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Abstract
AIM: To study the natural history, patterns and clinical characteristics of inflammatory bowel diseases (IBD) in Egypt.
METHODS: We designed a case-series study in the gastroenterology centre of the Internal Medicine department of Cairo University, which is a tertiary care referral centre in Egypt. We included all patients in whom the diagnosis of ulcerative colitis (UC) or Crohn’s disease (CD) was confirmed by clinical, laboratory, endoscopic, histological and/or radiological criteria over the 15 year period from 1995 to 2009, and we studied their sociodemographic and clinical characteristics. Endoscopic examinations were performed by 2 senior experts. This hospital centre serves patients from Cairo, as well as patients referred from all other parts of Egypt. Our centre received 24156 patients over the described time period for gastro-intestinal consultations and/or interventions.

RESULTS: A total of 157 patients with established IBD were included in this study. Of these, 135 patients were diagnosed with UC (86% of the total), and 22 patients, with CD (14% of the total). The mean ages at diagnosis were 27.3 and 29.7, respectively. Strikingly, we noticed a marked increase in the frequency of both UC and CD diagnoses during the most recent 10 years of the 15 year period studied. Regarding the gender distribution, the male:female ratio was 1:1.15 for UC and 2.6:1 for CD. The mean duration of follow up for patients with UC was 6.2 ± 5.18 years, while the mean duration of follow up for patients with CD was 5.52 ± 2.83 years. For patients with UC we found no correlation between the severity of the disease and the presence of extraintestinal manifestations. Eleven patients had surgical interventions during the studied years: 4 cases of total colectomy and 7 cases of anal surgery.

CONCLUSION: We observed a ratio of 6:1 for UC to CD in our series. The incidence of IBD seems to be rising in Egypt.
© 2013 Baishideng Publishing Group Co., Limited. All rights reserved.
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Core tip: The precise aetiology of inflammatory bowel disease (IBD) remains obscure. In our study, the ratio of patients diagnosed with ulcerative colitis (UC) to those diagnosed with Crohn’s disease (CD) was approximately 6:1. The total colectomy rate in our study was 2.9%, after a follow up period of 5 to 15 years, which is far lower than the rates of Western countries. We found that the characteristics of IBD in the Egyptian population were more similar to Asian and African IBD patterns. We noticed a marked increase in the frequency of UC and CD diagnoses over the past 10 years, which indicates an increasing incidence of IBD in Egypt.
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INTRODUCTION 

Ulcerative colitis (UC) and Crohn’s disease (CD) are collectively referred to as inflammatory bowel diseases (IBD) [1]. They mainly affect young populations, majorly altering their quality of life and increasing morbidity, compared to the general population. Although the exact aetiology of IBD has still not been exactly identified[2-5], it is believed that the pathogenesis of IBD includes immune deregulation secondary to environmental factors in genetically susceptible individuals. This results in a mounted immune response to the normally existing intestinal flora or epithelial antigens [2 6-8].

IBD occur with different frequencies around the world. The countries reporting for the highest incidence of UC are the United States, the United Kingdom and Sweden [9-11].
IBD have always seemed to be rare in the Middle East and Northern Africa. No accurate registry or cohort of patients had ever studied the exact prevalence of CD and UC in these populations. In Mediterranean countries, the prevalence of UC was estimated at 5/100000 in urban areas [12].

Recent data from a few single-centre studies have pointed to a change in the disease incidence that is usually explained by lifestyle changes, such as urbanisation, and changes in alimentary habits, such as greater consumption of fast food, greater consumption of carbohydrates, and a lower daily intake of alimentary fibres.

I  n a recent review of the natural history of IBD, it was noted that as countries become Westernised, the incidence of UC increases first and is later followed by CD [13-15].  Asia had a high ratio of UC/CD incidence in the 1980s and 1990s, but in 2000, the incidence of CD increased. Both diseases have emerged in countries in which they had rarely been previously reported, including Japan, South Korea, India, Iran, Lebanon, Thailand, the French West Indies, and North Africa [16-18]. In these countries, the occurrence of UC preceded that of CD by approximately 10 years. The overall incidence of IBD can be broken down into several geographic zones: those with a high incidence, those with a moderate incidence, those with low incidence 15 years ago but with a consistently increasing incidence, and those with an unknown incidence [13].

Overall, a pattern can be drawn for IBD frequency in the developing world: first, a low UC incidence; then, an increase in UC, while the CD incidence remains low; and finally, a CD incidence that approaches UC levels.

