














CATHETERIZATION OF CONTINENT URINARY OR FECAL 
DIVERSION 

*Identifies appropriate catheter size based on type of diversion (14 - 16 Fr for urinary 
and 22 - 34 Fr for fecal) 

*Inserts lubricated catheter into stoma and advances catheter through continence 
mechanism using steady pressure and slight twisting motion 

*Drains and irrigates reservoir (irrigation is done with lukewarm tap water till 
returns are clear-usually done once or twice daily-controversial) 

*Identifies two strategies for dealing with difficult intubation (change position, 
try smaller catheter, try instilling air or water while advancing catheter, wait 
10 minutes and try again, don't let pouch overfill) 

PREOP AND POSTOP INSTRUCTION FOR ILEOSTOMY PT 

Preo p 
*Assesses patient's current knowledge levellpast experience with ostomiesl 

specific concerns 
*Clarifies planned surgical procedure to include: reason for ileostomy; specific 

surgical procedure to be performed; creation of abdominal opening for elimination 
of stool; expected changes in bowel function and management (no change in 
ability to digest nutrients, unpredictable elimination of mushy stool requiring 
pouching at all times) 

Postop 
*Instructs patient in pouch emptying and pouch change procedure 
*Instructs patient in peristomal skin care (barrier wafer and paste to provide 
complete protection from stool; prompt pouch change for any leaking, burning, 
or itching; "crusting" for any skin damage; WOC nurse as resource for severe 
or unresponsive skin problems) 

*Explains normal output: initially high volume output followed by thick mushy 
stool with enzymes that are very damaging to skin (must protect all skin at all 
times) 

*Explains measures for gas and odor control: large amount of gas normal 
early postop due to bowel prep-will resolve within 1 - 2 weeks; elimination of 
straws, chewing gum, carbonation helpful in reducing gas early postop; 
"muflling" technique (arm or hand over stoma); option for pouch with flatus 
filter 

*Teaches patient measures to prevent food blockage (omit foods high in insoluble 
fiber till stoma swelling resolved); add foods high in insoluble fiber one at a time 
in small amounts; chew foods thoroughly; monitor response) 

*Teaches patient how to recognize and respond to food blockage (no output + 
cramping pain and nausea = complete blockage; liquid output with foul odor 
+ cramping = partial blockage; notify MD or WOC nurse + warm bath and 
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peristomal massage (and change pouch if stoma swollen) = management measures 
to be undertaken by patient; NPO for S/S complete blockage-liquids but no 
solids for partial blockage.) 

*Teach patient how to prevent fluid-electrolyte imbalance: increase daily fluid 
intake by 2 - 3 glasses (30 cc/Kg body &day + 2 - 3 glasses); increase fluid 
intake during episodes of increased sweating or diarrhea; use sports drinks and 
broth and tomato juiceN-8 juice as replacement fluids; notify MD immediately 
for SIS electrolyte imbalance or inability to replace fluids due to nausea or 
vomiting 

*Teach patient about medication modifications: no large pills; no time-released 
medications; no enteric coated pills; importance of notifying MD and pharmacist 
of ileostomy 

PREOP AND POSTOP INSTRUCTION FOR TRANSVERSE 
COLOSTOMY PATIENT 

Preop 
*Assesses patient's current knowledge levellpast experience with ostornies/ 
specific concerns 

*Clarifies planned surgical procedure to include: reason for colostomy; specific 
surgical procedure to be performed (abdomen opened and loop of transverse colon 
pulled through opening; bowel then opened and everted to allow stool to pass 
through opening) 

Postop 
*Instructs patient in pouch emptying and pouch change procedure (including selection 
of appropriate pouching system for fecal output) 
*Instructs patient in peristomal skin care: skin barrier and paste to protect peristomal 
skin; cleansing of peristomal skin with lukewarm water; PRN pouch change for 
leaking, burning, or itching; "crusting" procedure for any skin damage; WOC 
nurse as resource for severe or nonresponsive skin problems 
*Explains normal output for this type of ostomy: soft stool; output after meals and 
at other unpredictable times; potential for residual enzymes that may be damaging 
to skin, stool frequently malodorous due to large numbers of bacteria in transverse 
colon; large amount of flatus normal. 
*Explains measures for gas and odor control: large amount of gas normal 
early postop due to bowel prep-will resolve within 1 - 2 weeks; discussion gas- 
producing foods and "lag time"; "mufiling" technique (arm or hand over stoma); 
option for pouch with flatus filter 

