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Introduction
Inflammatory bowel disease (IBD) comprises a group of chronic 

and idiopathic diseases of poorly understood pathogenesis.1 It is 
also defined as a chronic condition resulting from the inappropriate 
activation of the mucosal immune system.2 This group has as main 
nosological categories, Crohn ‘s disease - CD and Ulcerative Colitis 
- UC.3 The etiology of IBD is unknown and has a multifactorial 
character.4

IBD can affect people of both sexes and in any age group, but 
it predominates between 20 and 40 years of age, impacting in an 
important way the quality of life, the social, labor and economic 
activity, of the individuals affected by it.5 The CD & UC are the two 
main clinical entities involved in IBD, but there is the Indeterminate 
Intestinal Inflammatory Disease (IIID) that cannot be classified as the 
diagnosis of exclusion. To differentiate the two major entities, UC is 
considered to involve a process of contiguous disease, which affects 
the rectum and progresses proximally, in addition to involving varying 
lengths of the colon. In contrast, CD usually involves the small 
intestine and large intestine in a segmental manner, characterized by 
having healthy areas that separate inflamed areas.6

CD is transmural in appearance, that is, it usually compromises 
the entire intestinal wall and can affect any part of the digestive tract, 

occurring more often in the distal small intestine, and occasionally 
in the right colon.6 Some of the morphological changes observed 
in Crohn’s disease are: edema, reduction of mucus-producing cells, 
intestinal crypt hyperplasia, erosions, ulcerations, granulomas, 
lymphoid aggregates, dilation of lymphatic vessels in the tunica 
submucosa, and of the architecture of the submucosal plexus.7,8

The most characteristic histological manifestations, initially 
occurring in this disease, are: the formation of ulcers from the 
inflammatory process, which can lead to lumen narrowing, thickening 
of the intestinal wall and formation of granulomas in the mucosa. UC 
in divergence with DC is frequently restricted to the mucosa and has 
an upward involvement pattern, which initially involves a straight line 
and extends proximally throughout the colonic region.9 The degrees 
of involvement range from proctitis, when the disease is limited to the 
rectum, until pancolitis when it expands through the colon reaching 
the cecum.10 In it, ulceration often does not reach the muscle of the 
mucosa and inflammation is limited to the lamina propria.11 It is 
possible to observe in all forms of the disease the presence of polyps 
and pseudopolyps.12

The diagnosis of inflammatory bowel disease is performed by 
clinical data, radiological and histological findings in endoscopic 
biopsies and surgical resection pieces, when present.13 Of the 
different endoscopic methods, colonoscopy can be considered the 
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Abstract

Introduction: Inflammatory bowel disease (IBD) comprises a group of chronic 
and idiopathic diseases resulting from the inappropriate activation of the mucosal 
immune system. It has as main categories nosológical cateogories Crohn’s disease - 
CD and Ulcerative Colitis - UC. Colonoscopy is the exam of choice to diagnose and 
differentiate these two main forms of IBD involvement. It may be observed that UC 
involves a process of contiguous disease, which affects the rectum and progresses 
proximally, the intestine of segmental form, characterized by having healthy areas that 
separate inflamed areas. 

Objective: To describe the changes observed in colonoscopies, of patients with 
indication and conclusion of Inflammatory Bowel Disease, performed at Hospital de 
Referênce hospital in Salvador. 

Methods: Case series from January 2016 to May 2017 were selected for the study, 
all the colonosc reports with non- defined Intestinal Inflammatory Disease, CD and 
UC, in the indication of the examination, at the conclusion (diagnosis) or both. The 
characteristics of the population and of the exams besides the colonoscopic alterations 
were described. 

Results: A total of 130 colonoscopies were studied, of which 76 (58.5%) were 
performed in female patients and 54 (41.5%) in the male sex. The number of exams 
with diagnostic impression: normal examination, was only 22 (16.9%). One hundred 
and eight (83.1%) exams presented different alterations such as: edema, hyperemia, 
erosion, ulceration, enantema, polyps, pseudopolyps and alteration of the vascular 
pattern. 

