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Multi-disciplinary care

® Named personnel comprising
> gastroenterologists,
> colorectal surgeons
> clinical nurse specialists,

]
pathologist Fe= "

Gl radiologist
> pharmacist,
® Access ’ro

ycho “g’[')s?fcounsellor rheumc’rologlsf
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Risk of Surgery / UC

® 20 - 30 % of patients will require surgery
® 5-10 % present with acute sever colitis

® 30 % of sever case will require emergency
surgery

® After acute severe ulcerative colitis 50%
with incomplete remission with steroids will
require colectomy within 1 year




Acute Sever Colitis

6 bloody stools/day
Abdominal tenderness
sugns of systemic Toxicity (HR>90, T>37.8, Hb#lO 5 or ESR>3

Fulmlncncn‘ colitis ( stool > 10 / dc:y Anemia reQUInn@”—"

transfusion , signs of systemic toxicity , abdominal dlsfens;on4~ -
tenderness , fever and leukocytosis. ——

True!oveandWiﬂs crfteno BrMed J, 1955




1. Number of evacuations/day
2. Bright-red blood in stool + 4

Average temperature
. i at night >37.5 °Cor
3. Temperature (“C) 237.8°C in 2 days

within 4 days

4. Pulse (bpm) >90 bpm
5. Hemoglobin(g/dL) Intermediate <10.5

| 6. *HSS (mm, 1st hour) <30 Intermediate >30
S Hemomedimentation sped

to severity of acute episode (Truelove & Witts™)




Rule of Surgery in Acute Presentation

Perforation

Haemorrhage

® Toxic megacolon (diameter >5.5 cm, or caecum >9 cm)

> Systemic toxicity
»  Steroids mask clinical picture.

Failed medical freatment




Colectomy in Acute presentation

® Up to 40 % mortality for
perforation

® 2-8 % mortality if before
perforation




Rule of Surgery in Acute Presentation . Cont.

® Gl team care. Surgeon aware.
> Rouhne bloods ( CBC/ U&E s / CRP/Albumin)

+/- Flexible sigmoidoscopy

>

> : f — — -

> Stool for boctenology/ C dlff / CMV ———
> -

> DVT prophylaxis




Rule of Surgery in Acute Presentation . Cont.

® A stool frequency of >8/day or CRP >45 mg/| at 3 days
appears fo predict the need for surgery in 85% of cases

\_.-—_—_. ———
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Travis, S. P. Lefe{ cut 38{6) 905.910 June 1995, — =

@ Intravenous steroids are gl»enerclly given for up fo 5 days.
There is no benefit beyond 7-10 days




Rule of Surgery in Acute Presentation . Cont.

® Day 1

T el

® Day 3 : surgery Disc ussec ;;:‘ Stoma t

herapistinput.
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Rescure / Salvage therapy cont. TN

® Colectomy rate (36 - 69%) in the 12

. . .
months following introduc ——
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Rescure / Salvage therapy cont.

©® CONSTRUCT UK trial
Clinical- cnd

iNfliximab and ¢ ) the | ._
treatment of ocu’re severe ulcerchve~ |
colitis that fails to respond to lntravenous

- =




® Proctocolectomy and lleostomy
> ngh mortoln‘y

s

> Permanent stoma

» Pelvic dissection / neﬁ/é damage / seSIS» —
® Proctocolectomy and Pouch
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Subtotal Colectomy and lleostomy

~ 3% mon‘olify

® Close sfump / Mucus fleulcn / SC

Advantage =
> Conflrm dICIgnOSIS




Options after surgery for acute colitis

@ Ulcerative colitis / Indeterminate
> Complion.,proc’re my qnd Pouch

> Completion proc'rec’romy and Ccn’rme":f—» =
ileostomy




Elective Surgery for Ulcerative Colitis

® Medical Infractability ¢ Failed medical
’rrec’rment
: v_~ skl
® Chronic disease
> Quality of life

> Off work / Hospitalization
> Never ramlssLan / Anemic / Amenorrhec/ mclnufn’non




® Extra intestinal Manifestations
> Peripheral arthritis P
> Uveitis Respond o colectomy
> |rifis

> Ankylosing spondylitis
> _Scrili’ns

> Primary el lerosing ¢ chol ANgIiis—m

ey
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Malignancy

® 1-2% per year after 10 years

© PSC 9% after 10 years
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Risk of malignancy in UC

® Pancolitis
® PSC ( primary scler sina chola ;




® Risk of concomitant Cancer

> HGD / DALM up o=

> LGD | up to 19%




® 42 patients with UC and LGD followed for mean 4 years and 43 bx per
colonsocopy

> 81 % of LGD failed o progress over 4 year

>  More than 3 LGD Bx risk increase by six fold.

