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Endoscopic Diagnosis of Crohn’s Disease
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Table 1. Indications for Colonoscopy in Inflammatory Bowel Disease

Specific indications

General indications

Diagnosis and differential diagnosis
Investigation of radiographic abnormality
Stricture
Mass lesions
Screening for premalignant features

Location and extent of disease
Activity of inflammation
Perioperative endoscopy

Evaluation of therapy

Examination of stoma

Investigation of unexplained diarrhea
Therapeutic colonoscopy
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Table 2. Endoscopic and Histopathologic Findings in Crohn’ s Disease
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Fig. 1. Ring-like erythema. The earliest finding of Crohn’ s
disease is focal erythema. The surrounding colonic mucosa
appears normal.
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Fig. 2. Aphthous ulcer of the terminal ileurmn Aphthous

ulcer is a small discrete (<5 mm) ulcer occurring on the
lymphoid follicle. The surrounding ileal mucosa appears
normal except multiple prominent lymphoid follicles.
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Fig. 3. Longitudinally arranged aphthous lesions are highly
suggestive of Crohn’ s disease.

Fig. 5. Colonic ulcer.
discrete ulcer with variable shape. Surrounding mucosa is
usually normal with clearly visualized submucosal vascular
patterns.
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Fig. 4. Colonic aphthous ulcers. Sometimes these aph-
thous lesions cluster.

Fig. 6. Longitudinal ulcer. Longitudinal ulcer is one of the
most characteristic finding of Crohn’s disease and is
diagnostic if ischemic colitis could be excluded.
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Fig. 7. Railroad ulcers. Several paralleling ulcers look like

a railroad.

Fig. 9. Multiple pseudopolyps on the cecal base
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Fig. 8. Cobblestone appearance. Submucosal inflammation
and edema accompanied by superficial fissuring produce
characteristic cobblestone appearance.

Fig. 10. Scar with longitudinal direction in a healing stage
of Crohn’s disease
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Fig. 11. Stricture on the proximal transverse colon. In
active Crohn’ s disease, mucosal inflammation with or
without ulcers is prominent on the strictured segment of the
bowel. In quiescent phase, the stricture is covered by normal
mucosa.
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Fig. 12. A fistula in the cecum. Usually fistulous opening is
hard to find due to inflammation and edema.
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Table 3. Endoscopic Differential Features between Ulcerative Colitis and Crohn’ s Disease

Endoscopic finding

Ulcerative colitis

Crohn’ s disease

Involvement
Perianal lesions
Ileal involvement
Rectal involvement
Discontinuous
Mucosal change
Granularity
Friability
Loss of vascular pattern
Skip lesion
Cobblestone pattern
Ulcer
Longitudinal
Aphthous
Shallow, geographic
Fistula, fissure
Stricture
Inflammatory polyps

+/- +++
+/- +++
+++ +/-
- +++
+++ +/-
+++ +/-
+++ -
- +++
- +4+
+/- +4+
+/- 4+
+ +/-
- ++
+/- ++
++ ++
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Table 4. Differential Features between Intestinal Tuberculosis and Crohn’ s Disease

Endoscopic finding

Intestinal tuberculosis

Crohn' s disease

Anal lesion rare
IC area involvement rarely spare
Ulcer
Location circumferential
Direction transverse
Border discrete
Scar formation common
Cobblestone never

Length of stricture

less than 3em

comimon
may spare

along mesenteric border
longitudinal & serpiginous
rolled edge, less sharp
rare, linear
pathognomonic

usually long

Internal fistula very rare frequent.
Anti-tbe medication rapid response sometimes
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Table 6. Differential Features between Behcet’s Disease and Crohn' s Disease

Endoscopic finding Behget' s disease

Crohn’ s disease

common
rarely spare

several-multiple
longitudinal & serpiginous
relatively deep

less sharp

Anal lesion rare
IC area involvement rarely spare
Ulcer
Number 1-several
Shape round, oval
Depth deep
Base thick exudate
Border undermining
Scar formation common
Cobblestone never

rare, linear
pathognomonic

Table 7. Endoscopic Features of Infectious Colitis

UC-like CD-like

Campylobacter colitis ++ +
Yersinia enterocolitica + +++
Salmonellosis ot +
Shigellosis +++ +
Gonorrhea + -
Syphilis ++ +
Amebiasis 4+ +
Schistosomiasis ++ ++
CMYV colitis + S
LGV/Chlamidia + 4+
Herpes simplex - +
Antibiotics-induced colitis ++ -
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Table 8. European Criteria for Diagnosis of Crohn' s Di-

sease

A. Radiologic, endoscopic or operative criteria
1. Discontinuous involvement of the mucosa
2. Involvement of the ileum
3. Deep mucosal fissures
B. Bowel and skin
4. Entero-cutaneous fistula
5. Chronic anal disease
C. Histological findings
6. Normal mucous content in the goblet cells
of the inflamed region
7. Lymph follicles in the mucosa and submucosa

Diagnosis of Crohn’ s disease:
3 positive criteria
or
evidence of granuloma + 1 positive criterion

Table 9. Japanese Criteria for Diagnosis of Crohn’ s Disease
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Table 10. Crohn’ s Disease Endoscopic Index of Severity (CDEIS)

27X F 270 B ¥ = (1987-1997, A

Rectum Lt colon T colon Rt colon TNleum Total
Deep ulcer (0, 12) + + + + = Total 1
Superficial ulcer (0, 12) + + + + = Total 2
Surface involved by disease (cm) + + + + = Total 3
Surface involved by ulcer (em) + + + + = Total 4

Total 1 + Total 2 + Total 3 + Total 4 = Total A
No. of segments explored = n

Total A/n = Total B

Add 3 (C) if ulcerated stenosis anywhere

Add 3 (D) if non-ulcerated stenosis anywherc
Total B + C + D = CDEIS score
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Table 11. Simplified Severity Criteria of Crohn’ s Disease

Quiescent Minor change in vascular pattern

Mild Focal erythema

Moderate 5 < aphthoid ulcer (< 5 mm)
within 10 cm segment of colon

Severe Ulcers (> 5 mm)

Stricture, fistula, extensive bleeding
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