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and 3, p15. Diagnosis is confirmed by
typical histological features on biopsy. 

Crohn’s disease
Crohn’s disease presents with a typical
combination of abdominal pain,
diarrhoea and weight loss. 
Pain or fever may also signify the
development of an abscess and
stricture formation will lead to
obstructive symptoms. 

Physical examination should look for
evidence of fever, anaemia or a right
iliac fossa mass, which can occur as a
manifestation of disease activity due
to the presence of inflamed loops of
small bowel or an abscess. Perianal
disease in the form of abscesses or
fistulae may be present in 35-45% of
patients during the course of their
disease.11,12,13

Further investigation involves blood
tests and a combination of endoscopy
with biopsy and radiology to image the
small and large bowel, see table 4, left.

The clinical course can be very
variable in IBD. A more debilitating
course in Crohn’s disease may occur in
those patients who, at presentation, are:
• young
• have extensive proximal small bowel
disease, colonic disease, perianal
disease or 
• require systemic steroids14,15

TREATMENT
For both ulcerative colitis and Crohn’s
disease, treatment of a flare i.e.
induction of remission is followed by
treatment to maintain remission. 

Ulcerative colitis
Induction: The severity of an acute
attack and the extent of disease
should be taken into account in
deciding on treatment. 
Maintenance: Oral aminosalicylates
are first-line maintenance therapy in
left-sided and extensive colitis, see
table 5, p15. Intermittent rectal
aminosalicylates are effective
maintenance for proctitis and
proctosigmoiditis although oral
aminosalicylates alone or in
combination with topical treatment
may be considered,16,17 particularly as
oral treatment may be better tolerated
or more acceptable to patients. 

Azathioprine or 6-mercaptopurine
should be considered for maintaining
remission in the following cases:16

•Two or more ulcerative colitis flares
in the past 12 months requiring steroid
therapy
•Following an attack of acute severe
colitis

severity of an attack, which can be
graded using the criteria of Truelove
and Witts, see table 3, above.10

A severe attack is usually considered
to be associated with bloody stools 
six times a day or more plus one 
of the features of systemic toxicity. 
Patients with a severe attack require
hospitalisation and intensive inpatient
treatment.

Inflammatory markers in the blood
(plasma viscosity, ESR, CRP or plasma
orosomucoids) are not always raised in
ulcerative colitis, particularly when
mild or moderate in severity.

At endoscopy the mucosa appears
reddened, with loss of the vascular
pattern and either bleeds on contact
with the endoscope or has evidence of
spontaneous bleeding, see figures 2

similarly affected. There is a bimodal
age of presentation with an initial peak
in the second and third decades of life
followed by another peak in the sixth
decade.8

PRESENTATION
Ulcerative colitis
Acute ulcerative colitis typically
presents with bloody diarrhoea with
the passage of mucus, urgency and
cramping abdominal pain. There may
be a family history of IBD. A history of
foreign travel should be sought and
infective causes of acute diarrhoea
should be excluded. The current
British Society of Gastroenterology
(BSG) guideline recommends four
consecutive stool cultures.9

Clinical features are a guide to the

Table 3

Truelove and Witts criteria of severity of ulcerative colitis10

Activity
No. of stools/day
Rectal bleeding
Fever
Tachycardia
Anaemia
ESR

Mild
≤4
Small amounts
No
No
No
≤30 mm/hr

Moderate
4-6

No
No
No
≤ 30 mm/hr

Severe
≥6
Larger amounts
>37.5°C
Yes
Yes (Hb < 105 g/L)
> 30 mm/hr

Table 2

Montreal classification of Crohn’s disease4

Age at diagnosis (years)
A1 < 16 
A2 17-40 
A3 >40 

†L4 is a modifier that can be added to L1–L3 when concomitant upper GI disease is present

Table 1

Montreal classification of ulcerative colitis4

E1
E2
E3

Table 4

Investigations to confirm the diagnosis of Crohn’s disease
Laboratory tests

Small bowel imaging

Colonic imaging
Imaging for evidence of complications

Location
L1 Ileal 
L2 Colonic 
L3 Ileocolonic 
L4 Isolated upper GI disease  †

Behaviour
B1 Non-stricturing & non-penetrating
B2 Stricturing
B3 Penetrating
+ p if perianal disease

Ulcerative proctitis                 
Left-sided (distal) UC            
Extensive colitis
(pancolitis)

Only involves rectum
Extending to the splenic flexure
Extending proximal to the splenic flexure

Raised: CRP, ESR, platelets
Reduced: albumin, haemoglobin
Small bowel meal
MRI enterography
Capsule endoscopy
Colonoscopy and biopsy 
CT abdomen 
MRI abdomen
Perianal MRI (perianal disease)


