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ABSTRACT

Extensive disease subtypes in adult patients with ulcerative colitis: 

outcomes and predicting factors

Dong Suk Shin

Department of Medicine, 

The Graduate School, Yonsei University

(Directed by Professor: Jae Hee Cheon)

Background and Aim: There are few comparative studies between pancolitis 

and non-pancolitis E3 in adult patients with ulcerative colitis (UC). The aim of 

this study was to evaluate the natural disease courses and factors affecting 

outcomes between pancolitis and non-pancolitis E3.

Methods: We retrospectively analyzed 117 patients, including 93 with extensive 

colitis (E3) and 24 with UC confined to the rectum or left-sided colon and 

appendiceal orifice inflammation at the time of diagnosis who were regularly 

followed-up for at least 1 year. Patients with E3 were divided into two groups 

according to disease extension degree: pancolitis group (disease extent up to the 

cecum or proximal ascending colon) and non-pancolitis E3 group (disease extent 

above the splenic flexure but not up to the proximal ascending colon). Clinical 

findings at diagnosis; comorbidity; medications; Mayo score; cumulative rates of 

corticosteroid, immunomodulator, and anti-tumor necrosis factor (anti-TNF) 

alpha use; relapse; and admission were compared between the pancolitis and non-

pancolitis E3 groups.

Results: The median follow-up duration of the 117 patients was 74 (15–158)
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months. Fifty-one patients (43.5%) had pancolitis. The Mayo score at initial 

diagnosis, cumulative relapse rate, and cumulative admission rate were 

significantly higher in the pancolitis group than in the non-pancolitis E3 group 

(P<0.001, P=0.023, P=0.007, respectively). However, there was no significant 

difference between the two groups in the rates of cumulative immunomodulator 

and anti-TNF alpha use (P=0.67 and 0.73, respectively).

Conclusions: Of extensive UC (E3), pancolitis was associated with higher 

probabilities of cumulative relapse or admission, indicating poor prognosis.

----------------------------------------------------------------------------------------

Key words: ulcerative colitis, disease extension, prognosis, classification
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Extensive disease subtypes in adult patients with ulcerative colitis: 

outcomes and predicting factors

Dong Suk Shin

Department of Medicine

The Graduate School, Yonsei University

(Directed by Professor: Jae Hee Cheon)

I. INTRODUCTION

Ulcerative colitis (UC) is a chronic inflammatory bowel disease (IBD) of 

unknown etiology and characterized by repeated diarrhea, hematochezia, abdominal 

pain, and associated extraintestinal manifestations.1 UC-related long-term 

complications include colorectal cancer, risk of colorectal resection, primary 

sclerosing cholangitis, and eye and joint diseases. These complications and 

comorbidities can occur more frequently in patients with more extensive colitis or 

with less controlled disease activity.2,3 Therefore, it is important to appropriately 

prevent and manage complications in patients with more severe disease extent and 

expected poor prognosis.4,5

UC typically involves the rectum and can extend continuously to the 

proximal colon and even to the cecum, resulting in various clinical outcomes. 

Therefore, UC is categorized according to disease severity and extent following the 

Montreal classification.6 E1 is defined as ulcerative proctitis, E2 as left-sided UC, 

and E3 as extensive UC that extends proximal to the splenic flexure, and disease 

severity is classified into clinical remission (S0), mild disease (S1), moderate 

disease (S2), and severe disease (S3).6 This classification is considered to have a 



4

clear biologic validity from the perspective of the patient’s symptomatology and 

medical treatments, including classification of drug use, cumulative hospitalization 

and surgery rates, and risk of colorectal cancer.6

The incidence of colorectal cancer in patients with UC is 1.7 (95% 

confidence interval [CI] 1.2–2.2), whereas it increases to 6.4 (95% CI 2.4–17.5) in 

patients with E3.7 In addition, patients with E3 are more likely to have intestinal 

complications, extraintestinal manifestations, and systemic symptoms, and are more 

likely to have immunosuppressive agent use, surgery, and a greater risk of colorectal 

cancer.3,8 However, extensive UC (E3) in the Montreal classification, in which the 

disease extends to the more proximal portion than the splenic flexure, is very broad, 

ranging from invasion of the distal transverse colon to invasion of the cecum.

