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ABSTRACT
This article reviews the various issues that surround the dietary planning for a patient with stoma (colostomy, ileostomy, and
urostomy). The ostomy diet is necessary to keep stools normal following surgery, since the amount, frequency and consistency of stool is influenced by the diet. The goals of dietary management in stoma patients is to prevent stoma blockages
after surgery, to promote healing of stoma wound and to minimise unpleasant gastrointestinal upset such as flatulence, diarrhoea, constipation and odors. On the other hand, early oral feeding in patients with colostomy is important. Since it is
planned to progress from a liquid to low fiber (residue) diet. Some foods may not be as well tolerated and may cause flatulence, odors, diarrhea and/or constipation. Preoperatively, fiber and lactose intolerances are common in ileostomy patients.
Postoperatively, it is important to provide a high-energy, high-protein diet for wound healing that is low in excess insoluble
fiber. Certain foods and drugs can discolor the urine or produce a strong odor. In order to recognize the signs of food blockage, it is suggested to take plenty of fluids and consume a balanced diet in stoma patients.
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ÖZET
Stomal› Hastalarda Beslenme: Diyet Tedavisine Pratik Bir Bak›ﬂ
Bu makale, stomal› bir hastan›n (kolostomi, ileostomi ve ürostomi) diyet tedavisinin planlanmas›na yönelik çeﬂitli bölümleri
içermektedir. D›ﬂk› miktar›, s›kl›¤› ve k›vam›n›n diyet tüketiminden etkilenmesi nedeniyle, cerrahi sonras› normal d›ﬂk›laman›n
sa¤lanmas›nda ostomi diyetinin uygulanmas› gerekmektedir. Stomal› hastalarda diyet tedavisinin amaçlar›na bak›ld›¤›nda;
ameliyat sonras› stoma t›kan›kl›klar›n› önlemek, aç›lan stomadaki yara iyileﬂmesine katk›da bulunmak, gaz, diyare, konstipasyon, koku gibi rahats›zl›k veren gastrointestinal semptomlar› en az indirgemektir. Buna ek olarak, kolostomili hastalarda erken oral beslenme önemlidir. S›v› diyetten düﬂük posal› (kal›nt›l›) diyete geçiﬂ planlanmaktad›r. Baz› besinler iyi tolere edilemedi¤inden gaz, kötü koku, diyare ve/veya konstipasyona neden olabilir. ‹leostomili hastalarda operasyon öncesinde, posa ve
laktoz intolerans› s›kl›kla görülmektedir. Operasyon sonras›nda ise; çözünmez posa içeri¤i düﬂük, yüksek-enerji ve yüksekprotein içeren diyetin yara iyileﬂmesini h›zland›rmas› aç›s›ndan önemlidir. Baz› besinler ve ilaçlar idrar renginde de¤iﬂikli¤e ve
güçlü bir koku üretimine neden olmaktad›r. Stomal› hastalarda g›da blokaj›n› fark edebilmek için bol s›v› al›m›n›n ve dengeli bir diyet tüketiminin sa¤lanmas› önemlidir.
Anahtar Kelimeler: Cerrahi stoma, Kolostomi, ‹leostomi, Ürostomi, Diyet tedavisi
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INTRODUCTION
A stoma is a Greek word meaning “mouth or opening”.1 Dietary advice is an important aspect of patients with stoma. The ostomy diet is necessary to
keep stools normal following surgery, since the
amount, frequency and consistency of stool is influenced by the diet. It is important for healthcare
professionals involved in the care of patients with a
colostomy, ileostomy or urostomy to appreciate
that stoma surgery changes the body's usual processes of nutritional absorption and excretion; so that
informed support and advice on diet can be provided. Patients undergoing gastrointestinal surgery
resulting in stoma formation are at particular risk as
a result of the potential for preoperative malnutrition caused by the effects of their underlying disease
and prolonged periods of fasting during the immediate pre- and postoperative period. Screening and
monitoring of the nutritional status of individuals
with a stoma should be an ongoing process, beginning preoperatively and continuing after discharge
from hospital.2
This guide provides some basic information about
the effects of ostomy surgery has on digestion and
food absorption. After healing is complete and the
ostomy is functioning normally, most people with
ostomies can return to a normal diet.3
The literature is discussed below in the following
headings:
• Type of ostomies
• Dietary therapy of common ostomies
• General healthy eating guidelines in stoma
1. TYPE OF OSTOMIES
1.1. Bowel Diversions
a. Colostomy: A portion of the large intestine is removed or by-passed. The remaining portion of the
functioning large intestine (colon) is brought through the abdominal wall, creating a stoma.
b. Ileostomy: The entire colon, rectum, and anus
are removed or by-passed. The small intestine (ileum) is brought through the abdominal wall, creating a stoma.
c. Continent Ileostomy (abdominal pouch): An
internal reservoir with a nipple valve is constructed
from a section of small intestine and the valve is
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brought through the abdominal wall to create a stoma for intubation to empty the reservoir/pouch.
d. Ileoanal Reservoir/Pelvic Pouch: A pelvic pouch/reservoir is constructed from small intestine,
which is brought down and attached to the anus.
Evacuation is through the anus.
1.2. Bladder Diversions
a. Urostomy: The bladder is removed or bypassed.
A conduit is constructed from a segment of small
intestine into which ureters are implanted and brought through the abdominal wall and an external
stoma is created.
b. Continent Urinary Reservoir: The bladder is
removed or bypassed. An internal reservoir is
constructed from a segment of the small or large intestine into which the ureters are implanted and a
stoma is created for intubation to empty the reservoir/pouch.4,5
2. DIETARY THERAPY OF COMMON
OSTOMIES
2.1. The aims of dietary management:
a. Prevent stoma blockages after surgery
b. Promote healing of stoma wound
c. Minimise unpleasant gastrointestinal upset such
as flatulence, diarrhoea, constipation and odors.6
a. Colostomy: Early oral feeding in the patients
undergoing is feasible, safe, and associated with reduced post-operative discomport; it can accelerate
the return of bowel function and improve rehabilitation. It is planned to progress from a liquid to low
residue diet. To speed healing, the formula or diet
should also be high in protein, energy, vitamins,
and minerals. Diet should provide normal or increased salt intake. One to two quarts of fluid, taken
between meals, should be ingested daily. Gradually
introduce new foods; if done slowly, offending foods can be indentified and obstruction can be controlled or prevented.7-9
Some foods may not be as well tolerated and may
cause flatulence (gas), odors, diarrhea and/or constipation. Table 1 shows a food chart of common food which may cause intolerance.10-12 Food can also
be used to help alleviate intolerance. Table 2 shows
a chart that lists food which may help.10-12
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Table 1. Food Chart-Troubleshooting-I
Stoma Obstructive

