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Prospective controlled trial comparing colostomy irrigation
with "spontaneous-action" method

N S WILLIAMS, D JOHNSTON

Summary and conclusions

Thirty randomly selected patients with permanent
colostomies entered a prospective controlled trial com-
paring colostomy irrigation with spontaneous action.
Each patient was interviewed and examined before
irrigation was begun and again after the technique had
been used for three months. Each then reverted to
spontaneous action for a further three months and was
then reassessed.
Eight patients abandoned irrigation and 22 (73%)

adhered to the protocol. Irrigation caused no mishaps
or complications. The mean time spent managing the
stoma was 45+ SEM 9 min/24 hours during spontaneous
action and 53±9 min/24 hours during irrigation. This
difference was not significant. The numbers of bowel
actions weekly were 13+SEM 2 during spontaneous
action and 6±1 during irrigation (p <001). Irrigation
reduced odour and flatus in 20 patients and enabled 12
out of 18 to stop using drugs and seven to discard their
appliance. Irrigation also improved the social life of
18 patients and the working conditions of eight out of 14.
These findings show that some patients may not be

suitable for irrigation but that for many it is better than
the conventional British method of colostomy manage-
ment. With modern apparatus the technique is safe.

Introduction

The best way of managing a colostomy at home is debatable.
In Britain the most commonly used method is "spontaneous
action," which means that by dietary manipulation and the
use of drugs the colostomy is induced to act once or twice daily
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at predictable times.' Fewer than half of all patients achieve
this ideal, however,' and about 60% have difficulties with
their appliance owing to skin allergy, soreness, leakage, odour,
and flatus.'
The alternative method is colostomy irrigation, which is

popular in America and reportedly eliminates many of the
problems associated with natural evacuation.4-6 There is no
record of a controlled clinical comparison of the two methods,
however, and we therefore decided to conduct such a trial.

Patients and methods

Twenty-four men and six women aged 17-78 years (mean 58 4
years) were admitted to the trial. Each had had a permanent colostomy
constructed after abdominoperineal excision of the rectum a mean of
6-3 years before and were using spontaneous action as the only method
of colostomy care. The patients were selected at random from those
attending for routine follow-up at a rectal clinic. The only contra-
indications to entry to the trial were lack of bathroom facilities, severe
locomotor handicaps, or stenosis of the colostomy.

Patients were interviewed at the beginning of the trial and any
abnormality of the stoma recorded. Blood was taken for a full blood
count and measurement of serum urea and electrolyte concentrations.
They were then taught the irrigation method and instructed to use
it for three months, at first daily but reducing the number of irrigations
at their discretion. After three months the patients were interviewed
and examined and the blood investigations repeated. Patients then
reverted to the spontaneous-action method for a further three months
and were then reassessed. Throughout the trial each patient recorded
the number of bowel actions daily, the time spent managing the
stoma, and the frequency of irrigation.

Irrigation technique-Figure 1 shows the components of the
cone-type irrigation set. The flow-control clamp is closed and the
reservoir filled with tepid water. The clamp is opened to fill the
tubing with water, then closed again, and the reservoir is suspended
above the shoulder, the patient being seated on the toilet. The
drainage sleeve is next secured round the patient's waist, so that its
upper end lies around the stoma and its lower end hangs between
the legs into the bowl (fig 2). The cone is then lubricated and inserted
into the stoma, but only far enough to allow the irrigating fluid to
flow into the intestine without escaping. The flow-control clamp is
then opened and 250-500 ml fluid allowed to flow into the colon.
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After several minutes the cone is withdrawn and evacuation of
colonic contents allowed to occur.

Results

Of the 30 patients who entered the trial, 22 (7300) adhered to the
protocol. The remaining eight abandoned irrigation during the
three months, three because of aesthetic objections and five owing
to technical difficulties, particularly inability to introduce the cone
satisfactorily into the stoma. Only the 22 patients who adhered to
the trial protocol are included in the analysis.
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FIG 3-Time spent managing stoma/24 hours during
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FIG 2-Drainage sleeve in position and cone
inserted into stoma. Flow-control clamp is
opened, allowing fluid to enter colon.

Time spent managing the colostomy-Figure 3 shows for each
patient the time spent daily managing the colostomy. The mean time
expended during spontaneous action was 45±SEM 9 min/24 hours
and during irrigation 53±9 min/24 hours. This difference was not
significant.

Frequency of colostomy actions-With the outcome of each irrigation
counted as one bowel action (fig 4), the mean number of colostomy
actions weekly while using irrigation was 6 ±SEM 1 and while using
spontaneous action 13+2 (p <0-01; Student's t test for paired data).

0 J

Mean± SEM 13±2 6±1
FIG 4-Numbers of bowel actions weekly during
spontaneous action (0) and irrigation (A). Outcome
of each irrigation counted as one bowel action; thus
during use of irrigation method very few spontaneous
bowel actions occurred. (13:2 actions v 6:41
actions: p < 001.)

Frequency of irrigation-Eleven patients irrigated daily, seven
irrigated on alternate days, and four irrigated every third day. Of the
11 patients who irrigated daily, four had occasional faecal actions
between irrigations, but each of these patients had had 21 or more
actions a week while using spontaneous action. Four patients in
the group who irrigated less often complained of mucous discharge
between irrigations. Thus of the 22 patients, 14 had no colostomy
actions whatever between irrigations and seven were confident
enough to discard their appliance and rely merely on a small pad to
cover the stoma.

