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Abstract

This retrospective chart review was conducted at the King Abdulaziz 
University Hospital, and covered the data for the period 2010–2019. 
The clinical data, include the presenting symptoms, extraintestinal 
symptoms, time elapsed from the onset of the symptoms to the 
confi rmed diagnosis of ulcerative colitis, and endoscopic severity. 
A total of 413 patients with a confi rmed diagnosis of ulcerative 
colitis were included. Approximately 94.3% (n = 299) of the patients 
were presented with diarrhea, with 86.9% of the cases had bloody 
stools, and 64.5% reported lower abdominal pain. About 4.8% of the 
patients (n = 18) lost >10% of their body weight within six months. 
Extraintestinal manifestations were documented in 127 (30.8%) 
patients, including the most common manifestations, such as 
aphthous ulcers (n = 41, 9.9%), large joint arthralgia/arthritis (n = 34, 
8.2%), and erythema nodosum (n = 25, 6.0%). Based on the Montreal 
classifi cation, 76 (18.5%) patients had ulcerative proctitis, 211 (51.0%) 
had left-sided ulcerative colitis, and 126 (30.5%) had extensive or 
pancolitis. The clinical presentation of ulcerative colitis is variable, 
resulting in the delay of their diagnoses. Research and clinical eff orts 
should be directed to facilitate the conduct of early diagnosis.
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Introduction

Ulcerative colitis (UC) is a chronic infl ammatory 
condition of the large intestine characterized by 

a chronic remitting and relapsing course. The precise 
etiology of UC is still unknown. The hallmark symptoms 
include intermittent bloody diarrhea, abdominal pain, 
and rectal urgency, and in most cases, the severity 
and extent of colonic involvement can be predicted 
by the intensity of the patient’s symptoms. Patients 
with a more fulminant disease course are more likely 

to have severe infl ammation, pancolitis, or both. In 
addition, extraintestinal manifestations are reported in 
approximately 11.9% of patients with UC[1].

In cases, where UC is suspected, alternative 
etiologies must be excluded by performing stool 
microscopy for the presence of pus cells, ova, 
and parasites. Additionally, Clostridium diffi  cile 
cytotoxin testing should be performed to exclude 
pseudomembranous colitis. Other laboratory tests, 
such as C-reactive protein (CRP) and fecal calprotectin, 
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are important non-invasive surrogate biochemical 
markers that can also help diff erentiate UC from other 
chronic gastrointestinal diseases and can predict 
active and inactive UC with high accuracy, sensitivity, 
and specifi city[2,3]. Recent studies have also shown that 
fecal calprotectin can predict both endoscopic and 
histological activity of the disease[4–6]. Other laboratory 
investigations, including a complete blood count, may 
demonstrate iron defi ciency anemia due to chronic 
colonic blood loss and electrolyte abnormalities, such 
as hypokalemia, resulting from persistent diarrhea.

The American College of Gastroenterology 
and the British Society of Gastroenterology do not 
recommend radiographic testing in suspected cases 
of UC[7,8]. Colonoscopy or proctosigmoidoscopy and 
biopsy are the standard diagnostic tests for UC. Early 
diagnosis and proper treatment of UC represent a 
challenge for many primary care physicians, who still 
consider infl ammatory bowel disease (IBD) a “diagnosis 
of exclusion”[8], leading to delays in diagnosis and 
treatment. Although it can be sometimes challenging 
to diff erentiate Crohn’s disease (CD) from UC, especially 
during the early stages of the disease, it is crucial 
that clinicians diagnose these conditions correctly, 
because their treatments and complications diff er. 
Moreover, primary care physicians might miss many 
cases of UC, because accurate diagnosis is based on 
endoscopic and histological examinations, which are 
primarily performed by gastroenterologists. Further, 
experienced pathologists should review biopsies from 
suspected UC cases to establish a defi nitive diagnosis. 
Despite this recommendation, up to 5–15% of patients 
may still have a diagnosis of indeterminate colitis after 
an initial evaluation[9].

