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Atayvwon IONE

Anoautel cuvepyooio TOAAAMAWY ELOLKOTATWV
- Taotpeviepooyia

- AKTtivoloyia

- NaBoAoyikn) AvatouiKi

lotoAoyKn e€€taon =2 Baoko BAMA ot Slepelivnon TWV
acOevwyv pe cupntwpata vonta yio IONE

AfLomioTtn Kot akpLBNG LOTOAOYLKN EEETAON = GNMOVTLIKA OXU
HOVO yla Stayvwon aAAd KoL yLoL TTIEPOAULTEP W TALELVOMNGCT KoL
OLVILUETWTILON TNG VOOOU



2TEVN ouvepyaoia Kaiptac onpooioc!!!

KaBe ouvepyaoila EVEXEL UTOXPEWOELC
KoL yio ta SUo HEPN...



YroxpewoeLc Tou [aoTpeEVTIEPOAOYOU

* Mapoxn MARPOUC LOTOPLKOU
1. AvVQAUTIKN TTOPEia KO SLAPKELOL VOOOU

2. N\EMTOMEPELEG OXETIKA e OepameuTikn aywyn (Lo,

SLapkeLla)
* AvaAutikni evbookormikn EkBeon pe pwrtoypadiec

* MoANanA£g Bloyieg ano diadopa HEPN TOU TOXEOC
EVTEPOU KOl TOV TEALKO €LAE0 B oadn oRuovon

NPOEAEVONC



Yroxpewoelc tou Naboloyoavatopou

KaAn yvwon tng opoloyiag (amoduyn acadwv Kat pn SO0KLpwv

opwv)
* JUOTNMOTLKA MPOCEYYLON OTN SLAYVWOTIKNA MPOooTEAQon

* Avadopa OXETIKA HE TO BaOLO dAeypoviAE, XpPOoVIOTNTOG KoLl

EVEPYOTNTOC TNG VOCOU
* Ektipnon ¢ umapéng SucmAaciog n oxt

* NMapovoioon TEALKWV CUUTIEPACHATWVY KAl EKTLNONG LETA A0
Xprion oAwv tTwv dtabeopwv nAnpodoplwv (oxL anAnl avadopa

EUPNHATWV)



Baolkec kateuBuvTnpLleCc odnyLEC

European consensus on the histopathology
of inflammatory bowel disease <

F. Magro®*', C. Langner®', A. Driessen€, A. Ensari¢, K. Geboes*®,

G.J. Mantzarisf, V. Villanacci®, G. Becheanu", P. Borralho Nunes’,

G. Cathomas’, W. Fries, A. Jouret-Mourin', C. Mescoli™,

G. de Petris", C.A. Rubio®, N.A. Shepherd®, M. Vieth9,

R. Eliakim" on behalf of the European Society of Pathology (ESP) and the
European Crohn's and Colitis Organisation (ECCO)?

Journal of Crohn's and Colitis (2013) 7, 827-851

Inflammatory bowel disease biopsies: updated
British Society of Gastroenterology reporting
guidelines

Roger M Feakins
Feakins RM. J Clin Pathol 2013;66:1005—1026.



2 UOTNMOTLKE) TIPOCEYYLON

Is the mucosa

IBD favoured
over other
causes

very likely™

Ulcerative L’lce;*i::itl\'e Crohn’s Crohn’s
colitis colitis disease =
favoured disease
definite or T favoured 1
e over IBDU P definite o
| i Crohn’s ulcerative iy
disease colitis o

AR AN RN | AN | A—”
*In confunction with the clinical picture
IBDU: IBD unclassified



1° Bripa — Avagntnon GAeyuLovAG

* JNUOVILKN N owoTn opoAoyia Kal n yvwon thg puoloAoyKng

£LKOVOLC TOU eVTEPLKOU BAEVVOYOVOU HE TIC TIAPAAANOYEC TNC

Table 1 Definitions of some histological features

Feature Figures Definition/description Additional comments

Villiform/irregular 2D Undulating or broadly villiform surface. Wide Separation of crypts yielding surface contour of broad villus-like

mucosal surface crypt mouths projections

Crypt distortion 2D-F May include branching, loss of parallelism, Caution adjacent to crypt abscesses and lymphoid aggregates/
irregularity, tortuosity, dilatation and variation follicles.
in shape and size Anal transition zone/columnar cuff unsuitable for assessment

