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Inflammatory bowel disease (IBD) is an fghthic disease, probably
involving an immune reaction of the body to its omtestinal tract. The two
major types of IBD are ulcerative colitis (US) a@dohn's (CD) disease,
which are chronic inflammatory diseases of thergagestinal tract. As the
name suggests, ulcerative colitis is limited to¢bkn; Crohn’s disease can

involve any segment of the gastrointestinal tremtnfthe mouth to the anus

Inflammatory bowel disease (IBD) is the most comnuhironic
inflammatory condition after rheumatoid arthritig\dvances in the
understanding of immunological basis and the pathesis of inflammatory
bowel disease have encouraged the development iy mew diagnostic
methods and novel strategies for the treatmentnammatory bowel
disease.

The aetiology of inflammatory bowel dise&seresently unknown but
is likely multifactorial. The currently held paramn involves the complex
interaction of four elements: genetic susceptipilithost immunity,
environmental factors and commensal enteric bactérhe most recent
hypothesis on the pathogenesis of IBD states tidividuals, who have a
genetic predisposition, when confronted with untdesd aggressors from
their natural environment, develop a loss of taleeto luminal bacterial
antigens (i.e. dysregulation of the enteric immuesponse) and initiate an
uncontrolled inflammatory reaction targeted atlbevel wall.

Crohn’s disease is associated with Thl-type cell-mediated
inflammation. This produces an excess IL-12, IL-17-23, IFN-y and
macrophages derived cytokines, also there is ovdyation of IL-1B, IL-2,
IL-6 and IL-8. In comparison, ulcerative colitisassociated with Th2-type
T cell-mediated inflammation with excess IL-4, IL-B-10 and IL-13
production. Also HLA class Il antigens, Nuclear ttackappa B (NF<B)
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and Tumor necrosis factor alpha (TN)-are involved in the pathogenesis of
IBD.

Inflammatory bowel disease (IBD) is nottjasdisorder of one organ
system, but rather a multi-systemic disease. Ratieith IBD commonly
present with a wide range of systemic and localgimations. Patients can
present with these instead of the classical bowapsoms.

Since the exact aetiology of IBD is not known, thi@gnosis of IBD is
confirmed by history, clinical evaluation aadcombination of laboratory
findings (serological markers [e.g. ASCA and P-ANGAd faecal markers
[e.q. calprotectin and lactoferrin)), endoscopic
{Eosophagogastroduodenoscopy (EGD), colonscopy, osatbgraphy,
Double Balloon Enteroscopy (DBE), and Wireless @épsEndoscopy
(WCE), }pathologic examination of tissue, histologli andimaging
examination (contrast studies, MRI, CT, doppler W8ite blood cell scan,
and PET scan).

Most patients can be adequately treated using mabic@tion of
aminosalicylates, antibiotics and corticosteroids dchieve sustained
response or remission, though many patients will quire
immunomodulators. The developments of novel bi@ogherapies
particularly anti TNF-o antibody (infliximab), has been very beneficial. |
the near future more humanized anti-TNF antibodidisbecome available
with  more convenient route of administration (SChda lower
immunogenicity. In additional to conventional theyaprobiotics, helminth
ova therapyleukocyte filtration, bone-marrow and stem-celhgplantation,
nutritional support, alternative therapy, growtlctéas, and other novel
therapies play an important role in management ariyrpatients suffering
from IBD.
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