The degree of necrosis is variable and 
can be assessed by passing a sm

all,  
lubricated glass tube into the stom

a and 
inspecting the m

ucosa w
ith a pen light. 30 

This technique depends on the size of 
the stom

a, and should be carried out 
under the supervision of the surgeon. 
Plastic tubes can also be used ,if avail-
able.

U
sually the necrotic tissue debrides 

spontaneously w
ith tim

e. A
s long as the 

stom
a is patent and healthy at the base, 

no further debridem
ent is required.

Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

B
lockage

•  M
ostly seen w

ith ileostom
ies

•  Less or no stool in the pouch

•  C
hange of stool consistency that 

m
ay be liquid

• A
bdom

inal distension

• A
bdom

inal cram
ping

• O
edem

a of the stom
a

• N
ausea

• Vom
iting

M
ay be secondary to high fibre or 

high residue food that has not been 
chew

ed enough.

M
onitor closely and seek m

edical advice 
if:• sym

ptom
s aggravate;

•  the child goes m
ore than 8- 12 hours 

w
ithout stools, or; there is a change 

from
 norm

al output.
• the child is vom

iting.

M
odify opening of the skin barrier in 

case of stom
a oedem

a.

A
bdom

en m
assage. W

arm
 bath.

D
ilation of the stom

a.

Irrigation of the bow
el under physician’s 

order.

Education.

Read m
ore in the glossary

Fistulas

M
ultiple fistulas

A
bnorm

al connection betw
een 

tw
o epithelium

-lined surfaces.
C

onservative m
anagem

ent if no stom
a 

pouch can stay on long enough:

•  Zinc oxide + fluffy gauze to be 
changed w

hen soiled.

•  Surrounding skin can be protected 
w

ith a thin hydrocolloid or a no-sting 
liquid skin protector.

Pyoderm
a gangrenosum

Loss of epithelium
, irregular 

borders, bleeding and pus, 
pain, difficulty to m

aintain 
appliance adherence.

Painful ulcerations frequently as-
sociated to C

rohn’s disease.
M

ust be referred to the gastro- 
enterologist for system

ic therapy.

Topical treatm
ent:

• Tacrolim
us ointm

ent

• H
ydrocortisone

•  A
bsorbent dressing  

under stom
a product

This skin  
problem

 m
ay 

also be  
observed in  
other body 
parts (e.g.,  
inguinal fold).
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Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

Peristom
al skin fungal  

infection. Papules,  
redness and satellites  
lesions are observed, the 
skin is itchy and burning.

The m
ost com

m
on cause of 

fungal infection in patients 
w

ith stom
as is the over-

grow
th of a C

andida (usually 
C

. A
lbicans)

• P
ustules or papules

•  D
iffuse erythem

a m
acera-

tion

• Satellite lesions

•  P
ruritus and burning sen-

sation around the stom
a.

Take a com
plete patient history. 

Identify and correct the cause.

Check the stom
a product to m

ake sure 
that it fits w

ell to prevent leakage.

Prevention:

Thoroughly dry the skin before  
applying the pouch.

A
fter bathing w

ith a pouch on, tow
el 

dry the skin barrier, pouch and skin 
very w

ell to prevent any trapping of 
m

oisture.

U
se a pouch covered w

ith fabric or 
cover it w

ith a cotton lining.

Put the pouch outside the D
iaper.

Topical treatm
ent:

A
pply an antifungal cream

 or pow
der 

w
hen changing the appliance.

M
ake sure that the cream

 is w
ell 

penetrated to prevent interference w
ith 

the stom
a product adhesion.

W
hen applying antifungal pow

der, fix it 
w

ith a dab of w
ater or alcohol-free skin 

sealant.

A
ntifungal pow

der is preferred to  
antifungal cream

.

In severe cases, the prescription of  
system

ic antifungals m
ay be required. 39

Patients at risk of  
developing fungal 
infection:
•  U

nder antibiotic 
therapy;

•  Im
m

unosuppressed.

C
ontinue the use of 

the antifungal  
product seven days 
after the disappear-
ance of clinical signs 
of fungal infection.

A
llergic reactions 

som
etim

es result 
from

 a m
isuse of  

accessories. 38

Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

Laceration of the  
stom

a

A
ppears as w

hite, ulcer-like m
ark-

ings on the stom
a.

Possibly due to traum
a or ill-fitting 

stom
a product.

A
lso occurs as the result of very 

active toddlers.

Poor cutting technique.

C
heck the cutting technique. 

Educate parents/caregivers.

H
aem

ostasis (gentle com
pression) if 

bleeding. 

A
pply stom

a pow
der on the cut to 

support healing.

Ensure there are 
no sharp edges 
on the skin  
barrier.

Parastom
al hernia

D
efect in the fascia that

allow
s loops of intestine

to protrude into the area of 
w

eakness. 37

A
ggravated by increased  

abdom
inal pressure (e.g.,  

crying).

O
ne-piece pouching system

 or tw
o-

piece w
ith a floating flange.

Feather/petal the barrier for m
ore 

flexibility.

C
reative hernia belts

Since the  
stom

a is usually 
tem

porary,
re-operation is 
usually not  
considered.

H
ow

ever, it is im
-

portant to check 
for any signs of 
com

plications, 
such as:

•  stom
a patency.

•  change in  
colour; or

• discom
fort.

Read m
ore in the 

glossary

Suture granulom
a;  

m
ultiple granulom

as

Inflam
m

atory reaction often  
secondary to suture m

aterial.

The granulom
a m

ay bleed and 
be painful.

This can be treated in three w
ays:

•  U
se of silver nitrate application(s) to 

granulom
a(s);

•  U
se of a steroid tape applied under 

the stom
a product; or 

•  Excision of suture m
aterial w

ith the 
surgeon’s approval.

Partial m
ucocutaneous 

separation

Partial separation of the stom
a 

at the suture line, caused by:

•  poor healing;

•  tension;

•  infection; or 

•  surgical technique.

In case of leakage, fill the defect w
ith 

an absorbent dressing (i.e. pow
der, 

m
ixture of pow

der and stom
a paste, 

w
ound paste, hydrofiber, calcium

  
alginate) and apply the stom

a product.

The skin barrier is applied on top of 
the dressing. In som

e cases, a trans-
parent dressing or a thin hydrocolloid 
product can be applied over the 
w

ound before applying the stom
a 

product.

M
onitor and

docum
ent the

evolution of the 
separation. If 
healing is delayed 
notify the sur-
geon.
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Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

This is partial necrosis 
and has already been 
addressed previously

Partial

Prolapse

P
rotrusion of the stom

a through 
the abdom

inal w
all in a telescopic 

fashion.

Frequent in diseases of the sm
all 

bow
el, especially in the case of a 

loop ileostom
y.

Reduction of the prolapse. 

• Lay the patient dow
n.

• Reassure the parents /caregiver. 

•  U
se a larger pouch to contain the  

stom
a.

You need to m
odify the cut of the  

opening of the skin barrier by cutting 
radial slits to enable it to slip over the 
stom

a. Im
portant: Reseal the skin  

barrier once it is on the skin.

 Educate the fam
ily/caregiver: Parents  

or caregivers m
ust be advised to  

contact the surgeon/stom
a care nurse 

for reduction of the prolapse. Som
e  

prolapses cannot be reduced, but if the 
bow

el is healthy and w
ell-functioning, 

that is not a problem
. If surgery pre-

sents a risk for the child, or if the child is 
booked for surgery in the near future, 
the prolapse m

ay be left as is. It is  
im

portant that the fam
ily know

s w
hen 

they should contact surgeon/stom
a 

nurse.

Tip: U
se pow

dered sugar or  
Xylom

ethazoline 1%
 nose spray/drops 

on the prolapse, and then contact the 
stom

a nurse/surgeon.

Caution:         
Check the  
colour of the 
prolapsed  
stom

a. It should 
be red-pink. 
M

ake sure the 
bow

el is still 
functioning as 
w

ell.

C
onsult the surgeon urgently if:

• the colour of the stom
a is abnorm

al (Exam
ple: dark red).

• the stom
a is not functioning.

Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

A
llergy

A
llergic reaction to one of the 

com
ponents of the stom

a  
product.

U
sually the affected area  

corresponds exactly to the area 
covered by the allergenic  
com

ponent.

Skin appears red, itchy, scaly 
and inflam

ed.

O
nce skin sensitivity develops,  

it m
ay becom

e a chronic  
problem

.

U
sually allergy to 

sealants, barriers, 
tapes, solvents,  
pow

ders, pastes or 
pouch fabric or  
m

aterials.

Identify and elim
inate the allergenic product.

A
llergy history

Skin patch test to determ
ine the allergen.

If it is im
possible to m

odify the stom
a  

product, apply a layer of alcohol-free liquid 
skin protector.

A
void the use of accessories, unless  

absolutely necessary.

If they are necessary, ensure they are used 
correctly (e.g., let the skin barrier w

ipe dry 
before placing the stom

a product).

Cover the area affected by allergy w
ith a 

thin hydrocolloid and apply the stom
a  

product over it.

For severe cases, consult w
ith a physician for 

possible topical steroid treatm
ent.

A
llergic  

reactions som
etim

es 
result from

 a m
isuse 

of accessories. 38

Folliculitis

Inflam
m

ation of hair follicles 
usually caused by staphylococ-
cus aureus. 39 

• Erythem
a

•  Som
etim

es pustular  
lesions

•  Superficial or deep

(M
ay extend to the hair bulb).

•  Traum
atic hair  

rem
oval.

• Shaving too closely.

•  Excessive rubbing  
and cleansing of the 
peristom

al skin.

•  Review
 hair and pouching rem

oval  
technique.

•  Reinstruct pouching rem
oval technique.

•  A
void blade-type razor; use of scissors is 

recom
m

ended.

• A
ntibiotherapy.

• Education.

O
bviously  

observed in  
teenagers.

H
yperkeratosis

•  Thickened, peristom
al skin, 

w
hitish to greyish

•  Stom
a product adherence  

issue

•  Pain and bleeding m
ay be  

observed

Too large cutting of 
the skin barrier.

•  A
ssess the cutting technique

• Education

• Increase oral fluids:

•  acidity, V
itam

in C, cranberry  
concentrate

•  Increase urine acidity

Topical treatm
ent:

•  Soak w
ith a solution of w

ater and  
vinegar (1:1).

•  Soak duration: 15 to 20 m
inutes.

•  Thoroughly rinse w
ith clear w

ater.

•  Repeat at each appliance change.

•   Vesicostom
y w

ithout stom
a product:  

once a day.
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System
ic com

plication

C
om

plications 
Signs and sym

ptom
s

M
anagem

ent

D
ehydration

• Crying w
ithout tears

• D
ry m

ucous m
em

branes

• Sunken fontanels

•  D
ry diapers, Less diuresis  > 1m

l/kg/h

• Irritability

• Tachycardia

N
otify the doctor, replace fluid loss intravenously  

according to m
edical order:

• Rectum
: > 20 m

g/kg/day

• Colostom
y: > 20-30 m

g/kg/day

• Ileostom
y: > 40-50 m

g/kg/day

Electrolyte im
balance  

O
bserved w

ith ileostom
y/ 

jejunostom
y

Regular blood w
ork (electrolytes) and supplem

ent as 
required (IV, oral or enteral)

Peristom
al skin com

plications

C
om

plications 
C

auses
M

anagem
ent

P
recautions

R
edness, erythem

a

•  W
ith or w

ithout loss  
of epithelium

• B
urning, tingling

• D
iscom

fort

Potential causes:

1.  U
se of a pre-cut opening that is 

too large or cutting an opening 
too large in the stom

a product.
2. Prolonged w

ear-tim
e.

3.  Liquid and corrosive stools, (acid 
pH

).

