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Ulcerative Colitis 



Pathophysiology of Ulcerative Colitis 

Ulcerative colitis usually begins in the rectum  

It may remain localized to the rectum (ulcerative 

proctitis) or extend proximally, sometimes 

involving the entire colon 

Rarely, it involves most of the large bowel at once 

 













Pathophysiology of Ulcerative Colitis 

The inflammation caused by ulcerative colitis 

affects the mucosa and submucosa, and there is a 

sharp border between normal and affected tissue 

Only in severe disease is the muscularis involved  

 



Pathophysiology of Ulcerative Colitis 

Early in the disease, the mucous membrane is 

erythematous, finely granular, and friable, with 

loss of the normal vascular pattern and often with 

scattered hemorrhagic areas 

 



Pathophysiology of Ulcerative Colitis 

Large mucosal ulcers with copious purulent exudate 

characterize severe disease. Islands of relatively normal 

or hyperplastic inflammatory mucosa (pseudopolyps) 

project above areas of ulcerated mucosa 

Fistulas and abscesses do not occur 

 



Symptoms and Signs of Ulcerative Colitis 

Patients typically have: 

 

Attacks of bloody diarrhea of varied intensity 
and duration interspersed with asymptomatic 
intervals 

 

 









Symptoms and Signs of Ulcerative Colitis 

Usually an attack begins insidiously, with 
increased urgency to defecate, mild lower 
abdominal cramps, and blood and mucus in the 
stools  

 

















Symptoms and Signs of Ulcerative Colitis 

Usually an attack begins insidiously, with 
increased urgency to defecate, mild lower 
abdominal cramps, and blood and mucus in the 
stools  

 







Symptoms and Signs of Ulcerative Colitis 

Some cases develop after an infection                            
(amebiasis, bacillary dysentery) 

 

 







Symptoms and Signs of Ulcerative Colitis 

When ulceration is confined to the rectosigmoid, the 
stool may be normal or hard and dry, but rectal 
discharges of mucus loaded with red and white blood 
cells accompany or occur between bowel movements. 
Systemic symptoms are absent or mild 

  

 



Symptoms and Signs of Ulcerative Colitis 

 

If ulceration extends proximally, stools become looser 
and the patient may have > 10 bowel movements per 
day, often with severe cramps and distressing rectal 
tenesmus, without respite at night  

 





Symptoms and Signs of Ulcerative Colitis 

The stools may be watery or contain mucus and 
frequently consist almost entirely of blood and pus 

 

 







Symptoms and Signs of Ulcerative Colitis 

 

Toxic or fulminant colitis manifests initially with 
sudden violent diarrhea, fever to 40° C, abdominal 
pain, signs of peritonitis (eg, rebound tenderness), 
and profound toxemia 

 

 











Symptoms and Signs of Ulcerative Colitis 

 

Systemic symptoms and signs, more common with 
extensive ulcerative colitis, include malaise, fever, 
anemia, anorexia, and weight loss  

 









Diagnosis of Ulcerative Colitis 

• Stool cultures and microscopy                        
(to exclude infectious causes) 

 

• Sigmoidoscopy with biopsy 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Diagnosis of ulcerative colitis is suggested by 
typical symptoms and signs, particularly when 
accompanied by extraintestinal manifestations or 
a history of previous similar attacks 

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Ulcerative colitis should be distinguished 
from Crohn disease but more importantly from 
other causes of acute colitis (eg, infection; in 
older patients, ischemia)  

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• In all patients, stool cultures for enteric pathogens should be 
done, and Entamoeba histolytica should be excluded by 
examination of fresh stool specimens 

 

• When amebiasis is suspected because of epidemiologic or travel 
history, serologic titers and biopsies should be done  

 

• History of prior antibiotic use or recent hospitalization should 
prompt stool assay for Clostridioides difficile toxin  

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Patients at risk should be tested for HIV, gonorrhea, 
herpesvirus, chlamydia, and amebiasis.  

• Opportunistic infections (eg, 
cytomegalovirus, Mycobacterium avium-intracellulare) or 
Kaposi sarcoma must also be considered in 
immunosuppressed patients 

• In women using oral contraceptives, contraceptive-
induced colitis is possible; it usually resolves 
spontaneously after hormone therapy is stopped 

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Stool testing for lactoferrin and fecal calprotectin can be 
beneficial in differentiating IBD from functional diarrhea 

 

• Sigmoidoscopy should be done; it allows visual 
confirmation of colitis and permits direct sampling of  
stool or mucus for culture and microscopic evaluation,           
as well as biopsy of affected areas 

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Although visual inspection and biopsies may be nondiagnostic, 
because there is much overlap in appearance among different 
types of colitis, acute, self-limited, infectious colitis can 
usually be distinguished histologically from chronic idiopathic 
ulcerative colitis or Crohn colitis 

 

• Severe perianal disease, rectal sparing, absence of bleeding, 
and asymmetric or segmental involvement of the colon 
indicate Crohn disease rather than ulcerative colitis 

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Colonoscopy is usually unnecessary initially but should be done 
electively if inflammation has extended proximal to the reach of the 
sigmoidoscope 

• Laboratory tests should be done to screen for anemia, 
hypoalbuminemia, and electrolyte abnormalities 

• Liver tests should be done; elevated alkaline phosphatase and 
gamma-glutamyl transpeptidase levels suggest possible primary 
sclerosing cholangitis 

• Perinuclear antineutrophil cytoplasmic antibodies are relatively 
specific (60 to 70%) for ulcerative colitis 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• Anti–Saccharomyces cerevisiae antibodies are relatively 
specific for Crohn disease 

• However, these tests do not reliably separate the 2 
diseases and are not recommended for routine diagnosis  

• Other possible laboratory abnormalities include 
leukocytosis, thrombocytosis, and elevated acute-phase 
reactants (eg, erythrocyte sedimentation rate, C-
reactive protein) 

 

 



Diagnosis of Ulcerative Colitis 

Initial presentation 

• X-rays are not diagnostic but occasionally show abnormalities 

• Plain x-rays of the abdomen may show mucosal edema, loss of 
haustration, and absence of formed stool in the diseased bowel 

• Barium enema shows similar changes, albeit more clearly, and may also 
show ulcerations, but the enema should not be done during an acute 
presentation. A shortened, rigid colon with an atrophic or 
pseudopolypoid mucosa is often seen after several years of illness  

• X-ray findings of thumbprinting and segmental distribution are                 
more suggestive of intestinal ischemia or possibly Crohn colitis               
rather than of ulcerative colitis 

 



Diagnosis of Ulcerative Colitis 

Recurrent symptoms 

• Patients with known disease and a recurrence of 
typical symptoms should be examined, but extensive 
testing is not always required 

• Depending on duration and severity of symptoms, 
sigmoidoscopy or colonoscopy may be done and a 
complete blood count obtained 



Diagnosis of Ulcerative Colitis 

Recurrent symptoms 

• Cultures, ova and parasite examination, and C. 
difficile toxin assay should be done when there are 
atypical features to the relapse or when there is an 
exacerbation after prolonged remission, during a 
contagious outbreak, after antibiotic exposure, or 
whenever the clinician is suspicious 

 



Diagnosis of Ulcerative Colitis 

Acute severe attacks 

• Patients require prompt hospitalization during severe 
flare-ups 

• Flat and upright abdominal x-rays should be taken; they 
may show megacolon or intraluminal gas accumulated 
over a long, continuous, paralyzed segment of colon - a 
result of lost muscle tone 