Younger age at diagnosis and unremitting active disease after diagnosis 

were reported to be independent risk factors for proximal disease extension.9

Children have more extensive bowel involvement than adults. Therefore, different 

classification methods are used for pediatric patients, with the Paris classification 

system being mainly used.10,11 The main difference between the Montreal 

classification and the Paris classification is that E3 is divided into E3 and E4 in the 

Paris classification. E3 invades the distal portion of the hepatic flexure, whereas E4 

invades the proximal portion of the hepatic flexure.

In adult patients, according to the Montreal classification, the extensive 

colitis (E3) category includes both pancolitis and non-pancolitis. However, no study 

has investigated the prognostic relevance between patients with pancolitis and 

patients with other E3 disease among adult patients with UC. If there is a difference 

in prognosis, further follow-up details and monitoring methods should be differently 

adopted between the two subtypes. Therefore, we investigated whether there would 

be significant differences in disease outcomes including medication use, relapse rate, 

surgery rate, and hospitalization rate between these two groups. Furthermore, we 

sought to determine factors affecting outcomes in these patients.
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II. MATERIALS AND METHODS

1. Classification and definition

In this study, we divided E3 in the Montreal classification into pancolitis 

E3 (cases in which the disease extends up to the cecum or proximal ascending

colon) and non-pancolitis E3 (remaining cases) (Fig 1). In addition, the control 

group was defined as those who had limited inflammation in the rectum or left-

sided colon and appendix. Disease relapse was defined as 1) the occurrence of 

moderate to severe symptoms (diarrhea or bloody stool) during follow-up, 2) 

worsening endoscopic findings relative to previous endoscopic examinations, or 

3) admission because of UC relapse.12

The UC disease activity was assessed using the Mayo score, partial 

Mayo score, and Mayo endoscopic score.13-16 The Mayo score was measured 

according to the following four factors: 1) bowel frequency, 2) rectal bleeding, 

3) endoscopic findings, and 4) physician’s global assessment. Partial Mayo 

score was calculated excluding the endoscopic score.

Figure 1. E3 new classification

2. Study population 

A total of 1973 patients were diagnosed as having UC at Severance 

Hospital, Yonsei University, Seoul, Korea, from January 2005 to July 2016. 

Among them, 327 patients (16.6%) with UC had E3 based on the Montreal 

classification. Of the 327 patients, 234 who did not meet the criteria—1) younger 
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than 18 years, 2) not regularly followed up for at least 1 year at the outpatient

clinic, or 3) did not undergo at least two colonoscopy procedures—were excluded. 

Finally, 93 patients with E3 were enrolled. In addition, we selected 24 patients 

whose diseases were confined only to the rectum or left-sided colon and with the 

presence of appendiceal orifice inflammation (AOI) as the control group (Fig. 2). 

The diagnosis of UC was made on the basis of a combination of clinical, 

radiologic, endoscopic, and histologic findings.17 This study was performed in 

accordance with the ethical guidelines of the 1975 Declaration of Helsinki and 

approved by the Institutional Review Board of Severance Hospital.

Figure 2. Flow chart showing study population (UC, ulcerative colitis; E1-3, 

extension 1-3; OPD, outpatient department; AOI, appendiceal orifice 

inflammation)



7

3. Data collection

This study was a retrospective data analysis. We examined the data 

based on electronic medical records. At baseline, the patients’ age, sex, smoking 

status, family history of IBD, and comorbidities such as hypertension, diabetes 

mellitus, lung disease, and extraintestinal manifestations were investigated. In 

addition, blood test results, such as erythrocyte sedimentation rate (ESR), C-

reactive protein level, hemoglobin level, albumin level, p-anti-neutrophil 

cytoplasmic antibody (p-ANCA) status, and disease activity scores including 

Mayo score, partial Mayo score, and endoscopic score at diagnosis were 

examined. To evaluate disease outcomes, we investigated the cumulative rates of 

corticosteroid, immunomodulator, and anti-tumor necrosis factor (anti-TNF) 

alpha use, and the cumulative rates of relapse and hospitalization.

