
UPSALA JOURNAL OF MEDICAL SCIENCES 2022, 127, e8833
http://dx.doi.org/10.48101/ujms.v127.8833

Ulcerative colitis progression: a retrospective analysis of disease burden using 
electronic medical records

David Dahlgrena, Lars Agréusb, Jan Stålhammarc and Per M. Hellströmd

aDepartment of Pharmaceutical Biosciences, Translational Drug Discovery and Development, Uppsala University, Uppsala, Sweden; 
bDepartment of Neurobiology, Care Sciences and Society, Karolinska Institutet, Stockholm, Sweden; cDepartment of Public Health and 
Caring Sciences, Family Medicine and Preventive Medicine, Uppsala University, Uppsala, Sweden; dDepartment of Medical Sciences, 
Uppsala University, Uppsala, Sweden

ABSTRACT
Background: Ulcerative colitis (UC) is a debilitating inflammatory bowel disease. Present knowledge re-
garding UC disease progression over time is limited.
Objective: To assess UC progression to severe disease along with disease burden and associated factors.
Methods: Electronic medical records linked with Swedish national health registries (2005–2015) were 
used to identify disease progression of UC. Odds of all-cause and disease-related hospitalization within 
1 year were compared between patients with disease progression and those without. Annual indirect costs 
were calculated based on sick leave, and factors related to UC progression were examined.
Results: Of the 1,361 patients with moderate UC, 24% progressed to severe disease during a median of 
5.2 years. Severe UC had significantly higher odds for all-cause (OR [odds ratio] 1.47, 95% CI [confidence 
interval]: 1.12–1.94, P < 0.01) and UC-related hospitalization (OR 2.47, 95% CI: 1.76–3.47, P < 0.0001) com-
pared to moderate disease. Average sick leave was higher in patients who progressed compared to those 
who did not (64.4 vs 38.6 days, P < 0.001), with higher indirect costs of 151,800 SEK (16,415 €) compared 
with 92,839 SEK (10,039 €) (P < 0.001), respectively. UC progression was related to young age (OR 1.62, 95% 
CI: 1.17–2.25, P < 0.01), long disease duration (OR 1.09, 95% CI: 1.03–1.15, P < 0.001), and use of corticoste-
roids (OR 2.49, 95% CI: 1.67–3.72, P < 0.001).
Conclusion: Disease progression from moderate to severe UC is associated with more frequent and longer 
hospitalizations and sick leave. Patients at young age with long disease duration and more frequent gluco-
corticosteroid medication are associated with progression to severe UC.
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Introduction

Ulcerative colitis (UC) is a chronic inflammatory bowel disease 
(IBD) with a relapsing-remitting course of disease activity of the 
colon (1). The incidence of UC in the Uppsala Region, Sweden, is 
reported to 20 cases per 100,000 inhabitants (2). UC is a 
debilitating disease with unpredictable course, which is severely 
impacting on patients’ health-related quality of life (3–6).

UC is limited to the colon. The treatment is based on which 
part of the colon that is affected as well as the severity of the 
disease activity (1, 7). The pharmacological treatment options 
are based on 5-aminosalicylates, glucocorticosteroids, various 
immunosuppressants, and targeted immunomodulators (8), 
whereas surgical colectomy today is seen as a rescue in medically 
treatment resistant cases. The primary goal of therapy is to 
attain clinical remission, defined as symptomatic remission with 
no remaining glucocorticosteroid therapy. Despite a plethora of 
treatment options, there are unmet medical needs in UC, 
particularly regarding the impact of UC and its treatment in 

activities of daily living (4, 9). UC has an onset often in 
adolescence or early adulthood resulting in sizeable long-term 
medical healthcare, reduced quality of life, and ability to work 
(5, 10–12). Now, confirmative data delineating the progressive 
nature of UC are limited as well as outcomes associated with UC 
disease progression.

The primary objective of this study was to assess progression 
rate from moderate to severe UC, and the secondary objective 
was to investigate the medical healthcare resource burden 
associated with disease progression and to identify factors 
connected to disease progression in a cohort of Swedish UC 
patients.

Materials and methods

Study design

This study data were retrieved from electronic medical records 
(EMRs) in Uppsala County Council, Sweden. EMRs were cross 
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analyzed with data from the Swedish National Patient Registry, 
Cause of Death Registry, Prescribed Drug Registry, and National 
Socioeconomic Registry. Data were pseudonymized as regards 
age, sex, prescriptions, diagnoses, laboratory test results, 
referrals, and clinical variables as retrieved from EMRs in primary 
care and secondary care settings. This study complies with 
applicable laws, regulations, and guidance regarding patient 
protection, including privacy. This study was approved by the 
Uppsala Ethics Review Board and filed under PYG-998351, 
November 28, 2014.

Data collection

The primary data source was EMRs from primary and secondary 
care centers/hospitals in Uppsala County Council. Data from 
approximately 30 primary care centers in the Uppsala County 
Council including two hospitals (Enköping, Uppsala) were 
collected. In a few cases, the same variables were collected 
from EMR and one of the health registries. If data then deviated, 
the EMR database and Prescription Registry were considered 
gold standards for outcomes and prescribed medications, 
respectively. The primary source EMR data were linked to the 
different health registries through the individual Swedish 
personal identity number (PIN), which is unique for each 
Swedish citizen. Extracted EMR data were stored in a key code 
file retaining the possibility for data verification, and an analysis 
file for statistical operations. Thus, personal data in the analysis 
file were pseudonymized by replacing the PIN with a unique 
internal patient identification number. For posterity, the key 
code file is safely preserved, accessible only for the principal 
investigator.

