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Perforation of cecum caused 
by chicken bone under the 

guise of Crohn’s disease
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Diagnosis of infl ammatory bowel 
disease is an important issue in 
gastroenterology. Even with use of 

the most modern diagnostic methods, it is 
not always possible to give an unequivocal 
answer whether the patient suffers from 
IBD or other intestinal damage occurs. We 
present a case of perforation of the cecum 
caused by a chicken bone under the guise of 
Crohn’s disease.

Case report
A 23-year-old man was admitted in 

February 2018 with typical clinical features 
of Crohn’s disease with ileocecal lesion. 

Colonoscopy data showed ‘knife-cut’ ulcer-
ative defects were revealed in the ileocecal 
junction; biopsy revealed focal infi ltration 
of neutrophils and deformity of crypts. 
Test for Cl. Diffi  cile toxins was negative. 
Despite the treatment with mesalazine 
(4g per day), budesonide (9mg per day), 
azathioprine (100mg per day), remission 
was not achieved. In September 2018, an 
ileocecal abscess with a size up to 7cm 
was detected. Due to deterioration of the 
patient’s condition, we performed resection 
of the ileocecal junction with formation of 
ileotransverse anastomosis. Intraoperatively 
a large conglomerate was found; no Crohn’s 
disease changes in the mesentery were 

Figure 1: Removed part of ileum.
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noted. Histological examination revealed a 
chicken bone that had perforated the cecum 
wall against the background of slit-like 
ulcers and crypt abscesses. Treatment of 
supposed Crohn’s disease was stopped. 
Control colonoscopy and biopsy showed no 
signs of Crohn’s disease with nine months 
after surgery.

Discussion
More than 300 cases of intestinal perfo-

ration caused by foreign bodies have been 
described in the literature, with fi sh bones, 
chicken bones, dentures, toothpicks and 
cocktail sticks being the most common 
objects.1 Foreign-object-related perforations 
are usually found at the site of sharp bend 
and subsequent narrowing, and the most 
common localities of perforation in these 
cases are terminal ileum and the cecum.2,3

Typically, perforation occurs with peri-
tonitis. In rare cases, an infl ammatory 
infi ltrate is formed around the foreign 
body, which simulates a malignant process. 
Perforation of the intestine by foreign bodies 
is found as an exceptional case. Usually 

these objects pass through the gastroin-
testinal tract without obstruction. There 
are two factors that allow foreign bodies 
to pass freely through the gastrointestinal 
tract. Foreign bodies usually pass along the 
central axis of the intestinal lumen. In the 
colon, foreign objects are usually located in 
the centre of the faeces, which additionally 
protects the intestinal wall from damage. 
In addition to anatomical and physiological 
‘obstacles’, pathological contractions are 
also important—for example, strictures 
in Crohn’s disease, fi brous strictures and 
exophytic or endophytic tumours of the 
gastrointestinal tract. Only few cases of 
perforation of the colon under such condi-
tions are described in literature.4–7

According to modern concepts of 
Crohn’s disease and intestinal anatomy, 
the mesentery plays an important role in 
the pathogenesis and development of the 
disease.8 During surgery, the resection 
volume was selected in proportion to 
Crohn’s disease (resection of the affected 
intestine with the mesentery), which 
reduces the possibility of recurrence.9

Figure 2: Chicken bone.
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Conclusion
Thus, it can be assumed that the patient 

has Crohn’s disease, and destructive 
changes in the intestinal wall (deep slit-like 
ulcers and stenosis of the affected intes-
tinal wall due to oedema and infl ammatory 

infi ltration) led to perforation of the wall 
by a chicken bone. On the other hand, the 
aforementioned changes in the intestinal 
wall could develop against the background 
of perforation, since during the surgery no 
changes in the mesentery were found, and 
patient has no signs of recurrence.
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