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Abstract
This is the second of two articles presenting the European Crohn’s and Colitis Organisation [ECCO] evidence‑based consensus guidelines on the 
management of adult patients with ulcerative colitis [UC]. The first article covers the medical management of UC, including acute severe colitis. 
The present article addresses the surgical management of medically refractory UC, including the general surgical approach and perioperative 
optimisation, surgical strategies and techniques, and recommended levels of centre expertise and surgical specialisation. Together, these two 
articles aim to inform shared decision‑making and to guide clinicians and healthcare professionals involved in the care of patients with UC, drawing 
on the best available evidence.

Key words: ulcerative colitis [UC]; inflammatory bowel disease [IBD]; guidelines; surgery; surgical treatment; appendectomy; ileopouchanal anastomosis [IPAA]; 
ileorectal anastomosis [IRA]

1. Introduction
Ulcerative colitis [UC] is one of two major chronic 
immune-mediated inflammatory bowel diseases [IBD] that 
affects patients globally with a rapidly rising prevalence. The 
incidence of UC across Europe ranges from 1.9 to 17.2 per 
100 000 persons/year, with the highest figures in Northern and 
Western Europe, especially in Scandinavia and the UK. 
Similarly, the highest prevalence is seen in those regions and 
ranges from 2.42 patients (Romania) to 505 patients (Norway) 
per 100 000 persons,1 while Southern European countries are 
seeing a rapid increase in prevalence.2 UC occurs at any age, 
but it is most frequently diagnosed in the second and third 
decades of life. No cure is presently available. Hence, treatment 
focuses on controlling symptoms, improving quality of life 
[QoL], and preventing or managing complications.

While UC often presents as a mild disease with a 
relapsing–remitting course, it may evolve into a life-threatening 
condition, either at presentation or during the course of the 
disease, despite the many lines of medical treatment available. 
Epidemiological studies show that within 5 years of diagnosis, 

one in five patients with UC will require hospitalization, with 
a colectomy rate of around 10% and a mortality rate of 1%.3–7

The two main indications for surgery in adult patients with 
UC are acute severe ulcerative colitis [ASUC] and medically 
refractory UC8–11; surgical management of neoplasia, either 
dysplasia or cancer, represents a third surgical indication.

ASUC requires immediate hospitalization and intensive med-
ical treatment. Here, surgery can be life-saving, and it is crucial 
that patients with ASUC are jointly managed by gastroenter-
ologists and digestive surgeons, starting no later than the day 
of admission.12–14 Indeed, the window of opportunity for both 
medical and surgical treatments is narrow and overlaps; joint 
management and shared decision-making here may truly save 
lives.8,11

On the other hand, surgery for medically refractory UC is 
focused on recovery and preservation of QoL, as the patients 
who fail medical treatment are often physically and psycholog-
ically exhausted. These patients deserve early surgical advice to 
learn about the surgical options and their benefits, conse-
quences, and potential complications. Having the opportunity 
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to meet a high-volume surgeon with a focus on IBD is part of 
contemporary good medical practice. For many patients, the 
indication for surgery represents not only a clinical turning 
point but also an emotional and identity-defining moment. Fear 
of stoma, concerns about body image, sexuality, work and 
social life, and the perception of surgery as a “failure” of med-
ical therapy frequently delay acceptance of surgical options. 
These psychosocial dimensions should be explicitly addressed 
early in the disease course. The possibility to discuss experiences 
with peer patients is another resource that often proves very 
useful to patients facing a difficult, often irreversible decision.

Expert surgical management should be provided within an 
interdisciplinary and interprofessional network dedicated to 
the care of patients with IBD. Such teams typically include 
specialist gastroenterologists, colorectal surgeons, radiologists, 
pathologists, dietitians, IBD nurses and stoma therapists, psy-
chologists, and peer support services. Indeed, only a 
well-informed patient may make an informed decision and 
actively participate in care delivery.

Whenever a neoplastic lesion is discovered, complexity is 
again the rule with an oncologic proctocolectomy being the 
main option and segmental resection or even endoscopic resec-
tion of a single dysplastic lesion being further options in care-
fully selected, well-informed patients.15

Lastly, restorative proctectomy implies management and, at 
times, pouch salvage, which is best achieved in IBD centers with 
surgical expertise available.16–18

The European Crohn’s and Colitis Organisation [ECCO] 
aims to provide a practical, evidence-based guide for the med-
ical and surgical management of adults with UC, developed 
through an interdisciplinary approach. This article focuses 
specifically on the surgical management of adult UC, addressing 
preoperative evaluation and key technical considerations. The 
statements presented herein complement the recommendations 
on the medical treatment of adult UC, which are detailed in a 
separate article and now include the integrated management 
of ASUC [ECCO Guidelines on Therapeutics in Ulcerative 
Colitis: Medical Treatment]. Both papers represent updates of 
the 2022 ECCO guidelines on the management of UC pub-
lished in 2022.19,20

2. Methods
The present ECCO surgical guidelines followed the Grading of 
Recommendations Assessment, Development, and Evaluation 
[GRADE] workflow, alongside the Oxford 2011 Levels of 
Evidence [OCEBM], as previously adopted.21 These interdisci-
plinary guidelines were coordinated by two gastroenterologists 
and two surgeons. The guideline development resulted in two 
manuscripts. The first focused on medical treatment of UC, 
including ASUC, and was handled by two working groups 
[WGs]; the second focused on surgical treatment and was han-
dled by a third WG. The four guideline coordinators and three 
WG leaders constituted the steering committee and were 
approved by the ECCO Governing Board, its Guidelines 
Committee, and the ECCO Surgeons Committee.

The steering committee selected a panel of 42 experts from an 
open call according to their IBD expertise, scientific background, 
knowledge of GRADE and OCEBM methodologies, and prior 
contributions to ECCO projects. Geographic and gender balance 
were also considered. Additionally, six patients with IBD were 
selected by the International Federation of Crohn’s & Ulcerative 

Colitis Associations (IFCAA) and participated in the develop-
ment of these guidelines. The experts were supported by a team 
of professional methodologists and librarians.

Participants first formulated clinically relevant questions for 
the surgical treatment of UC using the Population, Intervention, 
Comparator, Outcomes [PICO] framework. These PICO ques-
tions were discussed in teleconferences within the surgical 
working group and were subsequently finalized at a meeting 
of the full guideline group held in Vienna in November 2024. 
Only PICO questions achieving 80% or more agreement among 
the panel were retained. Next, the panellists ranked the impor-
tance of each outcome on a scale from 1 to 9 according to 
GRADE definitions. Scores of 7-9 indicated outcomes consid-
ered critical to patient decision-making; scores of 4-6 indicated 
outcomes regarded as important but not critical; and scores of 
1-3 represented outcomes of limited importance. Agreement 
among panellists regarding outcome importance was assessed 
using the Disagreement Index, as described in the RAND/
UCLA appropriateness method.22 Outcomes not considered 
critical or important were discarded. The perspective of the six 
patient representatives was essential in the selection of the 
PICO and final list of outcomes. The list of outcomes and the 
grading of each outcome are shown in Section 1 of the 
Supplementary Material available online.

Professional librarians then performed a comprehensive lit-
erature search in EMBASE, PubMed/MEDLINE, and the 
Cochrane Central databases, using specific search strings devel-
oped for each PICO question [Section 2 of the Supplementary 
Material available online]. Only studies published in English 
were considered. For PICO questions retained from the 2022 
guidelines, the same search string was used as in the previous 
literature search, with the start date of the database queries set 
to the end search date of the prior guidelines [February 1, 
2020]. For all new PICO questions, the search start date was 
unrestricted. The literature search was made using the best level 
of evidence hierarchical strategy, where meta-analyses of ran-
domized controlled trials [RCTs] were selected first, and case 
reports were selected last. Lower levels of evidence were 
searched only if higher levels of evidence were not found, or if 
the evidence was newer. The relevance of the retrieved literature 
according to the PICO at hand was assessed independently by 
two WG members. Discrepancies were resolved by consensus, 
by the WG lead and surgical coordinators, or both. The full-text 
articles were then retrieved for final data extraction and anal-
ysis. A literature list is provided in Section 3 of the Supplementary 
Materials online.

