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Aims and objectives
• Overview of St Mark’s Hospital pouch service 

• Types of complications 

• Management of  more common complications 

• After care- role of the pouch nursing team



Facts and figures

• St Mark’s Hospital is the primary UK centre  

• 6 colorectal surgeons  
      2 open surgeons 
      4 laparoscopic surgeons 

• 3 pouch nurses, 3 stoma care nurses and 2 HCA’s 

• 48 new pouches & 2 redo- pouches per annum (2010-14) 

• Defunction/excise 12 pouches per annum (2010-14)





Normal pouch function

• Normal pouch function : 6-8 times in 24hrs, occasionally  
one nocturnal motion  

• Loose stool (porridge consistency) 

• Ability to defer defaecation 

• No faecal leakage in the day, may occur at night



Pouch failure 

• 10% of pouches fail over a 10 year period and will result in 
a permanent stoma 

• 1/3 of patients are pleased with their pouch and function 

• 1/3 can manage their pouch and may need medical/
surgical intervention but deem their pouch overall better 
than a permanent stoma 

• 1/3 of patients have problematic pouches



Types of complications

1. Early 

2.  Late 

3. Inflammatory 

4. Non-Inflammatory 

•Mechanical 

•Functional



Early/late complications

EARLY

• Wound infection 
• Anastomotic leak 
• Pelvic collection 
• Ileus 
• Sepsis 
• Obstruction 
• Small volume pouch 
• Seepage 
• Leakage

LATE

• Sepsis 
• Inflammatory complications  
• Incomplete evacuation 
• Stricture 
• Fistula 
• Pouch failure



Inflammatory pouch dysfunction

• Pouchitis 

• Cuffitis 

• Pre-pouch ileitis 

• Crohn’s disease 

• Fistulae 

• Infective: Clostridium Difficile



Non-inflammatory pouch dysfunction

• Strictures/small bowel adhesions 
• Ineffective emptying of pouch 

• Anal sphincter dysfunction 
• Pouch-anastomotic leak 
• Intra-abdominal collection 
• Small volume pouch 
• Coeliac disease 
• Irritable pouch syndrome 
• Bile salt malabsorption



 
Signs and symptoms of complications

• Pouch frequency and/or urgency  
• Bleeding 
• Abdominal/back pain 
• Fever 
• Lethargy 
• Ineffective emptying of pouch 
• Incontinence 
• Symptoms of fistulae (wound breakdown, vaginal/peri-anal 

discharge, sepsis)



Initial investigations

• Abdominal examination 

• Digital exam- strictures, length of anal canal 

• Rigid pouchoscopy- limited views 

• Flexible pouchoscopy with biopsies  

• Bloods: FBC, U&Es, LFTs, Vitamin B12, Vitamin D, Iron, 
Folate, Coeliac Ab screen



Other investigations

• Pouchogram/defaecating pouchogram 

• MRI (magnetic resonance imaging) 

• Small bowel follow through 

• Ano-rectal physiology 

• Stool sample 

• SeHCAT test (7-day observation test with radiation)



Digital Examination Stricture Dilate + Hegar dilator  
Medina catheter 

Revisional surgery 

Weak sphincter Ano-rectal physiology & USS

Ileo-pouchoscopy and 
biopsy 

See pouchitis algorithm

Pre-pouch ileitis

Retained anorectal 
mucosa (cuffitis)

Treat as proctitis or 
Revisional surgery 

Defaecating pouchogram

Medina catheter  
Biofeedback 

Consider revisional surgery 
Lifestyle advice

MRI pelvis Pelvic collection/ 
anastomotic leak

Appropriate surgery 

Functional outflow 
obstruction

Pouch inlet/outlet stricture

Small volume pouch

Pouchitis 

28days cipro & metronidazole2 

Dilate or Revisional surgery 

‘High’ Anastomosis 
Suspicion of retained anorectal mucosa (cuffitis)No stricture 



What is pouchitis?

• Pouchitis is an inflammatory response to changes within 
the pouch, aetiology is unknown 

• It is thought to be triggered by changes in the intra-luminal 
bacteria within the pouch 

• 20-50% of patients will suffer from pouchitis at some time 
(Moskowitz et al 1986; Nassar et al 2006)



Pouchitis
Diagnosis based on: 
•Compatible symptoms 
•Endoscopy 
•Histology



Classification of pouchitis

• Simple Pouchitis (Acute) one episode per year 
• antibiotic responsive 

• Complex Pouchitis (Chronic) 
• (i) antibiotic responsive 
• (ii) antibiotic dependent 
• (iii) antibiotic resistant



Think pouchoscopy!
Best initial test to….. 

