Coexistent Crohn's disease and sigmoid diverticulosis
Jane McCue', M.J. Coppen2, S.A. Rasbridge2 and M.R. Lock'
Departments of 'Surgery and 2Histopathology, Whittington Hospital, London N19, UK.

This study reports six patients with a diagnosis of diverticular disease with associated
Summary:
localized Crohn's colitis who were all treated by segmental resection. Two patients died in the
post-operative period from disease unrelated to their colonic pathology. The remaining four patients
remain well, show no signs of recurrent disease and have required no further surgery. The behaviour and
significance of the two conditions occurring in the same patient is discussed.

Introduction

Crohn's disease of the colon has been diagnosed with
increasing frequency in recent years.'-3 Diverticular
disease is also commonly found in the large intestine,
especially of elderly patients, and predictably the two
diseases sometimes coexist. Although the difficulty of
obtaining a diagnosis between localized Crohn's colitis and diverticular disease is well recognized,4`7 scant
attention has been paid in previous publications to the
coexistence of these conditions.
Between 1977 and 1986 six patients with combined
diverticulosis and localized Crohn's disease involving
the sigmoid colon were diagnosed. This paper describes the clinical presentation, radiological, operative
and histological findings and the management of these
patients. The significance of dual pathology and
suggested guidelines for management are addressed.

Patients and methods

This retrospective study reviews the case notes and
histological specimens of six patients who were seen at
the Whittington Hospital between 1977 and 1986 with
a diagnosis of combined diverticular disease of the
sigmoid colon and localized Crohn's disease.
The patients were submitted to routine follow-up in
the outpatient department. The radiological studies
were re-examined and the histopathological specimens
reviewed by one pathologist (MJC) to verify the
diagnosis.
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Results

Clinicalfeatures (Table I)
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There were six patients, four men and two women.
Their mean age was 66.2 years (50-77 years). The
average duration of symptoms prior to diagnosis was
27 weeks (1 week to 16 months) plus one patient who
was asymptomatic (Patient 4) in whom the diagnosis
was made at operation for an incidental abdominal
aortic aneurysm.
Pain was the most frequent symptom occurring in
four patients. Three patients presented with diarrhoea
whilst one complained of constipation; in two patients
the bowel habit was unchanged. Three had noticed
significant weight loss. One patient presented with
recurrent urinary tract infections due to a colovesical
fistula (Patient 1).
The signs at presentation were varied. One patient
had generalized peritonitis with free intra-peritoneal
gas on a plain abdominal X-ray (Patient 5) whilst
another had large bowel obstruction (Patient 6). Of
the remaining four patients, two had a palpable mass
in the left iliac fossa. There were no patients with
perianal problems or any extra-intestinal manifestations of Crohn's disease.
Sigmoidoscopy was abnormal in one patient alone
(Patient 2), in whom the changes were suggestive of
Crohn's colitis. Urgency precluded barium enema in
three patients but abnormal barium studies were seen
in the remaining three patients. In one case a tight
stricture was seen (Patient 3), whilst the other two
showed marked diverticular disease with probable
additional inflammatory bowel disease in one patient
(Patient 2).
Two patients underwent emergency laparotomy. In
both instances the operative impression was of divert-
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Table I Clinical features of combined diverticular disease and Crohn's
Case no.
Sex

Age (years)

Duration of symptoms
Pain
Bowel habit
Rectal bleeding
Weight loss
Examination
LIF = left iliac

1

2

3

4

5

6

Male
70
10 months
Yes
No change
No
No
Mass LIF

Female
70
3 months
No
Decreased
Yes
No
Normal

Male
50
16 months
yes
Increased
Yes
6 kg
Mass LIF

Male
69

Male
77
3 weeks
Yes
Increased
Yes

Female
70
1 month
Yes
Increased
No
No
LBO

No
No

change

No
No

Aneurysm

4 kg

Acute abdomen

fossa; LBO = large bowel obstruction

iculitis complicated in one case by large bowel obstruction above a mass in the sigmoid (Patient 6). In the
other patient there was purulent peritonitis secondary
to perforation (Patient 5). Both these patients underwent Hartmann's procedure.
In the four patients who underwent elective surgery
an operative diagnosis of carcinoma was made in two
and diverticulitis in two. In one of the latter cases a
colovesical fistula was found (Patient 1). All underwent resection and primary anastomosis. In all
patients the disease process was limited to the sigmoid
colon.