Conclusions: The study showed that changes observed in colonoscopies, especially 
inflammatory ones, such as: edema, hyperemia, enantema , vascular pattern alteration, 
erosion and ulceration, are frequently present in patients with Inflammatory Bowel 
Disease, both in the group that still had not defined its etiology when specific for CD 
and UC.

Keywords: Inflammatory bowel disease, colonoscopy, ulcerative colitis, crohn’s 
disease, colonoscopic changes
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main diagnostic tool in this group of diseases, since it is a widely 
used procedure for the detection and treatment of colonic disorders.14 
It is, therefore, the first line examination for diagnosis and follow-
up of patients with IBD, since the main differences between CD and 
UC can only be seen endoscopically and by anatomopathological 
examination.15

Goals
To determine the frequency of the main colonoscopic changes 

observed in colonoscopies of patients with indication and diagnosis 
of Inflammatory Bowel Disease.

Methods
A case series study was carried out, where 130 colonoscopies of 

patients of both sexes with indication and diagnosis of Inflammatory 
Bowel Disease were analyzed. Inclusion criteria: all colonoscopies 
of patients, performed from January 2016 to May 2017, attended 
by the referral hospital, who had as indication or diagnosis of their 
examination: Undetermined Inflammatory Bowel Disease, Crohn’s 
Disease and Ulcerative Colitis. Exclusion criteria: colonoscopies 
without indication or diagnosis of IBD. The preparation of the 
colon is performed with 10% mannitol. The patient is instructed 
not to perform meal with residues the night before the examination. 
Patients undergo sedation at the discretion of the anesthesiologist. 
The colonoscopic examination was considered complete when it 
reached the cecum or terminal ileum. The work was submitted to the 
approval of the Research Ethics Committee (REC). The commitment 
of not identifying the patient was agreed by the researcher, with full 
confidentiality of the identity of the patients participating. The research 
did not offer disadvantages or damages to the patients involved in the 
study, since the type of analysis was done through the contact with 
colonoscopy reports, where there was no direct contact with them, 
so the application of the consent term was dispensable. The analyzed 
variables were: age, sex, origin, indication, examination condition, 
alterations and conclusion. As for the descriptive statistics, for absolute 
and absolute frequencies, the absolute and relative frequencies were 
used. The numerical variables were analyzed according to the mean 
and standard deviation.

Results
We analyzed 130 colonoscopies with indication and diagnosis of 

IBD. The mean age was 44.14 years with a standard deviation of 15.70 
years for more or less. The female sex showed a higher incidence, 
representing 58.5% (76) of the total, and the male sex totaled 41.5% 
(54) of the patients. The lowest age was 9 years, and the maximum 
age was 89 years. Regarding the origin of the patient, 86.9% (113) 
were of external origin to the hospital, and only 13.1% (17) came 
from outpatient clinics or internal emergency. The exams were 
considered complete when performed to the cecum or terminal ileum, 
totaling 91.5% (119) of the exams. Only 8.5% (11) of them did not 
reach this location, due to intensely inflamed and friable mucosa with 
risk of perforation of intestinal loops or elevated lesion that impeded 
the progression of the endoscopic camera. The condition of the test 
was divided into good, fair, poor and bad, where 93.1% (121) had 
good conditions and only 6.9% (9) presented regular conditions of 
accomplishment. The number of normal exams was only 22 (16.9%), 
and 108 (83.1%) presented abnormalities in the normality pattern.
Indications for performing colonoscopies are listed in Table 1, with 
UC being the most frequent indication in 41.5% (54) of the exams.

