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Natura! history of ulcerative colitis in Turkey 

Türkiye'de ülseratif kolitin doğal seyri 
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Türkiye Yüksek lhtisas Hastanesi lnflamatuuar Barsak Hastalıkları Ünitesi, Ankara 

ÖZET: 1984-1985 yılları arasında Türkiye Yüksek ihti­
sas Hastanesinde izlenen 318 ülseratif kolit hastası epi­
demiolojik ve klinik olarak değerlendirildi. Ülseratif 
kolit her iki cinstede eşit oranlarda saptanırken üçüncü 
dekadta bir pik yapmaktaydı. Hastaların %88'i şehir­
lerde yerleşim gösterirken %12'si kırsal kesimde yaşa­
maktaydı. Eğitim düzeyleri genel populasyondan farklı 
bulunmadı. Hastaların %7.9'sine total kolektomi uygu­
lanırken 11 yıllık mortalitemiz %3.4 olarak bulundu. 
Anahtar Kelimeler: Ülseratif kolit, epidemioloji, 
populasyon, komplikasyon, sigara içimi, mortalite 

SYSTEMATie epidemiological studies have not 
been done in Turkey, and the incidence and prev­
alence of ulcerative colitis (Ve) are unknown. ve
is believed to be rare in countries of southern Eu­
rope, and its course is milder than in northern 
European or North American countries (1). Be­
tween January 1984 and February 1995, 339 pa­
tients were seen at 'the gastroenterology depart­
ment of Turkiye Yuksek Ihtisas Hospital. The 
hospital serves both urban and ruraf population. 

The aim of the study was to collect and evaluate 
the clinical and epidemiological data for a large 
group of patients in Turkey. 

Patients and methods 

The study was based on ve patients evaluated 
over a 11 year period. There were 339 ulcerative 
colitis (Ve) patients. Between 1993 and 1995, 178 
of the ve cases were followed up and evaluated 
prospectively. The diagnosis was based on the 
characteristic clinical, radiologic, endoscopic and 
microbiologic criteria. The patients were either 
outpatients or hospital inpatients. The extent of 
disease involvement was estimated by radiologic, 
endoscopic and histologic findings. Attention was 
focused on the study of educational level, residen­
cy, smoking habits and complications. 
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SUMMARY: Epidemiological and clinical observations 
were made in 339 cases of infiammatory bowel disease 
between 1984 and 1995 at Turkiye Yüksek Ihtisas Hos­
pital, Ankara. Ulcerative colitis affected both sexes 
equally and the peak incidence occurred in the 3rd deca­
de of life. Of the patients, 88% were city residents, and 
the remaining lived in rural areas. The level of educa­
tion was not different from general population. Colec­
tomy was applied to 7.9 % of patients, and 3.4% of the 
patients died in a 11 year time period. 

Key words: Ulcerative colitis, epidemiology, population, 
complications, smoking, mortality 

Results 

Both sexes were equally affected among 339 ve
patients (176 women and 163 men). The mean 
age was 38.8 (range 15-78) (fig-1). The mean in­
terval from the symptom onset to diagnosis was 
1.4 years (fig-II). Most of the patients were bom 
in villages or small towns but had eventually set­
tled in Ankara or other cities. Eighty-eight per­
cent are living now in urban areas, and the re­
maining are in rural areas. Figure-III shows the 
evel of education of ve patients. The family histo­
ry among first-degree relatives was positive in 6 
of 178 patients (3.3%). Smoking habits were ques­
tioned in 118 of patients. Eleven of them were 
smokers (9.3%), 81 were nonsmokers (68.2%) and 
26 were ex-smokers (22.5%) (Table 1). Only 2 pa­
tients had a history of taking oral contraceptives. 
Both of them have used pills for very short time 
periods and many years before the onset of the 
symptoms. 

Of the patients 116(37%) had distal colitis, 106 
(34%) left sided colitis and 101 (29%) pancolitis 
(n= 323). Severe attacks were seen in 11(7%) pa­
tients and 22 (13%) had continuous disease who 
were all in the prospective study group. The re­
maining 126(80%) had a disease course with exac­
erbation's and remissions (n=l 79). Intestinal and 
extra intestinal complications are shown in Table 
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Table 1. Smoking habits in UC 

uc smoker non-smoker ex-smoker 

118 11(9.3%) 81(68.2%) 26(22%) 

2 and Table 3. Routine stool tests showed amebia­
sis in 43(12%), giardiasis in 4, Invasive esherichia 
coli in 4 and klebsiella in 3 patients. Total colecto­
my was performed in 27 of 318 UC patients 
(7.9%). Twelve of them had underwent colecto­
mies because of intractability, 6 with toxic mega­
colon, 4 with diagnosis of dysplasia, 3 with ob­
struction, one with perforation and one with 
mesentery artery embolisation. The total mortali­
ty ratio was 3.4% for 11 years (11 patients). The 
causes of deaths are listed in Table 4. 

