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Nutritional support and additional benefits  
for infants with stomas
Mapping unexplored areas

Mucous fistula refeeding has emerged as a way of 
addressing nutritional and developmental needs of infants 
with stomas. How does this practice actually work – and 
what does the literature and the practitioners have to say 
about this treatment option? This article shares insights  
from our recent survey.
 
Common complication with premature infants

Stoma formation may be a necessary treatment option in 
premature infants. Unfortunately, stoma surgery may lead to 
further complications.

According to one study, 6 per cent of infants with birth weight 
below 1500 grams developed intestinal information, known 
as Necrotizing Enterocolitis (NEC). And 56 per cent of these 
infants needed intestinal resection and stoma formation.1

In most cases, stoma formation is an acute procedure per 
formed after removing the necrotic part of the intestine. While 
the length of this part of the intestine varies from patient to 
patient, the lower part of the intestine may be unaffected. 
Following the surgical procedure, the infant will often have two 
stomas: a producing stoma (proximal) and a mucous fistula, 
the distal part of the bowel connected to the rectum. Since the 
lower part of the intestine is still functioning, the stoma can be 
reversed once the infant is stable. 

While intestinal resection and stoma formation are necessary, 
several unwanted side effects may arise.

When the lower intestine is detached from the digestive 
system, it doesn’t receive the nutrients it needs from chyme  
– which can ultimately lead to atrophy of the intestine.

The lower intestine also supports the infant’s nutritional 
uptake, biliary salt turnover and fluid balance – and these 
functions may be compromised if the lower intestine is left 
unused.2

Mucous fistula refeeding: the benefits and the barriers

One way of preventing these side effects is through a 
procedure called mucous fistula refeeding.

It refers to the process of taking chyme produced by the  
upper stoma and transferring it to the lower, distal part of  
the intestine.3,4
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Mucous fistula refeeding has emerged as a way of address-
ing nutritional and developmental needs of infants with sto-
mas. How does this practice actually work – and what does 
the literature and the practitioners have to say about this 
treatment option? This article shares insights from our re-
cent survey.  
 
Common complication with premature infants 
Stoma formation may be a necessary treatment option in 
premature infants. Unfortunately, stoma surgery may lead 
to further complications.  
 
According to one study, 6 per cent of infants with birth 
weight below 1500 grams developed intestinal infor-
mation, known as Necrotizing Enterocolitis (NEC). And 56 
per cent of these infants needed intestinal resection and 

stoma formation.
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In most cases, stoma formation is an acute procedure per-
formed after removing the necrotic part of the intestine. 
While the length of this part of the intestine varies from pa-
tient to patient, the lower part of the intestine may be un-
affected. Following the surgical procedure, the infant will 
often have two stomas: a producing stoma (proximal) and 
a mucous fistula, the distal part of the bowel connected to 
the rectum. Since the lower part of the intestine is still 
functioning, the stoma can be reversed once the infant is 
stable. 

 

While intestinal resection and stoma formation are neces-
sary, several unwanted side effects may arise. 

When the lower intestine is detached from the digestive 
system, it doesn’t receive the nutrients it needs from 
chyme – which can ultimately lead to atrophy of the intes-
tine.  

The lower intestine also supports the infant’s nutritional 
uptake, biliary salt turnover and fluid balance – and these 
functions may be compromised if the lower intestine is left 

unused.
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Mucous fistula refeeding: the benefits and the barriers 

One way of preventing these side effects is through a pro-
cedure called mucous fistula refeeding.  

It refers to the process of taking chyme produced by the 
upper stoma and transferring it to the lower, distal part of 
the intestine.3,4  

To learn more about the pros and cons of this procedure, 
we conducted an online survey among 30 physicians (in-
cluding neonatologists and gastrointestinal surgeons) in 
the US, UK, Canada, Italy and Germany5 and combined 
this with a systematic literature search.2-4, 6-15 Using a five-
point scale (‘very unimportant’, ‘unimportant’, ‘neither/ 
nor’, ‘important’, ‘very important’), the physicians were 
asked to evaluate different statements on the possible 
benefits as well as the risks and obstacles involved when 
performing mucous fistula refeeding.  

