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INFLAMMATORY BOWEL DISEASE IN THE ELDERLY
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Ulcerative colitis (UC) and Crohn’s disease (CD) are collec-
tively termed inflammatory bowel disease (IBD). Both are
generally considered diseases that strike young adults.
However, IBD makes its first presentation after age 60 in a
significant number of cases (approximately 12% in UC and
16% in CD). With the proportion of elderly in the population
rising, both the number of individuals carrying IBD into later
life, and the number of individuals presenting with late-
onset IBD, will increase. Making the diagnosis of IBD in
older individuals can be a very difficult task because of the
long list of diseases that may mimic or obscure IBD. The
three main differential diagnoses of IBD in an older adult are
infectious enterocolitis, ischemic colitis and diverticular
disease. The principles of medical and surgical manage-
ment of IBD in the elderly are essentially the same as in
younger adults. However, clinicians must be vigilant in mon-
itoring drug interactions and complications when treating
older individuals with IBD. Patients with IBD are at
increased risk of developing osteopenia and osteoporosis.
Since the complications of cortical bone loss can drastical-
ly reduce quality of life, clinicians should pay special atten-
tion to preventing the development or worsening of osteo-
porosis in elderly patients with IBD.
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Inflammatory bowel disease (IBD) refers to ulcera-
tive colitis (UC) and Crohn’s Disease (CD). UC is a
chronic and recurrent illness characterized by
inflammation and ulceration of the mucosal layer of
the colon beginning in the rectum and extending
proximally. Rectal bleeding and diarrhea are the
most common presenting symptoms. CD also has a
chronic and recurrent course. However, this disease
is characterized by focal, transmural inflammation
occurring anywhere along the GI tract from mouth
to anus (80% of patients have terminal ileum and
ileocecal involvement1). The transmural inflamma-
tion predisposes to complications such as inflam-
matory masses, strictures, abscesses and fistulae. 

Presenting symptoms often vary according to
location of the disease; however, crampy abdominal
pain, diarrhea, perianal disease, weight loss and
fever are common. In addition, individuals with UC
and CD are predisposed to developing various asso-

ciated extraintestinal manifestations (Table 1).
IBD is considered a disease primarily of young

adults; however, IBD can make its first presentation
in the elderly. The term “late-onset” in the IBD lit-
erature usually refers to patients over the age of 60
or 65, although some series include individuals as
young as 50. Individuals diagnosed with IBD at an
earlier age carry the disease burden into later life.2

As the proportion of elderly in Canada rises, the
diagnosis and management of IBD in the elderly is
increasingly important. Of particular concern is the
ability to differentiate late-onset IBD from other
more common gastrointestinal disorders, in order to
facilitate prompt diagnosis and early medical man-
agement. This article reviews the epidemiology,
presentation, differential diagnosis and manage-
ment of IBD in the elderly.

EPIDEMIOLOGY

From the most recent Canadian population-based
study, the incidence of CD is 14.3/100,000 and the
prevalence is 198.5/100,000.3 The incidence of UC
is 14.6/100,000 and the prevalence is
169.7/100,000.3 A review of the epidemiologic sur-
veys by Grimm and Friedman4 showed that the pro-
portion of patients who develop UC after the age of
60 is 12% (range 8%-20%), while the proportion of
patients who develop CD after the age of 60 is 16%
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Table 1. Extra-Intestinal Manifestations of IBD 

Cutaneous erythema nodosum, pyoderma
gangrenosum, erythema multiforme

Articular ankylosing spondylitis, arthralgias,
seronegative arthritis

Ocular uveitis, iritis
Hepatic fatty liver, granulomatous hepatitis
Biliary cholelithiasis, primary sclerosing cholangitis, 

cholangiocarcinoma
Oral aphthous ulcers and stomatitis
Urinary calculi (both uric acid and oxalate)
Vascular hypercoaguable state, spontaneous

