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One day...

• Medical treatment will 
eliminate IBD

Presenter Notes
Presentation Notes
One day someone will unlock this disease. At the end of my career, I’ll be telling the interns about how we used to operate on IBD patients, and they’ll look at me in horror. 



...but that day is not today
• About 20% of UC patients 

require surgery

• About 70% of CD patients 
require surgery

Presenter Notes
Presentation Notes
Although there is some evidence overall rates of surgery have been going down in the era of biologics, data over the last decade shows a relatively stable rate of surgery despite the introduction of new biologics. About 20% of UC patients will require surgery with about 20% of those getting emergency surgery at their initial presentation. And about 75% of CD patients will require at least one surgery with many undergoing repeated surgeries over the course of their lives. 



...but that day is not today
• About 20% of UC patients 

require surgery

• About 70% of CD patients 
require surgery

Presenter Notes
Presentation Notes
About 20% of UC patients will require surgery with about 30% of those getting emergency surgery at their initial presentation. And about 70% of CD patients will require at least one surgery with many undergoing repeated surgeries over the course of their lives. 



Challenges in surgical management 
of IBD

• Complex disease with imperfect 
prognostic data

• Surgery is often point of no return

• Patient VS physician perspectives 

• Multidisciplinary approach

Presenter Notes
Presentation Notes
But that’s not to say that decision-making for surgery is easy. In fact it can be challenging to figure out who is going to need surgery. This is a very individualized disease process with imperfect prognostic tools, and as medical therapy improves clinical, biochemical, and endoscopic scores to evaluate response to steroids or early biologics are not enough. 
Surgery is a point of no return. This is ideal from the perspective that we are not returning to a diseased state. But surgery is not a cure in CD and in all IBD, surgery can have permanent, life-changing effects. It’s maybe a bit easier to say – lets try this medicine and if it doesn’t work we’ll take it back. You can’t put the bowel back in the patient. 
This ties into patient perspectives on surgery and trepidation about pain and recovery, possible surgical complications, and need for a stoma. People are not very good at deciding what they want in the future and so many people say no stoma even if it’s a life and death decision. But when that day comes the vast majority change their mind. And if you have a patient who is asking for a stoma, they needed surgery days ago. 
And this is truly a multidisciplinary, shared decision-making process. It’s incumbent upon gastroenterologists to have some familiarity with surgical options and outcomes and for surgeons to have some understanding of medical management so we can speak the same language and guide the patient to a decision that matches their goals and values. 



Decision for surgery

Premature 
abandonment of 
medical therapy

Missing optimal 
surgical timingVS

Presenter Notes
Presentation Notes
Surgery has major and minor risks at real rates, and medical therapy does work and is getting better. 



Timing is Everything

• Surgery is an OPTION, not a last resort

• We are missing optimal surgical timing in both 
Elective and Emergent settings



Only two things can happen?

Presenter Notes
Presentation Notes
Dr. Schraut’s voice. They get better or they get worse. Sometimes you need the patient and their biology to guide you. Sometimes doing nothing is the right thing even though it feels wrong to sit on your hands with all the focus on LOS, efficiency and value. But in reality there is a third thing that can happen



Only two things can happen?

Presenter Notes
Presentation Notes
And that is to stay the same. We know what to do when someone is eating drinking peeing and pooping – we send them home. And although we don’t want someone to perforate but the answer is pretty easy – we operate. The problem is when they stay the same. Of course they will get better or worse eventually but how long do they need to languish before we can tell? How much do they have to deteriorate before they are worse enough to require surgery. And is there a way to tell who will get better and speed up the process? 



Indications for Surgery
• Failure of medical therapy

• Lack/Loss of Response

• Steroid dependence
• Inability to reduce prednisone to 10mg in 

3 months or steroid-free interval < 3-6 
months

• Anatomic Complication
• Perforation, Stricture, Fistula

• Dysplasia/Cancer

Presenter Notes
Presentation Notes
We can see this dilemma in all the classic surgical indications. There are a lot of definitions of failure of medical therapy and STRIDE II gives some guidelines on response assessment, but it’s a healthy dose of clinical judgement with some room for interpretation. Steroid dependence has more defined criteria but even here we’ve all seen the patients on prednisone for the last 5 years. Surgery is the ultimate treatment for anatomic problems, but even here there is potential for languishing – will that perforation seal, how long to we give the bowel obstruction before we determine it’s fibrotic and not inflammatory and how much steroid do we throw at it to figure out, and how symptomatic is that fistula? Dysplasia is not straightforward either. As endoscopy improves with high-def optics, AI polyp detection, and advanced endoscopic techniques there are expanded options for organ preservation; but how well are we treating transmural risk? We’ve seen from the FAP patients that mucosectomy doesn’t decrease risk of cancers. Is repeated EMR/ESD giving a false sense of security? 