Until 2012, the clinical and natural course of 
IBD in Saudi Arabia was mostly unknown. Previous 
hospital-based studies conducted in Saudi Arabia[10,11] 
focused mainly on the epidemiologic features of UC, 
and only a limited number of studies described the 
clinical characteristics of these patients[12,13]. Although 
a national, multicenter, observational study was 
recently conducted, it mainly described the clinical 
pattern of early-onset IBD in children aged 0–14 years, 
leaving a gap in knowledge of UC diagnosis in the 
general population[10]. The goal of this study was to 
assess the clinical features, biochemical characteristics, 
pathogenesis, and diagnosis of UC at a tertiary care 
center in the Western Region of Saudi Arabia.

Materials and Methods

This retrospective study included patients diagnosed 
with UC, who were followed up at the Department of 
Medicine, King Abdulaziz University Hospital, Jeddah, 
between January 2010 and December 2019. We 
included all patients aged ≥14 years with a diagnosis 
of UC and excluded those with indeterminate 
colitis. The diagnosis was based on the World Health 
Organization’s defi nition of UC, and only patients, 
who fulfi lled the criteria of symptoms, biochemical 
markers, endoscopy, and histology, when the patients 
were initially examined in our institution, were 
included in the study. Patients were excluded, if they 
had a diagnosis of familial adenomatous polyposis or 
indeterminate colitis. The Research Ethics Committee 
at King Abdulaziz University approved the study 
(Reference Number 58-15).

The data collected included demographic 
characteristics, clinical features, including the time from 
the onset of symptom to diagnosis, and endoscopic 
and biochemical features of the UC. The results of 
laboratory investigations, such as hemoglobin, CRP, 
ferritin, albumin, and fecal calprotectin levels, were 
collected. The data collected were based on the initial 
assessment of the patients during their visits to the 
outpatient department of the gastroenterology unit.

For the purpose of this research, signifi cant weight 
loss was defi ned as a 5% loss of body weight within one 
month, 7.5% loss of body weight within three months, 
or 10% loss of body weight within six months. Severe 
weight loss was defi ned as > 5% loss of body weight 
within one month, > 7.5% loss of body weight within 
three months, or loss of >10% body weight within six 
months. A normal hemoglobin level was considered 
> 12 g/dL. Mild anemia was defi ned as a hemoglobin 
level ≥ 10 g/dL and severe anemia as a hemoglobin 
concentration < 12 g/dL.

Table 1. Demographic characteristics of the patients
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The IBM SPSS Statistics for Windows, Version 222 
(IBM Corp., Armonk, NY USA) was used to process the 
data. The results were expressed as percent frequency, 
median, and mean ± standard deviation (SD).

Results

We reviewed the electronic medical records of 413 
patients, including 210 females (female to male ratio 
= 1.03:1). The mean age at diagnosis was 36.6 ± 16.4 
years (range, 12–84 years). Saudis comprised 68.7% of 
the sample (Table 1). Only two (0.5%) patients had a 
documented family history of UC.

The estimated duration from the onset of symptom 
to diagnosis varied considerably (mean at 7.1 months). 
It ranged between 0–3 months in 63 patients, 4–6 
months in six patients, 7–12 months in three patients, 
1–24 months in fi ve patients, and > 24 months in three 
patients. In most cases, the diagnosis was established 
by gastroenterologists (82.5%) and internists (8.5%). 
Diarrhea was one of the most common presenting 
symptoms, found in approximately three-quarters of 
the patients (n = 299), with 86.9% reporting bloody 
stools at presentation (Table 2). Of these, 4.8% had 
continuous bloody stools. Approximately 64.5% of the 
patients reported abdominal pain, and 4.8% reported 

Clinical Characteristics Frequency* Percent 
Specialty of diagnosing physician 

General practitioner 34 9.0 

Internist 32 8.5 

Gastroenterologist 311 82.5 

Diarrhea (Frequency) 

Normal formed stool 18 5.7 

<4 times/day (mild cases) 138 43.5 

>6 times/day (moderate to severe cases) 146 46.0 

>10 times/day (fulminant colitis) 15 4.8

Bloody stool 

None 51 13.1

Intermittent 156 40.1 

Frequent 159 40.8 

Continuous 23 5.9 

Bowel urgency 

None 79 21.3 

Mild or occasional 234 63.2 

Often 50 13.5 

Continuous 7 1.9 

Abdominal pain 

Yes 260 64.5

No 143 35.5

Weight loss 

No weight loss 206 54.9 

Significant weight loss 151 40.0 

Severe weight loss 18 4.8 

Extraintestinal symptoms 

Erythema nodosum 25 6.0 

Pyoderma gangrenosum 0 0

Hidradenitis suppurativa 3 0.7

Arthritis of the small joints 1 2.6

Oligoarthritis (large joints), disease activity related 34 8.2 

Sacroiliitis (CT proven) 15 3.6 

Scleritis 2 0.5 

Episcleritis 4 1.0 

Aphthous ulcers 41 9.9 

Primary sclerosing cholangitis 2 0.5 
CT: computed tomography 
*The total is <413 in some cells due to missing data. 