thromboses
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(range 7%-26%).4 The majority of IBD epidemio-
logic studies, but not all,5-7 have found a bimodal
distribution in the age of onset. This bimodality was
originally dismissed as an artifact because of mis-
classification of diseases that can mimic IBD, par-
ticularly ischemic colitis.8 However, since the
description of ischemic colitis in 1963, epidemio-
logic studies have diligently excluded such cases
and the bimodal distribution persists. The first
mode consistently occurs in the 20’s, whereas the
second mode varies between the ages of 50 and
80.9-16 Various theories have been suggested to
account for this phenomenon, including one sug-
gesting two types of UC,17 but the reason for the age
distribution remains uncertain. Many studies have
also found incidence rates, in late-onset IBD, to
vary according to gender. A pooling of data on late-
onset CD revealed the female:male ratio to be
1.8:1.0.18 In contrast, the majority of studies have
reported a higher incidence of late-onset UC in
males compared to females.9,16,19,20

PRESENTATION

Crohn’s Disease

The presentation of CD in the elderly is generally
similar to that of younger patients.21 As well, the
laboratory abnormalities of anemia, leukocytosis,
and hypoalbuminemia are equally present in late-
onset CD.22,23 Extraintestinal manifestations also
occur with similar frequency in both early and late-
onset disease.23,24 However, researchers have
observed several unique qualities in late-onset CD.
Abdominal pain and cramps may occur less fre-
quently in the elderly.25 Others have noted an
increased frequency of rectal bleeding in late-onset
CD.26 A predilection for colonic distribution of dis-
ease in the elderly may account for this finding.1

Pooled data from 450 patients with late-onset CD
showed the anatomical distribution of disease to be
59% colonic, 26% small intestinal and 15% ileo-
colonic,18 whereas the observed distribution in
younger patients is approximately 15% colonic,
30% small intestinal and 55% ileo-colonic.27

Ulcerative Colitis

The presenting symptoms in late-onset UC, as in
CD, generally do not differ greatly from those with
earlier onset disease. Bloody diarrhea is the main
feature of UC in both older and younger patients.28

However, Zimmerman et al29 observed that non-
bloody diarrhea was significantly more common as
a presenting symptom in late-onset UC. As well,
liver enzyme abnormalities (slight elevations of
AST, ALT, ALP and GGT) and anemia were
observed more frequently.29 The spectrum of
extraintestinal manifestations can occur in late-
onset UC, although cutaneous lesions and oral aph-
thous ulcers have been observed less frequently.30

The extent of disease at the age of presentation is an
area of controversy. Some studies report a tendency
toward more distal left-sided colitis in the late-onset
groups.24,29,31,32 However, a large population-based
study found the extent of disease at presentation to
be virtually identical in early and late-onset UC.33

The initial presentation of UC in the elderly appears
to be more severe (> 6 bowel movements per day,
fever, tachycardia, anemia) than those presenting
with UC at a younger age.34 Consequently, the
elderly are twice as likely to require hospitalization
for an initial attack of UC.35 Also, the duration of
remission after the first episode has been observed
to be shorter in late-onset UC29 (Figures 1 and 2).

DIAGNOSIS AND DIFFERENTIAL 
DIAGNOSIS

Diagnosing IBD can be quite challenging.
Indeed, there can be long delays from the onset of
symptoms until the correct diagnosis is made.36 In
the elderly, the delay until a correct diagnosis is
made can be even more pronounced than in younger
adults presenting with similar symptoms.25,37 In
addition, the physical signs in the elderly may be
atypical due to altered sensory perception, particu-
larly a blunted response to pain, polypharmacy or a
coexisting systemic disease.38 The approach to
patients presenting with symptoms suggesting IBD
are shown in Table 2. In order to reduce the delay in
diagnosis in late-onset IBD, it is essential to
exclude illnesses that cause similar symptoms,
physical findings and laboratory abnormalities. The
principal differential diagnoses of IBD in the elder-
ly will be discussed here. A full discussion of all the
possible disease entities is beyond the scope of this
article. Table 3 contains a comprehensive list of the
conditions that may mimic late-onset IBD.

The main diagnostic alternatives to late-onset
IBD are infectious enterocolitis, ischemic colitis
and diverticular disease.

