


IBD:
Ulcerative colitis:

✨

Ulcerations and inflammation in the lining of colon and rectum(affect mucosa and 

submucosa only)

✨

Anal Involvement is rare

✨

 ileum is not directly involved

✨

diffuse inflammation of the colonic mucosa and continuous lesion (no skip lesion)+ 

symmetrical or circumferential 

 

✨

The patient presents with acute- onset of :

 diarrhea with pus or mucous

bleeding per rectum + Tenesmus

Tenderness in the left iliac fossa

the perianal disease are less common

✨

The major symptom is bloody diarrhea.

✨

M>F

✨

Intestinal wall normal caliber Without fibrosis

✨

Mild disease; erythema, sandpaper appearance

 

✨

Moderate; marked erythema coarse granulation contact bleeding no ulceration 

✨

severe disease spontaneous bleeding and edematous and ulceration (collar button 

ulcer(trash the submucosa)) 

✨

Leadpipe sign

✨

crypt abscess 

✨

long-standing;  epithelial regeneration and pseudopolyps 

✨

fulminant disease; toxic megacolon

✨

Ulcers when present are small and superficial 

✨

Pseudopolyps in UC > crohn’s (NOT premalignant )

✨

Note: Pseudopolyps are not coated with barium and appear dark on the barium enema

✨

Smoking may prevent it

✨

Appendectomy is protective 

✨

anti-neutrophil polynuclear antibodies (ANCA) are positive in 50-60% of UC patients.

✨

CBC: hypoproteinemia , hypokalemia

✨

Colonoscopy to assess severity while biopsy is the diagnostic procedure 

✨

UC has a higher risk to develop Colorectal cancer than CD

✨

 Extra-intestinal symptoms :Pyoderma-gangrenosum and ankylosing spondylitis



Crohn’s disease:

Chronic relapsing and remitting inflammation affecting any part of GI except rectum 

Anal Involvement is Common

Etiology is immunological 

F>M

Ileal disease is common 

Transmural inflammation and skip legions

Occurs mainly in ileocolic(50%) can present with similar manifestations of appendicitis

Ileal 30%

 colic region20%

Macroscopic features: cobblestone appearance and creeping fat-adhesions and fistula

Intestinal wall thickening and fibrosis (string sign)

Microscopic features: focal crtypt abscesses and atrophy and irregularity,  granuloma, Basal 

lymphomplasmacytosis

The major presenting symptoms are abdominal pain,  watery diarrhea and weight loss.

ulcers here are more prominent ,aphthoid,deep , with fissuring ulcers 

Smoking is a risk factor 

Post inflammatory polyps here are always combined by intervening normal mucosa 

( مهم )

Anti-saccharomyces cerevisiae antibodies (ASCA) are positive in 50- 60% of CD

biopsy is diagnostic

Erythema nodosum and Sacroiliitis & arthritis: extra-intestinal symptoms

Therapeutic drugs:

 1-Aminosalicylates/5-ASA ( عط)ڡم مهي"ڡ  sala) 

: Cىه ه,ٮ?ٮنا?حلا هضارعا و ه"ڡ,ٮ"ڡ0حلا تلااحلل مد0حتس,ٮ  



: ;ىه ه"ٮ7ٮنا7حلا هضارعا و ه0ڡ"ٮ0ڡ&حلا تلااحلل مد&حتس"ٮ  

(3H: hemolytic anemia, hypersensitivity,headache)an GI upset

✨

2-antimicrobial agents  مهدنع ليلا صا&حشلاا اد"ٮدحت اض"ٮا ه0ڡ"ٮ0ڡ&حلا تلااحلل مد&حتس"ٮ  perianal ds. 

Metronidazole can cause sensory neuropathy

✨

3-corticosteroids:  ڡ0ڡ ة7ٮعصلا و هطسوتملا تلااحللLاهنم هد"ٮدع ه"ٮ7ٮنا7ح ضارعا هل ط  

cosmetic effects, suppression of linear growth in children, 

 and osteopenia

Don’t use it in acute cases

✨

4-TNF inhibitors( لش)ڡ قو)ڡ ليلا لك ازا ):  thalidomide (antiemetic and sedative ) used in 

fistulizing CD ,severe active CD ,refractory CD for steroids

لسلا7ٮ ة7ٮاصلإا رط&ح ديز7ٮ هنا ه"ٮ7ٮنا7حلا هضارعأ  

✨

If these failed do IPAA in UC (anastomosis of ileum to the anus, forming a pouch that allows 

the elimination of wastes normally after removal of the entire large intestine.)

✨

IPAA is contraindicated in:

Crohn's disease (because it can affect any part of the Gl)

- Obvious rectal cancer, because is not a healthy pelvis

- Indefinite diagnosis

Crohn’s ds  can’t be cured by surgery

 




