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63 YEAR OLD MALE, CHRONIC DIARRHEA 
ON 12/17/2021



History of Present Illness:

• Nonstop constant diarrhea, 4-8 non-bloody stools per day for the last several weeks.

• Mid-epigastric and periumbilical pain on a regular basis. 

• He was found to have Yersinia (12/17/22) and was treated with antibiotics.

• Weight loss: more than 10 pounds

• Previous endoscopies were performed in 2015 and 2018. He also has a history of colon polyps. 



Past Medical History:

• Essential HTN 

• Hyperlipidemia 

• Tobacco user

• Barrett's esophagus 

• Gastro-esophageal reflux disease 

• Chronic Obstructive Pulmonary Disease (COPD)



Physical Exam:

Vitals & Measurements:

T: 36 °C 

HR: 70 bpm 

BP: 128/74 mm Hg

SpO2: 95%

WT: 152 Lbs.

Abdominal Exam: Mild tenderness in the periumbilical region. Non-distended with no 

hepatosplenomegaly but positive bowel sounds.

Rest of the exam: Normal



CT- Scan Abdomen and Pelvis with 
Contrast 12/23/2021

• There was mild diffuse thickening of several loops of mid jejunum in the mid abdomen. Enteric 
contrast seen to reach the colon without obstruction. 



Lab Work up:

• WBC Count: 16.1 x 109/L, Neutrophil Absolute 13.12 x109/L

• C-Reactive Protein: 19.4 mg/L

• Tissue transglutaminase IgA Antibody: <0.5U/mL

• TSH: 1.13 mIntlUnits/L

• ANA: Negative

• Stool culture: Negative (1/11/2022)



Endoscopic/Colonoscopy Findings:

⮚Esophageal mucosal changes consistent with short-segment Barrett’s 

esophagus in the lower third of esophagus.

⮚No gross lesions in the stomach and duodenum.

⮚A patchy area of mildly erythematous mucosa in the terminal ileum.

⮚A single (solitary) 5 mm ulcer was found in the cecum. No bleeding or 

stigmata of recent  bleeding were seen.

1/7/2022





CECAL ULCERATION, 
BIOPSY:

ISCHEMIC COLITIS.



Follow up, 3 months:

⮚Patient continued to have diarrhea with 8-12 bowel movements daily.

⮚Weight loss of 30-40 pounds.

⮚Capsule endoscopy (March, 2022)revealed several ulcers in jejunum and 
ileum



Double Balloon Jejunal Enteroscopy:

⮚Many non-bleeding superficial jejunal ulcers were found in proximal and 
mid-jejunum. The largest lesion was 5 mmm in greatest dimension.

⮚The proximal ileum appeared normal.

⮚Mild mucosal changes characterized by flattening were found in the 
jejunum.

4/28/2022









Differential Dx?



Clinical Differential Diagnosis:

1- Ischemic Colitis- superior mesenteric distribution

2- Infectious Colitis / Hemorrhagic Colitis-

• Clostridiodes species (septicum, perfringens)

• Whipple disease (foamy histiocytes / granulomatous inflammation not seen on GI biopsies)

• CMV

3- Crohn’s disease- atypical histologic presentation

4- Drug Induced Colitis- Kayexalate (not seen on biopsies), KCl, pseudoephedrine, NSAIDs

5- Vasculitis (not identified in pathology)-

• Behçet's disease (oral ulcers not identified; uveitis and genital ulcers not mentioned in review of 
systems, no rash was present) 



Additional follow up 1/2

Manufacturer notification indicated false positives by GI PCR panel for Yersinia 
spp.

The dates false positive results from the PCR assay were noted to overlap with 
the dates patient’s GI PCR panel testing.

Subsequent GI PCR panel tests were negative on 2/28/2022 and 5/12/2022.



Additional follow up 2/2

CT angiography of abdomen from May 2022 showed:
▪ Superior mesenteric artery (SMA) 2 cm origin occlusion with distal 

reconstitution.

▪ Severe celiac and inferior mesenteric artery (IMA) artery origin stenosis.

▪ Unchanged mild diffuse abnormal wall thickening involving the terminal ileum 
and cecum concerning for ischemic colitis in the correct clinical setting



Final Dx

Chronic superior mesenteric ischemia

F. CECAL ULCERATION, BIOPSY:

ISCHEMIC COLITIS.

NOTE: Possible etiologies for this ischemic-type mucosal injury include true ischemic colitis, infection 
(such as E. coli 0157:H7), and a drug reaction (including oral contraceptives, NSAIDs, digoxin, 
migraine medications).  Clinical and endoscopic correlation are recommended.



Pathology was Right!
 Unusual presentation of ischemic injury

 Despite chronic diarrhea being generally clinically associated with other pathology (IBD).

 Pathophysiologic possibilities include 

◦ transient ischemia with reperfusion and tissue injury

◦ Micro-embolic disease (though not identified histologically)

 After stenting of celiac and mesenteric arteries, symptoms had some improvement and 
patient was slowly able to regain some weight

 Chronic ischemic bowel injury vs acute ischemic bowel injury



Chronic Superior Mesenteric Ischemia

▪ Abdominal angina

▪ 5% of all intestinal ischemic events

▪ Clinical presentation:

◦ Abdominal pain with postprandial worsening/vague abdominal pain

◦ Food avoidance leads to weight loss

◦ Diarrhea

◦ Nausea 

◦ Worsening of abdominal pain during exercise 

▪ Physical examination:  abdominal bruit in 17–87% of patients, but can be completely normal





Laboratory Studies:

• CBC- anemia, leukopenia, or lymphopenia

• Chemistry studies- electrolyte abnormalities as a result of malnutrition.

• Liver function tests (LFT) may show hypoalbuminemia from malnutrition.

Imaging options:

◦ Ultrasound (US), computed tomography angiography (CTA), magnetic resonance angiography (MRA), 
and conventional angiography.

Management:

Asymptomatic - smoking cessation and antiplatelet therapy, five-year mortality of 40%

Symptomatic - open or endovascular revascularization, untreated symptomatic CMI carry a five-
year mortality rate that approaches 100%.



Hemorrhagic Colitis (E. Coli O157:H7)Ischemic Colitis



TYPOHID CELL ENGULFING RED BLOOD CELL



Whipple’s Disease



Yersinia infection



Intestinal spirochetosis

Histoplasma capsulatum

Entamoeba trophozoites

Strongyloides stercoralis



CMV infection Cryptosporidium parvum



Pseudomembranous Colitis



Crohn’s Disease



Kayexalate induced colitis Laxative/antineoplastic drugs
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QUESTIONS, COMMENTS, SUGGESTIONS!!!


