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Difficult Decisions

Medical or surgical treatment for Crohn's disease?

R.N. Allan
The General Hospital, Steelhouse Lane, Birmingham B4 6NH, UK.

Introduction

A physician commenting on the indications for
surgery in Crohn's disease must first establish his
credentials. An appointment in a combined medical
and surgical gastroenterology unit where more than
1500 patients with inflammatory bowel disease
have been treated in close collaboration with
surgeons having unrivalled experience in the
surgical treatment of Crohn's disease may perhaps
suffice.

Since Crohn's disease is not a single disease
entity but a wide variety of disorders masquerading
under a single name a careful evaluation of each
symptomatic patient must precede a decision to
advise medical or surgical treatment.

Evaluating the symptomatic patient and appropriate
management

Treatment is determined by the nature, frequency
and severity of symptoms including the impact on
the patient's ability to work or care for their family.
The symptomatic patient requires careful evaluation
to determine the cause of their symptoms. The
radiologist can assess the site and extent of macro-
scopic disease, the histopathologist is needed to
review the histology of biopsy material and the
microbiologist to exclude specific infection while
the haematologist and clinical biochemist help to
evaluate disease activity.

Appropriate medical or surgical treatment can
only be considered once the nature, severity and
duration of symptoms has been assessed and the
site and extent of macroscopic disease defined.
Physicians considering surgical treatment for
patients with Crohn's disease must first evaluate
the benefits and limitations of specific medical
treatment.

What can medical treatment achieve?

Short-term treatment to control diarrhoea with
codeine phosphate, diphenoxylate or loperamide
may be all that is required while diarrhoea resulting
from impaired bile salt absorption in patients with
extensive distal ileal disease or after ileal resection
can be effectively treated with bile salt binding
agents such as cholestyramine.

Sulphasalazine is significantly superior to placebo
in the short-term treatment of ileo-colonic and
colonic Crohn's disease while its disadvantages
including headache, nausea and skin rashes can be
overcome using new derivatives such as 5-amino-
salicylate. I- 3 Corticosteroid therapy improves
symptoms resulting from inflammatory disease
initially but the benefit is not sustained.' A few
patients may benefit from longer term cortico-
steroid therapy.4 Side effects are common, particu-
larly moon face, fluid retention, disturbance of
sleep pattern and mood change. The role of
immunosuppressive agents is not clearly established.
The American controlled trials found it no better
than placebo treatment while other studies suggest
that it has a role particularly to reduce the required
dose of corticosteroids.1 3"56 Severe side effects are
uncommon but include leukopenia and acute pan-
creatitis. No controlled study has demonstrated any
prolonged benefit. Metronidazole has an efficacy
equivalent to sulphasalazine and is particularly
valuable in treating patients with perianal disease.
Once again controlled studies have only demon-
strated short-term benefit.7

Dietary manipulation is an attractive form of
therapy since it has potential benefit without
adverse effects. Preliminary work suggested that a
high carbohydrate fibre-rich diet and low in sugar
could reduce the relapse rate in Crohn's disease but
a national controlled trial of patients with quies-
cent or mildly active Crohn's disease found no
significant benefit from these dietary changes.8-10
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A small controlled trial has shown that exclusion
diets are helpful in relieving symptomatic patients
with active Crohn's disease but unfortunately there
were marked differences between the patient groups
which made interpretation of the results difficult.'1
Equivalent short-term results can be obtained using
either elemental diets or oral prednisolone,
although in practice oral prednisolone and a
normal diet is a more realistic regimen for the
patient. Enteral feeding can induce remission in
active Crohn's disease but practical difficulties limit
its use.12 13

Controlled studies have shown that the addition
of parenteral nutrition to conventional management
of acute colitis does not improve the outcome.
Parenteral nutrition plays an important supportive
role in severely malnourished patients and those
with post-operative complications but there is no
evidence that it has a primary therapeutic
role.14-16

Summary of medical treatment

The short-term benefits of specific medical treat-
ment in patients with symptomatic Crohn's disease
are well established. However, there is no evidence
that specific medical treatment, modification of
diet, enteral or parenteral feeding alter the medium
or long-term outcome. Thus surgical treatment
remains an important part of overall management.

