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Overview

* Learning outcome

* Understand the work-up and surgical management of IBD patients
» Epidemiology, natural history, work-up, and surgical indications
* Four patients

* Elective Crohn's: obstruction and fistula

+ Elective UC: proctocolectomy and J-pouch

« Emergent UC: toxic megacolon

+ The difficult ostomy: when creation is the hard part
* Questions held to the end




Inflammatory bowel disease

« Crohn’s is a chronic, progressive, destructive,
and full-thickness disease

— Entire Gl tract/20-30% indolent

— Stricturing/fistulizing

— 1/3" each: ileal, ileocolic, colonic
disease; 6-14% will change

* UCis a chronic, mucosal disease, of
colon and rectum only

Ussatis it o Dieses

* Onset between age 15-30, possibly
second peak age 50-80

Digital art of different types of IBD. WolfpackBME, CC BY-SA 3.0, via Wikimedia Commons
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Work-up of IBD

* History
* Laboratory studies
— Stool studies
+ Imaging
— CT(E) and MRI
— Ultrasound (select)
+ Endoscopy and biopsy
« Diagnosis: chronic diarrhea (at least 4 weeks), evidence of inflammation
(biopsy/endoscopy), rule out other dx (infectious, etc.)
« Disease features (location, severity, behavior, extraintestinal manifestations)
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Crohn’s disease v. Ulcerative Colitis
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Comparison of Crohn’s Disease vs. Ulcerative Colitis. Samir, CC BY-SA 3.0, via Wikimedia Commons
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Resection, Reconstruction
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Total Abdominal (TAC) v. Total Proctocolectomy (TPC)

Abdominoperineal
Resection

Stoma

lieostomy bag

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons

Anatomy of the anal canal. Congedo et al., CC BY-SA 4.0, via Wikimedia Commons
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Surgical Indications

* Med. refractory disease - ~30-50% of patients requiring surgery
*  Obstruction

« Bleeding - rare (2-13%)

* Perforation - rare (1-3%) “Intestinal”
« Abscesses/Fistula (eg, sinus tract, phlegmon, internal fistula) complications

+ Cancer/dysplasia
7z
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« Toxic colitis




“Straightforward” terminal ileitis

CASE 1: ELECTIVE CROHN'S
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Meet the Patient

» History
* 28-year-old man, ileocolic Crohn's
* Recurrent partial obstruction

* Current status

* On adalimumab

« Albumin 3.2, maintaining weight, but
miserable

CD serpiginous ulcer terminal ileitis. Samir, CC BY-SA 3.0, via Wikimedia Commons
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Crohn’s disease and surgery

* Most present non-penetrating/non-stricturing disease
— Upto 50% will develop intestinal complication at 20 yrs (stricture, abscess,
fistula, phlegmon) (MN data)

* 10-year cumulative risk of major surgery 40-55%
— May be lower (~30%) in era of biologics

* 5-yr symptomatic recurrence following surgery is ~50%
— Endoscopic recurrence ~90

7z
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Imaging Work-Up

* CT/MRE

« Stricture length and location
* Prestenotic dilation

* Abscess or fistula tract

* Endoscopy

« Confirm disease extent

* Rule out dysplasia proximal to resectig

Crohn’s terminal ileitis. Hellerhoff, CC BY-SA 4.0, via Wikimedia Commons
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Medications and the Operation

* Sterolds

+ Raise infectious and wound complications

* Higher dose, higher risk

* Blologlcs

* Generally safe to operate through

+ Timing within the dosing cycle matters less than once thought
* Watch

+ Steroids plus thiopurines: the worst combination
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Failing medical management*

+  No “gold standard” for determining disease activity

+  Clinical v. endoscopic v. radiographic v. histologic disease response
— Crohn's Disease Activity Index (CDAI): <150, 150-220, 220-450,
>450

— Harvey Bradshaw Index - simpler, clinical parameters only
— Endoscopic scoring indices (SES-CD and CDEIS)
— Emerging role for PROs

*  Medication adverse effects
— Infusion effects, neutropenia, infections, heart failure,
demyelinating disease, cutaneous reactions, malignancy,
autoimmunity

«  Steroid dependence
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Minimally Invasive Operative Approaches
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MIS approaches to colectomy for Crohn’s colitis or CUC. Holder-Murray J et. al., Inflammatory Bowel Diseases 2015. % =
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Perforation of distal ileum. Lucke-Wold BP et al, CC BY-NC-ND via National Library of Medicine
Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons
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Medically refractory, bowel obstruction

