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A 57-year-old woman

• The patient who has had frequent constipation, painful stools with 
bright blood since 10 years ago, and underwent hemorrhoidectomy. 
(We do not have a surgery report and the she did not have a 
colonoscopy before the surgery).

• One year after the surgery, the patient had colicky abdominal pain in 
the peri-umbilical region, with large amounts of bright bloody stools, 
and mucus and purulent secretions. Colitis (probably UC) was 
diagnosed by colonoscopy and is being treated by Asacol or 
Mesalazine (no document).
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• Abdominal pains have improved, but the patient did not take regular 
medication and regular follow-up, and took most of the medications 
only when he had abdominal pain.

• However, since 2009, he has been following up on a regular basis, due 
to abdominal pains and clear blood discharge, he had another 
colonoscopy in 2009, and with the diagnosis of UC, he is being treated 
with Asacol.
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• Again in 1400 due to lack of proper response to the treatment 
(abdominal pains and blood discharge) they undergo colonoscopy 
again:

• Remicade was started along with Azram (50 mg every 8 hours) and 
Asacol (daily enema and 6 tablets of 400 mg daily):
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• Large deep ulcers in rectum and 
sigmoid

• Multiple small ulcers and aphthous 
lesions in sigmoid and transverse colon

• Circumferential ulcer with contact 
bleeding just above the cecum





• In 2022, due to the  disease activity  (calprotectin level: 650 and ESR: 
105) and the high level of infliximab antibody, Remicade will be 
stopped and will start for the Cinnora patient (from September):

• In February 2023, she was admitted to the hospital due to generalized 
abdominal pain:
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After 4 days of 
hospitalization, 
she is 
discharged and 
she is referred 
for colonoscopy 
as an 
outpatient.
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Fistula orifice in left side of perianal region + anal fissure 
+ ext. hemorrhoid

Diffuse edema with deep ulcers in the rectum
Multiple ulcers with a 6mm polyps  in sigmoid

Ulcerative and edematous part with 6 cm length in the 
ascending colon that scope was passed with pressure 
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• In April 2023, the patient was hospitalized and examined due to anal 
pain, abdominal pain, rectal bleeding and fever.

• Cinnora is discontinued, treated with antibiotics (ciprofloxacin and 
metronidazole), Start with methylprednisolone and continue with 
prednisolone fort.
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• The patient is discharged from the hospital with consent.

• For the patient, Azram, Asacol and prednisolone 50 mg is prescribed, 
which is gradually tapered and is currently continued with a dose of 
2.5 mg, which is to be discontinued.

• Currently, the patient does not complain of abdominal pains, 
hematochezia is very small and transient, and he defies once a day. 
The patient does not complain of joint and bone pains, and he does 
not mention blurred vision.

• In the examination, there is no skin lesion in the limbs, the abdomen 
is soft, there is no tenderness, there is no active fistula or abscess in 
the anal area.
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Q:

• 1) What should be done for stenosis in the ascending colon?

• 2) What is the appropriate treatment for distal rectal involvement?
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Distal part of rectal Mucosa is ulcerative and edematous with 
multiple holes

Longitudinal linear ulcers in sigmoid

Circumferential ulcerative part in ascending colon was seen 
that passage of scope through it was impossible





ب Because of the report of hypodense area in the 
lumbar spine on CT, a whole body bone scan is 
requested and the result was normal.



Treatment of osteoporosis was started 
with calcium, alendronate and vitamin D
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FEEDBACK

• Dear Professor: 

• Thank you for introducing the patient. The patient was presented at the joint 
meeting of the commission and the grand round. The patient’s documents were 
seen. After discussion and debates with our gastroenterologist colleagues and 
review of references and literatures, the following advisory decisions were made, 
which are announced to you for your information, help and, if you consider it 
appropriate, to apply: 

• Currently, according to the active ulcers in the rectum and the stricture created in 
the ascending colon, the following are recommended:

• Increasing dose of CinnoRA

• Consultation with a colorectal surgeon 

• PET SCAN and rheumatology consultation to check the bone lesions reported in 
the patient’s previous CT scan
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A 55-year-old male 

• ... with a history of liver cirrhosis and PBC since about 10 years ago was 
referred due to Retroperitoneal fibrosis and bone lesion for consult of 
further measures.