4.  Flat or retracted stom
a in a skin 

fold.

5.  Fistula at the base of the stom
a.

•  C
heck cutting technique. If inadequate, 

re-educate

•  Inform
 about the signs indicating that 

the stom
a product m

ust be changed.

•  The use of a flexible convexity can 
help prevent leakage of stool or urine 
under the skin protective barrier.

•  C
onservative m

anagem
ent w

ith zinc 
oxide paste and gauze if the stom

a 
cannot be pouched.

•  In the case of a fistula or w
hen the  

erythem
a cannot be resolved, surgery 

can be considered.

M
ake sure that 

the suture line is 
healed before 
applying a  
flexible  
convexity.

Erythem
a w

ithout peristom
al skin loss:

• A
pply a m

ixture of stom
a paste and stom

a pow
der around the opening of the solid skin barrier.

• A
pply the stom

a product.

Erythem
a w

ith peristom
al skin loss:

•  C
rusting technique: A

pply a thin layer of stom
a pow

der follow
ed by a layer of alcohol-free liquid skin barrier. Repeat the 

application 3-4 tim
es.

• A
pply the stom

a product as usual, w
ith stom

a paste if needed.

Stom
a com

plications

C
om

plications 
D

escription
M

anagem
ent

P
recautions

B
leeding

B
lood is seen in the pouch or is 

present on the skin at pouch 
change.

Sm
all am

ount of bleeding from
 

the stom
a is norm

al.

Local pressure.

If superficial bleeding is not self-lim
ited, 

apply direct pressure w
ith cold com

-
presses. 29  

Check the size of the opening of the skin 
barrier and assess the application and  
rem

oval of the stom
a product.

Educate parents/caregivers about  
cutting of the opening and w

ay to put  
on and rem

ove the stom
a product.
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C
hapter 8:

Perianal skin breakdow
n 

and diaper derm
atitis 

post-stom
a closure

Type of diaper derm
atitis

D
escription

P
recautions

C
ontact irritant derm

atitis

Skin is red, w
ith or w

ithout  
epithelium

 loss.
W

ith loss of epithelium
:

1.  Lightly dust denuded skin w
ith skin barrier stom

a 
pow

der to absorb m
oisture and provide a tacky 

surface to w
hich a zinc oxide ointm

ent can then 
be applied.

2.  A
pply a protective cream

 barrier. The skin barrier 
cream

 can be m
ixed w

ith stom
a pow

der to in-
crease its absorption properties.

3.  D
ust the cream

 w
ith stom

a pow
der.

W
ithout loss of epithelium

:

A
pply a thick layer of skin barrier cream

 or a liquid 
protective barrier. The liquid skin barrier should not 
be applied m

ore than every 24-48 hours.

C
hronic diaper derm

atitis

O
bserved in infants and children 

w
ith chronic diarrhoea.

Follow
ing surgeries affecting  

bow
el function.

Sam
e as for contact irritant derm

atitis.

C
lose follow

-up w
ith fam

ily to support them
 in this 

difficult period.

Follow
ing stom

a closure the child m
ay have loose, 

frequent stools for various reasons: 
• 

antibiotic use; 
• 

transanal surgery;
• 

colon resection; or 
• 

the type of enteral/oral feeds. 

In m
ost cases, this w

ill be tem
porary, but it still poses 

a concern for parents. 41 W
hen stool is m

ixed w
ith 

urine, the skin pH
 and enzym

e activity increase,  
resulting in a reduction of the norm

al skin flora. 42 This 
breakdow

n in the perianal skin area needs to be 
avoided. The goal is to keep stool aw

ay from
 the skin 

by frequent diaper changes day and night.

P
revention and treatm

ent of 
perianal skin breakdow

n
• 

 Routinely protect perianal skin w
ith a protective 

skin preparation containing zinc oxide or  
dim

ethicone. «Providing an occlusive barrier can 
protect the skin injury and prom

ote healing». 
(D

arm
stadt &

 D
inulos 2000, G

hadially &
 al 1992)

• 
 O

bserve a rigorous hygiene.
• 

 W
ash hands before and after perform

ing  
perineal skin care.

• 
 C

hange the diaper prom
ptly w

hen w
et or soiled to 

decrease skin m
oisture and contact w

ith urine and 
faecal enzym

es.
• 

 A
ssess perianal skin for skin irritation or infection 

w
ith each diaper change, and im

plem
ent therapeutic 

m
easures as soon as irritation is identified.

• 
 C

leanse the skin gently w
ith w

arm
 w

ater and a 
soft cloth or hold the child’s buttocks under  
running w

ater. A
 syringe m

ay be used to flush the 
area. Pat skin dry, avoid rubbing. If soap is used, a 
m

ild and pH
-neutral soap is recom

m
ended.

• 
 W

hen the baby passes stool, only clean w
hat is 

soiled. D
o not take the residual cream

 barrier 
aw

ay. Frequent or vigorous rem
oval of barrier 

product can further traum
atize dam

aged skin. 
«Som

e barriers are thick and stay on the skin after 
gentle cleansing. It is appropriate to rem

ove only 

the soiled layer of barrier.» (Taquino, 2000)
• 

 Re-apply the cream
 barrier, if needed.

• 
 The baby can be left w

ithout a diaper to facilitate air 
to the excoriated area and frequent assessm

ents.
• 

 D
o not use baby w

ipes. Som
e brands contain  

alcohol, perfum
es or preservatives that m

ay  
contribute to skin irritation and increase the risk 
for skin sensitization. 43

• 
 A

void prolonged sitz baths, because they m
acerate 

the skin and alter the skin barrier function. If the  
infant is given a sitz bath, use m

ild soap w
ith low

 pH
.

• 
 A

void topical products containing isopropyl  
alcohol, cam

phor, salicylates, boric acid, baking soda 
or benzocaine. «A

s a general rule, stick w
ith prod-

ucts designed for babies. A
void item

s containing bak-
ing soda, boric acid, cam

phor, phenol, benzocaine, 
diphenhydram

ine, or salicylates. These ingredients 
can be toxic for babies.» (Sparks D

, 2017)
• 

 A
ntibacterial ointm

ents are not necessary or  
helpful for irritant diaper derm

atitis, as it is not  
associated w

ith an increased num
ber of bacteria.

• 
 D

isposable diapers w
ith absorbent gel m

aterials 
are m

ore absorptive and keep perianal skin drier 
than those w

ithout absorbent gel or cloth diapers.

M
anagem

ent of diaper derm
atitis

Since the baby’s buttocks have usually never been  
exposed to stool, m

oderate to severe diaper derm
atitis 

usually occurs. D
iaper derm

atitis, w
hatever the 

cause, is a source of great discom
fort for the child, 

and it represents a m
ajor challenge for the fam

ily 
and caregivers. 
 The parents w

ill need to get specific education about 
diaper derm

atitis. It is im
portant to:

• 
 identify and, w

here possible, elim
inate the cause 

of diaper derm
atitis;

• 
 put in place preventive m

easures;
• 

 use appropriate treatm
ents;

• 
 put in place preventive and m

anagem
ent proto-

cols in order to standardize nursing practice; and
• 

 educate the caregivers and fam
ilies.

W
hen diaper derm

atitis is observed, the first step is to 
identify the type of diaper derm

atitis. The follow
ing 

table describes the appearance and m
anagem

ent of 
the different types of diaper derm

atitis.
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Type of diaper derm
atitis

D
escription

P
recautions

D
iaper derm

atitis  
com

plicated by C
andida

A
lbicans

Erythem
atous plaques + peripheral 

desquam
ation and satellite pustules.

Skin folds are involved.

«Colonisation by Candida w
as significant-

ly m
ore frequent in children w

ith diaper 
derm

atitis as com
pared to those w

ith 
healthy skin (perianal 75%

 vs. 19%
)» 

(Ferrazzini, G
. et al. (2003).

C
. A

lbicans should be considered to  
be present and pathogenic w

hen  
diaper derm

atitis lasts for m
ore than 

three days. 44

Topical antifungal cream
, ointm

ent or pow
der.

W
hen applying an antifungal cream

, alw
ays put 

a barrier cream
 over it since antifungal cream

 
has no protection properties.

A
pply antifungal product tw

o to three tim
es a 

day as prescribed. The protective barrier cream
 

should be applied as m
any tim

es as needed, but 
alw

ays on top of the antifungal product.

Pursue the antifungal treatm
ent seven addition-

al days after the disappearance of visible signs 
of infection, since m

icroscopic C
.albicans m

ay 
still be present.

C
aution: Liquid protective barrier should not be 

used in case of fungal infection.

A
llergic contact derm

atitis
U

ncom
m

on.

M
ild erythem

a and desquam
ation. 

Som
etim

es vesicles and papules.

O
bserved after contact w

ith specific  
allergens:  
paraben, lanoline, substances found in 
disposable diapers,  
detergents, etc.

Identify and rem
ove the allergen product.

41 
C

incinnati C
hildren’s C

olorectal C
enter

42 
A

therton 2001, A
therton 2004, D

avies &
 al 2006, Lin &

 al 2005, Scheinfield 2005, V
isscher &

 al 2000
43 

Fields &
 al 2006, Scheinfeld 2005

44 
W

hite &
 al. 2003

45 
W

O
C

N
 Pediatric O

stom
y C

are: B
est Practice for C

linicians p. 70

For infants excreting high am
ounts of bile acids in 

their faeces, consider using oral or topical cholesty-
ram

ine, w
hich binds to bile acids. 45 C

holestyram
ine 

can be applied topically as an ointm
ent and also be 

prescribed per m
outh.

Skin barrier cream
 can be rem

oved w
ith m

ineral oil 
to reassess the skin, usually after 48 hours or accord-
ing to clinical judgem

ent. Keep in m
ind that routine 

com
plete rem

oval of protective skin preparations is 
not necessary, and m

ay irritate the skin. 46

In the case of severe skin inflam
m

ation, the use of 
hydrocortisone 1%

 ointm
ent decreases the inflam

-
m

ation, but it is not recom
m

ended for prolonged use. 
It should be applied in a thin layer for no m

ore than 
2-3 days. 

W
hatever product is used for prevention or m

anage-
m

ent, it is im
portant to read the m

anufacturer’s  
recom

m
endations to m

ake sure that the product is 
applied correctly. Equally im

portant is the use of a 
standardised approach by all the caregivers, w

hile 
supporting the parents closely during this very  
exhausting period.

For m
ore inform

ation, please visit: 
C

incinnati C
hildren’s C

olorectal C
enter. Instructions 

For Parents O
f C

hildren A
fter A

 C
olostom

y C
losure 

For The M
anagem

ent of A
norectal M

alform
ations.

Link to https://w
w

w
.cincinnatichildrens.org

C
hapter 9:

A
nal dilation, incision  

and scar care m
anagem

ent

A
nal dilation

A
nal dilation is a procedure often initiated tw

o to four 
w

eeks follow
ing repair of an anorectal m

alform
ation 

or pull-through for H
irschsprung’s disease. O

ne of 
the m

ost com
m

on com
plications follow

ing this type 
of surgery is anastom

otic stricture. This type of  
stricture responds w

ell to prophylactic dilations, 
w

hich are usually done w
ith m

etal or plastic dilators, 
or a parent’s finger. D

ilations are usually perform
ed 

once or tw
ice a day.

In m
ost cases, parents are taught to do this procedure 

at hom
e, although it has been suggested that w

eekly 
dilations by the physician can produce the sam

e out-
com

e. 48 

Parents need to understand the im
portance of doing 

this procedure, even if they find it physically and 
em

otionally difficult. O
nce show

n how
 to perform

 the 
dilation, a return dem

onstration by parent/caregiver 
w

ill provide them
 w

ith an opportunity to build their 
confidence and receive support if they are having dif-
ficulties. Parents also need to be aw

are that initially 
they m

ay observe sm
all am

ounts of bright blood, 
w

hich is norm
al. The size of dilators, frequency of  

dilations, schedule for increasing sizes and desired goal 
size w

ill depend on the preference of the surgeon/ 
facility.

