
Part 3 
Small bowel  

Case 1




Sunthorn Treesaranuwattana, MD. 

Rungsun Rerknimitr, MD. 


 A72-year-oldmanwithnosignificantco-morbiditypresentedwithpassingoffreshclottedbloodper

rectum.Hematocrit levelwas30%.Proctoscopydemonstrated freshblood fullyoccupied in the rectum.

Acolonoscopywasdoneasshown.
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 Endoscopy showedpigmented adherent clot on theelevated tubular structure in the rectum.

Wedgeexcisionwasdone via operating proctoscope. Thepathology laterwas confirmed asarterio-

venous malformation (AVM). 

 Differentialdiagnosesforatubularlesionthatcancausebleedingarepostpolypectomystalk,rectal

varix,Dieulafoy’slesion,andisolatedhemorrhoid.ThetypicaldiametersizeofAVMisusuallylargerthan1

mm.



Discussion: 
 AVM involving in gastrointestinal tract is a very rare condition.Ever reportedAVMareas are;

rectum,stomachandpancreas1-3.Presentationsarevariesbutmajorityofpatientspresentwith torrential

bleeding.Surgicalexcisionplayroleasthemainoption1,2.However,endoscopictreatmentispromising.



References 
1. HayakawaH,KusagawaM,TakahashiH,etal.Arteriovenousmalformationoftherectum:reportof

acase.SurgToday1998;28:1182-7.

2. KonoK,SekikawaT,IinoH,etal.Acaseofarteriovenousmalformationinthesubmucosallayerof

thestomach.JGastroenterol1994;29(3):340-3.

3. TakiguchiN, IchikiN, IshigeH,et al. Pancreatic arteriovenousmalformation involving adjacent

duodenuminapatientwithgastrointestinalbleeding.AmJGastroenterol1995;90:1151-4.
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Case 2




Sunthorn Treesaranuwattana, MD. 

Rungsun Rerknimitr, MD. 


 A63-year-oldwomanwith no significant co-morbidity, presentedwith a five years history of

constipation andoccasionally passingofbloodymucousstoolwithoutother alarm feature.Per rectum

examinationfeltashard-thickrectalwallatthefingertip.Colonoscopyfoundedalargecleanbaseulcerin

therectum.Theulceroccupiednearlythewholerectallumen,multiplebiopsiesweredone.

 Thediagnosisisasolitary rectal ulcer syndrome (SRUS).



Discussion: 
 Thedifferentialdiagnosisincludesrectalcancer,Crohn’sdisease,infectiousulcersandtheuseof

non-steroidal, anti-inflammatory suppositories. Typical histopathologyusually demonstrates depletionof

normal laminapropria, increasedareaofdistortedsmoothmusclebundles, collagen, fibrous tissueand

thickeningof themuscularismucosa1-3. It isbelieved that a flap isdevelopeduponcontractionof the

puborectalisalongwith increased intra-abdominalpressure (especiallyduringstraining), and theanterior

rectalwall ispressedontheupperanalcanaland leadtoocclusionof theoutlet.This in turnplus local

traumaand ischemiacanprogress toSRUS.Avoidanceofstrainingatdefecationand treatingwithbulk-

formingsupplementsare the initialmanagement.Biofeedback ishelpfulbystopping theabnormalpelvic
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floor behavior. Surgery is reserved for patientswho are refractory to conservative treatment and

biofeedbackorforpatientswithfull-thicknessorsignificantmucosalrectalprolapse1.



References 
1. ShararaAI,AzarC,AmrSS,etal.Solitaryrectalulcersyndrome:endoscopicspectrumandreview

oftheliterature.GastrointestEndosc2005;62:755-62.

2. Pattullo V, Tomlinson J, Bell C. Education and imaging.Gastrointestinal: solitary rectal ulcer

syndrome.JGastroenterolHepatol2007;22:2362.

3. SinghB,MortensenNJ,WarrenBF.Histopathologicalmimicryinmucosalprolapse.Histopathology

2007;50:97-102.
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Case 3




Sunthorn Treesaranuwattana, MD. 

Rungsun Rerknimitr, MD. 


 A49-year-oldwomancameforanannualhealthcheckupandwasfoundtohaveaslightlyhigh

CEAlevel.ShereportednoGIsymptom.Acolonoscopywasdone,aroundsubmucosalmass(4cm.)was

seenattheileocecalvalvearea.



 ThediagnosisisIC valve lipoma. 

 Differential diagnoses are lymphangioma, gastrointestinal tumor, extrinsic compression from

appendicealabscessandothersubmucosaltumors.



Discussion: 
 Lipomaisoneofthemostfrequentbenigntumorsofthedigestivetractandhalfarelocatedinthe

colon and nearby area.Most are found submucosally andmay vary in their incidence, localization,

symptoms and pathogenesis1.Majority of patients are asymptomatic.However, intussusception and

bleedingmayoccur1,2.Differential lipoma fromothersubmucosalmasses isprudentsinceothers require

resection3.Pillowsigncanbeseenafterpressingthemasswithahardbiopsyforceps.Nakedfatcanbe

seenaftermultiplebiteofthemucosatiltheprotrusionsoffatdevelop4.
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Case 4

Sunthorn Treesaranuwattana, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A58-year-oldmangotadmittedbecauseofabdominalpain

andconstipationforthreedays,hehadunderlyingofNIDDMand

hypertension.Abdominalexamination revealedmild tendernessof

lowerabdomen.Rectalexaminationdemonstratedfecalimpaction.

Duringhospitalization,hedevelopedalterationof consciousness,

tachycardia and fever.Hewasdiagnosedand treatedassepsis,

diabet ic ketoacidosis and acute renal fa i lure. Abdominal

ultrasonographyshowedthickeningofsigmoidcolon.Colonoscopy

revealed a large area of ulcerative lesion in descending colon,

sigmoid colon and rectum coveringwith yellowish exudate.

Multiplebiopsywasperformed.Hemoculturegrewheavynumber

ofE.coli.Withaggressivefluidandinsulinmanagementplusboard

spectrumantibioticcoverage,hewasdischargedwithinoneweek.
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 Histologyfromcolonbiopsydemonstratedacuteulcerwithneutrophilicinfiltration.



 Thediagnosisiscolonic ischemia 

 Differentialdiagnosesaresevere infectiouscolitis,C.difficilecolitis1, tuberculouscolitis, fungus

infectionofthecolon,andvasculitisinjuryofthecolon.



Discussion: 
 Inelderlypatientwhodevelopseveredehydration theconditioncalled“non-occlusivemesenteric

infarction”canoccur.Thisinsultleadstocolonicischemiaorinfraction.Endoscopicfindingsoftheischemic

colitisconsistedofminutehemorrhages,edematousandfragilemucosawithcontactbleeding,segmental

redness, scattered erosion, longitudinal ulcerations, and sharply defined segment of involvement.

Occasionally, themucosaofgangrenouscolitis showedcyanotic andpseudopolyps2. In thispatient, the

endoscopyshowedtheacutestageofischemiccolitis3.



References 


1. DignanCR,GreensonJK.Can ischemiccolitisbedifferentiated fromCdifficilecolitis inbiopsy

specimens?AmJSurgPathol1997;21:706-10.

2. ZouX,CaoJ,YaoY,LiuW,ChenL.EndoscopicFindingsandClinicopathologicCharacteristicsof

IschemicColitis:AReportof85Cases.DigDisSci2008Dec17.[Epubaheadofprint]

3. ScowcroftCW,SanowskiRA,KozarekRA.Colonoscopy in ischemiccolitis.GastrointestEndosc

1981;27:156-61.
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Case 5




Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 

 
 A 53-year-oldmanhad abdominal pain for fourmonths and significantweight loss. Physical

examinationshowednormal findingsexcept ahardumbilicus. Findings fromabdominal ultrasoundand

esophagogastroduodenoscopywerenormal.Acolonoscopywasdoneasfigures.



 Thecolonoscopicfindingsshowedalargeappendicealorificewithabnormalirregularmucosaplus

contactbleeding.Biopsyfromtheappendicealorificerimwasperformed.Thepathologicaldiagnosiswas

compatiblewithappendiceal epithelial cancer with well differentiated adenocarcinoma cell 

type. 

 Differential diagnoses are appidiceal abscess, carcinoid tumorof theappendix,mesenteric

adenitisinvolvingappendixandmucinoustumoroftheappendix.
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Discussion:  
 Appendicealepithelialcancermainlycomposesofmucinouscystadenocarcinomaandcolonic-type

adenocarcinoma.The incidenceofprimaryadenocarcinoma isabout0.1%ofappendectomyspecimens1.

Generally,mucinous type ismorecommon thancolonic type.Theclinicalsymptomsusuallymimicacute

appendicitis. Other uncommon presentations include right lower quadrantmass, perforation and

pseudomyxoma peritonei. The diagnosis by colonoscopy before surgical interventions is rare and

colonoscopic features includececalsubmucosal tumoroverlyingwithmucin3.Howevercolonoscopywith

biopsy rarelyyieldsadiagnosisofappendicealcarcinoma4.Righthalfcolectomy is recommendeddue to

possibleriskoflymphnodemetastasisandbettersurvivalthanappendectomy2.



References 
1. ConnorSJ,HannaGB,FrizelleFA.Appendiceal tumors: retrospectiveclinicopathologicanalysisof

appendicealtumorsfrom7,970appendectomies.Diseasesofthecolonandrectum1998;41:75-80.

2. Nitecki SS,WolffBG,SchlinkertR,SarrMG.Thenatural history of surgically treatedprimary

adenocarcinomaoftheappendix.Annalsofsurgery1994;219:51-7.

3. HuCC,ChangJJ,ChenTC,YenCL,ChienRN.Colonoscopicfeatureofprimaryadenocarcinomaof

theappendix.Internalmedicine2008;47:255-7.

4. Trivedi AN, Levine EA,Mishra G. Adenocarcinoma of the Appendix Is Rarely Detected by

Colonoscopy.JGastrointestSurg2008.Dec17.[Epubaheadofprint]
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Case 6 

Sunthorn Treesaranuwattana, MD.

Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A66-year-oldwomandevelopedacuteabdominalpain followedbyabloodybowelmovement.A

largemassprotrudingthroughtheanuswasfound.Shewastransferredtothehospitalafterthereduction

of theprolapsedmass.Digital rectalexamination in theemergency room revealeda roundandsmooth

surfacemassinherrectum.Anemergentcolonoscopywasdoneasshown.



 Her d iagnos is was acute colonic 

intussusception. Theendoscopictreatmentwith

air insufflation and forcefulwater irrigationwas

successful ly performed in order to release

intussusception. The endoscopic finding after

reductionwasshownasfigurebelow.

 The po lypo id mass was seen af te r

reduction.Anelective sigmoidectomywasdone

later.Well differentiated adenocarcinomaof the

reuctumwasdiagnosed.
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Discussion: 
 Intussusceptionoccurswhenaproximal

part of the bowel (intussusceptum) moves

into the lumen of the adjacent distal part

(intussuscipiens). Intussusception in adults is a

rarecondition.Mostcolonic intussusceptions in

adultsinvolveprimaryadenocarcinomaofcolon1.

 The causes of intussusception are

usually identified in70-90%ofpatientsand the

definitetreatmentismainlysurgicalresection2.



References 
1. Chiang JM, Lin YS. Tumor spectrum of adult intussusception. Journal of surgical oncology

2008;98:444-7.

2. BegosDG, Sandor A,Modlin IM. The diagnosis andmanagement of adult intussusception.

Americanjournalofsurgery1997;173:88-94.
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Case 7




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A71-year-oldmalepatient,presentedwithhematocheziafor1day.

 Acolonoscopywasdoneasshown.

Endoscopic findings:  
 Therewere3ulcerswithswollenboderintheterminalileum,ofwhichonecontainednonbleeding

visiblevessel.



Diagnosis:  
	 Ileal ulcers 



Discussion:  
 Small intestinalulcersareuncommoncausesof lowerGIbleeding.1Causesof small intestinal

ulcerscanbeclassifiedaseitherprimaryorsecondary.Primaryulcersare rarewithan incidenceof4/

100,000population(25%arebleeding2).Thecausesofsecondaryulcersincludetuberculosis, NSAIDs, 
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Celiac disease, Crohn’s disease, lymphoma, idiopathic ulcerative jejunoileitis, vasculitis, 

heterotopic gastric mucosa and infection  (Salmonella typhi, Campylobacter jejuni, and

Cytomegalovirus).1-2HencethehistoryofpreviousNSAIDsusedandassociatedsymptomssuchasfever,

weightlossandbowelhabitchangesarerequiredtopointoutthediagnosis.

 Biopsyofnon-bleedingilealulcerswasdone.Hemoclipswereplacedonthevisiblevesselinone

oftheulcerandhemostasiswasachieved.



 Pathological reportwasmild chronic and acute

ileitiswhichwasnot specific.Hehad recurrentbleeding

from theseulcers andmoreulcersweredetected.After

treatmentwithinfliximab,hehadneitherrecurrentulcernor

bleeding.ThusthemostlikelydiagnosisisCrohn’sdisease.



References 
1. MillerLS,BarbarevechC,FriedmanLS.Less frequentcausesof lowergastrointestinalbleeding.

GastroenterolClinNorthAm1994;23:21-52.

2. BoydstunJSJr,GaffeyTA,BartholomewLG.Clinicopathologicstudyofnonspecificulcersof the

smallintestine.DigDisSci1981;26:911-6.
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Case 8




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A46-year-oldmalepatient,presentedwithchronicdiarrhea.Acolonoscopywasdoneasshown.

Endoscopic findings:  
 Colonicmucosa showeddiffuse swellingwith erythematousmucosa coveredwith yellowish

membrane.Thenormalhaustrationwasloss.Terminalileumappearednormal.



Diagnosis:  
	 Ulcerative colitis 



Discussion:  
 Differentialdiagnosesofpancolitisare infectious colitis caused by bacteria (Salmonella, 

Shigella, Campylobacter, Yersinia,C. difficile, Entamoeba histolytica), tuberculosis, virus 

and inflammatory bowel disease (IBD).Histologicandbacteriologic investigations forpathogenic

bacteria,bacterialtoxins(eg,C. difficiletoxin),ova,parasites,orvirusesinstoolsormucosalbiopsiescan

oftenbeusefulindifferentiatinginfectiouscolitisfromIBD.
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 Inthiscase,randombiopsiesweredone.Pathologicalreportsshowedmildchronicandacuteileitis.

Chronicandacutecolitiswithoutorganismwereconfirmed.GMSstainwasnegativeforabnormalorganism.

Stool pathogenicbacteria,C. difficile toxin, ovaorparasiteswerenot found.Therefore, themost likely

diagnosisisulcerativecolitis.

 Endoscopy canhelp todifferentiatebetweenulcerative colitis (UC) andCrohn’sdisease (CD).1

PatientswithUCtypicallypresentwithcontinuousinflammationextendingproximallyfromtherectum,but

limited to thecolon. Insomecases if theentirecolon is involved, a“backwash-ileitis”canbeseen.At

diagnosis,25-55%oflesionswerelimitedtotherectum,50-70%limitedtothesplenicflexure.Incontrast

withUC,inflammationinCDcaninvolveanysegmentofGItract.SmallbowelinvolvementinCDismore

frequentthanUC.OtherendoscopicfindingsthatfavorCDarelongitudinal,polycycliculcers(“snailtrack”),

cobblestoneappearanceofileum,skiplesions,strictureanddeepulcer.



Reference 
1. Nikolaus S, Schreiber S. Diagnostics of inflammatory bowel disease. Gastroenterology

2007;133:1670-89.
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Case 9




Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A37-year-oldmalepatient, presentedwith chronicdiarrhea for1month.Healsohada5kgs

weightloss.Acolonoscopywasdoneasfigures.

Endoscopic findings:  
• Termina l i leum: patchy subepi the l ia l

hemorrhagewithmultiple small nodules

distributediffuselyintheterminalileum.



Diagnosis:  
 Ileitis with lymphoid hyperplasia 

(Reactive Payer ‘s patch). 



Pathology report: 
• Terminal ileumbiopsy: non-specific ileitis

with lymphoid hyperplasia. No organism

wasdetected.



Discussion:  
 Chronic diarrhea is a frequently problem

thatallgastroenterologistshavetoencounter.Many

investigations can be performed to identify the

causeofchronicdiarrheaandcolonoscopy isoften

used to evaluate colonic les ion. Retrograde

ileoscopyisausefulprocedureinchronicnonbloody
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diarrheabecauseofitsabilitytodetectalterationsintheterminalileum.Inaprospective,case-controlstudy,

alterationsoftheterminalileumweredetectedmorefrequentlyinpatientsthanincontrols(47/138vs15/

138;p<0.0001).1Inaddition,Crohn’sdisease(9/138vs0/138;p=0.007)andnonpecificileitis(18/138vs

2/138;p=0.0009)weresignificantlymorefrequentinpatientsthanincontrols.Likewise,nodularlymphoid

hyperplasiawasmorecommoninpatientsthancontrols(33/138vs16/138;p=0.008).

 In this case, nonspecific ileitiswas reported alongwith lymphoidhyperplasia.Benign lymphoid

hyperplasia isbestdescribed inchildrenand isoftenassociatedwithviral infections.2Whenpresent in

adults, it hasbeen linked toa varietyof conditionssuchasgiardiasis, familial adenomatouspolyposis,

Gardner’s syndrome, food allergens and diseases of immunodeficiency such as immunoglobulin A

deficiency.3 The othermalignant cause as a differential diagnosis of lymphoid hyperplasia is primary

lymphomaofsmallintestine.



References 
1. MoriniS,LorenzettiR,StellaF,MartiniMT,HassanCandZulloA.Retrogradeileoscopyinchronic

nonbloodydiarrhea:aprospective,case-controlstudy.AmJGastroenrol2003;98:1512-5.

2. MukhopadhyayS,Harbol T, Floyd FD, Sidhu J. Polypoid nodular lymphoid hyperplasia of the

terminalileum.ArchPatholLabMed2004;128:1186-7.

3. TurunenS,KarttunenTJ,KokkonenJ.Lymphoidnodularhyperplasiaandcow’smilkhypersensitivity

inchildrenwithchronicconstipation.JPediatr2004;145:606-11.
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Case 10

Chatporn Kittitrakul, MD. 

Rungsun Rerknimitr, MD. 


 A 57-year-oldmale patientwith family history of colorectal cancer underwent a surveillance

colonoscopy.He had intermittentminimal bleeding per rectum following defecationwithout pain.A

colonoscopywasdoneasfigure.

Endoscopic findings:  
 Non-bleedinginternalhemorrhoids(retroflexview)



Diagnosis:  
 Internal hemorrhoids 



Discussion:  
 Thispatientpresentedwithpainlessbleedingperrectumfollowingdefecationwhichismorelikely

anal canalbleeding.Differential diagnoses are hemorrhoids, tumor, polyps, anal warts and 

rectal prolapse. Initialexamination involves inspectionof theperineumfollowedby rectalexamination.
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Ananoscopycanbehelpful tomakeadiagnosis.Olderpatientswithsuspectedhemorrhoidal bleeding

generally requireadditional flexiblesigmoidoscopy,colonoscopy,orbariumenema toexcludecolorectal

carcinomas.Therefore, a colonoscopywasperformed in thispatient and theendoscopicdiagnosiswas

internalhemorrhoids.

 Hemorrhoidsareenlargedvascularcushionswithintheanalcanal.Theyarerelatedtoengorgement

ofthevenousplexuses(whicharethenormalanalcushions)andtoredundancyoftheepithelium.Theycan

beclassifiedaccordingtotheirrelationstothedentate(pectinate)line,whichdemarcatesthetransitionfrom

thesquamousepitheliumbelowthecolumnarepithelium.Internalhemorrhoidsoriginateabovethedentate

line,whereasexternalhemorrhoidsoriginatebelowthis line.ThemorewidelyusedGoligherclassification

systemdescribesfourgrades,whicharebasedonthedegreeofprolapse,butthissystemfailstoreflect

theseverityofthesymptoms.1Firstdegreehemorrhoidsarehemorrhoidswhichbleedwithoutaprolapse.