Table 2. Clinical data of the patients
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losing more than 10% of their body weight over a six-
month period. Extraintestinal manifestations were 
documented in 127 (30.8%) patients, with the most 
common being aphthous ulcers (9.9%), large joint 
arthralgia/arthritis (8.2%), and erythema nodosum 
(6.0%).

Anemia was documented in 280 (67.8%) patients. 
Approximately 49.3% of the patients had low 
serum ferritin levels, and 71.5% had elevated CRP 
levels. A summary of the results of other laboratory 
investigations are presented in Table 3.

Based on the Montreal classifi cation, 76 (18.5%) 
patients had ulcerative proctitis, 211 (51.0%) had left-
sided UC, and 126 (30.5%) had extensive or pancolitis.

Discussion

Generally, patients with UC, especially those with 
poorly controlled disease, have a poor quality of 
life[11]. One of the contributing factors to poor disease 
control is a delay in the diagnosis, which prevents early 
therapeutic intervention and, consequently, leads to 
the worsening of the disease[12]. Despite the presence 
of classic symptoms, such as abdominal pain, bloody 
diarrhea, hematochezia, and sometimes, weight loss, 
general practitioners are often unfamiliar with the 
extent and variations of UC presentations, which can 
be inconsistent or consist of nonspecifi c symptoms, 
and therefore, can be misdiagnosed as amoebic colitis, 
infectious colitis, or irritable bowel syndrome[13,14]. 

Consequently, UC is often under-diagnosed or is 
diagnosed after a considerable delay.

The average time of 7.1 months from the onset of 
symptom to diagnosis in patients, who were followed 
up in our center, is longer than that reported in other 
studies, which was four months[15]. This diagnostic 
delay can be shortened by increasing the awareness 
about the disease among the general practitioners and 
educating the population about its increasing incidence 
in our setting[16]. Furthermore, the routine use of highly 
accurate diagnostic tools, such as fecal calprotectin, 
in suspected cases of UC may help shorten diagnostic 
delays. Evidence shows that fecal calprotectin is a 
reliable marker of intestinal infl ammation, and it has a 
sensitivity of 90% and a specifi city of 85% in diagnosing 
UC[4]. Unfortunately, many general practitioners and 
internists are unaware of the importance of fecal 
calprotectin in both the diagnosis and the follow up 
of patients with IBD, despite the growing evidence 
that supports its use as a standard test and surrogate 
marker for the diagnosis of UC and its activity[17–19]. 
However, there are some issues that are related to its 
lack of consistent evidence, which validates the cut-off  
values in clinical practice[20]. 

Although gastroenterologists had diagnosed 
most cases of UC (82.5%) in our center, it is noteworthy 
that the general practitioners managed 9.0% of the 
cases without considering referring patients to a 
gastroenterologist during the early disease course, 

Variables Frequent* Percent 
Hemoglobin at diagnosis 

<10 g/dL 105 25.4

10–12 g/dL 175 42.4

>12 g/dL 133 32.2

Serum ferritin 

Normal 75 50.7

Low 73 49.3

C-reactive protein 

Normal 88 28.5

Elevated 221 71.5

Serum albumin 

Normal (≥35 g/dL) 115 40.4 

Low (<35 gm/L) 170 59.6 

Fecal calprotectin 

<100 μg/g 15 18.7 

100–250 μg/g 17 21.3 

>250 μg/g 48 60.0 
*The total is <413 due to missing values in some cells. 