Oddor Producing

Increased/Loose
Stool-Diarrhoea

Gas Producing

Apple Peels

Asparagus

Alcoholic beverage

Alcoholic beverage

Raw cabbage

Baked beans

Whole grains

Carbonated drink

Celery

Broccoli

Bran cereals

Beans

Chinese vegetables

Cabbage

Cooked cabbage

Soy

Corn, whole kernels

Cod Liver Oil

Fresh fruits

Cabbage

Coconuts

Eggs

Green, leafy

Cauliflower

Dried fruit

Fish

Milk

Cucumbers

Mushrooms

Garlic

Prunes

Dairy products

Oranges

Onions

Apple and Prune juice

Chewing gum

Nuts

Peanut butter

Raisins

Milk

Pineapple

Some vitamins

Raw vegetables

Nuts

Popcorn

Strong chees

Spices

Onions

Fruits with skin& seeds

Floruta et al.13 has found that the majority of patients in their study (88.4%) stated that they were not
following a special diet because of the ostomy;
11.8% (n= 69) stated that they had modified their
diet. Of the people who had modified their diet,
55% stated that they were using the special diet indefinitely and were adhering to it very well. More
than half of the participants had received dietary
instructions, provided mainly by a WOC nurse, at
the time of surgery. The foods avoided because of
the ostomy included fresh fruits, nuts, coconut, and
vegetables such as corn, popcorn, cabbage, beans,
and onions. The major problems reported were
blockage and increased gas.
b. Ileostomy: The entire large intestine, rectum and
anus are not used temporarily. This is to rest the
whole system to allow healing to take place before
joining them back together again. The small intestine (ileum) is brought to the abdominal wall to
form a stoma for defeacation. This procedure causes a decrease in fat, bile acid, and vitamin B12 absorption, as well as greater losses of sodium and
potassium.14
The nutritional requirements will vary based on the
bowel which have been remaining, the health of the
remaining bowel, the overall health and other conditions or diagnoses. All individuals with ostomies
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Radishes

