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Objective
To evaluate the outcome of repeat ileal pouch-anal anasto-
mosis (IPM) for septic complications of pelvic pouch surgery;
to assess the relationship between diagnosis and outcome; to
assess quality of life after surgery.

Summary Background Data
Pelvic and perineal sepsis due to ileal pouch-anal anasto-
motic leaks frequently results in pouch loss. Many sur-
geons believe that pelvic sepsis and/or dense pelvic fibro-
sis makes salvage surgery unsafe or that pouches salvaged
under these circumstances may not function well. As a re-
sult, there are few studies of pouch salvage procedures for
septic indications.

Methods
The authors reviewed records of Cleveland Clinic Founda-
tion patients who had undergone repeat IPM surgery after
septic complications from previous pelvic pouch surgery
and who had completed at least 6 months of follow-up.
Final diagnoses included ulcerative colitis (n = 22), Crohn's
disease (n = 10), indeterminate colitis (n = 1), and familial
polyposis (n = 2). Patients with functioning pouches were
interviewed about functional problems and quality of life
using an in-house questionnaire and the validated SF-36
Health Survey.1

Results
Of 35 patients, 30 (86%) had a functioning pouch 6 months
after repeat IPM. In 4 patients, complications led to pouch
removal or fecal diversion. One patient declined stoma clo-
sure. Of the patients with mucosal ulcerative colitis (MUC),
95% (21/22) had a functioning pouch 6 months after surgery.
For patients with Crohn's disease (CD) 60% (6/10) have main-
tained a functioning pouch. Of the 30 patients with function-
ing pouches, 17 (57%) rated their quality of life as either
"good" or "excellent," the remaining 13 (43%) selected "fair"
or "poor." All said they would choose repeat IPM surgery
again. An SF-36 Health Survey1 completed by all patients
with a functioning pouch at follow-up showed a mean physi-
cal component scale of 46.4 and a mean mental component
scale of 47.6, scores well within the normal limit.

Conclusions
Repeat IPM can often salvage pelvic pouches in patients
with MUC who suffer major chronic perianastomotic and pel-
vic sepsis. Patients who had successful repeat IPM surgery
often report functional problems but would still choose to
have the surgery again. For patients with CD, ultimate pouch
excision or fecal diversion have been required in 40% indicat-
ing a guarded prognosis for these patients. Data on the suc-
cess of the procedure for patients with indeterminate colitis
and familial adenomatous polyposis were inconclusive be-
cause of small sample sizes.

Since its initial description in 19782, ileal pouch-anal
anastomosis (IPAA) has become an accepted treatment for
mucosal ulcerative colitis (MUC) and familial adenomatous
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polyposis coli. Complication rates of IPAA have declined
with increased operative experience.3'4 Ileal pouch-anal
anastomosis preserves the normal route of defecation usu-
ally with good functional results; however, complications
are common, and the incidence of pouch failure ranges from
5% to 12%.-7 Observation or local procedures will be
sufficient to resolve some pouch-related problems, but com-
plications that persist or recur may require radical revisional
surgery to salvage the pouch. Ileoanal anastomotic discon-
nection, revision, and repeat IPAA are examples of such an



Repeat lleal Pouch-Anal Anastomosis for Sepsis 589

approach that is being examined by several groups with
special expertise in pelvic pouch surgery.8'2 Such radical
repeat pelvic surgery has not been popular among surgeons
because of concerns about the risks of 1) injury to pelvic
nerves, vascular structures, and ureters, 2) of recurrent anas-
tomotic complications and sepsis, and 3) poor functional
outcomes because of pelvic fibrosis that may encase the
pouch and reduce pouch compliance. Pelvic sepsis is a
feared complication because it may lead to pouch loss
despite revisional surgery, and some studies have even
identified pouch-related sepsis as a contraindication for re-
peat IPAA.13-15 In this study, we evaluated the outcome of
abdominoanal revision of the ileoanal anastomosis as a
salvage operation on patients with septic complications.

METHODS

Records of all patients with ileal pouch-anal anastomoses
seen at the Cleveland Clinic Foundation between 1983 and
March 1998 were reviewed. Patients were included in the
study if they had undergone ileoanal anastomotic discon-
nection by a combined abdominoanal approach and repeat
IPAA for septic complications. Patients were excluded if
they were operated on for nonseptic complications or if they
did not have at least 6 months of follow-up. We collected
data on patient demographics, original diagnoses, changes
in diagnoses, original pouch design, previous operations,
age at repeat-pelvic surgery, institution of original surgery,
complications after original surgery, procedures done be-
fore revision, findings at repeat operation, and details of
operation. We noted the outcome of repeat IPAA including
complications requiring pouch excision or fecal diversion,
functional results, and quality of life.

