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1. Topic 27. Practical lesson № 32, 33: «Organic bowel diseases» - 4 h.
2. Background. 

Inflammatory Bowel Disease have a prevalence between 1 and 1.5 cases every 1000 people, while incidence is 7-10 cases/100,000 people. Onset may occur at any age but is more frequent in patients between 15 and 30 years of age and between 50 and 70, with an higher prevalence in Northern Europe. In the past few years, a remarkable increase in Inflammatory Bowel Disease has also been registered in the European Mediterranean countries, probably due to changes in eating habits. The onset of IBD cases in children is on a rise. 25% of new patients are younger than 20 years of age, and cases of early onset are known even in very young children.
The inflammatory bowel diseases (IBDs), including ulcerative colitis and Crohn disease, are chronic inflammatory disorders of the gastrointestinal tract most often diagnosed in adolescence and young adulthood, with a rising incidence in pediatric populations. These disorders are common enough in children that most pediatricians and other pediatric clinicians will encounter children with IBD in their general practice. Inflammatory bowel disease is caused by a dysregulated mucosal immune response to the intestinal microflora in genetically predisposed hosts. Although children can present with the classic symptoms of weight loss, abdominal pain, and bloody diarrhea, many present with nonclassic symptoms of isolated poor growth, anemia, or other extraintestinal manifestations. Once IBD is diagnosed, the goals of therapy consist of eliminating symptoms, normalizing quality of life, restoring growth, and preventing complications while minimizing the adverse effects of medications. Unique considerations when treating children and adolescents with IBD include attention to the effects of the disease on growth and development, bone health, and psychosocial functioning. The purpose of this review is to provide a contemporary overview of the epidemiologic features, pathogenesis, diagnosis, and management of IBD in children and adolescents.
 3. Purpose of the lesson:

3.1. General purpose

Acquainted with modern views about etiopathogenesis, classification, clinical course and additional methods of diagnosis of inflammatory bowel disease (IBD), be able to diagnose this pathology, prescribe treatment, and rehabilitation activities.

3.2.  Educational goals

Acquainted with the contribution of scientists in the study of IBD, explain the sick child, parents need for timely diagnosis, treatment, clinical examination, prevention of these diseases.
3.3. Specific objective to know

1. Know the dysfunction of IBD  in pediatric populations. 
2. Factors of risk of morbidity 
3.Modern classification. 
4. Clinical picture 
5.Complex treatment. 
3.4. On the basis of theoretical knowledge on the topic:

 To be able to:
1.Collect history. 
2. Collect history factors that lead to functional and organic diseases of the gastrointestinal tract in children. 
3. Perform clinical examination of a sick child. 
4. Formulate a clinical diagnosis in accordance with the classification. 
5. Estimate results of laboratory diagnostic methods. 
6. Data recommendations to parents in the rehabilitation and prevention of these diseases.
4. Interdisciplinary integration  

	№

	Discipline
	Know
	Be able to

	1
	2
	3
	4

	
	Previous disciplines

1. Pat. Anatomy
2. Pat. Physiology
3. Histology
4. Microbiology
5. Propadeutics  Pediatrics.
	Morphologic changes of the digestive epithelium in inflammatory processes.

Pathogenesis of digestive tract.

The histological features of the digestive tract in children of all ages.

The role of viruses and microorganisms in the occurrence of gastrointestinal diseases their morphology.

Anatomical and physiological characteristics of digestion in children.
	Use knowledge of morphology for diagnosis.

Use knowledge of pathogenesis for the purpose of immunosuppressive therapy.

Use knowledge to explain the clinical disease.

Verify the causative agent with additional methods.

Possess the methods of inspection of abdomen in children. Select the main pathological symptoms(syndromes) lesions of the digestive system.

	2.
	Next disciplines

1. Hospital Pediatrics
2. Hospital Therapy
	Etiopathogenesis, main clinical forms, principles of treatment and prevention of functional and organic intestinal and biliary  diseases.

Acute and chronic intestinal diseases


	Examine patients, prescribe treatment, prevention, conduct differential diagnosis with major clinical forms.

Examine, treat and prevent.



	3
	Interdiscipline integration

1. Gastritis in children
2. Pancreatitis in children
3. Hepatitis in children.
	Diagnostic criteria, the basic principles of  therapy in children .
Etiopathogenesis, diagnostic criteria, the basic principles of treatment of pancreatitis.

Clinical forms of hepatitis and differential diagnosis of different forms.
	Make a plan for treatment using diet, regime measures, medicaments and physiotherapy.

Differentiate abdominal pain syndrome in children. Evaluate results of copogram test.

Evaluate blood biochemical investigation. 




5. Contents of theme

 Crohn's disease (also known as granulomatous, and colitis) is an inflammatory disease of the intestines that may affect any part of the gastrointestinal tract from mouth to anus, causing a wide variety of symptoms. It primarily causes abdominal pain, diarrhea (which may be bloody), vomiting, or weight loss, but may also cause complications outside of the gastrointestinal tract such as skin rashes, arthritis, inflammation of the eye, tiredness, and lack of concentration.
           Crohn's disease is thought to be an autoimmune disease, in which the body's immune system attacks the gastrointestinal tract, causing inflammation; it is classified as a type of inflammatory bowel disease. There has been evidence of a genetic link to                                                       Crohn's disease, putting individuals with siblings afflicted with the disease at higher risk. It is understood to have a large environmental component as evidenced by the higher number of cases in western industrialized nations.
          Males and females are equally affected. Smokers are three times more likely to develop Crohn's disease.  Crohn's disease affects between 400,000 and 600,000 people in North America. Prevalence estimates for Northern Europe have ranged from 27–48 per 100,000. Crohn's disease tends to present initially in the teens and twenties, with another peak incidence in the fifties to seventies, although the disease can occur at any age.
            There is no known pharmaceutical or surgical cure for Crohn's disease.Treatment options are restricted to controlling symptoms, maintaining remission and preventing relapse.
 
                    The disease was named for American gastroenterologist Burrill Bernard Crohn, who in 1932, along with two colleagues, described a series of patients with inflammation of the terminal ileum, the area most commonly affected by the illness.
 
                                                                       Classification
 
                           Distribution of gastrointestinal Crohn's disease. Based on data from American Gastroenterological Association.
 
