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Abstract 
Inflammatory bowel diseases (IBDs) are diseases that occur primarily in adolescence and 
early adult life. A second peak of IBD incidence occurs at the age of 50–80 years, while 
reports of first diagnosis after the age of 80 years are extremely rare. It is difficult to 
establish the true incidence of IBD in older patients due to problems of case definition, 
population, and particularly because it may be confused with other clinical conditions. A 
91-year-old man was admitted to the Emergency Department with progressively worsening 
abdominal pain and 2–4 episodes of bloody diarrhea daily for the last month. Similar 
symptoms were not reported by the patient or his family during the past. Complete blood 
count and biochemical tests were normal, while stool examination showed erythrocytes and 
white blood cells. Pelvic CT showed inflammatory changes and loss of homogeneity in the 
perirectal fat together with considerable bowel wall thickening of both the rectum and 
sigmoid. Colonoscopy revealed edema, hyperemia and spontaneous friability, as well as 
microulcerations of the rectosigmoid mucosa. Tissue biopsies revealed histopathological 
lesions compatible with IBD. Finally the patient was treated with metronidazole, 
ciprofloxacin and mesalazine, with clear clinical improvement during the 5th day of 
treatment, and was finally discharged with almost normal stools. In conclusion, we report 
the case of first diagnosis of IBD in a 91-year-old man. The prevalence of IBD in patients aged 
>80 years is difficult to determine. Diagnostic tools are the same as for other age groups, but 
diagnosis may be difficult because there are a number of clinical conditions that may mimic 
IBD at this age. The treatment options are those used in younger patients, but special 
precautions should be taken. 
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Introduction 

Inflammatory bowel diseases (IBDs), including ulcerative colitis (UC) and 
Crohn’s disease (CD), are chronic, progressive and often relapsing inflammatory 
disorders of the gastrointestinal tract. Their etiology remains not well defined, as 
genetic, environmental and microbial factors have been reported to play a role in 
the pathogenesis of IBD. IBD may occur at any time from early childhood to late 
adulthood, although >80% of cases are diagnosed in the second or third decade of life. 
IBD has a bimodal peak of incidence, with the second peak between the ages of 50 and 
80 years. Approximately 15% of cases manifest after the age of 65 years, with a similar 
distribution between UC and CD. In the West, the incidence and prevalence of IBDs has 
increased in the past 50 years, up to 8–14/100,000 and 120–200/100,000 persons, 
respectively, for UC and 6–15/100,000 and 50–200/100,000 persons, respectively, for 
CD [1]. 

The clinical presentation of UC depends on the extent of the disease process. 
Patients usually present with diarrhea mixed with blood and mucus, of gradual onset 
that persists for an extended period. They may also have weight loss and blood on 
rectal examination. The chronic loss of blood from the gastrointestinal tract leads to 
increased rates of anemia. The disease may be accompanied by different degrees of 
abdominal pain, from mild discomfort to painful bowel movements or painful 
abdominal cramping with bowel movements. Abdominal pain may be the initial 
symptom of CD. It is often accompanied by diarrhea (bloody or not). The nature of the 
diarrhea in CD depends on the part of the small intestine or colon involved. Ileitis 
typically results in large-volume, watery feces. Colitis may result in a smaller volume 
of feces of higher frequency. Flatulence and bloating may also add to the intestinal 
discomfort. Systemic symptoms include fever, malabsorption and growth failure. 
Finally, extraintestinal manifestations include, among others, seronegative 
spondyloarthropathy, pyoderma gangrenosum, autoimmune hemolytic anemia and 
neurological complications such as peripheral neuropathy and depression [2, 3]. 

UC is characterized by inflammation and ulcerations in the large bowel mucosa 
and submucosa, whereas CD is a transmural inflammatory disorder that may involve 
various sites of the gastrointestinal tract. UC involves the rectum and colon and extends 
proximally in a continuous fashion. Upon presentation, lesions are limited to the 
rectum (proctitis) in 30–35% of patients, to the splenic flexure in 30–45% and to the 
cecum (pancolitis) in 20–25%. Mucosal lesions are usually diffuse and superficial, and 
deep ulcerations are present only in patients with severe disease. Perianal disease may 
develop in rare cases of UC. Extraintestinal manifestations are observed in one-third 
of UC patients. In UC, the main complications include toxic megacolon, massive 
hemorrhage or colon perforation, while strictures and fistulas are uncommon [2, 3]. 