This is often a tw
o-person procedure, one to hold the 

child and provide distraction w
hile the other does the 

dilation. The child is often m
ore upset by being re-

strained than because of discom
fort from

 the proce-
dure. C

lear instructions need to be given for the fol-
low

ing:

• 
W

here to obtain dilators if not provided;
• 

H
ow

 often to do the dilations;
• 

 W
hat size dilator to use and w

hen to increase size 
as determ

ined by the surgeon. The form
ula for 

w
orking out dilator size is w

eight x 1.3 + 7; 49

• 
W

ho to call if problem
s arise; and

• 
 O

nce the final size has been reached, the child 
should be assessed by the surgeon.

Even after dilations are no longer required, these 
children should have regular, long-term

 follow
-up. 

M
any suffer from

 constipation and/or incontinence, 
and early intervention to prom

ote social continence 
is im

portant for this population.

Incision and scar care
A

fter stom
a closure, the parents m

ust be inform
ed 

about the care of the w
ound, signs of infection and 

w
hen they should call the stom

a nurse or consult the 
surgeon. 

Som
e surgeons close the site of the stom

a w
ith  

sutures, w
hile others let the w

ound heal by secondary 
intention. The sam

e w
ound care principles apply as 

those for adults; how
ever, the use of low

-adherence 
dressings is recom

m
ended. The healing process is 

usually faster in children than adults, so they m
ay 

present w
ith hypertrophic scars. Parents m

ust be  
inform

ed that once the w
ound is closed, they should 

m
assage the scar w

ith a skin em
ollient or apply a 

specialized silicone dressing. This w
ill help to prevent 

and m
anage hypertrophic scars.

47 
Rouzrokh, Khaleghnejad, M

ohejerzadeh, H
eydari &

 M
olaei, 2010

48 
Tem

ple, Shaw
yer &

 Langer, 2012
49 

Lane V
L, 2017.
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rafted from

 m
uslin and 

carefully researched to represent a child’s  
m

edical or em
otional condition, Shadow

 B
uddies 

offer seriously ill or m
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B
est practice guidelines for 

the psychosocial aspect of 
paediatric stom

a care

This section presents best practice w
ithin the psychosocial aspects of  

paediatric stom
a care. It includes recom

m
endations concerning:

• 
D

eveloping a therapeutic relationship w
ith the child and fam

ily;
• 

 H
ow

 to adjust stom
a care education to m

eet the individual needs of the 
child and fam

ily;
• 

The im
pact of a stom

a in children and teenagers; and
• 

H
ow

 children w
ith a stom

a and their fam
ilies can approach daily activities.
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C
hapter 1:

D
eveloping a therapeutic 

relationship w
ith the child  

and fam
ily

O
ne of the purposes of establishing a global set of 

guidelines is to enhance and support our w
ork w

ith 
the paediatric population and enable us to establish 
a valuable, therapeutic relationship w

ith the child and 
fam

ily. 

Parents and children are confronted w
ith both the 

adjustm
ent to the stom

a and the im
plem

entation of 
stom

a care. C
hildren w

ill respond differently, based 
on their age and developm

ental stage. So w
hen 

building the therapeutic relationship w
ith parents and 

children, there are a lot of factors to take into consid-
eration in order to select strategies that m

atch the 
child and fam

ily’s situation. 

O
ne of your prim

ary goals is to establish a relation-
ship based on confidence and trust w

ith the child and 
fam

ily, including siblings. The inform
ation you give to 

the fam
ily m

ust be accurate, com
prehensive and  

individualised, respecting their beliefs and values. 
This w

ill reinforce the trust in the relationship.

“A
 therapeutic nurse-patient 

relationship is defined as a helping 
relationship that’s based on m

utual 
trust and respect, the nurturing of 
faith and hope, being sensitive to 
self and others, and assisting w

ith 
the gratification of your patient’s 
physical, em

otional, and spiritual 
needs through your know

ledge 
and skill. 1“

 1. 
Fostering therapeutic nurse-patient relationships Pullen, R

ichard L. Jr. EdD
, R

N
; M

athias, Tabatha M
SN

, R
N

N
ursing M

ade Incredibly Easy!: M
ay-June 2010 - Volum

e 8 - Issue 3 - p 4

C
hapter 2:

A
djusting stom

a care education 
to m

eet the needs of the child 
and fam

ily

O
ne of the m

any challenges w
hen w

orking in  
paediatrics is adjusting our approach not only to the 
patient, but also to his/her fam

ily. This also applies 
w

hen the tim
e com

es for stom
a care education. The 

education principles used w
ith children are based on 

pedagogy, w
hile those used for adults are based on 

andragogy (adult education).

P
lanning an education session

B
efore starting any care or education session, it is  

essential that you are fam
iliar w

ith the child’s  
condition and overall treatm

ent plan. 

W
hen planning an education session, it is equally im

-
portant to take into consideration the circum

stances 
in w

hich the ill child and their fam
ily find them

selves. 

W
hen people are in shock or denial, they are not 

ready to take in new
 know

ledge and develop new
 

skills. A
s m

uch as possible, w
e m

ust be sensitive to 
the readiness to learn on the part of the child and 
fam

ily.

W
hen planning an education session, take into  

consideration the follow
ing factors:  

• 
 the developm

ental stage and age of the child; and
• 

 the presence of any cognitive, physical or psycho-
logical barriers to learning.

A
djust your educational approach according to these 

factors. The chart below
 provides a list of recom

m
en-

dations for an effective education session. 
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“A
t each stage of developm

ent – from
 infancy, 

preschool and school age to adolescence and 
young adulthood – there are special 
considerations in stom

a care.“

R
ecom

m
endations for a successful education session

R
ecom

m
endations

R
ationale

M
ake sure you have enough tim

e.
It is im

portant to respect that people learn at different paces.

C
heck for readiness to learn and stage of grieving.

This w
ill guide you in at w

hat stage of readiness to learn they 
are. 

C
onsider the child’s developm

ental stage according to age.
This w

ill guide your teaching approach and ensure you use 
w

ords and descriptions the child can understand.

Encourage the child to participate in his or her care.
This w

ill prom
ote his autonom

y and m
ake him

 part of the care

U
se teaching aids.

This w
ill help you adjust the education to the child's  

developm
ental stage and level of understanding. 

Suggest m
eeting w

ith another child w
ith a stom

a or a  
parent.

W
hile w

e can teach stom
a care, a visitor can talk about w

hat it 
is like to live w

ith a stom
a.

Provide different educational m
aterial (e.g. w

ritten, video, 
w

ebsites).
M

ore than handing out m
aterial, explain stom

a care – in the 
patient/fam

ily’s language, taking cultural issues into  
consideration, too. M

ake sure that the patient/fam
ily  

understand. A
n interpreter m

ay assist you m
ake sure that  

they go to appropriate w
ebsites.

Teenagers: A
ddress the teaching to them

 first.
This w

ill prom
ote their feeling of responsibility in their care and 

autonom
y. The teens’ priority for learning m

ay be different than 
that of the parents.

W
hat an education session should include

The contents of the education session should vary 
based on w

hen you conduct the session. H
ere is an 

overview
 of the topics that should be covered pre- 

and post-surgery as w
ell as post-discharge.

Educational session contents

R
ecom

m
endations

R
ationale

Pre-surgery
•  A

natom
y and physiology of the digestive/urinary system

.

• Planned surgery inform
ation/clarification.

• Stom
a appearance.

• Exam
ples of stom

a products.

• G
eneral stom

a care.

• Financial resources.

Post-surgery
V

isualisation of the stom
a 

Stom
a care:

• O
pen the pouch.

• Em
pty the pouch.

• C
lose the pouch.

• H
ow

 to rem
ove the pouching system

.

• H
ow

 to m
easure the stom

a.

•  Reproduction of the m
easure on the skin barrier paper.

• C
utting of the opening of the skin barrier.

• H
ow

 to clean and dry the peristom
al skin.

•  H
ow

 and w
here to apply the stom

a paste if needed.

• H
ow

 to apply the pouching system
.

• Look of norm
al peristom

al skin.

• W
hen to change the pouching system

.

•  N
orm

al stool characteristics, odour, gas m
anagem

ent.

•  Rectal discharge m
anagem

ent in the case of a digestive diversion.

•  M
edication: C

an colour the stool/urine or cause odour. In the case of faecal stom
as, it 

should be in liquid form
, not slow

-release because the absorption m
ay be com

prom
ised 

w
hen a m

edication is absorbed further in the digestive system
.

•  Return to daily routine: C
lothing, bath/show

er, school, sports. Special attention should be 
given to culture sensitivity w

ith hygiene practices, i.e. w
hich hand is used in cleansing.

•  C
om

plications: Signs of diarrhoea/constipation and m
anagem

ent, signs of electrolyte  
im

balance and m
anagem

ent.

Stom
a and peristom

al skin com
plications

Stom
a products: pouching system

s and accessories.

N
utrition according to age: introduction of new

 food, prevention of blockage. 

Professional, financial, psychosocial resources (e.g. youth cam
p).

Stom
a products supply centre.

Surgeon and stom
a nurse contact details

Post-discharge
Follow

-up w
ith the patient and fam

ily to m
ake sure they are caring for the stom

a according 
to the recom

m
endations and adjusting to their new

 reality.
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Post-surgery education
The contents of the education session should vary 
based on w

hen you conduct the session. H
ere is an 

overview
 of the topics that should be covered  

pre- and post-surgery as w
ell as post-discharge.

W
here to begin

The very first step in stom
a education is getting both 

the parents and the child (if age-appropriate) to 
touch the stom

a. It’s im
portant that they understand 

that it’s not painful. 

W
hen instructing parents, start w

ith sim
ple tasks. For 

exam
ple, you can first dem

onstrate how
 to open and 

em
pty the pouch. You can dem

onstrate by using a 
doll, and then on the child, and then the parents can 
perform

 the task under your supervision. 

The sam
e procedure can be follow

ed w
hen dem

on-
strating a pouch change. Ideally, the parents and/or 
child (depending on the age) should m

aster the pro-
cedure before being discharged from

 the hospital. 

In addition to the basics of changing the pouch, the 
post-surgery education session should also address 
skin care. The child and parents m

ust be taught 
about the characteristics of healthy peristom

al skin, 
and know

 w
hat to do in case a problem

 arises. They 
need to be taught how

 to clean the peristom
al skin; 

how
 to dry it; and how

 to assess for any loss of  
integrity. They also need to understand w

hen they 
should call the stom

a nurse or the surgeon.

Tips regarding product selection
M

ake sure you have several brands of stom
a  

products available for the child and parents to 
choose from

, so they can decide w
hich brand is the 

m
ost appropriate. 

You should also provide inform
ation about stom

a  
accessories, although the philosophy is to use as few

 
products as possible in paediatric stom

a care in order 
to prevent any allergic reaction. The skin of m

ost  
children heals very quickly, so there are less peristom

al 
problem

s, assum
ing the stom

a skin barrier is cut and 
applied correctly. H

ow
ever, it is im

portant they are 
still aw

are of existing accessories.

C
oncluding the session

O
nce you have com

pleted the education session,  
rem

em
ber to provide the child/fam

ily w
ith w

ritten 
m

aterial on the topics you have covered in the  
session. This w

ay, they can go through the m
aterials 

at their ow
n pace w

hen they get hom
e. They are  

encouraged to ask questions if there is som
ething 

they do not understand, or w
hen they need m

ore  
inform

ation. 

