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Abstract
Aim: Purpose of the study was to analyze the quality of life
and psychiatric symptomatology in post-surgical Crohn’s patients.
Methods: In this study were enrolled post-surgical Crohn’s
patients; they were subjected to Self-Report Symptom Inventory – Revised (SCL-90-R) to analyze general psychiatric
symptomatology; Hamilton depression rating scale (HAMD) to analyze depressive symptomatology; SHORT FORM-36
(SF-36) to evaluate their quality of life.
Results: The sample has major limitations in phisical activities; they complain about daily activities; they consider their
general health as the most poor and destined to deteriorate
further in time.
Conclusion: Post-surgical Crohn’s disease patients present a
significant impairment in several areas of life quality and a
psychiatric symptomatology that shows emotional – psychological discomfort due to the underlying disease and to the
recurrence fear.
Keywords: Post surgical evalutation; Quality of life; Crohn’s
disease

Introduction
Crohn’s disease is one of the most frequent inflammatory
bowel conditions [1]. If the first diagnosis can sometimes
be difficult, diagnostic imaging may aid, thanks to the latest
generation techniques that allow an evaluation of the nature
and location, as well as grade and activity of the Crohn’s disease. The investigations that do not use ionizing radiation are
first choice, especially in young patients (entero-RM), as well
as techniques such as ultrasound contrast medium will also
assist in the follow-up and evaluation of therapy, due to increased patient compliance [2-4].They remain in the last row
of conventional radiology investigations and TC; the first almost entirely set aside, the second used in cases where MRI
is available or there are no absolute contraindications or for
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carrying out [5,6]. The major problem is also represented by
complications such as fistula and hernia of the pelvic floor,
especially in women [7-9], as well as the risk of perforation
[10]. Chronicity of this disease and the possibility of recurrence throughout the course of life of a patient typically receives the diagnosis at a young age, is only one of the relevant
factors in related to these psychiatric diseases. Indeed is possible to find, with methods of increasingly sophisticated, with
more selected samples investigation, the presence, even if in
different percentages, of an association between episodes of
recurrent major depression and Crohn’s disease. Although already in 1949 B. Crohn which he discovered and which bears
his name, declared this patology outside the scope of psychosomatic but the researchers have nevertheless continued to
investigate the psychological substrate of this deadly form
of ileitis. Recent studies in psychobiological field also show
a correlation between frequent exacerbations of severe anxiety disorders and this ileitis [11]. The hypothesis of a direct
and linear causality of psychiatric disorders is considered by
the doctors too simplistic and reductive. To find a correlation
is investigated on underlying variables to the psychological
distress associated with mood disorders: pathological eating
behaviors, smoking and alcohol addiction, family history of
psychiatric disorders and traits of personality status. Thus was
born the theory of multifactorial then ousted by the more recent hypothesis that psychiatric disorders develop as a result
of this disease, that is secondary to somatic disorder, mainly
because of the chronicity and severity of the symptoms. It
should not, confuse the pathogenetic mechanisms other than
etiologic and therefore should be carefully analyzed the reactive emotional functioning of the patient. The multidisciplinary treatment is thus necessary to evaluate the psychosocial aspects of the patient’s personality and characteristics.
There is no a final treatment for this disease that can affect
all the digestive tract, from mouth to anus; even if the surgical intervention could be useful in case of complications,
the recurrence rate is very high [3]. Even if the strictureplasty
technique can preserve the continuity without intestine loss,
a resection is the treatment of choice in some cases. However, many patients will develop recurrences after resection
of Crohn’s disease. Indeed, the fear of a recurrence and/or a
complication, such as perforation and fistulas.
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Methods
The total sample consisted of 67 patients suffering with Chron’s
disease post surgery. All subjects participating in the study with
an activity of severe disease, are in charge at the Gastroenterology Surgery Service and follow also a drug therapy. Provided
their informed consent, were subjected to a psychological and
psychiatric assessment by the administration of a battery of
standardized instruments.
In the course of the evaluations we were also collected sociodemographic data and pathology history. For the evaluation
of the general psychiatric symptomatology it was used Self-report Symptom Inventory - Revised (SCL-90-R), a widely used
self-administered tool in clinical and research [12,13]. In its
final version the scale is composed of 90 items and assesses the
presence and severity of psychological distress symptoms in
the last week (including the day on which assessment is carried out) in different psychopathological domains; each item
is given a score on a Likert five-point scale ranging from “not
at all” to “very much.” The instrument differs from other selfadministered questionnaires for the detection of psychological
problems since measuring both the internalizing symptoms
(such as depression, somatization, anxiety manifestations) as
those externalizing (such as aggression, hostility, impulsivity), so now covering almost entirely the psychopathological
spectrum. The dimensions that constitute the scale are: 1)
somatization; 2) obsessive-compulsiveness; 3) sensitivity; 4)
Depression; 5) anxiety; 6) anger-hostility; 7) phobic anxiety;
8) paranoid ideation; 9) psychoticism. For the evaluation of
depressive symptoms it was used Hamilton Depression Rating Scale (HAM-D) [14]. In its original formulation (1960) the
HAM-D was composed of 17 items, brought to 21 in the next
version (1967); in addition to these, they have circulated several other versions with more or less arbitrary variations, the
most notorious of which is the 24 items (the items are added
to the feeling of helplessness, hopelessness and the feeling of
worthlessness) .The item HAM-D are graduated, some 3 (02) and other 5 (0-4) severity levels, and each level is associated with a fairly precise definitions. La HAM-D, according to
the precise directions Hamilton, is not a diagnostic tool and
should not be used for this purpose, but to assess severity and
intensity of a depressive framework referring to the last week.
For the rating of perceived health status (quality of life) was
used Short Form-36 (SF-36), a questionnaire characterized by
brevity (the average person takes no more than 10 minutes for
its completion) and the precision (the instrument is valid and
reproducible) [15]. The measuring instrument in quality of life
is related to the better known health and is used in the scientific literature. The questionnaire was developed from years 80 in
the United States as a generic tool, multi-dimensional, divided
into 36 questions that allow you to assemble 8 different scales.
The 36 questions will relate conceptually to 8 different concepts
related to physical and mental health: 1) physical activity; 2)
limitations in activities related to their role and due to physical
health problems; 3) limitations in activities related to their role
and due to the emotional state; 4) physical pain; 5) perception
of general health; 6) vitality (energy / fatigue); 7) Social activities; 8) mental health (psychological distress / psychological
well-being). A single item explores the change in health status.
The questionnaire on the SF-36 health status has been built to
achieve the minimum standards of precision required for the
comparison of the groups with respect to the eight areas considered and provides a profile of scores useful to the

