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age (adult-onset IBD) or patients who obtain a diagnosis of 

IBD at age ≥ 60 years (elderly onset IBD).2,3 The elderly IBD 

patients (including both adult and elderly onset IBD patients) 

contribute approximately one-fourth of patients to the total 

disease burden. Of these, nearly 15% of patients have elderly 

onset IBD.3 

The elderly onset IBD poses unique challenges to the man-

agement of IBD owing to concerns like misdiagnosis of IBD 

due to close mimics like diverticulitis and ischemic colitis, dis-

tinct disease behavior, variable efficacy and safety of the medi-

cal/surgical therapy due to (in) adequacy of immune res

ponse(s) and potential drug interactions due to polypharma-

cy.3,4 Additionally, the comorbid illnesses, functional limita-
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spectively maintained database of patients diagnosed with IBD was conducted at 2 centers in India. The clinical spectrum of 
elderly-onset IBD including demographic profile (age and sex), clinical presentation, disease characteristics (disease behavior 
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total of 186 patients (4.74%; 116 males [62.36%]) had elderly-onset IBD (69.35% UC and 30.64% CD). Diarrhea, blood in stools, 
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ORIGINAL ARTICLE

INTRODUCTION

The aging population and the rise in incidence of inflammato-

ry bowel disease (IBD) across the globe have resulted in in-

creased number of elderly patients with IBD.1 The cohort of el-

derly IBD patients includes both patients who have transitioned 

into older age with IBD having been diagnosed at a younger 
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tions and quality of life are more heterogeneous in elderly pa-

tients as compared to their younger counterparts.5 The gene-

environment-microbial interactions also vary with age.6 There-

fore knowledge, awareness and understanding of the age-re-

lated differences in clinical course and disease behavior in el-

derly onset IBD is important to outline a pragmatic approach 

to the treatment of IBD in this group of patients.

Limited data exists on clinical profile of elderly-onset IBD 

from Asia, especially India.7-10 To the best of authors’ knowl-

edge, this is the first focused study reporting the clinical spec-

trum of elderly-onset IBD from India. 

METHODS

1. Study Design
This was a multicenter, retrospective, cross-sectional analysis 

of patients with IBD enrolled in prospectively maintained med-

ical record databases at 2 tertiary care IBD referral centers in 

India (Dayanand Medical College and Hospital [DMCH], Lud-

hiana, north India and Christian Medical College and Hospital 

[CMCH], Vellore, south India). The database at DMCH Ludhi-

ana was reviewed from January 1, 1991 to December 31, 2020, 

while at CMCH Vellore, it was reviewed for period between 

January 1, 2016 and December 31, 2020. The study was ap-

proved by institutional ethics committees of both the centers 

(IEC No. DMCH/R&D/2020/23 and CMCH/IRB No. 12796, 

respectively). The informed consent was waived.

2. Study Population
The medical record databases of both the participating cen-

ters were reviewed. Information on patients with confirmed 

diagnosis of IBD (established on the basis of Copenhagen di-

agnostic criteria [clinical, laboratory, radiological, and patho-

logical]),11,12 visiting the outpatient clinics or admitted in the 

department of gastroenterology at the participating centers, 

during the study period, was retrieved. 

The details on demographic profile (including age at onset 

of symptoms, age at diagnosis of IBD, and sex), clinical history 

(disease diagnosis, clinical presentation, disease characteris-

tics [disease behavior, extent and severity]), medical/surgical 

treatment and complications were extracted from the data-

bases. Montreal classification was used to assess the disease 

phenotype in adults with IBD.13 Disease severity was defined 

by the Mayo score in patients with ulcerative colitis (UC) and 

Crohn’s Disease Activity Index (CDAI) in patients with Crohn’s 

disease (CD).14,15 

Patients with age at diagnosis between 18 and 59 years were 

labeled as having adult-onset IBD, while patients diagnosed 

with IBD at age ≥ 60 years were categorized as having elderly-

onset IBD.3 Pediatric IBD patients (age at diagnosis < 18 years), 

patients with IBD unclassified and patients with missing data 

were excluded from analysis. 

