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Table 2 — Surgical procedure performed for common colorectal causes
of diarrhea

S.No. | Diagnosis Treatment
Ulcerative  colitis  — || Restorative proctocolectomy (ileal pouch anal anastomosis
refractory to medical J| -TPAA)
therpapy Total proctocolectomy with permanent ileostomy (if fecal
incontinence present)
2 Ulcerative  colitis - || IPAA can be performed unless there is tumor in middle or
presence of | lower rectum

cancer/dysplasia

3 Ulcerative colitis with | Subtotal colectomy with ileostomy and closure of rectal
emergency indications f stump/rectal mucus fistula followed by IPAA at later stage.
for surgery (fulminant J| Emergency proctocolectomy might be required if bleeding
colitis, toxic || is indication for surgery.

megacolon, bleeding)

4 Extensive colonic [| Total colectomy with ileorectal anastomosis
crohn’s disease without
rectal involvement

5 Limited colonic [ Segmental resection and anastomosis
crohn’s disease without
rectal involvement

6 Extensive colonic || Total colectomy with intersphincteric proctectomy with
crohn’s disease with || permanent ileostomy
rectal involvement

7 Extensive colonic || Total colectomy with low hartmann’s closure of rectum
crohn’s disease with || with permanent ileostomy

rectal involvement in a
poor risk patient

8 Ischemic  colitis ~ —Ji Segmental resection with primary anastomosis/ stoma
segmental colitis with || formation

protein loosing
enteropath

Unacceptable side effects of medical treatment
Complication like uncontrolled bleeding, toxic megacolon,
perforation etc
e Presence of dysplasis or carcinoma
Most commonly performed and preferred surgical procedure for
ulcerative colitis is restorative proctocolectomy with or without fecal
diversion. Other procedure performed are subtotal colectomy with
ileorectal anastomosis in patients with rectal sparing ;
proctocolectomy with Brooke ileostomy in patients with anal
incontinence or dysplasia/carcinoma involving lower third of rectum;
proctocolectomy with continent ileostomy (Table 2).
Indications for surgery in colonic Crohn’s disease are-
e Intra-abdominal abscess,
e Medically intractable fistula,
o Fibrotic stricture with obstructive symptoms,
e Complications like toxic megacolon, hemorrhage, Carcinoma
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Treatment of Crohn’s disease is essentially palliative and recurrence
is frequent so aim of surgery is to alleviate symptoms and conserve
bowel. Taking wide margins does not reduce the likelihood of
recurrence and repeated resection will result in small bowel
syndrome. Colonic Crohn’s disease should be treated with segmental
colonic resection if disease is limited ; total proctocolectomy with
end ileostomy for extensive disease involving colon and rectum.
Restorative proctocolectomy (IPAA) is contraindicated in Crohn’s
disease (Table 2).

Patients with segmental ischemic colitis who remain symptomatic
with pain, bleeding, diarrhea (protein losing enteropathy) or recurrent
bouts of sepsis for 2 to 3 weeks after presentation with no
improvement in conservative treatment may require operation.
Segmental bowel resection with primary anastomosis or construction
of stoma is performed depending upon the nature of bowel .
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