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Inflammatory Bowel Disease

Ulcerative Colitis

Crohnôs Disease

(Indeterminate Colitis)



Surgical Management

Ulcerative Colitis

Crohnôs Disease



Indications for surgery in UC

25%-40% will ultimately require surgery for,

failed medical therapy

complications of medications

complications of the disease



Ulcerative Colitis

Elective

Failed Medical Rx

Complications of medical Rx

Dysplasia and/or carcinoma

Emergency

Fulminant colitis

Toxic megacolon

Massive lower GI bleeding

Perforation



Crohnôs Disease

Elective

Failure of medical Rx

Complications of medical Rx

Fistulas, strictures and malignancy

Emergency

Intestinal obstruction

Perforations and intra-abdominal sepsis



Surgical options in UC

Total colectomy end ileostomy-

Indicated in emergency situations as it is quick and safe 
(i.e. in patients who are  malnourished and severely 
toxic), also allows proper assessment of the specimen 
and the pt. to experience an ostomy, avoids an 
anastomosis

What to do with the rectal stump?

Total colectomy with ileo-rectal anastomosis

Specially in the obese patients (where the mesentery is 
short to make a pouch anal anastomosis) and also for 
young males (provided rectum is only minimally 
involved)

Disadvantages are, high leak rate (25%), risk of cancer 
and other complications of UC occurring in the rectum



Total proctocolectomy with end ileostomy 

Removes all disease and risk of cancer. Still 

operation of choice for those with impaired anal 

sphincter function or those with distal cancer

Total proctocolectomy with Koch pouch

Bowel slippage, obstruction and pouchitis are 

the disadvantages

Ileo-anal Pouch Procedure (Restorative 

Proctocolectomy)

Procedure of choice now (will be discussed in 

detail)



Controversies in surgical Mx of UC

Age ïSome consider old age (>70yrs) being a 
disqualification because of poor anal function 
and other associated co-morbidities (Cleveland 
Clinic Findings - no difference compared to 
young)

Stapled vs Handsewn ïPreserves the ATZ and 
sphincter injury is minimised. A meta-analysis 
showed no difference in the postoperative 
morbidity except, nocturnal seepage and use of 
pads being more in the hand sewn group. Also 
hand sewn group has significantly reduced anal 
sphincter pressures. 



Routine proximal diversion with a loop ileostomy 
following pouch procedure? ï

No

If relatively well nurished, tensionless & easy 
anastomosis, minimal blood loss, well 
vascularised small bowel and haemodynamically 
stable ïNo indication for proximal diversion

However, a few days of pouch drainage and 
irrigation (with an indwelling catheter) is 
advisable



Surgery for Crohnôs Disease

70%-90% will need surgery at some point

Emergency ï

< 5% present as emergency (e.g. acute RIF 
pain, perforations, intestinal obstruction, perianal 
suppuration, massive GI bleeds)

Elective ï

Failed medical Rx

Small/Large bowel strictures

Fistulas (internal and cutaneous)

Perianal suppuration, rarely for CA



Surgery for Crohnôs Disease

General Principles

Be conservative

Sepsis should be treated with CT guided  

or open drainage

If perforation is present, resect and 

anastomose (do not suture the perforation)



Surgical options for small and large bowel 

disease

Resection with or without primary anastomosis

Ileocolic resection

Segmental resections or strictureplasty for the 
small bowel

By pass procedures

Proximal diversion procedures

Total proctocolectomy and end ileostomy 
(problem of non-healing perineal wound)

?Total proctocolectomy and óileoanal pouchô



Crohnôs Disease and Perianal Disease

If Crohnôs is suspected, 

DO NOT PERFOM FISTULOTOMIES

Drain abscesses

Use long term drainage setons

May need faecal diversion for severe disease

May need CT<MRI and/or Endoanal US to 
assess the sphincter anatomy before surgery

Has to combine with medical Rx ( i.e. antibiotics, 
immunosuppressants, infliximab etc)

Anal skin tags,fissures and haemorrhoids are 
best treated conservatively



Crohnôs and small intestinal fistulas 

(inter-luminal fistula)



Crohnôs Disease

Multiple small bowel strictures Multiple colonic strictures  & 

colo-cutaneous fistula



Fat wrapping and thickened mesentery 

in Crohns



Multiple strictures and strictureplasty in 

Crohnôs Disease



Crohnôs Disease- Multiple Strictureplasties



Perianal fistulas in Crohnôs Disease

Soon after drainage of multiple abscessess

3 weeks after treating with infliximab

4 weeks after treating with infliximab



Role of laparoscopic surgery in IBD

Done in a few centers with facilities for 

advanced laparoscopic surgery

Ileo-caecal resections and small bowel 

resections in Crohnôs disease

Faecal diversions

Adhesiolysis

Laparoscopic colectomy and restorative 

proctocolectomy (Ileo-anal pouch)



Preparing the IBD patient for surgery

It is a multidisciplinary approach (surgeon, 
gastroenterologist, stoma care nurse, GP)

Counseling prior to surgery is mandatory

(e.g. in addition to explaining the 
morbidity, future child bearing, sexual 
function, body image etc should be 
discussed)

Introduce to another patient who 
underwent successful surgery


