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Introduction

Inflammatory bowel disease (IBD) has an increasing incidence and
is characterized by chronic relapsing intestinal inflammation,
including Crohn’s disease (CD) or ulcerative colitis (UC).!

An Australian population-based IBD prevalence study has shown
a rate of 315 per 100 000 (with CD 191 per 100 000 and UC 115
per 100 000).> Familial adenomatous polyposis (FAP), has a preva-

lence of 1 in 10 000 births.?

Restorative proctocolectomy (RP) with ileal pouch-anal anasto-
mosis (IPAA) remains the gold standard treatment for the surgical
management of patients with medically refractive UC, indetermi-
nate colitis (IC), FAP and occasionally for CD.* Pioneered by Parks
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Abstract

Background: Restorative proctocolectomy (RP) with ileal pouch-anal anastomosis (IPAA)
remains the gold standard for the surgical management of patients with medically refractive
mucosal ulcerative colitis. We aimed to identify functional and quality of life (QOL) out-
comes in RP and IPAA surgery patients at our institution.

Methods: A retrospective observational study was performed including all patients who
had undergone RP and IPAA between August 1984 and November 2017 at Royal Prince
Alfred Hospital (RPAH).

Results: 316 consecutive patients were identified, median age 39 (range 5 to 81) years. The
median duration of disease was 60 (range 1 to 528) months. Ulcerative colitis was the main
preoperative diagnosis with the main RP indication being failure of medical treatment. The
median postoperative stay post-IPAA was 11 (range of 5 to 67) days. Pouchitis was the
most common late complication (22.1%), bleeding pouch (3.5%) the earliest, with a 6.8%
rate of symptomatic anastomotic leak. Visual analogue scale QOL measure (P-value
<0.001), St Marks incontinence score (P-value = 0.001) and Cleveland clinic score (P-
value = 0.002) all revealed significant improvement in functional outcomes and QOL.
Conclusion: QOL and functional outcomes following RP with IPAA in patients at our
institution are excellent and comparable to institutions with larger patient numbers.

and Nicholls in 1978, RP-IPAA has had some technical adjust-
ments with the development of new technology and increasing sur-
gical experience and expertise.*

IPAA involves total proctocolectomy, which aims to resect the
diseased colon with rectum and the anastomosis of the remaining
small bowel to the remnant anus which provides gastrointestinal
continuity.* This can be a two-stage or three-stage procedure and
historically involves a temporary diverting ileostomy.* The pouch
acts as an ileal reservoir, formed in the form of a J; using two loops
of small bowel, S; with three loops of small bowel or W; with four
loops of small bowel.* Techniques of anastomosis, include hand
sewn or stapling with a double stapled ileal J pouch-anal anastomo-
sis being the preferred option.4 IPAA remains a technically
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demanding procedure and can be associated with major morbidity
in the postoperative period which can influence the function of the
pouch, lead to failure of the pouch and importantly effect the qual-
ity of life (QOL) of patients.* Functional outcomes and QOL out-
comes after IPAA are considered to be good or excellent in 95% of
patients and remains an excellent option for patients with UC, IC,
FAP and a select few patients with CD. Functional outcomes often
measured include stool frequency, nocturnal evacuation, inconti-
nence and the need for anti-diarrhoeal. Morbidity with IPAA sur-
gery includes early complications such as pouch leaks leading to
pelvic and abdominal sepsis, small bowel obstruction (SBO), pouch
fistula, wound infection and wound haemorrhage. Late complica-
tions may include anal stricturing disease, SBO, anastomotic leaks,
pelvic sepsis, pouchitis and pouch failure.*> Sexual function
(SF) and sexual restrictions post IPAA surgeries have paucity in the
literature currently, although some QOL studies incorporate sexual
restrictions as part of the QOL scores. The risk of sexual dysfunc-
tion is a reality in any form of pelvic surgery with potential damage
to autonomic nerves during the proctectomy. For males there is a
risk of impotence and retrograde ejaculation and for females; vagi-
nal dryness and dyspareunia.® For females, there are also the added
issues of fertility and obstetric and gynaecological functional
issues.® Psychosocial factors and body image issues such as having
surgical scars and a diverting ileostomy remain a factor in patients
who have an IPAA.® Damgaard et al. found in a prospective cohort
study that there was a significant improvement in social and SF and
QOL after ileal J-pouch anastomosis, when compared to living with
UC and whilst having a diverting ileostomy.” Another retrospective
cohort study using validated questionnaires found that sexual func-
tion scores were equal or better than normal values for men but
lower for women.®

The aim of this study was to identify QOL outcomes in RP and
IPAA surgery patients at our institution.