CASE 2: SUBACUTE CROHN'S
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Meet the Patient

+ History
« 32-year-old man, ileocolic Crohn’s
* Obstructive symptoms

* Current status

* On adalimumab

+ Intermittent high dose steroids last six
months

* Albumin <3

Upright AXR bowel obstruction. Heilman, CC BY-SA 3.0, via Wikimedia Commons
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Nutrition is Critical

* Malnutrition

« Before electlve surgery

* Optimize nutrition first (enteral preferred/TPN if necessary)
* Low albumin shifts the plan toward diversion

* Optimization can mean delaying the operation

Smofkabiven Zentral Bag. Meraj, CC BY-SA 4.0, via Wikimedia Commons
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General surgical principles

* Preoperative assessment: imaging/endoscopy, nutritional assessment, TPN
— Small studies show TPN -> fewer surgical complications, ?less bowel resected

— TPN not without its issues (infectious/access related complications, etc.)
Rombeau et al, Am J Surg 1982; Jacobson et al, Scan J Gastroenterol 2012; VA TPN Cooperative Study Group, N EnglJ Med 1991.

« Complete exploration/understand disease extent
— Identifying diseased bowel*
— Preserve length
— Fistula(e) - active disease v. “bystander”

* Hand-sewn v. stapled ileocolic anastomosis (Choy et al. Cochrane Review, 2011)
— 7 trials, n=1125 (441 stapled, 684 handsewn); both cancer and Crohn’s Disease
— Stapled a/w lower rates of anastomotic leaks (OR 0.48, 95% Cl 0.24-0.95)
— No difference in benign disease sub-group

21



Anastomosis vs. Diversion

* Dlvert when
«  Contamination, active sepsis ol
* Steroids, malnutrition

* Proximal dilation

* Anastomose when

+ Clean field, well-optimized patient

« Local factors (tension, blood supply)

Tumour

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons
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When We Don’t Resect: Strjctureplastv

» Saves bowel in diffuse disease = \/ = % [

* Bestfor
* Short strictures

+ Not active sepsis or phlegmon B

Diagrammatic representation of common forms of strictureplasty.
Sinh P, et al, CC BY-NC-ND via National Library of Medicine

23

“Is My Bag Temporary?”

* Be precise about permanence

+ “May not be permanent” is not “temporary”
+ Not just about technical feasibility

+ Consistency between team members matters

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons
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* Rectum spared?

* Perianal disease?

* Duration of disease
« Strictures?

* Leftv. right sided disease and
recurrence

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons

Managing isolated Crohn’s colitis
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*  Watch for
* lleus

« Early ostomy complications
* Medicatlons

* Wean steroids

* Planned reoperatlons

< Surgical site infection (elevated risk)

* Generally safe to restart biologics 4-6 weeks

*  Minimum 6-8 weeks; usually 3-6+ months

Postoperative Considerations

26

Proctocolectomy and the J-pouch

CASE 3: ELECTIVE UC
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Meet the Patient

History

42-year-old woman, pancolitis for 12 years
Vedolizumab

<5 bowel movements per day

Screening endoscopy with dysplasia

Ulcerative colitis. Viazzi, CC BY-SA 3.0, via Wikimedia Commons
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IBD and Cancer Risk

Dysplasia changes the calculus
Confirm extent and rectal involvement
Cancer risk drives indication

If a pouch is on the table

Assess sphincter function and continence
history

Fertility considerations

Set realistic patient expectations early
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Operative Options

Total proctocolectomy with end
ileostomy

Reliable, permanent, no pouch
Restorative proctocolectomy
Continence-preserving, staged
Segmental or total colectomy with
anastomosls

Select patients only

ion of an ileal pouch- is (IPAA). Terrone et al, CC BY-SA 3.0, via Wikimedia Commons

30

10



Total Proctocolectomy

Stoma

lleostomy bag

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons
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The Staged J-Pouch

*  Why staged
+ Two-stage vs. three-stage approach e
+ Adiverting loop protects the new pouch ———

+ Selection
« Sphincter function, body habitus, motivation
+ Not every patient is a candidate

Anillustration of a surgically constructed ileal pouch. Mosi et al, CC BY-NC-SA 3.0, via PubMed Central
Fold-overtechnique for leostomy reversal. Cheong et al, CC BY-NC, via PubMed Central
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Marking the Multi-stage Patient

