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A B S T R A C T 

Barnett Continent Ileal Reservoir is rarely performed in patients with ulcerative colitis who require 

colectomy. Prepouch ileitis occasionally occurs in patients with ileal pouches. The role of oral mesalamine 

in the treatment of prepouch ileitis has not been established. We describe a case in which prepouch ileitis in 

Barnett Continent Ileal Reservoir was successfully treated with oral mesalamine. This is the first case in the 

literature showing that mesalamine is safe and effective in the treatment of prepouch ileitis in a patient with 

a continent ileostomy. 
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Introduction 

 

Colectomy is needed when ulcerative colitis (UC) is refractory to 

medical therapy or colitis-associated neoplasia is developed. Following 

total proctocolectomy, most patients elect to have ileal pouch-anal 

anastomosis (IPAA). However, IPAA may not be feasible in some of the 

patients with conditions such as weak anal sphincter muscles. In these 

cases, continent ileostomy is a valid option. The two common types of 

continent ileostomies are a K-pouch or a Barnett Continent Ileostomy 

Reservoir (BCIR). Pouchitis is the most common long-term 

complication after IPAA [1]. Some of the patients may also have 

concurrent prepouch ileitis (PPI) [2, 3]. Antibiotics, budesonide, and 

biological agents are the main treatment options. The role of oral 

mesalamine in the treatment of pouchitis or PPI is not clear. There are 

scant data in the management of pouchitis and PPI in patients with BCIR. 

Here we report a case in which PPI in BCIR was successfully treated 

with oral mesalamine. 

 

 

Case Report 

 

A 65-year-old male patient with a BCIR presented with abdominal pain, 

liquid bowel movement, and difficulty with intubation. The patient had 

an IPAA created for UC, which was complicated by refractory cuffitis 

resulting in pouch failure. Twelve years later, the IPAA was surgically 

converted to a BCIR. The patient was a former smoker with a history of 

anxiety, gastroesophageal reflux disease, sleep apnea, and type 2 

diabetes mellitus. He had a family history of ulcerative colitis and 

Crohn’s disease. His medications at presentation included atorvastatin, 

diazepam, famotidine, insulin, and sodium bicarbonate. Laboratory 

evaluation showed no gastrointestinal pathogens. 

 

A pouchoscopy (Figure 1) was performed which showed the BCIR with 

an intact but slightly loose valve. The mucosa of the pouch body 

appeared normal. The inlet of the pouch was ulcerated, but not angulated 

or strictured. There was a long segment (35cm) of PPI with edema, 

erythema, ulcers and was circumferentially distributed. PPI with a 

pattern of Crohn’s disease was considered. Histologic evaluation of the 
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afferent limb showed moderate to severe active chronic pouchitis with 

villous atrophy (Figure 2). The patient was started on oral mesalamine, 

4.8gram/day. A follow-up pouchoscopy (Figure 3) performed 6 weeks 

later showed normal pouch mucosa and stable ulcers at the inlet. 

However, inflammation and ulcers at the long segment of the afferent 

limb completely resolved. Repeat histologic evaluation of the prepouch 

ileum showed only minimal active inflammation (Figure 4). The 

patient’s symptoms were completely resolved at 6- and 10-week follow-

ups. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Inflammation and ulcers in the prepouch ileum ulcerated 

pouch inlet, image from in the index first pouchoscopy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Pre-treatment histologic evaluation of the afferent limb 

showed acute and chronic inflammatory changes characterized by 

diffuse neutrophilic infiltrates, erosion, villous atrophy, and full 

thickness lamina propria lymphoplasmacytic cell infiltrate. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Endoscopic resolution of inflammation in the afferent limb 

after treatment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Post-treatment histologic evaluation of the afferent limb 

biopsy showed mild residual active inflammation with resolution of the 

chronic inflammatory infiltrates and restoration of villous architecture. 

 

Discussion 

 

Pouchitis and PPI can occur in patients with ileal pouches including in 

BCIR. Acute pouchitis is traditionally treated with antibiotics, while 

chronic pouchitis often requires non-antibiotic regimens, such as 

budesonide or biological agents. PPI can be an extension of diffuse 

pouchitis or represents a Crohn’s disease-like condition. Acute or 

chronic PPI is often more difficult to treat than pouchitis. Often, PPI is 

treated with biological agents [4, 5]. The role of oral mesalamine in the 

treatment of pouchitis or PPI is not clear, although small case series 

demonstrated some efficacy in chronic antibiotic-refractory pouchitis 

[6]. Mesalamine has been described for the treatment of chronic 

antibiotic-refractory pouchitis because of its high safety profile [6]. 

However, to date, the use of oral mesalamine in the treatment of PPI or 

in the treatment of inflammatory conditions in the continent ileostomy 

has not been described. 

 

This case report reviews the treatment of prepouch ileitis in BCIR using 

oral mesalamine. After 6 weeks between the original pouchoscopy and 

the follow-up pouchoscopy, there was complete resolution of 

inflammation and ulceration of the prepouch afferent limb on endoscopy 

and histology, along with the resolution of symptoms. We decided to 

continue oral mesalamine as long-term maintenance therapy. 
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Abbreviation 

 

BCIR: Barnett Continent Ileal Reservoir  

IPAA: Ileal Pouch-Anal Anastomosis 

PPI: Prepouch Ileitis 

UC: Ulcerative Colitis 
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