DISCUSSION 

Especially during last 20 years many epidemiolog­
ical studies about IBD (inflammatory Bowel dis­
ease) were published. The outcomes of the studies 
very often opposed each other. Methodological dif­
ferences and small target group of the studies 
maybe the reason of this different results. The in­
cidence of UC in Scandinavia is 8.1/100.000, in 
west Europe 5.1-6.8/100.000, in Minnesota 13.6/ 
100.000 and in Middle east 5.8/100.000 (2). But 
the incidence and prevalence of UC in Turkey are 
not known. There is no study covering a large tar­
get group up-to-date. We decided to evaluate 339 
UC cases of last 11 years and compare the results 
with the literature. 
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Figure 1. Age distribution ofpatients with ulcerative colitis 
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Table 2. lntestinal complications of ulcrerative colitis 

n o/o 

Perianal lesion 9 3 
Toxic megacolon 7 2 
Perforation 4 1.4 
Stricture 4 1.4 

SEX 

Both sexes are equally affected in most of the 
studies. A study in North Europe showed a 30 
percent female dominance (3). In our study 176 of 
the cases were female and 163 were male. 

AGE 

There is peak 15-25 age group in both genders. 
Studies from USA and Sweden report that the 
second peak is in 6th decade (4). We found a peak 
around 3rd decade for our study group. 

RISK FACTORS 

Studies carried out in England and Germany re­
vealed, the incidence of IBD was found quite low 
among the people living in rural areas and low so­
cial level populations. But the incidence were 
high among the office workers in urban areas and 
high socioeconomic populations (5,6). In our study 
eighty-eight percent of cases were living in urban 
areas and the remaining in rural areas. 

FAMILY HISTORY 

A study in Stockholm has sho'wn that 7.9 percent 
of UC cases had one or more relatives affected 
with diseases (7). Another study in Cleveland 
showed that 37% of 837 patients who were diag­
nosed before age 20 had positive family history 

elementary 54% 

Figure 2. Level of education in ulcerative colitis patients 
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Table 3. Exraintestinal complications of ulceratiue colitis. 

n % 

Cholelithiasis 9/178 5 
Urolithiasis 3/178 1.4 
Oral aphthous ulcer 6/339 2 
Erythema nodosum 1/339 0.3 
Arthritis 1/339 0.3 
PSC 1/178 0.6 
Eye involvement 20/78 25.6 

(8). A 10.9% positive family history was reported 
from a study done in Iceland (9). This ratio is 
even higher in Jewish population(lO). Family his­
tory was positive for the fırst degree relatives in 
%3.3 of our patients. 

SMOKING 

Different studies have showed that smoking has a 
negative relation with UC(ll). Some studies indi­
cated that former smokers, particularly those who 
were previously heavy smokers were even greater 
risk of developing the disorder. Eleven of 118 pa­
tients were smokers and 26 were ex smokers in 
this study. This results are supporting the cur­
rent literature of smoking habits in UC patients. 
The reason for this relation is not well known. It 
is hypothesized that smoking could be protective 
via its immunosuppresive effect (12). In a con­
trolled study with UC and SLE patients demon­
strated a negative relation for smoking and UC 
while they could not fınd any association between 
SLE and smoking habits (13). This study makes 
immunosupressive theory questionable because of 
known immune nature of SLE. 

ORAL CONTRACEPTIVE USE 

Patients suffering from Crohn's Disease have 
been showing improvement in symptoms after 
stopping the use of OC's (Oral contraceptive) 
However the majority of studies on UC and CD 
have failed to confırm any relationship for OC use 
(14). There were only two patients who used OC 
many years before the onset of the symptoms and 
for a very short time period in our female study 
group. 
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Table 4. Causes of mortality in ulceratiue colitis 

n 

Ileus & perforation 4 
Fulminant Disease 4 
Sepsis 1 
ARDS 1 
Fracture of femure 1 
Embolisation ofa. mes 1 

TOTAL 12(%3.4) 

LOCALIZATION 

According to the study of Farmer et al in a large 
population of UC patients 46% of the cases were 
located distally, 37% were pancolitis and 17% 
were left sided colitis (15). The results of a study 
from Greece were pointing out that most of the 
UC cases were left sided(16). In our series 116 pa­
tients (37%) had distal colitis, 106(34%) left sided 
colitis and 101(29%) pancolitis. The clinical 
course of the disease among the patients in our 
study were in accordance with the Greek study. 
Of the patients 80% had a disease course with ex­
cecarbations and remissions. 

