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ABSTRACT

While hematochezia is common in Crohn’s disease (CD), severe gastrointestinal hemorrhage causing hemodynamic instability is
rare. Strictures, another frequent complication, usually cause obstructive symptoms. We report the first case of hemorrhagic shock
from ulcerated ileal strictures as the initial presentation of CD. Standard endoscopy and abdominal imaging did not identify the
bleeding source, but capsule endoscopy detected ulcerated strictures confirmed by double-balloon enteroscopy. The patient un-
derwent small bowel resection to reduce rebleeding risk and was started on anti-tumor necrosis factor therapy. This atypical
presentation of stricturing CD with hemorrhagic shock underscores the importance of small bowel enteroscopy in guiding clinical
decisions.
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INTRODUCTION

Profuse hematochezia andhemorrhagic shock are rare complications ofCrohn’s disease (CD)with an estimated incidence of 0.9% to 4%.1,2

In ulcerative colitis, hematochezia typically occurs with pancolitis fromwidespreadmucosal ulceration, whereas in CD, it is usually caused
by focal erosion into an adjacent vessel.3,4 Some studies have suggested male patients with CD demonstrate higher risk of severe
hematochezia, while others reported no sex differences.1–3,5–7 Hemorrhagic shock from hematochezia is associated with higher mortality
and rebleeding rates (35%–41%).1–8 Initial management involves resuscitation and identification of the bleeding source, which most
commonly in CD is in the ileum.1–7 Diagnostic and therapeutic options include endoscopy, angioembolization, and surgery depending on
the location, severity, and stability of thebleed.Given the immediate life-threatening risks of hemorrhagic shock and the inability ofmedical
management alone to reliably prevent rebleeding, surgicalmanagementmay be required to achieve hemostasis andmitigate recurrence.7–9

While hemorrhagic shock as the initial CD presentation is already rare, hemorrhagic shock associated with stricturing CD as the initial
presentationhasnever been reported.10,11This case report describes thefirst knowncaseof stricturingCDpresenting ashemorrhagic shock.

CASE REPORT

A30-year-oldAsianmanwith no family history of inflammatory bowel disease (IBD) or autoimmune diseases presentedwith 1week
of melena, abdominal discomfort, and nausea. The patient denied medical history, family history, or medication use. On admission,
he was found to be anemic with hemoglobin of 10.9 g/dL and normotensive; however, he suddenly developed acute gastrointestinal
(GI) hemorrhagewith 1 syncopal episode, hypotension, and tachycardia, requiring transfer to the intensive care unit for vasopressors
and serial transfusions for a repeat hemoglobin of 5.9 g/dL.
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Abdominal and pelvic computed tomography angiography
showed no signs of active extravasation or perforation. Emer-
gent endoscopic evaluation was performed with esophagogas-
troduodenoscopy showingmild gastritis without signs of recent
bleeding. Colonoscopy revealed blood throughout the colon up
to the distal ileum, with normal visualizedmucosa.Meckel scan
was negative. The patient required 11 units of blood products
and was eventually weaned off pressors following cessation of
active bleeding.

Given the patient’s bleeding source could not be isolated on
esophagogastroduodenoscopy, colonoscopy, and abdominal
imaging, the patient’s small bowel was assessed. Magnetic res-
onance enterography was unremarkable; however, a sub-
sequent capsule endoscopy identified multiple focally ulcerated
strictures with mild oozing concerning for CD. Anterograde
and retrograde double-balloon enteroscopy identified 5 stric-
tures in the distal ileum, with the initial stricture appearing
fibrotic and subsequent 4 ulcerated (Figures 1 and 2). The
retained capsule endoscopy was retrieved at the most distal
stricture 65 cm from the ileocecal valve.

Owing to the severity of hemorrhagic shock and small bowel
stenosis caused by the strictures, the consensus at our hospital’s
multidisciplinary IBD conference was to proceed with laparo-
scopic small bowel resection. A 45 cm section of bowel containing
5 strictures and creeping fat was resected with guidance from
tattoo markings flanking the strictured area during enteroscopy,
allowing for precise surgical planning and bowel preservation.

Final pathology revealed moderate active chronic ileitis with focal
erosions and intramural lymphoid aggregateswithout granulomas
or dysplasia (Figure 3). After the patient recovered from surgery,
he was started on infliximab as an outpatient.