A
t the end of each session, m

ake sure that the child 
and parents have understood w

hat they have been 
taught. O

ne w
ay to do this is to ask questions to  

verify w
hat they have learned during the session. A

sk 
questions like: 

• 
W

hat type of stom
a does your child have?

• 
W

hen should the pouch be em
ptied?

• 
 N

am
e tw

o signs indicating that the pouching  
system

 m
ust be changed.

“The post-period is a transition period 
w

here everyone has to adjust. Keep in 
touch w

ith the fam
ilies w

ho need to be 
supported and guided in order to avoid 
inappropriate reactions.“

It can also be useful to m
ake a checklist to m

ake sure 
that all the steps have been com

pleted. This list also 
helps ensure continuity of care from

 one caregiver to 
another. H

ere’s a sam
ple checklist:

Teaching item
s 

D
em

onstration by 
P

racticed by 
M

astered by  
C

om
m

ents
 

 
 

the stom
a nurse 

patient/fam
ily 

patient/fam
ily

O
pen the pouch 

A
pril 4, 2018 

A
pril 5, 2018 

A
pril 6, 2018 

Em
pty the pouch 

A
pril 4, 2018 

A
pril 7, 2018 

A
pril 8, 2018

 
 

 
 

 
 

Etc.  
 

 

B
efore starting another session, alw

ays ask if there 
are any questions or m

atters they need clarified.

P
re-discharge

M
ake sure children and parents have all the relevant 

inform
ation before they leave the hospital. This in-

cludes:

• 
 The pouching system

/accessories that have been 
selected w

ith a prescription/contact w
ith a supply 

com
pany.

• 
 Financial resources.

• 
 Psychosocial resources, e.g. a youth cam

p for  
children w

ith a stom
a.

• 
 Surgeon and stom

a nurse phone num
bers/em

ails.
• 

 W
ritten inform

ation about w
hen they need to call 

the stom
a nurse or the surgeon.

• 
 Follow

 up-appointm
ent date and tim

e.

Post-discharge
A

fter discharge, w
e recom

m
end keeping in touch 

w
ith the patient/fam

ily w
eekly. If the patient lives far 

aw
ay from

 the hospital, you can use online applica-

tions like Skype or FaceTim
e as an alternative to in-

person visits. U
se your clinical judgem

ent to deter-
m

ine how
 often you should have contact w

ith the 
fam

ily, either via phone calls or em
ails.

Keep in m
ind that, although the child and parents 

w
ere com

fortable w
ith the education provided in the 

hospital, this m
ight change w

hen they get hom
e. It is 

recom
m

ended that the stom
a nurse m

eet w
ith the 

child and parents at the follow
-up appointm

ent w
ith 

the surgeon to ensure good com
m

unication w
ith all 

involved.

D
ealing w

ith special challenges
You m

ight encounter situations w
here the child or 

parent has som
e type of challenge or im

pairm
ent 

that should be taken into consideration w
hen con-

ducting an education session. 

In the chart below
, w

e outline som
e recom

m
enda-

tions for dealing w
ith the m

ost com
m

on types of 
challenges. 
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If the fam
ily speaks another language, it m

ight be 
necessary to get an interpreter. The Internet can be 
a valuable resource as w

ell, but m
ake sure the  

inform
ation is pulled from

 a reliable w
ebsite.

Special tips for teaching children
Even at a young age, children can participate in their 
stom

a care. For exam
ple, they can help by collecting 

the stom
a supplies, draw

ing the pattern of the stom
a 

on the skin barrier paper (that w
e have already 

draw
n) and holding the pouch w

hile the skin barrier 
is applied on the skin. B

y allow
ing children to be a 

part of their ow
n stom

a care, you can help them
 to 

feel proud and useful. They m
ay begin to view

 it as a 
gam

e, rather than som
ething to be feared. You can 

also introduce role-playing, w
here the child can play 

the role of the stom
a nurse and apply a pouch on the 

belly of a teddy bear or doll. C
hildren like im

itating 
adults, so this approach can be quite effective. 

Young children typically know
 som

e parts of their 
body, but they have no idea about how

 they function 
internally. U

sing draw
ings can help children to  

identify internal parts of their body, e.g. the kidneys 
or bow

el. You can use a m
ascot w

ith a stom
a to 

show
 how

 to em
pty the pouch, or use a colouring 

book that tells children w
hat they need to bring to 

school. You can also read or tell a story about a child 
w

ith a stom
a. The key is to take advantage of the 

child’s im
agination and use that as a tool for  

com
m

unicating w
ith them

 about his/her stom
a. 

Som
e children do not express their feelings verbally. 

They feel m
ore com

fortable expressing them
selves 

through puppets, dolls, or draw
ings. This can provide 

im
portant inform

ation about w
hether further referrals 

are necessary i.e. child psychologist. In som
e coun-

tries, “child life specialists” are helpful for handling 
these situations. (For m

ore inform
ation, see Section B

, 
C

hapter 3, ‘Im
pact of a stom

a in children’).

Less form
al m

ethods of education
In addition to form

al education sessions, you can  
arrange for the child and parents to m

eet other  
children w

ith a stom
a and their parents. 

N
ew

 parents alw
ays think that they are the only ones 

in this situation. M
eeting other parents w

ho have 
gone through the sam

e experience can help dim
inish 

their anxiety and give them
 an opportunity to share 

their concerns. Listening to others’ stories m
ay help 

them
 realize that they are not alone. They can see 

that there are w
ays to overcom

e the situation. 

R
ecom

m
endations for dealing w

ith the m
ost com

m
on types of challenges 

C
hallenges

R
ecom

m
endations

V
isual im

pairm
ent

•  U
se m

aterial w
ith large print.

•  Record audio instructions.

•  U
se pre-cut skin barrier.

•  Recom
m

end pouches w
ith click-on signage assem

bly.

•  U
se tactile signage of the location of the stom

a, disc or plate.

Illiteracy, learning problem
s, hearing loss patients, patients 

w
ho speak a different language

• U
se im

ages and sym
bols for learning.

•  U
se real objects and photographs to convey m

essages.

• Record videos on a phone.

•  Involve speech therapists or sign language interpreters to 
convey the inform

ation.

•  U
se translators in the appropriate language, or contact sto-

m
a associations in other countries.

H
ow

ever, be careful w
hen selecting other children or 

parents. It is im
portant that the ones you select have 

a positive attitude and dem
onstrate it is possible to 

adjust to having a child w
ith a stom

a.

A
 special w

ord about teenagers
W

hen educating a teenager, w
e recom

m
end instructing 

the teenager first, w
ithout the parents being present. 

There are several reasons for this approach. 

Som
e teenagers are reluctant to talk about a part of 

their body that they don’t norm
ally discuss w

ith or show
 

their parents. Som
e teenagers m

ay act differently  
w

hen their parents are present and m
ay not express 

their true feelings. This approach also speaks to the 
teenager’s independence and can m

ake it easier for 
them

 to accept the stom
a as being a part of them

. 

A
fter the session, encourage the teenager to share 

w
ith his/her parents w

hat they have learned.  
The sam

e applies w
hen visiting the stom

a nurse or 
the surgeon/doctor. The teenager m

ay prefer to be 
by him

self and parents should respect this feeling.

Teenagers also like m
eeting people their ow

n age 
w

ith a stom
a. They m

ay w
ant to look at others’  

stom
as; talk about clothes they w

ear; w
hat activities 

they do; and w
hich sports they play. A

lthough w
e 

provide teenagers w
ith this inform

ation as a part of 
educational sessions, it has m

ore credibility w
hen it 

com
es from

 a peer in the sam
e situation. 

A
dditional resources

H
ere is a list of additional resources that can be use-

ful in your education sessions.

A
dditional resources for education sessions

A
dditional resources/tips

P
urpose

Step-by-step instructions w
ith pictures/actual pouch at 

bedside.
Provides another m

ethod of learning

“Pouch M
e H

om
e” program

 (if available in country).
O

utlines the necessary steps for the staff w
orking w

ith the  
fam

ily to accom
plish before going hom

e.

Pam
phlets, m

agazines, colouring books and other m
aterials 

available.
A

s a reference w
hen needed.

O
nline resources.

Interactive program
s for patient/fam

ily YouTube videos.

E-learning through com
puter/sm

artphone  
(H

IPPA
 secured).

C
aution: Ensure that the inform

ation is appropriate.

Patient/parents can videotape nurses changing a stom
a 

product on their sm
artphones for later reference. 

Facilitates the understanding and reproduction of the technique.

Inspirational letter to explain to friends w
hat is a stom

a.
H

ow
 to explain to others about living w

ith a stom
a.

https://w
w

w
.stom

avereniging.nl/com
m

unity/inform
atie/w

erk-
stuk-spreekbeurt-stom

a/  W
ith a note saying that translation 

w
ill be available
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C
haracteristics of  

developm
ental stage

Parents’ reaction
N

ursing approach

• Prem
ature separation.

•  Prim
ary bonding  

threatened.

• A
 sense of unfairness.

• D
oubt.

•  A
nguish and guilt feelings.

•  Fear that other pathologies 
m

ight be discovered.

•   C
larify and reassure the parents.

•  A
nsw

er their questions.

•  Encourage the expression of em
otions.

•  Suggest a m
eeting w

ith other parents.

•  D
em

onstrate stom
a care.

•  Involve the parents in the stom
a care.

C
hapter 3:

The im
pact of stom

a surgery 
on the child and fam

ily

Stom
a surgery has a trem

endous im
pact on both the 

child w
ith the stom

a and the child’s fam
ily. The entire 

fam
ily w

ill experience a change in their everyday life, 
and the im

pact of this change cannot be underesti-

m
ated. In this chapter, w

e outline general factors to 
keep in m

ind regarding the im
pact of a stom

a, as w
ell 

as factors unique to the different age groups w
ithin 

paediatric care.

Sum
m

ary of developm
ental stages and im

pact

N
eonates

W
orking w

ith the parents
G

iving birth to a baby w
ith a congenital defect, or a 

disease that requires form
ation of a faecal or urinary 

stom
a, can be a difficult experience for new

 parents. 
They m

ay find them
selves w

ith a baby w
ho has been 

transferred to a special unit or a hospital outside of 
their com

m
unity. The m

other and her baby are  
separated, and their initial bonding is threatened. 
Parents m

ay not understand w
hy this has happened. 

A
nd although they have been inform

ed about the  
situation, they m

ay have problem
s adjusting. Parents 

m
ay feel a variety of em

otions, including guilt, blam
e, 

shock and self-doubt. They m
ay even question their 

ability to be good parents given the baby’s m
edical 

condition.

A
ccording to the Kübler-Ross m

odel 3, there are five 
stages of grief: denial, anger, bargaining, depression 
and acceptance. This m

odel is relevant because the 
parents are actually m

ourning the loss of the ‘perfect 
new

born’ they w
ere expecting. Parents w

ill go 
through these phases, so it is im

portant to be aw
are 

of this in your approach and identify w
hich stage of 

grief they are experiencing. They need to be reas-
sured that they are not alone; that a professional  
stom

a nurse w
ill support them

 throughout the  
m

edical continuum
 – from

 the tim
e the baby has a 

stom
a until after stom

a closure.

The nursing approach
M

ake sure the parents have a good understanding of 
the explanations given by the surgeon. It is im

portant 
to answ

er any questions they m
ay have, clarifying 

any m
isconceptions regarding the baby’s condition 

and short- and long-term
 outcom

es. The parents 
should have tim

e to express their feelings in a  
supportive environm

ent. Em
phasis at this stage 

should be on the baby’s positive progress. This w
ill 

help the parents to avoid negative thoughts, w
hich 

m
ay only add to their anxiety.