understanding of both the differences in the physical and mental health of both the ‘ impact on health caused by chronic
disease and its treatment. The SF-36 questionnaire can be selfcompiled or may be subject to interview. All SF-36 questions,
except one, are for a period of four weeks prior to completing the survey. Sociodemographic and clinical variables were
analyzed with descriptive statistics methods: by Univariate
ANOVA with Bonferroni correction for continuous variables
and the χ2 for the nominal or ordinal variables. All statistical analyzes were performed using the statistical package SPSS
(version 16.0).

Results

In our sample, there are statistically significant differences in
all subscales of the SCL-90. In particular, the subscale that presents the greatest statistical significance is “obsessive-compulsive” (p <0.0001) with a more marked deterioration on psychopathological floor. In fact, patients with UC have high scores
on all subscales of the SCL-90, with statistically significant
differences compared to the control group. There are statistically significant differences except in reference to the subscale
“phobic anxiety” (p <.05). The only statistically significant difference is related to the subscale “psychoticism” (p> .05). From
the data obtained in Ham-D it shows that these patients have
significantly much higher scores (p>, 0001). There were no
statistically significant differences with the scale of depressive
symptoms. Patients who have high scores on the HAMD-TOT
scale present a significant deterioration in the quality of life.
In particular, these patients have higher scores on subscales 1)
physical activity (p <.01; F = 7.080, B = - 433); 2) physical pain
(p <.03; F = 4.730, B = - 566); 3) the general health perception
(p <.01; F = 6,336; B = - 410) With scores also shows high levels
of somatization are related to an important limitation of physical activity (p <.05; F = 4, B = - 466) a major limitation of daily
life because of physical pain (p <.00; F = 24,185; B = -, 1652)
and to a worse perception of general health (p <. 007; F = 7.832,
B = - 658) statistically significant differences were found for
the subscales “physical activity” (p <.05), “body pain” (p <.01),
“Role and Physical Health” (p <0.0001) and “health general
“(p <0.0001). The analysis with regard to the SF-36 subscales
shows significantly higher scores on the subscales “Physical
Activity”, “body pain” (p <.05), “The overall health”, “Role and
physical health” (p <0.0001).