Table 3. Summary of laboratory results



       23Journal of King Abdulaziz University - Medical Sciences  Volume 27,  No. 1, 2020     www.jkaumedsci.org.sa

Epidemiological Study of Ulcerative Colitis: A Single-center Experience in the Western Region of Saudi Arabia
Y.A. Qari

thereby, delaying the diagnosis and, consequently, 
early therapy. This fi nding, in addition to the patients’ 
lack of awareness regarding UC and its increasing 
incidence in the Saudi society[21], may partly explain the 
observed delay in defi nitive diagnosis. Furthermore, 
patients may self-medicate to treat UC symptoms, a 
globally reported problem, which may further delay 
the diagnosis[22]. Another contributor to the delay in 
diagnosis and a common barrier to care in tertiary 
centers is the long delay between referral by the 
general practitioners to the specialty services, such as 
gastroenterology. A potential solution to this problem 
is to use a dedicated triage system to streamline 
referrals from primary health care physicians to the 
tertiary health care specialists. Specialized nurse 
practitioners may also serve as a useful resource in 
this process. National campaigns aimed at educating 
both general practitioners and the general population 
regarding the increasing incidence of UC has the 
potential to help decrease diagnostic delays, increase 
delivery of timely and eff ective therapy, prevent UC 
related complications, and ultimately, preserve and 
improve the quality of life of patients.

Generally, we observed similar phenotypic 
characteristics in our sample compared to those 
reported in UC patients in studies conducted both 
within Saudi Arabia and abroad[23–27]. Our results 
support those of other investigators, who reported 
that the most common presenting symptoms in UC 
included diarrhea, bloody stools, abdominal pain, 
and weight loss[28,29]. Extraintestinal manifestations, 
such as episcleritis, scleritis, and uveitis, peripheral 
arthropathies, erythema nodosum, and pyoderma 
gangrenosum, have been reported in 10–30% of UC 
patients[29], which is consistent with the 30.8% in our 
sample. In a large study conducted on 394 UC patients 
at the King Khalid University Hospital in Riyadh, 
the authors documented arthritis in 16.4% of the 
cases[23], which is comparable to the result in our study 
(14.4%). In their report, other common extraintestinal 
manifestations included osteopenia (31.4%), 
osteoporosis (17.1%), and cutaneous manifestations 
(7.0%).

More than half (67.8%) of our patients had 
anemia, which represents the most common systemic 
complication or extraintestinal manifestation in IBD[30]. A 
systemic review of six studies, including 2,092 patients, 
showed that anemia was prevalent in UC patients, with 
57% of the cases reported to be iron defi cient[30]. In 

another study, including 17,059 IBD patients, 85.1% of 
those with UC were reported to have iron-defi ciency 
anemia[31]. Iron-defi ciency is suggested to occur in UC 
as a result of chronic blood loss secondary to bleeding 
from the infl amed colonic mucosa. According to prior 
reports[32,33], anemia is often insuffi  ciently treated in 
patients with IBD, despite a prevalence of up to 60–
80% of patients, with a low mean corpuscular volume 
and low mean corpuscular hemoglobin[26,33].

Based on the Montreal classifi cation, 30.5% of our 
patients had extensive colitis (E3), 51.0% had left-sided 
colitis (E2), and 18.5% had proctitis (E1). In the study 
by Alharbi et al.[23], 42.7% of the patients had extensive 
UC, 35.3% had left-sided colitis, and 29.2% had 
proctitis. In hospital-based studies conducted abroad, 
extensive forms of UC have also been reported to be 
the predominant form[27]. Approximately two-thirds 
of patients with UC will have E1 or E2 disease at the 
initial presentation[34], which is in line with our fi nding; 
however, it is plausible that the lower proportion of 
patients with E1 disease in our study, compared to those 
of other investigators[27], is due to the diff erences in 
sample composition and size. Additionally, we believe 
that the long delay in diagnosis compared to that 
reported by other investigators[15] led to more time for 
disease progression from proctitis to proctosigmoiditis, 
which has been described in about 30% of the patients 
with UC[34].

Although this is a large cohort of UC patients, 
this study is limited by its retrospective design, and 
therefore, a cause-eff ect relationship cannot be 
inferred from our analysis. Nevertheless, this study 
was designed as a pilot study, and a subsequent 
study is planned to enable fi rm conclusions regarding 
the diagnosis and clinical characteristics of UC in our 
institution.

