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Jejunal perforation: An unusual presentation of Crohn'sdisease
Josia Narda Henry, Belen Tesfaye, Tammana VS, Cortni Tyson,Andrew Sanderson

ABSTRACT
Introduction: Spontaneous perforation of thesmall intestine is a well­documented initialpresentation or complication of Crohn’s disease.Review of literature shows that the mostcommon site of free perforation is the ileum.Transmural inflammation of the intestinal wallsmakes them more susceptible to insult.Perforation of the jejunum as the initialpresentation in Crohn’s disease is rare and notwell described in literature. Case Report: Wereport a case of spontaneous jejunal perforationin a 34­year­old Caucasian male.Histopathological studies revealed Crohn’sdisease. Conclusion: Our case brought to lightan uncommon presentation of this disease.Isolated jejunal perforation as an initialpresentation of Crohn’s disease is very rare.Prompt identification of this complication isessential in patients with Crohn’s disease andearly referral for surgery is warranted.
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INTRODUCTION
Spontaneous perforation of the small bowel has beenreported in patients with Crohn's disease. Mostcommon site of the perforation in small bowel isterminal ileum. Spontaneous perforation is morecommon in females than males. A handful of cases withisolated perforation in jejunum without ileal perforationhave been reported in Crohn’s disease in literature. Wepresent a case of a young Caucasian male patientpresenting with spontaneous isolated perforation ofJejunum as the initial presentation of Crohn's disease.

CASE REPORT
A 34­year­old Caucasian male with no past medicalhistory presented with a one­day history of acute onsetlower abdominal pain, nausea and vomiting. He deniedany previous change in bowel habits, tenesmus, blood ormucus in his stools, weight loss or fevers or any urinarysymptoms. He had no previous medication or surgicalhistory. Family history was positive for celiac disease.He drank an average of two alcoholic drinks a day, fivetimes per week. He denied the use of tobacco or anyillegal drugs.On physical exam, the patient was in severe pain andunable to find a comfortable resting position.Abdominal exam revealed tenderness in the infra­
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umbilical and supra­pubic regions. The abdomen wasnon­distended with voluntary guarding, but norebound. Bowel sounds were present. Rectalexamination showed normal sphincter tone without anymasses. There was no costovertebral angle tenderness.Physical examination was otherwise normal.Laboratory findings showed normal electrolytes.Complete blood count revealed a normal white bloodcell count with a mild neutrophilia 81% and hemoglobin12.7 g/dL. Lipase was 7 U/L. Urinalysis was normal.Hepatitis B workup revealed immunization inducedimmunity. ANCA profile was negative.Computed tomography (CT) scan of abdomen andpelvis revealed lower abdomen bowel rupture withassociated mesenteric inflammation, fecal matter,emphysema and adenopathy (Figure 1).

It was noted that there was thickened small bowelconcerning for inflammatory bowel disease. There wasalso mid bowel focal ileus and splenomegaly. Theappendix was not visualized.The patient was taken for exploratory laparotomy. Aperforated loop of jejunum was located 80 cm distal to theligament of Treitz (Figure 2). Solid unmasticatedmushrooms were found adjacent to the perforation(Figure 3). The segment was resected and then primaryjejunal anastamosis was performed.Gross examination of the respected intestinedemonstrated a diseased segment measuring 3.3 cm. Aperforation measuring 2.8x1.5 cm was located in thissegment. The lumen appeared somewhat smaller in thediseased portion of the bowel with a thickened wall andshowed some mucosal ulceration. The diseasedthickened portion had a hyperemic mucosa and a cobblestone appearance (Figure 4). The remainder of thebowel appeared to be normal.Microscopically the resected segment of thespecimen demonstrated transmural inflammation withextensive pinpoint mucosal ulceration along with cobblestone linear ulcers, fistula tracts and a large area ofperforation. Inflammatory pseudo­polyps werenumerous. Multiple lymphoid hyperplasia with germinalcenters (strings of pearls), occasional granulomas and a

rare crypt abscess was noted (Figure 5). All thesefindings were suggestive of Crohn’s disease.Patient has a relatively benign postoperative course.He was managed conservatively until normal bowelfunction returned. The plan was to begin therapy forCrohn’s disease prior to discharge pending thepathology report and to perform colonoscopy six weeksafter discharge. Unfortunately, the patient opted tofollow­up at another institution for convenience.

Figure 1: CT abdomen and pelvis illustrating small bowelrupture with free fluid.

Figure 2: Surgically resected specimen illustrating perforatedloop of jejunum.

Figure 3: Solid unmasticated mushroom found distally to thearea of perforation.

