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Satisfaction with life and disease acceptance by patients with a stomy related to surgical treatment of 
the rectal cancer depend on multiple factors. Such factors as social support, life conditions and time 
that elapsed after stomy creation, are very important in this context.
the aim of the study was to conduct an early evaluation of life satisfaction and disease acceptance 
by patients with a stomy related to surgical treatment of the rectal cancer.
material and methods. The study was conducted at Dr. Jan Biziel University Hospital No. 2 in 
Bydgoszcz and at the prof. F. Łukaszczyk Oncology Centre in Bydgoszcz in 2014. The final analysis 
included 96 subjects aged 41-87 years (median 59 years). Satisfaction With Life Scale (SWLS) and 
Acceptance of Illness Scale (AIS) adapted by Zygfryd Juczyński, were used in this study.
Results. Most patients had satisfaction with life score of 5 or 6, 23 (24%) and 28 (29.2%) subjects, 
respectively. Twenty nine (30.2%) study subjects had low satisfaction level, while 16 (16.7%) had high 
satisfaction level. Average disease acceptance score was 23.2 points. Most patients, 71 (74%) had a 
moderate disease acceptance score, while the lowest number of subjects, 9 (9.4%), had high disease 
acceptance score. None of the study subjects who were under the care of a psychologist (14/100%) did 
not have a low acceptance level.
conclusions. Half of the study subjects had a moderate level of satisfaction with life. Most patients 
with stomy related to surgical treatment of the rectal cancer in an early postoperative period had 
moderate level of the disease acceptance. Patients with high level of satisfaction with life, accept the 
disease better. Few patients who used help by a psychologist, were two- and three-fold more likely to 
have higher level of satisfaction with life and disease acceptance, respectively.
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Increasing incidence of rectal cancer makes 
this disease a priority for physicians, nurses 
and psychooncologists not only in Poland, but 
also worldwide (1, 2, 3). Satisfaction with life 
and disease acceptance among patients with 
stomy related to surgical treatment of the 
rectal cancer depend on multiple factors. Such 
factors as social support, life conditions and 
time that elapsed after stomy creation, are 
very important in this context (4).

Loneliness, lack of support are major prob-
lems for patients with a colostomy. Hospitaliza-
tion, often associated with chemotherapy or 
radiation therapy, contributes to states of de-
pression. The hospitalization itself induces sort 
of social isolation. Furthermore, hospital condi-
tions do not favor strengthening of family bonds. 
Previous lifestyle becomes disturbed, some-
times suddenly, when the rectal cancer is diag-
nosed. Contacts with the closest family mem-
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bers are limited. Patient are often irritated, sad, 
experience grief in relation to their health. Such 
patient is characterized by: anxiety, aggressive-
ness, coldness and pessimism. Shortly after 
creation of colostomy, causes of the above men-
tioned states are quite different. Often “a stomy 
patient” accumulates all negative emotions and 
feelings. It becomes a closed person who reluc-
tantly engages in contacts with others. Lack of 
support is predominantly a result of improper 
diagnosis of patient’s needs by his/her family, 
relatives and even medical staff. Conversation 
at a time of disturbed communication is a basis 
for optimal support (5, 6).

Social isolation usually begins at a time of 
requirement for surgical procedure resulting 
in colostomy. The surgical procedure itself is 
associated with a risk of negative sequelae. 
They may include intraoperative or postop-
erative complications; colostomy complications 
are of particular importance (7). The patients 
starts worrying whether the disease he/she is 
fighting, will destroy his/her social roles. The 
anxiety relates to disturbances of self function-
ing, feeling and being independent from others. 
When a stomy is created, problems related to 
its existence and its care appear. They usu-
ally exacerbate after the hospital discharge 
when the patient is responsible for its care and 
adequate hygiene. At this time patients usu-
ally limit interpersonal contacts due to various 
fears. Anxiety over family’s acceptance of his/
her modified lifestyle, daily activities, is a 
significant problem. Patients feel ashamed of 
foul smell originating from stomy bags or 
sounds associated with passing of gases and 
stool that they are unable to control. In such 
case they prefer to be left alone, they avoid 
visits to their further family and friends. Re-
ligious issues are important for the elderly 
subjects. In view of the above burdensome 
complaints, they usually avoid going to the 
Sunday mass. Younger patients are ashamed 
of living with colostomy. They are afraid that 
other people may notice their stomy equipment 
which can lead to their rejection or excessive 
interest. These persons are afraid that the 
stomy equipment can detach and they may 
become contaminated. This is one of the big-
gest barriers that markedly limits social con-
tacts (8, 9, 10). Most persons who underwent 
creation of colostomy, develop anxiety of this 
new situation. This anxiety applies, among 
others, to loss of sexual attractiveness.