Crypt branching 2EF Two or more branched crypts in a well-oriented ~ Branching between mucosal hillocks/at innominate grooves is
biopsy. Included in crypt distortion normal

Crypt atrophy 2D Minimum: crypt shortening, with increased gap ~ Caution near lymphoid follicles and near muciphages.
between crypt base and muscularis mucosae. Anal transition zone/columnar cuff unsuitable for assessment.
Additional evidence: wider spacing of crypts; Intercrypt/subcryptal spaces may be higher in caecum and rectum
>1 cypt diameter between crypts

Basal plasmacytosis  2G Plasma cells at base of mucosa. May separate Basal plasma cells are normal in the caecum and ascending colon
crypts from muscularis mucosae but not always
subcryptal.
Loss of plasma cell gradient

Basal lymphoid 2H Nodular collections of lymphocytes with or One or two transmucosal lymphoid nodules can be seen in normal

aggregates without germinal centres. May be between mucosa; can extend across muscularis mucosae. Pathological
muscularis mucosae and crypts aggregate may be difficult to distinguish from normal

Cryptitis Neutrophils in crypt epithelium

Crypt abscess Neutrophils in crypt lumen Often located near base of crypt

Granulomas 3A Discrete collection of at least five epithelioid Consider crypt rupture as a cause. Serial sections may help with
macrophages this

Mucin depletion 2D,F Unequivocal reduction of goblet cell mucin in Mucin in normal mucosa may be reduced near lymphoid follicles.
crypt epithelium Depletion can reflect bowel preparation

Paneth cell 3B Pyramidal crypt epithelial cells with Normal in caecum and right colon, probably as far as splenic

metaplasia

supranuclear eosinophilic granular cytoplasm

flexure
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* QuoloAoylkog BAevvoyovog TIOXEOG EVTIEPOU

HE EUPAVEC TO KTIPOAVEG TTAALCHUOTOKUTTAPWV»

QuoloAoyLkn avénon tou aplBpol KUTTAPWVY OTO
XOPLO OTNV TIEPLOXN TOU TUPAOU Kol TOU QVLOVTOC

(to B€Aoc belyvel mMAaopatokUTIOPA)

* JTIOPOAOLKEC SlakAadoUpEVEC KPUTITEC

(puololoyikni mapaAAayn)




* Auénuéva mAoopOTOKUTTOPA Ot Baon Tou

BAevvoyovou




Ka 6L téoo ducLloloyikéc lkdvec (2)

* Kokkiwpa ©énpiovpyouvpevo amno

™ PREN KPUMTIKOU OIOCTAMATOC

(ox1 drayvwotiko ya Crohn!!l)
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* MetanAaocia kuttdpwv Paneth




2° Bpa — MNepypadr katavounc Kat
EVEPYOTNTOC TNC PAEYUOVNC

e JUYKPLON TNC KOTAVOUNC TWV MLIKPOOKOTILKWY aAAaywv péoa oTlg idleg Blodieg aAAd Kkal o€

OLaPOPETIKEC TIEPLOXEC TOU EVIEPOU

* [potelveTal n xpron Twv 0pwv «SLAXUTN», «KATA TOTIOUC» KAl «ECTLOKA» GAsypovh

* [lpocoxn oTLC e€ALPETELC TNG OUVEXOUC KATAVOUNE otnVv EAkwdn KoAltda

Table 2 Discontinuous changes in ulcerative colitis

Circumstance Feature

Comment

New or longstanding ulcerative colitis Caecal ‘patch’ (EL1a RGA)

Rectal sparing (EL1a RGA)
Appendiceal ‘ulcerative colitis’ (EL1a RGA)

Fulminant ulcerative colitis Can be segmental (EL1a RGA)

Longstanding ulcerative colitis Discontinuous or patchy distribution of
inflammation and crypt abnormalities

No disease in adjacent colon.

