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Abstract 

Crohn's disease is a type of chronic inflammatory bowel disease (IBD) of unknown etiology that may affect any part of 

the gastrointestinal tract from mouth to anus and shows extra-intestinal involvement. It characteristically shows skip 

lesions. This case report reported in 2018 describes a 40 years old Moroccan female not known to have documented 

evidence of significant Crohn’s disease. She was diagnosed with multiple fistulas that are a rare entity of patients with 

Crohn’s disease, which is itself a rare disease in African countries. 
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Öz 

Crohn hastalığı, gastrointestinal sistemin ağızdan anusa kadar herhangi bir bölümünü etkileyebilen ve ekstra bağırsak 

tutulumu gösteren, etiyolojisi bilinmeyen bir tür kronik enflamatuar barsak hastalığıdır (IBD). Karakteristik olarak 

atlama lezyonlarını gösterir. 2018'de bildirilen bu vaka raporunda, 40 yaşındaki Faslı kadın, önemli Crohn hastalığı 

olduğuna dair kanıtları belgelemediği biliniyor. Kendisi Afrika ülkelerinde nadir görülen bir hastalık olan Crohn 

hastalığı olan hastaların nadir bir varlığı olan çoklu fistül tanısı aldı.  

Anahtar kelimeler: Crohn hastalığı, Fistüller, İleoçekal rezeksiyon 

Introduction 

Crohn's disease is a type of chronic inflammatory bowel disease (IBD) of unknown 

etiology that may affect any part of the gastrointestinal tract from mouth to anus [1,2]. It 

typically presents as a recurrent course of patchy transmural inflammation with normal 

intestinal mucosa in between the diseased part followed by relapses [3,4]. It also manifests with 

extra intestinal complications most common being arthralgia/arthritis, and cutaneous, 

ophthalmologic and hepatobiliary manifestations. Smoking is considered as an important risk 

factor [5]. The treatment of this incurable disease aims at reducing the disease process, 

decreasing the number of relapses and improving the quality of life [6]. 

This case report describes a 40 years old Moroccan female known to have documented 

evidence of significant Crohn’s disease since past 10 years. She is diagnosed with multiple 

fistulas that are a rare entity of patients with Crohn’s disease, which is itself a rare disease in 

African countries.  
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Case presentation 

A 40 years old Moroccan female with a past history of 

significant Crohn’s disease since last 10 years presented to 

emergency room with severe gluteal and abdominal pain as well 

as a febrile condition (Figure 1). She denied the presence of 

chills, nausea and vomiting in her presenting complains and 

stated that she had normal bowel movements over the past one 

week. 

The patient stated that she had occasional nausea and 

vomiting, crampy abdominal pain with bloating associated with 

meal intake and occasional diarrhea in the last 10 years leading 

to significant weight loss of 15 pounds over the previous 1–2 

months. She denied any extra intestinal manifestations of her 

disease. 

She was medically managed on infliximab for 

approximately 5 years but switched later to cetolizumab due to 

episodes of exaggerations between the doses. The next drug also 

failed after 1–2 months as she started having acute exaggerative 

episodes in the last few months. She had pre-operative 

colonoscopy, a year ago, after which she was recommended 

exploratory laparotomy with possible resection of diseased 

bowel but she denied it due to financial reasons. 

Of all her past record of IV with oral contrast CT scans, 

the latest one that was performed approximately a year ago stated 

that the patient had moderately distended small bowel, 

compatible with small bowel obstruction, due to significant 

inflammatory edematous thickening of the terminal ileum. There 

was also evidence of multiple enteroenteric fistulas. In addition, 

there was an inflamed small bowel loop inseparable from the 

superior wall of bladder with presence of gas in the urinary 

bladder demonstrating evidence of enterovesicular fistula.  

She also had colonoscopy a year ago that showed 

classical features of chronic inflammatory disease with 

tubulization in the sigmoid and the cecum except that there were 

no ulcerations present. The distal transverse colon and the entire 

descending colon appeared to be free of obvious disease. Overall 

pattern suggested of skip lesions with anal involvement classical 

for Crohn’s disease. 

The patient was operated with exploratory laparotomy 

discovering a fistula between sigmoid and cecum as well as a 

fistula between cecum and the right wall. We first did a 

fistulectomy of the fistula between the sigmoid and the cecum, 

then we proceeded to an ileocecal resection with ileocolic 

anastomosis then we tried a resection of 4 apparent fistulas tracks 

in the gluteal region (Figure 2, 3). Informed consent was taken 

from patient. 
 

 
 

Figure 1: The patient gluteal fistulas at the emergency room 

 
 

Figure 2: Peroperatory fistula between cecum and the wall 
 

 
 

Figure 3: Ileocecal resection specimen 
 

Discussion 

The gluteal fistula and abscesses have been reported as 

complications of Crohn’s disease, diverticulitis, colon 

carcinoma, and tuberculosis of lumbar vertebrae [7,8]. In our 

patient, recurrent abscesses history in gluteus suggested the 

possibility that there had been a fistula. In the case presented, 

initial diagnosis of a fistula could not be made till the 

visualization of fistulas. Computed tomography is helpful if 

exact spatial delineation of the tract is necessary or a suspect of 

associated abscess exists. Because CT results in high radiation, it 

should be used carefully in young children in selected 

indications. Ultrasound examination is generally not useful since 

it is limited by bowel gas and surgical incisions [9,10]. Magnetic 

resonance imaging (MRI) is reported as the golden standard in 

preoperative assessing and classifying of fistula, because MRI 

allows direct visualization of the tracts and abscesses through to 

high soft tissue resolution [11,12]. 

Surgery has been the main therapy for any sinus and 

fistula tracts. Open surgical exploration and repair provide 

definitive management, avoid recurrence, and prevent infection. 

Although surgical excision has been considered as a mode of 

treatment by most of the surgeons, the patient may be faced with 

some conditions such as nerve injuries, prolonged lymphatic 

drainage from the wound, recurrent lesions, wound infections, 

and unacceptable scar formations. Sclerotherapy using 

bleomycin is an established technique for the treatment of 

developmental vascular anomalies, also those which are at risk of 

developing intraoperative damage to vital organs and nerves, and 

lymphangiomas. Now sclerotherapy has been successfully used 

in the treatment of congenital sinus tracts [13,14]. 

Bleomycin is an antitumor agent and, besides its 

antineoplastic effect, bleomycin causes nonspecific inflammatory 

reaction leading to fibrosis in the surrounding tissues [15]. 

Conclusion 

The present case is a description of a novel fistula 

tractus. To the best of our knowledge, this is the first case with 

A      B 
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fistula deeply located and extending from the gluteus in the 

literature. Clinicians should consider underlying congenital 

malformation in the differential diagnosis of recurrent perineal 

and/or gluteal abscess. Catheter-based bleomycin injection could 

be applied as a safe, minimally invasive, and effective option for 

complex gluteal fistula, which makes it a suitable and durable 

alternative to open surgery. Treatment of this entity is 

individualized according to the site of fistula and associated 

anomalies. 
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