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Introduction 

Crohn’s disease (CD) is a disorder that can involve the 

whole gastrointestinal system (GIS) and that can show 

diversified clinical symptoms (1). Therefore, it may be 

difficult to make differential diagnosis in case of CD. 

Concerning the classical CD, typical story, right lower 

quadrant tenderness or mass, characteristic 

radiographic symptoms may ease diagnosis (2). For 

CD patients who do not come with classical 

symptoms, acute abdominal symptoms may lead to 

confusion in diagnosis and to unnecessary surgical 

interventions. In this report, we present the case of a 

17-year old male patient who came with acute 

abdominal clinic and appendectomy was applied, but 

when the symptoms did not regress, he was 

considered and diagnosed to have CD. 

Case Presentation 

The seventeen year-old male patient reportedly 

applied to emergency service for having abdominal 

pain for the last two weeks that was more explicit in 

the abdominal right lower quadrant and epigastric 

region. The patient was evaluated by the department 

of general surgery and mesentery lymphadenitis was 

detected; as the abdominal pain lessened in the follow-

up, the patient was discharged with ciprofloxacin and 

ornidazole treatment. One week later he applied to the 

emergency service again with the increase in 

abdominal pain. In the physical examination; weight: 

46.8 kg (<3p), length: 164 cm (3-10p); the patient had 

epigastric region and abdominal right lower quadrant 

tenderness and rebound, and was hospitalized by the 

department of general surgery.  

 

 

In the abdominal ultrasonography (USG) free fluid 

around of cecum was detected and the patient was 

followed on suspicion of perforated appendicitis. 

Computerized tomography (CT) of the abdomen 

revealed wall thickening in the part descending to 

duodenum and indicated duodenitis. The patient was 

operated by the department of general surgery, 

duodenum perforation was not detected and 

appendectomy was applied. The abdominal pain 

repeated 10 days after application of appendectomy 

and following his application to general surgery, he 

was directed to pediatric gastroenterology. When the 

patient applied to us, his physical examination showed 

that he had prevalent abdominal pain more explicit in 

both of the lower quadrants and he lost 5 kilos in one 

month. In the repeated CT, mucosal thickening was 

seen in the terminal ileum, intermittent wall 

thickening was seen in the jejunum and ileum, and 

free fluid in pelvis (Figure 1). White blood cell count 

of the patient: 13700 /Ul, hemoglobin: 13,7g/dl, 

platelet count: 576000  /Ul, aspartate 

aminotransferase: 17 U/L, alanine aminotransferase: 

25 U/L, total protein: 7 g/dL, albumin: 4 g/dl, C-

reactive protein: 2,3 mg/dl (normal: 0-0,5 mg/dl), 

erythrocyte sedimentation rate: 46 mm/s, vitamin B12: 

230 pg/mL, ferritin: 176 ng/mL, folic acid: 18 ng/mL, 

ANCA: negative. In the upper GIS endoscopy, 

apparent aphthous and convoluted ulcer, fragile and 

granular mucosa was observed in the duodenum 

second part and there were also regions where usual 

mucosa could be observed (Figure 2).  
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The colonoscopy of the patient revealed partly 

faintness in mucosa, nodularity and granular pattern in 

the colon and there were skin tag and haemorrhoidal 

formations in the anal region.  

 

Figure 1. Increase in wall thickness of the patient in jejunum and 
ileum presented by abdomen CT. 

 

 

Figure 2. Apparent aphthous and convoluted ulcers, fragile and 

granular mucosa in the second part of duodenum as presented by the 
upper GIS endoscopy. 

 

The patient was reported to have edematous colon 

mucosa with the result of colonoscopic histopathology 

and as a result of the upper GIS endoscopy pathology 

edema was seen in the lamina propria of duodenum, 

little number of leukocyte with polymorphic nuclei 

infiltration and the findings were evaluated non-

specifically. The patient’s abdominal pain continued 

and he was reported to have normal appendix 

vermiformis as the pathology result of appendectomy 

material, and together with the clinic and laboratory 

symptoms he was considered to have CD. The patient 

started to receive methylprednisolone and mesalamin 

treatment and he was supported by enteral feeding. 

The clinical symptoms of the patient regressed and 

azathioprine treatment was added and the steroid 

treatment was gradually cut down and terminated. The 

patient put on weight in the follow-up and his 

complaints did not repeat. 