Defining response
• Variable definitions of endoscopic and clinical 

remission

• Time to response/remission/healing are long: 
4-24wks depending on agent

• No universal definition for lack/loss of 
response

• LOR can be high

• No standardized guidelines on treatment 
optimization/monitoring 



The case for early surgery
• Elective management of isolated disease

• Emergent management of acute colitis

• System factors
• Economic impact
• Recurrent disease/subsequent treatment

• Patient factors
• Risk of malignancy
• Perception of surgery / QOL



LIR!C
• 143 patients failed 3 months of 

steroids, thiopurines, 
methotrexate

• 73 – Lap IC resection
• 70 – Infliximab

• 1° outcome – IBDQ 12months

• After 4yrs follow up
• 19(26%) of surgery had anti-TNF
• 26(37%) of infliximab had surgery



• What about the risk of 
subsequent surgery?



Early surgery in CD

• 1279 IC Crohn’s disease patients

• 45.4% ICR vs 54.6% anti-TNF within 1yr of 
dx

• Composite outcome in
• 273 of ICR
• 318 of anti-TNF

Presenter Notes
Presentation Notes
LIR!C data have been corroborated by several other studies




Early surgery in CD

• 393 IC resections for CD
• 130 Early (0-6mo)
• 128 Intermed (6mo– 2yr)
• 135 Late (2yr – 5yr)

• Early had no diff in second resection at 
10yrs, fewer postop tx’s, and less 
morphologic recurrence

Presenter Notes
Presentation Notes
LIR!C data have been corroborated by several other studies




Dangers of Late Surgery
• Inflammatory complications happen in 50% at some point

• Time from surgical indication to surgery increases complications

• Postponing surgery leads to worse outcomes
• Abscess
• Malnutrition
• Immunosuppression

• Postop complications lead to early recurrence



• Delay of surgery increases:
• Inflammatory complications
• Malnutrition
• Postop infection

• Delay is getting worse over time
• More multidrug combos
• More staged operations



• Increased complications 
(overall and anastomotic 
leak)

• Time from dx to surg

• Use of steroids



Complications      Recurrence
• Postop complications 

are independent risk 
factors for:

• Increased rate of 
recurrence

• Decreased time to 
recurrence 



The case for early surgery
• Elective management of isolated disease

• Emergent management of acute colitis

• System factors
• Economic impact
• Recurrent disease/subsequent treatment

• Patient factors
• Risk of malignancy
• Perception of surgery / QOL



Acute Severe Colitis
• May occur in well-established IBD

OR

• Initial presentation of new IBD
• Ddx can be broad: 

infectious/ischemic colitidies
• Even path can be difficult re: 

Crohn’s vs UC

• 1/3 need colectomy within 6wks of 
starting therapy

ACG Clinical Guideline: Ulcerative Colitis in Adults Official journal of the 
American College of Gastroenterology | ACG114(3):384-413, March 2019

Presenter Notes
Presentation Notes
Acute colitis can present in well-established IBD or as the initial presentation of de novo IBD. This can be a challenging scenario as the differential is broad and includes a number of infectious or ischemic colitidies and even operative pathology can show transmural inflammation in Crohn’s and UC. 



Acute Severe Colitis

Clinical
• Ho-index
• Travis score
Lab
• CAR
• FC
Endoscopic
• UCEIS
• MES

• Perforation
• Toxic megacolon
• Complication

• Rescue
• Surgery



Severe Colitis

IV Steroids x 3d

Rescue

? Time
Dose escalation

2° Rescue

TofaCsaIfx

Maintenance

Transition to PO

Colectomy



Emergent colectomy – time is of 
the essence 
• Overall mortality of 

colectomy
• Elective – 0.7%
• Emergent – 5.4%

• Mortality in emergent 
TAC/EI – 7.4%

Kaplan GG, McCarthy EP, Ayanian JZ, Korzenik J, Hodin R, Sands BE. Impact of hospital volume on 
postoperative morbidity and mortality following a colectomy for ulcerative 
colitis. Gastroenterology. 2008; 134(3): 680–687.e1

Presenter Notes
Presentation Notes
This study used the NIS to identify >7K UC patients who underwent colectomy. Overall postop mortality and morbidity rates were 2.3% and 30.8%. Mortality in emergent colectomy was higher at 5.4% and in the group who received TAC/EI, arguably the sickest patients it was 7.4%. 