Surgery was performed in the modified Trendelenburg's
position with Lloyd-Davies' stirrups. Ureteral stents were
used in most of the cases. A transanal approach was used at
the outset to see whether a perineal approach alone was
feasible and to minimize sphincter injury from the abdom-
inal mobilization of the pouch and ileoanal anastomotic
(IAA) disconnection. The previous abdominal incision was
used for abdominal access. The pouch was mobilized from
both abdominal and transanal approaches using sharp dis-
section. Typically, the pelvic dissection was started poste-
riorly after entering the presacral space behind the superior
mesenteric vessels. The dissection then proceeded caudally,
laterally, and anteriorly to the level of the levator ani
muscles, and the surgeon took care to avoid injury to the
nervi erigentes. After IAA disconnection, the small bowel
was lifted out of the pelvis, freed of all adhesive attach-
ments, and filled with saline to detect any defects. All
enterotomies and serosal tears were repaired. Anal canal,
perianal, and presacral abscess cavities were thoroughly
curetted to remove all granulation tissue. Fibrotic tissue
narrowing at the ano-rectal ring was removed by sharp
dissection. Completion protectomy and anal mucosectomy

Table 1. MAIN COMPLAINT BEFORE
REPEAT IPAA IN 35 PATIENTS

Patients
Complaint (n)

Vaginal stool 10
Perianal abscess/fistula 9
Evacuation difficulty 8
Anal/pelvic pain 7
Fecaluria/painful erection 1

IPM = ileo-pouch anal anastamosis.

were carried out unless they had been performed in the
previous surgery.
The repeat IAA was made by sewing the pelvic pouch to

the anal canal at the level of the dentate line using inter-
rupted 2-0 polyglycolic acid suture. New pouches, when
needed, were constructed in a J configuration.16 A covering
loop ileostomy was placed in all cases except one. Fol-
low-up evaluations included physical examination and
pouch endoscopy and in most patients anal manometry and
a water-soluble contrast enema. Loop ileostomy closure
routinely was performed 3 months after redo-IPAA. Suc-
cessful resolution of the problem leading to revisional sur-
gery and pouch preservation was the primary endpoint. A
secondary goal was to determine the relationship between
the primary diagnosis and the outcome of repeat surgery.
Patient satisfaction after redo-IPAA was assessed using the
Cleveland Clinic Foundation (CCF) Pelvic Pouch Question-
naire, which assesses bowel frequency (number of bowel
movements per 24 hours), urgency (inability to defer bowel
movements more than 15 minutes), leakage (soiling during
day or night), fecal incontinence (inadvertent passage of
liquid or solid stool), need to wear pads, medication require-
ments, sexual function, and by the validated SF-36 Health
Survey. '

RESULTS
Of the 1680 patients who underwent restorative procto-

colectomy at CCF between January 1983 and March 1998,
13 patients had undergone repeat IPAA using a combined
abdominoanal approach; an additional 33 were referred
from outside institutions for a total of 46 patients. Reopera-
tions took place between 1985 and 1998, with 45 of the 46
between 1994 and 1998. Eleven patients were excluded
from the study. Seven of them had undergone reoperation
for septic complications within 3 months of the study and
not yet had ileostomy closure. The other 4 patients had
undergone reoperation for nonseptic indications (IPAA
stricture 2, proctitis 1, small pelvic reservoir 1). Our study
group was composed of 35 patients who had undergone
reoperation for septic indications and had more than 6
months follow-up after restoration of intestinal continuity.
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Table 2. PROCEDURES PERFORMED BEFORE REPEAT IPAA IN 35 PATIENTS

Patient Procedures
Complication Procedure (n) (n)

IPM stricture Dilation 9 31
Pelvic abscess Transanal curettage abscess 7 9
Pouch vaginal fistula Transanal advancement flap 7 1 1
Ano/pelvic sepsis Reinstate ileostomy 5 5
Pelvic abscess Laparotomy to drain pelvic abscess 5 6
Perianal abscess l&D perianal abscess 4 11
IPM leak Transanal repair anastomosis 5 6
Abdominal abscess Percutaneous drainage of abscess 3 5
Pouch vaginal fistula Laparotomy, repair PVF 3 3
Leak-body of pouch Laparotomy, repair fistula 1 1
Leak-body of pouch Transanal repair 1 1
Anovaginal fistula Fistulotomy, repair 1 1
Pelvic sepsis Repeat IPM 1 1

IPAA = ileo-pouch anal anastamosis; I&D = incision and drainage; PVF = pouch-vaginal fistula.

