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Introduction: Inflammatory Bowel Disease (IBD) encompasses Crohn’s disease (CD) and Ulcerative colitis 
(UC). These are chronic inflammatory diseases of the bowel that cause diarrhea, abdominal pain, rectal 
bleeding and weight loss. CD can involve any region of the gut and can affect the full thickness of the bowel 
wall while UC is limited to the innermost layer of the large intestine (colon). Although most patients with CD 
and UC are managed with medicines, some require surgery. Additionally, some people with IBD require 
hospitalisation, or suffer other adverse outcomes.  

IBD is classified according to the Montreal Classification, which uses age of diagnosis, disease location and, 
for CD, disease behavior.  

In 2004, 116 patients were diagnosed with IBD in Canterbury; these patients were a subset of the much 
larger Canterbury IBD Study. Gastroenterologists, surgeons and general practitioners were informed of this 
study and referred the 116 cases to the investigators whom gained consent for inclusion into that study and 
for their clinical notes to be reviewed for ongoing medical research.  

Aim: The aim of this study was to describe the outcomes of the original 116 patients diagnosed in 2004 
over the subsequent decade. 

Methods: Data were retrospectively collected by reviewing electronic records and hard copy files of each 
patient from both public and private hospitals and recorded into an excel spreadsheet for analysis. 

 Results: Eight off the 116 original patients diagnosed in 2004 were excluded from analysis; five were 
diagnosed prior to 2004, two were from outside the Canterbury region and one had their IBD diagnosis ruled 
out, leaving 108 patients in this study. 

Of the remaining 108 patients, 69 (64%) were diagnosed with CD, 37 (34%) with UC and two (2%) with IBD-
Unclassified (IBD-U). There was no significant difference in the numbers of males (49%) compared with 
females (51%) diagnosed with IBD.  

Of the CD patients at diagnosis, 32 (46%) were aged between 17 – 40 years, 28 (41%) over 40 years and 
nine (13%) under 16 years. Most (80%) had uncomplicated disease behaviour with only 20% presenting 
with complicated disease (stricturing or penetrating behaviour). Half of the CD patients had disease limited 
to the large intestine, 22 (32%) had CD of the small intestine and 13 (19%) had CD in both the large and 
small intestine. Only 3% of CD patients had disease in their upper gastrointestinal tract and 13 (19%) had 
perianal involvement. 

Similarly, most patients diagnosed with UC were aged 17 – 40 years (54%), followed by over 40 years 
(43%) and only one UC patient was less than 16 years at diagnosis. Most (54%) of the UC patients were 
diagnosed with disease limited to the rectum, eight (22%) had disease limited to the left side of the large 
intestine and nine (24%) had UC involving the whole large intestine. 

Medication Use: Almost all (95%) of the patients in the study were started on 5-ASA drugs over the 10 year 
follow-up period: on average these medicines were started 2 months after diagnosis. Oral steroid use was 



   
   

similar in CD (62%) and UC (65%) patients, however males with UC were significantly more likely than 
females to require steroid treatment. There was a significant difference in the numbers of CD (55%) and UC 
(35%) patients requiring treatment with immunomodulators (Azathioprine, 6-MP or Methotrexate). Twice as 
many CD (16%) patients as UC (8%) patients required treatment with a biologic agent (Infliximab or 
Adalimumab). Of the 52 patients that were started on an immunomodulator, 13 (25%) had to stop the 
medication due to adverse drug reactions (ADRs). The most common ADRs were nausea and vomiting or 
an allergic reaction, together comprising 62% of the ADR events. 

Hospital Admissions and Surgery: Twenty-two (32%) CD patients and 5 (14%) UC patients were 
hospitalised at diagnosis. A total of 40 (56%) CD patients required hospital admission during the 10 year 
follow-up period compared with 14 (38%) UC patients. CD patients also had more hospital admissions with 
11 (15%) requiring 3 or more admissions compared with 2 (5%) UC patients. The average length of hospital 
admissions was not significantly different between CD (7 days) and UC patients (8 days). 

Only 2 UC patients required surgery. One underwent large bowel resection and stoma formation 78 months 
after diagnosis and the other required perianal surgery (after reclassification as CD). Fourteen (20%) CD 
patients required at least one surgical procedure with 5 (7%) requiring two or more. Bowel resections (38%) 
and perianal surgery (38%) were the most common surgical procedures in patients with CD. Of the bowel 
resections 55% included both the large and small bowel, 27% were small bowel only and 18% were large 
bowel only. Just over half (55%) of those who received a bowel resection also required stoma formation. CD 
patients were significantly more at risk of requiring surgery if diagnosed under 40 years of age or had 
complicated disease. Those with isolated colonic disease were less likely to require surgery than those with 
any small intestinal involvement. 

Changes in Disease classification and phenotype: Results from colonoscopy reports, outpatient letters and 
surgeries were reviewed to determine if any of the 108 patients had changes in their disease phenotype. 
Four (11%) of the UC patients were subsequently reclassified with CD. Two of these patients had 
uncomplicated behaviour whilst two had complicated behaviour. One also developed perianal disease.  

Of the 69 CD patients, 12 (17%) had a change in their disease behaviour and/or location. Five patients 
developed perianal disease over the decade, bringing the total percentage of patients with perianal 
involvement to 26%, (a 7% increase from diagnosis). Four patients progressed to complicated behaviour: in 
total complicated CD was seen in 26% of the group (rising from 20% at diagnosis). A change in disease 
location was seen in four of the 41 CD patients who had at least one follow-up colonoscopy or bowel 
imaging over the ten-year period. Their disease progressed from isolated colonic involvement to CD 
affecting both the colon and the small bowel.  

Conclusion: In this population-based cohort of IBD patients followed over a 10 year period, significantly 
more CD patients required immunomodulator drugs, hospitalisation and surgery than patients with UC. CD 
patients in this cohort were more at risk of requiring surgery if they were diagnosed less than 40 years of 
age, had complicated disease or disease located in the small intestine or both the large and small bowel. 
During the 10-year follow-up period, 11% of UC patients were reclassified as CD, however, disease 
extension was uncommon. Although none of the patients diagnosed with CD were reclassified over time, a 
number of these patients developed disease complications or perianal involvement.  Overall, this group of 
patients had significant problems related to their chronic disease. Close examination of this group has 
identified several factors linked with outcomes: these factors may enable more focused therapies for those 
at greater risk of disease complications. 