 



Diagnosis of Ulcerative Colitis 

Acute severe attacks 

• Colonoscopy and barium enema should be 
avoided because of the risk of perforation, but a 
careful sigmoidoscopy is typically advisable to 
assess severity and rule out infection  

 



Diagnosis of Ulcerative Colitis 

Acute severe attacks 

• Complete blood count, platelet count, erythrocyte 
sedimentation rate, C-reactive protein, electrolytes, 
and albumin should be obtained; prothrombin time, 
partial thromboplastin time, and blood type and cross-
match are also indicated in cases of severe bleeding 



Diagnosis of Ulcerative Colitis 

Acute severe attacks 

• The patient must be watched closely for progressive peritonitis or 
perforation 

• Percussion over the liver is important because loss of hepatic 
dullness may be the first clinical sign of free perforation, especially 
in a patient whose peritoneal signs are suppressed by high-dose 
corticosteroids  

• Abdominal x-rays are taken every 1 or 2 days to follow the  course 
of colonic distention and to detect free or intramural air; CT is 
more sensitive in detecting extraluminal air or pericolic abscess 

 



Prognosis for Ulcerative Colitis 

• Usually, ulcerative colitis is chronic with repeated 
exacerbations and remissions 

 

• In about 10% of patients, an initial attack becomes 
fulminant with massive hemorrhage, perforation, or 
sepsis and toxemia 

 

• Complete recovery after a single attack occurs in 
another 10% 

 



Prognosis for Ulcerative Colitis 

• Patients with localized ulcerative proctitis have the best prognosis 
 

• Severe systemic manifestations, toxic complications, and 
malignant degeneration are unlikely, and late extension of the 
disease occurs in only about 20 to 30% 

 

• Surgery is rarely required, and life expectancy is normal 

 



Prognosis for Ulcerative Colitis 

• The symptoms, however, may prove stubborn and refractory 
 

• Moreover, because extensive ulcerative colitis may begin in 
the rectum and spread proximally, proctitis should not be 
considered localized until it has been observed for ≥ 6 months  

 

• Localized disease that later extends is often more                  
severe and more refractory to therapy 

 



Prognosis for Ulcerative Colitis 

Colon cancer 

• The risk of colon cancer is proportional to the duration 
of disease and amount of colon affected but not 
necessarily to the clinical severity of the attacks 

• Some studies suggest that sustained microscopic 
inflammation is a risk factor, and that use of 5-
aminosalicylic acid (5-ASA) to control inflammation is 
protective 

 



Prognosis for Ulcerative Colitis 

Colon cancer 

• Cancer begins to appear by 7 years from onset of illness in 
patients with extensive colitis and then develops in about 0.5 to 
1% of patients each year thereafter 

• Thus, after 20 years of disease, about 7% to 10% of patients 
will have developed cancer, and about 30% after 35 years of 
disease 

• However, patients who have inflammatory bowel disease and 
primary sclerosing cholangitis are at a higher risk of cancer       
from the time of colitis diagnosis 

 



Prognosis for Ulcerative Colitis 

• Regular colonoscopic surveillance, preferably during remission, is 
advised for patients with disease duration > 8 to 10 years (except for 
those with isolated proctitis) or when there is concomitant primary 
sclerosing cholangitis, in which case surveillance colonoscopy should 
begin at the time of diagnosis 

 

• The guidelines suggest doing random biopsies (taken every 10 cm 
throughout the colon) when using high-definition white-light 
colonoscopy but doing only targeted biopsies of visible lesions               
when using chromoendoscopy to detect dysplasia 

 

 



Prognosis for Ulcerative Colitis 

• Definite dysplasia of any grade within an area affected by 
colitis is liable to progress to more advanced neoplasia 
and even cancer 

 

• After complete removal of endoscopically resectable 
polypoid or nonpolypoid dysplastic lesions, colonoscopic 
surveillance is suggested rather than colectomy 



Prognosis for Ulcerative Colitis 

• The optimal frequency of colonoscopic surveillance has 
not been established, but some authorities recommend 
every 2 years during the 2nd decade of disease and 
annually thereafter 

 

• Long-term survival after diagnosis of colitis-related 
cancer is about 50%, a figure comparable to that for 
colorectal cancer in the general population 

 



Treatment of Ulcerative Colitis 

• Dietary management and loperamide  
(except in acute severe attacks) for symptom relief   

• 5-Aminosalicylic acid (5-ASA) 

• Corticosteroids and other drugs depending on symptoms and 
severity 

• Antimetabolites, biologic agents, a Janus kinase inhibitor, or 
sphingosine 1-phosphate (S1P) receptor modulator 

• Sometimes surgery 

 



Key Points  

• Ulcerative colitis begins in the rectum and may extend proximally in a contiguous fashion 
without intervening patches of normal bowel 

• Symptoms are intermittent episodes of abdominal cramping and bloody diarrhea 

• Complications include fulminant colitis, which may lead to perforation; long-term, the risk of 
colon cancer is increased 

• Treat mild to moderate disease with 5-ASA by rectum and, for proximal disease, by mouth 

• Treat extensive disease with high-dose corticosteroids, immunomodulator therapy (eg, 
azathioprine, 6-mercaptopurine), biologics (eg, infliximab, vedolizumab), tofacitinib, or 
ozanimod 

• Treat fulminant disease with high-dose IV corticosteroids or cyclosporine and                            
antibiotics (eg, metronidazole, ciprofloxacin) or infliximab; colectomy may be required 

• About one third of patients with extensive ulcerative colitis ultimately require surgery 

 





Crohn disease  



Pathophysiology of Crohn Disease 

• Crohn disease begins with crypt inflammation and 

abscesses, which progress to tiny focal aphthoid ulcers 

• These mucosal lesions may develop into deep longitudinal 

and transverse ulcers with intervening mucosal edema, 

creating a characteristic cobblestoned appearance                            

to the bowel 

 



Pathophysiology of Crohn Disease 

• Transmural spread of inflammation leads to lymphedema and 
thickening of the bowel wall and mesentery 

 

• Mesenteric lymph nodes often enlarge 

 

• Extensive inflammation may result in hypertrophy of the                          
muscularis mucosae, fibrosis, and stricture formation,                                      
which can lead to bowel obstruction 

 



Pathophysiology of Crohn Disease 

• Abscesses are common, and fistulas often penetrate into 
adjoining structures, including other loops of bowel, the 
bladder, or psoas muscle 

• Fistulas may even extend to the skin of the anterior abdomen 
or flanks 

• Independently of intra-abdominal disease activity, perianal                            
fistulas and abscesses occur in 25 to 33% of cases;                    
these complications are frequently the most troublesome                              
aspects of Crohn disease 















Pathophysiology of Crohn Disease 

• Noncaseating granulomas can occur in lymph nodes, 
peritoneum, the liver, and all layers of the bowel wall 

 

• Although pathognomonic when present, granulomas are not 
detected in about half of patients with Crohn disease 

 

• The presence of granulomas does not seem to be related                          
to the clinical course 

 



Pathophysiology of Crohn Disease 

• Segments of diseased bowel are sharply demarcated from 
adjacent normal bowel (called skip areas), hence the name 
regional enteritis 

• About 35% of Crohn disease cases involve the ileum alone 
(ileitis) 

• About 45% involve the ileum and colon (ileocolitis), with a 
predilection for the right side of the colon 

