
Summa1ry:
Ulcerative colitis in children has not been reported previously
in Bangladesh. This case report is of a 7 year old girl who
presented with frequent passage of slimy stool mixed with blood
for 4 months. She also had fever, weight loss, abdominal pain
and urgency at defecation. Barium enema showed pancolitis
with multiple pseudopolyps and collar button appearance.
Colonoscopy revealed a friable and granular mucosa with
diffuse ulceration and multiple pseudopolyps. There was bloody
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exudate and the lumen was narrow. Histopathology findings
showed necrosed tissue probably representing a base of ulcer
and inflammatory cell infiltrate in the lamina propria. The
crypt architecture was distorted with cryptitis and goblet cell
depletion.  There was no granuloma. She was diagnosed as a
case of ulcerative colitis & treated with Sulfasalazine and oral
corticosteroid. Her response to treatment was very well and
now she is on regular follow up.

(J Bangladesh Coll Phys Surg 2010; 28: 117-120)

Introduction:
Ulcerative colitis (UC), a chronic inflammatory bowel
disease of the colon is not uncommon in children1. The
incidence of UC is 2 to 11 per 100,000 children per
year2. Median age at diagnosis is 10 years3. Multiple
familial occurrences are present in 15-20% of patients
with no sex predilection4. It is thought to be a
multifactorial disease. Both genetic and environmental
influences are present in the pathogenesis of the disease 5.
Though it is seen frequently in Europe and North
America but studies have shown that the incidence is
more or less same in developed and developing countries
6. The increased incidence is related to the rapid

westernization of lifestyles as well as environmental
changes caused by industrialization and urbanization 6, 7.
There are no reported cases or data from Bangladesh
on this particular problem. The diagnosis, management,
course and prognosis of the disease remain highly
enigmatic. In view of the situation, the case is reported
here for rarity.

Case summary:
A 7 year old girl was admitted in pediatric department
of Dhaka Medical College Hospital on 22/07/07 with
frequent passage of slimy stool mixed with blood for
the last four months. The frequency was about 8-10 times
per day. Additional symptoms included anorexia,
tenesmus, and abdominal pain, urgency at defecation,
fever and significant weight loss. For this she was seen
by local physicians and treated with antibiotics on
several occasions but her condition did not improve.
She had no food allergies, alteration of bowel habits.
She had no contact with tuberculosis neither her family
history was notable.

On physical examination she looked emaciated, pale,
and was febrile (101°F). Her heart rate was 100 beats /
min, blood pressure (90/60 mm Hg) and respiratory rate
(24/min) were normal. There was no clubbing, no
lymphadenopathy and no skin lesion. Her height was
110 cm ( 90 % of reference value of CDC , just below
3rd centile), and weight was 13kg ( 56.5% of reference
value of CDC,  far below 3rd centile). Her oral mucosa
was dry. Abdomen was slightly distended and diffusely
tender but there was no rebound tenderness or guarding.
No abnormality was noted in the perianal region as well



as in the joints. Other systemic examination revealed
normal.

Initial investigations showed Hb- 50%, white cell count-
9000/cu mm with normal differential and platelet count.
Peripheral blood film showed microcytic hypochromic
anemia, E.S.R was 80 mm in 1st hour. Her serum
albumin level (2.4gm/dl) was low. Stool microscopy
showed plenty of red cells and leukocytes. Stool culture
was negative. Her chest X-ray was normal. Abdominal
ultrasound revealed normal study. Barium enema
showed pancolitis with multiple pseudopolyps and collar
button appearance.

A colonoscopy was done up to the hepatic flexure which

Discussion:
Ulcerative colitis (UC) is a chronic inflammatory bowel
disease of the colon characterized by remission and
relapse5. UC and Crohn’s disease comprise the spectrum
of inflammatory bowel disease. It is thought to be a
multifactorial disease. Both genetic and environmental
influences are present in the pathogenesis of the disease5.
An abnormality in intestinal mucosal immunoregulation
may play an important role. Normally gut mucosa
displays physiologic inflammation in response to
constant immunologic stimulation from microbial agents
and dietary antigens. In UC the mechanism that keeps

Fig. 1: Barium enema showing serrated thorn like
colonic outlines indicating microulceration which
diffusely involved the whole colon. Pseudopolyps and
collar button appearance signifying submucosal
tracking also seen.

Fig.2: Barium enema showing multiple pseudopoly, and
collar button appearance (upper arrow).

showed diffuse ulceration with multiple Pseudopolyps
involving extensively from rectum to hepatic flexure.
The colonic mucosa was erythematous friable and
granular. There was bloody exudate and the lumen was
narrow. The findings were consistent with severe colitis.
Biopsy specimens showed necrosed tissue probably
representing a base of ulcer and inflammatory cell
infiltrate in the lamina propria. The crypt architecture
was distorted with cryptitis and goblet cell depletion.
There was no granuloma. So the diagnosis of Ulcerative
colitis was made. She was treated with steroid and
sulfasalazine from the 6th day of admission. Her
symptoms of colitis begun to improve from the 3rd week
of treatment and subsequently she was discharged home
on steroid and sulfasalazine. Her bowel movement had
normalized by the time of her out patient review 4 weeks
later. The girl is now on regular follow up.

Fig.-3: endoscopic image demonstrating multiple
Pseudopolyps.
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physiological inflammation in check fail and pathologic
inflammation ensues. Inflammatory mediators like
cytokines, arachidonic acid metabolites, reactive oxygen
metabolites, growth factors etc are involved, leading to
tissue destruction and remodeling with fibrosis. Most
therapies are aimed at interfering with these mediators 5.

