
Review of our ileal pouch experience in the light of 
literature

Objective: Retrospective proctocolectomy is a distinguished, sphincter saving treatment used for the treatment of 
ulcerative colitis and FAP disease. We aimed to evaluate ileal pouch interventions performed at our clinic and their 
results in the light of literature.

Material and Methods: Medical records of 35 restorative proctocolectomy and J pouch ileo-anal anastomosis surger-
ies performed at Necmettin Erbakan University, Meram School of Medicine between the years 2006-2013 were ret-
rospectively examined. The patients were assessed according to their age, gender, length of hospital stay, diagnosis, 
follow-up duration and pouch-related complications. All patients were contacted by phone and they were scheduled 
for controls at the outpatient clinic.

Results: Nineteen patients were male (54%) and 16 were female (46%). Their mean age was 45 years (21-74). The 
mean length of hospital stay was 11 (5-20) days. Twenty two (63%) patients were operated on due to FAP, 12 (34%) due 
to synchronous rectum cancer and colon tumor or polyp, and one (3%) due to ulcerative colitis. All patients received 
J pouch and protective ileostomy. After the closure of ileostomy, two cases were identified to have J pouch fistulas. 
The patients were followed up for 6 months to 7 years. They were contacted by phone and they were questioned 
about their active complaints, number of defecations, urinary and sexual dysfunctions. It was identified that they 
had 5 (3-8) defecations per day on average and that 4 (11%) cases had one nocturnal defecation. No pouchitis was 
identified in the follow-up endoscopic examinations.

Conclusion: Restorative proctocolectomy and ileo-anal anastomosis technique is a surgical procedure that can be 
performed with low rates of morbidity and mortality, including the elderly.
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INTRODUCTION
Restorative proctocolectomy, which was originally described by Parks in 1978, is a distinguished treat-
ment currently used for treating ulcerative colitis and familial adenomatous polyposis (FAP) (1). Defeca-
tion through a natural route is ensured by this method, which removes the entire diseased colon and 
rectum. Additionally, no serious deteriorations develop in the quality of life in more than 90% of the 
patients. Generally, an average six defecations per day and one nocturnal defecation do not influence 
the quality of life (2). The problem of continence is low especially among young patients. While the en-
tire surgical mortality is around 1%, pouch-related morbidity rates are reported up to 18-20% (3). Even 
though problems such as small intestine obstruction and pouchitis are encountered after surgery, it is 
the best treatment method that is known as compared to other treatment methods.

There are ongoing controversies about the type of pouch to be selected, requirement of mucosectomy, 
the type of ileo-anal anastomosis to be performed and whether protective ileostomy is required in the 
context of ileal pouch anal anastomosis (IPAA) method (4). Restorative proctocolectomy does not have 
any contraindications, apart from anal incontinence and advanced stage colorectal cancer.

We aimed to investigate the ileal pouch interventions performed at our clinic and their results in the 
light of literature.

MATERIAL AND METHODS
The results of 35 restorative proctocolectomy and J pouch ileo-anal anastomosis surgeries performed 
at Necmettin Erbakan University, Meram School of Medicine between the years 2006 and 2013 were 
retrospectively investigated upon approval received from the Non-Clinical Research Ethics Committee 
of Necmettin Erbakan University, Meram School of Medicine. The patients were assessed with respect 
to their age, sex, hospital stay, diagnosis, follow-up duration and pouch-related complications. All the 
patients were contacted by phone and were scheduled for an outpatient follow-up visit. The patients 
who complied with follow-up were questioned for sexual-urinary dysfunction and defecation habits, 
and their pouch structure was endoscopically assessed.
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Statistical Analysis
The Statistical Package for Social Sciences (SPSS Inc., Chicago, 
IL, USA) program for Windows 13.0 was used for analysis. In 
assessing the study data, descriptive statistical methods (aver-
age, standard deviation, frequency) were used.

RESULTS
Nineteen (54%) patients were male and sixteen (46%) were 
female. Their mean age was 45 years (21-74). The mean 
length of hospital stay was 11 (5-20) days. Twenty two (63%) 
were treated due to FAP, 12 (34%) for colon tumor or pol-
yp with concomitant rectum cancer and 1 (3%) for severe 
dysplasia in ulcerative colitis. All the patients underwent J 
pouch and protective ileostomy procedures. The ileostomies 
of all the cases were closed in the 3rd month, on average. 
Prior to ileostomy take-down surgery, the J pouch structure 
was endoscopically examined in all cases. Following the clo-
sure of ileostomy, two patients developed fistulas through 
the J pouch (6%) in the 2nd and 6th months. Seton was ap-
plied on fistulas at high levels. While one patient was treated 
with this method, the ileostomy had to be re-opened for 
the other one. The patients were followed up for 4 years (6 
months-7 years) on average. Thirty (86%) of the cases were 
contacted by phone, and they were asked about their active 
complaints, number of defecations as well as urinary and 
sexual dysfunctions. They were scheduled for endoscopic 
assessment appointments. None of the cases under the age 
of 40 years were observed to have any urinary and sexual 
dysfunctions. Urinary dysfunctions were encountered espe-
cially in 8 (23%) elderly patients. The mean number of def-
ecations per day was 5 (3-8), with one nocturnal defecation 
identified in 4 (11%) cases. Pouchitis was not detected in 
any of the cases in endoscopic control examination. In the 
file review, it was found out that medical treatment was per-
formed in 2 (6%) cases due to pouchitis. Liver metastasis was 
observed in 5 (14%) cases. It was determined that 5 (14%) 
patients had died.

