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PURPOSE: Since 1988, surgeons at five hospitals have been anagement of the clinical and emotional se-
performing the Barnett continent intestinal reservoir uelae of colectomy tresents a challenein

(BCIR). The BCIR includes modifications to the original ! ) Yy P a '8ing
Kock pouch, designed to reduce the incidence of valve problem for patients, nurses, and physicians. An ideal
slippage and fistula formation. Principle modifications in-  surgical intervention will minimize both interference
clude an intestinal collar, an isoperistaltic vatve, andalateral  wjith the conduct of the patient’s daily life and subse-

pouch design. METHOD: This unique collaborative study . . - .
inciudes 510 ulcerative cofitis or familial polyposis patients, €Nt clinical complications of the procedure itself.

with a follow-up time from one to five years postopera- In 1952, Brooke® created an innovative ileal stoma
tively. RESULTS: Ninety-two percent still have functioning  in which a one-inch segment of ileum protrudes be-

reservoirs, Six and one-half percent have had their pouches ; ; g ;
setoved and replaced Witﬁ el Brookepgcosto- yond the abdominal watl. This permitted appliances

mies. Reoperation rate for major pouch-related complica- acting as fecal reservoirs to be more easily and se-
tions (other than pouch removal) was 12.8 percent. These  curely applied to the abdominal wall. However, some

compHlications included slipped valve (6.3 percent), valve . . 7
fistulas (4.5 percent), and pouch fistulas (6.3 percent). Sev- patients undergoing the Brooke ileostomy procedure

eral questions were administered to patients whose re-  Still experienced problems such as appliance leakage
sponses revealed a significant improvement in general qual-  and skin irritation. Despite such problems, the Brooke

ity of life, state of mind, and overall health. (}ONCLUSI.ONS: ileostomy was for many years the standard treatment
The BCIR represents a successful alternative to patients

with a conventional Brooke ilcostomy or those who are not {01 those patients requiring total proctocolectomy.
candidates for the ileal pouch-anal anastomosis. [Key Kock? published in 1969 his first series of patients
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PR Jicastomny; Jponcl Kock poueh; Procioculecinty, surgical intervention designed to eliminate the need

restorative]
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f{fg}?rgi?cegzﬁcgcﬁg‘ma?gggfxg’;;;‘e Brooke ileos-  opriong have appeared."f" ? . {

In 1978, Parks and Nicholls® published results of a
'series of patients undergoing an ileal pouch-anal
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tage of the IPAA is that it permits the maintenance of
rectal defecation. However, IPAA is not possible for
the many thousands of individuals who previously
had a proctocolectomy.

In 1979, Spencer and Barnett’° began to modify
the Kock pouch in an attempt to provide an ileostomy
alternative that both preserved the Kock pouch’s
elimination of the need for an external appliance and
decreased the complication rates that had been re-
ported with the Kock pouch technique. Bamett’s ex-
perience with a series of more than 300 Barnett con-
tinent intestinal reservoir procedures, using a
progressive series of modifications of his surgical
techniques, has been reported.™

This paper reports a collaborative study involving
five institutions and 12 surgeons, all using a common
surgical technique for performance of the Barnett
continent intestinal reservoir procedure. We provide a
brief technical description of the Barnett continent
intestinal reservoir technique used by the participat-
ing surgeons and further provide both clinical and
quality-of-life outcomes of patients who have under-
gone the Barnett continent intestinal reservoir proce-
dure. Additionally, an assessment of the place of the
Barnett continent intestinal reservoir technique as a
therapeutic option in treatment of inflammatory
bowel disease is provided.

Collaborating hospitals now jointly sponsor a pa-
tient registry for all patients undergoing the Barnett
continent intestinal reservoir procedure. This registry
is designed to permit data collection and patient fol-
low-up on an ongoing, prospective basis. The authors
intend to use this prospective data to supplement the
retrospective data reported in this paper and to per-
form a more sophisticated multivariate analysis of
selected variables as sufficient patient volumes ac-
crue.