In this study, we studied the sociodemographic and clinical characteristics of patients diagnosed with CD and UC in the gastroenterology centre of the Internal Medicine department of Cairo University, which is a tertiary care referral centre in Cairo. To the best of our knowledge, this is the first trial establishing a cohort of IBD patients and starting a registry for data collection and analysis in Egypt.
MATERIALS AND METHODS

The study aimed to identify the socio-demographic and clinical characteristics of IBD patients in a very diverse population (Cairo agglomeration).

In the Middle East, as well as in most of the African countries, data on IBD patients are lacking, and there are no solid databases or registries to follow up the pattern of the disease.

We included all patients in whom the diagnosis of UC or CD was confirmed by clinical, laboratory, endoscopic and histological examination over the 15 year period from 1995 to 2009. 

Our hospital gastroenterology centre serves patients from Cairo and also patients referred from all other parts of Egypt. Our centre received 24156 patients over the same duration of time who were referred for gastro-intestinal consultations and/or interventions.

First, we identified the presenting complaint of the patients who consulted our centre and the reason for which the endoscopic exploration was ordered. We considered patients presenting with chronic diarrhoea, rectal bleeding, recurrent abdominal pains or discomfort, melena, weight loss, and/or perianal fistula or abscess. The diagnosis of IBD was established by clinical, endoscopic, histological, and/or radiological criteria. 

CD was diagnosed if skip lesions were found at endoscopy; a cobblestone appearance was evident; mucosal ulceration was found upon colonoscopy; or aphthous lesions were found at endoscopy. Deep inflammation or chronic terminal ileal inflammation, with or without radiologic evidence of skip lesions, stricturing disease, fistulising disease, existence of perianal disease (skin tags, abscess, fistula), small intestinal involvement or non-caseating granulomas, was also included in the diagnosis. Endoscopic examinations were performed by 2 senior experts.

Extraintestinal manifestations included musculoskeletal, mucocutaneous, hepatic, ophthalmic, and urinary tract involvements. 

UC was diagnosed when there was evidence of a diffuse mucosal disease of colon with different proximal extensions from the rectum, superficial inflammation, crypt abscess, cryptitis, and rectal involvement without any evidence of small bowel involvement other than backwash ileitis. 

We included patients who had an established diagnosis of IBD over the 15 years from 1995 to 2009 and who were referred to our centre. The following data were gathered for assessment: demographics, clinical features, area of residency, living conditions (city or countryside), smoking, family history of IBD, disease characteristics, extraintestinal manifestations, medical treatment used, and surgical interventions. Clinical information was obtained from medical records and patient interviews. 
A diagnosis of IBD was established according to the corresponding criteria. For cases of UC, the true love classification was used to assess severity, and the Montreal classification was used to assess the extent of the disease [19]. Endoscopic grades were assigned in the form of mild (erythematous oedematous rectal mucosa, absent or distorted vascular pattern), moderate (marked oedema, spontaneously bleeding mucosa, purulent exudates) and severe (frank ulcerations) degrees. The histopathological findings included the following: vascular congestion, crypt abscesses, mucin depletion, cellular infiltrate, cryptitis, and crypt branching.

For the CD cases, the Crohn’s disease activity index (CDAI) was used to assess the disease activity. The Montreal classifications and endoscopic grades assessed the activity as follows: (1) Inactive (the vascular pattern is only slightly distorted and there is, fine granularity without friability or epithelial defects); (2) Mildly active (there is unequivocal erythema, either focal or confluent, and some friability without epithelial necrosis); (3) Moderately active (a few apthoid erosions or small ulcers are noted); or (4) Severe (ulcers are larger and more numerous). The histopathological findings included the following: cellular infiltrate, focal inflammation, microfistulisation, non-caseating granulomas, cobblestoning, and lymphoid hyperplasia.

Finally, as Egypt is currently in an endemic for parasitic infestations, a stool analysis was performed for all patients; we only included patients with non-complicated or evolving parasitic infections.
Statistical analysis
Data analysis was performed by the χ2 test, and statistical significance was set at a P value of 0.05. The protocol of this study was approved by the review board of the department of Internal Medicine, according to the Declaration of Helsinki.

RESULTS 

A total of 157 patients with established IBD were included in this study. From those, 135 patients were diagnosed with UC (86% of the total), and 22 patients, with CD (14% of the total). The mean ages at diagnosis were, respectively, 27.3 and 29.7. The mean age of diagnosis for UC patients residing in Cairo was 27.9, while it was 25.9 years for those living outside of Cairo, with no statistically significant difference (Table 1).

