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Inflammatory Bowel Disease (IBD)

IBD is a group of chronic inflammatory disorders of the gastrointestinal tract, primarily including:
• Ulcerative colitis (UC)
• Crohn’s disease (CD)
• Undetermined colitis (cases that cannot be classified as either UC or CD)

Epidemiology

• Age of onset: Bimodal distribution:
• Primary peak: 15–30 years
• Secondary peak: 50–80 years (less common)
• Sex differences:
• Slight female predominance in Crohn’s disease, suggesting hormonal influence.
• Slight male predominance in ulcerative colitis.
• Ethnicity: Higher incidence in Jewish populations compared to non-Jewish populations.
• Physical activity: Associated with a reduced risk of Crohn’s disease, but not ulcerative colitis.

Clinical Risk Factors

Lifestyle Factors

Ulcerative Colitis (UC)
Definition & Pathophysiology
• Chronic relapsing and remitting inflammatory condition limited to the mucosal layer of the colon.
• Almost always involves the rectum, with continuous proximal spread.

Clinical Features

-> Autoimmune diseases
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Acute Complications

Extraintestinal Manifestations (EIMs)

* A classification to classify
the patient to choose the

best management.

-> 35% of the patients
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Another disease come with it —primary biliary cholengitis 
Chronic autoimmune destruction of the intrahepatic small bile ducts → leading to cholestasis 
and eventually cirrhosis.
Epidemiology:

• Most common in middle-aged women (40–60 yrs).
• Strong association with other autoimmune diseases.

Positive AMA (Anti-Mitochondrial Antibody) in >90%

Key Features (Symptoms):
• Fatigue (very common)
• Pruritus (itching)
• Jaundice (late)



Laboratory Findings

Diagnosis
• Clinical: Chronic diarrhea (>4 weeks) + evidence of inflammation.
• Colonoscopy with biopsy: Active inflammation and chronic mucosal changes.
• Sigmoidoscopy if fulminant colitis is suspected.
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Differential Diagnosis
• Crohn’s disease
• Infectious colitis
• Radiation colitis
• Medication-induced colitis
• Diverticular colitis
• Graft-versus-host disease (GVHD)

Chronic Complications
• Strictures
• Dysplasia → Colorectal cancer (CRC)

• Surveillance colonoscopy is recommended.

Treatment : 

in allogenic transplant patients.
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Ulcerative colitis is classified by how far the continuous mucosal inflammation extends starting from the 
rectum upward.

1) Ulcerative Proctitis (E1)

Extent:
• Rectum only (0–15 cm)
• No proximal spread.

Symptoms:
• Rectal bleeding (hallmark)
• Tenesmus (feeling of incomplete evacuation)
• Urgency
• Usually no abdominal pain
• Normal stool volume (because proximal colon is normal)

Endoscopy:
• Erythema, friability, superficial ulcerations limited to rectum

Complications:
• Very low cancer risk
• No systemic symptoms

Treatment notes:
• Responds well to topical mesalamine (5-ASA)

2) Left-Sided Colitis / Distal Colitis (E2)

Extent:
• Rectum → Sigmoid → Descending colon → Up to splenic flexure

Symptoms:
• Bloody diarrhea
• LLQ abdominal pain
• Urgency
• Mucus in stool
• Mild weight loss possible

Endoscopy:
• Continuous inflammation extending to splenic flexure
• Loss of vascular pattern, granularity

Complications:
• Moderate colorectal cancer risk
• Higher risk of anemia from chronic bleeding

Treatment notes:
• Oral + topical 5-ASA
• Consider steroids for flare
• Biologics in moderate/severe disease

3) Extensive Colitis / Pancolitis (E3)
Extent:

• Inflammation extends proximal to splenic flexure
• May involve entire colon → Pancolitis

Symptoms:
• Severe bloody diarrhea
• Crampy abdominal pain (often diffuse)
• Fever
• Fatigue
• Weight loss
• Extra-intestinal manifestations (joints, skin, eyes)

Endoscopy:
• Continuous diffuse inflammation
• Pseudopolyps
• Widespread ulceration, friability

Complications:
• Highest colorectal cancer risk

→ need early and frequent colonoscopic surveillance
• Toxic megacolon
• Severe anemia
• Hypoalbuminemia
• Electrolyte imbalance

Treatment notes:
• Systemic therapy (steroids, biologics like anti-TNF, vedolizumab, 

ustekinumab)
• Immunomodulators (azathioprine)
• Colectomy if refractory or complications

4-Proctosigmoiditis (Type of UC)
Extent:
Inflammation of the rectum + sigmoid colon.

