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Age

 Sanjeet is 24 years of age at diagnosis

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Age- as a Prognostic Factor:

 Although it is common to diagnose ulcerative colitis in 

young adults, an established diagnosis at a younger age 

(<30 years) has been shown to increase the risk of 

disease relapse (p<0.01), and is associated with a higher 

risk of colectomy (HR=0.28, 95% CI=0.12–0.65; 

p=0.003), compared with diagnosis at an older age (≥50 

years). [1]

[1] Solberg IC, Lygren I, Jahnsen J, Aadland E, Høie O, Cvancarova M, et al. Clinical course 

during the first 10 years of ulcerative colitis:

results from a population based inception cohort (IBSEN Study). Scand J Gastroenterol. 

2009;44:431–40 



Gender

 The patient is a male

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Gender-as a Prognostic Factor:

 Colectomy rates in UC have been shown to be significantly 

higher in men compared with women, both for early (≤90 

days from diagnosis) colectomy (men vs women: 2.6% vs

1.1%; HR=2.37, 95% CI=1.43–3.93; p=0.0009), and for late 

(>90 days from diagnosis) colectomy (HR=1.28, 95% 

CI=1.08–1.60; p=0.036). [2]

[2] Targownik LE, Singh H, Nugent Z, Bernstein CN. The epidemiology of colectomy in 

ulcerative colitis: results from a populationbased

cohort. Am J Gastroenterol. 2012;107:1228–35



Lifestyle

 The patient is an ex-smoker

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Smoking- as a Prognostic Factor: 

 Active smoking in UC was shown to be associated 

with a lower risk of:

 Flares (HR=0.8, 95% CI=0.6–0.9) [3]

 Hospitalisation (p=0.01) [4]

 Colectomy (OR=0.57, 95% CI=0.38–0.85) [5]

[3] Höie O, Wolters F, Riis L, Aamodt G, Solberg C, Bernklev T, et al. Ulcerative colitis: patient characteristics may 

predict 10-year disease recurrence in a European-wide population-based cohort. Am J Gastroenterol. 

2007;102:1692–701 link

[4] Odes HS, Fich A, Reif S, Halak A, Lavy A, Keter D, et al. Effects of current cigarette smoking on clinical course 

of Crohn's disease and ulcerative colitis. Dig Dis Sci. 2001;46:1717–21 link

[5] Cosnes J. Tobacco and IBD: relevance in the understanding of disease mechanisms and clinical practice. Best 

Pract Res Clin Gastroenterol. 2004;18:481–96 link



Laboratory Tests

 Serum albumin 38 g/L (normal range: 30–

50 g/L)

• CRP = 3.2 mg/L (normal value: <5 mg/L) 

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Lab-as a Prognostic Factor:  

 A high serum albumin level has indirectly been shown to be 
associated with an improved response to medical therapy 
(OR: 1.10, 95% CI=1.04–1.17; P=0.001). [7]

 At diagnosis, an elevated CRP level is associated with an 
increased risk of colectomy (OR=4.8, 95% CI=1.5–15.1; 
p=0.02). [8]

 An increased CRP level is also associated with a higher risk 
of medical treatment failure, particularly in acute-severe 
colitis (p<0.01). [9]

[7] Ho GT, Mowat C, Goddard CJ, Fennell JM, Shah NB, Prescott RJ, Satsangi J. Predicting the outcome of severe ulcerative 

colitis: development of a novel risk score to aid early selection of patients for second-line medical therapy or surgery. Aliment 

Pharmacol Ther. 2004;19:1079–87 link

[8] Henriksen M, Jahnsen J, Lygren I, Stray N, Sauar J, Vatn MH, Moum B; IBSEN Study Group. C-reactive protein: a predictive 

factor and marker of inflammation in inflammatory bowel disease. Results from a prospective population-based study. Gut. 

2008;57:1518–23 link

[9] Travis SP, Farrant JM, Ricketts C, Nolan DJ, Mortensen NM, Kettlewell MG, Jewell DP. Predicting outcome in severe 

ulcerative colitis. Gut. 1996;38:905–10 link





Treatment

 The patient required steroids to 

induce remission at the first 

presentation, and was then maintained 

with 5-ASA treatment. 

