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Ischemic colitis (IC) is an underreported chronic disease characterized by the hypoperfusion of the bowel mucosa. The diagnosis
and treatment may be challenging because its clinical course resembles other colitis or even colorectal malignancies. This paper
reports an untypical case to underline the diversity of IC manifestation. A 68-year-old man with several comorbidities was admitted
because of abdominal pain with a 6-month duration and a mass in the left lower quadrant. Colonoscopy revealed erosive pseudo-
membranous colitis narrowed colon segments with ulcerated mucosa mimicking colorectal cancer and inflammatory bowel
disease. The stool cultures and Clostridium difficile toxin tests were negative. After the failure of conservative therapy, the
Hartmann procedure with temporary ileostomy was performed uneventfully. The histological results of the surgical specimens re-
vealed IC with focal pseudomembranous areas. (Korean J Gastroenterol 2022;80:93-98)
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INTRODUCTION

Ischemic colitis (IC) is one of the most frequent forms of
ischemic bowel disease, with various presentations depend-
ing on the injury's onset, duration, and extent of involvement
in colon segments.l'3 A submucosal mass and a narrowed
colon segment with an ulcerated mucosa have been reported
to mimic colorectal cancer and inflammatory bowel disease
during the clinical and endoscopic examination.*® In addition
to being caused mostly by a severe Clostridium difficile in-
fection (CDI), pseudomembranous colitis (PMC) is charac-
terized by yellow—white nodules or plaques and can be a con-
sequence of other disease processes, including severe Ic.”®
This paper presents an untypical IC case to highlight its vari-
ous manifestations and raise awareness of this condition
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among the other infectious colitis in tropical countries.

CASE REPORT

A 68-year-old man was referred to the Gia-Dinh People’s
Hospital for a 6-month history of left lower quadrant abdominal
pain associated with diarrhea, intermittent bloody mucus per
rectum, and fecal incontinence. The pain began gradually and
was moderate in severity. His loss of appetite and 9.98 kg in
weight in a couple of months were also reported. No fever
or night sweating was noticed. His comorbidities included type
2 diabetes, hypertension, ischemic stroke, benign prostatic
hyperplasia, and psoriasis. Consequently, he was prescribed
Telmisartan, Atorvastatin, and

Gliclazide, Amlodipine,

Fexofenadine. Neither IBD nor colorectal cancer was docu-
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mented in his family history. At the primary facility, he had
been empirically prescribed metronidazole (2 weeks), cipro-
floxacin (2 weeks), albendazole (2 days), and ivermectin
(2 days). Unfortunately, the symptoms worsened, so he was
admitted to the Gia-Dinh People’s Hospital. The physical exami-
nation revealed a distended abdomen with tenderness in the

left lower quadrant and a palpable 10x12 cm mass without
guarding or rebound tenderness. The standard blood tests
showed leukocytosis (WBC 13,520/uL), a CRP level of 99.2
mg/L, a hemoglobin level of 14.6 g/dL, and normal kidney-liver
function tests. Cytomegalovirus-IgM/IgG, antinuclear antibody,
rheumatoid factor, and anti-dsDNA tests were negative. C. diffi-

Fig. 1. Computed tomography (CT) findings. (A) Abdominal CT showed diffuse wall thickening of the splenic flexure wall-thickening, and no calcifi
cations within the bowel wall and mesentery vein were observed, left colon segments with serosal infiltration (arrows). (B) 3D reconstruction
from CT angiography revealed the diffuse atherosclerosis of multivessel but no severe stenosis in the main abdominal branches of the aorta.

Fig. 2. Images from flexible sigmoidoscopy showing. (A-C) Before treatment, the ischemic bowel segments had dilated lumens, yellowish
exudate (pseudomembranes), ulcers on the mucosal surface, and an ulcero-infiltrative mass-like lesion caused by a severely inflamed
non-traversable stricture at the splenic flexure. (D-F) After treatment, the mucosa of the colon segments became friable and ulcerated with
necrotic-like appearances.
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Fig. 3. Histopathology examination of the endoscopic and surgical
specimens. (A) Endoscopic biopsy specimens revealed unspecific
moderate chronic active inflammation, mild hyalinization of
the lamina propria, with microthrombi, without granulomas,
cytopathic viral inclusion, and dysplasia (hematoxylin and eosin
stain [H&E], x100). The final surgical specimens showed the
following: (B) marked acute inflammatory exudate on the mucosa
(pseudomembranous appearance) (white arrow and black arrows),
crypt abscess and atrophy, mucosal necrosis (stars) (H&E, x40). (C)
Ischemic colitis with ischemic changes including mucosal edema,
lamina propria hemorrhage (white arrows), lamina propria
hyalinization & capillary dilatation (black arrows) (H&E, x200).

