Inflammatory Bowel Diseases (IBD)
	Ulcerative Colitis
	Crohn’s Disease

	Distal ulceration (colon, rectum)
	Proximal ulceration (ileum, colon, not rectum)

	Continuous, diffuse ulceration 
	Patchy ulceration with “skip-areas”

	Shallow ulceration limited to the mucosa
	Deep/narrow transmural ulceration, cobblestoning

	Presence of friability, loss of haustra
	Presence of granulomas

	Blood often seen in the stool
	No blood in the stool

	Smoking is protective
	Smoking is a risk factor 

	No genetic component.  Not inherited.
	Some genetic component.  Twin concordance. Family history.

	Confers risk of colon cancer.
	Does not confer any extra risk of colon cancer.

	Usually ANCA positive
	Usually ANCA negative

	Usually ASCA negative
	Usually ASCA positive 


(Raymond removed an image summarizing the locations affected by UC vs CD.)

Ulcerative Colitis
Complications include toxic megacolon, fulminant colitis, strictures, perforations.

Toxic megacolon and fulminant colitis are characterized by severe abdominal pain, bowel 
paralysis, and gaseous distention.  Colon is full of air, like a balloon.  Risk of rupture.

The more area affected by ulcerative colitis, the higher the risk of colon cancer.
**Smoking is protective against ulcerative colitis.  Patients are often seen for UC with a recent 
history of quiting smoking.
Crohn’s Disease
Complications include fistulas (perianal, rectovaginal, enterovesical, etc), perforations (mimic 
appendicitis or diverticulitis), obstructions (post-prandial cramping, leading to vomiting, 
food avoidance, and weight loss).
Rectum is almost never involved, but perianal skin is involved.
**Crohn’s disease may be inherited.  There is twin concordance and often family history.
(Raymond removed an image summarizing the distinguishing features of Crohn’s disease.)
Collagenous Colitis
This is a type of microscopic colitis characterized by watery, non-bloody diarrhea.
Occurs almost exclusively in older women.
Extraintestinal IBD Manifestations  (both UC and CD) 

--aphthous stomatitis (sores in the mouth)


--episcleritis, uveitis  (eye inflammation)


--arthritis (monoarticular, asymmetrical, large joints)


--osteoporosis 


--vasculitis, erythema nodosum

(Raymond removed an image summarizing the extraintestinal manifestations due to IBD.)

Possible etiologies of IBD

1.  Persistent infection


2.  Defective mucosal integrity  (defective repair mechanisms)


3.  Immune dysregulation  (loss of tolerance, defective apoptosis)


4.  Dysbiosis  (decreased protective bacteria)

Therapies for IBD
1.  Aminosalicylates such as Sulfasalazine and 5-ASA block conversion of arachidonic acid to 
prostaglandins and leukotrienes.
2.  Corticosteroids such as Prednisone calm inflammation.

3.  **Immunomodulators are used for “steroid sparing immunomodulation.”

--Azathioprine/6MP may take months to start working.


--Methotrexate, Cyclosporine are short acting drugs.

4.  **Infliximab (Remicade) is an immunomodulator.  It is a chimerized 

anti-TNF-α antibody.  By inhibiting TNF-α, this drug stops inflammation.  


Incredibly successful and powerful.  Closes fistulas!

(Raymond removed an image showing the chimeric portions of infliximab.)

Distinguishing IBD from IBS and from infections   (**know this**)
	
	Acute GI infections
	IBD

	Duration of symptoms
	<2 weeks
	>4 weeks

	Onset of symptoms
	Abrupt
	Insidious

	Platelets
	Normal
	Elevated

	HCT
	Normal
	Low

	Biopsy
	PMNs, other leukocytes
	Abnormal crypts, basal plasmacytosis


(Raymond removed an image summarizing the differential diagnosis of IBD vs IBS.)
