
© 2022 IJNRD | Volume 7, Issue 7 July 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2207057 International Journal of Novel Research and Development (www.ijnrd.org)  
 

448 

ULCERATIVE COLITIS: A REVIEW ARTICLE 

K.K. Yogeshwar 1, Patil R.K2 

1 Department of Pharmacy Practice, Adesh Institute of Pharmacy and Biomedical Sciences, 

Bathinda, Punjab 

 

ABSTRACT:  

Ulcerative colitis is an infectious disease with no appropriate known reasons. It is the next stage of irritable 

bowel syndrome, which can lead to severe forms of GIT problems. If not treated on time that can be a 

reason for Colone cancer and many more difficult problems. The lifestyle of Patients with Ulcerative Colitis 

can be a major factor in the growth and control of this disease. Careful therapy for ulcerative colitis is saved 

for people who have bombed treatment, or who have created serious dying, hole, or danger in the wake of 

worse clinical treatment. Because the median time from diagnosis to disease extension was 5.25 years, a 

proportion of patients classified as stable forms may eventually have illness extension progression. 

Ulcerative colitis (UC) fundamentally presents in late youthfulness also, early adulthood, albeit the finding 

might be made at any age. A little top in occurrence has been shown in a few populaces after the fifth 

decade years of life. 
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INTRODUCTION 

Ulcerative colitis is an ongoing infection, that has repetitive side effects and critical grimness and disease of 

the internal organ for no known reason. (Robert C. et al.2007). It is a persistent idiopathic fiery gut illness 

(IBD) of the colon that causes a consistent shallow mucosal irritation that stretches out in factor degrees 

from the rectal to the more proximal colon. (Mahesh Gajendran et al. 2019).  

 Extraintestinal manifestations were found in about 25 percent of the patient with Ulcerative Colitis. (Robert 

C. et al.2007). This term can be traced back to Wilks and Moxon's initial alleged description of the disease 

more than a century ago (1875). (Gut et al. 2001). 

It (UC) is a constant colon infection described by diffuse mucosal irritation. Ulcerative colitis generally 

influences the rectum, yet it can likewise influence the sigmoid colon, the sliding colon, or the whole colon. 

(Robert C. et al.2007). Histopathological testing is important in the diagnosis and treatment of ulcerative 

colitis (UC), but it must be interpreted in conjunction with clinical, endoscopic, and radiographic findings. 

(Tom C. DeRoche. et al. 2014). 
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Careful therapy for ulcerative colitis is saved for people who have the worst treatment, or who have created 

serious dying, hole, or danger in the wake of bombing clinical treatment. (Robert C. et al.2007). Accurate 

diagnosis necessitates familiarity with the traditional morphological markers of UC, as well as several 

unusual pathology presentations that might lead to illness misclassification. (Tom C. DeRoche. et al. 2014).  

 Long-term ulcerative colitis has been linked to a higher risk of colon cancer. (Robert C. et al.2007 An 

underlying screening colonoscopy ought to be performed eight years after the beginning of pancreatitis and 

12 to 15 years after the beginning of left side ailment, with follow-up colonoscopies each a few years. 

(Robert C. et al.2007). Endoscopy is critical in the diagnosis, differential diagnosis, disease monitoring, and 

dysplasia surveillance of ulcerative colitis (UC), a type of inflammatory bowel disease. (Elizabeth R. Paine. 

et al.2014). 

 To get the best results in the UC surveillance program, participants must be familiar with the diagnostic 

criteria and obstacles related to UC-associated dysplasia and malignancy. (Tom C. DeRoche. et al. 2014). 

 

 

 

EPIDEMIOLOGY: 

In US, ulcerative colitis influences around 250,000 to 500,000 people. The monetary expense is almost $500 

million every year and illnesses represent 250,000 doctor visits and 20,000 hospitalized each year. (Robert 

C. et al. 2007). The annual incidence ranges from 1.2 to 20.3 cases per 100,000 people, with a frequency of 

7.6 to 245 instances per 100,000 people. (Mahesh Gajendra. et al. 2019). UC is turning out to be more 

normal, with yearly rates going from 8.8 to 23.1 per 100,000 men a very long time in North America, 0.6 to 

24.3 per 100,000 men a very long time in Europe, and 7.3 to 17.4 per 100,000 men a very long time in 

Oceania. (Lillian Du. et al. 2020). In addition, a major meta-analysis of UC patients in Hong Kong, Taiwan, 

Macau, and five provinces in mainland China found 17,958 instances. (Shu-Chen Wei. et al. 2020). Smaller 

numbers of patients were studied in India, Sri Lanka, Malaysia, the Philippines, Singapore, and Thailand. 