• About 20% involve the colon alone (granulomatous                      
colitis), most of which, unlike ulcerative colitis,                        
spares the rectum 

 

 









Pathophysiology of Crohn Disease 

• Occasionally, the entire small bowel is involved (jejunoileitis) 

• The stomach, duodenum, or esophagus is clinically involved 
only rarely, although microscopic evidence of disease is often 
detectable in the gastric antrum, especially in younger patients 

• In the absence of surgical intervention, the disease almost     
never extends into areas of small bowel that are not involved                
at first diagnosis 

 



Classification of Crohn Disease 

Crohn disease is categorized into 3 principal patterns:  

1. primarily inflammatory, which after several years commonly 
evolves into 

2. primarily stenotic or obstructing or 

3. primarily penetrating or fistulizing 

 

These different clinical patterns dictate different therapeutic 
approaches 



Complications of Crohn Disease 

• There is an increased risk of cancer in affected small-bowel 
segments 

• Patients with colonic involvement have a long-term risk 
of colorectal cancer equal to that of ulcerative colitis, given the 
same extent and duration of disease 

 



Complications of Crohn Disease 

 

Chronic malabsorption may cause nutritional deficiencies, 
particularly of vitamins D and B12. 

 

 



Complications of Crohn Disease 

• Toxic megacolon is a rare complication of colonic Crohn disease 

  

• It is a clinical syndrome of ileus accompanied by radiographic 
evidence of colonic dilation; many cases must be treated 
aggressively with surgical intervention 

 



Symptoms and Signs of Crohn Disease 

The most common initial manifestations of Crohn disease are: 

 

• Chronic diarrhea with abdominal pain, fever, anorexia, and 
weight loss 

 

• The abdomen is tender, and a mass or fullness may be              
palpable 

 

 



Symptoms and Signs of Crohn Disease 

• Severe rectal bleeding is unusual except in isolated colonic 
disease, which may manifest similarly to ulcerative colitis 

• Some patients present with an acute abdomen that simulates 
acute appendicitis or intestinal obstruction 

• About 33% of patients have perianal disease (especially fissures 
and fistulas), which is sometimes the most prominent or even 
initial complaint 



Symptoms and Signs of Crohn Disease 

 

In children, extraintestinal manifestations frequently 
predominate over gastrointestinal (GI) symptoms; arthritis, fever 
of unknown origin, anemia, or growth retardation may be a 
presenting symptom, whereas abdominal pain or diarrhea may 
be absent 



Symptoms and Signs of Crohn Disease 

With recurrent disease, symptoms vary 
• Pain is most common and occurs with both simple recurrence and abscess 

formation 

• Patients with severe flare-up or abscess are likely to have marked tenderness, 
rebound, and a general toxic appearance 

• Stenotic segments may cause bowel obstruction, with colicky pain, distention, 
obstipation, and vomiting 

• Adhesions from previous surgery may also cause bowel obstruction, which 
begins rapidly, without the prodrome of fever, pain, and malaise typical of 
obstruction due to a Crohn disease flare-up 

• An enterovesical fistula may produce air bubbles in the urine (pneumaturia)  

• Draining cutaneous fistulas may occur 

• Free perforation into the peritoneal cavity is unusual 

 



Symptoms and Signs of Crohn Disease 

 

Chronic disease causes a variety of systemic symptoms, including 
fever, weight loss, malnutrition, and other extraintestinal 
manifestations of IBD 

 



Diagnosis of Crohn Disease 

• Barium x-rays of the small bowel 

• Abdominal CT (conventional or CT enterography) 

• Sometimes barium enema, magnetic resonance (MR) 
enterography, upper endoscopy, colonoscopy, and/or video 
capsule endoscopy 

 



Diagnosis of Crohn Disease 

Crohn disease should be suspected in a patient with 
inflammatory or obstructive symptoms or in a patient without 
prominent GI symptoms but with perianal fistulas or abscesses or 
with otherwise unexplained arthritis, erythema nodosum, fever, 
anemia, or (in a child) stunted growth 

 

 



Diagnosis of Crohn Disease 

 

• A family history of Crohn disease also increases the index of 
suspicion 

• Similar symptoms and signs (eg, abdominal pain, diarrhea) may 
be caused by other GI disorders, particularly ulcerative colitis 

 

 



Diagnosis of Crohn Disease 

 

• Differentiation from ulcerative colitis may be an issue in the 
20% of cases in which Crohn disease is confined to the colon 

• However, because treatment is similar, this distinction is critical 
only when surgery or experimental therapy is contemplated 

 



Diagnosis of Crohn Disease 

• Patients presenting with an acute abdomen (either initially or 
during a relapse) should have flat and upright abdominal x-rays 
and an abdominal CT scan 

• These studies may show obstruction, abscesses or fistulas, and 
other possible causes of an acute abdomen (eg, appendicitis) 

• Ultrasonography may better delineate gynecologic pathology in 
women with lower abdominal and pelvic pain 

 



Laboratory tests in Crohn Disease 

• Laboratory tests should be done to screen for anemia, 
hypoalbuminemia, and electrolyte abnormalities.  

• Liver tests should be done; elevated alkaline phosphatase and 
gamma-glutamyl transpeptidase levels in patients with major colonic 
involvement suggest possible primary sclerosing cholangitis 

• Leukocytosis or increased levels of acute-phase reactants (eg, 
erythrocyte sedimentation rate, C-reactive protein) are nonspecific 
but may be used serially to monitor disease activity 



Laboratory tests in Crohn Disease 

• To detect nutritional deficiencies, levels of vitamin D and B12 
should be checked every 1 to 2 years 

• Additional laboratory measurements, such as levels of water-
soluble vitamins (folic acid and niacin), fat-soluble vitamins (A, 
D, E and K), and minerals (zinc, selenium, and copper), may be 
checked when deficiencies are suspected 



Laboratory tests in Crohn Disease 

 

All patients with inflammatory bowel disease (IBD), whether male 
or female, young or old, should have their bone mineral density 
monitored 



Laboratory tests in Crohn Disease 

• Perinuclear antineutrophil cytoplasmic antibodies are present in 60 
to 70% of patients with ulcerative colitis and in only 5 to 20% of 
patients with Crohn disease 

• Anti-Saccharomyces cerevisiae antibodies are relatively specific for 
Crohn disease 

• However, these tests do not reliably separate the 2 diseases and they 
are not recommended for routine diagnosis 

• Additional antibodies such as anti-OmpC and anti-CBir1 are now 
available, but the clinical value of these supplementary tests is 
uncertain; some studies suggest that high titers of these antibodies 
have adverse prognostic implications 



Prognosis for Crohn Disease 

• Established Crohn disease is rarely cured but is characterized by 
intermittent exacerbations and remissions 

• Some patients have severe disease with frequent, debilitating 
periods of pain 

• However, with judicious medical therapy and, where 
appropriate, surgical therapy, most patients function well and 
adapt successfully 



Prognosis for Crohn Disease 

• Disease-related mortality is very low  

• GI cancer, including cancer of the colon and small bowel, is the 
leading cause of excess Crohn disease-related mortality 

• Thromboembolic complications (especially during active Crohn 
colitis) also may cause death 

• About 10% of people are disabled by Crohn disease and the 
complications it causes 

 