Patients with a diagnosis of UC (K51) were identified from the 
EMR using the Pygargus Customized eXtraction Program (CXP, 
version 4.0) data extraction tool. The CXP has been used since 
2005 in Swedish and Norwegian healthcare systems and in 
several previously published research studies with high accuracy 
(13–15). The integrated EMR data of Uppsala County Council 
allow for retrospective data capture over at least 7–8 years from 
primary care and secondary hospital care.

Patient data from the Swedish National Patient Registry were 
collected from inpatient and outpatient specialist medical care 
across all of Sweden. Key variables collected include diagnosis, 
surgery, sex, age, region, hospital visits, gastroenterology 
surgery specialist visits, as well as hospital admissions and 
discharges. Detailed information is available on all medical 
procedures and surgeries performed in both inpatient and 
outpatient settings.

The Cause of Death Registry contains information on the 
death cause of all Swedish residents and non-Swedish citizens 
living in Sweden, as well as Swedish citizen whose deaths did 
not occur in Sweden. The main variables in the registry include 
personal identification numbers; home districts; sex; date of 
death; underlying cause of death; nature of injury; multiple 
causes of death; and if the death was alcohol-, narcotic-, or 
diabetes-related. In the present study, the Cause of Death 

Registry was used to censor patients who died during follow-up. 
The censoring date was set to January 1, 2015.

Data on prescribed drugs were obtained from EMR 
supplemented by linking individual patient identifiers to the 
National Prescribed Drug Registry and were used to identify the 
total IBD population. The National Prescribed Drug Registry 
contains data on all prescription drugs dispensed at Swedish 
pharmacies (16). The registry covers prescriptions from both 
primary and specialist care level and includes data on 
prescription date, dosage, pack size, healthcare drug prescriber, 
and costs associated with the drug prescription. In our study, 
prescription data were retrieved from EMR as well as the National 
Prescribed Drug Registry. The difference between the two 
sources is that prescription data from EMR include prescribed 
medications, whereas the National Prescribed Drug Registry 
records dispensed medications. Drugs administered during 
hospitalization are recorded in EMR.

The National Socioeconomic Registry includes information 
on all individuals over 16 years of age registered in Sweden. This 
longitudinal database integrates information on educational 
level, marital status and family situation, occupational status, 
retirement, economic compensation, and social benefits. Our 
study obtained information from this registry on unemployment, 
sick leave, early retirement, and disability.

Study population and follow-up

Patients of 18 years or older with a UC diagnosis from July 2005 
until January 2015 were identified using International Statistical 
Classification of Diseases and Related Health Problems, 10th 
Revision codes (K51 UC including all subdiagnoses: K51.0 
ulcerative [chronic] pancolitis, K51.2 ulcerative proctitis, K51.3 
ulcerative proctosigmoiditis, K51.4 pseudopolyps of colon, 
K51.5 left-sided colitis, K51.8 other specified UC, K51.9 UC, 
unspecified). Moderate disease activity was defined as having a 
partial Mayo score of 2–4 being treated with prednisolone 
<40  mg/day or its equivalent. Severe disease was defined as 
having a partial Mayo score of 5–9 and being treated with 
prednisone ≥40 mg/day or its equivalent. Patients were followed 
from the date of eligibility with moderate UC until the date of 
progression to severe UC.

Outcomes

The rate of disease progression from moderate to severe UC was 
determined over a 5.2-year median follow-up period. Factors 
associated with disease progression were measured 1 year prior 
to index date, including age, sex, disease duration, medication 
use (e.g., corticosteroid and 5-aminosalicylic acid), and serum 
C-reactive protein (S-CRP) levels. Index date for patients was 
defined as the date of progression from partial Mayo score 2–4 
to score 5–9. For patients who did not progress, the index date 
was the earliest date qualifying as moderate UC.

Over the median 5.2-year follow-up, the burden of healthcare 
resource utilization was assessed by determining the presence 
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of all-cause hospitalization, UC-related hospitalization, and UC-
related surgery within 1 year before and after the index date 
among patients who progressed to severe UC and those who 
did not progress. The average annual number of sick leave days 
and the annual indirect costs associated with sick leaves were 
calculated for both cohorts in patients aged 18–65 years.

Statistical data analyses

Statistical Analysis Software, version 9.3 (SAS Institute, Cary, NC, 
USA), was used for data management and statistical analyses. 
For the primary endpoint, Kaplan–Meier analysis was used to 
depict the progression rate from moderate to severe UC. The 
secondary endpoints including demographic and clinical factors 
associated with disease progression were analyzed with a 
logistic regression model. Frequency and proportion of elevated 
serum CRP (>30 mg/L) and fecal calprotectin (>50 mg/g) were 
compared between the two groups. For patients whose disease 
progressed versus those patients who did not progress, risks of 
all-cause hospitalization, UC-related hospitalization, and UC-
related surgery were assessed as dependent variables using 
multivariate logistic regression models controlling for age, 
gender, and duration of disease; baseline corticosteroid and 
5-aminosalicylic acid use; and baseline all-cause hospitalization. 
Odds ratios (OR) with 95% confidence intervals (CI) were 
estimated from logistic regression models.

