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 Stoma is the Greek for mouth or opening

 2–4 per thousand of the adult populationlive with a 

stoma

 A high output stoma occurs in situations of Intestinal 

Failure when there is reduced intestinal absorption 

so that macronutrient and/or water and electrolytes 

are needed to maintain health/growth.

 Normally in a healthy adult, about 4 L of intestinal 

secretions (0.5 L saliva, 2 L gastric acid, and 1.5 L 

pancreaticobiliary secretions (Nightingale, 2017). 



 Does high output stomas (> 1 lit/day) (>1200 

ml/day) High output jejunostomy (>3L/24hr)

 t ≥1500 ml for two consecutive days.

 more than 2000ml/day (for more than 3 days)

 more than 2 litres (8 cups) of fluid from your 

ostomy in a 24 hour period. The output is usually 

very watery and needs to be emptied 8 to 10 times 

or more a day.

 A jejunostomy is a high-output fecal stoma and can 

have up to 6 L/d of stomal output.

 Ileostomy: Initially 1200 mL/d which then 

decreases to about 600 mL/d.

 Colostomy: 200 to 600 mL/d 
Nightingale J. Management of patient with a short bowel. World J Gastronenterol. 2015; 7(6):741– 751



 Common causes include extensive bowel resection 

(secondary to Crohn’s disease, Bowel ischaemia) and 

chronic impairment of bowel function (such as radiation 

enteritis, dysmotility disorders).

 Potential causes of a high output stoma must be considered 

and treated as appropriate. Sepsis, sub-acute obstruction, 

steroid withdrawal (following surgery for inflammatory 

bowel) and clostridium difficile infection can all cause a 

high stoma output and should be excluded as the cause 

(Baker et al, 2010).



 The management of a high-output stoma is based 

upon three principles: 

 correction of electrolyte disturbance and fluid 

balance, 

 pharmacological reduction of stoma output, 

 and treatment of any underlying identifiable cause
Willcutts K, Scarano K, Eddins CW. Ostomies and fistulas: a collaborative approach. Practical 

Gastronenterology. 2015;November:63–79



Treatment strategies for the management of intestinal failure 

involve treating sepsis/intraabdominal abscesses, reducing the 

fistula/stoma output, replacing fluid and electrolyte losses, 

providing nutritional support, wound care, and psychological 

support.

Restricting oral fluids:

Glucose-Saline solution:

Antimotility Drugs. Loperamide

Antisecretory Drugs proton-pump inhibitor

Magnesium Supplements

Nutritional Requirements  Partial parentral nutrtion

What are the goals of management? The 4 important 

principles on which management of high-output stoma should 

be based are as follows:  Correct dehydration and electrolyte 

imbalance  Reduce stoma output by pharmacologic and 

nonpharmacologic methods

If Clostridium toxins are found, treatment with oral 

metronidazole or vancomycin



 It is a common mistake to encourage patients

with a HOS to drink large amounts of hypotonic

fluids. Use Oral Rehydration Solution or other

“isotonic” solutions for fluid replacement.

Baker ML, Williams RN, Nightingale JM. Causes and Management of a High Output Stoma.

Colorectal Dis. 2014 Nov 3.



proximal stoma by collecting the proximal intestinal effluent 

and re-infusing it into the distal small bowel. The stoma 

secretions contain enzymes and electrolytes. Therefore, it is a 

feasible approach to use reinfusion to maintain electrolyte and 

fluid status without the inherent risks and expense of 

intravenous infusion.

The proximal end of the remaining segment of the small 

bowel was brought out as a mucous fistula through creation of 

another stoma
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Conclusion

 stoma-related complications would improve with time and 

that, ‘the patients get used to their stoma’

 a protocol for response to HOS was designed

 Dietary modifications play an important role in decreasing 

the stomal output

 A jejunostomy tube placed for feeding should be clamped 

when not in use, not left to drain.

 A multidisciplinary team of surgeons, gastroenterologists, 

nutritionists and hospital pharmacists was established, 

approach is vital to enhance the quality of life of patients 

with an ostomy.