- — —  —aa _.“.__ — —
TABLE 3. Characteristics of LGD Patients: Progressors vs. Nonprogressors

Risk Factor Progressors (#=8) Nonprogressors (n=34) Risk Ratio [95% CI)*

Average age UC onset (yrs) ? 32 0.99 (0.93-1.05)
Onset of UC age >30 < 15 1.12 (0.25-5.09)
Average age at LGD (yrs) R 51 0.95 (0.88-1.02)
Age at LGD >50 e 17 0.99 (0.10-2.57)
Duration of UC (yrs) at LGD . 18.5 0.95 (0.88-1.02)
" Duration of UC >20 yrs A 3 17 0.36 (0.07-1.87)
No. biopsies taken (mean) S 43 0.97 (0.92-1.03)
I No. of biopsies with LGD(mean) W : 1.5% 2.83 (1.44-5.55)"
~ >2 biopsies with LGD 13 7.2 (0.86-60.07)
| >3 biopsies with LGD s 5.8 (1.29-26.04)
Left-sided dysplasia 16 1.14 (0.25-5.13)
Visible lesion 19 0.61 (0.14-2.73)
Prmary sclerosing cholangitis 7 1.78 (0.39-8.11)

*05% confidence interval,
"One outlier patient with 40 biopsies of LGD was excluded from calculations.




Options of elective surgery

@ Restorative proctocolectomy

> One or Two stages
> Reduce steroid to minimum

@ Proctocolectomy and end lleostomy




Restorative proctocolectomy

® Elective
® Off steroids
® One or two stages - w/o ileostomy

® Specialized Units
At least 10 per year BSG 2010 ( UK)

@ stapled or hand-sewn pouch
® pouch configuration (W, S, J) A
hand-sewn or stapled ileo-anal anastomoses EEIR

®







PREVALENCE OF EPISODES OF INCONTINENCE IN 98 PATIENTS

Life style operation

® The median frequency of defaecation/24 |
> 5 day 60% 1 052 episades  week
> 1 night ' Seud g
® Nocturnal seepage ' i i
> 8% at] year
> 15% at 20 years : _

> 5.1% at 1 year
> 9.1%at 15 years




JorW pouch

No. of motions
Bowel frequency at 9-year follow-up

7T p=ns

24-hour Daytime Nocturnal
frequency frequency frequency

McCormick, P. H. et al Diseases of the Colon & Rectum., December 2012.




Risk of malignancy and dysplasia in rectal cuff

© Lowrisk / is infrequent

Remzi, Dis Colon Recfum. 2003;

Fazio 1994

» Cuff surveillance is not necessary
Unless dysplasia and cancer in original sp.

Coul Colorectal Disease. 200/.

S %y




Complication after RPC

9% with complications
58 8 8 8

@ Pouchitis up to 50 %
> Consider CD. | _
> Antibiotics/ Probiotics/ Biologic/ Ciclosporin <

> Technical ' '  : — ,_';;“—1_- —
> Advancement flaps / .redg-‘pouch | 4
~ @ Vitamin B12 and iron deficiency
> Infert : e ——————




Pouch failure

® 5.9 % at 10 years
> Pelvic sepsis
o Ana,sto ic leak
> Fistula

> Croh Atscl




Surgery of Ulcerative colitis

® Curative
® Risk of cancer / Dysplasia s,
® Dealing with complcahcn and fqu TR

® Re-operative / Re-do Surgery
- ® Ar’rruc'rlve for mlnrmolly rnvcswe surgery




Surgery for Crohn's disease

® Indication
> Stenosis ( smcfure causing obstructive

-~
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> Enterocutaneous or infra-abdominal fistula
> Intra-abdominal or retroperitoneal abscess
> Acu’re or chromc bleedlng




Surgery CD cont

® Segmental resection
® Avoid wide resection

> Mclnufrmon

> Immuno-suppresion
-_—>~Im‘r<:| clbdoml Nal sepsis
» Risk of malignc







Strictureplasty




Smoking ....

® Tobacco abuse as a causative factor in the

development of Crohn's disease has been difficult
to prove |

—— i

@ Increase the incidence of relapse and failure of
mainfenance therapy.