In CD, the lesions can involve any segment of the digestive tract, from the mouth 
to the anus, but mainly affect the distal ileum and the colon. At the time of diagnosis, 
approximately 40% of patients present with ileocolonic disease, about 30% have 
isolated ileal disease, and another 30% have a pure colonic disease. Approximately  
5–15% of patients have associated upper gastrointestinal lesions and 20–30% 
present perianal lesions. Other patients have a more severe course and may develop 
complications that require surgery. In CD, intestinal strictures, internal or perianal 
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fistulas or abscesses are frequent, being reported in approximately one-third of 
patients [2, 3]. 

CD and UC are incurable; they begin in young adulthood and continue throughout 
life. Prognosis is difficult to determine. The mortality of patients with UC is not greater 
than that of the general population, but patients with CD have greater mortality than 
the general population. It has been proposed that only aggressive therapeutic 
approaches, based on treatment of early recurrent lesions in asymptomatic individuals, 
have a significant impact on progression of these chronic diseases. The overall aging of 
the population suggests that the burden of disease due to IBD in the elderly will 
continue to increase. Recent studies have identified an increasing incidence of 
hospitalizations related to IBD. Older patients with IBD-related hospitalizations have 
higher mortality than younger patients and higher hospitalization charges [1, 4]. 

It is difficult to establish the true incidence of IBD in older patients due to problems 
of case definition, population, and particularly because it may be confused with other 
clinical conditions. Old age colitis refers to patients >60 years of age who are affected 
by a group of diseases of the colon, including infections, vasculitis, microscopic colitis, 
colorectal cancer, ischemic colitis, drug-associated colitis (particularly non-steroidal 
anti-inflammatory drugs) and IBD [5]. Special precautions must be taken in the 
diagnosis of these patients to avoid errors, and new diagnostic tools might be useful 
for a correct diagnosis. 

Case Report 

A 91-year-old man was admitted to the Emergency Department with progressively worsening 
abdominal pain and 2–4 episodes of bloody diarrhea daily for the last month. Physical examination 
revealed normal temperature, pulses, blood pressure and oxygen saturation. Similar symptoms were 
not reported by the patient or his family during the past. Complete blood count and biochemical tests 
showed normal hemoglobin, white blood cells, platelets, ESR and CRP levels, while tumor markers 
were negative. Stool examination showed erythrocytes and white blood cells, while stool culture was 
negative for parasites, eggs, bacteria and Clostridium difficile.  

Chest and upper abdominal CT scan was negative, while pelvic CT showed inflammatory changes 
and loss of homogeneity in the perirectal fat together with considerable bowel wall thickening of 
both the rectum and sigmoid. Colonoscopy revealed edema, hyperemia and spontaneous friability 
presenting as a continuous mucosal injury, diffuse granular mucosal pattern and microulcerations 
of the rectosigmoid mucosa (fig. 1). The endoscopic view was compatible with UC. Tissue biopsies 
revealed diffuse mucosal inflammation with basal plasmacytosis of the lamina propria, neutrophilic 
cryptitis, crypt abscesses and mucosal crypt distortion, overall histopathological lesions compatible 
with UC (fig. 2). 

The patient was treated with the antibiotics metronidazole and ciprofloxacin intravenously, as 
well as mesalazine, with clear clinical improvement during the 5th day of treatment, and was finally 
discharged with almost normal stools. After a 6-month follow-up, no recurrence has occurred. 

Discussion 

Herein, we report a case of first diagnosis of IBD in a 91-year-old man. There are 
minor data in the literature regarding IBD in patients >85 years of age. The aging of 
the population, especially in Western societies, might have an impact on the occurrence 
of certain diseases in very old ages. In our case, endoscopy and imaging raised the 
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suspicion of IBD, while histological examination was diagnostic. On the contrary, blood 
tests were not helpful for diagnosis, as white blood cells were normal and inflammatory 
markers were negative. This might be explained by the fact that the main stimulator of 
CRP synthesis in the liver is interleukin 6 (IL-6), and studies have found a delayed IL-6 
response in infection in the old as well as impaired production of proinflammatory 
cytokines. Thus, a diminished or delayed inflammatory response to infections in the old 
may be biologically plausible [6].  

