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ABSTRACT 

 
Inflammatory bowel disease (IBD) occurs more common in developed countries and is relatively 

unusual /rare in Africa, Asia and South America. Incidence in developing countries is likely to 

increase due to increasing endoscopic equipment. IBD could mimic other intestinal conditions like 

Amoebiasis, shigellosis, intestinal schistosomiasis and appendicitis. We are reporting an interesting 
case of a young nulliparous woman who initially presented with features of Acute appendicitis and 

was diagnosed later to have ulcerative colitis. 
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INTRODUCTION 

IBD is an idiopathic disease 

associated with disregulated immune 

response to host microflora. IBD generally 

denotes two disease of unknown cause with 

similar general characteristics Ulcerative 

Colitis (UC) and Crohn’s Disease (CD). 

Distinction between the two can be 

established based on clinical and pathologic 

criteria. Where a clear distinction cannot be 

made, the disease is labeled indeterminate 

colitis (IL). 

 

CASE REPORT 

A 28 year old female, who presented 

with a day history of right iliac fossa pain 

and vomiting with a 6 - month history of 

recurrent Muco bloody stools more than 6 

episodes/day. She has no fever, abdominal 

distension, weight loss or chronic cough. No 

history of similar presentation in her family. 

She doesn't smoke cigarette or consume 

alcoholic beverages. 

Examination: general examination findings 

 were unremarkable. Abdominal 

examination reveals positive pointing sign, 

right iliac fossa tenderness and rebound 

tenderness with positive psoas sign. DRE 

reveals an examining finger stained with 

Muco-bloody stool. She had appendectomy 

with a histologic finding of acute 

appendicitis with peritoneal inflammation. 

She subsequently had upper and lower Gl 

endoscopy when symptoms persists post 

operatively. 

Colonoscopy revealed pseudo 

polyps, crypt abscesses and continuous 

mucosal inflammation, especially in the 

rectum. The scope could no bet advanced 

beyond the sigmoid because of intense 

mucosal inflammation. Multiple random 

biopsies were taken, which revealed chronic 

nonspecific inflammation. Upper Gl 

endoscopy and biopsy- reveals antral 

gastritis with a histologic finding of H-

pylori associated Gastritis. Stool MCS-No 

ova of Parasite seen. ESR & Mantoux - 

within normal limit. She was placed on 5-
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ASA (ASACOLON), high dose steroid & 

Omeprazole. She got better; stool frequency 

has reduced to I/day. 

 

DISCUSSION 

The earliest documentation on UC 

was made by Samuel Wilks of London in 

1859. While Crohn, Ginsberg and 

Oppenheimer published a landmark article 

on terminal ileitis in 1932, later named 

Crohn's Disease (CD). 
[3]

 IBD generally 

denotes two diseases of unknown cause 

(CD&UC) with similar general 

characteristics. Distinction between the two 

entities can usually be established based on 

clinical and pathological criteria. Where a 

distinction cannot be made its termed 

indeterminate colitis (IC) 
[1,2,5,8]

 Globally the 

incidence rate of IBD, UC & CD is 

396/100,000, 0.5- 24.5/100,000 & 0.1-

16/100,000 respectively. A disease of young 

people with a peak incidence between 10-40 

years or a bimodal peak between 15-25 

years & 40-60 years. 
[2,3,5-7]

 The extent of 

the disease in developing countries is 

largely unknown. 
[2,3,5-7] 

Despite years of extensive research 

the genesis of IBD is unknown but theories 

suggest the cause is multifactorial (interplay 

between genetics & Environment). The 

chronic inflammation resulting from the 

dysregulation of gut immune system in 

response to a genetic failure to process 

certain commensal antigens leads to the 

development of either CD or UC. This is 

mediated by Th1 &Th17 T cell for CD while 

UC result from Th2 & NKT cell pathway. A 

defect of CARD15/NOD2 (Caspase-

recruitment Domain 15/ Nucleotide 

oligomerization 2) gene on chromosome 

16q
12

 is associated with increased risk of 

ileal CD- the locus has being named IBD. 
[1]

 

Other loci that have being implicated are 

IBD, 
[2]

 IBD. 
[3-7]

 Family history is present 

in 5-20% of cases with first degree relatives 

having 20-50 fold risk of developing CD 

and 10-20 fold for UC. The hygiene 

hypothesis proposes that individual of low 

socioeconomic status or less privileged are 

exposed to helminth / microbes early in life 

which confers reduced risk to IBD. Whereas 

the old Friends being microbes to which the 

intestinal immunogenic system have 

become commensals to during evolution. 

Smoking increases the risk for CD 

(Thrombogenic & Vasculitis effect) & 

confers protection for DC (Nicotine has 

protective effect). The risk of UC is said to 

be lowered by previous appendectomy. Our 

patient presented with symptoms that lasted 

for 2 months this is in contrast to other 

reportable cases in sub Saharan Africa in 

which patient symptoms lasted for years 

before diagnosis. The availability of trained 

personnel and endoscopic equipment 

coupled with the educational level of the 

patient may be responsible for early 

diagnosis. The presentation of our patient 

(Abdominal pain, Muco-bloody stool) was 

typical & most common feature as reported 

by other studies. 
[1-3,5-7]

 The colonoscopic 

findings of pseudo polyps, continuous 

mucosal inflammation & crypt abscesses 

were consistent with severe colitis based on 

true love & witts criteria, this similar to the 

findings by reference. 
[3,5,6]

 

Gaffen et al also reported 

pseudopolyps, mucosal ulceration and 

oedema as part of their findings on contrast 

studies. 
[9] 

 

Fig 1: Colonoscopy view of colon showing pseudo-polyps and 

crypt abscesses 

 

Histologic findings of nonspecific 

chronic inflammation are also seen as in 

other reports. 
[5,6] 

No extra intestinal 

manifestation was seen also as reported by. 
[3] 
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Fig 2: Colonoscopic view of inflammatory Rectal Mucosa 

 

CONCLUSION 

Ulcerative Colitis is a rare disease in 

this environment, and the extent of the 

disease is largely unknown. Many cases 

remain undiagnosed because of wide 

variation in clinical presentation, as well as 

lack of awareness of the disease, and non- 

availability of endoscopic equipments. With 

increasing availability of trained personnel 

and endoscopic equipments, early diagnosis 

and treatment can substantially improve 

quality of life, and prevents complications. 
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