 
 
Our findings revealed that mucous fistula refeeding has a 
number of significant benefits6. 

• Less fluid and nutritional complications: By providing the 
distal intestine with nutrition, refeeding helps to reduce 

What is mucous fistula refeeding? 
The process of taking chime produced by the upper (proximal) 

stoma and transferring it to the lower (distal) part of the intes-

tine.3-4 



To learn more about the pros and cons of this procedure, we 
conducted an online survey among 30 physicians (including 
neonatologists and gastrointestinal surgeons) in the US, 
UK, Canada, Italy and Germany5 and combined this with a 
systematic literature search.2-4, 6-15 Using a fivepoint scale (‘very 
unimportant’, ‘unimportant’, ‘neither/ nor’, ‘important’, ‘very 
important’), the physicians were asked to evaluate different 
statements on the possible benefits as well as the risks and 
obstacles involved when performing mucous fistula refeeding. 

Our findings revealed that mucous fistula refeeding has a 
number of significant benefits6.

•	 Less fluid and nutritional complications: By providing the 
distal intestine with nutrition, refeeding helps to reduce the 
number of nutritional complications, e.g. those related to 
parenteral nutritional support and fluid losses.2, 3, 7

•	 Fewer associated complications: With less parenteral 
nutritional support needed, we see a reduction in 
cholestasis too.2, 9

•	 Higher success in re-anastomosis (stoma reversal): 
Infants who receive refeeding have shown a higher 
success rate when the stoma is reversed and the intestine 
reconnected.2, 9

•	 Increased growth rate: Infants who receive refeeding show 
a significantly higher growth rate.2, 3, 7, 8

•	 ≥ 80 per cent of the physicians surveyed stated that 
refeeding was ‘important’ or ‘very important’ for improving 
the infant’s growth.5

•	 ≥ 50 per cent of the physicians surveyed stated the 
practice was ‘important’ or ‘very important’ for immune 
system development and survival rate.5

 
Despite the reported benefits associated with refeeding, the 
procedure is not yet common practice. Literature on the 
subject and the physician survey identified three main barriers 
to widespread adoption:

•	 Complications: Some of the articles reported a few 
incidents of major complications (e.g. intestinal rupture or 
intestinal bleeding); others described concerns related to 
intestinal bacterial overgrowth, the time the output stayed 
in the bag,8 and possible sepsis through the introduction of 
pathogenic bacteria.10, 12

•	 Appliances: More than 30 per cent of the physicians 
surveyed highlighted the lack of a good ostomy appliance 
for refeeding. If it were available, ≥70 per cent would 
prefer a sterile stoma bag for refeeding.5

•	 Shortage of time: 20 per cent of physicians felt the 
refeeding procedure was too time consuming for nurses  
to perform.5

 

Future prospects?

For refeeding to become a widespread practice, healthcare 
professionals will have to be convinced that the benefits of the 
practice outweigh the risks as well as the extra time needed for 
nursing. According to our physician survey, this appears to be 
the case.

•	 80% expect refeeding to be practiced more often in the 
future

•	 53% believe the benefits of refeeding outweigh the risks, 
whereas 10% do not. 37% said that it depends on the 
situation.5

For the procedure to become widespread, however, more 
evidence is needed. The physicians surveyed expected future 
studies to demonstrate the positive impact refeeding can have 
on growth, immune system development, and mortality for 
premature infants with stomas.

There is another fact that is hugely important for the adoption 
of the procedure, and that is the presence of best practice 
guidelines.16, 17 Hospitals will need to discuss and prepare such 
guidelines to help minimize any possible risks or concerns 
related to the procedure.

What is chyme?
Chyme is partly digested food which, in the case of 
infants, consists of breast milk. Chyme helps the lower 
intestine by:

•	 Stimulating intestinal growth;

•	 Transferring antibody IgA and bacteria to the 
lower intestine, which may help immune system 
development; and

•	 Colonizing it with bacteria from the mother and 
from the upper intestineWhat is mucous fistula refeeding?

The process of taking chime produced by the upper 
(proximal) stoma and transferring it to the lower (distal) 
part of the intestine.3-4
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