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SUMMARY A retrospective epidemiological study of Crohn's
disease in Northern Ireland between 1966 and 1981 has
been carried out. Using strict diagnostic criteria 440 cases
were identified and aspects of the clinical presentation of
the disease at initial diagnosis were examined. This paper
describes the clinical pattern of the major symptoms of the
disease and highlights the delay in diagnosis. One-third of
cases (32.7%) were not diagnosed until more than a year
after the onset of symptoms and 7.5% of cases were not
diagnosed for more than five years. Colicky abdominal pain,
one of the classical diagnostic symptoms of Crohn's disease
was not present at initial diagnosis in 28.6% of cases nor
were altered bowel habits found in 24.5% of cases. Only
17.7% of cases had an abdominal mass, just over half had
an elevated erythrocyte sedimentation rate or lowered
haemoglobin level and only 39.8% had rectal bleeding.

Increased awareness by general practitioners of the delay
in diagnosis of Crohn's disease may lead to earlier investiga-
tion and diagnosis of the condition which in this communi-
ty occurs with an incidence of 2.34 new cases per 100 000
of the population per year.

Introduction
CROHN'S disease is a chronic inflammatory bowel disorder
\_of unknown aetiology and has been the subject of many

epidemiological studies. In Northern Ireland the incidence of
Crohn's disease is lower than that reported from some other
centres' but an increase in the incidence has been reported bet-
ween 1966 and 1981.2 Recognition of the condition in general
practice may therefore be of increasing importance, especially
as the disease can result in severe symptoms which may lead to
prolonged and chronic ill health, often involving the younger
members of the community and possibly lasting throughout life
with exacerbations and remissions of symptoms.

This survey examined all identified cases of Crohn's disease
in Northern Ireland between the years 1966 and 1981. Northern
Ireland is a geographically circumscribed region and had a
numerically relatively stable population during this period.3 Us-
ing hospital records, pathology reports and x-ray findings the
clinical aspects of the disease, as recorded at the point of first
diagnosis, were analysed in an effort to identify characteristics
which would aid general practitioners in the earlier diagnosis
of Crohn's disease.

Method
Hospital records were examined retrospectively and patients were
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included if two or more of the following criteria for the diagnosis
of Crohn's disease were present:4 (a) a clinical history of cram-
py abdominal pain, diarrhoea and weight loss, (b) typical
macroscopic findings in the gastrointestinal tract at operation
or endoscopy, (c) a definite histological diagnosis on a resected
biopsy specimen or (d) characteristic radiological findings on
x-ray studies of the gastrointestinal tract.

Cases were excluded if the patients were not resident in Nor-
thern Ireland or if they had been diagnosed or treated outside
the region. Patients were also excluded if there was a conflict
in diagnosis with ulcerative colitis or when previously diagnos-
ed Crohn's disease recurred within the study period.

Results

Age and sex distribution
A total of 817 cases with a provisional diagnosis of Crohn's
disease were traced and of these the case notes of 47 cases were
not available; 440 cases fulfilled the criteria for diagnosis and
inclusion in the study and of these 183 were males and 257
females, giving a male:female ratio of 1:1.4 compared with 1:1.04
in the general population.3
The distribution of cases by age and sex showed a peak in-

cidence of Crohn's disease in the third decade for both sexes
with a further slight peak in later decades in females and a large
increase in the seventh decade in males (Figure 1). A female
preponderance in most decades was demonstrated.

Duration of symptoms
The duration of symptoms was examined and it was found that
38.4% of patients had had a definite diagnosis within three
months of the onset of symptoms and 28.9% between three
months and one year. There was a delay in diagnosis of greater
than one year in 32.7% of cases and of more than five years
in 7.50!7. Only 22 patients (5.0%) presented with symptoms of
less than one week's duration.
I I

Figure 1. Age and sex distribution of cases of Crohn's disease at
time of first diagnosis.
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Nature of symptoms
Abdominal pain was recorded in 314 cases (71.4%), and was most
often situated in the lower and central abdomen (Table 1). A
change in bowel habit was recorded in 75.5% of the 424 cases
whose bowel habits were recorded and rectal bleeding was noted
in 39.8% of the 440 patients (Table 1). Of the 328 patients whose
weight was recorded, 57.0% showed weight loss (Table 1).