The greatest of these was a four-decade study of IBD patients at a single Malaysian tertiary facility, which 

found 281 cases of UC. (Shu-Chen Wei. et al. 2020). In Punjab, India, a house-to-house survey discovered 

23 confirmed cases of UC, with three more, confirmed cases discovered a year later in follow-up research. 

(Shu-Chen Wei. et al. 2020). 

The most common onset of ulcerative colitis is in the age group between 15 to 40 years of age. Men's and 

women's disease effects are similar in rate. (Robert C. et al. 2007). As per some exploration, the occurrence 

dispersion is bimodal, with a second more modest pinnacle occurring around the sixth or seventh year of 

life, with up to 10% to 15% of discoveries occurring after age 60. (Lillian Du. et al. 2020). UC is most 

common in developed countries; however, its prevalence is increasing in Asia. (Mahesh Gajendra. et al. 

2019). In addition to the geographical gradient between the occurrence of UC in Western and Asian 

countries, it has been noted that, with exceptions, there is also a geographical gradient for the incidence of 

IBD in Europe, with higher rates in the north and lower rates in the south. (Robert C. et al 2007). 

 Shockingly, studies have shown that the recurrence of UC in created nations has settled, and now and 

again, even diminished, in the twenty-first 100 years. Despite this adjustment, the commonness of UC has 

expanded extensively, perhaps because of the consideration of aggregates with lower mortality, prior 

beginning ages, and no current authoritative fix in a maturing companion of patients. (Lillian Du. et al. 
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2020).  The appropriate etiology of ulcerative colitis isn't surely known. A consistence interface between 

diet and the improvement of ulcerative colitis has not been found. (Robert C. et al 2007). 

Samuel Wilks was the first to describe UC in 1859, Crohn's disease is less frequent than UC (CD) (Mahesh 

Gajendra. et al. 2019). Both diseases are more prevalent in the developed world, especially in North 

America and Western Europe. (Joseph D. Feuerstein. et al. 2014) 

Second-era South Asian workers in the UK had a more noteworthy frequency of UC than the European 

populace, as per a planned report from the United Kingdom (UK) (17.2 versus 7 for every 100,000 

populace/year). (Mahesh Gajendra. et al. 2019). The general occurrence and commonness of UC are 

assessed to be 1.2 - 20.3 cases per 100,000 individuals each year and 7.6 - 245 cases for every 100,000 

individuals each year, separately. (Mahesh Gajendra. et al. 2019). From 2000 to 2011, the predominance of 

UC in the United States developed from 214 cases for every 100,000 men a long time to 286 examples for 

every 100,000 man-years, as per the Rochester Epidemiology Project. Ethnic and racial differences, as 

indicated by studies, are more because of natural impacts, eating inclinations, and way of life decisions than 

of genuine hereditary varieties. Gender disparities in UC have not been found in population-based studies. 

(Mahesh Gajendra. et al. 2019). The occurrence of UC is bimodal, with a top in the second or third many 

years of life, trailed by a second high between the ages of 50 and 80. Geographic varieties have been found 

in Europe and the United States, with northern scopes having a higher predominance than southern scopes. 

(Mahesh Gajendra. et al. 2019). 

 

RISK FACTOR: 

 

Because the median time from diagnosis to disease extension was 5.25 years, a proportion of patients 

classified as stable forms may eventually have illness extension progression. (Maria Josefina Etchevers. et 

al. 2009) Before being diagnosed, light and severe alcoholic drinkers had a higher risk of getting the 

condition than non-alcoholic drinkers. (Yu-Fang Wang. et al. 2013) A logistic regression analysis was done, 

which included age at onset, presence of sclerosing cholangitis, and other characteristics previously linked 

to the progression of UC, such as familial aggregation, smoking habit, and appendectomy. (Maria Josefina 

Etchevers. et al. 2009) 

 Subjects with UC were also substantially more likely to consume sugar than controls when compared to the 

group who ate little or very little sugar. (Yu-Fang Wang. et al. 2013) The model reveals that age at onset, 

with a 2.1 percent reduction in risk for each additional year, and the presence of sclerosing cholangitis were 

both independent predictors of disease extension progression. (Maria Josefina Etchevers. et al. 2009) UC 

patients were substantially more likely to consume hot food than controls, compared to those who consumed 

none or only a little amount of spicy food. (Yu-Fang Wang. et al. 2013) 

Heavy tea consumption before the diagnosis seemed to protect against the development of UC when 

compared to the group who drank no or only a little tea. (Yu-Fang Wang. et al. 2013) Vitamin B6 intake in 

UC patients was substantially higher (p 0.01) than in controls. Vitamin B6 was found to be significantly 

linked to an increased risk of UC. (B.J. Geerling. et al. 2000) Milk, vegetable, and meat consumption did not 

differ significantly between the two groups. (Yu-Fang Wang. et al. 2013) There was no link between 

carbohydrate intake (total, mono- and disaccharides, polysaccharides, or fiber) and UC. (B.J. Geerling. et al. 