METHOD

The surgeons, whose clinical results are presented,
developed expertise in the procedure in a structured
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program involving (among other things) opportunity
for direct observation of Dr. Barnett's operative tech-
nique. An informed consent process, which included
a complete description of alternative surgical options,
was used for all patients. Because the Bamett conti-
nent intestinal reservoir procedure is not considered
experimental, no Institutional Review Board approval
was sought at any of the participating institutions.

Patient Population/Patient Selection

Between January 1988 and December 1991, 510
Barnett continent intestinal reservoir procedures were
performed on patients presenting with an initial diag-
nosis of ulcerative colitis, familial polyposis, or con-
ditions other than Crohn’s colitis. Patients were all in
good health other than their primary bowel disorder.
Distribution of diagnoses in our series (Table 1) in-
cluded 475 patients with ulcerative colitis, 26 with
familial polyposis, and 9 with other diseases. Five
patients included in this series with an initial diagno-
sis of ulcerative colitis were subsequently thought to
have Crohn's disease. Only patients with an initial
diagnosis of Crohn’s disease are excluded from this
series.

Of the 510 patients who underwent the Barnett
continent intestinal reservoir procedure, 370 (72 per-
cent) were converted from a Brooke ileostomy, 92 (18
percent) had a total proctocolectomy and Barnett
continent intestinal reservoir as a primary procedure,
and 48 (9 percent) had a Barnett continent intestinal
reservoir conversion from a previously failed IPAA or
Kock procedure. Patient population consisted of 286
women (56 percent) and 224 men (44 percent). All
patients reported in this study have been followed for
a minimum of 0.8 and a maximum of 4.8 years post-
Barnett continent intestinal reservoir, with a mean
postoperative follow-up time of 2.2 years.

Data Collection

A study questionnaire was formulated as a result of
a consensus development process involving all 12

Table 1.
Reasons for Performance of the Barnett Continent Intestinal Reservoir
Primary Disease Brooks Primary Failed Alternative Total
Diagnosis Conversion Proctocolectomy Procedures Patients
Ulcerative colitis 344 86 45 475
Familial polyposis 20 3 3 26
Other 6 3 0 9
Total 370 92 48 510
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participating surgeons. Inpatient and outpatient sur-
gical records were reviewed, and relevant data were
abstracted.

Patients known to have had their pouch removed
were considered failures, and no further contact with
them was made. However, clinical information on
their readmissions and complications up to the time
of pouch removal were incorporated into the study
database.

The study questionnaire was sent to all patients
who were not known to have had pouches removed.
The questionnaire surveyed a variety of issues includ-
ing the current functioning of the Barnett continent
intestinal reservoir, occurrence of hospitalizations
outside the participating five centers, and impact of
the operative procedure on quality of the patient’s
life. A series of follow-up mailings were sent and
telephone calls made to nonrespondents. Of these, 73
percent of patients responded to one of the three
questionnaire mailings sent, and 27 percent were con-
tacted by telephone. In total, 86.7 percent of patients
in the study were followed to conclusion of the study
or to excision of the pouch. The remaining 13.3 per-
cent of patients who could not be found are included
in the analysis, assuming they have had no further
pouch-related surgeries, because this represented
such a small percentage of the total. Even assuming
that lost patients had failure rates twice that of found
patients, the addition of these two or three patients
would not have changed the overall failure rates ap-
preciably. Efforts are continuing to find these lost
patients. The lost patients are, however, excluded
from the quality-of-life analysis.

In an attempt to assess the existence of outcome
differences between participating centers, complica-
tion rates for four of five participating centers were
examined. (The fifth center had not accumulated suf-
ficient patients at the time of the study to permit
statistically valid comparisons.) Patient outcomes
were analyzed for the first postoperative year, only to
eliminate distortions caused by the fact that the sur-
geons at each center had been trained at different
times and hence had dissimilar long-term patient fol-
low-up intervals.

