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B y  M a r k  H a r r i s 

For individuals diagnosed with Crohn’s 
disease, uncomfortable, often painful, 
and even debilitating symptoms can 

be a part of life. From abdominal cramps and 
fatigue to constipation and rectal bleeding, 
Crohn’s patients are likely to experience a 
host of troubling symptoms. For some, 
surgery is also not uncommon. 

Crohn’s disease affects as many as 
780,000 Americans. While the disease 

can afflict any age group, the initial 
diagnosis often occurs among ado-
lescents and young adults up to the 
age of 35.1

What exactly is Crohn’s disease? 
As a chronic inflammatory condi-
tion in the gastrointestinal (GI) tract, 
Crohn’s falls under the category of an 
inflammatory bowel disease (IBD). 

Typically, the disease affects the 
end of the small bowel and 

the beginning of the colon, 
but Crohn’s can occur 

anywhere in the GI tract. 
The inflammation can 
also penetrate all layers 

of the bowel wall, not just 
the superficial lining.1 The 

cause of Crohn’s disease is not definitively 

known, but genetics and the immune system 

are believed to play a significant role.1,2 As 

such, many experts suspect that microorgan-

isms or other factors present in the GI tract 

are responsible for triggering the inflamma-

tory immune response that characterizes 

Crohn’s disease.2

Overall, some 1.6 million Americans 

have IBD, diagnosed primarily as Crohn’s 

or ulcerative colitis. The latter can produce 

similar symptoms to Crohn’s but affects only 

the colon’s innermost lining. Significantly, 

the incidence of IBD overall is on the rise 

in the United States, with about 70,000 new 

cases diagnosed every year.3

Crohn’s disease derives its name from 

the pioneering work of Burrill B. Crohn, 

MD, who wrote—with gastroenterology 

colleagues Gordon Oppenheimer, MD, and 

Leon Ginzburg, MD—a seminal paper in 

1932 on an inflammatory GI tract condi-

tion they termed regional ileitis.4 Until that 

time, any disease in the small intestine was 

treated as a type of intestinal tuberculosis. 

Gradually, thanks to Dr. Crohn’s original 

efforts, the disease came to bear his name. 

THE INSIDE TRACT ON CROHN’S DISEASE
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treat Crohn’s without a tissue diagnosis. You 
can make the patient worse, or certainly not 
better, if you are treating them with Crohn’s 
therapy when they do not have Crohn’s.”

Indeed, Dr. Kane, who is the author of IBD 
Self-Management: The AGA Guide to Crohn’s 
Disease and Ulcerative Colitis,7 notes the care 
needed in establishing the diagnosis. “Over-
the-counter or prescription nonsteroidal anti-
inflammatories, like ibuprofen and naproxen 
[Aleve], can cause ulcers of the small intestine 
that look like Crohn’s. Lymphoma can look 
like Crohn’s. Melanoma of the small intestine 
can look like Crohn’s. There are certain infec-
tions that can look like Crohn’s. And none 
of those should be treated with the immune 
suppression therapies used to treat Crohn’s.”

A key diagnostic tool for detecting Crohn’s 
disease is the endoscopy procedure, says Dr. 
Kane. With endoscopy, the physician uses a 
scope with a tiny camera attached to a slim, 
flexible tube that shows magnified intestinal 
images on a screen. The process allows the clini-
cian to assess the severity of any inflammation 
in the GI tract and intestinal lining, identify 
where it is, and take biopsy tissue samples.

There are different types of scoping 
procedures, depending on the area of the GI 
tract under examination, such as a colonos-
copy and sigmoidoscopy. At times, clinicians 
will also use a video imaging technique in 
which a patient swallows a tiny capsule-
enclosed camera. The camera can transmit 
images to a receiver as it travels through the 
GI tract identifying the location of ulcers in 
the GI tract, says Dr. Kane. “Of course, even a 
study where we see ulcers doesn’t necessarily 
mean it’s Crohn’s disease. We then use an 
appropriate scope to get tissue for biopsy.” 