Colostomy in the rectal cancer is viewed 
as an attempt to save or prolong patient’s life 
at an expense of body mutilation. This atti-
tude is an immense problem, both of physical 
and psychological nature, for patients and 
their closest relatives. New situation that, to 
a certain degree, limits previous functioning, 
is difficult to accept and forces reorganization 
of lifestyle. Sociodemographic factors as well 
as course of the therapeutic process, follow-up 
tests and recovery may be important factors 
that facilitate or hamper early adaptation to 
this new situation (7, 11). Early assessment 
of satisfaction and disease acceptance may be 
indicators of quality of life of patients with 
colostomy created due to the rectal cancer.

The aim of the study was an early evalua-
tion of satisfaction with life and disease ac-
ceptance in patients with a stomy related to 
surgical treatment of the rectal cancer was the 
study endpoint.

MATERIAL AND METHODS

Patients

The study was conducted at Dr. Jan Biziel 
University Hospital No. 2 in Bydgoszcz and at 
the prof. F. Łukaszczyk Oncology Centre in 
Bydgoszcz in 2014. One hundred and twenty 
patients were recruited to the study, but 13 
subjects did not consent to take part in the 
study, local and general complications occurred 
in 3 subjects, 4 subjects had serious comor-
bidities and 4 patients improperly completed 
the study questionnaires. The final analysis 
included 96 subjects aged 41-87 years (median 
59 years).

The study enrolled patients with colostomy 
created due to surgically treated rectal cancer 
wih radical intent following previous radiation 
therapy. The study enrolled patients with full 
contact, 4 weeks to 6 months after creation of 
the colostomy. Patients with late local and 
general complications, other coexisting malig-
nancies and serious comorbidities worsening 
their performance status to <70 on Karnosfky’s 
scale were excluded from the study.

The study subjects were informed of prin-
ciples of completeing of the questionnaires and 
completed their in the presence of the investi-
gator. The Ethics Committee at L. Rydygier 
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7 related to sociodemographic data. Question 
8 concerned use of psychological help, while 
question 9 concerned time that elapsed since 
the occurrence of first concerning symptoms 
and visiting a physician and starting the treat-
ment. The last question 10 concerned use of 
various types of support.

Statistical methods

The descriptive analysis utilized tables that 
provided number and percentage of responses 
to individual questions included in the ques-
tionnaires, arithmetic mean and standard 
deviation. Interrelation between two variables 
was calculated using Spearman correlation 
coefficient R. Nonparametric test Manna-
Whitney U was used to evaluate differences in 
one feature between two populations (groups) 
and also nonparametric Kruskal-Wallis rank 
test was used to compare multiple independent 
samples p ≤ 0.05 was considered significant. 
Multivariate analysis of variance was used to 
verify effect of several factors (independent 
variables) on a dependent variable. All calcula-
tions and figures were prepared in STATIS-
TICA 10.0 software and Microsof Excel, using 
standard functions.

RESULTS

1.  Patient characteristics (tab. 1)

Collegium Medicum in Bydgoszcz approved 
the study.

Questionaires

Satisfaction With Life Scale (SWLS) adapt-
ed by Zygfryd Juczyński was used in this study. 
The scale included five statements. The study 
subject evaluated in what degree each item 
applied to his/her previous life. The measure-
ment provided general index of satisfaction 
with life. The patient determined his/her cur-
rent status on a seven-point scale, where 1 
meant that he/she absolutely did not agree 
with a statement, while 7 meant that he/she 
completely agreed. Complete agreement meant 
that the level of satisfaction with life was high 
and absolute lack of agreement indicated low 
degree of this satisfaction. Results ranging 1 
to 4 points were considered low, 5 to 6 points 
were considered moderate. Results ranging 7 
to 10 points were qualified as high. The high-
er the score, the higher was the satisfaction 
with life.

