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AbSTRACT - Background: The most common injury to indicate definitive stoma is rectal cancer. 
Despite advances in surgical treatment, the abdominoperineal resection is still the most 
effective operation in radical treatment of malignancies of the distal rectum invading the 
sphincter and anal canal. Even with all the effort that surgeons have to preserve anal sphincters, 
abdominoperineal amputation is still indicated, and a definitive abdominal colostomy is 
necessary. This surgery requires patients to live with a definitive abdominal colostomy, which 
is a condition that modify body image, is not without morbidity and has great impact on the 
quality of life. Aim: To evaluate the technique of abdominoperineal amputation with perineal 
colostomy with irrigation as an alternative to permanent abdominal colostomy. Method: 
Retrospective analysis of medical records of 55 patients underwent abdominoperineal 
resection of the rectum with perineal colostomy in the period 1989-2010. Results: The mean 
age was 58 years, 40 % men and 60 % women. In 94.5% of patients the indication for surgery 
was for cancer of the rectum. In some patients were made three valves, other two valves and 
in the remaining no valve at all. Complications were: mucosal prolapse, necrosis of the lowered 
segment and stenosis. Conclusion: The abdominoperineal amputation with perineal colostomy 
is a good therapeutic option in the armamentarium of the surgical treatment of rectal cancer.

RESUMO - Racional: O câncer de reto é o agravo mais frequente para a indicação do 
estoma abdominal definitivo. Apesar dos avanços no tratamento cirúrgico, a amputação 
abdominoperineal ainda é a operação indicada mais efetiva nesta indicação com invasão de 
esfíncter e de canal anal, o que impõe aos pacientes colostomia abdominal definitiva, condição 
que altera a imagem corporal e grande repercussão na qualidade de vida. Objetivo: Avaliar 
a técnica de amputação abdominoperineal mais colostomia perineal com irrigação como 
alternativa à colostomia abdominal definitiva. Método: Análise retrospectiva de prontuário 
médico de cinquenta e cinco pacientes submetidos à amputação abdominoperineal do reto 
mais colostomia perineal no período de 1989 a 2010.  Resultados: A média de idade foi de 
58 anos sendo 40% em homens e 60% em mulheres. Em 94,5% dos pacientes a indicação 
cirúrgica foi por câncer de reto. Em alguns foram confeccionadas três válvulas, em outros 
duas e nos demais não foi confeccionada nenhuma válvula. As complicações foram: prolapso 
mucoso, necrose do segmento abaixado e estenose. Conclusão: A técnica de amputação 
abdominoperineal mais colostomia perineal é boa opção terapêutica no arsenal do 
tratamento cirúrgico do câncer de reto.
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DESCRITORES - Neoplasias colorretais. 
Amputação. Colostomia. Qualidade de vida. 
Irrigação terapêutica.
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INTRODUCTION

Historically, after the first successful excision of the rectum made   by Lisfranc in 1826 
by perineal posed the problem of conservation of sphincter function avoiding 
permanent colostomy. Several authors have presented their proposals for rebuilding 

the gut, not always managing to reconcile radical treatment with neoanal function rehabilitation.
In 1908, Ernest Miles presented the reasons for radical amputation based on the routes of 

lymphatic spread of rectal cancer and its principles. His technique has spread so that the problems 
of conservation and restoration of sphincter bowel became secondary plan. There was a general 
impression that the conservation of the sphincters compromise the radicality of operation with 
consequent reduction of survival17.

Even with all the effort that surgeons have done to preserve a growing number of anal 
sphincters, subsidized by the advancement of technology, with the previous low performing 
resections, abdominoperineal amputation is still indicated, and a permanent abdominal colostomy 
is required10. On now it seems that is still far from a technique proscribed as published in the 
literature after the encouraging results of total mesorectal excision: “an endangered operation”9.

Lázaro da Silva participated in a research line in smal intestine11 and proposed this study 
in large intestine12,16 and joined the group of authors seeking options to avoid permanent 
colostomy8,19,7,1. In 1991 he published his experience: abdominoperineal amputation modified, 
more abdominoperineal amputation with perineal colostomy and irrigation. The goal was to avoid 
permanent abdominal colostomy keeping the radical treatment for lesions that warrant resection 
anal sphincter 11,12,16,13,14,15.

The author commented: “without taking sides [...] we must do everything to avoid a 
colostomy [...] when you live in a contemporary world where the worship is a physical reality. Reality 
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so striking that women are increasingly exposing physically while 
men turn their concerns and attitudes towards physical beauty of its 
exterior. Are contemporary situations that they can not deny values   
or support, rather than criticism”16. 

The aim of this study was to evaluate the technique of 
abdominoperineal amputation with perineal colostomy irrigation as 
an alternative to definitive abdominal colostomy through a survey 
of 55 patients who underwent abdominoperineal resection with 
perineal colostomy in the period 1989-2010.

