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Abstract

Crohn’s disease (CD) is an inflammatory bowel disease with the char-
acteristics of idiopathic, granulomatous inflammation which affects 
any area along the gastrointestinal system from the anus to the oral 
cavity. We present here an unusual case of a 25-year-old male patient, 
who consulted us because of abdominal pain for 2 days. The com-
puter tomography showed free fluid at the pelvis, acute appendicitis 
findings and mural thickening of the terminal ileum, secondary to the 
appendicitis, were reported, and during the examination together with 
the acute abdomen findings it was decided to perform surgery on the 
patient. During surgery free fluid extensive inside the abdomen, at the 
terminal ileum indigenous for the inflammatory appearance of CD 
and a perforation of approximately 0.5 cm at the front face of the 
gastric pylorus, were seen. After the perforation at the stomach was 
primarily sutured and the inner abdomen was irrigated with physi-
ological saline solution, so the surgery was brought to an end. After 
postsurgical antibiotherapy and hydration support, the patient was 
discharged and improved on the seventh day after surgery. Although 
CD is a chronic inflammatory disease of the gastrointestinal system, 
it is able to imitate the inner abdominal pathologies during an acute 
attack (acute appendicitis, hollow organ perforation, etc.). On patients 
with acute abdomen findings, where the CD diagnosis is not known, 
a laparotomy must be performed when a differential diagnosis of the 
inner abdominal pathologies cannot be made radiologically. As it is in 
this case, even if ileitis due to CD is determined during laparatomy, 
all inner abdominal organs must be explored carefully, and it should 
be kept in mind that the other organ pathologies can occur together. In 
this case the aim was to analyze the association of gastric perforation 
and acute CD at the terminal ileum of a patient with acute abdomen, 
where the diagnosis of CD is not known.
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Introduction

The Crohn’s disease (CD) is a chronic inflammatory bowel 
disease which can cause gastrointestinal indications like diar-
rhea and rectal bleeding, nausea, pain and abdominal cramps 
which generally occur together with fever, characterized with 
idiopathic granulomatous inflammation which can affect any 
area of the gastrointestinal system from oral cavity to anus, 
and the incidence and prevalence is increasing worldwide. Es-
pecially within the last 10 years, although medical treatment 
methods improved, 80% of CD patients need surgical treat-
ment [1]. Although acute CD is able to imitate other patholo-
gies of the inner abdomen which can cause an acute abdomen, 
often patients who received laparotomy with prediagnosis of 
acute appendicitis are diagnosed with CD. Despite improved 
diagnostic methods, it is not possible to diagnose CD precisely 
and there is not only one “golden standard” method for the 
diagnosis [2]. In this case, it was aimed to evaluate the asso-
ciation of stomach perforation together with acute CD at the 
terminal ileum at a patient with acute abdomen where the CD 
diagnosis is not known.

Case Report

A 25-year-old male patient consulted us because of abdominal 
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pain for 2 days. Physical examination showed extensive sensi-
tivity of the abdomen, defence and rebound findings were pre-
sent. The results of the biochemical examination were normal 
and at the hemogram a 15,000,000/μL white blood cell count 
was determined. It was reported that the ultrasound showed 
free fluid and indications for inflammation at the lower right 
quadrant of the abdomen. The computer tomography (CT) 
showed free fluid at the pelvis, acute appendicitis findings 
and mural thickening of the terminal ileum, secondary to the 
appendicitis, were reported (Fig. 1) and during the physical 
examination together with the acute abdomen findings, it was 
decided to perform surgery on the patient.

The operation starting with a median incision under the 
umbilicus, extensive inner abdominal free fluid with purulent 
characteristic and typical for CD inflammatory appearance at 
the terminal ileum was seen (Fig. 2) and on the anses of the 
small intestine, inflammatory and membranous tissue was de-
termined, which is often seen at perforations of the bowel or 
stomach. After detecting during the exploration that the appen-
dicitis is not inflamed, the abdominal incision was widened 
and the performed detailed exploration showed an approxi-
mately 0.5 cm perforation at the pylorus proximal of the gas-
tric front face (Fig. 3). The gastric perforation was primarily 
sutured and the inner abdomen was irrigated with physiologi-
cal saline solution, so surgery was brought to an end. After 
postsurgical antibiotherapy and hydration support, the patient 
was discharged on the seventh day after surgery. The biopsy 
taken from the patient’s perioperative perforation area was 
reported as granulomatous inflammatory stomach tissue. The 
postoperative control gastroscopy showed no pathology, but 
as a result of the biopsy taken from the terminal ileum during 
colonoscopy the patient was diagnosed with CD and was re-
ferred to a gastroenterology clinic for maintenance treatment.

