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Thirty years of the health care service for ostomy patients in Juiz 
de Fora and surroundings

Trinta anos do serviço de atenção à saúde da pessoa ostomizada de Juiz de Fora 
e região

	 INTRODUCTION

In June 1988, in the city of Juiz de Fora, in the Brazilian 

State of Minas Gerais, the Ostomy Patient Care Program 

(PAPO) was implemented, covering populations in the 

cities of Juiz de Fora, Ubá, Barbacena, and Leopoldina. 

The program’s activities began with the gathering of an 

interprofessional team composed of one doctor from 

the University Hospital of the Federal University of Juiz 

de Fora, one nurse from the Municipal Health Secretariat 

(SMS), one social worker from the National Institute of 

Medical Assistance for Social Security (INAMPS), and 

one psychologist from the National Institute of Social 

Security (INSS). The program was created at the initiative 

of the professionals themselves1. With the creation of 

the Brazilian Unified Health System (SUS) by the Federal 

Constitution of 1988, the right of the ostomy patient 

to health care become a duty of the State, and must 

be carried out from the preoperative period until the 

individual’s reintegration into society2. 

As of 1993, the program had its name changed 

to Health Care Service for Ostomy Patients (SASPO/JF), 

taking place at the Department of Specialized Clinics of the 

Municipality of Juiz de Fora, linked to the Unified Health 

System (SUS). The service assists patients with elimination 

urinary (urostomies) and intestinal (ileostomies and 

colostomies) stomas who reside in the urban and rural 

areas of the 38 cities in the Juiz de Fora macro-region. 

The legal basis for the continuity of the activities 

of this service was Ordinance 116/1993 of the Ministry of 

Health, which brought the expanded concept of health 

and ensured the granting of devices (collection bags) 

to patients with ostomy by the Unified Health System 

(SUS)1,3. 
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A B S T R A C TA B S T R A C T

Objective: to establish the epidemiological profile of ostomized patients treated at the Health Care Service for Ostomy Patients in Juiz de 

Fora and region (SASPO/JF) and to quantify the pathologies that led to the stoma as well as the ostomy-related complications. Method: 

a retrospective study was carried out with the analysis of 496 medical records of patients registered at HCSOP/JF over 30 years and who 

remained in at the service in June 2018. The following variables were considered: age, sex, pathology that led to the stoma, type, time, 

location and complications of stomas. Results: 53.43% were male patients and 46.57% female. The average age was 56.24 years 

among men and 58.40 years among women. Eight patients had two types of ostomies simultaneously and a total of 504 ostomies were 

as follows: 340 colostomies (67.46%), 117 ileostomies (23.21%) and 47 urostomies (9.33%). Additionally, 47.65% of the colostomies 

and 76.92% of the ileostomies were temporary, while all urostomies were permanent. In 70.24% of cases, the reason for making 

the stoma was malignancy. There were 277 stomas with one or more complications (54.96%). Conclusions: most of the ostomized 

patients were over 50 years old and the main diagnosis that led to the stoma was malignancy. Ileostomies had a higher percentage of 

complications than colostomies and urostomies and, for all types of stomas, the most frequent complication was dermatitis. 

Keywords: Ostomy. Postoperative Complications. Colorectal Surgery. General Surgery. Urology.
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Ordinance number 400/2009 of the Ministry 

of Health established the “National Guidelines for the 

Attention to the Health of Ostomy People within the 

scope of the Unified Health System - SUS”. According 

to this ordinance, SASPO/JF is part of the Ostomy Care 

Service II, providing specialized and interdisciplinary 

assistance, with the objective of rehabilitating the patient, 

including guidance for self-care, prevention, treatment of 

ostomy complications, training, and supply of collection, 

protection, and safety equipment. The service must have 

at least the following human resources: doctor, nurse 

(with training in assistance to people with stomas), social 

worker, psychologist, and nutritionist. The number of 

professionals must be appropriate to the demands and 

the territorial area covered by the service, giving priority to 

the highest proportion of nurses in the team. Professionals 

do not need to be exclusive to the service1,4. 

The services provided by SASPO/JF consist of 

preoperative and postoperative consultations, medical, 

psychosocial, nutritional, and nursing monitoring, in 

addition to the distribution of devices. In the preoperative 

consultation, there is guidance on functioning, 

biopsychosocial assessment, and demarcation of the 

abdomen for making the stoma. In postoperative care, 

initiated while the patient is still in the hospital or in a 

home visit, the patient and his family are instructed in 

the necessary documentation for registration, follow-up 

in the service, and correct use of the devices. In addition 

to nursing assistance in the periodic stoma evaluation, 

there is assistance from a social worker, a psychologist, 

and a nutritionist. There are also support meetings for 

patients and their families. Through lectures, therapeutic, 

psychopedagogical, and educational groups addressing 

themes inherent to the condition of the ostomy patient, 

there is a stimulus to self-care, to the patient’s adaptation 

to the new condition, to reintegration into society, and to 

social life1. 

