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Patient Profile 

This case study describes the care provided for a 
21 year old white female who presented to the 
gastroenterology (GI) practice for management 
of Crohn's disease which was confirmed 
histologically from surgical intervention.  



Reason for selecting case

This case was chosen due to the significant 
impact Crohn's disease can make on a patient's 
quality of life and the diligent medical 
management  required to maintain remission of 
this disease



Clinical Site

 Private gastroenterology practice 

 9- Gastroenterologist, 3- NPs, 3-PAs

 Practice serves as a primary source for                           
endoscopic services and specialty care                                           
for adults with gastrointestinal disorders                                 
located in a metropolitan area with a                              
population of 350,471

(United States Census Bureau, 2011)



Crohn’s Disease 

 Transmural inflammation

 Skipped or cobblestone pattern 

 Crohn's disease has an estimated                                                  
annual incidence of 7 per 100,000                                                     
with a prevalence of 130 per 100,000

(Bernstein et al., 2009)



Subjective Data

 CC: Recent diagnosis of Crohn’s disease

 HPI:  21 year old white female who presented to the ER 
February with RLQ pain. CT scan showed lower abdominal 
mass felt to be ovarian mass. Laparoscopic exploration was 
performed and initially thought to have appendicitis.  General 
surgeon was called to the OR and was found to have a large 
phlegmonous mass surrounding the cecum.  She underwent 
right hemicolectomy with ileocolonic side to side 
anastomosis. She was also found to have a left ovarian cyst 
which was a hemorrhagic corpus luteum cyst. 



Right hemicolectomy with ileocolonic anastamosis 
Pathology report: diffuse active ileocolitis with transmural inflammation and 

stricture formation consistent with inflammatory bowel disease favoring 

Crohn’s disease. 



Subjective Data

 HPI cont..

 Prior to admission, she had a chronic history of diarrhea with 5-6 
loose stools daily since early teenage years. She denies any 
recent rectal bleeding or extraintestinal symptoms such as 
arthropathy, rashes, skin lesions, changes in vision or eye 
problems. She has regained 13 pounds of a 15 pounds weight 
loss. 

 PMH: Recent diagnosis of Crohn’s disease, otherwise 
negative

 PSH: Right hemicolectomy and resection of hemorrhagic 
corpus leteum cyst



Subjective Data

 FH: No family history of GI, hepatobiliary, pancreatic 
malignancy or disease. No history of IBD.

 SH: No history of alcohol, tobacco or drug use.



Subjective Data

 Review of Systems

 Constitutional:  No fever, fatigue, night sweats, weight loss. Positive 
for weight gain.

 HEENT:  No vision changes, headaches, hearing loss. 

 Respiratory:  Denies cough, wheezing or SOB.  

 Cardiovascular:  No chest pain or palpitations. 

 Gastrointestinal:  See HPI.

 Genitourinary:  No dysuria or hematuria.  

 Neuro/Psychiatric:  No dizziness, no emotional disturbances. 

 Dermatologic: No unusual rashes or lesions.  

 Musculoskeletal:  No joint pain or swelling; no weakness.  

 Hematology:  No bruising or bleeding.



Objective Data

 Physical Exam

 Vitals: BP 120/83, HR 76, Temp 98.0, Weight 131, BMI 23.9

 Constitutional: No apparent distress, Well nourished and well 
developed.

 HEENT: No nasal deformity, mucous membranes normal. Tongue 
and throat appear normal without mucosal lesions.

 Respiratory: Symmetric chest, Lungs clear to auscultation.

 Cardiovascular:  Regular rate and rhythm without murmur.

 Abdomen: Soft, non-tender, non-distended without masses or 
organomegaly. Bowel sounds present.

 Integumentary: No rashes or lesions.

 Rectal exam: Perianal exam normal. No masses palpated. 



Objective Data

 Laboratory Data



Objective Data

 Diagnostic Test

 Colonoscopy- to terminal ileum

 Evidence of Crohn's disease with ileitis and stricture of the distal 
ileum.  Findings were described as diffuse moderate inflammation 
characterized by congestion, erosions, erythema, granularity and 
confluent ulcerations in the distal ileum. There was notation of a 
patent end-to-side ileocolonic anastomosis

Endoscopic evaluation allows for assessment of 
disease location and further pathological 
evaluation.  In addition, evaluation of the surgical 
anastomoses allows for prediction of clinical relapse 
and response to therapy (Lichtenstein, Hanauer & 
Sandborn, 2009). 