4. Statistical analysis

The baseline characteristics of pancolitis E3 and non-pancolitis E3 were 

analyzed using Student’s t-test for continuous variables and the chi-square test 

(or Fisher’s exact test) for categorical variables. Independent predictors for the 

pancolitis E3 group were analyzed using logistic regression analysis. Odds ratios 

(ORs) and the corresponding 95% CIs were calculated. The Kaplan-Meier 

survival analysis was used to estimate the time course of steroid, 

immunomodulator, and anti-TNF alpha use, and the rates of relapse and 

hospitalization according to independent variables. We also used Cox 

proportional hazards modeling to control for multiple risk factors that were 

shown to influence relapse and admission in UC E3. Results were considered 

statistically significant at P<0.05. All statistical analyses were performed with 

SPSS version 23 (SPSS Inc., Chicago, IL, USA). 
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III. RESULTS

1. Baseline patient characteristics

Of the 93 patients with extensive colitis (classic E3), 51 (54.8%) were 

diagnosed as having pancolitis E3 and the other 42 (45.2%) were diagnosed as 

having non-pancolitis E3. The baseline characteristics of patients with pancolitis 

and non-pancolitis E3 at diagnosis are shown in Table 1. The median age was 35 

(18–82) years, and 62% of the patients were male. Nine (7.7%) patients had a 

family history of IBD. p-ANCA was positive in 17 patients (22.4%), and 

extraintestinal symptoms including eye involvement, skin involvement, arthritis, 

primary sclerosing cholangitis, lung disease, and venous and arterial 

thromboembolism were found in 33 patients (28.2%). The median ESR (42 mm/h 

[interquartile range, IQR, 4–120] vs. 24 mm/h [IQR, 2–120], P=0.021), albumin 

level (4.0 g/dL [IQR, 2.2–5.2] vs. 4.4 g/dL [IQR, 2.7–5.3], P=0.007), Mayo score 

(9 [IQR, 5–12] vs. 6 [IQR], 3–10, P<0.001), partial Mayo score (7 [IQR, 4–9] vs. 

4 [IQR, 1–7], P<0.001), and endoscopic score (2 [IQR, 1–3] vs. 2 [IQR, 1–3], 

P<0.001) at the initial diagnosis were significantly different between the 

pancolitis E3 group and the non-pancolitis E3 group (Table 1). 

In a multivariate logistic regression analysis, Mayo score (OR, 2.972; 

95% CI, 1.833–4.821; P<0.001) was an independent factor for pancolitis E3 

(Table 2).
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Table 1. Comparison of baseline characteristics of study patients between 

pancolitis E3 vs non-pancolitis E3 groups

Pancolitis E3

(n = 51)

Non-pancolitis E3

(n = 42)

P-value

Age at diagnosis 34 (18-82) 35.5 (18-65) 0.896

Male gender 31 (60.8%) 28 (66.7%) 0.563

IBD family history 2 (3.9%) 3 (7.1%) 0.498

Smoking ex/current 0.297

Ex-smoker 8 (15.7%) 11 (26.2%)

Current smoker 3 (5.9%) 3 (7.1%)

Comorbid diseases 13 (25.5%) 5 (11.9%) 0.224

Laboratory findings

ESR (mm/hr) 42 (4-120) 24 (2-120) 0.021

CRP (mg/L) 12 (1-130) 8 (1-162) 0.144

Hemoglobin 

(mg/dL)

12.9 (8.9-15.8) 14.2 (9.1-16.1) 0.093

Albumin (g/dL) 4.0 (2.2-5.2) 4.4 (2.7-5.3) 0.007

p-ANCA 9 (17.6%) 5 (12.0%) 0.446

Extraintestinal 

manifestations

17 (33%) 13 (31%) 0.809

Mayo score (0-12) 9 (5-12) 6 (3-10) <0.001

Partial mayo score (0-

9)

7 (4-9) 4 (1-7) <0.001

Endoscopic score (0-

3)

2.2 (1-3) 1.6 (1-3) <0.001

† Data are expressed as median (interquartile range, IQR) or n (%).

