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OutlineOutline

•• AnatomyAnatomy

•• Outcomes after IPAAOutcomes after IPAA

•• PouchitisPouchitis

•• Differential DiagnosisDifferential Diagnosis

•• TreatmentTreatment

Two Stage IPAA TechniqueTwo Stage IPAA Technique
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Types of Types of IlealIleal PouchesPouches
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Mucosectomy vs. Double-Staple
Advantages - Disadvantages

Type of Anastomosis
Mucosectomy vs. Double-Staple

Transitional epithelium 
(squamocolumnar mucosa)
Transitional epithelium Transitional epithelium 
((squamocolumnarsquamocolumnar mucosa)mucosa)

Squamous epitheliumSquamousSquamous epitheliumepithelium

Anal Transition Zone or Rectal CuffAnal Transition Zone or Rectal CuffAnal Transition Zone or Rectal Cuff

Ileal type columnar mucosaIlealIleal type columnar mucosatype columnar mucosa

Courtesy of Bo Shen

Outcomes after IPAAOutcomes after IPAA

•• Pelvic sepsis Pelvic sepsis 10%10%

•• StricturesStrictures 9%9%

•• FistulasFistulas 6%6%

•• Sexual dysfunctionSexual dysfunction 4%4%

•• Pouch FailurePouch Failure 7%7%

Hueting Dig Surg 2005
Meta-analysis of 43 studies
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Outcomes after IPAAOutcomes after IPAA

•• Mild FIMild FI (day/night)(day/night) 17% / 13%17% / 13%

•• Severe FISevere FI 4% / 5%4% / 5%

•• PouchitisPouchitis 20%20%

•• SBOSBO 13%13%

•• Stool frequencyStool frequency 66--8/d8/d

Hueting Dig Surg 2005
Meta-analysis of 43 studies

Annals of Surgery 2003Annals of Surgery 2003
University of ChicagoUniversity of Chicago6 BM daytime; 1 BM nocturnal6 BM daytime; 1 BM nocturnal

Bowel function after IPAABowel function after IPAA

N=391N=391

Long term Follow up after IPAALong term Follow up after IPAA

•• 1885 IPAA over 20 year period1885 IPAA over 20 year period

•• Mean follow up 11 yearsMean follow up 11 years

•• Pouch failure 4% 5 yrs, 8% 20 yrsPouch failure 4% 5 yrs, 8% 20 yrs

•• Mean BM (day / night)Mean BM (day / night)

–– 5.7 / 1.5 at 1 yr, 6.4 / 2.0 at 20 yrs5.7 / 1.5 at 1 yr, 6.4 / 2.0 at 20 yrs

•• Significant fecal incontinenceSignificant fecal incontinence

–– 5% / 12% at 1 yr; 11% / 21% at 20 yrs5% / 12% at 1 yr; 11% / 21% at 20 yrs

Hahnloser Br J Surg 2007 (Mayo)
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Quality of Life after IPAAQuality of Life after IPAA

•• QOL improves after IPAAQOL improves after IPAA

•• QOL tends to be excellent after IPAAQOL tends to be excellent after IPAA

–– Similar to healthy cohortsSimilar to healthy cohorts

•• QOL correlated with functional outcomesQOL correlated with functional outcomes

•• QOL and functional outcomes related to QOL and functional outcomes related to 
age in some studies, but not allage in some studies, but not all

Carmon Colorect Dis 2003 Hahnloser Ann Surg 2004
Richards Colorect Dis 2001 Hahnloser Br J Surg 2007
Berndtsson Colorect Dis 2003 Weinryb Am J Surg 2003

PouchitisPouchitis

Clinical FeaturesClinical Features

DefinitionsDefinitions

EpidemiologyEpidemiology

Risk FactorsRisk Factors

Differential DiagnosisDifferential Diagnosis

TestingTesting

TreatmentTreatment

Clinical FeaturesClinical Features

••  stool frequency, liquiditystool frequency, liquidity

•• Urgency, Urgency, tenesmustenesmus

•• Cramps, incontinenceCramps, incontinence

•• Less commonly fever, bleeding, EIMLess commonly fever, bleeding, EIM
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PouchitisPouchitis DefinitionsDefinitions

•• DurationDuration (acute, chronic)(acute, chronic)

•• PatternPattern (infrequent, (infrequent, relapsingrelapsing, continuous), continuous)

•• Response to antibioticsResponse to antibiotics (responsive, (responsive, 
dependent, refractory)dependent, refractory)
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Risk Factors for Risk Factors for PouchitisPouchitis

•• Extensive or severe UCExtensive or severe UC

•• EIM, particularly PSCEIM, particularly PSC

•• Backwash IleitisBackwash Ileitis

•• pANCApANCA ++

•• NonNon--smokingsmoking

•• NSAIDsNSAIDs (?)(?)

