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INTRODUCTION

Abstract

Objectives: In Latin America, inflammatory bowel disease (IBD) is rare, and information about it is limited.
This article describes characteristics of IBD patients in a gastroenterology unit at a high-level clinic in Cali,
Colombia. Materials and methods: This is a descriptive study of patients diagnosed with Crohn’s disease
(CD) or ulcerative colitis (UC) at the Clinica Fundacion Valle de Lili between January 2011 and December
2015. Statistical analysis was performed with SPSS version 19. Medians and interquartile ranges were cal-
culated for numerical variables. Frequencies were calculated for qualitative variables. Results: The 416 par-
ticipants included 115 with CD and 301 with UC. Of the total cases, 41% were classified as mild, 23.5% as
moderate and 35.3% as severe. Surgery was performed in 24 patients (9.0%) with UC and 53 (46.1%) with
CD. CD was most frequently managed with biologicals (32.2%), followed by immunomodulators (27.8%), ste-
roids (20%) and 5-ASA (11.3%). The most frequent treatment for UC was 5-ASA (84.8%), but 32.19% received
steroids, 24.6% received azathioprine and 15.9% received biologicals. Conclusions: Early diagnosis remains
a challenge. The severity of UC but not CD in the patients studied was less than that reported elsewhere in the
world. The difference could be related to diagnostic delay. The use of biologicals was close to that reported in
the first world. It is difficult to determine if lower surgery rates are due to better clinical response or to difficult
access to these interventions.
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3.1 to 20.2 cases per 100,000 person-years. (1) In Latin

America, an Argentine study found IBD’s incidence to be 2.2

Crohn’s disease (CD) and ulcerative colitis (UC) are rare
chronic conditions of the gastrointestinal tract whose etio-
logies are only partially understood. Diagnosis is complex
and is often delayed due to low incidence and low levels
of clinical suspicion. CD affects the gastrointestinal tract
transmurally from the mouth to the anus while UC affects
the colonic mucosa.

Various studies have evaluated the epidemiology of inflam-
matory bowel disease (IBD) in different parts of the world.
In North America, incidence of UC ranges from 2.2 to 19.2
cases per 100,000 person-years while for CD it ranges from

per 100,000 inhabitants. A Chilean study did not establish
incidence, but did establish that there is a higher proportion
of UC cases and characteristics similar to those reported in
Europe. (2) In general, as developing countries raise their
standard of living, the incidence of IBD also increases. (3)
Information available in Colombia is limited. The first
series of cases was published in 1991, (4) and a more
recent study found that UC’s behavior is relatively benign
with low rates of surgery and mortality although the trend
is towards a more frequent diagnosis of CD due to its seve-
rity in our population. (5) These data confirmed a smaller
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study. (6) Prior to this study, there had been no studies in
southwestern Colombia. Our study seeks to describe the

demographic and clinical characteristics of patients with
IBD at the Clinica Fundacién Valle del Lili.

MATERIALS AND METHODS

Thisisa descriptive study based onretrospective data collec-

tion. Patients who consulted the Fundaciéon Valle del Lili

who were diagnosed with CD and UC from January 2011

to December 2015 were included. Diagnoses were based

on the international classification of diseases-10th edition

(ICD-10). Patients were pre-selected through manual

review of medical records in the Valle del Lili Foundation’s

computer documentation system (SAP) which listed CD

and UC diagnoses by ICD-10 codes between January 2011

and December 2015. All patients were 18 years or older

of both sexes, had been diagnosed with CD or UC on the
bases of clinical, serum, histological and/or endoscopic
criteria, and had attended the gastroenterology outpatient
clinic between January 2011 and December 20185. It was
estimated that approximately 100 patients were treated
annually. Whether or not they had been assigned an ICD-

10 code for IBD, patients under 18 years of age and those

who did not meet clinical, serum, histological or endosco-

pic criteria for a clear diagnosis were excluded.

The following information from the database of the
Centro de Investigaciones Clinicas de la Fundacién Valle
del Lili (BD Clinic) was collected and broken down by
diagnosis for further analysis:

o DPatient characteristics including date of diagnosis, age
at diagnosis, sex, type of IBD, time from diagnostic
impression to admission, time from admission to first
gastroenterology consultation, associated hospital
stays, comorbidities, and any history of smoking or
alcohol consumption.