Treatment of Crohn Disease 

• Loperamide or antispasmodics for symptom relief 

• 5-Aminosalicylic acid (5-ASA) or antibiotics 

• Other drugs depending on symptoms and severity                                   
(eg, immunomodulating drugs and biologic agents) 

• Sometimes surgery 

 



Key points 

• Crohn disease typically affects the ileum and/or colon but spares the 
rectum (which is invariably affected in ulcerative colitis) 

• Intermittent areas of diseased bowel are sharply demarcated from 
adjacent normal bowel (called skip areas) 

• Symptoms primarily involve episodic diarrhea and abdominal pain; 
gastrointestinal bleeding is rare 

• Complications include abdominal abscesses and enterocutaneous fistulas 

• Treat mild to moderate disease with 5-aminosalicylic acid and/or 
antibiotics (eg, metronidazole, ciprofloxacin, rifaximin) 

• Treat severe disease with corticosteroids and sometimes 
immunomodulators (eg, azathioprine) or biologics (eg, infliximab, 
vedolizumab, ustekinumab) 

• About 70% of patients ultimately require an operation, typically for 
recurrent intestinal obstruction, intractable fistulas, or abscesses 

 



Small bowel is involved in 80% of cases. Disease is confined to the colon. 

Rectum is often spared; colonic involvement is usually right-

sided. 

Rectum is invariably involved; colonic involvement is usually 

left-sided. 

Gross rectal bleeding is rare, except in 75‒85% of cases of 

Crohn colitis. 
Gross rectal bleeding is always present. 

Fistula, mass, and abscess development is common. Fistulas do not occur. 

Perianal lesions are significant in 25‒35% of cases. Significant perianal lesions never occur. 

On x-ray, bowel wall is affected asymmetrically and 

segmentally, with skip areas between diseased segments. 

Bowel wall is affected symmetrically and uninterruptedly from 

rectum proximally. 

Endoscopic appearance is patchy, with discrete ulcerations 

separated by segments of normal-appearing mucosa. 
Inflammation is uniform and diffuse. 

Microscopic inflammation and fissuring extend transmurally; 

lesions are often highly focal in distribution. 
Inflammation is confined to mucosa except in severe cases. 

Epithelioid (sarcoid-like) granulomas are detected in bowel wall 

or lymph nodes in 25‒50% of cases (pathognomonic). 
Typical epithelioid granulomas do not occur. 

CHRON DISEASE                                                      ULCERATIVE COLITIS 



CASE 

Woman, 42 years old 

Colitis ulcerosa 

2015. October 



Medication 

Drugs now: 

  Salazopyrin 

Drugs in the past and the duration of taking: 

  Steroid - 2 yrs 

  Cyclosporine - 2,5 yrs  

  Methotrexate - 2,5 yrs  

  Salazopyrin - 15 yrs 

  Imuran - 0,5 yrs 



Homeopathic remedies in the past 

Carcinosin 

Sepia 

Lycopodium 

Natrium muriaticum 

Ferrum phos 



Family history 

Mother: colitis 

Grandmother ( maternal ) : cancer 

Grandfather ( paternal ) : cancer 

Sister: colitis 



Childhood diseases 

She suffered from tonsillitis, 2 times a year, in winter and in 

spring, they did a surgery when she was 8 yrs old. 



Menses 

12 yrs old the first 

No problem around it 

 

Delivery: 

29 yrs old - girl 

32 yrs old - girl 



Surgery 

38 yrs old - both mammae mastectomy, then chemotherapy 

 

8 yrs old - tonsills 



Colitis ulcerosa 

She has to go to the bathroom 30 times a day, around in 

every 20 minutes. 

The stool is slimy, bad odour and bloody 

Flatulence and constriction feeling in the abdomen. 

Pain, but after passing stool it a bit better. 



Mammae 

4 yrs ago ( in 2011 ) they did mastectomy, but they found 

lymphoma under the armpit, so they did chemotherapy 



Extremities 

After the diagnose of colitis ulcerosa she suffered from leg 

ulcer. 

She is getting ferrum intravenous 

 

Joints problem: knee and shoulders 

Wandering pains and sudden pain 



General 

She like to eat sweet 

Drink milk 

Thirst with the desire to drink cold water 



Dreams 

I am travelling on the train, finally I am on my way. 

 

I see ginger-bread houses. 



Childhood 

Mother was very dictatorial and shouted a lot.  

 

She was in stress when the mother showed her anger and 

just wanted to be little and crouch down herself; being 

invisible 



Family 

My husband is caring me so much. 



Stress in the life 

Travelling 

My parents 

Mother - during childhood 



Her story 

I did not do any carrier, after my 2 delivery I was fired, then 

the problems started. According to the family decision, I 

never continued to work again and made myself into a 

retirement status. 

 

I like so much staying close to the sea-side, I feel myself at 

home there. 



Before I had breast cancer I was depressed. 

 - I had no my own freedom 

 - my mother denied me everything, I   

 could not go to the university to study 

 - I was always a good girl 

 - I got to know my husband at my age 

 of 3.  

 

 - I do not want that other can tell me 

 what to do 



When she worked, she had a terrible boss: 

 - bossy  

 - just his opinion existed 

 - he never accepted others opinion 

 - he threatened everyone 

 - she had always cramp in the 

 abdomen when worked 



She would like to earn a lot of money, 

because just money can give the safety 

feeling. 

She is always making plans, for her it is 

important to see the steps and knows what 

will be the next. 

She is very realistic. 

She is seeing the world in cube. 



Friends are important. 

She wants that others can listen her. 

She wants that finally her wish can be 

fulfilled. 



When there is a stress situation, she would like to be 

invisible and wrap herself into a cotton house or in a cotton 

bubble  



We worked together, all the students in the 

group + the supervisor teacher. 

 

Essence: 

 Hiding 

 Protection (cotton) 

 Money  

 Being appreciated 

 Own will 



Method: 

Yakir, 3rd row topic, that is the stuck in the 

early childhood 

 - nourishment 

 - cotton like wrapping 

 - safety 

 - my will 

 - gastro-intestinal problem 

 - protection 

 - generation colitis 



Yakir 3rd row: Infancy (Will and shame) 

 - autonomy 

 - achieving control 

 - acquisition of first power 

 - first separation from mother 

 - keeping 

 - holding your own 

 - formation of the will 

 - shame 

 - crticism 

 - failure 

 - being one’s self vs. dependence and self-doubt 



Plant group:  

 Malvales (Column 4) 

 - impaired metabolism, overreacting 

 - mother-baby, attachment / estrangement, 

 pregnancy and labour 

 - abandonment, separation, attachment or 

 detachment 

 - early maturation, responsibility for the family, 

 pleasing others, always “ok” 

 - discrepancy between inner being and social 

 facade, false EGO, self-blame 

 - existential insecurity and suspiciousness 

 - fear of animals and insects 



REMEDY 

THEOBROMA CACAO 

 

LM 3 (3 globules in 1,5 dl water) 

 

1 sip in every alternate day 



First follow up 

 2015.12.05. - classroom 

 

Nothing happened 

My joint are painful 

I feel myself humiliated 

 



At my childhood my mother told me what to 

do and I did not react toavoid the physical 

punishment. 

At school, the teacher did not like me, but I 

do not know why, I was a good girl. 

 

I am angry, I am crying, I am shouting, I am 

destroying things, why no one loves me ? 

Why is that whatever I do  it is not good? 



After mastectomy I felt myself good, it was 

that I put down a huge stress. 

