Outline of Lecture 06 (02-12 PA; Iacobuzio-Donahue)

Colon Pathology
Normal, acute, & chronic colitis


- Normal: crypts are regularly spaced, uniform (“test tubes in a rack”), and extend close to the muscularis mucosa; lamina propria contains plasma cells and lymphocytes


- Acute:  cryptitis or crypt abscess (PMNs in crypt wall or lumen), erosions or ulcers, possible pseudomembranes (fibrinoinflammatory exudates), NO crypt distortion of basal plasmacytosis


- Chronic:  crypt distortion, shortfall, or loss;  basal plasmacytosis (causes crypts to not extend to muscularis mucosa), pyloric or Paneth cell metaplasia, fibrosis
Acute colitis (all show nonspecific acute colitis)

Infectious enterocolitis


Diarrhea and maybe other sx, eg due to Campylobacter, Salmonella, Shigella, Yersinia

Ischemia


Emerging Crohn’s disease


Focal active colitis



Histology: microscopic foci of active colitis, otherwise normal


Also called “enema effect”, ie it’s a biopsy artifact and is an insignificant finding

Chronic colitis (inflammatory bowel disease)

- Shared features of UC and CD


- 2-peaked distribution of onset: ~20 and ~60 y/o



- Exact pathogenesis is not well understood, possibly involves abnl immune response


- May cause inflammation of non-GI organs


- Increased risk of adenocarcinoma, thus survey regularly for dysplasia

- Ulcerative colitis: diffuse mucosal chronic colitis in the rectum and possibly colon (left side predominant), ulcers are broad and cause pseudopolyps

- Crohn’s disease: skip lesions of transmural chronic inflamm. in any part of GI tract (right side predominant in colon), granulomas (50%), complications (perianal fistula, strictures), ulcers are aphthous (canker sore usually over lymphoid follicles) or fissures (linear), chronic serositis leading to creeping fat
Other colitis

Microscopic colitis (collagenous and lymphocytic colitis)



- Assoc w/ chronic watery diarrhea and autoimmune dz, but no incr risk for colon cancer


- Histology: normal crypt architecture, but lymphocytic infiltrate of lamina propria, damaged surface epithelium



- Collagenous has subepithelial collagen deposits, distinguishing it from lymphocytic


Ischemic colitis



- Can be due to any form of ischemia (eg occlusion, infection, systemic hypotension)



- Structural causes: volvulus (twisted mesentery), intussusception (telescoped lumen)


- Histology: hemorrhage & edema ( coagulative necrosis (superficial epithelium more susceptible) ( regeneration, organization, & fibrosis

Pseudomembranous colitis (somehow left out of the notes)


- Bloody diarrhea, fever, pain; usually due to Clostridium difficile


- Histology: pseudomembrane overlying epithelial necrosis

Diverticular disease



- Usually Asx, with risk of perforation & perotinitis, infection, hemorrhage, etc


- Histology: herniation of mucosa through muscularis propria and muscular hypertrophy, possible acute or chronic (granulomatous resembling Crohn’s) diverticulitis

Appendicitis


- Most common cause of acute abdomen, caused by obstruction (eg fecalith or lymphoid hyperplasia), nl fecal flora overgrowth, or ( luminal P ( vessel compression ( ischemia



- Histology: acute inflammation, and later abscess, transmural necrosis, perforation
