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Case Presentation #1

u 74-year-old male presents with acute on chronic abdominal pain, nausea, 
vomiting, and weight loss

u History of Crohn’s disease of the small bowel, status-post prior resection of 
terminal ileum (50 years ago)
u No post-operative monitoring or GI follow-up

u EXAM: 
u Tachycardic, normotensive

u Distended abdomen, focally tender in umbilical region, no peritoneal signs

u Prior laparotomy scar



Case Presentation #1

u LABS:
u WBC 21.5 

u Platelets 328

u Cr 1.5

u Albumin 2.4, prealbumin 8

u Lactate 2.3

u ESR 46 

u CRP 20.8 

u CT chest, abdomen, and pelvis ordered
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Case Presentation #1

u Small bowel obstruction with chronically dilated proximal bowel, evidence 
of localized microperforation and fluid collection

u Fluid resuscitation initiated, started on antibiotics

u What should be done next?
u Medical therapy for Crohn’s?

u Surgery?
u When?

u Resection or stricturoplasty?

u What kind of anastomosis?

u Ileostomy?



Predictors of Surgery

u Factors predictive of surgery within 2 years of 
hospitalization for small bowel Crohn’s
u n=221 patients hospitalized from 2004-2012

u 32.6% had surgery within 2 years of hospitalization

u Predictors of surgery
u Small bowel dilation >3.5 cm (HR 2.92, 95% CI 1.7-4.9)

u Platelet/albumin ratio ≥125 (HR 2.13, 95% CI 1.2-4)
u Our patient’s ratio is 136

Stidham, Clin Gastroenterol Hepatol, 2016



Predictors of Surgery

u Additional studies found similar predictors of surgical intervention in ileal 
Crohn’s disease
u Prestenotic bowel dilation

u Stricturing or penetrating disease phenotype

u Age <30

Bossuyt, J Crohns Colitis, 2018
Grass, Inflamm Bowel Dis, 2019



Predictors of Surgery

u Anti-TNF therapy 
decreases surgery in 
“low risk” strictures

Nepal, Presented at DDW, 2012SSS = Stricture Severity Score



Intra-Abdominal Abscess

u What about the abscess?  Does every Crohn’s 
patient with an abscess require surgery?

Qazi, Practical Gastroenterol, 2020



Intra-Abdominal Abscess

u Some (highly selected) patients with small abscesses may avoid surgery with anti-TNF therapy*
u Multicenter, prospective, observational French cohort (MICA study), n=117

u Small bowel Crohn’s responsible for abscess in 86%, fistula in 58%

u Median age 28 (IQR 24-36), median disease duration 2.4 months (IQR 0-58.7)

u Median abscess size 2.5 cm (IQR 1.8-4)

u Prestenotic dilation not reported

u 9% had percutaneous drainage, 97% had antibiotics (mean duration 21 days)

u Complete abscess resolution confirmed by MR enterography, then start adalimumab

u Primary endpoint: adalimumab success at week 24
u No intestinal resection, no abscess recurrence, no steroid use, no clinical relapse

Pineton de Chambrun, J Crohns Colitis, 2019
* published in abstract form only



Intra-Abdominal Abscess

u Primary endpoint: adalimumab success at week 24
u No intestinal resection, no abscess recurrence, no steroid use, no clinical relapse
u 71% met primary endpoint, 9% had recurrent abscess, 9% had intestinal resection

u Long-term outcomes presented at DDW 2021*
u Week 48: 66% met primary endpoint, 15% had intestinal resection
u 4 years: 25.6% had intestinal resection

u Abscesses that required percutaneous drainage were highly associated with risk of abscess 
recurrence or intestinal resection (OR 14)

u Intestinal dilation >3 cm associated with adalimumab failure

u Signs of intestinal or mesenteric fat inflammation on baseline MRI were associated with 
adalimumab success

Pineton de Chambrun, Presented at DDW, 2021
* published in abstract form only



Qazi, Practical Gastroenterol, 2020



Case Presentation #1

u IR drain of collection
u 4+ Enterococcus faecalis, 3+ Candida albicans, 2+ mixed flora

u Initiated Zosyn, vancomycin, and fluconazole

u Plan for surgery
u When?