2000) 
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 Between the two groups, there were no significant differences in smoking status, infant breastfeeding, 

appendectomy, measles and parasite infection, NSAID, and oral contraceptive use. (Yu-Fang Wang. et al. 

2013) High monounsaturated and polyunsaturated fat consumption was linked to a higher risk of UC. (B.J. 

Geerling. et al. 2000) Consumption of tap water was found to be a protective factor against UC. (Yu-Fang 

Wang. et al. 2013) 

Both in patients (R 0.66, p 0.001) and controls, there was a significant association between PUFA intake 

(expressed as a percentage of total fat intake) and the sum of PUFA in adipose tissue, as well as between 

linoleic acid intake and linoleic acid content in adipose tissue (R 0.39, p 0.01; R 0.48, p 0.01, respectively) 

Polyunsaturated fatty acids (PUFA-5). (B.J. Geerling. et al. 2000) Smokers were less likely than 

nonsmokers to develop UC. (Li. Jiang. et al. 2007) Ex-smokers had a higher risk of getting UC compared to 

nonsmokers. (Li. Jiang. et al. 2007) In patients, there were no significant relationships between food intake 

and adipose tissue composition for saturated or monounsaturated fatty acids. (B.J. Geerling. et al. 2000) 

 There was no link between the number of cigarettes consumed and the preventive effect of UC. (Li. Jiang. 

et al. 2007) In contrast to non-alcoholic drinking, light alcoholic drinking before diagnosis appears to protect 

against the development of UC. (Li. Jiang. et al. 2007) Heavy tea consumers had a decreased chance of 

developing the condition than those who drank no or only a little tea. (Li. Jiang. et al. 2007) The revealed 

"risk" of CRC in UC has shifted extraordinarily, and this variety can be owing to different reasons, 

remembering critical errors for a research plan, geographic aberrations in CRC risk, mainstream changes in 

CRC risk over the long haul, and even contrasts in the meaning of the event. (Edward V. Loftus. et al. 2006) 

However, there was no significant link between moderate tea drinkers and UC. (Li. Jiang. et al. 2007) The 

total "prevalence" of CRC in UC was 3.7 percent (cases of CRC divided by cases of UC). (Edward V. 

Loftus. et al. 2006) Capsicum eaters had a lower chance of having the condition (OR=0.50, 95 percent CI: 

0.27-0.94, P=0.03) than those who ate no or only a small amount of capsicum. (Li. Jiang. et al. 2007) In 

other words, the annual risk of CRC in UC was 0.3 percent or one in every 333 people. However, this 

statistic does not account for different levels of annual risk dependent on UC length. (Edward V. Loftus. et 

al. 2006)  

However, there was no difference between UC and healthy controls in the excessive intake group. (Li. 

Jiang. et al. 2007) The cumulative risk of CRC during 30 years was only 2.1 percent. 723 patients with UC 

were monitored for 8564 person-years in the Hungarian province of Veszprem over 30 years. (Edward V. 

Loftus. et al. 2006) Smoking and appendectomy before the age of diagnosis were found to be protective 

factors for UC in multivariate analysis using logistic regression analysis, and IBD family history was found 

to have a favorable correlation with UC. (Li. Jiang. et al. 2007)  

Following 20 years of UC, the total gamble of CRC was 8.3% (95 percent confidence interval [CI], 4.8–

11.7), and after 30 years, it was 18.4% (95 percent confidence interval [CI], 15.3–21.5). In other words, 

after three decades of UC, roughly one in every five people with intact colons should be diagnosed with 

CRC. (Edward V. Loftus. et al. 2006)  

The following factors did not differ between UC and controls statistically: history of breastfeeding as a 

child; childhood measles; present and childhood rural or urban location; educational status; use of oral 

contraceptives; use of NSAIDs; and family history of colon cancer. (Li. Jiang. et al. 2007) Colon and rectal 

cancer had annual rates of 0.16 percent and 0.06 percent, respectively, for a combined annual risk of about 

0.2 percent, or 1 in 500. (Edward V. Loftus. et al. 2006)  

http://www.ijrti.org/


© 2022 IJNRD | Volume 7, Issue 7 July 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2207057 International Journal of Novel Research and Development (www.ijnrd.org)  
 

452 

Thirteen CRCs were discovered, resulting in a crude yearly incidence of 0.15 percent, or around 1 in 650. 

