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Abstract
Objective: To describe the two-year clinical outcomes of a Crohn’s disease (CD) 
care program at a referral hospital in Colombia. Materials and methods: This lon-
gitudinal study was based on a case series of patients managed by a specialized 
CD program in Colombia between 2013 and 2023. Clinical characteristics, disease 
activity at program enrollment (Crohn’s Disease Activity Index [CDAI]), treatment 
adjustments, and CDAI changes during subsequent follow-ups (6, 12, 18, 24, and 
30 months) were reported. Results: A total of 22 patients were included, with a 
median age of 44 years (interquartile range [IQR]: 32–64); 10 (45%) were men. At 
enrollment, 14 patients (63.4%) were in remission, while 8 (36.6%) had mild to mo-
derate disease activity. The median CDAI at enrollment was 124 (IQR: 52.7–211.2), 
with a significant reduction observed at 12 months (CDAI: 50, IQR: 10–115) and 24 
months (CDAI: 24, IQR: 10–117) (p < 0.05). At the end of the follow-up period, 12 
patients (80%) were in remission, 3 (20%) had mild to moderate disease activity, 
7 (31.8%) were lost to follow-up at two years, and 14 (93.3%) were on biologic 
therapy. Conclusion: This study highlights the clinical characteristics, therapeutic 
approaches, and outcomes of a specialized CD care program. The findings su-
ggest that the program effectively reduces CD activity, potentially due to the use 
of biologic therapy. Future studies are needed to confirm the potential benefits of 
specialized care programs.
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INTRODUCTION

Crohn’s disease (CD) is a chronic inflammatory disease of 
the gastrointestinal tract characterized by episodes of acti-
vity that lead to significant morbidity due to progressive 
damage. This impacts quality of life and results in disabi-
lity(1). Fifty percent of patients require surgical treatment 
within 10 years of diagnosis(2). However, in the past decade, 
early diagnosis and the advent of biological therapy have 
improved the disease’s prognosis, reducing costs associated 

with hospitalization and surgery(3). Additionally, the risk of 
hospitalization has decreased to 26% at one year and 40% 
at five years, while the risk of surgery has fallen to 12%, 
18%, and 26% at one, five, and ten years, respectively(4).

The disease follows a course of activity, remission, and 
relapse. Cumulative relapse rates have been recorded at 
53%, 85%, and 90% at one, five, and ten years post-diagnosis, 
respectively(5). Therefore, during follow-up, it is essential to 
quantify the degree of disease activity and the response to 
treatment to make necessary adjustments to management. 
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hemoglobin levels, imaging studies (computed tomography, 
enterography, CT enterography), extraintestinal involve-
ment, treatments received (biologics, immunomodulators, 
corticosteroids), the need for treatment changes or opti-
mization, and adverse events. Biologic treatments included 
infliximab, adalimumab, vedolizumab, and certolizumab. 
Patients on infliximab or adalimumab could receive intensi-
fied regimens in cases of loss of response to standard doses(20, 

21). For this study, missing information was directly collected 
from the hospital’s medical records.

Table 1. Montreal Classification for Crohn’s Disease

Clinical Factors Montreal Classification

Age A1: <16 years

A2: 17 to 40 years

A3: >40 years

Location L1: Ileal

L2: Colonic

L3: Ileocolonic

L4: Isolated upper gastrointestinal tract 
disease

Behavior B1: Non-stricturing, non-penetrating

B2: Stricturing

B3: Penetrating

p: Perineal involvement

Author’s own research.

The analysis focused on the first 30 months of follow-up 
for each patient from the time of enrollment in the program. 
Disease activity was assessed using the CDAI score, which 
was recorded during the initial evaluation and subsequent 
follow-ups every six months (6, 12, 18, 24, and 30 months). 
Based on this score, remission was defined as a CDAI <150; 
mild activity as a CDAI of 150–220; moderate activity as a 
CDAI of 220–450; and severe activity as a CDAI >450(17). 
The primary outcome was the change in CDAI.

Data Analysis

Qualitative variables were measured using absolute and 
relative frequencies. Quantitative variables were recor-
ded using measures of central tendency and dispersion. 
Variables with normal distribution were calculated using 
the mean and standard deviation (SD), while those with 
non-normal distribution were estimated using the median 
and interquartile range (IQR). The Kolmogorov-Smirnov 

The Crohn’s Disease Activity Index (CDAI) is an objective 
tool used to quantify symptoms and, consequently, disease 
activity in CD patients(6). It has been universally applied to 
assess the efficacy and response to various treatments(7–12).