« Disease characteristics including surgeries related to
IBD, IBD in first and second degree relatives, positive
autoantibodies of any type (antineutrophil cytoplas-
mic antibodies (ANCA), perinuclear anti-neutrophil
cytoplasmic antibodies (p-ANCA), and cytoplasmic
staining ANCA (c-ANCA)), albumin and hemoglobin
levels, and types of treatment administered.

« UC characteristics including initial severity according
to the Montreal Classification, presence or absence
of extraintestinal manifestations, and remission (defi-
ned as complete resolution of symptoms and clini-
cal, endoscopic or histological healing of the colonic
mucosa). (7)

«  Characteristics of CD including Montreal classification,
Crohn’s Disease Activity Index (CDAI) n at the time
of diagnosis, presence or absence of fistulizing disease,
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presence or absenc of extraintestinal manifestations, ade-
quate response (defined as an improvement of more than
100 points on the CDAI over previous score), relapse
(defined as increased number/intensity of symptoms
related to IBD that required medical consultation and
whichled to increased dosage of medication, a new medi-
cation or surgery). Early relapse was defined as relapse
with a new onset of symptoms in less than three months
after remission. Steroid refractoriness was defined as a
requirement for steroid doses greater than 0.75 mg/kg/
day of prednisolone per day 4 weeks after initiation of
treatment. Recurrences were recorded according to the
Rutgeerts’s scoring system, (9) and endoscopic and his-
tological findings were recorded as explicitly indicated in
the medical history. (7, 8)

Histopathological studies were considered positive if they
mentioned the diagnosis explicitly in the report or if they
reported some characteristic considered typical in the his-
tological definitions of the European Consensus on the
histopathology of IBD. (10)

A descriptive analysis of the data registered in the BD
Clinic was done with the IBM Statistical Package for the
Social Sciences (SPSS) version 19. The median and inter-
quartile range (IQR) were calculated for numerical varia-
bles while qualitative variables were frequently described.
As this was a retrospective analysis of a review of medical
records, unregistered variables were reported as no data in
the results and were excluded from the analysis by variables.

RESULTS

We included 416 participants: 115 (27.6%) with CD and
301 with UC (72.4%), with a ratio of 2.61 UC patients to 1
CD patient and a higher incidence of UC. The median age of
CD patients was 43 years (IQR: 29 to 57 years). It was 42 for
patients with UC (IQR: 30 to SS years). Most were women
who had similar frequencies of comorbidities. Less than 10%
reported tobacco or alcohol use. Family histories of IBD
were more frequent for CD. The average time between the
first consultation and diagnosis was 9.29 months (IQR: 1 to
36 months) for CD and 6 months (IQR: 2 to 18 months) for
UC. In total, 105 patients (32.5%) were hospitalized in gene-
ral wards because of their illness and 38 (9.1%) were hospita-
lized at some point in the intensive care unit (ICU). Patients
with CD were more likely to be hospitalized (Table 1).

The majority of patients (94.4%) did not test positive
for antibodies. The mean hemoglobin level in patients
with CD was 12.3 g/dL (IQR: 6.7-16.9) while it 13 g/dL
(IQR: 11-14) for UC patients. Histopathological samples
were positive in 67 patients with CD (58.3%) and in 200
patients with UC (88.1%) (Table 2).
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Table 1. Characteristics of the study population and hospital stays

Characteristics CcD uc Total
N (%) N (%) N (%)
Sex
- Female 60 (52.2) 167 (55.5) 227 (54.6)
- Male 55(47.8) 134 (44.5) 189 (45.4)
Smoking 9(7.8) 24(9.1) 33(8.7)
-ND 0 38 38
Alcohol 10(8.7) 18(6.8) 28(7.4)
-ND 0 37 37
Comorbidities 32(27.8) 112 (43.4) 144 (38.6)
-ND 0 43 43
History of IBD* 12(104) 10(3.8) 22(5.8)
-ND 0 89 39
Hospital Stays N=115 N=301 N =416
- None 22(33.8) 196 (76) 218 (67.5)
-1 18 (27.7) 42(16.3) 60 (18.6)
-2 17(26.2) 14(54)  31(9.6)
- 3 0 more 8(12.3) 6(23) 14 (4.3)
-ND 50 43 93
- General hospital stays 43 (37.4) 62(20.6) 105 (25.2)
- ICU stays 17 (14.8) 21(7.0)  38(9.1)
*IBD in first degree relatives. ND: no data.
Table 2. Histological and laboratory findings
cD uc Total
N (%) N (%) N (%)