CRC had a 7.5 percent chance of developing in the next 30 years. (Edward V. Loftus. et al. 2006). At last, 6 

CRCs were found in a lot more modest partner of 378 people with UC analyzed somewhere in the range of 

1940 and 2001 in Olmsted County, Minnesota, over the span of 5567 man-years. (Edward V. Loftus. et al. 

2006) It's worth noting that after 1980, no Olmsted County citizen diagnosed with UC developed CRC. 

(Edward V. Loftus. et al. 2006) 

 

DIAGNOSIS: 

 

Ulcerative colitis (UC) fundamentally presents in late youthfulness also, early adulthood, albeit the finding 

might be made at any age. A little top in occurrence has been shown in a few populaces after the fifth 

decade years of life. Ulcerative colitis seems to similarly influence the two genders. The irritation typically 

starts in the rectum and broadens proximally in a consistent, blended, and concentric way to influence a 

variable degree of the colon or its whole mucosal surface. (E.F. Stange. et al. 2008) 

A mix of history, evaluation of endoscopic also, radiological appearances, histology, and microbial science 

are expected to analyze colitis. The cardinal side effects of ulcerative colitis are: 

 Bloody diarrhea 

 Urgency 

 Tenesmus (straining at stool) 

Gentle distal colitis, in which rectal draining might be missing, can emulate crabby inside conditions. 

Colicky lower stomach agony might happen, however, extreme torment is typically restricted to serious 

colitis. (Paul Collins. et al. 2006)  

Stool societies ought to be performed (especially for Clostridium difficile poison) even in patients with a 

backslide of known ulcerative colitis. The presence of horrendous looseness of the bowels for over three 

weeks ought to alert the specialist to the chance of fiery gut sickness, and endoscopy ought to be performed. 

(Paul Collins. et al. 2006) 

Endoscopy and a mucosal biopsy are fundamental for the analysis of ulcerative colitis. Albeit the 

endoscopic highlights of Crohn's infection and ulcerative colitis are different, impressive cross-over 

happens. In ulcerative colitis, the rectum is impacted and the colon is ulcerated ceaselessly and uniformly, 

except for a typical fix of irritation around the foundation of the index. (Paul Collins. et al. 2006) 

 In Crohn's illness, the rectum is frequently saved, areas of the colon are frequently unaffected, and the 

terminal ileum is frequently ulcerated. It very well may be challenging to recognize ulcerative colitis and 

disengaged colonic Crohn's illness in around 33% of instances of colitis, and such patients can be depicted 

as having uncertain colitis. A plain stomach x-beam assessment surveys the degree of sickness (ulcerated 

colon contains no strong dung) and bars poisonous megacolon (cross-over colon measurement > 5 cm).  

(Paul Collins. et al. 2006) 

Intricacies of IPAA for UC can be grouped early versus late compared with pocket development. Early 

entanglements are usually partner specialized and, on the off chance that a patient is as yet redirected, might 

be an occult faction. (Stefan D. Holubar. et al. 2018)  
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Numerous IPAA complexities (pouchitis, fistulas, injuries) are analyzed by intensive history (side effects, 

gut propensities), actual assessment, computerized rectal assessment, furthermore, liberal utilization of 

assessment under sedation (EUA). Different tests incorporate the "pouch gram" which is a gastro grain 

douche utilizing a "Christmas tree-tip" catheter in the distal the butt-centric trench as though the tip is over 

the PAA, a presacral sinus might be missed. (Stefan D. Holubar. et al. 2018) 

Pouchoscopy is the pillar in the analysis of provocative furthermore, neoplastic confusions of the pocket, 

however, may likewise recognize presacral sinus and injury, and may assist with diagnosing in any case 

mysterious malrotation of the pocket Furthermore, the tip of the J-pocket spills. The previous may bring 

about stomach torment regardless of impediment, though the last option requires a high file of doubt in 

instances of repetitive abdominopelvic abscesses and a nondiagnostic gastro grain bowel purge. (Stefan D. 