have lost a portion of their bowel and will need to
compensate by optimizing their diet for the nutrients in question.15
Preoperatively, fiber and lactose intolerances are
common in ileostomy patients. With strictures, the
patients should avoid popcorn, nuts, seeds, mushrooms, celery, fruit skins, and vegetable skins, and
chew thoroughly. Postoperatively, it is important to
provide a high-energy, high-protein diet for wound
healing that is low in excess insoluble fiber. The
high-fiber foods are suggested to avoid for preoperative care for about 4 weeks. Pectin in apples and
oligosaccharides in oatmeal may be beneficial to
add back first. Spinach or parsley are natural intestinal deodorizers, but beware of excesses of oxalate-rich foods. The patient needs an adequate intake
of protein (provided by low-fat sources such as lean meats and egg white), vitamin B12 (provided by
liver, fish, eggs), folic acid, calcium, magnesium,
iron, sodium, vitamin C, and potassium. Diet should provide an adequate amount of fluids, especially in hot water. Since obesity can cause more discomfort, a long-range weight management plan
may be useful.16,17
The goal of the dietary approach in ileostomy patients is to provide a step-wise management of care.
We have to determine the location of an amount of
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Table 2. Food Chart-Troubleshooting- II
Constipation Relief

Odor Control

Loose stool control

Reducing Flatus

Coffee, warm/hot

Buttermilk

Apple sauce

Fennel tea

Cooked fruits

Cranberry juice

Unripe bananas

Cranberry juice

Cooked vegetables

Orange juice

Boiled rice

Buttermilk

Fresh fruits

Parsley

Peanut butter

Peppermint oil

Fruit juices

Tomato juice

Tapioca

Water

Yoghurt

Toast

Mild laxative

Peppermint oil

White bread

the intestine that was resected to predict likelihood
of diarrhea, malabsorption, and malnutrition. The
diet should provide nutrient replacements, dependent on the area of resection (proximal jejunumcalcium, iron, magnesium, protein, carbohydrate,
and fat; terminal ileum- bile acids and intrinsic factor-bound vitamin B12).18,19
Managing the three phases in ileostomy patients
after surgery:
First Postoperative Phase: 1-3 months, massive diarrhea and limited absorption
Intravenous (IV) nutrition or total paranteral nutrition (TPN) may be appoopriate immediately before
and approximately 5 days after surgery to allow
rest. Determine whether the patient has problems
with bloating. The first phase involves extensive diarrhea greater than 2 L/daily; TPN ise used, advancing slowly to avoid refeeding syndrome. At the
end of this time, if diarrhea continues to be greater
than 2 L, TPN may be lifelong.17
Second Postoperative Phase: 4-12 months, weight
gain begins and absorption improves.
Diarrhea is lessened and intestinal adaptation begins; TPN may be slowly reduced and tube feeding
(TF) started at a slow, continuous rate according to
stomal output or stool output. Need 40-60 kkal/kg
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Colour Changes

Potatoes

Asparagus

Pasta

Beets

Crackers

Food colours

Boiled rice

Iron pills

Weak tea

Licorice

Marshmallows

Strawberries

Jelly babies

Tomato sauces

dietary energy and 1.2-1.5 g/kg protein. If weight
loss is greater than 1 kg/week or if diarrhea is greater than 600 g/day, TPN may need to be restarted.17,20
Third Postoperative Phase: 18-24 months, maximal adaptation with possible discontinuation of parenteral nutrition when intake of fluid is up to 7
L/daily and when energy intake is sufficient for desired weight goal. It is very easy to loose large amounts of water, minerals and vitamins through an ileostomy when diarrhea occurs which can quickly leads to dehydration.21 It is the best way to try weaning off parenteral nutrition without trophic factors; if this is unsuccessful, a recombinant human
growth hormone regimen or investigational studies
using other trophic factors should be attempted.22
Complete bowel adaptation begins as TF is tolerated and oral diet is slowly resumed (from 2 months
to 1 year). Six small meals that are high carbohydrate and low fat may be tolerated (60% CHO, 20%
protein, 20%fat, with limit in MCT of 40 g/day).
With no colon, the diet may be need to be 30-40%
fat, 20% protein, and 40-50% CHO; jejunostomy
feeding may be needed, and oxalates need not be
restricted.23 PN reductions can be made by either
decreasing the days of PN infusion per week or
decreasing the PN infusion volume equally across
all days of the week.24
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Table 3. Food classification as degree of acidity or alkalinity
Acid Ash Foods

