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Chronic transmural inflammatory process of the bowel &
affects any part of the gastro -intestinal tract from the
mouth to the anus.

• 1806: First reported case of Crohn’s by Combe and Sanders to the
Royal College of Physicians in London, England.

• 1913: Surgical evidence of the disease reported in the paper
‘Chronic Intestinal Enteritis’ written by Dr. Kennedy.

• Described in 1932 by Crohn, Ginsburg, and Oppenheimer of
Mount Sinai Hospital in New York.
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Aim

To present 7 cases of CD seen in 18 months by a single author to ask :

1- Is it increasing in Egypt nowadays or it is just a  coincidence ?, 

2- Why late diagnosis of such cases ?,

3 - Is exploration  still has a rule in vague cases ?

Data  of patients were reviewed &  will be shown in a systematic 
manner like description of the  disease  



Baseline clinical characteristics 

Character No.

Total number 7

Male : Female 6:1

Married 3

Smoking 1

Duration of the disease 1-3.5 years

Age at surgery
20-32 Y
56 Y

6
1

Previous medications 
Pentasa & cortisone 1

Comorbid diseases No

Previous surgery
Appendicitis 1

Previous blood transfusion 3



Disease location

Distribution No.

Isolated lesion 6

Double lesions 1

Mid  ileal 1

Terminal ileum 5

Terminal ileum & sigmoid colon 1

Other GIT lesions No

Perianal disease No

 Commonest site : Ileum ( involved in 80% of cases)

 Small gut alone 50% ,  Both small gut & colon 40% ,  Colon alone 10%



Diagnosis is a combination of Clinical , Raiological , 

Laboratory , Endoscopic & Histopathological features



Crohn’s
disease

Acute 
Acute onset resembling 

appendicits

Chronic 

Chronic ill health

Recurrent attacks of 
abdominal pain & diarrhea

Low grade fever

Tender mass in the right iliac 
fossa

Clinical
Intestinal        or          extraintestinal

People with CD go through periods of flare-ups and remission.



Clinical presentations 

Number

Acute
Intestinal obstruction 2

Chronic
Diarrhea
Colicky pain
General ill health
Weight loss
Bleeding per rectum 

5
4
4
3
1

Extraintestinal manifestations 0



Investigations 

Type Character

Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops “ 2

Abdominal US Non significant

Abdominal CT Suspicious mural thickening

Barium enema Long smooth narrow segment 
in sigmoid colon

Ba.follow through Highly suspicious in 2 cases

colonoscopy Narrow sigmoid impassable to 
the endoscope

Enteroscopy Not  done



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar
albumin

6.5-11.3
0.7 -2
Normal 
3.2-4.5

Plain x-ray  abdomen 
“dilated intestinal loops “ 2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid colon

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Ba.follow through Highly suspicious in 2 
cases

Enteroscopy Not  done



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops “ 2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid colon

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Enteroscopy

Ba.follow through

Not  done

Highly suspicious in 2 
cases

Step ladder configuration



U/S

• Mural thickening.

• Mural hypervascularity

• Loss of layering (partial or total).

• Reduced or absent peristalsis of the 
involved segment.

• Non compressibility of the involved 
segment.

Intestinal 
manifestations

• Mesenteric creeping fat.

• Mesenteric lymphadenopathy.
Extra-intestinal 
manifestations

• Obstruction.

• Phlegmon / abscess.

• Perforation.

Complications



CT

• Mural thickening.

• Mural hyper-enhancement.

• Mural stratification.

• Stricture.

1ry intestinal 
manifestations

• Mesenteric fibrofatty proliferation 
(creeping fat)

• Mesenteric stranding (hazy fat).

• Mesenteric lymphadenopathy.

• Mesenteric hypervascularity (Comb 
sign).

Extra-
intestinal 

manifestations

• Obstruction.

• Phlegmon / Abscess.

• Perforation.

• Fistula.

Complications



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops “ 2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid colon

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Enteroscopy

Ba.follow through

Not  done

Highly suspicious in 2 
cases



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops 
“

2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid
colon

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Enteroscopy

Ba.follow through

Not  done

Highly suspicious in 2 
cases





Barium studies

• Ulcers.

• Nodular pattern.

• Ulcero-nodular pattern.

• Stricture.

• Straightening of the mesenteric border.

• Sacculation of the antemesenteric border.

• Wide separation.

• Fistula.



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops 
“

2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid
colon

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Enteroscopy

Ba.follow through

Not  done

Areas of 
stictures&dilatations in 
2 cases



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops 
“

2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid
colon

Ba.follow through Areas of stictures & 
dilatations in 2 cases

colonoscopy Narrow sigmoid 
impassable to the 
endoscope

Enteroscopy Not  done



Endoscopy



Lab. Investigations 
Haemoglobin level
Creatinin
Blood sugar

6.5-11.3
0.7 -2
Normal 

Plain x-ray  abdomen 
“dilated intestinal loops 
“

2

Abdominal US Non significant

Abdominal CT Suspicious mural 
thickening

Barium enema Long smooth narrow 
segment in sigmoid
colon

Upper endoscopy free

Colonoscopy Narrow sigmoid 
impassable to the 
endoscope in 1 case

Enteroscopy Not  done



Indications :
• Intractability 

• Intestinal obstruction

• Intra-abdominal abscess

• Fistulas

• Cancer

• Growth Retardation 

• Fulminant Colitis and Toxic Megacolon

• Massive bleeding

Around 80% of Crohn’s patients undergo surgery at some stage, and

70% of these require more than one operation during their lifetime.

Clinical recurrence following resectional surgery is present in 50%

of all cases at 10 years.

Surgical treatment



Indications for Surgery in our cases

• Diarrhea interfering with daily activity

• Colicky pain interfering with daily activity

• General ill health

• Bleeding per rectum

• Intestinal obstruction

All cases were done by open not laparoscopic approach,5 cases in a 

private hospital & 2 cases in GISC.

Definite  diagnosis was not made before operation but exploration 
was done on suspicion because of 



Disease  behaviour at exploration

Non- stricturing , non -penetrating 6

Stricturing 1

penetrating 0

Perianal 0



Surgical procedures

Limited ileal resection  & ileo-ileal anastomosis 2

Terminal ileal resection & ileocaecal anastomosis 4

ILeal resection + sigmoidectomy 1

Stoma needed N0

• limited disease-free (2 cm) resection margins are adequate, to conserve 

bowel length and no increased risk of disease recurrence.

• The anastomoses were constructed with  manual sutures in 2 layers



Postoperative pathology

transmural inflammation
Non caseating granuloma
fissures 
oedem & fibrosis

LN : follic. hyperplasia+sinus histocytosis

7
6
1
3
5

Lymphovscul. emboli,perineural invasion 0

Cancer association 1

Safety margin Free 





Postoperative complications

Anastomotic leak 0

Wound infection
1

Prolonged ileus 0

Cardiopumonary complications 0 

Persistent symptoms after surgery 0

Recurrence 0



1- CD is increasing in Egypt, possibly  due to westernization of our life & 
stress which impairs immunity.

2-Patients with  CD  are always  diagnosed late as:
It is not in mind,
Radiologist & pathologist are afraid to diagnose with  confidence

3- Exploratory  laparotomy  after necessary investigations is still has a 
role though advanced investigations

Conclusion & Message

We can not draw a final conclusion  from such a limited number of     patients 