In Colombia, the general population prevalence of CD 
has been reported as 15 per 100,000 inhabitants. The most 
prevalent age group is 35–39 years, with a female predo-
minance of 60%(13) and a higher occurrence of ileal invol-
vement followed by ileocolonic involvement(14). While 
descriptive studies have reported clinical and sociodemo-
graphic characteristics, the frequency of biological and 
other immunomodulatory treatments(14–16), the progres-
sion and outcomes associated with treatment in specialized 
programs have not been documented in our setting.

This study aims to describe the clinical outcomes over 
two years in a CD care program at a referral hospital in 
Colombia.

METHODS

This is a longitudinal study based on a case series, including 
all adult patients (aged 18 years or older) with a previous 
or new diagnosis of Crohn’s disease (CD), managed by the 
specialized institutional program at Hospital Universitario 
San Ignacio (Bogotá, Colombia) between 2013 and 2023. 
Since the diagnosis of CD requires clinical, endoscopic, 
and histopathological correlation(17), diagnoses were only 
accepted after confirmation by the Inflammatory Bowel 
Disease Medical Board. This board diagnoses CD based 
on a combination of clinical, biochemical, and endoscopic 
findings, cross-sectional imaging, and histology, following 
the guidelines suggested by ECCO(18). The board com-
prises three gastroenterologists experienced in inflamma-
tory bowel disease, one rheumatologist, one psychiatrist, 
and one nutritionist. Patients referred to another hospi-
tal during the initial evaluation and those who did not 
meet a minimum follow-up period of six months were 
excluded. The study was approved by the Research and 
Ethics Committee of Pontificia Universidad Javeriana and 
Hospital Universitario San Ignacio in Bogotá (Approval 
Minutes FM-CIE-1164-23). The STROBE checklist was 
used as a guideline. 

Clinical, sociodemographic characteristics, and treatment 
adjustments were obtained from the institutional regis-
try for inflammatory bowel disease patients at Hospital 
Universitario San Ignacio. This registry systematically 
documents information from both initial assessments and 
all subsequent evaluations, including outpatient visits and 
hospitalizations. Collected data included age, sex, type of 
inflammatory bowel disease according to the Montreal clas-
sification (Table 1)(19), symptom onset date, diagnosis date, 
disease activity measurements at all evaluations (CDAI), 
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test with a statistical significance of 5% (p <0.05) was used 
to determine normal distribution.

Patients were divided into two groups for comparison 
based on disease activity at the initial evaluation. The first 
group included patients in remission (CDAI <150), and 
the second included those with mild to moderate activity 
(CDAI: 150–450). No patients presented with severe acti-
vity at baseline. Depending on the characteristics of the 
variables, comparisons between groups were made using 
a Student’s T test, Mann-Whitney U test, or chi-square 
test. As the distribution of CDAI was non-normal, chan-
ges over time in the primary outcome were evaluated using 
the Wilcoxon signed-rank test. Statistical analysis was per-
formed using Stata (Stata Statistical Software: Release 16, 
College Station, TX: StataCorp LLC).

Ethical Considerations

The research was conducted in accordance with ethical gui-
delines proposed by international agreements such as the 
Declaration of Helsinki of the World Medical Association, 
as well as Resolution 008430 of 1993 from the Ministry 
of Health of Colombia. The study was approved by the 
institutional ethics and research committees of Hospital 
Universitario San Ignacio and Pontificia Universidad 
Javeriana (Approval Minutes FM-CIE-1164-23). Signed 
informed consent was not required as the data were anony-
mized, and no sensitive information was exposed.

RESULTS

A total of 22 patients were included in this case series. The 
median age was 44 years (IQR: 32–64), 10 (45%) were 
male, 9 (41%) were newly diagnosed, 14 (63.4%) were in 
remission, and 8 (36.6%) had mild-to-moderate activity 
(MMA) at the initial evaluation. Ileocolonic involvement 
(Montreal classification L3) was more frequent among 
patients with MMA compared to those in remission (50% 
versus 7%, p < 0.05). Conversely, classifications A3, L1, and 
B1 were more common in patients in remission at the initial 
evaluation (A3: 64% versus 37%, p < 0.05; L1: 79% versus 
25%, p < 0.05; and B1: 57% versus 12%, p < 0.05) (Table 2).