Acceptance of Illness Scale (AIS) adapted 
by Zygfryd Juczyński was also used. It is used 
in patients to measure the level of disease ac-
ceptance. This scale includes eight statements 
describing negative consequences of poor 
health. These consequences are related to 
disease related limitations, inadequate self-
sufficiency, independence, and reduced level 
of self confidence. Level of disease acceptance 
is correlated with patient adjustment to the 
disease and mental comfort. Patients reported 
their current condition on a five-point scale, 
where 1 meant that he/she completely agreed 
with a statement, while 5 meant that he/she 
absolutely did not agree. Definite agreement 
indicated adverse adjustment to the disease, 
while absolute lack of agreement indicated 
acceptance of current health status. The total 
score ranged from 8 to 40. A score below 20 
points was considered low and meant lack of 
the disease acceptance and lack of mental 
comfort. A score 20 to 30 was moderate, while 
values over 30 points were considered high. 
High score indicated that a patient accepted 
the disease and had no negative emotions as-
sociated with the disease.

Furthermore, a sociodemographic question-
naire prepared by the authors, including 10 
closed questions, was provided. Questions 1 to 

Table 1. Sociodemographic data

Variable n / %
Sex female 36 / 37,5

male 60 / 62,5
Age <50 years 31 / 32,3

> 50 years 65 / 67,7
Marital status maiden / bachelor 6 / 6,3

married woman / man 56 / 58,3
divorcee 7 / 7,3
widow / widower 27 / 28,1

Education primary / professional 57 / 59,4
secondary / higher 39 / 40,6

Site of 
residence

rural area 11 / 11,5
town <100,000 58 / 60,4
town >100,000 27 / 28,1

Children yes 82 / 85,4
no 14 / 14,6

Professional 
activity

yes 34 / 35,4
no 62 / 64,6
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Table 2. Average scores of satisfaction with life

No Statement Mean ± SD
1 many aspects of my life are close 

to ideal
3,5 ± 1,4

2 my life conditions are ideal 3,4 ± 1,2
3 I am satisfied with my life 4 ± 1,2
4 I have achieved the most import 

ant things in my life that i 
wanted

4,4 ± 1,3

5 if I could live it once again, i 
would not want to change almost 
anything

4,4 ± 1,3

Table 3. Level of satisfaction with life

Level of 
satisfaction n / % Points/SD± Sten /

SD± 
Low 29 / 30,2 19,6 / 4,6 5,2 / 1,6
Moderate 51 / 53,1
High 16 / 16,7

An average time between occurrence of 
symptoms and visiting a physician was 6 
months, while from diagnosie to initiation of 
treatment was 3.5 months (excluding the dura-
tion of diagnostic workup). Fourteen (14.6%) 
patients used psychological help. Nine (9.4%) 
patients belonged to support groups or asso-
ciations.
2. Satisfaction with life (SWLS)

Due to large amount of data, tables present 
only numerical data that were significant. The 
following independent variables were ana-
lyzed: sex, age, education, site of residence, 
number of children, professional activity (tab. 
2-5).
3.  Disease acceptance (AIS)

Due to large amount of data, tables present 
only numerical data that were significant. The 
following independent variables were ana-
lyzed: sex, age, education, site of residence, 
number of children, professional activity (tab. 
6-9).

Table 4. Average score of satisfaction with life and independent variables

Education Professional
(n= 57)

Secondary
(n= 39) p

2 my living conditions are excellent 3,2 ± 1,2 3,7 ± 1,1 0,02
professional activity yes (n=34) no (n= 62)

1 many aspects of my life are close to ideal 3,8 ± 1 3,3 ± 1,6 0,04
2 my living conditions are excellent 3,9 ± 1 3,2 ± 1,2 0,002

Table 5. Level of satisfaction with life and independent variables

Level Low Moderate High pVariable n n / %
Education professional 57 24 / 42,1 29 / 50,9 7 / 12,3 0,05

secondary 39 8 / 20,5 22 / 56,4 9 / 23,1
Professional activity yes 34 5 / 14,7 24 / 70,6 5 / 14,7 0,002

no 62 24 / 38,7 27 / 43,5 11 / 17,7

Table 6. Average score of the disease acceptance statements

No Statement Mean ±SD
1 I have problems with adjustment to disease-related limitations 2,4 ± 1,2
2 health status that prevents me from doing what I like the most 2,7 ± 1
3 the disease sometimes makes me feel useless 3,2 ± 1
4 my health problems make me dependent on others more than i want to be 2,9 ± 1,1
5 my disease makes me a burden for my family and friends 3,8 ± 0,8
6 my health makes me feel like I no longer have my integrity 3,0 ± 1
7 I will never be self sufficient again to a degree i would like to be 2,8 ± 1
8 I think that people feel often embarrassed in my company due to my disease 2,3 ± 1,1
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4.  Disease acceptance and psychological care 
(tab. 10 and 11)

5.  Effect of satisfaction with life on the disease 
acceptance
The study subjects with higher satisfaction 

with life expressed better disease acceptance. 
The level of acceptance was highly related to 
satisfaction with life (p=0.0001).