                       Crohn's disease is one type of inflammatory bowel disease (IBD). It affects the gastrointestinal tract and can be categorized by the area of the gastrointestinal tract which it affects. Ileocolic Crohn's disease, which affects both the ileum (the last part of the small intestine that connects to the large intestine) and the large intestine, accounts for fifty percent of cases. Crohn's ileitis, affecting the ileum only, accounts for thirty percent of cases, and Crohn's colitis, affecting the large intestine, accounts for the remaining twenty percent of cases and may be particularly difficult to distinguish from ulcerous colitis. Gastroduodenal Crohn's disease causes inflammation in the stomach and first part of the small intestine, called the duodenum. Jejunoileitis causes spotty patches of inflammation in the top half of the small intestine, called the jejunum. The disease can attack any part of the digestive tract, from mouth to anus. However, individuals affected by the disease fall these three classifications rarely, being affected in other parts of the gastrointestinal tract such as the stomach and esophagus.
 
              Crohn's disease may also be categorized by the behavior of disease as it progresses. This was formalized in the Vienna classification of Crohn's disease.
                There are three categories of disease presentation in Crohn's disease: stricturing, penetrating, and inflammatory. Stricturing disease causes narrowing of the bowel that may lead to bowel obstruction or changes in the caliber of the feces. Penetrating disease creates abnormal passageways (fistulae) between the bowel and other structures such as the skin. Inflammatory disease (or non-stricturing, non-penetrating disease) causes inflammation without causing strictures or fistulae.                                           
 
                                                          Causes
             Although the exact cause of Crohn's disease is still unknown, a combination of environmental factors and genetic predisposition seems to cause the disease. The genetic risk factors have now more or less been comprehensively elucidated, making Crohn's disease the first genetically complex disease of which the genetic background has been resolved. The relative risks of contracting the disease when one has a mutation in one of the risk genes, however, are actually very low (approximately 1:200). Broadly speaking, the genetic data indicate that innate immune systems in patients with Crohn's disease malfunction, and direct assessment of patient immunity confirms this notion. This had led to the notion that Crohn's disease should be viewed as innate immune deficiency, chronic inflammation being caused by adaptive immunity trying to compensate for the reduced function of the innate immune system.
                                                  
                                                                   Genetics
 
                  Schematic of NOD2 CARD15 gene, which is associated with certain disease patterns in Crohn's disease.
                   
                   Some research has indicated that Crohn's disease may have a genetic link. The disease runs in families and those with a sibling with the disease are 30 times more likely to develop it than the general population.
                   Mutations in the CARD15 gene (also known as the NOD2 gene) are associated with Crohn's disease and with susceptibility to certain phenotypes of disease location and activity. In earlier studies, only two genes were linked to Crohn's, but scientists now believe there are over thirty genes that show genetics play a role in the disease, either directly through causation or indirectly as with a mediator variable. Anomalies in the XBP1 gene have recently been identified as a factor, pointing towards a role for the unfolded protein response pathway of the endoplasmatic reticulum in inflammatory bowel diseases.
                  
                                               Environmental factors
 
                           Diet is believed to be linked to its higher prevalence in industrialized parts of the world. A positive correlation has been found between the incidence of the disease and an increased intake of animal protein, milk protein and an increased ratio of n-6 to n-3 polyunsaturated fatty acids. Negative correlation of the disease incidence was found to the increased consumption of vegetable protein, and no correlation to fish protein. Smoking has been shown to increase the risk of the return of active disease, or "flares".
                                                                        
                                                      Immune system
 
                        Abnormalities in the immune system have often been invoked as being causes of Crohn's disease. Crohn's disease is thought to be an autoimmune disease, with inflammation stimulated by an over-active Th1 cytokine response. However, more recent evidence has shown that Th17 is of greater importance in the disease.
                         The most recent gene to be implicated in Crohn's disease is ATG16L1, which may induce autophagy and hinder the body's ability to attack invasive bacteria.
                          Contrary to the prevailing view that Crohn's disease is a primary T cell autoimmune disorder, there is an increasing body of evidence in favor of the hypothesis that Crohn's disease results from an impaired innate immunity. The immunodeficiency, which has been shown to be due to (at least in part) impaired cytokine secretion by macrophages, is thought to lead to a sustained microbial-induced inflammatory response, particularly in the colon where the bacterial load is especially high.
          
                                                    Microbes
 
               A variety of pathogenic bacteria were initially suspected of being causative agents of Crohn's disease. However, most health care professionals now believe that a variety of microorganisms are taking advantage of their host's weakened mucosal layer and inability to clear bacteria from the intestinal walls, both symptoms of the disease. Some studies have suggested that Mycobacterium avium subspecies paratuberculosis (MAP) plays a role in Crohn's disease, in part because it causes a very similar disease, Johne's disease, in cattle. The mannose bearing antigens (mannins) from yeast may also elicit an antibody response. Other studies have linked specific strains of enteroadherent E. coli to the disease. Still, this relationship between specific types of bacteria and Crohn's disease remains unclear.
 
              Some studies have suggested that some symptoms of Crohn's disease, ulcerous colitis and irritable bowel syndrome have the same underlying cause. Biopsy samples taken from the colons of all three patient groups were found to produce elevated levels of a serine protease. Experimental introduction of the serine protease into mice has been found to produce widespread pain associated with irritable bowel syndrome as well as colitis, which is associated with all three diseases.
              
                 A study in 2003 put forth the "cold-chain" hypothesis, that psychrotrophic bacteria such as Yersinia spp and Listeria spp contribute to the disease. A statistical correlation was found between the advent of the use of refrigeration in the United States and various parts of Europe and the rise of the disease. Later studies have provided support for this hypothesis.
               Studies done at the University of Liverpool have offered ideas that would explain the apparent connection between Crohn's disease, Mycobacterium, other pathogenic bacteria, and genetic markers. In many individuals genetic factors predispose individuals to Mycobacterium avium subsp. paratuberculosis infection. These bacteria then produce mannins which protect both itself and various bacteria from phagocytosis, which causes a variety of secondary infections. Other mycobacterial diseases, such as leprosy and Tuberculosis could be considered similar in that they have strong genetic components, but are not genetic per se.
                                              Clinics
                 Abdominal pain may be the initial symptom of Crohn's disease. It is often accompanied by diarrhea, especially in those who have had surgery. The diarrhea may or may not be bloody. People who have had surgery or multiple surgeries often end up with short bowel syndrome of the gastrointestinal tract. The nature of the diarrhea in Crohn'sdisease depends on the part of the small intestine or colon that is involved. Ileitis typically results in large-volume watery feces. Colitis may result in a smaller volume of feces of higher frequency. Fecal consistency may range from solid to watery. In severe cases, an individual may have more than 20 bowel movements per day and may need to awaken at night to defecate. Visible bleeding in the feces is less common in Crohn's disease than in ulcerous colitis, but may be seen in the setting of Crohn's colitis. Bloody bowel movements are typically intermittent, and may be bright or dark red in colour. In the setting of severe Crohn's colitis, bleeding may be copious. Flatulence and bloating may also add to the intestinal discomfort.
              Symptoms caused by intestinal stenosis are also common in Crohn's disease. Abdominal pain is often most severe in areas of the bowel with stenosis. In the setting of severe stenosis, vomiting and nausea may indicate the beginnings of small bowel obstruction. Although the association is greater in the context of ulcerous colitis, Crohn's disease may also be associated with primary sclerosing cholangitis, a type of inflammation of the bile ducts.
               Perianal discomfort may also be prominent in Crohn's disease. Itchiness or pain around the anus may be suggestive of inflammation, fistulization or abscess around the anal area or anal fissure. Perianal skin tags are also common in Crohn's disease. Fecal incontinence may accompany peri-anal Crohn's disease. At the opposite end of the gastrointestinal tract, the mouth may be affected by non-healing sores (aphthous ulcers). Rarely, the esophagus, and stomach may be involved in Crohn's disease. These can cause symptoms including difficulty swallowing (dysphagia), upper abdominal pain, and vomiting.
 
