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Introduction

Inflammatory bowel diseases (IBD) are idio-
pathic chronic diseases of the gastrointestinal tract
well known to be associated with both genetic and
environmental risk factors and with larger diffusion
in Western countries. Although the exact aetiology
of IBD has still not been exactly identified, it is
believe that the pathogenesis of IBD includes
immune deregulation secondary to environmental
factors in genetically susceptible individuals.
Modern studies report also a role of particular pro-
tein, like chaperonins, in the activation of the
immune system leading to inflammation(1). Some
epidemiological studies have already identified the
increasing global incidence and prevalence of IBD
in developing countries as these countries become

more developed and “Westernised”, highlighting
the significance of environmental factors on influ-
encing IBD development globally. Currently, only
smoking is an established risk factor for Crohn's
disease (CD). There seems to be a dose-response
relationship between smoking and IBD and child-
hood exposure to tobacco smoke is associated with
a higher risk of developing CD. Oral contraceptive
pill increases the risk of IBD too. Regarding diet,
the literature is inconsistent and no clear dietary
risk factors for IBD can be determined. IBD are
heterogeneous in their presentation. The most fre-
quent symptoms are chronic diarrhea with blood
and/or mucus, recurrent abdominal pains or dis-
comfort, melena, weight loss, and/or perianal fistula
or abscess. CD is diagnosed if we find at endoscopy
skip lesions, a cobblestone appearance, mucosal
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ABSTRACT

Introduction: Inflammatory bowel diseases are heterogeneous in their presentation. Crohn’s disease (CD) has been described
as an unusual cause of massive lower gastrointestinal bleeding. We present a patient with CD whose first presentation was hemoperi-
toneum following mild blunt abdominal trauma

Case presentation: A 54-year-old woman came to the emergency room with a blunt abdominal trauma. The patient underwent
an abdominal CT scan with i.v. contrast medium injection, which showed hemoperitoneum with stenotic strictures of the small bowel
and active massive bleeding from ileocolic artery. The rapid anemia onset and the CT report induced us to perform blood transfusion
and an emergency exploratory laparotomy. Histological examination of the resected terminal ileum revealed a Crohn's disease.

Discussion: Crohn’s disease has been associated with hemoperitoneum, but to date there is no exact protocol regarding treat-
ment of massive hemorrhagic Crohn’s disease, which is rare. A conservative approach with medical therapy has been suggested for
initial treatment. However, if medical treatment fails or bleeding continues even with intervention, bowel resection through surgical
therapy should be performed.
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ulceration and/or aphthous lesions. Extraintestinal
manifestations include musculoskeletal (sacroilitis
and peripheral arthritis), mucocutaneous (erythema
nodosum, pyoderma gangrenosum, aphthous stom-
atitis), hepatic (primary sclerosing cholangitis),
ophthalmic (episcleritis, uveitis) and urinary tract
involvements. CD has been described as an unusual
cause of massive lower gastrointestinal bleeding
occurring only in 0.9 - 6% of patients(2, 3, 4). CD sig-
nificantly alters endothelial and vascular function
and this contributes to uncontrolled vascular-depen-
dent intestinal damage(5, 6). This is a hallmark of
active gut disease and is closely related to disease
severity.  

We present a patient with CD whose first pre-
sentation was hemoperitoneum following mild
blunt abdominal trauma.

Case presentation

A 54-year-old woman came to the emergency
room with a blunt abdominal trauma. On arrival she
complained of worsening abdominal pain. On phys-
ical examination she was slightly pale: heart rate
88/min and blood pressure of 100/50 mmHg.
Abdominal examination revealed tympanic bowel
sounds in the lower abdominal quadrants without
signs of peritonitis. Routine blood test showed Hb
12.6 g/dl; RBC 4.48 x 106 with increasing of mark-
ers of inflammation (WBC 15.23 x 103; Neutrophil
count 90.2%; C-reactive Protein 87 mg/l). She had
a medical history of appendectomy, removal of
ovarian cyst and temporo-parietal meningioma
excision.

The patient underwent an abdominal CT scan
with i.v. contrast medium injection, which showed
hemoperitoneum: in particular, blood effusion
assumed a triangular shape as it insinuated between
small bowel loops. Moreover, on CT it was notable
the presence of stenotic strictures of the small
bowel, with increased mucosal enhancement,
mesenteric inflammatory stranding and mesenteric
adenopathy. These signs were typical features of
CD patients that we could analyze in clinical rou-
tine (e.g. use of the computed tomography enterog-
raphy in evaluation of CD activity)(7) (Figure 1). In
this clinical case the CT showed also, in portal and
late phases, tortuous mesenteric arteries, with sus-
pect extravasation from the ileocolic artery. On the
basis of these findings, we suggested a diagnosis of
hemoperitoneum due to the rupture of a branch of
ileocolic artery in a patient with CD (Figure 2). 

