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Table 351-4 Ulcerative Colitis: Disease Presentation
Bowel movements
Blood in stool
Fever

PART 14

Tachycardia
Anemia
Sedimentation rate
Endoscopic
appearance

Disorders of the Gastrointestinal System

Figure 351-6 Medium-power view of Crohn’s colitis showing
mixed acute and chronic inflammation, crypt atrophy, and multiple
small epithelioid granulomas in the mucosa. (Courtesy of Dr. R Odze,
Division of Gastrointestinal Pathology, Department of Pathology, Brigham
and Women’s Hospital, Boston, Massachusetts; with permission.)
colonic involvement. Rarely, CD may also involve the liver and the
pancreas.
Unlike UC, CD is a transmural process. Endoscopically, aphthous
or small superficial ulcerations characterize mild disease; in more
active disease, stellate ulcerations fuse longitudinally and transversely
to demarcate islands of mucosa that frequently are histologically
normal. This “cobblestone” appearance is characteristic of CD, both
endoscopically and by barium radiography. As in UC, pseudopolyps
can form in CD.
Active CD is characterized by focal inflammation and formation
of fistula tracts, which resolve by fibrosis and stricturing of the bowel.
The bowel wall thickens and becomes narrowed and fibrotic, leading
to chronic, recurrent bowel obstructions. Projections of thickened
mesentery encase the bowel (“creeping fat”), and serosal and mesenteric inflammation promotes adhesions and fistula formation.
CROHN’S DISEASE: MICROSCOPIC FEATURES
The earliest lesions are aphthoid ulcerations and focal crypt abscesses
with loose aggregations of macrophages, which form noncaseating
granulomas in all layers of the bowel wall (Fig. 351-6). Granulomas
can be seen in lymph nodes, mesentery, peritoneum, liver, and pancreas. Although granulomas are a pathognomonic feature of CD,
they are rarely found on mucosal biopsies. Surgical resection reveals
granulomas in about one-half of cases. Other histologic features of CD
include submucosal or subserosal lymphoid aggregates, particularly
away from areas of ulceration, gross and microscopic skip areas, and
transmural inflammation that is accompanied by fissures that penetrate deeply into the bowel wall and sometimes form fistulous tracts
or local abscesses.

CLINICAL PRESENTATION
ULCERATIVE COLITIS
Signs and Symptoms The major symptoms of UC are diarrhea, rectal bleeding, tenesmus, passage of mucus, and crampy abdominal
pain. The severity of symptoms correlates with the extent of disease.
Although UC can present acutely, symptoms usually have been present for weeks to months. Occasionally, diarrhea and bleeding are so
intermittent and mild that the patient does not seek medical attention.
Patients with proctitis usually pass fresh blood or blood-stained
mucus, either mixed with stool or streaked onto the surface of a
normal or hard stool. They also have tenesmus, or urgency with a
feeling of incomplete evacuation, but rarely have abdominal pain.
With proctitis or proctosigmoiditis, proximal transit slows, which
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Mild
<4 per day
Small
None
None
Mild
<30 mm
Erythema,
decreased
vascular
pattern, fine
granularity

Moderate
4–6 per day
Moderate
<37.5°C mean
(<99.5°F)
<90 mean pulse
>75%
Marked erythema,
coarse granularity,
absent vascular
markings, contact
bleeding, no
ulcerations

Severe
>6 per day
Severe
>37.5°C mean
(>99.5°F)
>90 mean pulse
≤75%
>30 mm
Spontaneous
bleeding,
ulcerations

may account for the constipation commonly seen in patients with
distal disease.
When the disease extends beyond the rectum, blood is usually
mixed with stool or grossly bloody diarrhea may be noted. Colonic
motility is altered by inflammation with rapid transit through the
inflamed intestine. When the disease is severe, patients pass a liquid
stool containing blood, pus, and fecal matter. Diarrhea is often nocturnal and/or postprandial. Although severe pain is not a prominent
symptom, some patients with active disease may experience vague
lower abdominal discomfort or mild central abdominal cramping.
Severe cramping and abdominal pain can occur with severe attacks
of the disease. Other symptoms in moderate to severe disease include
anorexia, nausea, vomiting, fever, and weight loss.
Physical signs of proctitis include a tender anal canal and blood on
rectal examination. With more extensive disease, patients have tenderness to palpation directly over the colon. Patients with a toxic colitis
have severe pain and bleeding, and those with megacolon have hepatic
tympany. Both may have signs of peritonitis if a perforation has
occurred. The classification of disease activity is shown in Table 351-4.
Laboratory, Endoscopic, and Radiographic Features Active disease can
be associated with a rise in acute-phase reactants (C-reactive protein
[CRP]), platelet count, and erythrocyte sedimentation rate (ESR), and
a decrease in hemoglobin. Fecal lactoferrin is a highly sensitive and
specific marker for detecting intestinal inflammation. Fecal calprotectin levels correlate well with histologic inflammation, predict relapses,
and detect pouchitis. Both fecal lactoferrin and calprotectin are
becoming an integral part of IBD management and are used frequently
to rule out active inflammation versus symptoms of irritable bowel or
bacterial overgrowth. In severely ill patients, the serum albumin level
will fall rather quickly. Leukocytosis may be present but is not a specific indicator of disease activity. Proctitis or proctosigmoiditis rarely
causes a rise in CRP. Diagnosis relies on the patient’s history; clinical
symptoms; negative stool examination for bacteria, C. difficile toxin,
and ova and parasites; sigmoidoscopic appearance (see Fig. 345-4A);
and histology of rectal or colonic biopsy specimens.
Sigmoidoscopy is used to assess disease activity and is usually performed before treatment. If the patient is not having an acute flare,
colonoscopy is used to assess disease extent and activity (Fig. 351-7).
Endoscopically mild disease is characterized by erythema, decreased
vascular pattern, and mild friability. Moderate disease is characterized
by marked erythema, absent vascular pattern, friability and erosions,
and severe disease by spontaneous bleeding and ulcerations. Histologic
features change more slowly than clinical features but can also be used
to grade disease activity.
The earliest radiologic change of UC seen on single-contrast
barium enema is a fine mucosal granularity. With increasing severity,
the mucosa becomes thickened, and superficial ulcers are seen. Deep
ulcerations can appear as “collar-button” ulcers, which indicate that
the ulceration has penetrated the mucosa. Haustral folds may be normal in mild disease, but as activity progresses they become edematous
and thickened. Loss of haustration can occur, especially in patients
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