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Abstract

This is a review of those clinical observations, innovative concepts, and predictions concerning
inflammatory bowel disease that were first published in The Journal of the Mount Sinai Hospital,
renamed in 1970 The Mount Sinai Journal of Medicine.  The review was based on a hand search
of every volume of The Journal from its inception in 1934 to the present day.
Key Words:  Crohn’s disease, ulcerative colitis, inflammatory bowel disease, The Journal of The
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THIS IS SURELY THE AGE OF “Evidence-Based
Medicine.”  In the courtrooms of academia, the only
“admissible evidence” these days seems to be fully-
powered randomized clinical trials.  By this
restrictive criterion, though, we pay attention only to
the final product — the harvested fruit.  But what
about the seeds?  What about the original
observations and seminal ideas that bore fruit only
after many years of cultivation?
     In March of 1997, the distinguished physician
and editor, Frank Davidoff, lectured at Medical
Grand Rounds at The Mount Sinai Hospital.  His
talk, entitled “In the teeth of the evidence: The
curious case of evidence-based medicine,” included
the following statement (1): “All good science
begins with good observations, but observations
serve largely to generate hypotheses rather than
confirm them.”  The speaker clearly intended to
emphasize the importance of “confirmation,”
harvesting the fruit.  In this essay, by contrast, I
intend to emphasize the “generation,” the planting of
the seeds.
     A pair of “Theme Issues” in this journal last year
has already surveyed the many contributions of
Mount Sinai doctors to the field of inflammatory
bowel disease (IBD).  I have, however, set myself a
rather different agenda.
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Specifically, I shall review those “good
observations,” innovative concepts, and predictions
concerning IBD that were first published in The
Journal of The Mount Sinai Hospital, renamed in
1970 as The Mount Sinai Journal of Medicine.  This
review is based on a hand search of every volume of
The Journal from its inception in 1934 to the present
day.

Anatomic Distribution

Although “regional i leit is” had been
thoroughly  descr ibed  in  two near ly
simultaneous presentations in May 1932 by
Crohn, Ginzburg, and Oppenheimer (2, 3), it
took more than 20 years before the same
pathologic process in the colon was firmly
classified as part of the same disease (4).
Nonetheless, Ginzburg and Oppenheimer’s
initial compilation of cases of “non-specific
g r a n u l o m a t a  o f  t h e  i n t e s t i n e ”  ( 2 )
m e t i c u l o u s l y  d e s c r i b e d  “ l o c a l i z e d
hypertrophic colitis” associated with peri-
anal fistula, an observation repeated by
Crohn, Garlock, and Yarnis 15 years later and
further emphasized in a Journal of the Mount
Sinai Hospital abstract (5) regarding the entity
of “segmental right-sided colitis”: “Peri-anal
and peri-rectal fistulas are very common.”
  While  i t  was  the  team of  a  Br i t i sh
surgeon, H.E. Lockhart-Mummery, and
pathologist,  Basil Morson, who  argued
most strongly for  classifying granulomatous
colitis as  an  integral part of Crohn’s
disease (6), this concept received   its major
impetus in the United States from the work
of  Mount  Sinai  radiologists,  particularly
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B.S. Wolf and especially R.H. Marshak (7).  In-
deed, the classic, most exhaustive description of
the features and differential diagnosis of ulcera-
tive and granulomatous colitis appeared in a 59-
page article in The Journal of the Mount Sinai
Hospital by Marshak and Lindner in 1966 (8).
This radiologic magnum opus was often repro-
duced and modified by its authors — as in a
Mount Sinai Journal of Medicinepaper (9) that
prefigured a chapter in their classic W.B. Saun-
ders textbook, Radiology of the Colon — but the
clarity and thoroughness of the 1966 publication
was never surpassed.  Indeed, as Henry Janowitz
foretold in his introduction to the 1966 paper
(10): “This exhaustive study and detailed illus-
tration of the radiographic features of the major
inflammatory disorders of the colon by Drs.
Marshak and Lindner will, I believe, contribute
enormously to our sorting out of this baffling
group of diseases.”

