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Ulcerative Colitis vs. Crohn’s Disease

Who Cares?

• Ileal pouch-anal anastomosis (IPAA)

• continence-restoring operation

• use of ileum to create a reservoir

• generally contraindicated in patients with 

preoperative diagnosis of Crohn’s disease

“There is nothing like a pouch to bring out the 

Crohn’s in someone.”



Pouches and Crohn’s Disease

• Pouch failure

• Fistulas

• Pelvis sepsis

• may require resection of pouch and 

variable length of small bowel

short bowel syndrome



Untreated Ulcerative Colitis

• Diffuse continuous disease

• Rectal involvement

• Disease worse distally

• No fissures

• No transmural aggregates

• No upper GI tract involvement 

(except for “BWI”)

• No granulomas 

(except for crypt rupture granulomas)







Untreated Crohn’s Disease

• Segmental disease

• Variable rectal involvement

• Variable disease severity

• Fissures, sinuses, fistula tracts

• Transmural lymphoid aggregates

• Upper GI tract involvement

• Epithelioid granulomas unrelated to 

crypt rupture











Unusual Patterns of Disease in UC

• Effects of oral/topical therapy

• Right colon/appendix involvement in 

subtotal colitis

• Pediatric UC at initial presentation

• Ileitis in UC (“backwash ileitis”)

• Upper GI tract involvement (diffuse 

duodenitis)

• Granulomas in UC (crypt rupture)

• Fulminant UC



Treatment Effects

• 14 patients with UC

• 11 ASA enemas

• 3 placebo enemas

• Rectal biopsies at 1-month intervals

• Evaluated features of activity and 

chronicity

Odze RD et al. AJSP 1993



Treatment Effects

Diagnosis No. Biopsies (N=123)

Chronic inactive 53 (43%)

Chronic active 32 (26%)

Active 2 (2%)

Normal 36 (29%)

Odze RD et al. AJSP 1993







Treatment Effects

Summary

• Patchiness and/or rectal sparing in 30 

- 50% of patients with UC

• Does not imply Crohn’s disease

• Best chance to distinguish UC from 

CD is in the initial pre-treatment

biopsy specimens.





“Skip” Lesions in Subtotal UC

• Appendiceal 21-86 %

• Ascending colon 4%

• Cecum/periappendix 10-75%



“Backwash Ileitis”

• Poorly defined criteria

• Involvement of TI in continuity with 

cecum

• How much is too much (1 cm? 2 

cm? more?)













Ulcerative Colitis & Carcinoma
Risk Factors

• Extensive colitis

• Long duration (>7-10 yrs)

• Primary sclerosing cholangitis

• Dysplasia

• Family history of colon cancer



IBD-related Dysplasia

Classification

• Negative for dysplasia

• Positive for dysplasia

•Low-grade dysplasia

•High-grade dysplasia

• Indefinite for dysplasia



The Problem with Dysplasia

• Sampling error

• Intra/interobserver variation

•reactive vs. dysplasia

•low-grade vs. high-grade





LGD



HGD





IBD-Related Flat Dysplasia

• Low-Grade

• Coexistent carcinoma 9%

• Progression to HGD/CA 30-54% at 5 yrs

• High-Grade

• Coexistent carcinoma 40-67%

• Progression to CA 40-90% at 5 yrs

Bernstein C et al. Lancet 1994



The Dreaded “DALM”

# Patients %DALM %Cancer

w/DALM

Blackstone (1981) 112 11% 58%

Butt (1983) 62 29% 83%

Rosenstock (1985) 248 5% 38%

Lennert-Jones (1990) 401 1.5% 83%

Bernstein (1994) 1225 (meta) 3.2% 43%



What is a DALM?

• Obvious mass

• Elevated plaque-like lesion

• Sessile / pedunculated polyp



Adenoma vs. Polypoid Dysplasia
How Can You Tell?

• Location relative to distribution 

of IBD

• Histology

• Molecular profile

• You can’t tell!







Adenoma vs. IBD-Related Dysplasia

Adenoma IBD-dysplasia

Macroscopic polyp plaque

Glands regular, round irregular

Mucin regularly distributed variable

Nuclei elongated round

Stroma sparse variable

Proliferation luminal basal

Transition sharp gradual

*based on PRE-DETERMINED ARBITRARY criteria

Schneider A et al. Z Gastroenterol, 1993



Adenoma vs. IBD-Related Dysplasia

Molecular Genetic Features

• p53 staining

• -catenin staining

• LOH 3p21 (vHL)

• LOH 5q (APC)

• LOH 9p (p16)





Polypoid Dysplasia in IBD

• Lesion arises in mucosa with histologically 

confirmed UC

• discrete sessile/pedunculated polyp

• endoscopically identical to sporadic adenoma

• histologically identical to sporadic adenoma

• no flat dysplasia or carcinoma elsewhere

• complete polypectomy

• close surveillance (4 quadrant/10 cm)