Indirect costs were calculated within 2 years after patients 
entered a moderate disease condition based on annual number 
of sick leave days. Indirect costs were calculated by multiplying 
the average annual number of sick leave days × average annual 
Swedish salary, adjusting for gender (assuming 250 work days 
per year). Annual sick leave days were obtained from the 
National Socioeconomic Registry. The average annual salary in 
2014 was 350,400 SEK for women and 403,200 SEK for men 
(excluding social fees 47%) (17). Indirect costs were converted to 
2020 value of SEK and reported in Euro (€) for comparison. Chi-
square or Kruskal–Wallis tests were used for comparisons 
between patients with or without progressing disease.

Results

Demographics and clinical characteristics

In total, 2,450 patients diagnosed with UC (K51) were retrieved 
from the EMR over the period 2005–2015. The vast majority of 
the diagnoses were made at gastroenterology, internal 
medicine, and surgery secondary care units and only few at 
other care units. Largely, 60% of patients were classified as 
unspecified UC according to the ICD-10, the majority of which 
with moderate disease activity. Of all UC patients registered in 
the EMR, 9% were not retrievable through extraction with the 
CXP 4.0 (Table 1). There were also numerous comorbidities with 
arthritis, asthma bronchiale, and cancer being the most 
prevalent; however, none of which exceeding 8% in the study 
cohort (Table 2).

Rate of disease progression and associated factors

Out of 1,361 patients identified with moderate UC in the EMR, 321 
(24%) developed severe UC over a median follow-up period of 
5.2  years (interquartile range: 4.8 years) (Figure 1). During the 
follow-up, 121 of the 1,361 (9%) patients used biologic therapies, 

Table 1. Demographics, diagnosis setting, and clinical characteristics of 
study cohort with UC extracted from electronic medical records by the 
customized extraction program, version 4.0.

Variable All UC patients, N = 2,450 (%)
Gender
 Female 1,185 (48.4)
 Male 1,265 (51.6)
 Diagnosed with UC, N (%)
Missing 231
 Gastroenterology care unit 633 (28.5)
 Internal medicine care unit 415 (18.7)
 Other specialist unit 105 (4.7)
 Pediatric care unit 140 (6.3)
 Surgery care unit 926 (41.7)
 Disease extension
 Ulcerative proctitis 354 (14.6)
 Left-sided colitis 205 (8.5)
 Extensive colitis 400 (16.5)
 Unspecified UC 1,491 (60.2)
Disease severity
 Mild 668 (27.2)
 Moderate 1,361 (55.6)
 Severe 421 (17.2)
Medical treatment
 Mesalazine 2,352 (96.0)
 Glucocorticosteroids 1,788 (72.9)
 Immunomodulators 613 (25.0)
 Antitumor necrosis factor-α 318 (12.9)

UC, ulcerative colitis.

Table 2. Number of comorbidities to UC in the study cohort. 
Comorbidities Number (% of cohort)
Anxiety 140 (6.0)
Arthritis 175 (7.7)
Asthma bronchiale 181 (7.7)
Bronchitis 6 (0.3)
Cancer 139 (6.2)
Chronic obstructive pulmonary disorder 38 (1.6)
Depression 41 (1.7)
Diabetes mellitus 133 (5.6)
Hyperthyroidism 22 (0.9)
Hypothyroidism 53 (2.2)
Malnutrition 1 (0.04)
Renal insufficiency 4 (0.16)
Multiple sclerosis 10 (0.4)
Myasthenia gravis 1 (0.04)
Osteoporosis 25 (1)
Primary sclerosing cholangitis 73 (3.1)
Psoriasis 61 (2.5)
Pyoderma gangrenosum 7 (0.3)
Rheumatoid arthritis 15 (0.6)
Thromboembolism 69 (2.9)
Thyroiditis 7 (0.3)
Uveitis 49 (2)
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more specifically 48 out of the 321 (15%) patients in the progression 
group and 73 of 1,040 (7%) among those in the non-progression 
group.

The odds for progression from moderate to severe UC were 
1.62 (95% CI: 1.17 to 2.25, P < 0.01) times greater in patients 
below 30 years of age and 1.38 (95% CI: 1.01 to 1.90, P = 0.04) 
times greater in patients between 30 and 50 years of age 
compared with those who were aged over 50 years (Table 3). In 
addition, glucocorticosteroid use (OR 2.49, 95% CI: 1.67 to 3.72, 
P < 0.0001), elevated S-CRP (OR 1.59, 95% CI: 1.21 to 2.08, 
P  <  0.01), and long disease duration (OR 1.09, 95% CI: 1.03 to 
1.15, P < 0.01) were associated with significantly greater odds for 
progression from moderate to severe disease.