Holubar. et al. 2018) 

The signs and results of ulcerative proctitis may be vague from those of UC. Incidental effects integrate 

rectal kicking of the bucket, anxiety and genuineness, tenesmus, detachment of the insides, and sporadically 

hindrance. The last choice, more typical in ulcerative proctitis than UC, may associate with fit over the 

affected piece of the rectum. The most generally perceived genuine finding of ulcerative proctitis is blood or 

heme-positive stool on rectal assessment. Perianal dermatitis may be accessible, yet at the same time basic 

signs, similar to fever, are fascinating. (Miguel D. Regueiro. et al. 2004) 

The finish of ulcerative proctitis is generally made by sigmoidoscopy or colonoscopy. Barium douche has 

confined utility in ulcerative proctitis, but it could recognize more proximal colitis. Serology is generally not 

shown in that frame of mind of ulcerative proctitis, but perinuclear against neutrophilic immunizer (p-

ANCA) and Saccharomyces cerevisiae checking specialist (ASCA) may be useful in orchestrating cases of 

indeterminant colitis (IC). Perinuclear threatening to neutrophil immunizer (pANCA) is seen in generally 80 

Ulcerative colitis patients, and simply a minority with Crohn's Disease. Then again, extended levels of 

antagonistic to Saccharomyces cerevisiae antibodies (ASCA) are as frequently as conceivable found in 

Crohn's Disease what's more, not in ulcerative colitis. (Miguel D. Regueiro. et al. 2004) 

 

Symptoms:  

The UC patients experience side effects such as horrendous loose bowels, a section of mucopus, and 

desperation to clear, and the infection course can be different. A few patients experience the ill effects of 

persistent sickness movement while others experience episodes of dynamic infection (flares) of various 

seriousness and recurrence. Between flares, the patients can be liberated from side effects (clinical 

abatement). In any case, a few patients report gastrointestinal (GI) side effects regardless of the shortfall of 

proof of fiery sickness action. GI side effects viable with irritable bowel syndrome (IBS) are normal in 

patients with IBD in clinical reduction. (B. JONEFJ ALL. et al. 2013) 

The primary normal for ulcerative colitis is the existence of bouts of movement and remission of the illness. 

The main symptoms of the sickness include stomach pain, the flu, fever, and other extraintestinal symptoms 

including joint pain, uveitis, erythema nodosum, and pyoderma gangrenosum. According to the most recent 

epidemiological data, the condition is more common in industrialized countries, where the rate ranges from 

6.5 to 16.0 per 100,000 people. (Mohsen Masoodi. et al. 2018) 
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For every 100,000 persons, there are between 26 and 214 patients with individual years and its 

pervasiveness. Provocative entrail disease is estimated to affect 0.08 to 0.5 and 3.6 to 70.0 per 100,000 

people annually in less developed countries. (Mohsen Masoodi. et al. 2018) 

It is many times accepted that the patient with dynamic colitis for the most part has loose bowels, there are 

no methodical investigations of stool weight and recurrence. In a little series, that's what Engel saw 44% of 

colitis were obstructed at the hour of the show, and in a bigger review inquiry, the stoppage was accounted 

for by 20% of patients. Patients with dynamic infection displayed a higher commonness of earnestness, a 

sensation of deficient departure, tenesmus, torment, butt-centric irritation, and waste incontinence, as 

contrasted and patients with quiet colitis. (S S C RAO. et al. 1988)  

 

Treatment:  

Patients in the OCTAVE Induction 1 and 2 preliminaries were randomized 1:4 to about two months of 

treatment with fake treatment or tofacitinib 10 mg two times a day to day. Oral aminosalicylates and oral 

corticosteroids (greatest portion 25 mg/day, prednisone proportionality) were allowed during the 

investigations given they were steadily dosed all through the review. Restricted attendant treatments 

included: azathioprine, 6-mercaptopurine, and methotrexate (2 weeks' waste of time); cyclosporine, 

mycophenolate, and tacrolimus (a month's waste of time); and hostile to TNF treatments (two months' waste 

of time). (Stephen Hanauer. et al. 2018) 

Balsalazide is a prodrug that joins 5-aminosalicylic corrosive (5-ASA) with the dormant transporter 4-

amino-benzoyl-Beta-alanine-(4-ABA). After oral organization, colonic microbes split balsalazide into 5-

ASA and 4-ABA, delivering the dynamic 5-ASA into the colon with insignificant fundamental retention of 

balsalazide, 5-ASA, or 4-ABA. Balsalazide organization more than a year time frame has been displayed to 

keep up with ulcerative colitis sickness reduction and in 6-and year studies to be essentially as successful as 

mesalamine in keeping up with a reduction of ulcerative colitis. 

The essential goal of the present clinical review was thusly to additional look at the suggestive reduction 

rate what's more, improvement of individual side effects of patients with dynamic, gentle to direct ulcerative 

colitis treated with balsalazide to that of patients treated with mesalamine. Furthermore, the plan of the 

current review separated patients concerning time since analysis and degree of sickness to acquire a further 

comprehension of the impact of these factors on the clinical reaction to these two 5-ASA specialists. (Ronald 

Pruitt. et al. 2002) 

Ispaghula was all around endured, safe, and predominant to fake treatment in lightening the gastrointestinal 

side effects of colitis patients. (C. Hallert. et al. 2015) 

Patients with clinical proof of genuine or looming holes ought to go through a dire medical procedure. 

