Colorectal Pathology
Acute Inflammatory Changes
Neutrophils are the hallmark.  
“Cryptitis” is a neutrophil infiltrate within the crypt epithelium.

“Crypt abscess” is a collection of neutrophils within the crypt lumen.

Erosions or ulcers cause a fibrous, inflammatory exudate that creates a “pseudo-membrane.”
Chronic Inflammatory Changes
“Basal Plasmacytosis” is when lymphocytes and plasma cells aggregate near the base of crypts.
Crypt atrophy, crypt distortion, and forked crypts are other signs of chronic inflammation.

Pyloric metaplasia is often seen in Crohn’s disease.  Paneth cell metaplasia occurs in the descending 
colon or rectum (Paneth cells normally only small intestine and ascending colon).
Infectious Enterocolitis
Infections present with diarrhea, and are caused by Campylobacter, Salmonella, Shigella, etc.  No signs of chronicity (crypt distortion, basal plasmacytosis).
Pseudomembranous Colitis
Caused by C. difficile overgrowth after antibiotic treatment (especially Clindamycin).

Causes bloody diarrhea and plaques of pseudomembrane above the mucosa.
Microscopic (Collagenous) Colitis
Usually presents in middle-age women as chronic periodic watery diarrhea.

Associated with autoimmune diseases.  No association with dysplasia/carcinoma.

There will be tons of lymphocytes and sometimes collagen deposition underneath the crypts.

Appendicitis
Patients present with midline, peri-umbilical pain that eventually moves to lower right quadrant.

They also have anorexia, nausea, and vomiting.

May be caused by:


--obstruction of the appendix by a fecalith or neoplasm

--overgrowth of the normal fecal flora


--ischemic damage

Ischemic Bowel Disease

Caused by atherosclerosis, thromboembolus, vasculitis, cocaine-induced vasoconstriction.
Also, systemic hypotension from shock can cause ischemia in watershed areas such as the 
splenic flexure and sigmoid colon.
Also, volvulus (twisting of a loop of bowel) or intussusception (telescoping of bowel) cause ischemia.
Also, bacteria such as E.coli 0157:H7 can cause ischemia.
Signs of ischemia will be hemorrhage, edema, and coagulative necrosis.  

There may even be fibrosis, stricture, or gangrene.
Diverticulosis

Usually affects the descending colon.  Two features of diverticulosis:

1.  Herniation of mucosa through muscularis propria.

2.  Muscular hypertrophy around herniated zones.
Caused by low fiber in the Western diet which necessitates high bowel pressures and strong contractions.  
Mucosa blows out between colonic contraction rings at the points where vasculature enters.
Diverticulitis is an active inflammation of diverticulosis, which causes hemorrhages, fistulas, 
colon perforation, and peritonitis.
Chronic diverticulitis causes crypt abscesses, basal plasmacytosis, and may stimulate Crohn’s disease.

**Inflammatory Bowel Diseases  (IBD)
The two main forms of IBD are ulcerative colitis and Crohn’s disease.  

Both have some genetic factors and result from autoimmune attack.
Both are characterized by active inflammation lasting weeks, punctuated by quiet periods.

If most of the mucosa ulcerates away, there may be residual “pseudopolyps” of normal mucosa or 
fulminant colitis with dilation (“toxic megacolon”).  This has a high mortality.
Signs of chronicity are always present.  Know the table below!!!
	
	Ulcerative Colitis
	Crohn’s Disease

	Part of GI tract
	Colorectum only.  

Rectum always involved.
	Anywhere from mouth to anus.

Rectum rarely involved.

	Distribution
	Diffuse, continuous.

Usually descending colon.
	Discontinuous (“skip areas”)

Usually ascending colon.

	Pathology
	Diffuse inflammation.

Mucosal, not transmural.
	Focal, patchy inflammation.

Transmural inflammation.

	Granulomas?
	Never
	Sometimes

	Fistulas?
	Never
	Sometimes (anorectal, rectovaginal, or between loops of bowel)

	Strictures?
	Never
	Sometimes

	Ulcer pattern
	Broad and shallow
	Fissuring, narrow, and deep (“cobblestoning”)

	Other features
	Inflammatory pseudopolyps (islands of residual normal mucosa when the rest has been ulcerated away)
	Aphthous ulcers.

Creeping fat.




**IBD may manifest in other tissues, causing arthritis, uveitis, dermatitis (erythema nodosum), 
sclerosing cholangitis, and ankylosing spondylitis.  All of these will resolve with removal 
of the colon except sclerosing cholangitis and ankylosing spondylitis.
Chronic IBD has increased risk for adenocarcinoma.  DALM = dysplasia-associated lesions or masses.
