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• Male,	
  23	
  years	
  
	
  
•  Colicky	
  abdominal	
  pain	
  
	
  
•  	
  	
  No	
  intes6nal	
  transit	
  for	
  gas	
  and	
  feces	
  
	
  
•  	
  	
  Weight	
  loss	
  12kg/	
  3	
  years	
  
	
  
•  	
  	
  4-­‐5	
  stools/day	
  some6mes	
  with	
  mucus	
  



Personal	
  History	
  

•  Recent	
   laparotomy	
   (suspected	
   of	
   perforated	
  
pep6c	
  ulcer?	
  )	
  –	
  en6re	
  small	
  bowel	
  infiltrated,	
  
with	
  cardboard	
  appearance	
  

•  I n t raopera6ve	
   l ymph	
   node	
   b iopsy :	
  
insignificant	
  result	
  

•  Ileal	
  Crohn’s	
  disease?	
  
•  Salazopyrin	
  2	
  g	
  /day	
  



Laboratory	
  Findings	
  

Hgb	
  -­‐	
  9,8mg/dl	
  
Ht	
  -­‐	
  30,9%	
  	
  
MCV	
  -­‐	
  68,9	
  fl	
  
MCHC	
  -­‐	
  29,8	
  mg/dl	
  
Fg	
  -­‐	
  497	
  
	
  
	
  
Total	
  proteinemia	
  -­‐	
  4,5	
  g/dl	
  
Albuminemia	
  -­‐	
  2,5	
  g/dl	
  
	
  
Fe	
  7	
  -­‐	
  ug/dl	
  
Ca	
  8,2	
  -­‐	
  mg/dl	
  
Mg	
  2,2	
  -­‐	
  mg/dl	
  
	
  

Glycemia	
  -­‐	
  80mg/dl	
  
BUN	
  -­‐	
  20mg/dl	
  
ASAT	
  -­‐	
  20u/l	
  
ALAT	
  -­‐	
  25u/l	
  
Cholesterol	
  -­‐	
  124mg/dl	
  
	
  
	
  



Imagis*c	
  Examina*on	
  

•  Abdominal	
  X-­‐ray:	
  One	
  large	
  hydroaeric	
  level	
  in	
  
the	
   umbilical	
   region	
  with	
   large	
   dila6on	
   of	
   an	
  
intes6nal	
  segment	
  in	
  the	
  le^	
  flank	
  

•  Abdominal	
   US:	
   Small	
   quan6ty	
   of	
   fluid	
   in	
   the	
  
Morrison	
   space	
   and	
   pelvic	
   region,	
   with	
  
sediment	
  	
  

•  Barium	
   enema:	
   Normal	
   ileo-­‐cecal	
   valve;	
  
contracted,	
  inhomogeneous	
  caecum.	
  	
  

	
  



Pansdorf	
  Examina*on	
  

•  Jejunal	
   segments	
   with	
   thickened	
   folds,	
  
pseudopolyps	
   and	
   small	
   ulcera6ons,	
   normal	
  
areas	
   alterna6ng	
   with	
   areas	
   of	
   stenosis	
   of	
  
variable	
  length	
  (max.	
  20	
  cm)	
  

	
  
•  Dyskine6c	
   i leal	
   segments	
   with	
   rare	
  
pseudosteno6c	
  areas	
  

	
  
•  Patulous	
  ileo-­‐cecal	
  valve	
  
	
  





Endoscopy	
  

•  Esophagus	
  and	
  stomach	
  –	
  normal	
  aspect	
  	
  
•  D1	
  with	
  mild	
  edema	
  and	
  deforma6on	
  
•  D2	
  normal	
  aspect	
  –	
  biopsy:	
  normal	
  



•  IDR	
  PPD	
  =	
  18	
  mm	
  (+)	
  	
  
•  Quan6FERON	
  test	
  (+)	
  
•  Chest	
  X-­‐ray	
  normal	
  
•  Pneumological	
  consult:	
  Intes6nal	
  TB	
  



Diagnosis	
  
	
  

•  Intes*nal	
  TB	
  
•  Malabsorp6on	
  with	
  severe	
  denutri6on	
  
•  Mild	
  sideropenic	
  anemia	
  
•  Sub-­‐obstruc6on	
   syndrome	
   (small	
   bowel	
  
stenoses)	
  

	
  



Treatment	
  

•  An6bio6cs	
  +	
  TPN	
  
•  Cor6costeroids	
  	
  
•  Tuberculosta6c	
  treatment	
  (7/7	
  regimen)	
  
Favorable	
  evolu6on	
  –	
  discharge	
  with:	
  
•  Medrol	
  8	
  mg/day	
  (decreasing	
  dose)	
  
•  Tuberculosta6c	
  treatment	
  
•  IPP	
  40	
  mg/day	
  
•  Oral	
  supplements:	
  	
  Fe,	
  Ca,	
  Folic	
  Acid,	
  Vitamins	
  



AQer	
  one	
  month..	
  

