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KORT OM CROHN

• Kirurgi hyppigste ved crohn i tynntarm og 
perianale fistler

• Ca 50-70% av pasienter med Crohn trenger 
kirurgi ila livet sitt (Frolkis et al Gastroenterol 2013, 
Bernell et al Ann Surg 2000)

• Ileocøkalreseksjon

• Tynntarmreseksjon/ strikturoplastikker

• Operasjon for perianale fistler



CROHN: ´MANY ROADS LEAD TO SURGERY´

Toh et al World J Gastroenterol. Oct 28, 
2016; 22(40): 8892-8904

Indikasjoner kirurgi: 
• Symptomatiske stenoser
• Fistulering
• Persisterende inflammasjon
• dysplasi

ØH:

• Ischemi

• Alvorlig blødning

• perforasjon

Semi ØH:

• Abscess

• obstruksjon



LITT OM TEKNIKK

Antiperistaltisk 
side side

Isoperistaltisk
side side

Ende ende
anastomose

Strikturoplastikker, eksempler

Heinecke Mikulicz Michelassi

Anastomoser
skoperbarhet
residivrisiko?
intraop teknikk



LAPAROSKOPI?

Laparoskopi eller åpen?

• Ikke mer en issue: laparoskopi har 
fordeler 

• kortere liggetid 

• færre komplikasjoner mtp sår

• kosmetisk

• Team må være erfaren



LIRIC-TRIAL: IFX VS ILEOCØKALRESEKSJON

Ponsioen et al, Lancet 2017. Stevens et al, Lancet 2020.



INDIKASJONER KOLONKIRURGI

Fulminant kolitt, terapirefraktær
totalkolektomi

Crohn: strikturer, inflammasjon

totalkolektomi eller segmentreseksjon
Dysplasi (OBS: i UC ved funn høygr dysplasi 40-60% 

synkr cancer, og 25-30% utvikler ca ved FU)
UC: totalkolektomi/ proktokolektomi

Crohn: segmentreseksjon

NB: laparoskopisk, hvis operatør erfaren



MULIGHETER ETTER TOTALKOLEKTOMI

Total kolektomi

Terminal 
ileostomi
restproktektomi

Ileoanal
bekkenreservoar

Ileorektal
anastomose

Kock’s pouch
(kontinent 
ileostomi)



BAKGRUNN TIL ULIKE VALG

• Reservoar: ´1 chance only´ for å gjøre det riktig, har mange mulige 
komplikasjoner (anastomoselekkasje, pouchitt, dårlig funksjon),  
• ønske med best mulig allmentilstand
• Henvis til senter med nok kompetanse (10-20 prosedyrer pr år: AHUS, Trondheim, 

HUS). Nasjonale rettningslinjer under arbeid

• Barneønske i fremtid: unngå bekkenkirurgi, utsette reservoaroperasjon
• Kun restproktektomi

• høy alder og/ eller dårlig funksjon bekkenbunn
• Ikke ønske med reservoar
• Mulig med Kock´s pouch (= kontinent ileostomi)

• OBS: så lenge restrektum tilstede risiko for dysplasi à kontroll rektoskopi 
indisert



RISIKOFAKTORER IBD KIRURGI

Preop abscess ved Crohn

Steroidbruk 
(>10 mg prednisolon < 4 uker preop)

Ernæringssvikt (>10% vekttap)

Akutt kirurgi

Røyking

Risicofaktorer



PREOP OPTIMALISERING
ECCO GUIDELINES

Optimalisering av ernæring 
preop EEN (evt TPN), 

Nedtrapping av corticosteroider
Risiko økt ved predn >10-20 mg i >6 uker  (Huang et al 
2015)

Ingen evidens for ´stress-dose´perop

Sepsiskontroll
Antibiotika behandling

Drenasje evt abscess

Trapp ned steroider

OBS ved CRP-stigning

Kontinuer IBD-medisiner
Thiopuriner

Anti TNF (diskusjon pågår..)

