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ABSTRACT
Introduction. Surgical treatment of patients with Crohn’s disease can be a big challenge, due to the high risk of complications 
that is associated with chronic inflammatory process, immunosuppressive, biological treatment, malnutrition, patient’s wasting 
or prone to recurrence of inflammatory changes.
Aim. The aim of this work ist o present the case of patient underwent surgery, resection of the terminal ileum, right hemicolec-
tomy and segmental jejunum resection.
Description of the case. In this case patients with Crohn’s disease were accompanied by progressive nutritional deficiencies 
and cachexia. 
Conclusion. Crohn’s disease can lead to very severe abdominal and septic complications that require long-term treatment, re-
peated surgery, and open belly therapy with the use of vacuum therapy
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Introduction
Crohn’s disease is a chronic, non-specific inflammatory 
process in which changes can affect any part of the gas-
trointestinal tract from the mouth to the anus, the chang-
es are segmental (healthy sections occur between the 
diseased sections), asymmetrical and full-walled. Despite 
the advances in conservative and pharmacological treat-
ment, most patients require surgery at some point during 
the disease.1-3 The need for surgery is 10-14% during the 
year and 18-35% during the 35 years of the disease. 

Indications for surgical treatment can be divided into:
1. urgent (intestinal obstruction, perforation of the 

intestine with peritonitis, bleeding, fulminant disease 
not subject to pharmacological treatment, intra-abdom-
inal or perianal abscess causing sepsis)

2. planned (symptoms of chronic intestinal ob-
struction, chronic disease symptoms causing disability, 
intra-abdominal abscesses and fistulas resulting in mal-
absorption syndrome, intestinal epithelial dysplasia or 
cancer).
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From 5-15% of patients have entero-enteral fistulas. 
Operations of patients with Leśniowski- Crohn’s disease 
are at increased risk of complications and relapses.  Sur-
gical treatment in Crohn’s disease can be a big technical 
challenge for a surgeon due to chronic inflammation, bio-
logical treatment, immunosuppression, cachexia, patient 
malnutrition, or a tendency to relapse inflammation.4-7 

Leakage, anastomosis dehiscence, abscess or fistula are 
life-threatening complications requiring reoperation and 
intensive treatment in the Intensive Care Clinic. Open 
abdomen treatment is a method of treating patients 
with severe septic peritonitis and the risk of abdominal 
compartment syndrome. Providing patients with OA 
is a challenge, it is associated with massive loss of fluid, 
electrolytes and protein, a high risk of infection, bleed-
ing, obstruction or perforation of the intestine, as well as 
frequent multi-organ failure and high mortality.8-12 Ab-
dominal decompression can cause peritoneal adhesions, 
fistulae formation, fascia contraction and large postoper-
ative hernias requiring abdominal wall reconstruction. It 
is rational to treat the open abdominal cavity as an open 
abscess. There are various ways of temporary abdominal 
closure. Initially, their task was to cover the internal or-
gans (closing the skin itself, “Bogota bag”, sewing the zip-
per), now, in addition to visceral covering, TAC allows 
exudate control and approaching the edges of the wound 
- negetive pressure wound therapy.13-15

Aim
Tis work aimed to present 10 years follow up for clin-
ical case diagnosed a 29-year-old patient with Crohn’s 
disease.

Description of the case
A 29-year-old patient with Crohn’s disease diagnosed in 
2009, treated for many years with azathioprine and me-

salazine during periods of exacerbation with glucocor-
ticoids. He did not take medicine for a year to March 
2019. From March  2019 to April, 2019. hospitalized in 
the Gastroenterology Clinic, to which he was admitted 
due to abdominal pain accompanied by intestinal pas-
sage disorders. After performing additional tests, ane-
mia with low iron levels, low protein, albumin, vitamin 
D levels was found, according to the SGA scale, nutri-
tional status was assessed as severe malnutrition (body 
weight 52kg, height 175cm, BMI 16.98), increased in-
flammatory parameters. Gastroscopic examination no 
pathological changes, colonoscopy found active inflam-
matory changes in the caecum and obliterated ileoce-
cal valve orifices. Magnetic resonance imaging (MRI) of 
the abdomen and pelvis were performed revealed the 
thickening of the walls of the cecum and the ascend-
ing colon and the ileocecal valve area with a slight flu-
id reaction in the environment - inflammatory lesions 
and the perianal fistula canal  (Figure 1). The treatment 
used empiric antibiotic therapy, systemic glucocortico-
steroids, total parenteral nutrition.  The patient was then 
transferred for surgical treatment to the Surgery Clin-
ic. After preparation, a laparotomy was performed. In-
traoperatively, inflammatory changes were found with 
thickening of the terminal wall of the ileum with steno-
sis, thickening of the caecum wall and fistula features 
between the jejunum loop and ascending colon. Right 
hemicoloctomy with ileo-transverse mechanical anas-
tomosis and jejunal segment resection with mechanical 
anastomosis were performed. 