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Treatment- as a Prognostic Factor:  

 The need for steroids at first presentation is a 

surrogate marker of more aggressive disease 

and has been associated with higher colectomy 

rates in patients with UC (HR=1.8; 95% 

CI=1.1–2.7). [17]

[17] Samuel S, Ingle SB, Dhillon S, Yadav S, Harmsen WS, Zinsmeister AR, et al. Cumulative 

incidence and risk factors for hospitalization





Histology

 Although endoscopy showed inactive disease, the 

histologic examination showed active disease 

with the presence of neutrophils in the crypts, 

crypt distortion and a dense infiltrate of plasma 

cells at the base of the crypts (basal 

plasmacytosis). 

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Histology- as a Prognostic Factor:  

 Active histology has been associated with an increased 

risk of colorectal cancer in patients with UC (OR=5.1, 

95% CI=2.36–11.14; p<0.001). [16]

 Also, the presence of basal plasmacytosis has been 

shown to be an independent predictor of disease 

relapse in UC (HR=4.5, 95% CI=1.7–11.9; p=0.003). [19]

[16] Rutter M, Saunders B, Wilkinson K, Rumbles S, Schofield G, Kamm M, et al. Severity of 

inflammation is a risk factor for colorectal neoplasia in ulcerative colitis. Gastroenterology. 

2004;126:451–9

[19] Bitton A, Peppercorn MA, Antonioli DA, Niles JL, Shah S, Bousvaros A, et al. Clinical, 

biological, and histologic parameters as

predictors of relapse in ulcerative colitis. Gastroenterology. 2001;120:13–20



Rapid step-up care approach
The following factors for treatment were considered at the outset:

• The patient’s response to steroids should be assessed after 4–8 

weeks. 

• The target is to obtain full symptom control (normal stools 1–2 

times/day, no blood, no tenesmus) with mucosal healing (endoscopic 

Mayo sub-score=0/1, but ideally Mayo 0, as sustained remission is 

more frequent if Mayo 0 is reached versus Mayo 1). 

• If this target is not achieved, a purine analogue and/or biologic 

treatment should be discussed with the patient. A purine alone may 

be insufficient if the patient does not respond properly to steroid 

induction. Purine may be adapted in case of full disease control but 

with steroid-dependency. A biologic treatment would be adapted to 

both steroid-refractoriness or steroid-dependency. 





Lifestyle, age & clinical symptoms

 He currently smokes 12-15 cigarettes/day

 He is 29 years old at diagnosis

 He has lower abdominal pain that he scored as 

7/10 subjectively.

 7 bowel movements per day; 6 quite loose; 

occasional rectal bleeding and pain on 

defecation.



Lifestyle & age- as a Prognostic Factor:   

 Smoking may predict increased need for therapy 
escalation [EL3], progression to complicated disease 
behavior [EL3], need for surgery [EL3] (relative 
risk=1.31, 95% CI=1.03–1.65) (2) and post-operative 
recurrence in CD [EL3] (p<0.001, OR=2.15; 95% 
CI=1.42–3.27) (3)

 Younger age, and perianal disease, at diagnosis are 
associated with a disabling CD course [EL4] (6-8) 
Younger age at diagnosis (adults <40 years) increases 
risk of surgery [EL2] (p=0.02, OR=0.84 per 5 years, 
95% CI=0.73–0.97) (9)

[2] Cosnes J, Carbonnel F, Beaugerie L, Le Quintrec Y, Gendre JP. Effects of cigarette smoking on the long-term course of Crohn's disease. Gastroenterology. 