DISCUSSION

Hemorrhagic shock from CD presents a diagnostic and thera-
peutic challenge, especially as the initial presentation. Given its
rarity, other etiologies of GI bleeding should be considered first.
For this young man with low pretest probability for IBD, we
ruled outMeckel diverticulumwith a tagged red blood cell scan.
Double-balloon enteroscopy made the diagnosis of CD based
on multiple ulcerated strictures in the ileum, with pathology
providing confirmation.

Strictures in CD typically affect the small bowel but can arise
anywhere within the GI tract.12 Around 10% of patients present
with strictures at diagnosis, and nearly half progress to a stric-
turing phenotype within 10 years.13 While strictures typically
present with obstruction, this patient’s prominent symptom
was hemorrhagic shock. Magnetic resonance enterography,
while valuable for assessing small bowel pathology, has lower
sensitivity for strictures than capsule endoscopy and was not
able to discern small bowel pathologies in our patient.14 We
demonstrate the importance of small bowel enteroscopy as an
essential diagnostic tool, identifying the bleeding source beyond
the reach of standard endoscopy and undetected by computed
tomography and MRI.

Figure 1. Anterograde double-balloon enteroscopy visualization of distal ileum (A) fibrotic stricture and (B) ulcerated fibrotic stricture.

Figure 2.Retrograde double-balloon enteroscopy visualization of distal ileum (A) fibrotic stricture with surrounding inflammation, which is (B)
not passable.
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Significant GI bleeding in CD commonly arises from trans-
mural inflammation with focal erosion into a vessel but is rarely
reported with strictures. A pediatric case series highlighted 3
patients with strictures that presented with GI bleeding without
obstruction, but the etiologies were suspected to be from nec-
rotizing enterocolitis.15 Furthermore, these cases presented as
chronic GI bleeding without hemodynamic compromise. To
our knowledge, this is the first documented case of stricturing
CD causing hemorrhagic shock as the initial presentation.

Strictures are classified as inflammatory, fibrostenotic, or
mixed.16 Inflammatory strictures often respond to medical
management with anti-tumor necrosis factor agents, while
fibrostenotic strictures typically require endoscopic or surgical
intervention.13,15,16 The strictures in this patient were likely
mixed, with the ulceration caused by vascular compromise with
subsequent focal inflammatory necrosis.

Hemorrhagic shock from CD is rare, and no standardized
management guidelines exist. Surgical management must bal-
ance the risk of postoperative complications, especially the risk
of short bowel syndrome against the need for definitive control
of bleeding.9 The decision for surgical management in this case
was driven by the severity of hemorrhagic shock, limitation of
alternative therapeutic options, and significant small bowel
strictures that needed resection. Steroids were contraindicated
in the setting of GI hemorrhage, and biologics were limited by
delayed onset. Endoscopic and radiological interventions, while
effective for localized bleeding, are less effective with diffuse or
inaccessible bleeding sources such as the small bowel.11 None of
these options could simultaneously address both intestinal
hemorrhage and the small bowel strictures, making surgical
resection the optimal choice. Given the aggressive presentation
in this young patient, infliximab was initiated after surgical
recovery to reduce the risk of CD progression.17

DISCLOSURES

Author contributions: M. Sumethasorn and P. Lee wrote the
manuscript. NK Mann, SM Choi, G-Q Xiao, and B. Zhang pro-
duced the figures and captions. NK Mann, SM Choi, G-Q Xiao,

B. Zhang, and C. Cherfane critically reviewed the manuscript.
B. Zhang is the article guarantor. All authors were involved in the
clinical care of the patient.

Financial disclosure: None to report.

Previous presentation: This study was presented at the Amer-
ican College of Gastroenterology conference in Philadelphia,
Pennsylvania, on October 28, 2024.

Informed consent was obtained for this case report.

Received October 2, 2024; Accepted December 9, 2024

REFERENCES
1. Cirocco WC, Reilly JC, Rusin LC. Life-threatening hemorrhage and ex-

sanguination fromCrohn’s disease. Report of four cases.Dis Colon Rectum.
1995;38(1):85–95.

2. Kim KJ, Han BJ, Yang SK, et al. Risk factors and outcome of acute severe
lower gastrointestinal bleeding in Crohn’s disease. Dig Liver Dis. 2012;
44(9):723–8.