*P-value for comparing patients with pancolitis E3 and non-pancolitis E3 

groups.

† ESR; erythrocyte sedimentation rate, CRP; C-reactive protein, p-ANCA; p-
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anti-neutrophil cytoplasmic antibodies, IBD; inflammatory bowel disease

Table 2. Prognosis factors in pancolitis E3 according to multivariate analysis

Variable Uni-variate analysis Multi-variate analysis

OR (95% CI) P-

value

Adjusted OR 

(95% CI)

P-value 

Age at diagnosis 0.998 (0.972-

1.026)

0.895 1.003 (0.965-

1.042)

0.881

Male gender 1.290 (0.55.-

3.028)

0.558 0.654 (0.183-

2.339)

0.514

IBD family history 0.531 (0.084-

3.334)

0.499 0.217 (0.018-

2.564)

0.225

Laboratory findings

ESR (mm/hr) 1.018 (1.002-

1.034)

0.026 1.019 (0.993-

1.046)

0.151

CRP (mg/L)
1.010 (0.996-

1.024)

0.153 0.995 (0.976-

1.015)

0.638

Hemoglobin 

(mg/dL)

0.824 (0.656-

1.034)

0.095 1.295 (0.847-

1.979)

0.232

Albumin (g/dL)
0.373 (0.176-

0.790)

0.010 2.165 (0.475-

9.856)

0.318

p-ANCA
1.586 (0.488-

5.156)

0.443 0.933 (0.191-

4.551)

0.932

Mayo score (0-12)
2.316 (1.648-

3.254)

< 

0.001

2.972 (1.833-

4.821)

< 0.001

† OR, Odds ratio; CI, confidence interval; ESR, erythrocyte sedimentation rate; 

CRP, C-reactive protein; p-ANCA, p-anti-neutrophil cytoplasmic antibodies
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 2. Long-term outcomes of pancolitis E3 and non-pancolitis E3

The median duration of disease was 76 months, and the median follow-

up duration of patients was 74 (15–158) months. There was no statistically 

significant difference between pancolitis E3 and non-pancolitis E3 in terms of 

disease duration and follow-up duration (P=0.446 vs. P=0.545, respectively). The 

numbers of immunomodulator and anti-TNF alpha users were 22 (43.1%) vs. 15 

(35.7%) (P=0.390) and 5 (9.8%) vs. 3 (7.1%) (P=0.907), respectively. The 

cumulative steroid use rate was higher in the pancolitis E3 than in the non-

pancolitis E3 group; however, there was no statistical significance (P=0.146). 

Moreover, there were no significant differences between the two groups in 

cumulative immunomodulator (P=0.669) and anti-TNF alpha use rates, based on 

the Kaplan-Meier curves (P=0.733) (Fig. 3).

Figure 3. Cumulative rates of corticosteroid (A), immunomodulator (B), anti-

TNF alpha (C) uses using Kaplan-Meier curves during follow-up between 

pancolitis E3 and non-pancolitis E3 groups
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Seventy-three patients (78.5%) experienced at least one relapse of 

disease during the entire follow-up period. In addition, 33 patients (33.5%) were 

hospitalized owing to UC relapse, and the median hospital duration was 17 (4–

48) days. The rates of relapse (at least once during the follow-up period; 84.3% 

vs. 47.6%, P<0.001), UC-related hospitalization (49.0% vs. 19.0%, P=0.002), 

and total colectomy (9.8% vs. 0%, P<0.001) were significantly higher in the 

pancolitis E3 group than in the non-pancolitis E3 group (Table 3). The 

cumulative relapse rate (P=0.023) and hospitalization rate (P=0.009) were higher 

in the pancolitis E3 group than in the non-pancolitis E3 group based on the

Kaplan-Meier curves (Fig 4).