As such, the biopsy can be the key to con-
firming a diagnosis of Crohn’s disease. “There 
are certain biopsy findings that definitely 
indicate you have Crohn’s,” says Scott Snapper, 
MD, PhD, director of the Inflammatory Bowel 
Disease Center at Boston Children’s Hospital 
and professor of medicine at Harvard Medical 
School. “If somebody looks under a micro-
scope and [sees] something called granuloma 
[small areas of inflammation in tissue], that 
means it’s Crohn’s. There are other things that 

A fine lining
While treatment has advanced considerably 
over the years, Crohn’s disease by its nature 
does not lend itself to an easy or straight-
forward diagnosis. This is largely because 
symptoms of the disease can mimic those 
of many other conditions5:

• Ulcerative colitis

• Infectious gastroenteritis 

• Traveler’s diarrhea 

• Celiac sprue (i.e., celiac disease)

• Gallbladder disease 

• Pancreatitis 

• Stomach ulcers 

• Irritable bowel syndrome 

• Colorectal cancer

“There are inflammatory conditions that 
can affect the small intestine or the large 
intestine that can look like Crohn’s disease, 
but because it’s just superficial and not all 
the way through each of the layers of the 
bowel, . . . it’s not Crohn’s disease,” explains 
Sunanda V. Kane, MD, a Mayo Clinic gastro-
enterologist, in a ReachMD radio interview.6

Notably, where Crohn’s disease occurs 
in the GI tract can also affect the symptom 
presentation. In the large intestine, for example, 
Crohn’s is often associated with the following 7: 

• Rectal bleeding

• Diarrhea

• Bowel urgency 

The small intestine is commonly associated 
with these symptoms7: 

• Abdominal pain

• Fatigue 

• Diarrhea without bleeding 

Approximately 25 to 40 percent of Crohn’s 
patients may also experience extraintestinal 
symptoms, such as the following7: 

• Rashes 

• Joint, bone, and eye symptoms

• Kidney and liver issues 

In younger children, Crohn’s disease may 
affect growth patterns.5

For these reasons and others, diagnos-
ing Crohn’s invariably involves a certain 
amount of detective work based on a clini-
cal assessment that involves both gathering 
information and excluding other diagnoses. 
Typically, this assessment begins with a gen-
eral physical examination and a discussion 
of the patient’s symptoms.5 

“Every patient needs a history, a physical 
exam, and appropriate testing with blood 
and sometimes stool,” says Dr. Kane. “There 
should also be endoscopy, plus or minus 
X-rays. We also say that you cannot start to 
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Two of a kind
Crohn’s disease and ulcerative colitis 
(UC) are inflammatory bowel diseases 
(IBDs) that differ in several key ways15: 

Crohn’s disease 

• May develop anywhere in the 
gastrointestinal tract (from the 
mouth to the anus)

• Most commonly occurs at the end 
of the small intestine 

• May penetrate all layers of the 
bowel wall

• May appear in patches

• About 67 percent of patients in 
remission will have at least one 
relapse during the following 
five years

Ulcerative colitis 

• Limited to the large intestine 
(colon and rectum)

• Involves a part of or the entire 
colon

• Affects the intestine’s innermost 
lining 

• Appears in a continuous pattern

• About 30 percent of people in 
remission will experience a 
relapse in the next year



can cause granuloma, like tuberculosis, but it 
pretty much means you have Crohn’s. Other 
findings can also mean you have Crohn’s. If 
you have intestinal inflammation and fistulae, 
you’ve got Crohn’s.”

A fistula is a kind of hollow tube that 
connects two different intestinal areas or 
organs, or leads from an organ to outside 
the body. In Crohn’s disease, fistulae form as 
a result of intestinal perforations. Another 
major disease complication is what is known 
as stricturing, characterized by obstruc-
tions related to swelling and formation of 
scar tissue. As a result, the bowel wall can 
thicken, and this leads to a narrowed intes-
tinal passage.8,9

Notably, more patients with Crohn’s 
disease don’t have granuloma than those 
who do, adds Dr. Snapper. That is why a 
Crohn’s diagnosis typically must encompass 
a multiplicity of findings. “For both Crohn’s 
and ulcerative colitis, the diagnosis is largely 
a clinical diagnosis,” says Dr. Snapper. “That 
is, there isn’t a blood test for Crohn’s. There 
isn’t an exact finding, but a constellation of 
findings. With Crohn’s, it involves finding 
strictures, fistulae, granuloma, and [disease] 
involvement of the small intestine and/
or large intestine that doesn’t have to be 
continuous where everything’s involved. 
Whereas ulcerative colitis never has fistulae, 
rarely has strictures, never has granuloma, 
and is . . . continuous.”