Management at specific sites and indications
for operation

Oesophageal involvement is rare. Symptoms,
usually of painful dysphagia, are readily relieved
with oral corticosteroid therapy. Surgery is rarely, if
ever, needed.'7 Symptomatic gastro-duodenal dis-
ease results from strictures of the second or third
part of the duodenum. Surgical treatment (by'pass
with gastrojejunostomy) is reserved for persistent or
recurrent obstructive symptoms.'8

Diffuse small bowel Crohn's disease is uncom-
mon but poses major challenges in management.
Symptoms include persistent general malaise, anor-
exia, weight loss, together with growth retardation
in children. Oral corticosteroid therapy is usually
needed but regular re-evaluation is important since,
with time, many patients develop short fibrous
strictures which cause recurrent episodes of sub-
acute obstruction which can be effectively resolved
by strictureplasty or local resection. Laparotomy in
these patients is sometimes valuable to ensure that
a mechanical cause for symptoms has not been
overlooked.

I/eal disease

Most patients with ileocaecal disease have already
developed ileal strictures at first presentation.
Symptoms consist of intermittent shortlived
obstructive episodes which, if more persistent,
resolve rapidly with intravenous fluid therapy and
nothing by mouth. Patients are usually asymptoma-
tic between episodes and specific drug treatment is
not required. Recurrent or severe episodes are
readily relieved by distal ileal resection or stricture-
plasty. Careful examination of the small gut at
laparotomy is important to avoid overlooking other
short strictures.19'20 Local abscess complicating dis-
tal ileal disease is an indication for surgical treat-
ment. A mass is often palpable in the right lower
quadrant, associated with symptoms of fever,
general malaise and weight loss. Psoas abscess
presents with a flexion deformity of the right leg.
Crohn's disease of the distal ileum may be found
unexpectedly at laparotomy in patients presenting
with symptoms suggestive of acute appendicitis.
The appendix should be removed for histological
examination. The ileum is only resected if fibrous
strictures are present.2'

Macroscopic disease associated with persistent
enterocutaneous fistula is an indication for surgical
treatment. Spontaneous enterocutaneous fistulae are
uncommon but do occur as a presenting feature of
recurrent disease. Post-operative enterocutaneous
fistulae with no macroscopic Crohn's disease will
heal with supportive therapy alone provided that
there is no distal obstruction. Enterocutaneous fis-
tula following laparotomy for suspected appendi-
citis arises from adjacent distal ileum damaged at
surgery and not from the appendix stump itself.22
Entero-enteric fistula is not in itself an indication
for surgery but surgical treatment is often required
for the associated stenotic disease.23 Surgical treat-
ment is usually needed for entero-vesical fistula and
involves resection of the macroscopic Crohn's dis-
ease and oversewing of the bladder at the site of
fistula formation.24
Most patients with non-obstructing ileal disease

are asymptomatic and thus do not need specific
medical treatment. In those patients with general
malaise, fever, anorexia and weight loss (provided
there is no evidence of local abscess formation)
short-term remission can be induced with either
oral sulphasalazine or prednisolone by mouth in the
more severely ill. Many patients eventually develop
local stricture formation with intermittent obstruc-
tive episodes. Severe or recurrent symptoms are an
indication for local resection. Growth retardation is
an indication for surgery in non-obstructing ileal
disease.25'26
Laparotomy is sometimes worthwhile in sympto-
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matic patients since unexpected mechanical obstruc-
tive features such as a small bowel loop caught up
by adhesions may be found which is easily over-
looked using standard radiological techniques.
Patients have suffered in the past from extensive
ileal resections. This should no longer be a problem
since resection should be confined to the most
severely affected area and undertaken only in those
patients with persistent or recurrent symptoms. Less
severely affected residual disease can be left in situ.

Ileo-colonic disease

Patients with ileo-colonic disease and involvement
of the adjacent caecum and ascending colon are
managed in a similar way to those patients with
ileocaecal disease alone.27 Symptoms in this group
are usually caused by stricture formation in the
distal ileum.