 
                                                      Diagnosis
 
        Endoscopic image of Crohn's colitis showing deep ulceration
       
       CT scan showing Crohn's disease in the fundus of the stomach                 
 
           Crohn's disease can mimic ulcerous colitis on endoscopy. This endoscopic image is of Crohn's colitis showing diffuse loss of mucosal architecture, friability of mucosa in sigmoid colon and exudate on wall, all of which can be found with ulcerous colitis.
                           
           The diagnosis of Crohn's disease can sometimes be challenging, and a number of tests are often required to assist the physician in making the diagnosis. Even with a full battery of tests it may not be possible to diagnose Crohn's with complete certainty; a colonoscopy is approximately 70% effective in diagnosing the disease with further tests being less effective. Disease in the small bowel is particularly difficult to diagnose as a traditional colonoscopy only allows access to the colon and lower portions of the small intestines; introduction of the capsule endoscopy aids in endoscopic diagnosis.
 
                                                 Endoscopy
 
                     A colonoscopy is the best test for making the diagnosis of Crohn's disease as it allows direct visualization of the colon and the terminal ileum, identifying the pattern of disease involvement. Occasionally, the colonoscope can travel past the terminal ileum but it varies from patient to patient. During the procedure, the gastroenterologist can also perform a biopsy, taking small samples of tissue for laboratory analysis which may help confirm a diagnosis. As 30% of Crohn's disease involves only the ileum, cannulation of the terminal ileum is required in making the diagnosis. Finding a patchy distribution of disease, with involvement of the colon or ileum but not the rectum, is suggestive of Crohn's disease, as are other endoscopic stigmata. The utility of capsule endoscopy for this, however, is still uncertain.
                                                      Radiologic tests
 
                      A small bowel follow-through may suggest the diagnosis of Crohn's disease and is useful when the disease involves only the small intestine. Because colonoscopy and gastroscopy allow direct visualization of only the terminal ileum and beginning of the duodenum, they cannot be used to evaluate the remainder of the small intestine. As a result, a barium follow-through x-ray, wherein barium sulfate suspension is ingested and fluoroscopic images of the bowel are taken over time, is useful for looking for inflammation and narrowing of the small bowel. Barium enemas, in which barium is inserted into the rectum and fluoroscopy used to image the bowel, are rarely used in the work-up of Crohn's disease due to the advent of colonoscopy. They remain useful for identifying anatomical abnormalities when strictures of the colon are too small for a colonoscope to pass through, or in the detection of colonic fistulae.
 
CT and MRI scans are useful for evaluating the small bowel with enteroclysis protocols. They are additionally useful for looking for intra-abdominal complications of Crohn'sdisease such as abscesses, small bowel obstruction, or fistulae. Magnetic resonance imaging (MRI) is another option for imaging the small bowel as well as looking for complications, though it is more expensive and less readily available.
                                                             
                                                              Blood tests
 
                              A complete blood count may reveal anemia, which may be caused either by blood loss or vitamin B12 deficiency. The latter may be seen with ileitis because vitamin B12 is absorbed in the ileum. Erythrocyte sedimentation rate, or ESR, and C-reactive protein measurements can also be useful to gauge the degree of inflammation. It is also true in patient with ilectomy done in response to the complication. Another cause of anaemia is anaemia of chronic disease, characterized by its microcytic and hypochromic anaemia. There can be various reasons for anaemia, including medication used in treatment of inflammatory bowel disease like azathioprine which can lead to cytopenia and sulfasalazine which can also result in folate malabsorption, etc. Testing for anti-Saccharomyces cerevisiae antibodies (ASCA) and anti-neutrophil cytoplasmic antibodies (ANCA) has been evaluated to identify inflammatory diseases of the intestine and to differentiate Crohn's disease from ulcerous colitis. Furthermore, increasing amounts and levels of serological antibodies such as ASCA, anti-laminaribioside aid in the prognosis of Crohn's disease.
                                     Comparison with ulcerous colitis
 
                             The most common disease that mimics the symptoms of Crohn's disease is ulcerous colitis, as both are inflammatory bowel diseases that can affect the colon with similar symptoms. It is important to differentiate these diseases, since the course of the diseases and treatments may be different. In some cases, however, it may not be possible to tell the difference, in which case the disease is classified as indeterminate colitis.
 
                                                             Treatment
 
               Currently there is no cure for Crohn's disease and remission may not be possible or prolonged if achieved. In cases where remission is possible, relapse can be prevented and symptoms controlled with medication, lifestyle changes and in some cases, surgery. Adequately controlled, Crohn's disease may not significantly restrict daily living. Treatment for Crohn's disease is only possible when symptoms are active and involve first treating the acute problem, then maintaining remission.
 
                                                          Medication
 
            Acute treatment uses medications to treat any infection (normally antibiotics) and to reduce inflammation (normally aminosalicylate anti-inflammatory drugs and corticosteroids). When symptoms are in remission, treatment enters maintenance with a goal of avoiding the recurrence of symptoms. Prolonged use of corticosteroids has significant side-effects; as a result they are generally not used for long-term treatment. Alternatives include aminosalicylates alone, though only a minority are able to maintain the treatment, and many require immunosuppressive drugs. It has been also suggested that antibiotics change the enteric flora and their continuous use may pose the risk of overgrowth with pathogens such as Clostridium difficile.
                                                      
                     Medications used to treat the symptoms of Crohn's disease include 5-aminosalicylic acid (5-ASA) formulations, prednisone, immunomodulators such as azathioprine, mercaptopurine, methotrexate, infliximab, adalimumab, certolizumab and natalizumab. Hydrocortisone should be used in severe attacks of Crohn'sdisease.                                        Since late 1990s, biological medications are available.
                                   