Table 3 shows the changes in the median CDAI score 
at each follow-up compared to the initial consultation. 
Regardless of the degree of activity during follow-up, 
there was an average reduction in CDAI scores to remis-
sion levels. This reduction was statistically significant at 12 
months (CDAI: 50, IQR: 10–115) and 24 months (CDAI: 
24, IQR: 10–117) (p < 0.05) (Figure 1). When evalua-
ting CDAI progression based on initial activity levels, 
patients in remission showed a statistically significant 
improvement in CDAI at the 12-month follow-up (CDAI: 

46, IQR: 10–70.7, p < 0.05). Patients with initial mild-to-
moderate activity (MMA) exhibited a statistically signifi-
cant improvement in CDAI at the 6-month (CDAI: 128, 
IQR: 62.5–226) and 12-month follow-ups (CDAI: 115, 
IQR: 12–221) (p < 0.05). By the end of the follow-up, 80% 
of patients were in remission, and 20% had MMA, while 
seven patients (31.8%) discontinued follow-up. Although 
there were no statistically significant differences in corti-
costeroid use during follow-up, there was a notable increase 
in the use of biologic therapies, from 36% at the initial con-
sultation to 82.3% at 24 months (p < 0.05).

DISCUSSION

This study describes the baseline characteristics of patients 
with Crohn’s disease (CD) and their two-year follow-up. 
Several noteworthy aspects emerge: first, the clinical cha-
racteristics of our case series suggest a profile of greater 
disease severity; second, by the end of the follow-up, 93.3% 
of the patients were on biologic therapy, a higher percen-
tage than reported in our setting and in Latin America, 
indicating greater disease complexity in our program; and 
third, care provided by this specialized program demons-
trated a reduction in disease activity during follow-up.

Various clinical predictors are associated with a worse 
prognosis in CD, including disease severity, age at pre-
sentation (<40 years), and ileocolonic involvement(5,22–24). 
These variables influence hospitalization rates, the need 
for surgery, and the type of medical treatment required. 
Perianal involvement and extraintestinal manifestations are 
also associated with greater severity and a higher need for 
immunosuppressive therapy(22,25–28). Penetrating disease, 
in particular, has been directly linked to a higher need for 
surgery and earlier recurrence compared to stricturing 
disease(22).

Our study shows a higher frequency of poor prognostic 
predictors compared to other studies in Colombia. The ave-
rage age was 41 years, which was even lower among patients 
with mild-to-moderate activity (MMA) at 34 years, con-
trasting with other cohorts where the median age ranged 
from 45 to 47 years(14,16). Among patients in remission at 
the initial evaluation, older age (>40 years), ileal invol-
vement, and non-stricturing, non-penetrating behavior 
(Montreal classification A3, L1, B1) were more common, 
findings comparable to other Colombian cohorts(14–16). 
However, these findings differ for those with MMA, who 
more frequently presented between 17 and 40 years of 
age, with ileocolonic involvement and stricturing behavior 
(Montreal classification A2, L3, B2). Additionally, 18% of 
our patients had perianal involvement, a higher frequency 
than previously reported (1.7%–9.8%)(14,15). Finally, 9% of 
our population had upper gastrointestinal tract involve-
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ment, which has not been reported in other Colombian 
cohorts(14–16). Only one study in our setting has reported 
extraintestinal involvement, with higher percentages than 
observed in our study(15).

The fact that a significant proportion of patients in this 
study (36%) were already receiving biologic therapy at the 
initial evaluation may reflect a more severe disease course. 
In Colombia and Latin America, the reported frequency 
of biologic therapy use ranges from 8% to 40%(13–15,29). By 
the end of follow-up, 93.3% of our population was on bio-
logic therapy, a percentage consistent with the adoption 
of biologic therapy in countries with a higher prevalence 

of inflammatory bowel disease. A retrospective study in 
the United States observed an increase in biologic use in 
CD from 21.8% in 2007 to 43.8% in 2015(30). Similarly, a 
French referral center reported that 60% of CD patients 
received at least one anti-TNF agent(31). In our popula-
tion, the high percentage of biologic use likely reflects the 
greater severity of the disease in our program. Considering 
that our hospital is a referral center for inflammatory bowel 
disease, most patients treated here have already been eva-
luated at other institutions and are referred either due to a 
lack of response to other immunomodulatory therapies or 
because of disease severity.