Table 3. Comparison of clinical outcomes of study patients between pancolitis 

E3 vs non-pancolitis E3 groups

Pancolitis E3

(n = 51)

Non-pancolitis

(n = 42) 

P-value

Duration of disease (month) 81 (21-158) 71 (15-155) 0.446

Duration of follow-up (month) 76 (17-158) 71 (15-153) 0.545

Total colectomy 5 (9.8%) 0 (0.0%) <0.001

Relapse (at least 1 attack) 43 (84.3%) 20 (47.6%) <0.001

Frequency of relapse 1.40 ± 0.66 1.30 ± 0.57 0.580

Hospitalization owing to

disease relapse

25 (49.0%) 8 (19.0%) 0.002

Immunomodulator use 22 (43.1%) 15 (35.7%) 0.390

Anti-TNF alpha use 5 (9.8%) 3 (7.1%) 0.907
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Figure 4. Cumulative relapse and hospitalization rates using Kaplan-Meier 

curves during follow-up between pancolitis E3 and non-pancolitis E3 groups

In addition, we compared among the pancolitis E3, non-pancolitis E3, 

and control (AOI) groups. The cumulative use of immunomodulators and anti-

TNF alpha agents was not significantly different among the three groups; 

however, a statistically significantly higher cumulative steroid use was found in 

the pancolitis E3 group than in the non-pancolitis E3 and AOI groups (P=0.003) 

(Fig. 5). The cumulative relapse rate (P=0.007) and hospitalization rate (P=0.001) 

were significantly different among the three groups (Fig. 6).

Figure 5. Analysis of cumulative corticosteroid (A), immunomodulator (B), 

anti-TNF alpha (C) uses using Kaplan-Meier curves during follow-up between 

E3 and control (AOI) groups
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Figure 6. Cumulative relapse and hospitalization rates using Kaplan-Meier 

curves during follow-up between E3 and control (AOI) group 

3. Risk factors predictive of poor outcomes in UC E3

To determine independent risk factors for relapse and hospitalization, we used 

Cox proportional hazards modeling to control for multiple risk factors. Disease 

relapse was significantly associated with IBD family history and pancolitis E3 

(hazard ratio [HR], 5.802; 95% CI, 2.177–15.462 [P<0.001]; HR, 1.792; 95% CI, 

1.053–3.049 [P=0.032], respectively) . Moreover, UC-related hospitalization was 

significantly associated only with pancolitis E3 (HR, 2.770; 95% CI, 1.249–6.144; 

P=0.012) (Table 4).
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Depending on the disease severity, patients with severe UC may have 

anemia, elevated ESR (>30 mm/h), and low albumin level.18,19 Our results 

showed that the pancolitis E3 group had statistically significantly higher ESR of 

>30 mm/h (median, 42; P=0.021) and lower albumin levels (median 4.0; P=0.007) 

than the non-pancolitis E3 group at baseline. It can be assumed that the more 

extensive the invasion of the colon in UC patients, the higher the ESR and the 

greater the severity of disease activity. Lee et al.20 reported that p-ANCA-positive 

UC patients had more severe clinical findings at diagnosis and a higher 

cumulative relapse rate. In this study, although there was no statistical 

significance, p-ANCA was measured at a slightly higher frequency in the 

pancolitis E3 group than in the non-pancolitis E3 group. The difference in the 

results of the Mayo score, partial Mayo score, and endoscopic score between the 

two groups suggests that the extent of involvement in the colon is related to high 

disease severity. In our study, a higher Mayo score was observed in the pancolitis 

E3 group in the multivariate analysis (Table 3). The broader the extension range 

of UC, the higher the ESR and the lower the albumin level. The Mayo score, 

partial Mayo score, endoscopic score, and disease extension also tended to be 

proportional. Therefore, the ESR, albumin, and Mayo score (including partial 

Mayo and endoscopic scores) at diagnosis will be helpful in predicting prognosis.

