CHAPTER 351

Sometimes the initial presentation mimics acute appendicitis with 1953
pronounced right lower quadrant pain, a palpable mass, fever, and leukocytosis. Pain is usually colicky; it precedes and is relieved by defecation. A low-grade fever is usually noted. High-spiking fever suggests
intraabdominal abscess formation. Weight loss is common—typically
10–20% of body weight—and develops as a consequence of diarrhea,
anorexia, and fear of eating.
An inflammatory mass may be palpated in the right lower quadrant
of the abdomen. The mass is composed of inflamed bowel, adherent and indurated mesentery, and enlarged abdominal lymph nodes.
Extension of the mass can cause obstruction of the right ureter or bladder inflammation, manifested by dysuria and fever. Edema, bowel wall
thickening, and fibrosis of the bowel wall within the mass account for
the radiographic “string sign” of a narrowed intestinal lumen.
Bowel obstruction may take several forms. In the early stages of
disease, bowel wall edema and spasm produce intermittent obstructive
manifestations and increasing symptoms of postprandial pain. Over
several years, persistent inflammation gradually progresses to fibrostenotic narrowing and stricture. Diarrhea will decrease and be replaced
by chronic bowel obstruction. Acute episodes of obstruction occur as
well, precipitated by bowel inflammation and spasm or sometimes by
impaction of undigested food or medication. These episodes usually
resolve with intravenous fluids and gastric decompression.
Severe inflammation of the ileocecal region may lead to localized wall thinning, with microperforation and fistula formation to
the adjacent bowel, the skin, or the urinary bladder, or to an abscess
cavity in the mesentery. Enterovesical fistulas typically present as
dysuria or recurrent bladder infections or, less commonly, as pneumaturia or fecaluria. Enterocutaneous fistulas follow tissue planes of
least resistance, usually draining through abdominal surgical scars.
Enterovaginal fistulas are rare and present as dyspareunia or as a feculent or foul-smelling, often painful vaginal discharge. They are unlikely
to develop without a prior hysterectomy.

with long-standing disease. In addition, the colon becomes shortened
and narrowed. Polyps in the colon may be postinflammatory polyps or
pseudopolyps, adenomatous polyps, or carcinoma.
Computed tomography (CT) scanning or magnetic resonance
imaging (MRI) is not as helpful as endoscopy in making the diagnosis of UC, but typical findings include mild mural thickening (<1.5
cm), inhomogeneous wall density, absence of small bowel thickening,
increased perirectal and presacral fat, target appearance of the rectum,
and adenopathy.
Complications Only 15% of patients with UC present initially with
catastrophic illness. Massive hemorrhage occurs with severe attacks
of disease in 1% of patients, and treatment for the disease usually
stops the bleeding. However, if a patient requires 6–8 units of blood
within 24–48 h, colectomy is indicated. Toxic megacolon is defined
as a transverse or right colon with a diameter of >6 cm, with loss of
haustration in patients with severe attacks of UC. It occurs in about
5% of attacks and can be triggered by electrolyte abnormalities and
narcotics. About 50% of acute dilations will resolve with medical
therapy alone, but urgent colectomy is required for those that do not
improve. Perforation is the most dangerous of the local complications,
and the physical signs of peritonitis may not be obvious, especially if
the patient is receiving glucocorticoids. Although perforation is rare,
the mortality rate for perforation complicating a toxic megacolon is
about 15%. In addition, patients can develop a toxic colitis and such
severe ulcerations that the bowel may perforate without first dilating.
Strictures occur in 5–10% of patients and are always a concern
in UC because of the possibility of underlying neoplasia. Although
benign strictures can form from the inflammation and fibrosis of
UC, strictures that are impassable with the colonoscope should be
presumed malignant until proven otherwise. A stricture that prevents
passage of the colonoscope is an indication for surgery. UC patients
occasionally develop anal fissures, perianal abscesses, or hemorrhoids,
but the occurrence of extensive perianal lesions should suggest CD.
CROHN’S DISEASE
Signs and Symptoms Although CD usually presents as acute or chronic
bowel inflammation, the inflammatory process evolves toward one of
two patterns of disease: a fibrostenotic obstructing pattern or a penetrating fistulous pattern, each with different treatments and prognoses.
The site of disease influences the clinical manifestations.
Ileocolitis Because the most common site of inflammation is the
terminal ileum, the usual presentation of ileocolitis is a chronic history of recurrent episodes of right lower quadrant pain and diarrhea.
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Figure 351-7 Colonoscopy with acute ulcerative colitis: severe
colon inflammation with erythema, friability, and exudates. (Courtesy
of Dr. M. Hamilton, Gastroenterology Division, Department of Medicine,
Brigham and Women’s Hospital, Boston, Massachusetts; with permission.)

Jejunoileitis Extensive inflammatory disease is associated with a loss
of digestive and absorptive surface, resulting in malabsorption and
steatorrhea. Nutritional deficiencies can also result from poor intake
and enteric losses of protein and other nutrients. Intestinal malabsorption can cause anemia, hypoalbuminemia, hypocalcemia, hypomagnesemia, coagulopathy, and hyperoxaluria with nephrolithiasis in
patients with an intact colon. Many patients need to take oral and often
intravenous iron. Vertebral fractures are caused by a combination of
vitamin D deficiency, hypocalcemia, and prolonged glucocorticoid
use. Pellagra from niacin deficiency can occur in extensive small-bowel
disease, and malabsorption of vitamin B12 can lead to megaloblastic
anemia and neurologic symptoms. Other important nutrients to
measure and replete if low are folate and vitamins A, E, and K. Levels
of minerals such as zinc, selenium, copper, and magnesium are often
low in patients with extensive small-bowel inflammation or resections,
and these should be repleted as well. Most patients should take a daily
multivitamin, calcium, and vitamin D supplements.
Diarrhea is characteristic of active disease; its causes include (1)
bacterial overgrowth in obstructive stasis or fistulization, (2) bileacid malabsorption due to a diseased or resected terminal ileum,
and (3) intestinal inflammation with decreased water absorption and
increased secretion of electrolytes.
Colitis and perianal disease Patients with colitis present with lowgrade fevers, malaise, diarrhea, crampy abdominal pain, and sometimes hematochezia. Gross bleeding is not as common as in UC and
appears in about one-half of patients with exclusively colonic disease.
Only 1–2% bleed massively. Pain is caused by passage of fecal material through narrowed and inflamed segments of the large bowel.
Decreased rectal compliance is another cause for diarrhea in Crohn’s
colitis patients. Toxic megacolon is rare but may be seen with severe
inflammation and short duration disease.
Stricturing can occur in the colon in 4–16% of patients and produce symptoms of bowel obstruction. If the endoscopist is unable to
traverse a stricture in Crohn’s colitis, surgical resection should be considered, especially if the patient has symptoms of chronic obstruction.
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