Table 2. Clinical Characteristics at Initial Evaluation of Crohn’s Disease Patients at HUSI by Disease Activity

Variable Total
n = 22

Remission
n = 14

Mild-to-Moderate Activity
n = 8

p-Value

Age at consultation, median (IQR) 44 (32-64) 47 (39-63) 34 (25-67) 0.66

Male sex, n (%) 10 (45.5) 7 (50.0) 3 (37.5) 0.66

Newly diagnosed, n (%) 9 (40.9) 4 (28.6) 5 (62.5) 0.12 

Initial outpatient visit, n (%) 18 (81.8) 14 (100) 4 (50.0) 0.06

Initial emergency visit, n (%) 4 (18.2) 0 (0.0) 4 (50.0) 0.06

Surgical management, n (%) 3 (13.6) 0 (0.0) 3 (37.5) 0.16

Prior surgical history, n (%) 4 (18.2) 3 (21.4) 1 (12.5) 0.76

Extraintestinal manifestations, n (%) 6 (27.3) 4 (28.6) 2 (25.0) 0.92

Hemoglobin (g/dL), median (IQR) 14.7 (12.7-15.8) 15 (13.7-16.2) 12.8 (11.4-15.2) 0.07

Montreal Classification, n (%)

	- A1 0 (0.0) 0 (0.0) 0 (0.0) 1

	- A2 10 (45.5) 5 (35.7) 5 (62.5) 0.22

	- A3 12 (54.5) 9 (64.3) 3 (37.5) 0.01

	- L1 13 (59.1) 11 (78.6) 2 (25.0) 0.01

	- L2 2 (9.1) 1 (7.1) 1 (12.5) 0.67

	- L3 5 (22.7) 1 (7.1) 4 (50.0) 0.02

	- L4 2 (9.1) 1 (7.1) 1 (12.5) 0.67

	- B1 9 (40.9) 8 (57.1) 1 (12.5) 0.04

	- B2 9 (40.9) 4 (28.6) 5 (62.5) 0.11

	- B3 3 (13.6) 2 (14.3) 2 (25.0) 0.53

p-value 4 (18.2) 2 (14.3) 2 (25.0) 0.71

A1: <16 years; A2: 17–40 years; A3: >40 years; HUSI: Hospital Universitario San Ignacio; L1: Ileal; L2: Colonic; L3: Ileocolonic; L4: Isolated 
Upper Gastrointestinal Tract Involvement; B1: Non-Stricturing, Non-Penetrating; B2: Stricturing; B3: Penetrating; p: Perianal Involvement; IQR: 
Interquartile Range. Author’s own research.
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Tabla 3. Change in Median CDAI Score at Semiannual Consultations Compared to Initial Consultation in a Crohn’s Disease Case Series

Variable Initial 
Consultation

n = 22

6-Month 
Follow-Up

n = 22

p-value* 12-Month 
Follow-Up

n = 19

p-value* 18-Month 
Follow-Up

n = 19

p-value* 24-Month 
Follow-Up

n = 17

p-value* 30-Month 
Follow-Up

n = 15

p-value*

CDAI Crohn’s 
disease, (IQR)

124 
(52.7-211.2)

78.5 
(47.7-188)

0.17 50 
(10-115)

<0.05 71 
(25-254)

0.29 24 
(10-117)

<0.05 58 
(30-153)

0.11

Initial Activity Level, CDAI Median (IQR)

Remission 73 
(40.7-122)

74.5 
(42-173.5)

0.44 46 
(10-70.7)

<0.05 60.5 
(8.5-219.2)

0.97 11 
(7-107.2)

0.07 50 
(16-61)

0.13

Mild-to-
moderate 
activity

216 
(195.7-382.2)

128 
(62.5-226)

<0.05 115 
(12-221)

<0.05 170 
(45-297)

0.06 170 
(46-376.5)

0.14 145 
(132.2-

379)

0.46

Patients in 
remission 
at each 
consultation, 
n (%)

14 
(63.6)

15 
(68.2)

