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KoJToHOCKONnA

Fig.5.17 View into the ascending colon after passing the he-
patic flexure. The ileocecal valve, seen as a yellowish, thickened
fold, is on the lower edge of the lumen (arrow) in the distance.

Fig.5.11 View into the descending colon. Relatively straight
path, oval lumen, and evenly spaced haustrations.

Fig.5.12 Splenic flexure with luminal impression, shimmering of
spleen.

Fig.5.19 View of the ileocecal valve (thickened, yellowish semi-
b circular fold on the left) and tilted cecum, obscured view into the
Fig.5.14a, b View into the transverse colon after passing the splenic flexure: typical triangular configuration and pro- cecum from this aspect.

nounced, evenly spaced haustration.
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Mineockonuna (0CMOTp TEPMUHANBHOIO
oTaena noaB3aoLLHOU KULLIKA)

« OTCYyTCTBUE raycTpaumn
« “‘BenbBeToBasa” cnmancras







KomMmnbloTepHaa Tomorpadus KMevHuKa

Figure 37.33 Computed tomographic enterography showing thickened
terminal Beum (arrow) In a patient with Crohn's disease



Nppurockonusa (bapueBas Knnuama)




deKkanbHbIN KanbNPOTEKTUH

* [TauneHTbI C rACTpoOUHTECTUHAJIbHBIMU CUMIITOMaM MOTYT
UMETb NJTN HE NMETb OPraHN4YecCcKoe 3aborneBaHue KNLeYHuKa

» ®ekanbHbIV KanbMPOTEKTMH NO3BOMSIET ONpeaennTb rpynny
nayMeHToB, KOTOPbIM HEODXOAMMO NPoBeAEHNE
9HOOCKOMMYECKOro nccreaoBaHus

* Hopma <50 MKr/r
* [1pn B3K yacTto nosblieH Ao 1000 MKr/r n bonee

* HyBCTBUTENBLHOCTL N cneundunyHocTb OKI1 B gnarHocTmke B3K
aocturaeTt 95-100%




BocnanutenbHble 3abofieBaHnd
KULLEeYHUKa

* A3BEHHbIN KONUT
* bone3Hb KpoHa

Inflammatory Bowel Disease

Healthy Crohn's disease Ulcerative colitis

Fat wrapping

Muscle Fissures

h
ypertrophy Cobblestone Ulceration within

appearance the mucosa



[lopaxxeHune
TOJICTOrO
KNLLEeYHUKa nnia K

TYPES OF ULCERATIVE COLITIS

Proctitis Proctosigmoiditis Distal colitis

Extensive colitis Pancolitis
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IaMeHeHna cnM3ncTomn NpaMon KULLIKKU Npu
AK

Fig.12.1 Ulcerative
proctitis. Sharp de-
marcation between
inflamed mucosa
(left) and normal
mucosa in upper
rectum.

Fig.12.2  Ulcerative
proctitis. Florid at-
tack in rectum with
abrupt transition to
normal sigmoid
colon above.




‘[=] 12.1 Ulcerative colitis: fibrinous exudates, edematous and granulated mucosa in an acute episode

a Recent fibrinous exudates, appearing b Fibrinous material on an edematous and ¢ Masses of fibrin and blood (sigmoid
as a whitish covering on an already granulated mucosa (rectum). colon).
edematous mucosa (sigmoid colon).

d Ulcerative proctitis: fibrinous exudates. e Pancolitis, chronic ulcerations, also f Florid inflammation in the sigmoid
recent attack with fibrinous material colon with typical fresh fibrinous
in the ascending colon. coverings, already weblike, precursor

of ulceration.



- [=] 12.2 Ulcerations in ulcerative colitis

a Weblike confluent ulcerations in an b Recent attack: flat, recent ulcer, fibrin ¢ Flat ulceration and mucosal petechiae
acute episode (rectum). in the background (sigmoid colon). in a treated attack (sigmoid colon).

d Confluent ulcers and fibrinous masses e Significant, almost circular mucosal f Deep ulcerations can appear with a high
in an acute attack (lower sigmoid colon). necroses and flat ulcerations related degree of activity; vulnerability is overall
to active chronic UC with persistent greatly increased. Distinguishing UC
attack. from other forms of colitis is more

difficult here; main criteria for UC are

continuous inflammatory process
and mucosal erythema.