Second degree hemorrhoids are prolapsed hemoorhoids that reduced spontaneously. Third degree

hemorrhoidsareprolapsedhemorrhoidsthathavetobereducedmanually.Fourthdegreehemorrhoidsare

permanentlyprolapsedone.Regardingthetreatment,firstandseconddegreehemorrhoidscanbetreated

by rubber ban ligation, injection sclerotherapy and/or fiber supplementation.1 For the third degree

hemorrhoids,stapledhemorrhoidectomyordopplerguidehemorrhoidalarteryligationcanbedoneifrubber

band ligationarefailed.Thefourthdegreehemorrhoidsrequiredsurgicalhemorrhoidectomy. Intherecent

systematicreview,stapledhemorrhoidectomyofferssomeshort-termbenefitsoverconventionaloperation

such as shorter inpatient stay andoperation timebut the total complication rates are similar for both

techniques.2Inaddition,stapledhemorrhoidectomyisassociatedwithahigherrateofrecurrence.



References 
1. AchesonAG,ScholefieldJH.Managementofhaemorrhoids.BMJ2008;336:380-3.

2. ShaoWJ,LiGCH,ZhangZHK,YangBL,SunGDandChenYQ.Systemicreviewandmeta-analysis

of randomized controlled trials comparing stapled haemorrhoidopexy with conventional

haemorrhoidectomy.BrJSurg2008;95:147-60.
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Case 11




Phonthep Angsuwatcharakon, MD. 

Rungsun Rerknimitr, MD. 


 A75-year-oldwomanpresentedwithbowelhabitchange.Acolonoscopywasdoneasshown.

 The colonoscopy showedwhitish,mobile

wormwiththreadlikeendpenetratingthemucosa.

 The diagnosis is Trichuris trichiura 

(Whip worm) infestation. In this case, the 

parasite was female.  



Discussion: 
 Whipworm is transmittedby feco-oral route,

thehabitatofparasitesisinhumancecum1.Majorityof

patients are asymptomatic; the symptoms include

abdominalpain,diarrhea,weightloss,andanemia2.The

diagnosisisusuallymadebystoolidentificationoftheparasite’segg,whichislantern-shapedbrownegg

with bipolar plugs3. But in some cases stool exammay be negative, and colonoscopymay aid for

diagnosis1,2,4.Endoscopic findings typically reveal awhiteworm,30-50mm. long,with long threadlike

anteriorendembedsincolonicmucosaandthickerposteriorendprotrudesintocoloniclumen1.



References 
1. YoshidaM,KutsumiH,OgawaM,SogaT,NishimuraK, TomitaS, et al.A caseof Trichuris

trichiurainfectiondiagnosedbycolonoscopy.AmJGastroenterol1996;91:161-2.

2. ChandraB,LongJD.DiagnosisofTrichuristrichiura(whipworm)bycolonoscopicextraction.JClin

Gastroenterol1998;27:152-3.

3. TaguchiH,YamamotoH,MiyataT,HayashiY,SunadaK,SuganoK.Invivodiagnosisofwhipworm

(Trichuris trichiura)withhigh-definitionmagnifyingcolonoscope (withvideo).GastrointestEndosc

2008;68:376-7.

4. ChangCW,ChangWH,ShihSC,WangTE,LinSC,BairMJ.AccidentaldiagnosisofTrichuris

trichiurabycolonoscopy.GastrointestEndosc2008;68:154.
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Case 12




Surachai Amornsawadwattana, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A58-year-oldmalewithunderlyingsclerodermaandrestrictivecardiomyopathywasadmittedtothe

intensive careunit due topost cardiac arrest.Hedevelopedhematochezia andhypovolemic shock.A

colonoscopywasperformedasshownbelow.

 Colonoscopicfindingswereswellingofthe

ileocecal valve, large circumferential ulcer at the

terminal ileumwithnecrotic tissue andexudate.

Mucosal friability and blood clot alsowas also

seen, then biopsy from the ulcerwas obtained.

Thepatient continued to have a recurrent lower

GI bleeding.Due to the grave prognosis of the

underlying disease, conservative treatmentwas

managed . Even tua l l y the pa t i en t exp i red .

Histological findings from ileal ulcer revealed

deposition of broad non-septated hyphae (white

a r row) in te rming led wi th numerous acu te

inflammatory cells,morphologically consistent

withMucor species.The final diagnosis is ileal 

mucormycosis. 

120

A
tla

s o
f G

I. E
n
d
o
s
co

p
y T

h
e S

e
c
o
n
d o

f In
te

re
s
t 

S
m

all bow
el 



Discussion: 
 Mucormycosis is the common name of pathogenic fungi of the orderMucorales1. Organ

involvementcanbedividedintoatleast6clinicalcategories:1)rhinocerebral,2)pulmonary,3)cutaneous,

4)gastrointestinal,5)disseminated,and6)miscellaneous2.Gastrointestinalmucormycosisisrareandmainly

occurs in extremelymalnourishedpatients (especially infants and children)2.Acquisitionof fungus is

suspected from ingestion2.Mostofpatientsareprematureneonatesand rarely found inother immune-

compromisedcondition,includingAIDS,SLEandorgantransplantation.MostoforgansinvolvementsinGI

tractarestomach,colonand ileum2.Symptomsarevariedanddependedon theaffectedsite including

nonspecific abdominal pain, nausea, vomiting, abdominal distention, fever and hematochezia2,3. The

diagnosiscanbemadebybiopsyandoftendiagnosedpostmortemlyduetoitsacuteandfatalinnature.

AggressivesurgicaltherapyandadministrationofamphotericinBarethetreatmentsofchoice2,3.



References 
1.SugarAM.AgentsofMucormycosisandRelatedSpecies. In:MandellGL,BennettJE,DolinR,

editors.PrincipleandPracticeofInfectiousDiseases.6thed.Philadelphia:Elsevier2005:2973-84.

2. SpellbergB,Edwards J Jr, IbrahimA.Novel prospectives onMucormycosis: pathophysiology,

presentationandmanagement.ClinMicrobiolRev2005;18:556-69.

3.SakorafasGH,TsolakidesG,GrigoriadesK,BakoyiannisCN,PerosG.Colonicmucormycosis:An

exceptionally rare cause ofmassive lower gastrointestinal bleeding.Digestive LiverDisease

2006;38:616-7.
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Pathological result:  
	 Tubulovillous adeno-

ma(3x2.5x2cm.)withfocalhigh

gradedysplasia.No fibrovascular

coreinvasion.

Case 13




Sunthorn Treesaranuwattana, MD. 

Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A58-year-oldmanpresentedwithbleedingperrectumforoneweek.Hehadnoothercomorbidity.

Physicalexaminationwasunremarkable.Colonoscopyfoundedalargepolypintheupperrectum(about12

cm.fromanalverge).Polypectomywassuccessfullyperformed.
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Discussion: 
 Colorectalcancer(CRC)isamajorcauseofdeathindevelopedcountries.Mostcolorectalcancer
arebelieved toarise frombenignadenomatouspolyp.Aconcept referred toas theadenoma-carcinoma
sequence,whichhasaccounted for thepreventivescreeningand removalofadenomatouspolypsusing
colonoscopy.Earlierstudiessuggestthatadenomawithseveredysplasia,carcinomainsitu,andminimally
invasive (within the submucosa) carcinomaact aspathological bridgesbetweenbenign adenomaand
invasive advanced carcinoma1. The risk of colon cancerwith highgradedysplasia are risingwith the
numberofadenomapresentandapproach100%inpatientwithFAP.Becausenegativebiopsyresultsfrom
fractionalsampleofapolypcannotexcludecancer,totalexcisionofpolypistheonlymethodthatprovides
theaccuratehistologicaldiagnosis2.Forlargerpolypspiecemealexcisionmayberequired,andforsessile
growths,injectionofsalineintothepolypbasecanassistthecompleteendoscopicresection.
 Aconsensusstatement forpostpolypectomysurveillance3agreed thatall completecolonoscopy
shouldbeperformedatthetimeofpolypectomy,clearingthecolonofallexistingadenoma,thismaytake
morethanonesessionforlargeofmultiplepolyps.Theintervalbeforethenextsurveillancecolonoscopyis
basedonthepatient’scategoryofrecurrentadenomarisk(Table).

Risk factors for developing an adenoma with advanced pathology or a colorectal cancer 
after colonoscopic polypectomy 

Low risk High risk 
1or2small(<1cm.)tubularadenoma Multiple( 3)adenomas
Nofamilyhistoryofcolorectalneoplasia Largeadenoma(>1cm.)
 Adenomawithavillouscomponent
 Adenomawithahighgradedysplasia
 Firstdegreerelativewithcolorectalcancer

 
 Inpatientwithhighriskforadenomarecurrence,repeatcolonoscopyneedtobeperformedin3
yearstoevaluateformetachronousadenomas.Afteronenegativefollowupsurveillancecolonoscopy,the
subsequentsurveillanceintervalcanbeincreasedto5years.Forlow-riskpatients,repeatcolonoscopycan
beperformedat5years.

References 

1. O’BrienMJ,Winawer SJ, Zauber AG, et al. TheNational Polyp Study. Patient and polyp
characteristicsassociatedwithhigh-gradedysplasiaincolorectaladenomas.Gastroenterology1990;
98:371-9.

2. BondJH.Polypguideline:Diagnosis,treatment,andsurveillanceforpatientswithcolorectalpolyps.
AmJGastroenterol2000;95:3053-63.

3. WinawerS, FletcherR,RexD, et al.ColorectalCancerScreening andSurveillance :Clinical
guidelinesandrationaleupdatebasedonnewevidence.Gastroenteology2003;124:544-60.
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Case 14




Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A75-year-oldmale,presentedtotheemergencyroomwithlowerGIbleeding

 Acolonoscopywasperformedasshown.



 Colonoscopic findings:Anapproximately2cm. indiametersigmoidpolyp locatedbehindthefold

wasdetected.Thepolypwasnotclearlyvisualizedwithaforwardviewingcolonoscope.Withaside-viewing

duodenoscope,acompleteexaminationofthepolypwaspossible.Thepicturesbelowshowedthesame

polypdepictedbyaside-viewendoscope(left)andside-viewpolypectomybyasnarewasperformed(right).