0.75 17 
(89.5)

0.052 12 
(63.2)

0.98 14
(82.3)

0.19 12 
(80)

0.28

Treatment, n (%)

Corticosteroid 
use

2 
(9)

7 
(31.8)

0.06 1 
(5.3)

0.63 1 
(5.3)

0.65 2 
(11.8)

0.77 3 
(20)

0.34

Biologic use 8 
(36)

14 
(63.6)

0.07 16 
(84.2)

<0.05 15 
(78.9)

<0.05 14 
(82.3)

<0.05 14 
(93.3)

<0.05

*These values were obtained by comparing activity levels at each follow-up with initial activity. CDAI: Crohn’s Disease Activity Index; IQR: 
Interquartile Range. Author’s own research.

ALM
Remission
Interquartile range

Figure 1. Average change in CDAI score over time. Author’s own research.
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•	 Around 30% of patients discontinued follow-up during 
the study. This may have introduced selection bias, as 
patients with lower disease activity may have left the 
program, while those with higher activity levels may 
have continued follow-up.

•	 The small sample size may have limited the detection of 
statistically significant differences. Further studies with 
larger sample sizes are needed to evaluate the natural 
history of CD in our setting.

A key strength of this study is the reliable diagnosis of Crohn’s 
disease (CD), as all diagnoses were confirmed through a 
multidisciplinary board. Additionally, follow-up through a 
specialized program ensures high data reliability due to the 
maintenance of an institutional registry for these patients. 
However, this series has limitations, including the small 
number of patients, which restricts the precision of CDAI 
change estimates. Moreover, due to the study’s methodo-
logy, hypothesis testing should be considered only as a basis 
for generating hypotheses for future research. Nonetheless, 
this is the first reported case series of CD with longitudinal 
follow-up in Colombia. Another significant limitation is the 
lack of continuous follow-up for some patients. Therefore, 
further multicenter studies are recommended to evaluate the 
natural history of CD patients in our setting.

CONCLUSION

This study presents the clinical characteristics, therapeutic 
approaches, and outcomes of a specialized CD care pro-
gram. Our findings suggest that this program achieves a 
reduction in CD activity, possibly associated with the use 
of biologic therapy. Future studies are needed to confirm 
the potential benefits of specialized care programs.
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By the end of follow-up, 20% of the patients continued 
to have mild-to-moderate activity (MMA) despite being 
on biologic therapy. This may be explained by variability in 
remission rates among different treatments. For example, 
in patients with mild disease activity, budesonide 9 mg/
day achieved clinical remission in 46.7% to 61% of cases. In 
moderate-to-severe disease, prednisolone induced clinical 
remission in 59.8% of patients. Regarding TNF inhibitors, 
a remission rate of 25.5% was observed, with a relative risk 
(RR) of 1.66 (1.17–2.36) in patients with moderate-to-
severe activity who had not responded to conventional the-
rapy(17). Therefore, although corticosteroids and biologic 
therapies are essential tools for managing Crohn’s disease 
(CD), they are not 100% effective.

In our population, the Crohn’s Disease Activity Index 
(CDAI) score showed a statistically significant reduction 
at the 12- and 24-month follow-ups. By the end of the 
follow-up period, 80% of patients were in remission. This 
response could be attributed to two factors: the high use 
of biologic therapy (93.3%) (as previously discussed) and 
the multidisciplinary approach of this program compared 
to standard care. This program enables early treatment 
adjustments, nutritional evaluation, mental health support, 
and assessment of extraintestinal involvement (e.g., rheu-
matology) during the same consultation.

Although disease activity improved during follow-up 
in both patients who started in remission and those with 
MMA at the 12- and 24-month evaluations, this reduction 
was not statistically significant at all time points. This fin-
ding could have three potential explanations:
•	 Previous data prior to the advent of biologic therapy 

demonstrated that disease relapse is common. The 
IBSEN cohort reported cumulative relapse rates of 
53%, 85%, and 90% at one, five, and ten years post-
diagnosis, respectively(5). However, long-term data on 
relapse rates with biologic therapy are limited. A Danish 
population-based cohort of CD patients followed for a 
median of 7.7 years found cumulative recurrence rates 
of 40%, 63%, and 66% at one, five, and seven years after 
diagnosis, respectively(32). These findings highlight the 
importance of strict follow-up for CD patients, as many 
may not respond to available treatments or may relapse 
during follow-up.