A different view of ulcerative and granuloma-
tous colitis, however, from a colonoscopic per-
spective, was outlined in 1975, in a paper by
Jerome Waye (11), comprising “an in-depth re-
view based on a personal experience of several
thousand colonoscopies.”  This whole topic of rec-
ognizing Crohn’s disease of the colon has also
been reviewed in The Mount Sinai Journal of Med-
icine by one of the pioneering investigators of this
disorder, Arthur Lindner, a former fellow in gas-
troenterology at The Mount Sinai Hospital (12).

Meanwhile, as Crohn’s disease was being
increasingly recognized in the colon, other Jour-
nal of the Mount Sinai Hospitalpublications and
abstracts throughout the 1950s were calling at-
tention to involvement of the stomach, duode-
num, and jejunum (13 – 15).  (It is interesting
that the lure of studying IBD at Mount Sinai was
so strong that the principal review of Crohn’s
gastroduodenitis (14) was written by Alexander
Richman, chief of the Liver Clinic who was pri-
marily a specialist in hepatic and pancreatic dis-
eases).  Further classic descriptions of gastric
and duodenal Crohn’s disease, accompanied by
magnificent radiographs, appeared subsequently
in the “Radiologic Notes” section of The Mount
Sinai Journal of Medicineedited by C. Bloch
and H.M. Peck (16, 17).

Natural History and Epidemiology

Throughout the 1960s, even before establish-
ing himself as the pioneer of immunosuppressive
therapy for IBD in the United States, Burton Ko-
relitz, then a young gastroenterologist at The
Mount Sinai Hospital, was a leading chronicler

of the natural history of ulcerative colitis and
Crohn’s disease.  As early as 1962, he had begun
to publish, together with a pediatrician, Donald
Gribetz, their observations on the course of ul-
cerative colitis in children.  In 1968,The Journal
of the Mount Sinai Hospitalcarried Korelitz’s
seminal paper on the prognosis of granulomatous
colitis in childhood (18).  By 1979, Korelitz had
accumulated experience with more than 350 pa-
tients with Crohn’s disease.  His report in The
Mount Sinai Journal of Medicinethat year (19)
was a landmark in establishing the scientific
value of clinical experience garnered by schol-
arly specialists in private practice.

From a broader perspective of global epi-
demiology, Mount Sinai’s chairman of surgery,
Arthur Aufses, Jr., made a remarkably accurate
prediction at an IBD symposium in 1982 mark-
ing 50 years’ experience with IBD and celebrat-
ing 25 years of Henry Janowitz’s directorship
of Mount Sinai’s Division of Gastroenterology.
On that occasion, Dr. Aufses said (20): “If I had
to venture a guess, I would say that granuloma-
tous [Crohn’s] disease, which has been on a
marked increase in the northern parts of the
world, will slowly plateau and then begin to de-
cline.  That will be followed by increases in its
incidence in other parts of the world, where
they don’t see very much of it now.”  As usual,
Aufses’s crystal ball proved reliable.

Complications

Although Mount Sinai physicians in 1987
were most strongly emphasizing the external
origins of upper gastrointesinal (GI) fistulas in
Crohn’s disease (21), The Journal of the Mount
Sinai Hospital, as early as 1948, carried a paper
recognizing duodenal fistula as colonic in ori-
gin, and describing its surgical correction by
simple closure of the duodenal hole and defini-
tive resection of the diseased colon (22).  Simi-
larly, an early paper on “gastrocolic fistula”
clearly identified this complication as arising
from “transmural colitis” and at one point in its
text used the more accurate term, “cologastric
fistula” (23).  A much rarer complication in-
volving the upper GI tract is pancreatitis sup-
posedly associated with primary Crohn’s dis-
ease of the duodenum.  One of the earliest re-
ports (actually only the third paper) describing
this association appeared in The Mount Sinai
Journal of Medicinein 1987 (24).

