
Postoperative Disease Management in IBD



ARS QUESTION 1

Which is an established risk factor for post-operative Crohn’s disease 

recurrence: 

A. Cannabis exposure 

B. HLA-DQA1*05 allele 

C. Smoking cessation 

D. Prior intestinal resection 



ARS QUESTION 2

Which is NOT recommended after ileocecal resection for Crohn’s disease: 

A. Checking Vitamin B12 levels 

B. Serial stool calprotectin

C. Initiation of probiotics 

D. Colonoscopy 6-12 months after surgery regardless of symptoms 
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Present clinical case for session 6: 

Clinical Case 6

20-year-old with CD underwent ileocecal resection for stricture and 

fistula. Prior to surgery had been on infliximab which is now 

discontinued. They report doing well 3 months after surgery. 
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Crohn’s Disease

Natural History of Disease



Course of CD After Diagnosis

Binder V et al. Gut.1985;26:146.*Calculations based upon all patients alive.
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Cumulative Probability

of Surgery After Diagnosis of CD
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Rates of Postoperative Recurrence

Endoscopic

- 70% at 6 months 1

- 73% 2  to > 90% at 1 year 3 *

*-(approximately 50% having ‘severe’ recurrence (Rutgeerts score ≥ 2)

Clinical

- 20%-35% after 1 year 2,4

- 34%-86% after 3 years 2,4

Surgical

- 25% after 5 years 2,4

- 35% after 10 years 2,4

1- Rutgeerts P et al.  Lancet. 1991; 338: 771-774

2- Rutgeerts, P, et al  Gastroenterology. 1990; 99: 956-963

3- Olaison P et al. Gut. 1992; 33: 331-335

4- Swoger J, et al. Gastroenterol Clin North Am. 2012; 41: 303-314



Actuarial Analysis of Symptomatic Recurrence in Patients 

Stratified According to Severity of Endoscopic Lesions

Rutgeerts P, et al. Gastroenterology. 1990;99:956-963



i0: no lesions

i1: < 5 aphthous lesions

i2: > 5 aphthous lesions with normal intervening 

mucosa

i3: diffuse aphthous ileitis with diffusely inflamed 

mucosa

i4: diffuse inflammation with large ulcers, 

nodules, and/or narrowing

Rutgeerts P, Geboes K, Vantrappen G, et al  Gastroenterology 1990;99:956-983.

Endoscopic Recurrence Score



Modified Rutgeerts Score

Kim JY, et al. Dig Dis Sci 66, 3132–3140 (2021). https://doi.org/10.1007/s10620-020-06599-3



Risk Factors for Postop Endoscopic and Clinical Recurrence of Crohn’s 

Disease After Surgical Resection

Pascua N et al.  Aliment. Pharmacol. Ther. 2008; 28(5): 545–556.

Dasharathy SS, et al. Digestive Diseases and Sciences (2022) 67:3508–3517

Domenech E, et al. UEG Education 2022; 22: 5–7.



Diagnostic Accuracy of Fecal Calprotectin Postoperatively in Crohn’s 

Disease

Tham YS et al. Ther Adv Gastroenterol 2018, Vol. 11: 1–12



Evaluation of Postoperative Recurrence in Crohn’s Disease

Capsule Endoscopy  

• Sensitivity was 100% (95% CI, 91%–100%),

• Specificity was 69% (95% CI, 52%–83%), 

• DOR was 30.8 (95% CI, 6.9–138), and 

• AUC was 0.94. 

MRI Enterography

- Sensitivity of 97% (95% CI, 89%–100%), 

- Specificity of 84% (95% CI, 62%–96%),

- DOR of 129.5 (95% CI, 16.4–1024.7), 

- AUC of 0.98. 

Ultrasonography 

• Sensitivity of 89% (95% CI, 85%–92%), 

• Specificity of 86% (95% CI, 78%–93%),

• DOR of 42.3 (95% CI, 18.6–96.0), and 

• AUC 0.93.

_______________________________

• DOR   Diagnostic Odds Ratio

• AUC   Area Under the Curve



Crohn’s Disease Postoperative Management Algorithm 

Barnes E. Curr Opin Gastroenterol 2020; 36:  277-283.   



