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Diagnostic Guideline of Crohn’s Disease

Byong Duk Ye, M.D.*, Byung Ik Jang, M.D.", Yoon Tae Jeen, M.D.T,
Kang Moon Lee, M.D.}, Joo Sung Kim, M.D." Suk-Kyun Yang, M.D.*, and
IBD Study Group of the Korean Association of the Study of Intestinal Diseases

Department of Internal Medicine, University of Ulsan College of Medicine*, Seoul, Yeungnam University College o, MedicineT,
Daegu, Korea University College of Medicinef, The Catholic University of Korea College of Medicine’,
Seoul National University College of Medicine ! Seoul, Korea

Crohn’s disease (CD) is a chronic inflammatory bowel disease (IBD) with uncertain etiopathogenesis. CD can in-
volve any site of gastrointestinal tract from mouth to anus and is associated with serious complications such as
bowel stricture, perforation, abscess, and fistula formation. The incidence and prevalence rates of CD in Korea
are still low compared with those of Western countries, but are rapidly increasing during the past decades. The
diagnosis of CD is a challenging issue in some clinical situations and it is often difficult to differentiate CD
from intestinal tuberculosis or Behcet’s enterocolitis which are more prevalent in Korea than in Western countries.
Therefore, IBD Study Group of KASID has set out to establish the diagnostic guideline of CD in Korea. There
is no single gold standard for the diagnosis of CD and diagnosis is made by clinical evaluation including detailed
history, physical examination, and combination of endoscopic findings, histology, radiologic findings and laboratory
investigations. The typical symptoms of CD are abdominal pain, diarrhea, and weight loss especially in late ado-
lescence or early adulthood. Initial laboratory investigations include CBC, C-reactive protein, and serum chemistry.
Ileocolonoscopy and biopsies are recommended as the first line procedures to establish the diagnosis. Typical en-
doscopic findings of CD are non-continuous distribution of longitudinal ulcers, cobblestone mucosal appearance,
and aphthous ulcerations arranged in a longitudinal fashion. The evaluation of small bowel with small bowel fol-
low-through is recommended for suspected CD to establish diagnosis and to determine the extent and location of
disease. Focal and patchy chronic inflammation, focal crypt irregularity, and non-caseating granulomas are usual
microscopic features of CD. This is the first Korean diagnostic guideline for CD and needs revision with further
data on CD in Koreans. (Korean J Gastroenterol 2009;53:161-176)
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Table 1. Levels of Evidence and Grades of Recommendation Based on the Oxford Center for Evidence Based Medicine

Evidence

levels (EL) Diagnostic study

Therapeutic study

la Systematic review (SR) with homogeneity of
level 1 diagnostic studies

1b Validating cohort study with good reference standards
1lc Specificity is so high that a positive result rules in the
diagnosis or sensitivity is so high that a negative

result rules out the diagnosis

2a SR with homogeneity of level >2 diagnostic studies
2b Exploratory cohort study with good reference standards

2c

3a SR with homogeneity of 3b and better studies

3b Non-consecutive study; or without consistently applied
reference standards

4 Case-control study, poor or non-independent reference
standard

5 Expert opinion without explicit critical appraisal, or

based on physiology, bench research or “first principles”

Systematic review (SR) with homogeneity of
randomized controlled trials (RCTSs)

Individual RCT (with narrow confidence interval)
All or none

SR (with homogeneity) of cohort studies

Individual cohort study (including low quality RCT;
e.g., <80% follow up)

“Outcomes” research; ecological studies

SR with homogeneity of case-control studies
Individual case-control study

Case-series (and poor quality cohort and case-control
studies)

Expert opinion without explicit critical appraisal,

or based on physiology, bench research or “first
principles”

Recommendation grades (RG)

Consistent level 1 studies

gaw >

Consistent level 2 or 3 studies or extrapolations from level 1 studies
Level 4 studies or extrapolations from level 2 or 3 studies
Level 5 evidence or troublingly inconsistent or inconclusive studies of any level
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S5 #5A)(moderate activity), 450 o] ¥ FTF A

(severe activity). &2 H-F=c}’

Table 2. Crohn’s Disease Activity Index

2) 24 H#k(Localized disease)®
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Z 3mEE sk ol AgEy, tigelnt 358 =
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3) Q| Z&H(Extensive disease)®
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2. 23 (Classification)

1) EsiS(phenotype)dl| MIE 27

19983 Al 71A] &
ficationo] A|QF=]GrHTable 4).7 olol] <ot Z2H IAES
24709 o' Bid 4 gk

20050l Vienna classifications <74, X.2Fs}0] Montreal
classification®] A= YAtHTable 5)." o] Atk A] od&] I

B-77]5 (parameter) = AR8-3F Vienna classi-

Items Factor
1. Number of liquid or very soft stools* X2
2. Abdominal pain* (O=none, 1=mild, 2=moderate, 3=severe) X5
3. General well-being* (O=generally well, 1=slightly under par, 2=poor, 3=very poor, 4=terrible) X7
4. Number of 6 listed categories patient now has:
1) Arthritis/arthralgia
2) Iritis/uveitis X 20
3) Erythema nodosum/pyoderma gangrenosum/aphthous stomatitis
4) Anal fissure, fistula, or abscess
5) Other fistula
6) Fever over 100°F (37.8°C) during past week
5. Taking lomotil/opiates for diarrthea (0=no, 1=yes) X 30
6. Abdominal mass (O=none, 2=questionable, 5=definite) X 10
7. Hematocrit [Males: (47-hematocrit), Females: (42-hematocrit)] X 6
8. Percent below standard weight (normogram) X1
* Sum of 7 days.
Table 3. Harvey-Bradshaw Index
Items Factor
1. General well-being* (O=very well, 1=slightly below par, 2=poor, 3=very poor, 4=terrible) X1
2. Abdominal pain* (O=none, 1=mild, 2=moderate, 3=severe) X1
3. Number of liquid stools per day* X1
4. Abdominal mass (O=none, 1=dubious, 2=definite, 3=definite and tender) X1
5. Complications: arthralgia, uveitis, erythema nodosum, aphthous ulcers, pyoderma gangrenosum, anal fissure, X1

new fistula, abscess (score 1 per item).

* Scored for the previous day.
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Table 4. Vienna Classification of Crohn’s Disease

Age at diagnosis: Al <40 years
A2 =40 years

Location: L1 Terminal ileum (the lower third of the small bowel with or without spill over into cecum)

L2 Colon

L3 TIleocolon (terminal ileum-any location between ascending colon and rectum)
L4 Upper GI [any disease location proximal to the terminal ileum (excluding the mouth) regardless of additional

involvement of the terminal ileum or colon]
Behavior: Bl Nonstricturing nonpenetrating
B2 Stricturing
B3 Penetrating

Table 5. Montreal Classification of Crohn’s Disease

Age at diagnosis: Al <16 years
A2 17-40 years
A2 >40 years

Location: L1 Terminal ileum (the lower third of the small bowel with or without spill over into cecum)

L2 Colon

L3 Ileocolon (terminal ileum-+any location between ascending colon and rectum)
L4 Isolated upper disease (a modifier that can be added to L1-L3 when concomitant upper gastrointestinal disease

is present)

Behavior: Bl Nonstricturing nonpenetrating
B2 Stricturing
B3 Penetrating

p Perianal disease modifier (added to B1-B3 when concomitant perianal disease is present)

B o AR3belgda, 145 Li-L3ol F7he 5
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Al 3 Zlo] Aot}
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