
Crohn’s disease (CD) is a relapsing chronic in-
flammatory bowel disease with an unclear etiology 
that can occur anywhere in the gastrointestinal tract.1 

Signs and symptoms of CD vary depending on 
the severity of the disease and the organ involved.2 
While CD may present with symptoms such as fa-
tigue, fever, defecation disorder or abdominal pain, 
it may also cause extra-intestinal findings such as 
arthritis, sacroiliitis, uveitis, primary sclerosing 
cholangitis and erythema nodosum. These extrain-
testinal manifestations can cause serious morbidity 
even more than the bowel disease itself. The most 
common extraintestinal involvement in CD was 
arthritis, and sacroiliitis was found to be the second 
most common.3  

Among abscesses caused by CD, iliopsoas mus-
cle abscesses (IMA) are relatively rare (0.4-4.3%) 
with nonspecific manifestations and psoas abscess 

formation in patients with CD can be insidious.4 In a 
literature review conducted by Ricci et al. with 89 
cases, CD was found to be the most common cause of 
secondary psoas abscess in 55% of cases.5 Addition-
ally, numerous cases of psoas abscess due to CD have 
been reported in the literature.6 

We report a patient with CD who presented with 
only right hip pain and fever before showing the typ-
ical gastrointestinal symptoms of CD, and whose 
imaging revealed sacroiliitis and IMA. 

 CASE REPORT 
A 26-year-old female patient applied with fever and 
right hip pain for 5 days. Despite using oral and in-
tramuscular nonsteroidal anti-inflammatory drugs, 
she was admitted to our hospital due to worsening 
general condition and hip pain. There was no known 
disease history or suspicious sexual intercourse. She 
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had no genitourinary or gastrointestinal system com-
plaints. 

On admission, her body temperature was 
38.3°C, other vital signs were normal. Physical ex-
amination revealed a positive psoas sign and cos-
tovertebral angle tenderness without abdominal 
tenderness, and there was no edema, redness or hem-
orrhage of the lower extremities, and injection sites 
were normal. 

Her laboratory findings; white blood cell 
(WBC): 14020 cells/μL (neutrophil percentage, 
84.4%), CRP: 161,1 mg/L, and erythrocyte sedimen-
tation rate (ESR): 33 mm/h. In addition, hemoglobin: 
10.7 g/dL, serum iron: 45 μg/dL, total iron binding 
capacity: 205 μg/dL and ferritin: 139.6 ng/mL. There 
were normal liver or kidney functions and serum lac-
tate dehydrogenase. Creatine kinase: 303 U/L (It was 
considered secondary to intramuscular injection). 
Urine analysis is normal and urine culture was nega-
tive. 

The HIV antibodies, antinuclear antibodies, ex-
tractable nuclear antigen antibodies, anti-cardiolipin 
antibodies Immunoglobulin G (IgG) and Im-
munoglobulin A (IgM), anti-beta-2-glycoprotein-I 
antibodies Immunoglobulin A (IgA), IgG and IgM, 
lupus anticoagulants, and anti-neutrophil cytoplasmic 
antibodies, brucella rose bengal and Wright test, 
quantiferon test for tuberculosis and human leuko-
cyte antigen B27 were all negative.  

Vertebral lumber disc computed tomography 
(CT) revealed irregularity in bilateral sacroiliac joints 
(Figure 1) and in contrast-enhanced pelvic magnetic 
resonance imaging (MRI), effusion was observed in 
the right sacroiliac joint space, intense edematous sig-
nal changes along the iliac muscle in its anterior 
neighborhood, and abscess formation within the mus-
cle reaching approximately 14x11x54 mm diameter 
were detected; and these findings were compatible 
with septic sacroiliitis (Figure 2). However, no com-
munication was observed between the intestinal tract 
and the abscess. 

The samples obtained by CT-guided drainage 
from the effusion in the right sacroiliac joint space 
and the abscess in the iliopsoas muscle had the ap-
pearance of bloody pus (Figure 3). Coagulase nega-

tive Staphylococcus was grown in the abscess cul-
ture. 

Due to sacroiliitis and IMA, colonoscopy was 
performed for suspicion of extraintestinal manifesta-
tions of CD. Colonoscopy revealed widespread ul-
cerated lesions in the terminal ileum (Figure 4). In its 
pathology; loss of terminal ileum surface epithelium 
with ulceration, epithelitis; loss of focal areas in 
crypts; an increase in lymphoplasmacytic cells and 
lymphoid hyperplasia were observed in the lamina 
propria. A tuberculosis culture was sent from the 
sample and was found negative. 

