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Abstract 

Upper gastrointestinal involvement in Crohn’s disease is uncommon and frequently asymptomatic, yet it represents a 
marker of disease severity. In this retrospective study of 296 patients followed at Ibn Sina University Hospital between 
2017 and 2022, 18 patients (6%) had confirmed upper GI involvement. The mean age was 33.8 years, with a male-to-
female ratio of 1.57. Half of the patients were asymptomatic (50%, n = 9). The inflammatory phenotype predominated 
in nine patients (60%, n = 9), while structuring and mixed structuring-fistulizing forms were observed in six patients 
(40%, n = 6). Duodenal involvement was most frequent (44.4%, n = 8), followed by jejunal (16.6%, n = 3), 
duodenojejunal (11.1%, n = 2), gastric (11.1%, n = 2), esophageal (11.1%, n = 2), and bunco-esophageal (5.5%, n = 1) 
locations. Endoscopic abnormalities were present in 11 patients (61.2%, n = 11), and biopsies confirmed disease even 
in two patients (20%, n = 2) with normal endoscopy. These results highlight the importance of systematic upper GI 
endoscopy with biopsies for early detection, risk stratification, and guiding therapeutic decisions in Crohn’s disease.  
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1. Introduction

Crohn’s disease (CD) is a chronic inflammatory disorder of the gastrointestinal tract, characterized by an unpredictable 
course and a high risk of severe complications. Although ileal and colonic involvement is most frequent, the upper 
gastrointestinal tract can also be affected. These lesions are often paucisymptomatic or asymptomatic but represent a 
marker of disease severity, particularly due to their association with structuring or fistulizing phenotypes. Upper 
gastrointestinal endoscopy, combined with systematic biopsies, remains the reference examination for detecting these 
lesions and guiding therapeutic management. 

2. Materials and Methods

We conducted a retrospective descriptive single-center study at the Department of Hepato-Gastroenterology and 
Proctology “Medicine B” of Ibn Sina University Hospital over a five-year period (January 2017 – December 2022). All 
patients with confirmed upper gastrointestinal CD involvement were included. 

Endoscopic assessment consisted of systematic esophagogastroduodenoscopy (EGD) with gastric and duodenal 
biopsies, even in the absence of macroscopic lesions. Epidemiological, clinical, endoscopic, and histological data were 
collected. Disease phenotype and topographical distribution were classified according to the Montreal classification. 
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3. Results 

Among 296 patients followed for Crohn’s disease, 18 presented with upper gastrointestinal involvement, corresponding 
to a prevalence of 6% (n = 18). The mean age was 33.8 years (range 18–71), with a male-to-female ratio of 1.57. Four 
patients (22.2%) were smokers, and three patients (16.6%) had a family history of IBD. 

Half of the patients were asymptomatic (50%, n = 9). The most common symptoms were epigastric pain in six patients 
(33.3%), dysphagia in two patients (11.1%), and Koenig’s syndrome in one patient (5.5%). 

According to the Montreal classification, the inflammatory phenotype predominated in nine patients (60%), followed 
by structuring forms in three patients (20%) and mixed structuring-fistulizing forms in three patients (20%). 

Upper gastrointestinal involvement was isolated in three patients (16.6%) and associated with colonic involvement in 
six patients (33.3%), ileocolic involvement in five patients (27.7%), and ileal involvement in four patients (22.2%). 

Topographic distribution was as follows: duodenal in eight patients (44.4%), jejunal in three patients (16.6%), 
duodenojejunal in two patients (11.1%), gastric in two patients (11.1%), esophageal in two patients (11.1%), and buck-
esophageal in one patient (5.5%). 

EGD was abnormal in 11 patients (61.2%): duodenal aphthous ulcers in five patients (27.7%), esophageal aphthous 
ulcers in three patients (16.6%), duodenal stricture in one patient (5.5%), impassable esophageal stricture in one 
patient (5.5%), and erythematous pangastritis in one patient (5.5%). Biopsies confirmed upper GI involvement in four 
patients (36%) among those with abnormal EGD. 