REFERENCES

1.	 Torres J, Mehandru S, Colombel JF, Peyrin-Biroulet L. 
Crohn’s disease. The Lancet. 2017;389(10080):1741-55. 
https://doi.org/10.1016/S0140-6736(16)31711-1

2.	 Kruis W, Katalinic A, Klugmann T, Franke GR, Weismüller 
J, Leifeld L, et al. Predictive factors for an uncomplicated 

long-term course of Crohn’s disease: A retrospective analy-
sis. J Crohns Colitis. 2013;7(7):e263-70.  
https://doi.org/10.1016/j.crohns.2012.10.012

3.	 Van Der Valk ME, Mangen MJJ, Leenders M, Dijkstra G, 
Van Bodegraven AA, Fidder HH, et al. Healthcare costs of 



Revista. colomb. Gastroenterol. 2024;39(4):400-407. https://doi.org/10.22516/25007440.1260406 Original article

14.	 Juliao-Baños F, Puentes F, López R, Saffon MA, Reyes G, 
Parra V, et al. Caracterización de la enfermedad inflamatoria 
intestinal en Colombia: resultados de un registro nacional. 
Rev Gastroenterol Mex. 2021;86(2):153-62.  
https://doi.org/10.1016/j.rgmx.2020.05.005

15.	 Rojas Rodríguez CA, Sánchez Londoño S, Rojas N, 
Sepúlveda Copete M, García Abadía JA, Jiménez Rivera DF, 
et al. Descripción clínico-epidemiológica de pacientes con 
enfermedad inflamatoria intestinal en una clínica de cuarto 
nivel en Cali. Rev Colomb Gastroenterol. 2020;35(2):166-
73. https://doi.org/10.22516/25007440.409

16.	 García Duperly R, López Panqueva RP, Londoño 
Schimmer EE, Rey Rubiano AMM, Padron Mercado J, 
Medellín Abueta AY, et al. Características de la enferme-
dad inflamatoria intestinal con respecto a otros centros 
nacionales de Colombia. Rev Colomb Gastroenterol. 
2022;37(1):48-57.  
https://doi.org/10.22516/25007440.752

17.	 Torres J, Bonovas S, Doherty G, Kucharzik T, Gisbert 
JP, Raine T, et al. ECCO Guidelines on Therapeutics in 
Crohn’s Disease: Medical Treatment. J Crohns Colitis. 
2020;14(1):4-22.

18.	 Maaser C, Sturm A, Vavricka SR, Kucharzik T, Fiorino G, 
Annese V, et al. ECCO-ESGAR Guideline for Diagnostic 
Assessment in IBD Part 1: Initial diagnosis, monitoring of 
known IBD, detection of complications. J Crohns Colitis. 
2019;13(2):144-64.  
https://doi.org/10.1093/ecco-jcc/jjy113

19.	 Spekhorst LM, Visschedijk MC, Alberts R, Festen EA, 
van der Wouden EJ, Dijkstra G, et al. Performance of the 
Montreal classification for inflammatory bowel diseases. 
World J Gastroenterol. 2014;20(41):15374-81.  
https://doi.org/10.3748/wjg.v20.i41.15374

20.	 Duveau N, Nachury M, Gerard R, Branche J, Maunoury 
V, Boualit M, et al. Adalimumab dose escalation is effec-
tive and well tolerated in Crohn’s disease patients with 
secondary loss of response to adalimumab. Dig Liver Dis. 
2017;49(2):163-9.  
https://doi.org/10.1016/j.dld.2016.11.002

21.	 Hendler SA, Cohen BL, Colombel JF, Sands BE, Mayer 
L, Agarwal S. High-Dose Infliximab Therapy in Crohn’s 
Disease: Clinical Experience, Safety, and Efficacy. J Crohns 
Colitis. 2015;9(3):266-75.  
https://doi.org/10.1093/ecco-jcc/jju026

22.	 Veloso FT. Clinical predictors of Crohn’s disease course. 
Eur J Gastroenterol Hepatol. 2016;28(10):1122-5.  
https://doi.org/10.1097/MEG.0000000000000698