• Exclude or confirm pouchitis, 
cuffitis, pre-pouch ileitis, 
fistulae, strictures, neoplastic 
lesions, Crohn’s disease 

• Balloon dilate strictures



Endoscopic views



Treatment of pouchitis

Antibiotics 
Probiotics 

• 5 × 1011 per gram of viable lyophilized 
bacteria of 4 strains of lactobacilli, 3 
strains of bifidobacteria, and 1 strain of 
Streptococcus salivarius subsp. 
Thermophilus



Simple pouchitis

Rapid relapse or no response 
=Refractory pouchitis 

(Exclude CDT/CMV with stool sample)

Remission 

Ciprofloxacin 500 mg BD 14 days OR 
Metronidazole 400 mg TDS 14 days 

Ciprofloxacin 500 mg BD & 
Metronidazole 400 mg BD 28 days 

Rapid relapse 
Or ≥ 3 episodes per year 

(Chronic relapsing pouchitis) 

No response 
Consider alternative diagnosis

Remission

*Maintenance Therapy 
Ciprofloxacin 500 mg  

Review and consider reducing dose of 
ciprofloxacin at 3 months

Stool coliform sensitivity testing 

28 days appropriate antibiotic (e.g. co-
amoxiclav, clarithromycin, cefixime)

Consider maintenance therapy

* Maintenance therapy consider probiotic VSL#3 4 UK sachets daily, if mucosa normal at repeat 
pouchoscopy. Benefits have been described in some pouch patients with pouchitis.



Cuffitis

• Inflammation in the cuff 
above the anal transition 
zone 

• Symptoms similar to 
proctitis – burning, 
frequency and bloody stool



Treatment of cuffitis

• Mesalazine suppositories 500mg BD for 6 weeks 

• Predsol suppositories 5mg BD for 6 weeks 

• Pouch revision surgery



 
Strictures

• Develop above, in or below pouch 

• Most commonly at anal anastomosis 

• Patients taught how to use Hegar dilator





Functional disorders
• Usually a late complication 

• Difficult to manage 

• Varying degrees of dysfunction 

• Defaecating pouchogram 

• Use of medina





Nursing management at St Mark’s Hospital

• 1 Lead Nurse Practitioner and 2 Pouch Nurse Specialists 

• Nurse led clinics – once a week and rapid access clinics 

• Joint Consultant clinics 

• Monthly research meetings 

• MDT complex cases meeting 

• Dedicated telephone advice line and email access





Role of the nurse practitioner/specialist  
• Early introduction to patient and reassurance of long-term point of contact 

• Realistic expectations of pouch function and lifestyle (written information) 

• Comprehensive understanding of the process and stoma care- differentiate 
between end and loop stoma 

• Introduce an established patient with similar background 

• Assess psychological, physical, spiritual, religious, cultural and socio-
economic needs 

• Patients informed as to what will happen post-operatively/stoma care



Patient information





Managing expectations
▪ Loose stool  initially  

▪ Regular toileting – don’t fixate on numbers 

▪ Vital peri-anal skin care – regular use barrier 
wipes and cream 

▪ Ability to defer defaecation 

▪ None/minimal faecal leakage in the day 

▪ Seepage may occur at night 

▪ 6-18 months ‘settling’ period 

▪ Dietary considerations 

▪ Support from the pouch team



Early (expected) pouch problems

• Perianal soreness 
• Anal itch or burning (pruitus ani) 
• Nocturnal leakage/seepage 
• Frequency 
• Ineffective emptying 
• Fatigue 

• Feelings of isolation 
• Lack of knowledge



Urge resistance and pouch compliance 

• Training to improve pouch capacity and behavioural 
response 

• Requires education of pouch positive bowel anatomy 

• Understanding of continence mechanisms 

• Insight into brain/bowel signals





People with pouches will not have a 
‘normal’ bowel pattern but with 
guidance can find their unique 

pouch pattern 



Summary

• Ileoanal pouches are the ‘gold standard’ surgical option for patients 
with UC 

• Most patients have a satisfactory quality of life 

• Not all causes of pouch dysfunction are due to pouchitis -  there are a 
range of complications with similar outcomes 

• Pouch function is subjective and is highly dependent on patient 
concordance and support from medical and nursing teams



Pouch team….. Zarah, Lisa & Sam



Pouch team…..Lisa, Zarah & Sam


