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Pre-Operative Risk Factors 

Conclusions 

Background 
Ileal pouch-anal anastomosis (IPAA) is a surgical procedure in which a new rectum, 
termed the “ileal pouch”, is created out of the final segment of the small intestine and 
subsequently attached to the anus.1  This allows patients who have undergone 
proctocolectomy (removal of the colon and rectum) to retain control of bowel 
movements and thus improve the quality of life.  Restorative proctocolectomy with 
IPAA has become the procedure of choice to treat patients with ulcerative colitis (UC), 
a subtype of inflammatory bowel disease (IBD) that is limited to the colon, as well as in 
patients with a genetic predisposition to developing colorectal cancer.2,3   
 
 
 
 
 
 
 
 
 
 
 
 
 
While this procedure decreases overall morbidity among these patients, there is still a 
relatively high incidence of post-surgical sequelae.5,6  Previous reports have identified 
pre-operative risk factors associated with more common post-operative complications 
such as pouchitis, which is inflammation of the newly-created pouch and the most 
frequent inflammatory complication following IPAA.  However, many patients who 
develop pouchitis experience other concurrent complications.  Little is known about 
which pre-operative factors predispose patients to specific post-IPAA complications 
other than pouchitis. 

Objective 
Identify pre-operative risk factors associated with specific post-IPAA complications in 
order to improve overall post-surgical outcomes and patient quality of life. 

Figure 1. Restorative proctocolectomy with IPAA.  (A) Proctocolectomy.  (B) IPAA with temporary 
ileostomy while anastomosis heals. (C) Ileostomy take-down.  The surgeries in (A) – (C) may  be 
completed in one, two, or three stages.4 
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An IRB-approved retrospective chart review of the IPAA Registry was conducted on 121 
IBD patients with at least one-year of documented post-operative follow-up and 
whose IPAA surgery was performed by Dr. Becker at Boston Medical Center (BMC).  
Potential pre-operative risk factors for developing post-surgical complications were 
categorized by demographic factors, pre-operative surgical history, non-colonic 
extraintestinal comorbidities, and factors at the time of the IPAA surgery.  Post-IPAA 
complications included pouchitis, anastomotic leak, pelvic sepsis or abscess, fistula, 
stricture, sexual dysfunction, peripheral or deep venous thrombosis (PVT, DVT), ventral 
hernia, bacterial overgrowth, small bowel obstruction (SBO), adhesions, or other.  
Percentages were calculated based on total sample size of information available for 
that specific variable.  Statistical analysis of associations was tested by calculating odds 
ratios with 95% confidence intervals.   

Methods 

Race Total (%) (N = 120) 

Caucasian 118 (98.3) 

African American 2 (1.7) 

Age at colectomy (Years) Gender Total (%) (N = 121) 

Male Female 

≤20 5 (4.1) 4 (3.3) 9 (7.4) 

21 – 30 11 (9.1) 12 (9.9) 23 (19.0) 

31 – 40  12 (9.9) 14 (11.6) 26 (21.5) 

41 – 50  12 (9.9) 13 (10.8) 25 (20.7) 

51 – 60  16 (13.2) 10 (8.3) 26 (21.5) 

>60  8 (6.6) 4 (3.3) 12 (9.9) 

Total 64 (52.8) 57 (47.2) 121 (100) 

Range: 13 years – 76 years 

Mean ± SEM: 41.1 ± 1.3 

Pre-operative diagnosis Total (%) (N = 119) 

Ulcerative colitis (UC) 110 (92.4) 

Familial adenomatous polyposis (FAP) 7 (5.9) 

Indeterminate colitis  2 (1.7) 

Table 1. Patient demographics 

Figure 2. Past surgical history.  (A) Total patients with history of non-abdominal, abdominal, both 
types of pre-IPAA surgeries, or no past surgical history. (B)  Among patients with a history of only 
abdominal surgeries, total number of surgeries (% of  29 patients)  

20 (69) 

5 (17) 

4 (14) 

Number of previous abdominal surgeries 
Total (%) (N = 29) 

1 2 ≥3 

Non-
abdominal 
surgeries 

7 (5.8) 

Abdominal 
surgeries 

29 (24.0) Both 
6 (5.0) 

No past surgical history: 85 (70.2) 
Total (%) (N = 121) 

A B 

Number of stages for total procedure Total (%) (N = 121 patients) 

Surgery completed in 2 stages 97 (80.2) 

Surgery completed in 3 stages 24 (19.8) 

Body mass index (BMI) at IPAA Total (%) (N = 119 patients) 

Underweight (<18.5) 5 (4.2) 

Normal (18.5 – 24.9)  51 (42.9) 

Overweight (25.0 – 29.9)  30 (25.2) 

Obese (30.0 – 39.9) 28 (23.5) 

Morbidly obese (≥40.0) 5 (4.2) 

Duration of IPAA surgery N = 103 patients 

Mean ± SEM (hours):  4.08 ±  0.09 

Post-IPAA Complications 
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Figure 3. Pre-operative extraintestinal comorbidities  

Table 2. Potential risk factors at time of IPAA 
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Figure 4. Post-IPAA Complications.  (A) Percentage of patients who developed at least one post-
IPAA complication. (B) Percentage of patients who developed specific complications.  
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Risk factor 
Post-IPAA 

complication 

Odds 
Ratio 

95% Confidence 

Interval 

Patient demographics No associations 

Past surgical history No associations 

Extraintestinal comorbidities 

     Diabetes Bacterial overgrowth 5.85 1.39 24.60 

     Cardiovascular Ventral hernia 4.00 1.20 13.28 

Bacterial overgrowth 3.86 1.34 11.17 

     Hematologic  Stricture 3.63 1.26 10.46 

PVT 7.60 1.17 49.46 

     Neurologic/psychiatric  Ventral hernia 4.21 1.26 14.00 

     Gastrointestinal DVT 12.16 1.20 123.49 

Factors at time of IPAA surgery 

     Blood transfusion  Pelvic sepsis or abscess 12.36 2.81 54.45 

     Laparascopic surgery PVT 27.25 1.43 518.52 

     Total procedure completed in 3 stages Bacterial overgrowth 3.34 1.13 9.92 

Table 3. Associations between pre-operative risk factors and post-IPAA complications 

•  IPAA patients who have a pre-operative history of diabetes mellitus, or 
cardiovascular, hematologic, neurologic/psychiatric, or gastrointestinal (e.g. primary 
sclerosing cholangitis) comorbidities may have a higher predisposition for developing 
bacterial overgrowth, ventral hernia/bacterial overgrowth, stricture/PVT, ventral 
hernia, or DVT, respectively. 
 

•  IPAA surgeries that require a blood transfusion, are performed laparascopically, or 
are completed at a separate date from the proctocolectomy may increase the 
likelihood of the patient developing pelvic sepsis or a pelvic abscess, PVT, or bacterial 
overgrowth, respectively. 
 

•  These data might shed some light on how to refine patient selection for IPAA 
surgeries, and complications to be aware of given the presence of certain risk factors. 