23.	 Oostenbrug LE, van Dullemen HM, Meerman GJ, Jansen 
PLM, Kleibeuker JH. Clinical outcome of Crohn??s disease 
according to the Vienna classification: disease location is 
a useful predictor of disease course. Eur J Gastroenterol 
Hepatol. 2006;18(3):255-61.  
https://doi.org/10.1097/00042737-200603000-00005

24.	 Wolters FL. Phenotype at diagnosis predicts recurrence 
rates in Crohn’s disease. Gut. 2005;55(8):1124-30.  
https://doi.org/10.1136/gut.2005.084061

inflammatory bowel disease have shifted from hospitalisa-
tion and surgery towards anti-TNFα therapy: Results from 
the COIN study. Gut. 2014;63(1):72-9.  
https://doi.org/10.1136/gutjnl-2012-303376

4.	 Singh S, Proctor D, Scott FI, Falck-Ytter Y, Feuerstein JD. 
AGA Technical Review on the Medical Management 
of Moderate to Severe Luminal and Perianal Fistulizing 
Crohn’s Disease. Gastroenterology. 2021;160(7):2512-
2556.e9. https://doi.org/10.1053/j.gastro.2021.04.023

5.	 Solberg IC, Vatn MH, Høie O, Stray N, Sauar J, Jahnsen 
J, et al. Clinical Course in Crohn’s Disease: Results of a 
Norwegian Population-Based Ten-Year Follow-Up Study. 
Clin Gastroenterol Hepatol. 2007;5(12):1430-8.  
https://doi.org/10.1016/j.cgh.2007.09.002

6.	 Harvey RF, Bradshaw JM. A simple index of crohn’s-disease 
activity. The Lancet. 1980;315(8167):514.  
https://doi.org/10.1016/S0140-6736(80)92767-1

7.	 Hanauer S. Oral pentasa in the treatment of active Crohn?s 
disease: A meta-analysis of double-blind, placebo-con-
trolled trials. Clinical Gastroenterology and Hepatology. 
2004;2(5):379-88.  
https://doi.org/10.1016/S1542-3565(04)00122-3

8.	 Suzuki Y, Motoya S, Takazoe M, Kosaka T, Date M, Nii 
M, et al. Efficacy and tolerability of oral budesonide in 
Japanese patients with active Crohn’s disease: A multi-
centre, double-blind, randomized, parallel-group Phase II 
study. J Crohns Colitis. 2013;7(3):239-47.  
https://doi.org/10.1016/j.crohns.2012.06.006

9.	 Candy S, Wright J, Gerber M, Adams G, Gerig M, 
Goodman R. A controlled double blind study of 
azathioprine in the management of Crohn’s disease. Gut. 
1995;37(5):674-8. https://doi.org/10.1136/gut.37.5.674

10.	 Reinisch W, Panés J, Lémann M, Schreiber S, Feagan B, 
Schmidt S, et al. A Multicenter, Randomized, Double-
Blind Trial of Everolimus Versus Azathioprine and Placebo 
to Maintain Steroid-Induced Remission in Patients 
With Moderate-to-Severe Active Crohn’s Disease. Am J 
Gastroenterol. 2008;103(9):2284-92.  
https://doi.org/10.1111/j.1572-0241.2008.02024.x

11.	 Colombel JF, Sandborn WJ, Reinisch W, Mantzaris 
GJ, Kornbluth A, Rachmilewitz D, et al. Infliximab, 
Azathioprine, or Combination Therapy for Crohn’s Disease. 
New England Journal of Medicine. 2010;362(15):1383-95. 
https://doi.org/10.1056/NEJMoa0904492

12.	 Singh S, Fumery M, Sandborn WJ, Murad MH. Systematic 
review and network meta‐analysis: first‐ and second‐line 
biologic therapies for moderate‐severe Crohn’s disease. 
Aliment Pharmacol Ther. 2018;48(4):394-409.  
https://doi.org/10.1111/apt.14852

13.	 Fernández-Ávila DG, Dávila-Ruales V. Frecuencia de 
uso y costo del tratamiento biológico para enfermedad 
inflamatoria intestinal y artropatía asociada a enfermedad 
inflamatoria intestinal en Colombia durante el año 2019. 
Rev Gastroenterol Mex. 2014;89(2):213-21.  
https://doi.org/10.1016/j.rgmx.2023.03.007