Methods

Ethics approval was obtained from the Sydney Local Health Dis-
trict Ethics Committee (X17-0431 and HREC/17/RPAH/647). A
retrospective, observational study included patients who had
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undergone a RP and IPAA between August 1984 and November
2017 at Royal Prince Alfred Hospital (RPAH) in Sydney. Previous
database audits were used to identify the study participants. These
were published in 1999, 2007 and 2014°~"" containing patient iden-
tification up to November 2011. Consultant’s personal databases
were used to identify cases from November 2011 onwards. Patients
who had undergone a RP and IPAA were included. Deceased
patients and those with logistical difficulties to return the survey
were not included.

Current medical records were used to ascertain if a patient was
alive, following which written informed consent was sought with a
project explanation. On receipt of the written consent, a telephone
interview was conducted with a standardized questionnaire by a
single data collector.

Functional outcomes and their relationship with disease factors,
patient factors and overall pouch function were statistically
analysed using the paired samples #-test; McNemar Test P-value;
Wilcoxon Signed Ranks Test P-value and McNemar-Bowker Test
P-value with the aid of IBM, SPSS V25 and IBM, SPSS V28.
Kaplan—Meier curves for pouch survival were generated and
analysed with the statistical software SAS On Demand for Aca-
demics (SAS Institute Inc. 2021).

All reported p values were two-sided with a P-value <0.05 con-
sidered statistically significant.

Sexual function outcomes were measured in previous databases
with the presence of dyspareunia, impotence and a subjective score
of sex life postoperatively. Standardized scoring systems of female
sexual function index (FSFI) and international index of erectile
function for men (IIEF) were used in this study. The FSFI has six
domains; desire, arousal, lubrication, orgasm, satisfaction and pain
which are scored out of five. The overall score is the addition of
each of the domain scores and is scored out of 30.® The IIEF has
five domains and their scoring includes erectile function out of
30, orgasmic function, overall satisfaction and sexual desire, all out
of 10 and intercourse satisfaction out of 15.%

Results

Between August 1984 and November 2017, 316 consecutive
patients underwent a RP and IPAA at RPAH in Sydney, NSW,
Australia. 58% of patients were males (184) and 42% were females
(132). The median age of the study population and their age at
pouch creation was 39 years (range 5 to 81 years). Graph 1 pro-
vides a five yearly breakdown of numbers.

A total of 45 new patients were identified between November
2014 and November 2017 for this focused qualitative functional
assessment. Twenty patients returned the consent survey. Fifteen
patients completed the surveys. Surveys were not conducted on two
patients as they were deceased. Three patients were unavailable/
unwilling to participate. Twenty-five patients did not return their
consent forms therefore phone surveys could not be conducted due
to strict ethics requirements.

The median duration of the disease was 60 months (range 1 to
528 months). The most common preoperative diagnosis was ulcera-
tive colitis (224, 70.9%) followed by FAP (45, 14.2%) and
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Restorative proctocolectomy improves quality of life

indeterminate colitis (25, 7.9%). A preoperative diagnosis of cancer
was attributed to 11 cases (3.5%).

The most common indication for surgery was failed medical
treatment (198, 62.7%) followed by dysplasia (34, 10.8%) and can-
cer (35, 11.1%). The remaining indications included multiple
polyps (7%), cancer prevention (3.2%), bleeding and side effects of
medications.

The most frequent operation performed was a total proctocolectomy
(205, 64.9%). Thirty-two patients (10.1%) patients had their proce-
dures performed laparoscopically. There were 107 completion
proctocolectomies (33.9%) and 4 pouch revisions (1.3%). Our first
pouch revision was done in 1998 with the remaining three occurring
in 2002, 2004 and 2008. Of the 316 ileal pouch-anal anastomosis,
54 were handsewn (17.1%) and 262 were double-stapled (82.9%). In
the formation of the J pouch, seven were handsewn (2.2%) and the
majority were stapled (309, 97.8%) and varied, 15 to 20 cm in length.
Prior to October 1990, IPAA’s were handsewn and since May 1992
routinely double-stapled ileal pouch anal anastomosis were performed
except for the select synchronous rectal cancer or severe dysplasia.
The median operating time was 255 min. The median postoperative
stay post-IPAA was nine (range 4 to 46) days. 315 of 316 patients
had their ileostomy closed, 289 at RPAH, and 26 at the referring sur-
geons centre. Only one patient did not have their ileostomy closed due
to preference and functional issues with pouchitis. The median postop-
erative stay post ileostomy reversal was 5 days with a range of 1—
16 days. Follow-up was variable and occurred 3 to 6 months post-
intial pouch operation and following ileostomy reversal. The median
time for reversal ileostomy since pouch operation was 137 days (range
28-918).

