


Patient background

•  Z. K Male, 42 years old, Smoker

• Chronic, recurrent, carmpy abdominal pain diagnosed as IBS 

without thorough investigations

• Medications : Antispasmodics

• No surgical history

• No noticeable family history



Clinical Presentation

➢Presented to the ER with RLQ pain which radiates to the 

epigastrium, and the umbilical region

➢Colicky, continuous, started 24 hours before presentation as 

mild and gradually increased in intensity to severe pain

➢He was constipated since the pain started, but was able to pass 

gasses occasionally



Physical examination

• Bowel sounds ↑↑

• No guarding or masses

• McBurney's sign Pos+ 

• Rovsing's sign was pos+

• DRE : normal stools

• HR = 95 bpm

• BP =  110/70 mmHg

• SpO₂ = 97%

• Δ = 37.8 ◦c

• GCS = 15/15



Lab studies
• WBC ↑ 19,000 

• N ↑ 88%

• HGB 12.9

• PLT 470,000

• CRP↑ 34

• ESR ↑ 30 1st hour

• Amylase ↑ 125 (range up to 120) 

• Urinalysis is W.N.L

• Urea – Creatinine – ALT – AST – CPK are within 
normal limits



Radiology

• AXR: 4 central small 
Air-Fluid levels, gases 
are noted in the 
rectum



Abdomen US



Abdomen US





CT













Differential Diagnosis

• Acute /Perforated appendicitis

• Cecal diverticulitis

• Crohn's disease

• Meckel's diverticulitis

• Acute infectouse ileitis (Yersinia, campylopacter,salmonella… )

• Intussusception

• Small bowel stenosis/obstruction ( TB – lymphoma – tumors ... )
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جراحة أو مراقبة : السؤال الأساسي هنا 





الإستشارة الجراحية 

•Alvarado score =7 ← ًنفي الأسباب مع مراقبة )لايمكن التداخل حاليا

(كرونالإنتانية وداء 

فتح وريد مع إماهة •

تغطية إنتانية•

مضاد تشنج•



Crohn’s disease or Acute 
Appendicitis

Easy Case → Difficult Decision 
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The Dilemma

( :ماذا لو تأخرنا وطلع زائدة مفجورة )VS( ماذا لو فتحنا وطلع داء كرون)•

: دور تنظير البطن بهكذا حالات •

: كرون لداء الزائدة الدودية كتظاهرة أولى التهاب •

:هل التهاب الزائدة الدودية هو مرض واحد •



الاستشارة الجراحية الثانية

←فتح بطن استقصائي •

مل 200سائل مصلي مدمى حوالي •

هجوم ثربي باتجاه الحوض و الحفرة الحرقفية اليمنى •

التصاقات بين العرى المعوية مع تشكل فيبرين•

ملتهبة مع تسمك بمساريقتهاالزائدة ← الإلتصاقات بعد تحرير •





Pathologic features 

i. transmural inflamation, with infiltration of neutrophils, 
plasmatic, and eosinophils 

ii. ulceration and acute inflamation of mucosa, serosa with 
lymphoid aggregates, 

iii. Submucosa showed few, scattered granulomas

Conclusion:

• Acute appendicitis, IBD cannot be ruled out



Follow up

ألم لديه يزاللا (تم الإتصال به هاتفياً )ومن خلال الإستجواب بعد شهر من الجراحة المريض •

بالطعامبطني ماغص محرض 

←سفلي للمتابعة هضمي تقرر إجراء تنظير •

سم 30قرحات قلاعية متفرقة بالدقاق مع مخاطية متوذمة قليلاً حولها ، تم الدخول لمسافة –



Appendicitis as the Initial Manifestation 
of Crohn’s Disease:



Abstract 

Appendiceal Crohn’s disease (CD) is a rare disease
This entity accounted for ≤ 2% of all appendicitis patients undergoing surgery

Appendicitis as the Initial Manifestation 
of Crohn’s Disease:



Granulomatous appendicitis

• Granulomatous appendicitis is an uncommon subtype of 

appendicitis and can be caused by a variety of conditions:

– systemic disorders such as Crohn's disease and sarcoidosis, 

– infections such as Mycobacterium tuberculosis, Yersinia 

pseudotuberculosis, parasites, and fungi



Intestinal US Role & Advantages

• non-invasive, non-ionizing technique

• easily performed

• cost is low

• accurate technique to detect inflammatory lesions and 
complications (strictures, fistulae, or abscesses…)

• Recent evidence indicates that IUS is a convenient and 
accurate technique to assess extension, activity, and 
complication in patients with (UC), or (CD), and to monitor 
response to therapy



IUS signs in IBD 

• bowel wall thickening 

• loss of bowel stratification 

• increased vascularization 

• decreased bowel peristalsis 

• fibro-fatty proliferation 

• enlarged lymph nodes, and/or abdominal free fluid



IUS express the language of the bwoel









Intestinal US Role & Advantages
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