Procedural Description

Several differences exist between the Kock pouch
and the Barnett continent intestinal reservoir. These
are in both the valve and the pouch itself. The Kock
pouch uses an antiperistaltic valve that is held in place
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by surgical staples. The Barnett continent intestinal
reservoir valve is isoperistaltic in direction. The valve
is held in place both by surgical staples and a segment
of living intestine used as a collar at the valve-access
segment junction. It is our belief that these two ele-
ments are primarily responsible for our reduced rate
of valve slippage and pouch failure. The Kock pouch
is globular in orientation, and this gives the pouch a
naturally weak trifurcated suture line. The Barnett
continent intestinal reservoir uses a side-to-side ori-
entation to eliminate the trifurcated suture line.'" An
anterior serosal patch technique was initiated in Sep-
tember 1988 but was not universally used within the
series.

A brief technical description of the Barnett conti-
nent intestinal reservoir procedure is illustrated in
Figure 1. Approximately 60 to 65 cm of distal ileum is
used during the procedure. This includes 8 to 10 cm
for the collar, 15 cm doubled on itself (for a total of 30
c¢m) to construct the pouch itself, 12 em for the iso-
peristaltic valve, and 5 to 10 ¢m for the access seg-
ment to the outside. Limbs of the pouch are then
doubled back on themselves and sutured with a dou-
ble layer carried onto the anterior aspect of the pouch
(Fig. 1). The valve and access segment are measured,
and the bowel is divided proximal to this measure-

Figure 1. Technical illustration of BCIR.
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ment (Fig. 2). The valve segment is then intussuscep-
ted on itself, making an isoperistaltic valve of 5 cm in
length, and is stapled three times with the TA®55 (U.S.
Surgical Corp., Norwalk, CT) stapling device (Fig. 3).
The anterior suture line is completed, a side-to-side
proximal small bowel-to-pouch anastomosis is done,
a serosal patch is placed on the antetior suture line,
and an intestinal collar is brought through a defect in
the mesentery and sutured tightly around the base of
the valve (Figs. 4 and 5). The new, flat stoma is
located just above the pubic hair line.

Preoperative Evaluation/Postoperative Care

Preoperative evaluation and postoperative care
were similar in all centers. Total parenteral nutrition
was routine until patients were able to establish ade-
quate oral alimentation (median, 13 days). Mechani-
cal and antibiotic bowel preparation was used and
prophylactic antibiotics were administered, Gastros-
tomy was routinely used for gastric decompression.
The Barnett continent intestinal reservoir pouch was
placed on intermittent tube suction, with saline irri-
gation done at two-hour intervals. Patients were left

Figure 2. Bowel divided proximal to measurement of
valve and access segment.

Dis Colon Rectum, June 1995

Figure 3. Stapling.

on suction for 15 to 17 days postoperatively to max-
imize valve adherence and stability. The patient was
then taught to care for the pouch and stoma and was
placed on a rigid schedule for pouch drainage using
intubation techniques with a soft, flexible 28-F to 30-F
catheter until the pouch fully dilated to maturity in
two to three months. At pouch maturity, it is recom-
mended that patients intubate three to four times per
day.

RESULTS

There has been no surgical mortality in our series.
Five deaths have occurred during the follow-up pe-
riod. All deaths but one occurred more than one year
after the Barnett continent intestinal reservoir. The
one death occurred six months after the Barnett con-
tinent intestinal reservoir procedure and two months
following pouch excision and reversion to an ileos-
tomy.

Of the 510 patients initially operated on, four hun-
dred seventy (92.2 percent) have fully functioning
pouches at least one year after initial surgery. Thirty-
three patients (6.5 percent) had their pouches ex-
cised. Seven patients have intact pouches with tem-
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Table 2.
Pouch Status
Pouch Status No. of Patients %
Fully functioning 470 92.2
Pouch excised 33 6.5
Intact pouch with temporary 7 1.4
ileostomies awaiting
closure
Total 510 100

Figure 4. Intestinal collar through a defect in mesentery.

porary ileostomies awaiting closure and restoration of
pouch function (Table 2).

Of the 470 patients with fully functioning pouches,
372 required no further pouch-related operations fol-
lowing initial pouch construction. Thirty-eight pa-
tients (8.1 percent) required only minor surgical pro-
cedures to effect a successful outcome; 60 patients
(12.8 percent) required major subsequent surgical
procedures (Table 2).