Important observations concerning the
much more common complication of lower GI
tract fistulization were reported by Korelitz in
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The Mount Sinai Journal of Medicinein 1984
(25).  His review of 22 patients with ileosig-
moid and ileorectal fistulae called early atten-
tion to two cardinal principles, both insuffi-
ciently appreciated even today.  The first point
was that “the entero-enteric fistula does not
require surgical intervention for its own
sake,” since it was often asymptomatic and
even in cases requiring treatment might well
respond to medical therapy.  The second key
concept was his emphasis on identifying “the
segment of origin” — in other words, care-
fully distinguishing the perpetrator (site of
origin) from the innocent bystander victim
(the site of re-entry).

Another set of Crohn’s disease manifesta-
tions largely clarified by Mount Sinai investiga-
tors comprised urologic complications.  Al-
though a number of Mount Sinai papers from
the 1960s are often cited as the earliest publica-
tions on this topic, the urologic complications
of regional ileitis were first described by
Ginzburg and Oppenheimer in the Journal of
Urology in 1948 and abstracted shortly after in
The Journal of the Mount Sinai Hospital(26).
It should be noted that this same Gordon Op-
penheimer of “Crohn, Ginzburg, and Oppen-
heimer” fame was in fact an eminent urologist.
In this article, patients were reported as pre-
senting with retroperitoneal abscesses; but their
characteristic symptom of lower extremity pain
and limp — prominently described in 1969 by
Daniel Present et al., one of IBD’s most pro-
ductive investigators (27) — had actually been
emphasized some years before in a radiological
vignette in The Journal of the Mount Sinai
Hospital (28).  In this brief report, a patient was
described with “severe pain in the lumbosacral
region radiating to both legs, associated with
difficulty in walking.”  The paper called atten-
tion to the complication of presacral abscess
presenting as hip pain and being confused with
an orthopedic problem.  The correct diagnosis
was revealed by a plain film of the spine show-
ing air in the presacral space!

Two other rarely recognized associations or
complications of IBD that received some of
their earliest attention in The Journalwere the
presentation of regional ileitis as gross rectal
bleeding (29) and the co-existence of ulcerative
colitis with hemophilia A (30).  Yet the tradition
of “good observations” in The Journalis not re-
stricted to papers from long ago.  A very recent
issue of The Mount Sinai Journal of Medicine
carried only the second published case report of
a preoperative diagnosis of gallstone ileus in

Crohn’s disease, and the only one without bil-
iary-enteric fistula (31).

Extraintestinal Manifestations

Few Mount Sinai papers on IBD, at least
since the landmark JAMA article of 1932 on re-
gional ileitis (2), have been cited as frequently
in the medical literature as the 1976 review of
extraintestinal manifestations in Medicine by
Greenstein et al. (32).  This analysis of 700
cases of IBD distinguished between “colitis-
associated” conditions and those attributable to
“small bowel pathophysiology.”  Yet it is note-
worthy that this attempt at classification was
foreshadowed more than 20 years earlier in the
pages of The Journal of the Mount Sinai Hospi-
tal by Albert Cornell, then chief of the Gastro-
Intestinal Clinic of The Mount Sinai Hospital
(33).  Moreover, one of the early efforts at treat-
ing an extraintestinal complication on the basis
of a pathophysiologic rationale was described
in The Mount Sinai Journal of Medicinewhen
Gelernt and Kreel reported on the use of cypro-
heptadine, a platelet deaggregrator, in the man-
agement of pyoderma gangrenosum (34).

Cancer

It is already well known that Burrill Crohn
was an author of the first report of colon cancer
in ulcerative colitis (35), and that Leon
Ginzburg co-authored the first report of small
bowel cancer in regional enteritis (36).  It is
less widely appreciated, however, that half a
dozen key observations about the relationships
between cancer and IBD were first published in
The Journal.