There was 1 early (<30 days postoperatively) death (0.3%).
There have been 14 deaths since surgery (4.5%). The median time
to mortality, for these 14 patients who have died post [IPAA was
58 months (range of 0—129 months).

Between November 2011 and 30th November 2017, there were
three mortalities, all >30 days. The first mortality had a pan
proctocolectomy + IPAA J pouch with a covering loop ileostomy
with subsequent reversal for UC with a high-grade rectal lesion on
surveillance colonoscopy. The second mortality had a laparoscopic
pan proctectomy and IPAA with a defunctioning ileostomy for UC
with a DALM (dysplasia-associated lesion or mass), complicated
by a parastomal hernia which was repaired and an enterocutaneous
fistula managed with success conservatively. Both above families
wished not to disclose causes of death. The third mortality was pal-
liated after an incidental finding of metastatic cholangiocarcinoma
with pulmonary metastases on a background of UC refractive to
treatment and primary sclerosing cholangitis following pan
proctocolectomy with J pouch formation and a defunctioning
ileostomy. He had an IPAA anastomotic leak and required multiple
operative theatre visits for endosponge dressing changes. His last
pouchoscopy and washout showed a resolving abscess cavity. Dete-
riorating LFT’s prompted imaging revealing a metastatic
cholangiocarcinoma.

The morbidity outcomes observed included ileostomy related
complications (retraction or prolapse) and complications post clo-
sure of ileostomy. These are summarized in Table 1.

© 2023 The Authors.

Table 1 lleostomy related complications among 316 patients undergoing
RP-IPAA

lleostomy related
complications

Number of patients, (%)

Retraction or prolapse Early (<30 days): Late (>30 days):

4,1.3% 9,2.9%
Post-closure of
ileostomy
Leak 2,0.7%
Wound infection 16, 5.5%
SBO with or without 21,7.2%
laparotomy
Other 43, 14.7%

Between November 2011 and 30 November 2017, 1 patient had
a post ileostomy closure anastomotic leak which was managed con-
servatively. Five patients had wound infections, four of these were
managed conservatively and responded to antibiotics, one patient
required drainage of an abdominal wall abscess.

In the same time period, six patients had SBO. The first patient
had two, prior to ileostomy reversal, one 3 days postoperatively and
another 14 days postoperatively which were both managed conserva-
tively. The second patient had two SBO post ileostomy reversal
requiring admission to hospital which were also managed conserva-
tively. The third patient had a high-grade SBO which was managed
conservatively, she required laparascopic adhesiolysis 2 months fol-
lowing this in conjunction with ileostomy reversal. The fourth had a
SBO 12 months following reversal ileostomy, he required a laparot-
omy as there was compromised small bowel adhered to the sacral
promontory requiring adhesiolysis. The fifth required a diagnostic
laparoscopy and adhesiolysis 13 months post ileostomy reversal for
a partial SBO. The sixth had a SBO 12 months post ileostomy rever-
sal which resolved with conservative management.

Pouch-specific morbidity outcomes are outlined in Tables 2 and
3 and other general morbidity outcomes measured outlined in
Table 4. Pouch failure was assessed via Kaplan—Meier plots for
time from pouch operation to pouch failure or date of last follow-
up. Twenty patients had pouch failure. A Kaplan—Meier plot was
then stratified by presence of pouchitis and then by elective or
emergency surgery and then by age in years at pouch operation at
1 year. Pouch failure was 16.18% overall, 13.83% for patients with-
out Pouchitis, 20.71% for patients with Pouchitis, 5.56% for elec-
tive patients, 13.08% for emergency patients, 9.27% for patients
aged<39 years and 21.12% for patients 239 years. These are dis-
played in Kaplan—Meier Plots (Graphs 2-5).

