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Inflammatory Bowel Disease 
(IBD)  
Refers to a group of inflammatory conditions 
which primarily affect the colon and small 
intestine, although the entire GI tract can be 
involved.  
Ulcerative colitis 

Crohn’s disease 

Indeterminate colitis  

They are identified and diagnosed by the 
appearance of a set of clinical, endoscopic, and 
histologic characteristics.  



The Alphabet Soup of IBD  





Diagnostic Approach 

Clinical suspicion of the illness based upon 
history, examination and screening laboratory 
data  

Exclusion of other illnesses that have a similar 
presentation  

Establishment of the diagnosis of IBD, with 
differentiation between CD and UC  

Localization of the region of the disease  



Routine Diagnostic Testing 
CBC 
Reasonable to look for anemia  

May change therapy  

ESR & CRP  
Not necessary for diagnosis  

Possibly useful to know if elevated for assessment of recurrent symptoms  

LFT’s 
Little evidence that early diagnosis of IBD-related liver disease will change 

natural history 

Fecal Calprotectin/lactoferrin  
Can detect active inflammation 

Prometheus IBD sgi Diagnostic panel- NO  



Antibody Testing 
Anti-Saccharomyces cerevisiae (ASCA)  
40-80% CD patients  
Identify those with TI and cecal disease  
Unusual in UC patients  

Atypical perinuclear antineutrophil cytoplasmic antibodies(P-ANCA)  
60-80% UC patients  
10-27% CD patients  
Patients with CD who have P-ANCA often exhibit UC-like features  

Anti OmpC  
The addition of OmpC to ASCA and P-ANCA can increase sensitivity, but will 

decrease specificity in ASCA or P-ANCA negative patients  

Anti CBir1  
Found in ~50% of CD patients  
Associated with SB, internal-penetrating and fibrostenosing patterns  



Antibody Testing 

P-ANCA combined with Anti-CBIR1 may be associated 
with the development of acute or chronic pouchitis  

Prometheus IBD Serology 7: Sensitivity IBD 74%, CD 71%, 
UC 92%  

 
Suboptimal sensitivity levels argue against the use for screening for 

IBD  

When combined into panels, the antibody tests have reasonably 
high sensitivities for detecting IBD (>90% in populations with sx), 
but ability to distinguish between CD and UC is only fair  



GI Tract Pathology - Facts 
Tubular GI tract is unique in many ways  
We can look inside and even get good samples of tissue  
But, we are absolutely dependent on the endoscopist for gross description  

There is a fairly limited number of ways the GI tract 
responds to injury 
But, we are fairly dependent on clinical information to sort out 

what we find on biopsies (and even resections)  

There is a lot of normal stuff in the intestines that can 
resemble (or hide) pathology  
Lymphoid tissue, blunt-ish villi, the occasional bifid crypt, lamina 

propria fibrosis, focal cryptitis...  



What is the meaning of this? 
Don’t be afraid to say something is normal!  
Or, at least not significant 

Know when you absolutely, positively need to have 
clinical information 
Know where to find it and do so if you need it 

If you can’t, you may have to play the “if..., then...” game  

Think of any abnormalities you see (especially in 
biopsies) as samples of a disease process  
As opposed to tiny, separate fragments that contain individual 

abnormalities  



UC Pathology 

Mucosal inflammation  
Contiguous active, chronic inflammation in 

colon  
Shallow ulcers; generally stop at muscularis mucosae  

Crypt distortion (Dr. Seuss characters) 

Not much (if any) small intestinal involvement  

(Pseudo)pyloric gland metaplasia unusual  

Pseudopolyps fairly common  



UC Pathology 

Unusual patterns  
Relative rectal sparing 

Cecal patch 

Granulomas 

Upper tract involvement(!)  













Crohn’s Disease – Pathology 

Mucosal changes  
Patchy active, chronic inflammation  
Aphthous ulcers  

Crypt distortion (Dr. Seuss characters again)  

Blunted, thick, hypermucinous villi  

Gross ulcers (usually with clinical “activity”)  

(Pseudo)pyloric gland metaplasia (“ulcer- 
associated cell lineage”)  



Crohn’s Disease – Pathology 

Mural changes  
Transmural inflammation  
Deep, fissuring ulcers  

Fibrosis (including submucosal scar)  

Granulomas  

Granulomas don’t necessarily mean Crohn’s, nor does their 
absence mean it’s NOT Crohn’s  

Muscular and nerve hypertrophy  
Muscularis mucosa thickened, sometimes duplicated/splayed  













































































  



























  



  

























Diversion Colitis 

Enanthema, friability, ulcers, nodularity 

Diffuse nodular lymphoid hyperplasia 

Crypt atrophy/bending 

Increase lymph, plasma cells 

Neutrophils (mild, focal) 

+/- granulomas 





































































































Collagenous Colitis 
Often diffuse, Rt > Lt 

Normal endoscopy 

Intraepithelial lymphocytosis (mild) 

Increase lymph, plasma cells, Eos (mild) 

Thick irregular subepithelial collagen layer 

Surface degeneration/stripping 

Crypt hyperplasia 

+/- chronicity features 





Remember 

Not all crypt distortion is IBD 

Not all IBD reveals crypt distortion 

Some infectious colitis show 
“chronic” features 

Thus, there are NO specific features 
of IBD 



UC vs. Crohn’s –  
Post-treatment Biopsies 

Feature UC Crohn’s 

Diffuse disease +/- +/- 

Rectal 
involvement 

+/- +/- 

Segmental 
involvement 

+/- +/- 

Ileal involvement Mild, distal 1-5 cm Mild-severe >5 cm 

UGI involvement Rare +/- 

Granulomas Mucin related Non-mucin related 

Anal disease - +/- 



Inflammatory Disorders of Colon 

LYMPHOCYTIC 

Architecture 
preserved 

Microscopic colitis, Early 
IBD, Drugs, Diverticulosis, 
Some infections (Shigella, 

Chlamydia) 

Architecture not 
preserved 

IBD, Diverticular disease, 
Chronic ischemia, 

Radiation, Prolapse, 
Drugs, Diversion colitis, 

Some infections (Yersinia, 
TB), Healed injury 

NEUTROPHILIC 

Ischemic/hemorrhagic 

Ischemic, Infections, 
Radiation, Drugs, IBD 

Non ischemic/non-
hemorrhagic 

Infections, Drugs, IBD 

EOSINOPHILIC 

Allergic, Eos 
gastroenteritis, 

Mastocytosis, Infections, 
IBD 

PAUCICELLULAR 

Apoptotic colopathy, 
GVHD, Drugs, Infections, 

Systemic disorders 
(amyloidosis), IBD 