1. Pathology. In 1952, the redoutable
Mount Sinai pathologist, Sadao Otani, and the
legendary Mount Sinai clinician, Isidore Snap-
per, teamed up to clarify the relationships
among adenomatous polyps, inflammatory
polyps, and cancer associated with ulcerative
colitis (37).  A generation later, Mount Sinai’s
most prolific surgical author on IBD, Adrian
Greenstein, spearheaded a study of the clinical
and pathologic features distinguishing colitis-
associated from sporadic colorectal cancer (38).

2. Small bowel cancer. Although, as we
have seen, Ginzburg et al. first reported jejunal
carcinoma complicating Crohn’s disease in
1956 in the journal, Surgery(36), B.S. Wolf in
that same year described the radiologic findings
in detail in The Journal of the Mount Sinai Hos-
pital (39).
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3. Cancer in bypassed loops of bowel.The
first American report of ileal cancer in a by-
passed bowel segment with Crohn’s disease ap-
peared inThe Journal of the Mount Sinai Hospi-
tal in 1970 (40).  This paper did not speculate
heavily on the pathogenesis of such neoplasms,
but it stressed two of the most important clinical
implications: first, that these cancers were clini-
cally silent (“...the presence of a clinically silent
neoplasm in a bypassed or excluded loop of in-
testine is extremely difficult to diagnose radio-
logically....”); and second, that bypass surgery,
while efficacious in the short term (“...bypass
usually leads to quiescence of the inflammatory
process...”), could be detrimental in the long
term (“[We] emphasize the possible long-term
dangers inherent in this type of surgery.”).
While many subsequent investigators proposed a
variety of biological mechanisms for the occur-
rence of cancer in excluded loops of bowel, my
analysis published in The Mount Sinai Journal of
Medicine in 1983 (41) indicated that the appar-
ently high frequency of this phenomenon was
simply a statistical artefact of the confounding
factor of disease duration: “...it is not the by-
passed loop itself that puts the patient at risk for
cancer; it is the long duration of the disease.”

4. Left-sided ulcerative colitis. While
conventional wisdom had held that only pa-
tients with ulcerative pancolitis were at signifi-
cantly increased risk for colorectal cancer, our
1979 study in The Mount Sinai Journal of Med-
icine pointedly called attention to the risk in
less-than- universal colitis (38): “It is important
to recognize that after a sufficiently long inter-
val, cancer may develop in left-sided as well as
in universal colitis.”

5. Mortality. Another prevalent concept dis-
pelled in this same 1979 paper was that the case-
fatality rate in colitis-associated colorectal cancer
was much higher than in sporadic cancer (38):
“The long-term mortality from colitis-associated
cancer did not appear to be worse than that from
colorectal cancer in the general population.”

6. Cancer in Crohn’s colitis. Perhaps the
most tenacious myth concerning colorectal can-
cer in IBD has been that the risk is much greater
in ulcerative colitis than in Crohn’s disease of
the colon.  Although the final nails were not dri-
ven into the coffin of this widespread miscon-
ception until 1994 (42, 43), the strongest pre-
diction of the actuality had appeared in The
Mount Sinai Journal of Medicineas early as
1983 (41): “When cases of ulcerative and
Crohn’s colitis of similar anatomical extent are
followed for similar durations of time, the two

diseases may ultimately prove to have similar
increases in risk for colorectal cancer.”  Subse-
quent studies indicated that the risks were not
only similar, but virtually identical (42).

Medical Therapy

The many contributions of Mount Sinai doc-
tors to the medical therapy of IBD have been
amply recounted in previous issues of this jour-
nal (44 – 46) and do not need to be repeated here.
Yet it is worth noting how often the most semi-
nal therapeutic principles found early and force-
ful expression in the pages of The Mount Sinai
Journal of Medicine.  Two symposia in particu-
lar provided occasion for giants in the field, from
both home and abroad, to demonstrate their pre-
scient vision in the area of medical treatment.