Clinical findings
Table 2 shows the incidence of anal disease and perianal lesions
as described in the clinical case notes. Sixty eight cases (15.5%)
had anal abscesses and fistulae and 120 (27.3%) skin tags and
fissures.
An abdominal mass was identified clinically in 78 cases

(17.7%) and the distribution of these is as follows: in 59 cases
the right iliac fossa, in 12 cases the left iliac fossa, in two cases
the central abdomen and in two cases the suprapubic region;
in three cases a mass was said to be present but the site was not
defined.
When the anatomical distribution of the inflammatory lesion

was considered the small bowel was involved in 32.50!o of the
440 cases, the large bowel and anus in 40.5% and a combined
small and large bowel lesion was noted in 27.0%. Duodenal in-
volvement was observed in conjunction with two of the small
bowel cases and anal involvement as the sole site of disease was
noted in nine cases (2.0Gb).

Haematological indices
The erythrocyte sedimentation rate had been measured in 289
cases; for 22.1% of these it was less than 20 mm h-', between
20 and 50 mm h-' for 39.8% and over 50 mm h-' for 38.1%.
Haemoglobin was estimated in 428 cases; of these a total of

46.3% had a normal haemoglobin concentration at first
diagnosis. Mild anaemia (12.5 to 11 g dl-1) was noted in 27.1%,

Table 1. Symptoms recorded in patients with Crohn's disease.

Number (%) of
cases

Abdominal pain (n = 440)
Lower abdomen
Central abdomen
Right iliac fossa
Generalized
Upper abdomen
Right side
Left side
Unspecified
None

Bowel changes (n = 424)
Intermittent diarrhoea' and constipation
Diarrhoea'
Constipation
None

Rectal bleeding (n = 440)
Mild
Moderate
Severe
None

Weight loss (n = 328)
Up to 10 kg
>10 kg
None

93 (21.1)
72 (16.4)
52 (11.8)
30 (6.8)
25 (5.7)
1 5 (3.4)
15 (3.4)
12 (2.7)

126 (28.6)

188 (44.3)
119 (28.1)
13 (3.1)

104 (24.5)

127 (28.9)
42 (9.5)
6 (1.4)

265 (60.2)

112 (34.1)
75 (22.9)

141 (43.0)

Table 2. Anal lesions recorded in the 440 patients with Crohn's
disease.

Number (%) of
cases

Abscesses and fistulae
Fistula
Abscess
Multiple fistulae
Abscess and fistula
Unknown

Total

Skin tags and fissures
Skin tags
Multiple fissures
Chronic fissure and tags
Acute fissure
Chronic fissure
Others

Total

1 9 (4.3)
14 (3.2)
13 (3.0)
11 (2.5)
11 (2.5)

68 (15.5)

55 (12.5)
17 (3.9)
10 (2.3)
9 (2.0)
8 (1.8)

21 (4.8)

120 (27.3)

moderate anaemia (from 11 to 9 g dl-1) in 22.0% and severe
anaemia (less than 9 g dl-1) was found in 4.6%.

Discussion
Searching for the cause of Crohn's disease has provoked much
research. Various studies have focused on infective agents,5
genetic factors,6 dietary allergens,' and certain personality
types.8 The aetiology is probably multi-factorial but the exact
cause of the disease remains unknown.