Healthcare resource utilization and work productivity 
associated with disease progression

Over the 5 years of follow-up, higher rate of all-cause 
hospitalization (41% vs 33%, P < 0.01) and UC-related 

hospitalization (25% vs 11%, P < 0.01) were found in the patient 
group who progressed to severe UC as compared to those who 
did not progress (Figure 2). Among patients with disease 
progression to severe UC, the odds were 1.47 times greater for 
all-cause hospitalization (95% CI: 1.12 to 1.94, P < 0.01) and 2.47 
times greater for UC-related hospitalization (95% CI: 1.76 to 3.47, 
P < 0.001). There was no difference in UC-related surgery 
between the two groups.

Unemployment among those progressing to severe UC was 
only numerically greater than for those who did not (42% vs 
37%, P = 0.18; Figure 3), while the average sick leave days were 
significantly higher among patients with progressive disease 
(64% vs 39%, P < 0.001; Figure 4). The higher frequency of sick 
leave days in the progression group translated to higher indirect 
costs with 151,800 SEK (16,415 €) vs 92,839 SEK (10,039 €) 
compared with the non-progression group (P < 0.001; Figure 5).

Discussion

Our present study investigated the rate of progression from 
moderate to severe UC in a cohort of Swedish patients 2005–
2015. EMR data linked to multiple national registries were 
analyzed in order to reflect real-world practice in patients with 
UC. Using the ICD classification of diagnoses, our study shows 
that approximately one-fourth of patients with moderate UC 
progress to severe UC over a period of 5 years. The odds of a 
patient experiencing a UC-related hospitalization were two-fold 
greater in those with progressive disease resulting in a sizeable 
medical and societal burden; specifically, the loss of work 
productivity results from absenteeism. Logistic regression 
analysis of factors associated with the disease indicates that 
younger age, long disease duration, and glucocorticosteroid 
use were associated with progression to severe UC.

The disease progression rate in our present study is in 
agreement with the disease extension rate reported in a recent 
meta-analysis (18). Results of the meta-analysis showed that the 
rate of disease extension from proctitis or left-sided colitis to 
extensive UC was 18% at 5 years and 31% at 10 years (18). 
Furthermore, in three different population-based cohort studies, 
21–24% of UC patients showed progressive disease from limited 
to extensive colitis, and 5–10% underwent a colectomy during a 

Figure 1. Probability of progressing from moderate to severe ulcerative 
colitis over the median 5.2-year follow-up. The numbers at risk are given for 
each time point of interest. UC, ulcerative colitis.

Table 3. Demographic and baseline clinical factors associated with progression from moderate to severe UC over a median 5.2-year follow-up.

Variable No progression (n = 1,040) Progression (n = 321) Odds ratio (95% CI) P value

Aged <30 years, n (%) 276 (26.5) 104 (32.4) 1.62 (1.17–2.25) <0.01
Aged 30–50 years, n (%) 355 (34.1) 115 (35.8) 1.38 (1.01–1.90) 0.04
Aged >50 years, n (%) 409 (39.3) 102 (31.8) 1.00 (reference) –
Female, n (%) 488 (46.9) 155 (48.3) 1.16 (0.90–1.51) 0.26
Male, n (%) 552 (53.1) 166 (51.7) 1.00 (reference) –
UC disease duration, y (mean ± SD) 4.9 ± 2.7 5.8 ± 2.6 1.09 (1.03–1.15) <0.01
Glucocorticosteroids, n (%) 867 (83.4) 316 (98.4) 2.49 (1.67–3.72) <0.0001
5-ASA, n (%) 489 (47.0) 155 (48.3) 1.25 (0.95–1.65) 0.11
CRP: elevateda, n (%) 362 (34.8) 161 (50.2) 1.59 (1.21–2.08) <0.01
CRP: not elevated, n (%) 492 (47.3) 141 (43.9) 1.00 (reference) –

5-ASA, 5-aminosalicylic acid; CI, confidence interval; CRP, C-reactive protein; SD, standard deviation; UC, ulcerative colitis; y, years. aElevated CRP was defined 
as >30 mg/L.
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Figure 2. Disease burden in patients progressing from moderate to severe ulcerative colitis. UC, ulcerative colitis.

Figure 3. Proportion of unemployed patients.

Figure 4. Sick leave within 1 year.
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forthcoming 5- to 10-year period (19–21). Several meta-analyses 
(22–25) report an increased risk of colitis-associated colorectal 
cancer in patients with UC compared to the general population. 
This increased risk has been found to be related to young age at 
disease onset, prolonged disease duration, extent of disease, 
and male sex. In our current study, young age, prolonged 
disease duration, and extended corticosteroid use were all 
found to be significant factors associated with disease 
progression. These results are in line with those reported for 
patients with chronic disease activity, frequent relapses, need 
for systemic glucocorticosteroid use, and young age at diagnosis 
(26–28). As shown in our study, these same factors are associated 
with considerable work disability (29).

UC is often diagnosed in adolescence or early adulthood in 
the working-age population, and substantial work productivity 
losses among patients with moderate to severe disease have 
been reported (5, 11, 29). Our study confirms that a greater 
proportion of patients with progressive disease were more 
frequently unemployed compared with those who had a non-
progressive disease. Hence, the average annual number of sick 
leave days was significantly greater in those with progressive 
disease resulting in 1.6 times higher indirect costs in patients 
with progressive disease as compared to those maintaining 
moderate disease activity. To this end, the use of medical 
healthcare resources was found to be higher in patients with 
progressive UC as the prevalence of all-cause and UC-related 
hospitalization was significantly greater in this patient group. 
Though the overall disease progression rate may not be deemed 
to be aggressive, the cost of disease progression in UC is 
significant in terms of medical costs as well as societal burden.