Conclusions

This study has shown that, although UC patients 
presented with classic symptoms that have been 
reported in the literature, the clinical presentation is 
inconsistent, which may result in misdiagnosis and 
diagnostic delay. Of note is that diagnostic delay is 
frequent in our institution, suggesting that eff orts 
should be directed at improving the timing of UC 
diagnosis. Future studies should investigate the factors 
associated with diagnostic delays in our setting. 



24                                            Journal of King Abdulaziz University - Medical Sciences  Volume 27,  No. 1, 2020     www.jkaumedsci.org.sa

Epidemiological Study of Ulcerative Colitis: A Single-center Experience in the Western Region of Saudi Arabia
Y.A. Qari

Confl ict of Interest

The author has no confl ict of interest.

Disclosure and Ethical Approval

This study was approved by the Unit of Biomedical 
Ethics Research Committee at King Abdulaziz University 
(KAUH), Jeddah, Saudi Arabia (Reference No. 58-15).

This work was funded by the Deanship of Scientifi c 
Research of the King Abdulaziz University, Jeddah, 
under Grant No. 140-81-D1436.

Rerefences

[1] Hsu YC, Wu TC, Lo YC, Wang LS. Gastrointestinal 

complications and extraintestinal manifestations of 

infl ammatory bowel disease in Taiwan: A population-

based study. J Chin Med Assoc 2017; 80(2): 56–62.

[2] Carlsen K, Riis LB, Elsberg H, Maagaard L, Thorkilgaard 

T, Sørbye SW, et al. The sensitivity of fecal calprotectin in 

predicting deep remission in ulcerative colitis. Scand J 

Gastroenterol 2018; 53(7): 825–30.

[3] Rheenen PF van, Vijver EV de, Fidler V. Faecal calprotectin 

for screening of patients with suspected infl ammatory 

bowel disease: diagnostic meta-analysis. BMJ 2010; 341: 

C3369.

[4] Hart L, Chavannes M, Kherad O, Maedler C, Mourad N, 

Marcus V, Afi f W, Bittion A, Lakatos PL, Brassard P, Bessissow 

T. Faecal calprotectin predicts endoscopic and histological 

activity in clinically quiescent ulcerative colitis. J Crohns 

Colitis 2020; 14(1): 46–52.

[5] Ryu DG, Kim HW, Park SB, Kang DH, Choi CW, Kim SJ, 

Nam HS. Clinical implications of fecal calprotectin and 

fecal immunochemical test on mucosal status in patients 

with ulcerative colitis. Medicine (Baltimore) 2019; 98(36): 

e17080.

[6] Karling P, Lundgren D, Eklöf V, Palmqvist R, Hultdin J. 

Improved monitoring of infl ammatory activity in patients 

with ulcerative colitis by combination of faecal tests for 

haemoglobin and calprotectin. Scand J Clin Lab Invest 

2019; 79(5): 341–346.

[7] Kornbluth A, Sachar DB; Practice Parameters Committee 

of the American College of Gastroenterology. Ulcerative 

colitis practice guidelines in adults: American College of 

Gastroenterology, Practice Parameters Committee. Am J 

Gastroenterology 2010; 105(3): 501–523.

[8] Kellerman R, Mayans L. Gastroenterology, An Issue of 

Primary Care: Clinics in Offi  ce Practice, e-Book. Elsevier 

Health Sciences; 2017.

[9] Lamb CA, Kennedy NA, Raine T, Hendy PA, Smith PJ, Limdi 

JK, Hayee B, Lomer MC, Parkes GC, Selinger C, Barrett KJ, 

Justin Davies R, Bennett Ca Gittens S, Dunlop MG, Faiz O, 

Fraser A, Garrick V, Johnston PD, Parkes M, Sanderson J, 

Terry H, IBD Guidelines eDelphi Consensus Group; Gaya 

Dr, Iqbal TH, Taylor SA, Smith M, Brookes M, Hansen R, 

Barney Hawthorne A. British Society of Gastroenterology 

consensus guidelines on the management of infl ammatory 

bowel disease in adults. Gut 2019; 68(Suppl 3): s1–s106.

[10] Al-Hussaini A, El Mouzan M, Hasosah M, Al-Mehaidib A, 

ALSaleem K, Saadah OI, Al-Edreesi M. Clinical pattern of 

early-onset infl ammatory bowel disease in Saudi Arabia: A 

multicenter national study. Infl amm Bowel Dis 2016; 22(8): 

1,961–1,970.