High‑quality evidence is often limited in surgical research 
due to clinical complexity, methodological constraints, and 
ethical considerations. The steering committee anticipated that 
applying the GRADE framework to surgical PICOs would fre-
quently yield “insufficient evidence to make a recommenda-
tion” despite the high clinical relevance of many questions. 
Therefore, surgical PICOs followed the same structured process 
as medical PICOs, namely question formulation, systematic 
literature search, and study selection, although evidence 
appraisal and statements were based on the OCEBM.23,24 This 
hierarchy enables identification of the strongest available evi-
dence when high‑level data are scarce. This methodological 
adaptation was approved by the ECCO Guidelines Committee 
and Governing Board.

The evidence related to each outcome was assessed by a WG 
member, who drafted an initial statement, assigned a level of 
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evidence based on OCEBM, and wrote a supporting text. Both 
the type of research and the data quality were considered for 
the grading of evidence. Statements, levels of evidence, and 
supporting text were shared among all the WG members and 
coordinators on a dedicated online platform. Section 4 of the 
Supplementary Materials available online presents the OCEBM 
tables for each PICO, including a recommendation, evidence 
level, and key findings.

The pre-final versions of all recommendations were discussed 
among panel members during a series of virtual consensus 
meetings before being put to a vote. All recommendations, both 
medical and surgical, were then subjected to two rounds of 
online voting by the full expert panel, ECCO National 
Representatives, and additional reviewers from among ECCO 
members who applied to the open call but were not selected 
[see Acknowledgements]. Comments provided in each voting 
round were considered for the final wording of statements and 
supporting text. The final versions of the present guideline 
statements reached at least 80% agreement among the guideline 
members. No further change in wording was then allowed. The 
resulting statements and draft manuscript were critically 
reviewed by two external Guidelines Committee members and 
by the ECCO Governing Board, who approved the final version 
of these guidelines. Of note, all statements should be read in 
the context of the supporting text that follows. This guideline 
focuses exclusively on the management of adult patients 
with UC.

3. General approach to the surgical 
management of ulcerative colitis
These guidelines present the evidence supporting the use of 
surgical approaches in the management of UC. They were 
developed and written based on available data, derived primar-
ily from cohort studies. Contemporary surgical care of a patient 
with UC requires an interdisciplinary approach and the support 
of a dietitian and stoma therapist. Empowering patients to 
decide on their care requires early, comprehensive information 
on all therapeutic options, including benefits, morbidity, func-
tional outcomes, and perioperative surgical care. Access to 
specialized IBD centers with medical and surgical IBD experts 
provides patients with better information and can optimise 
outcomes.25,26 Networks of care with ad-hoc referral and 
co-management may be more amenable in certain healthcare 
environments as an alternative to centralization of care. At 
times, ASUC surgical management does not permit a referral 
to an expert center. Prompt decision on surgery for ASUC is 
essential and hence joint management between gastroenterol-
ogy and surgery is mandatory, as recommended in the medical 
part of the present guidelines [ECCO Guidelines on Therapeutics 
in Ulcerative Colitis: Medical Treatment]. Indeed, emergency 
colectomy can be a life-saving procedure, while failure to pro-
ceed to timely colectomy is associated with an increased mor-
tality rate, which can reach up to 15% according to an analysis 
[2007-2013] of a New York state-wide database.27

Whenever a restorative proctectomy is indicated, whether for 
medically refractory UC or for neoplasm, ECCO strongly recom-
mends performance of a minimally invasive proctectomy in a 
specialized IBD center with a minimal institutional volume of 10 
proctectomies with ileal pouch anal anastomoses [IPAAs] yearly.28 
These minimal figures align with the recommendations set by 
each surgeon for oncologic proctectomy in many healthcare 

systems. The rationale for this volume threshold is the improved 
morbidity, pouch failure, and salvage rates and lower resource 
consumption reported in higher volume, specialized centers.29–36 
Proctectomy or alternatively a close surveillance of the residual 
rectum is advised when a colectomy has been performed.

A holistic perioperative optimisation strategy, incorporating 
expert nutritional assessment and support, specialized stoma 
therapist care, and the involvement of dedicated radiologists, 
pathologists, and psychologists, contributes to the improved 
clinical outcomes associated with specialized care.

Functional rehabilitation, including reproductive counseling 
and pelvic-floor physiotherapy, and urology and obstetric ser-
vices are further resources that contribute to optimal care and 
recovery. Indeed, patients with UC are often young and both 
the patient and society at large benefit from optimal outcomes 
and a normal life.

The topic of optimal resource utilization has gained central 
importance. In the context of medically refractory UC, the 
decision to proceed to surgery should be discussed considering 
the success rate and cost of persisting with medical therapy, 
inclusion in a clinical trial, disability or time away from social 
and professional life associated with poorly controlled UC, and 
the psychological and physical burden of recurrent flares, inpa-
tient admissions, and repeated exposure to steroids.37–39

Contemporary debates in the surgical management of 
patients with UC center on the extent of resection in neoplastic 
conditions and in staged restorative proctectomies. Compared 
with the prior iteration of the ECCO UC guidelines on surgical 
management,20 an individualized decision concerning the extent 
of resection in the presence of a sporadic neoplastic lesion is 
gaining further attention, although an oncologic proctocolec-
tomy remains the established and safest option.40 A one-stage 
restorative proctocolectomy remains unadvised, whereas a 
three-stage restorative procedure is the conservative standard, 
when the patient was initially operated for ASUC, is unfit, 
suffers from proctitis, or combinations thereof.20 The debate 
over whether to perform a two-stage or a modified two-stage 
restorative proctocolectomy in the elective setting remains unre-
solved, with the literature listing advantages and disadvantages 
for both approaches.41,42 The most important point in this con-
text is that a center electing to offer a modified two-stage option 
must be able to rapidly address an anastomotic leak before 
pelvic sepsis becomes apparent and long-term function is 
affected. The future may well see this nomenclature change to 
include appendectomy as an initial surgical step to reduce recur-
rence rates and control refractory colitis, as suggested by the 
recently published ACCURE and COSTA studies.43,44

The overarching goal of UC treatment is to preserve 
health‑related QoL and prevent long‑term disability.45 
Achieving this requires not only rapid symptom control but 
also endoscopic healing whenever possible, which is associated 
with improved long‑term outcomes.46 It is equally essential to 
offer [and not delay] surgical intervention when it represents 
an appropriate alternative to further medical escalation. 
Surgery may be life‑saving in ASUC and in the presence of 
neoplasia, while it preserves QoL in intractable disease.

Although total proctocolectomy provides definitive relief 
from UC symptoms, it results in permanent loss of colorectal 
function, an outcome that can be socially and psychologically 
challenging for patients,47 particularly when perioperative care 
is suboptimal or counseling about expectations and functional 
results is insufficient. Early psychosocial support and 
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comprehensive preoperative education are therefore crucial 
components of high‑quality surgical care.

When appropriately timed and effectively delivered, surgery 
can resolve debilitating symptoms and eliminate the need for 
chronic medical therapy, hospitalizations, recurrent transfu-
sions, and long‑term immunosuppression, while also reducing 
the risk of malignancy. However, optimal surgical strategies 
must ensure durable functional outcomes, minimize periopera-
tive morbidity, and consider resource utilization.48 The present 
guidelines seek to inform and guide decision-making when 
advising and treating patients with UC amenable to surgical care.

4. Surgical strategy for refractory moderate-to-
severe ulcerative colitis

Despite major advances in medical therapy, colectomy rates in 
UC have remained largely unchanged,49 underscoring the ongo-
ing need for surgery in selected patients.

From the patient’s perspective, functional outcomes, such as 
nocturnal bowel movements, urgency, sleep disruption, and 
the impact on work productivity, travel, and social participa-
tion, are often more meaningful than traditional clinical end-
points. These considerations should be addressed explicitly 
during preoperative counseling. Multidisciplinary team involve-
ment and shared decision-making are essential to ensure that 
care remains optimal and patient-centered.50,51 When appropri-
ately indicated and timed, elective colectomy or proctocolec-
tomy can provide durable symptom control and restoration 
of QoL.52

The timing of surgical intervention is a key determinant of out-
comes in UC. Evidence shows that early surgery following failure 
of optimised medical therapy is associated with improved post-
operative recovery, reduced morbidity, and better long-term 
QoL.50,51,53 Several predictive markers, including elevated 
C-reactive protein, hypoalbuminemia, and steroid-refractory dis-
ease, help identify patients likely to require colectomy and should 
prompt early referral for surgical assessment.8,54 Conversely, delay-
ing surgery increases the risk of emergency colectomy, which is 
associated with higher rates of postoperative complications, pro-
longed hospitalization, and increased mortality.50,55,56 Psychosocial 
factors, such as depression, are also linked to delayed surgical 
intervention and poorer outcomes.57

In patients with medically refractory UC, minimally invasive 
colectomy [MIC] is the standard approach in expert centers, 
as it optimises postoperative recovery, preserves fertility, and 
facilitates future restorative procedures. However, the choice 
of surgical technique should be individualized based on surgeon 
expertise, patient comorbidities, and institutional resources. 
Open colectomy should be reserved for patients in whom min-
imally invasive surgery [MIS] is not safe or is not technically 
feasible, with consideration given to referral to centers with 
appropriate expertise when elective surgery is planned.