• Starts in the rectum
• Extends through the sigmoid colon
• Does NOT reach the descending colon
• Less extensive than left-sided colitis

Symptoms:
• Rectal bleeding
• Mucus in stool
• Urgency
• Tenesmus
• Mild LLQ abdominal pain
• Mild diarrhea (low stool volume)
• Usually no systemic symptoms (no fever, no weight loss)

Endoscopy:
• Continuous inflammation from rectum upward
• Erythema, granularity
• Loss of vascular pattern
• Superficial ulcerations
• Limited only to rectum + sigmoid

Complications:
• Low colorectal cancer risk (higher than proctitis, lower than left-sided colitis)
• Mild anemia from chronic bleeding
• No toxic megacolon unless disease extends proximally

Treatment notes:
• Responds very well to topical mesalamine (5-ASA enemas/suppositories)
• Oral 5-ASA if needed
• Topical steroids for flares
• Systemic therapy (steroids / biologics) only if moderate–severe or recurrent



When the terminal ileum is involved, it disrupts the normal reabsorption of bile salts, which has two 
key effects depending on the extent of the disease

Normally, bile salts are reabsorbed in terminal ileum, returned to the liver (enterohepatic circulation).

If more than 100 cm of the terminal ileum is diseased or resected: A large portion of bile salts is lost in the stool instead of being 
reabsorbed -> The liver tries to compensate by making new bile salts de novo, but it cannot produce enough to maintain normal fat 
digestion -> This results in fat malabsorption (steatorrhea) → diarrhea, loss of fat-soluble vitamins (A, D, E, K), and metabolic 
bone disease (from vitamin D deficiency and hypocalcemia).

If less than 100 cm of the terminal ileum is affected: The liver can still compensate by producing more bile salts. However, excess 
bile salts spill into the colon because they are not fully reabsorbed. In the colon, bile salts act as irritants, stimulating water and 
electrolyte secretion, leading to watery diarrhea (called cholerrheic diarrhea).

• Unlike extensive disease, this does not cause fat malabsorption since enough bile salts remain for fat digestion.

Crohn’s Disease (CD)
Definition & Pathophysiology
• Transmural inflammation (affecting the full thickness of the bowel wall).
• Skip lesions (normal areas between inflamed segments).
• Most commonly affects the ileum and proximal colon, but can involve any part of the GI tract.

Clinical Features

Features of Transmural Inflammation

Extraintestinal Manifestations
Same as UC, with additional risks of:
• Secondary amyloidosis
• Renal stones (due to fat malabsorption → calcium oxalate & uric acid stones).

• Osteoporosis (due to malabsorption, steroid use, vitamin D deficiency).
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Laboratory Findings

Differential Diagnosis
• Infectious colitis
• Ulcerative Colitis (when involves the colon)
• Diverticular colitis
• Celiac disease
• Irritable bowel syndrome 

Diagnosis
• Blood tests, stool studies.
• Magnetic resonance enterography (MRE) for small 
bowel disease.
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Risk Factors for Progressive Disease
• Age <40 years
• Tobacco use
• Perianal or rectal involvement
• Glucocorticoid-dependent disease

• Risk of surgery : The 10-year risk of surgical resection for CD is nearly 50 percent

Cancer Risk
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Quiz question 

1)

A 28-year-old male presents with bloody diarrhea, urgency, and tenesmus for 5 weeks. Colonoscopy 
shows continuous mucosal inflammation starting at the rectum and extending only through the sigmoid 
colon.
Which classification best fits this case?

A. Ulcerative proctitis (E1)
B. Proctosigmoiditis
C. Left-sided colitis (E2)
D. Extensive colitis (E3)
E. Indeterminate colitis

2)

A patient with ulcerative colitis is admitted with fever, tachycardia, abdominal distention, and abdominal 
imaging shows marked colonic dilation.
What is the most likely diagnosis?

A. Fulminant colitis
B. Toxic megacolon
C. Obstructive ileus
D. Pseudomembranous colitis
E. Perforated diverticulitis

3)

A 35-year-old woman with chronic pruritus and fatigue is found to have positive AMA (anti-
mitochondrial antibodies). She has a known history of ulcerative colitis.
Which associated condition explains her symptoms?

A. Primary sclerosing cholangitis
B. Primary biliary cholangitis
C. Autoimmune hepatitis
D. Gallstone obstruction
E. Viral hepatitis B infection

4)

A 24-year-old patient presents with RLQ abdominal pain, diarrhea, and weight loss. 
Colonoscopy reveals skip lesions and biopsy shows transmural inflammation with granulomas.
Which diagnosis is most consistent?

A. Ulcerative colitis
B. Infectious colitis
C. Crohn’s disease
D. Celiac disease
E. IBS
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5)

In Crohn’s disease, involvement of less than 100 cm of terminal ileum leads to which 
complication?

A. Severe fat malabsorption with steatorrhea
B. Acute bowel obstruction
C. Watery diarrhea from bile salt irritation
D. Vitamin A, D, E, K deficiency
E. Pernicious anemia

6)

Which of the following is a risk factor for progressive Crohn’s disease and higher likelihood of 
future surgery?

A. Age >60 years
B. Non-smoker
C. Perianal disease
D. Female sex
E. High-fiber diet

Answer Key
1. B
2. B
3. B
4. C
5. C
6. C