[11] Gibson PR, Vaizey C, Black CM, Nicholls R, Weston AR, 

Bampton P, Sparrow M, Lawrance IC, Selby WS, Adnrews 

JM, Walsh A, Hetzel DJ, Macrae FA, Moore GT, Weltman MD, 

Leong RW, Fan T. Relationship between disease severity 

and quality of life and assessment of health care utilization 

and cost for ulcerative colitis in Australia: A cross-sectional, 

observational study. J Crohns Colitis 2014; 8(7): 598–606.

[12] Lee D, Koo JS, Choe JW, Suh SJ, Kim SY, Hyun JJ, Jung SW, 

Jung YK, Yim HJ, Lee SW. Diagnostic delay in infl ammatory 

bowel disease increases the risk of intestinal surgery. World 

J Gastroenterol 2017; 23(35): 6,474–6,481.

[13] Parente JM, Coy CS, Campelo V, Dias Parente MP, Costa LA, 

da Silva RM, Stephan C, Zeitune JM. Infl ammatory bowel 

disease in an underdeveloped region of Northeastern 

Brazil. World J Gastroenterol 2015; 21(4): 1,197–1,206.

[14] Nwokediuko S, Bojuwoye B, Ozumba UC, Ozoh G. 

Peculiarities of chronic diarrhea in Enugu, Southeastern 

Nigeria. J Health Sci 2002; 48(5): 435–440.

[15] Vavricka SR, Spigaglia SM, Rogler G, Pittet V, Michetti P, 

Felley C, Mottet C, Braegger CP, Rogler D, Straumann A, 

Bauerfeind P, Fried M, Schoepfer AM, Swiss IBD Cohort 

Study Group. Systematic evaluation of risk factors for 

diagnostic delay in infl ammatory bowel disease. Infl amm 

Bowel Dis 2012; 18(3): 496–505.

[16] Alatab S, Sepanlou SG, Ikuta K, Vahedi H, Bisignano C, Safi ri 

S; GBD 2017 Infl ammatory Bowel Disease Collaborators. 

The global, regional, and national burden of infl ammatory 

bowel disease in 195 countries and territories, 1990–2017: 

a systematic analysis for the Global Burden of Disease Study 

2017. Lancet Gastroenterol Hepatol 2020; 5(1): 17–30.

[17] Mumolo MG, Bertani L, Ceccarelli L, Laino G, Di Fluri G, 

Albano E, Tapete G, Costa F. From bench to bedside: 

Fecal calprotectin in infl ammatory bowel diseases clinical 

setting. World J Gastroenterol 2018; 24(33): 3,681–3,694.

[18] Rokkas T, Portincasa P, Koutroubakis IE. Fecal calprotectin in 

assessing infl ammatory bowel disease endoscopic activity: 

A diagnostic accuracy meta-analysis. J Gastrointestin Liver 

Dis 2018; 27(3): 299–306.

[19] Li J, Zhao X, Li X, Lu M, Zhang H. Systematic review with 

meta-analysis: Fecal calprotectin as a surrogate marker 

for predicting relapse in adults with ulcerative colitis. 

Mediators Infl amm 2019; 2019: 2136501.

[20] Jha AK, Chaudhary M, Dayal VM, Kumar A, Jha SK, Jha P, 

Purkayastha S, Ranjan R. Optimal cut-off  value of fecal 



       25Journal of King Abdulaziz University - Medical Sciences  Volume 27,  No. 1, 2020     www.jkaumedsci.org.sa

Epidemiological Study of Ulcerative Colitis: A Single-center Experience in the Western Region of Saudi Arabia
Y.A. Qari

calprotectin for the evaluation of ulcerative colitis: An 

unsolved issue? JGH Open 2018; 2(5): 207–213.

[21] Al-Mofarreh M, Al-Mofl eh IA. Emerging infl ammatory 

bowel disease in Saudi outpatients: A report of 693 cases. 

Saudi J Gastroenterol 2013; 19(1): 16–22.

[22] Rodríguez-Lago I, Mesonero Gismeno F, Cañas M, Savini 

C, Saldaña R, Feo-Lucas L, Fernandez S, Cea-Calvo L, Juliá 

B.P371 Self-medication with analgesics in ulcerative 

colitis: Results of a patient survey. J Crohns Colitis 2020; 

14(Supplement 1): S349–50.