Alkaline Ash Foods

Neutral Foods

Most meats
Breads & cereals
Cheese
Corn
Crackers
Cranberries
Eggs
Macaroni
Nuts
Pasta, Rice
Prunes, Plums
Fish
Poultry

Milk
Bananas
Beans
Beets
Greens
Spinach
Most fruits (including citrus fruits)
Most vegetables

Butter
Coffee
Cream
Honey
Salad oils
Syrups
Tapioca
Tea

Adequate zinc, potassium, liquid magnesium, oral
calcium (600-1000 mg/day), manganese, iron, vitamin C, selenium, B-complex vitamins (esp. folic
acid), and other nutrients may be needed as supplements. With antibiotic use, the patient will need
extra vitamin K. Lactose-restricted and oxalaterestricted diets may be needed for an extended period of time. Rhubarb, spinach, beets, cocoa, and
chocolate, sweet potatoes, strawberries, celery and
peanuts are high in oxalate; nuts, and nut butters,
berries, concord grapes, sweet potatoes and potatoes, and most vegetables should be consumed smaller amounts. Omiting alcoholic beverages and caffeine unless physician permits small quantities. Taking fluids between instead of with meals may be
helpful in reducing dumping. With osmotic diarrhea, a reduction in simple carbohydrates and an increase in complex carbohydrates may be needed.17
c. Urostomy (Bladder Surgeries): The urinary
system is a simple network with complex functions.
It plays a role in fluid balance, electrolyte balance,
acid-base balance and excretion of waste. To maintain healthy kidney function, drink sufficient fluids
to keep the urine diluted. If urine color is darker
than usual, it is an indication of concentrated urine
which requires an increase in fluid intake. Certain
foods and drugs can discolor the urine or produce a
strong odor. Urine pH is defined as the fluid’s degree of acidity or alkalinity. When the food we eat is
burned in the body, it yields a mineral residue cal-
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led “ash.” This ash can be either acidic or basic (alkaline) depending on whether the food that is “burned” contains mostly acidic or basic ions. Most fruits and vegetables actually give an alkalinized ash
and tend to alkaline the urine. Meats and cereals
will usually produce an acidic ash (Table 3).3,10,25
3. GENERAL HEALTHY EATING
GUIDELINES IN STOMA PATIENTS
a. Consuming a balanced diet to obtain necessary
vitamins, minerals and calories needed for good health. Usually after the surgery, the patients start out
with a low fibre/residue diet. The reason is that the
surgery causes the bowel to swell. The swelling
will reduce in 6 to 8 weeks. Thereafter the patients
can resume regular diet.
b. Adding one new food at a time to observe their
effects. Keeping the food consumption may be
helpful.
c. The patients may need to take a multivitamin
supplement during the first year of recovery from
surgery.
d. Consuming a wide variety of food.
e. Eating at regular intervals. Skipping meals increase the incidence of stools and gas. Small frequent
meals may be helpful.
f. Chewing the food thoroughly. Cutting up food into bite size pieces may also improve tolerance.
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g. Lactose intolerance is common. The patients
may want to avoid dairy products for the first
month if notice gas, bloating and diarrhea after ingestion of dairy products. It may be tried soymilk
or low-lactose cow’s milk.10,25
CONCLUSION
In this article, it is suggested to consume a balanced
diet with a wide variety of foods and take plenty of
fluids in order to prevent food blockage. People
with ostomies can have many different foods with
few restrictions. Each food group provides a combination of key nutrients (minerals, vitamins, and
etc.) for optimum body function. It is recommended
to be followed up all fluid and dietary restrictions
set out by the doctors, dietitians and/or nutrition
nurses.
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