Extensive colonic disease

Remission can be induced in most patients with
severe acute colitis using intensive medical treat-
ment (intravenous fluids, electrolyte replacement,
intravenous corticosteroid therapy, nil by mouth
and blood transfusion when necessary). Emergency
colectomy is required in a few patients who do not
improve within a few days using this intensive
regime. After initial improvement with medical
treatment most patients with colonic disease exper-
ience persistent diarrhoea, abdominal discomfort,
weight loss, lethargy and general malaise. Only a
few patients (about 10%) have prolonged remission
either spontaneously or after specific medical treat-
ment. A few patients probably benefit from the
prolonged use of low dose oral prednisolone.

Surgical treatment is therefore often required
because so few patients with colonic disease have a
prolonged remission. Most are chronically ill with
symptoms only somewhat ameliorated by medical
treatment.2 8.29 The surgical options include ileos-
tomy alone, colectomy and ileorectal anastomosis
or panproctocolectomy.27 Ileostomy alone usually
only relieves the symptoms for a few months.
The prospect of major surgery which often

includes a permanent stoma naturally deters both
the patient and their doctors from accepting surgi-
cal treatment. Patients commonly defer surgical
treatment although post-operatively they often wish
they had undergone surgical treatment earlier
because of the dramatic relief of symptoms and
their restoration to good health. The mean interval
from diagnosis to colectomy and ileorectal anasto-
mosis or panproctocolectomy in our own series is 4
and 6 years respectively.30-32

Surgical treatment in extensive Crohn's colitis is
sometimes required for either massive haemorrhage
or cancer of the colon complicating longstanding
Crohn's colitis.

Distal colonic Crohn's disease

This is a common site in the elderly patient and
often associated with diverticular disease. The dis-
order usually runs a benign course but urgent
surgery may be required occasionally for colonic
perforation occurring either at presentation or
unexpectedly during follow-up.33'34 Perianal disease
often looks unsightly but usually causes little in
the way of symptoms. Metronidazole is effective for
the treatment of secondary infection, but perianil
abscess requires surgical drainage. Severe perianmil
disease is occasionally the primary indication for
extensive colonic resection.35

Timing of surgical intervention

There is a tendency among patients and physicians
to delay surgical treatment in the hope that either
time or medical treatment will bring sustained
benefit or because of anxiety about the risk of post-
operative complications and recurrent disease.

Controlled studies have shown no benefit with
prolonged medical treatment so patients should not
be exposed to the hazards of such therapy with no
prospect of benefit. Delaying inevitable surgical
treatment will not reduce the incidence of post-
operative complications which can anyway be mini-
mized in experienced hands.

Recurrent disease

Surgical treatment is often delayed because of the
possibility of developing recurrent disease. The
impact of recurrent disease on the individual is
much less than that of the initial disease and the
problems have often been exaggerated. Recurrent
disease is infrequent and nearly always confined to
short segments of the gut at or around the site of
the previous anastomosis. They induce intermittent
obstructive symptoms which are readily recognized
and if they persist or recur are readily amenable
to a further local resection with minimum morbi-
dity and the patient once again is rapidly restored
to good health. This is particularly true of fibrous
stricture formation at or around the site of a
previous ileal or ileo-colonic resection.

Recurrent disease is not always easy to manage.
Occasionally extensive non-obstructive ileal disease
complicates a short ileal resection and diffuse small
bowel disease may occur after colectomy. These are
exceptions to the normal outcome where recurrent
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disease is readily amenable to further local
resection.

Conclusions

Appropriate specific medical treatment is a valuable
short-term option in the management of Crohn's
disease but surgical treatment is often the only

effective way of restoring patients to good health.
Surgical morbidity can be minimized in experienced
hands and the incidence of recurrent disease (which
is infrequent) should not be over-emphasized.
Recurrent disease is readily recognized and is
usually amenable to further local resection.

Until the aetiology of Crohn's disease is estab-
lished, surgical treatment will continue to play a
central role in management.
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