HEPATOBILIARY
Hepatic steatosis is detectable in about one-half of the abnormal
liver biopsies from patients with CD and UC; patients usually present
with hepatomegaly. Fatty liver usually results from a combination of
chronic debilitating illness, malnutrition, and glucocorticoid therapy.
Cholelithiasis occurs in 10—35% of CD patients with ileitis or ileal
resection. Gallstone formation is caused by malabsorption of bile
acids, resulting in depletion of the bile salt pool and the secretion of
lithogenic bile.

Primary sclerosing cholangitis (PSC) is a disorder characterized
by both intrahepatic and extrahepatic bile duct inflammation and
fibrosis, frequently leading to biliary cirrhosis and hepatic failure;
~5% of patients with UC have PSC, but 50-75% of patients with
PSC have IBD. PSC occurs less often in patients with CD. Although
it can be recognized after the diagnosis of IBD, PSC can be detected
earlier or even years after proctocolectomy. Consistent with this, the
immunogenetic basis for PSC appears to be overlapping but distinct
from UC based on GWAS, although both IBD and PSC are
commonly pANCA positive. Most patients have no symptoms at the
time of diagnosis; when symptoms are present, they consist of
fatigue, jaundice, abdominal pain, fever, anorexia, and malaise. The
traditional gold standard diagnostic test is endoscopic retrograde
cholangiopancreatography (ERCP), but magnetic resonance
cholangiopancreatography (MRCP) is sensitive, specific, and safer.
MRCP is reasonable as an initial diagnostic test in children and
adults and can visualize irregularities, multifocal strictures, and
dilatations of all levels of the biliary tree. In patients with PSC, both
ERCP and MRCP demonstrate multiple bile duct strictures
alternating with relatively normal segments.

Gallbladder polyps in patients with PSC have a high incidence of
malignancy, and cholecystectomy is recommended, even if a mass
lesion is <1 cm in diameter. Gallbladder surveillance with ultrasound
should be performed annually. Endoscopic stenting may be palliative
for cholestasis secondary to bile duct obstruction. Patients with
symptomatic disease develop cirrhosis and liver failure over 5-10
years and eventually require liver transplantation. PSC patients have
a 10—-15% lifetime risk of developing cholangiocarcinoma and then