In our study, although not statistically significant, the pancolitis E3 

group showed slightly higher cumulative steroid use than the non-pancolitis E3 

group (P=0.146). On the other hand, the cumulative immunomodulator and anti-

TNF alpha use rates were not significantly different between the two groups. In 

addition, because we defined pancolitis E3 as including cases involving cecal or 

proximal ascending colon involvement, we performed an additional analysis to 

compare the differences with the AOI (control) in the E1 of Montreal 

classification. In the analysis including the AOI group, a higher cumulative 

steroid use rate was found in the pancolitis E3 group than in the non-pancolitis 

E3 and AOI groups (P=0.003). 
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Table 4. Factors related to relapse and admission due to UC relapse of ulcerative 

colitis E3according to multivariate analysis.

IV. DISCUSSION

The aim of this study was to evaluate both the natural disease courses 

and factors affecting outcomes between pancolitis E3 and non-pancolitis E3. In 

our study, the pancolitis E3 and non-pancolitis E3 groups showed significantly 

different baseline characteristics including ESR, albumin levels, and disease 

activity indices such as Mayo score, partial Mayo score, and endoscopic score. 

On multivariate analysis, Mayo score (P<0.001) was an independent factor in the 

pancolitis E3 group.

Relapse Admission due to 

UC relapse

HR(95% CI) P-value HR(95% CI) P-value

Age at diagnosis 0.996 (0.978-

1.013)

0.617 1.010 (0.984-

1.037)

0.462

Male gender 0.737 (0.406-

1.335)

0.314 0.753 (0.332-

1.707)

0.496

IBD family history 5.802 (2.177-

15.462)

<0.001 2.456 (0.689-

8.754)

0.166

Smoking history 0.595 (0.267-

1.325)

0.333 0.723 (0.239-

2.193)

0.567

Extraintestinal 

manifestations

1.109 (0.640-

1.920)

0.712 1.257 (0.599-

2.638)

0.545

Cormobid disease 1.124 (0.570-

2.215)

0.736 0.743 (0.273-

2.023)

0.561

Pancolitis E3 1.792 (1.053-

3.049)

0.032 2.770 (1.249-

6.144)

0.012
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The rates of cumulative relapse and cumulative hospitalization because 

of UC relapse were significantly different between the two groups (P=0.023 and 

P=0.009, respectively). Five patients underwent surgery (total colectomy) in the 

pancolitis E3 group. In contrast, none of the non-pancolitis E3 patients received 

total colectomy (P<0.001). Moreover, the cumulative relapse and cumulative 

admission rates were significantly lower in the control group including AOI than 

in the E3 group. This is consistent with a previous report showing that AOI has 

little effect on prognosis.21 Our data indicate that among E3 patients, pancolitis 

E3 may be particularly considered as a poor prognostic factor. Furthermore, our 

data are consistent with those of a previous report showing that AOI has little 

effect on prognosis.21

For patients with extensive colitis (E3) at diagnosis, the 10-year 

cumulative colectomy rate was 19% (95% CI, 12–27%).22 Solberg et al.22 showed 

that extensive UC and ESR >30 mm/h had a higher overall colectomy rate. A

recently published study of Abdalla et al. showed that 12% of all UC patients had 

a colectomy after a mean of 4.3 years from diagnosis.23 In our study, the 

colectomy rate of all E3 patients (n=93) was 5.4%, and all of them had pancolitis 

E3, 9.8% of whom were in this group (n=51), and the median follow-up period 

was 6.8 years.24

IBD family history and pancolitis E3 were found to be independently 

associated with disease relapse in UC E3, which indicates a poor prognosis. 

Moreover, pancolitis E3 was associated with admission because of UC relapse in 

E3. Several studies have reported risk factors such as history of steroid use, Mayo 

score, high ESR, low hemoglobin level, and low albumin level at diagnosis as 

risk factors for disease relapse in patients with UC.25,26 Kim et al. reported that 

relapse of UC and hospitalization for relapse were related to disease extension.3

This is largely consistent with our findings in that there were differences in the 

cumulative relapse rate and cumulative admission rate between the pancolitis E3 

group and the non-pancolitis E3 group (all P<0.005).
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This study is the first attempt to further refine the classification by extent 

in adult UC. The results also showed significant differences in the new 

classification. It can show a significant difference in prognosis, such as total 

colectomy, cumulative relapse rate, and cumulative hospitalization rate. 