O
nce the neonate’s condition is stable, the parents 

should be involved in the baby’s daily routine, such as 
diaper changing, skin care, supportive holding and 
skin-to-skin contact. This w

ill help re-establish the  
initial bonding. Som

e m
others m

ay w
ant to breast-

feed their baby. In such cases, the stom
a nurse plays 

a vital role in reassuring these m
others, inform

ing 
them

 that the stom
a doesn’t interfere w

ith breast-
feeding. O

nce they are com
fortable w

ith the every-
day routine, they can begin to learn how

 to care for 
the stom

a and change the pouch. They need to be 
constantly rem

inded that touching the stom
a is not 

painful for the baby. They also need to know
 that the 

baby m
ay cry, not because of any discom

fort from
 

actual stom
a care, but because of feeling restricted 

w
hen  being held in connection w

ith a pouch change. 
The stom

a nurse should assist the parents to assess 
their ability, acknow

ledge any possible apprehension 
and support good technique. Involving both parents 
is recom

m
ended so that the stom

a care does not rely 
on one parent. Parents can be introduced to other 
parents in the sam

e situation.
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If a stom
a is created w

ithin the first tw
o years of life, 

the child’s reactions m
ust be taken into consideration 

to help them
 and their parents go through the situa-

tion as easily as possible. Parents m
ay be sad and 

anxious w
hen their child has to go through surgery. 

They m
ay w

orry about the child’s reaction, anticipat-
ing possible distress from

 the experience. Som
e tod-

dlers m
ay be angry tow

ards their parents because it 
w

as the parents w
ho agreed to the surgery.

W
orking w

ith the parents
Ideally, one of the parents should stay w

ith the child 
w

hile in hospital, as this w
ill help reduce the child’s 

anxiety and prom
ote a m

ore positive experience. The 
parents’ positive feelings can encourage the child’s 
adjustm

ent to the stom
a. Parents also need to be 

aw
are of their child’s ability to cope w

ith stressful  
situations. 

The nursing approach
U

sually, children of this age are apprehensive of new
 

faces. They do not trust other people. For this  
reason, it is im

portant to establish a good relationship 
w

ith the parents, so that the child can observe this 
before you perform

 any physical care. U
se play and 

physical contact to form
 a relationship w

ith the child 
that involves m

ore than invasive procedures.

It’s im
portant for you to adjust to the child’s w

orld 
and explain stom

a care in w
ords children can under-

stand. Rem
em

ber that very young children live in the 
m

om
ent; so all explanations should be given  

im
m

ediately before the procedure (e.g. change of 
stom

a product) and not several hours before.  
C

hildren of this age are very influenced by their  
environm

ent and the facial expressions of their fam
ily 

m
em

bers and caregivers. It is im
portant that the  

parent or caregiver has positive facial expressions 
and uses positive language throughout the care.

W
e highly recom

m
end preparing everything you 

need before changing the pouch, and not prolonging 
the procedure. D

istraction is a good w
ay to change 

the focus, and parents can help here to create a 
calm

ing atm
osphere. Som

e negotiation m
ay take 

place, but it m
ust be a w

in-w
in experience. It is  

com
forting for children to know

 that they m
ay have 

their say, but you m
ust use your clinical judgem

ent 
and know

 w
here to put lim

its. C
hildren need to know

 
that certain rules apply and that they cannot control 
the entire procedure.

It is natural for children to explore their stom
a and 

pouch, as they do w
ith any other part of their body. 

The pouch m
ay represent an interesting discovery 

because of its texture and sound. W
e advise parents 

to dress the child w
ith a one-piece garm

ent or a 
jum

psuit at this age, in order to reduce physical  
access to the stom

a.

Pre-school age is characterised by the child’s need for 
independence and autonom

y. It is the age for genitalia 
discovery, and it is also w

ithin this period that children 
are potty trained. Pre-schoolers exam

ine their body 
w

ith great interest, begin to explore their genitalia; 
and are convinced that the part of their body that  
receives the m

ost attention is the m
ost im

portant 
one. C

hildren m
ay have confused em

otions and 
som

etim
es see the stom

a as a punishm
ent. Som

e 
m

ay experience feelings of sham
e, and boys m

ay 
have castration fantasies related to surgery.

W
orking w

ith the parents
The parents’ feelings of guilt m

ay lead to leniency in 
caring for the child. O

ther parents m
ay react by  

becom
ing overly protective. In spite of the tendency 

to overprotect, parents m
ust be encouraged to raise 

their child in a norm
al fashion. Rather than em

phasising 
how

 their child is different, parents need to provide  
their child w

ith a m
eans of coping w

ith the stom
a. It 

is im
portant to give the parents the opportunity to 

express their ow
n feelings in order to help them

 face 
reality in a positive w

ay.

The nursing approach
For children betw

een tw
o and four years of age, the 

digestive and urinary system
s represent a confusing 

ensem
ble. C

hildren can nam
e parts of their bodies, 

yet have little idea about their internal organs. Thus, 
sim

ple and clear explanations contribute to dem
ysti-

fying any m
isconceptions children m

ay have. It is  
im

portant to pay attention to their fantasy w
orld. 

Som
etim

es, children w
on’t express feelings directly, 

but puppets and dolls m
ay help them

 to express their 
concerns and em

otions.

O
nce the child is hom

e, m
aintain contact w

ith the  
fam

ily, so you can continue to offer support and advice.

Sum
m

ary of developm
ental stage and im

pact

Pre-school children (2 to 5 years of age)
Sum

m
ary of developm

ental stage and im
pact

The first tw
o years of life

C
haracteristics of  

developm
ental stage

Parents’ reaction
N

ursing approach

• Fear of new
 faces.

• M
ostly trust the parents.

•  Influenced by the m
essages  

received from
 their environm

ent.

•  Parents are anxious about their 
child’s reactions.

•  Encourage the parents to stay at the 
hospital w

ith their child.

•  V
isit the child on a regular basis.

•  Establish a relationship based on  
confidence. 

•  G
ive sim

ple and clear inform
ation.

•  Transm
it a positive m

essage about the 
stom

a.

C
haracteristics of  

developm
ental stage

C
hild’s reaction

N
ursing approach

•  N
eed for independence and au-

tonom
y.

• G
enitalia discovery. 

• Potty training.

•  M
ay interpret the stom

a as a 
punishm

ent.

• Feelings of sham
e.

• C
astration fantasies.

•  Inform
 children according to age. 

•  Encourage children’s participation in 
caring for their stom

a.

• U
se of puppets and dolls.

Parents’ reaction
N

ursing approach

•  A
fraid their child w

ill m
iss classes. 

•  Fear that the stom
a  

product m
ay leak at school.

•  Encourage the parents to avoid over-
protecting their child.
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This is the period w
hen children acquire autonom

y. 
They can now

 care for their ow
n personal needs.  

H
aving a stom

a created at this age m
ay signify losing 

the control they have struggled so hard to gain. B
efore 

surgery the child w
as independent in his personal care. 

A
fter surgery all of this changes. Suddenly, there is a 

stom
a that attracts a great deal of outside attention. 

This can cause feelings of confusion and uncertainty. 
Som

e children even experience feelings of sham
e.  

School-age is also a period w
here children begin to 

acquire com
petencies and abilities. In addition to  

being students, they have activities and a social role. 
It is an age w

here intim
acy becom

es im
portant.  

C
hildren begin to feel shy and do not like show

ing 
their genital parts.

W
orking w

ith the parents
Parents are often m

ore em
otionally affected than the 

child. They m
ay be anxious if the child m

isses school 
and w

orry about how
 the child w

ill cope if the pouch 
leaks w

hen they are aw
ay from

 hom
e. They m

ay feel 
guilty that they cannot protect the child from

 bullying. 
They often have great difficulty im

agining that their 
child w

ill be independent and successful in caring for 
the stom

a. 

Parents m
ust be encouraged to prom

ote their child’s 
autonom

y. H
elp them

 to see that involving the child 
in the care (e.g. helping to gather supplies; rem

oving 
tape and skin barrier; tracing stom

a size on the skin 
barrier backing) can give back som

e control in the 
child’s routine. A

ll the fam
ily m

em
bers m

ust find a 
reasonable balance in this regard. D

epending on the 
child’s level of autonom

y, the goal should be for the 

child to becom
e increasingly involved in caring for 

the stom
a. U

se your clinical judgm
ent to assess the 

child’s com
petence and ability, and m

otivate the child 
to achieve autonom

y.

The nursing approach 
O

nce again, your role is to dem
ystify and de-dram

atize 
the situation. A

s m
entioned previously, explain in 

clear, sim
ple term

s w
hy the child has a stom

a.  
C

hildren of this age also live in a fantasy w
orld, and it 

is im
portant to give them

 clear explanations that 
they can understand. This w

ill help to dem
ystify false 

beliefs. Puppets and dolls m
ay help children express 

how
 they feel. Som

e children w
ill nam

e their stom
a, 

as it is a good w
ay of adjusting and m

aking the  
stom

a a part of them
selves.

Listen to them
, their fears, and their apprehensions, 

so you can prom
ptly diffuse any m

isconceptions they 
m

ay have. This w
ill also help you quickly detect any 

concerns they m
ay have about school, such as the 

fear of leakage. C
hildren are usually m

ore resilient 
than adults, as they live in the present tim

e. Thus, w
e 

recom
m

end not inform
ing children hours in advance 

w
hen they need a pouch change. It’s best to w

ait to 
just before the procedure. A

s m
entioned previously, it 

is im
portant to perform

 the procedure efficiently but 
sm

oothly, taking tim
e for sm

all breaks as necessary.

C
aring for the stom

a at school
A

s w
ith all ages, school-age children should have  

access to at least tw
o staff resources w

hen going to 
school. They should also have extra clothes and  
stom

a supplies available, either in their backpack or 
locker, in the event of an accidental leakage.

School-age children (6 to 12 years of age) 
A

dolescence
Sum

m
ary of developm

ental stage and im
pact

Sum
m

ary of developm
ental stage and im

pact

C
haracteristics of  

developm
ental stage

C
hild’s reaction

N
ursing approach

•  C
om

petency developm
ental stage.

• Intim
acy is im

portant.

•  Social role: being a  
student.

•  C
hildren are concerned about 

their com
petencies.

• They are destabilised.

• D
em

ystify the situation. 

• Reassure.

•  Encourage the parents to respect their 
child’s autonom

y.

•  Respect the child’s intim
acy.

C
haracteristics of  

developm
ental stage

Teenager’s reaction
N

ursing approach

•  Q
uest for autonom

y and inde-
pendence.

•  H
ighly concerned w

ith their  
appearance, and reserved.

•  M
ay be angry w

ith the stom
a, in 

denial.

•  Those w
ho have been very sick 

m
ay see the stom

a as a rebirth.

•  Fear that the bag can be seen; 
that it sm

ells or m
akes noise.

•  Try understanding the teenagers w
ithout 

judging.

•  C
onfront them

 w
ith their occasionally  

aggressive attitude.

•  Respect the teenager’s intim
acy.

•  B
e open to discussing sexuality  

issues.

•  Recognise the im
portance for teenagers 

to use social m
edia as a w

ay of seeking 
know

ledge and reducing isolation.
•  Keep in m

ind that every teenager reacts 
differently. Som

e m
ay choose to disguise 

their bag; others m
ay show

 it off.
•  Refer to teenager support groups/youth 

cam
p.

•  Refer to a psychologist, if needed.

•  Recom
m

end com
pany or association 

booklets/m
agazines for teenagers.

Parents’ reaction
N

ursing approach

•  Parents already have a child in 
adolescence crisis.

•  They are preoccupied w
ith their 

child’s future.

•  Split betw
een overprotection, 

anxiety, culpability feelings.