3. Statistical Analysis
Range, mean (± standard deviation), frequencies (number of 

cases), and relative frequencies (percentages) were used to 

describe the data. Quantitative variables were compared us-

ing analysis of variance. Categorical data were compared us-

ing the chi-square test and the Fischer exact test was performed 

when the anticipated frequency was less than 5. Probability 

value (P-value) less than 0.05 was defined as statistical signifi-

cance. SPSS version 21 (IBM Corp., Armonk, NY, USA) was 

used for all the statistical calculations.

RESULTS

A total of 3,922 patients with IBD (3,172 UC and 750 CD) were 

identified from the database and enrolled in the current study 

(Fig. 1). Out of the enrolled patients, 186 (4.74%) had elderly 

onset IBD (129 UC [69.35%] and 57 CD [30.64%]), while the 

remaining 3,736 (95.26%) had adult-onset IBD. There was no 

significant difference in the proportion of patients with elderly 

onset IBD in south (CMCH Vellore) and north (DMCH Ludhi-

Fig. 1. Flow of patients in the current study. DMCH, Dayanand 
Medical College and Hospital; CMCH, Christian Medical College 
and Hospital; IBD, inflammatory bowel disease.

4,738 Total number of patients with confirmed diagnosis  
of IBD identified from the database 

DMCH Ludhiana: 01/01/1991 to 12/31/2020 
CMCH Vellore: 01/01/2016 to 12/31/2020

3,922 Included in analysis

186 Elderly onset IBD
   129 Ulcerative colitis
     57 Crohn's disease

Excluded from analysis
   125 Pediatric IBD 
   691 Patients with missing data 
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Table 1. Contribution to Elderly Onset Inflammatory Bowel Disease from the Participating Centers

DMCH Ludhiana  
(north India)

CMCH Vellore  
(south India) Total Significance (north 

India vs. south India)

Total number of patients enrolled 3,617 (92.22) 305 (7.77) 3,922 (100)

Elderly onset inflammatory bowel disease   165 (4.56)  21 (6.88) 186 (4.75) 0.060

   Ulcerative colitis  124 (75.15)  5 (23.80)  129 (69.35) <0.001

   Crohn’s disease  41 (24.84) 16 (76.19)  57 (30.64) <0.001

Values are presented as number (%).
DMCH, Dayanand Medical College and Hospital; CMCH, Christian Medical College and Hospital. 

Table 2. Clinical Spectrum of Elderly Onset IBD

Variable
Elderly 

onset CD 
(n=57)

Elderly 
onset UC 
(n=129)