3. Pardi DS, Loftus EV, Tremaine WJ, et al. Acute major gastrointestinal
hemorrhage in inflammatory bowel disease. Gastrointest Endosc. 1999;
49(2):153–7.

4. Podugu A, Tandon K, Castro FJ. Crohn’s disease presenting as acute gas-
trointestinal hemorrhage. World J Gastroenterol. 2016;22(16):4073–8.

5. Yoon J, Kim DS, Kim YJ, et al. Risk factors and prognostic value of acute
severe lower gastrointestinal bleeding in Crohn’s disease. World J Gastro-
enterol. 2021;27(19):2353–65.

6. Robert JR, SacharDB,Greenstein AJ. Severe gastrointestinal hemorrhage in
Crohn’s disease. Ann Surg. 1991;213(3):207–11.

7. Belaiche J, Louis E, D’Haens G, et al. Acute lower gastrointestinal bleeding
in Crohn’s disease: Characteristics of a unique series of 34 patients. Belgian
IBD Research Group. Am J Gastroenterol. 1999;94(8):2177–81.

8. Kim E, Kang Y, Lee MJ, Park YN, Koh H. Life-threatening lower gastro-
intestinal hemorrhage in pediatric Crohn’s disease. Pediatr Gastroenterol
Hepatol Nutr. 2013;16(1):53–60.

9. De Simone B, Davies J, Chouillard E, et al. WSES-AAST guidelines: Man-
agement of inflammatory bowel disease in the emergency setting.World J
Emerg Surg. 2021;16(1):23.

10. Harvey JC, Rotstein L, Steinhardt M, Reingold MM, Rubin E, Stone RM.
Massive lower gastrointestinal bleeding: An unusual complication of
Crohn’s disease. Can J Surg. 1978;21(5):444–5.

11. Nagata N, Niikura R, Aoki T, et al. Crohn’s disease with life-threatening
hemorrhage from terminal ileum: Successful control by superselective ar-
terial embolization. J Gastroenterol. 2006;41(2):193–7.

12. Rieder F, Zimmermann EM, Remzi FH, Sandborn WJ. Crohn’s disease
complicated by strictures: A systematic review. Gut. 2013;62(7):1072–84.

13. Lin X, Wang Y, Liu Z, et al. Intestinal strictures in Crohn’s disease: A 2021
update. Therap Adv Gastroenterol. 2022;15:17562848221104951.

Figure 3. Biopsies from the laparoscopic small bowel resection demonstrate (A) crypt drop-off, architectural distortion, and basal dense
lymphoplasmacytic infiltration and (B) focal mucosal erosion and transmural inflammation. Magnification: 1503.

ACG Case Reports Journal / Volume 12 acgcasereports.com 3

Sumethasorn et al Hemorrhagic Shock Presenting as the First Manifestation

http://acgcasereports.com


14. JensenMD, Nathan T, Rafaelsen SR, Kjeldsen J. Diagnostic accuracy of capsule
endoscopy for small bowel Crohn’s disease is superior to that of MR enter-
ography or CT enterography. Clin Gastroenterol Hepatol. 2011;9(2):124–9.

15. Nanjundiah P, Lifschitz CH, Gopalakrishna GS, Cochran WJ, Klish WJ.
Intestinal strictures presenting with gastrointestinal blood loss. J Pediatr
Surg. 1989;24(2):174–6.

16. Fousekis FS, Mitselos IV, Tepelenis K, et al. Medical, endoscopic and sur-
gical management of stricturing Crohn’s disease: Current clinical practice.
J Clin Med. 2022;11(9):2366.

17. Barberio B, Gracie DJ, Black CJ, Ford AC. Efficacy of biological therapies
and small molecules in induction andmaintenance of remission in luminal

Crohn’s disease: Systematic review and network meta-analysis. Gut. 2023;
72(2):264–74.

Copyright:ª 2025 The Author(s). Published byWolters Kluwer Health, Inc. on behalf of
The American College of Gastroenterology. This is an open access article distributed
under the terms of the Creative Commons Attribution-Non Commercial-No Derivatives
License 4.0 (CCBY-NC-ND), where it is permissible to download and share the work
provided it is properly cited. The work cannot be changed in any way or used com-
mercially without permission from the journal.

ACG Case Reports Journal / Volume 12 acgcasereports.com 4

Sumethasorn et al Hemorrhagic Shock Presenting as the First Manifestation

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://acgcasereports.com