Changes resemble those seen distally
Patch may also involve ascending colon
Consider the possibility of Crohn's disease

Consider the possibility of Crohn's disease

Not uncommon

Changes may resemble colorectal features
Not seen in biopsies

Discontinuous between sites

Variability between and within sites
Therapy may be partly or wholly responsible

* H evepyotnta tn¢ vooou Ba mpemel va afloloyeital kal va Babupoloyeital oto fabud tou

gePpLktov



3° BApa — Etvar n pAeypovn IONE;

* H PBaowkn 6uwdkplon vyivetatl petaév IONE kot koAitdag

Aolpwdouc attoloylog

* Taa. Baowka otowela umep twv IONE eivat n avénon twv
nAaopatokuttapwy otn Bdaon tou PAevvoyovou Kkal ol

SLATAPAXEC OTNV APXLTEKTOVLKI TWV KPUTITWV

* |Slaitepa onUAVTLKO va ival StaBEotpo to MANPEC LOTOPLKO



Table 3 Features favouring IBD over acute infective colitis/acute self-limiting colitis

Reliability Feature Figures Comments EL
1. Highly reliable Basal plasmacytosis 2G Strongest predictor of IBD EL1a RGA
Highly consistent between studies
May be focal or diffuse
Basal plasma cells are normal in caecum/ascending colon
Crypt distortion/crypt branching/abnormal ~ 2EF Highly consistent between studies EL1a RGA
crypt architecture Some interobserver variability
Crypt atrophy 2D <5 crypts per mm unique to IBD in one study EL1a RGA
Some interobserver variability
Irregular/villous mucosal surface 2D Some interobserver variability EL1a RGA
2. Fairly reliable Granulomas 3A Exclude cryptolytic granulomas; only valid for Crohn’s EL1a RGA
disease; infective vs ulcerative colitis: not discriminant
Basal giant cells Not assessed in some studies EL1b RGB
Basal lymphoid aggregates 2H Can be difficult to distinguish from normal lymphoid EL1b RGB
aggregates
3. Less reliable Lamina proprial chronic inflammation/ Variably defined; some overlap with the more precise EL1b RGD
hypercellularity terms above
Low reproducibility
Paneth cell metaplasia (NOS/distal to the 3B Weak association in some studies EL1b RGD
splenic flexure) Utility may be restricted to longstanding disease
Some interobserver variability
4. Limited data Deep (rather than superficial) crypt EL2b RGC
abscesses
Variation in crypt diameter EL2b RGC
High counts of crypt intraepithelial >10 per crypt or per crypt lumen, assessed in 10 crypts EL2b RGC

neutrophils/crypt lumenal neutrophils

EL. evidence levels: IBD. inflammatorv bowel disease: NOS. not otherwise specified.



Table 4 Features favouring infective colitis over IBD

Reliability Feature EL

Reliable Absence of features of IBD EL1a RGA
Preservation of normal crypt architecture
No crypt branching
Parallel crypts
Absence of basal plasmacytosis
Less reliable/limited data Inflammation in upper half of lamina propria/increased cellularity of upper two-thirds of mucosa EL1b RGD
Acute inflammation (rather than chronic/mixed inflammation) of the lamina propria
Superficial (rather than basal) giant cells
Superficial (rather than deep) crypt abscesses
Cystic crypt abscesses

EL, evidence levels; IBD, inflammatory bowel disease.



4° Bripa — Av eival IONE sivat EK A NC;

Ta Baowa otowxeia yia akptBny dtayvwon ival n UTopen KOKKIWUATWY, OL
OLATOPOXEC OTNV OPXLTEKTOVLK) TWV KPUTITWV KOL N KATOVOWUNR TNG
$Aeypovng

Tot N KPUTTTOAUTLKA KOKKLWULOTOL ELVAL AUTA TTOU £XOUV SLayVWOTLKN agia

Av TapotnpouUvTal HEMOVWHEVA KOKKlIWHOTO Ba mpénel va eivat 1o

eTLPUAAKTIKA N EPUNVELD TOUC

Mo TIg mepumtwoel un €pktng Stakpiong oe EK 4 NC Ba mpemel va
xpnotuoroleital o opog «ataévountn IONE» (IBD unclassified) kat oxt