P-value

Age at diagnosis (yr) 68.18±15.70 65.88±7.58 0.170

Duration of symptoms (yr) 1.42±5.62 1.88±2.54 0.440

Male sex 36 (63.15) 80 (62.01) 0.880

Addictions 

   Smoking 8 (14.03) 10 (7.75) 0.180

   Alcohol 6 (10.52) 13 (10.07) 0.920

   Opium - 3 (2.32) 0.240

Comorbid illnessesa 22 (38.59) 50 (38.75) 0.980

Family history of IBD - 2 (1.55) 0.340

Clinical features 

   Abdominal pain 48 (84.21) 85 (65.89) 0.010

   Fever 11 (19.29) 26 (20.15) 0.890

   Increased frequency of stools 31 (54.38) 119 (92.24) <0.001

   Nocturnal frequency of stools 2 (3.50) 86 (66.66) <0.001

   Blood in stools 5 (8.77) 104 (80.62) <0.001

   Loss of appetite 24 (42.10) 39 (30.23) 0.110

   Weight loss 35 (61.40) 65 (50.38) 0.160

   Nausea & vomiting 28 (49.12) 4 (3.10) <0.001

Extraintestinal manifestations 

   Musculoskeletal 15 (26.31) 41 (31.78) 0.450

   Ocular 1 (1.75) 1 (0.77) 0.550

   Dermatological - - -

   Primary sclerosing cholangitis - 1 (0.77) 0.500

   Nephrolithiasis 1 (1.75) - 0.130

   Thrombotic complications - - -

   Oral ulcers 5 (8.77) 10 (7.75) 0.770

Disease severity at diagnosis 

   Mild 18 (31.57) 32 (24.80) 0.330

   Moderate 37 (64.91) 90 (69.76) 0.510

   Severe 2 (3.50) 7 (5.42) 0.570

(Continued to the next)

Variable
Elderly 

onset CD 
(n=57)

Elderly 
onset UC 
(n=129)

P-value

Disease extent at diagnosis - -

   Proctitis 22 (17.05)

   Left-sided colitis 77 (59.68)

   Pancolitis 30 (23.25)

Disease location - -

   L1 26 (45.61)

   L2 17 (29.82)

   L3 13 (22.80)

   L1+L4 1 (1.75)

Disease behavior - -

   B1 36 (63.15)

   B2 17 (29.82)

   B3 4 (7.01)

Perianal disease 3 (5.26) - -

Treatment ever received 

   5-Aminosalicylates 47 (82.45) 129 (100) <0.001

   Thiopurines 6 (10.52) 13 (10.08) 0.920

   Biologics - 4 (3.10) 0.180

   Corticosteroids 39 (68.42) 52 (40.31) <0.001

   Surgery 5 (8.77) 8 (6.20) 0.520

      Failure of medical therapy - 1 (0.77) 0.500

      Colorectal cancer 1 (1.75) 7 (5.42) 0.250

      Intestinal perforation - - -

      Toxic megacolon - - -

      Intestinal obstruction 4 (7.01) - 0.002

Values are presented as mean±standard deviation or number (%).
aComorbid illnesses include hypothyroidism, hyperthyroidism, bronchial 
asthma, celiac disease, coronary artery disease, diabetes mellitus, and 
hypertension.
IBD, inflammatory bowel disease; CD, Crohn’s disease; UC, ulcerative colitis; 
L1, ileal disease; L2, colonic disease; L3, ileo-colonic disease; L4, upper 
gastrointestinal disease; B1, non-penetrating, non-stricturing disease; 
B2, stricturing disease; B3, penetrating disease.

Table 2. Continued
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ana) India (6.88% vs. 4.56%, P = 0.06). Majority of the patients 

in the elderly onset IBD cohort from south India had CD, while 

UC was predominant in north India (Table 1).

1. Clinical Spectrum of Elderly Onset IBD
The mean age at diagnosis was similar in patients with both 

CD and UC (68.18 ± 15.70 years vs. 65.88 ± 7.58 years, P = 0.17). 

There was no difference in the mean duration of symptoms 

before establishment of the diagnosis of IBD. The sex distribu-

tion was similar in both elderly onset CD and UC (males 63.15% 

and 62.01% respectively, P = 0.88). A greater proportion of CD 

patients were smokers (14.03% vs. 7.75%, P = 0.18). Only 2 pa-

tients (both with elderly onset UC) had positive family history 

of IBD. Abdominal pain and nausea/vomiting were more 

common in patients with CD while increased frequency of 

stools, blood in stools and nocturnal frequency of stools were 

commoner in UC. Majority of the patients had moderate dis-

ease severity (both CD and UC) at the time of diagnosis. Left-

sided colitis was the commonest disease extent in elderly onset 

UC (59.68%) while isolated terminal ileal disease (45.61%) and 

inflammatory disease behavior (63.15%) were the common-

est disease locations and disease behavior, respectively, in pa-

tients with CD. Three (5%) patients with elderly onset CD had 

perianal disease. Nearly one-third patients with elderly onset 

IBD had extraintestinal manifestations (EIMs); musculoskele-

tal manifestations (including arthralgias, and peripheral and 

axial arthritis) being the commonest. 5-Aminosalicylates (5-

ASA) were the most commonly prescribed drugs for both el-

derly onset CD and UC followed by corticosteroids, thiopu-

rines, and biologics. The use of corticosteroids was higher in 

elderly onset CD as compared to elderly onset UC (68.42% vs. 

