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SUMMARY

Objective: Despite a significant progress in diagnostic fa-
cilities infectious colitis may present considerable diagnos-
tic problems. The aim of the present prospective study was
to establish criteria for clinical and endoscopic diagnosis
and delineate problems of differential diagnosis. Design:
57 cases of severe infectious colitis admitted to a referral
Gastroenterology Department over the last 3 years were
prospectively studied with stool cultures, total colonosco-
py and histological examination. Results: Salmonella spe-
cies were isolated from stools of 77% of patients. A peak
during spring time was identified. 22% of patients present-
ed with severe diarrhoea of more than 10 days� duration
while leucocytosis was present in only 39% of cases. Reac-
tive arthritis was not found in our patients. These clinical
presentation caused considerable confusion and resulted
in inappropriate antibiotic administration in the majority
of patients. Histology was not useful with many false nega-
tive and positive results, in as many as 30% of cases. Skip
lesions and typical apthous ulcers reminiscent of Crohn�s
disease were found in many cases at colonoscopy, indicat-
ing a consideration of both diseases when such findings
are established. Severe lesions of the left colon, contrast-
ing with a mild endoscopic picture of the right colon is,
according to our experience, a very useful diagnostic endo-
scopic finding. Conclusions: A typical clinical presentation
with endoscopic and histological confusion with Crohn�s
disease is a common finding in severe infectious colitis.

Severe endoscopic lesions of the left colon and mild lesions
of the right colon is a valuable aid in diagnosis.
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INTRODUCTION

Differential diagnosis of infectious diarrhoea is diffi-
cult both clinically and endoscopically. This is particu-
larly true in areas of high endemicity of various patho-
gens causing infectious diarrhoea. There have been de-
scriptions of various endoscopic appearances particularly
after Salmonella or Shigella infection1-5.

An additional problem for a correct endoscopic
diagnosis is the fact that very often the rectum remains
intact while endoscopic findings are encountered in other
parts of the large bowel6, as a result, making ordinary
sigmoidoscopy of limited value.

The purpose of the present investigation was to pro-
spectively study 57 patients with proven infectious diar-
rhoea, in an effort to establish endoscopic and clinical
criteria for diagnosis.

PATIENTS

57 patients (35 men, 22 women, age 14-82 years -
median 48 years), requiring hospitalization because of
severe infectious diarrhoea, underwent total colonosco-
py within 24 hours of admission. None of the patients
was HIV positive or had any other indication of immune-
mediated disease. Colonoscopy was done without pur-
gative preparation. A liquid diet was the only bowel prep-
aration. Number of bowel movements, body temperature,
presence of abdominal pain, duration of disease and pres-
ence of blood in the stools were the clinical parameters
recorded.
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cers). Moderate (mild oedema, congestion of the mu-
cosa with haemorrhagic infiltrations and superficial ul-
ceration). Mild (only oedema and presence of a conges-
tive mucosa). 10 patients were classified as severe, 34 as
moderate and 12 as mild.

Most importantly, aphthous ulcers similar to those
described in Crohn�s disease were found in 9 patients. 37
patients had continuous lesions of the mucosa, while in
19 patients, the lesions were intermittent with normal
mucosa between areas of inflammation.

One important finding was that in all cases with con-
tinuous lesions of the mucosa, the left part of the bowel
(ascending colon) was more seriously damaged than the
right part (descending colon and sigmoid).

E. Histology: All 57 patients had a mild derrange-
ment of crypt architecture with lamina propria oedema
and polymorhonuclear infiltration.

Crypt abcesses were found in 36 patients. In 39 pa-
tients a diagnosis compatible with infectious colitis was
made but none was considered as diagnostic or pathog-
nomonic. Inflammatory bowel disease was diagnosed in
8 patients while non-specific colitis was diagnosed in 10
patients.

F. Treatment: 41 patients received antibiotics (either
ampicilline-clavoulanic acid or Co-trimoxazol). 16 pa-
tients received no specific treatment. No difference was
found in either time of recovery from diarrhoea or in
days of hospitalization between those who received anti-
biotics and those not treated.

DISCUSSION

Certain findings require further commendation. A
relatively large number of patients appeared with pro-
tracted, serious diarrhoea of more than 10 days� dura-
tion, in contrast to the common belief that infectious di-
arrhoea in the Western World is a mild disease self lim-
iting within a few days.