Complication rates during the first follow-up year
for the centers studied are presented in Table 3. There
is a statistically significant difference between Center
2 and others with respect to complication rates.

A learning curve phenomenon for surgical out-
comes was searched for in the data by counting fistula
formation rates of ten surgeons for their first ten and
last eight to ten operations. A 3.8 percentage point
reduction was found, not sufficient to be statistically
significant (P = 0.49). Addition of more patients in
our ongoing prospective data registry may allow a
much more sensitive examination of this important

point.

Course Following Initial Surgery:
Patients with Functioning Pouches

Type of Post-Pouch Surgery
Required to Obtain
Functioning Pouch

MNo. of Patients %

Mo subsequent surgery 372 79.1
required

Major repair surgery 60 12.8
required

Minor outpatient surgery 38 81
required

Total 470 100

Major Surgical Complications

Major complications included pouch failure leading
to excision, valve slippage, and fistula formation in-
volving either the valve or the pouch.

Pouch Excisions. Of 33 pouches removed, 21 failed
in the first year, 8 in the second year, and 4 in the third
year. None of the ninety-two patients followed for
three to five years had pouch excisions during that
time (Fig. 6). The excision rate appeared to be unre-
lated to the reason for the pouch insertion.

Causes for failure were difficult to determine be-
cause 17 of 33 patients had their pouches excised at
centers outside our network. Of 16 pouch excisions at
our centers, 11 had nonrepairable problems, and 5
patients requested pouch removal (Table 4).

Valve Slippage. Valve slippage of the intussuscep-
ted segment occurred in 32 (6.3 percent) patients in
this series, 20 of whom developed this problem
within the first postoperative year. Of 32 patients, new
valves were constructed to correct this slippage in 24
patients. Of these 24, 14 required no subsequent sur-
gery, 4 patients required subsequent surgery to
achieve a successful outcome, and 6 patients had their
pouch excised. Of the eight remaining patients who
were treated in various ways other than with a new
valve construction, three had their pouch excised,
one required subsequent surgery to achieve a suc-
cessful outcome, and four were successfully treated
medically. Thus, 28 patients required a total of 46
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Table 3.
A List by Medical Centers of the Rates of Complications of Surgery

Barnett Continent Intestinal
Reservoir Pouch Excisions

Major Reoperations* Bowel Obstruction

Center 95% 95% 95%
P;g;"n‘i;' Confidence Pg:f'i;':t:f Confidence P;ﬁfgm‘“ Confidence
Intervals Intervals Intervals
] 1.6 8.0, 15.2 5.0 25,75 17 02 32
2 3.0 0,71 3.0 0,71 3.0 0,71
3 19.0 71,309 2.4 0,7.0 _ 2.4 0, 7.0
4 11.8 5.3 18.4 2.2 0, 5.2 43 0.2, 8.4

* Major reoperations excludes pouch excision and bowel obstruction.
Some centers have longer follow-up periods, which may inflate their rates, so summaries are within initial year of

surgery for each patient.

Figure 5. Sutured tightly around base of valve.

reoperations. Of the 32 patients treated for valve slip-
page, 23 (72 percent) achieved a fully functioning
pouch, and 9 ultimately had their pouch excised (Ta-
ble 5).

Fistula Formation. A total of 52 patients (10.2 per-
cent) developed either valve or pouch fistulas or both.
Twenty-three patients (4.5 percent) have had a valve
fistula, with 20 of 23 occurring within the first year

e | ||
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Figure 6. Kaplan-Meier curve shaowing proportion of pa-
tients who still have functioning pouches from zero to five
years after surgery. Vertical lines indicate the percent of
initial 510 patients being followed at each specified time
interval.

Table 4.
Reasons for Pouch Excisions
Slipped Pouch/Valve
Valve Fistuia evsonal Total
Not repairable 2 9 0 1
Patient desire 4 0 1 5
Total 6 g 1 16

postoperatively. Primary repair was accomplished in
4 patients, and valve replacement in 16. One had a
temporary ileostomy that was later closed, and three
patients had their pouches excised (Table 5).