Since the patient had IMA and sacroiliitis, and 
endoscopic and histological findings supported CD; 
the patient was started on budesonide (Ali Raif Ilac, 
Türkiye) 3*3 mg and sulfasalazine (Pfizer, Türkiye) 
3*500 mg. 

With the abscess drainage and intravascular an-
tibiotic therapy, analgesic drugs, and oral budesonide 
and sulfasalazine, the patient’s complaints gradually 

Esra BAYAR et al. Turkiye Klinikleri J Case Rep. 2025;33(1):5-8

6

FIGURE 1: Vertebral lumber disc computed tomography: Irregularity in bilateral 
sacroiliac joints.

FIGURE 2: Contrast-enhanced pelvic MRI: Effusion in the right sacroiliac joint 
space, intense edematous signal changes along the iliac muscle in its anterior ne-
ighborhood, and abscess formation within the muscle reaching approximately 
14x11x54 mm diameter.



improved; and WBC and CRP were decreased. And 
she was discharged with sulfasalazine and budesonide. 

After 2 weeks, she stated that her complaints al-
most disappeared, and WBC, CRP and ESR returned 
to normal. On radiological control with contrast-en-
hanced pelvic MRI, it was observed that the abscess 
had almost regressed, but sacroiliitis still continued. 
The patient was advised to continue treatment and 
follow-up.  

Required consent for participation was obtained 
from the patient. She has approved the publication of 
her information. 

 DISCUSSION 
Psoas abscess is an uncommon and often misdiag-
nosed infection. The incidence is generally low (0.4 
per 100,000 people), and diagnosis is often difficult 
given the nonspecific presentation.7   

Psoas abscess may result from lymphatic or 
hematogenous spread. And also, it is possible for an 
abscess to form directly in cases such as CD, diverti-
culitis, urinary tract infections, osteomyelitis and in-
fectious sacroilitis.8 

IMAs caused by CD have nonspecific findings; 
this makes the diagnosis of IMAs quite difficult.4 The 
hip pain, fever and flank pain are the classic symp-
toms, however, only 30% of the patients with psoas 
abscess initially present with this triad.7,9 Our patient 
also had these complaints. 

Increased WBC, CRP, and ESR are often found 
in cases of psoas abscess.10 In our case, these pa-
rameters were also elevated. Imaging is necessary to 
confirm the diagnosis of psoas abscess, and gener-
ally the contrast-enhanced CT/MRI of the abdomen 
and pelvis is used.11 Consistent with our case, 
Christodoulou et al. reported a case of CD in a young 
patient with hip pain who was found to have a psoas 
abscess on radiological imaging; this situation em-
phasizes that clinicians should not ignore the possi-
bility that hip pain may be due to intra-abdominal 
pathology.12 

The most useful and reliable method for the di-
agnosis of CD is colonoscopy; but before gastroin-
testinal endoscopy is performed, the condition of the 
gastrointestinal tract must be evaluated, especially 
for penetration, perforation, fistula or stenosis.13 In 
our patient, widespread ulcerations in the terminal 
ileum were detected on colonoscopy, consistent 
with CD; however, no intestinal penetration and fis-
tulas was observed in endoscopic and radiological 
imaging. 

In CD patients, treatment usually involves corti-
costeroids, immunosuppressive agents or biological 
agents. However, in addition to these treatments, CD 
patients with intestinal fistula or abscess may require 
surgical and antibiotic treatment.14 The literature has 
shown that the majority of small abscesses requiring 
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FIGURE 3: The samples obtained by computed tomography-guided drainage from 
the effusion in the right sacroiliac joint space and the abscess in the iliopsoas 
muscle.

FIGURE 4: Ulcerated lesions in the terminal ileum in colonoscopy.



drainages can be effectively aspirated under CT guid-
ance.15 In our patient who continued to use steroids 
and immunosuppressive agents for CD, there was no 
recurrence of IMA after percutaneous drainage. 

The patient in this case appeared a CD with rare 
systemic symptoms without showing typical gas-
trointestinal findings upon diagnosis of IMA and 
sacroiliitis. According to our experience, which is 
similar to the cases in the literature, it is important to 
always include CD in our differential diagnosis if 
sacroiliitis and IMA are detected in a patient, even if 
there are no typical signs and symptoms of CD or a 
history of this disease. 

Our aim in this study is to present a newly diag-
nosed case of CD, who presented only with hip pain 
and fever; and to emphasize the importance of phys-
ical examination, accurate differential diagnosis and 
imaging in the diagnosis of this insidious disease 
which does not always present with a usual symptom. 
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