[23] Alharbi OR, Azzam NA, Almalki AS, Almadi MA, Alswat KA, 

Sadaf N, Aljebreen AM.. Clinical epidemiology of ulcerative 

colitis in Arabs based on the Montréal classifi cation. World 

J Gastroenterol 2014; 20(46): 17,525–17,531.

[24] Alamin AH, Ayoola EA, El Boshra AS, Hamaza MK, Gupta V, 

Ahmed MA. Ulcerative colitis in Saudi Arabia: A retrospective 

analysis of 33 cases treated in a regional referral hospital in 

Gizan. Saudi J Gastroenterol 2001; 7(2): 55–58. 

[25] Zippi M, Corrado C, Pica R, Avallone EV, Cassieri C, De Nitto 

D, Paoluzi P, Vernia P. Extraintestinal manifestations in a 

large series of Italian infl ammatory bowel disease patients. 

World J Gastroenterol 2014; 20(46): 17,463–17,467. 

[26] da Silva BC, Castro Lyra A, Cardeal Mendes CM, Oliveira 

Ribeiro CP, Oliveira Lisboa SR, de Souza MT, Cavalcanti 

Portela R, Oliveira Santana G. The demographic and clinical 

characteristics of ulcerative colitis in a Northeast Brazilian 

population. Biomed Res Int 2015; 2015: 359130.

[27] Balaii H, Asadzadeh Aghdaei H, Farnood A, Habibi M, Mafi  

AA, Firouzi F, Sharifi an A, Shahrokh S, Lahmi F, Zojaji H, Naderi 

N, Zali MR. Time trend analysis and demographic features 

of infl ammatory bowel disease in Tehran. Gastroenterol 

Hepatol Bed Bench 2015; 8(4): 253–261.

[28] Perler B, Ungaro R, Baird G, Mallette M, Bright R, Shah S, 

Shapiro J, Sands BE.. Presenting symptoms in infl ammatory 

bowel disease: Descriptive analysis of a community-based 

inception cohort. BMC Gastroenterology 2019; 19(1): 47–

55.

[29] Lynch WD, Hsu R. Ulcerative colitis [Internet]. In: StatPearls. 
Treasure Island (FL), StatPearls Publishing; 2020.

[30] Filmann N, Rey J, Schneeweiss S, Ardizzone S, Bager P, 

Bergamaschi G, Koutroubakis I, Lindgren S, de la Morena F, 

Moum B, Vavricka SR, Schröder O, Herrmann E, Blumenstein 

I. Prevalence of anemia in infl ammatory bowel diseases in 

European Countries: A systematic review and individual 

patient data meta-analysis. Infl amm Bowel Dis 2014; 20(5): 

936–945.

[31] Akhuemonkhan E, Parian A, Miller K, Hanauer S, Hutfl ess S. 

Prevalence and screening for anaemia in mild to moderate 

Crohn’s disease and ulcerative colitis in the United States, 

2010–2014. BMJ Open Gastroenterol 2017; 4(1): e000155.

[32] Rogler G, Vavricka S. Anemia in infl ammatory bowel 

disease: An under-estimated problem? Front Med 2015; 

1:58.

[33] Ott C, Liebold A, Takses A, Strauch UG, Obermeier F. High 

prevalence but insuffi  cient treatment of iron-defi ciency 

anemia in patients with infl ammatory bowel disease: 

Results of a population-based cohort. Gastroenterol Res 

Pract 2012; 2012: 595970.

[34] Burisch J, Ungaro R, Vind I, Prosberg MV, Bendtsen F, 

Colombel JF, Vester-Andersen MK. Proximal disease 

extension in patients with limited ulcerative colitis: A 

Danish population-based inception cohort. J Crohns Colitis 

2017; 11(10): 1,200–1,204.



26                                            Journal of King Abdulaziz University - Medical Sciences  Volume 27,  No. 1, 2020     www.jkaumedsci.org.sa

Epidemiological Study of Ulcerative Colitis: A Single-center Experience in the Western Region of Saudi Arabia
Y.A. Qari

          :             
   

  
 

 
- 

.  
-

)(
)))

)
)()()(

)



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
    /MyriadPro-Semibold
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /None
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /None
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /None
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'SJIM'] [Based on '[Press Quality]'] Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