40.31%, P < 0.001). Colorectal cancer (CRC) was more com-

mon in elderly onset UC. The mean age at diagnosis of CRC 

was 67.87 ± 1.88 years. The mean duration of symptoms and 

duration between diagnosis of IBD and CRC in patients with 

elderly onset IBD were 7.00 ± 1.06 years and 6.37 ± 1.18 years 

respectively. Benign intestinal obstruction was more common 

in elderly onset CD (Table 2). 

2. �Comparison of Elderly Onset IBD with Adult-Onset 
IBD

1) Ulcerative Colitis

The lag period between onset of symptoms and diagnosis of 

UC was smaller in elderly onset UC as compared to adult on-

set UC. Increased frequency of stools, blood in stools, and ab-

dominal pain were the commonest presenting features in both 

elderly onset and adult onset UC. Increased frequency of stools, 

weight loss and nocturnal frequency of stools were more com-

mon, while loss of appetite was less frequent in elderly onset 

UC. The disease extent was similar in both the groups, howev-

er severe disease was less common in patients with elderly 

onset UC. Prevalence of comorbid-illnesses, smoking, and 

musculoskeletal EIMs was higher in elderly onset UC. The use 

of thiopurines and biologics was infrequent in elderly onset 

UC as compared to adult onset UC (P < 0.001 and P = 0.12, re-

spectively). CRC was seen in a greater proportion of patients 

with elderly onset UC (Table 3).

2) Crohn’s Disease

Similar to elderly onset UC, the lag period between onset of 

symptoms and diagnosis of CD was smaller in elderly onset 

CD in comparison to adult onset CD. Fever and blood in stools 

were seen in significantly less number of patients with elderly 

onset CD. The disease location, behavior, and severity were sim-

ilar in both the groups, however, the mean CDAI at the time of 

diagnosis was lower in patients with elderly onset CD. In con-

trast to UC, there was no difference in the prevalence of EIMs 

between the 2 groups. Akin to UC, the use of thiopurines was 

infrequent in elderly onset CD (P < 0.001). Biologics were not 

used in any patient with elderly onset CD. There was no differ-

ence in the need for surgical intervention between patients 

with elderly onset or adult onset CD (Table 3).

DISCUSSION

With the aging global population combined with increased 

awareness, improved diagnostics and effective therapies, the 

number of elderly living with IBD has increased. The contribu-

tion of genetics, immune responses, and environmental fac-

tors in the development of IBD differ across ages.6 With elderly 

onset IBD posing unique challenges to disease diagnosis and 

management, appreciation of the differences in clinical char-

acteristics in patients with elderly onset IBD is important.5,16

The prevalence of elderly onset IBD in the current study was 

4.74%, which is lower than the prevalence reported in West-

ernized countries as well as in Asia.17-20 The widely circulated 

concept of bimodal age distribution of incidence of IBD, could 

not be appreciated. In industrialized countries, the incidence 

of elderly onset IBD has been reported to be stable since the 

1990s.21-23 However, there is scarcity of data on the temporal 

trends from developing countries due to lack of population-

based studies. But with the expected epidemiological transi-
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Table 3. Comparison of Elderly Onset and Adult Onset IBD

Variable
UC CD

Elderly onset 
UC (n=129)

Adult onset UC 
(n=3,043) P-value Elderly onset 

CD (n=57)
Adult onset CD 

(n=693) P-value

Male sex 80 (62.01) 1,661 (54.58) 0.100 36 (63.15) 398 (57.43) 0.400

Age at diagnosis (yr) 65.88±7.58 34.33±10.32 <0.001 68.18±15.70 36.70±15.50 <0.001