 

Rx: LM 3  every day, 1 sip 

 



After 2 weeks: (worked in the classroom 

alone) 

 

Nothing happened, joints pain, tired, 30x 

bathroom 

Suggestions from other students: Lac 

caninum (she feels herself not appreciated) 

Other teacher suggestion: Staphysagria (not 

appreciated) 



Rx: LM 4, 1 sip daily 

 

After 2 weeks: 

 Nothing happened 

 Rx: LM 5, 1 sip daily 

 

After 2 weeks: 

 Nothing happened 



2nd follow up 

2016.01.23. classroom 

 

I want to learn, I want to work, I want to be the boss. 

I want to drive the car, I want to be independent from my husband. 

I want that my mother can ask sorry from me what she did with me - 

this would be a huge punishment for her. 



Suggestion:   

Cerium oxydatum 1M (because Scholten 

told that an autoimmune disease we can 

treat good with Lanthanides) 

 

Also Lac caninum and Staphysagria came 

back again as an idea  



 

 

 

I became rebellious ! 

 

And I gave a remedy ....... 



 

 

 

Dosage: 1 sip once a day 

Potency: C30 



Follow up 

After 2 weeks: 

Daily stool: 5x - 6x 

No blood 

More energy 

No tiredness 

Less pain in the joints 

Mentally active - she is not escaping, not crying if there is a 

reproach 



1 sip once a day C30 



10.February 2016, E-mail 

No joint pains, just for 3 days it happened in the morning that it was a dull pain 

but after moving it disappeared 

No blood in the stool 

Still 5x stool 

No nap time 

Less tired 

Planning programs 

Started to learn a language 

Less offended 



 

1 sip once  a day C30 



3rd follow up February 25. 2016. classroom 

 

 

Before the patient arrived I confessed my guilt ! 

Told the whole story and the patient’s reaction. 



 

Blood happened again 

Stool 7-10x daily 

Energy is good 

Active 

No nap time 



Students’ suggestion: 

 

Cerium oxydatum 



My suggestion accepted                                           

by the supervisor teacher 

 

1 sip twice a day C30 



After 2 weeks: 

 No big change 

 

 Rx: 1 sip 3 times a day C30 



After 2 weeks: 

 Blood in the stool 

 Stool 5x more-or less 

 No nap time 

 Energy is good 

 No pain in the joints 



 C200 1 sip daily 



4th follow up beginning of April,2016, classroom 

 

No blood 

No stool, just 1x 

No joint pains 

No nap time 

Energetic 



She is standing up for herself. 

The girls told that mother is no herself 

anymore. 

She is shouting. 

She is doing what she wants. 



 

She continued learning the new language. 

Started a sewing course 

She is thinking about driving again. 

Less stressed when she is with her mother. 

They went to Transylvania with the husband 

and she enjoyed the travel. 



I realized that I need someone next to me, I 

need a partner, but want my own autonomy. 

 

She wants to go back to work, but she does 

not want to be an employee, she wants to 

be the boss. 

 

Still she wants to have a protected bubble 

around her. 



 

Students suggestion:  

 

Cerium oxidatum and do not go on with the 

remedy 

Dosage: 1M one sip once then wait for a 

week 



Supervisor teacher asked: 

Why Lantanide?  

 - Want to be little, noone can see me - when  being 

reproached 

 - Husband is the providing the safety, with  him there is 

harmony, together they are  like  being in a cotton wrap 

 - need 2-3 hours sleeping during the day 

 - taking her own life into her own hand 



Decision 

 

Continue the treatment  

with the suggested Lantanide 



Patient reaction 

 

 

 

Quit 



She came to me privately 

 

We continued the treatment                                      

with the remedy 

 

C200, 1 sip once a day 



5th follow up - private 

beginning of May 2016. 

No pain in the joints 

Stool 1x 

No blood 

No nap time 

No tiredness 

Very active and busy 

Iron level increased 

Leg ulcer is better 



She decided not to drive, because she has no time 

now to take lessons. 

More focused on what she wants. 

With her mother they became closer, no more 

reproach, she can express her feeling without fear 

to the mother. 

She is not afraid any more from cancer, she was 

and thought she will die from it as the father. 

She is expressing her anger and reproach without 

any problems the kids and also the husband. 



 

 

No change in the potency nor the dosage 



6th consultation  

2016 beginning of June 

MR result (mammae check-up): 

they found something and have to do a 

biopsy.  

She was shocked, she did not expect 



 

No pain in the joints 

Normal stool, 1x daily 

No tiredness 



When she came out from the hospital she saw that a 

gipsy woman insult an old lady and want her to buy 

something 

  

She became angry and she went there to defend the 

old lady and started to shout with the gipsy woman  

 

“Did not you hear that she does not want to buy 

anything from you? Leave her in peace! “ and the 

gipsy woman replied “ ok, but do not shout with me.” 

 

She told, that usually in this situation in the past she 

would never step in and would run away in silence 



 

2016.06.10. E-mail 

 

The result of the biopsy :   

 A type fibrocyst - not cancer 



2016.July 

She wrote a mail, that she would like to stop 

the homeopathic treatment, she is fine and 

she wants to take everything into her hand. 

She has a friend with who she can speak 

about all her problem.  

She is thanking for everything but this is her 

decision. 



She wrote me a mail in 2018 because she 

met with one of her friend and she 

mentioned her, she is visiting a homeopath, 

who was me, and she thought she will write 

to me.  

She was good, no colitis problem and still 

negative result related to the breast.  

She is happy. 



 

The rubrics I took: 

 



MIND - DELUSION - appreciated, she is not 

MIND - INDEPENDENT 

MIND - YIELDING DISPOSITION 

MIND - FORSAKEN FEELING 

MIND - ACTIVITY - desires activity 



THROAT - INFLAMMATION - Tonsils 

 

ABDOMEN - DISTENSION 

ABDOMEN - FLATULENCE 

ABDOMAN - FLATULENCE - milk agg. 

ABDOMEN - PAIN - stool - after - amel. 

RECTUM - DIARRHEA 

STOOL - BLOODY 



EXTREMITIES - PAIN - Knees 

EXTREMITIES - PAIN - Joints 

EXTREMITIES - PAIN - Joints - wandering, 

shifting pain 

EXTREMITIES - PAIN - Shoulders 

 

CHEST - MAMMAE; COMPLAINTS OF 

CHEST - CANCER - Mammae 



GENERALS - CANCEROUS AFFECTION 

GENERALS - FOOD AND DRINKS - cold 

drink, cold water - desire 

GENERALS - FOOD AND DRINK - milk - 

desire 

GENERALS - FOOD AND DRINKS - sweet - 

desire 





The remedy I gave: 

 

NATRIUM SULPHURICUM 





NATRIUM SULPHURICUM 

 

SODIUM SULPHATE (Na2SO4)  

nat-s. (Radar Opus 4101) 

GROUP: NATRIUMS 

PART: SULPHURICUMS 

 



NATRIUM SULPHURICUM 
• Responsibility and duty  

• Sensation of being discredited and despised by the person 
he would like to have a relationship with (first phase) 

• Anger because, despite the efforts to get noticed, the 
person does not appreciate him and this further worsens 
his lack of self-confidence (second phase) 

• Headache after injuries accompanied by photophobia 

• Respiratory complaints: asthma from wet weather or from 
suppressed eruptions 

• Liver complaints (acute and chronic hepatitis, jaundice, 
cholecystitis, gallstones) 

• Sycotic excrescenses (warts, peduncolated warts, 
condylomata)  

• Sensitive to change of weather (cold, wet, windy, stormy) 

 

 



MERCURIUS SALTS  

AND 

IBD 



Mercurius is basically inflammatory group of 

remedies. 