Retrospective studies can be criticized because of the inac-
curacy of documentation and recording of clinical details and
for incomplete tracing of clinical records. However, prospective
studies of Crohn's disease pose considerable organizational dif-
ficulties because of the multi-centre management of patients.
In this study, only those cases which satisfied strict diagnostic
criteria as interpreted by the authors were included.
The female to male ratio of patients was greater than the

female to male ratio in the general population of Northern
Ireland and this female preponderance has been a constant
feature of many recent reports.9-" The age at first diagnosis had
a typical bimodal distribution with the peak incidence of the
disease being found in the third decade for males and females,
as recorded originally by Crohn and his colleagues.'2 A second
peak was noted in the seventh decade in males and a less distinct
peak was noted in the fifth, sixth and seventh decades in females.

Colicky abdominal pain is one of the classical diagnostic
symptoms of Crohn's disease but in 28.6% of cases it was not
present at initial diagnosis; pain, when present, was most fre-
quently localized to the lower and central abdomen (37.5% of
cases) which would accord with the anatomical distribution of
the inflammatory lesions.

It is also generally assumed that altered bowel habit is a feature
of inflammatory bowel disease but 24.5% of patients had no
bowel symptoms at all. Of those who had altered bowel habit,
the most common complaint was of intermittant diarrhoea and
constipation. It would have been of interest to analyse further
the type of diarrhoea and in particular to look for features sug-
gestive of malabsorption (that is, steatorrhoea) but information
in the records about these aspects was imprecise. Similarly, when
biochemical indices were examined there was insufficient data
to comment accurately on hypoproteinaemic states. The majority
of patients for whom the erythrocyte sedimentation rate was
available had an elevated value which would be expected in an
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n = number of patients with symptom recorded.
'Diarrhoea defined as more than three bowel actions per day.
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inflammatory disease with bowel ulceration and its subsequent
blood loss. It is, however, surprising that in those patients whose
haemoglobin level was recorded at first diagnosis only 4.60/o had
haemoglobin concentrations of less than 9 g dl-' and 46.3/o
of patients had no evidence of anaemia at all, a finding which
is at variance with other studies.'3
The presence of an abdominal mass has been assumed to be

valuable confirmatory evidence that a patient may have Crohn's
disease but this was demonstrated in only 17.7% of cases. Also,
rectal bleeding might be expected to be a common symptom in
an extensive inflammatory bowel disorder but was documented
in only 39.8% of cases. Similarly, anal and perianal disease was
less frequently found than in some other series'3"14 and along
with the increased involvement of the large bowel this trend is
a finding which has been noted by other authors'5 and cor-
relates well with other observations from Ireland.'6

Weight loss was present in the majority of cases examined and
this finding also corresponds with other studies.'7 However, it
is of note that the patients' weight was only recorded in 74.5%
of cases. While a few patients were too ill to have had their weight
recorded at the time of initial diagnosis, the figures suggest less
than ideal recording of basic hospital admission data.

Perhaps the single most striking finding of this study was the
duration of symptoms prior to diagnosis. While 67.3% of pa-
tients had a definite diagnosis made within one year of the onset
of symptoms, it is notable that 7.5% had had symptoms for more
than five years before diagnosis. The reasons for such a delay
may lie with the patient who has mild symptoms, with the
hospital referral system and long waiting lists, or with the general
practitioner being slow to recognize the syndrome where the early
clinical picture is common to other gastrointestinal tract
disorders, for example, ulcerative colitis and irritable bowel syn-
drome. However our findings suggest that the clinical picture
of Crohn's disease is changing, for example with the disease now
recognized to be occurring in the later decades. This may have
led to failure by clinicians to recognize the disease and may ac-
count for the incidence of the disease being lower than in other
centres. '
The authors have previously reported that the incidence of

new cases of Crohn's disease in Northern Ireland is 2.34 cases
per 100 000 of the population per year.2 The average general
practitioner will therefore see very few new cases in his profes-
sional lifetime. However, awareness of the current clinical pat-
tern may lead to an earlier consideration of a diagnosis of
Crohn's disease and referral for more investigations, with the
instigation of appropriate drug treatment or surgery, which while
not necessarily curative, may lead to the improved general well-
being of the patient.
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