Discussions
This study was aimed to explore the quality of life in patients
with Crohn’s disease after surgical intervention and the impact
that the psychopathological characteristics have on this illness.
The results of our study show that these patients have a significantly impaired quality of life in different areas explored. In
particular, compared there are more restrictions in the performance of all physical activities, such as bathing, climbing stairs,
lift weights, walk short distances because of physical health
(physical activity); perceive more intensely physical pain or
discomfort and interference it causes with normal activities at
work, at home and at play (physical pain); complaining about
major problems in performing daily activities, reducing the
time spent at work, producing a poor personal functioning due
to physical problems (role and physical state); total assessed
their general health as poorer and destined to deteriorate further over time (overall health) [16,17]. Study results show that
in the context of patients with Crohn’s disease are mainly those
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with at present a greater impairment of quality of life. Patients
with Crohn’s disease post surgery presented significant limitations in all areas of quality of life considered by the SF-36
[18,19].With regard to socio-demographic characteristics of
the sample data examined did not show significant differences.
Another aspect examined by the study is related to psychiatric
comorbidity in these patients. It is showed a higher impairment of overall psychopathology framework, with particular
regard to the symptomatic aspects of the spectrum anxious
and depressive. In particular, patients after surgery occur more
frequently dysphoric symptoms, lack of motivation, loss of vital energy and other cognitive and somatic related concerning the area of the depressive spectrum [20]. On the cognitive
level of these patients seem particularly focused on feelings of
inadequacy, aggression and resentment, probably exacerbated
by the onset of the disease. They emerge also general signs of
anxiety such as nervousness, tension, anxiety and feelings of
awe, fear and anger associated with manifestations of irritability, aggression and anger (hostility).Were detected inconveniences arising from the perception of bodily dysfunctions
(somatization), thoughts, impulses and actions subjectively experienced as persistent and irresistible, of ego-dystonic or unwanted nature (obsessive-compulsive) [21]. Finally, it showed
a marked distress in interpersonal interactions and negative
expectations in social relationships (sensitivity) and more
frequently a mode of thought marked by hostility, suspiciousness, grandiosity, self-reference, fear of loss of autonomy (paranoid ideation) and a schizoid type lifestyle characterized by
emotional-affective isolation and introversion (psychoticism).
Overall, the magnitude of the detected parameters should not
be interpreted as the presence of specific syndromes, but rather predominantly subthreshold symptom aspects indicative of
a condition of psychological stress, likely to be placed in relation with the main somatic pathology. The absence of previous
family and personal medical history of psychiatric disorders
might suggest that the psychopathological manifestations
observed in our sample are the direct result or mediated by
chronic somatic illness stress [22]. One of the most significant findings of this study is the finding that some psychiatric
symptoms have a significant impact on patients’ quality of life
after surgery, especially in certain areas such as physical activity, the physical pain and the perception of general health.
In fact, the presence of depressive symptoms such as lack of
motivation, loss of vital energy, feelings of inadequacy and despair can worsen the limitations in daily life such as taking care
of yourself, walking, climbing stairs, bending or play activities
moderate or challenging physical. A particularly important element is the increased perception of pain reported by these
patients in comorbidity with depressive or anxious symptoms
[23,24]. In fact, an increased perception of pain is associated
with an alteration of the perception of patients compared to
their overall health, increasing the sense of dissatisfaction and
reducing the resistance to the disease [25,26]. The data of our
study do not allow determine the terms psychopathology affect the course of the disease (such as increased risk of relapse),
the response to therapeutic interventions and compliance to
treatment but surely allow us to consider the data that they
contribute to worsen the quality of lives of these patients.
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