*Explains management of diarrhea: increased fluid intake; bland diet; OTC 
antidiarrheals OK 
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PREOP AND POSTOP INSTRUCTION FOR DESCENDING OR 
SIGMOID COLOSTOMY 

Preo p 
*Assesses patient's current knowledge level and past experience with ostomiesl 
specific concerns 

*Clarifies planned surgical procedure to include: 
--reason for colostomy 
--surgical procedure to be performed and results (creation of abdominal opening 

for elimination of stool and gas) 
--options for management (odorproof pouch versus routine irrigation ifpatient 

meets irrigation criteria) 
*For male patient undergoing narrow A-P resection for benign disease: potential 
for short-term sexual dysfunction (erectilelejaculatory dysfunction); longterm 
dysfunction very unlikely; no effect on sensatiodorgasm 

*For male patient undergoing wide A-P resection for malignant disease: 
probability short-term sexual dysfunction (erectile/ejaculatory dysfunction); 
possibility long-term dysfunction; no effect on sensatiodorgasm 

Postop 
*Instructs patient in pouch emptying and pouch change procedure 
*Instructs patient in peristomal skin care: barrier wafer to provide protection 
from stool; routine pouch change 1 - 2 xlweek & PRN for burning or itching; 
"crusting" procedure for skin damage; WOC nurse as resource for severe or 
nonresponsive skin problems 
*Dietary modifications: no absolute contraindications; importance adequate 
fiber and fluid intake to prevent constipation; identification gas-forming foods 
and options for management (omission versus "timed" intake based on 4 - 6 
hr lag time between consumption and flatulence). Explain large amts flatus 
normal early postop due to bowel prep; explain this will resolve within 1 - 2 
weeks. Explain option for use of pouch with flatus filter; teach patient 
how to "muffle" using arm or hand against stoma. 
*Odor control options: room sprays when pouch emptied and/or pouch deod- 
orants and/or oral deodorants such as Derifil (Dewom not usually used due to 
thickening effect) 
*Prevention and management of constipation: fluids and fiber on daily basis; 
prompt recognition and intervention for constipation (hard stool, cramping, dis- 
tention-managed with oral laxatives or irrigation); modification of diet 
to prevent recurrent constipation 
*Option for irrigation (if patient a candidate) 
--Determine patient's candidacy (fairly regular bowel patterns preop; no 

peristomal hernia or prolapse; not receiving XRT or chemo) 
--Assess patient's interest in management by irrigation 
--Explain principles (enema given through stoma on routine basis to stimulate 
bowel emptying-takes about an hour-provides continence between irri- 
gations) 
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PREOP AND POSTOP INSTRUCTION FOR ILEAL CONDUIT PT 

Preop 
*Assesses patient's current knowledge levellpast experience with ostomiesl 
specific concerns 
*Clarifies planned surgical procedure to include: reason for ileal conduit; specific 
surgical procedure to be performed (removal of small portion of ileum; bowel re- 
connected so no change in bowel function; one end of ileum closed and other end 
brought to abdominal wall; ureters connected to ileal segment so urine flows fiom 
kidneys through ureters and out of body through ileal segment and stoma) 
*For male patient undergoing cystoprostatectomy: explains loss of ejaculatory 
function; if nerve-sparing procedure done, explains temporary loss of erectile fk 
but expected recovery of erectile function over next 6 - 12 months (not guaranteed); 
explains no loss of sensation or potential for orgasm 

Postop 
*Instructs patient in pouch emptying and pouch change procedure (including 
selection of appropriate pouch with antireflux valve and spout) 
*Instructs patient in peristomal skin care: cleansing with warm water; selection 
of pouch with barrier that is resistant to urine; instruction in PRN pouch 
change for problems with leaking, burning, or itching; "crusting" for any skin 
damage; WOC nurse as resource for severe or nonresponsive skin problems 
*Explains normal output for ileal conduit: clear urine with mucus shreds; no 
significant odor 
*Explains signs of urinary tract infection: cloudy urine; hematuria; malodorous 
urine; fever or flank pain 
*Teaches patient self-care strategies to prevent infection: adequate fluid intake 
(30 cc/Kg body weight)--at least 50% of fluids should be water-based; alcoholic 
drinks cannot be "counted" toward fluid intake; importance of sipping fluids 
throughout day to provide constant flow of urine 
*Explains options for night-time management: use of night drainage system 
vs getting up at night to empty pouch (if night drainage system chosen, must 
explain how to use night drainage system and how to clean it) 