•  Encourage the parents to avoid over-
protection.
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H
aving a stom

a during adolescence can be devastating 
to an adolescent’s self-esteem

, especially in a society 
that focuses on body hygiene, appearance and  
success. In addition to their developm

ental crisis,  
adolescents m

ust go through a situational crisis, w
hich 

has a physical, psychological and social im
pact.

The physical im
pact

The m
ost com

m
on reason that adolescents have 

stom
as is inflam

m
atory bow

el diseases (IB
D

). These 
teenage patients m

ust be inform
ed after the surgery 

that they m
ay experience accelerated grow

th and 
sexual m

aturation. In the sam
e w

ay, sexually m
ature 

adolescents m
ay experience a regression during an 

acute period of their illness. G
irls m

ay lose their 
breast developm

ent and experience am
enorrhea. 

B
oys’ m

uscle strength m
ay dim

inish. 

B
ody im

age and sexuality
A

dolescents w
ith a stom

a put a great deal of em
phasis 

on the acceptance or rejection of their body. They 
m

ay have difficulty dealing w
ith their new

 m
ode of 

elim
ination and new

 body im
age. 

They are often clum
sy w

ith their stom
a care, carry-

ing it out w
ith feelings of disgust. Subjects like fertility, 

sexual potency, m
enstruation, and pregnancy pose 

uncom
fortable questions for adolescents w

ith  
stom

as. A
dolescents w

ith stom
as m

ay feel that their 
capacity to attract a sexual partner is reduced. They 
m

ay feel that, if they have problem
s liking them

-
selves in their current condition, how

 can they ever 
hope to be loved by som

eone else? They m
ay fear 

that their sexual perform
ance has been altered. 

Som
e teenagers avoid the subject, refusing to con-

sider them
selves as sexual beings. Som

e of them
 w

ill 
have sexual relations w

here the only goal is to test 
their ability to seduce.

The psychological im
pact

H
ospital environm

ent?
H

ospitalised adolescents are m
ore vulnerable. They 

are aw
ay from

 their hom
e, fam

ily, friends and m
aybe 

their favourite pet. They don’t w
ear their usual clothes.

B
eing hospitalised also m

eans they have to stop their 
activities and m

iss school. A
ll of this represents a  

challenge to their identity. 

W
hile at the hospital, adolescents m

ay feel m
ore  

dependent. They m
ay feel that they have lost control 

and decisions are being m
ade for them

, w
hich leads to 

feelings of increased vulnerability. D
uring the hospitali-

zation, adolescents m
ust undergo physical exam

ina-
tions and m

anipulations that m
ay em

barrass them
. 

They m
ay be exam

ined by m
em

bers of the opposite 
sex and in the presence of others in the room

. 

H
ow

 they cope
Reactions to this perceived loss of control vary from

 
adolescent to adolescent. Som

e m
ay go through the 

entire hospitalisation period w
ithout reacting, trying 

to keep control of their em
otions. Som

e w
on’t ex-

press their real em
otions to the hospital staff, but w

ill 
share w

ith their parents. They m
ay have em

otional 
outbursts and rebel. O

thers w
ill react in a com

pletely 
opposite m

anner, becom
ing totally subm

issive and 
self-centric. They m

ay feel sad, desperate, and fall 
into denial. 

To face the loss of control of their elim
inatory function, 

adolescents m
ay develop several defence m

echa-
nism

s. Som
e m

ay react by refusing to recognize their 
lim

its. They m
ay try to surpass them

selves and do 
m

ore than they should, such as having their pouch 
stay in place longer than prescribed, acting as if they 
don’t have one. W

hen they react in this w
ay, they are 

trying to affirm
 their independence and defy author-

ity, w
hich is all part of the adolescence experience.

Factors im
pacting their response

A
dolescents tend to adjust better if the stom

a is  
tem

porary and they know
 it is only for a lim

ited,  
defined tim

e period. A
djustm

ent is not so sim
ple w

hen 
the stom

a is perm
anent, since its im

pact on their life 
w

ill be long-term
. You m

ay also encounter adolescents 
w

ho have tem
porary stom

as, but for a prolonged  
period of tim

e due to com
plications. It’s im

portant that 
you are aw

are of all of these circum
stances so you can 

help the adolescent adjust to their specific situation.

The circum
stances surrounding the surgery w

ill also 
have an im

pact on the adolescent’s adjustm
ent. A

n 
em

ergent surgery could m
ean that the stom

a is a 
sudden change. H

ow
ever, a planned surgery (i.e. due 

to a chronic illness) m
ay represent a delivery, a re-

birth, and the hope for a better quality of life.

The social im
pact

W
ithin the fam

ily
A

dolescents m
ay feel they are different from

 other  
fam

ily m
em

bers and w
orry about being rejected. B

e-
cause of them

, their parents often have to m
iss w

ork; 
fam

ily activities are com
prom

ised; and siblings receive 
less attention from

 their parents. They m
ay feel they are 

a burden for their fam
ily, and that they have no value.

Rebellious em
otions can arise, such as, “W

hy is this 
happening to m

e?”. Those em
otions m

ay lead to the 
parents or siblings feeling guilty. Som

e parents w
ill re-

act by overprotecting their child. Parents m
ay find it 

difficult to recognise and accept their child’s new
 com

-
petencies, especially after an illness or a surgery for a 
stom

a and m
ay react by overprotecting him

. O
ften 

parents of teens w
ith C

rohn’s disease and ulcerative 
colitis have spent so m

uch tim
e w

ith a sick child that, 
once they have a stom

a, the parents have difficulty 
letting the teen becom

e independent.

O
ther parents w

ill excessively prom
ote the adolescent’s 

autonom
y. This reaction m

ay also have an adverse 

effect on the adolescent w
ith the stom

a. If adolescents 
are left totally alone, w

ithout supervision or interest, 
they m

ay feel abandoned and be scared that they have 
to deal w

ith all these new
 responsibilities alone. 

A
t school

A
dolescents w

ith a stom
a m

ay be preoccupied about 
how

 their peers w
ill react. They fear rejection. H

ow
-

ever, sharing their condition w
ith peers is a delicate is-

sue. Som
e have decided to tell their friends about the 

stom
a, only to regret this later w

hen the friends have 
betrayed them

. H
iding the condition m

ay also be harm
ful.

M
any of these adolescents have m

issed a lot of school 
because of illness and surgery, and as a result have 
to repeat school years. This m

eans they are left be-
hind their peers. This feeling of being left behind can 
lead to feelings of depression.

The nursing approach
You play an im

portant role in helping teenagers un-
dergoing stom

a surgery. Provide step-by-step inform
a-

tion about the planned surgery; the m
edical tests; the 

stom
a; stom

a products and resources; and share w
hat 

the process of adjustm
ent to a stom

a is like. It is im
-

portant to provide consistent inform
ation as they m

ay 
test you to both ascertain your level of expertise and 
to reassure them

selves. 

Teenagers’ intellect m
ay help them

 adjust to their indi-
vidualised pathology. They can understand the norm

al 
physiology of the hum

an body, as w
ell as the conse-

quences of their ow
n pathology. U

sing visual aids, as 
w

ell as abstract and theoretical explanations m
ay help 

them
 to understand their condition m

ore fully. Know
- 

ledge is a valuable tool to help w
ith adjustm

ent; one 
that w

ill help reduce adolescents’ anxiety regarding 
their illness.

H
ow

ever, a w
ord of caution is necessary. Som

e  
adolescents m

ay intellectualise their illness and be-
com

e preoccupied w
ith learning m

ore about their 

“A
dolescence is generally a tim

e of turm
oil. 

M
any consider it a w

ar zone – a tim
e and place 

in life m
arked by open rebellion and negativism

. 
In fact, the teenagers in question m

ay be 
dem

onstrating nothing m
ore than reasonable 

physical and psychological grow
ing pains. 4.“
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3. 
See the G

lossary for m
ore inform

ation about this m
odel.

4. 
Katherine Jeter, 1982

disease process. Yet, their ability to understand their 
pathology m

ay be superior to their ability to adjust to 
it em

otionally. This can m
ake a difference in their  

adaptation process. 

A
nother factor to keep in m

ind is that adolescents, 
w

hile assim
ilating the inform

ation w
e give them

, can 
som

etim
es m

isinterpret it. It is im
portant to validate 

w
hat they really understand.

A
dolescents m

ay also elaborate on their ow
n theories 

m
ade of facts, im

agination and em
otions. This m

ixture 
m

ay reflect their life experience.

A
t tim

es, you m
ay becom

e an adolescent’s special 
confidant. H

e or she m
ay express feelings to you that 

they w
ould not have expressed to their parents or 

friends. A
dolescents w

ith a stom
a need to have som

e-
one they can rely on, som

eone w
ho w

ill not judge 
them

, and som
eone w

ho w
ill give them

 the tim
e they 

need to process w
hat is going on. W

hile providing 
em

otional support is a critical part of our role, w
e 

m
ust also be able to recognize our lim

its and refer to a 
psychologist w

hen the adolescent show
s signs of anxi-

ety or depression.

A
dditional recom

m
endations

H
ere are som

e additional recom
m

endations w
hen deal-

ing w
ith adolescents w

ith a stom
a:

1. 
Try to understand, w

ithout being judgem
ental

A
lthough their physical and sexual m

aturity m
ay 

change due to their illness, it is im
portant to com

m
uni-

cate w
ith teenagers according to their age level. B

e-
fore m

eeting w
ith an adolescent, fam

iliarise yourself 
w

ith the child’s age and m
aturity. B

e aw
are that  

adolescents can react w
ith a w

ide range of em
otions. 

Let the adolescent know
 that you understand their 

feelings. N
egative feelings m

ay increase at hom
e; for 

this reason, it is im
portant that you continue to com

-
m

unicate w
ith the adolescent after discharge, either 

by phone, em
ail, or face-to-face contact.

2. 
R

espect their intim
acy  

and address sexuality issues
It is im

portant to discuss the subjects of contraception 
and protection w

ith them
. O

nce again, a relationship 
based on trust and respect for the adolescent’s intim

acy 
w

ill enable you to discuss this delicate subject w
ith 

them
 openly, and help them

 m
aintain a positive body 

im
age.

A
dolescents are uncom

fortable w
ith people entering 

their physical space. A
lthough supervision is necessary 

w
hen they’re learning how

 to care for their stom
a, you 

should supervise at an acceptable distance. To m
ake  

allow
ance for any shyness they m

ay have about their 
body parts, encourage adolescents to take charge of 
the stom

a care. Let them
 know

 that if they need help, 
they should be responsible for asking for it.

3. 
H

elp them
 interpret and deal  

w
ith others’ reactions

A
dolescents m

ight not alw
ays understand w

hy their 
parents react the w

ay they do to their illness or stom
a. 

It is im
portant for you to explain to them

 w
hy their  

parents m
ight becom

e over-protective or stand-offish. 

A
s m

entioned earlier, som
e adolescents w

ill feel the 
need to talk about their condition w

ith their peers.  
Encourage them

 to find w
ords that w

ill dem
ystify the 

situation in a sim
ple and natural w

ay, w
ithout going 

into details that w
ill lead to em

barrassm
ent or disgust.  

A
dolescent patients should be aw

are that physical 
changes m

ight generate discom
fort am

ongst others, 
especially in the younger adolescent. H

ow
ever, at the 

m
iddle of adolescence, peers usually becom

e m
ore  

accom
m

odating. They m
ay even sym

pathise and  
adm

ire the adolescent, especially if he or she dem
on-

strates a positive attitude. Suggest that the adolescent 
carefully select a trusted friend and ask for feedback.