Duration of symptoms before diagnosis (yr) 1.88±2.54 3.44±4.91 <0.001 1.42±5.62 2.99±4.54 0.010

Addictions 

   Smoking 10 (7.75) 76 (2.49) <0.001 8 (14.03) 38 (5.48) 0.009

   Alcohol 13 (10.07) 224 (7.36) 0.250 6 (10.52) 120 (17.31) 0.180

   Opium 3 (2.32) 24 (0.78) 0.060 - 20 (2.88) 0.190

Co-morbid illnesses 

   Coronary artery disease 7 (5.42) 11 (0.36) <0.001 3 (5.26) 1 (0.14) <0.001

   Diabetes mellitus 27 (20.93) 94 (3.08) <0.001 5 (8.77) 19 (2.74) 0.010

   Hypertension 16 (12.40) 48 (1.57) <0.001 5 (8.77) 10 (1.44) <0.001

   Othersa 4 (3.10) 10 (0.32) 0.520 5 (8.77) 30 (4.32) 0.120

Family history of IBD 2 (1.55) 116 (3.81) 0.180 - 9 (1.29) 0.390

Previous appendectomy - 27 (0.88) 0.280 - 9 (1.29) 0.390

Clinical features 

Abdominal pain 85 (65.89) 1,836 (60.33) 0.200 48 (84.21) 532 (76.76) 0.190

Fever 26 (20.15) 587 (19.29) 0.800 11 (19.29) 237 (34.19) 0.020

Increased frequency of stools 119 (92.24) 2,469 (81.13) 0.001 31 (54.38) 401 (57.86) 0.600

Nocturnal frequency of stools 86 (66.66) 1,775 (58.33) 0.060 2 (3.50) 34 (4.90) 0.630

Blood in stools 104 (80.62) 2,324 (76.37) 0.260 5 (8.77) 215 (31.02) <0.001

Loss of appetite 39 (30.23) 1,316 (43.24) 0.003 24 (42.10) 338 (48.77) 0.330

Weight loss 65 (50.38) 774 (25.43) <0.001 35 (61.40) 444 (64.06) 0.680

Nausea & vomiting 4 (3.10) 100 (3.28) 0.910 28 (49.12) 304 (43.86) 0.440

Mayo Clinic score at diagnosis 6.98±2.04 7.25±2.35 0.190 - - -

CDAI at diagnosis - - - 231.14±29.69 258.45±31.20 <0.001

Disease severity 

   Mild 32 (24.80) 595 (19.55) 0.140 18 (31.57) 153 (22.07) 0.10

   Moderate 90 (69.76) 2,037 (66.94) 0.500 37 (64.91) 480 (69.26) 0.49

   Severe 7 (5.42) 411 (13.50) 0.007 2 (3.50) 60 (8.65) 0.17

Disease extent - - -

   Proctitis 22 (17.05) 579 (19.03) 0.570

   Left-sided colitis 77 (59.68) 1,726 (56.72) 0.500

   Pancolitis 30 (23.25) 738 (24.25) 0.790

Disease location - - -

   L1 26 (45.61) 314 (45.31) 0.960

   L2 17 (29.82) 203 (29.29) 0.930

   L3 13 (22.80) 160 (23.08) 0.960

   L1+L4 1 (1.75) 16 (2.30) 0.780

(Continued to the next page)
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tion of IBD in India from the stage of acceleration in incidence 

to the stage of compounding prevalence, the number of pa-

tients with elderly onset IBD is likely to increase, mirroring a 

pattern that was observed in North America and Europe dur-

ing their epidemiological transitions.24

In line with previous reports, elderly onset UC was more 

common than CD.2,25,26 However regional variations were ob-

served between north and south India. Elderly onset UC was 

more common in the north, while CD was common in the 

south. This observation is in agreement with the national IBD 

survey where CD was reported more frequently in southern 

India as compared to northern India.27 Both UC and CD showed 

predominance in elderly males. These findings are consistent 

with previous reports of higher frequency of elderly onset UC 

in males, but differ from earlier observations of elderly onset 

CD affecting females more commonly.2,6,28 The higher disease 

burden of elderly onset CD in males is accordant with reports 

of overall male predominance in CD in India, across all age 

groups.29 This could be due to actual low incidence in females 

or socio-cultural bias against females in receiving medical care. 