Engelsgjerd et al. Gastroenterology, 1999



Polypoid Dysplasia in IBD

24 UC patients with adenoma-like lesion

(follow-up: 17-156 mos; mean 82 mos)

no further dysplasia: 9 further dysplasia: 15

none developed flat dysplasia/ADC (except 1)

Odze et al. Clin Gastroenterol Hepatol 2004



Dysplasia in IBD

Mass Polyp

(true “DALM”)

Inside IBD Outside IBD

flat dysplasia      no flat dysplasia

elsewhere elsewhere

Sporadic adenoma

Colectomy

Polypectomy Polypectomy

Close surveillance



Colorectal Polyps

• Hyperplastic polyp

• Traditional 

adenomatous polyp

• “Sessile serrated 

polyp” (or SSA)

• Traditional serrated 

adenoma

• Mixed-type polyp

• Hamartomatous polyp

• Lymphoid aggregate 

(misc)

• Cauterized beyond 

recognition





Terminology

• Adenoma (implies at least LGD)

• Adenoma with high-grade dysplasia

• Intramucosal adenocarcinoma

• Invasive adenocarcinoma



Terms To Avoid

• Adenoma with dysplasia

• Atypia

• Moderate dysplasia

• Carcinoma in situ









“Carcinoma In Situ”

• Intraepithelial 

neoplasia

• No penetration of 

basement membrane

• Most severe form of 

high-grade dysplasia







Intramucosal 

Adenocarcinoma

• Penetration of BM

• Lamina propria

• Muscularis mucosae

• No stromal desmoplasia

• Recognized by architecture

• No lymphatics in colonic 

mucosa







Malignant Colorectal Polyps
Critical Parameters

• Differentiation of tumor

• Lymphatic invasion

• too subjective (?CD31; ?deeper sections)

• correlates with tumor differentiation and 

excision margin

• Polypectomy margin

• can it be evaluated?

• how close is too close? (2 mm, 1 mm, at margin)





Completeness of Excision

• Pathologist has a LIMITED ABILITY to 

assess adequacy of excision

•5 µm slides viewed in 2 

dimensions

•Depends in large part on proper 

handling at time of gross 

evaluation













Completeness of Excision

• The endoscopist’s opinion is the MOST 

important

• Assesses gross in 3 dimensions

• Cauterizes base: additional 3-5 mm 

destroyed

• Additional biopsies or EUS 

warranted  in certain cases



Predictive Factors of Nodal Metastasis

•Poor differentiation

•Angiolymphatic invasion

• Incomplete resection



“Polyp at 40 cm”

• Invasive moderately 
differentiated 
adenocarcinoma arising in 
an adenoma with high-
grade dysplasia

• Margin clearly 
visualized

• Tumor approximately 
2.2 mm from 
cauterized margin

• No angiolymphatic 
invasion



“Polyp at 40 cm”

• Invasive moderately 
differentiated 
adenocarcinoma arising in 
an adenoma with high-
grade dysplasia, 
incompletely excised

• Margin clearly 
visualized

• Tumor immediately at 
cauterized margin

• No angiolymphatic 
invasion



“Mass at 50 cm”

• Diagnosis: at least 
intramucosal 
adenocarcinoma

• Comment: Although 
submucosal invasion is not 
seen in this specimen, the 
severity of the cytologic and 
architectural features, in 
conjunction with the 
endoscopic appearance of a 
mass, strongly suggest this 
could be adjacent to an 
invasive component.



Conclusions

• Adenoma = dysplasia

• Simplify terminology

• Call it if you see it

• Don’t call it if you don’t see it

• Communicate with the endoscopist



Serrated Polyps: WHO 2010

• Hyperplastic polyp

• Sessile serrated polyp / adenoma (SSP/SSA)

• SSP/SSA with cytological dysplasia

• Traditional serrated adenoma



Terms To Avoid

• Giant HP

• Atypical HP

• Large HP

• Mixed polyp

• Serrated adenoma







Sessile Serrated Polyp

• Endoscopy

• 9% screening 
colonoscopy 

• Smooth surface 

• Often mucus covered

• Sessile growth pattern

• Size

• 50%>5mm

• 15-20% >10mm

http://www.gastrolab.net/y0091.jpg


SSP: Architectural Alterations







SSP with cytological dysplasia (Low-grade)



Dysplasia resembles 

conventional adenoma

OR

“Serrated dysplasia” 









TSA





SSP Diagnosis Interobserver Concordance

Concordance on each category (κ value)

Category First round Second Third

TSA 0.81 0.78 0.83

SSP 0.45 0.32 0.49

HP 0.52 0.42 0.52

Overall 0.56 0.47 0.58

Am J Surg Pathol 2008;232:30-35