Postoperative functional data was measured via standardized
scoring systems including the Cleveland Clinic Score (CCIS) and
the St Marks incontinence Score (SMIS). Patients reported a mean
visual analogue scale of 40 preoperatively compared to 85 reported
postoperatively. Table 4 provides functional data outcomes below.
Dyspareunia and impotence rates were higher with 64% of patients
reporting no change in their sex life. Diarrhoea improved post-
operatively. The average bowel motions per day showed statisti-
cally significant improvement with P-value <0.01 with a reduction
from 9 to 5 bowel motions per day. Similarly the number of bowel
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Table 2 Leak/pouch specific complications among 316 patients undergo-
ing RP-IPAA

Leak/pouch specific complications Number of patients, (%)

Early Late
(<30 days) (>30 days)
Any leak — Clinical or radiological 20, 6.4%
Clinical leak — parapouch abscess or 5,1.6% 10,3.2%
peritonitis
Radiological only leak (no clinical 2,0.6% 5,1.6%
signs)
Symptomatic leak from pouch with 21, 6.8%
parapouch abscess or peritonitis
or fistula
Bleeding pouch 1,3.5% 1, 0.3%
Pouch infarction 0, 0% 2,0.6%
Pouch/anastomotic cutaneous 0, 0.0% 5, 1.6%
fistula
Pouch/vaginal fistula 1, 0.3% 8, 2.6%
Anal stricture 1,0.3% 29, 9.4%
Pouchitis 7,2.3% 68, 22.1%
Dysfunctional pouch 0, 0.0% 8,2.6%
Pouch removal 0, 0.0% 14, 4.5%

Table 3 Other non-pouch-specific outcomes among 316 patients under-
going RP-IPAA

Other morbidity outcomes Number of patients, (%)

Early Late
(<30 days) (>30 days)
Small bowel obstruction 17,5.5% 61, 19.6%
SBO post pouch and prior to 28, 9.0%
ileostomy closure
Post-IPAA laparotomy required for 3,1.0% 13,4.2%
small bowel obstruction
SBO after ileostomy closure 49, 16.2%
SBO after ileostomy closure and 19, 6.3%
requiring laparotomy
Wound infection 18, 5.8% 6, 1.9%
Incisional hernia 1, 0.3% 13,4.2%

motions after sleep was reduced from 2 to 1, (P-value = 0.037).
Incontinence to solids and flatus remained similar post-operatively,
however, incontinence to liquids showed improvement, (P-
value = 0.039). Lifestyle alterations due to faecal incontinence
were reduced although not statistically significant (P-value = 0.09).
Seepage remained similar post-operatively (P-value = 0.084).
There was reduced use of anti-diarrhoea medications post-
operatively which was statistically significant (P-value = 0.011).
Quality of life (QOL) assessment through visual analogue scale
revealed an improvement from a mean preop score of 42.26 to a
post-op score of 80.59 (P < 0.001, 95% CI 77.9 to 83.3). The SMSI
revealed a significant improvement in pre- and post-operative
incontinence scores (P = 0.001; (95% CI 2.3 to 3.98)). Mean CCIS
improved from 3.13 to 1.78 (P = 0.002, (95% CI 1.28 to 2.28)).

Discussion

IPAA and RP is a technically demanding procedure with the chance
of major morbidity in the postoperative period which can influence

Kanakaratne et al.

the pouch function, and have significant impact on the quality of
life of patients.* Since our last data analysis in 2011 there has been
a slight reduction in median post-operative stay (post pouch proce-
dure) from 10 to 9 days. Although we report morbidity in our
patients, the majority of patients reported a statistically significant
improvement in their QOL. Functional outcomes measured via the
SMSI and CCIS showed improvement in functional outcome. Sta-
tistically significant results were also seen with reduced bowel
motions per day, reduced bowel motions after sleep, reduced incon-
tinence to liquids and reduced use of anti-diarrhoea medications
postoperatively.

We have persisted with two-stage (205) or three-stage procedures
(107) and four redo operations with continued use of temporary
ileostomy as per surgeon and institution preference. We have noted
other approaches in other international and national units such as
modified two-stage and single-stage pouches. This could perhaps
be something we look to do in the future.

As described above our indications for pouch surgery included
failure of medical treatment, dysplasia, cancer, multiple polyps,
cancer prevention, bleeding and side effect of medications. Selec-
tion for pouch surgery was based on a multidisciplinary approach
with patient-centred decisions involving the patient, their gastroen-
terologist and or surgeon and including allied health staff.