Mix and match 
The treatment of Crohn’s disease can 
involve a combination of therapies precisely 
tailored for each patient. These may include 
the use of medications, surgery, dietary or 
nutritional therapy, and other ancillary or 
supportive treatments.10 

Several medication choices are currently 
in use to treat Crohn’s disease. In general, the 
goal of each is to provide symptom relief 
while simultaneously reducing the body’s 
inflammatory response to allow the intestinal 
tissue time to heal. Once symptoms, such as 
abdominal pain, diarrhea, and fever, are in 
remission, continued medical therapy seeks to 
decrease the frequency of disease flare-ups.11 

Some of the medications in use include 

aminosalicylates to reduce inflammation in 

the intestinal lining. Typically, these drugs 

are used in patients with mild-to-moderate 

Crohn’s and as maintenance therapy to reduce 

relapses. Corticosteroids, such as prednisone 

(Deltasone) and methylprednisolone (Medrol), 

can also provide temporary symptom relief. 

However, corticosteroids can cause signifi-

cant side effects (e.g., diabetes, osteoporosis, 

increased risk of infection) and are not recom-

mended for long-term use. A group of drugs 

called immunomodulators is often also used 

alone or in combination with other drugs.3,10-11

A newer category of drugs used to treat 

Crohn’s disease is tumor necrosis factor (TNF) 

inhibitors, otherwise known as biologics or anti-

TNF agents. These drugs work by targeting the 

immune system protein from which they derive 

their name. In this category are such drugs as 

infliximab (Remicade), adalimumab (Humira), 

and certolizumab pegol (Cimzia).10 These 

are called biologics because they are derived 

from laboratory-grown antibodies. In recent 

years, biologics have shown much promise in 

relieving inflammation in Crohn’s patients and 

promoting disease remission.11

Some of the medications used to treat 

Crohn’s may lower an individual’s resis-

tance to infection and increase the risk for 

certain cancers. As such, their long-term use 

is always closely monitored.10

Treatment for most Crohn’s patients does 

not end at medication. An estimated two-thirds 

to three-quarters will eventually have one or 

more surgeries over time.12 Two of the more 

common procedures include strictureplasty and 

small bowel resection. The former is designed 

to widen narrowed intestinal areas, but without 

removing parts of the intestine. The procedure 

is most effective in correcting strictures in 

lower sections of the small intestine. During 

a small bowel resection, the surgeon removes 

a segment of the small intestine and joins two 

ends of healthy intestine. A bowel resection can 

potentially offer many years of symptom relief. 

Still, about 50 percent of adult patients will have 

a recurrence of symptomatic Crohn’s disease 

within five years of a resection procedure.13 

Crohn’s crew
In caring for a chronic disease such as Crohn’s, 
providers must go beyond the physical symp-
toms of the disease to caring for the whole 
person. In other words, the long-term man-
agement of Crohn’s disease requires not only 
good health care but good health care rela-
tionships. As treatment is invariably highly 
individualized, patients must enjoy good 
working relationships with their physicians 
and providers—relationships built on trust, 
communication, and shared decision making. 

Patients should look for physicians who 
want to work with their patients as collabora-
tors in care and who value their concerns and 
input as they meet the ongoing, often complex 
treatment challenges the disease can pose, 
advises Keri Flaccomio, from Paramus, New 
Jersey, speaking as a patient advocate who was 
diagnosed with Crohn’s disease in 2007 during 
her first semester of college.14 Flaccomio is also 
a development coordinator for Mount Sinai 
Adolescent Health Center in New York City.
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Gutbusters
People with Crohn’s disease may 
develop complications, including 
the following3: 

• Fistula—ulcers on the intestinal 
wall that extend and create a tun-
nel (fistula) to another part of the 
intestine, skin, or another organ. 

• Stricture—a narrowing of a sec-
tion of the intestine caused by 
scarring with Crohn’s disease, 
which can lead to an intestinal 
blockage. 