Infectious enterocolitis is common in the elderly
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and should be considered first in a patient with an
acute diarrheal episode with or without hema-
tochezia.4 A frequent cause is pseudomembranous
colitis associated with the Clostridium difficile
toxin.39 This condition is often suspected after
recent antibiotic use,28 but nosocomial and long-
term care facility outbreaks are common, thus mak-
ing it an important consideration in the elderly.40

The elderly are also at increased risk for developing
E. Coli 0157:H7 colitis4 which may mimic IBD
with symptoms of severe abdominal cramping and
tenderness, bloody diarrhea, fever and leukocytosis.
The risk of developing hemolytic uremic syndrome
(HUS), thrombotic thrombocytopenic purpura
(TTP) and even death, associated with E. Coli
0157:H7 infection, is higher in older individuals.28

Ischemic colitis is another principal diagnostic
alternative to late-onset IBD. Colonic ischemia
must be considered in an elderly individual present-

ing with acute abdominal pain and bloody diar-
rhea.21 Features of ischemic colitis that may mimic
IBD include segmental foci of inflammation with
rectal sparing during the ischemic episode and the
development of pseudopolyps, ulcers and strictures
upon resolution of the ischemia.1,21 Ischemic colitis
may occur in the absence of any predisposing con-
dition. Clinical suspicion is raised with the presence
of congestive heart failure, cardiac arrhythmias,
atherosclerotic disease, embolic disease, vasculitis
and diabetes mellitus.28 Features that differentiate
ischemic colitis from UC or Crohn’s colitis include
involvement of the classic “watershed areas” on
barium enema (splenic flexure and the junction of
the sigmoid and rectum),41 endoscopic visualization
of the typical appearance of ischemia, and evidence
of ischemia in other arterial beds.21,40

Diverticular disease of the colon is the third
principal diagnostic alternative to late-onset IBD.

Figure 1. Crohn’s Disease. A. View of CD enteritis at surgery,
showing areas of narrowing, creeping subserosal fat, and
enlarged mesenteric nodes. B. Barium enema shows CD involv-
ing transverse colon segmentally. There is a redundant normal
sigmoid colon (S.C.).

Figure 2. Ulcerative Colitis. A. Air-contrast barium enema in an
emaciated patient with frequent mucopurulent stools. Serrated
border represents ulcerations (arrows). Loss of haustra, short-
ening and some narrowing of colon are typical of UC.
B. Edematous, inflamed mucosa (pseudopolyps) between
chronic ulcers.
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Diverticulosis in the elderly is extremely common,
with 35 to 60% of those over age 60 affected.42,43

Complications of diverticulosis include diverticuli-
tis, hemorrhage, fistula formation and obstruction.28

The presenting symptoms of diverticulitis (fever,
palpable mass, abdominal pain) may mimic those
of CD, and misdiagnosis of diverticulitis in the set-
ting of late-onset CD is frequent.44,45 Many series
have reported high rates of concomitant diverticulo-
sis in late-onset IBD,46-48 further complicating an
already challenging clinical situation. The acute
onset of diverticulitis compared with the more fre-
quently indolent onset of CD can aid in differentiat-
ing the two diseases.4 In addition, the presence of
perianal disease and atypical fistulae (perineal, rec-
tovaginal, flank and thigh) favour the diagnosis of
CD or CD with co-existing diverticulitis.4,49

MANAGEMENT

Medical

The principles of treating UC and CD are broadly
the same irrespective of age.50 However, an aware-
ness of co-morbid illnesses and polypharmacy are
of paramount importance when treating IBD in later
life. Mild flare-ups are generally treated with oral
aminosalicylates (sulfasalazine or 5-ASA) or rectal
preparations of corticosteroid and/or 5-ASA (Table
4). More severe flares are generally treated with
oral or parenteral glucocorticoids and occasionally
antibiotics (ciprofloxacin and metronidazole).
Aminosalycilates are also used in maintaining
remission.21 Immune system modulators such as 6-
mercaptopurine (6-MP), azathioprine and inflix-
imab are used when individuals become refractory
to steroids, require long-term steroids or are intoler-
ant of steroid side-effects. Use of these medications
must be monitored carefully for serious side-
effects, such as bone marrow suppression, dimin-
ished cellular immunity, and pancreatitis.1