Diseases of the Ileal Pouch

FunctionalSurgical/
Mechanical

Inflammatory/
Infectious

Afferent limb syndrome
Efferent limb syndrome
Strictures
Leak
Fistula
Abscess
Adhesions

Pouchitis
Crohn’s dis.
Cuffitis
CMV 
C. difficile

Poor  compliance
Poor emptying
Irritable pouch syndrome
Pelvic floor dysfunction

Neoplastic

Dysplasia
Adenoma
Cancer

Courtesy of Bo Shen

NonNon--pouch Causes of Symptomspouch Causes of Symptoms

•• Small bowel bacterial overgrowthSmall bowel bacterial overgrowth

•• Bowel obstructionBowel obstruction

•• IBSIBS

•• Lactose IntoleranceLactose Intolerance

•• Celiac diseaseCeliac disease

•• Pseudo obstructionPseudo obstruction
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Diagnostic TestingDiagnostic Testing

•• PouchoscopyPouchoscopy with biopsywith biopsy

–– also examine prealso examine pre--pouch ileum, cuffpouch ileum, cuff

•• PouchographyPouchography

•• Pelvic MRIPelvic MRI

•• Exam under anesthesiaExam under anesthesia

•• AnorectalAnorectal manometrymanometry with BEwith BE

•• AnorectalAnorectal ultrasoundultrasound

•• Pouch emptying studyPouch emptying study

Normal PouchoscopyNormal Normal PouchoscopyPouchoscopy

PouchitisPouchitisPouchitis
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Afferent limb strictureAfferent limb stricture Afferent limb ulcersAfferent limb ulcersInlet strictureInlet stricture

Outlet strictureOutlet stricturePouchitisPouchitis CuffitisCuffitis

Inflammatory Diseases of the PouchInflammatory Diseases of the Pouch

Treatment of Acute Treatment of Acute PouchitisPouchitis

•• Single AntibioticsSingle Antibiotics

–– MetronidazoleMetronidazole

–– CiprofloxacinCiprofloxacin

–– Others Others 

•• Combination antibioticsCombination antibiotics

•• BudesonideBudesonide

•• Other steroids (oral, topical)Other steroids (oral, topical)

•• MesalamineMesalamine (oral, topical)(oral, topical)

MetronidazoleMetronidazole in Active in Active PouchitisPouchitis
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P < 0.05

N = 11   1200mg/day x 1 week
Cross-over study design Madden Dig Dis Sci 1994;39:1193
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Cipro vs Metronidazole in Acute PouchitisCiproCipro vsvs MetronidazoleMetronidazole in Acute in Acute PouchitisPouchitis
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Shen Inflamm Bowel Dis 2001;7:301Shen Inflamm Bowel Dis 2001;7:301

Response:  PDAI > 3
Cipro = fewer side fx
Response:  PDAI > 3
Cipro = fewer side fx

1000mg/d x 2 weeks 20mg/kg/d x 2 weeks

p < 0.05

RifaximinRifaximin in Active in Active PouchitisPouchitis
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P = 0.059

N = 17   400mg TID x 4 weeks Isaacs Inflam Bowel Dis 2007
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Chronic Chronic PouchitisPouchitis

Differential diagnosisDifferential diagnosis

•• CMV infectionCMV infection

•• C. C. difficiledifficile infectioninfection

•• NSAID useNSAID use

•• CrohnCrohn’’ss diseasedisease

•• Celiac disease, BOGCeliac disease, BOG

•• Pouch outlet stricturePouch outlet stricture
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Treatment of Chronic Treatment of Chronic PouchitisPouchitis

•• Antibiotic Dependent Antibiotic Dependent 

–– Chronic AntibioticsChronic Antibiotics

•• ciprocipro > > metronidazolemetronidazole

–– ProbioticsProbiotics

•• Antibiotic RefractoryAntibiotic Refractory

–– Combination antibioticsCombination antibiotics

–– BudesonideBudesonide

–– ImmunosuppressantsImmunosuppressants

Combination Antibiotics in Chronic 
Pouchitis

Combination Antibiotics in Chronic Combination Antibiotics in Chronic 
PouchitisPouchitis

56%

33%
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Gionchetti APT 1999

N=18, refractory to single antibioticsN=18, refractory to single antibiotics
CiproCipro 1 gm/d + 1 gm/d + RifaximinRifaximin 2 gm/d x 15 d2 gm/d x 15 d
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•• OpenOpen--label, 15 refractory, 29 relapsing label, 15 refractory, 29 relapsing 

