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Abstract
Following the international guidelines criteria an ad-
equate “diagnostic conclusion” of inflammatory bowel 
disease (IBD) can be achieved only if clinical, endo-
scopic and laboratory findings, together with sample 
technical adequacy and unequivocal histomorphological 
signs of the disease are available. Thus, a conclusive 
diagnosis requires a complex combination of clinical, 
endoscopic and histological data. A considerable num-

ber of endoscopic biopsies obtained from IBD patients 
do not meet the above-mentioned requirements. The 
aim of the present proposal is to introduce a binary 
system of evaluation in the “diagnostic conclusion” of 
the histopathological report that will help to simplify 
the clinical decisions and consequent patient man-
agement. In patients with no history of disease, the 
pathologist should classify the biopsies in “Diagnos-
tic”, when the criteria established by the international 
guidelines are satisfied and “not diagnostic” when one 
or more of the above-mentioned criteria are not met. 
The term “not diagnostic” should replace “highly sug-
gestive” and “probable”. This new terminology could 
avoid ambiguous expressions that encourage the clini-
cian to classify the patient as affected by IBD without 
fulfilling all of the requirements for an accurate diag-
nostic approach.
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TO THE EDITOR
Various guidelines have defined the criteria used for the 
diagnostic evaluation of  endoscopic biopsies as chronic 
idiopathic inflammatory bowel disease (IBD)[1-5].

Most of  these guidelines include a “preliminary sec-
tion” of  the histological report that includes the evalu-
ation of  the different morphological parameters of  the 
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biopsy specimen and a final section with the “diagnostic 
conclusion” derived from the previous synoptic analyses. 
In practice, the adequate diagnosis of  colon biopsy speci-
mens for non-neoplastic disease requires the following 
parameters: (1) clinical, endoscopic, and laboratory find-
ings; and (2) technical adequacy of  endoscopic sampling 
and histological procedures, particularly a proper orien-
tation of  the biopsies[3]; and unequivocal evidence of  
specific morphological signs of  the disease in histological 
analysis[5-7].

Thus, a conclusive diagnosis requires a complex com-
bination of  clinical, endoscopic and histological data. 
Consequently, a considerable number of  endoscopic 
biopsies obtained from IBD patients do not meet the 
above-mentioned requirements and cannot receive a defi-
nite histological diagnosis. In the more recent guidelines, 
the categories “highly suggestive[1] and “probable”[6] in 
the final section of  the diagnostic report encompass all 
of  these cases. Although these terms are ambiguous, they 
are often interpreted as a definitive diagnosis for the clini-
cal management of  patients with endoscopy suggestive 
for IBD.

The aim of  the present proposal is to introduce a bi-
nary system of  evaluation in the “diagnostic conclusion” 
section that will help to simplify the clinical decisions 
and consequent patient management. For this purpose, 
patients without a previous histological diagnosis of  IBD 
and patients with a previous unequivocal diagnosis of  
IBD should be approached differently.

In patients with no history of  disease, the pathologist 
should use the following terms to classify the biopsies. 

Diagnostic, when the criteria established by the inter-
national guidelines[1,2] for the diagnosis of  IBD are satis-
fied: (1) complete or extensive mapping of  ileo-colonic 
segments; (2) adequate specimens, correctly oriented; (3) 
adequate information, including clinical history, labora-
tory data, and previous histological and/or endoscopic 
reports; and (4) histological examination of  specimens 
shows unequivocal microscopic signs of  the disease 
(diagnostic for IBD) or definitely rules out the diagnosis 
of  IBD (negative for IBD). If  possible, the pathologist 
should specify the type of  the non-IBD colitis (infective, 
drug-induced, lymphocytic, collagenous, etc.).

Not diagnostic, when one or more of  the above-
mentioned criteria are not met. The term “not diagnos-
tic” should replace “highly suggestive”[1] and “probable”[6]. 
After discussion with the gastroenterologist and the en-
doscopist, these patients should be re-evaluated. In cases 
with persistent symptoms, the patient should be sent 
back to endoscopy with the goal of  achieving diagnostic 
biopsies. IBD shows a distinctive microscopic morphol-
ogy only after 2-3 wk[8], which should be considered in 
the timing of  subsequent biopsies. 

In cases of  a previous unequivocal diagnosis of  IBD 
performed in the same institution (or in a different cen-
ter, if  specimens are available for revision), the sampling 
requirements are less stringent and more dependent on 
endoscopy. The categories “diagnostic/not diagnostic” 
in the final section of  the report are not required, but the 

report should include an evaluation of  disease activity, 
the presence or absence of  dysplasia, and the presence or 
absence of  Cytomegalovirus (follow-up evaluation). Fig-
ure 1 provides an example of  an algorithm used for this 
classification.

In our opinion, the advantages of  using this binary 
system to approach endoscopic biopsies in IBD are the 
following: (1) this terminology could avoid ambiguous 
expressions that encourage the clinician to classify the 
patient as affected by IBD without fulfilling all of  the re-
quirements for an accurate diagnostic approach; (2) a sec-
ond set of  biopsies after a “not diagnostic” result should 
simplify the differential diagnosis from non-IBD colitis. 
Moreover, after the first set of  biopsies, the clinician may 
be able to collect other data (laboratory data, response 
to therapy, etc.) that are useful for diagnosis; (3) this ap-
proach will reduce the use of  inappropriate treatments 
that might cause mucosal changes, which can complicate 
the histological evaluation and compromise the correct 
assessment of  the patient[8]; and (4) last, but not least, 
the quality of  clinical and biological studies should be 
improved by including only case series with a definitive 
diagnosis.

The final goal of  our proposal is to seek comments 
and suggestions about this topic and share this approach 
with other authors.
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Figure 1  A graphic representation of the described terms (boxes) with sug-
gestions for clinical management. IBD: Inflammatory bowel disease.
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