Despite the availability of antibody-based biologics to treat 
UC during the study period, biologic use was only 9% overall in 
this UC population during a median of 5-year follow-up. Even 
among patients with aggressive disease activity progressing to 
severe UC, the use of biologics was 15%. The use of biologics 
reported in other population-based cohort studies with 
assessment of disease extension has also been relatively low 

ranging from 5 to 11% (20, 21, 30), consistent with the overall 
use of biologics. In agreement with this, the use of biologics, in 
general, was reported to be 7.4% in a recent study, estimating 
the annual societal cost of UC in Sweden (31). These findings 
suggest that patients with UC are being managed predominantly 
with 5-aminosalicylates and corticosteroids to induce remission 
and control symptoms against a suggested background 
treatment with azathioprine treatment in 23% of this disease 
population (20).

Guidelines for UC treatment support a treat-to-target 
approach, in which the therapeutic goal includes not only control 
of symptoms and improved quality of life but also the prevention 
of disease progression, bowel damage, surgery, and disability 
(32–36). The ultimate targets of treatment in UC remain to be 
defined but may include clinical and patient-related outcomes 
(PROs) such as resolution of rectal bleeding and normalization of 
bowel habits; endoscopic and histological mucosal healing; and 
normalization of biomarker targets such as serum CRP and fecal 
calprotectin levels. To accomplish treat-to-target goals, therapy 
needs to begin early, be aggressive and optimized, and then 
patients need to be monitored regularly until predefined 
response goals are achieved. Given the burden associated with 
UC progression, broader use of biologics earlier in the disease 
course is demanded to accomplish these treat-to-target goals.

One of the strengths of the current study is the linkage of 
several databases including the most proximal EMR to provide a 
comprehensive and robust evaluation of data in a large cohort 
of patients with moderate to severe UC (37). However, there are 
some limitations that need to be considered when interpreting 
the results of the present study. Although clinical outcomes 
reported as partial Mayo scores and the ICD classification are 
available, some clinical factors are not fully captured, such as 
endoscopic findings with disease location. Also, since the 
proportion of patients on biologics treatment was low and the 
proportion of patients with fecal calprotectin analysis was low 
(38% in progression group and 22% in non-progression group), 
these two factors were not included in the regression model. 

Figure 5. Costs associated with sick leave. SEK, Swedish krona; €, Euro.
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However, despite the low frequency of reported fecal 
calprotectin values, numerically more patients with UC 
progression compared with no progression had elevated fecal 
calprotectin, being 87% versus 79%.

In this Swedish UC population, progression of moderate to 
severe UC occurred in approximately one-fourth of the patients 
with moderate disease. The disease burden associated with 
hospitalizations and sick leave and their associated costs were 
significantly higher in patients who progressed to severe UC 
compared with those who did not. Longer disease duration, young 
age, glucocorticosteroid use, and elevated serum CRP levels were 
markedly associated with disease progression. Early identification 
of disease progression and intervention with appropriate effective 
treatment should be implemented early to prevent the 
considerable disease burden associated with UC progression.

Acknowledgments

The basic study was funded with further writing support by 
AbbVie. We thank Wan-Ju Lee, PhD, Ryan Clark, PharmD, and Yuri 
Sanchez Gonzalez, PhD, for essential basic work with the 
manuscript and fruitful collaboration. Source data verification 
and database monitoring was performed by Clinical Reports AB, 
Stockholm, Sweden.

Disclosure statement

David Dahlgren has no disclosures. Per M. Hellström, Lars Agréus, 
and Jan Stålhammar received consultant fees from AbbVie.

Funding

This study was funded by AbbVie Inc. AbbVie participated in the 
study design, research, data collection, analysis and interpretation 
of data, writing, reviewing, and approving the publication. All 
authors had access to the data results and participated in the 
development, review, and approval of this article.

Notes on contributors

David Dahlgren, PhD, is an expert in gastrointestinal injury, 
biopharmaceutics and translational in vivo models at the 
Department of Pharmaceutical Biosciences, Faculty of Medicine 
and Pharmacy, Uppsala University.

Lars Agréus, MD, PhD, senior professor of General Medical 
Gastroenterology, specialist in general medicine, Department of 
Neurobiology, Care Sciences and Society, Karolinska Institutet, 
Stockholm.

Jan Stålhammar, MD, PhD, associate professor, specialist in 
general medicine, Department of Public Health and Caring 
Sciences, Family Medicine and Preventive Medicine, Uppsala 
University, Uppsala, Faculty of Medicine and Pharmacy, Uppsala 
University, Uppsala, Sweden.

Per M. Hellström, MD, PhD, study lead, professor, senior 
consultant of gastroenterology, Gastroenterology and 
Hepatology Unit, Department of Medical Sciences, Faculty of 
Medicine and Pharmacy, Uppsala University, Uppsala, Sweden.

