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Abstract
Introduction  Small bowel involvement is very common in Crohn’s disease. Ileocolonoscopy, cross-sectional imaging modali-
ties, and video capsule endoscopy are the tools currently used to investigate such involvement.
Areas Covered  Herein we report the case of a 47-year-old man with a history of ileocolic Crohn’s disease and persistent, 
unexplained iron deficiency anemia. 
Expert Commentary  Capsule endoscopy, by accurately identifying small intestinal mucosal lesions, can improve outcomes. 
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Abbreviations
CD	� Crohn’s disease
EGD	� Esophagous-gastro-duodenoscopy
Hgb	� Hemoglobin
WBC	� White blood cell count
MCV	� Mean corpuscular volume
CE	� Capsule endoscopy
CTE	� Computed tomography enterography
MRE	� Magnetic resonance enterography
IBD	� Inflammatory bowel disease
PC	� Patency capsule

Case Presentation and Evolution

We report a case of a 47-year-old man affected by ileocolic 
Crohn’s disease (CD) since age 24, previously treated in 
1998 with ileocolic resection. Past medical history included 
hypertension and osteopenia, treated by angiotensin receptor 
blockers and vitamin D supplementation. He remained in 

good health during the following 20 years, except for flares 
treated with azathioprine. Due to worsening disease, a 50 cm 
resection of the ileocolic anastomosis was performed and 
an ileostomy created in August 2018. Four months later, he 
underwent reconnection with the creation of a new ileocolic 
anastomosis. Since 2019, the patient has had chronic iron 
deficiency anemia without evidence of overt gastrointesti-
nal bleeding. An EGD revealed no evidence of a bleeding 
source, whereas ileocolonoscopy revealed a few 7–8 mm 
ulcers proximal to the anastomosis. Furthermore, capsule 
endoscopy (CE) revealed a patent, hyperemic anastomo-
sis with the presence of at least three < 10 mm ulcerations. 
CE also showed a few < 10 mm ileal erosions proximal to 
the anastomosis. The patient was treated with oral iron and 
adalimumab (80 mg induction dose, followed by 40 mg per 
week). The patient was in good clinical condition with Hgb 
11.3 g/dL for over one year, but on July, 2020, he became 
weak and fatigued, associated with presyncopal episodes. 
Severe anemia (Hgb 6.4 g/dL) was diagnosed which was 
treated with intravenous iron supplementation after which 
the Hgb increased to 10.8 g/dL (August 2020). A second 
ileocolonoscopy showed a normal 15 cm of pre-anastomotic 
ileum and ileocolic anastomosis, but detected a few friable 
small ulcers with a fibrinous base on the colonic side of 
the anastomosis. The remaining colonic and rectal mucosa 
appeared normal. In view of these findings, the patient, 
although asymptomatic, was admitted to our hospital. His 
abdomen was tender to palpation, with regular peristalsis. 
Laboratory values included a normal WBC, electrolytes 
(with the only exception of hypophosphatemia, treated with 
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supplementation), and C-reactive protein. Hgb value was 
10.9 g/dL, with a normal MCV and iron studies. Folate and 
vitamin B12 were normal although 25-hydroxy vitamin D 
at the lower limit of normal despite oral supplementation. 
A second gastroscopy did not show significant pathological 
findings, while CT enterography (CTE) showed a moder-
ate wall thickening (≤ 5 mm) of the mid-upper rectum and 
on the ileal side of the ileo-colic anastomosis, with slight 
contrast hyperenhancement. Subcentimeter mesenteric lym-
phadenopathy was also described with no abnormal fluid 
collections or fistulas. The patient was discharged in stable 
condition with adalimumab 40 mg per week plus budesonide 
and vitamin D supplementation for 2 months.

After good intestinal preparation, a follow-up CE showed 
normal duodenal mucosa but, distal to the duodenum, ero-
sions with aphthous ulcers and few deeper ulcerations were 
found together with a single non-ulcerated substenosis 
(Fig. 1). In the middle third of the small bowel, further aph-
thous ulcers and erosions were present, while in the lower 
third, the mucosa was focally edematous with ulcers present. 
The ileocolic anastomosis appeared edematous with 2 ero-
sions, whereas the colonic mucosa was normal. The total 
Lewis score was 908, indicative of moderate–severe active 
jejunoileal CD. CE documented the true extent and severity 
of the disease that was underestimated by cross-sectional 
imaging. Due to the persistence of moderate–severe active 
disease, adalimumab was stopped due to secondary failure 
and the patient was switched to infliximab with induction of 

clinical remission, subsequent normalization and stabiliza-
tion of Hgb values.

Discussion

CE is the most sensitive diagnostic modality for detecting 
mucosal lesions in suspected or established CD. Accord-
ing to Western population-based epidemiological studies, 
small bowel involvement occurs in > 50% of CD patients 
[1–5]. A complete evaluation of small bowel CD involve-
ment requires a multimodal approach with optical and 
cross-sectional imaging studies. Though CTE and MRE 
are superior to endoscopy alone for assessing small bowel 
strictures, penetrating complications and transmural or 
extraluminal disease, the addition of CE enables assess-
ment of small bowel mucosal disease that is below the 
diagnostic threshold of CTE/MRE and beyond the reach 
of standard endoscopy [6–10] (Table 1). Previous meta-
analyses of Western populations demonstrated that CE 
has a higher diagnostic yield in suspected and established 
CD patients than do alternative modalities [11–13]. CE 
has the potential to identify the presence of active disease 
that may not be evident through conventional biomark-
ers, or to identify mucosal lesions that are not visible on 
cross-sectional imaging, adding diagnostic and prognostic 
information without the use of ionizing radiation [6, 14, 
15]. In established CD, CE can be supportive in difficult 
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Fig. 1   a–d istal to the duodenum erosions and aphthous ulcers are 
present. d single transitable, non-ulcerated low-grade stricture. 
e–f In the lower third of small bowel, the mucosa appeared focally 

edematous, with the presence of ulcers. g–h Ileo-colic anastomosis 
appeared edematous, with two erosions
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clinical situations, such as unexplained anemia, persis-
tent symptoms, suspected postoperative recurrence, and 
diagnosing unclassified IBD, often leading to a change in 
management in a significant number of cases [6]. One of 
the major issues limiting the use of CE in established CD 
is the risk of CE retention; in two recent meta-analyses, 
the rate of retention in patients with suspected CD was 
2.8% for adults [25] and 2.5% for pediatric patients [26], 
respectively. The use of a patency capsule (PC) reduces 
but does not eliminate the risk of retention. In established 
CD, the use of a PC is recommended to confirm functional 
patency of the small bowel [27]. In our case, we did not 
use a PC since there was no clinical or radiologic sugges-
tion of luminal obstruction.

Conclusions

In this case, CE identified small bowel non-obstructing 
structures and ulcerations, providing the true extent of dis-
ease, whereas CTE significantly underestimated the extent of 
mucosal involvement. Without CE, surgery may have been 
considered, whereas when the true extent of disease was 
identified, the patient was successfully treated with alternate 
medical therapy. Since in CD patients CE provides infor-
mation that can alter patient management, we suggest to 
use cross-sectional imaging techniques complementary to 
endoscopy in the evaluation of disease activity and compli-
cations, before making therapeutic decisions.

Key Messages

•	 Small bowel involvement is very common in CD.
•	 CE can often give essential additional information to 

other imaging modalities, which could change patient 
management.

•	 Cross-sectional imaging studies and CE are complemen-
tary strategies in assessing small bowel CD severity and 
extent.
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