» Two or three operations expected

* Mark for the worst case

* Loop today may become end later

* The site has to work across multiple operations

7z
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Postoperative Care and Expectations

* Risks

* Anastomotic leak

* Bowel obstruction

« Pouch volvulus/pouch failure
* Pouchitis/cuffitis

* Function

* 6-8 bowel movements

+ Can have seepage/soilage
* Pouchitis/cuffitis

6/15/2026
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THE LONG ARC

* Follow-up doesn't end at ileal pouch

discharge
+ Pouchitis surveillance, ongoiig
* Retained rectal cuff needs scoping
+ Alifelong relationship

ileal pouch/anal
anastomosis

columnar cuff

anal transitional zone]

anal tissue
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Meet the Patient

History

55-year-old man, known UC

5 days of IV steroids, no improvement

Now

Distended, tachycardic

WBC 22, transverse colon 8 cm on plain film

6/15/2026
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Defining Severity

Several grading systems (Truelove & Witts,
Mayo Clinic, Montreal)

Severe: 26 bowel movements per day + SIRS /
Hgb<10.5 / ESR > 30
“Fulminant” : > 10 + pain / distention
Acute severe (hospitalized)
Toxic megacolon: radiographic evidence (6 cm),
above criteria, shock (organ failure, AMS,
hypotension) e

’ N
Perforation
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Imaging

Toxic megacolon. Hellerhoff, CC BY-SA 3.0, via Wikimedia Commons

Plaln flim flrst— It's fast
Colonic dilation

Thumbprinting (mucosal edema)
Do not scope

Colonoscopy is contraindicated in toxic
megacolon

39
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When to Operate

* Operate when

+ Toxic megacolon

« Perforation or hemorrhage

« Clinical deterioration at any point
» Otherwise, can trial

+ 3-5 days of steroids

* Rescue biologic therapy

6/15/2026
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(Sub)Total Colectomy

* Remove the disease, preserve options
+ Take the colon, leave the rectum

* End ileostomy

*  Why not the definitive operation

« Patient too sick for pelvic dissection

* Pouch can come later, when recovered

Stoma

lleostomy bag

Cancer Research UK. CC BY-SA 4.0, via Wikimedia Commons
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Managing the Rectal Stump

* Hartmann pouch vs. mucous fistula

+ Subcutaneous placement of stump

* Rectal drain

* Stump can still bleed or discharge mucus

42
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Damage-Control Mindset

* Get them off the table allve

* Reconstructlon Is a later problem

« Interval surgery in 3-6 months

« Recovery first, definitive operation second

The Emergent Ostomy

* Mark preoperatlvely even when urgent
+ 30 minutes of marking pays off for years

* If marking isn't possible

« Default to right lower quadrant

+ Avoid bony prominences and skin folds

* Highest high-output risk you'll see

CASE 4 TAKEAWAY

« Urgent/emergent presentation of UC = total abdominal colectomy with end
ileostomy (if medical therapy fails)
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When creation is the hard part

CASE 5: THE DIFFICULT OSTOMY

7z
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Meet the Patient

* History

+ 58-year-old man, UC, BMI 47

« Chronic steroids

+ Short, thick mesentery on CT; prior midline laparotomy
+ Baseline mobility issues
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What Makes a Stoma Difficult

+ Patlent factors

« Obesity: thick wall, foreshortened mesentery
« Distention

* Prior surgery, radiation

« Steroids: friable tissue

Mesentery extending from duodenojejunal flexure to ileocecal junction. CC BY-SA 4.0, via Wikimedia Commons
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Techniques for Reach

o A

u

i
* No tension, or it retracts A 5’
- Whatwe do 2
* Mesenteric lengthening

* Score the peritoneum

* Mobilize the mesentery for reach
« Convert to an end-loop ileostomy

\-‘k A
%
e
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* When it looks wrong, call early
« Describe specifically: ischemia, retraction, prolapse
« Different problems need different fixes
50
* Understand the work-up and surgical management of IBD patients
+ Key workup: history, laboratory studies, CT/MRI, endoscopy, biopsy
« Patient characteristics: comorbid (especially obesity), continence, preferences
+ Disease location, behavior, severity, duration, and complications
« Indications for surgery: medical refractory, obstruction, bleeding, perforation,
neoplasia, fistula
7z
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