 Polypectomywasdonesuccessfully,postpolypectomybleedingdevelopedbut laterwasstopped

byendoscopichemoclipping.
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Diagnosis and technique:  
	 Colonoscopic polypectomy with a side-

viewing endoscope. 



Discussion: 
 Colonoscopy and colonoscopic polypectomy

are the procedures of choice for diagnosing and

treatingcolorectalpolyps.Forward-viewingcolonoscope

is the most commonly used instrument for the

procedures1,however,polypsmaybesituatedbehind

the colonic fold or at a bendwhere visibility of the
wholepolyp ispoorandthepolypcannotbesnaredforpolypectomy,adaptationtothisapproach,such

aschangingthepatient’sposition,usingtheretroflexionviewofthescopemayassisttheendoscopistin

performingpolypectomy2.Howeversincethemajorityofthepatientsarechildren,usingretroflexedscope

isdifficult.Side-viewingendoscopemayeaseall thoseproblems,polyp that locatedbehind the foldsor

proximaltosharpbendscanbeclearlyvisualized,soensnaringandpolypectomyisnolongeraproblem.

 Theskillrequiredtoperformcolonoscopyusingaside-viewingendoscopeisacquiredeasilyaftera

couple of procedures3 and it usually is effective and safewithminor complication if being done by

experiencedendoscopists.



Advantage and disadvantage of a side-viewing endoscope for polypectomy 

Advantage of side-viewing endoscope Dis-advantage of side-viewing endoscope 
Polyplocatedbehindthefoldoratabend

canbeeasilyseen

Rightsidecolonicpolypisdifficulttoperform

polypectomy
Performinghemoclippingwithside-viewingendoscope

willbesomewhatdifficult.



References 
1. NivatvongsS.Complicationsincolonoscopicpolypectomy.Anexperiencewith1555polypectomies.

DisColonRectum1986;29:825-30.

2. PishvaianAC,Al-KawasFH.Retroflexioninthecolon:ausefulandsafetechniqueintheevaluation

andresectionofsessilepolypsduringcolonoscope.AmJGastroenterol2006;101:1479-83.

3. MisraSP,DwivediM.Colonoscopyandcolonoscopicpolypectomyusingside-viewingendoscope:a

useful,effectiveandsafeprocedure.DigDisSci2008;53:1285-8.
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Case 15




Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A54-year-oldThaifemale,presentedwithbrightredbloodinstoolfor1week.Shehadahistoryof

painfulrightkneeandreceivedthetreatmentfromanearbyclinic.

 Acolonoscopywasdone.



Colonoscopic findings: 
 Terminal Ileum:Threecleanbaseulcers0.8-2cm.indiameterfoundat5-8cm.fromtheileocecal

valve.Otherpartsofthecolonappearednormal.
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 Pathological report: The ileal biopsy revealed an edematous intestinalmucosawith focal

erosion,mixedwithacuteandchronic inflammatory cells infiltration in laminapropria.Noorganismwas

detected.



Diagnosis: 
 NSAID induced ileal ulcers 

 

Discussion: 
 NSAIDshavebeenassociatedwithdifferentofadverseeffectson thesmallboweldistal to the

duodenum.Themostcommonappears tobeanNSAIDenteropathywhichcharacterizedbyoccultblood

lossandanemiaandsometimesassociatedwithmalabsorptionand/orprotein-losingenteropathy1.Small

bowelulcersmaynotbeassociatedwith thepresenceofgastricorduodenalulcersbutmaybemore

commonwith slow-releaseNSAIDspreparations.Complicationsof small bowelulcers includebleeding,

strictureformationandperforation.Strictureformationappearstobeuncommonalthoughthepresenceof

focal stricturescalled intestinaldiaphragmsmaybepathognomonicofNSAIDsdamage.Treatmentswith

cimetidineandsucralfatehavenoeffectinreducingNSAIDsinducedulcer.Misoprostalhasbeenshownto

decreasesmallintestinalinflammation.COX2selectiveinhibitormaybesubstitutedinsomepatientsinjured

bynon-selectiveNSAIDs2butavoidanceofNSAIDisthebestrecommendation.



References 
1. MatsuuraM,NakaseH,NakamuraF,etal.Gastrointestinal: Ilealulcers inducedbynon-steroidal

anti-inflammatorydrugs.JournalofGastroenterologyandHepatology2007;22:1346.

2. RistyGM,NajarianMM,Shapiro SB.Multiple Indomethacin-induced Jejunal ulcerationswith

perforation:Acasereportwithhistology.TheAmericanSurgeon2007;73:344-6.

127

A
tla

s 
o
f 

G
I. 

E
n
d
o
s
c
o
p
y 

T
h
e 

S
e
co

n
d 

o
f 

In
te

re
s
t 

S
m

al
l b

ow
el
 



Case 16




Nathawut Sirimontaporn, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A55-year-oldmale,withnohistory of bowel habit changeor lowerGI bleeding, came to the

hospitalforafurtherevaluationafterabnormalbariumenemaresult.Thebariumtestwasdoneasaroutine

screeningforcoloncancerfromanoutsidehospital.Thecolonoscopicpicturesareshownasbelow.



Colonoscopy findings: 
 Ascending colon:Multiplesessileandpedunculatedpolyp(size1-3cm.).Onedepressedlesion

withcontactbleedingandulcer(blackarrow)wasdetectedRectum,sigmoid,descending,transversecolons

andcecumwerenormal.Achunkbiopsyusingasnareloop(whitearrow)wasdone.
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Figure A:Sectionshowingpolypoidlesionwithfocalhigh

gradedysplasticchange.

Figure B:Similar lesionofapolypcomprisinggroupsof

glandsliningwithlowgradedysplasticepithelium.

Figure C, D:There isafocalareaofmalignant trans-

formationwithminimally invasion to theadjacent lamina

propria.



Diagnosis: 
 Multiple pedunculated and sessile polyp at 

right side of colon with focal area of malignant 

transformation. The possibility of sporadic carrier of

hereditarynon-polyposis colon cancer syndrome (HNPCC)

relatedgeneishigh.



Discussion: 
 Mostcolorectalcarcinomasarebelievedtooriginate

inanpreexistingadenoma.Thisreflectsadenoma-carcinoma

sequence.Thereareevidencesupportsthattheprevalence

ofcolorectalneoplasm increaseswithageandvarieswith

countries and lifestyle1. If this is the case, the right-side

shiftwith aging can be expected, not only in colorectal

cancersbut also inbenignadenomas.Themechanismof

theright-sideshift isuncertain.Changesindiet,fecalbulk,

colonicmotility,aresuspectedasshownfrompriorstudies2.

Asforcancers,adifferentmechanismofcarcinogenesis in

the right-side colon from rectosigmoid cancer has been

suggested. Recent studies have shown that there is a

specificoccurrenceofmicrosatelliteinstability(MSI)andthe

presenceofabnormaltransforminggrowthfactorbetatype

II receptororothersuppressorgenes in theproximal type

coloncancer,especiallyinolderpatients.

 MSI is a characteristic phenotype of cancers in

patientswithhereditarynonpolyposiscolorectalcancerwho

Figure A: 

Figure B: 

Figure C: 

Figure D: 
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hascongenitalmutationofDNAmismatch repairgenes,suchashMLH1orhMSH2.Patientswhocarry

thesegenesaresusceptibletoproximalcoloncancers3.SporadiccoloncancerswithMSIhavefrequently

shownhypermethylationinthepromoterregionofhMLH1geneinsteadofmutationofthegeneitself4.It

canbesupposedthataconsiderablepercentageofright-sidecancers inoldersubjectsoriginatesthrough

theaccumulationofgeneticmutationsbecauseofthesemechanisms.

 PatientswhoshouldbeconsideredforgeneticevaluationofHNPCCincludethosewhomeetthe

Amsterdam Icriteriaor the revisedBethesdacriteria5. If thegene ispositive,counselingshould include

screeningforcolorectal,endometrial,andovariancancer6.Theevidencetosupportscreeningforcancerin

otherorgans is insufficientbutshouldbeconsideredbasedupon typesofpresentedmalignancieswithin

thefamily.

 In HNPCC case, when colon cancer or numerous advanced adenomas are detected on

colonoscopy, consideration should begiven to total colectomywith ileorectal anastomosis insteadof

segmentalcolectomybecausemetachronouscolorectalcancerisreportedupto50%andtheriskofcancer

intheremainingrectumwarrantslifelong,annualsurveillance7.
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1. KimEC,LanceP.Colorectalpolypsandtheir relationship tocancer.GastroenterolClinNorthAm

1997;26:1-17.
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II.Japaneseepidemiologicaldata.Cancer1969;23:1210-20.

3. ThibodeauSN,BrenG,SchaidD.Microsatelliteinstabilityincanceroftheproximalcolon.Science
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5. UmarA,BolandCR,TerdimanJP,etal.RevisedBethesdaguidelines forhereditarynonpolyposis

colorectalcancer(Lynchsyndrome)andmicrosatelliteinstability.JNatlCancerInst2004;96:261-8.
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Case 17




Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A51-year-oldwomancameforcoloncancerscreening.AcolonoscopywithmagnifyingNBIwas

doneasfigures.

 Whitelightimage(FigureA)showeda0.5

cm. sessile polyp in the sigmoid colon. After

magnification (FigureB)andNarrowBand Imaging

(NBI)(FigureC)wereappliedtothelesion,Kudopit

patterntypeIIandnormalvascularpatternintensity

appeared. The pathological report revealed a 

hyperplastic polyp. 

 

Discussion: 
 Diminutive polyps (size  5mm.) have

50%chanceof being neoplastic polyps but

rarely carcinoma. In addition, ninety percents of

Figure A 

Figure C 

Figure B 
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detectedpolypsduringcolonoscopyhavesize less than10mm.Narrowband imagingcanbeused to

classify such small polyps into neoplastic or non-neoplastic byKudo pit pattern and vascular pattern

intensity.Withacombinationofpitpatternandvascularpattern intensity,NBIhasaperfectdiagnostic

accuracytocharacterizesmallpolyps1.Thevascularpatternintensity(VPI)isdividedintostrongVPI,normal

VPIandweakVPIaccordingtoasubjectiveassessmentofthedarknessofthelinesbetweencoloniccrypts

orpitscomparedwiththeadjacentnormalmucosa.Howeverwhencomparedtowhitelightcolonoscopy,

NBIdoesnotimprovethemissedrateofcolorectalcancerandadvancedadenoma2.