• Abscess—a collection of pus that 
can develop in the abdomen, pel-
vis, or around the anal area. 

• Perforated bowel—chronic 
inflammation of the intestine may 
weaken the wall to such an extent 
that a hole develops. 

• Malabsorption and malnutrition—
these include deficiency of vitamins 
and minerals.



Flaccomio says nearly three years 
passed after her original diagnosis before 
she found a treatment approach that offered 
substantial relief from her acute symp-
toms. With the decision to pursue a more 
aggressive treatment approach, Flaccomio 
was prescribed Remicade, a biologic, as an 
infusion treatment. Subsequently, the drug 
has worked well for her, bringing what she 
describes as all-around relief from pain 
and discomfort.

Flaccomio’s experience over the last 10 
years, which has included surgery, has taught 
her the value of forging a strong relation-
ship with her physicians and care team. This 

includes becoming an informed advocate 

for her own health care needs. 

“As a patient, you really do have to 

be an advocate for yourself,” she says. “I 

knew at a certain point [that] I was ready 

to switch from an oral medication to taking 

Remicade as an infusion, even though my 

family had concerns about the risks. But I 

knew my body better than anyone else and 

knew when I was ready to try it.” 

Later, she also recalls inquiring whether 

her Remicade medication schedule and dos-

age could be adjusted, based on concerns 

she had about how she was feeling. It was 

adjusted, but only after a long interval and 

after finally switching physicians.

Despite her progress, like many Crohn’s 

patients, Flaccomio has experienced the ups 

and downs associated with her condition. 

Yet as an informed patient, her input has 

at times made a difference not only in her 

care but even in her diagnosis. In the fall of 

2015, for example, a colonoscopy and capsule 

endoscopy failed to explain a flare-up of 

constipation, bloating, and related issues. 

“We kind of came up empty,” she recalls. 

“But I knew something was off. Doing my 

own research, I found out about a condition 

called SIBO, or small intestinal bacterial 

overgrowth. I thought my symptoms seemed 

to match this, so I asked my doctor if we 

could test for this. The doctor agreed, we 

did the test, and it turned out I was positive 

for SIBO. I took a course of antibiotics and 

then I was OK. These symptoms might have 

continued on for many more months if I, as 

a patient, hadn’t taken the initiative.” 

Indeed, many gastroenterologists 

who treat Crohn’s disease recognize the 

value of such shared decision making with 

their patients. Such interaction is a related 

component of what Dr. Kane refers to as 

“IBD self-management.” “There needs to be 

give and take on both sides,” she remarks. 

“Physicians who are dogmatic are going to 

get into trouble with their patients, because 

there is room for negotiation on most things. 

Certainly, an informed patient who under-

stands their disease can help guide decisions.”

The right tract 
Ideally, every Crohn’s patient should be 
under the care of a gastroenterology practice, 
advises Dr. Kane. But that may not always 
be possible, depending on the availability 
of nearby resources, insurance, and other 
factors. Where should patients be advised to 
go if a GI specialist practice is not nearby? 

“Every Crohn’s patient should be seen at 
least once at an IBD center, such as at a major 
teaching institution in their state, to make sure 
the diagnosis and management plan from their 
physician is correct,” says Dr. Kane. “When I say 
correct, I mean the best plan for that individual. 
Obviously, some treatments that are appropri-
ate for one Crohn’s patient are not appropriate 
for another. Just because you have Crohn’s 
doesn’t mean you necessarily have to be on a 
special diet, for example. Treating Crohn’s is 
not ‘cookbook’ or ‘cookie-cutter’ medicine.”

While individually customized, precision 
medicine defines the clinical management of 
Crohn’s disease, there is one universal that does 
apply to all Crohn’s patients—the support 
they need from the entire health care team. 
This may be especially true with a disease in 
which medical tests and procedures are often 
a regular part of care. This is an insight well 
understood by Seana Sakai, CMA (AAMA), 
who has several years’ experience as a certified 
gastroenterology technical (GI tech) specialist 
with Seattle-based Pacific Medical Centers.

