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Fig. 2 Acute colonic dilatation in ulcerative
colitis
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Table 1 Interval between onset and time of
operation in ulcerctive colitis

less than 1 year 57 (24.8%)
1 ~ 3 year 62 (27.0%)
3 ~ 5 year 41 (17.8%)
5 ~ 10 year 42 (18.3%)

more than 10 year 28 (12.2%)

230

Table 2 Indication for surgery in ulcerative

colitis

Absolute indication 41 cases | Relative indication 164 cases

Massive bleeding 9 | Inractable disease 142

Perfaration 5 | Fistula 4

Toxic megacolon 11 Stricture 7

Severe attack 50 Growth retardation ]

Cancer 6 Drug cmplication 14
Others 23

(unknown 12 cases. multiple indications included)
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Fig. 3 Dysplasia (high grade) in ulcerative colitis
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Table 3 Cumulative risk of cancer in ulcerative colitis
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Table 4 Classification of dysplasia in ulcerative colitis

Bioposy classification

Negative
Normal mucosa
Inactive (quiescent) colitis
Active colitis
Indefinite
Probably negative

Unknown
Probably positive

Positive
Low grade dysplasia

High grade dysplasia

Implications for patient management

Continue regular follow-up

Institute short-interval follow-up

Institute short-incerval follow-up
or

Consider colectomy, especially with

gross lesion, after dysplasia is

confirmed

consider colectomy after dysplasia
is confirmed

(Dysplasia morphology study group, 1983)
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Fig. 4 Tleo-anal (rt) and ileo-anal canal anas-
tomosis (It)

In stapled ileo-anal canal anastomosis the distal
end of the rectal mucosa is preserved whereas in
ileo-anal anastomosis with mucosectomy no rectal
mucosa is left behind.
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Surgical Aspects in Management of Inflammatory Bowel Disease

Tetsuichiro Muto
Department of Surgery, University of Tokyo

Surgical aspects in management of inflammatory bowel disease (IBD) were reviewed with special emphasis on
ulcerative colitis (UC). In a severe attack of UC a delay in surgical intervention may cost the patient’s life. In
chronic intractable cases a delay in surgery may affect the patient’s quality of life. The modern technique of a
pouch-operation avoiding ileostomy has made the decision of surgery much easier for both patients and physicians.
Surveilance for dysplasia and cancer in long-standing colitis is mandatory. In Crohn’s disease only minimal surgery
for relieving complications with supplementary nutritional therapy is recommended. Anal fistula irrelevant to
Crohn’s disease itself can be treated as the usual fashion, laying it open. As rare conditions, clinicopathological
features and management of solitary ulcer syndrome of the rectum and acute hemorrhagic ulcer of the rectum were
described. It is important to understand the classification of IBD and the clinicopathological features of each
disease for the correct management of IBD.
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