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Ischemic Colitis, the Great Imitator: A Mass Completely Resolved
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Abstract
Ischemic colitis (IC) is the most common type of intestinal ischemia, with a vast clinical spectrum of injury rang-
ing from mild and transient ischemia to acute fulminant colitis. The pattern of injury is usually segmental, but it is 
mainly dictated by individual anatomy, duration of ischemia, and degree of re-perfusion injury. Analysis of clinical 
presentation, early endoscopic evaluation, and biopsy are all essential for prevention of misdiagnosis. We pres-
ent a unique case of IC with mass-like features on regular imaging, emphasizing the importance of endoscopy 
and biopsy for accurate diagnosis.

Introduction
Ischemic colitis (IC) is a common disorder of the large bowel. It is frequently seen in older patients, and is the 
most common form of intestinal ischemic injury. It accounts for about 50–60% of all gastrointestinal ischemic 
episodes, most often in the absence of major vessel occlusion.1–4 IC is a result of inadequate blood flow to the 
colon, causing mucosal injury that is mediated by hypoxia, followed by reperfusion injury.4 The pattern of injury 
is usually segmental, mainly involving the “watershed” zones of the splenic flexure, descending colon, and the 
rectosigmoid junction; however, any part of the colon can be affected, including isolated right-sided colon, which 
carries a higher morbidity and mortality rate.2 Common clinical manifestations include sudden presentation of 
abdominal pain that is usually located over the affected area of the colon, followed by bright red blood per rec-
tum.4 The severity of clinical symptoms varies, including fever, diarrhea, peritonitis, and septic shock, depending 
on the extent of colonic injury. We report a unique presentation of IC and stress the significance of endoscopy 
and biopsy for accurate diagnosis and therapy.

Case Report
A 76-year-old Caucasian male with a past medical history of tobacco use, hypertension, and chronic kidney 
disease stage III, not on dialysis, presented to the emergency room with acute right lower abdominal pain and 
non-bloody diarrhea. He reported a history of a previous colonoscopy with 1 polyp removed 2 years ago at an 
outside hospital. In the emergency department, he was febrile to 102°F and tachycardic. Physical exam revealed 
a well-developed and well-nourished male in no acute distress with a tender right lower quadrant with no rebound 
or guarding. Other systems were normal. Laboratory findings were remarkable for a white blood cell count of 
12.1 x 103/L and a creatinine of 1.9 mg/dL.  

CT scan of the abdomen revealed annular thickening of the cecum, concerning for malignancy (Figure 1). 
The patient was admitted and treated supportively with intravenous fluids and pain management. Colonoscopy 
showed a large, necrotic-appearing mass encompassing the majority of the cecum (Figure 2). Pathology revealed 
fragments of necrotic colonic mucosa, fibrinopurulent exudates, and partial viable tissue and associated repara-
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Figure 1. CT abdomen/pelvis showing segmental abnormal mucosal thick-
ening in an annular fashion involving the cecum, highly suggestive of a 
colonic malignancy.

tive changes without evidence of malignant cells (Figure 3). 
IC was diagnosed when these findings were correlated with 
the clinical findings. The patient was treated conservatively 
with resolution of his symptoms. He was discharged 1 week 
later with outpatient gastroenterology follow-up. A repeat 
colonoscopy done 2 months later showed complete resolu-
tion of the mass (Figure 4).  

Discussion
IC is the most common manifestation of ischemic bowel dis-
ease and is important to recognize, especially in the elderly 
population. Commonly seen risk factors among patients with 
IC include coronary artery disease, hypertension, chronic 
kidney disease, diabetes, and hyperlipidemia.1 Ischemia 
typically affects the colon in a segmental manner secondary 
to the pattern of vascular supply to the colon. Colon isch-
emia has many causes, most often associated with an acute 
change in blood flow to the colon, usually in the absence 
of major vessel occlusion.1-2 Isolated right-sided colon isch-
emia, as seen in this case, accounts for about 25% of cases. 
It is usually precipitated by reduction in circulating blood 

volume, marked fluid shift, and hypotension, which could 
lead to superior mesenteric artery (SMA) vasoconstriction.2-3 
Patients usually present with symptoms of non-specific ab-
dominal pain but lack the bloody diarrhea seen in classic IC 
affecting the splenic flexure or “watershed area.” There is 
higher morbidity and mortality with right-sided colon involve-
ment compared to the other segments of the colon. This is 
hypothesized to be due to insufficient collateralization and 
blood flow to the right side of the colon.2 Given the vague 
symptoms and higher morbidity and mortality, early recogni-
tion and treatment is critical. 

Endoscopic manifestations of IC are vast and range from 
mild erythema to pseudo-tumor, as reported in this case. 
Lymphocytic and neutrophilic infiltration along with edema 
and ulceration of the superficial mucosa are seen in mild 
forms of ischemia. In such cases, the glandular architecture 
of the deep mucosa is preserved. Gland degeneration and 
fibrinopurulent exudate are seen in more severe ischemia. 
Pseudo-tumor can be attributed to submucosal hemor-
rhage, which can create a mass-like appearance when se-
vere.4 Given that there is no widely accepted diagnostic cri-
teria for IC, clear recognition and knowledge of the clinical, 
endoscopic, and pathologic characteristics is crucial in mak-
ing an accurate diagnosis and providing timely treatment.  

Figure 2. Colonoscopy showing a large cecal mass encompassing the ma-
jority of the cecum. 

Figure 3. H&E stain of colonic biopsy specimen at (A) 100x, (B) 200x, and 
(C) 400x, significant for fragments of necrotic colonic mucosa and fibri-
nopurulent exudate with evidence of submucosal hemorrhage and crypt 
destruction. No evidence of malignancy.  
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This case emphasizes that, while preliminary radiographic 
imaging may be suggestive for malignancy, it is essential to 
perform colonoscopy with biopsies to distinguish ischemic 
colitis from carcinoma.4–6 After confirmation of IC, perform-
ing a follow-up endoscopy is important to ensure resolution 
of the ischemic area and to rule out other colonic pathol-
ogy obscured by the initial ischemia. Generally, conserva-
tive management is recommended since surgery portends 
a higher mortality. Therefore, it is imperative to have a high 
index of suspicion for ischemic colitis because a misdiagno-
sis with colon cancer has a significant risk of unnecessary 
adverse events, including surgery. 
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Figure 4. Complete resolution of the cecal mass 2 months later after con-
servative management and treatment of diarrhea.