Pouch fistulas occurred in 32 patients (6.3 percent),
with 27 occurring within the first year postoperatively.
Twenty-five required reoperation for correction. Of
these 25 patients, 11 were treated with fistula closure
or diverting ileostomy, 3 of whom have subsequently
had the ileostomy closed and now have a functioning
Barnett continent intestinal reservoir. The average du-
ration of the loop ileostomies before closure was six
months. The four still open have been so for an



Vol. 38, No. 6 BARNETT CONTINENT INTESTINAL RESERVOIR 579
Table 5.
Outcomes of Major Bowel-Related Complications
Temporary
= Total No. of Functioning lleostomies in .
ComeReain Patients Pouch Status Process of Pouch Excited

Treatment

Slipped valve 32 22 1 9

Valve fistula 23 22 0 3

Pouch and collar fistula 32 21 4 7

average of 1.3 years. Seven patients were surgically
treated in various other fashions, all of whom now
have functioning Barnett continent intestinal reser-
voirs. The seven who were treated nonoperatively
had their fistulas closed with the use of bowel rest and
hyperalimentation. Seven patients who developed
pouch fistulas ultimately required pouch excision (Ta-
ble 5). In summary, of 52 patients who developed
either pouch or valve fistulas, 39 ultimately achieved
successful operative results, 9 had their pouches ex-
cised, and 4 temporary ileostomies are still in the
process of treatment.

Pouch Leak. Pouch leak occurred in 11 patients, 10
of whom developed during initial hospitalization. Of
the ten, five were treated with temporary ileostomies.
In summary, of these 11 patients, 7 have functioning
pouches, 1 temporary ileostomy remains open, and 3
have had their pouches excised.

Minor Surgical Complications

Stoma stenosis or redundant mucosa at the skin
level requiring surgical revision developed in 40 pa-
tients. Revision was usually accomplished under local
anesthesia on a day-surgery basis. Peristomal hernia
occurred in eight patients, all of whom were repaired
surgically.

Medical Complications

Pouchitis, our most common nonoperative compli-
cation, is an inflammation of the pouch that has also
been described as a common complication of other
pouch procedures.’® 13 The true incidence of pouchi-
tis is difficult to determine because of variable criteria
for diagnosis and variable degrees of severity. Seven-
ty-three percent of the surveyed patients did not con-
sider pouchitis a significant problem. Diagnosis of
pouchitis is a clinical one, with patients having symp-
toms of cramping, loose, frothy, or bloody stools.
Severe cases will have body aches, malaise, or even
fever. Oral metronidazole has generally been an ef-

fective treatment. Other antibiotics have also been
used successfully. To date, no pouch has been re-
moved solely because of pouchitis.

Other Complications

Complications in this category are generic to ab-
dominal surgery rather than specific complications
unique to pouch operations discussed above. A total
of 50 patients (10 percent) developed symptoms of
postoperative small bowel obstruction, 20 of whom
required surgical intervention. In addition, six pa-
tients developed ventral hernias, which were repaired
surgically.

Wound infections occurred in 22 of our 510 pa-
tients, each of whom received prophylactic antibiot-
ics. Each of our patients receives a central venous line
intraoperatively for hyperalimentation. There were 10
central venous line-related sepsis problems, all con-
trolled by catheter removal and administration of in-
travenous antibiotics.

Quality of Life

We attempted to measure the quality of life pre-
BCIR and post-BCIR operation by allowing patients to
respond separately to three questions. These ques-
tions involved a self-assessment of post-BCIR quality
of life, state of mind, and general health status.

Table 6 presents the patients’ responses to these
three questions, according to whether the patient had
a primary Barnett continent intestinal reservoir oper-
ation, conversion of a Brooke ileostomy, or revision
of a failed Kock/IPAA pouch. In all three instances,
patients consistently indicated that life had changed
for the better following the Barnett continent intesti-
nal reservoir operation insertion. Responses were
consistently positive despite different scales used to
record them.

