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Inflammatory bowel disease

Ulcerative Colitis
Crohn’s Disease



Introduction

1 Ulcerative Colitis & Crohn’s Disease.
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= Unknown etiology , confined to|large bowel.
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= 20% rectum and left colon

Agrocto - sigmoditis}.
= 30% beyond splenic flexure.
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Disease Distribution at Presentation:
UC
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Commonest presentation.
Diarrhea +mucus discharge. 0
Bleeding per rectum.;e@jmx;gjsgcféggj"° e
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Rarejanal involvement.
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NB _No Bleeding Diagnosis is usually Incorrect.
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Proctocolitis raw sy
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m Blood + mucous discharge.
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m 5-10% present with acute symptoms.
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= Severe local symptoms, electrolyte
disturbances.
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= Fewer than fou(stool daily blé.od or ho=plead.
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Ulcerative Colitis — Clinical
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Moderate Severe
2 more than usual 3-4 stools/day >5 stools/day
stools/day
Mild blood per rectum Moderate bleeding Severe bleeding per
per rectum rectum
Endoscopic Moderate Severe
assessment



.__.“Classification of ulcerative colitis

Montreal classification of extent and severity of

El (proctitis)

E2 (left sided;
distal)

E_3_(pancolifis)
S0 (remission)

S1 (mild)

S2 (moderate)

S3(severe)

ulcerative collitis

Inflammation limited to rectum

Inflammation limited to splenic flexure

Inflammation extends to proximal splenic flexure.

No symptoms

4 or less stools per day (with or without blood),
absence of systemic symptoms, normal inflammatory
markers

4 stools per day minimum signs of systemic symptoms

6 or more bloody stools per day,pulse rate >90 beats
per min,temp237.5°C(99.5°F), hemoglobin
concentration < 10.5 g/dl ESR >30mm/hr
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_Extra-alimentary manifestations
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Activity Related Poly-Arthropathy
= 20 % of patients .

= Large joints , fleeting, asymmetrical.
= Rheumatoid-Factor negative.

= Ankylosing Spondylitis, 5%, not related to
activity.

= Asymptomatic Sacro-lleitis.
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~Dysplasia in IBSD
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- 5%, primary Sclerosing cholangitis.

« Skin: Erythema Nodosum , Pyoderma10-15%
Gangrenosa.

 Eyes: Uveitis,Episcleritis, Iritis

« Cancerrisk

= 1% at 10 years.

= 10% at 20 years.

m 35% at 30 years.

m 65% at 40 years

¢ Presence of Dysplasia is Indication for Surgery??.




UC - Complications

Risk of Colorectal Cancer
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Cumulative 15-
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Arises from
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Risk relative to duration of disease

10y 20y 30y
Eaden et al. 2001 2 3 18

Rutter et al. 2006 0 2.5 7.6

nnua? RC after 10years is'0.5-1% per- year
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Figure 2, Ulceralive pyodarma gangranosum is one of the most destruc-
five and excrucialingly painful cutaneous diseasas, The violaceous
lesions are characlerized by a distinclive rolled border such as saen in
fhese paliants with rheumaloid arhntis (top left), Crohn's disease (bol-
fom left), and B-call lymphoma (right).
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Aphthous ulcers- e+ v
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 Extra-intestinal Complications of UC
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R Investigations

S -
:.a::&'&'. .

e
= Endoscopy.

Loss of vascular pattern, Edema, Erythema, Contact

bleeding on touch, Granularity, Mucosal ulceration
,Pseudo polyps.