On the 4th day after surgery, the patient’s condition 
deteriorated significantly, which was accompanied by 
tachycardia, fever and a significant increase in inflam-
matory parameters, in ultrasound a large amount of liq-
uid content with increased echogenicity. Relaparotomy 
was performed, diffuse fecal peritonitis was found due 

Fig. 1. An MRI Image of the abdomen and pelvis revealed the thickening of the walls of the cecum and the ascending colon and 
the ileocecal valve area with a slight fluid reaction in the environment - inflammatory lesions and the perianal fistula canal.
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and mesenteric infiltration (Fazio symptom) - in the 
place where the mesentery is soft and thin, there should 
be no lesions. There are many definitions of the compli-
cation of anastomotic leak, which is why the frequency 
of leakage in literature ranges from 0.5 to 30%. When 
suspecting anastomotic leaks, it is important to control 
the patient’s basic parameters body temperature, tachy-
cardia, leukocytosis, C reactive protein or procalcitonin. 
Obvious evidence of leakage of the anastomosis is the 
presence of intestinal contents in the drainage or visi-
ble in imaging tests (e.g. ultrasound) fluid content in the 
peritoneal cavity with increased echogenicity, it is ob-
vious that physical examination - peritoneal symptoms 
cannot be omitted. Treatment of septic condition result-
ing from anastomotic leak requires fluid and electrolyte 
equalization, antibiotic therapy, and surgical interven-
tion. The surgical procedure for finding leaks involves: 
adding several sutures (77.5%), sealing the anastomo-
sis with “sealants” (17.5%), selecting an ileo- or colosto-
my (10%) and performing a new anastomosis (9.4%) or 
combining these procedures. If the leakage is not con-
trolled and the patient manifests the symptoms of peri-
tonitis and septic state, the safest and most common 
procedure is the emergence of a stoma above the leak, 
and the defect in the anastomosis is provided with ad-
ditional sutures and/or local sealing agents (e.g. Tacho-
Sil, tissue adhesives). The anastomosis can be resealed 
by closing the distal intestine and the proximal segment 
emerging in the form of a final stoma (Hartmann meth-
od). In the patient presented above on the 4th day after 
resection of the ileum fragment with right hemicolecto-
my, ileo-transverse anastomosis and resection of the je-
junum fragment) and small intestinal anastomosis with 
mechanical suture (two linear staplers), the ileo-trans-
verse anastomosis anastomosis almost completely. Due 
to diffuse fecal peritonitis, the distal part of the intestine 
was closed and the proximal one emerged in the form of 
a final ileostomy. In the tenth day after the first surgery, 
the treatment occurred. Intraoperatively, anastomosis of 
the jejunum anastomosis was found proximal to the ile-
ostomy, a portion of the anastomosis was resected with 
a linear stapler.17-23 The abdomen was left open (laparos-
tomy) using a commercial VAC kit for pressure therapy. 
For a patient in a severe condition with symptoms of ab-
dominal sepsis after a second or subsequent laparotomy, 
open abdominal therapy is the best solution. Vacuum 
therapy is currently the most commonly used method 
of temporary abdominal closure. It is often the case that 
primary fascia closure (after the end of vacuum therapy) 
is impossible. Planning for laparostomy closure should 
start from day one when the surgeon leaves the abdo-
men open. The edges of the fascia should be approached 
as soon as possible. Vacuum therapy alone brings the 
edges of the wound closer together. Various methods 
are described in the literature to increase the percent-

to complete separation of ileo-transverse anastomosis, 
jejunum anastomosis normal without signs of leakage. 
The abdominal cavity was closed after putting on three 
drains. In the tenth day after the first surgery, there was 
an erection, a partial wound separation of the coatings. 
The patient was qualified for surgery. Intraoperatively, 
features of fibrinous purulent peritonitis with leakage of 
the small intestinal anastomosis were found. A fragment 
of the stapler anastomosis was excised, the abdomen 
was left open using negative pressure wound therapy.