The most frequent colonoscopic changes are listed in Table 2, with 
the most frequent being in the CD group hyperemia and ulceration 
in 11.5% (15) of the patients, and in the group with UC, edema 
and erosion, in 18.5% (24). The least frequent alterations were the 
alteration of the vascular pattern that occurred in 0.8% (1) of patients 
with CD, and the presence of polyps that occurred in 4.5% (6) of 
individuals with UC.The main findings of the analyzed studies are 
described in Table 3, with the most common being the UC diagnosis 
in 34.60% (45) and the less frequent presence of active IBD in 3% (4) 
of the patients.
Table 1 Indication of the studied colonoscopy exams

RCU A.D IBD not 
defined Diarrhea Bleeding Previous 

surgery
Absolute 
frequency 54 41 16 12 6 1

Relative 
frequency 41.50% 31.50% 12.30% 9.20% 4.70% 0.80%

Source: Survey data (2017).

Table 2 Colonoscopic changes in patients with CD and UC

Change Crohn's disease Ulcerative colitis
Edema 9 (6.9%) 24 (18.5%)
hyperemia 15 (11.5%) 15 (11.5%)
soreness 15 (11.5%) 11 (8.4%)
Erosion 8 (6.15%) 24 (18.5%)
Change of Vascular Pattern 1 (0.8%) 16 (12.3%)
polyps 6 (4.5%) 6 (4.5%)
pseudopolyp 7 (5.4%) 12 (9.2%)

Source: Survey data (2017).
Table 3 Key findings of the studied colonoscopies

Conclusion Absolute frequency Relative frequency

RCU 45 34.60%
A.D 23 17.70%
DII not def. 10 7.70%
IBD activity 4 3%
Others 26 20%
Normal examination 22 17%

Source: Research Data (2017).

Discussion
In the present study, 58.5% of the colonoscopic tests performed 

were female, and about 41.5% were male. The literature shows that 
Inflammatory Bowel Disease can occur in both sexes,16 being slightly 
more frequent in the female, because the immunological component 
is involved in the pathology of this group of diseases.17

In addition, it was observed with this sample that, among the female 
population, there was a lower frequency of Crohn’s Disease (16.1%) 
than with Ulcerative Colostomy (29.2%). This is not compatible with 
the literature, which shows the female sex as more frequent than the 
male in individuals with Crohn’s disease. This may be linked to the 
fact that this study for having taken into account only one period of 
analysis, was not able to determine the same finding of the others.18

The mean age of patients who underwent colonoscopy was 
44.14 years with a standard deviation of 15.7 years. Other studies 
that have evaluated in some way a population with IBD show 
that the mean age ranges from 38 to 42 years. In the state of 
Santa Catarina, a study with a little more than 100 individuals 
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was conducted, which evaluated the epidemiological profile of 
patients with IBD, showing that the mean age was 39.56, with a 
standard deviation of ±14.24 years. Another study conducted in 
Denmark, mean age in the same patient profile was 42 years.19,20 
In this study, the lowest observed age was 9 years and the 
maximum of 89, being seen in only 2 patients, this low frequency 
may be due to the study sample itself, however, it still reveals 
what the literature says, that the DII usually affect young adult 
individuals, and may present in a bimodal form, that is, they have 
two peaks of manifestation. The first peak is in the age group of 
15 to 40 years and the second between 60-70 years of age.21,22 
More than 90% of the colonoscopies performed in the study reached 
the cecum or terminal ileum and had good preparation conditions, 
which demonstrates that there was adequate recourse for a correct and 
complete evaluation of the colon changes in its completeness, since the 
literature proves the importance of arriving at these sites, in order to 
directly visualize the entire colonic mucosa, confirming or excluding 
the diagnosis of IBD in the patient, through the examination.23 
Because it is a reference center in IBD, and because of the intestinal 
preparation necessary for the procedure to be performed locally, 
there is the possibility of these factors, which is why there was a high 
frequency of exams with good and adequate visualization intestinal.24 