The hall mark symptoms are chronicity (>2-3 wks),
abdominal cramping, diarrhea and bloody stool 5, 8. In
50-60% cases the disease is mild affecting the distal
colon only with no systemic manifestation8. Moderate
disease is observed in 30% of patients with bloody
diarrhea, cramps, urgency to defecate and abdominal
tenderness. Associated systemic findings such as
anorexia, weight loss, low grade fever and mild anemia
are present8,11,13. About 10% patients present with
features of severe colitis such as more then six bloody
stools per day, fever, weight loss, abdominal tenderness,
anemia, leucocytosis, hypoalbuminaemia. Life
threatening complications like severe hemorrhage, toxic
megacolon, or intestinal perforation may occur in these
patients. Similarly this patient had slimy stool mixed
with blood more than six times a day for four months,
fever, weight loss, abdominal tenderness, anemia and
hypoalbuminemia. But she did not have any
complication. Very few (<5%) cases present with
predominantly extra intestinal manifestations like
growth failure, arthropathy, skin manifestations
(pyoderma gangrenosum) or liver disease (Sclerosing
cholangitis)8.

Diagnosis of UC is based on history, clinical
examination and typical endoscopic and histologic
findings5. Infectious colitis can mimic UC, so all patients
should have stool culture and stool evaluation for ova
and parasites5. Distinguishing UC and Crohns disease
(CD) is essential because treatments and anticipated
complications will differ. Blood in stool is usually but
not always characteristic of UC whereas CD usually
present as non bloody diarrhea, extraintestinal
manifestations such as clubbing, oral ulceration, fever,
arthritis, erythema nodosum, growth retardation etc and
perianal disease including skin tags, anal fissures, and
fistulas are more common in CD3,5,9. Moreover
endoscopic examination shows that UC often begins in
the rectum and spread proximally and continuously,
Pseudopolyps occur commonly, where as CD often skip
some areas of bowel and spare the rectum as many as
50% of cases2,3. Beside this the severity of UC can be

judged by colonoscopy. In mild cases only a small area
of distal colon is involved. In severe cases there can be
pan colitis. Although in this patient colonoscopy was
performed up to hepatic flexure, usually a full
colonoscopy is indicated to examine the entire colon
for discontinuous areas of inflammation (Known as skip
lesion) and to visualize the terminal colon. In this girl
the barium enema revealed pancolitis and the
colonoscopy showed diffuse ulceration with multiple
Pseudopolyps involving extensively from rectum to
hepatic  flexure . There was no skip lesion.In UC biopsy
specimen shows distortion of crypts, inflammatory cell
infiltrate in lamina propria, cryptitis, crypt abscesses
and goblet cell depletion. In CD the involvement is
transmural and non caseating granuloma is characteristic 9.
This patient’s biopsy specimens showed necrosed tissue
probably representing a base of ulcer and inflammatory
cell infiltrate in the lamina propria, there was no
granuloma. Additionally it is often difficult to distinguish
between UC and CD both endoscopically and
histologically, which then diagnosed as indeterminate
colitis. About 10% of affected patients will have an
indeterminate colitis5. Allergic colitis also mimics UC,
but usually presents in infancy and resolve on removal
of offending protein.

The therapy for UC occurs in two steps. The first step
is to induce remission and second step is to maintain
remission3, 11. The mainstay of outpatient management
of patient with mild to moderate colitis is anti-
inflammatory therapy with Aminosalicylates like
Sulfasalazine, Mesalamine5,8. The dose of Sulfasalazine
is 50-75mg/kg/day (max.2 to 3 g/day).Onset of action
may take several weeks5. The patients who have proctitis
or left sided colitis only, oral and topical formulations
are equally effective in achieving symptomatic control
and inducing remission3, 8,12. But patients with mild to
moderate pancolitis topical therapy are not an effective
sole treatment modality because enemas rarely pass the
splenic flexure2. The exact mechanism of action of
Aminosalicylates in ulcerative colitis is unclear.
However it causes modulation of prostaglandin
pathways and also inhibits the production of potent
inflammatory cytokines such as IL-1, TNF and
interferon –ã5. Hypersensitivity is the major side effect,
other dose related adverse reactions include nausea,
vomiting, headache etc.2,5. Mesalamine may have fewer
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side effects but it is not available in a pediatric
preparation8. In case of severe colitis like our patient
oral or IV corticosteroid must be used to induce
remission and continue until symptoms abate and bowel
movement normalize. The dose is then tapered gradually
to an alternate day dose within 1-3 month. With medical
management most child are in remission within three
months5. The level of therapy that induced remission
dictates the selection of maintenance therapy. If steroid
is used to induce remission large doses of
Aminosalicylates may be required to prevent relapse as
steroid tapered3, 8. Priya was treated with Sulfasalazine
and oral steroid. With this treatment she responded well.
At a follow up visit 6 weeks later she reported that her
diarrhea had completely resolved. There was no visible
blood in the stool. She had no fever or abdominal pain.
Her lab parameters also became normal. But endoscopy
was not done to see the remission. Now she is on regular
follow up.

Other modalities of therapy for steroid dependent or
steroid resistant cases include 6-MC, Azathioprin,
cyclosporine, infliximab. Surgery (colectomy) is
curative in UC and performed for intractable disease,
complication of therapy and fulmina2, 3, 14. Regular
follow up is essential in these patients as the principal
long term complications are primary sclerosing
cholangitis and colon cancer. The annual rate of
development of colon cancer is 2% after 20 years of
disease and 8% after 30 years3. The risk can be
diminished with surveillance colonscopy begaining 8-
10 years of disease and detaction of significant dysplasia
on biopsy would prompt colectomy.
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