
each episode. There is weight loss despite intact appetite. No family 
history of inflammatory bowel disease or colorectal cancer. He does 
not take alcohol nor smoke cigarette. Clinical examination was not 
remarkable. On digital rectal examination however, the examining 
finger was stained with maroon-colored blood, no rectal mass was 
felt. Other systems were essentially normal. Provisional diagnosis 
was suspected Ulcerative colitis to rule out Crohn’s disease and to 
rule out Colorectal cancer. Colonoscopy revealed circumferential 
mucosa inflammation with multiple areas of erosion and presence of 
numerous mucosal debris extending from the rectum to involve the 
sigmoid colon, descending colon, transverse colon and the ascending 
colon. No diverticula, no polyps or masses seen. Endoscopic features 
indicate Extensive Ulcerative Colitis (Proctitis with Pancolitis). 
Histologic sections show features consistent with Ulcerative Colitis. 
Upper GI Endoscopy revealed essentially normal findings. He 
was commenced on long-term Amino-salicylate(Mesalamine), 
antioxidants and a short course of antibiotics (Ofloxacin and 
Metronidazole). He presented at our clinic three months later with 
complete resolution of all the symptoms and was scheduled for 
regular clinic follow-up. Although ulcerative colitis is uncommon 
among Nigerians, a high index of suspicion with colonoscopy work-
up will help to make the diagnosis.
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INTRODUCTION
Ulcerative colitis is one of the two major types of inflammatory 
bowel disease, along with Crohn’s disease[1]. Unlike Crohn’s disease, 
which can affect any part of the gastrointestinal tract, ulcerative 
colitis characteristically involves the large bowel[1,2]. Ulcerative 
Colitis is a chronic relapsing disease characterized by diffuse mucosal 
inflammation that involves the rectum and extends proximally in a 
symmetrical, circumferential, and uninterrupted pattern to involve 
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ABSTRACT
Ulcerative colitis is a rare condition among Nigerians. We present a 
37year old male Nigerian who presented with recurrent passage of 
bloody stool of seven years duration. He has been passing watery, 
mucoid and bloody stool of about 3 to 5 bowel motions per day with 
each episode lasting for about three to six weeks following which 
there will be remission that lasts for about 1 to 2months. There is 
associated tenesmus, low grade fever and abdominal pain during 
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parts or all of the large intestine[1]. Patients with Ulcerative Colitis 
predominantly complain of rectal bleeding, frequent stools, mucous 
discharge from the rectum, tenesmus, lower abdominal pain and a 
low-grade fever[1].
    Ulcerative colitis is more common in the Western and Northern 
hemispheres; the incidence is low in Asia and the Far East[2]. In 
the United States adult population (18years and above), the overall 
prevalence of Inflammatory bowel disease was 478.4 per 100,000 
people in 2016; the prevalence rates of Ulcerative Colitis and 
Crohn’s Disease were 181.1 per 100,000 people and 197.7 per 
100,000 people respectively[3]. Ulcerative colitis is reportedly rare 
in Black Africans[4,5] and indeed Nigerians[6,7,8] compared to Western 
populations[9,10,11]. There is no national data on the prevalence of 
Ulcerative Colitis in Nigeria; only few reports are available, mainly 
as case reports and case series[12,13,14,15].
    We report a case of Ulcerative Colitis which was histologically 
confirmed following a colonoscopy.

CASE PRESENTATION
We present Mr S.A. a 37 year old Nigerian of the Yoruba tribe who 
presented at our Gastroenterology clinic with recurrent passage of 
bloody stool of seven years duration. He was apparently well until 
about seven years ago when he started having intermittent passage of 
watery, mucoid and bloody stool of about 3 to 5 bowel motions per 
day with each episode lasting for about three to six weeks following 
which there will be remission that lasts for about 1 to 2 months. There 
is associated low grade fever and generalized abdominal pain during 
each episode; pain is minimally relieved following a bowel motion. 
There is associated history of tenesmus. No history of constipation 
alternating with the diarrhea. No history of abdominal swelling, no 
anal protrusion or perianal ulcers or mouth ulcers and no dyspeptic 
symptoms. Episodes of bowel motion are not associated with meal 
intake. Patient has lost some weight since the onset of the illness 
despite intact appetite. No risk factors for immunosuppression, not a 
known patient with HIV infection or diabetes mellitus. Not a known 
patient with systemic hypertension or peptic ulcer disease. Patient 
had taken different kinds of antibiotics during each episode with no 
appreciable improvement. No family history of similar illness. No 
family history of inflammatory bowel disease or colorectal cancer. He 
does not take alcohol nor smoke cigarette. Review of other systems 
was not contributory. 
    Clinical examination revealed a young man, conscious, not 
pale, anicteric, not cyanosed, not febrile, not dehydrated, no digital 
clubbing, no significant peripheral lymph node enlargement and 
no pedal oedema. The Abdomen was full, moved with respiration, 
no area of tenderness, liver span was 10cm, spleen and kidneys 
were not palpably enlarged, no ascites and the bowel sounds were 
normoactive. Digital rectal examination - examining finger was 
stained with maroon coloured blood, no rectal mass was felt. 
Other systems were essentially normal. A Provisional diagnosis of 
suspected Inflammatory bowel disease was made likely Ulcerative 
colitis to rule out Crohn’s disease and to rule out Colorectal cancer. 
    Investigation results are as follows: HIV screening was negative, 
FBC - PCV=40%, WBC=5,600 × 106/L (Neutrophils=55%, 
Lymphocytes=29%,  Monocytes=9%,  Eos inophi l s=6%, 
Basophils=1%), Platelets=373,000 × 106/L. ESR=34mm/hr. 
FBG=4.4mmol/L and 2HPP=5.6mmol/L. E,U&Cr - Na+=129mmol/L, 
K+=3.9mmol/L,Cl-=103mmol/L, HCO3=27mmol/L, Urea=2.0mmol/
L, Creatinine=72umol/L.
    Colonoscopy revealed circumferential mucosa inflammation with 
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Figure 1 An Endoscopic image of the Rectum.