As for gender distribution, the male: female ratio was 1:1.15 for UC and 2.6:1 for CD. Among UC patients, only 38 patients (27.9 % of the total) were not residents of Cairo (rural area of residency). As for CD, they were almost all residents of Cairo (except for one patient). Being a resident of Cairo or not was not correlated with the type of disease (UC or CD).

Strikingly, we noticed a marked increase in the frequency of both CD and UC diagnoses in the last 5 years, stronger than had occurred in the middle five years and much stronger than in the first 5 years, as shown in Figure 1. We analysed the association of cigarette smoking with both diseases; for UC patients, there were 121 patients with no active smoking habits at the date of diagnosis (88.9% of the total). For CD, only 2 patients were active smokers at the date of diagnosis.

For patients with UC, we found no correlation between the severity of the disease, the presence of extraintestinal manifestations (especially hepatobiliary associations) in either the area of residency or the smoking habits.

The mean duration of follow up for patients with UC was 6.2 ± 5.18 years, while for CD patients, the mean duration of follow up was 5.52 ± 2.83 years. There was no statistically significant difference between either the genders or between those patients residing in or outside of Cairo. For UC patients residing in Cairo, the mean duration of follow up was 6.2 years, while it was only 6 years for those living outside of Cairo, with no statistically significant difference (Tables 2 and 3).

We studied all of the endoscopic findings (Table 4), and we did not find any statistically significant correlations among the area of residency, the gender, the age of presentation of the UC and active smoking with either the severity of the lesions or with the extent of the disease.

The pathological interpretation of the examined biopsies taken during endoscopic examinations for all the patients concluded with changes typical of the disease (Tables 5 and 6).
In our series, only 11 patients had surgical interventions during the years of follow up, which were either a total colectomy (4 UC patients) or an anal surgery (7 CD patients). The type of medical treatment, number of relapses and laboratory findings at the time of diagnosis are shown in Tables 5 and 6.
Only two patients had family history of IBD, and only 18 patients had previous history of appendicectomy prior to the presentation of UC. Neither of these was correlated with the age at presentation, the gender of the patient or the area of residency.

We did not confirm any malignant changes in the series of patients followed in our centre, except for one patient who developed colorectal carcinoma on follow-up. In our series, 40 patients had a non-evolving and non-complicated parasitic infection.

DISCUSSION 

The exact aetiology of IBD remains obscure; many epidemiologic studies in different populations have shown an environmental and a genetic role in CD and UC. These studies have reported that the rate of this disease is higher in Scandinavian countries, Great Britain, Canada, and the United States than in Central Europe, Africa, or Asia. Our series included a small number of patients, which could have reflected either a weak incidence or prevalence of the disease in this population or a misdiagnosis of patients presenting with symptoms suggestive of IBD (trying to find another explanation for such a presentation).

The mean age of diagnosis for UC patients residing in Cairo was 27.9, while the mean age for those living outside Cairo was 25.9, with no significant difference. However, these findings cannot allow us to conclude that differences exist in the incidence of the disease between the urban and rural populations of Egypt.

The male: female ratio was 1:1.15 for UC, which is similar to most other studies[20-22] (with a slight increase of the female prevalence, denoting an increased number of affected females compared to other parts of the world). However, for CD, the male: female ratio was 2.6:1, denoting a male predominance similar to the results of a study from Tunisia, which showed a male predominance in CD[23], and similar to the results of epidemiological studies from Japan and China[24]. In contrast, studies from North America, Sweden and Northern France showed a female predominance in CD[24], and a recent study from Kuwait concluded that CD is equally common in males and females[25]. Several reasons may explain these differences, including the possibility that the gender ratios in CD are highly dependent on age, as well as geographic region [24].
In our study, the ratio of patients diagnosed with UC to patients diagnosed with CD was approximately 6:1. This was similar to results observed from different parts of the world, where UC is much more common than CD. In northeastern Poland, this ratio was approximately 15:1, and an increase in the total number of cases diagnosed with IBD has been reported [26]. Additionally, reports from Greece, Hungary, China and Lebanon confirm that CD is diagnosed less frequently [27].

Lifestyles may contribute to the expression of UC. Such factors as smoking, drinking tea and adhering to vegetarian diets have a protective effect against UC, while ex-smoking, psychological stress and family history of UC are shown to be risks for an increased incidence of IBD [20, 28-31].