Only 10.1% of our patients had laparoscopic or hand-assisted
surgery; as such our series cannot add to the available literature
regarding laparoscopy in restorative proctectomy. Studies have
supported laparoscopic procedures with evidence of faster recovery
and improved postoperative outcomes. Conversely, there have been
studies reporting nil significant changes.'>™'® A systematic review
and meta-analyses by Singh et al. in 2013 did show that a longer
operating time, shorter hospital stay and reduced wound infection
were noticed in laparoscopic surgery although no differences were
observed in pouch failure."”

Pouchitis is the most commonly reported complication following
IPAA."® Reported frequencies have ranged from 25% to 73% with
larger studies showing up to 25% among patients with UC as the
indication for IPAA.'® Shannon ef al. followed up patients over a
20-year period and found a rate of 45% up young adults and paedi-
atric patients who underwent IPAA for UC."” The morbidity out-
comes measured such as pouchitis and anastomotic leak still remain
low compared to larger studies. Our study demonstrated that 22.1%
of patients had late pouchitis which is an increased amount com-
pared to our previous analysis’ yet remaining lower than other
institutions.*

Anastomotic leaks and pelvic sepsis are other known complica-
tions of IPAA surgery. Fazio et al. reported a 6.5% anastomotic
leak rate in their large series of 3707 patients.* A larger meta-
analysis by Lovegrove et al. reported an anastomotic leak rate of
6.9%."® Our rate of symptomatic anastomotic leak was 6.8% which
is comparable to the other centres.

The nature of IPAA surgery can result in extensive intra-
abdominal adhesions which puts patients at risk of developing
SBO. Fazio et al. reported a 17.9% rate SBO with 40% of these
patients eventually requiring operative intervention.* This was very
similar to the meta-analysis performed by Lovegrove et al. who
demonstrated a 16.5% of SBO at the 2-year mark and 53.3% of
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Restorative proctocolectomy improves quality of life 5
Table 4 Postoperative functional outcomes among 316 patients undergoing RP-IPAA
Functional outcome Mean scores (95% Cl) (response) P-value
Cleveland clinic score Pre-mean score: 3.13 (2.22 to 3.82) Post mean score: 1.78 (1.28 to 2.28) 0.002%***
(129/316) (125/316)
St Marks incontinence score Pre-mean Score: 4.11(3.78 t0 6.12) Post mean Score: 2.14 (2.3 to 3.98) 0.007 ****
(99/316) (213/316)
Quality of life — visual analogue score Pre-mean: 42.26 (37.6 to 47) Post mean: 80.59 (77.9 to 83.3) <0.007 ****
(206/316) (206/316)
Dyspareunia — n (%) Yes: 8 (23%) Yes: 12 (68%) 0.500*
No: 27 (77 %) No:53 (82%)
(35/316) (65/316)
Impotence — n (%) Yes: 5 (9%) Yes: 16 (16%) 0.375*
No: 51 (91%) No: 86 (84%)
(56/316)
Sex Life Post — n (%) 1 Better: 25 (16.3%)
2 Same: 100 (65.4%)
3 Worse: 28 (18.3%)
(153/316
Diarrhoea Yes: 211 (75%) Yes: 16 (94%) 0.500*
No: 71 (25%) No: 1 (6%)
(282/316) (17/316)
Average bowel motions per day — Median (IQR) 9(5,12) 5(4,7.25) <0.001**
(192/316) (212/316)
Number of bowel motions after sleep — 2.0 (0, 3.25) 1.0 (0, 2.0) 0.037**
Median (IQR) (98/316) (211/316)
Incontinence to solids Never: 89 (89.9%) Never: 93 (95.9%) 0.343***
Rarely: 6 (6.1%) Rarely: 2 (2.1%)
Sometimes: 2 (2.0%) Sometimes: 1 (1.0%)
Usually: 2 (2.0%) Usually: 1 (1.0%)
Always: 0 (0%) Always: 0 (0%)
(99/316) (97/316)
Incontinence to liquids Never 46(46.5%) Never: 55 (56.7%) 0.039***
Rarely: 19(19.2%) Rarely: 17 (17.5%)
Sometimes: 9 (9.1%) Sometimes: 18 (18.6%)
Usually: 10 (10.1%) Usually: 5 (5.2%)
Always: 15 (15.1%) Always: 2 (2.1%)
(99/316) 97/316)
Incontinence to flatus Never: 79 (79.8%) Never 86 (88.7 %) 0.277%**
Rarely: 4(4.0%) Rarely: 3(3.1%)
Sometimes: 4 (4.0%) Sometimes: 4 (4.1%)
Usually: 8(8.1%) Usually: 2 (2.1%)
Always: 4 (4.0%) Always: 2 (2.1%)
(99/316) (97/316)
Lifestyle alterations due to faecal incontinence Never: 61 (61.6%) Never: 76 (78.4%) 0.099***
Rarely: 2(2.0%) Rarely: 5(5.2%)
Sometimes: 4 (4.0%) Sometimes: 3 (3.1%)
Usually: 8 (8.1%) Usually: 5 (5.2%)
Always: 24 (24.2%) Always: 8 (8.2%)
(99/316) (97/316)
Seepage Never: 15 (15.2%) Never:108 (50.5) 0.084***
Night only: 19 (19.2%) Night only: 42 (19.6%)
Day and night: 65 (65.7%) Day and night: 64 (29.9%)
(99/316) (214/316)
Anti-diarrhoea medication Never: 66 (67.3%) Never: 108 (50.5%) 0.011***

