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Abstract
By definition, actinic colitis includes inflammatory changes of the colorectal mucosa secondary to radiation 
therapy of nearby tissue. The most frequent location is the rectum, and the most common indication for 
radiation therapy is a pelvic region neoplasm in the rectum, prostate or cervix. It is estimated that up to half of 
patients receiving pelvic radiation go on to develop associated gastrointestinal symptoms. 

We present two patients with sacroiliac and pelvic bone metastases secondary to prostate adenocarcinoma 
who received radiation in the lumbosacral and pelvic region. Both patients developed bloody stools soon after 
radiation therapy. Colonoscopy showed erythema and ulceration, and histopathology found a pattern of is-
chemic colitis with nucleus and cytomegalovirus infection, fibrous stroma with reactive changes and abundant 
inflammatory infiltration of neutrophils. These findings are characteristic of acute actinic colitis, but the cecal 
location has not been reported frequently. Nevertheless, the pelvic location of the cecum and the terminal 
ileum puts these anatomical segments at risk from the direct impact of radiation therapy. In the acute phase, 
this condition, is self-limiting and usually resolves with support measures. It is essential that the personnel 
involved in the management of these patients be aware of this entity and its possible differential diagnoses.
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INTRODUCTION

Radiation colitis corresponds to inflammatory changes of 
the colonic mucosa secondary to radiation therapy in the 
vicinity. (1) This common pathology occurs in up to 50% 
of patients who receive radiation treatment for abdominal 
and pelvic malignancies. Usually, patients with cancer of 
the prostate, cervix and rectum are the most affected, and 
the regions that are usually involved are the sigmoid colon 
and the rectum. (2, 3) Radiation colitis  can be acute or 
chronic depending on the time of appearance of the lesion 
with respect to exposure. The acute phase appears within 
six months of the start of radiation therapy and usually 
manifests clinically with diarrhea, tenesmus and bleeding. 
The chronic phase occurs six months after exposure and 

presents with diarrhea, pain, obstruction, fistulas, and 
bleeding. Diagnosis conventionally involves colonoscopy 
and medical history. (3) Colitis due to localized radiation 
therapy in the cecum is uncommon, and there had been 
no cases reported in the literature. We present two cases of 
cecal radiation colitis  in patients who were irradiated due 
to pelvic bone metastases from prostate adenocarcinoma.

CASE 1

A 75-year-old patient with a history of prostatic adeno-
carcinoma consulted because of pain in his right hip. An 
abdominal computerized axial tomography (CT) scan 
revealed multiple osteoblastic lesions in the patient’s spine, 
pelvis, and secondary femur which were probably metasta-
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tic. Palliative radiation therapy (300 cGy per session) was 
indicated for the entire pelvic region including the femo-
ral heads. At the end of 10 radiation therapy sessions, the 
patient presented bloody stools. A colonoscopy showed 
that the cecal mucosa had mild focal erythema without 
ulcers or other lesions. Biopsies were taken from this loca-
tion. The histopathological study (Figure 1) showed a pat-
tern of acute ischemic colitis with reactive changes, loss and 
miniaturization of glands, cytomegaly and nucleomegaly 
without alteration of the nucleus-cytoplasm relationship, 
paucicellular lamina propria with predominantly neutro-
philic and superficial inflammatory infiltrate with incipient 
fibrosis, edema and areas with hemorrhaging without 
thrombi. Based on these findings, acute radiation colitis 
was diagnosed and the patient was treated with supportive 
measures. His subsequent evolution was satisfactory.

CASE 2

An 85-year-old patient with a diagnosis of metastatic pros-
tate adenocarcinoma in the right lumbar and sacroiliac 
region consulted due to melena and hematochezia that had 
begun seven days after completing six radiation therapy 
treatment of the right lumbar and sacroiliac region (400 
cGy per session). A colonoscopy showed that the cecal 
mucosa had multiple flat, fibrin-covered, ulcerations. A 
biopsy showed radiation colitis with more serious changes 
than in the previous case. There was marked architectural 
distortion, loss and miniaturization of crypts, formation 
of microabscesses, fibrous stroma with rich eosinophilic 
polymorphonuclear inflammatory infiltrate, fibroblasts, 
reactive endothelial cells and regenerative changes inclu-

ding cells with cytomegaly and nucleomegaly without 
significant alteration of the nucleus-cytoplasm relationship 
(Figure 2). Based on these findings, acute radiation colitis 
was diagnosed. The patient received support measures. His 
subsequent evolution was good.