There were 14 men with a mean age of 37.8 (SD 12.5)
years and 21 women with a mean age of 33.6 (SD 8.5)
years. In 32 patients, the first restorative operation had been
a pelvic pouch. Three patients who had their first operations
performed at other institutions received a straight IAA. The
first restorative proctocolectomy operation was performed
at CCF in 12 cases and at other institutions in 23. The
original pouch designs were J (n = 27), S (n = 5), and W
(n = 1). The anastomotic technique at the original operation
was: hand-sewn with mucosectomy (n = 14); double-sta-
pled (n = 10); single stapled (n = 3); and unknown (n = 8).
The median interval between first RP and abdominoanal
revision was 24 months (range, 4-155). The original diag-
noses were MUC (n = 33) and familial adenomatous pol-
yposis (n = 2). After the first restorative operation, the
diagnosis of 11 patients thought to have MUC was changed
to Crohn's disease (CD) (10) and IC (1). All final histologic
analyses were reviewed by CCF pathologists.
The most frequent symptoms indicating pouch complica-

tions are shown in Table 1. The most common were pain,
fistulae, and unsatisfactory bowel function. Many patients
had multiple symptoms and physical findings. Although
anal or pelvic pain was not always the primary concern, it
was almost always present. In all perianastomotic stricture
cases, a pelvic or perianal septic event was documented
before revisionary surgery.
As shown in Table 2, procedures performed in attempt to

correct the pouch problem before repeat IPAA ranged from
0 to 12 (median 3). One patient had a second repeat IPAA.

IAA Disconnection and Repeat IPAA
Reoperative surgery was performed by four CCF sur-

geons, most (28/35) by the principal author. The findings at
CCF repeat surgery are shown in Figure 1. Multiple prob-
lems were identified (Table 3). In particular, pelvic sepsis

was never an isolated finding and was always associated
with other problems, such as stricture, fistulae, or anasto-
motic leak. Details of surgery are shown in Table 4.

FOLLOW-UP
There have been no deaths in the series to date and no

intraoperative ureteral or vascular injuries. The median im-

Urethra

N=l

Figure 1. Intraoperative findings at repeat ileal pouch-anal anastomo-
sis in 35 patients.
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Table 3. PROBLEMS IDENTIFIED DURING REPEAT IPAA SURGERY ON 35 PATIENTS
WITH SEPTIC COMPLICATIONS FROM PREVIOUS PELVIC POUCH SURGERY

Pouch Pouch
IPAA Pelvic Anal Perianal Vaginal Body- Anovaginal Straight Urethral

Patient Leak Abscess Stricture Fistula Fistula Leak Proctitis Fistula IAA Fistula Other

2
2
3
4
5

6
7
8

Entero-enteric
fistula

Long exit
conduit9

10
Twisted small

bowel
Urethral fistula

11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
Total

2

Small pouch

29 25 14 12 10 6 4 2 2 1 5

IPM = ileo-pouch anal anastomosis; IAA = ileoanal anastamosis.

mediate postoperative hospitalization was 7 days (range,
5-24). Complications during the postoperative hospitaliza-
tion included the need for perioperative transfusion in 7
patients (average, 2.7 units; range, 1-5 units), fever (n = 2),
and prolonged ileus (n = 3). Intestinal continuity with
greater than 6 months follow-up was achieved in 34 of 35
patients. One patient with MUC whose original operation
was complicated by two leaks from the body of the pouch
declined loop ileostomy closure, despite a normal pou-
chogram and anoscopy.

Rediversion or pouch excision has been carried out in
four patients. One patient with CD had the revised pouch
removed because of recurrent perianal fistulae. Three addi-

tional patients with CD whose original operations were
complicated by pouch-vaginal (n = 1) or perianal fistulae
(n = 2) experienced recurrent fistulae after repeat IPAA and
have undergone rediversion by ileostomy. Of 22 patients
with MUC, 21 have functioning pouches. To date, 30 of 35
patients (86%) have a functioning pouch. The patients have
been followed for a median of 18 months (range, 6-105
months).