Grade of Suggestion: 1B for a strong idea based on a demonstration of fair quality. Extreme colitis is 

defined as colitis with more than six appalling feces a day, fever, and the Truelove and Witts10 

measurements. (temperature, >37.5°C), tachycardia (pulse, >90 beats each moment), iron deficiency 

(hemoglobin, <75% of ordinary), and raised sedimentation rate (>30 mm/h). Harmful or fulminant colitis is 

described by more than 10 ridiculous stools each day, fever (>37.5°C), tachycardia (>90 beats each 

moment), weakness requiring bonding, raised sedimentation rate (>30 mm), colonic widening on 

radiography, and stomach extension with delicacy. At the point when the colonic enlargement of the cross-

over colon surpasses 6 cm, the conclusion becomes poisonous megacolon. The medical procedure is 
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expected in 20% to 30% of patients with harmful colitis and commonly comprises of a subtotal colectomy 

with end ileostomy. (Howard Ross. et al. 2014) 

Reference: 

 Langan, R. C., Gotsch, P. B., Krafczyk, M. A., & Skillinge, D. D. (2007). Ulcerative colitis: 

diagnosis and treatment. American family physician, 76(9), 1323-1330. 

 Paine, E. R. (2014). Colonoscopic evaluation in ulcerative colitis. Gastroenterology report, 2(3), 

161-168. 

 DeRoche, T. C., Xiao, S. Y., & Liu, X. (2014). Histological evaluation in ulcerative 

colitis. Gastroenterology report, 2(3), 178-192. 

 FC, E., & SC, T. (1963). THE COURSE AND PROGNOSIS OF ULCERATIVE COLITIS. Gut, 4, 

299-315. 

 Engel, G. L. (1955). Studies of ulcerative colitis: III. The nature of the psychologic processes. The 

American Journal of Medicine, 19(2), 231-256. 

 Truelove, S. C., & Richards, W. C. D. (1956). Biopsy studies in ulcerative colitis. British medical 

journal, 1(4979), 1315. 

 Truelove, S. C., & Witts, L. J. (1959). Cortisone and corticotrophin in ulcerative colitis. British 

Medical Journal, 1(5119), 387. 

 Truelove, S. C., & Witts, L. J. (1955). Cortisone in ulcerative colitis. British medical 

journal, 2(4947), 1041. 

 Baron, J. H., Connell, A. M., Kanaghinis, T. G., Lennard-Jones, J. E., & Jones, F. A. (1962). Out-

patient treatment of ulcerative colitis. British medical journal, 2(5302), 441. 

 Travis, S. P., Farrant, J. M., Ricketts, C., Nolan, D. J., Mortensen, N. M., Kettlewell, M. G., & 

Jewell, D. P. (1996). Predicting outcome in severe ulcerative colitis. Gut, 38(6), 905-910. 

 Travis, S. P. L. (2004). Predicting outcome in severe ulcerative colitis. Digestive and liver 

disease, 36(7), 448-449. 

 Thompson, A. I., & Lees, C. W. (2011). Genetics of ulcerative colitis. Inflammatory bowel 

diseases, 17(3), 831-848. 

 Gajendran, M., Loganathan, P., Jimenez, G., Catinella, A. P., Ng, N., Umapathy, C., ... & Hashash, 

J. G. (2019). A comprehensive review and update on ulcerative colitis. Disease-a-month, 65(12), 

100851. 

 Hanauer, S. B. (2004). Medical therapy for ulcerative colitis 2004. Gastroenterology, 126(6), 1582-

1592. 

 Feuerstein, J. D., & Cheifetz, A. S. (2014, November). Ulcerative colitis: epidemiology, diagnosis, 

and management. In Mayo Clinic Proceedings (Vol. 89, No. 11, pp. 1553-1563). Elsevier. 

 Jiang, X. L., & Cui, H. F. (2002). An analysis of 10218 ulcerative colitis cases in China. World 

Journal of Gastroenterology, 8(1), 158. 

 Meier, J., & Sturm, A. (2011). Current treatment of ulcerative colitis. World journal of 

gastroenterology: WJG, 17(27), 3204. 

 Rostholder, E., Ahmed, A., Cheifetz, A. S., & Moss, A. C. (2012). Outcomes after escalation of 

infliximab therapy in ambulatory patients with moderately active ulcerative colitis. Alimentary 

pharmacology & therapeutics, 35(5), 562-567. 