AaAAoL 6polL OTtwWCE N €LOLKN 1 akaBopLotn KoAltda



Table 5 Features favouring ulcerative colitis over Crohn's disease

Reliability/discriminant value Feature Figures Evidence level
1. Reliable Diffuse crypt abnormalities within and between sites 3C EL1a RGA
Diffuse crypt abnormalities within a site EL1b RGB
Crypt atrophy 2D EL1a RGA
Abnormal crypt architecture EL1a RGA
Villous or irregular mucosal surface EL1a RGA
Mucin depletion EL1a RGA
Absence of ileal inflammation 3C EL1b RGB
2. Reliable in some studies, Diffuse transmucosal chronic inflammation/diffuse inflammation/heavy diffuse 2F EL1b RGA
but variably defined transmucosal lamina proprial infiltrate/transmucosal lamina proprial hypercellularity
3. Less evidence Widespread cryptitis/‘general crypt epithelial polymorphs’ EL1b RGD
The following more prevalent distally than proximally: diffuse transmucosal EL2b RGC
inflammation; diffuse crypt changes; focal crypt changes
Table 6 Features favouring Crohn's disease over ulcerative colitis
Reliability/discriminant value Feature Figure Evidence level
1. Reliable Granuloma (non-cryptolytic) EL1a RGA
Focal or patchy lamina proprial chronic inflammation (rather EL1a RGA
than continuous/diffuse)
Focal or segmental crypt distortion (rather than continuous/diffuse) 3C EL1a RGA
_ lleal involvement EL1b RGB
Absence of features of ulcerative colitis
2. Fairly reliable Decreasing proximal to distal gradient of changes EL1b RGB
3. Limited or conflicting evidence* Disproportionate submucosal inflammation EL5 RGD
Focal crypt abscesses EL5 RGD
Focal cryptitis ELS RGD
4. Limited evidence from non-initial studies Normal mucosal surface NA
Segmental crypt atrophy NA
Segmental mucin depletion NA

*The evidence for these is conflicting or sparse. Focal cryptitis, in particular, can be seen in many other situations, including ulcerative colitis and infection.



> UVOTTTLKQL

Table 7 Some features which may be useful for initial diagnosis and classification of IBD

Feature IBD>infective Infective>IBD

uc-Cb

CD>UC

Architecture
Preserved architecture ++ +
Crypt distortion ++ +
Crypt atrophy +4 +
Diffuse intersite or intrasite crypt changes (in IBD)
Non-diffuse crypt changes (in IBD)
Irregular mucosal surface + 4+
Inflammation
Basal plasmacytosis +++
Lymphoid aggregates ++
Diffuse intersite or intrasite Cl (in IBD)
Non-diffuse/focal CI (in IBD)
Inflammation upper LP +
Granulomas (non-cryptolytic) ++
LP acute inflammation (no Cl) +
Widespread cryptitis (in 1BD)
Other changes
Mucin depletion
Paneth cell metaplasia +
lleal inflammation (in I1BD)

++
++
+++

++

+++

++++

++

+ + + +, very strongly discriminant; + + +, highly discriminant; + +, moderately discriminant; +, weakly discriminant; CD: Crohn's disease; Cl: chronic inflammation; IBD, inflammatory

bowel disease; LP: lamina propria; UC: ulcerative colitis.



Moayidec — ELOLKEC KOTAOTAOELC

* Enibpaon dlapkelog kat Beparmeiog vooou

* IODNE ota towdua

* Bloiec amo elAeO Kol AVWTEPO TIETITLKO

* MaBnoelc mou ppouvtatl Lotohoyika tic IONE
* Extipnon duomnAaoiog



Entidpaon dlapkeLac katl Bepareiac vooou

Ye mpwipn paon ot IONE pmopel va €xouv eAAXLOTEG 1 Kol KAOOAOU LOTOAOYLKEG

BAABeg

YIApXEL KATOLOL OUOXETION TWV LOTOAOYIKWYV aAAaywv HE TN OLapKELD TWV
OUUMTWHATWY. H mAaopatokuttdpwon otn Bdaon tou PAevvoyovou esudaviletal
vwpltepa otnv mopeia tng vooou amo TIC SLATOPOXEC OTNV OPXLTEKTOVLKN TWV

KPUTTTWV.

O xpovoc KoL N BeparmeuTikn aywyn Umopel vor aAAAEoUV TNV KATAVOUH Kol TNV

£Ktaon tn¢ vooou (r.x xpovia EK ue rectal sparing).