As a GI tech with certification through 
the Society of Gastroenterology Nurses and 
Associates (SGNA), Sakai has assisted physi-
cians directly in colonoscopy and endoscopy 
procedures. In this position, she has also 
assisted patients before procedures, calling 
patients a few days before their scheduled 
appointments to ensure that they are follow-
ing proper dietary guidelines in preparation. 
Working with patients undergoing endoscopy 
procedures requires equal measures of both 
technical and relationship skills, she says. 

“It’s not unusual for patients to be ner-
vous about the procedure they’re scheduled 
to have,” says Sakai. “They’re often anxious 
about being sedated with intravenous medi-
cations, for example. . . . I think it helps to let 
them know I’ve been in the procedure room 
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A taste of treatment
A single diet or eating plan will not 
work for everyone with inflammatory 
bowel disease (IBD). Dietary recom-
mendations are individualized and tai-
lored for each patient—depending on 
the disease and what part of the intes-
tine is affected. Additionally, these 
diseases are not static; they change 
over time, so eating patterns should 
reflect those changes. The goal is a 
well-balanced, healthy diet. Of course, 
healthy eating habits are desirable for 
everyone, but people with IBD share 
an additional incentive to eat right.16

 Each patient will need to iden-
tify if they have trigger foods—
those that bring about the onset 
of symptoms. The process involves 
a bit of trial and error, but these 
tend to be common culprits worthy 
of attention17:

• Alcohol

• Butter, mayonnaise, or oils

• Chocolate

• Coffee or tea

• Fatty or fried foods

• Red meat or pork

• Raw fruits or vegetables

• Whole grains and bran

 Crohn’s disease



and assisted the doctor, and can tell them 
firsthand what they will probably experience.”

Under such circumstances, Sakai urges 
staff to recognize the patient’s perspective. 
“Remember that patients getting colonoscopy 
or endoscopy are, in a sense, at their weakest 
point,” she remarks. “They’re under a lot of 
duress. They’ve been denied food and are about 
to be sedated. . . . I’ve learned it really helps for 
us to be personable, to be there with a kind face, 
listen and speak with the patient, and try to 
help them to relax. It can make a difference.”

Silver lining 
As research continues, there are many rea-
sons to be hopeful about the future of medi-
cal treatment for Crohn’s disease. Earlier 
this year, the Crohn’s & Colitis Foundation’s 
RISK Stratification study reported a break-
through in identifying important biological 
signatures in newly diagnosed pediatric 
patients. These markers can be used to pre-
dict whether a patient will develop major 
complications with stricturing or penetrat-
ing disease (sustained inflammation that 
spreads beyond the intestinal wall resulting 
in the creation of fistulae) that are likely to 
require surgery within three to five years.9

What is impressive about the RISK study, 
says Dr. Snapper, is that it represented the first 
time an extremely large prospective study 
group, involving over 900 patients, was fol-
lowed for over four years from the time of 
diagnosis. “The goal of the study was to be able 
to tell at the time of diagnosis the chances that 
a patient will have a pretty benign course of 
disease, or a much more complicated course,” 
explains Dr. Snapper. As he notes, this would 
ideally allow physicians to let patients know 
the likelihood that they would end up having 
penetrating or stricturing disease.

In terms of early intervention, Dr. Snapper 
says the study results could significantly impact 
future care for newly diagnosed patients. “In 
this case, we’re talking about the use of antibod-
ies against TNF. If you get biologics early, does it 
prevent any of these complications?” According 
to the study results, early use of biologics (i.e., 
within three months of diagnosis) increased 
the odds of patients being able to discontinue 

steroid use and grow physically, while decreas-

ing the odds of penetrating complications—in 

effect reducing the chance of fistulae. 

Today, Crohn’s disease research is also 

increasingly concerned with how environ-

mental factors may be contributing to the 

rising incidence of the disease. “This is true for 

a lot of immune-mediated diseases, but there 

is no question that the environment matters,” 

concludes Dr. Snapper. “Crohn’s and ulcerative 

colitis have increased dramatically over the last 

five decades, and that’s not because of genet-

ics. The challenge now for the community of 

doctors and scientists is trying to figure out the 

environmental factors that work with genes, 

… bacteria that live in our intestines, and our 

immune response,” he notes. “What [are] the 
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environmental [factors] that determine why a 

patient gets the disease?” he continues. “And, 

how will [patients] respond to a therapy? I 

would say these are our biggest challenges.”