Vedolizumab /Ustekinumab

Risiko ved stopp: 
økt/residiv inflammasjon, antistoffdannelse

Ved obstruksjon
Avlastning med sonde, utelukk perforasjon eller ischemi (CT 
abdomen)

Smertestilling

Evt bolus steroider i 1-2 dager

Start EEN, evt TPN

à Forsøk å stabilisere og normalisere



TAKK FOR OPPMERKSOMHET

https://colitisninja.com, https://www.inflamedanduntamed.org

https://colitisninja.com/
https://www.inflamedanduntamed.org/


FURTHER 
READING

& LITT MER 
BAKGRUNNINFO
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1. Introduction
The goal of this consensus initiated by the European Crohn's and 
Colitis Organisation (ECCO) was to establish European consensus 
guidelines for the surgical treatment of ulcerative colitis. The strategy 
to reach the consensus involved several steps and follows the standard 
operating procedures for consensus guidelines of ECCO. An open call 
for chairs and participants for this consensus was made (see acknowl-
edgements and www.ecco-ibd). Participants were selected by the 
Guidelines' Committee of ECCO (GuiCom) on the basis of their pub-
lication record and a personal statement. Four working groups (WGs) 
were formed: WG 1 on the preoperative phase, WG 2 on the intraop-
erative phase, WG 3 on the postoperative phase and WG 4 on special 
situations. Participants were asked to answer relevant questions on 
current practice and areas of controversy related to the surgical treat-
ment of ulcerative colitis based on their experience as well as evidence 
from the literature (Delphi procedure).1 In parallel, the WG members 
performed a systematic literature search of their topic with the appro-
priate key words using Medline/PubMed/ISI/Scopus and the Cochrane 
database, as well as their own !les. Provisional guideline statements 
(with supporting text) were then written by the WG chairs based upon 
answers to the questionnaire and were circulated among the WG 
members, prompting discussions and exchange of literature evidence. 
The proposed statements and the supporting text were submitted to 
an online platform for online discussion and two online voting proce-
dures among all Consensus participants for the !rst voting procedure 

and also for all national representatives of ECCO for the second vot-
ing procedure. The WGs !nally met in Belgrade on September 25th 
2013 for a !nal face-to-face discussion and to vote and consent on 
the statements. Technically this was done by projecting the statements 
and revising them on screen until a consensus was reached. Consensus 
was de!ned as agreement by more than 80% of participants, termed a 
Consensus Statement and numbered for convenience in the document. 
The level of evidence was graded according to the Oxford Centre for 
Evidence-Based Medicine 2011 Levels of Evidence (http://www.cebm.
net/mod_product/design/!les/CEBM-Levels-of-Evidence-2.1.pdf). The 
!nal manuscript was written by the WG chairs (WB, GS, AS, AD'H) 
in conjunction with the WG members and revised for consistency by 
T.Ø. This consensus guideline will be published in JCC and posted on 
the websites of ECCO. An update of the current guideline is planned in 
about 4 years. The European Society for Coloproctology has endorsed 
the process of producing this consensus.

The surgical treatment of ulcerative colitis was covered in the 
Second European evidence-based consensus on the diagnosis and man-
agement of ulcerative colitis Part2: Current management, published in 
JCC 2012. However it was felt that the content lacked some surgi-
cal depth and practical advice thus this !rst consensus on the surgi-
cal management of UC has been produced under the leadership of 
Surgical-ECCO. The present document is to be seen as complementary 
to the surgical section published in the 2012 consensus. Some consen-
sus statements are modi!ed or expanded and others are entirely new. 
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Abstract
Purpose The aim of this review was to examine current surgical treatments in patients with Crohn’s disease (CD) and to discuss
currently popular research questions.
Methods A literature search of MEDLINE (PubMed) was conducted using the following search terms: ‘Surgery’ and ‘Crohn’.
Different current surgical treatment strategies are discussed based on disease location.
Results Several surgical options are possible in medically refractory or complex Crohn’s disease as a last resort therapy. Recent
evidence indicated that surgery could also be a good alternative in terms of effectiveness, quality of life and costs as first-line
therapy if biologicals are considered, e.g. ileocolic resection for limited disease, or as part of combination therapy with biolog-
icals, e.g. surgery aiming at closure of select perianal fistula in combination with biologicals.

