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A 15−year−old boy was referred to the gas−
troenterology department with a 2−month
history of lower abdominal pain, intermit−
tent diarrhea, fatigue, and weight loss. He
had been well until 8 weeks previously,
when he had developed watery diarrhea
with six or seven bowel movements per
day, cramps, headache, and fatigue. Tetra−
cycline 0.6 g b. i. d. had been prescribed for
suspected infectious diarrhea. The num−
ber of bowel movements decreased to
three or four per day with the treatment,
but the patient began to note blood in the
feces. Detailed examination showed noth−
ing but a body mass index of 17.9 kg/m2, a
temperature of 37.2 8C, mild tenderness
across the lower abdomen without re−
bound, a positive guaiac test, mild iron−de−
ficiency anemia, leukocytosis, and eosino−
philia. Stool culture, ova, and parasites
were negative. Colonoscopy revealed mul−
tiple long ulcers of various depths sur−
rounded by congested mucosa; the dis−
eased areas were separated by normal mu−
cosa (Figure 1). Multiple biopsies were
taken. The rectum and the part of the small
intestine examined (10 cm) were not af−

fected. Crohn�s disease was suspected. On
morphological examination, Balantidium
coli was detected in the specimens taken
from the ulcer margins (Figure 2). Initia−
tion of treatment with metronidazole
0.5 g b. i.d. led to complete clinical recov−
ery within 5 days. A colonoscopy check−
up 1 month after admission showed that
the colonic mucosa had healed. Nine
months after the initial presentation, the
clinical, laboratory and endoscopic exami−
nation revealed nothing but a few minor
scars in the colon. The important part of
the differential diagnosis of inflammatory
bowel disease (IBD) from other inflamma−
tory disorders is the endoscopic examina−
tion. Unfortunately, infectious and parasi−
tic colitis may be not only clinically, but
also endoscopically indistinguishable
from IBD [1± 3]. Stool culture and micro−
scopy do not always make it possible to ex−
clude the possibility of infectious colitis. A
morphological examination is still the
most reliable test for differentiating be−
tween infectious colitis and IBD [4].
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Figure 1 Colono−
scopic appearance
of the patient�s large
bowel.

Figure 2 Balantidium coli in a specimen tak−
en from an ulcer margin (hematoxylin±eosin,
original magnification � 200)
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