Rarely: 2 (2.0%)
Sometimes: 7 (7.1%)
Usually: 7 (7.1%)
Always: 16 (16.3%)
(98/316)

Rarely: 6 (2.8%)
Sometimes: 23 (10.7%)
Usually: 3 (1.4%)
Always: 74 (35.6%)
(214/316)

*McNemar test P-value; **Wilcoxon signed ranks test P-value; ***McNemar-Bowker test P-value; ****Paired samples P-value.

these patients also requiring operative intervention to relieve the
obstruction.'® Our results are similar and comparable to the above
larger studies with 17 patients (5.5%) of patients having early SBO
(<30 days) of which three patients (1%) required operative manage-
ment and 61 patients (19.6%) having late SBO (>30 days) of which
13 (4.2%) patients required operative management. A longer
follow-up period may reveal a higher number as previously

© 2023 The Authors.

described by Hahnloser ef al. describing a 40% rate with a 20 years
follow-up.>°

Pouch failure following IPAA can occur in 6% to 12% at long-
term follow-up as described in Reference 4. Fazio et al. in their
series demonstrated 5.3% of pouches that failed with 3.6% requir-
ing excision.* Our study is comparable with 14 (4.5%) patients
requiring late excision (>30 days) of their pouch. Although our
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Product-Limit Survival Estimate Graph 2. Kaplan—l\/leier survival plot 1 of time
With Number of Subjects at Risk to pouch failure.
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pouch failure rates are comparable to larger institutions worldwide,
Kaplan-Meir plots did not yield statistically significant log-rank test
p values for pouchitis, elective, emergency surgery and age. We
can infer that pouch failure rates were higher in patients over age
39, for patients with pouchitis and for patients who required emer-
gency surgery initially. At our institution, we have had up to a 60%
pouch removal for postoperative CD diagnosis.” Therefore, we
have routinely excluded performing RP/IPAA for patients who

have a pre-operative diagnosis of CD. Regardless we continue to
perform RP/IPAA on patients with UC and IC.

Sexual impairment and reduced fertility are potential complica-
tions post Ileal pouch-anal anastomosis.?' Hor ef al. identified in a
retrospective study involving 127 females that 64% had normal
sexual function as determined by an FSFI >26.>' Age and nocturnal
pouch activity were found to be independent factors of worse SF.?!
Counihan et al. showed in a retrospective study with a cohort of
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Graph 4. Kaplan-Meier survival plot 3 of time Product-Limit Survival Estimates
to pouch failure versus elective/emergency. With Number of Subjects at Risk
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Graph 5. Kaplan-Meier survival plot 4 of time Product-Limit Survival Estimates
to pouch failure versus Age (binary). With Number of Subjects at Risk
1.0
0.8 /A
lﬂ- -ﬁ—*l-fl
2 |
5 06- |
2 |
Q
a |
B |
g 044 D N
73]
0.2+
0.0+
<39 155 27 7 1 ]
>=39 161 42 7 1 1 0
1 T 1 T 1 ]
0 200 400 600 800 1000

206 females that postoperative pelvic cysts and persistent dys-
pareunia were underestimated although childbirth appeared safe.”
Erectile dysfunction and retrograde ejaculation are important
concerns for colorectal surgeons to warn male patients of; following
pelvic surgery with a mean frequency of 43% in patients post-rectal
excision and up to 25% after proctectomy for IBD.>*?* It occurs
due to damage to parasympathetic nerves during surgery, anatomi-
cal alterations, fibrosis or psychological factors.>>%* Gorgun et al.
reviewed a cohort of 122 males post-IPAA and found that despite