High-quality RCTs directly comparing MIC with open col-
ectomy [OC] in UC are currently lacking. Laparoscopic and 
robotic approaches have been reported as technically feasi-
ble;58–60 such reports have frequently focused on technical 
aspects or pouch-related procedures rather than direct compar-
isons between MIC and OC.61–65 Nonetheless, evidence from 
meta-analyses and large database studies indicates that MIC is 
safe, is feasible, and confers clinically relevant benefits, includ-
ing reduced morbidity, faster recovery and shorter hospital 
stay, lower rates of adhesions and incisional hernias, improved 
cosmesis, and superior QoL outcomes.66–70 Of particular impor-
tance, laparoscopic surgery is consistently associated with 
improved female fecundity, probably due to reduced formation 
of pelvic adhesions.71,72 These findings are consistent with 
ECCO surgical and fertility guidelines, which recommend lap-
aroscopy as the preferred surgical approach in UC and empha-
size its potential to reduce infertility risk.20,73

There is a paucity of data regarding the optimal length of 
the rectal stump following subtotal colectomy, and no random-
ized trials have been conducted to date. Two small retrospective 
studies evaluated outcomes associated with short versus long 
rectosigmoid stumps. The first study reported that short rectal 
stumps divided below the peritoneal reflection [n = 9] were asso-
ciated with a significantly higher incidence of stump dehiscence 
compared with stumps divided above the reflection [n = 53]. 
Short stumps were also more frequently associated with tech-
nical difficulties during subsequent proctectomy.74 The second 
study found no significant differences between short intrapelvic 
rectal stumps [n = 25] and longer stumps exteriorized into the 
subcutaneous tissue [n = 35].75

Three main strategies exist for managing the residual rectal 
stump. These include intra-abdominal closure [Hartmann’s 
pouch], exteriorization as a mucous fistula, or placement of 
the closed remnant in the subcutaneous tissue. In practice, 
Hartmann’s pouch typically results in a shorter retained rectum 
than the other approaches. No randomized trials have com-
pared these techniques.

A systematic review of observational studies reported pooled 
incidences of stump leak, pelvic abscess or sepsis, and wound 
infection of 4.9%, 5.7%, and 11.3%, respectively. Subcutaneous 
placement was associated with the highest incidence of stump 
leak [12.6%], while mucous fistula was associated with the 
highest rate of wound infection [18.5%]. Stapled or oversewn 

Statement 1

We recommend surgical treatment when moderately-to-severely 
active UC is refractory to optimised medical therapy [EL3] 
[Agreement 97.5%]

Surgery in an elective setting could improve outcomes and reduce 
the risk of emergency surgery and complications [EL4] 
[Agreement 97.5%]

Statement 2

We suggest minimally invasive surgery for performing colectomy 
in patients with medically refractory UC [EL3] [Agreement 97.6%]

Statement 3

We suggest avoiding a short rectal stump below the peritoneal 
reflection in subtotal colectomy [EL5] [Agreement 100%]

D
ow

nloaded from
 https://academ

ic.oup.com
/ecco-jcc/article/20/6/jjag072/8722674 by EC

C
O

 M
em

ber Access user on 09 July 2026



6� Journal of Crohn’s and Colitis, 2026, Vol. 20 and No. 6

Hartmann’s pouches were more frequently associated with 
pelvic abscess or sepsis [11.1%].76 A Swedish retrospective 
cohort study found that subcutaneous placement [n = 144] did 
not reduce the risk of severe complications and was associated 
with significantly higher rates of wound and stoma complica-
tions compared with Hartmann’s pouch [n = 157].77 Another 
multicenter cohort study comparing exteriorization of the rec-
tosigmoid stump at the ileostomy site [ileo-sigmoidostomy, 
n = 102] with closed rectal stump [n = 212] after laparoscopic 
subtotal colectomy revealed significantly higher rates of 
stoma-related complications in the ileo-sigmoidostomy group, 
although rates of surgical reintervention did not differ. 
Conversely, patients with ileo-sigmoidostomy were more likely 
to undergo subsequent pouch surgery laparoscopically.78

Taken together, due to the heterogeneity and limitations of 
the available observational data, no firm recommendation can 
be made regarding the optimal rectal stump length or manage-
ment strategy following subtotal colectomy. Nevertheless, a 
short rectal stump should be avoided given the increased risk 
of pelvic sepsis and the technical challenges posed during sub-
sequent completion proctectomy, particularly when IPAA is 
planned. Management decisions should be individualized based 
on intraoperative findings, patient comorbidities, and surgeon 
experience, with a clear discussion of the advantages and dis-
advantages of each approach with the patient.

Following subtotal colectomy [STC] for UC, patients may pro-
ceed to completion proctectomy with IPAA or remain with a per-
manent end ileostomy, with or without completion proctectomy. 
Reported rates of restorative versus non-restorative surgery vary 
widely. A large series from 2009-2021 revealed that approxi-
mately 45%-70% of patients ultimately undergo IPAA, while 
30%-50% remain with a permanent ileostomy.79–82 In a study by 
Chen et al. [2009-2019], 50.2% underwent IPAA, 33% had no 
further surgery, and 16.8% underwent completion proctectomy 
with end ileostomy.80 Similarly, Deyrat et al. [2013-2021] reported 
that 67% underwent reconstruction (74% IPAA, 26% ileorectal 
anastomosis [IRA]), while 33% remained with permanent ileos-
tomy.81 In contrast, Stephens et al. reported that 69% underwent 
proctectomy and 44% IPAA.82 Despite declining overall surgical 
rates for UC, the proportion of patients undergoing pouch recon-
struction has remained stable.79

QoL following restorative and non-restorative surgery 
appears comparable, with both approaches associated with 
high patient satisfaction and durable disease control.83,84 
Consequently, patient-specific factors largely determine the 
choice between reconstruction and permanent diversion. 
Predictors of non-restorative surgery include older age, medical 
comorbidities, neoplasia, diagnostic revision to Crohn’s disease, 
prior open surgery, complications following STC, and treat-
ment at low-volume hospitals.80–82,85 Age is a particularly 

influential factor; a study by Stephens et al. among patients 
aged >65 years revealed that 24% underwent restorative sur-
gery, while 76% underwent non-restorative surgery.82

Perioperative morbidity also influences decision-making. 
Patients undergoing IPAA with a diverting loop ileostomy have 
higher early readmission rates due to dehydration than 
non-restored patients [29% vs 4%; P < .0001], although 
long-term rates of acute or chronic renal failure are not 
increased, and 95% of temporary ileostomies are eventually 
reversed.86 In patients with UC and PSC requiring liver trans-
plantation, outcomes following IPAA and end ileostomy are 
comparable in terms of graft survival, rejection episodes, PSC 
recurrence, and re-transplantation, although patients with end 
ileostomy may remain at risk for parastomal varices.87,88

In summary, both restorative and non-restorative strategies 
following STC provide excellent QoL, although rates of IPAA 
vary across centers and patient populations. Shared 
decision-making should be individualized, incorporating 
patient age, comorbidities, diagnosis, neoplasia, perioperative 
risk, and, critically, patient preferences. For patients in whom 
the rectal stump is retained, endoscopic surveillance for rectal 
cancer is an essential component of long-term management.89

Although IPAA remains the gold standard for restoring intes-
tinal continuity after subtotal colectomy in European guide-
lines,20 patients should be fully informed about all available 
options, including IRA.90–93 Decision-making in this context 
should be further individualized [eg, for patients with dysplasia 
in the resected colon who have higher cancer risk in the remain-
ing rectum94]. There is a paucity of data on sexual function, 
QoL, and the impact of the laparoscopic era on fertility when 
comparing IRA with other possible alternatives.90,92,93,95

IRA may allow avoidance of pelvic dissection, pouch-related 
complications, or a permanent stoma, even if only temporarily. 
This consideration may be particularly relevant for younger 
patients who are pursuing higher education, establishing 
careers or relationships, or planning a family. Ongoing 
research, including the ongoing multicenter prospective 
CRUISE study [Colectomy Reconstruction for Ulcerative colitis 
In Sweden and England], is expected to provide important  
comparative data to inform future decision-making.96

In the context of restorative proctocolectomy for UC, recon-
structive options include IPAA, IRA, and continent ileostomy 
[Kock pouch]. Each option entails specific risks, benefits, and 
long-term considerations and should be evaluated considering 
cancer risk, functional outcomes, and patient values.