 Guslandi, M. (1999). Nicotine treatment for ulcerative colitis. British journal of clinical 

pharmacology, 48(4), 481. 

http://www.ijrti.org/


© 2022 IJNRD | Volume 7, Issue 7 July 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2207057 International Journal of Novel Research and Development (www.ijnrd.org)  
 

456 

 Du, L., & Ha, C. (2020). Epidemiology and pathogenesis of ulcerative colitis. Gastroenterology 

Clinics, 49(4), 643-654. 

 Da Silva, B. C., Lyra, A. C., Rocha, R., & Santana, G. O. (2014). Epidemiology, demographic 

characteristics and prognostic predictors of ulcerative colitis. World Journal of Gastroenterology: 

WJG, 20(28), 9458. 

 Bernstein, C. N., Blanchard, J. F., Rawsthorne, P., & Wajda, A. (1999). Epidemiology of Crohn's 

disease and ulcerative colitis in a central Canadian province: a population-based study. American 

journal of epidemiology, 149(10), 916-924. 

 Leijonmarck, C. E., Persson, P. G., & Hellers, G. (1990). Factors affecting colectomy rate in 

ulcerative colitis: an epidemiologic study. Gut, 31(3), 329-333. 

 Lok, K. H., Hung, H. G., Ng, C. H., Kwong, K. C., Yip, W. M., Lau, S. F., ... & Szeto, M. L. (2008). 

Epidemiology and clinical characteristics of ulcerative colitis in Chinese population: experience 

from a single center in Hong Kong. Journal of gastroenterology and hepatology, 23(3), 406-410. 

 Mayberry, J. F. (1985). Some aspects of the epidemiology of ulcerative colitis. Gut, 26(9), 968. 

 Wei, S. C., Sollano, J., Hui, Y. T., Yu, W., Santos Estrella, P. V., Llamado, L. J. Q., & Koram, N. 

(2021). Epidemiology, burden of disease, and unmet needs in the treatment of ulcerative colitis in 

Asia. Expert Review of Gastroenterology & Hepatology, 15(3), 275-289. 

 De Dombal, F. T. (1971). Ulcerative colitis. Epidemiology and aetiology, course and 

prognosis. British Medical Journal, 1(5750), 649. 

 Sharara, A. I., Al Awadhi, S., Alharbi, O., Al Dhahab, H., Mounir, M., Salese, L., ... & Mosli, M. 

(2018). Epidemiology, disease burden, and treatment challenges of ulcerative colitis in Africa and 

the Middle East. Expert review of gastroenterology & hepatology, 12(9), 883-897. 

 Barnes, E. L., Herfarth, H. H., Kappelman, M. D., Zhang, X., Lightner, A., Long, M. D., & Sandler, 

R. S. (2021). Incidence, risk factors, and outcomes of pouchitis and pouch-related complications in 

patients with ulcerative colitis. Clinical Gastroenterology and Hepatology, 19(8), 1583-1591. 

 Laurain, P. A., Guillo, L., D’Amico, F., Netter, P., Danese, S., Baumann, C., ... & Peyrin-Biroulet, 

L. (2021). Incidence of and risk factors for colorectal strictures in ulcerative colitis: a multicenter 

study. Clinical Gastroenterology and Hepatology, 19(9), 1899-1905. 

 Lakatos, L., Mester, G., Erdelyi, Z., David, G., Pandur, T., Balogh, M., ... & Lakatos, P. L. (2006). 

Risk factors for ulcerative colitis–associated colorectal cancer in a Hungarian cohort of patients with 

ulcerative colitis: results of a population-based study. Inflammatory bowel diseases, 12(3), 205-211. 

 Etchevers, M. J., Aceituno, M., García-Bosch, O., Ordás, I., Sans, M., Ricart, E., & Panés, J. (2009). 

Risk factors and characteristics of extent progression in ulcerative colitis. Inflammatory bowel 

diseases, 15(9), 1320-1325. 

 Wang, Y. F., Ou-Yang, Q., Xia, B., Liu, L. N., Gu, F., Zhou, K. F., ... & Liu, G. J. (2013). 

Multicenter case-control study of the risk factors for ulcerative colitis in China. World Journal of 

Gastroenterology: WJG, 19(11), 1827. 

 Geerling, B. J., Dagnelie, P. C., Badart-Smook, A., Russel, M. G., Stockbrügger, R. W., & 

Brummer, R. J. (2000). Diet as a risk factor for the development of ulcerative colitis. The American 

journal of gastroenterology, 95(4), 1008-1013. 

 Jiang, L., Xia, B., Li, J., Ye, M., Deng, C., Ding, Y., ... & Yang, H. (2007). Risk factors for 

ulcerative colitis in a Chinese population: an age-matched and sex-matched case-control 

study. Journal of clinical gastroenterology, 41(3), 280-284. 