DISCUSSION
Restorative proctocolectomy performed with a three limb S 
pouch, which was introduced in the early 1980s, brought about 
a revolution in the surgical treatment of ulcerative colitis and 
FAP (5). Soon afterwards, Utsonomiya (6) published the two-
limb J pouch technique. The need for catheterization in the S 
pouch due to its long efferent limb was eliminated with the 
two limb J pouch method (7). After the resolution of the prob-
lem of the long efferent limb, J pouch received widespread 
acceptance and its use became even more common (6, 7). 
Currently, J pouch is the most frequently administered pouch 
type. J pouch is simpler to administer as compared to other 
pouches, and it can be easily performed in a short period with 
the aid of stapler. S pouch has a larger volume than J pouch 
and it may access the pelvis more conveniently than J pouch. 
Because of this feature, the use of S pouch is suitable in obese 
patients with a short mesentery, and in asthenic persons with 
a thin, long pelvis structure in order to reduce tension on anal 
anastomosis (8). In spite of this advantage, S pouch should al-
ways be administered manually, which is a time-consuming 
procedure. Although W pouch of four limbs and isoperistaltic 

H pouch of two limbs have also been described to provide a 
larger volume, these pouches did not gain wide acceptance 
(8). In all our cases, a J pouch procedure was performed. It was 
preferred since it was easy to carry out, provided an adequate 
reservoir and had the advantage of being created in a short 
time. Staplers were used during the procedures, which seri-
ously reduced the procedure time. Pouches of 15-18 cm on 
average were prepared.

When the ileal pouch anal anastomosis technique first came 
into use, mucosectomy used to be performed for every pa-
tient. A rectal stump with varying lengths would be left in 
place and a mucosectomy would be performed (9). Mucosec-
tomy constitutes the long and hemorrhagic part of the IPAA 
procedure. The long duration of anal diversion and effective 
anal dilatation are accepted as reasons for post-operative 
incontinence. Once it was identified that the anal transition 
site immediately above the dentate line contributed to in-
continence, the requirement for mucosectomy started to be 
questioned (10). However, a site with cancer is left behind if 
a rectum wall of more than 1.5-2 cm remains in place (11). In 
our clinic, our cases routinely undergo mucosectomy. How-
ever, the patients are followed up more frequently if there 
is remaining mucosa in the distal rectum due to surgical dif-
ficulty, and they are informed about cancer growth. The mu-
cosectomy procedure is performed especially if the rectum 
mucosa of young patients remains in place. However, the 
mucosectomy procedure is not preferred for rectal mucosa, 
in elderly patients.

It was believed that protective ileostomy was absolutely re-
quired following an IPAA procedure in the initial years of the 
restorative protocolectomy technique (11, 12). Even though 
protective ileostomy does not prevent potential leakages 
from distal anastomosis, it ensures that the patient experi-
ences this event more lightly in clinical terms. Pelvic sepsis 
is the most frightening complication for IPAA patients, and 
it may sometimes be life-threatening, and sometimes result 
in events that would require resection of the pouch. As ex-
perience in IPAA built up, single session surgeries without 
protective ileostomy gained acceptance (12). Small intestine 
obstruction, one of the most important long-term problems 
for IPAA patients, is more frequent among patients under-
going ileostomy (13). The protective loop ileostomy may be 
closed 6-12 weeks after surgery. Before the closure of ileos-
tomy, the ileal pouch should be radiologically controlled via 
the anal path with contrast material (pouchogram) (13). If no 
problems are present in the pouchogram, patients may be 
admitted to surgery for ileostomy closure. Following these 
surgeries performed at our clinic, a temporary ileostomy is 
routinely opened and it is closed 3 months later on average. 
No obstruction-related complications have been encoun-
tered in our patients in whom an ileostomy was opened. We 
are convinced that ileostomy is required to maintain an ileal 
pouch anal anastomosis with very low localization. Other-
wise, the pelvic infection due to leakage may contribute to 
infertility especially in young women. We do not encounter 
any serious problems during and after the closure of ileos-
tomy. However, re-hospitalization, pre-operative preparation 31
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and the surgical procedure result not only in an extra prob-
lem for the patient but also increased cost.

Although it has been suggested in recent years that IPAA did 
not have good functional outcomes in patients above the 
age of 50, it was demonstrated that restorative proctocolec-
tomy could be safely performed even in patients above 70 
years (14, 15). Twelve of our cases were above the age of 50 
and three of them were above the age of 70. In our follow-up 
period, we identified that the group of elderly patients had 
more frequent urinary dysfunction. We did not observe any 
significant differences between patients below or above the 
age of 40 with respect to continence.

The parameters that have the biggest influence on func-
tional outcomes are the number of defecations and fecal in-
continence. They both increasingly improve within the first 
two years. In large series, the average number of daytime 
defecations is reported as 6 and nocturnal defecations as 1 
(16, 17). While our cases had 5 defecations per day on aver-
age, 4 cases were identified to have 1 nocturnal defecation. 
It was determined that the highest number of defecations 
was 8. However, we identified that the average number of 
defecations was better than literature reports. None of our 
cases had incontinence.

The rate of pouch-related morbidity is approximately 40% 
and the rate of pouch failure is 10% (18, 19). Therefore, 
pouch revision, pouch removal or permanent ileostomy may 
be necessary. The other complications include pelvic sepsis, 
anastomotic leak and pouch fistulas (20, 21). We detected fis-
tulas in 2 of our cases and applied setons. It was seen that the 
fistula of one of the patients opened to a wide abscess pouch 
and we had to open another ileostomy since the treatment 
performed did not result in success.

CONCLUSION
Restorative proctocolectomy and J pouch ileo-anal anasto-
mosis surgery constitute a distinguished surgical method, 
which can be applied with low morbidity and mortality 
among patients with FAP and ulcerative colitis including el-
derly patients.
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