4. 
R

ecognise their need for support
A

dolescents w
ith a stom

a m
ay feel isolated, as if they 

are the only ones going through this. They probably 
don’t know

 anyone else in the sam
e situation. This is 

w
hy it is so im

portant to introduce them
 to other  

adolescents w
ith a stom

a. This gives them
 a netw

ork 
w

ith w
hom

 they can share their concerns and ex-
change ideas/get advice regarding clothes, sporting 
activities, social life, etc. There is no doubt that the 
visitor w

ith a stom
a has m

ore credibility than anyone 
else. It is essential for the adolescent w

ith a stom
a to 

m
eet others w

ho have succeeded. This gives him
/her 

hope, and hope is crucial to adjusting optim
ally.

In som
e countries, cam

ps for young people w
ith a  

stom
a provide the opportunity to m

eet other adoles-
cents experiencing the sam

e situation – in a fun, non-
judgem

ental environm
ent. This gives them

 a chance 
to share their concerns and feelings, and hear solutions. 
These cam

ps help dispel the feelings of isolation they 
m

ay be experiencing, by giving them
 the opportunity 

to develop new
 relationships. This represents a  

positive direction.

5. 
Keep an eye out for signs  

of depression or anxiety
B

e on the lookout for any signs of anxiety or  
depression, and be ready to ask for a psychological 
consultation, if necessary.

6. 
H

elp them
 plan for life w

ith a stom
a

Like everyone else, adolescents w
ant to be able to  

contribute to society. Encourage them
 to set realistic 

goals, w
hich take into consideration their capabilities 

as w
ell as their lim

itations. H
elp them

 avoid such 
traps as:
• 

 total denial of their lim
itations, w

hich can lead to 
self-deception; or

• 
 exaggeration of their illness, w

hich lead to feelings 
of w

orthlessness and desperation.

C
areer guidance can also enable the adolescent to 

have realistic expectations concerning his/her future.

C
aring for teenagers w

ith a stom
a is a challenge. It 

requires patience, availability and respect of their 
pace and capacity to adapt. It also calls for accept-
ances of w

ho they are, w
ithout judgem

ent and in 
spite of their attitude or behaviour. M

ost of all, w
e 

m
ust help them

 adapt to their new
 condition, recom

-
m

ending a pouching system
 that is reliable, com

fort-
able, discreet and, m

ore than anything, secure.
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C
hapter 4:

D
aily activities 

w
ith a stom

a

W
ith adult stom

a care, research often show
s that a 

patient’s ability to resum
e daily activities has a  

positive effect on their quality of life and ability to  
live a productive life post-stom

a surgery. 

W
hen w

orking w
ith paediatric stom

a patients, our  
experience also indicates that being able to resum

e 
daily activities has a positive im

pact on the entire 
fam

ily. It is usually possible for children w
ith a stom

a 
to return to usual daily activities. H

ow
ever, som

e  

precautions m
ust be taken. For exam

ple, w
e recom

-
m

end em
ptying the pouch before putting babies in 

prone position, w
hen hugging them

, or w
hen using 

child transport devices.

The follow
ing chart outlines som

e basic daily activities 
for children w

ith a stom
a, and the recom

m
endations 

regarding stom
a care w

hen participating in these  
activities.

A
ctivity

R
ecom

m
endations

B
ath/show

er

Sw
im

m
ing pool

C
lothing

School

Sports

Sleep-overs

M
ay bath/show

er w
ith or w

ithout a pouch?

• 
 Inform

 the parents and patients that there is N
O

 risk that w
ater w

ill enter inside the stom
a.  

D
ry the skin barrier and pouch im

m
ediately after the bath/show

er.

• 
 D

o not use oily soap, foam
 bathing, oil in bath. This interferes w

ith the stom
a product adhesion.

• 
 If soap is used, m

ake sure to rinse the skin thoroughly and gently tap dry

• 
 A

 m
oisture barrier is available in som

e countries to keep w
ounds, dressings, and IV

 sites dry.

A
lw

ays w
ear a pouch

• 
The stom

a pouch m
ust be em

ptied before entering the pool.

• 
 Liquid skin barrier can be applied on top of paper-type skin barrier adhesive to w

aterproof it.  

Elastic barrier strips can secure the skin barrier.

• 
 W

ear a belt or tight briefs/underw
ear under boxer sw

im
suits. D

ry the skin  

barrier and pouch im
m

ediately after.

• 
Suggest printed bathing suits instead of plain. 

• 
Sm

aller pouch/m
ini-pouch or stom

a cap, if available. 

• 
Rem

em
ber to protect the filter. 

• 
Suspenders for boys to hold the pants. 

• 
O

ne-piece, jum
psuit.

• 
Teenagers should avoid w

earing jeans or pants that are too tight.

• 
D

o a trial run w
ith a half-day at the beginning.

• 
 Parents or teenagers should m

eet w
ith the school nurse if available or another school  

resource depending on to the age of the child.

• 
 The tim

e of return also depends on the m
ethod of transportation: w

alking,  

being driven in a car or bus (som
e children could have hour-long bus rides).

• 
Keep school authorities and classm

ates inform
ed.

• 
B

e cautious w
ith contact sports – protect the stom

a.

• 
U

se stom
a shields/guards (bought or m

ade by an occupational therapist) 

• 
U

se stom
a belts during sporting activities.

• 
W

ide hair bands provide good support. 

• 
U

se of elastic barrier strips.

• 
B

ring extra stom
a products. 

• 
B

ring extra clothes.

Sum
m

ary of developm
ental stage and im

pact
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A
bdom

inal w
all defects

See ‘O
m

phalocele’ or ‘G
astroschisis’.

A
norectal m

alform
ation

A
nus is absent or has an abnorm

al 
position. A

norectal m
alform

ation is 
a spectrum

, ranging from
 very m

ild 
form

s, such as perineal fistula, to 
m

ore serious ones, such as a  
cloaca in girls. W

ith m
ore severity, 

a higher incidence of alterations 
or agenesis of sacral vertebrae, of 
associated genitourinary m

alfor-
m

ations, of flat perineum
 w

ith little 
or no m

uscular developm
ent. 1  

Im
perforate anus is a type of  

anorectal m
alform

ation.

A
ntegrade continence enem

a
A

ntegrade colonic enem
a surgery 

(A
C

E) and M
alone antegrade  

colonic enem
a (M

A
CE) are surgical 

procedures that are intended for 
alleviating severe sym

ptom
s of 

constipation and faecal inconti-
nence caused by ano-rectal m

al-
form

ations or conditions that have 
im

paired intestinal m
otility as  

observed in H
irschsprung’s disease 

and spina bifida. The surgical pro-
cedure connects the end of  
appendix to the stom

ach surface 
creating a stom

a through w
hich a 

catheter can be inserted allow
ing 

flushing the bow
el thus it can be 

em
ptied. (ref: https://w

w
w

.ouh.
nhs.uk/patient-guide/leaflets/
files/11729Penem

a.pdf)

A
nti-reflux valve

A
 valve incorporated in urostom

y 
appliances. This valve stops the 
urine from

 going back into the 
kidneys once it has drained in the 
pouch. 2

B
ladder exstrophy

B
ladder exstrophy is a rare birth 

defect in w
hich the bladder  

develops outside the fetus. The 
condition is m

ore com
m

on in 
m

ales than in fem
ales. The  

exposed bladder and urethra  
result in the bladder being unable 
to store urine. 3 

C
loacal exstrophy 

C
loacal exstrophy is the m

ost  
serious form

 of bladder-exstro-
phy-epispadias com

plex (B
EEC

), in 
w

hich the rectum
, bladder and 

genitals did not fully separate as 
the fetus developed. These organs 
m

ay not be correctly form
ed. The 

pelvic bones are m
ore severely  

affected as w
ell. The backbone 

and spinal cord m
ay be affected, 

as w
ell as the kidneys. 3

C
olostom

y
Surgically created opening into 
any section of the colon. 4

C
onstipation

C
onstipation occurs w

hen intesti-
nal passage of stool is inhibited 
(not by obstructive substances; 
see intestinal obstruction instead) 
by various factors that interfere 
w

ith intestinal m
otility. These fac-

tors can include diet, (lack of) liq-
uid uptake and liquid absorption, 
and other congenital and geneti-
cal factors. (ref: M

edicine (B
alti-

m
ore). 2018 M

ay;97(20):e10631)

C
onvexity

Surface that is curved or rounded 
outw

ards: provide tension on the 
skin, flattening peristom

al skin 
contours causing a stom

a to  
protrude better. Can be integrated 
to the skin barrier or added. 2

C
rohn’s disease

Inflam
m

atory bow
el disease in 

w
hich the inflam

m
ation m

ay  
occur anyw

here on the G
I tract, 

from
 the m

outh to the anus, and 
m

ay be continuous or patchy. 4

D
evelopm

ental stages
Please refer to Erik Erickson’s stages 
of psychosocial developm

ent.

End stom
a

Stom
a that is created by dividing 

the intestine, bringing the proxim
al 

end of the intestine through the 
abdom

inal w
all, and m

aturing the 
stom

a once outside of the ab-
dom

inal w
all to attach to the skin. 4

Enterocolitis
Enterocolitis is an inflam

m
ation of 

the digestive tract and com
prise 

Enteritis (inflam
m

ation of the 
sm

all intestine) and C
olitis (inflam

-
m

ation of the colon). Enterocolitis 
is caused by infections of bacteria, 
viruses, fungi, parasites, or by oth-
er noxious agents that affects the 
inner linings on affected area in 
the intestine. Enterocolitis usually 
m

anifests in frequent diarrheal 
defecations. (ref: J G

astroenterol. 
2003;38(2):111-20)

Fam
ilial adenom

atous polyposis
Inherited disorder characterized 
by the developm

ent of m
ultiple 

polyps in the colon or other  
organs. D

evelopm
ent of cancer is 

nearly 100%
 w

ithin 15 years of 
the appearance of polyps, w

hich 
usually occurs during adoles-
cence. 5

Fistula
A

bnorm
al connection betw

een 
tw

o epithelium
-lined surfaces. 4

Folliculitis
Inflam

m
ation of a follicle, usually 

caused by Staphyloccus A
ureus.

G
astroschisis

G
astroschisis is a defect in the  

abdom
inal w

all, usually to the 
right of the um

bilical cord, through 
w

hich the large and sm
all intes-

tines protrude (although other 
organs m

ay som
etim

es bulge 
out). There is no m

em
brane  

covering the exposed organs in 
gastrochisis. 6

 G
ranulom

a
Presents as friable tissue, usually 
in sm

all, raised round shapes, 
scattered at the m

ucocutanous 
junction. 2

H
artm

ann’s procedure
The H

artm
ann’s procedure is the 

surgical rem
oval of a diseased 

portion of the distal colon or prox-
im

al rectum
 w

ith form
ation of an 

end colostom
y, accom

panied by 
oversew

ing of the distal colonic or 
rectal rem

nant. This procedure 
m

ay be the first stage of a tw
o-

part operation, in w
hich at a later 

date, the colostom
y and the over-

sew
n rem

nant are reconnected. 2

H
irschsprung’s disease

A
bsence of intraneural ganglion 

cells and hypertrophic nerves of the 
bow

el w
hich have created a func-

tional partial or full obstruction. 4

H
ydronephrosis

H
ydronephrosis is sw

elling of one 
or both kidneys. K

idney sw
elling 

happens w
hen urine can’t drain 

from
 a kidney and builds up in the 

kidney as a result. This can occur 
from

 a blockage in the tubes that 
drain urine from

 the kidneys  
(ureters) or from

 an anatom
ical 

defect that doesn’t allow
 urine to 

drain properly. 3

Inflam
m

atory bow
el diseases

See ‘C
rohn’s disease’ and  

‘U
lcerative colitis’.

