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Introduction

Inflammatory bowel disease (IBD), in its two major cat-
egories ulcerative colitis (UC) and Crohn’s disease (CD),
is an idiopathic, life-long, relapsing chronic inflammato-
ry condition of the gastrointestinal tract, which may have
devastating effects on the patient [1]. The incidences of
UC and CD are 10–20 per 100 000 per year and 5–10 per
100 000 per year, respectively, and the prevalences are
100–200 per 100 000 and 50–100 per 100 000, respec-
tively [2, 3]. Up to 240 000 people are affected by IBD
in the United Kingdom, and these patients represent a
large portion of those seen in the colorectal and gas-
troenterology clinics even though many are managed by
general practitioners [4]. Proper diagnosis and manage-
ment of IBD depends upon good history and clinical
examination, corroborated with results from diagnostic
imaging and endoscopic and histological examinations
[5–7]. Pathologists encounter problems in diagnosing
IBD in the absence of a full history and other clinical
information, which should be on the histology request
form [5–9]. This may lead to an inconclusive histopatho-
logical report that, in turn, makes it difficult for the clin-
ician to manage and follow-up these patients.

In previous reports [7, 10], our group maintained that in
addition to good biopsy material there are three important
factors which help in reaching accurate histological diag-
nosis and making appropriate clinical decisions:
1. Adequate information for the histopathologist,
2. standard definition of histological terms, and
3. maintenance of communication between the clinician

and the histopathologist through the clinicopathologi-
cal conference (CPC).
In clear-cut cases, the histopthologist is often able to

give an accurate diagnosis and further sub-classify IBD
into UC and CD, but this is not possible when the histo-
logical findings are atypical. The problem arises when
non-distinguishing histological changes are seen, upon
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O R I G I N A L A R T I C L E

Abstract Background Proper management of patients
with inflammatory bowel disease depends upon a defini-
tive diagnosis, which is best arrived at in the clinico-
pathological conference (CPC). The aim of the study was
to assess the impact of a combined clinical and patholog-
ical form called Performa on the definitive diagnostic rate
and to see if this improvement was comparable with
results achieved with CPCs. Methods Between June 2003
and December 2003, 77 consecutive patients were includ-
ed in the study. Histological data recorded on the perfor-
ma were reviewed by one consultant pathologist after the
initial reporting to see if there was any change in diagno-
sis. All cases were also discussed in the CPC as per guide-
lines. Results The use of the combined form significantly
increased the definitive diagnostic rate by decreasing the
unclassifiable group by 23.6%, and was comparable to
that achieved by CPC. Conclusion In the absence of a
CPC, the proposed form is an efficient substitute.
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which the histopathologist is unable to give a specific
diagnosis as to the nature of IBD. In such cases and in the
absence of CPCs, the histopathologist may leave the diag-
nosis open, and the clinician must come to a definitive
conclusion on corroboration with clinical findings and
other tests. This usually leads to repeat of diagnostic pro-
cedures like further endoscopic examination and re-biop-
sies, which not only increases the burden on different
departments like Endoscopy and Histopathology but also
necessitates further call-up and review of the patient.
Proper management of the patient cannot be initiated and
follow-up plans cannot be formalised unless there is a
firm diagnosis.

Our group and others have previously shown that the
best results are achieved when the final diagnosis is
arrived at the much valued CPC [9–11], which we strong-
ly encourage. Due to the fact that CPCs are not being held
in every hospital, we investigated the possibility of having
a combined histology and endoscopy form to help the
pathologist to narrow the diagnosis and hence offer the
clinician a more definitive conclusion. Therefore, the aims
of the study were to assess the impact of the combined
clinico-endoscopic form, along with a pattern-based report
by the pathologist, on the ability to reach a definitive diag-
nosis and to determine if this was comparable to the diag-
nostic accuracy reached with the CPC.

Patients and methods

The form called “Performa” (Fig. 1) was designed to be simple
and comprehensive, so that the information could be easily
recorded and reproduced. All patients undergoing endoscopic
biopsy for suspected IBD between June 2003 and December
2003 in our hospital were included in the study. All data were
prospectively collected on the specially designed form and sub-
sequently transferred to a Microsoft Excel spreadsheet and
Access database and analysed. The form was designed to contain
all relevant information on a single page. It was filled up at the
time of endoscopy and was given to one consultant pathologist
(AK) after the initial reporting to see if the form increased the
accuracy of the histological diagnosis. Any change in diagnosis
was noted. All cases were, at the same time, discussed in the CPC
conducted by another pathologist (NH) to come to a final diag-
nosis and the results were compared. The pathologist (AK) was
unaware of the final CPC diagnosis as these were directly record-
ed in the patient’s notes.