So, the patient was admitted to the Surgery
Department. Heart rate and blood pressure were
normal but the control blood test showed us a sig-
nificant decline in hemoglobin (Hb 6.8 g/dl vs 12.6
g/dl; WBC 12 x 103; Neutrophil count 85.8%; C-
reactive Protein 95 mg/l). In other patients with
hemoperitoneum or abdominal trauma we used suc-
cessfully laparoscopic approach in emergency set-
ting(8), but in this case the rapid anemia, the devel-
opment of severe hypotension and the CT report
(hemoperitoneum due to the rupture of a branch of
ileocolic artery) induced us to perform blood trans-
fusion and an emergency exploratory laparotomy(9)

without any else study for cardiac or anesthesiolog-
ic risk stratification(10). 

At laparotomy it was clear the presence of
blood effusion with clots and full-thickness mesen-
teric tear with active bleeding from ileocolic ves-
sels. Moreover, it was found that a considerable
length (30 cm proximal to the ileocecal valve) of
the distal small bowel loops was thickened and
showed interloop adhesions with edematous mesen-
tery, as it appears in IBDs. Considering both the
hemoperitoneum and the findings suggestive for
IBD, the patient underwent a right hemicolectomy
extended to the distal ileum (40 cm) and ileo-trans-
verse mechanical termino-lateral anastomosis. The
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Fig. 1: a) 3D VR MDCT reconstruction shows the small
wall thickening and strictures of the terminal ileum and
the mesenteric bleeding. b)  coronal reconstruction
shows the bleeding from a branch of mesenteric ileocolic
vein.

Fig. 2: MDCT axial scan in arterial (a) and venous (b)
phases shows the progressive mesenteric bleeding from a
branch of mesenteric ileocolic vein.



specimen was then analyzed by an experienced
pathologist. Macroscopic evaluation showed that
ileal loops were adhering firmly to each other for a
length of 32 cm; on the surface there was a focal
hemorrhagic area. The mesentery was thickened
and its surface was irregular and brownish. On
opening the specimen, there was narrowing of the
downstream lumen for a length of 12 cm and
bowel-wall thickening characteristic of CD. The
mucosa was diffusely eroded showing the charac-
teristic cobblestone appearance up to the ileocecal
valve, for a length of 22 cm.

Histological examination of the resected ter-
minal ileum revealed areas of denuded mucosa and
inflammatory cell infiltration and lymphoid aggre-
gates in the lamina propria and, sometimes, in the
submucosa. The mesenteric lymph nodes showed
reactive hyperplasia (Figure 3). 

Discussion

Acute gastrointestinal hemorrhage is a rare
presentation of CD(2, 3, 4). CD alters endothelial and
vascular function and this contributes to uncon-
trolled vascular-dependent intestinal damage(5, 6, 11).
As recently proved by Kohoutova et al.(6) acquired
hypercoagulable abnormalities in IBD patients are
frequent. Funayama et al.(12) reported significant
atrophy in the media of the submucosal peripheral
arteries in patients suffering from ileal CD. As stat-
ed by Cromer et al.(5), many inflammatory growth
factors, cytokines and chemokines mediate angio-
genesis in IBD: the newly formed endothelium and
the inflamed vessels differs from the normal ones in
the production of and response to inflammatory
cytokines, growth factors, and adhesion molecules,
altering coagulant capacity, barrier function and
blood cell recruitment in injury. Modern studies
report also a role of particular protein, like chaper-

onins, in the activation of the immune system. This
is a hallmark of active gut disease and is closely
related to disease severity. Since 1970 CD has been
associated to hemoperitoneum(13), but to date there
is no exact protocol regarding treatment of massive
hemorrhagic CD, which is rare occurrence(14).

A conservative approach with medical therapy
has been suggested for initial treatment(15).
However, if medical treatment fails or bleeding
continues even with intervention, bowel resection
through surgical therapy should be performed(16).

Our patient had never complained symptoms of
IBD and this was her first presentation, following
blunt abdominal trauma. CT scan prompted a provi-
sional diagnosis of CD and blood examinations with
rapid anemia due to massive hemorrhage induced us
to the decision of emergency laparotomy.

The presence of CD in patients presenting like
ours, with obvious trauma and absence of other
symptoms, is unlikely to be suspected and diagno-
sis could only be made after CT scan, laparotomy
and histology(17, 18). Moreover, Brownstein(19) report-
ed the case of an acute small bowel obstruction
occurring five months after blunt abdominal trau-
ma, in which the histopathology of the affected seg-
ment of ileum was found to closely resemble CD.
Burak et al.(20) reported also a case of suspected CD
at laparoscopy, not confirmed at enteroscopy, in a
woman with recurrent attacks of abdominal pain
following minor abdominal trauma, and whose final
diagnosis was C1 inhibitor deficiency.

These findings highlight the difficulty in the
diagnosis of CD in case of abdominal trauma. 

In our patient, the presence of an inflamed
edematous mesentery and tortuous mesenteric arter-
ies as complications of undiagnosed and untreated
CD made her prone to hemorrhage. 
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