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Abstract: Total colectomy with ileorectal anastomosis has 

previously been the standard operation in familial adenomatous 
polyposis patients. This is coupled by clearing the distal rectal part 
with snaring or fulguration. Doing this, avoids an ileostomy in a 
young patient and the risks associated with nerve injury during 
pelvic dissection. Avoiding a permanent ileostomy is the biggest 
challenge that surgeons face when dealing with young patients. 
Familial adenomatous polyposis is rare in sub-Saharan Africa 
with little information on how these patients are managed and 
followed-up according to local standards. A 17-year-old female 
presented to the surgical unit with a long-standing history of blood 
in stool for a period of 10 years which was associated with chronic 
anaemia. The patient was also followed by the gastroenterologists 
where several endoscopies and colonoscopies were done during 
this period. The report is aiming to share total colectomy with 
ileorectal anastomosis as an alternative to pelvic dissection and a 
permanent ileostomy in Familial adenomatous polyposis. This is 
should be followed by a good surveillance system to quickly 
identify any transformation to malignancy as early as possible. 
The patient was followed for bloody stools and chronic anaemia by 
the Gastro-enterology unit for a long period until patients family 
was ready for her to have surgery. Her family was initially not 
willing for her to have surgery as they considered her too young. 
She was finally seen by our Surgical Unit where open total colonic 
resection and ileorectal anastomosis was performed. The patient 
was discharged and was reviewed as an out-patient at the surgical 
clinic in good physical and mental health. She was opening bowels 
and passing flatus with normally. Conclusion: Total-colectomy 
with end-to-end ileo-rectal anastomosis is a safe procedure in 
familial adenomatous polyposis in young patients coupled with an 
appropriate post-operative surveillance. 
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1. Introduction 
Familial adenomatous polyposis (FAP) is clinically defined 

by the presence of more than 100 colorectal adenomas. It is  

 
shown that 80% of cases come from patients with a positive 
family history while 20% arise due to the adenomatous 
polyposis coli gene (APC) new mutations [1]. Colorectal 
cancers arise at 100% in patients with FAP with both sexes 
equally affected. New mutations have been thought to account 
for sporadic cases that occur without any previous history 
representing 25-30% of cases [2]. Polyps are normally seen on 
sigmoidoscopy by the time a patient is 15 years of age and will 
almost invariably be visible by the age of 30 years. Carcinoma 
of the large bowel occurs 10–20 years after the onset of the 
polyposis and patients by then are symptomatic. Total 
colectomy with ileorectal anastomosis has in the past been the 
usual choice of surgery because it avoids an ileostomy in a 
young patient. This also avoids the risks of pelvic surgery to 
nerve function [3]. Thereafter; the rectum is cleared of polyps 
by snaring or fulguration. Flexible sigmoidoscopy is done at 6-
monthly or yearly intervals [3], [4] tailored according to an 
individual’s phenotype. However, a small percentage of 
patients develop rectal stump carcinoma [3]. Alternatively, a 
restorative proctocolectomy with an ileoanal anastomosis can 
be done but has more complications. This is in patients with 
serious rectal involvement with polyps or with confirmed 
cancer of the rectum or sigmoid. Postoperative surveillance is 
advised because of the risk of tumours forming. Follow-up in 
this include rectal or pouch surveillance and endoscopies to 
detect any presence of upper gastrointestinal involvement. 
Good patient compliance is cardinal in deciding the treatment 
and surveillance options which helps to determine the prognosis 
of patients with FAP [2]. 

2. Case Presentation 
A 17-year-old female presented with a long-standing history 

of blood in stool for a period of 10 years. She also experienced 
generalized body pains, easy fatiguability and dizziness. 
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Moreover, she had episodes of vomiting and constipation 
sometimes. Her past medical was basically insignificant though 
was followed up for chronic anaemia since 2015.From the 
family history, both parents are deceased. Her mother died from 
unknown abdominal malignancy while it’s unknown what the 
father died from. A colonoscopy was done in 2015 which 
showed multiple colonic polyps involving the ascending, 
transverse, descending and sigmoid colons. Biopsies were 
collected and the histopathology report showed features of a 
polypoid configuration, with infective and regenerative 
hyperplastic glandular components. There were no features of 
dysplasia or malignancy in the sections examined.  On physical 
examination, the patient was stable, moderately pale and 
systemic examination was not significant.  

 

 

 
Fig. 1.  Contrasted CT abdomen axial and coronal slices show multiple filling 
defects (green lines) of various sizes in the entire large bowel, rectum and the 
terminal ileum. No visceral or nodal metastases were seen. Biopsy confirmed 

that these polyps were benign (familial adenomatous polyposis syndrome) 
 