                                              Lifestyle changes
 
       Certain lifestyle changes can reduce symptoms, including dietary adjustments, proper hydration and smoking cessation. Smoking may increase Crohn's disease, stopping is recommended. Eating small meals frequently instead of big meals may also help with a low appetite. To manage symptoms have a balanced diet with proper portion control. Fatigue can be helped with regular exercise, a healthy diet, and enough sleep. A food diary may help with identifying foods that trigger symptoms. Some patients should follow a low dietary fiber diet to control symptoms especially if fibrous foods cause symptoms.
                                            Surgery
 
               Crohn's cannot be cured by surgery, though it is used when partial or a full blockage of the intestine occurs. Surgery may also be required for complications such as obstructions, fistulas and/or abscesses, or if the disease does not respond to drugs. After the first surgery, Crohn's usually shows up at the site of the resection though it can appear in other locations. After a resection, scar tissue builds up which can cause strictures. A stricture is when the intestines become too small to allow excrement to pass through easily which can lead to a blockage. After the first resection, another resection may be necessary within five years. For patients with an obstruction due to a stricture, two options for treatment are strictureplasty and resection of that portion of bowel. There is no statistical significance between strictureplasty alone versus strictureplasty and resection in cases of duodenal involvement. In these cases, re-operation rates were 31% and 27%, respectively, indicating that strictureplasty is a safe and effective treatment for selected patients with duodenal involvement.
 
                Short bowel syndrome (SBS, also short gut syndrome or simply short gut) can be caused by the surgical removal of the small intestines. It usually develops if a person has had half or more of their small intestines removed. Diarrhea is the main symptom of short bowel syndrome though other symptoms may include cramping, bloating and heartburn. Short bowel syndrome is treated with changes in diet, intravenous feeding, vitamin and mineral supplements and treatment with medications. Another complication following surgery for Crohn's disease where the terminal ileum has been removed is the development of excessive watery diarrhea. This is due to an inability to reabsorb bile acids after resection of the terminal ileum. 
             In some cases of SBS, intestinal transplant surgery may be considered; though the number of transplant centres offering this procedure is quite small and it comes with a high risk due to the chance of infection and rejection of the transplanted intestine.
 
                                              Prospective treatments
 
               Researchers at University College London have questioned the wisdom of suppressing the immune system in Crohn's, as the problem may be an under-active rather than an over-active immune system: their study found that Crohn's patients showed an abnormally low response to an introduced infection, marked by a poor flow of blood to the wound, and the response improved when the patients were given sildenafil citrate.
 
               Recent studies using helminthic therapy or hookworms to treat Crohn's Disease and other (non-viral) auto-immune diseases seem to yield promising results.
 
                                Complementary and alternative medicine
 
             More than half of Crohn's disease sufferers have tried complementary or alternative therapy. These include diets, probiotics, fish oil and other herbal and nutritional supplements. The benefit of these medications is uncertain.
Acupuncture is used to treat inflammatory bowel disease in China, and is being used more frequently in Western society. However, there is no evidence that acupuncture has benefits beyond the placebo effect. Methotrexate is a folate anti-metabolite drug which is also used for chemotherapy. It is useful in maintenance of remission for those no longer taking corticosteroids.
            Metronidazole and ciprofloxacin are antibiotics which are used to treat Crohn's that have colonic or perianal involvement, although, in the United States, this use has not been approved by the Food and Drug Administration. They are also used for treatment of complications, including abscesses and other infections accompanying Crohn's disease.
  
                                Ulcerous colitis
 
             Ulcerous colitis is the illness called inflammatory bowel disease (IBD). 
 
                     In ulcerous colitis, the inner lining of the large intestine or bowel (colon) and the rectum become inflamed (irritated or raw and swollen). Ulcerous colitis can affect the entire colon, but it is usually in the rectum and the lower part of the colon. Inflammation from ulcerous colitis can make the colon empty often, which causes diarrhea. Ulcers form, causing bleeding.
 
                                                                   Causes
                      There is no known cause for ulcerous colitis, but there are many theories about its cause. One theory is that the body's immune system (that fights off infection) reacts to a virus or bacteria. This reaction cannot stop and causes chronic (ongoing) inflammation in the intestine.
                 It has been proven that patients with ulcerous colitis have abnormalities (problems) in the immune system. It is not known if these abnormalities are a cause of the disease or a result of the disease. There is little evidence that ulcerous colitis is caused by emotional distress or allergy to certain foods.
 
                     The most common symptoms of ulcerous colitis are stomach pain and bloody diarrhea (loose bowel movements).
                        Other symptoms that can occur include:
Ø Rectal bleeding (blood in bowel movements)
Ø Fatigue (tiredness)
Ø Loss of appetite
Ø Weight loss
Ø Skin problems
Ø Joint pain
Ø Stunted growth
 
                                     Diagnostics
 
                  Ulcerous colitis is diagnosed by a complete medical history and physical examination along with medical tests. The main goal of the tests is to make sure that the disease is ulcerous colitis and not some other kind of disease that causes diarrhea.
 
                              Testing for ulcerous colitis includes the following:
Blood tests check for anemia (low red blood cell count), which can mean bleeding in the colon or rectum. They can also show if there is an increased number of white blood cells, which might mean that there is inflammation somewhere in the body.
 
Stool cultures tell if there is an infection by a parasite, virus or bacteria. Stool can also be tested for occult (hidden) blood that is not seen on the stool.
Sigmoidoscopy is a test using a flexible tube with a light and camera lens at the end (sigmoidoscope) that is put into the rectum and lower colon (sigmoid colon). It lets the doctor see inflammation in the lining of the rectum and lower colon.      

Colonoscopy is a test that uses a long, flexible tube with a light and camera lens at the end (colonoscope). This allows the doctor to examine the lining of the entire colon.
Biopsy is a tissue sample that is taken for examination and testing in a laboratory. In ulcerous colitis, a biopsy (a small piece of tissue from the lining of the large bowel) is usually done during a sigmoidoscopy or colonoscopy.