Two other variables expected to affect patient’s
quality of life were the daily amount of mucus se-
creted from the pouch access segment and the daily
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Table 6.
Patient's Response to Quality-of-Life Questions (%)

(1) In General, How Would You Rate Your

Dis Colon Rectum, June 1995

Table 8.
Distribution of Patients According to Usual Frequency
of Intubation of Pouch

Health Now?*
Failed Kock, Brooke
IPAA Primary Conversion
Excellent 28 44 29
Very Good 47 34 34
Good 19 17 23
Fair 6 5 11
Poor 0 0 3
Total 100 100 100
(2) State of Mind Since Your BCIR Operation®
Failed Kock, : Brooke
IPAA Primary  conversion
Improved 81 86 75
Unchanged 19 9 19
Worse 0 5 6
Total 100 100 100
(3) Patient Response: Life After BCIRT
Failed Kock, Prim Brooke
IPAA AY " Conversion
Much better 76 76 72
Better 16 11 19
Same 8 5 3
Worse 0 4 4
Much worse 0 4 2
Total 100 100 100

* Based on 409 patients who responded.

T Based on 423 patients who responded.

BCIR = Bamett continent intestinal reservoir; IPAA =
ileal pouch-anal anastomosis.

frequency of pouch intubations. The impact of mucus
secretion is summarized in Table 7. One-third of pa-
tients reported none or minimal mucus. Only 22 per-
cent of patients felt mucus secretions to be excessive.
Distribution of intubation frequencies is presented in
Table 8. Median number of intubations is 4 in 24
hours, with nighttime intubation being rare.

Table 7.
Patient's Response to Quality-of-Life Questions (%)
Do You Have Mucus Drainage from the Access
Segment? If Yes, How Much?

Excessive Moderate Minimal No
Mucus Mucus Mucus Mucus
22 44 22 12

* Based on 421 patients who responded.

Intubate/Day No. of Patients %
1 5 1.2
2 31 7.3
3 101 23.8
4 138 325
5 67 15.8
6 39 9.2
7+ 43 10.1
Total 424 100

DISCUSSION

The data presented in this paper demonstrate that
the Barnett continent intestinal reservoir is an effec-
tive surgical alternative. The data also confirm com-
parability of results during the first postoperative year
obtained at various participating centers.

Despite inherent weaknesses of an uncontrolled
case series such as that presented in this paper, we
believe that our results can be used to draw prelimi-
nary clinical conclusions concerning the appropriate
use of the Barnett continent intestinal reservoir. This
is based on the large study size, extended length of
time of patient follow-up, and high follow-up per-
centage of 86.7 percent.

Based on our experience to date, we draw the
following two conclusions: (1) the Barnett continent
intestinal reservoir can improve the quality of life for
patients with existing Brooke ileostomies; (2) patients
who are not considered candidates for IPAA could be
considered candidates for the Barnett continent intes-
tinal reservoir as a primary procedure in preference to
the Brooke ileostomy.

The Barnett continent intestinal reservoir proce-
dure provides an effective mechanism for elimination
of the need for an external appliance, an inherent
feature of the Brooke ileostomy. This feature affords
major clinical advantages to patients as illustrated by
the fact that the vast majority of our patients indicated
that their lives had improved following their Barnett
continent intestinal reservoir surgery. In particular, 75
percent of patients who underwent a Bamett conti-
nent intestinal reservoir as a conversion from a
Brooke ileostomy indicated that their state of mind
had improved, and 91 percent subjectively assessed
that life after the Barnett continent intestinal reservoir
operation was either better or much better.

Loss of control over intestinal effluent is clearly a
significant event in the life of patients who must
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undergo a proctocolectomy. The Brooke ileostomy
collects intestinal effluent but never really controls
elimination. Clinical experience of most physicians
involved in the treatment of patients with inflamma-
tory bowel disease invariably confirms that patients
consider continence penultimate to survival.