Several complications occurred among the 34 patients
who had a functioning pelvic pouch after reoperation. Four
patients developed strictures which were dilated. Two pa-
tients developed vaginal fistulas. One patient who had in-
determinate colitis underwent fistula drainage using a silas-
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Table 4. PROCEDURE AT REPEAT IPAA
IN 35 PATIENTS

Procedure Patients (n)

Abdominoanal mobilization of IAA 35
Ileostomy 34
Repeat IPM: same pouch 31
Anal muscosectomy 18
Curette presacral abscess 22
Repair perianal/gluteal fistula 13
Repair vaginal fistula 12
Completion proctectomy 7
Pouch augmentation 7
Excise long exit conduit 1
Repair pouch body leaks 5
Omentopexy 3
Straight IAA to IPM 2
Anal sphincter repair 2
Excise IPM: new IPM 2
Repair pouch urethral fistula 1
Repair enteroenteric fistula 1
Repair small bowel twist 1

IAA = ileoanal anastomosis; IPM = ileo-pouch anal anastamosis.

tic seton, but declined further surgery. The second patient,
who had MUC, underwent reoperation because of pelvic
abscess with associated anastomotic leak and stricture.
Symptoms of vaginal drainage did not appear until more

than 2 years after reoperation. After a pouch advancement
procedure, the fistula returned. Symptoms were then con-

trolled medically. One patient developed a ventral hernia
which was repaired. One patient developed an anal fissure
and underwent a fissurectomy. The other complications,
mucosal prolapse (n = 1), incontinence (n = 1), persistent
painful erection (n = 1), and impotence (n = 1) are being
managed without surgery at present. The salvage rate
among the 35 patients in the study, divided into subgroups
by diagnosis, is summarized in Table 5. The 30 patients
with functioning pouches were interviewed about their qual-
ity of life using the CCF Pelvic Pouch Questionnaire, which
is routinely used for all pelvic pouch patients (Table 6).
Many reported functional problems. Of the 30, 21 (70%)
reported seepage during the day, and 22 (73%) reported
seepage at night. Nevertheless, 17 of 30 (57%) described
their quality of life as excellent or good. The remaining 13
(43%) selected fair or poor. All patients said they would
have salvage surgery again. An SF-36 Health Survey also
was completed by all 30 patients with functioning pouches.
A mean physical component scale of 46.4 and a mean

mental component scale of 47.6 were found (a score of 50
is equal to the national average, standard deviation of ± 10).

DISCUSSION
Although restorative proctocolectomy has become in-

creasingly popular in the treatment of MUC and familial

adenomatous polyposis, pouch-related complications re-
main common. Often local therapy will suffice for certain
problems, including anastomotic stricture,17 anastomotic
separation,18 anovaginal fistula,19 and pouch-vaginal fis-
tula.20-23
When local procedures fail to solve a pouch-related prob-

lem, more aggressive intervention is warranted if the patient
perceives that the problem is disabling. Although this inter-
vention may require permanent fecal diversion and pouch
excision, many patients will choose major restorative sur-
gery if this is a realistic alternative.

Radical pouch revision has been performed for septic and
nonseptic conditions. The two major nonseptic indications
are mechanical pouch outlet obstruction and lack of reser-
voir capacity.10-12 Many authors are concerned about the
safety of repeat IPAA for sepsis, and Sagar et al.9 concluded
that sepsis and Crohn's disease appear to be contraindica-
tions for the procedure. The sepsis of the patients in this
study was characterized by a well-defined fibrotic pelvic
abscess cavity lined with granulation tissue and colonized
with enteric micro-organisms. Often the pouch itself com-
prised a wall of the abscess cavity. These changes were

most commonly secondary to anastomotic disruption that
resulted in chronically infected sinus tracts, pouch fistulas,
and anastomotic strictures. The significance of this type of
chronic sepsis is that any attempt at repair without complete
eradication of the abscess cavity and inflamed tissue is
unlikely to succeed. Sepsis as an indication for radical
pouch revision is controversial primarily because of per-

ceived increased risk of pouch failure. Olagunju et al.24
reported their experience with 27 patients with pouch-spe-
cific complications requiring pouch salvage operations. The
authors identified pelvic sepsis as a major cause of pouch
failure, being present in 8 of 16 (50%) of failed salvage
procedures and accounting for 7 of 12 (58%) of pouch
excisions. However, when sepsis is drained and controlled,
there are situations where radical surgery is advised.