H aAlayn otn dtayvwon piag dén dtayvwoBeioag EK  NC Ba mpemnel va yivetoal e
LLEYAAN Tpoooxn, emaveéEtaocn OAwv Twv Sltabcolpwyv BloPwv amod to mapeABov

Kol oU{NTNON HE TIOPATIAVW OO €val ELOLKOUC



IONE ota madla

* MapOUOLEC LOTOAOYIKEC OANQYEC OE OXEON LLE EVNALKEC

e JuvnOBwc Alyotepec Xpoviec BAABEC Kol TEPLOCOTEPEC WN

OUVEXOUEVEC — EOTLOKEC AAAOLWOELC

* Mo cuxvn POCBOAN TOU AVWTEPOU TIETTTLKOU



Blolec armo eNE0 KoL AVWTEPO TIETTTIKO

* MpooBoAn Tou €LAeOU KOl TOU OVWTEPOU TIETITLKOU QUEAVEL TNV

niBavotnta va pAape yia NC

* To o onuavtiko evpnua umep NC eivatl Ta N KPUTTTOAUTIKA

KOKKLWHLOTOL

* JTO QVWTEPO TIEMTIKO B PETEL va ammoKAEiovTal MpwTa Lo

ouxVEC autiec pAeypovnc (r.x TOMN N Aolpwén H.pylori)



[MaBnoelc mou ppouvtol Lotoloyika twe IONE

* JNUOVTLKNA N TTARPNC YVWON TOU LOTOPLKOU KOl TNC
£VOOOKOTILKNC ELKOVOLC

Table 12 Histological mimics of IBD

Category Disease Comment Clinical correlation
Close mimics Diverticular colitis Usually localised to sigmoid History/endoscopy required for diagnosis
Often older patients
Diversion proctocolitis May resemble ulcerative colitis History required for diaci;nosis
Other mimics HIV-related colitis May resemble Crohn's disease (patchy colitis) History required for diagnosis

May share some features

Specific infections

Mucosa over a mass lesion

Ischaemia

Radiation colitis
Microscopic colitis
Graft-versus-host disease

Lymphogranuloma venereum/syphilis

Tuberculosis

but crypt changes uncommon

Rare cause of IBD-like changes
Localised to one area

May show crypt changes

May show crypt changes

Plasmacytosis, sometimes basal; no crypt changes
Crypt distortion and atrophy

Apoptoses in acute Graft versus host disease (GVHD)
Chronic GVHD resembles quiescent IBD

May resemble Crohn’s disease
Left-sided more than right

Granulomas

History/imaging required for diagnosis

Often localised, eg, splenic flexure
History required for diagnosis
Endoscopy normal

History needed for diagnosis

HIV/risk factors

Risk factors

IBD, inflammatory bowel disease.



Exktipnon duomnAaocioc

e OQa npeEmel va tagvopueital og yapnAofadun n vPnAofabun

* O opoc «oakaBoplotn vy OSuomAaocia»  UMOPEL  va
xpnotporotnBet otav dev elval ekt n Slakpwon HeTOEU

SUOTIAOLOTLKAC Kol pn SUOTIAQLOTLKI G KUTTAPLKNC OTUTILOG

* JUOTAVETAL N €KTiPNON TWV SElYyHATWY ot SUO TOUAAXLOTOV

EUTTELPOUC TIALOOAOYOAVOTOUOUC



[Tpotewvopevn TaElvounon yLa tTnv mepLlypodn
Broywv IONE

Table 14 'PAID’ scheme for summarising IBD biopsy histology

Pattern Recorded as text; no code

Activity

Grade (at each site) Criteria* Code
None No intraepithelial neutrophils, erosions, or ulcers A0
Mild Cryptitis in up to 25% of crypts/crypt abscesses in up to 10% of crypts/both Al
Moderate Cryptitis in >25% of crypts/crypt abscesses in >10% of crypts/sparse small foci of surface erosion/combinations A2
Severe Ulceration or multiple foci of erosion A3

Interpretation

IBD—probabilityt Comment Code
IBD definite/very likely Histology is of IBD, or is highly suggestive/supportive of IBD. Subcategorise as below IBD-DVL
IBD favoured over other causes Histology is more likely to be IBD than other causes, but is not convincing. Subcategorisation may be inappropriate IBD-F
No evidence of 1BD IBD-0

