Cathartic Colitis

SEUK KY KIM," RICHARD D. GERLE, AND RICHARD ROZANSKI

The radiographic findings of cathartic colon [1] have
been well known since Heilbrun [2] first reported this
entity in 1943. Despite the characteristic radiographic
changes seen in this entity, the pathogenesis and pa-
thology have not been well understood. We have studied
the pathology of cathartic colon and have correlated the
pathological changes with the radiographic findings.

Case Report

A 67-year-old white female began using laxatives for chronic
constipation during childhood and progressed to daily use of
cascara in her teens.

Following surgery for an anal fissure at age 50, the patient
developed anal stenosis. She required increasingly larger
amounts of laxatives, which eventually resulted in liquid stools.
Prior to admission she complained of mild abdominal gaseous
distension and distress. Physical examination and laboratory
findings were normal except for anal stenosis. A barium enema
(fig. 1) demonstrated shortening of the proximal colon with a
smooth mucosa and a lack of haustral markings. The terminal
ileum was also smooth and dilated. The rectosigmoid was not
remarkable. In addition to inconsistent constrictions in the
proximal colon, a fixed and persistent stricture was seen at the
hepatic flexure causing proximal dilation and poor evacuation.
Since the patient was a known laxative abuser, a radiographic
diagnosis of cathartic colon was made. However, because of
the presence of a fixed stricture that had not been described in
cathartic colon and some similarity of radiologic findings to
ulcerative colitis, the possibility of cancerous degeneration of
chronic ulcerative colitis was considered and a right hemicolec-
tomy was performed. At surgery the ascending colon was
considerably dilated but the colon was otherwise unremarkable.
Palpation of the stenotic area revealed some thickening of the
intestinal wall.

Gross examination of the surgical specimen of the ascending
colon (fig. 2A) showed a normal serosal surface. The mucosa
was atrophic and smooth with punctate, superficial ulcerations.
Gross appearance of the stenotic area of the colon was similar
to that of the rest of the colon.

Microscopy (fig. 2B) showed markedly atrophic mucosa with
chronic inflammation and paneth cell metaplasia. Healing su-
perficial ulcerations were noted. The cellular infiltrates were
predominantly mononuclear cells, but a large number of eosin-
ophils were also seen, raising the possibility of an allergic
reaction to cathartics. Examination of the myenteric plexus was
normal. Microscopic examination of the stenotic area, however,
revealed markedly thickened muscularis mucosa distorted by
fibrosis. The fibrosis extended to the submucosa, which was
infiltrated by fat. Muscularis layers were normal. The stricture
was therefore due to thickening of the muscularis mucosa and
submucosal fibrosis.
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Discussion
Radiology

Because history of laxative abuse is often not volun-
teered by a patient, the radiologist may be puzzled by
the findings of a barium enema. The radiographic
changes of cathartic colon are similar to those of burned-
out ulcerative colitis: smooth mucosa, loss of haustra-
tion, and a general shortening of the colon. However,
certain features may enable the entities to be distin-
guished in certain cases. We reviewed the findings of
nine cases of cathartic colon and found these to be
similar to those described by Plum et al. [1]. Cathartic
colon predominantly involves the right colon, often spar-
ing the rectosigmoid region. However, it may involve the
entire colon and the terminal ileum, the latter having an
appearance of the so-called ‘backwash ileitis”” seen in
ulcerative colitis. Shortening of ascending colon can be
marked, but unlike ulcerative colitis, the shortened seg-
ments remain remarkedly distensible. Inconstant luminal
constriction or “‘pseudo strictures’ are seen at fluoros-
copy and most commonly occur at the hepatic flexure.
True stricture of the colon has not been previously
reported. When these characteristic findings are seen in
a patient with long standing cathartic abuse, the diag-
nosis of cathartic colon is certain.

Pathology

In our experience the pathologic changes associated
with cathartic colon are nonspecific. Jones [3] first
reported the pathologic findings in 1967. He described
dark brown colonic mucosa with a white reticular streak-
ing resembling alligator skin; there was excessive sub-
mucosal fat and atrophy of the muscle layer. Bockus et
al. [4] showed that certain laxatives cause pigmentation
of colonic mucosa. In 1968, Smith [5] used the same
colon specimen for microscopic examination of the
myenteric plexus and described degeneration of neurons
and axons. He postulated that laxatives are neurotoxic
agents that cause myenteric damage.

The second case of cathartic colon pathology was
reported by Urso et al. [6] in 1975. In this case, the colon
was dilated and the mucosa was atrophic and smooth
with multiple punctate superficial ulcerations measuring
2-3 mm. Thickening of muscularis mucosa and submu-
cosal fibrosis were noted.

We reviewed the pathologic slides of the case de-
scribed by Urso et al. [6]. The microscopic findings were
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similar to those in our case. Findings in both cases
included smooth atrophic colonic mucosa with multiple
punctate superficial ulcers, chronic inflammation with
resultant thickening of muscularis mucosa, and submu-
cosal fatty infiltration and fibrosis. The main muscular

Fig. 1.—Barium enema showing smooth mucosa, lack of haustration
shortening, inconstant constrictions, and smooth terminal ileum. Note
true stricture with proximal dilation at hepatic flexure (arrow).

Fig. 2.—A, Surgical specimen of
ascending colon showing smooth,
atrophic mucosa with punctate super-
ficial ulcers (dark spots). Stenotic he-
patic flexure is in distal-most portion
of specimen at top. B, Microphoto-
graph of colon at stenotic area. Mu-
cosa is atrophic with chronic inflam-
mation (top). Note thickened muscu-
laris mucosa (arrows). Submucosal
fat infiltration, fibrosis, and circular
muscles are normal.
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layer and myenteric plexus were normal. The degenera-
tion of neurons described by Smith [5] was not appreci-
ated in either case.

Goulston et al. [7] reported that benign strictures seen
in ulcerative colitis are due to hypertrophy of the mus-
cularis mucosa. This same pathology was found to be
the cause of the stricture in our case. All of the patho-
logic findings of cathartic colon resemble those of
chronic ulcerative colitis in remission; our pathologists
were unable to distinguish between these entities in the
cases reviewed.

Pathophysiology

A chronic colitis appears to develop with prolonged
cathartic use, but the only symptom of colitis is a
laxative-induced diarrhea. The pathophysiology of ca-
thartic colon can only be postulated. It is possible that
direct mucosal irritation by a cathartic for prolonged
periods may produce a chronic colitis. Burned-out ulcer-
ative colitis results from years of intermittent exacerba-
tion of acute colitis, which is clinically apparent. How-
ever, cathartic colitis, similar both radiologically and
pathologically to burned-out ulcerative colitis, develops
without a clinically obvious acute phase.
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