Discussion 

CD is a chronic, recurrent, inflammatory disorder 

characterized by transmural inflammation that may 

affect any part of the GIS, mostly involving ileum and 

colon (1). The clinical symptoms of the CD varies 

greatly according to its location and severity of the 

disease and may be confused with the symptoms of 

many abdomen based diseases such as tuberculosis, 

ulcerative colitis and irritable bowel disorder. 

Although there are many examinations used for 

diagnosis of CD, there is no gold standard method for 

establishing a differential diagnosis (2). Therefore, 

diagnosis of CD to differ it from other diseases is 

difficult. While non-caseating granuloma indicates 

CD, its non-existence does not exclude the diagnosis. 

There is no histopathological symptom specific to CD 

and the symptoms detected can also be seen in other 

disorders. The CD diagnosis is given when the story 

and the physical examination symptoms are supported 

by detectable laboratory, radiological, serologic or 

pathological data (3). The duodenal lesions in the 

upper GIS endoscopy, colonoscopy findings, wall 

thickening at jejunum, ileum and terminal ileum 

revealed by abdominal CT, loss of weight, height 

percentile retardation and the highness of acute phase 

reactants in our patient led to consideration of 

diagnosis of CD and the patient gave response to the 

medical treatment.  

The antibiotics treatment that the surgery department 

gave at the initial application of our patient might 

have provided a temporary relief. In perforated 

appendicitis, especially as the disorder prolongs, the 

standard method of appendectomy is inadequate in 

preventing the development of complications such as 

intestinal fistule, peritonitis, intraabdominal abscess 

and acute intestinal obstruction (4). In the recurrent 

application of the patient, he received diagnosis of 

urgent surgical indication probably with the 

consideration that the patient had right lower quadrant 

tenderness, rebound and the USG was interpreted as 

perforated appendicitis.  

Concerning the distinctive diagnosis of abdominal 

pain, CD should be considered especially for those 

patients who have long term indeterminate abdominal 

complaints, loss of weight and growth retardation. 

Abdominal pain may accompany CD, but typically 

acute abdominal symptoms are not frequent. For this 

reason, patients who come with acute abdominal 
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symptoms and other symptoms that may recall CD are 

soft, may receive late diagnosis in the aftermath of 

many examinations and unnecessary surgical 

interventions (3,5). As is the case for our patient, loss 

of weight, height percentile retardation, together with 

the story and physical examination are cautionary with 

regards to chronic diseases and especially for children, 

these features should lead to consideration of further 

examination before surgery.  

There is the case of a fourteen-year old male patient in 

the literature who, following recurrent application to 

emergency service due to abdominal pain and 

vomiting, was considered to have perforated 

appendicitis. After he received resection for reasons of 

dilatation, increase in thickness and mass image in 

distal ileum in laparotomy, he received the diagnosis 

of CD (5). For patients who apply with CD 

complications such as stricture, obstruction and 

perforation in GIS in the first diagnosis, acute 

abdomen symptoms can be observed and the diagnosis 

can be made with difficulty. The literature includes 

cases of patients who apply with acute abdomen 

symptoms and considered as intestinal obstruction 

after application, and following surgery, terminal 

ileum involvement is in the foreground and the 

patients receive CD diagnosis histopathologically (6). 

It was seen that acute abdomen symptoms in our 

patient were not related with CD complications, and 

perforation, fistule, stricture was not detected, and the 

symptoms lessened with medical treatment. The 

abdomen pain of the patient was connected to small 

bowel involvement.  

Inflammatory disorders of the right lower quadrant 

can mimic CD. There is also a case who had recurrent 

abdominal pain and was taken under treatment for 

having CD and whose abdominal pain repeated while 

under treatment and consequently received diagnosis 

of chronic non-granulomatous appendicitis in the 

literature (7). Therefore, as in this case, appendicitis 

can receive a wrong CD diagnosis and CD may cause 

confusion in diagnosis including appendix or can be 

seen only with appendix involvement (8). 

In 0.5-4% of CD patients, duodenum involvement is 

observed (9,10). In our patient the lesions could be 

seen in in the second part of duodenum with the upper 

GIS endoscopy and this helped in diagnosing CD. The 

patients having duodenal involvement very rarely 

have duodenal stricture requiring surgical treatment 

(10).  

 

 

 

 

Therefore, the follow-up of our patient is important 

with regards to long term complications.  

Consequently, because CD can involve many parts of 

the GIS and because its symptoms can be confused 

with many other disorders the diagnosis of CD 

becomes difficult. Especially for patients, like our 

patient, who have acute abdomen like recurrent 

abdominal pain, CD should definitely be taken into 

account in the definitive diagnosis.  
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