 Loftus, E. V. (2006). Epidemiology and risk factors for colorectal dysplasia and cancer in ulcerative 

colitis. Gastroenterology Clinics, 35(3), 517-531. 

http://www.ijrti.org/


© 2022 IJNRD | Volume 7, Issue 7 July 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2207057 International Journal of Novel Research and Development (www.ijnrd.org)  
 

457 

 Collins, P., & Rhodes, J. (2006). Ulcerative colitis: diagnosis and management. Bmj, 333(7563), 

340-343. 

 Holubar, S. D. (2018). Prevention, diagnosis, and treatment of complications of the IPAA for 

ulcerative colitis. Diseases of the Colon & Rectum, 61(5), 532-536. 

 Stange, E. F., Travis, S. P. L., Vermeire, S., Reinisch, W., Geboes, K., Barakauskiene, A., ... & 

European Crohn's and Colitis Organisation (ECCO). (2008). European evidence-based consensus on 

the diagnosis and management of ulcerative colitis: definitions and diagnosis. Journal of Crohn's 

and Colitis, 2(1), 1-23. 

 Regueiro, M. D. (2004). Diagnosis and treatment of ulcerative proctitis. Journal of clinical 

gastroenterology, 38(9), 733-740. 

 Isgar, B., Harman, M., Kaye, M. D., & Whorwell, P. J. (1983). Symptoms of irritable bowel 

syndrome in ulcerative colitis in remission. Gut, 24(3), 190-192. 

 Rao, S. S., Holdsworth, C. D., & Read, N. W. (1988). Symptoms and stool patterns in patients with 

ulcerative colitis. Gut, 29(3), 342-345. 

 Hanauer, S., Panaccione, R., Danese, S., Cheifetz, A., Reinisch, W., Higgins, P. D., ... & Su, C. 

(2019). Tofacitinib induction therapy reduces symptoms within 3 days for patients with ulcerative 

colitis. Clinical Gastroenterology and Hepatology, 17(1), 139-147. 

 Yangyang, R. Y., & Rodriguez, J. R. (2017, December). Clinical presentation of Crohn’s, ulcerative 

colitis, and indeterminate colitis: Symptoms, extraintestinal manifestations, and disease phenotypes. 

In Seminars in pediatric surgery (Vol. 26, No. 6, pp. 349-355). WB Saunders. 

 Masoodi, M., Mahdiabadi, M. A., Mokhtare, M., Agah, S., Kashani, A. H. F., Rezadoost, A. M., ... 

& Sahebkar, A. (2018). The efficacy of curcuminoids in improvement of ulcerative colitis symptoms 

and patients’ self‐reported well‐being: A randomized double‐blind controlled trial. Journal of 

Cellular Biochemistry, 119(11), 9552-9559. 

 Jonefjäll, B., Strid, H., Öhman, L., Svedlund, J., Bergstedt, A., & Simren, M. (2013). 

Characterization of IBS‐like symptoms in patients with ulcerative colitis in clinical 

remission. Neurogastroenterology & Motility, 25(9), 756-e578. 

 Pruitt, R., Hanson, J., Safdi, M., Wruble, L., Hardi, R., Johanson, J., ... & Johnson, L. K. (2002). 

Balsalazide is superior to mesalamine in the time to improvement of signs and symptoms of acute 

mild-to-moderate ulcerative colitis. The American journal of gastroenterology, 97(12), 3078-3086. 

 Hallert, C., Kaldma, M., & Petersson, B. G. (1991). Ispaghula husk may relieve gastrointestinal 

symptoms in ulcerative colitis in remission. Scandinavian Journal of Gastroenterology, 26(7), 747-

750. 

 Baron, J. H., Connell, A. M., Kanaghinis, T. G., Lennard-Jones, J. E., & Jones, F. A. (1962). Out-

patient treatment of ulcerative colitis. British medical journal, 2(5302), 441. 

 Colitis-Pathophysiology, U. (2003). Inflammatory bowel disease part I: ulcerative colitis-

pathophysiology and conventional and alternative treatment options. Altern Med Rev, 8(3), 247-83. 

 Meier, J., & Sturm, A. (2011). Current treatment of ulcerative colitis. World journal of 

gastroenterology: WJG, 17(27), 3204. 

 Ross, H., Steele, S. R., Varma, M., Dykes, S., Cima, R., Buie, W. D., & Rafferty, J. (2014). Practice 

parameters for the surgical treatment of ulcerative colitis. Diseases of the colon & rectum, 57(1), 5-

22. 

 

 

http://www.ijrti.org/