IPAA remains the standard of care, with favorable long-term 
outcomes, particularly when performed in high-volume centers. 
Lower rates of pouch failure, complications, and reoperations 
have been observed when surgery is undertaken by experienced 
colorectal teams.97

Statement 4

After initial subtotal colectomy, we suggest patients undergo 
completion proctectomy with or without reconstruction with 
IPAA. Alternatively, the rectal stump may be left in situ with endo‑
scopic surveillance [EL3] [Agreement 100%]

Statement 5

We suggest that patients with UC and a minimally affected rectum 
can be offered the option of an IRA, but due to the increased risk of 
rectal cancer or dysplasia, IPAA remains the gold standard for res‑
toration of gastrointestinal continuity [EL4] [Agreement 100%]
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IRA may be appropriate for selected patients, especially 
those with minimal rectal inflammation and a strong desire 
to preserve fertility or optimise continence. Comparative 
studies98 and meta-analyses94 have demonstrated improved 
functional outcomes with IRA, with up to 66% of patients 
reporting high QoL.80,84 These findings were confirmed in a 
2019 systematic review.99 IRA is also associated with a lower 
risk of infertility when compared with IPAA in both men 
and women.100,101

The principal limitation of IRA is the increased risk of rectal 
cancer and its intrinsic failure rate.

A Swedish cohort study102 and a 2016 meta-analysis103 
reported higher rates of rectal cancer following IRA [2.4%] 
compared with IPAA [0.5%], with an odds ratio [OR] of 6.4 
for colorectal cancer in the retained rectum. Nevertheless, 
favorable outcomes may be achieved with rigorous endoscopic 
surveillance.104,105 In patients with PSC, the likelihood of under-
going restorative surgery, as well as functional outcomes and 
failure rates following IRA or IPAA, appear broadly compara-
ble.106 However, a 6-fold higher risk of rectal cancer was 
reported in patients with PSC undergoing IRA compared with 
those without PSC.102

Long-term failure rates of IRA are higher than those of IPAA. 
A French multicenter study reported IRA failure rates of 27% 
and 40% at 10 and 20 years, respectively, with prior immuno-
suppressive therapy identified as a key risk factor.107 Similar 
findings were reported in a systematic review,93 and other stud-
ies have confirmed higher long-term failure rates compared 
with IPAA.108

Continent ileostomy [Kock pouch] is much less frequently 
performed but remains a viable option to conventional 
restorative proctectomy in selected circumstances, particu-
larly after failed IPAA or when IPAA is contraindicated. In 
a Swedish registry study, 74% of 727 patients required reop-
eration over a median follow‑up of 27 years, and 11% ulti-
mately required pouch excision.109 Another study reported 
high patient satisfaction [84%] and QoL outcomes compa-
rable with the general population.110 Conversion from failed 
IPAA to Kock pouch has shown outcomes similar to primary 
Kock pouch construction, supporting its role as a salvage 
procedure.111,112 Compared with IPAA, the Kock pouch is a 
technically more demanding procedure associated with 
higher complication, reoperation, and failure rates. Indeed, 
the Kock pouch requires dedicated surgical expertise and 
follow-up and a motivated, well-informed patient who 
accepts regular catheterizations to empty the pouch and the 
likelihood of repeat procedures to restore function. Indeed, 

a systematic review reported high reoperation rates [20.8%-
65%], mostly due to valve failure.113

Overall, shared decision-making is essential and should 
incorporate disease phenotype, cancer risk, functional priorities 
[continence and fertility], and patient preferences. Individualized 
planning in specialized centers, with comprehensive counseling 
regarding risks, benefits, and long-term follow-up require-
ments, is recommended to optimise outcomes.

A sporadic dysplastic lesion, defined by the absence of dys-
plastic field change in the surrounding or remaining bowel, 
may be managed with endoscopic resection and surveillance, 
provided complete en bloc excision is feasible and ongoing 
surveillance is possible.40

In highly selected patients with cancer, such as women wish-
ing to preserve fertility, elderly or frail patients, or those with 
metastatic disease, limited oncologic resection, including ileo-
rectostomy, may be considered.114 In such cases, the cancer 
should be very probably sporadic, with mild or quiescent 
inflammation in the remaining bowel. Meta-analyses and sys-
tematic reviews of retrospective studies have not demonstrated 
clear differences in postoperative outcomes between segmental 
resection and total proctocolectomy.15,115 However, due to the 
high risk of bias and low quality of evidence, equivalence 
between these strategies cannot be assumed, and erring on the 
side of an oncologic proctocolectomy is clearly advised.

Pouch formation may be contraindicated in cases of rectal 
cancer treated with chemoradiotherapy, as postoperative func-
tion is often poor. In addition, pouch construction may not be 
technically feasible following oncologic proctocolectomy with 
high ligation of the ileocolic vessels. For guidance on pouch 
formation in patients with dysplasia or cancer and 
PSC-associated UC, see the statement 20 and its supporting 
text at the end of the present guidelines.

The role of the appendix in UC has garnered increasing inter-
est since the first case-control study in 1987 demonstrated an 
inverse association between prior appendectomy and UC devel-
opment.116 More recently, appendectomy has been explored as 
a potential therapeutic intervention in adults with 
therapy-refractory UC. Evidence from systematic reviews and 
prospective cohort studies suggests that appendectomy may 
induce clinical and endoscopic improvement and may delay or 
obviate the need for colectomy in a subset of patients.117–122

One systematic review reported that appendectomy prior to 
UC onset was associated with a lower relapse rate compared 

Statement 6

In patients with UC requiring colectomy, we suggest that recon‑
structive options should be selected based on cancer risk, func‑
tional outcomes, and patient preferences. While IPAA remains 
the standard of care [EL3], IRA is an option for selected patients. 
IRA may be associated with improved functional and fertility out‑
comes but requires endoscopic surveillance and probably medical 
treatment [EL3]. The continent ileostomy [Kock pouch] is a valid 
option in patients with a failed IPAA, contraindications to IPAA, 
or those who prefer it [EL4] [Agreement 100%] Statement 7

We suggest an oncologic proctocolectomy, with or without pouch 
formation, as the optimal surgical intervention for UC when col‑
orectal cancer or dysplasia is present [EL4] [Agreement 100%]

Statement 8

We suggest laparoscopic appendectomy is an option for selected 
patients with therapy-refractory UC [EL3] [Agreement 100%]
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with non-appendectomized controls [57.1% vs 78.6%, abso-
lute risk reduction 21.5%; 95% CI 1.71-45.92].117

Another meta-analysis suggested a potential reduction in 
disease activity following appendectomy in selected patients. 
Among prospective cohorts, the Dutch PASSION study119 
demonstrated that nearly half of the 28 patients initially 
referred for proctocolectomy achieved clinical response 
[46.4%] or endoscopic remission [17.8%] at 12 months after 
appendectomy, while 32.1% required colectomy during that 
period.119 Long-term follow-up [median 8 years] showed sus-
tained benefit in approximately one-third of patients, with 
colectomy rates remaining similar [36%].120 Therapeutic benefit 
appears more likely in younger patients and in patients with 
proctitis or left-sided colitis than in those with extensive 
disease.118,119,121,123

Although no increased colorectal cancer risk has been 
observed in these cohorts, other studies have reported an 
increased risk of dysplasia and colorectal cancer in appendec-
tomized patients.124,125 Therefore, continued endoscopic sur-
veillance remains essential when the colon is preserved.118,122

The ACCURE trial43 provided the first randomized controlled 
evidence in a related population, namely patients in remission 
without biologic therapy but with a recent flare. This pragmatic, 
international RCT demonstrated that elective laparoscopic appen-
dectomy combined with standard medical therapy significantly 
reduced 1-year relapse rates compared with standard therapy 
alone [36% vs 56%; risk ratio: 0.65; 95% CI: 0.47-0.89], without 
an increase in serious adverse events. While not directly addressing 
therapy-refractory disease, these findings support a possible 
disease-modifying role for appendectomy in selected patients. 
Thus, appendectomy combined with standard medical therapy 
may be offered to UC patients in remission as a safe strategy to 
reduce the risk of relapse.