407Clinical Characteristics, Progression, and Outcomes of Patients with Crohn’s Disease Treated at a Referral Hospital in Colombia: Longitudinal Case Series Analysis

29.	 Selvaratnam S, Gullino S, Shim L, Lee E, Lee A, 
Paramsothy S, et al. Epidemiology of inflammatory bowel 
disease in South America: A systematic review. World J 
Gastroenterol. 2019;25(47):6866-75.  
https://doi.org/10.3748/wjg.v25.i47.6866

30.	 Yu H, MacIsaac D, Wong JJ, Sellers ZM, Wren AA, Bensen 
R, et al. Market share and costs of biologic therapies 
for inflammatory bowel disease in the USA. Aliment 
Pharmacol Ther. 2018;47(3):364-70.  
https://doi.org/10.1111/apt.14430

31.	 Peyrin-Biroulet L, Oussalah A, Williet N, Pillot C, Bresler 
L, Bigard MA. Impact of azathioprine and tumour necrosis 
factor antagonists on the need for surgery in newly diagno-
sed Crohn’s disease. Gut. 2011;60(7):930-6.  
https://doi.org/10.1136/gut.2010.227884

32.	 Vester-Andersen MK, Vind I, Prosberg MV, Bengtsson BG, 
Blixt T, Munkholm P, et al. Hospitalisation, surgical and 
medical recurrence rates in inflammatory bowel disease 
2003-2011-A Danish population-based cohort study. J 
Crohns Colitis. 2014;8(12):1675-83.  
https://doi.org/10.1016/j.crohns.2014.07.010

25.	 Schwartz DA, Loftus EV, Tremaine WJ, Panaccione R, 
Harmsen WS, Zinsmeister AR, et al. The natural history of 
fistulizing Crohn’s disease in Olmsted County, Minnesota. 
Gastroenterology. 2002;122(4):875-80.  
https://doi.org/10.1053/gast.2002.32362

26.	 Beaugerie L, Seksik P, Nion-Larmurier I, Gendre J, 
Cosnes J. Predictors of Crohn’s Disease. Gastroenterology. 
2006;130(3):650-6.  
https://doi.org/10.1053/j.gastro.2005.12.019

27.	 Tarrant KM, Barclay ML, Frampton CMA, Gearry 
RB. Perianal Disease Predicts Changes in Crohn’s 
Disease Phenotype-Results of a Population-Based 
Study of Inflammatory Bowel Disease Phenotype. Am J 
Gastroenterol. 2008;103(12):3082-93.  
https://doi.org/10.1111/j.1572-0241.2008.02212.x

28.	 Greenstein AJ, Lachman P, Sachar DB, Springhorn 
J, Heimann T, Janowitz HD, et al. Perforating and 
non-perforating indications for repeated operations in 
Crohn’s disease: evidence for two clinical forms. Gut. 
1988;29(5):588-92. https://doi.org/10.1136/gut.29.5.588



Available in:
https://www.redalyc.org/articulo.oa?id=337782280004

How to cite

Complete issue

More information about this article

Journal's webpage in redalyc.org

Scientific Information System Redalyc
Diamond Open Access scientific journal network
Non-commercial open infrastructure owned by academia

Carlos Lombo , Valentina Dávila , Óscar Mauricio Muñoz , 
Ana María Leguízamo , Paola Roa , Rómulo Vargas
Clinical Characteristics, Progression, and Outcomes of 
Patients with Crohn’s Disease Treated at a Referral 
Hospital in Colombia: Longitudinal Case Series Analysis
Características clínicas, evolución y desenlaces de 
pacientes con enfermedad de Crohn atendidos en un 
hospital de referencia en Colombia: análisis longitudinal 
sobre una serie de casos

Revista colombiana de Gastroenterología
vol. 39, no. 4, p. 400 - 407, 2024
Asociación Colombiana de Gastroenterología,
ISSN: 0120-9957
ISSN-E: 2500-7440

DOI: https://doi.org/10.22516/25007440.1260

https://www.redalyc.org/articulo.oa?id=337782280004
https://www.redalyc.org/comocitar.oa?id=337782280004
https://www.redalyc.org/revista.oa?id=3377&numero=82280
https://www.redalyc.org/articulo.oa?id=337782280004
https://www.redalyc.org/revista.oa?id=3377
https://doi.org/10.22516/25007440.1260