Dr. Snapper is optimistic that health 

care will meet and eventually overcome these 

challenges. “There’s a lot more understand-

ing now of how one would go about trying 

to figure these issues out,” he says. “From 

the research perspective, this is an incred-

ibly exciting time because cures and better 

therapies for inflammatory bowel disease 

are not only possible, but they will happen.” 

Such research advances over the years 

speak to the steady progress in furthering 

medical care for individuals with Crohn’s 

disease. Today, Crohn’s patients can ben-

Testing intestines
An accurate diagnosis of Crohn’s disease relies on a number of interrelated factors, 
and the tests used to identify its hallmarks are similarly varied. In addition to endos-
copy, the following procedures can assist in the diagnostic process18:

• X-rays. Patients may undergo standard X-rays of the abdomen or contrast X-rays 
of the small or large intestine, which track the movement of a small amount of 
barium through the body.

• Computerized tomography (CT) scans. Used primarily to detect disease complica-
tions, CT scans can also help rule out other diseases with similar symptom profiles. 

• Leukocyte scintigraphy (white blood cell scan). White blood cells are attracted to 
areas of inflammation, and a primary sign of Crohn’s disease is inflammation of the 
gastrointestinal (GI) tract. This process tags white blood cells with a harmless amount 
of radiation and injects the blood back into the patient to see where the cells gather.

• Blood tests. Multiple blood tests can support an accurate diagnosis, though they 
cannot identify Crohn’s on their own:

o Complete blood cell count

o Inflammation markers (e.g., C-reactive protein or erythrocyte sedimen-
tation rate)

o Liver function tests

o Electrolyte panel

o Vitamin B12

Newer, more sophisticated blood tests analyze two antibodies produced by the 
immune system to differentiate between Crohn’s disease and ulcerative colitis. 
The two antibodies the tests focus on—called biomarkers—are perinuclear anti-
neutrophil antibodies and anti-Saccharomyces cerevisiae antibodies. However, the 
tests are not foolproof: the presence of one or both antibodies does not definitively 
indicate the presence of one or both diseases.18  
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efit from many effective treatment options, 

offering hope that despite their diagnosis, 

many patients can achieve and maintain the 

quality of life they desire. ✦
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Eyes on the insides
Endoscopy serves as a valuable diag-
nostic tool for diagnosing Crohn’s dis-
ease and other conditions that affect 
the gastrointestinal (GI) tract. Specific 
types of endoscopy are named for the 
part of the GI tract they examine18:

• Sigmoidoscopy examines the 
rectum and the sigmoid colon—in 
other words, the lining of the lower 
third of the large intestine. The pro-
cedure can confirm Crohn’s in the 
lower part of the colon, ulcerative 
colitis, inflammation, or bleeding.

• Colonoscopy looks at the lining 
of the entire large intestine and 
can examine the end of the small 
intestine, as well. This test can 
analyze the severity of Crohn’s 
disease or ulcerative colitis and 
help distinguish between the two.

• Esophagogastroduodenoscopy 
(EGD) checks the stomach, esopha-
gus, and duodenum (the first sec-
tion of the small intestine), which 
can be affected by Crohn’s disease.

• Endoscopic retrograde cholangio-
pancreatography (ERCP) exam-
ines the pancreatic duct and the 
bile ducts in the liver. The test 
can also detect primary scleros-
ing cholangitis (PSC), a liver dis-
ease that affects a small number 
of people with Crohn’s disease or 
ulcerative colitis. 

Please apply online by visiting our website at www.milebluff.com, or 
email your résumé to  humanresources@milebluff.com.
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CREDENTIALED MEDICAL ASSISTANTS

Are you looking for a wonderful opportunity to work as a medical 
assistant? Would you like to work Monday through Friday in a profes-
sional, fast-paced environment? Mile Bluff Medical Center wants you to 
join our team!  

Duties include rooming patients, taking vital signs, assisting with pro-
cedures, utilizing EHR for documentation, handling phone communica-
tion, and more. We are seeking candidates who possess current certifi-
cation as a medical assistant, preferably CMA (AAMA), along with strong 
organizational and communication skills. Benefits package available. 
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