Therefore, subsequent studies will be needed to suggest that a more sophisticated 

category classification is needed in adults. Furthermore, our electronic medical 

records system can auto-populate the disease activity objectively each time a 

patient visits the outpatient clinic; thus, it is a relatively accurate information to 

analyze.

However, the limitation of our study lies in its retrospective nature and 

its being based on a review of medical records. Although data were collected at a 

single center, our clinic is a tertiary institution, and it could be advantageous to 

gather continuous data on disease extension at diagnosis and relapse, 

hospitalization, and other various outcomes. There is an association between 

disease extension and relapse and hospitalization, indicating poor prognosis.3

However, in our study, there is no mention of the disease extension of the non-

pancolitis E3 group during the follow-up period. Finally, hospitalization rates are 

affected by the quality of care27, but this was not investigated.

V. CONCLUSION

In conclusion, pancolitis of extensive UC is associated with a higher probability 

of surgery or relapse, as well as admission during the follow-up period, indicating 

poor prognosis, compared with non-pancolitis of extensive UC. Therefore, more 

active observation and treatment are needed in patients with pancolitis E3 in 

consideration of recurrence and the possibility of future surgery.
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ABSTRACT (IN KOREAN)

성인의 광범위 궤양성 대장염(E3)의 새로운 분류와 그 결과 및

예측 요인

<지도교수 천 재 희>

연세대학교 대학원 의학과

신 동 석

배경과 연구목표: 궤양성 대장염(UC)이 있는 성인 환자에서

pancolitis E3 와 non-pancolitis E3 사이의 비교 연구는 거의 없습

니다. 본 연구의 목적은 pancolitis E3 와 non-pancolitis E3 사이의

결과에 영향을 미치는 자연적인 질환 경과 및 요인을 평가하는 것입

니다.

방법: 우리는 진단 시 최소 1 년 이상 정기적으로 추적 관찰된 궤양

성 대장염을 가진 E3 환자 93 명을 포함하여 117 명의 환자를 후향적

으로 분석하였고, 그 중 직장 또는 좌측 결장과 맹장에 염증이 있었

던 환자는 24 명이었다. E3 환자는 질병 확장 정도에 따라 두 군으로

나뉘었습니다: pancolitis 군 (맹장 또는 근위 상행 결장까지의 병변

침범)과 non-pancolitis E3 군 (비장 굴곡 위의 질환 범위이지만 근

위 상행 결장까지 침범하지 않은 경우). 진단시의 임상 소견; 합병

증; 약물; Mayo 점수; 스테로이드, 면역조절제 및 항종양 괴사인자

(항 -TNF) 알파 사용 누적률; 재발률과 입원률 등에 대해 pancolitis 

군과 non-pancolitis E3 군을 비교하였습니다.
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결과: 117 명의 환자의 추적 관찰 기간의 중앙값은 74 (15-158) 개월

이었습니다. 51 명 (43.5 %)에서 pancolitis 가 있었습니다. 초기 진

단 시 Mayo 점수, 누적 재발률 및 누적 입원률은 non-pancolitis E3 

군에 비해 pancolitis 군에서 유의하게 높았습니다 (각각, P <0.001, 

P = 0.023, P = 0.007). 그러나 누적 면역조절제와 항-TNF 알파 사용

률에서 두 군 간에 유의한 차이는 없었다 (각각, P = 0.67, 0.73).

결론: 광범위 궤양성 대장염(E3) 중, pancolitis E3는 누적 재발률, 

입원률이 높았으므로 예후가 좋지 않다고 할 수 있습니다.

----------------------------------------------------------------------------------------

핵심되는 말: 궤양성 대장염, 질환 범위, 예후, 분류