Histological
- Negative 48 (41.7) 27 (11.9) 75(21.9)
- Positive 67 (58.3) 200 (88.1) 267 (78.1)
- SN 0 74 74
Antibodies
- Negative 108 (93.9) 250 (94.7) 358 (94.4)
- ANCA 3(2.6) 3(1.1) 6 (1.6)
- p-ANCA 0(0) 1(0.4) 1(0.3)
- ANCA 0(0) 3(1.1) 3(0.8)
- ANA 4(3.5) 7(2.7) 11(2.9)
-ND 0 37 37

According to the Montreal Classification, 114 of the
UC patients (53.3%) had ulcerative proctitis, 43 (20.1%)
had left colitis, and 57 (26.6%) had pancolitis. The most
common location of CD was ileal (54%) (Figure 1). At
the initial consultation was 23 patients UC patients were

asymptomatic in (10.7%), 10S (49.1%) had mild cases, S5
(25.7%) had moderate cases, and 31 (14.5 %) had severe
cases. Almost half of the patients with CD (48.6%) had
non-stenosing and non-penetrating behavior. Two patients
(1.7%) had perianal disease, one classified as B2, the other
classified as B3. Thirty-four patients (40%) presented fistu-
las (Figure 2).
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Figure 1. Extent of disease according to the Montreal classification.
E1: ulcerative proctitis; E2: left colitis; E3: ulcerative pancolitis; L1:
terminal ileum; L2: colon; L3: ileal colon. L4 was not included because
there were no L4 patients in our study.
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Figure 2. Severity of ulcerative colitis and behavior of Crohn’s disease
according to the Montreal classification. SO: clinical remission; S1: mild;
S2: moderate; S3: severe; B1: non-stenosing and non- penetrating; B2:
stenosing; B3: penetrating; P: perianal.
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The predominant clinical manifestation of CD was abdo-
minal pain, followed by diarrhea. According to the CDAI
classification, 41% of the patients had mild disease; 23.5%
had moderate disease; and 35.29% had severe disease
(Table 3). Extraintestinal manifestations were found in
28 patients with UC (10.3%) and in 33 patients with CD
(44%).Inboth cases, the majority were articular (Figure 3).
Adequate responses were found in 11 patients (25.6%)
while it was inadequate in 32 patients (74.4%). Two
(4.4%) had early relapses, and 8 (17.4%) were refractory to
treatment. Twenty-four patients with UC (9.0%), and 53
with CD (46.1%) underwent some type of surgery related
to their base diagnoses. Ileocecal resections were done in
11 patients with CD (9.5%) and colectomies were done
in 6 (5.22%), with no reports of recurrences. Colectomies
were performed in 16 patients with UC (6.67%) and were
the most frequent surgical interventions. Only 1 patient
with UC underwent a fistulectomy (4.16%).

Table 3. Characteristics of CD

Clinical manifestations N (%)
Weight loss 12 (10.4)
Diarrhea 33 (28.7)
Abdominal pain 73 (63.5)
Anorexia 2(1.7)
Hematochezia 8 (7.0)
Age at diagnosis N (%)
A1 0
A2 56 (52.8)
A3 50 (47.2)
ND 9
CD Al at start N (%)
Remission (< 150) 14 (41.2)
Mild (150- 220) 8 (23.5)
Moderate (220-450) 12 (35.3)
Severe (> 450) 0(0)
ND 81

Of the patients diagnosed with CD, 23 (20%) were trea-
ted with steroids, 32 (27.82%) received azathioprine, 14
(12.17%) were given derivatives of S-aminosalicylic acid
(5-ASA), and 37 (32.17%) were treated with biological
medicine. Of the patients diagnosed with UC, 85 (32.19%)
received steroids, 65 (24.62%) received azathioprine, 224
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(84.8%) received derivatives of S-ASA and 42 (15.9%)
received biological medicine (Figure 4).

