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too. Endoscopic balloon dilation in conjunction with medical (81). In a study of 178 patients who underwent IPAA and
therapy appears safe and effective for pouch strictures (69had serial endoscopic surveillance biopsy of the ATZ and
Surgical stricturoplasty for pouch stricture from CD has alsofollowed for a minimum of 10 yr, Remzt al. (79) found
been performed with success. dysplasia in 4.5% (2 patients with high-grade and 6 patients
CD of the pouch can lead to pouch failure, bPstulae, andvith low-grade dysplasia). No cancer was found in the ATZ.
septic complications (62, 65, 71, 72). Pouch failure from CDIn patients with persistent dysplasia, mucosectomy and pe-
leading to pouch resection ranges from 25% to 100%, derianal pouch advancement and neo-IPAA are recommended
pending onthe duration and intensity of follow-up after IPAA, (79).
use of medical or endoscopic therapy, and threshold of ini-
tiating pouch resection operation (1, 55D58, 60, 61, 71, 73)iagnosis
(Fig. 5). However, reported studies were performed before theufbtis may be considered a form of UC. While some patients
eraof routine use ofimmunomodulators and antitumor necrowith cuff inBammation on endoscopy and histology may be
sis factor therapy. Despite the limited duration of follow-up asymptomatic (20), others present with symptoms similar to
in most studies, the majority of patients appear to be abléhose of pouchitis, CD of the pouch, and IPS (3). In a study
to retain their pouches with medical and endoscopic therapygf consecutive 61 symptomatic patients with IPAA, 7% had
(62, 69D71). cufbtis (82). Bleeding ranging from blood on tissue paper
to frank blood or blood clots was signibcantly more com-
mon in cufptis than in pouchitis, CD of the pouch, or IPS (3)
CUFFEITIS (Fig. 6). In fact, bleeding is a rather specibc symptom for cuf-
pbtis. Occasionally, cufbtis with persistent bleeding can lead
One of two anastomotic techniques is used to construct IPAA¢o iron debciency anemia. Extraintestinal manifestations of
ahand-sewn anastomosis with mucosectomy of the anal tranBD, such as arthralgias, are also common in patients with
sitional zone (ATZ) mucosa (also named rectal columnar cuftufpbtis (78). Pouch outlet strictures in some patients may be
mucosa) or a stapled anastomosis at the level of the anorectgitributed to concurrent cufbtis (69). Endoscopic and histo-
ring without mucosectomy (74). To remove the rectal colum-ogic features of mucosal inRammation in cufbtis and pou-
nar mucosa as completely as possible, a mucosectomy withitis such as friability, ulceration, nodularity, erythema, and
hand-sewn anastomosis is necessary. This technique takggutrophil inbltration are similar (78) (Fig. 7). Cufbtis is an
longer and has a relatively higher risk for postoperative funcunder-recognized disease with limited data in the literature.
tional problems such as seepage and incontinence due to ang standardized diagnostic instrument has been proposed, al-
canal manipulations. In contrast, when the IPAA is stapledthough the Cufbtis Activity Index, adopted from components
the procedure is simpler and less likely to result in functionalof the PDAI, has been used in one clinical trial (78).
or septic complications (75).
Stapled IPAA without mucosectomy has been routinelyTreatment

advocated at our institution for patients with medically re- cyfptis may be treated with topical 5-aminosalicylate or cor-
fractory UC who require surgery, unless there is synchronougegsteroid agents. Topical mesalamine appears to be well
colorectal cancer or rectal dysplasia. The preservation of thgyjerated and effective in cufbtis. It improves symptoms and
ATZ is meant to optimize anal canal sensation, eliminatéandoscopic and histologic inBammation. In an open-label

sphincter stretching, and preserve normal postoperative restig| of 14 patients with cufbtis, mesalamine suppositories
ing and squeeze pressures (74, 76, 77). However, in order to

allow transanal insertion of the stapler head, it is normally
necessary to leave a 1D2-cm strip of the rectal columnar cuff
which is at risk for developing symptomatic inBammation
(cufbtis) or dysplasia (20, 75, 78D80). The risk of develop-o
ment of dysplasia was signibcantly associated with a preop—%
erative or postoperative diagnosis of dysplasia or cancer (75§
79). Digital pouch examination and surveillance endoscopy2 60 1
is recommended every 1D3 yr. ‘g
Dysplasia and cufptis are the main adverse sequelae in pan 40 ~
tients with stapled IPAA without mucosectomy as compared®
with hand-sewn IPAA with mucosectomy. Because of the risk©  5q |
of dysplasia, hand-sewn IPAA with mucosectomy is routinelon
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performed in patients with UC with dysplasia or FAP after 0 0 - 0 0
proctocolectomy. However, patients with hand-sewn IPAA Nl Pouch Pouchiis Crohn's Dz Cuffitis  Iritable
with mucosectomy may not be immune to dysplasia or cuf- N=26 N=22 N=23 N=21  Pouch Syn

ptis, since islands of the rectal columnar mucosa can regrow N=32

or may have been preserved due to incomplete mucosectomy Fgure 6. Bleeding is a specibc sign of cufptis 3.