Barium enema / X-ray is a procedure that examines the large intestine for abnormalities. A chalky fluid called barium is put into the rectum as an enema. The barium coats the inside of the colon so that it will show up on an X-ray film (picture). An X-ray of the colon shows ulcers (sores) and other problems.
 
Treatment
                  Treatment for ulcerous colitis is different from one child to another. What helps one patient may not help another. Treatment for ulcerous colitis depends upon many things:
·        Health of the child
·        How much of the colon is inflamed
·        Ability of the child to take certain medicines or undergo certain procedures
 
                         The goal of treatment is to:
Ø Put the disease into remission (making the disease inactive)
Ø Help keep the disease in remiss
Ø Improve the quality of life
                  Some patients go into remission (the symptoms of ulcerous colitis go away). However, it is not uncommon for the symptoms to come back (a "flare").
 
 
                             Specific Carbohydrate Diet
 
                "If there is no clear history of lactose (milk sugar) intolerance, eliminating dairy products from the diet is seldom suggested," according to the Crohn's and Colitis Foundation of America (CCFA), which fears the move might cause calcium deficiency in kids. However, parents looking for an alternative nutritional therapy can cut out lactose while continuing to feed their children healthy sources of calcium. The Specific Carbohydrate Diet (SCD) was created for people with IBD and is based on the theory that if a food is known to cause digestive issues in some people, then avoiding it will help the digestive system heal; because of that, lactose is eliminated, but yogurt that has been fermented for 24 hours to remove lactose, and aged cheeses that contain very little, are allowed. The SCD, developed by Sidney Haas, MD, and biochemist Elaine Gottschall, MD, also requires that starches, sugars and all other complex carbohydrates (disaccharides and polysaccharides) be avoided. This includes grains, breads, rice, corn, potatoes and pasta. But monosaccharides, like honey, fruit and many vegetables, which have a single-molecule structure and are easily digestedare fine, although it should be noted that babies under 12 months old should not eat honey. Also encouraged on the diet are pure proteins like eggs, nuts, meats that haven't been processed or had fillers added and legumes that have been soaked before cooking.
                                                                    
                                               Dietary Supplements
 
         Fish oil, rich in omega-3 essential fatty acids, may bring relief to kids with colitis by reducing inflammation, according to the information website ulcerative-colitis.org. The Mayo Clinic agrees that fish oil is an anti-inflammatory, and points out that, while never concretely proven, "one study that included large doses of fish oil 15 or more capsules a day suggested a possible benefit." It also mentions a small trial that showed that taking aloe vera gel daily may help, and acknowledge that probiotics might help combat IBD by adding beneficial bacteria to the gut.
 
 
 
                             
            Guidelines for the managements of ulcerous colitis are diagnosed by clinical evaluation, colonoscopy, barium enema, flexible sigmoidoscopy, laboratory tests and stool studies. Treatment of this illness can require numerous adjustments of therapy, depending on the situation and the individual patient. A close working relationship with a gastroenterologist and/or surgeon is essential.
                                  
                                              Medications
 
                  Three different types of medicines may be used to help control the symptoms of ulcerous colitis. Each helps decrease the inflammation in the lining of the colon.
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    Aminosalicylates (5-ASA drugs) alter the body's ability to create and maintain inflammation. These drugs are used to treat mild cases. They may be taken by mouth or given as an enema or suppository. Examples include Asacol", Pentasa", Colazal", Dipentum" and azulfidine.
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    Corticosteroids (such as prednisone) also affect the body's ability to create and maintain inflammation. These medicines are given by mouth or by vein (intravenous) to quiet down medium to severe disease symptoms, but they are not recommended for long-term use because of their side effects. Steroids may also be given as an enema or suppository for inflammation in the last part of the colon.
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    Immunomodulatory medicines are used in patients when aminosalicylates and cortiosteroids do not work or when patients cannot get off the steroids without their symptoms coming back. These drugs quiet down the immune system but they can take as long as three months to work. Some examples are Imuran (azathioprine) and purinethol (6-MP).
 
                                              Surgery
 
                   Most patients with ulcerous colitis do not need surgery. When medicine does not work, about 20 to 30 percent of patients must have surgery. Ulcerous colitis is cured when the colon is removed.
 
                                      Two types of surgery are common:
ü Ileoanal anastomosis. This operation removes the diseased part of the colon. The outer muscles of the rectum are not removed. The ileum is attached inside the rectum, forming a pouch to hold waste. This allows the patient to pass stool through the anus in a normal manner. Bowel movements may be more frequent and watery than usual.
ü Proctocolectomy. This surgery removes the entire colon and rectum. A small opening is then made in the front of the abdominal wall and the tip of the ileum (end of the lower intestine) is brought to the skin's surface (this procedure is called an ileostomy). The opening of the ileostomy (called a stoma allows drainage of waste into a bag (outside of the body).
    
                                                   The Procedure
Ø The colon and rectum are removed.
Ø The anus and surrounding muscles are left in place.
Ø Part of the small intestine is reshaped to form a pouch within the body. The pouch works like a rectum. It stores waste until a bowel movement occurs.
Ø A temporary ileostomy may be needed as the intestine heals. This is a procedure that lets waste pass into a pouch outside the body.
                      Patients can live normal and active lives after surgery.  
 
                                      Risks and Complications
 
Bowel surgery has certain risks and possible complications. They may include:
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    Infection
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    Injury to nearby organs
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    An anastomosis that leaks
 
[image: image7.png]


    Blood clots
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    Risks related to anesthesia
 
        Differential diagnosis of Inflammatory Bowel Disease
 
 
	Symptoms
	Ulcerous Colitis
	Crohn's Disease

	Diarrhea    
 
	Recurrent diarrhea is very common, but onset may be very gradual and mild or it may not be present. Fecesmay also contain mucus.
	Recurrent diarrhea is fairly common.

	Rectal Bleeding
	Blood is almost always present in stools. It may be readily visible or visible only using a microscope (called occult blood).
	Bleeding not as common as in UC, but can occur.

	Constipation
	Constipation can be a symptom of UC, but not as common as diarrhea. Can occur during flare-ups. May occur when the inflamed rectum triggers a reflex response in the colon that causes it to retain the stool.
	Constipation in Crohn's disease is usually a symptom of obstruction in the small intestine.