1996;110(2):424–31 

[3] Reese GE, Nanidis T, Borysiewicz C, Yamamoto T, Orchard T, Tekkis PP. The effect of smoking after surgery for Crohn's disease: a meta-analysis of 

observational studies. Int J Colorectal Dis. 2008;23(12):1213–21

[6] Beaugerie L, Seksik P, Nion-Larmurier I, Gendre JP, Cosnes J. Predictors of Crohn's disease. Gastroenterology. 2006;130(3):650–6 link

[7] Loly C, Belaiche J, Louis E. Predictors of severe Crohn’s disease. Scand J Gastroenterol. 2008;43:948–54 

[8] Kruis W, Katalinic A, Klugmann T, Franke GR, Weismuller J, Leifeld L, et al. Predictive factors for an uncomplicated long-term course of Crohn’s disease: 

a retrospective analysis. J Crohns Colitis. 2013;7:e263–70 

[9] Tremaine WJ, Timmons LJ, Loftus EV, Jr., Pardi DS, Sandborn WJ, Harmsen WS, et al. Age at onset of inflammatory bowel disease and the risk of surgery 

for non-neoplastic bowel disease. Aliment Pharmacol Ther. 2007;25(12):1435–41 l 



Endoscopy



Endoscopy-

 Endoscopic severity of CD can predict 

development of penetrating complications [EL4] 

(11)

 Extensive and deep ulcers at colonoscopy in 

patients with colonic CD may predict the need for 

surgery (RR=5.43) [EL3] (11)

 However, the endoscopy results do not show 

severe (deep or extensive) ulceration in the colon.

[11] Allez M, Lemann M, Bonnet J, Cattan P, Jian R, Modigliani R. Long-term outcome of patients with active 

Crohn’s disease exhibiting

extensive and deep ulcerations at colonoscopy. Am J Gastroenterol. 2002;97:947–53



Imaging

A 30-cm-long segment of ileum adjacent to 

the cecum is narrowed with marked 

thickening of the ileal wall, ulcerations and 

hyper-enhancement on the T2 weighted 

image. The lumen is narrowed. Some of the 

ulcers penetrate into adjoining tissue. The 

ileum proximal to it is mildly dilated. The 

colon appears to be normal. The 

appearance is consistent with Crohn's 

disease

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Imaging- as a Prognostic Factor:  

 Disease located in the small bowel carries a 

higher risk for surgery than isolated colonic 

disease [EL2] (OR=2.39; 95% CI=1.36-4.20) (4)

 Penetrating and stricturing phenotypes at 

diagnosis are independent risk factors for 

surgery [EL2] (HR=8.6; 95% CI=5.8-12.8) (5)

[4] Lazarev M, Huang C, Bitton A, Cho JH, Duerr RH, McGovern DP, et al. Relationship between proximal Crohn's disease 

location and disease behavior and surgery: a cross-sectional study of the IBD Genetics Consortium. Am J Gastroenterol. 

2013;108(1):106–12 

[5] Biroulet LP, et al. S1184 Cumulative Incidence of and Risk Factors for Major Abdominal Surgery in a Population-Based 

Cohort of Crohn's Disease. Gastroenterology. 2010;138(5, Supplement 1):S–199



Histology



Histology- as a Prognostic Factor:  

 There is little data to support use of biopsy 

images for prognosis in CD; however, 

morphometric analysis of early biopsies may 

have the potential to predict clinical phenotypes 

and outcomes such as surgery in Crohn's colitis 

[EL4] (10)

[10] Klein A, Eliakim R, Karban A, Mazor Y, Ben-Izhak O, Chowers Y, Sabo E. Early histological findings 

quantified by histomorphometry allow prediction of clinical phenotypes in Crohn's colitis patients. 

Anal Quant Cytopathol Histpathol. 2013;35:95–104



Extra intestinal Manifestations: EIM

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



EIM- as a Prognostic Factor: 

 Extra-intestinal manifestations [EL3] seem 

to predict disease progression to 

complicated behavior in CD (8)



HBI Score



Treatment

 The HBI score shows the patient has 

moderate disease; he receives systemic 

steroids (prednisone) for induction of 

remission on first flare based on a 

treatment paradigm for remission 

induction in moderate luminal Crohn's 

disease. (1)

[1] Panaccione R, et al. Review article: treatment algorithms to maximize remission and minimize 

corticosteroid dependence in patients

with inflammatory bowel disease. Aliment Pharmacol Ther. 2008;28:674–88



Treatment- as a Prognostic Factor:  

 Initial requirement for steroids on first 

flare may be an independent risk factor 

(OR=3.1, 95% CI=2.2-4.4) for disabling 

disease during the 5 years following 

diagnosis (6, 7)

[6] Beaugerie L, Seksik P, Nion-Larmurier I, Gendre JP, Cosnes J. Predictors of Crohn's disease. 