INFECTIONS 

Infections have an important role in triggering 
and relapsing of the disease(l 7). In the subject 
study 12% of cases were accompanied with Ente­
moeba histolytica, 1.5% with Giardia intestinalis, 
1.5% with Invasive Escherichia Cöli and 1 % with 
Klebsiella infections. 

COMPLICATIONS 

Numerous and varied complications may develop 
in the course of UC. The complications are not 
confıned to the bowel but may occur systemically 
(2). Perianal lesions (3%) are the most common 
extra intestinal complications in our series. Colec­
tomy was performed in 27(7%). Intractability was 
the main indication for total colectomy. Of the pa­
tients 3.4% died of various reasons. The mortality 
rate among UC patients was similar to that re­
ported for highly developed countries (18). 



466 

KAYNAKLAR 

1. Lashner BA, Brezezinski A. Clinical epidemiology of in­
flammatory bowel disease. Current Opinion in Gastroente­
rology, 1994; 10:374-83.

2. Whelan G. Epidemiology. in: Bockus. Gastroenterology
Section 2. Inflammatory bowel disease 5th ed. Philedel­
phia. Saunders 1995; 1319-20.

3. Nordevall B, Brostrom O, Burglund M, et al. Incidence of
ulcerative colitis in Stockholm county 1955-1979. Scand J
Gastroenterol 1985; 20:783-90.

4. Ekbom A, Helmick C, Zack M, Adami HA. The epidemiolo­
gy of inflammatory bowel disease: A large, population­
based study in Sweden. Gastroenterology 1991; 100:350-
58.

5. Sonnenberg A. Occupational distribution of inflammatory
bowel disease among German employees. Gut 1990;
31:1037-40.

6. Sonnenberg A. Occupational mortality of inflammatory
bowel disease. Digestion 1990; 46:10-18.

7. Monsen U, Bromstorm O, Nordenwall B, et al. Prevalance
of inflammatory bowel disease among relatives of patients
with ulcerative colitis. Scan J gastroenterol 1988; 23:517-
22.

8. Farmer RC. Study of family history among patients with
inflammatory bowel disease. Scand J of Gastroenterol
1989; 24:64-5.

9. Bjornsson S. Inflammatory bowel sisease in Iceland during
a 30 year period, 1950-1979. Scand J Gastroenterol 1989;

ÖVER ve Ark. 

24:47-9. 

10. Bernett RA, Rubin PH, Present DH, frequency of inflam­
matory bowel disease in offspring of couples both present­
ing with inflammatory bowel disease. Gastroenterology
1991; 100:1638-43.

11. Calkins BA. A meta-analysis of the role of smoking in in­
flammatory bowel disease. Dig Dis Sci 1989; 34:1841-54.

12. Ekbom A, Adami HO. The epidemiology of inflammatory
bowel disease. Cur Op Gastroenterol 1991; 7:649-53.

13. Benjoni C, Nilsson A, Nived O. Smoking and inflammatory
bowel disease: comparison with systemic lupus erythema­
tosus. Scand J Gastroenterol 1990; 25:751-55.

14. Lashner BA, Kane SV, Hanauer SB. Lack of association
between oral contraceptive use and ulcerative colitis. Gas­
troenterology 1990; 99:1032-36.

15. Farmer RG, Esasley KA, Rankin GB. Clinical patterns in
ulcerative colitis; disease location, progression and progno­
sis. Dig Dis Sci 1993; 38:1137-46.

16. Manousos ON, Trantaphyllidis I, Emmanoulidis A, Papad­
emitriou C. Ulcerative colitis in Greece. Scand J Gastroen­
terol 1989; 24(suppl 170):25-6.

17. Jewell DP. Etiology. In: Sleisenger MH, Fordtran JS, Edi­
tors. Gastrointestinal disease, pathophysiology, diagnosis,
management. Volume 2. Ulcerative colitis, 5th ed. Phila­
delphia. Saunders 1993; 1306-7.

18. Probert CSJ, Jayanthi V, Wicks ACB, Mayberry JF. Mor­
tality in patients with ulcerative colitis in leicestershire,
1972-1989. Dig Dis Sci 1993; 38:538-54.