References 
1. EastJE,SuzukiN,BassettP,etal.Narrowbandimagingwithmagnificationforthecharacterization

of small and diminutive colonic polyps: pit pattern and vascular pattern intensity. Endoscopy

2008;40(10):811-7.

2. KaltenbachT,FriedlandS,SoetiknoR.A randomised tandemcolonoscopy trial ofnarrowband

imagingversuswhitelightexaminationtocompareneoplasiamissrates.Gut2008Oct;57(10):1406-

12.

3. East JE, SuzukiN, SwainD, et al. Vascular pattern intensity: a newclassification system to

differentiateneoplastic andnon-neoplastic lesions in thecolonusingnarrowband imaging (NBI)

withmagnification[abstract].GastrointestEndosc2006;63:AB238.
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Case 18

Boonlert Imraporn, MD. 

Rungsun Rerknimitr, MD. 


 A 84-year-old woman presented with bowel habit change and iron deficiency anemia.

Acolonoscopywasdoneasfigures.



 Colonoscopy showed a large sessile polyp 5 cm. in size at ileo-cecal valve area andNBI

revealedKudopitpatterntypeIV.Endoscopicmucosalresectionwasperformed.Thepathologicaldiagnosis

wastubulo-villous adenoma. 



Discussion: 
 Kudoverifiedthefeasibilityofexaminingthepitpatternofcolonicpolypsfordifferentiationoftwo

kindsofpolypsviamagnifyingendoscopywithindigocarminedyecontrast1asshowninthetablebelow1.

NarrowBandImaging(NBI)withmagnificationcanbeappliedaswellwithagoodcomparabilityandhigh

diagnosticyields2.Howeverthesetoolscannotyetreplacethebiopsywhichisknownasagoldstandard.
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Table represents Kudo pit pattern classification 

Type I Roundpits Non-neoplastic

Type II Stellarorpapillarypits Non-neoplastic

Type IIIs Smalltubularorroundpitsthatsmallerthannormalpits Neoplastic

Type IIIL Tubularorroundpitsthatarelargerthannormalpits Neoplastic

Type IV Branch-likeorgyrus-likepits Neoplastic

Type Vi IrregularlyarrangedpitswithtypeIIIs,IIIL,IVpit

pattern

Neoplastic(invasive)

Type Vn Non-structuralpits Neoplastic(massive

submucosalinvasive)



References: 
1. KudoS,HirotaS,NakajimaT,etal.JClinPathol1994;47:880-5.

2. Ming-YaoSu,Chen-MingHsu,Yu-PinHo,etal.AmJGastroenterol2006;101:2711-6.
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Case 19




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A72-year-oldwomanpresented to thehospitalwithhypertensiveencephalopathy.She received

intravenous antihypertensive drug to control her bloodpressure.However, itwas complicated by the

developmentofhypotension.Twodays later shedevelopedhematochezia.Anurgentcolonoscopywas

performedandshowedasfigures.

Figures A and B: 15cm.fromtheanalverge

Figure C: Lesionextendupto30cm.fromtheanalvergeFigure D:BeyondfigureClesion
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 The colonoscopic findings showed segmental circumferential ulcerwith bluish discoloration,

friability,swelling,lossofsubmucosalvesselsandhaustrationextendingfrom15to30cm.fromanalverge

withsharplydemarcatedline.Biopsywasdonefromtheulcerandpathologicalreportshowedpatchyacute

colitiswith ulcer and focal pseudomembrane. Ischemic colitis is themost likely diagnosis. The

pathogenesiswashypothesizedassecondarytonon-occlusive mesenteric ischemia (NOMI).  



Discussion: 
 Non-occlusivemesentericischemia(NOMI)isdefinedasaconditionwithgastrointestinalischemia

with normal vessels. Twoweak points (watershed areas) including splenic flexure and rectosigmoid

junctionsarepronetodevelopischemiaduringhypotension.Theclinicalmanifestationsarevariesdepending

on theextentanddurationof ischemia.Thesymptoms includemild tosevereabdominalpainand rectal

bleedingorbloodydiarrhea.Thecolonoscopic findings in theacutesetting frequently revealpalemucosa

withpetechialbleeding.Bluishhemorrhagicnodulesmaybeseenand representingsubmucosalbleeding.

Theseareequivalenttothumb-printingsigndetectedonradiologicalstudies.Moreseverediseaseismarked

bycyanoticmucosa andhemorrhagic ulcerations.Pseudomembranous colitiswith yellowishplaguesor

confluentmembranes is occasionally found1. The diagnosis of ischemic colitis usually requires either

sigmoidoscopy or colonoscopywithminimal air insufflation. Treatment in casewithout gangrene or

perforationincludesaggressivefluidresuscitation,avoidanceofalpha-adrenergicagonist,empiricalantibiotics

andboweldecompression.Theprognosisreliesonthediseaseseverityandco-morbidconditions.



Reference 
1. DignanCR,GreensonJK.Can ischemiccolitisbedifferentiated fromCdifficile colitis inbiopsy

specimens?TheAmericanjournalofsurgicalpathology1997;21(6):706-10.
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Case 20




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A70-year-oldmanwithdiabetesmellitustype2andchronicrenalfailurepresentedtothehospital

withfreshbloodhematochezia.Anurgentcolonoscopyshowedmultipledeepcleanbaseulcers,varyingin

size,distributedtheentirecolon(FiguresA,B).Therewasoneulcercontainingactiveoozingvisiblevessel

(FigureC).Hemoclipwasapplied tostopbleeding (FigureD).Pathological reportof thespecimen taken

from ulcerswas compatiblewith acute organizing ulcer with few atypical cells and the immu-

nohistochemistrystudywasalsoconfirmedascytomegalovirus (CMV) infection causing colonic 

ulcer. 

Figure A Figure B 

Figure C Figure D 
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Discussion: 
 WhileCMVcolitis is almost secondary to reactivationof latent infection in immunosuppressed

patients, CMV colitis in the immunocompetent host can occur in the setting of primary infection.

Gastrointestinal involvementwithCMV isuncommon in immunocompetenthosts. Inone review1of15

cases ofCMVcolitis amongpatientswithout underlying immunosuppression, affected patientswere

generallyolder69 15year-old.Presentingmanifestationsincludeddiarrhea,fever,gastrointestinalbleeding

andabdominalpain.Complications includedmassivehemorrhage, toxicmegacolonandperforation.The

mortalityrateinthisserieswas26.7%1.

 Currently, thereareseveralagentsavailable for thesystemic therapyofCMV infection, including

ganciclovir, foscarnet.Theefficacyandtoxicitiesof theseagentshavebeenevaluatedextensivelyonly in

immunocompromisedpatients.Theclinicalutilityof theseagents in the immunocompetenthost remains

unproven.



Reference 
1. KlauberE,BriskiLE,Khatib,R.Cytomegaloviruscolitisintheimmunocompetenthost:Anoverview.

ScandJInfectDis1998;30:559-64.
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Case 21




Sukprasert Jutaghokiat, MD. 

Rungsun Rerknimitr, MD. 


 A70-year-oldmanwithendstage renal diseaseexperiencedacutediarrheawithhypovolemic

shock.Subsequentlyhedevelopedhematocheziaduringhospitalization.Acolonoscopywasdoneasfigures.

 The colonoscopic findings showed severe

necrosisofcolonicmucosa frommesenteric infarction

involvingtheascendingcolonandcecum.Hisdiagnosis

was colonic infarction from non-occlusive 

mesenteric ischemia (NOMI).Thepatientexpired

fromseveresepticshockrapidlyafterdiagnosis.



Discussion: 
 Ischemiccolitis is themost common typeof

intestinalischemiaandhasaclinicalspectrumofinjury

that ranges frommildand transient ischemia toacute

fulminant colitis/infarction.Patientswithunderlyingof

cardiovascular diseases are prone to develop severe

ischemia.NOMI involving rightsidedcolon isunusual

becausewatershedareasofcolonlocatepredominantly

in the leftside.Thepatientswith isolated rightsided

ischemic colitis haveworse prognosis than other

areas of colonic involvement1.Anemergent surgical

treatmentshouldbeconsideredincaseofgangrenous

ischemic colitis.Howevermost patients usually are

moribundandcarryveryhighriskforoperation.

Reference 
1. SotiriadisJ,BrandtLJ,BehinDS,etal. Ischemiccolitishasaworseprognosiswhen isolatedtothe

rightsideofthecolon.AmJGastroenterol2007;102:2247-52.
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Case 22




Surachai Amornsawadwattana, MD. 

Naruemon Klaikaew, MD. 

Nathawut Sirimontaporn, MD. 

Rungsun Rerknimitr, MD. 


 A36-year-oldfemalewithanunderlyingofHIVinfectionpresentedwithhematochezia.HerCD4count

was10/mm3(2%).Acolonoscopywasperformedasfigurebelow.

 Colonoscopic findings showedmultiple

cleanbaseulcerswithnodularrimsscatteringalong

colon and terminal ileum. Edematous and pale

mucosawas also noted.Biopsywas performed.

Histologicalfindingsrevealedthepresenceofsmall

roundorganisminhistiocyte(whitearrow).
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Diagnosis: 
 Histoplasmosis of the colon 



Differential diagnoses: 
 Tuberculosis, CMV colitis, other deep fungi infection, and colonic lymphoma. 