	Abdominal Symptoms
	Pain is not prominent symptom, but can vary. May cause vague discomfort in the lower abdomen, an ache around the top of the hipbone, or cramps in the middle of the abdomen. Severe pain can occur during flare-ups. Vomiting and nausea.
	Main symptom is recurrent episodes of pain in the lower right part of the abdomen or above the pubic bone. Often preceded by and relieved by defecation. Bloating, nausea, and vomiting may also occur. Intestinal pain may also be an indication of a serious condition, such as an abscess, or a perforation of the intestinal wall.

	Fever
	May occur with severe attacks.
	Usually low-grade. Spiking fever and chills indicates complications.

	Loss of appetite, weight loss, and impaired growth in children
	Often not evident in mild or even moderately severe UC. Occasionally impairs growth in children and teenagers.
	Common. Typical weight loss is 10 - 20% of normal. Commonly impairs growth in children and teenagers.

	Abnormal defecation: Increased frequency, a feeling of incomplete evacuation, and tenesmus (a painful urge for a bowel movement even if the rectum is empty). Fecal incontinence.
	Symptoms may be mild or severe.
	Can occur in active stages.

	Anal ulcers and fistulas: (channels that can burrow between organs, loops of the intestine, or between the intestines and skin).
	Almost never a symptom.
	Fistulas and ulcers around the anus may be early symptoms.

	Neurologic or psychiatric symptoms.
 
	No.
	May be early signs of Crohn'sdisease when accompanied by gastrointestinal problems.


Note: A 2001 study reporting that early symptoms (called a prodrome) may appear in Crohn's disease, starting about 7 years before the full-blown symptoms occur. The prodromesymptoms included bloating, diarrhea, stomach pain, fever, weight loss, and fatigue. The prodromal period in ulcerous colitis is much shorter (about a year).
6. Materials of methodological support classes

 6.1. Methodological support of classes 
1.   Anatomical and functional features of the intestine in children.

2.  laboratory methods of investigation for intestinal diseases in children (blood test, biochemical, copogram)

3.  Instrumental methods of intestinal diseases( ultrasound of abdomen, EGDS)

4.  Anatomical and functional features of the biliary system in children.

5.  laboratory methods of investigation for biliary system diseases in children (blood test, biochemical, copogram)

6.  Instrumental methods of biliary system diseases( ultrasound of abdomen, ultrasound of gallbladder and evacuatory function of gallbladder, fractional duodenal contents)

7.  Methods of clinical investigations of abdomen ( specific symptoms for intestinal and biliary pathology).

6.2. Information necessary for the formation of knowledge - skills can be found in the literature

- basic:
1. Kliegman, R.M., St Geme, J.W., Blum, N.J., Shah, S.S., Tasker, R.C., Willson, K.M., & Behrman, R.E. (Eds.). (2019). Nelson Textbook of Pediatrics (21st ed.). 4264 p.
2. Ghai ”Essential pediatrics ” 9th Edition. 2019. 814  p.
3. Ng SC, Shi HY, Hamidi N, Underwood FE, Tang W, Benchimol EI, et al. Worldwide incidence and prevalence of inflammatory bowel disease in the 21st century: a systematic review of population-based studies. Lancet. (2018) 390:2769–78.
- additional:
1. Narula N, Dhillon A, Zhang D, Sherlock ME, Tondeur M, Zachos M. Enteral nutritional therapy for induction of remission in Crohn's disease. Cochrane Database Syst Rev. (2018) 4:Cd000542.
6.3. The estimated card for independent work with literature

	N
	Main Task
	Recommendation
	Answers

	1
	2
	3
	4

	1
	Acquaint with literature and educational goals
	Give information about epidemiology of the disease

Give the definition of the disease studied.
	

	2
	Etiology
	Fill the scheme of etiological factors

…%

…%

…%

…%


	

	3
	Pathogenesis
	Fill the scheme of pathogenetic factors

Pathogenesis



	

	4
	Clinical data
	Make differential diagnosis of this disease and similar to its condition
	

	5
	Diagnosis
	Make and explain diagnosis according to the results of clinical, laboratory and instrumental data.
	

	6
	Treatment
	Make program of treatment. Write prescription of preparations which is used for the treatment of this disease

Rp…

Rp…

Rp…

Rp…


	

	7
	Prophylaxis and rehabilitation 
	Fill the scheme of dispensary control

N

Specialist

Time


	


7. Materials for self-control on the quality of training.

A. Questions for self control

1.  Definition of intestinal  and biliary diseases

2.  Spread of intestinal  and biliary diseases

3.  Pathogenesis of intestinal  and biliary diseases

4.  Classification of intestinal  and biliary diseases

5.  Clinical features of intestinal  and biliary diseases

6.  Diagnostics of intestinal  and biliary diseases

7.  Treatment of intestinal  and biliary diseases

B. Tests for self-control.
1. An 11-years-old patient entered the hospital with complaints of abdominal aches, swelling and rumbling, unstable stool. He is ill for about 2 years.  After an examination a diagnosis is proposed: IBS with predominance of diarrhea. Which of the following preparations is necessary to appoint the patient:

A. Ranitidine

B. Penicillin 

+C. Smecta

D. Lactulose

E. Amoxycillin

2. A 12-years-old child is in the clinical on account of the diagnosis of irritable bowel syndrome Complains about frequent abdominal aches, meteorism. Which of the followings preparations is a  miotropic spasmolytic and most effective  for the removal of pain syndrome at IBS?

A.  Linex

B.  Motilium

+C. Mebeverine

D. Famotidine

E. Claritromicine

3. A 9-years-old child complains about spasmodic abdominal aches, decline of appetite, unpleasant taste in to the mouth, dizziness, weakness, fatigue, delay of stool. These complaints disappear after the act of defecation. At an inspection in the conditions of a hospital, no organic pathology from the side of the digestive system is exposed. What pathology is it possible to think?

A. Stomach ulcer

+B. Functional constipation

C. Chronically cholecystitis

D. DBT

E. Crohn’s disease

  4.       A child 11-years-old complains about dull aching pains in right hypochondria, arising up after the physical loading and meal, sometimes attended with nausea. Emotionally labile.  Abdomen is tender at palpation in right hypochondria, positive «cystic» symptoms. Liver +1cm, slightly aching at palpation.  Stool is normal. General analysis of blood: Er - 5,5 * 10  /l, Hb - 120 g/l, ESR  6 mm/hour, AST - 0,52 mmol/l,  ALT - 0,6 mmol/l, general  bilirubin of 22 mcmol/l. During US is the glimpse of bubble as the expressed sediment.  What pathology do these signs testify in favor of?