Gastroenterology. 2006;130(3):650–6 

[7] Loly C, Belaiche J, Louis E. Predictors of severe Crohn’s disease. Scand J Gastroenterol. 2008;43:948–54 



EXPERT INSIGHT ON 

MANAGING GREG
Based upon the diagnosis and prognosis for Greg:

 Expedited “Step up”?

 Top down?

[1] Panaccione R, et al. Review article: treatment algorithms to maximize remission and minimize 

corticosteroid dependence in patients

with inflammatory bowel disease. Aliment Pharmacol Ther. 2008;28:674–88 





Endoscopy

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Endoscopy- as a Prognostic Factor: 

 Extensive or deep ulcers at colonoscopy in 

patients with colonic CD may predict the need 

for surgery in adult patients (RR=5.43, 95% 

CI=2.64–11.18). [EL3] (11)

 Endoscopic severity of CD can predict 

development of penetrating complications. 

[EL4] (11)

[11] Allez M, Lemann M, Bonnet J, Cattan P, Jian R, Modigliani R. Long term outcome of patients 

with active Crohn’s disease exhibiting extensive and deep ulcerations at colonoscopy. Am J 

Gastroenterol. 2002;97:947–53



Imaging



Imaging- as a Prognostic Factor: 

 The MRE image supports the colonoscopy 

image showing deep and extensive ulceration of 

the colon which may predict the need for 

surgery in adults with colonic CD (RR=5.43, 

95% CI=2.64–11.18). [EL3] (11)

[11] Allez M, Lemann M, Bonnet J, Cattan P, Jian R, Modigliani R. Long term outcome of patients with 

active Crohn’s disease exhibiting extensive and deep ulcerations at colonoscopy. Am J Gastroenterol. 

2002;97:947–53



Histology
Deep ulcerations present in 
the mucosa and submucosa. 

Dense inflammatory infiltrate 
consisting of chronic 

inflammatory cells in the 
mucosa and submucosa. 

No granuloma seen. 

Rectal mucosa has mild 
inflammatory cell infiltration 

only with no ulceration. 

Appearance is consistent with 
inflammatory bowel disease 
and favors Crohn's disease.

1:Non-

Predictors        

2:Favorable 

prognosis     

3:Poor 

prognosis        



Histology- as a Prognostic Factor: 

 There are few data to support use of biopsy images for 

prognosis in CD but morphometric analysis of early 

biopsies may have the potential to predict clinical 

phenotypes and outcomes such as surgery in Crohn's 

colitis. [EL4] (12)

 However, in this case, the histology confirms that 

ulceration observed on colonoscopy is deep which, 

when taken together, may be associated with prediction 

of surgical need (RR=5.43, 95% CI=2.64–11.18). [EL3] 

(11)

[11] Allez M, Lemann M, Bonnet J, Cattan P, Jian R, Modigliani R. Long term outcome of patients with active Crohn’s 

disease exhibiting extensive and deep ulcerations at colonoscopy. Am J Gastroenterol. 2002;97:947–53 link

[12] Klein A, et al. Early histological findings quantified by histomorphometry allow prediction of clinical phenotypes in 

Crohn’s colitis patients. Anal Quant Cytopathol Histpathol. 2013;35:95–104



MANAGING LEAH

 Based on the diagnosis and prognosis for 

the patient…

[15] Panaccione R, Rutgeerts P, Sandborn WJ, Feagan B, Schreiber S, Ghosh S. Review article: 

treatment algorithms to maximize

remission and minimize corticosteroid dependence in patients with inflammatory bowel disease. 

Aliment Pharmacol Ther.

2008;28:674–88





Left colon 50 cm above anus Sigmoid colon 35 cm above anus

Colonoscopy shows active inflammation up to 45 cm above the anal margin. 