Moreover, reactive arthritis, commonly associated
with Salmonella or Campylobacter16,18 - Yersinia infec-
tions were not found in our series. Only 3 patients exhib-
ited a mild self-limiting arthralgia.17-22

Common symptoms usually associated with infectious
colitis, like abdominal pain and fever, were absent in 10%
of patients.

Leucocytosis, another finding usually associated with
infectious colitis, was present in only 39% of patients.

In addition routine haematology and biochemistry
and blood and stool cultures were included in the rou-
tine investigation. Microscopic presence of white and red
blood cells in stool was also recorded.

RESULTS

A. Seasonal variation: A spring peak was identified.
39% (22/57 patients) were admitted during the 3 spring
months (March, April, May). The remaining cases had
an equal distribution over the other three seasons.

B. Clinical presentation: All patients had more than
8 bowel movements a day, on the day of admission. 53
out of 57 had fever over 38oC. Only 6/57 patients had
intense abdominal cramps. 45/57 described mild to mod-
erate abdominal pain. Interestingly, 62% of cases had
macroscopic blood in the stools. Contrary to common
belief, 12/57 patients presented with a serious syndrome
(more than 8 bowel movements a day) for more than 10
days before admission. 41/57 patients had serious diar-
rhoea for 4 to 10 days before admission and in only 4
patients was the syndrome of less than 4 days� duration.

C. Laboratoty investigations: Stool cultures identi-
fied a candidate pathogen in 88% of cases (49/57 pa-
tients). In 77% of patients (43 cases) the causative agent
was Salmonella species (S. enteritidis 33 cases, S. typh-
imurium 7 cases and S. ajonas, S. infantis and S. new-
port, 1 case each).

Campylobacter jejuni was identified in 4 patients and
Shigella flexneri in two patients.

In 7 patients no pathogen was identified. It should be
noted, however, that pathogenic E. coli are not specifi-
cally identified in our laboratory. In these patients diag-
nosis of infectious colitis was confirmed by the favour-
able outcome of the patients, without any drug prescrip-
tion. Moreover, no recurrence was noted after one year
of follow up.

No parasites were identified in any of the patients.

Peripheral leukocytosis was of no help, since only 39%
(22 cases) had abnormally high white blood count and in
only 9 patients was a prominent leukocytosis (over 20
103/mm3) noted.

D. Endoscopic findings: All but one patient had sig-
nificant endoscopic abnormalities, classified into one of
the following 3 categories:

Serious (severe oedema, excessive friability of the
mucosa, overtblood oozing and presence of irregular ul-
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No correlation was noted between the presence of
blood in stools microscopically and the reported blood
by the patients. Many patients reported blood in stools
which could not be verified by microscopic examination.
This finding indicates that either patient and/or hospital
staff falsely report blood in stools or, most probably, there
is a delay in stool examination with a destruction of red
blood cells which might result in false negative examina-
tion.23

Histology is also mostly non-diagnostic. In 33% of
cases there was a false exclusion of infectious colitis, while
inflammatory bowel disease was falsely diagnosed in 13%
of cases. Similar problems have been previously report-
ed7-10.

In the majority of our cases, Salmonella species was
the offending organism. These microbiological results are
different from those reported elsewhere11-13. Most prob-
ably, consumption of fresh vegetables from local gardens
and not from commercially organized large farms, a char-
acteristic of our area, is responsible for this discrepancy.
Endoscopic findings are of particular interest. Severe
lesions were most often localized in the left bowel while
the right bowel usually had only mild lesions. We be-
lieve that this observation may be a useful indicator of
the correct diagnosis. In a significant number of cases an
endoscopic false diagnosis of Crohn�s disease could have
been made. 19 out of 56 patients were found to have skip
lesions with normal mucosa alternating with inflamma-
tory lesions, while in 9 cases (16%) apthous ulcers con-
sidered to be specific to Crohn�s disease were identified.25

This large number of Crohn�s like lesions, suggest that
both diseases should be included in the differential
diagnosis of either Crohn�s disease or infectious colitis.

Antibiotic administration has been reported to be
without any therapeutic value in the treatment of infec-
tious colitis including salmonellosis14,15. These findings
were also verified in our study.26

However, in view of the severe clinical presentation
of the disease in this study, administration of antibiotics
before a positive diagnosis could be established, is prob-
ably partly justified.
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