In seven patients (38.8%), EGD was macroscopically normal, but biopsies revealed lesions compatible with Crohn’s 
disease in two patients (20%).  

 

Figure 1 Aphthous ulcer in the distal third of the esophagus observed by endoscopy in a patient with Crohn’s disease 

Table 1 Distribution of upper gastrointestinal locations in Crohn’s disease 

Upper GI location Number of patients (n) % 

Duodenal 8 44,4 % 

Jejunal 3 16,6 % 

Duodenojejunal 2 11,1 % 

Gastric 2 11,1 % 

Esophageal 2 11,1 % 

Bucco-esophageal 1 5,5 % 
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4. Discussion 

Crohn’s disease (CD) is a chronic inflammatory disorder of the gastrointestinal tract that can involve the entire tract, 
including the upper gastrointestinal (GI) tract, although this localization is rare and often asymptomatic [1,2]. Upper 
gastrointestinal endoscopy (EGD) remains the gold standard for detecting these lesions, allowing visualization of 
aphthous ulcers, strictures, or diffuse inflammatory changes, and performing systematic biopsies essential for 
histological confirmation, even in the absence of macroscopic lesions [3–5]. European and North American guidelines 
emphasize the value of systematic assessment in all patients, as upper GI involvement is a marker of disease severity 
and may influence therapeutic strategy [6,7]. 

In our series, the prevalence of upper GI involvement was 6%, with a mean age of 33.8 years and a slight male 
predominance, consistent with international series [7–10]. Half of the patients were asymptomatic, highlighting the 
need for systematic screening, as significant lesions can exist in the absence of symptoms. EGD was abnormal in 61.2% 
of patients, and biopsies confirmed upper GI involvement in 36% of cases with macroscopic lesions and in 20% of cases 
with normal EGD, emphasizing the crucial role of systematic biopsies to detect subclinical lesions [3,7,9]. 

Topographic distribution—duodenal (44.4%), jejunal (16.6%), duodenojejunal (11.1%), gastric (11.1%), esophageal 
(11.1%), and buck-esophageal (5.5%)—aligns with literature trends, where duodenal involvement predominates and 
esophageal involvement remains exceptional [7,8]. Isolated upper GI involvement was rare (16.6%), with most upper 
tract lesions associated with distal disease, confirming the need for a comprehensive, systematic evaluation at initial 
diagnosis [9,10]. 

The inflammatory phenotype predominated (60%), whereas structuring and mixed structuring-fistulizing forms 
represented 40% of cases, reflecting the severe potential evolution of CD and the importance of careful endoscopic 
surveillance [11,12]. Early detection of upper GI involvement directly impacts management, enabling timely initiation 
of immunomodulatory or biologic therapy and prevention of complications such as strictures or fistulas [13–15]. 

Our results also highlight the prognostic value of upper GI endoscopy in stratifying patients according to the risk of 
progression to severe forms, thereby guiding personalized follow-up and therapy [16–18]. Although limited by its 
retrospective, single-center design and small sample size, our study confirms the central role of upper GI endoscopy in 
diagnosis, prognostic stratification, and therapeutic optimization in CD. These findings reinforce the recommendation 
for a systematic protocol including biopsies and comprehensive endoscopic evaluation in all patients, even if 
asymptomatic.  

5. Conclusion 

Upper gastrointestinal endoscopy, combined with systematic biopsies, is essential for the detection of upper GI Crohn’s 
disease. Although rare, these lesions must be identified early, as they represent a marker of disease severity and require 
specific therapeutic adaptation. Comprehensive endoscopic assessment allows detection of subclinical lesions, 
evaluation of disease phenotype, and guidance of therapeutic decisions, particularly regarding immunomodulatory or 
biologic therapy. Thus, upper GI endoscopy plays a pivotal role in diagnosis, prognostic stratification, and personalized 
management of Crohn’s disease.  
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