 

Every inflammation begins with congestion 

and Mercurius has it forcefully in its 

pathogenesis. 



Mercurius presents a furtherance of activity 

where suppuration has came. 

 

Mercurius has ulcerations of the mucous 

membranes. 

 

Mercurius has in its pathogenesis all stages 

of syphilis-primary, secondary and tertiary. 



Mercurius salts 

• Mercurius solubilis - not pure mercury, contains ammonia and nitrate 

• Mercurius aceticus   

• Mercurius biniodatus  -  Merc iodatus ruber     

• Mercurius corrosivus  

• Mercurius cyanatus 

• Mercurius dulcis 

• Mercurius iodatus flavus     

• Mercurius sulphuratus ruber (merc sulphide)  -   Cinnabaris 

• Mercurius sulphuricus   



Mercurius solubilis 

• Stomach: Bilious eructations and vomiting, the vomit is green, touch and 

pressure agg., pressing and burning pain in Epigastrum. 

• Abdomen: Hard. Hot. Increased pain - pinching - usually when diarrhea. 

Very sensitive to touch. 

• Stool: Dysentery. Stool is slimy, bloody, bilious, offensive and frothy. 

Frequent. With colic and fainting. Weakness after passing stool. 



Mercurius corrosivus 

• Stomach: Constant, green, bilious vomiting. Epigastrium very sensitive. 

• Abdomen: Bruised sensation; cecal region and transverse colon painful. 

Bloated; very painful to least touch. 

• Stool: Dysentery; tenesmus, not relieved by stool; constant. Stool hot, 

bloody, slimy, offensive, with cutting pains and shreds of mucous membrane. 



Mercurius dulcis 

• Stomach: Periodical vomiting. Milky white color. 

• Abdomen: Flabby with the feeling of distension. Sensitive to touch and 

pressure. 

• Stool: Bilious, bloody and white/clay color. Frequent.  



Mercurius iodatus flavus 

• Stomach:   Retching. Nausea. 

• Abdomen:  Swollen. Painful with the sensation of constant diarrhea, but not. 

• Stool:  Bloody. Lot of gas. Nausea during passing stool. 



Mercurius Sulphuratus ruber -  

Cinnabaris 

• Stomach:  Empty eructation. Vomiting. Nausea that 

releaves by eructation. 

• Abdomen: Bloated. Pulsating pain. Lying and walking 

worse but sitting better. 

• Stool: Pain in the hips when passing stool. Bloody, 

greenish mucus.  

 



Mercurius sulphuricus  

• Stomach:  Heaviness. Violent vomiting, yellow color. 

Heartburn. 

• Abdomen: Coldness. Burning pain, feeling of sudden 

diarhhea but not. 

• Stool: Bloody. Sour odor. Yellow color or watery. 



Mercurius general modalities 

• Aggravations: 

– Extreme heat or cold 

– Night 

– Sweating 

– Loss of sleep 

– Sweets 

– Coffee 



Mercurius general modalities 

• Ameliorations: 

– Sleep and rest 

– Moderate temperature 



Mercurius 8 essentials 

 
• Conservative 

• Suspiciousness with sensation of outside danger 

• Violence with impulse to kill (self-control difficult to maintain) 

• Racism 

• Sensitive to heat and cold  

• Syphilitic miasm with night aggravation 

• Easy and profuse perspiration and salivation 

• Putrid smells 



4 stages of Mercurius 

• 1st stage : SLOWNESS 

 

– slow of mind and slow understanding, but when understanding 

the mind is working efficiently 

– introverted 

– conservative 



4 stages of Mercurius 

 
• 2nd stage: IMPULSIVITY 

 
– feel vulnerable 

– unable to keep the mind concentrated 

– need to respond to every random thought in the mind 

– feel a constant rush ( have phobias, anxieties ) 

– impulsivity leads to extreme pathology : kill, strike, smash 



4 stages of Mercurius 

 
• 3rd stage : PARANOID STATE 

 

– vulnerability turns into the delusion that every is his enemy 

– feels to become insane 



4 stages of Mercurius 

• 4th  stage: LACK OF REACTION 

 

– brain is incapable to understand, to react 

– do not comprehend anything 



ILEITIS WITH SUSPECT FOR CHRON DISEASE 

GASTRITIS 
BACKACHE 

STOMATITIS 
DEPRESSION 

first consultation October 2018 

WOMAN 

49 years old 



 

 

 

• I have been suffering from intestinal 
problems for at least 10 years 

• The symptoms started with a few 
episodes of abdominal pains at night...  

• I was waking up around 2 am with 
abdominal pain and had to run to the 
bathroom with large discharges of 
diarrhea 

  

 

ABDOMINAL PAINS 



 

 

 

 

• At first they happened every 15 to 20 
days, then they became more frequent 
but always at night 

• I was suddenly waking up and had to 
hurry to avoid shitting myself 

 

  

 

ABDOMINAL PAINS 



 

 

 

I used to wake up with these cramps in my 
belly, very strong, sudden... 

  

 

ABDOMINAL PAINS 



 

 

I went to the doctor who gave me some 
medicine that I took for several months 
and slowly I got much better 

  

 

ABDOMINAL PAINS 



 

 

 

About three years ago they came back, 
same pain, same characteristics but no 
longer only at night, also during the day... 

  

 

ABDOMINAL PAINS 



I went back to the doctor who decided to 
send me to a specialist for a colonoscopy 
and I sent you the result 

 

COLONOSCOPY 



The mucosa of the terminal ileum appears normo-irrorated with the presence of 
multiple fibrin-covered ulcers; the ileocecal valve is regular; the mucosa of the cecum, 
right colon, transverse colon, left colon, sigma and rectum appears normo-irrorated 
without lesions 

 
Conclusions 

The endoscopic examination revealed a terminal ileitis with fibrin-covered ulcers 
(Crohn's disease?) 
 

We recommend: 

Pentasa 500 mg. cp.: 2 cp. 3 times/day if no kidney function problems  

 

COLONOSCOPY 



 

 

 

The gastroenterologist confirmed 
the treatment I have been taking for 

almost two years now but the 
problem still persists 

 

IBD 



 

 

 

Every day and every night I have 
problems; with the medicine they gave 
me the symptoms improved a little but 

never disappeared 

 

IBD 



 

 

 

At night I always have the same 
symptoms, but during the day my belly 
talks....  

I have a lot of noises and then this 
diarrhea that sounds like gunshots... 

 

IBD 



 

 

 

I ask if the pain is the same during the day 
and at night 

 

The pain at night is like a cramp and also 
during the day, but during the day I also feel 
pinching in my bowels, as if someone is 
taking my intestine between the nails... 

 

IBD 



 

 

 

Then if I go to the toilet the pain goes away, 
sometimes it even goes away if I have 
flatulence but I'm always afraid to have 
flatulence... you never know what happens 
with my bowels... 

 

IBD 



 

 

 

 

When I go to the toilet during the day, I get 
sweaty...  

Cold sweat? 

It's neither cold nor hot, I sweat, I sweat a 
lot... 

 

IBD 



 

 

 

How many times a day? 