Discussion

The real cause for CD is still unknown. Genetically, microbic, 
immunologic, environmental, vascular and psychosocial fac-
tors, smoking, oral contraceptives, non-steroid anti-inflamma-

tory medications were blamed. Patients may have a tendency 
to an inheritance of an aberrant immunologic response caused 
by one or more of these provocative factors [3]. It is most fre-
quent at the ages 15 - 30 and 60 - 70 and it is bimodal. Colonic 
and distal CD is more seen at older people, and involvement 
of the ileum is more often seen at young patients [4]. Women 
have it 1.1 - 1.8 times more often than men [5]. The disease 
causes generally complaints like fever with low temperature, 
abdominal pain and long lasting diarrhea and weight loss. CD 
appears at 45% at the ileum and colon, 20% only at the colon, 
33% at the small intestine and 5% gastroduodenal area and 
perianal area [6]. CD’s typical characteristic is remission and 
relapses. Complications which need surgery may occur with 
many patients. For patients with chronic or nocturnal diarrhea, 
abdominal pain, intestinal obstruction, weight loss, fever or 
night sweating, the diagnosis of CD should be considered [7]. 
Together with this, while the disease continues with attacks 
and remissions, sometimes it can be difficult to get a diagnosis. 
CD is a chronic inflammatory disease of the gastrointestinal 
system and is able to imitate other inner abdominal pathologies 
during an acute attack (acute appendicitis, hollow organ perfo-
ration, etc.). Episodic abdominal pain by way of cramps is the 
most common indication of CD [8]. CD at the terminal ileum 
is mostly diagnosed during the exploration which is performed 
with the suspicion of appendicitis and the prognosis is very 
good. The acute disease is generally treated conservatively and 
two-thirds of the patients may not show indication for regional 
enteritis [4]. Also during the diagnosis, diseases like appen-
dicitis, small intestine obstruction, ulcerative colitis, irritable 
bowel syndrome, infectious or ischemic colitis, malignancy, 
hemorrhoids and diverticular diseases must be considered 
[8]. Biochemical examinations can be normal, also diarrhea 
secondary electrolyte anomalies, anemia due to vitamin B12 
deficiency, high erythrocyte sedimentation rate and leukocyte 
may be determined. Together with present clinical findings, it 
is possible to make use of examinations like colonoscopy, gas-
troscopy, CT, barium radiography, and magnetic resonance im-
aging. Mural thickening of the intestine, intestinal obstruction, 
mesenteric oedema, abscess and fistula may be monitorized 
(Fig. 1). On patients with acute abdominal pain where the di-
agnosis of CD is not known, laparotomy must be performed in 

Figure 2. Intraoperative view of terminal ileum concordant with CD. Figure 3. Intraoperative view of gastric perforation defect. 
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cases where radiologically the differential diagnosis of the in-
ner abdominal pathologies cannot be performed. As it is in this 
case, even if ileitis due to CD is determined during laparotomy, 
inner abdominal organs should be explored carefully, and it 
should not be forgotten that other organ pathology can occur 
in conjunction. On patients with perioperative inflammatory 
intestinal disease findings, control colonoscopy and biopsy 
must absolutely be performed during the postoperative period 
to clear the diagnosis.

CD is a disease which can cause inflammation at any area 
of the gastrointestinal system, mostly at the ileum. The disease 
can show many clinical indications and it can imitate other 
inner abdominal pathologies. Although screening and labora-
tory examinations have improved, there is no golden standard 
method which can be used alone for the diagnosis. Even if with 
screening methods (CT) CD is suspected especially at patients 
who consult with acute CD attacks and at patients without 
definite diagnosis, if there is no remission at the examination 
findings and the laboratory findings of the patient during the 
follow-up, it must be kept in mind that it can occur together 
with other inner abdominal pathologies. When exploration is 
performed on a patient because of acute abdominal findings, 
the whole gastrointestinal system should be examined care-
fully for other possible pathologies. If at the intestinal seg-
ment where CD is determined there are no complications like 
obstruction, perforation or fistula, no interference should be 
made to the acute sickly segment.
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