= Bacteriology
Amoebiasis, giardia, shigella,
E coli, campylobacter,
clostridium difficile _
cytomegalovirus.
= Radiology
Barium enema.
= Biopsy
(Bed A o!-’aams-‘s

we $ee atmte ;n-? |o\mma'\o(] e\
Cnewdtpwils ~ete).
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BARIUM ENEMA

Chronic stage
s

Demage to
muscularis
propria results in
colonic dilation
and loss of
haustra
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Double-contrast barium
enema. The entire colon is
ahaustral, with a diffuse
granular-appearing
mucosa. The air-filled
terminal ileum is dilated.
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~~Hlsto-pa thological distinction

@€copic Crohn’s
Disease
Distribution Colon, rectum GIT
Rectum Involved coet spareald Often spared
Anal disease Rare Common
Malignant risk | 15% at 25 year 8% at 25
TZdimes mote Yhan CD year

Fistula Never Common
Stricture Very rare exptin maliqnans.t COmMmon




—=Histopathological distinction

Microscopic Crohn’s
Disease
Bowel wall Mucosa ,sub mucosa |Full thickness
Crans maral ) -
Granulomata |None 40%
ot hay mucny i:\AC e acwie
/ u [
Mucus Goblet cell depletion |Slightly
1 CAhema tay (icw w= V- PradeirT) 1 1 m
Secretlcn (oszun\ai indicade re.\(ma.‘le- im alre‘,g,\,\t c.:::?
rem $vrnend- ..
Fissuring Absent Common
C lma-\wdim\- Arans maral
Liswee Do
Crypt Common Rare

abscess




Inflammatory and pseudo polyp



¥ CompPlication o"t inauim\ heia s Sctwl edemen and hemade ma..

Treatment
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" Not curative. «

" Induction and Maintenance of Remission.
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® Correction of Malnutrition and Growth failure.
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" Improve quality of life.
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Medical treatment

= Prednisolone 20-60mg daily, to induce
remission.

- 1000-2000mg qds,to maintain
it.
: mesalasine (pentasa- rafasal) 4gm

daily in divided dose,remission1.5gm in
divided dose.

= osalasine(dipentum),250mg2x2.

= Balsalazide sodium(colazide) 750mg 3tab
tds.maintenance2tab bid.



. 3mg cap 3x1,budesonide
retention enemas.

= Prednisolone retention enema.

= 5ASA retention enemas, and
suppositories

= Azathioprine 50mg1x2.

= Anti diarrhea,loperamide,codeine
phosphate.



—=__Indication for surgery

m Failure of medical treatment. -—
m Toxic dilatation.-
m Perforation. ComPliCation 1o
m Bleeding.
= Retardation of growth in young. ~—
m Malignant transformation.




Causes of failure of medical

treatment
1 Chronic colitis.

1 Steroid dependence.
1 Recurrent acute exacerbations.
1 Severe symptoms.

1 Extra-alimentary manifestations



Choice of operation

R,

= Colectomy ,ileostomy and rectal

preservation.
= Colectomy and ileorectal anastomosis.

= Conventional proctocolectomy and
permanent ileostomy.

= Restorative proctocolectomy and ileal
reservoir.



Pouch anal anastomosis

amkcma.\t%;., W’A\uh-ﬂ V2 P d—é’a Rectur - cole- Jx\’(d~;-‘

a Types of pouches:J,S,W pouch.

L2 \eumnd \0 O 0'" Bleumn Y e

= Only in ulcerative colitis.

= lleoanal ,not ileo low rectal pouch
anastomosis.

m Not to be done in active anal disease.

= Defunction ileosromy routinely.









Ulcerative Colitis - lleal Pouch-Anal Anastomosis




Ulcerative Colitis

Surgical Options

lleal pouch-anal
anastomosis

Conventional
ileostomy
(Brooke

lleorectal
anastomosis
iR dene £o UC wi\ lu.‘
4o Severe diacthen
uwC A W(..‘b ::z .
ihen Mrute e CD N o w2 &5
Rect=w\ squ'maa"

Continent ileostomy
@ (Kock pouch)
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__Complication of pouch surgery

l“‘luﬁailure: defined as need to remove pouch
and establish end ileostomy 10%.

m Pelvic sepsis.
m Stricture at anastomosis.
m Pouch vaginal fistula.

®m Pouchitis.



= Pouchitis

: Acuftle inflammation,frequency,urgency,
liquid stool,extracolonic symptoms.

= Diagnosis,clinical,endoscopy,histology.
= Common after ileostomy closure.

= Treatment, metronidazole,ciprofloxacin,

Augmentin, Remove 3%.



Crohn s disease (Regional lleitis)

(0 nCarabole, ...