First was the celebratory Anniversary Sym-
posium of 1982 already mentioned in the sec-
tion on Natural History and Epidemiology
above.  It was ambitiously entitled, “Inflamma-
tory Bowel Disease: The Next Fifty Years,” and
even then five of the most vital current trends in
therapy were foreseen.  First, Korelitz predicted
the modern movement toward earlier introduc-
tion of 6-mercaptopurine (6-MP) in the man-
agement of Crohn’s disease (47): “Perhaps
when we feel more comfortable with its use it
might be justified even earlier in the course,
when the disease is still considered mild.”  In
the same presentation, he also accurately fore-
told two more guiding principles in present-day
immunosuppressive treatment: its indefinite
continuation for long-term maintenance of re-
mission, and its efficacy in ulcerative colitis as
well as in Crohn’s disease: “The results have
been impressive and suggest that the response
rate in ulcerative colitis is similar to that in
Crohn’s disease....  There is no longer justifica-
tion for the belief that predisposition to carci-
noma in long-standing ulcerative colitis war-
rants postponing double blind trials of 6-MP
similar to those conducted in Crohn’s disease.”

A fourth “new wave” of therapy was pre-
dicted by both Henry Janowitz and John
Lennard-Jones at that symposium nearly 20
years ago, namely, the ascendancy of antibiotics
in the treatment of Crohn’s disease (48, 49).
Lennard-Jones — to this day still unsurpassed in
his genius as a clinical investigator in IBD —
foresaw the 21st century’s emphasis on design-
ing biological agents to target specific points in
the pathogenetic pathway of the diseases (48):
“I think we’ll find out how the treatments af-
fect...pathogenetic mechanisms....  I suspect that
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ileostomy associations in the United States,
Lyons focused on the central importance of pa-
tients’ psychosocial adjustment to ileostomy, in
a 1983 article in The Mount Sinai Journal of
Medicine(58), only shortly after Mount Sinai’s
first paper on the subject (59) and long before
surgical “quality of life” studies in IBD had be-
come academically fashionable.  More recently,
The Mount Sinai Journal of Medicineagain
provided the forum for a ground-breaking study
bringing quantitative science to bear on such
elusive but critical issues as individual coping
mechanisms and family dynamics in the course
of IBD (60).

Postoperative Recurrence of Crohn’s Disease

It has often been said that the inexorable
tendency of Crohn’s disease to recur following
surgical resection is still the thorniest single
problem in present-day management of inflam-
matory bowel disease (61).  The medical and
surgical literature of the past 20 years is replete
with studies of this phenomenon, its natural his-
tory, and attempts at its prevention.  But as
early as the 1950s, papers in The Journal of the
Mount Sinai Hospital were already focusing
this troublesome issue.  An interdisciplinary
conference of ten Mount Sinai clinicians in Jan-
uary 1952 devoted the great bulk of its attention
to detailed discussions by Burrill Crohn and the
surgeon, Ralph Colp, concerning cases of post-
operative recurrence of ileitis and ileocolitis
(62).  In this context, it is noteworthy that even
at this early date, Mount Sinai surgeons and
gastroenterologists were prefiguring the surgi-
cal conservatism of today; in Colp’s words, “In
the present state of our knowledge, we are op-
erating on these patients only when our hand is
forced by intestinal obstruction, fistulae, and
abscess formation.”

Fully forty-five years ago, in a Journal of
the Mount Sinai HospitalSymposium edited by
Dr. Crohn, Henry Janowitz provided an
overview of “Problems of Regional Enteritis”
that has scarcely been improved upon to the
present day (63).  His review included several
pathophysiologic insights (e.g., the suggestion
that “the noxious agent is present in the intesti-
nal stream”) that are currently being validated
(64).  With particular regard to the problem of
postoperative recurrence, Dr. Janowitz drew
both pathophysiologic and therapeutic conclu-
sions: regarding the former, “The hypothesis of
widespread initial lesions...might explain the
high incidence of recurrence following opera-

tion even though biopsy at the site of resection
or by-pass may be entirely negative”; and re-
garding the latter, “With the increasing recogni-
tion that the rate of recurrence is a function of
the length of follow-up, and with increasing
numbers of recurrences, the [surgical] approach
to therapy is now in a disillusioned phase.”  It
must be noted that what Janowitz so confidently
alluded to in The Journal of the Mount Sinai
Hospital as “increasing recognition” in 1955
was validated by “admissible evidence” in the
New England Journal of Medicineonly 20
years later (65)!