Table 7. Level of the disease acceptance

Level n / % Mean ±SD
Low 16 / 16,7 23,2±4,93
Moderate 71 / 74
High 9 / 9,4

Table 8. Average scores of the disease acceptance and independent variables

Sex Women (n=36) Men (n=60) p
7 I will never be self sufficient again to a degree I 

would like to be
3,1 ± 1,2 2,6 ± 0,8 0,02

Age <50 years (n= 31) >50 years (n= 65)
4 my health problems make me dependent on 

others more than I want to be
3,2 ± 0,9 2,8 ± 1,1 0,01

Professional activity yes (n= 34) no (n= 62)
2 health status that prevents me from doing what 

I like the most
3 ± 0,9 2,6 ± 1 0,04

4 my health problems make me dependent on 
others more than I want to be

3,2 ± 1 2,8 ± 1,1 0,03

7 I will never be self sufficient again to a degree 
I would like to be

3,0 ± 0,8 2,6 ± 1,1 0,03

Education primary / professional
(n= 57)

secondary / higher
(n= 39)

6 my health makes me feel like I no longer have my 
integrity

2,9 ± 0,9 3,22 ± 1 0,03

7 I will never be self sufficient again to a degree I 
would like to be

2,5 ± 0,9 3,15 ± 1 0,01

Site of residence rural area
(n=11)

 <100,000
(n= 58) >100,000 (n=27)

5 my disease makes me a burden for my family and 
friends

3,4 ± 0,9 3,8 ± 0,7 4,1 ± 0,9 0,05

7 I will never be self sufficient again to a degree I 
would like to be

2,1 ± 0,7 2,8 ± 0,9 3,0 ± 1,2 0,04

Table 9. Level of the disease acceptance and independent variables

Level Low Moderate High pVariable n n / %
Sex woman 36 4 / 11,1 25 / 69,4 7 / 9,4 0,02

man 60 12 / 20 46 / 76,7 2 / 3,3
Education professional 57 5 / 41,7 6 / 50 1 / 8,3 0,05

secondary 39 7 / 15,6 36 / 80 2 / 4,4
Site of residence rural area 11 6 / 54,5 4 / 36,4 1 / 9,1 0,02

town <100,000 58 6 / 10,3 49 / 84,5 3 / 5,2
town >100,000 27 4 / 14,8 18 / 66,7 5 / 18,5

6.  Multivariate analysis of effect of selected 
independent variables on the disease ac-
ceptance and satisfaction with life
The following independent variables had 

effect on the level of the disease acceptance, in 
the order of strength of association: site of 
residence, sex, use of psychological help, age, 
professional activity and education. The fol-
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lowing independent variables had effect on 
satisfaction with life, in the order of strength 
of association: education, use of psychological 
help, and professional activity.

DISCUSSION

Malignancy, in particular when combined 
with permanent patient mutilation resulting 
from colostomy, markedly disorganizes pa-
tient’s life. Problems on multiple levels of 
functioning contribute to reduced satisfaction 
with life and impaired disease acceptance. 
Lack of use of psychological help is an impor-
tant problem here. Most of the subjects did 
not use psychological help and did not belong 
to support associations or groups. Others have 
indicated similarly that patients usually do 
not seek psychological help (8). Such low rate 
of the study subjects seeking psychological 
help mainly results from lack of such need or 
lack of access to such services. Women sig-
nificantly more often use such support. This 
could be related to bigger difficulties with 
accepting the changes in external appearance, 
in particular in younger patients. Subjects 
aged <54 years, with higher education, were 
more eager to seek psychological help. Fur-
thermore, most of the study subjects did not 
belong to any support groups (12, 13, 14). Lack 
of psychological help results in prolongation 
of time required to adapt to this new health 
situation and thus reduces level of satisfac-
tion with life. Some patients will probably be 
unable to understand on their own and find 
ways to solve their psychological problems 

Table 10. Level of the disease acceptance and psychological help

Level Low Moderate High pvariable n n / %
Psychological help yes 14 0 / 0 11 / 78,6 3 / 21,4 0,02

no 82 16 / 19,5 60 / 73,2 6 / 7,3

Table 11. Psychological help and average score of the disease acceptance statements