•  Polyarthralgias,	
   esp.	
   in	
   dorsal	
   column	
   and	
   knees	
  
(with	
   hidarthrosis),	
   2	
   weeks	
   a^er	
   the	
   disrup6on	
   of	
  
cor6coid	
  therapy	
  

•  Fbg	
  760	
  mg/dl	
  ;	
  Fe	
  23	
  ug/dl	
  
	
  

Rheumatologic	
   exam:	
   arthralgias	
   related	
   to	
   Crohn`s	
  
Disease	
  (?)	
  –	
  begins	
  treatment	
  with	
  Salofalk	
  2	
  g/day	
  

	
  



Diagnosis:	
  	
  
Possible	
  jejunal	
  Crohn`s	
  disease	
  with	
  

ar6cular	
  involvement	
  	
  
TREATMENT:	
  

	
  
•  Tuberculosta6cs	
  (3/7)	
  
•  Budenofalk	
  9	
  mg/day	
  
•  Salofalk	
  2	
  g/day	
  
•  Oral	
  supplements	
  
	
  

Favorable	
  evolu*on	
  
	
  
	
  



AQer	
  10	
  months	
  of	
  An*TB	
  treatment...	
  
•  Admioed	
  for	
  recurrence	
  of	
  colicky	
  abdominal	
  pain	
  
and	
  polyarthralgias	
  

•  Low	
  Fe	
  and	
  Hgb;	
  Quan6FERON	
  (+),IDR	
  PPD	
  (+)	
  
•  Abdominal	
  X-­‐ray	
  –	
  normal	
  
•  Pansdorf	
  examina*on	
  –	
  increased	
  number	
  of	
  
stenoses	
  in	
  the	
  jejunum	
  and	
  also	
  in	
  the	
  first	
  part	
  of	
  
ileum;	
  mul6ple	
  ulcera6ons/	
  pseudopolyps	
  

	
  
•  Barium	
  enema	
  –	
  same	
  aspect	
  of	
  the	
  caecum	
  
	
  
•  Abdominal	
  US:	
  persistence	
  of	
  minimum	
  ascites	
  



Treatment	
  
	
  

•  Medrol	
  16	
  mg/day	
  (a^er	
  6	
  months	
  without	
  
cor6sone	
  therapy)	
  

•  Salofalk	
  2	
  gr/day	
  
•  IPP	
  40	
  mg/day	
  
•  Oral	
  Supplements	
  



AQer	
  other	
  3	
  months...	
  

•  Emergency	
  admission	
  for	
  altered	
  general	
  
status	
  with	
  vomi6ng,	
  severe	
  diffuse	
  abdominal	
  
pain,	
  asthenia	
  

•  Biological:	
  inflammatory	
  syndrome,	
  
Hgb=11mg/dl,	
  Fe	
  23	
  ug/dl,	
  Alb.	
  3	
  mg/dl	
  

•  Abdominal	
  X-­‐ray:	
  few	
  small	
  bowel-­‐hydroaeric	
  
levels	
  

	
  



Abdominal	
  CT	
  
	
  Ø Mural	
   inflammatory	
   changes	
   of	
   jejunum	
   and	
  

ileum,	
  including	
  in	
  ileocecal	
  region	
  
Ø Dilated	
   proximal	
   segments	
   of	
   jejunum	
   above	
  
stenoses	
  

Ø Small	
  quan6ty	
  of	
  ascites;	
  	
  
Ø Mul6ple	
  (reac6ve)	
  adenopathies	
  

Colonoscopy	
  

•  Normal	
  aspect	
  of	
  colon	
  and	
  terminal	
  ileum	
  
•  Biopsy	
  of	
  ileum	
  -­‐	
  normal	
  
	
  







DILEMA:	
  	
  
Crohn`s	
  Disease	
  or	
  Persistent	
  

Intes6nal	
  TB?	
  