cile A and B toxin PCR-based detection assays returned
negative. The stool was examined, and a microbiological evalua-
tion returned negative for ova, parasites, or other bacteria
causative agents. Fecal calprotectin was 126 pg/g. Abdominal
CT detected a local abnormal colonic wall thickness up to
15 mm focally from the rectum to the splenic flexure. In addi-
tion, there were neither punctate nor serpiginous calcifications
of the mesenteric veins nor increased density in the fatty tissue
of the surrounding mesentery on the CT-scan imaging. The
combs sign was positive and with serosal infiltration (Fig. 1A).
A later CT angjography with 3D reconstruction showed diffuse
atherosclerosis of multivessel without any acute intestinal is-
chemia signs (Fig. 1B). Flexible sigmoidoscopy revealed the
large-bowel hypomotility, severe pseudomembranous procto-
sigmoiditis, and ulcero-infiltrative mass-like lesion resulting in
severely inflamed non-traversable stricture at the splenic flex-
ure (Fig. 2A-C). The histopathology from biopsies obtained at
multiple colon segments displayed unspecific moderate chron-
ic active inflammation, mild hyalinization of the lamina propria,
with microthrombi, without granulomas, cytopathic viral in-
clusion, and dysplasia (Fig. 3A). Nevertheless, the pseudomem-
brane may not be discovered owing to a lack of adequate
biopsies. Because of the pseudomembrane in the endoscopic
results and the past antibiotic usage, for a presumptive C.
difficile infection, an empirical course of oral vancomycin, mu-
cosal healing agents, and parenteral feeding was commenced.
On the other hand, the symptoms (bloody mucus diarrhea,
fecal incontinence) and the mass resolved insufficiently. On
a physical examination, he was severely wasted with no abdomi-
nal rebound tenderness. Consequently, a repeat colonoscopy
showed that the colonic mucosa had been healing completely
at the rectum. Nevertheless, the other segment had friable,
ischemic, and necrotic-like appearances (Fig. 2D-F). Previously
observed pseudomembranes were not visualized. His plasma
albumin level decreased from 31 to 17 g/dL, reflecting malnu-
trition and severe protein loss enteropathy. Owing to the non-
resolution of his symptoms, a successful laparoscopic Hartmann
procedure was performed with a temporary ileostomy. Grossly,
an examination of the resection segment showed the thickened
wall of the sigmoid colon with strictures, ulcerations, and
pseudomembranes. A microscopic examination revealed ex-
tensive mucosal, and submucosal hyalinization with ulceration,
and chronic inflammation consistent with chronic IC. Neither
calcification in the vascular nor suggestive signs of myointimal
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hyperplasia was confirmed by H&E staining (Fig. 3B, C). The
patient had recovered well postoperatively and tolerated the
diet orally with gradual advancement. After 2 months, he had
a colonoscopy revealing no synchronous colorectal neoplasms.
Four months after his original operation, he had an ileostomy
reversal procedure. He recovered well and eventually gained
4.54 kg,

According to the Declaration of Helsinki by the World
Medical Association, the study is under the Gia-Dinh People’s
Hospital and with ethical and legal principles (according to
the Declaration of Helsinki by the World Medical Association).
The patient has given his written informed consent to publish
his case.

DISCUSSION

Although IC is one of the most prevalent types of ischemic
bowel disease, it may be underrated in tropical areas where
infectious colitis predominates. This is the first IC case re-
ported in the Vietnamese population to the authors’
knowledge. A diagnosis of IC is based on multi-aspects
(history, physical examination, risk factors, imaging modal-
ities, endoscopic and pathologic evidence). IC had diverse
manifestations, ranging from acute colitis (including PMC) to
chronic colitis or complications (stricture, gangrenous bowel,
and fulminant pancolitis.z‘3'9 Like previous case reports, the
patient, who was elderly with various comorbidities related
to atherosclerosis, such as hypertension, ischemic strokes,
and diabetes, had affected colon segments on the left
side.”*°

Colonoscopy has been regarded as the gold standard diag-
nostic approach by directly observing the colonic mucosa and
obtaining biopsy specimens, which can overcome the difficulty
of recognizing I1C.>> Common features include darkened or
pale, edematous and fragile mucosa, segmental erythema,
petechial hemorrhages, longitudinal ulcer, and lesions that
are particularly segmented and distributed patchily.”® The en-
doscopic examination revealed nonspecific pseudomem-
branous colitis with ulcers from the rectum to the splenic
flexure. PMC is distinguished by raised yellow-white nodules
or plague on the mucosal surfaces of the colon that form
pseudomembranes.7'8 In the case of IC, despite being un-
common, PMC is not a novel phenomenon and may be in-

7,8,10,11

duced by hypoperfusion. Early ischemia induces punc-

tuate pseudomembrane development. Nevertheless, con-
fluent pseudomembranes can be observed as the injury
advances. Acute inflammatory cells, nuclear debris, fibrin, and
other inflammatory elements from lamina propria make up
these pseudomembranes.”*°