Sulfasalazine and 5-ASA compounds are as
effective and equally tolerated in older individu-
als.1,28 However, sulfasalazine may interfere with
the bioavailability of digoxin.51 Five-ASA is used in
a suppository or enema form for more distal dis-
ease. Care must be taken when prescribing enema
preparations of any kind in the elderly, as difficul-
ties in self-administering and retaining the product
can be encountered.28 Prescribing suppositories first
is worthwhile because they are better tolerated and
equally as effective.

The use of glucocorticoids in the elderly warrants
particular concern. Older individuals are more sus-
ceptible to complications caused by glucocorti-
coids, such as osteoporosis, hyperglycemia, hyper-
tension, increased intraocular pressure and conges-
tive heart failure.52 Glucocorticoid treatment must

Table 4. Drugs Used in the Treatment of IBD

Generic name Trade names

5-Aminosalicylic acid Asacol, Mesasal, Pentasa, 
Quintasa, Salofalk

6-Mecaptopurine Purinethol
Azathioprine Imuran
Budesonide Entocort
Ciprofloxacin hydrochloride Cipro
Hydrocortisone foam Cortifoam
Infliximab Remicade
Metronidazole Flagyl
Sulfasalazine Salazopyrin

Table 2. Approach to the Patient Suspected of Having IBD

Ulcerative Colitis Crohn’s Disease
History and physical exam History and physical exam
CBC (incl. serum iron, TIBC)* CBC (incl. serum iron, TIBC, 

serum B12)*
Colonoscopy Barium Enema

or colonoscopy
(if colitis is suspected)

Stool Culture for enteric Small Bowel Follow Through
pathogens (incl. Salmonella,
Shigella, Campylobacter,
Yersinia, E. Coli 0157:H7) 

Stool Exam for C. difficile Abdominal and Pelvic
toxin, ova and parasites Ultrasound

Stool Culture for enteric 
pathogens (incl. Salmonella, 
Shigella, Campylobacter, 
Yersinia, E. Coli 0157:H7) 
Stool Exam for C. difficile 
toxin, ova and parasites

*Serum ferritin is an acute phase reactant and it is often misleadingly
elevated in patients with IBD.

Table 3. Differential Diagnosis of Late-Onset IBD

Infectious Enterocolitis (Salmonella, Shigella, Campylobacter, 
Yersinia, Clostridium difficile, E. coli 0157:H7)

Ischemic colitis
Diverticular disease (incl. diverticulitis, chronic segmental

colitis67)
Microscopic colitis (Collagenous68 and Lymphocytic colitis68) 
Intestinal lymphoma21

Ileocecal carcinoma21

Radiation enterocolitis21

Carcinoid tumours21

Vasculitis21

Amyloidosis21

Drug-induced colitis (NSAIDs, gold compounds, 5-flucytosine,  
methyldopa, penicillamine, isotretenoin, ticlopidine)21,69
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be monitored with vigilance, because many older
individuals will have pre-existing conditions that
are susceptible to exacerbation (e.g. diabetes,
hypertension, glaucoma, osteoporosis). In a study
of steroid side-effects in elderly IBD patients,
hypertension, hypokalemia and mental status
changes were more likely to occur.53 Despite these
complications, glucocorticoid treatment is often
required and short-term therapy is usually well-tol-
erated.40 Steroid-induced osteoporosis is of particu-
lar concern, because older age alone is a risk fac-
tor.21 In addition, individuals with IBD, particularly
CD, are at increased risk of developing osteopenia,
osteoporosis and resulting fractures, presumably
due to the inflammatory process itself.54 Therefore,
baseline or early bone density measurement in all
patients upon diagnosis is recommended.21 Post-
menopausal women with IBD are at the greatest
risk for cortical bone loss,55 so hormone replace-
ment therapy along with calcium and vitamin D
supplementation should be considered.56 Similarly,
supplementation with calcium and vitamin D
should be used as prophylaxis during glucocorti-
coid treatment in all patients.57 If glucocorticoids
must be used for a prolonged period, prophylaxis
with a bisphosphanate (eg. Actonel®)58 or transition
to an immune modulating medication21 should also
be considered. In the setting of left-sided or distal
colitis, hydrocortisone foam is an excellent alterna-
tive to oral glucocorticoids. With only 40% of each
dose absorbed, side-effects are minimal.