Subcategory of IBDt
UC definite/very likely Histology is of UC, or strongly favours UC over CD UC-DVL
UC favoured over CD Histology does not distinguish, but favours UC over CD UC-F
IBD unclassified Neither UC nor CD is favoured IBDU
CD favoured over UC Histology does not distinguish, but favours CD over UC CD-F
CD definite/very likely Histology is of CD, or strongly favours CD over UC CD-DVL

Dysplasia

Grade Comment Code
No dysplasia DO
Low-grade dysplasia Specify site(s), and number of biopsies involved DL
High-grade dysplasia Specify site(s), and number of biopsies involved DH
Indefinite for dysplasia Unclassifiable atypia DI

*Modified from previous schemes.® 12 %0 32 33

tIn conjunction with the clinical picture.
CD, Crohn’s disease; DH, dysplasia, high grade; DL, dysplasia, low grade; DVL, definite or very likely; F, favoured; IBD, inflammatory bowel disease; 1BDU, inflammatory bowel disease,
unclassified; UC, ulcerative colitis.



To HEANOV....

e Jta e€eldikevpeva kevtpa IONE Ba mtpemeL val opyavwveTal O
TOKTA XPOVIKA SLOoTAHATO CUVAVTINON ELOWKOTATWY LE OKOTIO

™ oulntnon SVUOKOAWV — eVOLODEPOVTWYV TIEPLOTATLKWV

* Exel umopetl va yivel avtaAdayn amoPewv kat culntnon o€

BaBoc¢

* Eumodia - ENeWn OPKETWV e€ELOLKEVUEVWV
noBoloyoavatopwy Kol  OKTWVOAOYWYV, KOTOKEPUOTLOMOC
urtnpeowwv IONE o TOANQ VOOOKOUELQL OVTL VLA CUYKEVTPWON

o€ AlYEC apTLOTEPO OPYAVWHEVEC LOVADOEC



H mpoowrikn LoU eUMEeLpla

Western General Hospital — EStpfoupyo

Noookopeio amokAelotikd umevBuvo yia avtipetwriion IONE yia éva mAnBuouo

800.000 katolkwv

E¢eldikeupévo mpoowrikd vy IONE (yaotpevtepoAdyol, maboloyoavatopuol,

QKTLVOAOYOL, XElpoupyol)

MDT meeting = kaBe Napookeury peonuépl, ouvlntnon 15-20 MEPLOTATIKWV

(voonAeuvopevol kot e€wtepkol aaoBevelc), 25-30 CUUETEXOVTEG
EAadpU yelpa oo GapUAKEUTIKEG ETALPELES KL TTApOUCLAON TIPOLOVTWY
MpoBoAn o peydAn 006V eVOOOKOTILKWY KoL OKTLVOAOYLKWVY ELKOVWV Kal BroPLwv

Julntnon oe PBaboc kat ANYPn amoddacswv Katd mAsoPndia 2> WBlaitepa

EKTIALOEVTLKN EUTIELPLaL

HAektpovikn kataypadn kat uAomoinon anodpdoswv



2UUTEPACLLATA

ISlaltepa onUaAvTLKN n otevr) cuvepyaoia Twv eOKOTNTWYV =2 MIAAOTE UE

Tou¢ maBoloyoavatopouc!!!

Xpeldletol OUOTNUOTIKA TPOOEYYLON Yyl TNV Ovayvwplon Kol CWwoTA
aéloAOyNon TwV LOTOAOYLKWY €UPNUATWYV KABwC autd Oev eival mavta
eldlka (Baolkn mAaopatokuTTtapwon, dtatapaxn APXLTEKTOVLKAG KPUTITWV,

TIOPOUCLa KOKKLWUATWV)
Mpocoxn oTiLc ayildeC Kol ELOLKEC MEPLTTWOELC!

H Slopydvwon ocuvavtAoewyv ELOLKOTATWVY PE OKOTIO TN oulntnon SUoKoAWV

— evOLaPEPOVTWY TTEPLOTATIKWYV Elval To LEANOV



Euxaplotiec

e K. lwavva AeA\adEtopa
KaBnyntpta MaboAoyiknc Avatoutknc EKMA
* Dr. Paul Fineron

Senior Consultant Pathologist, Western General Hospital, Edinburgh
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Follow me:
@SSiakavellas
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