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Complication of Crohn Disease
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ABSTRACT

Due to the anatomical proximity of the last ileal loop and the bladder, Crohn’s disease can affect the urinary tract by the formation of
an Enterovesical Fistula (EVF). Although rare, it represents a complication with a potential impact on the patient’s quality of life and
it is often difficult to manage. In addition to the Computed Tomographic (CT) findings, several other examinations can contribute
to the diagnosis of EVF, which calls for adequate management based on disconnection of the digestive tract from the bladder and
maintenance of medical treatment. Despite therapeutic advances in the context of Crohn’s disease, the EVF remains a surgical
indication. The present case reported is of a successfully managed EVF which was revealed by fecaluria aiming to emphasise the
clinical aspects and various diagnostic tools with a special mention of the key role of medical imaging in the diagnostic process

and the surgical management.
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CASE REPORT amanual lateral-lateral ileo-colic anastomosis. An indwelling urethral
A 25-year-old male presented to the emergency room with severe  Catheter was kept in place for 10 days. Postoperative findings were
abdominal pain located in the right iliac fossa evolving for five days, ~ uneventful. The patient was discharged from the hospital ten days
with no fever or vomiting and no clear aggravating or alleviating ~ after surgery and at follow-up visits, he had fully recovered.

factor. He also complained of frequent urination and fecaluria that
started two weeks earlier.

He was diagnosed with Crohn’s disease three years ago for — —
which he was on imprecise medical treatment. Few months later ; i
he stopped his medication on his own and never consulted
gastroenterologist. Elsewhere, he reported recurrent episodes of
urinary tract infections in the past three months that were resolved
with oral administration of various antibiotics.

At the time of admission, on physical examination, the patient
was in general good health. The body temperature was 38°C
with vital signs within normal limits: the blood pressure was
114/78 mmHg, the heart rate was 88 beats per minute, the
respiratory rate was 16 breaths per minute. The abdominal
examination revealed a tenderness of the right iliac fossa. No
other special findings were detected.

White Blood Cell (WBC) count was 7,900 cells/mm?® and the
C-reactive protein level was 183 mg/dL. The urine test showed

leucocyturia, but the urine culture was negative. The abdominal [Table/Fig-1]: CT scan sagittal view showing the circumferential thickening of an
' intestinal loop located in the right iliac fossa with a fistulous tract to the abdominal wall.

CT-scan showed a regular circumferential thickening of an intestinal
loop located in the right iliac fossa from which a fistula took origin
to a hydro aeric collection of 94x 13x 34 mm in the abdominal
wall [Table/Fig-1]. A second fistula to the bladder was suspected
due to the presence of an intravesical air bubble [Table/Fig-2]. An
Magnetic Resonance Imaging (MRI) was performed and it showed
the presence of an anteroparietal fistula with an abdominal parietal
abscess measuring 8513 mm. This abscess communicated
secondarily with the bladder by an evident fistulous tract causing
a thickening of its anterior wall measuring 45*12 mm [Table/Fig-3].
It also demonstrated the presence of an orally ingested product of
contrast in the bladder [Table/Fig-4].

The patient underwent an open laparotomy, two days later.
Intracperatively, an entero-parietal fistula was identified with an
abdominal wall abscess fistulised into the bladder (bladder dome)
[Table/Fig-5,6]. Incision and drainage of the parietal abscess and
entero-vesical disconnection was performed. The latter combined
an ileo-caecal resection, vesicalperi-fistular area resection and — g B
bladder suture followed by an immediate restoration of continuity by I kdhii s o e K e R e e
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[Table/Fig-3]: An MRI view showing an anteroparietal fistula with an abdominal
parietal abscess communicating with the bladder and the thickening of the bladder
anterior wall.

[Table/Fig-4]: MRI view showing orally ingested product of contrast in the bladder.
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[Table/Fig-5,6]: Intraoperative view showing the fistulous bladder orifice after
disconnection and the abdominal wall collection after it was drained. (Images from
left to right).
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DISCUSSION

The EVF is most often the consequence of an inflammatory and
infectious process of digestive origin, starting with the formation
of an intra-abdominal abscess. The pus thus collected may
be spontaneously fistulised either to the skin, thus creating an
enterocutaneous fistula or to another segment of the intestine or
to another organ, like the bladder. Usually, due to the high pressure
in the intestine, the fistula takes origin from the intestine to the
bladder. Diverticulitis is one of the most common aetiologies of EVF,
accounting for approximately 65% to 79% of cases. Neoplasia,
in second place, represent 15% to 46% of cases, followed by
Crohn’s disease in 7% to 15% of cases [1]. Hardly ever, these
EVF can be of radiation, post-traumatic or iatrogenic origin [1].
The clinical symptomatology is non-specific, which can lead to a
diagnostic delay that may extend to several months after the onset
of symptoms: pain in the right iliac fossa, change in bowel habits,
burning sensation during urination, recurrent or poly microbial

www.jcdr.net

urinary tract infection, sediment in the urine or even epididymitis
was linked to an EVF [2]. Fecaluria, as in the case of the patient and
pneumaturia, although pathognomonic of entero-vesical fistulas,
are only present in 50% of cases [1].