The recently completed COSTA study provides comparative 
data in biologic-exposed patients with active UC refractory to 
advanced medical therapy.44 In this multicenter, patient-preference 
interventional cohort, clinical remission at 12 months was achieved 
in 32.8% of patients undergoing laparoscopic appendectomy 
compared with 12.2% of those who switched to a Janus kinase 
inhibitor [difference 20.6 percentage points; 95% CI: 6.1-35.1; 
P = .01]. Endoscopic response was also higher in the appendectomy 
group [48.4% vs 25.6%; P = .018], with a low complication rate 
[4% minor complications]. Although confirmation in randomized 
trials is required, these findings suggest a potential disease-modifying 
effect of appendectomy in biologic-exposed UC.

In clinical practice, appendectomy should be considered in 
selected patients with moderate-to-severe UC refractory to bio-
logics or small-molecule therapies. Appendectomy is also a safe 
strategy in patients on continued standard medical therapy to 
reduce relapse rate. The surgical technique used in the 
PASSION, ACCURE, and COSTA trials, and recommended 
herein, is as follows: laparoscopic appendectomy with resection 
of the appendiceal orifice together with the caecal base and any 
periappendicular red patch using a laparoscopic endostapler. 
Care should be taken to avoid creating stapler‑induced stenosis 
of the ileocaecal junction.

Given the limited and predominantly observational evidence 
base, decisions should be made within a multidisciplinary 
framework in specialized centers and should explicitly incor-
porate patient values and preferences. Where possible, appen-
dectomy should be offered with inclusion in a clinical registry 
and supported by structured long‑term follow‑up.

5. Perioperative optimisation

Preoperative risk assessment in patients with UC should include 
a systematic evaluation of nutritional status and body compo-
sition, as both are important predictors of postoperative out-
comes. Protein-energy malnutrition and sarcopenia are 
independently associated with an increased risk of postopera-
tive infections, wound complications, and prolonged hospital-
ization.126,127 In a cohort of 3008 patients with IBD, 23%-54% 
of patients experienced >10% weight loss in the 6 months pre-
ceding surgery, while hypoalbuminemia was associated with a 
longer length of hospital stay [OR: 1.66; 95% CI: 1.27-2.18].8 
Despite limited evidence from interventional trials, expert con-
sensus supports routine nutritional screening and individual-
ized correction of identified deficits.127 In contrast, obesity 
(body mass index [BMI] > 30 kg/m2) does not appear to signifi-
cantly increase the risk of septic or overall postoperative com-
plications [OR: 1.11 and 1.08, respectively], although it may 
be associated with increased operative complexity and a mod-
estly prolonged length of stay [mean difference: 0.36 days; 95% 
CI: 0.04-0.69].128 ECCO published in 2025 a consensus on 
dietary management of IBD that reviews and advises on nutri-
tional assessment and treatment.

Chronic exposure to corticosteroids has consistently been 
associated with an increased risk of surgical-site infections 
[SSIs], including sepsis and anastomotic dehiscence. Higher 
doses of systemic corticosteroids (≥20 mg prednisolone or 
equivalent for 4 weeks and more) at the time of restorative 
proctectomy or proctocolectomy are associated with an 
increased risk of SSI. Available evidence supports a tapering 
strategy, with the aim of discontinuation at least 30 days prior 
to elective surgery whenever clinically feasible.129–131

Interpretation of the available data on biologics is compli-
cated by the fact that most studies have pooled all UC-related 
surgical procedures when analyzing postoperative complica-
tions, potentially underestimating the impact of biologics on 
outcomes following restorative surgery, particularly pouch 
formation. In the PUCCINI trial, <30% of patients 

Statement 9

We suggest optimising nutrition preoperatively, as this has an 
impact on postoperative outcomes in IBD [EL5] [Agreement 97.5%]

Routine enteral or parenteral nutrition is not supported [EL5] 
[Agreement 97.5%]

Statement 10

We recommend tapering corticosteroids to <20 mg before elec‑
tive proctectomy or restorative surgery [EL4] [Agreement 94.6%]

We suggest that biologics [EL4] and small molecules [EL5] prob‑
ably do not need to be stopped preoperatively taking into account 
the dosing interval [Agreement 94.6%]
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underwent restorative surgery, limiting the applicability of 
its findings to pouch-related complications.132 While anti-TNF 
and anti-integrin therapies may be continued safely in the 
preoperative period,131–133 evidence regarding small-molecule 
therapies remains insufficient to provide definitive perioper-
ative recommendations. A pragmatic approach is to schedule 
surgery at the end of the dosing interval of biologics to min-
imize any potential impact of these agents on perioperative 
complications. Janus kinase inhibitors (tofacitinib, upadaci-
tinib) should be withheld for 3 days prior to surgery, in accor-
dance with American College of Rheumatology/American 
Association of Hip and Knee Surgeons perioperative man-
agement guidelines.134,135 Selective sphingosine-1-phosphate 
receptor modulators (odazinomod, etrasimod) have demon-
strated low rates of serious infection,136 yet lymphocyte sup-
pression persists for several weeks after discontinuation. 
Hence, perioperative management should be individualized, 
taking into account the type of surgery, infection risk, and 
underlying disease activity.

In summary, individualized preoperative optimisation, par-
ticularly addressing nutritional deficiencies, frailty, and immu-
nosuppressive exposure, remains essential to reduce operative 
risk in patients with UC.

Patients with active UC undergoing surgery are at substan-
tially increased risk of postoperative venous thromboembolism 
[VTE]. The reported incidence following colonic resection 
ranges from 0.6% to 8.9%, with most events occurring within 
the first 2-4 weeks postoperatively.134 Population-based data 
demonstrate that surgical patients with UC have a significantly 
higher risk of VTE than controls [hazard ratio: 1.78; 95% CI: 
1.41-2.24], with this increased risk persisting for up to 6 weeks 
following hospital discharge.135

A large US cohort study reported a 90-day post-discharge 
VTE rate of 5.8% among patients with UC,135 and prospective 
studies have shown evidence of persistent hypercoagulability 
for up to 8-12 weeks postoperatively.136 A recent multicenter 
study has further refined risk stratification in this population. 
Identified risk factors for post-discharge VTE included older 
age, corticosteroid use [OR: 1.91; 95% CI: 1.37-2.66], obesity 
[BMI ≥ 35 kg/m2; OR: 2.34; 95% CI: 1.49-3.67], and postop-
erative complications, such as anastomotic leak [OR: 2.24; 
95% CI: 1.31-3.83] or ileus [OR: 2.60; 95% CI: 1.91-3.54].137 
The most recent meta-analysis included 123 studies with over 
23 million patients. The strongest predictors of VTE were prior 
VTE [OR: 4.44; 95% CI: 2.63-7.49], surgical complications 
[OR: 3.06; 95% CI: 2.48-3.77], urgent surgery [OR: 2.33; 95% 
CI: 1.62-3.35], blood transfusions [OR: 2.68; 95% CI: 

1.17-6.12], hypoalbuminemia [OR 2.25; 95% CI: 1.93-2.62], 
and total parenteral nutrition [OR, 2.21; 95% CI: 1.85-2.64]. 
Treatment with corticosteroids [OR: 1.60; 95% CI: 1.46-1.76] 
but not anti-TNF-α agents [OR: 0.66; 95% CI: 0.46-0.97] were 
associated with an increased risk of VTE.138

Despite these findings, evidence supporting routine 
extended-duration prophylaxis for all surgical patients with 
UC remains limited, and most VTE events still occur  
during hospitalization despite standard in-hospital 
thromboprophylaxis.139

Accordingly, in-hospital pharmacological prophylaxis is 
strongly recommended.140,141 Extended-duration prophylaxis 
for 4 weeks post-discharge may be considered for high-risk 
patients (major abdominal or pelvic surgery, active UC, sys-
temic corticosteroid therapy, prior VTE, malignancy, or 
reduced mobility), with careful consideration of bleeding risk 
and patient preferences.140,141 There is currently insufficient 
evidence to support universal extended prophylaxis, as RCTs 
are lacking. Therefore, an individualized, risk-based approach 
is recommended, and clinical judgement is required when deter-
mining the appropriateness of extended prophylaxis136,142 after 
discharge. For routine post‑surgical prophylaxis, low‑molecu-
lar‑weight heparin is preferred over direct oral anticoagulants 
because of the limited evidence base and concerns regarding 
drug absorption in this patient population.