Table 5. OUTCOME OF REPEAT IPAA
FOR SEPSIS IN 35 PATIENTS BY

DIAGNOSIS*

Patients Functioning Pouch
Diagnosis (n) Pouch Excised Rediverted

Ulcerative
colitis 22 21 t 0 0

Crohn's
disease 10 6 1 3

Indeterminate
colitis 1 1 0 0

Familial
polyposis 2 2 0 0

>6 months follow-up.
t One patient declined stoma closure.
IPM = ileo-pouch anal anastamosis.
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Table 6. CLEVELAND CLINIC PELVIC POUCH FOLLOW-UP QUESTIONNAIRE
RESULTS IN 30 PATIENTS*

Variable MUC (n = 21) IC (n = 1) CD (n = 6) FAP (n = 2)

Bms/24 hrs (median, range) 9.6 (4-35) 5(5) 8.5(8-18) 6(6)
Urgency

Always, n (%) 4 (19)
Sometimes, n (%) 14 (67) 1 (100) 3 (50) 2 (100)
Never, n (%) 3 (14) 3 (50)

Seepage
Day, n (%) 13 (62) 1 (100) 5 (83) 2 (100)
Night, n (%) 14 (57) 1 (100) 5 (83) 2 (100)

Pads
Day, n (%) 12 (57) 1 (100) 5 (83) 2 (100)
Night, n (%) 11 (52) 1 (100) 5 (83) 2 (100)

Dietary restriction, n (%) 11 (52) 0 5 (83) 1 (50)
Antidiarrheal medications 13 (62) 1 (100) 2 (33) 1 (50)
Other medications

Antibiotics 2 (10) 0 2 (33) 1 (50)
Steroids 1 (5) 0 1 (17) 0

Social restriction 9 (43) 0 1 (17) 1 (50)
Impotence 1 0 0 0
Quality of life

Good/excellent, n (%) 13 (62) 1 (100) 2 (33) 1 (50)
Fair, n (%) 7 (33) 4 (67) 1 (50)
Poor, n (%) 1 (5)

Energy level
Good/excellent, n (%) 11 (52) 1 (100) 3 (50) 1 (50)
Fair, n (%) 9 (43) 3 (50) 1 (50)
Poor, n (%) 1 (5)

Would have salvage surgery again?
Yes 21 (100) 1 (100) 6(100) 2 (100)
No

Median follow-up 18 (range 6-105) months after successful repeat IPM.
MUC = ulcerative colitis; IC = indeterminate colitis; CD = Crohn's disease; FAP = familial adenomatous polyposis; Bms = bowel movements; IPM = ileo-pouch anal
anastamosis.

Hulten8 reported that laparotomy with repeat IPAA is often
needed to treat complex pouch-vaginal fistulas in addition to
some poorly functioning pouches or those with grossly
fibrotic strictures. Lindquist'1 reviewed 10 cases of patients
with S pouches, cuff abscesses, and ileoanastomotic sepa-
rations and found that major surgery with reconstruction of
the pouch was necessary for definite cure in all but one
patient. Poggioli et al.21 found pelvic sepsis in 11 of their
140 patients who had undergone RP. Five of these under-
went a repeat pouch procedure with good results. In addi-
tion, the authors proposed that for patients with pelvic sepsis
who undergo "minimal procedures" to cure the sepsis,
pouch loss is often caused by pelvic fibrosis. Therefore, they
recommend that repeat pouch procedures should be per-
formed before pelvic fibrosis can become established.