Discussion: 
 GIinvolvementcausedbyHistoplasma capsulatumisnotuncommon,itcanbefoundin70-90%of

patientswithprogressivedisseminatedhistoplasmosiswhoundergoanautopsy1.However, it ishardly

recognizedduring lifeand thought tocauseclinical symptom inonly3-12%ofpatients.Gastrointestinal

histoplasmosis(GIH)canoccurindifferentwayssuchaspartsofdisseminatedformsoralocalsymptom

caused by infection and/or healing process. It can cause disease in both immunocompromised and

immunocompetent states.Most of patients present in the fifth decade and 68-76% aremale. GI

involvementcanbeclassifiedinto3forms.1)acuteinfectionofhistoplasmosiscausesmediastinaladenitis

resultingimpingementontheesophagus.Alatesequelproducefibrosisinmediastinumandisknownas2)

fibrosingmediastinitis. Finally, it canoccur inprogressive3)disseminatedhistoplasmosis.Any lymphoid

tissuecanbe involvedalongGI tract,where terminal ileum is themostcommon,probablybecauseof

Peyer patch. Intestinal involvement canbepresentwithGI bleeding, perforation, andobstruction.GI

hemorrhage ismore frequent in AIDS patients compared to imcompetent patients (18% vs 9%).

Endoscopicfindingisnonspecific.Patchyorcontinuoussuperficialmucosalulcerationswithaccompanying

erythemaoredema,deepulcerwithorwithout frankperforationweredescribed.AmphotericinBcan

decreasemortalityratefrom80%tolessthan25%indisseminatedhistoplasmosis.



Reference 
1. KahiCJ,Wheat LJ,AllenSD,SarosiGA.GastrointestinalHistoplasmosis.AmJGastroenterol

2005;100:220-3.
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Case 23

Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A70-year-oldfemalewithendstagerenaldiseasewasadmittedintheICU.Duringhospitalization,

shedevelopedmassivehematochezia.Acolonoscopywasperformedandrevealedasfigure.

 Colonoscopicfindingsrevealableedingvisiblevesselatapproximately3cm.abovetheanalverge.

Adrenalineinjectionandbipolarcoaptationwereappliedandbleedingwasstopped.Thefinaldiagnosiswas

rectal Dieulafoy’s lesion. 



Discussion: 
 Dieulafoy’slesionisthesubmucosalarterythatprotrudesthroughasmallmucosaldefectintothe

lumen1.Itwasinitiallydescribedandmostcommonoccurredinthestomach,butalsocanbefoundinother

GI tract including thecolonand rectum1,2.Histology is typicallydescribesas: solitarymucosalulceration

extended no deeper than the upper submucosal layer, absence of inflammation and hypertrophic

submucosalartery,curving towardmucosa2.Endoscopic findingofRectalDieulafoy’s lesion isan isolated

protrudingvesselwithnormalsurroundingmucosa1likethispatient.Clinicalpresentationisusuallymassive

lowerGIbleeding.Treatmentoptionsareendoscopic therapieswithepinephrine injection,band ligation,

heaterprobecoagulation, sclerosingagents injection, laserphotocoagulation, acrylic resin injection, and

hemoclipapplication2,3.Alternativechoicesarearterialembolizaitonandsurgery2.
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References 
1. AmaroR, Petruff CA,RogersAI. RectalDieulafoy’s lesion: report of a case and reviewof

literature.DisColonRectum1999;42:1339-41.

2. WaldA.Otherdiseasesofthecolonandrectum.In:FeldmanM,FriedmanLS,BrandtLJ,editors.

Sleisneger&Fordtran’sgastrointestinalandliverdisease.8thed.Philadelphia:Saunders2006:2811-

32.

3. GheorgheC.Endoscopicclippingfocusedon“TriClip”forbleedingDieulafoy’slesioninthecolon.

RomJGastroenterol2005;14:79-82.
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Case 24




Surachai Amornsawadwattana, MD. 

Rungsun Rerknimitr, MD. 


 A 34-year-old femalewith underlying SLE presented with acute lower GI bleedingwhile

hospitalizationforanactivelupus.Acolonoscopywasperformedasfigures.



 Colonoscopicfindingsrevealedmultipleroundshapeerythematousmucosal lesionsprominentlyin

the right-sidedcolon.Terminal ilealmucosawasalsostainedwithbloodclot. Further, adoubleballoon

endoscopywasperformedandthefindingsoflesionsweresimilartocolonoscopy.
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Diagnosis: 
 Lupus vasculitis of small bowel and colon. 



Discussion: 
 GImanifestationsofSLEoccurinapproximately25to40%ofcasesandcaninvolveanypartofGI

tract1. Theexact prevalenceof intestinal vasculitis inSLEpatients isnot known (range0.2-53% from

literature reports1,2). These figuresmay be an overestimation due to over-diagnosis ofGI vasculitis

suggestedbySultan,etal2.Thepatientsusuallyhaveabdominalpain,nauseaandvomiting,butmassiveGI

hemorrhage can also occur.GI vasculitis commonly accompanywith active disease in other organs2.

Histolopathology involvesmall vessels inbotharteryandvenule2.Transmural inflammationwith fibrinoid

necrosis iscausedbyvasculitis1. It ismostoften found inbowelsuppliedbysuperiormesentericartery

(terminal ileumandcecum),but itcanoccurthroughoutsmallandlargebowel1.Nopathognomonicsigns

frommacroscopicfindingsaresuggested2.Endoscopically,thickening,friable,hemorrhagicbowelwallwith

ulcerationarenoted1.Focalordiffuseulcers, ischemiccolitis,perforationsecondarytoarteritis,orcolonic

diverticulacanbefoundincolon1.Focalsubmucosalhemorrhageandedemaarealsoseenbycolonoscopy

inischemiccolitis1.



References 
1. SchneiderA,AfkhamossadatM,FrankBB.Autoimmunedisorder:GastrointestinalManifestations

andEndoscopicFindings.GastrointestEndoscopyClinNAm2006;16:133-51.

2. SultanSM,IoannouY,IsenbergDA.Areviewofgastrointestinalmanifestationsofsystemiclupus

erythematosus.Rheumatology1999;38:917-32.
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Case 25




Chatchai Kriengkirakul, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A 55-year-old femalewith an underlying SLEwho had been taking prednisolone 5mg/day

complainedwithfeverandabdominalpain.Acolonoscopywasdoneandshowednormalexamination.Later

adoubleballoonenteroscopyviaanalroutewasdoneasshown.



Endoscopic findings: 
 Therewere 3 shallow clean base ileal

ulcers (blue arrow)with swollen surrounding

mucosa.Thelumenwaspatentbutverynarrow.

Pathology from the ulcers showedmoderately

acute erosive ileitiswith positive intranuclear

inclusionbodystructure.



Diagnosis: 
 Cytomegalovirus (CMV) ileitis with 

luminal narrowing. 



Discussion: 
 CMV infections of the gut are often

erosive, resulting inenterocolitis, hemorrhage,or

intestinal perforation, but inflammatorymass

formationisrare.Therewasacaseofinfantwith

AIDS presentedwithmassive gastrointestinal

hemorrhage and subsequent fatal small bowel
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obstruction1.Grossfindingsatlaparotomyfounddiffuse,largeyellowishplaquesalongtheentirelengthof

thesmallbowelwithcentralulceration.Therewaspartialnarrowingofbowelresultinginrefractorysmall

bowel obstruction.Biopsy from lesions showedmany cellswith typical cytomegalic inclusionbodies.1

AnotherreportshowedapatientwithAIDSpresentedasbowelobstructionduetoadiscreteCMV-induced

pseudotumor.2



References 
1. DolginSE,LarsenJG,ShahKD,DavidE.CMVenteritiscausinghemorrhageandobstructioninan

infantwithAIDS.JPediatrSurg1990;25:696-8.

2. Wisser J, ZingmanB,WasikM,Duva-Frissora A, Beazley R,McAnenyD. Cytomegalovirus

pseudotumor presenting as bowel obstruction in a patientwith acquired immunodeficiency

syndrome.AmJGastroenterol1992;87:771-4.
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Case 26




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 


 A72-year-oldmalewithconstipationhadtakenmanychroniclaxativeagents.HewenttoGIclinic

forCAcoloncolonoscopyscreening.Acolonoscopywasdoneasshown.



Findings: 
 Dark hyperpigment discoloration of the

colonicmucosawith interveningwhitestreakswas

observed.



Diagnosis: 
 Melanosis coli 

 

Discussion: 
 Melanosis coli was described first by

Virchow in 1857. It occurs from chronic use of
anthraquinonelaxativedrugs.Majorityofanthraquinonelaxatives(cascarasagrada,aloe,senna,rhubarb,and

frangula)usersreporteddurationofusingtheseagentsforatleastanaverageof4months.Itisbenignand

reversible lesion.Thedisappearanceof thepigmentgenerallyoccurswithin1yearafterstopping laxative

drugs. Endoscope finding is brownish to black discoloration of the colonicmucosa caused by the

accumulationofpigment(lipofuscin)inmacrophagesofthelaminaproprialayer.Thestainusuallysparesthe

co-existentnodulesandpolyps.1



Reference 
1. FreemanHJ.Melanosiscoli.WorldJGastroenterol2008;14:4296-9.
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Case 27




Chatchai Kriengkirakul, MD. 

Rungsun Rerknimitr, MD. 

 
 A77-year-oldfemalewithanunderlyingofpseudogoutcomplainedwithdyspneafor3months.Her

CBCwasshownahematocritof23%.Theironstudyconfirmedadiagnosisofirondeficiencyanemia.An

EGDwasdoneasshown.

Endoscopic findings: 
 multiplecleanbaseduodenalulcers(size

0.5cm.).Twolivingparasiteswithredcolorwere

found. They adhered to the anterior wall of

duodenalbulb,andlaterparasiteswereremoved.

 

Diagnosis: 
 Hookworms Infestation. 

 

Discussion: 
 Hookwormsare foundworldwide in the

tropicsandsubtropicsincludingSoutheasternUS.

Theyaretwospecies,N. americanus(newworldhookworm)andA. duodenale(oldworldhookworm).Clinical

manifestationsarevaries;manycasesareasymptomatic.Symptoms include;ground itchat thesiteof larval

penetration,pneumonitis,intestinalmalabsorption,andirondeficiencyanemia.Laboratoryusuallydemonstrates

anemia,eosinophilia.Stoolsamplestypicallyshowthecharacteristic“thin-shelled”eggs.Thetreatmentisone

timeoralalbendazole400mg.ormebendazole500mg.1



Reference 
1. KeiserJ,UtzingerJ.Efficacyofcurrentdrugsagainstsoil-transmittedhelminth infections:systematic

reviewandmeta-analysis.JAMA2008;3;299:1937-48.
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Case 28




Chatchai Kriengkirakul, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A33-year-oldmalecomplainedwithchronicdiarrheafor3years.Hehadbeeninvestigatedwitha

colonoscopyincludingcolonicbiopsyandwasdiagnosedasulcerativecolitis.