METhODS

Operation
The abdominoperineal amputation of the rectum is the 

standard surgery with removal of a cylindrical piece with mesorectal 
integrity. Systematic mobilization of the left colon and ligation 
of the inferior mesenteric artery and vein, need great care with 
the marginal arcade. Three seromyotomies section consisting of 
serosa, longitudinal and circular circumferential (360°) layers  until 
the protrusion of the mucosa followed by invaginating sutures 
(Figures 1 and 2), are done. The manufacture of the valves begins 10 
cm cranial to the perineal colostomy, lying 10 cm from each other 
(Figure 3). Next step is to take place the lowering of the colon and 
its sutured at the perineal skin edge (Figures 4A, 4B, 4C and 4D). 
If the tumor imposes the need for removal of a greater amount 
of skin, one can run a skin flap , “Z”-plasty , which facilitates the 
approximation of the skin edges with the edge of the stoma (Figure 
5), or let the granulation occupy the empty space in the pelvis .

FIGURE 1 - Schematic drawing illustrating the circumferential 
seromiotomy (A) and the seromuscular sutures 
invaginating the mucosa (B, C)24

FIGURE 2 - Seromiotomy with mucosal exposure in lowered 
colon segment (arrow)

FIGURE 3 - Three seromiotomies (valves made at lowered 
colon) 10 cm distally from one another

FIGURE 4 - A) Patient aged 37 with perineal colostomy for 
five years and six months; B) 71 year old patient 
with perineal colostomy for 20 years; C) patient 
of 49 years with perineal colostomy for four 
years and seven months showing mild prolapse 
and absence of dermatitis; D) rotation skin flap 
(black arrow) to cover the defect of sacrectomy 
with perineal colostomy stenosis (blue arrow) 
in perineal colostomy after four years and five 
months.

Patient´s continence is made by autoirrigation. They are 
trained to make a perineal colostomy irrigation in with current 
warm water. At first, each 3rd day. Over time, each patient sets 
the cleaning interval according to his need and well being.

RESULTS

The average age was 58 years (38-80), 40 % (n=22) 
were male and 60% (n=33) were female. In 94.5% (n=52) 
of the patients the indication for surgery was for cancer of 
the rectum, at 3.63% (n=2) was  for cancer of the anus and 
1.81% (n=1) for severe perineal Crohn’s disease. As for the 
height of the tumor in relation to the anal verge: 40.38% 
was at 2 cm; 15%, 3 cm; 1.92%, 4 cm; 5.76%, 5 cm; 1.92%, 
7 cm; 3.84%, without notes in the medical record. As for 
the number of valves, three valves were made in 51% of 
patients and two in 18%; in 18% no   valve was made and 
13% had no notes in the medical record. Complications 
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were: mucosal prolapse in 10.9% who were all corrected with 
simple perineal resection for access and local anesthesia; two 
necroses of the colon segment put down, and in one patient 
was re-done new colon lowering, and in another patient was 
left with permanent colostomy at right position, because the 
necrosis hit the hepatic angle; two stenoses of the perineal 
stoma with local resection wuth resuture and ostomy were 
found; one stenosis of the vaginal introitus for suspected 
recurrence; one incisional hernia; one intraoperative bleeding 
controlled; no deaths in the immediate postoperative period; 
three dehiscence of the perineal colostomy with primary 
suture, and a bowel obstruction after one year of surgery 
with patient’s death. 

As for irrigation, it is a viable self-care, with varying 
time periods according to the need and condition of the 
patient. The range of irrigation was varied between patients 
daily, 2/2 days to 5/5 days, and on alternate days. One 
patient preferred to evacuate two to three times per day 
doing abdominal press instead of the irrigation. 

It was impossible to collect data of survival and quality 
of life due to the age of patients and the difficulty in locating 
them.

DISCUSSION

Radical resection of the primary tumor including 
regional lymphnodes, operation with preservation of 
nerves and perineal surgery continent with anal sphincter 
preservation are pillars of modern surgical therapy for 
rectal cancer. A low anterior resection, including total 
mesorectal excision is the treatment of choice for cancer 
of the rectum or lower. The abdominoperineal resection 
with permanent colostomy is usually recommended for 
low rectal cancer with invasion of the sphincter complex or 
insufficient sphincter2.

The disease-free longer survival as a result of advances 
in surgical technique, adjuvant therapy and technologies 
used in the management of patients, reinforces the 
importance of using quality of life as a measure to evaluate 
the treatments performed, especially in terms respect to 
functional aspects3,22.

The intestinal stoma is a strong negative factor in 
emotional and physical impact to the people who have it, as 
it represent not only changes in body image and self-esteem, 
but also the bad functional aspects associated to it. Thus, 
there is a need to monitor and try to rehabilitate patients 
ostomatized through specific care, such as autoirrigation, 
enabling them to better bowel control, which reflects on 
their quality of life2.