IBD Surgery in the Elderly

u n=15,495 patients who underwent major IBD-related abdominal surgery from 2005-2012
u 1,707 (11%) were “elderly” (age ≥65)

u Postoperative 30-day mortality, elderly vs non-elderly
u Crohn’s: 4.2% vs 0.3%* (aOR 11.67, 95% CI 5.99-22.74)

u UC: 6.1% vs 0.7%* (aOR 4.39, 95% CI 2.49-7.72)

u Postoperative complications
u Crohn’s: 28.0% vs 19.4%*

u UC: 39.3% vs 23.6%*

u Still hospitalized >30 days after surgery: 5.0% vs 1.8%*

Bollegala, Clin Gastroenterol Hepatol, 2020* p<0.001



Calculating Surgical Risk

https://riskcalculator.facs.org/RiskCalculator/



Surgical “Prehabilitation”

u Focused on prehabilitation x 3 weeks; discharged home on TPN

u Presurgical labs: 
u WBC 11

u Albumin 2.4, Prealbumin 20

u Cr 0.7

u Lactate 1.0

u Exploratory laparotomy planned
u Resection or stricturoplasty?  All of the strictures or just the perforated one?

u What kind of anastomosis?

u Ileostomy?
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Crohn’s Disease with ulceration
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Stricture of small bowel
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High-power magnification of area of mucinous carcinoma



Case #1: Final Pathology
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Case #1: Follow-Up

u Received IV fluids x 3 weeks to balance ileostomy losses

u Started on loperamide to keep output <1200mL/day

u CT chest demonstrates concerning lesions for metastatic disease

u History of Mycobacterium avium complex (MAC) disease

u CT-guided biopsy of lung lesion consistent with MAC

u No indication for chemotherapy, surveillance only



Case #1: Hypothetical

u What if he had been on pre-operative biologic therapy?



Cohen, DDW May 2019

Anti-TNF: Surgical Risk
Intra-Abdominal Surgery

Don’t stop anti-TNF therapy 
for intra-abdominal surgery

Drug Half-Life
Infliximab 8-10 days

Adalimumab 14 days



Vedolizumab: Surgical Risk
Intra-Abdominal Surgery

Mehta, DDW May 2020

Don’t stop 
vedolizumab for 
intra-abdominal 
surgery

Drug Half-Life
Vedolizumab 25 days



Tofacitinib: Surgical Risk
Total Colectomy

Kani, DDW May 2020



Case #1: Post-Operative Surveillance

Nguyen, Gastroenterol, 2017

u How should he be monitored post-operatively?
u Endoscopic recurrence can occur in the neoterminal ileum in up to 90% of patients within 12 

months of surgical resection

u ~25-50% of patients will require another bowel resection within 5 years of the index surgery

Courtesy of Miguel Regueiro



Case #1: Post-Operative Surveillance

Nguyen, Gastroenterol, 2017



Case #1: Post-Operative Surveillance

Nguyen, Gastroenterol, 2017

u AGA suggests early pharmacological prophylaxis over endoscopy-guided treatment

u AGA suggests using anti-TNF and/or thiopurines over other agents

u AGA suggests against using 5-aminosalicylates, budesonide, or probiotics

u If patient is not receiving pharmacologic prophylaxis, AGA recommends postoperative 
endoscopic monitoring 6-12 months after surgical resection over no monitoring

u If patient is receiving pharmacologic prophylaxis, AGA suggests postoperative 
endoscopic monitoring 6-12 months after surgical resection over no monitoring

u If patient has asymptomatic endoscopic recurrence (Rutgeerts score ≥i2), AGA suggests 
initiating or optimizing anti-TNF and/or thiopurine over continued monitoring alone