PREOP AND POSTOP INSTRUCTION FOR CONTINENT 
URINARY DIVERSION PATIENT 

Preop 
*Assesses patients' current knowledge of the procedure and any specific concerns 
*Clarifies surgical procedure to assure informed consent: explainslclarifies reservoir 
construction, placement of abdominal stoma, and longterm requirement for 
stoma1 catheterization to drain reservoir multiple times each day 
*Explains all of the following: basics of surgical procedure, reason for bowel 
prep, no change in GI tract function, stoma, purpose of postop tubes and drains, 
reservoir catheter to protect nipple valve and new anastomotic lines, ureteral 
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stents to maintain patency of ureters and protect anastomotic lines 
*Assures understanding of management principles and commitment to catheterization 
schedule and longterm followup 
.Male patient undergoing cystoprostatectomy: potential for sexual dysfunction to 
include: loss of ejaculatory function; temporary loss of erectile function, with gradual 
recovery of function over 6 - 12 months postop (if nerve-sparing procedure donebno 
guarantees that erectile function will be restored; no loss of sensation or orgasm 

Postop 
*Instruction in intermittent intubation: initially Q 1 - 2 hours-interval advanced by 
1 hr each week until Q 4 hr schedule is established; then Q 4 hrs + HS and immediately 
upon awakening; many patients needs to catheterize once during night. 
--Explains sterile technique is not needed; this is clean procedure that can be perfbrmed 
in any public restroom 

--Explains catheterization is not uncomfortable because there are no nerve endings 
in stoma 

--Emphasizes importance of "PRN catheterizations for sensation of fullness and 
strongly emphasizes importance of catheterizing on schedule 

*Instructs patient on reservoir irrigation (if applicable): explains need to irrigate till 
clear 1 - 2 x daily (with tap water or saline) 
*Instructs patient in catheter care: wash with soap and water before each use; if unable 
to wash catheter after each use, can use "Two-Baggie" system (place several clean 
catheters in "clean" baggie; after catheter is used, place it in "dirty baggie7'-then clean 
catheters at end of day) 
*Emphasizes the following elements of self-care: 
--Must carry catheter at all times 
--Management difficult intubation (try again in 10 - 15 minutes; try different 

position or smaller catheter; try instilling air or water while advancing catheter; 
don't let reservoir overfill) 

--Importance adequate fluid intake evenly spaced throughout day 
--Importance MedicAlert bracelet 
--SIS pouchitis and UTI: Pouchitis (itching or burning in pouch; increased mucus 

production; possible bleeding; L'urgency/feelings of fullness" at low volumes); 
UTI (cloudy malodorous urine; malaise; flank pain) 

--StomaVperistomal skin care (protection with absorptive pad) 
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PREOP AND POSTOP TEACHING FOR ILEAL ANAL 
ANASTOMOSIS (2 STAGE PROCEDURE) 

Preop 
-Assesses patient's current knowledge regarding procedure and any specific concerns 
-Clarifies surgical procedure to assure informed consent (basic overview of surgical 
procedure to include removal of colon, creation of reservoir, need for temporary 
ileostomy, and planned takedown) 
-Assures understanding of temporary ileostomy and need for pouch 
-Explains potential for diarrhea and possible leakage for 1st few months following 

ileostomy takedown (not an issue after Stage 1 but is an issue after Stage 2) 
-Explains that ileal-anal reservoir procedure precludes anal intercourse 

Postop Stage 1 of 2-Stage Procedure 

-Instructs patient in ileostomy management to include pouch emptying, pouch 
change procedure, dietary modifications, measures to control gas, prevention and 
management food blockage, medication restrictions, prevention fluid-electrolyte 
imbalance, etc (see competency on postop teaching for ileostomy patient) 

-Instructs patient in sphincter exercises to be initiated after ileal anal suture line 
healed 
*Explains importance of perianal skin care (use of moisturizer-moisture barrier 
combination to protect against enzymatic mucus) 

Postop Stage 2 of 2-Stage Procedure 

-Instructs patient in measures to reduce diarrhea and stool frequency: low roughage, 
low fat diet; bulking agents; purposeful delay in defecation to "stretch" reservoir (use 
of pelvic muscle contractions and deep breathing to delay defecation); antidiarrheal 
medications 
-Instructs patient in measures to prevent skin breakdown: moisture barrier ointments 
+ perianal absorptive pads + cotton underwear + unscented white toilet paper 
*Explains signs and symptoms of potential complications: pouchitis (fecal frequency 
and urgency, itching and burning in reservoir, cramping, increased mucus production, 
bleeding) 

Emory University WOCNEC 