Histology
The diagnosis of Crohn's disease and diverticular
disease was made by examination of colonic resection
specimens from all six patients. In each case thickening
of the muscularis propria of the large bowel and
diverticula were seen macroscopically. In one case a
segment of small intestine with an adherent segment of
diseased colon was received (Patient 3); in another a
4 cm long fistula track was present within the large
bowel wall (Patient 1). The most reliable microscopic
criteria for the diagnosis ofCrohn's disease were made
on a combination of histological features, the most
important being epitheloid granulomata, transmural
inflammation, fissuring and lymphoid aggregates.89
These were present in all six patients, in conjunction
with the features of diverticular disease, i.e. diverticular and hypertrophy of the muscularis propria (see
Figures 1 and 2). Furthermore one case showed
perforation (Patient 5) while the lymph nodes of three
other cases contained granulomata. The rectal biopsy
of one patient taken prior to surgery showed features
of Crohn's disease (Patient 2).
No evidence ofcaseation or of foreign body reaction
was seen in any of the resection specimens. Granuloma
formation alone was not thought diagnostic of Crohn's
disease as it has been noted in other colonic conditions
including diverticulitis22.

Outcome
There were two deaths unrelated to the Crohn's
disease. The patient with large bowel obstruction
(Patient 6) died from an upper gastrointestinal

haemorrhage shortly after discharge from hospital.

The patient who underwent sigmoid resection instead

Figure 1 Representative transverse section through
colon wall showing lymphoid aggregates, muscle hypertrophy and two diverticula (1), one demonstrating
mucosal ulceration (2). Magnification x 14.
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Figure 2 Non-caseating granuloma, typical of Crohn's disease, seen within the mucosa. Magnification x 40.
of intended aortic aneurysm surgery died on the tenth
post-operative day when the aneurysm ruptured
(Patient 4).
The remaining patients have been followed for a
mean period of 22 months (9-42 months). All made
an uneventful recovery and have remained well with
no sign of their disease or recurrence. None have
undergone further surgery.
Discussion

There has been a steady increase in the incidence of
Crohn's colitis since the 1960s.'3 It is now a well
recognized condition in the elderly,7'" in whom a distal
colonic pattern is seen more frequently."'12 The prognosis is generally more favourable than for Crohn's
colitis in the younger patient and it is considered to be
a less aggressive form of the disease.'3
Diverticular disease is a frequent accompaniment to
the aging process, affecting between 35-50% of the
population over the age of 60.14'5' It is therefore
surprising that less than 70 cases of combined diverticular disease in association with Crohn's disease have
been previously recorded.9'1216'17 These reports have
stressed the importance of correct diagnosis in such
cases as poor results have followed surgery directed
towards treatment of the diverticular disease alone.
Schmidt observed 7 significant post-operative problems out of 13 cases who underwent resection9 whilst
Berman claimed an 84% recurrent operative rate
following conservative surgery.18 The majority of his
cases, however, had simply undergone proximal diversion and not resection.

The results of this study are in strong contrast to
those series. In the surviving patients there was only
one minor post-operative complication (a wound
infection). To date there have been no recurrences
which is surprising despite the relatively short current

follow-up.

These results are in accord with the few reported
cases of resection for genuine localized Crohn's
disease of the colon without diverticular disease.
Goligher reports no recurrences in five cases undergoing resection for isolated left colonic disease. Shapiro
similarly observed no recurrences after surgery for
seven cases of segmental disease7 whilst Sanfey saw
only a solitary recurrence after excision of six cases of
Crohn's colitis localized to the sigmoid;'9 an overall
recurrence rate of less than 5%.
This study has differed in several aspects of the
clinical manifestation of the disease as we have not
observed a single case with peri-anal disease or
systemic evidence of Crohn's. In previous reports the
incidence of peri-anal disease in Crohn's colitis has
been as high as 94%.20 This suggests that the localized
Crohn's disease seen in this study may well be a
different clinical variant of Crohn's colitis, which may
be inherently less aggressive.
It is widely agreed that colonic Crohn's disease in
the elderly carries a good prognosis except when
perforation occurs. When Crohn's disease and diverticula occur in the same segment ofcolon it seems likely
to facilitate perforation. In Crohn's disease apthous
ulceration or fissures can rapidly breech the mucosa of
the diverticulum to produce peridiverticulitis or a
para-colic abscess. Meyers has calculated up to a
ten-fold increase in the expected rate ofdiverticulitis in
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such cases.17 Free perforation with generalized
peritonitis may also occur, as seen at presentation in
one of the cases in this article. This is usually a rare
event in colonic Crohn's as the full thickness
inflammation attracts adjacent structures to the
vicinity to localize any infection. An additional factor
in perforation may be that stricturing due to diverticular disease may lead to increased intraluminal
pressure which may rupture a fissure/ulcer. The treatment of choice appears to be resection and anastomosis where possible. This has a mortality of only
3.7% compared with 39% resulting from simple
suture.2'

639

In conclusion this study involved six cases of
localized colonic Crohn's disease in association with
diverticulosis. The findings suggest the concept that
whilst localized Crohn's colitis in the elderly is less
aggressive and shows none of the systemic manifestations of Crohn's disease, nevertheless an increasing
rate of perforation occurs when the disease is found in
conjunction with sigmoid diverticula.
The results of the study strongly suggest that, even
in cases of perforation, localized resection is the
treatment of choice for colonic diverticular disease in
association with localized Crohn's colitis.
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