© 2023 The Authors.
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slightly increased erectile dysfunction rates there was statistically
significant improvement in erectile function, sexual desire, inter-
course satisfaction and overall satisfaction as assessed by the
IEF.**

SF outcomes measured via the validated FSFI and IIEF did not
show any difference. However, due to the small number of return
surveys these results have been excluded. Anecdotally, there may
have been a number of reasons for the limited return of consent
forms from people having changed address, inability to return the
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form due to physical reasons or being unable to reach the mailing
service due to the recent lockdown regulations associated with the
COVID-19 Pandemic.®> The survey response rate was 33%. This
response rate is low, yet common for mail-based surveys.

In conclusion, we have identified that the QOL outcomes and
functional outcomes in RP and IPAA surgery patients at our institu-
tion are excellent and comparable to global high-volume
institutions. Our current and future aim is to build on our current
database and experience by setting up a prospective database to
improve data accuracy, acquisition and quality to ultimately offer
our patients beyond the standard of care, improve their functional
outcomes and more-importantly their quality of life.

Acknowledgements

The authors would like to thank Suzanne Edwards, Senior Statisti-
cian from University of Adelaide for her input with statistical anal-
ysis. Open access publishing facilitated by The University of
Sydney, as part of the Wiley - The University of Sydney agreement
via the Council of Australian University Librarians.

Author contributions

Shaveen Kanakaratne: Conceptualization; data curation; formal
project
resources; software; validation; writing — original draft. Jonathan

analysis; investigation; methodology; administration;
Hong: Conceptualization; writing — review and editing. Michael
J. Solomon: Conceptualization; writing — review and editing.
Christopher J. Young: Conceptualization; data curation; formal

analysis; resources; supervision; writing — review and editing.

References

1. Zhang Y-Z, Li Y-Y. Inflammatory bowel disease: pathogenesis. World
J. Gastroenterol. 2014; 20: 91-9.

2. Studd C, Cameron G, Beswick L et al. Never underestimate inflamma-
tory bowel disease: high prevalence rates and confirmation of high inci-
dence rates in Australia: high IBD rates confirmed in Australia.
J. Gastroenterol. Hepatol. 2016; 31: 81-6.

3. Kanth P, Grimmett J, Champine M, Burt R, Samadder NJ. Hereditary
colorectal polyposis and cancer syndromes: a primer on diagnosis and
management. Am. J. Gastroenterol. 2017; 112: 1509-25.

4. Fazio VW, Kiran RP, Remzi FH et al. Ileal pouch anal anastomosis:
analysis of outcome and quality of life in 3707 patients. Ann. Surg.
2013; 257: 679-85.

5. Tan KK, Manoharan R, Rajendran S, Ravindran P, Young CJ. Assess-
ment of age in ulcerative colitis patients with ileal pouch creation — an
evaluation of outcomes. Ann. Acad. Med. Singapore 2015; 44: 92—-7.

6. Damgaard B, Wettergren A, Kirkegaard P. Social and sexual function
following ileal pouch-anal anastomosis. Dis. Colon Rectum 1995; 38:
286-9.

7. Davies RJ, O’Connor BI, Victor C, MacRae HM, Cohen Z,
McLeod RS. A prospective evaluation of sexual function and quality of
life after ileal pouch-anal anastomosis. Dis. Colon Rectum 2008; 51:
1032-5.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

Kanakaratne et al.

. Larson DW, Davies MM, Dozois EJ et al. Sexual function, body image,

and quality of life after laparoscopic and open ileal pouch-anal anasto-
mosis. Dis. Colon Rectum 2008; 51: 392-6.

. Young CJ, Solomon MJ, Eyers AA et al. Evolution of the pelvic pouch

procedure at one institution: the first 100 cases. Aust. N. Z. J. Surg.
1999; 69: 438-42.

Rickard MJFX, Young CJ, Bissett IP, Stitz R, Solomon MJ. Research
Committee of the Colorectal Surgical Society of Australasia. Ileal
pouch-anal anastomosis: the Australasian experience. Colorectal Dis.
2007; 9: 139-45.

Tan K-K, Ravindran P, Young CJ, Solomon MIJ. The extent of inflam-
mation is a predictor for pouch-related complications in ileal pouches in
patients with ulcerative or indeterminate colitis. Colorectal Dis. 2014;
16: 620-5.

