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Rare presentation of Crohn’s Disease: Massive lower gastrointestinal bleeding
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Abstract

While mild gastrointestinal bleeding is common in Crohn's disease, massive gastrointestinal bleeding is extremely rare. In this case, we present a
Crohn's patient who presented with massive lower gastrointestinal bleeding. A literature review of such a rare presentation in Crohn's disease will

be discussed.
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1. Introduction

Crohn's disease (CD) is a chronic inflammatory disease that
can affect any part of the gastrointestinal tract from mouth to
anus (Veauthier and Hornecker, 2018). Common intestinal
complications of Crohn’s disease are bleeding, fistula,
obstruction and malabsorption

Severe lower gastrointestinal bleeding is a rare but life
threatening complication of Crohn's disease. In this setting,
bleeding is usually originate from ulcerated areas in colon or
intestines (Cirocco et al., 1995). Treatment of the CD is
important for mucosal healing and preventing recurrent
bleeding. We present a case with massive gastrointestinal
bleeding diagnosed with Crohn's disease and successfully
treated with prednisolone and azathioprine.

2. Case report

A 21 years old male patient referred to our clinic with lower
gastrointestinal bleeding and syncope. The bleeding was first
started 14 days ago and he admitted to an emergency
department. As hemoglobin levels decreased from 13 g/dl to
8g/dl, he was given three units of erythrocyte suspension. After
ressuscitation, esophagogastroduodenoscopy (EGD) and
colonoscopy were performed. Both tests were normal and no
signs of active bleeding observed. In follow up, hemoglobin
levels were stable and bleeding did not recur. So, he was
discharged with advice to contact with an advanced center to
investigate the bleeding focus.

At the admission, there were no complaints except for mild
weakness and occasional constipation. He was not defining any
abdominal pain, diarrhea or weight loss. In the past medical
history, there was no chronic illness, medication, smoking or
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alcohol use. Family history was only significant for Crohn’s
disease in a cousin. There was no lymphadenopathy or
organomegalia in physical examination. Rectal examination
was also normal. Complete blood count, metabolic panel and
liver function tests were performed. Hb level was 12.5 g/dl and
hematocrit level was 36%. Erythrocyte sedimentation (ESR)
rate and C-reactive protein (CRP) levels were slightly elevated
(ESR was 30mm/h and CRP was 10mg/dl). Other tests were
normal. Stool examinations were also performed. Microscopic
examination and stool cultures were normal. Fecal occult blood
test was positive for blood. Fecal calprotectin level was 100

ng/g.

Capsule endoscopy (CE) was performed as the bleeding
site could not be detected by EGD and colonoscopy. In the
capsule imaging, edematous mucosa with erosions and oozing
hemorrhage were seen in the terminal ileum (Fig. 1). Later,
colonoscopy and abdominal ultrasonography (USG) were
performed to understand the extent of the disease and to take
samples for pathologic examination. In the USG, 20 cm
segment wall thickening was observed in proximal terminal
ileum. In the colonoscopy, a millimeter-sized ulcer was
observed on ileocecal valve. Terminal ileum through the
ileocecal valve to proximal 50 cm was examined. Distal 40 cm
segment of the ileum mucosa was edematous with erosions and
milimetric ulcers (Fig. 2). Hypertrophic villis, exudation and
“micro cobblestone sign” was prominent in some areas.
Multiple samples were taken for tuberculosis and histological
examination. Active chronic ileitis with focal involvement and
no granuloma was shown in the pathologic examination.
Quantiferon test was also performed to exclude tuberculosis
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and it was negative. The findings were consistent with the CD.
Prednisolone 40 mg/day and azathioprine (AZA) 50mg/day
treatment was started. In two months of follow up, bleeding did
not recur and hemoglobin levels were normal.

Fig. 1. Capsule endoscopy images

3. Discussion

Presentation with massive bleeding in CD is rare and is
detected in only 0.9% to 2.5% of cases (Cirocco et al., 1995).
Bleeding due to Crohn's disease was first reported in 1941
(Fallis, 1941). In CD with isolated small intestine involvement,
the bleeding rate is 23.5%, while in cases with colon
involvement, the bleeding frequency is higher (85%) (Belaiche
et al., 1999).

Massive gastrointestinal bleeding is defining as clinical
evidence of (1) hemorrhagic shock, (2) syncope related to
hematemesis or melena, (3) continued blood loss during the
period of one week at no time sufficient to cause syncope or
shock but enough to cause a hematocrit reading below 25% and
a hemoglobin concentration below 8 g/dl (Atik and Simeone,
1954). So that, hemoglobin decrement of the patient with
syncope in the presentation is defined as massive
gastrointestinal bleeding. In our patient, there was a syncope
history with gastrointestinal bleeding and hemoglobin decrease
at the first admission.

Source of bleeding site in our case was not found with EGD
and colonoscopy at first. CE is a diagnostic option when the
source of bleeding was not found with EGD and colonoscopy
have been negative (Pasha et al., 2009). We found the bleeding
site in the terminal ileum with capsule endoscopy. Later, we
evaluated the ileum with abdominal USG. USG allows early
determination of intestinal complications such as abscesses and
stenosis, as well as determining the location and size of lesions
in CD (Calabrese, 2011). We detected wall thickening in a
terminal ileum with USG. We repeated the colonoscopy in
order to evaluate this site, as it was possible to reach it by
colonoscopy. Colonoscopy findings were consistent with
Crohn's disease. Biopsy from the ileum revealed active chronic
ileitis with focal involvement, and the patient was diagnosed
with Crohn's disease. As they are in the differential diagnosis
of the CD, tuberculosis is excluded with negative quantiferon
test, intestinal infections are excluded by stool microscopy and
culture. There was also no history of non-steroid
antinflammatory drug use and no sign of rheumatologic disease
in questionnaire and physical examination.
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Corticosteroids, azathioprine, and infliximab can be used to
reduce the risk of acute bleeding for CD with acute lower
gastrointestinal bleeding (Barnacle et al., 2006). Besides
medical treatment, embolization therapy can also be effective
(Lee et al., 2020). Surgical resection can be performed in
hemodynamically unstable patients who are unresponsive to
medical treatment and embolization (Alos and Hinojosa,
2008). The recurrence rates of severe bleeding have been
reported from 19%-41% (Podugu et al., 2016). In this case, the
patient will be followed up with AZA treatment.

In conclusion, CD presenting with massive gastrointestinal
bleeding is very rare. It should be kept in mind that Crohn's
disease may cause massive bleeding in young patients,
alongside diseases such as Meckel diverticulitis, tumors,
Dieulafoy lesion, and polyposis. USG, which is well accepted
by patients, noninvasive, and low cost, may be the first
diagnostic tool, especially in young patients, as it can be used
for preliminary diagnostic work-up prior to invasive tests
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