Outline of Lecture 12 (02-17 PP; Harris)

Inflammatory Bowel Disease
	
	Ulcerative colitis
	Crohn’s Disease

	Location & pattern
	Continuous, diffuse mucosal inflammation limited to colon
Most commonly in rectum and sigmoid colon

ANCA positive more commonly than CD
	Patchy transmural inflammation affecting any part of the GI tract

Most commonly in ileus and ascending colon

ASCA positive more commonly than UC

	Endoscopy / gross / XR
	Friable or bleeding mucosa, ulceration, pseudopolyps
“burned out”: pale, atrophic


	Aphthous or linear ulcers, cobblestoning

Fat creeping

XR ileal string sign

	Histology
	Diffuse mucosal inflammation
	Transmural inflammation, granulomas

	Complications
	Toxic megacolon (gas causing dilation, with risk of perforation and peritonitis)

Uveitis, episcleritis

Sclerosing cholangitis (which gives ( risk for cholangiocarcinoma)
	Obstruction, fistulas (esp perianal), abscesses, microperforation (resembles appendicitis)

In children causes failure of growth

Gall stones, kidney stones

	
	Shared complications

( risk of colorectal cancer, especially in UC (strictures are malignant until proven otherwise)

Arthritis: peripheral (resembles RA, but nondestructive) or axial (ankylosing spondylitis, sacroilitis) arthritis

Skin: pyoderma gangrenosum, erythema nodosum

Vascular: ?

Bone: osteopenia


These aren’t the only forms of colitis!  See Lec 06!

Pathogenesis


- Multiple competing theories all involving microbial agents


- Geographic epidemiology suggests environmental factors play a role


- Genetic susceptibility plays a role (stronger in CD than UC)

- Inflammatory mediator imbalance plays a role
Treatment

- Assessment: CD activity index, sickness impact profile, rating form IBD patient concerns


- Corticosteroids: block production of inflam mediators at PLA2, but avoid long-term use

- Sulfasalazine:  block production of inflammatory mediators at level of COX-1, COX-2, 5-LO, and PAF; composed of sulfapyridine (toxic) covalently linked to 5-ASA (business end)

- Antibiotics (metronidazole): treat microbial part


- Azathioprine: a 6-mercaptopurine precursor that suppresses T cells by an unknown mechanism, but avoids steroid toxicity


- Aminosalicylates (5-ASA): like sulfasalazine but w/o sulfapyridine toxicity


- Anti-TNF antibodies (infliximab): future role as maintenance therapy


- Supportive therapies


- Surgery: in more severe or emergent cases