DISCUSSION

Ionizing radiation is a known cause of intestinal disease. 
(4) Walsh first reported intestinal damage induced by 
radiation therapy in 1897, just two years after the discovery 
of X-rays. (5) Despite advances in radiation therapy techni-
ques, radiation colitis is common after radiation therapy in 
the pelvic region for gynecological, urological, and anorec-
tal neoplasms. Up to 50% of these patients have reported 
symptoms. (3, 6)

Colonoscopy provides information that is essential for 
diagnosis of radiation colitis. Among the important findings 
are edema, erythema, friability, ulcers, and necrosis of the 
mucosa which depend on the degree of inflammation. (7) 
The first patient reported on here presented erythema in 
the mucosa while the second presented a higher degree of 
inflammation and ulcers. Biopsies are not usually necessary 
to make the diagnosis, but as in these two cases a biopsy may 
be needed to confirm an endoscopist’s suspicion or because 
of the patient’s medical history. In some cases biopsies can 
help exclude other causes of colitis. (3) Differential diagno-
ses include infections, inflammatory bowel disease, other 
causes of ischemic-pattern colitis, diverticular disease, and 
drug-associated colitis. (8)

Histopathologically, the patterns of the acute and chro-
nic phases correspond to those of acute and chronic ische-

Figure 1. A. HE 4 X, loss and miniaturization of glands. B. HE 40X, nucleomegaly with cytomegaly.
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limiting and resolves with support measures as observed 
in the two cases presented. (9) In contrast, management 
of the chronic phase is more complex due to progressive 
evolution of the disease that includes fibrosis, edema, 
endarteritis, obstruction, perforation and malignancy. 
Consequently, different treatments including hyperba-
ric oxygen, endoscopic cauterization and surgery may be 
required depending on the individual case. (10)

CONCLUSION

Cecal radiation colitis  is rare, and our cases are the first to be 
reported in this location. Both were associated with radiation 
directed at pelvic metastases. Personnel involved in the care 
of these patients should consider radiation therapy colitis as 
a differential diagnosis for patients who present gastrointes-
tinal bleeding after radiation therapy for primary or metas-
tatic neoplasms. Knowledge of this entity can lead to timely 
diagnosis which will help prevent complications and reduce 
short-term and long-term morbidity in these patients.

mic colitis. In the acute phase, changes are more evident in 
the epithelium, with cytomegaly, nucleomegaly, pyknosis, 
karyorrhexis, and abundant mitotic activity with frequent 
atypical figures. These include miniaturization and loss of 
crypts, mucin loss with inflammatory infiltrate of the lamina 
propria with a predominance of neutrophil polymorphonu-
clear cells and plasma cells and formation of crypt abscesses. 
In contrast, alterations during the chronic phase are predo-
minantly stromal and include hyalinized connective tissue 
occupying the lamina propria, reactive atypia in fibroblasts 
and endothelial cells, obliteration and hyalinization of blood 
vessels, and atrophy of the muscularis propria. (8)

Our patients’ clinical histories, endoscopic findings, and 
histopathological findings made it possible to orient their 
diagnoses towards acute radiation colitis.

Even though radiation colitis is most frequently found 
in the rectum, the pelvic location of the cecum and the 
terminal ileum place these anatomical segments at risk of 
direct impact from radiation therapy. It is also important to 
highlight that the acute phase of the disease is usually self-

Figure 2. A. HE 4 X, architectural distortion with loss and miniaturization of crypts. B. HE 40 X, fibrous stroma with abundant eosinophils.
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