It is also known that colonoscopic examination in certain situations 
raises concerns for its performance, potential risks of perforation and 
bleeding - depending on the clinical situation to which the patient is 
involved, and should therefore be well indicated and done by a trained 
professional.25

When evaluating the alterations in the examinations performed, 
it was found that more than 30% of them presented edema and 
hyperemia in the mucosa of the colon, which according to the 
literature, is a finding pertinent to the inflammatory process triggered 
by IBD.26In the present study, the presence of edema had a frequency 
of 6.9% in the population with CD, and about 18.5% in patients with 
UC. In addition to edema having been more frequent in patients 
with UC, erosion, alteration of vascular pattern and presence of 
pseudopolypsis were more frequent within this group, in order to 
corroborate with the literature that these findings are in fact more 
frequent in the context of ulcerative colitis, and may help differentiate 
the etiology of IBD, although it is not unique to either condition.27 
The higher frequency of these findings in the UC, corroborate with the 
studies involving IBD, since they show the existence of an important 
variety of definitions and endoscopic parameters considered 
indispensable for their evaluation, such as: friability, edema, 
enantema, loss of vascular pattern, granularity of mucosa, presence of 
erosions and ulcerations, essential parameters to classify the activity 
and severity of the UC.28

Through this study it can also be observed that about 8.4% of the 
patients with UC presented ulceration, and approximately 11.5% with 
DC presented this same finding. Some studies present in the current 
literature, which aimed to differentiate colonoscopic changes in CD 
and UC, reveals that the presence of ulcers is frequent in Crohn’s 
disease, being used as a variable that also helps in the differentiation 
of IBD type.29 The common ulcers observed in CD are: acidoid, 
longitudinal or serpeginatic ulcers and / or in the ileo-terminal.30

This study showed that only 3.85% of the patients had stenosis 
and that all those who had stenosis presented with Crohn’s disease, 
thus evidenced similarly to the information present in the studies, 
which states that inflammatory and cicatricial stenosis is in fact more 

frequent in the CD, than in the UC, due to the transmural involvement 
of the first. It is important to remember that stenosis in the UC can 
occur, however, it is usually due to malignant neoplastic processes.31,32 
In the present study, only stenosis appeared, but IBD may cause 
other complications. In UC, intestinal perforation, fulminant colitis, 
toxic megacolon, increased risk of colorectal cancer, in CD, can be 
seen, intestinal obstruction, abscess, fistulae, fissures, malabsorption 
and malnutrition, biliary diarrhea, bacterial overgrowth in the small 
intestine.33

The study, although containing the colonoscopic alterations of 
the studied population, does not describe the results of the biopsies 
performed, since it was not possible to have access in the Hospital, an 
examination that would help in a better description of these diseases, 
being considered a limitation for the study. In addition, because it is 
a sample that is not so numerous, the distribution of colonoscopic 
alterations in the UC and CD, have not really been reliable in the 
presentation of these diseases.

Conclusion
Most of the colonoscopies performed had adequate intestinal 

preparation and were performed properly. In this study, there was 
no significant difference between the number of women and men 
submitted to colonoscopies, with a slightly higher number of female 
subjects. Inflammatory alterations, such as edema, hyperemia, 
enantema, altered vascular pattern, erosion and ulceration, appeared 
frequently in patients with IBD, both in the group that had not yet 
defined its etiology when specific for CD and UC.

 
Findings such as: erosion, edema and alteration of the vascular pattern 
were more frequent in the population with UC. The presence of ulcers 
was more frequent in patients with Crohn’s disease, and pseudopolyps 
in patients with UC. Finally, complications such as stenosis 
were more frequent and present only in the Crohn’s population. 
The study presents divergent information from the existing literature, 
such as the lower frequency of IBD in the female sex, which can 
be investigated in a deeper way through new analytical studies, in 
addition to the reduced number of complications question whether 
there is a better screening and follow-up of patients with IBD.
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