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Inflammatory bowel disease (IBD) can often be managed with medication alone. However, a proportion of patients
may require surgery, and the decision for this involves you and a multidisciplinary team of doctors, surgeons and

other members of your IBD team.

Introduction

There are many medical options for the management of
IBD. However, there are occasions when people need
surgery to remove the diseased bowel. In some cases,
surgery may also be the best option to treat the IBD.
Surgery may be required if the person has insufficient
response to medications; if there are areas of narrowing
in the bowel (strictures); significant scarring in the
intestines; and if there are other complications of the
disease such as infection outside the bowel (abscesses),
abnormal connections between different parts of the

bowel or other organs (fistulae), and malnutrition.

Some types of surgery involve removal (resection) of
parts of the bowel. There are different types of
operations in which the bowel is removed and it is best
to discuss all these options with your IBD team including
specialised colorectal surgeons. An operation may be
done in a single step or can involve multiple stages. It
may be done via keyhole surgery (laparoscopy) or
through a larger incision through the abdomen
(laparotomy). Surgery may also be performed in a
planned (elective) or urgent (emergency) nature. Some

types of surgery do not involve removal of the bowel.

Each surgery has its own risks and benefits, but it is
important to keep in mind that the chosen approach may

not be the same for everyone.

Surgery for IBD

What to expect before an operation

In the lead up to surgery, there may be a number of
appointments you have to attend to ensure you are
prepared in the best way. This may include more regular
reviews with the IBD team, including surgeons, to ensure
your general health and wellbeing. Other members of the
team you may be introduced to include a stoma therapy
nurse (in case a stoma [see below] is required) and a
dietitian to optimise your nutrition. Before the operation,
you will also meet your anaesthetist, and any assisting

surgical doctors.

It is normal to feel nervous or anxious about your
surgery. It is important that you raise any concerns or
worries with your IBD team, who will support you along
the way and address any issues that may arise before and
after the surgery. You may find it helpful to have a family

member or partner with you during these consultations.

Perianal disease

Abscess and fistula operation

Some complications of Crohn’s disease do not require
removal of the bowel. Abscesses (collections of infected
fluid) around the anus usually need to be drained
surgically. A thread, known as a seton, may need to be
inserted into an open fistula (an abnormal small
connection between different parts of the bowel, skin or
nearby organs), to allow the infected fluid to drain out of
the affected region and tissue healing. These may need

to be repeated.
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Other important notes

Stomas

Some people require a stoma following their surgery. A
stoma is a surgically made opening in the abdominal wall
to attach the small or large bowel. Bowel output then
drains into a specially designed disposable collection bag.
A stoma may be required in order to help with your
recovery and may be temporary or permanent. Before
your surgery, you should have the opportunity to discuss
a stoma with your IBD team including surgeon and stomal
therapy nurse. A stomal therapy nurse can discuss the
different types of stomas, help you familiarise yourself
with the equipment needed, and provide you with advice
for optimal stoma care. You can also refer to the Life with

a Stoma information sheet.

Advantages

Whilst it is a challenging time, proceeding with an
operation may confer a number of benefits. It is
important to remember that most people feel better,
and disease is often easier to control with medications,

after surgery.

Risks of surgery

Like any other intervention, there will be risks associated
with your surgery. It may take some time to heal from an
operation. Possible complications include leakage from
any section of surgically joined bowel, infection and
bleeding. Some people may need further procedures to
fix any complication(s). You should feel free to discuss
any gquestions, concerns, or alternatives to your surgery

with your IBD team.

Bowel function and your IBD after surgery

The effect of surgery on bowel function can vary
depending on the type of surgery and your disease. In
some patients, bowel function may not become
completely normal, and additional treatments like
physiotherapy or other medications may be required. It is
important to understand that medications to treat your
IBD may still be required to reduce your chances of IBD

recurrence.

Surgery for IBD

Nutrition before and after surgery

Having good nutritional status before undergoing surgery
is important to assist good surgical outcomes, such as a
short hospital stay, fast recovery of bowel function and
reducing risk of post-surgical complications. Often,
medical nutrition drinks are recommended for 7-10 days
leading up to planned surgery to optimise nutritional
status to improve surgical outcomes. In people with
Crohn’s disease, a period of exclusive enteral nutrition
(EEN) before planned surgery may also be recommended
to improve both nutrition and reduce active disease. This

may be used in preference to corticosteroids.

After surgery, your surgeon will gradually allow you to
restart oral intake. Some patients may have narrowing at
the join of the bowel due to swelling, and require a short-
term low fibre diet to allow the site to heal and bowel
movements to start. Your surgeon and dietitian will guide

the degree and timeframe for fibre restriction, if needed.

Glossary of terms for different surgeries

There may be many new terms that you encounter in the
lead up to your surgery. Some common surgeries
performed for IBD are outlined below. These are
understandably complex and should be discussed with

your surgeon.

e Surgical resection: if a diseased area is very
extensive or too damaged, it may be removed
surgically (resection). The two healthy ends are then
joined up (‘an anastomosis). There are different
terms for this surgery depending on which part of the
bowel is removed.

e Stricturoplasty: procedure involving opening up
narrowed segments of the bowel with a surgical cut
to widen the narrowed segment and unblock the
bowel. No bowel is removed during this surgery.

e lleocaecal resection/ileocaecectomy: removal of the
last part of the small bowel (terminal ileum) and the
first part of the large bowel (caecum).

e Right hemicolectomy: removal of the right side of
the colon (the ascending colon) allowing for joining
up of the remainder of the large bowel.

e Colectomy with ileostomy: removal of the large
bowel (colon) and formation of a stoma by bringing
the small intestine out through an opening in the
abdominal wall (stoma, or ileostomy).
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e Colectomy with ileo-rectal anastomosis (IRA):
removal of the large bowel and joining the healthy
end of the small bowel to a healthy rectum. This
avoids a stoma but may not be possible if the rectum
is already very damaged.

e Proctocolectomy and ileostomy: removal of both
the large bowel and the rectum resulting in the
formation of a stoma. This is an irreversible
procedure but will eliminate the risk of colorectal
(large bowel) cancer.

e Restorative proctocolectomy with ileo-anal pouch
or ileal pouch-anal anastomosis (IPAA): may occur
in two or three stages. The aim of this operation is to
remove the colon and rectum, then form a pouch
with the small bowel (ileum) to serve as a reserve for
storing stool. This pouch is joined to the anal canal to
allow bowel motions to pass through the anus.
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