 Recently his diarrhea recurred after he had beenmaintainedwith azathioprine for 2 years.A

colonoscopywasperformedasshown.



Endoscopic findings: 
 The re we re d i f f u se sma l l

ulcerationwith interventingmucosal

atrophy, friability, and loss vascularity.

Therewerealsomultiplepseudopolyps

andmucosal bridges detected in the

entire colonwith predominant invol-

vement in the sigmoid colon. The

ileocecalvalveandterminalilieumwere

normal.
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 Multiplecolonicbiopsiesweredoneandshowedmoderatechronicandacutecolitiswithsignificant

increasedeosinophilicinfiltration.Thiswasconsistentwithclinicallytreatedulcerativecolitis(UC).However,

thedegreeofeosinophil infiltrationwas tooheavy thanstandardcase forUC.Stool concentration for

parasitefoundstrongyloideslarvae22/field.



Diagnosis: 
 Chronic ulcerative colitis with super imposed strongyloidiasis. 

 

Discussion: 
 Ulcerativecolitis(UC)isachronicinflammatorydisorderofthegastrointestinaltractthataffectsthe

largebowel and is amajor disorder under thebroadgroupof inflammatorybowel diseases (IBD). Its

etiologyremainscontroversial,however,infectiousandpsychosomaticoriginsareconsideredastheprimary

causes.UCmayhaveabroadspectrumofclinicalpresentationsincludingextraintestinalmanifestations.In

Thailand,UC ismorecommonthanCD.Medical treatment forulcerativecolitis isconsideredbydisease

distribution,severity,prior treatment response.Consensuseson themanagementofulcerativecolitis for

Asia-Pacificregionandotherregionssuggestedthatthosenotrespondingtotheconventionaltreatmentbut

(still)lackingaclearsurgicalindicationforcolectomymaybegivenoneattemptofeithercyclosporineAor

infliximab.1-6 Interestingly,similar to thiscase,Strongyloides stercoralis infestationwasreported inpatient

withacutesevereulcerativecolitiswhowasonlongtermimmunosuppressivedrugs.7Intheregionswith

highendemicofparasites,itisadvisablethatcliniciansshouldperformmicroscopicexaminationofthestool

toexcludestrongyloidiasis infestationbeforestartingahighdosecorticosteroids therapy inpatientswith

IBD.8However,sensitivityofasinglestoolmicroscopytodiagnoseintestinalstrongyloidiasisisonly30%.

Thereforestoolexaminationoverthreeconsecutivedaysisadvisedtoimprovethesensitivity.



References 
1. OuyangQ,TandonR,GohKL,PanGZ,FockKM,FiocchiC,et al.Managementconsensusof

inflammatoryboweldiseasefortheAsia-Pacificregion.JournalofGastroenterologyandHepatology

2006;21:1772-82.

2. OuyangQ,HuPJ,QianJM,ZhengJJ,HuRW.Consensusonthemanagementof inflammatory

boweldiseaseinChinain2007.JournalofDigestiveDiseases2008;9:52-62.

3. StangeEF,TravisSP.TheEuropeanconsensusonulcerativecolitis.Gut2008;57:1029-31.

4. CheyWY,HussainA,RyanC,PotterGD,ShahA.InfliximabforRefractoryUlcerativeColitis.AmJ

Gastroenterol2001;96:2373-81.
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5. KohnA,DapernoM,ArmuzziA,CappelloM,BianconeL,OrlandoA,ViscidoA,Infliximabinsevere

ulcerativecolitis:short-termresultsofdifferentinfusionregimensandlong-termfollow-up.Aliment

PharmacolTher2007;26,747-56.

6. ShiboletO,RegushevskayaE,BrezisM,Soares-WeiserK.CyclosporineAforinductionofremission

insevereulcerativecolitis (Review).TheCochraneCollaborationandpublished inTheCochrane

Library2008,Issue4.

7. GhoshalUC,AlexenderG,GhoshalU,TripathiS,KrishnaniN.StronyloidesStercoralis infestion in

patientwithsevereulcerativecolitis.IndianJMedSci2006;60:106-10.

8. MylonakiM, LangmeadL, PantesA, JohnsonF,RamptonDS.Enteric infection in relapse of

inflammatoryboweldisease:importanceofmicrobiologicalexaminationofstool.EuropeanJournalof

Gastroenterology&Hepatology2004;16:775-8.
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Case 29




Apichart Suramethakul, MD. 

Rungsun Rerknimitr, MD. 

 
 A57-year-oldmalepatient,presentedwithanemia.Hisstoolexam,gastroscopyandcolonoscopy

resultswereunremarkable.Subsequently,heunderwentacapsuleendoscopy.

 Picturesrevealedmovable,roundparasiteinthejejunum.Therewasanactivebloodoozingfrom
themucosathatattachedbytheparasite.Themostlikelyorganismis “hook worm on duty”.  

Discussion: 
 Hookworm;Ancylostoma intestinalisandAmericana duodenaleare twospecies that infested in
human.Majorityofpatientpresentedwithanemicsymptoms.Thestandardtestisstoolexamforparasite
andova.Forunknownreason,thispatienthadanegativestudyfromthisstooltest.Recently,theroleof
capsuleendoscopytoinvestigatesmallboweldiseasesandtheetiologycausedbyhookworminfestation
hasemerged1,2.

References 

1. Li ZS, Liao Z, Ye P,Wu RP. Dancing hookworm in the small bowel detected by capsule
endoscopy:asynthesizedvideo.Endoscopy.2007;39Suppl1:E97.

2. SandrasegaranK,MaglinteDD,JenningsSG,ChioreanMV.Capsuleendoscopyandimagingtests
intheelectiveinvestigationofsmallboweldisease.ClinRadiol2008;63:712-23.
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Case 30




Surasak Aekpongpaisit, MD. 

Rungsun Rerknimitr, MD. 

 A 79-year-old female presentedwith severe hematochezia requiring blood transfusion. After

adequatebowelpreparation,acolonoscopywasperformed(FigureA).

 Therewasnoevidenceofactivebleeding,however,anargonplasmacoagulationwasappliedto
wipeoutthelesion(FigureB).

Discussion: 
 Colonicangiodysplasiasofthecolonlocatepredominatlyintherightsideandaredifficulttoidentify
but usually easy to treat.Colonoscopy is themost sensitive and specificmethod for detection, but
angiography,endoscopicultrasound,andnuclearmedicinetechniquesaresometimesuseful1.Argonplasma
coagulation(APC)hasbeenacceptedasastandardtherapysincethelesionismainlysuperficiallylocated1.
However, due to the thinwall of right sided colon a saline adrenaline solution (1:200,000) 2 to3mL
injectingbeneath the angiodysplasiabefore applicationofAPChasbeen reported as a possible safer
technique2.

References 

1. KrevskyB.Detectionandtreatmentofangiodysplasia.GastrointestEndoscClinNAm1997;7:509-24.
2. SuzukiN,ArebiN,SaundersBP.Anovelmethodof treatingcolonicangiodysplasia.Gastrointest

Endosc2006;64:424-7.

Figure A:Agiantvascularnetworkcompatible
withangiodysplasiawasseeninthececum.

Figure B:Argonplasmacoagulation treatment for
angiodysplasia
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Case 31




Surasak Aekpongpaisit, MD. 

Rungsun Rerknimitr, MD. 


 Thesamecase,3dayslaterdevelopedacutehematocheziaagain,repeatcolonoscopywasdone.

 The previous are that treated by APC

developedanulcerwithvisiblevesse(NBVV)l.This

time a hemoclip (Olympus, Tokyo, Japan)was

appliedover thevessel stump.Nobleedingwas

reportedsince.



Diagnosis: 
 Colonic ulcer with non bleeding 

visible vessel. 



Discussion: 
 Themostpopularnon-contactmodetostopbleedingnowsday isAPC. Itseemstobesafeand

efficacious.However,itcontainssomerisksincludingperforationandposttreatmentulcerdevelopment1,2.

In this case,NBVVof the colonic ulcer is a hint for the cause of rebleeding. Themost appropriate

treatmentinthisthinareaistoapplyahemoclip3sinceitcausestheleastchanceofinjuryandperforation.



References 
1. MannerH,MayA,RabensteinT,PechO,NachbarL,EnderleMD,etal.Prospectiveevaluationof

a newhigh-power argon plasma coagulation system (hp-APC) in therapeutic gastrointestinal

endoscopy.ScandJGastroenterol2007;42:397-405.

2. MalickKJ.Clinical applicationsof argonplasmacoagulation in endoscopy.GastroenterolNurs

2006;29:386-91.

3. LinHJ,LoWC,ChengYC,PerngCL.Endoscopichemoclipversustriclipplacementinpatientswith

high-riskpepticulcerbleeding.AmJGastroenterol2007;102:539-43.
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Case 32




Naichaya Chamroonkul, MD. 

Supot Pongprasobchai, MD. 

Sathaporn Manatsathit, MD. 


 A 27-year-oldwoman presentedwith chronicmucous bloody diarrhea for 2monthswithout

abdominalpainorfever.Shehadlostherweightfor8kgswithin2months.

 Onphysicalexamination,shehad temperatureof38 ํC,pulse rate80beats/minandBP110/70

mmHg. She was mildly pale and cachectic without oral candidiasis, oral hairly leukoplakia or

lymphadenopathy.Abdominalexaminationwasunremarkable.Rectalexaminationrevealedmucousstool.

 Acompletebloodcountshowedhematocritof25%,WBCof11,000/mm3(N78%)andplateletsof

350,000/mm3.StoolexamshowedWBC2-3/HPandRBC5-10/HP.

 Colonoscopywasperformedandshownaspictures.

 Colonoscopic findings (FiguresA-C) revealed anextensivemucosal ulceration surrounding the

inflammatorymucosadescribedaspseudopolyp lesions.A total lossofnormalvasculaturestarted from

rectosigmoidregionandcontinuouslyextendedtoright-sidedcolonwithoutskipping.