The clinical manifestations of the first flare of disease, both in UC and CD, are 
similar in the group aged >60 years and younger age groups. It has been noted that 
the severity of the symptoms of UC, particularly rectal bleeding and diarrhea, may be 
lower in patients in this group, but it may also have atypical forms of presentation, 
such as constipation [7]. With regard to disease location, according to the Montreal 
classification, proctitis and left-sided UC are more common in patients >60 years old 
than in younger patients. In the case of CD, it has been observed that the form of 
disease presentation is similar between the different age groups, but that colonic 
disease location is the most common form in the older group [8]. With regard to disease 
behavior, the most common is inflammatory disease behavior, the stricturing and 
penetrating pattern being less common than in the 18–60 years age group [9]. 

It is often difficult to establish the diagnosis of IBD in older patients because the 
disease is uncommon and the initial symptoms are often mild or atypical. There are 
various clinical situations that may hinder diagnosis of IBD in elderly patients. IBD 
may be complicated by infections or by certain medications, such as non-steroidal 
anti-inflammatory drugs and antibiotics. Similarly, certain neoplasms, and specifically 
small bowel lymphoma, may have similar characteristics to those of IBD or be a 
complication of the disease itself [5, 10]. Of particular relevance is segmental colitis 
associated with diverticular disease (SCAD), which may simulate IBD both clinically, 
endoscopically and histologically [11, 12]. Diverticulosis affects more than half of the 
people >60 years of age. SCAD is clinically manifested by abdominal pain, rectal 
bleeding and altered bowel habits, but only 3–8% of patients have mucosal 
inflammation around the diverticula. A recent study in a German IBD elderly population 
showed that 8% of older patients diagnosed as IBD patients were in fact affected by 
SCAD [13]. 

The location, extent, severity and disease behavior, both in UC and CD, will 
determine the medical treatment options to be used. The principles governing medical 
management of IBD in patients aged >60 years are the same as in other age groups [5]. 
Oral and/or topical mesalazine is the main option for medical treatment in patients 
with a mild to moderate flare of UC. However, in CD, the efficacy of mesalazine is 
questionable [14]. Beclomethasone combined with mesalazine has been shown to 
be effective for treating moderate flares of left UC when administered orally as a 
single dose [15]. The prevalence of corticosteroid resistance or dependence in this 
group of patients has not been specifically evaluated, but it is estimated at about 
30% [16]. There is no evidence of differences in terms of efficacy, metabolism and 
toxicity between patients aged >60 years and younger patients for conventional 
immunomodulatory agents such as azathioprine, mercaptopurine and methotrexate 
[14]. The indications of biological agents, such as infliximab, remain similar to those for 
patients aged <60 years. However, one of the most important aspects regarding the use 
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of these agents is the safety profile, particularly that related to the risk of infections 
[17].  

In general, the need for surgery is lower in CD patients with an age at diagnosis 
>40 years and colonic disease location [18]. In UC, restorative proctocolectomy with 
ileal pouch-anal anastomosis continues to be the surgical technique of choice. In 
general, results are not as good in older patients compared to younger patients, but 
they are both reasonably good in terms of efficacy and morbidity [19]. Finally, there 
were more hospitalizations in patients >65 years than in the younger group, 
representing 25% of all admissions for IBD occurring in the USA. In general, the 
disease course of UC is more severe in elderly patients and mortality in hospitalized 
patients, both with UC and CD, is estimated to be 3–5 times higher than in age 
subgroups <65 years [4]. In UC, age at diagnosis is not associated with increased 
mortality, whereas in CD, there is a slight increase in the risk of mortality in older 
patients (>55 years) with long-standing disease [20]. 

In conclusion, we reported a case of first diagnosis of IBD in a 91-year-old man. The 
prevalence of IBD in patients aged >80 years is difficult to determine. Diagnostic tools 
are the same as for other age groups, but diagnosis may be difficult because there are a 
number of clinical conditions that may mimic IBD at this age. The treatment options are 
those used in younger patients, but special precautions should be taken. 

 
 
 
 
 

 

Fig. 1. Colonoscopy revealed edema, hyperemia and spontaneous friability presenting as a 
continuous mucosal injury and microulcerations (arrows) of the rectosigmoid mucosa. 
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Fig. 2. Tissue biopsies revealed diffuse mucosal inflammation, cryptitis, crypt abscesses (arrow) and 
mucosal crypt distortion, overall histopathological lesions compatible with UC. 
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