• Currently, he only complains of anorexia and weight loss.

• Drug history:

• Hydroxyurea one daily

• Ursodeoxycholic acid, every eight hours

• family history:

• Lung cancer in a brother at the age of 67
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Abdominal MRI and MRCP
1391.10.25

Normal MRI of abdominal and MRCP except splenomegaly



Lab Data
1391

PT  13 HBS Ag  Neg Ferritin  155 IgA  2.1

INR  1 HIV(1,2,P24)-Ab  Neg Iron  86 AntiTTG-IgA  Neg

PTT  39 HCV-Ab  Neg TIBC  352 ANA  8

Alb  4.8 Retic  2.2 ASMA  Neg

AST  20 ESR  37 LKM-Ab  0.2

ALT  42 TSH  1.7 Anti ENDOMESIAL IgA  0.7

ALP  893 Anti ENDOMESIAL IgG  0.8

Billi.T 0.8

Billi.D 0.1

Peripheral blood smear: anisocytosis-pikilocytosis-microspherocyte
(possibility of hemolytic anemia-spherocytic anemia-myelofibrosis)



Abdominopelvic Sonography
1391.11.14

Spleen size: 66x125 mm and larger than normal

Prostate size: 35x37x43 mm and volume 26 cc is above the normal.



Lab Data
1392

BUN  12.5 Ca  9.2 Billi.T 0.9 ANA  0.2 WBC  5.2

CR  0.9 Phos  3.5 Billi.D 0.1 Anti.ds.DNA Neg RBC  4.2

ESR  24 AST  12 HB  12.4

CRP  Neg ALT  9 HCT  37

ALK  489 MCV  88

GGT  83 MCH  29

PLT  168



Pathology of liver mass CNB
1392.02.18

Clinical Data:

Elevated liver enzymes: (ALP:913 and GGT: 115) / Normal level of SGOT and SGPT

Normal sonography of liver and gall bladder

Macroscopic Description:

Specimen received in formalin labelled with patient's name is one core of soft brown tissue 1.5 cm in length. 
Entirely submitted in one cassette.

Microscopic Description:

Sections show liver tissue consist of lobules and portal spaces.

There is mild mononuclear inflammatory cells infiltration around portal spaces with scattered neutrophils and 
eosinophils in portal spaces and around the bile ducts. Mild periportal fibrosis is seen in masson staining.

Final Pathologic Diagnosis: cholangitis

Comment: Drug reactions could be among the differential diagnosis. Clinicopathologic correlation is 
recommended.





Colonoscopy
1392.03.02

Normal 



Abdominopelvic CT scan with contrast
1392.05.09

• Liver and spleen are enlarged (liver span=210mm and spleen 
span=190mm)

• Density of bone is increased diffusely with no bone expansion

IMP :

Diffuse osteosclerosis (myelofibrosis, is the first DDX due to presence of 
hepatosplenomegally however renal osteodystrophy, hyperthyroidism, 
hypoparathyroidism, osteopetrosis, lymphoma and blastic metastasis, paget
disease, fluorosis and mastocytosis are in DDX)

Hepatosplenomegally (due to extramedulary hematopoisis?)





Abdominopelvic C.T Scan with & without contrast 
(pancreas protocol)

1393.02.06
Liver size is increased (=182mm) with no space occupying lesion.

Mild dilatation of intrahepatic biliary ducts is seen.

Diameter of main portal vein is increased up to 17mm (portal hypertension?)

Spleen size in marked increased (=180mm in span) with no SOL

Also marked pancreatic head LAPS with 30*20mm measurement is noted. but no evidence of Sol in 
pancreas is present.

