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Summary of topics

A Diagnostic scopes In IB[disease activity
A Surveillance scopes In [Béancer/dysplasia
A Therapeutic scopes In IBStrictures, fistula



When Is Endoscopy Performed In
IBD?

A At Initial presentatiorragnostic)
A To diagnose IBD
A To differentiate between UC and CD
A To assess disease severity and extent
A During patient follow ui{agnostic)
A Flares, new symptoms
A To assess recurrence after surgery
A For dysplasia/cancer survelillasteyeillance

A For therapeutic interventiahérapeutic)
A Strictures
A Fistula
A Removal of large dysplastic lesions



Diagnostic
Colonoscopy In IBD



A 26 y 0 male with 6 weeks of loose and frequel
stools with urgency and cramping

A Blood and mucous In stool last 2 weeks

A Saw PCPblood tests for inflammation
abnormal

A Colonoscopy ordered



Initial Colonoscopy Evaluation

A Careful inspection of the whole colon and t.
lleum

A Blopsy and place in separate jars:
A rectum (always)
A Inflamed segments

A normal segments
A t. lleum




Endoscopic features of ulcerative
colitis
A Involvement of rectum

A Continuous inflammation extending from
rectum

A Absence of anal or overt t. ileal disease
A Caveats
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Endoscopi c feat

A Skip areas

A Rectal sparing

A Discrete ulcersuperficial, deep, small, large
A Anal involvement

A Terminal ileum

A Presence of strictures, fistulous openings



Deep ulcers



Superficial ulcer

Apthous ulcers




t.1. stricture
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Further Assessment at IBD
Diagnosis?

A Capsule endoscopy
Al's suspicion for Cr ohn
A Good for milder, superficial disease

A EGD
Al'f suspicion for Crohn
A Upper Gl symptomslysphagia, nhausea/vomiting,

upper Gl pain
A Enteroscopy




Diagnostic
Colonoscopy In IBD

Follow up studies

oHow often does t h
need t o be scop:



A 26 y 0 male was diagnosed with UC that
extended up to mid transverse colon

A Moderate severity
A Started on Entyvio by his gastroenterologist

A Returns with improvement in stool frequency,
form, urgency, blood/mucous (Entyvio x 9
months)

A Still with some abdominal cramping



Endoscopy During Course of
Disease

A Evaluate disease activity
A Assess response to medical therapy
A Document medical neresponse
A Evaluate new/change in symptoms
A Exclude secondary processes
A CMV, other colon process (ischemic, diverticular)
A Cancer, stricture
A Complications from previous surgery

A Post surgery surveillance in CD
A Pouch evaluation in UC



Postoperative recurrence CD

A Prospective study 197984 of 89 CD pts s/p
lleocecal resection

A Colonoscopy at 1 year and 3 year post op

A At one year/3% endoscopic lesions, 20%
symptoms

A At 3 years85% endoscopic lesions, 34%
symptoms

Rutgeerts et al, Gastro, 1990 Oct;99(4):956-963



Rutgeerts CD Anastomotic Score
Post op Recurrence Following

Resection
A O No Iinflammation

A 1 Less then 5 apthous ulcers

A 2 Greater than 5 apthous ulcers with normal
Intervening mucosa

A 3 Diffuse apthous ileitis with diffusely inflame
lleal mucosa

A 4 Diffuse inflammation with larger ulcers,
nodularity, or narrowing



Apthous ulcer in Tl



Ulcer at the ileo-cecal anastomosis- N o t recurrence of
Biopsies not helpful here



Pouch Symptoms after IPAA

ACrohnos diI sease
A Cuffitis

A Pouchitis

A Anatomical/surgery related issues

lleoanal Anastomosis

Pardi DS et al, IBDs 2009 Sep:15(9):1424-31



Survelllance
Colonoscopy In IBD



A 62 y 0 male with UC pancolitis x 30 years

A Mostly In control although forgets to take his
mesalamine

A Asymptomatic but was told that he needed a
colonoscopylast 5 years ago




Cumulative Risk of Developing
CRCin UC
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Dysplasia-Carcinoma Sequence
Non-IBD vs IBD

Non-IBD

4

Colitis Dysplasia Cancer




Who Needs Survelllance?

AAlpanandless i ded UC pati e
colitis >1/3 of colon

A Perform full colonoscopy atl® years after
symptomsmap with multiple biopsies
A Restage extent and severity
A Assess for dysplasia




Deter mine | BD P
A High risk
A Patient factordamily history of colon ca<5@x of

PSChx of dysplasia

A Endoscopy factorextensive medevere active UC,
stricture

A Intermediate risk

A Mild active extensive disease, other family history
colon ca, inflammatory polyps

A Low risk

A Inactive histology,le§1 ded UC or Cr
of colon



Cancer Survelllance in IBD

A High risk
A Patient factordamily history of colon ca<50, hx of
PSC, hx of dysplasia

A Endocopy factorextensive medevere active UC,
stricture

A Intermediate Risk

A Mild active extensive disease, other family history
colon ca, poghflammatory polyps

A Low risk

A Inactive histology, lesti ded UC or cr
colon