Empiric antibiotics therapy and parenteral feeding were
commenced owing to the strong association of PMC with CDI,
the risk of false-negative C. difficile tests due to the previous
empiric antibiotics treatment, and the extensive history of the
patient’'s symptoms. His symptoms persisted, even with esca-
lating treatment. Therefore, a repeated colonoscopy showed
that the pseudomembrane had resolved incompletely, and the
mucosa appeared paler and more friable than non-C. difficile
causes of pseudomembranous colitis had been investigated.
Those characteristics were more in line with IC. The micro-
scopic features from colonic specimens were collected during
the colonoscopy and surgery to differentiate IC from CDl-asso-
ciated colitis and other types of colitis."™*? The degree of het-
erogeneity seen on the histological examination was asso-
ciated with the severity of ischemic damage and the time
since the initial injury.12 In particular, in PMC, the presence
of a hyalinized lamina propria was both a sensitive and specif-
ic diagnostic for IC. At the same time, crypt atrophy might
not be typical.12 An ischemic origin was also suggested by
lamina propria hemorrhage, full-thickness mucosal necrosis,
and layering of pseudomembranes in a limited colon
distribution.™ In this situation, initially, colonoscopy, the depth
of the mucosal sample may have been inadequate due to
the avoidance of colon perforation when obtaining a biopsy
in the friable mucosa region. Accordingly, the initial biopsies
were inconsistent with the typical histology features to exclude
CDI or infectious colitis completely. On the other hand, both
hyalinizations of the lamina propria and atrophic crypts on
the final surgjcal specimens were observed. As a result, there
was a probability that the biopsy specimens were insufficient
for the histologic investigation, which might have prevented
determining the precise entity at the initial admission. On the
other hand, infectious colitis, particularly by parasitic etiol-
ogies, was the most common one in our tropical setting, so
infectious causes after diagnosing IC should be ruled out.

Besides, a mass-like appearance similar to a colon tumor
may be associated with severe submucosal and mural edema
during a physical examination. Although the IC is initially sus-
pected of being colon carcinoma only in a few cases, it was
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challenging to rule out a malignant diagnosis in our elderly

4,11,13

patient. Despite the endoscopic and CT features indicat-

ing a carcinoma, the biopsy results in all cases were negative

4,6,11,1. .
81113 Moreover, in some cases, the fol-

for a malignancy.
low-up colonoscopies performed several weeks later showed
the resolution of those masses.” In the present case, he had
undergone a screening colonoscopy after ostomy reversal sur-
gery without colorectal neoplasm synchronously.

Regarding the imaging modality, a CT scan can be helpful
in a diagnosis of IC. Among the frequently reported features,
such as colonic wall thickening, edema, bowel dilatation, tar-
get sign, and effusion of intestinal circumference, his abdo-
men CT scan revealed a positive combs sign, a well-known
sign in Crohn's disease imaging.z3 This sign refers to multi-
ple-tubular, tortuous opacities on the mesenteric side of the
ileum aligned as the teeth of a comb on contrast-enhanced
CT.* His comb sign may indicate an active, progressive, and
extensive inflammatory condition in the clinical, histological,
and endoscopic aspects. Mesenteric angjography was not per-
formed in this case because most cases of IC are transient
and non-occlusive.>*° Furthermore, for IC, a careful differ-
ential diagnosis is crucial, mainly to differentiate it from phle-
bosclerotic colitis, a rare fatal condition, or rare disorders,
such as idiopathic myointimal hyperplasia of the mesenteric
veins. These were excluded because the CT-scan imaging re-
vealed no punctate or serpiginous calcifications of the mesen-
teric veins.®® Moreover, the histology examination did not de-
tect myointimal hyperplasia of the mesenteric veins in H&E
staining, and IC is also infrequent in pseudomembrane
form.*® Unfortunately, the elastin staining cannot be per-
formed at the Gia-Dinh People’s Hospital due to resource
constraints. This is the limitation of this case report. In the
present case, infectious colitis, particularly CDI, might overlap
and superimpose on the preceding chronic ischemia
condition. This may lead to the atypical clinical course of IC
in tropical areas. The management of IC varies depending
on the severity of the condition.”*°

Most cases should be treated conservatively with close
monitoring if there is no evidence of gangrene, perforation,
bleeding, or peritonitis. On the other hand, early surgical con-
sultation is indicated for patients with systemic disease and
failure of conventional therapy. Moreover, an intraoperative
colonoscopy can clarify whether a resection is appropriate.>®
The development of hypoalbuminemia might predict the gan-

grenous changes in CL.>? Initially, the patient had moderate
IC with optimized medical management. On the other hand,
an early elective segmental colonic resection with primary
anastomosis was indicated given the severity and deleterious
evolution of the patient’s condition with significant hypo-
albuminemia and gangrenous and friable colon mucosa. This
procedure helps prevent peritonitis and obtain the appropriate
specimens for a definitive diagnosis despite the absence of
irrational peritoneal signs during the examination.

In summary, in tropical areas, the coexistence of infectious
colitis can aggravate a preexisting ischemic condition.
Challenging scenarios, such as this case, where the clinical
characteristics of many conditions overlap, reaffirm the neces-
sity to integrate data in a multidisciplinary setting, including
the patient risk factors, compatible history, physical examina-
tion, endoscopic appearance, and well-sampled biopsy during
colonoscopy and surgery. Raising physician awareness and
vigilance about this disease is critical for establishing an early
diagnosis and prompt management, particularly in elderly in-
dividuals presenting with abdominal pain, chronic diarrhea,
rectal bleeding, and the presence of comorbid disease.
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