Ileal conduit
A

 m
ethod of diverting the urinary 

(U
rostom

y) flow
 by transplanting 

the ureters into a prepared and 
isolated segm

ent of the ileum
, 

w
hich is sutured closed on one 

end. The other end is connected 
to an opening in the abdom

inal 
w

all. 2

Intestinal atresia and stenosis
Intestinal atresia is congenital de-
fect broadly used to describe the 
com

plete blockage or obstruction 
anyw

here in the intestine. Stenosis 
refers to a partial obstruction of 
the intestines usually resulting in a 
narrow

ing of the intestinal lum
en. 

Sm
all intestinal or colonic atresia 

are usually caused in utero w
hen 

an unexpected event decreased 
intestinal perfusion leading to is-
chem

ia of the respective intestinal 
segm

ent, leaving the segm
ent 

narrow
 and underdeveloped. (ref: 

https://em
edicine.m

edscape.com
/

article/940615-overview
#show

all)

Intestinal obstruction
A

 partial or com
plete blockage of 

the large or sm
all intestine. 2

Intussusception
Process in w

hich the intestine  
telescopes back on itself. The  
resulting blockage can result in 
bow

el necrosis if left untreated. 4

Jejunostom
y

Surgically created opening into 
the jejunum

. 4

K
übler-R

oss m
odel

The Kübler-Ross m
odel is popularly 

know
n as the five stages of grief, 

though m
ore accurately, the m

od-
el postulates a progression of 
em

otional states experienced by 
term

inally ill patients after diagno-
sis. The five stages are chronologi-

cally: denial, anger, bargaining, 
depression and acceptance. 6

Laparoschisis
A

 condition characterised by a 
congenital defect in the anterior 
abdom

inal w
all, often accom

pa-
nied by protrusion of part of the 
sm

all and/or large intestine. 7

Liquid skin barrier
A

crylate copolym
er or a  

cyanoacrylate clear film
 that can 

be placed on the peristom
al skin 

to provide skin protection from
 

stom
a effluent, adhesive stripping 

or, in som
e cases, to seal the skin 

barrier. 4

Loop stom
a

A
 loop ostom

y or stom
a is a  

stom
a w

here both the upstream
 

(proxim
al) and dow

nstream
  

(distal) openings of the bow
el are 

brought out through the sam
e 

hole in the abdom
inal w

all. 8

M
alrotation

A
n intestinal m

alrotation is an  
abnorm

ality that can happen  
early in pregnancy w

hen a baby’s 
intestines don’t form

 into a coil in 
the abdom

en. M
alrotation m

eans 
that the intestines (or bow

el) are 
tw

isting, w
hich can cause obstruc-

tion (blockage). 9

M
econium

 ileus
M

econium
 Ileus (M

I) is a condition 
w

here the content of the baby’s 
bow

el (m
econium

) is extrem
ely 

sticky and causes the bow
el to be 

blocked at birth. M
ost babies w

ith 
m

econium
 ileus (90%

) have Cystic 
Fibrosis (C

F) and it is this that has 
caused the sticky m

econium
. 10

M
itrofanoff/M

onti
M

itrofanoff is a surgical procedure 
in w

hich the appendix is used to 
create a channel betw

een the skin 
surface and the urinary bladder 
allow

ing the bladder to be em
p-

tied through this conduit and out 

G
lossary
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of the stom
a. The Yang-M

onti 
procedure is an alternative proce-
dure to M

itrofanoff w
here (a part 

of) the transverse ileum
 is used in-

stead to create the conduit. (ref: J 
Pediatr U

rol. 2010 A
ug;6(4):330-7)

M
otility disorders

These disorders occur both due 
to abnorm

al intestinal contrac-
tions or w

hen intestinal peristaltic 
m

ovem
ent is paralysed. M

otility 
disorders can be acquired or con-
genital such as H

irschsprung’s 
disease. (ref: Sem

in Pediatr Surg. 
2010 Feb;19(1):50-8) 

M
ucocutaneous junction

Intersection betw
een the bow

el 
m

ucosa and the skin. 4

M
ucocutaneous separation

D
etachm

ent of stom
al tissue from

 
the surrounding peristom

al skin of 
the stom

a and m
ucocutaneous 

junction. 4

M
ucous fistula 

The end of a section of defunc-
tionalised bow

el is brought 
through the abdom

inal w
all w

hen 
a stom

a is created. 4

N
ecrotising enterocolitis

N
ecrosis of the m

ucosal and  
subm

ucosal layer of the gastroin-
testinal tract. Potential causes 
are: im

m
ature gastrointestinal 

tract secondary to altered func-
tions in m

otility, digestion, intesti-
nal epithelium

 integrity, circulatory 
regulation, poor im

m
unologic  

defense, colonisation of bacteria 
and feeding intolerance. 4

N
eurogenic bladder

B
ladder dysfunction caused by 

neurologic im
pairm

ent of the cen-
tral and peripheral nervous system

, 
w

hich innervates the bladder. 4

O
ne-piece pouching system

Solid skin barrier and the pouch as 
one unit. 4

O
m

phalocele
O

m
phalocele is an opening in the 

center of the abdom
inal w

all 
w

here the um
bilical cord m

eets 
the abdom

en. O
rgans (typically 

the intestines, stom
ach, and liver) 

protrude through the opening 
into the um

bilical cord and are 
covered by the sam

e protective 
m

em
brane that covers the  

um
bilical cord. 7

Parastom
al hernia

D
efect in abdom

inal fascia that  
allow

s the intestine to bulge into 
the parastom

al area. 4

Peristom
al allergic  

contact derm
atitis

Inflam
m

atory skin response  
resulting from

 hypersensitivity to 
chem

ical elem
ents. 4

Peristom
al fungal/ 

candiasis infection
Fungal rash that can occur  
beneath the skin barrier and/or  
beneath tape-bordered products 
and pouches. 4 Fungal infection 
m

ay also develop around  
vesicostom

ies.

Peristom
al m

oisture- 
associated skin dam

age
Inflam

m
ation and erosion of the 

skin adjacent to the stom
a,  

associated w
ith exposure to  

effluent such as urine or stool. 4

Posterior urethral valves
U

rethral valves occur w
hen a boy 

is born w
ith extra flaps of tissue 

that have grow
n in his urethra, the 

tube through w
hich urine exits the 

urinary tract. This extra tissue pre-
vents the urethra from

 properly 

carrying urine from
 the bladder to 

the tip of the penis and out of the 
body. W

hen urine can’t be norm
ally 

expelled from
 the body, the or-

gans of the urinary tract (the kid-
neys, ureters, bladder and urethra) 
m

ay becom
e dilated, or sw

ollen. 11

Pouching system
Products used to collect the  
stom

a effluent, w
hich provide a 

secure, predictable seal and  
protect the peristom

al skin. 4

P
rolapse

A
 prolapse is a stom

a that essen-
tially telescopes out through itself, 
causing abnorm

al lengthening. 12 

P
rune belly syndrom

e
Severe congenital m

alform
ation 

w
ith absence of abdom

inal m
us-

culature that presents w
ith w

rinkly 
appearance of the abdom

inal skin 
and urinary tract anom

alies. 4

P
seudoverrucous lesions

Exuberant grow
th of benign pap-

ules that occur around a stom
a 

w
hen urine or stool irritates the 

skin, a type of chronic irritant  
contact derm

atitis. 4

P
yoderm

a gangrenosum
N

eutrophilic derm
atosis  

characterised by recurrent painful 
ulcerations that present as  
pustules that enlarge and open 
into partial or full-thickness 
w

ounds, som
etim

es w
ith dark 

colour irregular borders and  
purulent exsudate. These painful 
underm

ined ulcerations progress 
rapidly. 4

R
etraction

D
isappearance of stom

a tissue 
protrusion in line w

ith or below
 

skin level. 4

Skin barrier paste (Stom
a paste)

A
n adhesive hydrocolloid m

ixture 
available in a tube and used to  
enhance the seal of the pouching 
system

. A
lso used to fill in uneven  

areas around and near the stom
a 

to facilitate the seal of the solid 
skin barrier. 4

Skin barrier ring  
(M

oldable ring)
A

n adhesive hydrocolloid w
asher 

used around a stom
a to enhance 

the seal by providing additional 
solid skin barrier and/or to level 
out the area around the stom

a. 4 
C

an also be used to create flexible 
convexity. 

Skin barrier strip paste  
(M

oldable strip)
A

 band of adhesive hydrocolloid 
used to fit around a stom

a to  
enhance the seal or to fill in an 
uneven peristom

al area. 4

Solid skin barrier
The interface betw

een the skin 
and the pouch of the pouching 
system

 that provides the seal  
(adhesion) and protects the  
peristom

al skin. 4

Spina bifida
M

yelom
eningocele or «spina  

bifida» is a defect in the form
ation 

of the neural tube, w
hich causes a 

spectrum
 of defects along the 

brain and spinal cord. 4

Stom
a nurse

R
egistered nurse specialised in 

the care of patients w
ith a  

stom
a. Som

e are called Enteros-
tom

al therapy nurses (ET nurs-
es). These registered nurses are 
specialised in w

ound, stom
a and 

continence care. 

Stom
al necrosis

D
eath of the stom

a tissue result-
ing from

 im
paired blood flow

. 4

Therapeutic  
relationship nursing
A

 therapeutic nurse-patient  
relationship is defined as a help-
ing relationship that’s based on 
m

utual trust and respect, the  
nurturing of faith and hope, being 
sensitive to self and others, and 
assisting w

ith the gratification of 
your patient’s physical, em

otional, 
and spiritual needs through your 
know

ledge and skill. 13

Typhlitis
Typhlitis refers to inflam

m
ation 

of a part of the cecum
. It’s a  

severe condition that usually  
affects people w

ith a w
eakened 

im
m

une system
. Typhlitis m

ay 
also be called neutropenic  
enterocolitis, necrotizing colitis,  
ileocecal syndrom

e, or cecitis. 14

Tw
o-piece pouching system

A
 solid skin barrier w

ith a m
echa-

nism
 that accepts the pouch. 4

U
lcerative colitis

Inflam
m

ation of the large bow
el 

lim
ited to the superficial m

ucosal 
lining of the bow

el. 4

U
reterostom

y
A

n opening in w
hich the ureters 

m
ay each be brought to the skin 

in tw
o separate stom

as or one 
ureter anastom

osed to the other 
and a single ureter brought out as 
a stom

a. 4

U
rostom

y
N

on-specific, general term
 used 

to describe urinary diversions. 5

V
esicostom

y
A

n opening is m
ade through the 

suprapubic abdom
inal w

all into 
the bladder and the bladder  
m

ucosa is sutured to the abdom
i-

nal skin to create a sm
all stom

a 
w

hich m
ay have the appearance 

of a sm
all hole. 5

V
olvulus

A
 tw

isting of a portion of the  
gastrointestinal track that can 
cause a blockage, im

pair blood 
flow

, and dam
age part of the  

intestine. 4
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Paediatric stoma care
Global best practice guidelines for 
neonates, children and teenagers

These best practice guidelines governing paediatric stoma care are presented in two sections. The 
first section highlights the clinical aspects of paediatric stoma care. The second section addresses 
the psychosocial aspects of care, including stoma education and the emotional impact of a stoma 
on this patient group. The guidelines also include a glossary where you can find definitions for many 
of the terms used in the guidelines, and a list of additional resources that might prove helpful in 
treating this patient group. The guidelines cover the full spectrum of paediatric age groups, from 
neonates to teenagers. 
 
Coloplast is the proud sponsor of the ‘Global paediatric stoma care best practice guidelines, and has 
facilitated the process of creating this document. All content has been developed exclusively by the 
Global Paediatric Stoma Nurses Advisory Board (GPSNAB) with no involvement from Coloplast.
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