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Sigmoidoscopically Induced
Pneumatosis Cystoides Coli

in Crohn’s Disease Manifested
by Collar Subcutaneous
Emphysema

A 32-year-old female patient had been
treated for colonic inflammatory bowel
disease with suspicion of ulcerative colitis
for 9 years. As a result of marked weight
loss, abdominal pain, and newly developed
perineal fistulas, colonoscopy was at-
tempted, but not completed because of an
ulcerated, narrowed rectum with significant
stenosis at 20 cm. About 3 hours after the
uneventful proctosigmoidoscopy, the fol-
lowing clinical signs appeared: collar sub-
cutaneous emphysema, abdominal disten-
sion, and pain. Radiographic findings re-
vealed pneumoperitoneum, pneumoretro-
peritoneum, and pneumomediastinum. An
emergency exploration revealed a rigid left
colon, strictured ileum characteristic of
Crohn’s disease, diffuse peritonitis, pneu-
moretroperitoneum, pneumatosis cystoides
of'the right colon, and a small area of biliary
retroperitoneal imbibition of the hepatic
flexure. A total colectomy with Brooke
ileostomy and rectal mucuous fistula were
made. The macroscopic examination of the
specimen revealed a solitary acute ulcer on
the otherwise unaffected hepatic flexure
(Figure 1). The histological results con-
firmed Crohn’s disease. An elective proc-
tectomy (Figure 2) and extirpation of the
fistulas were performed 5 months later.
Currently the patient is complaint-free.

Pneumatosis cystoides intestinalis (PCI) is
an uncommon and mostly secondary con-
dition of the gastrointestinal tract [1].
Although there are a number of theories to
explain the formation of submucosal or
subserosal cysts in the bowel wall, mechan-
ical and mucosal damage theories are the
most plausible [2,3]. In the literature there
are reports of cases of endoscopically
induced PCI as an iatrogenic complication
[4]. In our case, the air insufflation during
sigmoidoscopy led to an indirect retroperi-
toneal perforation of an acute ulcer in the
hepatic flexure. This resulted in pneumore-
troperitoneum, pneumomediastinum, collar
subcutaneous emphysema (the first clinical
sign), and PCI of the right colon. The
rupture of some of the cysts caused pneu-
moperitoneum and led to the rapid devel-
opment of peritonitis.
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been suitable for re-
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