A. Chronic hepatitis

B. Chronic pancreatitis

+C. Dyskinesia of chole removal ways

D. Cirrhosis of liver

E. Cholelithiasis

5. A child is 7 years old. Complains of abdominal ache of paroxysmal character, which arises up after emotional tension, take of ice-cream, cold drinks.  After a clinical-instrumental examination a diagnosis is proposed: DBT of  hypertensive type. What preparations must be appointed above all things?

A. Antioxidants
B. Antibiotics

+C. Cholespasmolytics and choleretics

D. Choleretics and cholekinetics

E. Sedatives

6.
A boy 12 years at the reception of a hospital, complained of pain in right hypochondria, nausea. A year ago he was treated concerning chronic cholecystitis. What etiologic factor is most credible in the development of this pathology?

A. Nutritional factor

B. Coli bacillus

+C. Stress situations

D. Food allergy

E. Helminthes invasion

7.
A child is 9-years-old, ill for three years. Complains on abdominal ache, more in right hypochondria, subfebrile. Positive symptom of Ker. In blood test, the increase of ESR is marked. What disease can cause such clinical picture?

A. Chronic enterocolitis

+B. Chronic cholecystitis
C. Unspecific ulcerous colitis

D. DBT

E. Acute intestinal infection

8.
An 11-years-old girl entered the clinic with complaints about periodic pains in right hypochondria, fatigue, headaches, increase of temperature to 37.2 C. From anamnesis it is known that these complaints disturb the child for about a year. As a result of examination the diagnosis of chronic cholecystitis was proposed. Specify a basic clinical symptom, which allows a doctor to differentiate chronic cholecystitis from DBT:

A. Evidence of pain syndrome

+B. Duration of disease

C. Presence of symptoms of intoxication

D.   Dyspepsia phenomena

E.  Astheno-vegetative syndrome

9.
A child 8-years-old entered gastroenterology department with complaints about fatigue, epistaxis, headaches, heaviness in right hypochondria, nausea. As a result of examination a diagnosis of chronic hepatitis was proposed.  What variant of chronic hepatitis is more frequent than all in child's age?

A. Autoimmune

B. Viral

+C. Cryptogenic

D. Medicinal

E. Toxic

10.
A girl 12-years-old complains about dull pain, feeling of pressure in right hypochondria and epigastria, decline of appetite, vomiting, epistaxis. She had acute viral hepatitis B a year ago. Objectively: sclera and skin of subicteric, on skin are vascular asterisks. Tone of heart is rhythmic, muffled, systole noise on an apex. In lungs,vesicular breathing. Liver comes forward from under the edge of costal arc, sickly, smooth, edge is rounded. Spleen comes forward by 2 cm. What is the most credible diagnosis:

A. Gilbert’s syndrome

+B. Cirrhosis of liver

C. Chronic hepatitis

D. Chronic cholecystocholangitis

E. Wilson-Konovalov’s disease

11.    A 12-years-old girl has viral hepatitis for 5 years. The state of health has worsened in the last 6 months. She grew thin; the yellowness of skin covers and sclera appeared. Expressed skin itching, teleangioextaasies, epistaxis, ascites. Liver comes forward from under the edge of costal arc by 4 cm, spleen by 3 cm. What syndrome developed with the appearance of  skin itching relating to the  child?

A. Portal hypertension

B. Hydropo-ascitic syndrome

+C. Syndrome of cholestasis

D. Syndrome of hepatocellular insufficiency

E. Syndrome of cytolysis

12.  For a 10-years-old child, the diagnosis of chronic viral hepatitis B is proposed with the maximal degree of activity. Which of the followings laboratory tests most exactly characterizes the syndrome of cytolysis at patient?

A.  Weltman’s test

B. Prothrombin

C. Total protein and protein fractions

+D. Transaminase

E. Takata-Ara test

13.    A 16-years-old child is in the clinic on an account concerning autoimmune hepatitis during 3 years.  Presently on stationary treatment in a gastroenterology department. What medicine is a medicine of choice for  treatment of autoimmune hepatitis?

A. Heptal

B. Essentiale

+C. prednisolone
D. Interferon A
E. Viferon

14.      A 6-years-old child is ill for 2 years. Complains about defecating with blood and mucus to 5-6 times per day, decline of mass of body, weakness. Copogram on pathogenic intestinal flora is negative.  In blood test, there is anemia, elevation of ESR. Your preliminary diagnosis:

A. Dysfunction of  biliary tract

+B. Unspecific ulcerous colitis

C. Stomach ulcer
D. Salmonellosis
E. Chronic pancreatitis
15.  A 6-years-old child is ill for 1,5years. Complains about defecating with blood and mucus and to 6-7 times per day, decline of mass of body, weakness. After bacteriological endoscopic investigation, the diagnosis of UUC is proposed.  What is the most credible genesis of this disease?

A. neurogenic
B. alimentary
+C. autoimmune 
D. allergic
E. infectious
  16. A 6-years-old child complains about spasmodic abdominal aches during the act of defecation, pallor of skin cover, defecating with blood and pus to 4-5 times per day, decline of mass of body, weakness. A hypothetical diagnosis is illness of Crohn’s. The most inforamative method for confirmation of diagnosis is:

A. US of organs of abdominal region

+B. Colonoscopy of intestine

C. General blood test

D. Bacteriological research of excrement

E. Fibrogastroscopy

17.  A 5-years-old child complains about spasmodic abdominal aches during the act of defecation, tenesmus and urges to defecation at night, defecating with blood and pus to 4-5 times per day, decline of mass of body, weakness. At palpation of stomach flatulence, «noise of splash», sickliness on motion of colon, is determined. At colonoscopy of intestine, mucous membrane has the appearance of cobble, gaustry irregular, clearance of mucous membrane is asymmetric. Diagnose:

A. Stomach ulcer

+B. Illness of Crohn

C. Chronic cholecystitis

D. Cholelithiasis illness

E. Irritable bowel syndrome

18.A 6-years-old child complains about spasmodic abdominal aches during the act of defecation, pallor of skin cover,  defecating with blood and pus to 4-5 times per day, decline of mass of body, weakness. A hypothetical diagnosis is illness of Crohn’s. What therapy is good for this patient?

A. Antiacids
B. Cholagogic preparations

C. Prokinetics

+D. Hormones

E. Antibiotics

19..A child 6-years-old complains about spasmodic abdominal aches, pallor of skin cover,  defecating with blood and mucus  to 6-7 times per day, decline of mass of body, weakness. Hypothetical diagnosis of UUC.  What therapy is indicated for this patient?