If an existing pelvic pouch cannot be salvaged, creation
of a new pelvic pouch is an option. In a recent study by
Cohen et al.,25 14 of 24 pouches were salvaged with repeat
surgery. The other 10 patients had a new pouch fashioned.
Recently, Korsgen et al.26 describe three patients in whom
the original pouch was excised and a new pouch created.
The indication for surgery in one patient was chronic pelvic

sepsis and IPAA stricture. We agree with the authors'
admonition that the decision to excise one pouch and create
a new pouch must be made carefully because the risk of a
second failure carries with it the possibility of significant
loss of small intestinal length. All patients were believed to
have UC at the time of the original pelvic pouch operation.
The diagnosis was ultimately changed to CD in 10 patients.
Repeat RP was performed on two patients with histologi-
cally proven CD. Both of these patients were highly moti-
vated to retain their pelvic pouch, and repeat IPAA was

performed after a thorough discussion of the possibility of
future recurrent disease. These patients have done well so

far, each having 9 months of follow-up after loop ileostomy
closure. In most of the cases (8/10), the diagnosis of CD was

not made until after repeat IPAA. The role of RP in CD
remains controversial because of the perception of an un-

acceptably high failure rate in these patients. However, the
outcome of RP in CD is not necessarily disastrous. Hyman
et al.27 examined 25 patients diagnosed with CD after RP.
With a mean follow-up time of 38.1 months, 16 (64%)
patients had a functioning pouch. In our experience with
1005 cases of RP, a postoperative diagnosis of CD was

Vol. 228 * No. 4
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made in 67 patients.3 Of these, pouch removal ulti-
mately occurred in 17 (25.4%). Although this rate is much
higher than the 1.8% pouch excision rate seen among pa-
tients with MUC, most CD patients with a pelvic pouch will
maintain the reservoir for a substantial period of time-not
unlike the outcome of patients with ileorectal anastomosis
and CD.28

In this study, we examined the results of abdominoanal
mobilization of an existing ileoanal anastomosis and repeat
IPAA. Repeat IPAA surgeries were performed for septic
indications including anastomotic dehiscence, stricture with
associated pelvic abscess, and a variety of fistulae to peri-
anal skin, vagina, buttock, and urethra. The patients were
selected for major pelvic pouch revision after conservative
measures or lesser procedures had either proven inadequate
or seemed unlikely to resolve the patient's problem. Most
patients underwent several local procedures before major
revision was considered. The decision to proceed with com-
plete pouch mobilization often was made intraoperatively
when it became clear that less aggressive measures would
not suffice. Based on our previous reports of local
(transanal) repair of pouch and pouch-anastomotic compli-
cations, we began all revisional operations transa-
nally.1922'23 Local repair may be attempted if:

. gross sepsis and edema are absent

. the granulation tissue associated with abscess cavities is
minimal and can be completely eradicated

. fistulas, if present, are close to the anal verge and
thereby accessible from a transanal approach

. strictures, if present, are short.

If the above conditions are not met, then we proceed
directly to laparotomy and complete pouch mobilization so
that the granulation tissue and fibrotic scar can be com-
pletely excised and all pouch defects can be repaired under
direct vision.

Complete pouch mobilization offers the distinct advan-
tage of allowing all problem areas to be identified and
repaired. Of the 35 patients in our study group, only 30 had
been diagnosed with sepsis before surgery. Sepsis was dis-
covered intraoperatively in the remaining five patients.
Complete pouch mobilization facilitated the extensive de-
bridement necessary to eliminate the abscess cavity. Other
problems identified at reoperation that were unsuspected
before repeat surgery include enteroenteric fistula (n = 1),
enteropelvic fistula (n = 1), a 3600 mesoaxial twisting of
the small bowel (n = 1), and inadequate or incomplete
pouch (n = 5). In two cases, a leak from the body of the
pouch was recognized before surgery. However, it was not
until reoperation, when the pouch was inspected after being
lifted out of the pelvis, that a second leak was found.
Finally, complete pouch mobilization permitted pouch aug-
mentation (n = 6), omentopexy (n = 2), and reanastomosis
without tension (all patients).

CONCLUSIONS
Thirty-five patients underwent repeat IPAA for septic

complications after previous RP and IPAA. With a median
follow-up of 18 months (range, 6-105), 30 (86%) had a
functioning pouch including 96% (21/22) of patients with
MUC and 60% (6/10) of patients with CD. Postoperative
seepage and pad use is common but patient perception of
quality of life is good to excellent in approximately half of
cases. The validated SF-36 Health Survey indicates that
physical and mental components are well within the na-
tional normal limits.