Objective Data

 Pathology- sections reveal moderately acute and chronic 
inflammation with eosinophils, early granuloma formation 
and mucosal erosion. 



Assessment

 Crohn’s disease status post right hemicolectomy secondary 
to phlegmonous cecal mass

 Differential diagnosis: 

 Ulcerative colitis

 Lymphomas of the bowel

 Tuberculosis of the bowel

 Chronic Yersinia infection

(Floch et al., 2005)



Crohns’s vs. Ulcerative colitis



Complications- Crohn’s



Plan- Pharmacological

 Start certolizumab pegol 400 mg SQ at week 0, 2, 4 then 400 
mg SQ every 4 weeks 

GOAL- MUCOSAL HEALING



Evidence based practice

 PRECISE 1 TRIAL

 Randomized double-blind, placebo-controlled trial evaluating the 
efficacy of certolizumab pegol in severe Crohn's disease

 Inclusion- Active Crohn's disease for at least three months with a 
CDAI greater than 450 

 331 patients-certolizumab pegol    329  patients- placebo 

 AT 26 weeks-

(Sandborn, 2007)



Evidence based practice

(Schreiber, 2007)

 PRECISE 2 TRIAL



Evidence based practice 

 Rutgeerts, Schreiber, Feagan, Keininger, O'Neil, and Fedorak (2008) 
conducted a randomized double blind placebo controlled trial that 
assessed health related quality of life in patients that received 
certolizumab pegol for the treatment of moderate to severe Crohn's 
disease

 A health care quality of life questionnaire was administered at 
baseline and every 2 weeks which assessed bowel and systemic 
systems, emotional and social function

 The researchers found…patients that received certolizumab pegol 
had improvement overtime…patients that received 400 mg every 4 
weeks had a statistically significant improvement in health related 
quality of life



Other therapies available

 Anti-TNF agents
 Infliximab

 Adalimumab

 Certolizumab pegol

 Immunomodulators
 Azathioprine

 6-mercaptopurine

 Methotrexate

 Corticosteroids

 Aminosalicylates (5-aminosalicylates (ASA))
 Mesalamine

(AGA, 2006; Floch et al., 2005)



Plan- Labs

 Hepatitis panel - negative

 PPD - negative

With Anti-TNF α agents, there is an increased risk of 
reactivation of latent tuberculosis as well as hepatitis B 
(Bernstein, et al., 2009). 



PROMETHEUS TPMT







Plan- Education

 Pathophysiology of Crohn’s disease

 Treatment options

 Anti-TNF agents

 Common side effects

 Adverse effects

 Lymphoma

 Increase risk of infections

 Heart failure

 Neurological 

 Hematological 

(Baker, 2008)



Plan- Follow-up

 Three months following the initiation of Cimzia 

 She is having 3-4 loose stools per day without rectal bleeding 
or abdominal pain. She has gained approximately 22 pounds 
since initial consultation. 

 Continue Cimzia 

 Return to the clinic in 6 months for follow-up visit or sooner if 
needed.



Discussion 



Clinical Question?

What are the extraintestinal manifestations of IBD?





Clinical Question?
What treatments are safe for my pregnant patient with IBD?



Safety of IBD medications during pregnancy

Category B Category C Category D Category X

Loperamide Ciprofloxacin Azathioprine Methotrexate

Mesalamine Cyclosporine 6-MP Thalidomide

Balsalazide Diphenoxylate

Corticosteroids Olsalazine

Sulfalazine Tacrolimus

Anti-TNF agents Natalizumab

Metronidazole

(PDR)

Pregnancy & IBD



Pregnancy & IBD

Key Points 
 Disease control at conception improves pregnancy 

outcomes

 Thiopurines and anti-TNF agents are safe during 
pregnancy

 Infliximab and adalimumab do cross the placenta in 
the third trimester…preliminary evidence suggest 
that certolizumab does not cross but further evidence 
is needed

(Cornerstones IBD Roundtable)



Questions? 
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