No Statement Yes  
(n= 14)

No  
(n= 82) p

1 I have problems with adjustment to disease-related limitations 3,1 ± 0,8 2,3 ± 1,2 0,01
2 health status that prevents me from doing what I like the most 3,3 ± 0,8 2,7 ± 1 0,02
3 the disease sometimes makes me feel useless 3,8 ± 1 3,1 ± 1,1 0,04
8 I think that people feel often embarrassed in my company due to my 

disease
3,0 ± 1,1 2,2 ± 1 0,004

due to older age and related development of 
dementia. Patients who did not use psycho-
logical help, poorly accepted the diseases in 
the following areas: “problems with adjust-
ment to disease-related limitations”, “health 
status that prevents me from doing what I 
want” and “people are embarrassed due to my 
disease and feeling that I am useless”. Large 
group of patients is unable to cope with a new 
situation, living with stomy created in the 
process of treatment of the rectal cancer, on 
their own. Patients require support not only 
from their family, but also from a psychologist 
or their surrounding (12).

Half of the patients reported moderate 
level of satisfaction with life. They obtained 
greatest satisfaction with life in the area of 
“achieving most important things they want-
ed” and “if they were to live their life another 
time, they would not want to change any-
thing”. Satisfaction with these aspects of life 
may result from older age of the study sub-
jects and completion of the life plans. How-
ever, some authors reported that most pa-
tients expressed low or moderate level of 
satisfaction with life (15, 16). The biggest 
satisfaction with life is related to achievement 
of things that the patient planned to achieve 
in his/her life and excellent living conditions 
(12). However, despite serious malignancy 
and created stomy, most of the patients ac-
cepted the disease in a moderate manner. 
Only every tenth patient fully accepted the 
disease. They were afraid the most of being a 
burden for their family and friends. Small 
number of patients who accepted the stomy 
completely, may result from short time that 
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According to other authors, more than half of 
all study subjects will never be self-sufficient 
in a degree they would like to be; majority of 
them had primary or secondary education 
(18).

Study subjects living in rural areas had 
better satisfaction with life than town resi-
dents, who had lower levels of satisfaction (15). 
Subjects living in rural areas accepted the 
disease poorer in the area of “I will never be 
self-sufficient in a degree that I would like to 
be”, but otherwise the disease acceptance and 
satisfaction with life was similar among the 
study subjects from different residence sites 
and irrespective of having children. Study 
subjects living in rural areas usually perform 
physical labor and thus their disease limits 
their capacity and may affect adaptation in 
this regard. In other studies also vast minor-
ity of patients lived in rural areas, but effect 
of this factor on the disease acceptance was 
not studied (19).

Patients who did not work had lower satis-
faction with life in the area of “many aspects 
of my life are close to ideal” and “conditions of 
my life are excellent”, but otherwise level of 
their satisfaction with life was moderate. 
Worse satisfaction with life among the study 
subjects who were professionally inactive, may 
be related to lack of resourcefulness or ability 
to play previous social roles. In other studies 
professionally active subjects had higher level 
of satisfaction with life and more often ex-
pressed willingness to return to work than 
patients who had no stable occupation before 
the onset of treatment (27). Professionally 
inactive subjects accepted the disease poorer 
only in the area of “I am unable to do what I 
like to do” and “I am more dependent on oth-
ers” and “I will never be independent again to 
a degree I would like to be”. Otherwise, poorer 
acceptance in this three areas among profes-
sionally inactive subjects may be related to 
lack of prior adjustment to loss of job, in par-
ticular in retired patients. Loss of social func-
tion, even if a disease is not its immediate 
cause, can have marked effects on the disease 
acceptance. Professionally active patients ac-
cept the stomy better and are willing to 
quickly return to work. This in turn has ben-
eficial effect on the level of satisfaction with 
life after creation of stomy (27, 28).

The study subjects with higher satisfaction 
with life, accepted the disease better. This fact 

elapsed (< 6 months) from the time of the 
stomy creation. Other authors reported that 
when more time elapsed after the surgery, 
twice as many study subjects accepted the 
stomy fully, while only several percent did 
not accept it (12, 17, 18, 19).