6. Restorative proctectomy

Current evidence, derived mainly from systematic reviews and 
cohort studies, indicates that minimally invasive approaches, 
both laparoscopic and robotic, are safe and effective for IPAA 
in adults with medically refractory UC.58,60,143–154

Across studies, rates of SSI are similar or lower with MIS 
compared with open surgery [robotic vs open;143,146 laparo-
scopic vs open144,150,154]. Lower rates have been reported when 
robotic, laparoscopic, and open approaches are directly com-
pared.151 Superficial SSI rates are consistently lower with 
MIS.147 Reported SSI rates were 1.8% for laparoscopic, 3.6% 
for robotic, and 4.7% for open procedures.145 Overall postop-
erative morbidity is comparable or reduced with MIS. MIS 
proctectomy with IPAA is also generally associated with shorter 
hospital stay and faster recovery of bowel function in many 
studies,143,145–149,152 although some report no significant differ-
ences compared with open surgery.144,150,154

Laparoscopic IPAA is associated with lower overall com-
plication rates,144,145,150–152,154 reduced rates of postoperative 
ileus,144,151,154 and fewer septic complications151 compared with 
open surgery. While some series have reported higher overall 
complication rates with robotic IPAA, rates of severe compli-
cations, such as anastomotic leak or sepsis, are similar to or 
lower than those observed with open surgery [robotic 9%; 

Statement 11

We recommend in-hospital thromboembolic prophylaxis for 
patients with UC undergoing surgery [EL3]. We suggest 
extended-duration thromboembolic prophylaxis [approximately 
4 weeks post-discharge] should be considered for high-risk 
patients after surgery [EL4] [Agreement 95.3%]

Statement 12

We recommend minimally invasive [laparoscopic or robotic] IPAA 
as the preferred approach [EL3] [Agreement 97.4%]
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laparoscopic 3%].143,146 Although robotic IPAA is often asso-
ciated with longer operative times and higher in-hospital 
costs, short-term outcomes and functional results are compa-
rable with those of laparoscopic and open approaches.58–60 
Conversely, open surgery has been identified as an indepen-
dent risk factor for increased morbidity [OR: 5.4; 95% CI: 
1.4-20.5; P = .014].144 No significant differences between sur-
gical approaches have been demonstrated for 30-day mortal-
ity,143–147,150,151,154 reoperation rates,144,145,151,152 pouch 
failure,148,150 continence, bowel-movement frequency, 
or QoL.152

Evidence regarding fertility outcomes after restorative proc-
tocolectomy is mixed. Early small studies suggested that lapa-
roscopic surgery reduces postoperative adhesions and may 
improve female fecundity compared with an open proce-
dure.71,72,155 However, larger cohort studies have not confirmed 
this association and report comparable fertility rates between 
open and minimally invasive approaches.101,156 Male fertility 
and sexual function may also be affected following IPAA, due 
largely to pelvic-nerve injury rather than the surgical approach 
itself. A full laparoscopic approach is associated with higher 
pregnancy rates and reduced need for adhesiolysis during sub-
sequent abdominal surgery. Consequently, laparoscopic restor-
ative proctectomy with IPAA should be considered, particularly 
in women of reproductive age.

Despite the absence of RCTs, the consistency of available 
evidence supports MIS for IPAA, provided there is appropriate 
patient selection, surgical expertise, and timely intervention. 
Importantly, preference for a minimally invasive approach 
should not delay surgery when urgent operative management 
is required, with consideration given to referral to centers with 
appropriate expertise when elective surgery is planned.

During IPAA surgery for UC without neoplasia, rectal dis-
section may be performed using either close rectal dissection 
[CRD] or the total mesorectal excision [TME] plane. CRD 
involves dissection through a non-anatomical, peri-muscular 
plane close to the muscularis propria of the rectum.157 This 
technique aims to preserve autonomic nerve function but is 
technically more demanding than TME due to increased bleed-
ing and the challenges of operating outside embryological 
planes. TME, by contrast, is performed within an avascular 
anatomical plane but carries a higher risk of autonomic 
nerve injury.

An RCT including 59 patients [CRD: n = 28; TME: n = 31] 
demonstrated that CRD was associated with a lower rate of 
severe complications and improved short-term QoL compared 
with TME. Thirty-day morbidity and QoL were assessed using 
the SF-36, GIQLI, and COREFO questionnaires. The authors 

postulated that the lower leak rate observed with CRD may be 
related to sealing of a small posterior defect, thereby reducing 
dead space behind the pouch and the risk of presacral abscess 
formation.157

Levic et al. described a CRD-based technique involving divi-
sion of all vessels between the superior rectal vessels, middle 
rectal vessels, and the rectal wall to expose the longitudinal 
muscle fibers of the rectum.158 This approach facilitates poste-
rior and lateral dissection while maintaining close proximity 
to the rectal wall down to the pelvic floor. A stapled pouch is 
then created through the ileostomy site before proceeding with 
the perineal phase of the procedure, which includes a transanal 
approach. Although this study did not directly compare CRD 
with TME, the authors favored CRD based on technical and 
theoretical advantages.

A further single-center retrospective study of 289 patients 
with a median follow‑up exceeding 7 years found no signif-
icant differences in most long-term outcomes between CRD 
and TME.159 However, a lower incidence of chronic pouch 
failure due to septic complications was observed in the CRD 
group than in the [sub]TME group [0.8% vs 6.2%]. This 
supports the hypothesis that preservation of mesorectal fat 
may reduce postoperative pelvic sepsis by minimizing dead 
space while maintaining lymphatic and neural integrity. 
These findings may be confounded by the higher proportion 
of CRD patients undergoing transanal minimally invasive 
proctectomy combined with laparoscopic abdominal 
surgery.159

More recently, the MIRACLE collaborative study, which 
included six tertiary IBD centers across four European coun-
tries, reported that pouch construction in high-volume centers 
and proctectomy performed using CRD were significant  
predictors of intermediate-term stoma-free survival.160

A novel “near-TME” technique has been proposed, which 
seeks to combine the advantages of CRD and TME by reduc-
ing autonomic nerve injury while limiting residual mesorec-
tal tissue; however, robust outcome data are not yet 
available.161,162

Altogether, current evidence supports the use of CRD in 
patients without neoplasia, although the data remain inconclu-
sive. Surgical approaches should therefore be individualized.

IPAA may be performed as a one-, two-, or three-stage 
procedure, preferably using a minimally invasive approach 
[Figure  1]. The modified two-stage procedure consists of 
subtotal colectomy followed by proctectomy with pouch 
construction without creation of a diverting ileostomy. The 
only available meta-analysis included 10 observational stud-
ies with 1727 patients [38% modified two-stage] and 
demonstrated comparable overall complication rates 
between the modified two-stage and traditional restorative 

Statement 13

Close rectal dissection may offer advantages over total mesorec‑
tal excision, particularly in reducing complications and improving 
short-term outcomes. We suggest individualizing the choice 
between close rectal dissection and total mesorectal excision, 
considering surgeon expertise, patient characteristics, and insti‑
tutional experience [EL2] [Agreement 100%]

Statement 14

We suggest 3-stage, classical 2-stage, and modified 2-stage IPAA 
all as valid surgical options depending on patient selection, as 
they show comparable overall complication rates [EL3] 
[Agreement 100%]
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Figure 1.  Staged procedures for restorative proctocolectomy. In one‑stage surgery, proctocolectomy and ileal pouch anal anastomosis [IPAA] are 
performed in a single operation without construction of a diverting loop ileostomy. In classical two‑stage surgery, proctocolectomy and IPAA are 
performed simultaneously with creation of a diverting loop ileostomy, which is subsequently closed. In modified two‑stage surgery, subtotal colectomy 
with end ileostomy is performed as the initial procedure, followed by completion proctectomy with IPAA at a later stage, without a diverting loop 
ileostomy. In three‑stage surgery, the initial step consists of subtotal colectomy with end ileostomy, followed by completion proctectomy with IPAA and 
construction of a diverting loop ileostomy, which is closed during a subsequent operation. Published with permission from the Authors. © The Authors
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proctocolectomy approaches in both adult and pediatric 
populations.163