All patients who underwent endoscopic biopsy and histolog-
ical examination (when the endoscopist felt that there were
inflammatory changes present in the bowel) were included in the
study. Regular endoscopists (consultants, middle grade or spe-
cialist registrars with consultant supervision) performed all endo-
scopies. Information was recorded at the time of endoscopy on
the form, which was sent with the regular histopathology form.
Only the regular form was available to the reporting histopathol-
ogist. The new form was then given to the consultant histopathol-
ogist (AK) to further analyse the results in light of the newly
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available clinical and other investigative results. Hence, at the
time of initial reporting, the histopathologist did not have all the
information in the form but only the information sent by the
endoscopist on the regular form. Histological examination of the
biopsy specimen was carried out according to a previously pub-
lished protocol [7].

The first part of the form (Fig. 1) focuses on patient infor-
mation and other details required for record purpose. The rest of
the form is broken up into sections. Section 1 shows the present
clinical episode, its onset, duration and the main symptoms
starting with diarrhoea and whether it is bloody or watery.
Section 2 regards the endoscopic findings: the procedure, biop-
sies, mucosal features, presence of ulceration, extent and pattern
of disease, severity and any suspicion of dysplasia or neoplasia.
A diagram is included to help to mark any area of suspicion or
abnormality. Sections 3 and 4 include radiological features and
other laboratory investigations [11, 12]. Section 5 regards the
history of the disease, with total duration, whether it has been
persistent or remittent, if any previous biopsies were taken, and
treatments initiated or ongoing [5, 13–20]. There is space for
any other relevant information to be included in this section.
Section 6 regards other gastrointestinal problems and diseases,
including family history. In section 7, the clinician records his
personal impression and the diagnosis. The histopathological
section (section 8) is divided into several sections using already
published definitions like focal, continuous or discontinuous
nature of the disease, degree of activity whether mild, moderate,
severe or absent and if there are any features of chronicity [7,
20–23]. Finally the common diagnoses that the histopathologist
can give are shown with option to write any additional diagno-
sis as felt suitable. The results of the diagnosis obtained using
this form were gauged against the gold standard diagnosis
reached at CPC.

Results 

There were 77 consecutive patients who underwent
endoscopy and biopsy for inflammation in the bowel dur-
ing the period between June 2003 and December 2003; of
these, 47 were males and 30 were females (Table 1). The
age varied from 18 to 79 years. Patients in the age group
of 51–60 years had the greatest frequency of suspected
changes on endoscopy. However, 22 of the endoscopically
suspicious mucosal changes were found to be normal on
histological examination.

The most common site of inflammation was the rectum
(33 of 77 cases), followed by the sigmoid colon (24 cases)
(Table 2). Overall, 36 patients had endoscopic changes that
were continuous, while in the remaining they were focal or
segmental (Table 3).

In the initial microscopic examination, 23 reports were
classified as IBD which could not be further classified as
UC or CD. With the use of the proposed form, this unclas-
sified group of IBD decreased to 10 cases; in the CPC 2
additional cases which were previously not classifiable,
were also classified as UC (Table 4). 
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TRAFFORD HEALTHCARE NHS TRUST DEPARTMENT OF HISTOPATHOLOGY

Surname: Forename: Sex: D. o. B:
Consultant: GP: Source: Case Note No:
Pathologist: Lab number: Copy For:

V Disease history

Total duration: ——————————— days/months

Duration type:      Persistent  � Remittent �
Previous biopsy:     Yes  � No  �
Treatment:

- Surgery:

- Radiotherapy:

- Chemotherapy:

- Medicines:

- Other:

VI Additional information (if appropriate)

� Other disease(s) present
� Previous GI surgery
�  Familial history 

VII Clinical impression: …………………………………

Differential diagnoses:
i)
ii)
iii)

VIII Microscopy

Focal  � Continuous  � Discontinuous  �

Activity:    Absent  � Mild  � Moderate  � Severe  �

Features of chronicity:    Present  � Absent  �

Differential diagnosis: 

Crohn’s disease  �            Ulcerative colitis  �
Infective colitis  �            Transient colitis  �
Microscopic, collagenous, lymphocytic colitis  �

Other comments:…………………………………………………………………………………………………………………..…...

………………………………………………………………………………………………………………………………..….….…..

III Radiological features

Procedure(s): Findings:
1)

2)

Radiologist’s impression:

IV Laboratory and microbiology

1- Stool test:
2- Stool culture:
3- Blood test:

I  Present clinical episode

Date of onset:        /    /                  Duration:          days

Main symptoms:
1) Diarrhoea         Watery  � Bloody    �

2)

3)

4)

Fig. 1 The Performa, a form for collecting clinical and endoscopic data regarding patients with inflammatory bowel disease

II  Endoscopy findings

Procedure:                                            Date:      /     /    

Biopsy site(s):

Mucosal features:

Ulceration:

Extent of disease:

Pattern:     Focal  �   Segmental  � Continuous  � Skip �
Pancolitis  �

Severity:   Mild  � Moderate  � Extensive  �
Suspicion of neoplasia:  �



Discussion

Inflammatory bowel disease is a complicated condition
that affects the intestine and several extra-intestinal sites
[24]. The diagnosis of IBD is confirmed by clinical eval-
uation and a variable combination of biochemical, endo-
scopic, radiological, histological and sometimes nuclear
medicine investigations [25]. The two major categories of
IBD, ulcerative colitis and Crohn’s disease, show in many
cases common histopathological features, but there are
cases in which no distinguishing histological features are
seen [26–30]. In the first category of cases, history, clini-
cal findings, investigations and endoscopic findings
greatly help the histopathologist in coming to a conclu-
sion as to the nature of IBD. About 5% of patients with
IBD affecting the colon are unclassifiable after consider-
ing clinical, radiological, endoscopic, and pathological
criteria, because they have some features of both condi-
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tions and has been called by some groups as having inde-
terminate colitis (IC). The term IC, however, has unfortu-
nately suffered from different definitions [25, 31] and in
our hospital we do not apply such a diagnosis on mucosal
biopsies. The histopathologist quite often is forced to give
an indefinite diagnosis because of lack of information
[32]. Time and treatment also impact on histological
changes, and the clinician should try to include this infor-
mation [33].

With a suspicion of a diagnosis of inflammatory bowel
disease (IBD), the pathologist must have adequate and
complete clinical, laboratory, radiological and endoscopic
information and, if possible, the previous histopathologi-
cal examinations. This is necessary because the diagnosis
of IBD is made with exclusion criteria and different patho-
logical entities may have similar macroscopic findings;
moreover, the characteristic lesions are often absent [34].

Histological diagnosis of any condition by and large
is greatly dependant on the availability of adequate and
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Table 1 Age and gender of patients having biopsy for suspected inflammatory bowel disease

Age group, Patients with endoscopic changes Patients with histological changes
years

Total, n Males, n (%) Total, n Males, n (%)

<20 1 1 (100) 1 1 (100)
21–30 9 3 (33) 7 3 (43)
31–40 14 7 (50) 11 6 (55)
41–50 14 10 (71) 10 6 (60)
51–60 19 13 (68) 13 8 (62)
61–70 12 8 (67) 8 5 (62)
71–80 8 5 (63) 5 3 (60)
Total 77 47 (61) 55 32 (58)

Table 4 Diagnostic advantage gained in histological diagnosis, for 77 patients. Values are numbers of patients

Diagnosis Initial  Diagnosis with Improvement in Diagnosis  Improvement in 
diagnosis, n use of proposed diagnosis confirmed diagnosis 

form, n with form, n at CPC, n with CPC, n

Normal, n 22 22 0 22 0
Unclassifiable IBD 23 10 -13 8 -15
Ulcerative colitis 20 28 +8 30 +10
Crohn’s disease 6 11 +5 11 +5
Other 6 6 0 6 0

Table 2 Sites of inflammation seen endoscopically

Site of inflammation Main site, n Secondary site, n

Caecum and ascending colon 8 3
Transverse colon 5 3
Splenic flexure and 7 7

descending colon
Sigmoid colon 24 34
Rectum 33 22

Table 3 Pattern of inflammation seen endoscopically

Pattern of inflammation Patients, n

Continuous 36

Focal 18

Segmental (discontinuous) 23



accurate information in the form of history, clinical signs
and symptoms, nature of tissue, the provisional diagno-
sis, etc. This greatly holds true for the histological exam-
ination of tissue for IBD [30]. In the absence of adequate
information, the histopathologist may find it difficult to
make a complete diagnosis and may ask for more clinical
information, which not only delays diagnosis but also
hinders the smooth management of the process.
Providing adequate information on a blank form is often
a difficult task and lacks uniform application. This sim-
ple and easy form, which takes a few minutes to fill, not
only helps the histopathologist in coming to a diagnosis
but also helps in excluding other conditions which mimic
IBD [35–37].

A clear and definitive diagnosis makes it easy for the
clinician to understand and interpret the result and to
manage patients appropriately. The use of standard def-
initions of histological terms not only makes it easier to
understand them but also helps in exchange of informa-
tion between different people involved in the manage-
ment of the patient and for research and audit purposes
[38, 39]. A correct diagnosis, adequate assessment of
disease activity and effective cancer surveillance make
endoscopy crucial in the management of IBD and allow
early management of complications [40]. The CPC
holds great potential in achieving this end as well as in
auditing diagnostic performance [41]. In places where
this is not being held regularly, this form could help the
clinicians.

The benefit seen in this pilot study in improving diag-
nosis is interesting, and further use of the form or its mod-
ification may validate this. There were instances where the
use of the form enabled the histopathologist to give a con-
firmatory diagnosis of ulcerative colitis or Crohn’s disease
rather than simply IBD. It is an effort to increase the diag-
nostic yield in IBD in departments where the facilities of
CPCs are not always available and the study shows that the
form is an efficient substitute.
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