Blood tests are rarely useful for the diagnosis returning within normal
limits. Urinalysis and urine culture are contributory in 85% of cases.
Urinalysis, usually reveals leukocyturia and urine culture is usually
positive for intestinal flora mainly E.coli. Centrifuging a urine sample
can be positive for fecal debris and plant matter [3]. Radiological
imaging is a crucial tool to help establish the diagnosis of an EVF,
to provide a detailed description of the fistulous tract. It also gives
further evaluation of the adjacent anatomy and helps identify the
underlying aetiological factor and its other possible complications
in the abdominal cavity, which may represent an absolute indication
for early surgery. Therefore, it makes a valuable contribution in
management decision-making and adjusting the surgical strategy.
The plain abdominal radiograph, if conducted may show an
air fluid level within the bladder that may insinuate the presence
of a connection between the latter and the digestive tract [4].
Ultrasonography with a sensitivity around 71% and a specificity of
95% seems to be another helpful technique [5]. CT with a diagnostic
accuracy of 90% to 100% is an optimal diagnostic modality [4]. MRI
represents the modality of choice for the diagnosis of EVFs and it is
more sensitive to abdominal CT to detect them. In fact, it takes the
lead in precising the exact fistulous tract by showing with excellent
resolution the presence of fluid inside it. The fistula is seen on T2-
weighted images as a high signal tubular tract between the intestine
and the bladder [3]. However, MRI has until now some limitations
due to the lack of its availability and its high cost. The transit of hail,
the water-soluble enema and the colonoscopy make it possible to
visualise fistulas but above all to complete the lesion assessment
of Crohn’s disease [3]. Another simple and inexpensive diagnosis
method alternative suggests the oral intake of poppy seeds. The
presence of indigestible seeds in the urine indicates the presence
of an entero-vesical connection without a precise characterisation
of the fistula [1,4]. Although, this procedure remains debatable.
The presence of an intravesical air liquid level, the intravesical air
bubble or the detection of an orally ingested product of contrast in
the bladder is the radiological key signs to establish the diagnosis.
The contribution of cross-sectional imaging tools is also highly
considerable to draw up the lesional assessment of Crohn'’s disease
and to look for an associated intra-abdominal abscess, which may
require emergency percutaneous drainage [4].

Management of fistula involving Crohn’s disease is challenging. It may
require medical treatment with bowel rest, total parenteral nutrition,
first-line immunosuppressant, corticosteroids and antibiotics in
the absence of other Crohn’s disease complications [6]. Other
researchers though, do not advocate the use of steroids because
of the increased risk of abscess formation and active infection. In the
case series reported by Zhang W et al., 5 out of 8 patients undergoing
steroid treatment developed either an abdominal abscess or a
persistent urinary tract infection [7]. The anti Tumour Necrosis Factor
(TNF) therapy seems to be another promising option. A multicenter
retrospective study carried out by Taxonera C et al., showed that
45% of patients treated with anti-TNF therapy had full remission
without surgery [8]. Regardless of these encouraging results, medical
treatment alone often fails to avoid surgery. It is especially reserved
for minimally symptomatic patients or for those with high anaesthetic
risk making them unfit for surgical interventions [4]. Yamamoto T and
Keighley MR reported in their study, including 30 patients with EVF
complicating Crohn’s disease, that medical treatment was effective
in only four patients out of 20 who received corticosteroids with
antibiotics [9]. The study by Zhang W et al., also demonstrated that
concurrent Crohn'’s disease complications such as abdominal abscess
did not respond to medical treatment and surgery was required [7].
This matches the clinical findings in the present case report. Indeed,
the presence of a quite complex fistulous tract associated with a
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concurrent considerable abdominal wall abscess, the young age of

the patient and his medical history of lack of discipline in taking his !
medications, were the main reasons we decided to perform surgery.

The principles of surgery are simple. They involve resection of the [4]
affected intestinal segment, immediate restoration of continuity, partial
cystectomy and repair of the bladder wall, followed by the use of a

Foley catheter for one week [1,4]. The closing of the bladder opening

needs to be done in the simplest possible way by performing very [5]
limited excision of the inflammatory tissues followed by absorbable
sutures covered by protective ommental flap [10]. The results are
usually satisfying.

CONCLUSION(S)

EVF, although rare in patients with Crohn’s disease, are a 7
complication requiring prompt diagnosis and treatment. The
diagnosis is mainly based on clinical symptoms and indirect
CT-scan results. Although its first-line treatment is medical, the [8]
management of EVF is mainly surgical consisting of intestinal
resection and bladder wall repair.

[6]
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