® Chronic , Progressive Relapsing Transmural
Inflammatory process.

= Af@tw'élT from mouth to anus ,with extra
intestinal manifestations .

® Slight female predominance.«

B Age 20-30 year 50 — 60y (Bimodal) .= @+ 787 cccw

ner Prtechive "ad\* «fe.-
B Smoking increase risk 2-4 times. EA

H Genetic and environmental factors , luminal
content and gut microflora and intestinal immune
system play a role.

® Higher sugar consumption increase risk.




Pathology

" . 307
bowel alone Crohn’s Disease
30 -35%.
s Colon alonel20 ) 25%. e —

® Small bowel and

colon(@5)% (ileocolic).
m Perianal lesion 50 %.
m Stomach and

Colon { |ntestinel ’Y{“ « Desccelndlng
CEEEE— ) - 0 On
duodenum5%) ﬁé o }
\ ' ‘l . , i

my Skip lesions are
diagnostic. cb--
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Ascending [ &3 Small £ e
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Crohn’s Disease:
Anatomic Distribution

Small bowel
alone
(33%)

lleocolic S el
(45%) “

Freq of involvement
T
Most Least

Colon alone
(20%)




IBD: L.ocation and Extent

5% Gastroduodenifis

40%

Distal/ 30%

Proctitis 259% Colitis

Left- 40%

sided Ileocolitis
colitis
30% Ileitis
30%
Extensive/

Pancoliti

Ulcerative Colitis Crohn’s Disease



Lrohn’s & Ulcerative Colitis

& Sma" and Iarge Intestine CROHN DISEASE ULCERATIVE COLITIS
®m Skip Lesions.

® Full thickness.

R Narrow lumen.

® Granulomatous infl.

i Large Intestine. bfo:'qiotrm
8 Continuous, Mucosal.

2 Thinwall.

i Dilatation. ' w 2\) M Pseudopolyp
KB ylo P+ has RTF pain indicde— afpertin MU IR © D uicer

Fab GH U2 appenditiogy (FIU 5O e

Happing Which indicate CO.-



Macroscopic appearance

4 :“ _ 4 meSentty beCamme o loove. the
sl i anki mesentric Pack of A indestine- chatach tarstic ?«Mv- coO .-
m Stiff thick-walled bowel with fat wrapping.
m Creeping extension of mesenteric fat .
m Thick wall mesentery. ——
m Full thickness inflammation.

m Segmental disease.

Thickened &

m Strictures 1-30 cm in length. [S s

Normal portion -
of intestine

= Inflammatory polyps in colon.
m Cobblestone appearance of mucosa.
m Deep fissures , fistulae , aphthous ulcers.







Crohn’s (Am Gl Asso)

I Colic
H lleal
B lleocolic




Cobblestone appearance of mucosa.
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m Fibrous, Granulomatous = Acute inflammation

m Thick wall, narrow a Mainly mucosal.
lumen. a Ulceration, Dilated lumen.
m Transmural — full thick. a Continuous lesion.

m Skip Lesions common




Microscopy

Full thickness inflammation.
Preservation of goblet cell mucin.

Submucosal fibrosis, muscle layer fibrosis.
Deep non- caseating granulomas+ Giant cells.
Intralymphatic granuloma.

Granulomatous vasculitis.



(&) Crohn's disease Ulcerative colitis




— Infections

= Mycobacterium Para tuberculosis.

= Granulomatous vasculitis.

= Genetic, siblings of patients with Crohn's
disease ,have17-35 times risk.

= Number of genes involved.



Pitfalls of differentiating Crohn’s Colitis
—=__ from Ulcerative Colitis.
Jeterminate Colitis 5-10%.

m Fat wrapping in Crohn's only.

m Skip lesions in Crohn’'s.

® Thick inflamed segments.

m Patchy Trans-mural inflammation in Crohn's.
Perineal disease in Crohn's.

Lymphoid follicles in Crohn’'s.

Preservation goblet cell mucin in Crohn's.
Deep granuloma in Crohn's.

m Cobble stone appearance.
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® Predicting complications.