History

This essay was not undertaken to replicate
last year’s historical review of Mount Sinai’s
contributions to the study of IBD (66), but it
has instead tried to assess the unique role of The
Mount Sinai Journalover the last half century
as a seedbed and sounding board for innovative
and forward-looking thoughts about the nature
and management of these disorders.  Yet this as-
sessment would not be complete without some
mention of several remarkable historical re-
views that have appeared in these pages in years
past, especially since these historical perspec-
tives have looked not only backward but also
forward.

Before the current set of three theme issues
edited by Jeremy Hugh Baron and Henry D.
Janowitz, there were at least seven other histor-
ical surveys published in this journal between
1945 and 1993 that deserve citation:

1. 1945. In a retrospective of “Gastro-
enterology at The Mount Sinai Hospital” pre-
pared for the Moschowitz Anniversary Issue of
The Journal of the Mount Sinai Hospital(67),
Burrill Crohn was especially gracious in his
discussion of the disease that ultimately came
to bear his name:

...in 1932, dated from The Mount Sinai Hos-
pital, appeared the first paper or papers
[note the plural!] on a new clinical entity
“regional ileitis.”  The earlier pathological
and clinical studies on intestinal granulo-
mata had been laid down by Drs. Eli
Moschowitz [whom this issue of The Jour-
nal was honoring] and A.O. Wilensky as
early as 1923.  The pathological studies of
these granulomata had been re-begun by
Drs. Leon Ginzberg [sic] and Gordon Op-
penheimer.  The combination of these stud-
ies with the clinical and surgical observa-
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tions of myself and Dr. A.A. Berg led in
1932 to the formulation of the entity of
“ileitis.”  With practically no hesitation,
with little scientific criticism, but with many
constructive additions, the medical profes-
sion has accepted ileitis, or regional enteri-
tis, as an established clinical concept....  The
Attending Staff of this hospital have thus
been given proper credit for the recognition
of a disease, which knows no limited geo-
graphical incidence and which provides an
ample and new arena for extensive surgical
operative skill and original initiative.

2. 1951. In the Albert A. Berg Memorial
Issue of The Journal of the Mount Sinai Hospi-
tal, Crohn once again downplayed his own role
and lavished primary credit upon Dr. Berg,
Mount Sinai’s late chief of surgery, for devel-
oping the concepts of regional ileitis and “right-
sided or segmental ulcerative colitis,” as well as
for advancing the “increasing utility of
ileostomy for severe ulcerative colitis and the
feasibility of subsequent total colectomy for
otherwise incurable forms of universal coli-
tis....” (68).

3. 1955. Under the editorship of Dr. Lester
R. Tuchman, The Journal of the Mount Sinai
Hospital in 1955 published the first in a series
of symposia to “cover areas in which workers at
The Mount Sinai Hospital are at the present
time engaged on a broad front, or fields to
which they have made significant contribu-
tions.”  The topic was “Regional Ileitis.”  In an
even-handed bow to two men who were both
colleagues and rivals, Dr. Tuchman concluded
his editorial introduction (69): “Since the semi-
nal paper on Regional Ileitis was by Drs. Crohn,
Ginzburg and Oppenheimer, it is fitting that the
first be Guest Editor and the second the author
of the article on its surgical management.”  In
his “Reminiscences,” Crohn paid tribute yet
again to the contributions of Berg, Ginzburg,
and Oppenheimer to the recognition of regional
ileitis as a clinical and pathologic entity (70).
Remarkably, both in the closing paragraphs of
this article, as well as in a 1949 paper (13),
Crohn prefigured a designation of inflammatory
bowel diseases that has only very recently taken
shape as the “Rome” (71) and “Vienna” (72)
Classifications of Crohn’s disease!