[1lceBoononunebl npu AK

L

Fig. 12.8 Pale tiny pseudopolyp, smooth
surface, thus appearing like remaining local
mucosa or partially regenerated mucosa.

Fig.12.7 Pronounced development of
pseudopolyps with signs of florid inflamma-
tion on their surfaces; causing moderate ste-
nosis.

Fig. 12.9 Pseudopolyps with typical
whitish surface, similar to a sugar glaze,
which usually does not cover the polyp
completely.



I3aMeHeHUSA CNN3NCTON TONCTOU KULLIKA
Npu XpPOHN4YeCKoOM TedeHnmn AK

—[%] 12.4 Clinical course of ulcerative colitis: chronic form

a Pancolitis, longer duration, atrophied
mucosa, and loss of haustra in ascending
colon.

b Longstanding ulcerative pancolitis, view
into the ascending colon and cecum
with apparently atrophied mucosa
of the ascending colon, but florid
changes in cecum (cecitis).

c d 7 : e

c-e Inactive stage. ¢ Atrophied mucosa, whitish with solitary, regenerated vessel. Destroyed vessel pattern is always a sign of prior
attack and after several episodes it will never return to its normal condition. d Another inactive area. The mucosa is flat and hardly rises
during biopsy. A few elevated mucosal segments in between, so-called pseudopolyps. e Even in inactive intestinal segments, patchy
inflammation focals can appear; in this case it is a circumscribed area which shows all typical characteristics of a recently inflamed area.




bonesHb KpoHa

TYPES OF CROHN'S DISEASE

Cobblestone appearance
of mucosal surface due
to linear ulceration

lleocolitis lleitis Gastroduodenal Crohn's disease
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bonesHb KpoHa

—[%] 12.6 Aphthous erosions in early phase of Crohn disease

a Typical aphthous erosions in an other- b Aphthous erosion in ascending colon. ¢ Aphthae in the sigmoid colon. Other
wise normal surrounding (cecum). lesions were also nearby.




[=] 12.6 cont.

d Larger erosions (ascending colon). e Giant aphthae with punched-out f Attack in terminal ileum, more
appearance or mini-ulcers in right aphthous character.
transverse colon.

—[«] 12.7 Ulcers in Crohn disease

a Elongated ulcer in otherwise normal b Serpiginous ulcer, surrounding area ¢ Oval ulcer at hepatic flexure.
area of sigmoid colon. quite normal (ascending colon).




—[®] 12.7 Ulcers in Crohn disease

a Elongated ulcer in otherwise normal
area of sigmoid colon.

b Serpiginous ulcer, surrounding area
quite normal (ascending colon).

d Appendix involvement: appendix edges
are completely swollen, two small
ulcers inside.

e Long, vaguely serpiginous, parallel
ulcerations in descending colon;
typical €D finding.

¢ Oval ulcer at hepatic flexure.

f Typical elongated ulcer in descending
colon, extending toward upper sigmoid
colon.




Fig.12.19 CD in terminal ileum with a
“skip lesion,” i. e., an eccentric ulcer, a rela-
tively wide ileal segment and low or mod-
erate inflammation of the rest of the ileal
wall.

Fig. 12.22 Mixture of cobblestoning, pseu-
dopolyp formation, and relative stenosis in
the sigmoid colon related to CD. Several
typical findings can appear simultaneously at
varying locations in the intestine.

Fig.12.20 Scarring and discrete inflam- Fig.12.21 Cobblestoning beginning to
matory change (vaguely aphthous), eccen- form in CD in the ascending colon.
tric, i. e., “skip lesion” at the splenic flexure,

Fig.12.23 Pancolitis Crohn with varied ap-  Fig. 12.24 Relative stenosis and pseudopo-

pearance: aphthous erythema, pseudopo- lyp bouquet in sigmoid colon. There is also

lyps, and small ulcers at the same time in as-  a fistulous tract ending here, originating in

cending colon. the neoterminal ileum (diagnosed at resec-
tion, not endoscopically identifiable).



Crohn's Ulcerative
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Figure 4. Gross (top), histological (center), and endoscopic (bottom) appearance of
normal colon, Crohn’s disease, and ulcerative colitis.



