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Medical rehabilitation of patients  
with rectal cancer with end colostomy

Relevance. The share of patients who require the formation of preternatural anus on the anterior abdominal wall in the 
end of surgery for rectal cancer remains high as of today. It results in severe disability of these patients, their social and labor 
disorientation.

Purpose of the study is to improve the quality of life of patients radically operated for rectal cancer with the formation of 
terminal abdominal colostomies.

Results. A step-by-step complex of rehabilitation measures including a correct choice of colostomy formation site, dietary 
management, proper colostomy care, prevention and elimination of complications of intestinal stomas allowed achieving 
good functional results of treatment in patients with rectal cancer with preternatural anus after radical surgical interventions. 
The labor rehabilitation coefficient has reached 71.3±4.9%. Every fifth patient has returned to the pre-operative lifestyle by 
himself. 18.4±4.2% of all patients treated for rectal cancer were able to return to work without passing the medical-social ex-
pert commission (“Self-rehabilitation” coefficient).  

Conclusion. Application of the comprehensive rehabilitation program in patients with rectal cancer with end colostomy 
has improved the quality of life of those patients, their social and labor adaptation.
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Introduction. As of today, in spite of the advances in 
early diagnostics of rectal cancer (RC) thanks to the imple-
mentation of screening, the share of advanced forms of RC 
remains high [1, 2]. Though various modern approaches 
allow expanding the list of indications for sphincter-pre-
serving surgery, quite a lot of patients require the forma-
tion of a temporary or permanent colostomy [3-5]. At that, 
a well-formed and adequately functioning colostoma can 
improve the quality of life of such patients [3, 5, 6].

However, reaching an adequate quality of life for these 
patients even with the formation of a functionally consis-
tent terminal colostomy requires targeted actions before 
and after surgery. A range of rehab actions is required to 
correct abnormalities arising after the formation of the 
preternatural anus.

The most common paracolostomic complication asso-
ciated with the colostomy dysfunction is its stricture which 
occurs in 5-7% of cases [6, 7].

Purpose of the study was to improve the quality of life 
of patients radically operated for RC with the formation of 
terminal abdominal colostomies.

Material and methods. The study included the re-
view of the outcome of radical surgical treatment of 134 
patients with RC stage II-III with the formation of terminal 
anus praeternaturalis (abdominoperineal resection and 
obstructive rectum resection).

The rehab actions were started from the moment of 
the patient’s admission. Most of the patients who were 
to undergo the formation of preternatural anus were un-
der an expressed depression; they experienced fear and 
hopelessness due to the expected surgery. It was espe-
cially manifested in young people. For that reason, during 
the initial examination, the patients were explained the 
life-saving nature of that procedure; they were told about 
the cases when intestinal stoma was required and the ex-
isting methods of stoma care which allowed the patients 
to return to normal life. Meeting with people who had pre-
viously undergone such surgery and were successfully tak-

ing care of the preternatural anus was the most effective 
way to combat possible fears and doubts (sometimes, they 
were the ward roommates who had already undergone 
such surgery and were preparing for a discharge). Before 
the start of treatment, the patient was tuned in on the idea 
that the colostomy would not prevent his/her return to the 
former way of living or labor activity.

The key point of rehab actions for the patients who 
were to undergo the formation of preternatural anus was 
the selection of the place for a future formation of termi-
nal colostomy on the anterior abdominal wall. The follow-
ing principles were followed:

- the place for the formation of intestinal stoma was 
chosen at different positions of the patient’s body, espe-
cially in patients with overweight;

- the colostomy was to be easily accessible for exam-
ination and care;

- the intestinal stoma should be located in the left iliac 
region far enough from the iliac bone, umbilicus and cos-
tal arch to carry colostomy bag;

- the colostomy should be located away from the waist-
line  not to interfere with the cloth belt, folds, scars and 
other coarse deformations of anterior abdominal wall.

Following these principles facilitated taking care of the 
preternatural anus by the patients using all the available 
modern methods of colostomy care.

The choice of items of colostomy care is the first and 
most essential challenge in the framework of modern ap-
proach to colostomy care. Second is the issue of using of 
these items in the living conditions of the patient; the third 
is the possibility to learn to take care of the stoma. The lat-
ter depends more on the mental status of the patient or 
his caregivers.

Findings and discussion. The most economic method 
of intestinal stoma care was the administering of enemas 
through the colostomy during the colon irrigation. That 
procedure was made once a day, with changing the pad 
every 12 hours. However, that method required the appro-
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priate living conditions, the relevant training and attitude 
of the patient.