In the thirteenth day after the first surgery, during 
replacement of the vacuum dressing, complete separa-
tion of the transverse stump and complete separation of 
the ileostomy from the coatings, jejunum anastomosis 
was found. Excision of the spleen and descending co-
lon with sigmoid closure by hand suture was performed, 
fixation sutures for ileostomy were reapplied. The abdo-
men was left open (open abdomen) using vacuum ther-
apy. The patient was in the Intensive Care Clinic. Due to 
respiratory failure, pleural puncture was performed, fol-
lowed by vacuum drainage into the pleural cavity (due 
to iatrogenic pneumothorax). Mechanically ventilated, 
circulatory stabilized infusion of levonor at a low dose, 
antibiotic therapy according to culture, antithrombot-
ic prophylaxis (low molecular weight heparin), intrave-
nous feeding - total parenteral nutricion was continued. 
In the sixteenth day after the first surgery, the replace-
ment of the vacuum dressing, in the abdomen, exuda-
tive-fibrinous in-laws, without intestinal contents (no 
features of intestinal fistulas). XXIII day postoperative 
replacement of a vacuum dressing granulation tissue 
without fibrinous-hypotensive content. Sutures were 
placed approaching the edges of the wound around 
both poles. XXVII day replacement of a vacuum dress-
ing granulation tissue with no fibrinous-hypotensive 
content. Two more stitches were placed approaching the 
wound poles gradual closing by following sewing seams 
closing to the poles of the Wound. XXXI day abdomi-
nal closure (continuous peritoneo-fascial suture, single 
sutures on the skin). After discharge, the patient stays 
under the constant care of the Gastroenterology Clinic 
(biologically treated) and the Surgery Clinic. After half 
a year, the patient does not want to try to restore the di-
gestive tract.

Discussion
Leakage and dehiscence of the anastomosis cause about 
25% of deaths after bowel surgery. Studies show that pa-
tients with Crohn’s disease have a higher risk of septic 
complications. Also important are factors related to the 
surgical technique, end-to-end anastomosis, handsewn 
anastomosis, positive resection of the intestine, and pen-
etrating form of Crohn’s disease.16-20 The resection limits 
are determined by macroscopically assessing inflamma-
tory lesions on the intestine and assessing the thickness 
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age of primary fascia closures: Vacuum assisted wound 
closure and mesh mediated fascial traction , Wittmann 
Path, dynamic retention suture-DRS. In the present pa-
tient, the fascial edges were gradually brought closer by 
suturing the poles of the wound during subsequent ab-
dominal revisions and replacing the vacuum dressing. 
Among other things, it was possible to close the fascia 
originally.24-27 After six months of follow-up, no hernia 
was found in the postoperative scar, which is a common 
complication following open abdomen treatment. A 
very important element of the patient’s comprehensive 
treatment was the therapy in the Intensive Care Clinic 
(mechanical ventilation, circulatory stabilization, anti-
biotic therapy, parenteral nutrition). 

Conclusion
After the original surgery, a number of complications 
occurred: dissolution of the anastomoses, recurrence of 
inflammation in fragments of the left intestine, which 
was accompanied by diffuse fecal peritonitis. The pa-
tient was re-operated many times with excision, sec-
ondary anastomosis suturing, ileostomy, open abdomen 
using vacuum therapy. Repeated surgical procedures, 
intensive therapy in the Intensive Care Clinic led to sep-
tic state control, healing of anastomotic leaks and heal-
ing of abdominal wall wounds without postoperative 
hernia.

Leakage, dehiscence of intestinal anastomoses, es-
pecially in patients with chronic inflammatory process. 
Such treatment requires a multi-specialist and compre-
hensive approach to subsequent complications. Such be-
havior is a very big challenge, but only such behavior 
can lead to therapeutic success.
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