1964 azathioprine, infliximab, or adalimumab should be considered

for this group of patients. It is also recommended to evaluate for
endoscopic recurrence of CD via a colonoscopy, if possible,
6 months after surgery.

PART 14

Colorectal disease A greater percentage of patients with Crohn’s
colitis require surgery for intractability, fulminant disease, and
anorectal disease. Several alternatives are available, ranging from
the use of a temporary loop ileostomy to resection of segments of
diseased colon or even the entire colon and rectum. For patients
with segmental involvement, segmental colon resection with primary anastomosis can be performed. In 20–25% of patients with
extensive colitis, the rectum is spared sufficiently to consider rectal
preservation. Most surgeons believe that an IPAA is contraindicated
in CD due to the high incidence of pouch failure. A diverting colostomy may help heal severe perianal disease or rectovaginal fistulas,
but disease almost always recurs with reanastomosis. These patients
often require a total proctocolectomy and ileostomy.

Disorders of the Gastrointestinal System

INFLAMMATORY BOWEL DISEASE AND PREGNANCY
Patients with quiescent UC and CD have normal fertility rates; the
fallopian tubes can be scarred by the inflammatory process of CD,
especially on the right side because of the proximity of the terminal
ileum. In addition, perirectal, perineal, and rectovaginal abscesses and
fistulae can result in dyspareunia. Infertility in men can be caused by
sulfasalazine but reverses when treatment is stopped. In women who
have an ileoanal J pouch anastomosis, most studies show that the fertility rate is reduced to about 50–80% of normal. This is due to scarring
or occlusion of the fallopian tubes secondary to pelvic inflammation.
In mild or quiescent UC and CD, fetal outcome is nearly normal.
Spontaneous abortions, stillbirths, and developmental defects are
increased with increased disease activity, not medications. The courses
of CD and UC during pregnancy mostly correlate with disease activity
at the time of conception. Patients should be in remission for 6 months
before conceiving. Most CD patients can deliver vaginally, but cesarean delivery may be the preferred route of delivery for patients with
anorectal and perirectal abscesses and fistulas to reduce the likelihood
of fistulas developing or extending into the episiotomy scar. Unless
they desire multiple children, UC patients with an IPAA should
consider a cesarean delivery due to an increased risk of future fecal
incontinence.
Sulfasalazine, Lialda, Apriso, Delzicol, and balsalazide are safe for
use in pregnancy and nursing with the caveat that additional folate
supplementation must be given with sulfasalazine. Asacol HD and
olsalazine are considered by the FDA to be class C agents in pregnancy
and thus not recommended. Topical 5-ASA agents are also safe during
pregnancy and nursing. Glucocorticoids are generally safe for use during pregnancy and are indicated for patients with moderate to severe
disease activity. The amount of glucocorticoids received by the nursing
infant is minimal. The safest antibiotics to use for CD in pregnancy for
short periods of time (weeks, not months) are ampicillin and cephalosporins. Metronidazole can be used in the second or third trimester.
Ciprofloxacin causes cartilage lesions in immature animals and should
be avoided because of the absence of data on its effects on growth and
development in humans.
6-MP and azathioprine pose minimal or no risk during pregnancy,
but experience is limited. If the patient cannot be weaned from the
drug or has an exacerbation that requires 6-MP/azathioprine during pregnancy, she should continue the drug with informed consent.
Breast milk has been shown to contain negligible levels of 6-MP/azathioprine when measured in a limited number of patients.
Little data exist on CSA in pregnancy. In a small number of patients
with severe IBD treated with IV CSA during pregnancy, 80% of pregnancies were successfully completed without development of renal
toxicity or congenital malformations. However, because of the lack of
data, CSA should probably be avoided unless the patient would otherwise require surgery.
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MTX is contraindicated in pregnancy and nursing. In a large
prospective study, no increased risk of stillbirths, miscarriages, or
spontaneous abortions was seen with infliximab, adalimumab, or certolizumab, which are all class B drugs. Infliximab and adalimumab are
IgG1 antibodies and are actively transported across the placenta in the
late second and third trimester. Infants can have serum levels of both
infliximab and adalimumab up to 7 months of age, and live vaccines
should be avoided during this time. Certolizumab crosses the placenta
by passive diffusion, and infant serum and cord blood levels are minimal. The anti-TNF drugs are relatively safe in nursing. Miniscule levels
of both infliximab and adalimumab, but not certolizumab, have been
reported in breast milk. These levels are of no clinical significance. It
is recommended that drugs not be switched during pregnancy unless
necessitated by the medical condition of the IBD. Natalizumab is considered as a class C drug because there is limited data in pregnancy.
Surgery in UC should be performed only for emergency indications,
including severe hemorrhage, perforation, and megacolon refractory
to medical therapy. Total colectomy and ileostomy carry a 50% risk
of postoperative spontaneous abortion. Fetal mortality is also high in
CD requiring surgery. Patients with IPAAs have increased nighttime
stool frequency during pregnancy that resolves postpartum. Transient
small-bowel obstruction or ileus has been noted in up to 8% of patients
with ileostomies.

CANCER IN INFLAMMATORY BOWEL DISEASE
ULCERATIVE COLITIS
Patients with long-standing UC are at increased risk for developing
colonic epithelial dysplasia and carcinoma (Fig. 351-13).
The risk of neoplasia in chronic UC increases with duration and
extent of disease. From one large meta-analysis, the risk of cancer in
patients with UC is estimated at 2% after 10 years, 8% after 20 years,
and 18% after 30 years of disease. Data from a 30-year surveillance program in the United Kingdom calculated the risk of colorectal cancer to
be 7.7% at 20 years and 15.8% at 30 years of disease. The rates of colon
cancer are higher than in the general population, and colonoscopic
surveillance is the standard of care.
Annual or biennial colonoscopy with multiple biopsies is recommended for patients with >8–10 years of extensive colitis (greater than
one-third of the colon involved) or 12–15 years of proctosigmoiditis
(less than one-third but more than just the rectum) and has been
widely used to screen and survey for subsequent dysplasia and carcinoma. Risk factors for cancer in UC include long-duration disease,
extensive disease, family history of colon cancer, PSC, a colon stricture,
and the presence of postinflammatory pseudopolyps on colonoscopy.
CROHN’S DISEASE
Risk factors for developing cancer in Crohn’s colitis are long-duration
and extensive disease, bypassed colon segments, colon strictures, PSC,

Figure 351-13 Medium-power view of low-grade dysplasia in a
patient with chronic ulcerative colitis. Low-grade dysplastic crypts
are interspersed among regenerating crypts. (Courtesy of Dr. R. Odze,
Division of Gastrointestinal Pathology, Department of Pathology, Brigham
and Women’s Hospital, Boston, Massachusetts; with permission.)
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