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Pneumatosis intestinalis:

a rare cause of lower gastrointestinal bleeding
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Abstract. Pneumatosis intestinalis is an un-
common condition characterized by the pres-
ence of gas in the bowel wall. We present the
case of a 49-year-old man admitted to our Clinic
for his 4 day long haematochezia. Colonoscopy
revealed pneumatosis coli as a cause of the low-
er gastrointestinal bleeding. A wide range of di-
agnostic methods didn’t show any underlying
disease related to the bleeding, other than the
presence of gas. Patient is reported in order to
draw attention to the primary pneumatosis coli
presented as a rare cause of haematochezia.
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Introduction

Pneumatosis coli, which is a subtype of pneu-
matosis intestinalis, is a term used to describe the
presence of multiple gaseous cysts containing ni-
trogen, hydrogen and carbon dioxide in the colon'.
The gas accumulation can occur in every layer of
the colon®. Besides being a very rare condition, it
must be kept in mind that 85% of pneumatosis in-
testinalis (PI) is not primary. Therefore, it is quite
essential to consider an underlying disease in pa-
tients with pneumatosis intestinalis®. Clinical pre-
sentations are not specific and show difference ac-
cording to the underlying disease. CT is the most
important diagnostic tool with high sensitivity*.

Case Report

A 49 year old man was admitted to our Clinic be-
cause of his 4 day long haematochezia. Medical his-
tory and routine physical examination did not reveal
any significant disease and signs. Ileocolonoscopy
showed multiple polypoid erythematous lesions
which resembled of pneumatosis coli. (Figure 1)
Kaposi sarcoma and intestinal tuberculosis were al-
so considered as differential diagnosis. Additionally,
a hemorrhoid was noticed at 7 o’clock.
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Histological examination of the extracted tis-
sue sample didn’t show any features of Kaposi’s
sarcoma. In the submucosal layer, a giant cell
foreign body reaction was found which strength-
ened the suspicion of pneumatosis coli. No signs
of malignancy were seen.

During further investigations, abdominal CT scan
showed small air pockets and discreet pericolic
drawing in left flexure. (Figure 2 A-B) Subsequently,
esophagogastroduodenoscopy was performed in or-
der to scope different pathologies for this findings
and to complete the diagnostic procedure. A first
grade reflux esophagitis was observed. Although
there was a mild antral gastritis and a prominent an-
gular wave, mucosa was intact without other
pathologies. There was no evidence of Barrett’s
esophagus. Abdominal ultrasonography didn’t
demonstrate any abnormal findings and the results of
the blood tests were within the standard values. Mi-
crobiological screening tests for Mycobacterium tu-
berculosis and atypical mycobacteria was negative.

The diagnosis of a primary pneumatosis in-
testinalis with multiple gaseous cysts is without
any other underlying causes. The patient was
treated with mesalazine but not with antibiotics.

Two months later, colonoscopy showed no im-
provement of the lesions. A regression of air pock-
ets in the stomach could be noted in the CT scan.

Discussion

Pneumatosis intestinalis is rare condition with
an overall appearance of 0.03% based on autopsy
reports®. It is well accepted as a finding rather than
a disease. As the etiology of pneumatosis intesti-
nalis is presumably multifactorial, there are theo-
ries to answer this question. First, that is the me-
chanical theory hypothesizes the condition is a re-
sult of dissection of air into bowel wall from either
intestinal lumen or lungs through mediastinum
and the second theory proposes gas forming bacte-
ria as a cause of pneumatosis intestinalis’.
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Figure 1. Ileocolonoscopy showing polypoid erythema-
tous lesions.

The primary type accounts for only 15% of all
these cases, the secondary type (85%) can be seen
along with serious diseases or mild causes®. PI
may be caused by intestinal ischemia, inflammato-
ry bowel diseases, intestinal neoplasms, iatrogenic
complications, obstructive pulmonary diseases,
chemotherapeutic agents or organ transplantation®.

The clinical presentations are mainly conse-
quences of the underlying disease. Patients may
complain of pain, abdominal distention or bloody
stools, none of which is disease specific®. Physi-
cal examination is rarely helpful in diagnosis but
may reveal abdominal masses. In only 3% of
cases complications occur, such as hemorrhages
or intestinal obstructions’.

Colonoscopy is requested in order to exclude
lesions. Typical endoscopic appearances are seen
as multiple white small cysts or reddened larger
cysts. Typical imaging patterns may exist as lin-
ear, curvilinear, small bubbles or larger cysts®.
Although abdominal radiography and CT are
common choices in radiological imaging of

pneumatosis intestinalis; CT is much more sensi-
tive in early stage PI demonstration®. Additional-
ly, CT allows detecting underlying potentially
life threatening conditions.

Conclusions

After detection of PI, patients medical history
and scoping with other diagnostic methods are
crucial in differentiation of urgent malignant
causes and benign causes.
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Figure 2. A-B, Axial and coronal views of abdominal CT scan show small air packets in the colon.