Men accepted the disease poorer in the area 
of “I will never be self sufficient again to a 
degree I would like to be”, but otherwise the 
disease acceptance was similar, moderate, in 
box sexes. Others claim that men express 
higher disease acceptance, but when a long 
period of time elapses after the surgery (20, 
21). Generally, women find it harder to accept 
living with stomy. This may be related to 
higher sensitivity of women and seeing sotmy 
as body mutilation, leading to loss of physical 
attractiveness (9). In most cases patients ac-
cepted the disease and expressed satisfaction 
with life irrespective of their age and sex. Only 
patients aged >50 years accepted the disease 
poorer in the area of “health problems make 
me more dependent on others”. Patients at 
preretirement age accepted the disease better; 
this was probably related to their eagerness to 
return to work (22). Contrary to this, other 
authors found that sex and age affected the 
level of satisfaction with life. Elderly subjects 
find adjustment to living with stomy easier, 
treating the disease as a result of natural ag-
ing process (14, 23).

Only patients with primary education had 
low level of satisfaction with life in the area of 
“my life is close to ideal”, “conditions of my life 
are excellent” and “if I could to live my life 
again, I would not want to change anything”, 
but otherwise almost half of them expressed 
moderate level of satisfaction with life. This 
could be related to poorer financial status due 
to low level of education. Patients may have 
felt more dependent and less self-sufficient 
that subjects who had better paid job or larger 
intellectual resources to undertake profes-
sional occupation. According to other authors, 
education generally had no effect on the level 
of satisfaction with life. However, they simi-
larly report that patients with primary educa-
tion feel slightly lower satisfaction with life 
(25, 26). In majority of cases, patients with 
various degrees of education accepted the dis-
ease moderately. Only patients with primary 
and professional education accepted the dis-
ease poorer in the area of “I will never be self-
sufficient in a degree that I would like to be”. 
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may result from the fact that evaluation of 
satisfaction concerns multiple aspect of human 
functioning. Achievement of life goals, both 
personal and professional, facilitates higher 
level of satisfaction with life, which may result 
in easier adjustment to living with stomy. 
Other studies demonstrated, too, that patients 
with higher satisfaction level with their life, 
accept consequences of stomy and malignancy 
better. The authors explain that it results from 
the fact that creation of stomy is a procedure 
that saves health, but predominantly saves 
patient’s life and thus patients have higher 
satisfaction with life and accept the disease 
better (12, 22, 27, 28).

Independent analysis of satisfaction with 
life among patients in an early postoperative 
period, up to 6 months after creation of stomy 
due to rectal cancer, demonstrated its strong 
dependence on education, psychological help 
and professional activity. However, the level 
of disease acceptance was strongly related to 
the site of residence, sex, psychological help 
and professional activity. Satisfaction with life 
and the disease acceptance may be considered 
as indices of quality of life among patients. 
Synonyms of quality of life include: well-being, 
happiness, satisfaction with life, life satisfac-
tion (27). Other studies demonstrated that the 
following factors additionally affected quality 
of life related to satisfaction with life and ac-
ceptance: pain related to creation of the stomy, 
complications of the surgical treatment, abil-
ity to adequately care for the artificial anus, 
relation with close family, social support, dis-
turbances of sexual functions (24, 27, 29, 30).

Sociodemographic factors also exhibited 
strong and direct correlation with the level of 
satisfaction with life and the disease accep-

tance in our study. Furthermore strong de-
pendence of the satisfaction with life on the 
disease acceptance was found. Furthermore, 
other authors who analyzed general quality 
of life, demonstrated that patients with high 
levels of quality of life include subjects who 
did not accept the stomy or accepted it only 
partially (31, 32). We must mention that apart 
from endpoint analyzed in our study, at-
tempts of measuring of effects of various fac-
tors such as general health, physical and 
emotional, cognitive and social functioning on 
quality of life, were undertaken in Poland in 
the 1980’s. (33). Insight into these complex 
relations would lead to better understanding 
of needs of patients with stomy and modifica-
tion of our management to make their qual-
ity of life better.

CONCLUSIONS

1. Half of the study subjects have a moderate 
level of satisfaction with life, dependent on 
their education, psychological help and 
professional activity.

2. Most of the patients with stomy resulting 
from surgical treatment of the rectal cancer 
early after the surgery, have a moderate 
level of the disease acceptance; the accep-
tance is higher among males living in towns, 
patients using psychological help who are 
professionally active and better educated.

3. Patients who have high level of satisfaction 
with life, accept the disease better.

4. Few patients using psychological help, two- 
and three-fold more often exhibits higher 
satisfaction with life and the disease ac-
ceptance.
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