Emergent colectomy – time is of 
the essence 
• Delay = 

Complications

• Preop LOS >6d 
• Odds ratio of >2 

for in-hospital 
mortality

Kaplan GG, McCarthy EP, Ayanian JZ, Korzenik J, Hodin R, Sands BE. Impact of hospital volume on 
postoperative morbidity and mortality following a colectomy for ulcerative 
colitis. Gastroenterology. 2008; 134(3): 680–687.e1

Presenter Notes
Presentation Notes
In the patients who are admitted emergently/urgently the median number of days to operation was 6 which did not vary by hospital volume. Compared with patients who underwent surgery within 3 days, those who had surgery after 6 days and 11 days were more likely to die with aOR of 2.12 and 2.89 respectively. 



Preop LOS     Complications
• 80 patients 

• Emergent colectomy 
after failing IV 
steroids

• 60% had one 
complication

• Patients w maj
complications had sig              

preop LOS
Randall J, Singh B, Warren BF, Travis SPL, Mortensen NJ, George BD. Delayed surgery for acute 
severe colitis is associated with increased risk of postoperative complications. Br J 
Surg. 2010; 97(3): 404–409.

Presenter Notes
Presentation Notes
Another group in England identified 80 patients who underwent emergent colectomy after failing IV steroids with a median of 6 preoperative days in the hospital. A total of 60% had at least one complication, and patients with major complications had a significantly longer duration of medical therapy before colectomy. 
There’s no evidence that we are getting any better and some that we are getting worse. 



Ounce of prevention or Pound of Flesh?

• Threshold for elective colectomy 
too high? 

• 3-yr survival improved in elective 
colectomy vs emergent or no 
colectomy

• Short-term risks confined to first 2 
months and then returns to gen-pop

Roberts SE, Williams JG, Yeates D, Goldacre MJ. Mortality in patients with and without colectomy admitted to 
hospital for ulcerative colitis and Crohn’s disease: record linkage studies. BMJ. 2007;335(7628):1033



Ounce of prevention or Pound of Flesh?

• Threshold for elective colectomy too 
high? 

• Mortality for emergency UC surgery is 
initially high but returns to gen pop. NOT 
seen in CD

• 3-yr mortality after NO surgery almost as 
high as emergency surgery

• If operated patients were sicker, does this 
make NON-OP the more dangerous 
option?

Roberts SE, Williams JG, Yeates D, Goldacre MJ. Mortality in patients with and without colectomy admitted to 
hospital for ulcerative colitis and Crohn’s disease: record linkage studies. BMJ. 2007;335(7628):1033



System burden of NOM
• Medications account for a largest portion of healthcare expenditure in 

IBD

• Many require injections

• Infection risk

• High utilization for LOR and secondary treatments

• Malignancy risk (conflicting data)



Malignant potential

• Meta-analysis
• 116 studies (41 reported colitis duration)
• Overall incidence of cancer: 3.7%
• Cancer incidence

• 10yrs: 2%
• 20yrs: 8%
• 30yrs: 18%







Reasons to avoid surgery
• Operative and perioperative morbidity

• Possible stoma

• Risk of needing future surgery/SGS

• Medications work! 



Patient perceptions of surgery
• Before Surgery

• One of the biggest fears of managing 
the disease

• Possible complications

• Possible permanent stoma

• “last resort”
• Sometimes not even aware it is an 

option 

• 16% get Primary info from internet
• 82% get some info from internet

• After Surgery
• High level of satisfaction

• Many (35%) regret delay in surgery

• Many would want earlier consultation 
with a surgeon

• High stoma acceptance rate



Patient perceptions of surgery

Preoperative concerns and postoperative 
acceptance of stoma

Patients’ predominant feelings before 
and after surgery



Perception of timing
• In 76%, the rec for surgery 

was shared decision with 
GI and surgeon

• 35% regretted surgery was 
not proposed sooner

• 31% considered duration of 
medial therapy too long

Just Right
55%

Too Late
37%

Too Early
8%

TIMING OF SURGERY



Perception of timing

• 72 underwent IPAA
• 65 (90.3%) were happy they 

had surgery
• 0 wished they had not had 

surgery

• 52.8% though timing was 
appropriate

• 44.4% thought timing was too 
late



Summary
• Surgery is common in management of IBD

• Early surgery may be helpful

• Late surgery may be harmful

• Surgery is an option, not a last resort



Thank you!
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