In 2018, the SASPO/JF completed its thirtieth 

anniversary. Since the foundation, all services have 

been documented in medical records, resulting in a rich 

collection for historical analysis. The present study aims to 

evaluate the epidemiological profile of ostomized patients 

seen at the service and to quantify both the diseases that 

led to the preparation and the complications associated 

with ostomies.

	 METHODS

From June 1988 to June 2018, the SASPO/

JF, located in the SUS Specialized Clinics Department in 

the city of Juiz de Fora (MG), assisted 2,805 people with 

stomas. During this period, the stoma was reverted in 

911 patients, 92 left the service, 24 ostomized patients 

were transferred, and 1,251 patients died. We analyzed 

527 medical records of patients registered over 30 

years and who remained in the service in June 2018, 

of which we excluded 31 medical records with illegible 

notes or with incomplete information according to the 

objectives of the study. We filled out previously prepared 

forms, and analyzed data from 496 medical records. We 

considered the variables age, sex, disease that led to the 

construction of the stoma, type, temporal character, 

location, and complications of the stomas.

	 RESULTS

 Of the 496 medical records analyzed, 265 were 

from male patients (53.4%) and 231 from females (46.6%). 

The average age among men was 56.2 years, while among 

women it was 58.4 years. The general average age was 

57.2 years and there was a predominance of patients over 

50 years old, as shown in Figure 1.

Figure 1. Distribution of 496 patients according to age range.

Eight patients had two simultaneous types of 

ostomies, comprising a total of 504 ostomies, distributed 

in 340 colostomies (67.5%), 117 ileostomies (23.2%), and 

47 urostomies (9.3%). Of the patients with simultaneous 

stomas, two had ileostomy and colostomy, two others had 

ileostomy and urostomy, and four had both colostomy and 

urostomy.

Among the 340 colostomies, there was a 

predominance of stomas made terminally and to the left, 

the majority being permanent. Of the 117 ileostomies, most 

were made in loop and on the right, with a predominance 
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of temporary stomas. All urostomies were permanent 

(Figures 2 and 3).

obstruction, familial adenomatous polyposis, inflammatory 

bowel disease, diverticulitis, and colon perforation, as 

shown in Figure 4. Other causes that led to the creation of 

ileostomy were fistula (3), acute appendicitis (2), intestinal 

necrosis, colon necrosis, ischemic colitis, anal and rectal 

bleeding, and chronic pancreatitis.

Figure 2. Classification of stomas according to temporal character.

Figure 3. Types and location of intestinal stomas.

The most frequent cause that led to the 

placement of 340 colostomies was malignancy, occurring 

in 235 cases (69.1%), of which rectal cancer was the most 

reported, followed by colon cancer. Cancer of gynecological 

origin and cancer of the anus/anal canal occurred in smaller 

percentages. Less frequent causes were observed, such as 

intestinal obstruction, rectum or colon perforation (due to 

foreign body or trauma), diverticulitis, imperforated anus, 

rectovaginal fistula, and inflammatory bowel disease, the 

occurrence rates of which can be seen in Figure 4. We also 

identified other causes that led to the colostomy creation: 

peritonitis (4 cases), megacolon (2), Fournier’s syndrome 

(2), acute abdomen (2), Hirschsprung’s disease, stenosis 

of perineal colostomy, laceration of the rectum, polyp of 

rectum, rectal polyposis, and proctitis.

As for the 117 ileostomies, the prevailing cause 

was also malignancy, with 77 cases (65.8%), rectal and 

colon cancer being the most frequent, while bladder cancer 

and gynecological cancer displayed lower percentages. 

We also observed less frequent causes, such as intestinal 

Figure 4. Causes that led to the placement of 340 colostomies, 117 
ileostomies and 47 urostomies.

Among the 47 urinary stomas, malignant 

neoplasm was responsible for 42 urostomies (89.4%), 

bladder cancer being the most frequent. Less frequent 

causes observed were neurogenic bladder, rectal cancer, 

gynecological cancer, rectovaginal fistula, hydronephrosis 

(Warkany’s syndrome), and chronic pyelonephritis (Figure 

4). 

In 504 stomas (colostomies, ileostomies, and 

urostomies), we found no complications in 227 (45.0%), 

one complication in 171 (33.9%), and two or more 

complications in 106 (21.0%), revealing a total of 277 

stomas with complications (54.9%).