The genetic predisposition to IBD is considered an impor-

tant risk factor for pediatric onset IBD, more than elderly onset 

Variable
UC CD

Elderly onset 
UC (n=129)

Adult onset UC 
(n=3,043) P-value Elderly onset 

CD (n=57)
Adult onset CD 

(n=693) P-value

Disease behavior - - -

   B1 36 (63.15) 502 (72.43) 0.130

   B2 17 (29.82) 148 (21.35) 0.130

   B3 4 (7.01) 43 (6.20) 0.800

Perianal disease - - - 3 (5.26) 28 (4.04) 0.650

Extraintestinal manifestations 

   Musculoskeletal 41 (31.78) 401 (13.17) <0.001 15 (26.31) 129 (18.61) 0.150

   Ocular  1 (0.77) 16 (0.52) 0.700 1 (1.75) 8 (1.15) 0.680

   Dermatological - 20 (0.65) 0.350 - 5 (0.72) 0.520

   Primary sclerosing cholangitis 1 (0.77) 9 (0.29) 0.330 - 3 (0.43) 0.620

   Nephrolithiasis - 5 (0.16) 0.640 1 (1.75) 7 (1.01) 0.600

   Thrombotic complications - 5 (0.16) 0.640 - 1 (0.14) 0.770

   Oral ulcers  10 (7.75) 295 (9.69) 0.460 5 (8.77) 53 (7.64) 0.750

Treatment 

5-Aminosalicylates 129 (100) 3,031 (99.60) 0.470 47 (82.45) 560 (80.80) 0.760

Thiopurines 13 (10.08) 1,217 (39.99) <0.001 6 (10.52) 500 (72.15) <0.001

Biologics 4 (3.10) 196 (6.44) 0.120 - 32 (4.61) 0.100

Corticosteroids 52 (40.31) 1,462 (48.04) 0.080 39 (68.42) 465 (67.09) 0.830

Surgery 8 (6.20) 114 (3.74) 0.190 5 (8.77) 52 (7.50) 0.720

   Failure of medical therapy 1 (0.77) 80 (2.62) 0.190 - 3 (0.43) 0.620

   Colorectal cancer 7 (5.42) 21 (0.69) <0.001 1 (1.75) 2 (0.29) 0.090

   Intestinal perforation - 3 (0.09) 0.730 - 8 (1.15) 0.410

   Toxic megacolon - 10 (0.32) 0.520 - - -

   Intestinal obstruction - - - 4 (7.01) 36 (5.19) 0.550

   Perianal disease - - - - 3 (0.43) 0.620

Values are presented as number (%) or mean±standard deviation.
aOthers (hypothyroidism, hyperthyroidism, bronchial asthma, and celiac disease).
IBD, inflammatory bowel disease; UC, ulcerative colitis; CD, Crohn’s disease; CDAI, Crohn’s Disease Activity Index; L1, ileal disease; L2, colonic disease; L3, 
ileo-colonic disease; L4, upper gastrointestinal disease; B1, non-penetrating, non-stricturing disease; B2, stricturing disease; B3, penetrating disease.

Table 3. Continued
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IBD. Only 2 patients (both with elderly onset UC) in the cur-

rent study had positive family history of IBD, highlighting the 

role of environmental influences and immune responses as 

the major determinants of disease. Furthermore, age-related 

physiological changes (including frailty and immunosenes-

cence) and the effect of aging on the intestinal microbiota (shift 

from anaerobes to facultative anaerobes) also contribute to 

development of IBD.30 In the present study, smoking and co-

morbid illnesses were more frequent in elderly onset IBD as 

compared to adult-onset IBD. Whether these represent spe-

cific differences in the risk factors for adult or elderly onset 

IBD is not known at the moment and more data are needed to 

elucidate the pathophysiological differences between the 2 

cohorts.