In our study, we did not find any correlation between smoking habits and the occurrence or severity of UC because most of our patients in this study did not have a history of smoking at the time of diagnosis. Additionally, there was no correlation between smoking and the occurrence of extra-intestinal manifestations.

It is generally thought that a family history of UC increases an individual’s risk of developing UC. We failed to find this in our study, as a family history was reported in only two patients.

This may be explained by the under diagnosis of these diseases due to a low disease awareness; to the confusion of IBD with the causes of infectious diarrhoea, which is common in our country; and to limited access to diagnostic tools as a result of the limited resources available in community health centres.

The clinical characteristics of the disease in our study showed that most of our patients with UC had mild distal or left-sided colitis (approximately 85%), confirmed clinically and endoscopically, and that most responded well to medical treatment. Only a few patients were referred for surgical intervention. Throughout the follow up period for UC, 83 patients (61.5%) showed an improvement in the disease activity; 20 patients retained the same activity score (14.8%); the disease activity progressed in 6 patients (4.4%); and 26 (19.2%) patients did not submit to a follow up endoscopy but also did not show any clinical relapse. The total colectomy rate in our study was 2.9% after 5 to 15 years, which is far lower than the total colectomy rates in studies from Western countries, which ranged from 24% to 34% after 10 years [32-37]. On the other hand, the total colectomy rate after 5 to 15 years in a study from South Korea was 3.3%[38]. These data indicate that the behaviour of UC in our Egyptian patients is milder than its behaviour in Western countries, more closely approximating that in the Asian population.   

Although a recent study from the Middle East showed a different pattern of clinical characteristics, with more patients having pancolitis 45.5%[27], most of the data from the Asian and European regions reflected a very similar population description [26,39-41]. 

We also noted in our series that the rectal form of UC represented approximately 30% of cases-not far from 40%-which may indicate a good recruitment of all cases of UC, including those with the early forms of the disease (not only the advanced or complicated cases).

Importantly, our data showed that a marked increase in the diagnoses of both UC and CD occurred in the past 5 years, resulting in an incidence greater than the previous 5 years and much greater than that of the 5 years before that. These data are shown in Figure 1, which indicates the increasing incidence of IBD in Egypt. This increasing incidence is also supported by a recent study in 2012 by Molodecky et al[42], who concluded that the incidence and prevalence of IBD have been increasing with time in different regions around the world, even in developing countries as they became more industrialised. The increased awareness of IBD and improvements in the necessary diagnostic tools, especially endoscopes, over the last 10 years in Egypt may be an additional factor affecting the increased frequency of IBD diagnoses.
Ruyssers NE et al[43] discussed in depth the hygiene hypothesis, which proposes a converse relationship between parasitic infections and the incidence of IBD. Epidemiological, experimental, and clinical data corroborate the knowledge that helminthes provide protection against IBD. Therefore, the use of helminth-derived molecules may result in a protective effect [43]. 

  In our study, the parasites identified among the IBD patients (157) were Entameba histolotica (19.1%), Giardiasis (3.2%), and Schistosomiasis (3.2%), while the parasites identified in patients without IBD (23998) were  Entameba histolotica (20.1%), Enterobius vermicularis (8.3%), Giardiasis (7.2%), Schistosomiasis (5.4%), Ascaris lumbricoides (2.1%), Ancylostoma duodenale (2.1%), Trichuris trichiura (1.1%), Hymenolepis nana (1%) and mixed infections (3%). These data support the hygiene hypothesis, as the exposure to helminthes in patients without IBD was much higher than in those with IBD. The findings of several recent studies provide evidence for the role of helminthes in protecting against IBD [44-51].

In conclusions, in our experience, we found that the epidemiological characteristics of IBD in Egyptian population closely resembled those of the Asian and African patterns of IBD. UC was more common than CD, and the mean age at presentation was in the late twenties. UC was more common in females, while CD was more common in males. No correlation with active smoking was found at the time of presentation. We noticed a marked increase in the frequency of IBD diagnoses IBD in the last 10 years. We observed a ratio of 6:1 for UC to CD in our series, although the global natural course of IBDs in other countries may predict a future rise in CD in Egypt and other Middle Eastern countries, such that its incidence equals that of UC. We believe that the present moment is critical in assessing the pattern of IBD spreading in Egypt, and the current status should be further studied by more exhaustive database and registry documentations of IBD patients and their characteristics.