ORCID

David Dahlgren  https://orcid.org/0000-0002-5586-2906
Lars Agréus  https://orcid.org/0000-0002-6026-9883
Jan Stålhammar  https://orcid.org/0000-0002-0980-0552
Per M. Hellström  https://orcid.org/0000-0001-8428-0772

References 
 1. Magro F, Gionchetti P, Eliakim R, Ardizzone S, Armuzzi A, Barreiro-de 

Acosta M, et al. Third European evidence-based consensus on diagno-
sis and management of ulcerative colitis. Part 1: definitions, diagnosis, 
extra-intestinal manifestations, pregnancy, cancer surveillance, surgery, 
and ileo-anal pouch disorders. J Crohns Colitis. 2017;11:649–70. doi: 
10.1093/ecco-jcc/jjx008

 2. Sjoberg D, Holmstrom T, Larsson M, Nielsen AL, Holmquist L, Ekbom A, 
et al. Incidence and natural history of ulcerative colitis in the Uppsala 
Region of Sweden 2005–2009 – results from the IBD cohort of the 
Uppsala Region (ICURE). J Crohns Colitis. 2013;7:e351–7. doi: 10.1016/j.
crohns.2013.02.006

 3. Gibson PR, Vaizey C, Black CM, Nicholls R, Weston AR, Bampton P, et al. 
Relationship between disease severity and quality of life and assess-
ment of health care utilization and cost for ulcerative colitis in Australia: 
a cross-sectional, observational study. J Crohns Colitis. 2014;8:598–606. 
doi: 10.1016/j.crohns.2013.11.017

 4. Farrell D, McCarthy G, Savage E. Self-reported symptom burden in indi-
viduals with inflammatory bowel disease. J Crohns Colitis. 2016;10:315–
22. doi: 10.1093/ecco-jcc/jjv218

 5. Van Assche G, Peyrin-Biroulet L, Sturm A, Gisbert JP, Gaya DR, Bokemeyer 
B, et al. Burden of disease and patient-reported outcomes in patients 
with moderate to severe ulcerative colitis in the last 12 months – mul-
ticenter European cohort study. Dig Liver Dis. 2016;48:592–600. doi: 
10.1016/j.dld.2016.01.011

 6. Casellas F, Arenas JI, Baudet JS, Fabregas S, Garcia N, Gelabert J, et al. 
Impairment of health-related quality of life in patients with inflamma-
tory bowel disease: a Spanish multicenter study. Inflamm Bowel Dis. 
2005;11:488–96. doi: 10.1097/01.MIB.0000159661.55028.56

 7. Harbord M, Eliakim R, Bettenworth D, Karmiris K, Katsanos K, Kopylov 
U, et al. Third European evidence-based consensus on diagnosis and 
management of ulcerative colitis. Part 2: current management. J Crohns 
Colitis. 2017;11:769–84. doi: 10.1093/ecco-jcc/jjx009

 8. Bressler B, Marshall JK, Bernstein CN, Bitton A, Jones J, Leontiadis GI, 
et al. Clinical practice guidelines for the medical management of non-
hospitalized ulcerative colitis: the Toronto consensus. Gastroenterology. 
2015;148:1035–58.e3. doi: 10.1053/j.gastro.2015.03.001

 9. Danese S, Allez M, van Bodegraven AA, Dotan I, Gisbert JP, Hart A, et al. 
Unmet medical needs in ulcerative colitis: an expert group consensus. 
Dig Dis. 2019;37:266–83. doi: 10.1159/000496739

 10. Lonnfors S, Vermeire S, Greco M, Hommes D, Bell C, Avedano L. IBD and 
health-related quality of life – discovering the true impact. J Crohns 
Colitis. 2014;8:1281–6. doi: 10.1016/j.crohns.2014.03.005

 11. Burisch J, Jess T, Martinato M, Lakatos PL. The burden of inflammatory 
bowel disease in Europe. J Crohns Colitis. 2013;7:322–37. doi: 10.1016/j.
crohns.2013.01.010

 12. Gibson TB, Ng E, Ozminkowski RJ, Wang S, Burton WN, Goetzel RZ, 
et  al. The direct and indirect cost burden of Crohn’s disease and 

https://orcid.org/0000-0002-5586-2906
https://orcid.org/0000-0002-5586-2906
https://orcid.org/0000-0002-6026-9883
https://orcid.org/0000-0002-6026-9883
https://orcid.org/0000-0002-0980-0552
https://orcid.org/0000-0002-0980-0552
https://orcid.org/0000-0001-8428-0772
https://orcid.org/0000-0001-8428-0772
http://dx.doi.org/10.1093/ecco-jcc/jjx008
http://dx.doi.org/10.1016/j.crohns.2013.02.006
http://dx.doi.org/10.1016/j.crohns.2013.02.006
http://dx.doi.org/10.1016/j.crohns.2013.11.017
http://dx.doi.org/10.1093/ecco-jcc/jjv218
http://dx.doi.org/10.1016/j.dld.2016.01.011
http://dx.doi.org/10.1097/01.MIB.0000159661.55028.56
http://dx.doi.org/10.1093/ecco-jcc/jjx009
http://dx.doi.org/10.1053/j.gastro.2015.03.001
http://dx.doi.org/10.1159/000496739
http://dx.doi.org/10.1016/j.crohns.2014.03.005
http://dx.doi.org/10.1016/j.crohns.2013.01.010
http://dx.doi.org/10.1016/j.crohns.2013.01.010