IENNA CLASSIFICATION
OF CROHN’'S DISEASE

Consensus of the International Working Party for
the World Congresses of Gastroenterology 1998

ge at Diagnosis “ﬁc}

'f::aa;
< <40mr-:"'lg&_?y
2 = 40 years

LA B B L B B L L R I

ocation 1 Terminal lleum
2 Colon

el 3 lileocolon

4 Upper GI

a———

ehavior 41 Non-stricturing,
non-penetrating
——— 2 Stricturing

3 Penetrating

Further data to be collected

Sex: famale /! male

Ethnicity: caucasian / black / asian / other

Jewish: yes / no / partly

Family history of IBD: F*® degree relatives / other / none
Extraintestinal manifestation: yes/ no

IENNA CLASSIFICATION
F CROHN'S DISEASE

Goal: To cstablish an international classification of patient sub-
groups based on objective blological varables i order to improve
= homoganay of stucdy populations In dlinical srials

= linkage of genotic o serological markers to specific phenotypes

Definitions:
= age when diagnosis of CD was first definitively established by
oxy, endoscopy, pathology or surgéry.

A A R AR B E R R R R R R R R R R REEREREREEEREERREE R EEERERE LR EE L ERER

T he maximum extant of deease involyement at any tme bedore the
first resection. Minimum invelvement for 4 location is defined as any
sohthous lesions or ulceration Mucosal erythema and edema are
insufficient. For classificaton at least both a smal bowed and a large
bowel sxamination are required

A  Duease lmited to the Jower third of the smal with or
without spill over into cecum

- Any celonic location beoween cecum and recos ' o small
bowel or upper Gl invelvement
Drsasse of the tarminal #eum and any locaton be ASCENOINE

colon and recoum.
4 Any digease location proximal to the terminal |
1o addional involvement of termunal leum o o<

1 Inflammatory disease which never has been complicated ar any
ume in the course of disease.
Stricturing disease s defined as the ocoumence of constant jumanal
narrowing cemonstrated by racoiogic, endoscopic or surgcals
\ restenotic diavon or obstructive
sipns/symprormaiii sence of penctrating disease at any
tme in te cou :
3 Penetrating d

las, inflammatory masses and/or
abscasses at an@o R R & course of disease, Paranal ulcers are
also included. Excluded are postoperative intra-abdominal
complicaticons and perianal skintags.
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m Acute first presentation is not common.
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Acute onset resembling
appendicits

Erohn’s | % g Chronic ill health
dlcacicen » Weight loss

' ' Recurrent attacks of abdominal

_ pain & diarrhea - BfR
K’\ 1 Chronic

) \ ad Low grade fever
o
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Tender mass in the right iliac

—
— fossa




—=_ Systemic symptoms

\'*?& P
m Low grade fever in 35 %.

m Poor absorption of fat soluble vitamins
ADEK.

m Anaemia iron deficency, B12 deficiency.



= Pregnancy and Crohn's

CO ‘\&jut ‘_3 fo%mnca I a:_ll}p\o@ Z""‘)
b Izertility rates are reduced.
with CD

® Pregnancy does not affect the disease.

B Aminosalicylates, steroids ,azathioprine are
safe in pregnancy.

Bu iR A Y Stop e in Pregnaniy iy leasl Yo CD atreck
and may (ead +o Plosrivon--




Crohn’s in pediatric age
group

1 Systemic manifestation more important
(‘bejt'v- befor 6T manibes fation inChildren--

1 Extra-intestinal manifestation precede GIT
symptoms.

1 Diagnosis is delayed.»ch!de-



Diagnosis

Radiology . ,ci~e o
/’
= Small bowel enema&or follow through.
Gu\ov

= Double contrast barium enema.~

= CT scan, ultrasound.

= MRI for complicated perlana!%s\:epms >
= Video capsule endoscopy.