 Colonicbiopsydemonstratedacutecolitiswithoutgranuloma.Herdiagnosiswasactiveulcerative

colitis.

Figure A:Rectosigmoidcolon Figure B:Sigmoidcolon Figure C:Ascendingcolon
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Discussion: 
 Ulcerativecolitis(UC)isaninflammatorydiseaseofthecolonofunclearetiologycharacterizedbya

remittingandrelapsingphase.UCprimarilyinvolvesmucosallayerandoccasionallysubmucosallayerofthe

colon.ThehallmarksymptomsofUCincludeabdominalcramping,diarrheaandbloodystools.UCalmost

alwaysaffectstherectum(morethan95%),withcontiguousinvolvementthatcanincludetheentirelarge

intestine.Theextentofdiseaseisdefinedbythefollowing:

 Extensivedisease:evidenceofUCproximaltothesplenicflexure.

 Left-sideddisease:UCpresents in thedescendingcolonup to,butnotproximal to, thesplenic

flexure.

 Proctosigmoiditis:diseaselimitedtotherectumwithorwithoutsigmoidinvolvement.

 Endoscopically,UC is characterizedbyauniform inflammatory reaction limited to thecolonby

extendingfromtherectumwithoutinterveningareaofnormalmucosatopartorthewholecolon.

 Histologically,mostofthepathologyislimitedtothemucosaandsubmucosa.Infulminantcases,

themuscularispropriacanbeaffected.Typicalpathologicfeaturesincludeintenseinfiltrationofthemucosa

andsubmucosawithneutrophilsandcryptabscesses, laminapropriawith lymphoidaggregates,plasma

cells,mast cells and eosinophils. The crypt glandswere shortened, distorted and branching and

occasionally,cryptabscesseswereseen.ThesefeaturesarenotuniquetoUC.Exceptforcryptdistortion,

thecellularresponsecanbefoundinacuteinfectiouscolitisorCrohn’sdisease.

 Treatment of patientswith extensive or pancolitis are varies according to the severity of

symptoms. Initial therapy in thosewithmild tomoderatesymptoms is thecombinationoforal5-ASAor

sulfasalazineandtopicaltherapywitheither5-ASAorsteroidenemas.Theadditionoforalprednisone(40-

60mg/day)shouldbeconsideredinthosewithmoreseveresymptomsandthosewhofailtorespondto

oral5-ASAand topical therapy.Once thepatienthasachieved remission, long-termmaintenance therapy

shouldbeconsideredwithastandardmaintenancedoseofanoral5-ASAagentorazathioprinedepended

upontheseverity1.



Reference 
1.KornbluthA,SacharDB.Ulcerativecolitispracticeguidelinesinadults(update):AmericanCollegeof

Gastroenterology,PracticeParametersCommittee.AmJGastroenterol2004;99:1371-85.
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Case 33




Nathawut Sirimontaporn, MD. 

Naruemon Klaikaew, MD. 

Rungsun Rerknimitr, MD. 


 A62-year-oldmalewithout history ofbowel habit change andno family history ofmalignancy

comestothehospitalforascreeningcolonoscopy.Thecolonoscopicpicturesareshown.

Colonoscopic findings: 
 Sigmoidcolon:Largecolonicpolyp,pedunculatedtype,1.5cm.indiameterfoundat30cm.from

anal verge.Pictures 2,3,4 [usingFujinon ItellligenceChromoendoscopy (FICE) in different stationsof

wavelengths to visualize polyp] showed type IV pit pattern (Kudo classification)with some lymphatic

congestion(whitearrow).
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 Polypectomywasdonewith a snare.Due to a

largeresidualstalkcontainingvisiblevessel(whitearrow),

post-polypectomy prophylaxis to prevent bleedingwas

donewithhemoclips.



Diagnosis: 
 Large pedunculated polyp at sigmoid 

colon with post polypectomy prophylaxis by 

hemoclips. 

 

Discussion: 
 The most common major complication after

colonoscopicpolypectomyisbleedingwhichisreportedto

occur after approximately 1-6%of polypectomies1, less

than50%oftheepisodesofbleedingoccur immediately

after the procedures,most occurs several days to 2

weeks later1, risk factors for hemorrhage include large

polyp size(>2 cm.) and location in theproximal colon2,3.

Hemoclips have been clearly effective in arresting

immediate postpolypectomy hemorrhage and delayed

bleedingwhenapplied tovisiblevessels ineithersessile

orpedunculatedpolyps4but for theprophylaxis of post

polypectomyhemorrhage,prophylacticclipapplicationhas

been recommended by either clamping the base of a

polyp5orbyclosureofmucosaldefectsafterpolypec-

tomyorendoscopicmucosal resection (EMR)6,however

whether clip application significantly decreases the

occurrence of delayed bleeding after colonoscopic

polypectomyhasnotbeendetermined.

 Several endoscopic techniques have been de-

veloped toprevent bleeding. Injectionof the stalkwith
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epinephrine solution or sclerosants before transection is recommended to diminish the risk of

postpolypectomyhemorrhage.However, epinephrine injectionmay prevent only procedural bleeding,

whereassclerosantinjectionmayincreasetheriskofperforation7

 From the preliminary study8, it showed that therewas no bleeding in 15 patientswho had

endolooptreatmenttopreventbleedingafterpolypectomyoflargepolyps.Itisalsoreportedthatnoblood

flowimmediatelyafterpolypectomydetected,andnodelayedbleedingata1-monthfollow-upassessment.

However the typeof lesionchosen forendoloopapplicationappears tobeessential.Ofnote,underlying

colonicdiseaseandpolypswithextremely thinstalksandsemipedunculated lesionsare inappropriate for

endoloopplacement9.



References 
1. MacraeFA,TanKG,WilliamsCB.Towardssafercolonoscopy:a reporton thecomplicationsof

5000diagnosticortherapeuticcolonoscopies.Gut1983;24:376-83.

2. SorbiD,Norton I, ConioM, et al. Postpolypectomy lowerGI bleeding: descriptive analysis.

GastrointestEndosc2000;51:690-6.

3. BinmoellerKF,BohnackerS,SeifertH, et al. Endoscopic snareexcisionof ‘‘giant’’ colorectal

polyps.GastrointestEndosc1996;43:183-8.

4. CipollettaL,BiancoMA,RotondanoG,etal.Endoclip-associated resectionof largepedunculated

colonpolyps.GastrointestEndosc1999;50:405-6.

5. IidaY,MiuraS,MunemotoY,etal.Endoscopicresectionoflargecolorectalpolypsusingaclipping
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Case 34




Thawee Ratanachu-ek, MD. 

Apichat Sangchan, MD. 

Chanchai Nimitrvanich, MD. 

Panas Chalermsanyakorn, MD. 


 A31-year-old femalepresentedwithobscureGIbleedingovera fewmonth,Shehadnegative

bidirectionalendoscopy.Acapsuleendoscopywasperformedasshown.Anintraluminalmasswithsome

erosionwasdetected.

 Thecapsuleimages(PillCam)

 Subsequentlypatientunderwentasmallbowelenteroscopybyusingasingleballoonendoscope

(Olympus,Tokyo,Japan)
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 Theendoscopicimagesfromenteroscopyshowedmoreprominentofthesamesubmucosalmass

withulcerationinthejejejunum.

 Tumor cells showing spindle shape

cells in fascicle x 400 Tumor beneath the

smallintestinalmucosax100

 Patientunderwentsurgical resection.

The tumorwas removedalongwith a short

segment of jejunum. Pathology showed

spindlecelltumor(4x4x3cm.)oftheintestinal

wall. An immunohistochemistry stain for

CD117waspositive.



Diagnosis: 
 Gastrointestinal stromal tumor 

(GIST) of the small bowel. 



Resectedspecimen
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Discussion: 
 Majorityofsmallbowel tumordetectedby

capsule endoscopewas gastrointestinal stromal

tumor (GIST) (32%) followed by adenocarcinoma

(20%)andcarcinoid(15%)1andobscureGIbleeding

was themain indication for this capsule study1,2.

Overafewyears,balloonassistedenteroscopyhas

beenapplied fordetectingand targetingbiopsyof

this tumor. Majority of reports used a double

balloonsystemsincea singleballoonsystemhas

justbeenintroducedlessthan2years3-5.



References 
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Resectedspecimen

Tumor cells showing spindle shape cells in
fasciclex400

Tumorbeneaththesmallintestinalmucosax100
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Case 35




Thawee Ratanachu-ek, MD. 

Siriboon Attasaranya, MD. 


 A40-year-old femalepresentedwithobscurebleeding fromtimeto time.Aftermultiple timesof

negativebidirectionalendoscopy(esophagogastroduodenoscopyandcolonoscopy)acapsuleendoscopywas

performed. Itshowedonepolypwithsmoothsurface in theproximal tomid ileum).Thereafter,adouble

balloonenteroscopywasperformedviaanal routeandshowedanelongatedpolyp inmidtodistal ileum.

During thesamesession, polypectomywasperformedwith clip applied after thestalk. Thepathologic

reportshowedasheterotopic pancreas.  

 Thecapsuleimages(PillCam)

 Theendoscopicimagesshowedpolypectomywithclipping

 (Doubleballoonenteroscopy,Fujinon,Saitama,Japan)
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Discussion: 
 Typically,balloonassistedendoscopy (BEA)canbeusedto facilitateanunreachablesmallbowel

polypectomy.Themostcommonresectedlesionsareadenomatouspolyposissyndromeandhamartomas1.

Heterotropicpancreas isa rare lesion thatdetectedbyacapsuleendoscopesince it ismorecommonly

foundinthestomach2.ThisisthefirstcasethatBEAwasusedforasnareremovalofpolypoidappearance

pancreaticheterotropia.



References 
1. FryLC,NeumannH,KuesterD,KuhnR,BelluttiM,MalfertheinerP,etal.Smallbowelpolypsand
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2. ChenHL,LinSC,ChangWH,YangTL,ChenYJ.Identificationofectopicpancreasintheileumby

capsuleendoscopy.JFormosMedAssoc2007;106:240-3.
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