Usually at least 3 - 4 times during the day and 
1 at night; before I took the medicine even 
more and the pain was also stronger 

 

IBD 



 

 

• There's a little less blood since I've been 
taking the medicine, but I see the blood 
all the time, it's not a lot but it's there 
and in fact I always have to take iron 

• And how are the stools? 

• It's always diarrhea and sometimes there 
are still bits of food in it 

 

 
 IBD 



 

But the worst time is always in 
summer, I don't know if I eat 
differently, drink more, if it's the heat, I 
don't know, but in July and August I 
always feel worse 

 

 
 

SUMMER 



 

• Do you have any other symptoms when 
you get these attacks? 

• Once in a while, like a couple of times a 
month, I also have vomiting, maybe when 
the pains are stronger, luckily it doesn't 
happen all the time... 

 

 
 CONCOMITANT 

SYMPTOMS 



 

My stomach isn't really the best either; I 
think I have a bit of gastritis, sometimes I 
have difficult digestion and, now that I 
think about it, the pain in my stomach is 
like the pain I have in my bowels during 
the day, like a tweezer... 

 

 
 STOMACH 



• Please tell me a little bit more about the 
stomachache 

• I don't know how to explain it, for sure I can feel 
the tweezing, but it's also a burden, maybe, a 
discomfort, but a strong discomfort... and then I 
always have to burp, as if I had eaten a whole 
boar...  

• Luckily when I burp this annoyance goes away a 
little bit 

 

 

 
 

STOMACH 





 

 

• I have been in menopause for 2 years 

• From a certain point of view, I would say 
luckily... 

• My periods were always abundant, always 
every 22 - 23 days  

• The last year of my menses was terrible 
because I was exhausted, at one point my 
hemoglobin was 8 

  

 

MENSES 



 

 

 

• Then I also have another problem that started 
more or less in spring 

• I have back pain in my lumbar region and sitting 
is painful, I always have to bend forward  

• If I walk, I hardly feel anything... 

  

 

BACK PAIN 



 

 

• I went to a chiropractor and got worse, then I 
went to an osteopath but not much changed, 
now I do pilates and it's slightly better 

• What do you mean slightly better? 

• If before the pain was 100, now it is 60 - 70 but 
it is still annoying 

  

 

BACK PAIN 



 

 

 

• I ask if she is suffering from other complaints 

• I've always had problems with my nose and 
mouth, ever since I was a little girl... 

• In my nose I often get sores, little cuts, inside 
my nostrils… 

• In my mouth I always get aphthae, inside my 
lips... but they hurt, it’s like raw... 

  

 

OTHER COMPLAINTS 



 
MIND 

  



 

 

One sure characteristic of the lady is that she 
does not lack for words, throughout the visit 
I always struggled to insert myself to ask for 
some explanation 

 

LOQUACITY 



 

 

I ask her to speak about her character 

• There are two things that are important in me: 

• anger and depression 
 

CHARACTER 



 

 

I ask her to explain 

• Anger, but I don't know if it's really anger, but in 
the morning when I wake up it's better if no one 
is around me... my partner knows and avoids...  

• She avoids because she knows that it only takes 
a little in the morning to drive me mad.... 

 

ANGER 



 

 

And what about depression ? 

• Well, depression is a serious thing... whereas 
anger after an hour of being awake passes, 
depression doesn't...  

• I think it's related to my illness, since I got sick 
again it's been worse and worse... 

 

DEPRESSION 



 

 

 

• I am often sad and I often think I would like to 
end it... 

• Maybe because of the illness but also my 
'lesbianism'... I don't know if I have ever 
accepted myself or maybe it's just that others 
have a hard time accepting it... 

DEPRESSION 



 

 

• I've lost so many friends since I declare it.... 

• However, suicidal thoughts have been with 
me for at least a year... 

DEPRESSION 



 
• One more thing, Doctor... 

• I have some hot flashes... they don't bother 
me, but every time I get them, I get a little 
anxious... 

 

 

FLUSHES OF HEAT 





 

MK (1.000K)  

2 drops 3 times a day 

FIRST CONSULTATION 
OCTOBER 2018 



 

oDaytime episodes have reduced; 
there is now only one episode in the 
early afternoon  

o At night nothing changed 
 

FIRST FOLLOW UP 
AFTER 2 WEEKS 



 

o Digestion is better, no more 
stomachache 

oNo more cuts in the nose but 
aphthae are almost continuous 
 

FIRST FOLLOW UP 
AFTER 2 WEEKS 



 

o Backache is the same 

FIRST FOLLOW UP 
AFTER 2 WEEKS 



 

o Mood improving, maybe I see a 
chance to heal... 
 

FIRST FOLLOW UP 
AFTER 2 WEEKS 



 

MK (1.000K)  

3 drops 4 times a day 
(morning + afternoon + double 

administration before going to sleep) 
IF NO AMELIORATION  

INCREASE BY 1 DROP EVERY 3 DAYS 

 

FIRST FOLLOW UP 
AFTER 2 WEEKS 



 

o She increased to 6 drops and then 
started to see improvement  

o At night diarrhea is less important and 
during the day it occurs about every 3 
days  

o No more blood in the stool 

SECOND FOLLOW UP 
AFTER 5 WEEKS 



 

o Stomach is fine  

o Backache much better  

o No more cuts in the nose  

o Still aphthae but less frequent 

SECOND FOLLOW UP 
AFTER 5 WEEKS 



 

XMK (10.000K)  

3 drops 4 times a day 
(morning + afternoon + double 

administration before going to sleep) 
IF NO AMELIORATION  

INCREASE BY 2 DROPS EVERY 5 DAYS 

 

SECOND FOLLOW UP 
AFTER 5 WEEKS 



 

o She has always remained at 3 drops 
because by switching to XMK she has 
noticed a gradual improvement of all 
symptoms  

o The frequency of night diarrhea is once 
a week while she has had no more 
daytime diarrhea 

FOLLOW UP 
AFTER 4 MONTHS 



 

 

o Stomach is fine 

o Back pain further better 

o No more cuts in the nose  

o Had only one episode of mouth ulcers 
in the last 4 weeks 

FOLLOW UP 
AFTER 4 MONTHS 



 

 

o Mood much better 

o No more suicidal thoughts  

o No more anxiety with hot flashes (no 
more hot flashes)  

o Reduced irritability in the morning 

FOLLOW UP 
AFTER 4 MONTHS 



 

XMK (10.000K)  

3 drops 3 times a day 
(morning + afternoon + evening) 

FOLLOW UP 
AFTER 4 MONTHS 



 

o Night diarrhea have been 
increasingly rare, now about 1 time 
every 5 - 6 weeks and in any case not 
important  

o No more daytime diarrhea 
 

FOLLOW UP 
AFTER 1 YEAR 



 
o  Over the last few months, considering the 

improvement in the bowel we have 
reduced the allopathic medication  

o The initial dosage was 2 tablets of 500 
mg. 3 times/day  

o The reduction was 1 tablet every 10 days 
with brief follow-up by e-mail on intestinal 
symptoms 

 

FOLLOW UP 
AFTER 1 YEAR 



 
Since 1 month the drug has been 

completely discontinued  

(September 2019) 

 

FOLLOW UP 
AFTER 1 YEAR 



 

o Stomach is fine 

o Backache is fine 

o No more cuts in the nose 

o Aphthae rare 
 

FOLLOW UP 
AFTER 1 YEAR 



 

