


CASE 2: (MRN: 10080000028148)

• A 41 year old female presented with loose stools (15-20 times per day), 
blood in stools, weight loss, urgency to defecation since 8-9 months.

• No co-morbidities.
• No prior h/o TB.
• O/E: tender anal canal, blood on PR examination
• Neutrophilia, Hb- 10.0 g/dl, CRP = 48 (> 5)
• Serology is negative.
• No improvement with antimicrobials.
• USG- abdomen and pelvis was advised (08/06/2022)





Next, CECT abdomen was planned.



CT findings:

• There is long segment circumferential mild wall thickening with 
mucosal hyperenhancement of rectum, sigmoid colon, distal 
descending colon.

• Prominent vasa recta of rectum, sigmoid and descending colon.
• Loss of haustrations in descending colon.
• Few prominent lymph nodes in pre-sacral region.
• Normal opacification of SMA and IMA and its branches.
• No ascites
• No radio dense gallbladder calculi.







DIFFERENTIAL DIAGNOSES:

• IBD (ULCERATIVE COLITIS >> CROHN'S)
• INFECTIVE COLITIS



ULCERATIVE COLITIS
• Superficial inflammation involving colon
• Symmetric and contiguous involvement
• Begins in rectum with retrograde progression.
• Terminal ileum – backwash ileitis
• Age at onset: 20-40, another peak at 60-70 years.
• Extra-intestinal manifestations:

• Fatty infiltration of the liver
• Gallstones (28-34%)
• Sclerosing cholangitis
• Bile duct carcinoma
• Urolithiasis: oxalate/uric acid stones
• Migratory arthritis
• Sacroiliitis and ankylosing spondylitis
• Erythema nodosum and uveitis



BARIUM

Diffuse granular appearance of 
mucosa – earliest finding

Collar-button ulcers (non-specific)- 
progression to submucosa

Lead- pipe colon



POLYP VS DIVERTICULA



CT

• Thickening of wall and haustral folds
• Mucosal irregularity
• Mural stratification
• Pneumatosis



• Enhancing pseudopolyps
• Dilatation of peri-sigmoid vasculature
• Hyperattenuation of adjacent fat
• Ascites



COMPLICATIONS:

• Toxic megacolon: loss of neurogenic tone of colon – severe dilatation; 
risk of perforation

• Adenocarcinoma colon



MONTREAL CLASSIFICATION FOR UC



MAYO SCORE FOR ULCERATIVE COLITIS



TREATMENT

• Step-up approach

• Biologics:
➢Infliximab
➢Adalimumab
➢Certolizumab
➢Vedolizumab

Surgery

Biologics, 
Immunosuppressants 

(Aza, 6-MP, Mtx)

5-ASA / Sulfasalazines



INDICATIONS FOR SURGERY IN UC

• Intractable disease
• Fulminant disease
• Toxic megacolon
• Colonic perforation
• Massive colonic hemorrhage
• Extracolonic disease
• Colonic obstruction
• Colon cancer prophylaxis
• Colon dysplasia or cancer





SIGMOIDOSCOPY REPORT: 19.12.2022

Findings: short diaphragm stricture seen 5cm from verge scope crossed without 
resistance. The mucosa shows scars with pseudopolyps- significantly better than last 
assessment. At 20cm another short diaphragm like stricture noted- easily passed by 
scope. Above 22cm mucosa is normal. 

Impression: Quiescent colitis with scars in distal sigmoid and rectum - significantly better 
than prior examination short benign looking strictures at 5cm and 20cm





PATIENT MANAGEMENT:

• Mesalazine 1 gm sachets thrice daily
• Azathioprine
• Hydrocortisone enema
• Lactobacillus capsule
• Nutritional supplements
• Surgical option: subtotal colectomy.
• Verdolizumab

• Followed up by sigmoidoscopy annually.



CROHN'S DISEASE

• Transmural granulomatous inflammation of bowel wall.
• Can affect any part of GIT from oral cavity to anus.
• Discontinuous involvement of bowel
• Complication: fistula, abscess
• Imaging differentiates active inflammatory Crohn's from fibrostenotic 

Crohn's. Active CD is medically managed whereas fibrostenotic CD 
needs surgery.



MONTREAL CLASSIFICATION



BARIUM 

Aphthous ulcers: in active phase of disease as 
punctate collection of barium with 
surrounding radiolucent halo due to mucosal 
edema.



With progression of disease, 
the aphthous ulcers coalesce 
and form deep linear 
ulcerations separating out 
edematous mucosa – 
cobblestoning.

Straightening and shortening of mesenteric 
border with pseudosacculations in anti-
mesenteric border.

Widely separated loops of bowel 
due to fibrofatty proliferation 
(asterisk)



CT/MR
• Bowel wall thickening: circumferential, symmetrical
• Submucosal edema: hypo on CTE, T2 hyper on MRE
• Bowel wall contrast enhancement: stratified / mucosal / homogenous
• Submucosal fat infiltration: hypo on CTE and loose signal on fat sat.
• Fibrosis: hypo on T1/T2. Homogenous enhancement in delayed.
• Skip lesions: with normal healthy bowel in between
• Stenosis of bowel wall
• Comb sign: prominent vasa recta due to increased mesenteric vascularity.
• Mesenteric edema, Ulcerations
• Abnormal motility
• Abscess, sinus, fistula
• Pseudodiverticulum, Fibrofatty proliferation
• Reactive lymphadenopathy



Active Inflammatory vs Fibro-stenotic CD

ACTIVE DISEASE FIBROTIC STAGE NON-SPECIFIC

Submucosal edema Homogenous wall enhancement Bowel wall thickening

Early hyperenhancement Submucosal fatty infiltration Skip lesions

Stratified wall enhancement Fibrosis Bowel stenosis

Comb sign Pseudodiverticulum Reactive lymphadenopathy

Mesenteric edema Fibrofatty infiltration

Ulcerations

Abnormal motility

Abscess, sinus, fistula



CROHN'S VS UC
FEATURES CROHN'S ULCERATIVE COLITIS

Bowel involved Small bowel (70-80%), large bowel 
(15-20%)

Rectal (85%), pancolitis

Distribution Skip lesions typical Continuous involvement

Gender No gender preference Male predilection

Colonic wall Fat halo sign

Peri-anal involvement Ischiorectal / perianal fat stranding, 
fistula/ sinus tract

Infrequent

Mesenteric creeping fat common uncommon

Abscess formation common rare

Widening of pre-scaral space Yes


