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Inflammatory Bowel Disease is a term that describes a collection of conditions that cause the 
intestines to become inflamed. Patients who suffer from IBD experience symptoms such as 
abdominal cramping and pain, diarrhoea, loss of appetite and weight loss, tiredness and fatigue. 
There are two major types of IBD – Crohn’s disease and Ulcerative Colitis. The main distinction 
between the two is that Crohn’s disease can occur in any part of the intestines, while Ulcerative 
Colitis only affects the large intestine (colon). 

Treatment options for IBD include; medical therapy and surgical interventions. The medications used 
in the treatment of IBD aim to suppress inflammation of the intestine in active disease, or prevent 
flare ups in inactive disease. However some patients may require surgery. These patients can usually 
fit into 2 categories – those with perianal disease and those without.  

Perianal disease occurs as a complication of Crohn’s disease. The inflammation of the intestine can 
penetrate through the bowel wall causing either an abscess or a fistula. Patients with this 
manifestation may need drainage of an abscess or correction of a fistula. If they do not receive this 
surgery severe infection and septicaemia may result. Surgery for non-perianal disease can be divided 
into colectomy, panproctocolectomy, segmental resection and stricturoplasty. A colectomy is 
surgery to remove the entire colon and may be required in Crohn’s disease. Panproctocolectomy is 
removal of the entire colon plus the rectum and anus and may be needed for treatment of refractory 
Ulcerative colitis. Segmental resection of the intestines may be needed for correction of a fistula, 
severe inflammation, or perforation – the cut ends of healthy bowel are then put back together. 
Stricturoplasty is used to widen a narrowed area of bowel which is causing a blockage. 

Surgical intervention for IBD may lead to years of drug-free remission for some patients. However, 
many people who have had one surgical procedure more commonly require subsequent operations.  

The aim of this project was to ascertain the rates of surgical intervention, characterise the 
indications for surgery and determine the outcomes arising from surgery in the unique Nelson IBD 
cohort. Last Summer Students Gabrielle Kemp and Peter Meffan compiled 10 years worth of data 
collected by Nelson Gastroenterologist Daryl Fry and nurse specialist Belinda Heaphy. They 
assembled a database of all the IBD patients in Nelson to date. This job involved updating the 
database, with particular focus upon those patients who had undergone surgery. 

Results- Of the 536 patients in Nelson with IBD, 108 patients had undergone surgery. Of those who 
had surgery, 22 suffered from Ulcerative Colitis, 84 from Crohn’s disease, and 2 from IBD – 
unclassified.  

Of the 108 patients who underwent surgery, 13 operations were for perianal complications of 
Crohn’s disease with the remaining 95 being for non-perianal disease. 46 patients underwent 
colectomy (including 21 panproctocolectomies), 46 underwent resection, with 2 patients undergoing 
further stricturoplasties following initial resection. 

The indication for surgery was split into 4 groups; obstructive disease; refractory disease; 
penetrating disease and other. 36 of the surgeries were for obstructive disease, 16 were for 



refractory disease, 32 were for penetrating disease and 24 were for ‘other’. The classification ‘other’ 
included 9 resections for potential cancerous growths. 

Comparing the age at diagnosis with the outcome of surgical intervention, revealed that if diagnosed 
under the age of 16 years old, patients were more likely to receive surgical intervention. 5 of 29 
(5.8%) patients diagnosed under the age of 16 years underwent surgery, compared to 55 of 251 
(3.6%) patients between the ages of 17 and 40, and 37 of 192 (4.2%) for patients over the age of 40 
years.  

Of the 108 operations completed for IBD, 36 (33.3%) cases required follow up surgery. 

For many patients one of the most frightening aspects of being diagnosed with IBD is the possibility 
of ending up with a stoma bag. These can be temporary but in the case of panproctocolectomy, a 
stoma is permanent. Of the 19 ileostomy cases, 2 were temporary with 17 being permanent. Of the 
17 permanent ileostomies 14 were completed following panproctocolectomy for refractory 
Ulcerative Colitis.  

In conclusion, this study has prospectively defined the descriptive epidemiology of surgical 
interventions for IBD in the Nelson/Tasman region. The data collected to achieve this project will be 
a useful tool for the clinicians in Nelson dealing with Patients with IBD. When a diagnosis of IBD is 
made, patients have questions around how this is going to impact their lives. Using the descriptive 
epidemiology clinicians will be able to better inform patients and prepare them for the likelihood of 
surgery and the implications of this.  

   