Endoscopy
Colonoscopy Gastroscopy




—Grohn’s Disease: Morphology

Click to add text

Small Intestine common,

30%
Rubbery thick walled with
SHichmme——=

narrow lumen.
String sign — X-Ray of contour/






Crohn’s Disease — Radiologic
D)
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Crohn’s Disease — Radiologic
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Complication

Complications

complications

Postoperative

complications
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. e
~——- Sclerosing cholangitis

Dxalate stones ~
BV

complications

- T o

Sclerosing episcleritis

Erythema nodosum

Pyoderma c—

Ed Ngrenosum




Complication

Crohn’s Disease

(I

Intestinal Complications

Perforation
Cancer
Fistula
Stricture
Abscess




Complication

[1 Clip slide

Fistula




Aminnosalicylates

DTS ot
-t

Su bhasalazine (mild disease)

- sulphapyridine+5ASA.(salazopyrine).

- SASAmesalasine(pentasa),osalazine(dipentun
' Mesalasine suppository, enemas.

New 5ASA depend on PH and time dependant
Protective coating



STEROIDS

Induction of remission

Systemic 20-80mg daily oral or IV.

Rectal hydrocrtisone,prednisolone enemas.
Budesonides (entocort ,budeson).oral, rectal.

Nutrition for therapy
= TPN cause remission in 80%.
= TEN, polymeric, elemental diets, same.




Medical treatment

Antibiotics

= Metronidazole,long term use is contraindicated
due to peripheral neuropathy.

= Ciprofloxacin.

* Immunomodulatry therapy

= Azathioprine takes 3-6 month to work
3-10% develop pancreatitis.

= Methotrexate,cyclocporin.



Other drugs

= Antidiarrhoeal,anticholinergic drugs.

= Cholesteramine.

= Monoclonal antibody Infliximab.
5mg/kg I.V over 2 hours,0-2-6 weeks.

In fistulating,severe Crohn's disease.

= NSAID should be avoided make disease worse.



“Bottoms-Up” Approach to

‘==lrohn’s Disease Treatment —

Current “Bottom-Up” Approach
to Crohn’s Disease Therapy

4 Severe

Infllxlmab Surgery
Bowel Rest




Principles of surgery for Crohn’'s

of patients will require surgery within 1:
year of diagnosis.

® 90% of patient with ileocolic disease end in
surgery.
= Remove appendix during first surgery.
due yo (ecuffante-..
= Reoperation rate is<50°2 :
m Surgery for small bowel is for complication .
= Surgery for colon for intractable disease .




Indications for Surgery

Abscess(7%)

e Medical Management coes+ impecianty
Failure(34%)

Mass(12%)

......................

...................

Obstruction(22%) - /
Fistula(24%)



Indications for Surgery

Other mm

Obstruction

Toxic =

Fistula/Abscess
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Surgery for small bowel and
Ileorectal disease

= Stenosis causing obstructive symptoms.

m——_

= Enterocutaneous or intra-abdominal fistula

= Draining abdominal or retroperitoneal
abscess.

= Controlling acute or chronic bleeding.

* Free perforation.



——= Small bowel fistula
_—-




Strictures in CD










Strictureplasty

Heineke - Mikulicz




Indications
= Gastroduodenal gasrrojejunostomy.

= ileocolic limited Rt hemicolectomy.

= ileal and jejunal disease sftrictureplasty,or
limited resection and end to end
anastomosis.

= Fistulae conservative up to12 week,
infliximab, TPN,resection.



Guide lines for operative management

1 Determine length of healthy bowel

1 Resect only segment causing
complication

1 Resection or stricturoplasty
1 Macroscopic free margin

1 In high risk protect the anastomosis with
diversion

1 By pass only in fear of short bowel
syndrome



Surgery for colonic and rectal

&
N

Crohn's disease

= Emergency colectomy

Total colectomy ileostomy and mucous fistula of
rectal stump.

= Elective colectomy

* Segmental resection.

° Total colectomy and ileorectal anastomosis.
° Total colectomy and ileostomy.

° Panproctocolectomy



Perianal disease

= Anal fissure, asymptomatic conservative
Symptomatic lateral anal sphinctrotomy.

= Abscesses drainage.

= Anal fistulae low fistulotomy,high seton
drainage, and advancement rectal flap.

= Rectovaginal fistula vaginal advancement
flap.
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Perianal fistula in CD