We observed one or more complications in 179 

(52.6%) of the 340 colostomies and in 73 (62.4%) of the 

117 ileostomies. Thus, of the 457 intestinal ostomies, 252 

(55.1%) had complications, while 25 (53.2%) of the 47 

urostomies had at least one complication. Dermatitis was 

the most prevalent complication among intestinal and 

urological derivations (Figure 5).

	 DISCUSSION

The International Ostomy Association (IOA) 

projects one person with an ostomy for every 1,000 
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inhabitants in countries with a good level of health care, 

which may be much lower in less developed countries. In 

Brazil, there were more than 207,000 estimated people 

with such derivations in 2018. It is emphasized that this 

estimate was calculated considering elimination ostomies5. 

colon and rectal cancer are estimated in men, and 20,470, 

in women21. Bray et al. and Ferlay et al., assessing the 

incidence of 36 types of cancer in 185 different countries, 

estimate that one million men were affected by colon and 

rectal cancer in 2018, while 800,000 new cases occurred 

among women22,23. 

Most cases of colorectal cancer are related to the 

patient’s lifestyle, such as diet, smoking, physical inactivity, 

and obesity21,24,25. However, there are factors of hereditary 

and genetic origin, in addition to occupational exposure, 

which increase the risk of developing this cancer21. Age 

equal to or greater than 50 years is an additional risk, since 

there is greater exposure to risk factors over the years; the 

number of stomas is thus higher in this population10,16,24,25. 

The American Cancer Society and the Brazilian National 

Cancer Institute (INCA) establish that advanced age is 

one of the main risk factors for the development of colon 

and rectal cancer, in addition to other conditions such as 

familial adenomatous polyposis and inflammatory bowel 

disease21,25. 

The results of this research reveal that the clinical 

profile of ostomized patients corroborates the findings 

obtained in other studies related to the theme, which have 

shown a predominance of malignant neoplasms, mainly 

colorectal cancer, as the main medical diagnosis requiring 

surgical intervention and creation of an intestinal elimination 

stoma. The Brazilian Association of Ostomy Patients 

(ABRASO), the International Ostomy Association (IOA), 

and the United Ostomy Association (UOA) point out that 

oncological causes predominate in the stoma indication; 

however, inflammatory, traumatic, and congenital causes 

are also important15. In addition, intestinal derivation 

is indicated in cases of intestinal obstruction, colon 

perforations, traumas, fistulas, anastomoses protection, 

and congenital malformations26,27,28. We identified seven 

cases of imperforate anus, which explains the creation of 

colostomy in patients of both sexes in the first days of life. 

Several studies indicate that colostomy is the 

most common type of elimination stoma, followed by 

ileostomies, as observed in this study6-8,10,11,13-15,17,20,25,26. 

Most colostomies were terminally and permanently 

made, predominantly on the left, as found by other 

authors5,10,12,17,19,20,29. Terminal colostomy is often 

indicated when a long-term stoma is predicted, as in 

advanced rectal cancer or peritonitis13. lleostomies, on the 

Figure 5. Frequency of complications in 340 colostomies, 117 ileosto-
mies e 47 urostomies.

Among all colostomized, ileostomized, and 

urostomized patients evaluated in this study, there was 

a predominance of males, 6.86% more than females. 

In the literature, there are authors who describe male 

predominance6-11, while others observe a preponderance 

of females12-15. Our study demonstrated that malignant 

neoplasm was the main cause of creation of the derivations, 

and dermatitis, the most frequent complication in the 

three types of stoma. According to the World Health 

Organization (WHO)16, with the progression of the 

population’s life expectancy, the number of new cancer 

cases continues to increase, since aging is one of the main 

factors in the process of oncogenesis. This is reflected in 

the average age and higher age groups of patients with 

intestinal and urological derivations, as found in this and 

in other studies6-15,17.

The main cause leading to intestinal derivations 

(colostomies and ileostomies) was colorectal cancer. 

The proportion found is consistent with the literature in 

several studies, as a consequence of the high incidence 

of intestinal cancer6,8 13,15,18,19,20. Without considering non-

melanoma skin tumors, in Brazil, colon and rectal cancer 

is the second most frequent in both males and females, 

behind prostate and breast cancers, respectively. For each 

year of the 2020-2022 triennium, 20,520 new cases of 



5

Rev Col Bras Cir 48:e20202644

Sirimarco
Thirty years of the health care service for ostomy patients in Juiz de Fora and surroundings

other hand, were mostly created in loop and temporarily, 

predominantly to the right, being consistent with the 

literature13,19,20,29. 