Figure 4: High powered view illustrating cobble stone area.
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DISCUSSION
Crohn’s disease is usually characterized by itschronic transmural inflammation of the gastrointestinaltract with deep ulcers and the formation of abscesses orfistulous tracts into adjacent structures. Spontaneousfree perforation into the peritoneal cavity can occur inthe natural history of Crohn’s disease and it is one of theindications for emergency surgery. In 1935, Arnheimreported the first case of small bowel perforation inCrohn’s disease [1]. Two years later, Halligan describeda 40­year­old woman with ileal perforation [2]. In alarge group of 1415 patients with Crohn’s reported fromMount Sinai Hospital in New York, from 1960 to 1983,free intestinal perforation was seen in 21 patients. Tenpatients had small bowel perforation, ten patients hadlarge bowel perforation, and one patient hadsimultaneous perforation of both ileum and cecum. Theincidence of perforation in disease segments of smallbowel was 1.0% (jejunum 6.0%, ileum 0.7%), and in thecolon, 1.3 % [3]. In a study by Freeman from Canada, 15new cases of spontaneous free perforation of the smallintestine (nine females and six males) were discoveredin a series of 1000 consecutively evaluated patients withCrohn’s disease seen during a period spanning 20 years,for an estimated frequency of 1.5%. The jejunum was thesite of perforation in two patients. Both the patients withjejunal perforation were females and one patient hadconcomitant ileal perforation [4]. Spontaneous freeperforation was the presenting clinical feature ofCrohn’s disease in 60% of the newly diagnosed cases ofsmall intestinal perforation [4]. In another study fromJapan which looked at 126 patients with free perforationin Crohn’s disease, the perforation sites were in thejejunum in seven, the ileum in 102, and the colon in 17.Free perforation was the presenting sign in 72 patients(57%) [5]. From various studies, it appears that isolatedperforation of the jejunum without ileal perforation isnot so common in male patients with Crohn’s disease.

Figure 5: Micrograph illustrating granuloma within themucosa.

We described a male patient with an isolated jejunalperforation.It is not known precisely in what percentage of casesof spontaneous jejunal perforation, the perforationitself is the first sign of Crohn’s disease. In one review ofliterature, free perforation of the Jejunum occurred in18 patients in which four patients (22%) had freeperforation as first sign of Crohn’s disease [6]. Thepatient we described had free perforation of thejejunum as a first sign of Crohn’s disease. Mostperforations in Crohn’s disease were located in theileum [6]. The accompanying fibrous reaction andadhesion to adjacent viscera appears to limit thecomplication of free perforation in some cases. Themean disease duration is 3.3 years before freeperforation [3, 7]. In a study by Katz et al., the patientwith isolated jejunal perforation has disease duration of10 years before perforation [6]. The patient wedescribed did not have any symptoms before presentingwith perforation.Contributing factors for perforation in Crohn’sdisease, which are often cited, include distal obstructionand toxic dilation. Steroids are referenced in manyanecdotal reports and some series but when analyzedcritically, no clear association can be demonstrated [6].Enterolith or a bezoar or in our case undigestedmushroom, complicating Crohn’s disease is rare andoccurs in areas of stasis proximal to strictures. They areusually seen in patients with a long­standing history ofCrohn’s disease and present with symptoms and signsof small bowel obstruction [8]. The mechanisms putforward were the build up of intraluminal pressureproximal to the obstruction or direct pressure necrosis[9]. It is possible that in our patient, the obstructedunmasticated mushroom could have led to a build up ofproximal intraluminal pressure coupled with thealready inflamed diseased jejunal wall might haveprecipitated the perforation.Free bowel perforation is one of the indications foremergency surgery in Crohn’s disease. In one study byFreeman, all 15 cases of spontaneous free perforation ofthe small intestine underwent surgery in the form ofresection. The mean length of follow­up for all patientsafter free perforation was 11.4 years. During the courseall patients were treated with a form of 5­acetylsalicylicacid containing medication but only 40% requiredcorticosteroid or immunosuppressive medication. Over40% of patients with follow­up data for over 10 yearshave had no significant clinical disease requiring eithercorticosteroid treatment or further surgical treatment[4]. With perforation of the small bowel, primaryreanastomosis is possible in selected patients. [3, 10,11]. In our patient emergency segmental bowelresection, primary anastomosis, and thorough washoutresulted in a good outcome.

CONCLUSION
Isolated jejunal perforation as an initial presentationof Crohn’s disease in a male patient is very rare. Prompt
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identification of this complication is essential in patientswith Crohn’s disease and early referral to for surgery iswarranted.
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