Repeat IPAA often can salvage pelvic pouches in patients
with MUC who suffer from major chronic perianastomotic
and pelvic sepsis. It is not clear from our study whether the
procedure is as effective with CD, indeterminate colitis, or
familial adenomatous polyposis. Patients who had success-
ful repeat IPAA often report functional problems such as
seepage but still say they would choose to have surgery
again.
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Discussion

DR. ROBERT W. BEART, JR. (Los Angeles, California): First of
all, Dr. Fazio, let me welcome you to the American Surgical
Association. The large clinical experience that you have, together
with the careful analysis which has become the hallmark of your
unit, is certainly going to add significantly to this meeting. From an
historical prospective it is interesting to reflect on the comments of
President Spencer when he was welcoming the new members.
How often the sentinel papers describing a new procedure are
presented at this meeting. It was just 18 years ago in 1984 at this
meeting, in fact at this venue, that the first large series of ileal
pouch anal anastomosis was presented. It is also interesting that it
has taken 18 years to develop this series of complications, which
I think is some testament to the surgical skill and perhaps safety
with which this procedure has been performed in the past decade.
You have, I think, made a very significant contribution here.
Although we have published on complications and revisions, this
is really the first large series that truly hones in on one particular
complication which has been vexing for all of us. Your outstanding
results I think will be a benchmark for those of us who are going

to look at this in the future. Just a couple of questions. First of all,
you mentioned pelvic sepsis as one indication. Can you more
clearly define what you mean by that? For instance, would you
take a patient who is acutely septic in the postoperative period and
do the same sort of revision that you might do in somebody who
has a more chronic problem, such as you demonstrated with your
slides? Secondly, I think the whole issue of Crohn's disease is
undergoing reevaluation, and I would be interested in your per-
spective of the role of ileal-anal not only in the primary situation
with Crohn's but also in those patients who have subsequent
complications and are determined to have Crohn's Disease. Third,
the whole issue of function is going to be critical as we revise these
patients. Do you see any role for physiologic testing, in segregat-
ing patients who are good candidates or not? Finally, your unit has
published a substantial series of local revision versus this more
aggressive disconnection. I personally have found the local revi-
sion to be difficult, often having to operate through a somewhat
narrowed, fibrotic anorectal ring. But your success has been good.
So how do you decide today whether you are going to use the local
approach or this more aggressive pouch disconnection?

DR. VICTOR W. FAzIo (Cleveland, Ohio): First, sepsis was de-
fined as any infective process in the peripouch, presacral, anasto-
motic or perianal area which has persisted or resulted in sequelae
such as stricture where a clear relationship is demonstrable. In the
patient with acute septic process, reconstructive procedures are
avoided or deferred until control of active sepsis is achieved by
drainage (e.g., setons) and/or antibiotics. At surgery, in the vast
majority of the patients in this series, exuberant granulation tissue
lining a sinus or fistulous tract, or a pyogenic membrane was
evident. The acute process had usually been previously drained by
techniques such as CT-guided drainage, incision and drainage of
perirectal or gluteal abscess with or without seton insertion. Oc-
casionally abscesses drain spontaneously leaving a fistulous or
sinus tract. Regarding Crohn's disease and repeat abdomino-anal
disconnection and neo-IPAA, the fact is that a diagnosis of
Crohn's disease may often only be made after historical review of
ileal tissue (usually the outlet of the pouch) following the redo
procedure. The big question is, "Would you perform a complex
operation-such as a redo IPAA-in a patient who has a failed
IPAA and in whom a diagnosis of Crohn's disease has been
established?" Our data suggests that in the relatively short term,
successful restoration of continuity of the intestine can be achieved
in about half of these cases of Crohn's disease (6/10 patients).
However, long-term follow-up is lacking. Incontinence and quality
of life assessment is worse than in similar patients undergoing redo
IPAA for ulcerative colitis. In general, I would discourage patients
with Crohn's disease, known or strongly suspected, from under-
going repeat IPAA. If pressed, one would have to concede that
there is not enough data from which to make firm conclusions or
recommendations. Only one-third of our patients with Crohn's
disease and repeat IPAA had what they consider to be a good
quality of life. Possibly this could improve as manometric and
functional evidence of anal sphincter improvement has been ob-
served with passage of time. Regarding psychological testing,
most patients underwent manometric study preoperatively to pro-
vide supportive data indicating good sphincter function. Studies of
compliance or maximum tolerated volume are less helpful preop-
eratively as these values are usually abnormal as one might expect
with presacral sinus or sepsis-and fibrotic encasement of part of
the pouch. Once sepsis has been eliminated at repeat IPAA with or