A. Prokinetics

+B. Cyclosulphanilamides

C. Antacids

D. Cholagogic preparations

E. Vitamins

20.A 5-years-old child entered the hospital with the diagnosis of UUC. What is the frequency of stool  in a day in this patient, in case of severe degree of this disease?

A. 1-2 times per day

B. 5-6 times per day

+C. 8-10 times per day

 D. 2-3 times per day

 E. 7-8 times per day

Tasks

1.
A 12-years-old girl during a month complains on a abdominal, more frequent after fat and fried food, crabbiness, fatigue.  A doctor supposes that the girl has chronic cholecystitis. 

Questions

1.
What is etiology and pathogenesis of chronic cholecystitis?

2.
What methods of investigations must be conducted for clarification of diagnosis?

3.
Conduct differential diagnostics.

4.
Chart of clinical supervision

5.
  Treatment at a health resort
2.
14-years-old boy  was ill with acute viral hepatitis B for  1,5 years ago. Complains on the increased fatigue, violation of sleep, worsening of appetite, nausea, especially in the morning.  These complaints appeared about 3 months back. Skin covers are pinky, single teleangioextasia.  Liver and spleen come forward from under the edge of costal arc on 1 cm,  not painful.  Activity of ALT 2.9 mcmol/h.

Questions:

1.
Which disease is possible to think?

2.
What additional methods of investigations must be appointed to this patient?

3.
What is etiology of this disease?

4.
What syndromes rise up in this pathology and describe them.

5.
Chart of clinical supervision

3. A child  of 15 years entered gastroenterology department with complaints  on fatigue , pains and swelling  of abdomen,  propensity to the diarrheas. Ill  for about two years. Tongue is furred with a whitish raid.  At palpation of abdomen,  rumbling is determined in a transverse and sigmoid colons . General analysis of blood: Er - 5,9 * 10  /l,  Hb - 135 g/l, ERS  3 mm/hour.  Stool analysis for a pathogenic intestinal group is negative. No exposed changes of mucous membrane at irrigoscopy  of of intestine.

Questions:

1.
Give  a preliminary diagnosis

2.
What  is  the pathogenesis of this disease ?

3.
What  additional  laboratory and instrumental investigations must be conducted for final  diagnosis?

4.
Chart of clinical supervision

5.
What drinkable resorts is  possible to send this patient  to?

4. A child 6,5 years grumbles about spasmodic abdominal during the act of defecation, tenesmus and urges to defecation at night,   defecating with blood and pus to 3-4 times per days, decline of mass of body, weakness. At palpation of abdominal flatulence, «noise of splash», tenderness in motion of colon, is determined. At colonoscopy of intestine, mucous membrane has the appearance of cobble, gaustry irregular, clearance of mucous membrane is asymmetric. 

Questions:

     1. Give a clinical diagnosis

2.What additional methods of investigations can be conducted?

3.What diet must be appointed to this patient

4.Principles of therapy of this disease

5.Chart of clinical supervision

5. A 6-years-old child is ill for 1,5years. Grumbles about defecating with blood and mucus to 5-6 times per days, decline of mass of body, weakness. Stool analysis on a pathogenic intestinal flora is negative.  In blood tests there is anemia, elevation of ERS. During conducting  rectoromanoscopy: mucous membrane of bowel  is edematous,  with the phenomena of hyperemia, with erosions  of round form 5 mm in diameter, punctuated hemorrhages.

Questions:

1.
Give a clinical diagnosis

2.
What additional methods of investigation can be conducted?

3.
What diet must be appointed to this patient?

4.
Principles of therapy of this disease

5.
Chart of clinical supervision

8.  Classroom materials for self-study.

 8.1. List of educational practical tasks that must be completed during the practical exercises:

1. Collect history; highlight the points that indicate functional or organic nature of the disease. Pay attention to the role of hepatitis viruses in children 
2.Identify most informative signs of disease during and objective laboratory and instrumental examination of the patient. 
3. Make the clinical diagnosis in modern classification
9. Instructional materials for learning professional skills.

 9.1. Methods of work Stages of the possible

1. Estimate the data obtained medical history and disease risk factors that play a role in causing the disease 
2. Perform a clinical examination of the patient. 
3. Give plan for further examination. 
4. Estimate results of laboratory and instrumental examination of the patient. 
5. Formulate clinical diagnosis in accordance with the classification.
10. Materials for self study
Tests
1.11-years-old boy complains about abdominal aches which arises more frequent after the act of defecation, alternation of diarrheas and constipations,  feeling of the incomplete emptying of intestine.  Which of the following diseases does rise up because of violations of motility of intestine?

A. Chronic enteritis

+B. Irritable bowel syndrome

C. Chronically colitis

D.  Crohn’s disease

E. Unspecific ulcerous colitis

2. A 9-years-old patient during two years complains of abdominal ache, more frequent in the area the navel, of different intensity, sense of swelling up in the abdomen, diarrheas, headaches.  At an examination in the hospital, there was no organic pathology. What is your presumed diagnosis?

A.  Unspecific ulcerous colitis

B. Chronically gastroduodenitis

+C. Irritable bowel syndrome

D.   Crohn’s disease

E. Functional dyspepsia

3. A child 13-years-old entered gastroenterology department with complaints about fatigue, pains and swelling of abdomen, inclination to diarrheas. Ill for about 1.5 years.  Tongue is furred with whitish raid.  At palpation of abdomen, rumbling is determined in the transverse colon and sigmoid colon. General analysis of blood: Er – 5.9 * 10 T /l,  Hb - 135 g/l, ESR  3 mm/hour.  Test of stool on a pathogenic intestinal group is negative. No exposed changes of mucous membrane of intestine at irrigoscopy. Place a clinical diagnosis:

A. Acute intestinal infection

+B. IBS with predominance of diarrhea

C. Chronically colitis

D. Stomach ulcer

E. Functional dyspepsia

4. A gastroenterologist has a 15-years-old child on an account concerning irritable bowel syndrome with the predominance of constipation for two years. What method of research does allow differentiation of IBS from chronic colitis?

A. proctosigmoidoscopy
B. FGDS

+C. histological examination of mucous membrane

D.  Duodenal sounding

E. Electrogastrography

5. A patient 14-years-old entered the hospital with complaints of abdominal ache, sense of the incomplete emptying of intestine after the act of defecation, constipations, ill  for about 3 years.  After an examination a diagnosis is proposed: IBS with predominance of constipation. Which of the following preparations is necessary to appoint the patient?

A. Allochol

+B.Lactulose

C. Famotidine

D. Omeprazole
E. Prednisolone