Of 457 intestinal stomas, 252 had one or more 

complications (55.1%) and this is comparable with other 

works, who report complication rates ranging between 

23.0% and 60.0%13,17,26,30. The literature reveals a higher 

percentage of complications in ileostomies compared 

with colostomies6,14,26, consistent with the findings of 

this study: ileostomies with 62.4% and colostomies with 

52.6% of complications. This is explained by the liquid 

consistency and greater volume of the ileal content in 

relation to the colonic content, easily drained through the 

stoma and affecting the patient’s skin. This alkaline liquid 

causes serious wounds, hampering correct adaptation 

of the bag to the abdominal wall, further favoring the 

contact of the contents with the skin27,30. An evidence of 

this was the greater occurrence of peristomal wounds in 

ileostomies (11.1%) when compared with colostomies 

(1.7%), as well as the occurrence of dermatitis. 

Peristomal dermatitis was the most common 

complication in intestinal derivations (51.2% in ileostomies 

and 21.1% in colostomies), as demonstrated by other 

authors. The high rate of dermatitis has been correlated 

with a higher frequency of exchange of the collection 

equipment and also with its inadequate handling, which 

may be a consequence of the long ostomy period of the 

monitored patients6,7,13,20,26. The second most frequent 

complication was retraction, with a rate of 17.1% in 

ileostomies and 12.0% in colostomies, percentages similar 

to other surveys6,26,30. There are no uniform criteria in the 

literature to assess the causes of retraction. However, 

thickened mesentery makes it difficult to mobilize the 

intestinal loop, and a greater panicle in obese patients 

exerts traction on the intestinal wall, which can lead to 

retraction17. As this is a documentary research, we could 

not assess whether there was any technical difficulty in 

creating the stoma, since there was no such description in 

the medical records. 

Prolapse in an uncommon complication of 

stomas and may be associated with parastomal hernia19. 

In the intestinal ostomies analyzed, prolapse reached 

a percentage of 2.3% in colostomies and 0.8% in 

ileostomies, while parastomal hernia was present in 

7.3% of colostomies and in 2.5% of ileostomies. In 

other studies, there was also a higher occurrence of 

these complications in colonic derivations than in ileal 

ones6,13,14,17,18,26,30. It is important to monitor ostomized 

patients for the appearance of bulging, parastomal 

hernias, and prolapses, which cause discomfort, pain, and 

even poor adaptation to the bag.

Inadequate adaptation occurred in both 

intestinal and urological derivations, located in cutaneous 

depressions, close to the surgical or umbilical scar, to the 

iliac crest, among other anatomical accidents, allowing 

the leakage of the content drained by the ostomy. The 

inadequate choice of the stoma’s site is more common 

in urgent surgeries, emphasizing the importance of 

preoperative planning for a proper location, which is vital 

for the patient’s quality of life6,14,27,31. 

Urostomies are usually held when there is 

cancer of the bladder or urethra, congenital bladder 

abnormalities, or spine alterations, such as spina bifida 

or neural tube defects32. This research showed that most 

patients with urinary diversion had bladder cancer. In 

2018, according to Bray et al. and Ferlay et al., bladder 

cancer was the sixth most common in males and the 

seventeenth in females22,23. The number of new cases of 

bladder cancer estimated for Brazil, for each year of the 

2020-2022 triennium, is 7,590 cases in men and 3,050 in 

women. These values correspond to an estimated risk of 

7.23 new cases per 100,000 men and 2.80 per 100,000 

women, which may lead to an increase in the number of 

urostomized patients21. According to the American Cancer 

Society25, 90.0% of cases of this cancer require surgery, 

either alone or in combination with other therapies, such 

as immunotherapy or chemotherapy, and in some cases 

a urostomy may be necessary29. Resection of the bladder 

can be partial or total, and more advanced tumors may 

require complete removal of this organ, termed radical 

cystectomy25,33. The WHO recommends that urologists 

consider definitive urinary diversion for patients who 

have undergone radical cystectomy for invasive bladder 

cancer34. In this perspective, this study showed that all 

urostomized patients had permanent derivations. The 

overall complication rate in urinary diversions was 53.1%, 

while in the literature the rates vary from 20.0% to 

65.0%20,31,32,35,36. In line with other analyzes, dermatitis 

was the most common complication found in urostomies, 

in 36,1% of cases. As with intestinal ostomies, the 
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presence of dermatitis may be a consequence of the high 

frequency of exchange of the collection equipment and 

its inadequate handling20,31,32. In the literature, it is rare 

to find the occurrence of prolapse and the presence of 

granuloma, which we observed in 4.2% in urinary stomas, 

complications that may be related to the length of time 

the stomas remained6,31,32. 

In view of the high prevalence of debilitating 

diseases and the fragility that an ostomy can cause to the 

patient, the interdisciplinary service created to care for 

ostomized patients in the Juiz de Fora region has been 

providing relevant services to patients with colostomies, 

ileostomies, and urostomies for over thirty years, aiming at 

better quality of life for the patients.
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