We believe that this work should direct the further identification of factors correlating with the severity and extent of UC in African, Arab and Asian populations. Exposure to pollutants in the environment, parasitic infestations, and changes of the life styles and food habits have all been proposed to theoretically account for the observed increase in the incidence of IBD in those communities; these hypotheses require further study and focus.
COMMENTS

Background

Inflammatory bowel diseases (IBD) include ulcer​ative colitis (UC) and Crohn’s disease (CD), both are chronic inflammations of the gastrointestinal tract. UC involve only the colon. On the other hand CD can involve any part of the gastrointes​tinal tract from the mouth to the anus. They mainly affect young populations with major effect on the quality of life and increased morbidity compared to general population. IBD have been considered a disease of Western countries with a pathogenesis related to the Western lifestyle. Studies showed that the incidence of IBD is now increasing in developing countries.
Research frontiers

The available data in the literature regarding IBD in North Africa are limited; therefore, the aim was to study the natural history of IBD in Egypt and to compare its clinical pattern with those in other regions including Western countries. 

Innovations and breakthroughs

In the present study, the authors showed a marked increase in the frequency of diagnosis of both UC and CD in the last 10 years. These results suggests  that the characteristics of IBD in Egyptian population are near to Asian and African pattern of IBD and the behavior  of the disease is milder than in Western countries.

Applications 

The study results suggest that the incidence of IBD seems to be rising in Egypt and may predict a future rise in IBD incidence in Egypt and other Middle East countries. This work should direct further studies with more exhaustive database and registry documentation of IBD patients and their characteristics in Egyptian, Arab and Asian population. 
Terminology

True love classification: Classify the severity of UC according to the severity of symptoms to mild, moderate, and severe. Montreal classification: Classify disease phenotypes in CD based on the age at presentation, disease location and disease behavior. 

Peer review

It is a very informative epidemiology study, worth of being published.
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Figure 1 Number of ulcer​ative colitis and Crohn’s disease cases over the first, second and last five years of the 15 years duration.
Table 1 Demographic characteristics of ulcer​ative colitis patients in Cairo
	
	Ulcer​ative colitis patients

	Mean age at presentation (yr)
	27.3 ( ± 12)

	Mean age at presentation (yr)

 (male: female)
	29.2 ( ± 13.4): 25.7 ( ± 10.6) 

P = 0.093

	Mean age at presentation (yr)

(Urban: rural)
	25.9 ( ± 9.7): 27.9 ( ± 12.7)

P = 0.394


Table 2 Sociodemographic and clinical data of ulcer​ative colitis patients
	Total number
	135

	Gender (M/F)
	63/72

	Age at first presentation (mean ± SD)
	27.3 ± 11.7

	Resident of Cairo ( yes/no)
	97/38

	Smoking  (yes/no)
	14/121

	Main presenting symptoms included: Rectal bleeding, Diarrhea, Mucous, Abdominal pain, Loss of weight, Fever.
	128/113/72/76/8/8

	Follow up duration (mean ± SD)
	6.2 ± 5.18

	Severity of symptoms (True love classification) mild/moderate/severe
	66/52/17

	Anoperineal lesions (yes/no)
	6/129

	Hepatobiliary or pancreatic manifestations

No/Fatty liver/ Sclerosing Cholangitis
	127/7/1

	Other extra intestinal manifestations 

No/conjunctivitis/arthralgia/both
	109/10/16/25

	History of appendicectomy (yes/no)
	18/117

	Family history of UC (yes/no)
	2/135

	Extent of colitis

Proctitis / Left side colitis / Pancolitis
	25/88/22

	Types of intestinal infections detected (total 31)

Entameba histolotica/Giardiasis/ Schistosomiasis                  
	23/5/3


M: Male; F: Female; UC: Ulcer​ative colitis.
Table 3 Sociodemographic and clinical data of Crohn’s disease patient
	Total number
	22

	Gender (M/F)
	16/6

	Age  at first presentation  (mean ± SD)
	29.72 ± 12.13

	Resident of Cairo ( yes/no)
	21/1

	Smoking  (yes/no)
	2/20

	Main presenting symptoms included: Diarrhea, Colics,  Fever, WT loss, Rectal bleeding, vomiting
	22/18/9/10/6/4

	Follow up duration (mean ± SD)
	5.52 ± 2.83

	Severity of symptoms (mild/moderate/severe)
	9/11/2

	Anoperineal lesions (yes/no)
	8/14

	Extra intestinal manifestations (yes/no)

