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Abstract
Free perforation in Crohn's disease is very rare complication and very few cases are
described in the literature. It poses a problem for a surgeons in taking intraoperative
decision when it presents in asymptomatic patients of Crohn's disease. Free
perforation in Crohn's disease warrant resection of diseased segment and
anastomosis. Simple closure with suture plication invariably results in disastrous
outcome. Our patient presented as free ileal perforation in asymptomatic patient
and was treated with resection and anastomosis. It can be concluded that - though
rare but the possibility of ileal perforation due to Crohn's disease should be kept in
mind while dealing with the patients of peritonitis due to free ileal perforations.
Introduction

Case Report

T

A 65 year old male presented in emergency
surgery department with sudden severe pain in
abdomen, distension of abdomen and vomiting since

he natural progression of Crohn's
disese include stricture formation,
bowel obstruction, fistula formation
and perianal disease. Free perforation in
Crohn's disease is very rare complication
and very few cases are described in the
literature. Dilemma is encountered when a
patient presents as emergency with
peritonitis due to ileal perforation in
asymptomatic Crohn's disease. It poses a
problem for a surgeons in taking
intraoperative decision. Free perforation
in case of Crohn's disease warrant
resection of diseased segment and
anastomosis of ends with healthy borders
while unsuspecting surgeons familiar with
treating small intestinal perforation tend
to close the perforation by simple suture
and plication which invariably results in
disastrous outcome. The rarity of this
condition and need of high index of
suspicion for Crohn's disease in case of
ileal perforation prompted us to report this
case.
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Fig. 1 Intra operative photograph of dilated
ischaemic ileal segment with free
perforation and stricture
three days. This was first episode of its kind with no
history of any illness, pain in abdomen, pain
mimicking appendicitis, acid peptic disease,
bloating, diarrhoea or fever. Examination revealed a
critically ill patient in shock with abdominal
distension, guarding and board like rigidity all over
the abdomen. X ray abdomen revealed gas under
diaphragm and USG suggested a lump in right iliac
fossa of size 5.6 X 3.5 X 3.7 cm and free fluid in
peritoneal cavity. A clinical diagnosis of peritonitis
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The histopathology of resected segment revealed
Crohn's disease of ileum.

Discussion

Fig. 2 Photograph of resected segment of
ileum

Fig. 3 Section of ileum showing Crohn's
disease with transmural inflammation
due to appendicular perforation was considered and
after initial fluid resuscitation patient was taken for
emergency exploratory laparotomy through midline
vertical incision. Peritoneal cavity revealed gross
faecal peritonitis with adherent ileal loops covered
with flakes. Gentle exploration revealed 50 cm dilated
and congested ischaemic segment of ileum with a
stricture and a single free perforation at
antimesenteric border immediate proximal to the
stricture. This stricture was 60 cm proximal to ICJ.
The ileocaecal junction did not show signs of
inflammation but the appendix showed gross
enlargement in the form of mucocoele of appendix of
size 6 cm X 3 cm X 3 cm.
The 50 cm segment of ileum including stricture,
perforation and congested dilated portion was
resected followed by hand sewn end to end two layer
ileo-ileal anastomosis. Appendicectomy was also
carried out to remove the appendicular mucocoele
intact. Rest of small intestines and large intestine
were apparently normal on thorough examination.
Liberal lavage was given followed by keeping drain
and closure. Post operative period was uneventful.
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Patients presenting with peritonitis
due to free perforation of small intestine is
a common scenario. Because of the late
stage of presentation, it is often very
difficult to decide the aetiology of
perforation because the details of initial
pain location and history of preceding
fever are usually lost. Antibiotics
administered at various stages of
treatment interfere with serology so clues
regarding enteric fever, usually could not
be picked up. Patients thus presenting
with severe complications of peritonitis
need rushing to operation theatre with a
broad diagnosis of small intestinal free
perforation.
In developing countries, perforation of
stomach and duodenum are the leaders in
causing peritonitis followed by
perforations of small bowel. By
comparison the mortality and morbidity of
gastro duodenal perforation is less than
that of small intestinal perforations of
jejunum and especially ileum
due to
enteric fever.1
Common causes of ileal perforation
include 1) Enteric fever 2) Nonspecific
inflammation 3)Obstruction 4)
Tuberculosis 5)Radiation enteritis.2
Enteric perforations are very common.
It is infectious disease due to Salmonella
typhi involving ileum, heralded by high
grade fever and later localization of bacteria
in Peyer's patches leading to inflammation,
ulcerations and necrosis. The perforation
always located at antimesenteric border.2
Nonspecific inflammation includes
perforations which cannot be classified on
the criteria of symptoms, gross
appearance, serology, culture or on the
basis of histopathological examination.1
Apart from enteric fever and nonspecific
causes the other rare causes of free ileal
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perforation include radiation enteritis,
ischaemic enteritis, and very rare causes
include tuberculosis, SLE, Behcet's
disease and Crohn's disease.1
Free perforation in Crohn's disease is a
rare occurrence.3 Free perforation due to
Crohn's disease can be defined as
spontaneous rupture of the small or large
bowel with free flow of intestinal content
into general peritoneal cavity.4
Approximately 100 cases are described in
literature. Most of these cases were noted
in known patients with Crohn's disease.
Free ileal perforation in undiagnosed and
previously asymptomatic patient is further
very rare. The reason is because Crohn's
disease process involves fissure formation
and chronic relapsing and remitting
inflammation of bowel involving all its
layers. This fissure formation is slow
process and tends toleadto form a fistulous
tract either entero-enteric or enterocutaneous rather than free perforation. By
the time these deep ulcers or fissures
reach serosa, the serosa usually becomes
adherent to neighbouring bowel or tissue
forming a fistula. For many years because
of this reason it was believed that free
perforations do not occur in Crohn's
disease.5
THE DILEMMA - Peritonitis due to free
ileal perforation is common condition
requiring emergency surgical intervention.
Enteric perforation and nonspecific
inflammations are the leading causes. A
rare cause includes perforation of ileum
due to Crohn's disease. Perforation due to
Crohn's disease in previous asymptomatic
patient is very rare and increases the
difficulty in intraoperative decision many
times. Surgeons familiar with small
intestinal perforation tend to close the
perforations with sutures plication.
Crohn's perforation needs special
attention because sutures placed in
diseased bowel do not hold and results in
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complications, the fact which is
underlined in many reviews.4 The safe
treatment of perforation in Crohn's disease
is to resect the diseased segment and reestablishment of continuity with proximal
ileostomy or double barrel loop ileostomy5.
Thus it can be said that Crohn's diasese
should be kept in mind while dealing with
an ileal perforation to avoid complication
associated with this.
Conclusion
Our patient presented as previously
asymptomatic, acute onset peritonitis in
late stage, clinically thought as
appendicular perforation, on exploration
had a single ileal perforation with stricture
and congested ischaemic dilated ileal
segment. The stricture and ischaemic
dilated ileal segment prompted resection
and anastomosis. Later histopathology
proved the Crohn's disease. We conclude
by saying that though rare but the
possibility of ileal perforation due to
Crohn's disease should be kept in mind
while dealing with the patients of free ileal
perforations.
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