OTnunyuuna bK ¢ nopakeHnem ToncTtoro knwedHuka n AK rno gaHHbIM
A

HenpepbIBHOCTL NOpaXeHus [MouTKn BCeraa Penoko
[MaTHMUCTOE (HEOOAHOPOAHOE) HeTt YacTto
nopakeHue

[Mpamag kuwka Bcerga nopaxeHa YacTo He nameHeHa
CocyauncTbin pUCYHOK YMeHbLLEH, OTCYTCTBYeT CoxpaHeH
AndpdysHas KpoOBOTOYMBOCTb Yacto Penko
CITIN3NCTOU

PaHuMOCTb crnn3ncToun YacTo Penko

OTek n runepemMusi Crim3ncTomn Tunmn4yHo MeHee Tunn4HoO
“BynbbkHan” MocToBas Het TunuyHo
[TOBEPXHOCTHbLIE U3bA3BINEHUS [Mpun TAXKENOM TEYEHMN TunnyHo
ATO3HbLIE A3BbI HeTt TunnyHo
[ny6okue, weneBngHble A3Bbl Penoko Yacto

CTUKTYpSI Het YacTo, TMnn4Ho



KnnHundeckune npogasnenHnsa bK n AK

BK c nopaxeHuem BK c nopaxeHuem
TOJICTOrO KMWEeYHUKA | TOHKOro KULeYHUKa

[uapes c npumechbto KpoBu, Crnsun [MaBHbLIM CUMIMTOM MeHee BblpakeHa, yem Hert

npu AK
TeHe3Mmbl Yacto Yacto Het
iMnepaTnBHbIE NO3bIBLI, JIOXKHbIE XapaKTepHbl Pexe
NO3bIBbI
[lepnaHarnbHoe nopa)keHme He xapaktepHo XapakTepHo XapakTepHo
(TpewuHbl, NnepnaHanbHblie CBULLN)
Caum Het XapakTepHbl XapakTepHbl
CMNTOMbI YACTUYHOW KULLIEYHOWN Het Het YacTo n3-3a CTpUKTyp
HenpoxoaumocTun (bonb, pBOTa, KMLLEYHUKaA
MeTeopu3m)
A3Bbl BepxHUx otaenos XKT Het MoryT 6bITb MoryT 6bITb
[Mpu3Hakn manbadcopbunu HeTt HeTt [Mpwn TXenom

Te4yeHuu
CHwXeHune annetuta YacTo YacTo YacTo



MMmMmyHHOe BocnaneHue npu B3K

 [INnuTenbHas nuxopanaka nnu cyodebpunumtet (npu bK)

* [ToBbILLEHME TEMMEPATYPbI XapakTepHO ANsi NepnogoB
obocTpeHunst B3K

* CHUXeHne Beca (13-3a MUMMYHHOTIO BoCnasrieHUAa U CHUXKEHUS
anneTuTa)

 [ToBbiWwweHne COJ, CPb
* BbICOKMI YpOBeHb dpekanbHOro KanbnpoTekTuHa



BHekunLle4vHble nposBneHns B3K

[MopaxeHune KoOXxu
* Y3noBaTasi aputemMa
 [@HrpeHo3Haqa nnoaepmuns




[lopakeHue rnas

* ONNCKNEPUTHI
* YBEUTbI U UPUOAOLUMKITUTDI
e KOHBIOKTUBUTDI




[lopaeHne cycTaBoB

* ADTPUTLI KPYMHbIX CyCTaBOB

« CnoHamMNnoapTpuTbl
« Cakpouneut

Mouth

Stomatitis
Aphthous ulcers

-

Episcleritis
Uveitis

Liver
Steatosis

\ Biliary tract
:ldneys Gallstones
:xg:rolithiasis) \ Sclerosing cholangitis
Hydronephrosis '
Fistulae Joints
Urinary tract Spondylitis
infection Sacroiliitis
Peripheral arthritis
Skin \
Erythema nodosum
Pyoderma
grangrenosum

/ Circulation

Phlebitis



[TceBgoMemMbpaHO3HbIN
KONUT

Clostridium difficile

Taxenaqa guapes nocne
npuemMma aHTUOMOTNKOB

—[=] 12.15 Pseudomembranous colitis

a Initial plaque formation, shown here
with reddish “halo,” evidence of under-
lying inflammation.

d Yellowish plaques, medium grade
(sigmoid colon).

b Tiny plaques.

e Massive confluent plaque formation,
chronic course.

f Massive confluent pseudomembranes
that were so thick that stenosis was
suspected in the sigmoid at radiological
examination.