Figure 2 An Endoscopic image of the Sigmoid colon.

Figure 3 An Endoscopic image of the Descending colon.

multiple areas of erosion and presence of numerous mucosal debris 
extending from the rectum to involve the sigmoid colon, descending 
colon, transverse colon and the ascending colon. No diverticula, no 
polyps or masses seen (Figures 1-5).
    Diagnosis: Endoscopic features of an Extensive Ulcerative Colitis 
(Proctitis with Pancolitis).
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Histology
Macroscopy: (1) Ascending colon: Specimen consists of 4 pieces of 
tiny greyish white tissue all together measuring 0.8cm × 0.5cm; (2) 
Transverse colon: Specimen consists of 5 pieces of tiny greyish white 
tissue all together measuring 0.8cm × 0.5cm; (3) Descending colon: 
Specimen consists of 5 pieces of tiny greyish white tissue all together 
measuring 0.7cm × 0.5cm; (4) Sigmoid colon: Specimen consists of 
multiple pieces of tiny greyish white tissue all together measuring 
1cm × 0.4cm; (5) Rectum: Specimen consists of 4 pieces of tiny 
greyish white tissue all together measuring 0.5cm × 0.5cm
    Microscopy: Sections from the ascending, transverse, descending, 
sigmoid colon and rectum are essentially the same. The sections 
show focal erosions to variable ulcerations, crypts distortion, variable 
glandular atrophy, focal loss of mucin, glandular destruction, 
glandular distortion and glandular regeneration. There are neutrophils 
infiltrating and destroying some of the glands. There are foci of 
abscesses in the mucosa and submucosa. However, chronic changes 
are accentuated. The lamina propria shows a dense infiltration by 
lymphocytes, plasma cells and eosinophils.
    Diagnosis: Features strongly indicate Ulcerative Colitis (Figure 6).
Upper GI Endoscopy revealed essentially normal findings. No 
abnormality was detected.

Histology
Macroscopy: (1) Gastric antrum: Specimen consists of 4 pieces 
of tiny greyish white tissue measuring 0.5cm x 0.5cm; (2) Gastric 
corpus: Specimen consists of 3 pieces of tiny greyish white tissue 
measuring 0.5cm x 0.3cm
    Microscopy: Gastric antrum: Histologic sections of gastric antral 
biopsy with intact mucosa. There is infiltration of lamina propria 
by lymphocytes, plasma cells and few neutrophils. There is mild 
glandular atrophy, no dysplasia, no intestinal metaplasia and no 
HLOs seen.
    Diagnosis: Chronic non-specific antral gastritis with mild atrophy, 
no activity, no metaplasia.
    Gastric corpus: Histologic sections of gastric corpus show intact 
mucosa. The lamina propria shows no significant inflammation. 
There is no glandular atrophy, no dysplasia, no intestinal metaplasia 
and no HLOs seen. 
     Diagnosis: No histologic diagnosis,
    He was commenced on Tab Mesalamine 800mg three times daily 
and antioxidants to be taken initially for three months. He was at the 
same time also commenced on Tabs Ofloxacin and Metronidazole for 
one week. He presented at our clinic three months later with complete 
resolution of all the symptoms. He was unwilling to undergo another 
colonoscopy for follow-up despite adequate counselling. The Tab 
Mesalamine was reduced to 800mg twice daily and he was scheduled 
for regular clinic follow-up.

CONCLUSION
Ulcerative Colitis is rare in our environment. It runs a chronic 
relapsing course and patients usually present with recurrent rectal 
bleeding, frequent stools, mucous discharge from the rectum, 
tenesmus, lower abdominal pain and a low-grade fever. The 
diagnosis of ulcerative colitis is best made with colonoscopy and 
mucosal biopsy for histopathology. The treatment of ulcerative 
colitis is mainly medical and includes use of amino-salicylates (such 
as mesalamine, sulphasalazine), corticosteroids, anti-inflammatory 
agents, antidiarrheal agents, and rehydration. Surgery is only 
considered if medical treatment fails or if a surgical emergency 

Figure 4 An Endoscopic image of the Transverse colon.

Figure 5 An Endoscopic image of the Ascending colon.

Figure 6 Micrograph of the colon ( × 10 magnification ) showing features of 
Ulcerative Colitis.
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develops such as toxic megacolon or intestinal perforation. Even 
though Ulcerative Colitis is uncommon in our environment, it is 
important for physicians to have a high index of suspicion for this 
condition particularly in a young individual with recurrence of the 
characteristic symptoms. Early diagnosis and treatment will prevent 
complications that could develop if untreated. There is a need to have 
a national database on Ulcerative Colitis in Nigeria and availability 
of colonoscopy services across the country to aid early diagnosis of 
this condition. 
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