DISCUSSION

This study gathered 416 medical records of patients who
had been diagnosed with IBD at a referral center in Cali and
evaluated them retrospectively to determine their charac-
teristics and natural histories. The proportion of patients
with CD and UC (27.6% versus 72.3%) was similar to that
reported in the Colombian series by Juliao (15.8% versus
80.7%), (S) Yepes (23.1% versus 76.9%), (6) and Reyes
(24.2% versus 75.8%), (11) as well as to reports in the
world literature. (12, 13) The proportion reported in the
first Colombian IBD series of 9.3% CD versus 90.7% UC)
was striking but consistent with observations in countries
where IBD is an emerging disease. (6, 14) The median age
at diagnosis in our study was similar to those reported by
Reyes and other international series. (2, 11, 15, 16)

Of'the 115 patients with CD, 32 (27.8%) had at least one
comorbidity. There were six patients (5.21%) with both
solid and hematological oncological diseases, five patients
(4.34%) with arterial hypertension, and three patients
(2.6%) ) with rheumatological diseases. Of the 301 patients
with UC, 112 (43.4%) had and comorbidities: 30 (11.6%)
had arterial hypertension, 18 (6.97%) had rheumatologi-
cal diseases, 8 (3.1%) had oncological diseases (including
two cases of colon cancer), and 7 (2.71%) had psychiatric
diseases (including four cases of depression). The lower
prevalence of psychiatric disorders in our population than
those reported in other series was striking. (17, 18)

A first-degree relative had a history of IBD in 10.4% of
our patients with CD and in 3.8% of our patients with UC.
A Danish study established family histories IBD among
12.2% of new CD cases and among 8.8% of new UC cases.
(19) Interestingly, a metaanalysis reported a higher fre-
quency of IBD family histories among UC patients (12%)
than among CD patients (2%). (20)

Most of the variables recorded in this study were more
severe among CD patients than among UC patients. More
than half of the UC patients (53.3%) had disease limited
to the rectum while 26.6% had pancolitis. This is in line
with previous Colombian studies but differs from studies
elsewhere which show that the frequency of pancolitis has
increased. (5, 6), In several countries it is the most frequent
manifestation. (21-23) Something similar has occurred in
patients with CD. Only 12.7% of our patients had ileocolo-
nic disease, while a frequency close to 50% has been repor-
ted in the literature. Of our UC patients, 49.7% had mild
cases, 25.7% had moderate cases, and 14.5% were severe.
For CD patients these frequencies were 41.17%, 23.5% and
35.3%, respectively. No CD patients were in remission while
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Figure 3. Extraintestinal manifestations. The pie charts show the distribution of patients with and without extraintestinal manifestations for ulcerative
colitis and Crohn’s disease. The distribution of each type of manifestation is shown in the bar graph. UC: ulcerative colitis; CD: Crohn’s disease.
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Figure 4. Treatment of patients with ulcerative colitis and Crohn’s disease.

10.7% of UC patients were asymptomatic. Hospitalization CD took longer to diagnosis in our medical center than
and ICU admissions were both more frequent for CD  did UC: on average 9.2 months versus 6.0 months. This is
patients than for those with UC. Extraintestinal manifes-  consistent with what has been published in Colombian stu-
tations were also more frequent in CD patients. These fre-  dies although these times are greater than those reported
quenciea coincide with those reported in the literature. in the international literature. An Italian multicenter study
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found diagnostic delay for CD was 7.1 months while it was
only two months for UC. Delays were longer in a historical
cohort than in a modern one. (24) A South Korean study
showed that surgery was required more often by patients
with longer diagnostic delays than by other patients. (25)
The presence of autoantibodies was very low compared to
countries with a higher incidences of IBD such as Japan.
(26) In our center, 58.3% of the patients with CD and
88.1% of the patients with UC had some typical histologi-
cal finding or were reported as positive for the diagnosis in
question. Comparison of these findings with those of other
authors is difficult due to the lack of standardization in the
reporting of histopathological specimens from patients
with IBD. A Brazilian study suggests that standardization
of histopathological diagnoses could result in a higher per-
centage of conclusive diagnoses, especially for CD. (27)

The proportions of our patients who received biologi-
cal drugs is similar to that registered in a recent series in
the Colombian population, 35% for CD and 16% for UC.
(11) It seems their use is increasing as demonstrated in
an economic study that reported that the percentage of
CD patients receiving biologicals increased from 21.8%
to 43.8% while that of UC patients increased from 5.1% to
16.2% from 2007 to 2015. (28)

In our population there was a notable difference in the
percentages of CD and UC patients who underwent abdo-
minal surgery: 46.1% of the CD patients required surgery,
but only 9.0% of the UC patients did. Even when appen-
dectomies are excluded, 33% of CD patients underwent
abdominal surgery. Excluding appendectomies, the most
frequent operations were ileocecal resections in CD
patients (9.5%) and colectomies in UC patients (6.67%).
Colectomies were performed in 5.22% of CD patients. The
frequency of intervention in our study was higher than
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