Physicians who treat patients with an external il-
eostomy appliance, particularly those patients who
have recovered from a debilitating or life-threatening
course of ulcerative colitis, often feel that no further
surgical intervention is merited. This is partly based
on the fact that these patients frequently minimize
their postsurgical problems and do not communicate
to their doctor the extent to which the appliance
interferes with choice of clothing as well as social,
athletic, and sexual activity. The response of these
patients to the Barnett continent intestinal reservoir
procedure has, therefore, been gratifying.

Early studies of the Kock pouch indicated failure
rates as high as 40 percent. Modifications to the Kock
pouch by Fazio and Church,” Cohen,'® Dozois, et
al,"”? Gel]emt,"5 and Kock himself'” have brought this
failure rate down appreciably.

The Barnett continent intestinal reservoir, which
seeks to accomplish the same goal as the Kock pouch,
is a different operation. Unique to the Barnett conti-
nent intestinal reservoir technique is the isoperistaltic
valve and intestinal collar. It is our firm conviction that
the low valve slippage rate and overall success of the
Barnett continent intestinal reservoir in our series is
because of these two innovations. The isoperistaltic
valve recreates what we see in nature in bowel intus-
susception, and the living intestinal collar reinforces
the valve/access segment junction without use of for-
eign material. Marlex® (CR Bard, Inc., Billeries, MD)
collars previously used by Barnett and others did
decrease dessusception, but the cost was fistulas
caused by the foreign material. Other techniques used
to help minimize valve slippage are stripping of the
peritoneum and mesenteric fat in the valve segment,
scarification of the serosa, and use of surgical staples
in three locations.

The existing clinical literature still leaves physicians
uncertain on how they can best advise their patients
with inflaimmatory bowel disease, who must choose
among the Brooke ileostomy, the Barnett continent
intestinal reservoir, the modified Kock pouch, the
IPAA, or alternative procedures. We believe that our
quality-of-life data should provide valuable informa-
tion for such patients. Comparing complication rates
of the various available surgical procedures is difficult
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because of reporting differences in the existing liter-
ature (which includes over 100 publications). These
inconsistencies include a lack of standardized com-
plication definitions, variable follow-up times, and
incomplete description of study patient characteris-
tics.

A meta-analysis of reported consecutive series of
each of five surgical approaches to the problem is
under way. The meta-analysis will cover the following
procedures: the Brooke ileostomy, direct ileoanal
anastomosis, IPAA, and both Kock and Barnett ab-
dominal continent pouches.

Techniques of meta-analysis may assess benefits
and risks of various surgical options available, Based
on the meta-analysis now in the process of comple-
tion, we believe that rates of pouch failure, slipped
valves, and fistulas reported in our series compare
favorably with existing published studies concerning
alternative pouch procedures. We recognize that de-
finitive answers with regard to relative efficacy and
complication rates of major available alternative
pouch operations can only be supplied in the future
by rigorously conducted randomized trials.
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Invited Editorial
The Bamett continent reservoir is a variation of the
Kock pouch. The reservoir has undergone numerous
changes, and this article details a large experience
with a consistent version of this pouch. It represents a
multigroup experience and, therefore, probably is not
the result of the passionate and evangelistic experi-
ence of one individual. Results seem to be fairly and
critically evaluated, and the authors should be recog-
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nized for carrying out this sort of careful analysis of
their work.

Everyone has been anxious to see this sort of crit-
ical appraisal of the Barnett continent ileostomy. Con-
clusions will, in part, be in the eye of the beholder. It
seems to me that the authors have fairly pointed out
what would appear to be certain strengths and certain
potential weaknesses of their modification, In partic-
ular, the authors would appear to have a lower
slipped nipple incidence than other modifications. On
the other hand, they seem to have a higher risk of
pouch fistulas and surgery-related complications. The
excision rate of 6.5 percent would seem consistent
with or perhaps slightly higher than most other series.
A major repair required of 13 percent would be sim-
ilar to the 15-20 percent reported from the Mayo
Clinic' and Cleveland Clinic.”

This is an important article, which documents that
the continent ileostomy is a viable alternative in man-
agement of patients who have traditionally required a
Brooke ileostomy, and the authors are to be congrat-
ulated for their objective appraisal.
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