In adult cohorts with lower rates of preoperative biologic 
exposure, modified two-stage procedures were associated with 
lower leak rates than classical two-stage approaches [P < .001] 
but not when compared with three-stage procedures. No dif-
ference in leak rates was observed between modified two-stage 
and three-stage approaches in adult patients. The modified 
two-stage approach was associated with shorter hospital length 
of stay, although hernia formation rates were significantly 
higher in this group.163 More recent large retrospective studies 
largely confirm these findings.164–166

However, several studies reported a trend towards higher 
anastomotic leak rates with the modified two-stage approach 
compared with the three-stage approach, with one study 
demonstrating a statistically significant difference.167 Among 
pediatric patients, modified two-stage procedures were associ-
ated with higher anastomotic leak rates compared with 
three-stage approaches [P = .03].

These findings highlight the importance of close postopera-
tive monitoring following modified two-stage IPAA to allow 
for early detection and management of leaks, thereby achieving 
long-term outcomes comparable with strategies incorporating 
a diverting ileostomy.168

Some studies also suggest lower rates of small-bowel obstruc-
tion with the modified two-stage approach compared with 
classical two-stage or three-stage procedures. Overall hospital 
length of stay is generally shorter with the modified two-stage 
approach than with the three-stage procedure.163

Given the paucity of RCTs and the high likelihood of selec-
tion bias in available observational studies, no definitive rec-
ommendation can be made regarding the superiority of one 
staging strategy over another.

The theoretical functional advantages of S-, W-, and K-pouch 
configurations, related to their greater reservoir volume,169–171 
appear to be limited to the short term.170,172–174 Patients with 
S-pouches are more likely to experience pouch-related compli-
cations and pouch failure.175 Nevertheless, when mesenteric 
length is limited and reach to the anus is compromised, an 
S-pouch may be preferable. The J-pouch, however, offers more 
consistent functional outcomes174 and is easier to construct  
and teach, supporting its status as the preferred pouch 
configuration176,177

By convention, ileal J-pouches are typically 15-20 cm in 
length.178 Longer pouches are associated with increased pouch 
volume and reduced stool frequency,179,180 whereas shorter 
pouches are linked to inferior QoL and increased pouchitis 
rates.181 Conflicting evidence exists, with some studies reporting 
higher SF-36 scores and lower Öresland scores in patients with 
shorter pouches.182 Importantly, creation of a tension-free 
pouch is the most critical determinant of outcome, and the most 
dependent, tension-free loop of ileum should be selected as the 

pouch apex rather than adhering rigidly to a predeter-
mined length.

In summary, due to its reproducibility, technical efficiency, 
and favorable long-term functional outcomes, the ileal J-pouch 
remains the preferred pouch configuration.

When performing IPAA with a stapled anastomosis, it is 
generally recommended that the rectal cuff be limited to ≤2 cm. 
This approach preserves the anal transition zone and associated 
sensory function, thereby supporting continence, while mini-
mizing the risks of cuffitis, dysplasia, or malignancy arising 
from retained rectal mucosa. Evidence directly assessing opti-
mal cuff length is limited, and current practice is largely guided 
by expert consensus.

One retrospective cohort study, including 165 patients, 
compared outcomes between 25 patients with a long cuff 
and 138 patients with a short cuff.183 At 1 year postopera-
tively, bowel function was similar between groups, with no 
significant differences in stool frequency, nocturnal defeca-
tion, or soiling. Rates of cuffitis, pouchitis, and cuff-related 
neoplasia were also comparable. Although current data do 
not demonstrate a clear functional or oncologic disadvantage 
associated with a longer cuff, the low quality of evidence 
and potential long-term risks support maintaining a cuff 
length of ≤2 cm in routine practice.16

Both stapled and handsewn techniques are acceptable 
options for IPAA. The stapled approach preserves a short 
rectal cuff [ideally ≤2 cm], maintaining the anal transition 
zone and its sensory contribution to continence. However, 
retained rectal mucosa may be associated with cuffitis and, 
rarely, dysplasia or carcinoma. The handsewn technique, 
typically combined with mucosectomy, removes the rectal 
cuff and is therefore generally reserved for patients with 
rectal dysplasia or those undergoing redo pouch surgery. 
Available evidence does not demonstrate a clear difference 
in postoperative septic complications or anastomotic leak 
rates between stapled and handsewn IPAA. The largest sys-
tematic review to date including 8872 patients reported 
comparable leak rates between techniques.184 One retrospec-
tive study revealed higher leak rates following a transanal 
approach, the majority of which involved handsewn anas-
tomosis, suggesting that technical factors rather than 

Statement 15

We suggest the ileal J-pouch as the optimal configuration [EL3], 
which should be around 15 cm in length and tension free [EL5] 
[Agreement 100%]

Statement 17

IPAA can be constructed using either a stapled or a handsewn 
anastomosis. Given the higher risk of minor incontinence or seep‑
age with the handsewn approach, we suggest using the stapled 
technique in suitable patients [EL3] [Agreement 100%]

Statement 16

We suggest that the length of the rectal cuff or retained rectum 
be kept up to 2 cm, as longer cuffs may increase the risk of inflam‑
mation [cuffitis], dysplasia, or both [EL5] [Agreement 100%]
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anastomotic type may have influenced outcomes.29 Hospital 
length of stay appears similar between approaches, although 
data are limited due to underreporting.184

Anastomotic strictures occur more frequently following hand-
sewn IPAA and this approach is also associated with a higher risk 
of small-bowel obstruction.149,184 Despite anatomical differences 
in cuff preservation, long-term rates of cuffitis do not differ sig-
nificantly between stapled and handsewn techniques.184

Evidence regarding pouch failure is mixed. Several single-center 
cohort studies found no significant association between anasto-
motic technique and pouch failure,17,30–32 whereas other studies 
reported higher failure rates with handsewn IPAA, either on uni-
variable analysis or in systematic reviews.33,184

Functional outcomes are consistently superior following sta-
pled IPAA, with lower rates of seepage and minor incontinence 
and reduced pad usage.33,34,184 Anal manometry studies demon-
strate recovery of maximum resting pressure by 12 months in 
stapled IPAA, while pressures remain lower after handsewn 
anastomosis.184,185 Maximum squeeze pressure is also better 
preserved following stapled IPAA.185 Defecatory disorders, 
defined by Wexner scores ≥13 or Kirwan scores ≥2, occur less 
frequently in patients with stapled anastomoses.34 One retro-
spective study reported a higher incidence of dysplasia or car-
cinoma in the preserved anal transition zone following stapled 
IPAA, although such events remain rare.31

7. Experience and specialization

Outcomes following IPAA are consistently superior in 
high-volume centers that provide an interdisciplinary, holistic 
approach. A systematic review35 and multiple individual ser
ies36,186,187 demonstrated lower rates of pouch failure or pouch 
excision in such settings. Retrospective cohort studies further 
report fewer reoperations,186 shorter length of hospital stay,36 
and reduced readmission rates188,189 in high-volume centers. 
Although definitions vary, a minimum institutional volume of 
eight IPAA procedures per year has been proposed as a thresh-
old for improved outcomes,36 whereas ECCO set the desirable 
institutional volume at 10 IPAA procedures yearly in a recent 
position paper on Quality of Care Standards in Inflammatory 
Bowel Diseases.28

Similarly, higher individual surgeon volume is associated 
with better results. Retrospective cohort studies report lower 
rates of pouch failure,190 fewer perioperative complica-
tions,190,191 and shorter hospital stay36 when surgery is per-
formed by high-volume surgeons. Definitions of high surgeon 
volume vary across studies, ranging from more than 50 proce-
dures190 to more than 150 procedures over a surgeon’s career,191 
or more than 3.6 procedures per surgeon per year.36