 Mood is fine 
 

FOLLOW UP 
AFTER 1 YEAR 



 

I REQUEST A NEW COLONOSCOPY 

 
 

FOLLOW UP 
AFTER 1 YEAR 



 
• Gross pathological changes or stenosis 

are excluded in the right colic segments 

• No pathological findings in the 

remaining rectocolic segments 

• Mild hemorrhoidal congestion 

COLONOSCOPY 
DECEMBER 2019 



 

o Diarrhea very seldom 

o Stomach is fine 

o No more backache 

o Cuts in the nose less frequent 

o Aphthae very seldom 

LAST FOLLOW UP 
JANUARY 2023 



 

XMK (10.000K)  

5 drops 1 time a day 

LAST FOLLOW UP 
JANUARY 2023 





 RECTUM - DIARRHEA - night - midnight - after 

 RECTUM - URGING - sudden 

 RECTUM - URGING - sudden - night 

 

 ABDOMEN - PAIN - diarrhea - before - cramping 

 ABDOMEN - PAIN - night - midnight - after - cramping 

 ABDOMEN - RUMBLING - diarrhea - before 

 ABDOMEN - GURGLING - stool - before - gushing 

stool 

 ABDOMEN - PAIN - flatus; passing - amel. 

 ABDOMEN - PAIN - stool - after - amel. 

 ABDOMEN - PAIN - pinching pain 

 



 PERSPIRATION - STOOL - during - agg. 

 STOOL - BLOODY 

 STOOL - UNDIGESTED 

 ABDOMEN - INFLAMMATION 

GENERALS - SEASONS - summer - agg. 

 

 STOMACH - VOMITING - diarrhea - during 

 

 STOMACH - PAIN - pinching pain 

GENERALS - PAIN - Internally - pinching pain 

 

 STOMACH - PAIN - eructations - amel. 



 FEMALE GENITALIA/SEX - MENSES - copious 

 FEMALE GENITALIA/SEX - MENSES - frequent; too 



 

 BACK - PAIN - sitting - erect - agg. 

 BACK - PAIN - sitting - bent forward - must sit bent 

forward 

 BACK - PAIN - Lumbar region - walking - amel. 



 NOSE - ULCERS - Inside 

MOUTH - STOMATITIS, ULCERATIVE 

MOUTH - APHTHAE - Lips - Inner side of - Lower 

MOUTH - APHTHAE - Lips - Inner side of - Upper 



 

MIND - LOQUACITY 

 

MIND - IRRITABILITY - morning - waking on 

 

MIND - SUICIDAL DISPOSITION - thoughts 

MIND - SUICIDAL DISPOSITION - sadness, from 

 

MIND - ANXIETY - flushes of heat - during 

 

 









GAMBOGIA 

GARCINIA MORELLA 

gamb. (Synthesis Adonis 929) 

GROUP: CLUSIACEAE (OLD NAME GUTTIFERAE) 

ORDER: MALPIGHIALES  
 

 



• Cheerfulness, mirth, easy feeling and loquacity (first phase) 
• Severe depression leading to suicidal thoughts, alternating with colitis or 

from suppression of diarrhea (second phase) 
• Hypersexuality, especially in patients with bowel inflammatory diseases  
• Intestinal complaints: colitis, IBS (irritable bowel syndrome), IBD 

(inflammatory bowel disease), proctitis 
• Diarrhea often accompanied by nausea, vomiting, abdominal cramping pains 

and  tenesmus with urging 
• Infections (Salmonella, Shigella, Campylobacter) with gushing expulsion of 

stools all at once followed by a feeling of great relief 
• Infestations: parasites, fungi, worms, scabies. amoebae 
• Chilly persons craving for warm humid environment 

 

GAMBOGIA 



PODOPHYLLUM PELTATUM 

MAYAPPLE 

podo. (Synthesis Adonis 3131) 

GROUP: BERBERIDACEAE 

 



PODOPHYLLUM PELTATUM 

• Mental block and barrier (suppressed emotions and reservedness) 

• Yielding disposition and easily mortified: sensitive to domination, 
reprimands and quarrels 

• Sympathetism and intolerance to injustice 

• Gastrointestinal tract complaints: sputtering, explosive, fetid and 
profuse diarrhea  

• Liver complaints: chronic hepatitis, inflammation of gallbladder and 
ducts, gallstones  

• Female disorders (especially ovarium complaints: inflammation, 
cysts and tumors) 

• Prolapsus: rectum, uterus and vagina 

• Generally warm-blooded 

 



PODOPHYLLUM PELTATUM COLITIS 

• Profuse, explosive, sputtering and watery diarrhea  

• Offensive, putrid and penetrating odor of yellow or light-colored stools 

• Early morning diarrhea driving out of bed and normal stool follow later; 
the patient thinks he is better but the next morning the same diarrhea 
starts again 

• May have painless stools but generally strong cramps with need for 
bending double 

• Sensation of weakness or sinking in the abdomen or rectum, aggravated 
after passing stools  

• Flatulence especially passing stools 

• Aggravation from warm weather, eating, drinking 

• Amelioration from warmth, bending forward, rubbing, holding abdomen 

 





BERBERIDACEAE 

MAIN REMEDIES (4): Berberis 
aquifolium (80) - Berberis vulgaris 
(3950) - Caulophyllum thalictroides 
(759) - Podophyllum peltatum 
(3131)  



BERBERIDACEAE 
 

• Mental block and barrier (suppressed emotions and 
reservedness) 

• Sexual block and barrier (vaginismus and amenorrhea) 

• Physical block and barrier (gallbladder, kidneys, lungs, 
larynx) 

• Everything is bigger than me 

• Kidneys and urinary tract complaints 

• Gastrointestinal tract complaints  

• Rheumatic complaints 

• Radiating and wandering pains 

 





ALOE  

 

ALOE SOCOTRINA 

aloe (Synthesis Adonis 2887) 

GROUP: LILIALES 

 

 



ALOE COLITIS  

• Hypochondriasis towards his gastrointestinal tract 
• Rumbling and gurgling in the abdomen followed by 

sputtering diarrhea  
• Sudden urging with involuntary stool passing flatus or 

standing or walking 
• Sensation of weakness of sphincter ani and insecurity in 

the rectum leading to fear stool will escape passing flatus 
• Diarrhea often followed by great prostration and fainting 

spells 
• Violent and intense itching deep in the rectum and 

around anus 
• Aggravation from beer, oysters and unripe fruit; warm; 

morning (5 - 6 am) 
• Amelioration from passing flatus, pressure and lying on 

abdomen, open air 





VERATRUM ALBUM 

 

WHITE FALSE HELLEBORE 

verat. (Synthesis Adonis 7268) 

GROUP: MELANTHIACEAE 

 

 



VERATRUM ALBUM COLITIS 

• Constant restlessness and great anguish 
• Collapse picture: lips and face are cold and blue with dark 

rings around the eyes  
• Heat is totally absent in all the limbs, the breath is chilly 

and even the tongue feels cold 
• Feeling as if bowels were twisted together in knots 
• Simultaneous profuse watery diarrhea and vomiting 

accompanied by cold perspiration and great prostration  
• Excessive thirst for very cold drinks but it aggravates 

nausea and vomiting 
• Aggravation from fruit, cold drinks, after taking a cold, in 

autumn  
• Amelioration from bending double, passing flatus, warmth, 

lying 