8 D. DAHLGREN ET AL.

ulcerative colitis. J Occup Environ Med. 2008;50:1261–72. doi: 10.1097/
JOM.0b013e318181b8ca

 13. Ringborg A, Martinell M, Stalhammar J, Yin DD, Lindgren P. Resource 
use and costs of type 2 diabetes in Sweden – estimates from pop-
ulation-based register data. Int J Clin Pract. 2008;62:708–16. doi: 
10.1111/j.1742-1241.2008.01716.x

 14. Kjeldsen SE, Stalhammar J, Hasvold P, Bodegard J, Olsson U, Russell D. 
Effects of losartan vs candesartan in reducing cardiovascular events in 
the primary treatment of hypertension. J Hum Hypertens. 2010;24:263–
73. doi: 10.1038/jhh.2009.77

 15. Lindgren P, Borgstrom F, Stalhammar J, Alemao E, Yin DD, Jonsson  L. 
Association between achieving treatment goals for lipid-lowering and 
cardiovascular events in real clinical practice. Eur J Cardiovasc Prev 
Rehabil. 2005;12:530–4. doi: 10.1097/01.hjr.0000160724.05165.dc

 16. Wettermark B, Hammar N, Fored CM, Leimanis A, Otterblad Olausson P, 
Bergman U, et al. The new Swedish Prescribed Drug Register – oppor-
tunities for pharmacoepidemiological research and experience from 
the first six months. Pharmacoepidemiol Drug Saf. 2007;16:726–35. doi: 
10.1002/pds.1294

 17. Bartko J, Schoergenhofer C, Schwameis M, Firbas C, Beliveau M, Chang 
C, et al. A randomized, first-in-human, healthy volunteer trial of sutim-
limab, a humanized antibody for the specific inhibition of the classi-
cal complement pathway. Clin Pharmacol Ther. 2018;104:655–63. doi: 
10.1002/cpt.1111

 18. Roda G, Narula N, Pinotti R, Skamnelos A, Katsanos KH, Ungaro R, et al. 
Systematic review with meta-analysis: proximal disease extension in 
limited ulcerative colitis. Aliment Pharmacol Ther. 2017;45:1481–92. doi: 
10.1111/apt.14063

 19. Busch K, Ludvigsson JF, Ekstrom-Smedby K, Ekbom A, Askling J, Neovius 
M. Nationwide prevalence of inflammatory bowel disease in Sweden: a 
population-based register study. Aliment Pharmacol Ther. 2014;39:57–
68. doi: 10.1111/apt.12528

 20. Rönnblom A, Holmström T, Tanghöj H, Karlbom U, Thorn M, Sjoberg D. 
Low colectomy rate five years after diagnosis of ulcerative colitis. 
Results from a prospective population-based cohort in Sweden (ICURE) 
diagnosed during 2005–2009. Scand J Gastroenterol. 2016;51:1339–44. 
doi: 10.1080/00365521.2016.1200141

 21. Solberg IC, Lygren I, Jahnsen J, Aadland E, Hoie O, Cvancarova M, et al. 
Clinical course during the first 10 years of ulcerative colitis: results 
from a population-based inception cohort (IBSEN study). Scand J 
Gastroenterol. 2009;44:431–40. doi: 10.1080/00365520802600961

 22. Bopanna S, Ananthakrishnan AN, Kedia S, Yajnik V, Ahuja V. Risk of 
colorectal cancer in Asian patients with ulcerative colitis: a systematic 
review and meta-analysis. Lancet Gastroenterol Hepatol. 2017;2:269–
76. doi: 10.1016/S2468-1253(17)30004-3

 23. Bopanna S, Kedia S, Das P, Dattagupta S, Sreenivas V, Mouli VP, et al.  
Long-term follow-up reveals high incidence of colorectal cancer in 
Indian patients with inflammatory bowel disease. United European 
Gastroenterol J. 2017;5:708–14. doi: 10.1177/2050640616680552

 24. Castano-Milla C, Chaparro M, Gisbert JP. Systematic review with 
meta-analysis: the declining risk of colorectal cancer in ulcerative colitis. 
Aliment Pharmacol Ther. 2014;39:645–59. doi: 10.1111/apt.12651

 25. Jess T, Rungoe C, Peyrin-Biroulet L. Risk of colorectal cancer in patients 
with ulcerative colitis: a meta-analysis of population-based cohort 
studies. Clin Gastroenterol Hepatol. 2012;10:639–45. doi: 10.1016/j.
cgh.2012.01.010

 26. Kim B, Park SJ, Hong SP, Kim TI, Kim WH, Cheon JH. Proximal disease 
extension and related predicting factors in ulcerative proctitis. Scand J 
Gastroenterol. 2014;49:177–83. doi: 10.3109/00365521.2013.867360

 27. Etchevers MJ, Aceituno M, Garcia-Bosch O, Ordas I, Sans M, Ricart E, et al. 
Risk factors and characteristics of extent progression in ulcerative coli-
tis. Inflamm Bowel Dis. 2009;15:1320–5. doi: 10.1002/ibd.20897

 28. Meucci G, Vecchi M, Astegiano M, Beretta L, Cesari P, Dizioli P, et al. The 
natural history of ulcerative proctitis: a multicenter, retrospective study. 
Gruppo di Studio per le Malattie Infiammatorie Intestinali (GSMII). 
Am J Gastroenterol. 2000;95:469–73. doi: 10.1111/j.1572-0241.2000.
t01-1-01770.x