Studies of the immune modulators 6-MP and aza-
thioprine have not shown any increased adverse
effects in the elderly.59,60 However, older patients
with gout who are being treated with allopurinol
require close monitoring, because allopurinol
inhibits the metabolism of 6-MP and azathioprine
which may lead to higher drug levels and leukope-
nia.21 In addition, older patients on warfarin require
closer monitoring of the INR when taking 6-MP or
azathioprine, because these drugs have been shown
to diminish the response to warfarin.24

Metronidazole, an antibiotic used in the treatment
of CD, also interferes with warfarin oxidation, thus
requiring vigilant INR monitoring.18 Infliximab is a
chimeric monoclonal antibody directed against
TNF-α. It is one of the newest immune modulating
medications in the treatment of IBD. Studies that
have included older subjects have not shown any
difference in efficacy or safety compared with
younger subjects.61

Patients with long-standing UC or CD of the
colon are at increased risk of developing colorectal
carcinoma. The most important risk factors are the
extent and duration of disease.62 Thus, individuals
with early-onset colitis of both types are at
increased risk of developing colorectal carcinoma
as they get older. IBD patients with a family histo-
ry of colon cancer may be at even greater risk.63

Guidelines for screening UC patients suggest
beginning surveillance colonoscopy after 8 years of
pancolitis and after 12 years of left-sided colitis.21

Guidelines for Crohn’s colitis are still in evolution.
Data suggest that folic acid supplementation can
reduce the risk of colorectal cancer,64 so that indi-
viduals with UC who are at increased risk should
receive 0.4-0.6 mg supplementation daily.

Surgical

When UC or CD become refractory to medical
management, surgical resection becomes the next
course of action. Surgery should not be thought of
as a last resort. Sometimes it is the best choice for a
particular problem; sometimes it is the only choice.
Generally, with careful attention to concomitant ill-
nesses, surgery in the elderly does not confer an
increased risk of adverse outcomes.40 When com-
paring an older and younger cohort of surgical CD
patients, the older cohort had more cardiac and res-
piratory complications.65 However, no differences
in operative mortality or anastomotic leaks were
found.65 In UC patients and patients with extensive
Crohn’s colitis who require surgery, a near total
proctocolectomy is performed. An ileal-pouch anal
anastomosis is frequently offered to younger UC
patients who require a proctocolectomy. However,
this procedure is rarely offered to older individuals
because of increased risk of fecal incontinence from
decreased anal sphincter tone7,66 and the increased
likelihood of developing post-surgical erectile dys-
function.66 The preferred procedure in older indi-
viduals requiring surgery is a proctocolectomy with
an end ileostomy.28

SUMMARY

Approximately 15% of patients with IBD will have
late-onset disease.21 As the medical and surgical
management of IBD continues to improve and as
the proportion of elderly in the population contin-
ues to rise, clinicians should expect to see a larger
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number of elderly IBD patients. More recent stud-
ies suggest that the prognosis of late-onset IBD is
slightly better than that of earlier onset IBD.22-24,34

However, arriving at the correct diagnosis in an
older individual who presents symptoms of enteritis
and/or colitis is often challenging. Clinicians must
be aware of the broad differential diagnosis of late-
onset IBD, particularly infectious colitis, ischemic
colitis and diverticular disease, to avoid long delays
in diagnosis and institution of treatment. The med-
ical and surgical management of IBD in the elderly
is the same regardless of age. Pharmacologic treat-
ment in the elderly should be instituted with careful
attention to co-morbid illnesses and issues of
polypharmacy. Older individuals with IBD are at
increased risk for osteoporosis because of several
factors, and should be managed aggressively to pre-
vent complications of bone loss.
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