4. 1966. The first section of this paper,
“Anatomic Distribution,” opened with a review
of The Journal’s contributions to an under-
standing of involvement of the colon by
Crohn’s disease.  For those interested in a more

detailed review of the evolution of the history
of this concept, an historical gem is nestled in
the pages of a 1966 issue of The Journal of the
Mount Sinai Hospital (73).  Entitled, “Granulo-
matous colitis: An attempt at clarification,” and
authored by Crohn and Yarnis, this article pro-
vides a fascinating, step-by-step chronicle of
what Lindner (12) much later referred to as
“Recognizing Crohn’s disease of the colon.”  In
their historical retrospective, Crohn and Yarnis
credit British workers of the 1950s for first rec-
ognizing the connections between “segmental”
or “right-sided” colitis and the granulomatous
disease, regional ileitis.  They go on to ac-
knowledge frankly, “Many of us, myself [pre-
sumably Crohn] in particular, altered opinion
slowly, hesitating to admit that the segmental
[cases of colitis] were truly granulomatous in
nature.  But over the course of years and with
more extensive study on the part of the pathol-
ogist, it would seem that not only because of
fact, but also in the interest of simplification
one must accept as truly granulomatous disease
all cases of so-called right-sided colitis.”  These
two giants in the field of IBD also called atten-
tion to the phenomenon we now call “rectal
sparing,” and they confessed ignorance con-
cerning its cause: “The most interesting fact
here is that even when observed for years, this
process [of granulomatous disease involving
the entire colon] will not pass the rectosigmoid.
It would almost appear that the rectosigmoid
area constitutes a barrier to the progression of
the pathological process provided no surgery is
performed [italics added to emphasize yet an-
other of their seminal observations!].  Why the
lesion halts at this nodal point is difficult to un-
derstand.”  Thirty-five years later, we are none
the wiser on this question.

5. 1973. In a memoir written for The Mount
Sinai Journal of Medicine (74), Leon Ginzburg
pulled off an extraordinary feat.  He published
a four-page article chronicling the history of re-
gional enteritis without once mentioning the
name of Burrill Crohn — except in a dismissive
six-word footnote in very small type, appended
to his description of the twelve cases that he
and Oppenheimer had so laboriously collected
and meticulously studied: “*Dr. Crohn later
added two more.”  The insertion of this footnote
seems reminiscent of the practice of bequeath-
ing one dollar to a particularly unfavored rela-
tive, just to prove the point that the disinheri-
tance was not the result of an innocent over-
sight.  By the time of a subsequent memoir ten
years later (75), Ginzburg’s rhetoric may have
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softened somewhat, but not his heart, in the
judgment of those of us privy to his uninhibited
correspondence and conversations.

6. 1983. In a more objective vein, Dr.
Janowitz provided an overview of “The road to
Crohn’s disease” that emphasized three cardinal
points (76): (a) that the disease was relatively
new in appearance and increasing in incidence;
(b) that it affected the entire GI tract as well as
“overflowing” into surrounding tissues; and (c)
that it had systemic effects (“an impact on the
organism”) beyond the gastrointestinal tract
and its immediately adjacent organs.

7. 1993. At the dedication of the Dr. Henry
D. Janowitz Division of Gastroenterology at
Mount Sinai on December 8, 1992, Dr. Daniel
Present delivered a review of “Advances in
knowledge of inflammatory bowel disease at
Mount Sinai Medical Center” (77).  In so doing,
he paid homage to our teacher and mentor, Dr.
Janowitz; modestly understated his own many
contributions; and paid tribute to all those who
have played, are playing, and will play important
roles in the continuing study, elucidation, and
amelioration of these cruel and baffling diseases.
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