Case #1: Post-Operative Surveillance

Rutgeerts, Gastroenterol, 1990

Cornerstones Health IBD Tools



Case #1: Post-Operative Surveillance

Courtesy of Miguel Regueiro



Case Presentation #2

u 75-year-old woman with recurrent abdominal pain, nausea, constipation, 
unintentional 20-lb weight loss

u Multiple hospitalizations: 2017, August 2020, February 2021 (x2)

u CT: distended loops of bowel with air-fluid levels, phlegmon near the terminal ileum, 
possible entero-enteric fistulae, right hydronephrosis and ureteral obstruction

u Diagnosed with SBO, resolved with conservative management 

u Colonoscopy: tortuous; stricture 10 cm proximal to terminal ileum

u Surgical evaluation delayed by stroke

u 5/1/21: re-admitted, transferred to UC Davis for colorectal surgery evaluation



Colonoscopy (February 2021)

Small bowel stricture Tortuous sigmoid colon



Case Presentation #2

u PMH/PSH:
u GERD

u Chronic anemia 

u Rheumatoid arthritis (not on steroids or DMARDs)

u Endometrial cancer s/p hysterectomy/salpingo-oophorectomy w/lymph node 
dissection

u >50 pack-year nicotine use

u Ruptured cerebral aneurysm, subarachnoid hemorrhage, coils placed



Case Presentation #2

u Physical: Abdomen soft, slightly distended, tympanic. Diffuse 2/10 tenderness to 
deep palpation 

u Labs: 

u Hgb 9.0, Hct 28.3

u albumin 1.3, prealbumin 6

u CA 125 141.3

u fecal calprotectin >3000



Chronic hydronephrosis
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Stenotic terminal ileum



Small bowel loop tethered 
to abscess with stricture

MR Enterography Images



Fluid collection in 
right lower quadrant

MR Enterography Images



Case Presentation #2

u Is this Crohn’s disease?



IBD in the Elderly

u 15% of new IBD diagnoses are in patients over age 60 (“elderly onset IBD”)
u Prevalence of IBD among elderly individuals is increasing by 5.2% per year
u Similar 5-year risk of surgery as adult-onset IBD

u 23% for elderly onset Crohn’s, 8% for elderly onset ulcerative colitis

u Less likely to receive steroid-sparing medications
u Steroid exposure in the elderly is comparable to that of adult-onset IBD
u Exposure to immunomodulators and biologics is 38-64% lower in patients with 

elderly onset IBD

u Increased risks with certain medications
u Higher infection rate with anti-TNF therapy (frailty more predictive than age)
u Higher lymphoma and NMSC rate with thiopurines

Ananthakrishnan, Gastroenterol, 2021
Rozich, Clin Gastroenterol Hepatol, 2020



IBD in the Elderly

Ananthakrishnan, Gastroenterol, 2021



Case #2: Management

u Address the abscess

Qazi, Practical Gastroenterol, 2020



Case #2: Management

u Management
u IR aspiration of abscess (Hospital day #17): serosanguinous fluid + C. albicans, E. faecium
u IV ceftriaxone, vancomycin, and fluconazole

u SBO partially resolved, tolerated small amounts of clears, had BMs
u Nutritional status improved with TPN; prealbumin = 19

u Surgery planned to alleviate obstruction
u Resection vs bypass?

u What kind of anastomosis?
u Ileostomy?



Prior laparotomy incision
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Terminal ileum

Partial cecectomy

Abscess cavity



Case #2: Final Pathology

u Chronic inflammation, ulceration, entero-enteric fistula

u Creeping fat

u No granulomas

u No dysplasia or malignancy



Postoperative Photo



A Word About Anastomoses

u What factors determine the type of anastomosis created?
u Side-to-side anastomosis

u End-to-end anastomosis

u Stapled vs handsewn

u Do outcomes differ by anastomosis type?
u Conflicting literature

u End-to-end: better quality of life, less healthcare utilization

u Side-to-side: fewer postop complications and leaks, reduced 
Crohn’s recurrence

Gajendran, Am J Gastroenterol, 2018
He, Dig Dis Sci, 2014



A Word About Anastomoses

u What is the Kono-S anastomosis?
u May reduce post-operative Crohn’s recurrence

Alshantti, Colorectal Dis, 2021



Case #2: Postoperative Course

u NG tube removed, began diet on POD#2

u TPN tapered off

u Discharged to skilled nursing facility on POD#9

u Now home from SNF and doing well



Case #2: Follow-Up

u Post-operative Crohn’s surveillance plan

u Smoking cessation