As many studies suggest that patients with a stoma 
have a poorer quality of life than those without it, and as 
many patients find that life with a permanent colostomy is 
unacceptable, the limits of operation preserving continence 
has been expanded in recent decades. Advances in surgical 
technique with the introduction of inter-sphincteric 
resection and better understanding of the necessary safety 
in distal margins, resulted in greater tendency of sphincter 
preservation even very low tumors. This was based on the 
assumption that the quality of life could be better to avoid 
permanent stoma in low rectal cancer 22.

Studies show improved quality of life for people 
in the use of methods of bowel control. A sample of 
colostomy patients in use of the method of bowel control 
as autoirrigation, had higher average scores than those 
obtained by patients who did not use it with significant 
difference (p<0.001), obtained in all domains in the overall 
quality of colostomized patients4, 23.

The perineal colostomy can be included in the arsenal 
of colorectal surgery by providing neoanal functional 

rehabilitation to promote control of intestinal contents. 
The most relevant factor is to avoid abdominal permanent 
colostomy.

Stand out as the technical advantages: avoids 
abdominal colostomy; fil ls the pelvis; preserves the 
oncological treatment character because it does not 
interfere with block excision of pelvic tissues; scar repair 
is done around a quarter of the time; the secretion of 
colonic mucosa is small in perineal colostomy or does not 
exist, because there is a partial occlusion and minimal skin 
externalization; under the social point of view, provides 
better conditions of living than that using bag; continence 
is relative, the patient can plan his care according to his 
convenience; avoids a low anastomosis; prevents pelvic 
sepsis with ileostomy; rebuilds the vagina in its sidewalls; 
the bladder function is effective; the perineal healing is 
faster ; prevents colostomic and perineal hernia; saves 
fundings, because it eliminates the use of colostomy 
bag and treatment of dermatitis; does not predispose to 
infection or vaginosis and urinary tract and has no smell or 
sound of gas; does not require routine flap rotation so no 
increasing morbidity of the operation; may be performed in 
patients who underwent neoadjuvant therapy and adjuvant 
one is not delay if indicated. In daily life, when a surgeon is 
prepared technically, when offers this option to the patients 
they prefer this method to the abdominal wall  permanent 
colostomy4,10,9,13,14,15,25,26.

The valve made   can not prevent all the mechanisms 
of motility. Probably makes them less effective and 
uncoordinated, so it is not obstructive but contender. 
It slows the transit time of the intestinal contents and 
increases the contact time of nutrients with the mucosa, 
resulting in stasis and dilation, with low clinic effect21, 24.

Important studies in recent decades have shown that 
it is possible to reproduce the technique in an animal model. 
Making seromiotomy generates partial secondary stenosis, 
forming a fibrous ring, with elevation of the mucosa toward 
the lumen, with discontinuation of the longitudinal and 
transverse muscles. Clinical, radiological, histopathological 
and immunohistochemical analysis raised the possibility that 
the section of the muscle layer, accompanied by section of 
plexus of Auerbach, undermine the impulse propagation by 
surgical denervation. Morphology, distension of the colon 
and histological features, for the presence of fibrosis at the 
site of seromiotomy, confirmed that the partial stenosis 
obtained with sutures and its effects are responsible for the 
intraluminar contention 25 mechanism 6,20,5,18.

Irrigation is a desirable self-care. It is a mechanical 
method for the regulation of intestinal activity by washing 
the intestine through the stoma. Its purpose is to adapt 
the bowel to work more regularly with day range variable, 
which provides the patient with an ostomy free period of 
concern16,4, 24, 18.

In this study, the great regret was not getting the data 
collection of all the variables considered important: quality 
of life and evolution of the perineal colostomy.

Were followed patients with at least three years and 
maximum 20 years with perineal colostomy. The ones still 
alive made good testimonies that stimulate to continue 
researching the subject. No patient returned asking to 
reverse the perineal colostomy for an abdominal colostomy. 
One of the most important testemony that a patient with 
perineal colostomy did in her 82 years of life and 20 years of 
perineal colostomy was: “I have privacy”. She was admitted 
in 2010 to be operated from a bladder cancer. 

Survival was not the main focus of the paper, as 
it depends on staging and prognosis of the tumor, the 
technical refinement of the surgeon and the surgical 
technique proposed.
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CONCLUSION

The technique of perineal colostomy meets the current 
goals of surgical treatment of rectal cancer that affects the 
sphincter: radical resection of the neoplasm offering neoanal 
function reconstitution with greater quality of life. There is 
great satisfaction of patients because this technique offers, in 
addition to the proposed curative intent, rehabilitation very 
close to the physiological condition of the human being16.
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