The role of the mesentery in ileocolic disease and Crohn’s proctitis is an important surgical dilemma. In proctectomy, evidence is
directing at removing the mesentery, and in ileocolic disease, it is still under investigation. Other surgical dilemmas are the role of the
Kono-S anastomosis as a preventive measure for recurrent Crohn’s disease and the importance of (non)conventional stricturoplasties.
Conclusion Surgical management of Crohn’s disease remains challenging and is dependent on disease location and severity.
Indication and timing of surgery should always be discussed in a multidisciplinary team. It seems that early surgery is gradually
going to play a more important role in the multidisciplinary management of Crohn’s disease rather than being a last resort
therapy.

Keywords Surgery . Inflammatory bowel disease . Crohn’s disease . Gastrointestinal tract

Introduction

Crohn’s disease is a chronic, granulomatous, inflammatory
bowel disease which can affect the entire gastrointestinal tract
and extraintestinal organs. Patients typically present with
transmural, penetrating disease of the terminal ileum or colon.
Crohn’s disease has the highest incidence and prevalence rates
in western countries, with a peak incidence in adolescence and
young adulthood [1]. Over the past decades, incidence and
prevalence rates have been increasing most in newly
industrialised countries [2–4]. This suggests that the still un-
clear aetiology is related to industrialisation and (western)

lifestyle. Since Crohn’s disease is known for its intermittent
and relapsing course and the extensive impact on patient’s
quality of life, many different therapies have been studied.
Usually, medical therapy is started as first line of treatment,
whereas surgery was considered a last treatment resort when
medical therapy had failed. Over the past decades, it became
apparent that earlier surgery can be applied for certain disease
variants and in patients with severe disease, especially now
that surgical procedures are becoming more minimally inva-
sive. Extensive small bowel resections resulting in short bow-
el syndrome, and permanent stomata should of course be
avoided. Nowadays, around 3 out of 4 Crohn’s patients will
undergo surgery during the course of their lives [5]. Especially
patients with small bowel disease, perianal fistulas or diag-
nosed between the age of 45 to 59 years appear to have an
increased risk of surgery [5]. Up to date, multiple surgical
techniques have been reported for the various Crohn’s disease
locations and disease behaviour.

According to the Montreal classification (based on the for-
merly used Vienna classification), Crohn’s disease location
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Mean FU cohort A/B
70/52

Cum reoperation rate A/ B
40% / 2,9%

Også her historisk 
kontrollgruppe, uklar om den 
kan sammenlignes med 
´intervensjonsgruppen´

Men: imens flere studier som 
tyder på at det bør unngås for 
knapp reseksjon:
-Wasmann et al 2019, Infl
bowel dis: Predictive value of
positive resection margins
- De Groof et al 2019, JCC, 
persistent mesorectal infl
associated with complications



TYPE ANASTOMOSE

Antiperistaltisk side side Isoperistaltisk side side Ende ende anastomose

+ enkel stapling
+ helt lap sk
mulig
+ bred åpning

+ enkel stapling
+ helt lap sk
mulig 
+ bred åpning

+ enkel teknikk
+ lite tap av tarm 
ved rereseksjon
+ lett å skopere

-mer smerter
-stasis av innhold
-vanskelig skopi
- tap av tarm ved 
rereseksjon +++

-´Voksende´ blind 
ende
-Stasis av innhold
- tap av tarm ved 
rereseksjon +++

-operasjontid +
-kaliberfoskjell
- Åpen teknikk

https://www.youtube.com/watch?v=ZUO79tLavW8 (45 min video om anastomoser i Crohn
AIBD-kongress 2018, god sammendrag i innledning)

https://www.youtube.com/watch?v=ZUO79tLavW8


LIVET MED RESERVOAR
• Hyppig avføringsfrekvens, median:

• 5x tømminger totalt, 0-1x om natten (ca 70% av alle pasienter)

• 30% hyppigere

• Inkontinens

• 75% har noen grad av lekkasje

• 3% alvorlig

• ‘Pouchitt’

• Hos ca 40% av pasientene ila livet med reservoar

• Økt pouchitt-risiko:

• PSC

• Crohn kolitt og indifferend kolitt

• Obstruksjoner

• OBS: ved graviditet anbefales sectio (økt risiko pouchkomplikasjoner ved 
obstetriske komplikasjoner)