 29. Siebert U, Wurm J, Gothe RM, Arvandi M, Vavricka SR, von Kanel R, et al. 
Predictors of temporary and permanent work disability in patients with 
inflammatory bowel disease: results of the swiss inflammatory bowel 
disease cohort study. Inflamm Bowel Dis. 2013;19:847–55. doi: 10.1097/
MIB.0b013e31827f278e

30. Burisch J, Katsanos KH, Christodoulou DK, Barros L, Magro F, Pedersen N, 
et al. Natural disease course of ulcerative colitis during the first five years 
of follow-up in a European population-based inception cohort-an Epi-IBD 
study. J Crohns Colitis. 2019;13:198–208. doi: 10.1093/ecco-jcc/jjy154

 31. Khalili H, Everhov Å H, Halfvarson J, Ludvigsson JF, Askling J, Myrelid 
P, et al. Healthcare use, work loss and total costs in incident and prev-
alent Crohn’s disease and ulcerative colitis: results from a nation-
wide study  in  Sweden. Aliment Pharmacol Ther. 2020;52:655–68. doi: 
10.1111/apt.15889

 32. Lamb CA, Kennedy NA, Raine T, Hendy PA, Smith PJ, Limdi JK, et al. 
British  Society of Gastroenterology consensus guidelines on the 
 management of inflammatory bowel disease in adults. Gut. 2019;68:s1–
s106. doi: 10.1136/gutjnl-2019-318484

 33. Ungaro R, Colombel JF, Lissoos T, Peyrin-Biroulet L. A treat-to-target 
update in ulcerative colitis: a systematic review. Am J Gastroenterol. 
2019;114:874–83. doi: 10.14309/ajg.0000000000000183

 34. Rubin DT, Ananthakrishnan AN, Siegel CA, Sauer BG, Long MD. ACG 
clinical guideline: ulcerative colitis in adults. Am J Gastroenterol. 
2019;114:384–413. doi: 10.14309/ajg.0000000000000152

 35. Peyrin-Biroulet L, Sandborn W, Sands BE, Reinisch W, Bemelman W, 
Bryant RV, et al. Selecting therapeutic targets in inflammatory bowel 
disease (STRIDE): determining therapeutic goals for treat-to-target. Am 
J Gastroenterol. 2015;110:1324–38. doi: 10.1038/ajg.2015.233

 36. Feuerstein JD, Isaacs KL, Schneider Y, Siddique SM, Falck-Ytter Y, Singh 
S. AGA clinical practice guidelines on the management of moderate 
to severe ulcerative colitis. Gastroenterology. 2020;158:1450–61. doi: 
10.1053/j.gastro.2020.01.006

 37. Joseph N, Lindblad I, Zaker S, Elfversson S, Albinzon M, Ødegård Ø, et al. 
Automated data extraction of electronic medical records: validity of data 
mining to construct research databases for eligibility in gastroenterological 
clinical trials. Ups J Med Sci. 2022;127:1–6. doi: http://dx.doi.org/10.48101/
ujms.v127.8260

http://dx.doi.org/10.1097/JOM.0b013e318181b8ca
http://dx.doi.org/10.1097/JOM.0b013e318181b8ca
http://dx.doi.org/10.1111/j.1742-1241.2008.01716.x
http://dx.doi.org/10.1038/jhh.2009.77
http://dx.doi.org/10.1097/01.hjr.0000160724.05165.dc
http://dx.doi.org/10.1002/pds.1294
http://dx.doi.org/10.1002/cpt.1111
http://dx.doi.org/10.1111/apt.14063
http://dx.doi.org/10.1111/apt.12528
http://dx.doi.org/10.1080/00365521.2016.1200141
http://dx.doi.org/10.1080/00365520802600961
http://dx.doi.org/10.1016/S2468-1253(17)30004-3
http://dx.doi.org/10.1177/2050640616680552
http://dx.doi.org/10.1111/apt.12651
http://dx.doi.org/10.1016/j.cgh.2012.01.010
http://dx.doi.org/10.1016/j.cgh.2012.01.010
http://dx.doi.org/10.3109/00365521.2013.867360
http://dx.doi.org/10.1002/ibd.20897
http://dx.doi.org/10.1111/j.1572-0241.2000.t01-1-01770.x
http://dx.doi.org/10.1111/j.1572-0241.2000.t01-1-01770.x
http://dx.doi.org/10.1097/MIB.0b013e31827f278e
http://dx.doi.org/10.1097/MIB.0b013e31827f278e
http://dx.doi.org/10.1093/ecco-jcc/jjy154
http://dx.doi.org/10.1111/apt.15889
http://dx.doi.org/10.1136/gutjnl-2019-318484
http://dx.doi.org/10.14309/ajg.0000000000000183
http://dx.doi.org/10.14309/ajg.0000000000000152
http://dx.doi.org/10.1038/ajg.2015.233
http://dx.doi.org/10.1053/j.gastro.2020.01.006
http://dx.doi.org/10.48101/ujms.v127.8260
http://dx.doi.org/10.48101/ujms.v127.8260