The lag period between onset of symptoms and diagnosis of 

elderly onset IBD was smaller, as compared to the adult-onset 

IBD. This is in contrast to the earlier studies where a delayed 

diagnosis of elderly onset IBD has been reported.31,32 Early di-

agnosis of elderly onset IBD after the development of symp-

toms in the present study can be attributed to the fact that both 

the participating centers are tertiary care IBD referral centers. 

This observation, therefore, needs to be interpreted with cau-

tion and cannot be generalized as the lag period for IBD diag-

nosis may be greater in elderly patients reporting to the pri-

mary health centers/primary care physicians.

Diarrhea, including nocturnal frequency and rectal bleed-

ing, were the commonest presenting features of elderly onset 

UC while abdominal pain, weight loss, and diarrhea were the 

most frequently reported symptoms in elderly onset CD. In 

comparison to adult onset UC, a greater proportion of patients 

with elderly onset UC had diarrhea (92.24% vs. 81.13%, P = 0.001) 

and weight loss (50.38% vs. 25.43%, P < 0.001), while anorexia 

was less frequent (30.23% vs. 43.24%, P = 0.003). Fever and rec-

tal bleeding were less common in elderly onset CD when com-

pared to adult onset CD (8.77% vs. 31.02%, P < 0.004). These 

observations are in contrast to studies from Western countries 

where rectal bleeding is reportedly more common in elderly 

onset CD, but not in elderly onset UC.2,33 Higher prevalence of 

rectal bleeding in patients with elderly onset UC and abdomi-

nal pain, diarrhea and weight loss in elderly onset CD suggests 

that Indian patients with elderly onset IBD have a more con-

spicuous presentation than their Western counterparts. The 

subtlety of symptoms in elderly onset IBD, as is widely accept-

ed, was not observed in the current study. This may also ex-

plain a shorter time to a definitive diagnosis of IBD. The overall 

prevalence of EIMs was low in elderly onset IBD except mus-

culoskeletal EIMs, which were more common in elderly onset 

UC. 

Left-sided colitis (E2) in UC and isolated terminal ileal dis-

ease (L1) were the commonest disease locations. Majority of 

the patients with elderly onset CD had inflammatory disease. 

A higher prevalence of isolated colonic inflammation and peri-

anal disease has earlier been reported in elderly onset CD.34-36 

This was not observed in the current study as disease extent/

location and behavior were similar in both adult and elderly 

onset IBD. Differences in diet, genetic makeup and environ-

mental factors might explain the variations in the disease pre-

sentation and phenotype.6

The mean Mayo Clinic score at the time of diagnosis was 

similar for both adult and elderly onset UC, while CDAI was 

lower in elderly onset CD. A higher proportion of elderly pa-

tients had mild disease in comparison to adult-onset IBD, though 

the difference was not significant. Severe disease was signifi-

cantly less common in elderly onset UC.

Overall, 5-ASA were the most commonly prescribed drugs 

for treatment in both adult and elderly onset IBD due to their 

perceived safety in the elderly. The use of thiopurines and bio-

logics was expectedly infrequent in elderly onset IBD due to 

hesitation in their use considering higher risk of adverse effects. 

Our prescription practices, were comparable to 2 population-

based cohorts from Hungary and France. Both the Hungarian 

and French cohorts showed that both thiopurines and corti-

costeroids were more commonly prescribed in adult-onset 

CD patients compared to the elderly population.23,37 In the cur-

rent study, however, despite the risks of infection, insomnia, 

mood swings, osteoporosis, pathological fractures, and wors-

ening of underlying diabetes mellitus or hypertension in the 

elderly, the use of corticosteroids was similar in both adult and 

elderly onset IBD (the use being more frequent in CD as com-

pared to UC). Higher prescription rates of corticosteroids in 

elderly patients with IBD have also been documented previ-

ously.38,39 Familiarity to corticosteroids, “deemed safety” and 

hesitation to use immunomodulators and biologics may ex-

plain higher frequency of use of corticosteroids. 