Causey MW, Stoddard D, Johnson EK et al. Laparoscopy impacts out-
comes favorably following colectomy for ulcerative colitis: a critical
analysis of the ACS-NSQIP database. Surg. Endosc. 2013; 27: 603-9.
Polle SW, van Berge Henegouwen MI, Slors JF, Cuesta MA,
Gouma DJ, WA. Total laparoscopic
proctocolectomy: are there advantages compared with the open and
hand-assisted approaches? Dis. Colon Rectum 2008; 51: 541-8.

Ali UA, Keus F, Heikens JT et al. Open versus laparoscopic
(assisted) ileo pouch anal anastomosis for ulcerative colitis and famil-
ial adenomatous polyposis. Cochrane Database Syst. Rev. 2009; 1:
CD006267.

Ozawa H, Nakamura T, Ikeda A et al. Benefits of a straight laparo-
scopic restorative proctocolectomy with ileal pouch anal anastomosis

Bemelman restorative

for ulcerative colitis: a retrospective case-matched study. Surg. Lap-
arosc. Endosc. Percutan. Tech. 2012; 22: 118-21.

Larson DW, Cima RR, Dozois EJ et al. Safety, feasibility, and short-
term outcomes of laparoscopic ileal-pouch-anal anastomosis: a single
institutional case-matched experience. Ann. Surg. 2006; 243: 667-70.
Singh P, Bhangu A, Nicholls RJ, Tekkis P. A systematic review and
meta-analysis of laparoscopic vs open restorative proctocolectomy.
Colorectal Dis. 2013; 15: e340-51.

Lovegrove RE, Heriot AG, Constantinides V et al. Meta-analysis of
short-term and long-term outcomes of J, W and S ileal reservoirs for
restorative proctocolectomy. Colorectal Dis. 2007; 9: 310-20.

Shannon A, Eng K, Kay M et al. Long-term follow up of ileal pouch
anal anastomosis in a large cohort of pediatric and young adult patients
with ulcerative colitis. J. Pediatr. Surg. 2016; 51: 1181-6.

Hahnloser D, Pemberton JH, Wolff BG, Larson DR, Crownhart BS,
Dozois RR. Results at up to 20 years after ileal pouch-anal anastomosis
for chronic ulcerative colitis. Br. J. Surg. 2007; 94: 333—40.

Hor T, Lefevre JH, Shields C, Chafai N, Tiret E, Parc Y. Female sexual
function and fertility after ileal pouch-anal anastomosis. Int.
J. Colorectal Dis. 2016; 31: 593-601.

Counihan TC, Roberts PL, Schoetz DJ, Coller JA, Murray JJ,
Veidenheimer MC. Fertility and sexual and gynecologic function after
ileal pouch-anal anastomosis. Dis. Colon Rectum 1994; 37: 1126-9.
Kani HT, Shen B. Male issues of the ileal pouch. Inflamm. Bowel Dis.
2015; 21: 716-22.

Gorgun E, Remzi FH, Montague DK et al. Male sexual function
improves after ileal pouch anal anastomosis. Colorectal Dis. 2005; 7:
545-50.

Andrikopoulos S, Johnson G. The Australian response to the COVID-
19 pandemic and diabetes — lessons learned. Diabetes Res. Clin. Pract.
2020; 165: 108246.

© 2023 The Authors.

ANZ Journal of Surgery published by John Wiley & Sons Australia, Ltd on behalf of Royal Australasian College of Surgeons.

85U8017 SUOLILLOD BATea1D 3edldde 8y} Aq peusenob ae SS[oie YO ‘88N JO S8|nJ Joj A%eid18UlUO A8]1M UO (SUO1PUOD-pUe-SWISH WD A8 |ImAteIq 1 pul|Uo//SdNL) SUORIPUOD pUe SWB | 81 88S *[£202/2T/8T] U0 AriqiTaulluO AB[IM *[10UN0D Yoeassy 01PN PUY UesH [euoiieN Ad /Z88T 'SUe/TTTT 0T/I0p/Wo A8 im Ariqipul|uoy/sdny wouy papeojumod ‘0 ‘Z6TZSkrT



	 Ileal pouch-anal anastomosis provides good functional and quality of life outcomes following proctocolectomy: A 33-year si...
	Introduction
	Methods
	Results
	Discussion
	Acknowledgements
	Author contributions
	References