There is complete loss of the vascular pattern, moderate friability with bleeding 

upon contact, small erosions, but no large or deep ulcers. A series of 

inflammatory pseudopolyps is also present in the sigmoid. The mucosa is normal 

beyond 45 cm up to the caecum.

• Ulcerative colitis endoscopic index of severity (UCEIS) = 6

• Endoscopic Mayo score = 2

Endoscopy



Endoscopy

Sigmoid colon 20 cm above anus Rectum

Colonoscopy shows active inflammation up to 45 cm above the anal margin. 

There is complete loss of the vascular pattern, moderate friability with bleeding 

upon contact, small erosions, but no large or deep ulcers. A series of 

inflammatory pseudopolyps is also present in the sigmoid. The mucosa is normal 

beyond 45 cm up to the caecum.

• Ulcerative colitis endoscopic index of severity (UCEIS) = 6

• Endoscopic Mayo score = 2



 There is no sign of severe colitis (deep ulcers, 

mucosal abrasion, well-like ulcers, etc.) or 

extensive disease. [EL3] (18)

 However, presence of multiple pseudopolyps 

may be associated with an increased risk of 

colorectal cancer development (OR=2.5; 95% 

CI=1.4–4.6). [EL3] (19)

Endoscopy- as a Prognostic Factor:  

[18] Beaugerie L, Sokol H. Clinical, serological and genetic predictors of inflammatory bowel disease course. 

World J Gastroenterol. 2012;18:3806-13 link

[19] Velayos FS, Loftus EV Jr, Jess T, Harmsen WS, Bida J, Zinsmeister AR, Tremaine WJ, Sandborn WJ. Predictive and 

protective factors associated with colorectal cancer in ulcerative colitis: a case-control study. Gastroenterology. 

2006;130:1941‒9



EXPERT INSIGHT ON MANAGING FRANCIS:

Based on the diagnosis and prognosis for the patient, including the background risk of 

colorectal neoplasia

The following factors for treatment were considered at the outset:

• Steroids with low systemic bioavailability (budesonide or beclomethasone) are 

recommended to avoid systemic toxicity. (23 ) As colonic release of the drug is 

important suppositories or foam are preferred and are better tolerated by patients 

than enemas, where available. (24)

• Response to steroids should be assessed after 4–8 weeks (22 ).The target is to obtain 

full symptom control (normal stools 1–2 times/day, no blood, no tenesmus) with 

mucosal healing (endoscopic Mayo sub-score=0/1, but ideally Mayo 0, as sustained 

remission is more frequent if Mayo 0 is reached versus Mayo 1). [EL3] (24, 25)

• If this target is not achieved, a purine analogue and/or biologic treatment should be 

discussed. Purine alone may be insufficient if the patient does not respond properly to 

steroid induction. Purine may be adapted in case of full disease control but with 

steroid-dependency. A biologic treatment would be adapted to both steroid-

refractoriness or steroid-dependency. (26)

[22] Panaccione R, Rutgeerts P, Sandborn WJ, Feagan B, Schreiber S, Ghosh S. Review article: treatment algorithms to maximize remission and minimize corticosteroid dependence in patients with inflammatory 

bowel disease. Aliment Pharmacol Ther. 2008;28:674–88 

[23] Fasci Spurio F, Aratari A, Margagnoni G, Clemente V, Moretti A, Papi C. Low bioavailability and traditional systemic steroids in IBD: can the former take over the latter? J Gastrointestin Liver Dis. 2013;22:65–71 

[24] Ruddell WS, Dickinson RJ, Dixon MF, Axon AT. Treatment of distal ulcerative colitis(proctosigmoiditis) in relapse: comparison of hydrocortisone enemas and rectal hydrocortisone foam. Gut. 1980;21:885–89 

[25] Boal Carvalho P, Dias de Castro F, Rosa B, Moreira MJ, Cotter J. Mucosal healing in ulcerative colitis -when zero is better. J Crohns Colitis. 2016;10:20‒25 

[26] Dignass A, Lindsay JO, Sturm A, Windsor A, Colombel JF, Allez M, et al. Second European evidence - based consensus on the diagnosis and management of ulcerative colitis part 2: current management. J 

Crohns Colitis. 2012;6:991–1030 