Para-aortic LAPS with 11mm in maximum short axis is noted.

Also multiple mesenteric LAPS with up to 8mm short axis in mesentery of jejuna loops are seen.

Also generalized increased bone density with permeative pattern is noted (DDX: myelofibrosis, 
metastatic infiltration, fluorosis, ...).

IMP: Hepatosplenomegaly associated with multiple mesenteric and retroperitoneal LAPS and also 
increased generalized bony density

DDX: Myeloproliferative as myelofibrosis and leukemia and lymphoproliferative as lymphoma 
should be considered.





WHOLE BODY BONE SCAN
1393.02.20

symmetrical and normal distribution of radioactivity throughout bony 
skeleton.

Impression: Normal bone scan



Pathology of BMB
1393.02.30

Myeloproliferative disorder most probably myelofibrosis



Lab Data
1393.03.19

Ca  9 Billi.T 0.9 BUN  25

Phos  3.5 Billi.D 0.2 CR  1

VitD 7.6 AST  11

PTH  Intact  41 ALT  22

LDH  165 ALK  700



Molecular analysis report for Philadelphia 
chromosome (mbcr-abl)

1393.04.08

Negative



Masson and reticulin staining of bone marrow 
biopsy

1393.04.15

Reticulin staining showed mild fibrosis between bone trabeculae and 
bone marrow hematopoietic parenchyma.

Reticulin staining: positive

Masson staining : Negative



Endoscopy
1393.05.26

H.Pylori: Negative

Esophagus: mucosal break less than 5 mm was seen, no varix was 
detected

Stomach: normal

Duodenum: few erosions were seen in bulb

Final Diagnosis: as above



Pathology of BMB
1393.06.26

SUCPICIOUS FOR LYMPHOPROLYFRATIVE DISORDER
For netdiagnosis flow cytometry is recommended



flow cytometry
1393.06.26

IHC panel don’t support diagnosis of LYMPHOPROLIFERATIVE disorder



FIOWCYTOMETRTY
1393.07.22

PB immunophenotyping reveals a population in lymphocytic gate which 
are mostly T cells,

abnormal B cell or suspicious immunophenotyping of Hairy cell is not 
isolated.



Abdominopelvic Sonography
1394.03.16

• The liver is observed with an increase in size and echogenicity (Grade II) and with a brief coarsening of the 
parenchyma.

• Portal vein with a diameter of 15 mm was observed.

• The hepatic and suprahepatic vascular system is normal.

• The gallbladder and intrahepatic and extrahepatic bile ducts are normal.

• The pancreas has a normal size and echogenicity, but a space-occupying hypoechoic lesion with a size of 
21x10 mm was observed between the head and the body of the pancreas.

• The size of the spleen was observed with a length of 171 mm.

• There was no sign of space-occupying lesion and adenopathy in the para-aortic area

• Kidneys have normal size and echogenicity.

• There was no sign of space-occupying lesion, urinary stasis, or acoustic shadow caused by stones.

• There was no trace of ascites in the abdomen.

• The bladder was found to have a normal volume and wall thickness and no space-occupying mass.

• Prostate with a size of 40*30*41 mm with a volume of 37, normal shape and echo ptteran, no calcification 
was observed in it.
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Lab Data
1395.05.16

WBC  4.9 PT  13 ANA  2.5 FBS  98

NEU  51%     LYM  40% PTT  50 AMA  0.7 BUN  29

RBC  4.3 INR  1 AFP  2.3 CR  1

HB  12.3 AST  10 IgG  8.5 Estimating G.F.R  89

HCT  38 ALT  16 GGT  122 TG  167

MCV  90 ALK  741 ESR  22 CHOL  172

MCH  28 Billi.T 0.9 HDL  26

PLT  168 Billi.D 0.2 LDL  85

LDL/HDL  3



1397.05.14



Abdominopelvic M.D.C.T Scan with contrast
1398.03.09

Liver span is about: 207 mm / Spleen span is adont : 202 mm.