The patients were trained in caring for the preternatu-
ral anus while their general condition improved and their 
wounds healed. First, they had to get used to regulate def-
ecation with diet. In order to establish a proper diet regi-
men, the stoma patients were recommended to keep a nu-
trition log where they recorded the daily menu, the time 
and frequency of defecation, the quality of feces, the pres-
ence of gas, possible pain after a meal, and the amount of 
urine. The patient was to keep the records until he could 
reliable determine what kind of food and the nutrition reg-
imen suited him more. Usually it was enough to monitor 
the nutrition for about one month. In most cases, a cer-
tain mode of intestinal discharge was established after a 
few weeks.

The most effective type of colostomy bags was adhe-
sive colostomy bags. They ensured the required tightness 
and comfortable life of the patients throughout the day. 

Colostomy bags with a biologically active adhesive 
were the most preferable as those adhesives could pro-
tect the skin from the damaging effect of feces. Such co-
lostomy bags consisted of an adhesive plate and a bag. 
They differed from each other in the protective properties 
of the adhesive and the methods for attaching of polyeth-
ylene bags. The adhesive colostomy bags required no spe-
cial conditions for their sticking and removal. Still, the pa-
tients were recommended to select a special place to store 
the necessary aids and appliances (colostomy bags, scis-
sors, and gauze balls).

The presence of a complicated artificial intestinal fistu-
la always posted the question about the tactics managing 
of such patients. An answer to this question required clas-
sification of terminal colostomy strictures. In the present-
ed study, the following classification of terminal colosto-
my strictures was applied:

Degree I – compensated stricture: the existence of co-
lostomy stenosis not preventing the intestinal discharge; 
a free discharge of the well-formed feces; a conservative 
therapy of correction of colostomy dysfunctions (diet ther-
apy, drug treatment).

Degree II – sub-compensated stricture: the existence of 
obstacles for normal defecation; a free discharge of por-
ridge-like stool; the dactylar (by the patients themselves) 
or instrumental (by oncosurgeon) colostomy dilation.

Degree III – decompensated stricture: the colostomy 
stricture decompensated the colorectal obstruction; a free 
discharge of loose stool and (or) gases only. Such colosto-
my required a reconstruction.

Except for cases when the terminal colostomy was 
formed after the abdominal-perineal rectum extirpa-
tion for oncological criteria (rectum lower ampulla cancer 
and anal canal cancer), the obstructive rectum resections 
(Hartmann’s surgery) were performed due to a complicat-
ed process or severe concomitant pathology (intestinal 
obstruction, paracancerous abscess, severe diabetes, etc.). 
In accordance with the above classification, the post-sur-
gery terminal colostomy strictures of various degrees were 
detected in 5.4% of patients.

The correction of terminal colostomy dysfunction of 
Degree I under the above classification provided satisfac-
tory results with an improvement of the quality of life by 
diet therapy. The Degree II strictures were corrected by 
dactylar dilation of the stoma. The technique included reg-
ular (an essential condition) fingering below the stricture 

in order to maintain the stoma diameter. An instrumental 
dilation was performed in case of the inefficiency of dacty-
lar dilation. The Degree III strictures required the colosto-
my reconstruction.

The assessment of life quality of patients after rehab ac-
tions showed that most of the patients could cope with the 
changed living conditions and adapt to the social and la-
bor environment. At that, the motivations for returning or 
the refusal to return work in various social and profession-
al groups were nearly the same. Thus, the main motives for 
the return included “the desire to maintain the family bud-
get” and “I cannot imagine my life without work.” The mo-
tives for refusal were “the fear to be in a special position in 
the team” and “the family circumstances.”

The “labor rehab” coefficient was calculated to study 
the influence of the conducted surgery on the post-sur-
gery working ability of the patients. The “labor rehab” co-
efficient reflected the actual return to work of the patients 
with the tumors of the main localizations regardless of 
whether they had passed the medical-social expert com-
mission (MSEC) or not, whether they were declared dis-
abled or not. That overall indicator showed the share of 
people who had returned to labor activities independent-
ly, the share of workers with the disability group III, and 
the share of workers with the disability group I-II after the 
initial examination. The obtained labor rehab coefficient 
was 71.3±4.9%. At that, the “self-rehab” coefficient reflect-
ing the share of people who had returned to their pre-sur-
gery lifestyle independently (the share of patients who re-
turned to work without passing MSEC in the total number 
of treated for RC) was equal to 18.4±4.2%.

Conclusion. Thus, the implementation of a complex set 
of medical rehab actions for patients with terminal colos-
tomy has improved their quality of life. Most of the patients 
who underwent disabling surgery with the formation of a 
preternatural anus were able to adapt in the society in the 
social aspect without curbing of their vital interests. Many 
patients who were employed before the disease were able 
to return to their labor activities.
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