Overall, pouch failure occurs in approximately 5%-10% of 
patients following IPAA.16 Failure may result from mechanical 

or inflammatory complications, including strictures, septic 
complications [leaks and fistulae], pouch volvulus, and cuffitis. 
Reported incidences vary widely; strictures occur in 5%-38% 
of cases [most commonly at the pouch–anal anastomosis or 
pouch inlet], fistulae in 1.5%-25%, volvulus in approximately 
0.2%, and cuffitis in 10%-30%.192–195 ECCO published in 2025 
a topical review on pouch disorders that reviews and advises 
on diagnostic and treatment approaches.16

Initial management is usually conservative and stepwise, 
involving local surgical or endoscopic interventions. Endoscopic 
approaches include clipping or presacral sinusotomy for leaks, 
and balloon dilatation or stricturotomy for strictures. These 
strategies achieve moderate success rates, although up to 15% 
of patients ultimately require abdominal surgery.196–198 Local 
treatments for pouch fistulae and septic complications, such as 
advancement flaps or autologous tissue grafts, have limited 
success but are frequently attempted before proceeding to 
abdominal surgery.193,199–201 Pouch volvulus may be temporarily 
managed with endoscopic detorsion but typically requires 
definitive surgical pexy, while cuffitis is managed with topical 
therapies or advanced medical treatment in refractory cases.195 
In patients with refractory complications, temporary diversion 
may complement local repair and is often necessary prior to 
transabdominal pouch revision or excision.202

Redo pouch surgery may be offered to selected patients in 
high-volume centers. Although functional outcomes are gener-
ally inferior to those following primary IPAA, symptom 
improvement can still be achieved. Established risk factors for 
pouch failure include pelvic sepsis [hazard ratio: 3.7; P < .0001] 
and Crohn’s disease [OR: 3.9; 95% CI: 1.1-15.9].187 Pouch 
excision is a complex, high-risk procedure, with reported com-
plication rates of 18%-63% (most commonly due to presacral 
sinus formation [9%-40%]) and mortality rates of 0.6%-1.4%. 
Both pouch revision and excision are associated with a risk of 
sexual and urinary dysfunction.203

Pouch-related adenocarcinoma is rare, with an estimated inci-
dence of 0.33%-0.35% over 20-50 years following UC diagnosis 
and <0.02% after 20 years following IPAA. Tumors most com-
monly arise in the rectal cuff or pouch body. Identified risk fac-
tors include neoplasia in the colectomy specimen and absence 
of mucosectomy. Abdominoperineal pouch excision is recom-
mended for the treatment of pouch-related adenocarcinoma.204

Statement 18

We recommend that reconstructive surgery after colectomy for 
UC with IPAA should be performed in specialized centers by expe‑
rienced surgeons [EL4] [Agreement 97.5%]

Statement 19

We suggest that early recognition and stepwise medical, endo‑
scopic, and surgical management of pouch complications may 
delay or prevent pouch failure. Collaboration with experienced 
centers is essential [EL5] [Agreement 97.2%]

Statement 20

We suggest reconstruction with an ileal pouch anal anastomosis 
as a safe option in patients with PSC [EL 2]. Reconstruction with 
an ileorectal anastomosis carries a higher risk of developing can‑
cer in the remaining rectum, when compared to patients without 
PSC or those who underwent reconstruction with ileal pouch anal 
anastomosis [EL 4] [Agreement 97.2%]
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Patients with PSC undergoing IPAA have an increased risk 
of acute and chronic pouchitis compared with patients without 
PSC, as demonstrated in a recent meta-analysis205 and a recent 
review.206 However, PSC has not been identified as a risk factor 
for IPAA failure.207–210

PSC is associated with an increased risk of neoplasia following 
IPAA in univariate analyses,211 but this association was not con-
firmed in multivariate analyses.95,206 In these studies, neoplasia 
of the pouch body and of the anorectal cuff were not analyzed 
separately. Conversely, colectomy followed by reconstruction 
with an IRA in patients with PSC appears to carry a higher risk 
of cancer development in the residual rectum compared with 
proctocolectomy and IPAA.102 This risk may be mitigated in 
patients without neoplasia in the resection specimen. Accordingly, 
some authors suggest that selected patients in whom the rectum 
is preserved and no dysplasia is present may be considered for 
IRA following thorough counseling.106,212

A systematic review found no evidence that proctocolectomy 
with IPAA influences the course of PSC and no correlation was 
observed between the severity or course of PSC and pouchitis, 
suggesting that the two conditions progress independently.206 
Data are inconclusive regarding the influence of reconstruction 
type on graft survival following orthotopic liver transplantation 
[OLT] for PSC. However, the presence of colon in situ at the 
time of OLT or active colitis following OLT in patients with 
PSC-UC appears to increase the risk of recurrent PSC in the 
graft.213–215 Overall, there is no evidence that proctocolectomy 
with IPAA alters the natural course of PSC.206

8. Conclusion
The present guidelines summarize the current evidence on the 
surgical management of adult UC. They aim to inform and 
support decision-making when advising and treating patients 
who may benefit from surgery.

Surgical decision pathways in UC are complex, with multiple 
options and several critical junctures. In many areas of UC 
surgery, evidence remains limited, and some recommendations 
rely more on clinical expertise than robust data. This highlights 
relevant evidence gaps and the need for targeted research. 
Incorporating patient lifestyle preferences and expectations is 
essential to shared decision-making and to achieving the best 
possible standard of care.

Although sufficient training, technical expertise, and an ade-
quate caseload to achieve and maintain sub-specialization in 
IBD surgery are important, the key to success in managing UC 
is a multidisciplinary team, as no single specialist can address 
all clinical dimensions of the disease. These guidelines were 
developed with this interdisciplinary framework in mind.

Where evidence is very weak or absent and evidence-based 
recommendations cannot be made, ECCO-JCC offers comple-
mentary resources, such as Topical Reviews and Position 
Papers. As new evidence emerges, the ECCO e-Guide will allow 
rapid integration into practice, while formal guideline updates 
follow the ECCO-JCC schedule.

Guidelines provide structured recommendations, but clini-
cians must adapt them to individual patients and their prefer-
ences by combining expert judgement, available evidence, and 
institutional capabilities, along with willingness to refer a 
patient when appropriate.

These recommendations should be integrated into a broader 
multidisciplinary treatment plan that may include pharmaco-
logical, nutritional, psychological, and other 
non-pharmacological interventions. ECCO-JCC will support 
dissemination through workshops, e-learning activities, the 
ECCO e-Guide, and other educational platforms, and will pro-
mote implementation of these guidelines in daily clinical 
practice.216
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Disclaimer
The ECCO guidelines are intended to inform and support cli-
nicians in making evidence-based decisions regarding the med-
ical management of UC. They are not intended to define a 
minimal acceptable standard of care, to serve medicolegal 
purposes, or to endorse the use of any specific proprietary or 
commercial product. These guidelines are targeted at health-
care professionals only and are based on an international con-
sensus process. This process includes intensive literature 
research as explained in the methodology section, and may not 
reflect subsequent scientific developments, if any, until the next 
Guidelines update is prepared. Readers of the Guidelines 
acknowledge that research about medical and health issues is 
constantly evolving and diagnoses, treatments, and dose sched-
ules for medications are being revised continually. Therefore, 
the ECCO encourages all readers to also consult the most 
up-to-date published product information and data sheets pro-
vided by the manufacturers, as well as the most recent codes 
of conduct and safety regulations. Any treatment decisions are 
to be made at the sole discretion and within the exclusive 
responsibility of the individual clinician and should not be 
based exclusively on the content of the ECCO guidelines. The 
ECCO and/or any of its staff members and/or any consensus 
contributor may not be held liable for any information pub-
lished in good faith in the ECCO guidelines. ECCO makes no 
representations or warranties, express or implied, as to the 
accuracy or completeness of the whole or any part of the 
Guidelines. ECCO does not accept, and expressly disclaims, 
responsibility for any liability, loss, or risk that may be claimed 
or incurred as a consequence of the use or application of the 
whole or any part of the Guidelines. When the Guidelines men-
tion trade names, commercial products, or organizations, this 
does not constitute any endorsement by ECCO and/or any 
consensus contributor.

Data availability
The following material is available in the supplementary mate-
rials: the list and grading of each outcome; the specific search 
strings developed for each PICO question; a list of the full-text 
articles retrieved for final data extraction and analysis; and the 
OEBM tables for each PICO, including recommendations, lev-
els of evidence, and key findings.
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