Results for the Full blood count done was as follows: white 
cell count 5700/uL, red blood cell count 4.89/uL, haematocrit 
32.7%, haemoglobin 8.5g/dL, mean corpuscular volume 66.9fl, 
mean corpuscular heamoglobin 17.4pg, mean corpuscular 
heamoglobin concentration 26.0 g/dl, platelet count 431000%, 
neutrophils 54%, eosinophils 1.4%, basophils 0.75%, 
monocytes 8.0%. Patient was admitted to the surgical ward 5 
days prior to surgery for close monitoring and optimization for 
surgery. In this vein, she received 3 units of packed cell prior to 
surgery. The repeat full blood count showed: white cell count 
5700/uL haemoglobin of 10.7g/dL, and platelet count of 
400000%. CT abdomen and pelvis showed multiple small 
mildly enhancing polyps in the entire colon and rectum, likely 
polyposis syndrome (Figure 1). The patient had undergone a 
laparotomy, total colectomy, rectal polypectomy and ileo-rectal 
end-to-end anastomosis was done. Plication of the terminal 
ileum with vicryl 2-0 just proximal to the ileo-caecal 

anastomosis was made, forming an inverted W-shaped bowel 
loop. Intra-operative findings included multiple polyps 
involving the colon and terminal ileum (10cm from ileo-caecal 
valve). Postoperatively, the patient managed in the surgical 
ward, and was discharged on day 11 post surgery. Oral sips 
were commenced on day 5 post operatively which progressed 
to free-fluids and solid diet in 2 days. 

 

 
Fig. 2.  Gross image of resected bowel in theatre 

 

 
Fig. 3.  Gross Macroscopy of the resected bowel showing numerous polyps 

of various sizes 
 

 
a. Low power magnification of polyp. 

 

 
b. Intermediate power magnification showing tubular adenomas 

Fig. 4.  Light Microscopy of Hematoxylin and eosin (H&E) sections 
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3. Discussion 
Total colectomy with ileorectal anastomosis has previously 

been the standard operation in familial adenomatous polyposis 
patients. This is coupled by clearing the distal rectal part with 
snaring or fulguration [3]. Patients with FAP may present with 
unclear abdominal complaints. This can be coupled with a 
negative family history; hence the need to evaluate these 
patients with care [2]. The patient’s family history was 
significant, in this case, because the mother died from unknown 
gastrointestinal malignancy which could explain the clinical 
presentation of this patient. Most of the patients develop polyps 
in the childhood, which eventually increase in size and number 
throughout the entire colon until adolescence. The diagnosis of 
FAP is based on a positive family history and clinical findings. 
Whenever possible, the clinical diagnosis should be confirmed 
by genetic testing such as direct sequencing of the APC gene 
[5]. However genetic testing was not done on our patient as the 
biopsy taken at colonoscopy was indicative of FAP. 
Prophylactic surgery is best done before the age of 25 years. 
The major surgical choices for patients with FAP include total 
proctocolectomy with an end ileostomy; subtotal colectomy 
with ileorectal anastomosis, and restorative proctocolectomy 
with an ileoanal anastomosis. Surgical removal of the rectum 
depends upon the number of rectal polyps and the family 
history. For few polyps in the rectum, total colectomy with 
ileorectal anastomosis is a treatment option of choice [2]. In 
view of this, our patient underwent total colectomy with 
ileorectal anastomosis. Similar surgery has been done in 
patients presenting with colonic polyps with fewer rectal polyps 
[6].  Unlike the ileo-rectal side-to- end single layered intestinal 
extra mucosal anastomosis [7], we used an end- to -end double 
layered anastomosis. This gave a physiologic and tension-free 
anastomosis. 

Initially, patients are followed-up at short intervals to assess 
the psychological and physical problems associated with the 
surgery and identify tumor formation in the early stages. The 
initial follow-up should include a full physical examination, 
abdominal ultrasound or computed tomography or magnetic 
resonance imaging. The patient presented with hypochromic 
microcytic anaemia which is one of the manifestation of FAP. 
Iron studies were not done, but patients are also known to 
present with iron deficiency anaemia in Gardner syndrome [7]. 
In patients with FAP, treatment with 400 mg of celecoxib twice 
daily for 6 months has been shown to reduce the tumor burden 
by 28% [5] despite not using this method in our patient. 
Sulindac, a nonsteroidal anti-inflammatory drug is sometimes 
used to treat patients post colectomy with polyps remaining in 
the rectum [9]. Polypectomy or biopsy should be targeted to 
polyps that have a suspicious appearance. This includes 
ulceration, bleeding, and diameter >10 mm [4]. The specific 
procedure chosen should be explained to the patient and quality 
of life expected post-surgery discussed so as to reduce fear and 
minimize expectations [5]. There is no justification to do 
routine upper gastrointestinal (UGI) surveillance until after 25 
years of age. The absolute lifetime risk of duodenal cancer 
development is estimated to be 3% to 5%. However, after 
prophylactic subtotal colectomy, the risk of possible UGI 

cancer is more than the risk from the retained rectal segment 
post ileo-rectal anastomosis [4]. 

4. Conclusion 
Patients with Familial adenomatous polyposis affecting the 

colon require total colectomy because the risk of colorectal 
carcinoma is 100%. A permanent ileostomy with pelvic 
dissection can be avoided with an ileo-rectal anastomosis. 
Surgical treatment of this manner is a safe procedure that 
relieves the patient from colonic disease and alleviates possible 
complications such as anaemia. Colectomy is a necessary 
operation in patients with FAP to prevent the occurrence of 
colorectal carcinoma. The timing of the surgery is basically 
dependent on the rectal and colonic burden. The discretion of 
the surgeon of the surgeon also plays a major role in making 
this decision. This should be coupled with a good surveillance 
system post operatively because of the increased risk of 
colorectal cancer in these patients.  
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