The need for surgical intervention was similar in both adult 

and elderly onset IBD groups. The commonest indication for 

surgery was development of CRC and benign intestinal ob-

struction (stricturing disease) in elderly onset UC and CD, re-

spectively. The rates of surgery in the elderly onset IBD in the 

current study were lower as compared to previous reports.40-42 

A recent meta-analysis reported higher surgical rates in the el-

derly.43 Lower rates of surgery in the present study indicate ei-
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ther a milder disease course or poor acceptance of surgery in 

the elderly.

The rate of development of CRC was higher in elderly onset 

IBD (n = 186; 7 UC and 1 CD, 4.3%) as compared to adult on-

set IBD (n = 3,736; 21 UC and 2 CD, 0.66%). This observation is 

at odds with the findings that adult-onset IBD transitioning to 

elderly IBD is at a greater risk of CRC due to longer duration of 

disease and persistent inflammation, rather than elderly onset 

IBD.36,44-46 Elderly onset IBD, due to supposedly low inflamma-

tory burden and/or a probable different tumor biology, is con-

sidered to have a lower risk of CRC. However, significantly high 

CRC burden was observed in patients with elderly onset IBD 

(UC > CD). Amongst the elderly onset IBD patients who de-

veloped CRC, 2 patients had onset of clinical symptoms be-

fore the age of 60 years, but were diagnosed as IBD at > 60 years 

of age. Therefore, following the definition of elderly onset IBD 

(age at diagnosis of IBD), these patients were classified as el-

derly onset IBD, though in true terms they can be considered 

as adult-onset IBD patients transitioning to elderly IBD. Nev-

ertheless, considering a low overall prevalence of both sporad-

ic CRC and IBD associated CRC in India, the observations of 

the current study demonstrating a relatively high prevalence 

of CRC in elderly onset IBD warrants confirmation from well-

designed prospective longitudinal studies. 

Our study is limited by inclusion of data only from 2 tertiary 

care centers in India and exclusion of patients with IBD unclas-

sified from the analysis. Also, the understanding of IBD and 

the clinical care of patients evolved over time. The quality of 

data captured in the databases during the study period is also 

expected to have temporal variations. The observations can 

therefore not be extrapolated as it were. Additionally, as dis-

cussed previously, this is a cross-sectional analysis and the pa-

tients were not followed longitudinally to discern the natural 

history and disease course of the elderly onset IBD. A larger 

population-based longitudinal study is required to understand 

the true epidemiology of elderly onset IBD in India. The cur-

rent study however gives a snapshot of the clinical spectrum 

of elderly onset IBD in India, highlighting the differences in 

the disease presentation, phenotype, and behavior and com-

plications between India and the Western countries.

In conclusion, elderly onset IBD is less common in India as 

compared to developed countries, but not rare. Majority of the 

patients with elderly onset IBD have UC, though regional vari-

ations (CD being commoner in south India) are noted. Com-

pared to adult-onset IBD, a higher prevalence of comorbid ill-

nesses and smoking and lower frequency of positive family 

history was observed in the elderly onset IBD. There were no 

differences in disease extent/location and behavior between 

adult and elderly onset IBD. However, there were obvious dif-

ferences in disease presentation and phenotype when com-

pared to the clinical spectrum of elderly onset IBD in Western 

countries. Thiopurines and biologics were prescribed rarely in 

contrast to frequently used 5-ASA compounds and corticoste-

roids in patients with elderly onset IBD. A higher prevalence 

of CRC was observed in elderly onset IBD. More studies fo-

cused on the elderly are needed to explain the age-related and 

geographic differences in the disease spectrum of elderly pa-

tients with IBD. 
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