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Abstract
Background: Inflammatory bowel disease (IBD) is a chronic
idiopathic disease affecting the gastrointestinal tract that is comprised
of two separate, but related intestinal disorders; Crohn’s disease (CD)
and ulcerative colitis (UC). The diagnosis of IBD is most commonly
made on the basis of clinical features in combination with findings on
ultrasonography, endoscopy and histopathology. Patients and
Methods: This is a cross-sectional prospective observational study.
This study included 40 IBD patients (19 females and 21 males),
presented to Internal Medicine department, El-Demerdash Hospital,
Ain Shams University from June 2018 to June 2019. Patients were
matched with 10 healthy subjects (7 females and 3 males) as a
control group. All patients subjected to the following: Thorough
medical history, clinical examination (general and local) and laboratory
investigations including complete blood count with calculation of
neutrophils to lymphocyte ratio, ESR and CRP on the day of the
colonoscopic procedure. US examination and endoscopic examination
were done for every patient. Results: Mean value of NLR in IBD
patients was significantly higher than those in control group
representing 3.12±1.87 and 1.88±0.42 respectively but it was
statisitically insignificant between active and inactive IBD patients with
best cut off >2,01 to differentiate active from inactive patient.THE NLR
value was correllating with CRP only with no correlation with
ESR,NLR value also has association with US findings that suggesting
activity with best cut off >2.5 to detect these findings by US in active
patients.US has high sensitivity and specificity in discriminating
patients with moderate and severe activity from those with mild activity
or those in remission but it was unable to discriminate patient of
moderate activity from patients with severe activity with strong
assossiation with endoscopic scores of activity. Conclusion: NLR
values had higher sensitivity and specificity than CRP and ESR with
the benefit of being readily available with an affordable price. They are
more useful when utilized together with serum laboratory inflammatory
indices (CRP and ESR).
Key words: neutrophil, lymphocyte, inflammatory bowel disease,

ultrasound, colonoscopy
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INTRODUCTION
Inflammatory bowel disease (IBD) is an idiopathic chronic

inflammatory disorder of the alimentary tract that mainly

comprised of ulcerative colitis (UC), Crohn’s disease (CD), and

inflammatory bowel disease unclassified (IBDU). It is chronic and

incurable, and presents with periods of relapse and remission. IBD

etiology is unknown, but it has been postulated to be a

multifactorial disease due to the genetic, immunologic, and

environmental factors involved in its development (Yamamoto-

Furusho et al., 2017).

Ulcerative colitis (UC) is a chronic subtype that diffusely

involves various parts of the colon. The disease may be limited to

the rectum, or it may involve the entire colon. The main

complaints of the patients are bloody diarrhea and abdominal pain

(Singh et al., 2016). Mucosal examination via colonoscopy is the

basic method in diagnosis; it monitors the activity of the disease

and is used in the follow- up of patients (Akpinar et al., 2018).

Crohn’s disease (CD) is chronic relapsing and remitting

another subtype of IBD, with an unknown etiology and appears to

involve interaction between genetic susceptibility, environmental

factors and the immune system. Previous studies suggested that

early detection of disease activity could significantly reduce the

mortality of CD (Gao et al., 2015).
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Colonoscopy is the basic diagnostic and therapeutic modality

in ulcerative colitis. However, colonoscopy may not be always

feasible in these patients. Oversensitivity to air insufflations in

patients with active ulcerative colitis during the procedure, or

unavailability of colonoscopy necessitates the use of different

parameters to evaluate the patients (Makkar, 2013).

Non-invasive tests, such as C reactive protein (CRP),

erythrocyte sedimentation rate (ESR), white blood cells (WBC),

acid glycoprotein, platelet count and albumin are therefore being

increasingly recognized as important markers for initial diagnosis

and disease activity detection (Mack et al., 2007).

In recent years, the neutrophil-to-lymphocyte ratio (NLR),

calculated as total neutrophil count divided by total lymphocyte

count, has gained increased attention for assessing the grade of

inflammation. The NLR was initially described as a general

immunological response to different stress stimuli, which

correlated with outcomes and organic dysfunction scores of

critically ill intensive care unit patients (Argeny et al., 2018).

Recent reports revealed the predictive value of NLR in

discriminating active from inactive UC, compared to the mixed

results regarding the diagnostic value of CRP alone (Celikbilek et

al., 2013; Posul et al., 2015)
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AIM OF THE WORK

The aim of the present study was to evaluate the

neutrophil to lymphocyte ratio as simple rapid and cheap test

readily available for assessment of severity of IBD findings of

ultrasonography and colonoscopy.
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REVIEW OF LITERATURE

INFLAMMATORY BOWELL DISEASES

Inflammatory bowel disease (IBD) comprises two

chronic intestinal disorders: ulcerative colitis (UC) and Crohn's

disease (CD). These disorders were first described by Sir Samuel

Wilks in 1859 and Doctor Crohn in 1932, respectively. CD and

UC are characterized by a course of remission and relapse with

complex interactions among genes, the environment, and

immunity (Ananthakrishnan, 2015).

Incidence and prevalence of IBD

It is estimated that 1.5 million in North America and 2.5

million persons in Europe have IBD. The peak incidence of CD

and UC is between 20–30 years and 30–40 years of age,

respectively (Arora and Malik, 2016).

The incidence and prevalence of CD and UC have stabilized

in the aforementioned regions; however, it is still higher than in

the rest of the world (Ananthakrishnan, 2015).

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. The incidence of IBD
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seems to be rising in Egypt with UC to CD ratio of 6:1 (Esmat et

al., 2014).

Age and gender disparity

Although IBD can occur at any age, the peak age of onset for

CD and UC is generally between 20–30 years and 30–40 years of

age, respectively. However, some European cohorts have

suggested a second peak between 60–70 years of age, especially

for UC. The most plausible explanation for this additional peak is

ascertainment bias due to increased health care access and more

frequent evaluation of older patients. Majority of North American

population-based study has shown that the median and mean age

of diagnosis of CD and UC range between 30–45 years and 40–45

years, respectively. Additionally, these studies especially in adults

have suggested a female predominance in CD and male

predominance in UC (Ananthakrishnan, 2015).

Racial and ethnic disparity

There appears to be a marked ethnic and racial variation in

the incidence of IBD. Early studies from the 1960s reported a

lower incidence of IBD, specifcally UC among African-

Americans. However, these studies were conducted in regions

with predominant white populations, and more recent studies from

1990s have challenged these fndings with comparable incidence

rates among Whites and non-Whites. Further, CD was proposed to