Crohn’s Disease Postoperative Management Algorithm 

2- If diverting loop ileostomy present, can delay biologic initiation and postop timeline until ileostomy take down. 

Click B et al. 

Practical 

Gastroenterol 

March 2021; 13- 25 

Decision / Indication

For Surgery
Surgery 2 – 4 weeks postop

3 months postop

6 months postop



League table showing the efficacy of treatments for prevention of endoscopic recurrence of Crohn’s disease at 12 
months post-operation, defined as a Rutgeerts score of ≥i2.

Note: Combined direct and indirect evidence. The treatments are shown in relative ranking of efficacy. 
The treatment in the top-left position is considered ‘best’, and shaded boxes represent statistically 
significant comparisons. The comparisons should be read from left to right.

Burr NE, et al. Journal of Crohn's and Colitis, 2019; 693–701

Systematic Review and Network Meta-Analysis
of Medical Therapies to Prevent Recurrence of
Post-Operative Crohn’s Disease

Efficacy of Therapy on Postoperative Endoscopic Crohn’s Disease Recurrence



League table showing the efficacy of treatments for prevention of clinical recurrence of Crohn’s disease at 
12 months post-operation.

Systematic Review and Network Meta-Analysis
of Medical Therapies to Prevent Recurrence of
Post-Operative Crohn’s Disease

Efficacy of Therapy on Postoperative Clinical Crohn’s Disease Recurrence

Note: Combined direct and indirect evidence. The treatments are shown in relative ranking of efficacy. The treatment in 
the top-left position is considered ‘best’ and shaded boxes represent statistically significant comparisons. The 
comparisons should be read from left to right. Clinical recurrence was defined as per the individual study criteria.

Burr NE, et al. Journal of Crohn's and Colitis, 2019; 693–701

Conclusions: “In network meta-analysis, anti-TNF-α therapies alone, or in combination, appear to be the best 
medications for preventing endoscopic post-operative recurrence of CD.”



Indications for Surgical Therapy in Ulcerative Colitis 

Emergency situations
• Fulminant disease activity unresponsive to maximal medical therapy

• Toxic megacolon 

• Perforation 

• Hemorrhage

Elective situations
• Disease activity refractory to medical therapy 

• Complications related to adverse effects of chronic 

medical therapy

• Intestinal dysplasia or mass lesion

• Cancer

• Chronic disease

• Growth retardation in children

Cima RC, et al Arch Surgery 2005; 140:300



Management After Colectomy

Hartmann’s Pouch 

Active Symptoms
▪ Mucous in the stool or BRBPR

• Diversion colitis

• Active UC in remaining colon

• Infection- C diff, etc.

▪ Abdominal Pain

• Consider cross sectional imaging - ? Crohn’s disease

• Growth retardation in children

Surveillance
▪ Endoscopic every 1-2 years for dysplasia carcinoma detection

▪ If considering IPAA or anastomosis in the future- consider cross sectional 

imaging (CTE or MRE) and endoscopic study

Laboratory Assessment
▪ Check  CBC,  CMP, vitamin D at least once annually if no biologics; more 

frequently if using biologic therapy



Conclusion

▪ The majority of patients with Crohn’s disease will require an intestinal resection at some point in their 

lifetime. 

▪ Postoperative management of these patients remains a challenge. 

▪ It is important to identify high-risk patients who exhibit risk factors for recurrence and to aggressively 

treat these patients to prevent or ameliorate recurrence of their Crohn’s disease.

▪ All patients regardless of their risk should have an ileocolonoscopy 6-12 months postoperatively (6 

months postoperative if low-risk and on no therapy) to initiate or adjust medications in cases of 

endoscopic recurrence (ileal score ≥i2). 

▪ Even if asymptomatic, if endoscopic recurrence is present of adequate significance, therapy should be 

initiated or optimized.

▪ An algorithm for approaching postoperative Crohn’s disease patients has been shared.

▪ Surveillance and routine lab assessment in patients with UC s/p partial colectomy and Hartman’s pouch 

is appropriate
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