•• Ciprofloxacin 800Ciprofloxacin 800--1000 mg/d  + 1000 mg/d  + 
metronidazolemetronidazole 1 gm/d x 4 weeks1 gm/d x 4 weeks

•• Remission in 82%Remission in 82%

•• 60% in refractory 60% in refractory pouchitispouchitis

•• 93% in relapsing93% in relapsing

Combination Antibiotics in Chronic Combination Antibiotics in Chronic 
PouchitisPouchitis

Mimura  APT 2002;16:909
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•• OpenOpen--label, N = 16label, N = 16

•• Ciprofloxacin 1000 mg/d  + Ciprofloxacin 1000 mg/d  + tinidazoletinidazole
15 mg/km/d x 4 weeks15 mg/km/d x 4 weeks

•• Remission in 88%Remission in 88%

•• 1 neuropathy, 1 1 neuropathy, 1 dysgeusiadysgeusia

Combination Antibiotics in Chronic Combination Antibiotics in Chronic 
PouchitisPouchitis

Shen DCR 2007

•• GionchettiGionchetti: N=16, refractory to Met: N=16, refractory to Met

•• Oral Oral budesonidebudesonide 9 mg/day x  8 weeks9 mg/day x  8 weeks

•• Remission in 75%Remission in 75%

•• Chopra: N=13, refractory to Chopra: N=13, refractory to abxabx

•• 60% favorable response, 20% 60% favorable response, 20% 
moderately favorablemoderately favorable

BudesonideBudesonide in Chronic in Chronic PouchitisPouchitis

Gionchetti Gastroenterology 2004;126:A123
Chopra   Inflamm Bow Dis 2005

Probiotics for Maintenance of Remission in 
Chronic Pouchitis

ProbioticsProbiotics for Maintenance of Remission in for Maintenance of Remission in 
Chronic Chronic PouchitisPouchitis
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Gionchetti
Gastroenterology 2000
Gionchetti
Gastroenterology 2000

Cipro 500 mg BID + Rifaximin 1 gm BID x 4 
wk  VSL 6 gm/d x 9 mo  (N=40)
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Probiotics for Maintenance of Remission in 
Chronic Pouchitis

ProbioticsProbiotics for Maintenance of Remission in for Maintenance of Remission in 
Chronic Chronic PouchitisPouchitis
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Mimura Gut 2004Mimura Gut 2004
CiproCipro + + MetronidazoleMetronidazole x 4 wk x 4 wk  VSL #3 VSL #3 
6 gm/d x 12 mo  (N=36)6 gm/d x 12 mo  (N=36)

Outcome Cases (%)

Discontinued because not effective 23 (74.2%)

Discontinued due to adverse effects 2 (6.5%)

Remained on VSL #3 6 (19.4%)

Total 31 (100%)

VSL#3 in AntibioticVSL#3 in Antibiotic--Dependent Dependent PouchitisPouchitis: : 
Cleveland Clinic ExperienceCleveland Clinic Experience

Shen B, et al.  APT 2005Shen B, et al.  APT 2005
N=31, 9 month follow upN=31, 9 month follow up

Pouchitis Prophylaxis with ProbioticsPouchitisPouchitis Prophylaxis with Prophylaxis with ProbioticsProbiotics
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Gionchetti Gastroenterology 2003Gionchetti Gastroenterology 2003

At 1 year
P < 0.05
At 1 yearAt 1 year
P < 0.05

N = 40;N = 40; VSL also VSL also  BM in those w/o BM in those w/o pouchitispouchitis
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Symptoms of 
Pouchitis

Endoscopy with Biopsy

Pouchitis No pouchitis

Assess and treat specific
cause of symptom

Ciprofloxacin
or metronidazole

No responseResponse

Infrequent
recurrences

Prompt or
multiple recurrences

Other 
antibiotics

Chronic antibiotics

Loss of response

Consider 
probiotics

Cycling 
antibiotics

No response

Budesonide

No response

Anti-inflammatory drugs

No response

Immunosuppressive drugs No Response 

Surgical Consultation 

Response

Maintenance Therapy 

SummarySummary

•• IPAA is procedure of choice when IPAA is procedure of choice when 
colectomycolectomy needed for UCneeded for UC

•• Variety of diseases may occur post IPAAVariety of diseases may occur post IPAA

•• PouchitisPouchitis most commonmost common

–– Typically responds to antibioticsTypically responds to antibiotics

•• Even with Even with pouchitispouchitis, most pts satisfied , most pts satisfied 
with pouch outcomewith pouch outcome

Thank youThank you