No/fatty liver/arthralgia/arthralgia and uveitis
	8/14

14/1/7/3

	History of appendicectomy (yes/no)
	3/19

	Montreal classification:

                                      A1/A2/A3

                                       B1/B2/B3 /P>>                  

                                       L1/L2/L3/L4>>
	2/14/6

16/5/1/8

6/3/13/2

	Endoscopic grading (mild/moderate/severe)                    
	4/13/5

	Follow up endoscopy (Stationary/Improved/Progressed/did not do)
	2/15/2/3

	localization of sites of  CD affection

Ileal  / ileocolonic/ colonic /oesophageal
	6/13/3/2

	Types of intestinal infections detected (total 9)

Entameba histolotica/ Schistosomiasis                    
	7/2


M: Male; F: Female; CD: Crohn’s disease.
Table 4 Clinical scoring of the endoscopic findings of ulcer​ative colitis patients according to the Montreal classification
	Number of patients/ extent of colitis (endoscopic grading according to the Montreal classification) 
	E1 (Proctitis)

(25 patient, 18.5%)
	E2 Left side colitis

(88 patient, 65.2%)
	E3 Pancolitis

(22 patient, 16.3%)

	Number of patients/ severity of colitis (endoscopic grading according to the Montreal classification)
	Mild 

(25 patient, 18.5%)
	Moderate 

(94 patient, 69.6%)
	Severe 

(16 patient, 11.9%)

	Follow up endoscopic grading

Stationary/improved/progressed/did not do
	20/83/6/26


Table 5 Type of treatment, relapses, histopathological and laboratory findings of ulcer​ative colitis patients
	Treatment used: (single drug or combinations) Oral 5-ASA ±, 5-ASAenemas or supp., Prednisone, Azathioprine, Corticosteroids enemas. (Infliximab was used in 2 cases)

	Surgical interference (yes/no)
	4/131

	Relapses (mean ± SD)
	1.514 ± 1.575

	Relapses  (median/minimum/maximum)
	1/0/10

	Malignant transformation

	1

	Mean ESR 1st thour (mean ± SD)
	36.37 ± 24.73

	CRP (positive/negative/not done)
	39/34/60

	ANCA (positive/negative/not done)
	12/28/95

	ASCA  (positive/negative/not done)
	8/31/96

	Pathological findings included: Vascular congestion, Crypt abscesses, Mucin depletion, Cellular infiltrate, Cryptitis, Crypt branching

	Pathology (diagnostic/suggestive/non conclusive)
	78/43/14

	Mean Hemoglobin  concentration, gm/dL (mean ±SD)
	11.2 ± 2.8

	Mean PLT count  (mean ± SD)
	335428.6 ± 140119.1

	Mean TLC  (mean ± SD)
	8875± 4059.67


ASA: Aminosalicylic acid; CRP: C-reactive protein; ANCA: Anti-neutrophil cytoplasmic antibodies; ASCA: Anti-Saccaromyces cerevisiae antibodies. 
Table 6 Type of treatment, relapses, histopathological and laboratory findings of CD patients
	CDAI (mean ±SD)
	108.21± 53.84

	CDAI (median/minimum/maximum)
	103.33/38/259.5

	Treatment used: (single drug or combinations) Oral 5-ASA ± Meteronidaziole, ciprofloxacin, Azathioprine,  Prednisone, Infliximab, 

	Surgical interference (yes/no)
	7/15

	Relapses (mean ± SD)
	1.68 ± 2.21

	Relapses  ( median/minimum/maximum)
	1/0/8

	Malignant transformation
	None

	Mean ESR 1st hour (mean ± SD)
	49.52 ± 30.98

	CRP (positive/negative)
	17/5

	ANCA (positive/negative/not done)
	6/16

	ASCA  (positive/negative)
	4/18

	Pathological findings included: Cellular infiltrate, Focal inflammation, Microfisttulization, Non Caseating Granulomas, Cobblestonning, lymphoid hyperplasia

	Pathology (diagnostic/suggestive/non conclusive)
	7/8/7

	Mean Hemoglobin  concentration, gm/dL (mean ± SD)
	11.95 ± 2.14

	Mean PLT count  (mean ± SD)
	296272.72 ± 146308.60

	Mean TLC  (mean ± SD)
	7868.57 ± 2708.17


CDAI: Crohn’s disease activity index; ASA: Aminosalicylic acid; CRP: C-reactive protein; ANCA: Anti-neutrophil cytoplasmic antibodies; ASCA: Anti-Saccaromyces cerevisiae antibodies.