Odour and flatus-The amount of odour and flatus from the
colostomy was assessed simply by asking the patient at the end of the
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spontaneous-action period whether it had increased, decreased, or
not changed compared with the irrigation period. Twenty patients
noticed an increase, none noticed a decrease, and two noticed no
change.

Diet-Sixteen patients had eliminated two or more items from
their diet while using spontaneous action in an attempt to control
their colostomy action. During the irrigation period 10 patients
could reintroduce these items into their diet, only to eliminate them
again when they reverted to spontaneous action.
Medication-At the beginning of the trial 18 patients were relying

on drugs to control their colostomy action. Twelve of them stopped
using drugs during irrigation but had to reintroduce them when they
reverted to spontaneous action.
Employment-Eighteen patients had been in full-time employment

before operation, and 14 returned to work after operation, 10 to the
same job and four to part-time or lighter occupations. None of the
14 patients found that irrigation interfered with their jobs, whereas
eight complained of difficulties at work (frequent changes of the
appliance or anxiety about leakage) while using spontaneous action.

Social life-Eighteen patients stated that their social life was
improved while using irrigation. They were more confident in
meeting people and visiting public places, especially restaurants.
Four had gone swimming, which they would not have contemplated
while using spontaneous action.

Complications-Irrigation was not associated with any major
complication; in particular, no patient suffered colonic perforation
or water retention. There was no significant difference in full blood
count and serum urea and electrolyte concentrations after three
months of irrigation when compared with these measurements after
the same period of spontaneous action. At the start of the trial three
patients had prolapsing colostomies and two paracolostomy hernias.
None of them found irrigation difficult, and it did not exacerbate
their original stoma problem.

Irrigation or spontaneous action ?-At the final visit the patients
were asked which method of colostomy care they would use in
future. Seven stated that, although irrigation was useful, they intended
to use it only on special occasions, and 15 intended to continue using
irrigation regularly; 13 of them were still using the technique when
interviewed three months later.

Discussion

Colostomy irrigation was first described in Britain in 1927.7
It received enthusiastic support8 9 until 1945, when Gabriel'0
reported nine cases of colonic perforation that resulted in
eight deaths. Subsequently irrigation was condemned'"'and,
with a few notable exceptions,4 spontaneous action remained
the conventional method of stoma care in most centres. In
America, on the other hand, most surgeons, stoma "therapists,
and 'patients have continued to favour irrigation since the
introduction of the closed-system method advocated by
Brinkley. 12
With the equipment then available, it is not surprising that

perforation of the colon was a common problem when irrigation
was first introduced. The recommendation was to use a thick
rubber tube and insert this as far as possible into the colon."3
During the past decade there has been much improvement in
the design of equipment for colostomy irrigation, and colonic
perforation is now unlikely with the c'one type of equipment.
None of our patients suffered this complication.
The other reason why irrigation was originally -unpopular in

Britain was'the poor standard of domestic sanitation. In 1950
nearly 40% of households lacked a fixed bath, 8% had neither
an inside nor outside toilet, and only 10% had central heating.
In 1978, however, 90% of households had the sole use of all
basic amenities, and over half had central heating.'4
Many patients with colostomies are dissatisfied with the

spontaneous-action method. Grier et al2 and later Devlin et al3
found that some 60% of their patients had three or more
actions daily, and the same proportion of patients had problems
with leakage, excoriation, and odour and flatus, which seriously
interfered with their social lives and employment. Many of our
patients had similar problems, though only nine had more
than three actions a day when using the spontaneous method.

Although irrigation was unacceptable to eight patients, in the
remaining 22 it improved their everyday lives and wellbeing.
Irrigation significantly reduced the number of colostomy actions
and enabled some patients to dispense with their appliance
altogether. It also decreased flatus and odour from the colostomy
and allowed some patients to eat a normal diet and some to
dispense with medication. These advantages encouraged 15
patients to replace spontaneous action with irrigation as the sole
method of colostomy care. Although seven patients intended to
use the technique only occasionally, all agreed that it had
advantages. In particular, it allowed them to fulfil social
commitments that they would not have contemplated while
using spontaneous action.

Patients of less intelligence or in whom there are technical
difficulties, particularly stenosis of the colostomy, should
probably not be offered the technique. Such patients, however,
are in the minority, and provided patients are introduced to
irrigation at an early stage most should adapt to its use. In
America the patient is taught the method a few days after
operation. In our view, however, the optimum time is about
three months after operation. This allows bowel function to
settle and gives the perineal wound time to heal, making
irrigation more comfortable.

Initially the irrigation should be performed once every 24
hours. When a stool-free period has been established the
interval between irrigations may be increased gradually to
48 hours or even to 72 hours in some patients.
The daily instillation of 500 ml or more of tap water into the

colon might be expected to cause water retention. This did not
occur in our trial, however, and there was no significant change
in serum urea and electrolyte concentrations after three months
of irrigation compared with these measurements after the same
period of spontaneous action. Nevertheless, irrigation should
probably not be recommended to patients with evidence of
renal or cardiac impairment.
Our results show that some patients may not be suitable for

irrigation but that for many it is a better technique than the
conventional British method of colostomy management. Each
patient deserves individual consideration. A flexible and
common-sense approach to colostomy care is required rather
than rigid adherence to any single regimen. If more patients
are taught the irrigation method they can choose the method
that suits them best.

We thank Abbott Laboratories Ltd, Queenborough, Kent, for
providing the equipment, and Mrs Elaine Nutter and Miss Lynne
Harrison for secretarial work.
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