Need	
  for	
  histopathological	
  diagnosis	
  

ENTEROSCOPY:	
  	
  
•  stenosis	
   of	
   the	
   middle	
   jejunum,	
   9	
   mm	
  
diameter,	
  with	
  ulcera6ons	
  -­‐	
  biopsies	
  	
  

•  mul6ple	
   other	
   ulcers	
   and	
   aphtoid	
   ulcera6ons	
  
star6ng	
  from	
  the	
  angle	
  of	
  Treitz	
  -­‐	
  biopsies	
  



9/18/14	
  



9/18/14	
  















Final	
  diagnosis	
  

ü Crohn`s	
  Disease	
  of	
  small	
  bowell	
  
ü Severe	
  denutri6on	
  due	
  to	
  malabsorp6on	
  
ü Mild	
  sideropenic	
  anemia	
  
ü Spondili6s	
  



9/18/14	
  

	
  Current	
  treatment	
  :	
  Infliximab	
  –	
  with	
  good	
  
status	
  and	
  weight	
  gain	
  



9/18/14	
  



9/18/14	
  

TB	
  versus	
  CD	
  –	
  clinical	
  challenge	
  with	
  
therapeu*c	
  significance	
  

•  clinical	
  history	
  with	
  endoscopic	
  studies	
  
•  culture	
  and	
  polymerase	
  chain	
  reac6on	
  for	
  
Mycobacterium	
  tuberculosis	
  

•  biopsy	
  
•  radiological	
  inves6ga6ons	
  and	
  response	
  to	
  
therapy	
  

 



Differen*al	
  diagnosis	
  ITB	
  and	
  CD	
  –	
  histopatologic	
  
features	
  

GI	
  TB	
   CD	
  
Mul6ple,	
  large	
  or	
  confluent	
  
granulomas	
   Small	
  or	
  microgranulomas	
  

Casea6ng	
  necrosis,	
  calcifica6on,	
  
epitheloid	
  his6ocytes	
   Without	
  casea6on	
  

No	
  chronicity	
  features	
  away	
  from	
  	
  
granulomatous	
  areas	
  	
  

Changes	
  of	
  chronicity	
  
unassociated	
  with	
  sites	
  of	
  
granulomatous	
  inflamma6on	
  

Prominent	
  lymphoid	
  cuff	
   Transmural	
  lymphoid	
  aggregates	
  

	
  PCR	
  for	
  mycobacterium	
  DNA	
  -­‐	
  test	
  was	
  found	
  also	
  posi6ve	
  in	
  pa6ents	
  with	
  CD.	
  
	
  Culture	
  for	
  M.	
  tuberculosis	
  on	
  endoscopic	
  mucosal	
  biopsies	
  fragments	
  has	
  a	
  

low	
  rate	
  of	
  posi6vity	
  and	
  the	
  results	
  require	
  several	
  weeks.	
  



9/18/14	
  

TB	
  versus	
  CD	
  on	
  mucosal	
  biopsies	
  
	
  Limita*ons	
  of	
  mucosal	
  biopsies	
  

	
  Granulomas	
  	
  

•  in	
  only	
  50%-­‐80%	
  of	
  intes6nal	
  mucosal	
  biopsies	
  from	
  
pa6ents	
  with	
  clinically	
  confirmed	
  TB	
  	
  

•  in	
  15%-­‐65%	
  of	
  mucosal	
  biopsies	
  from	
  pa6ents	
  with	
  CD	
  

	
  Casea-on	
  and	
  AFB	
  (the	
  diagnos6c	
  features	
  of	
  TB)	
  are	
  
found	
  

•  in	
  only	
  18%-­‐33%	
  of	
  cases	
  of	
  TB	
  and	
  
•  in	
  as	
  low	
  as	
  5%	
  of	
  cases	
  CD!!!!.	
  



Conclusions	
  
	
  •  	
   Small	
   bowel	
   stenoses	
   –	
   difficult	
   assessment	
   of	
   the	
  

e6ology	
  

•  	
  Broad	
  differen6al	
  diagnosis	
  of	
  small	
  bowell	
  Crohn’s	
  
disease	
   –	
   infec6ous,	
   drug	
   induced,	
   vasculi6s,	
  
ischemia	
  

•  Enteroscopy	
  with	
  biopsies	
  facilitate	
  early	
  diagnosis	
  of	
  
lesions	
  difficult	
  to	
  detect	
  