Hypodense hepatic mass measuring 13 mm is seen in right hepatic lobe further evaluation 
with triphasic CT scan is recommended.

A isodense lesion to pancreas measuring 16*16 mm the same as previous study..

Some paraaortic and mesenteric LAPS with short axis diameter up to 10 mm is noticed.

Increased bone density is noted. Representing bone marrow infiltration compatible with 
the diagnosis of myelofibrosis.

IMP: Hepatic lesion (further evaluation is recommended)

Hepatosplenomegaly

Paraaortic and mesenteric LAPS

Increased bone density





Abdominopelvic Sonography
1402.02.17

In the center of the right lobe, a hyperecho-solid spot with a diameter 
of 18 mm can be seen, which, although hemangioma is the most likely, 
it is recommended to follow it up with a CT scan or MRI.

The liver is hyperechoic (grade 1 fatty liver).

There is a stone with a diameter of 3 mm in both sides of the middle 
calyx, which does not explain the patient's pain

Spleen slightly larger than normal (splenomegaly: 70x140mm)

Heterogeneous prostate with larger than normal volume and 
dimensions.



Abdominopelvic M.D.C.T scan with contrast
1402.02.30

• Hepatosplenomegaly (liver span=207 and spleen span=202)

• Hypodense lesion with peripheral nodule enhancement in size of 
20*13mm in 6th segment of liver

• Some mesenteric LAPs with short axis diameter up to 12mm

• Diffuse bone marrow infiltration

• Prostate is enlarged 

IMP: Liver Hemangioma , Hepatosplenomegaly , mesenteric LAPs , 
bone marrow infiltration



MRCP
1402.04.17

• Hepatosplenomegaly

• Slight diffuse low signal intensity of splenic parenchyma

• There is some pressure effect on common hepatic duct and proximal 
CBD , due to a low signal intensity fibrous in portohepatic around 
pancreatic head and around celiac trunk

• This fibrous tissue is also visible alongside periportal space , also 
alongside main lobar fissure

• Small hemangioma of 15mm at intersegment 7 and 8

• Fibrous tissue in retroperitoneal space and extends to precaval region





Lab Data
1402.07.09

WBC  5.4 FBS  105 Ca  9.8 AST  18 TSH  1.7

RBC  4.6 BUN  26 Phos  3.3 ALT  21 PSA  0.6

HB  14.5 CR  0.9 Na  137 ALP  599 CEA  0.6

MCV  92 CHOL  172 K  4.8 Alb  4.8 CA19-9  5.8

MCH  31 TG  188 GGT  143 AMA  0.3

MCHC  34 HDL  37 E.G.F.R  93 Occult blood  Neg

PLT  230 LDL  97

NEU:57% LYM:35% VLDL  38

Molecular analysis report for JAK2 MUTATION: Negative



FEEDBACK

• Dear Professor: 

• Thank you for introducing the patient. The patient was presented at the 
joint meeting of the commission and the grand round. The patient’s 
documents were seen. After discussion and debates with our 
gastroenterologist colleagues and review of references and literatures, the 
following advisory decisions were made, which are announced to you for 
your information, help and, if you consider it appropriate, to apply: 

• According to the presence of the lymph node, a biopsy is recommended to 
determine the source of the fibrosis.

• Ig G4 level should be checked to R/O related diseases.

• Colonoscopy was recommended to rule out IBD.
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FEEDBACK

• Dear Professor: 
• Thank you for introducing the patient. The patient was presented at the 

joint meeting of the commission and the grand round. The patient’s 
documents were seen. After discussion and debates with our 
gastroenterologist colleagues and review of references and literatures, the 
following advisory decisions were made, which are announced to you for 
your information, help and, if you consider it appropriate, to apply: 

• It is recommended to check the level of fasting serum gastrin.
• For two weeks, a high dose of PPI and at the same time a H2RA should be 

taken , and then TTS balloon dilation should be performed twice
• If there is no improvement, talk to the patient about Anterectomy and 

vagotomy.
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