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Abstract 
Introduction: Ulcerative colitis (UC) and Crohn’s disease (CD) are chronic 
conditions marked by persistent inflammation of the gastrointestinal tract, char-
acterized by periods of flare-ups and remission. For a long time, these diseases 
were considered almost nonexistent in sub-Saharan Africa; however, the num-
ber of diagnosed cases has increased in recent years. The aim of this study is to 
report, through a series of 64 patients, the epidemiological, diagnostic, and ther-
apeutic aspects of chronic inflammatory bowel diseases (IBD) in our local con-
text. Methods: This was a retrospective, descriptive, and analytical study span-
ning from January 1, 2017, to June 30, 2024. All consultation and hospitalization 
records of patients treated for IBD were collected. Sociodemographic, clinical, 
endoscopic, histological, radiological, therapeutic, and outcome data were gath-
ered. Data entry and analysis were performed using Sphinx version 5.1.0.2 and 
SPSS version 18. Results: A total of 71 IBD records were identified among 25,646 
files, corresponding to a prevalence of 0.27%. Seven records were unusable, leav-
ing 64 records for analysis (55 UC cases and 9 CD cases). The mean age was 37 
years, ranging from 13 to 74 years, with the 17 - 40 age group being the most 
represented. There was a slight male predominance (sex ratio 1.28). No family 
history of IBD was reported. Active smoking was identified in 14% of cases. The 
average diagnostic delay was 36 months for CD and 41 months for UC. Digestive 
symptoms were dominated by diarrhea and abdominal pain. Twenty-three pa-
tients had extraintestinal manifestations. Ano-perineal lesions were observed in 
5 CD patients (55%). Endoscopy revealed pancolitis (Montreal E3) in 38% of 
UC cases and a Mayo endoscopic score of 3 in 26%. Ileocolic involvement 
(Montreal L2) predominated in CD cases. Severe acute colitis was recorded in 
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19 cases (30%). From a therapeutic standpoint, corticosteroids were initially 
used in 41 patients (64%). Maintenance therapy for UC was based on mesala-
zine in 15 patients (27%), azathioprine in 10 (18%), and sulfasalazine in 29 
(55%). For CD, 5-ASA was used in 5 cases (55%) and azathioprine in 4 (44%). 
Four CD patients underwent surgery. Fourteen patients were lost to follow-
up. Four patients died, three due to complications of severe acute colitis (16%). 
Conclusion: Chronic inflammatory bowel diseases are increasingly diagnosed 
in our setting. They mainly affect young adults with a slight male predomi-
nance. The long diagnostic delay likely contributes to the frequency of severe 
forms. Therapeutic options remain limited, and mortality in severe acute co-
litis is significant, underscoring the need for close collaboration between gas-
troenterologists and surgeons to optimize patient care. 
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1. Introduction 

Chronic inflammatory bowel diseases (IBD) are characterized by persistent in-
flammation of the gastrointestinal tract, evolving through periods of exacerbation 
and remission [1] [2]. Ulcerative colitis (UC) refers to an inflammatory condition, 
primarily affecting the mucosa, which begins in the rectum and can extend in a 
continuous manner to varying lengths of the proximal colon [3]. Crohn’s disease 
(CD) is a granulomatous inflammation that may affect all layers of the intestinal 
wall, often discontinuously involving the colon and/or small intestine or any other 
segment of the digestive tract [4].  

These two colonic diseases can sometimes be difficult to distinguish, in which 
case the term “indeterminate colitis” is used.  

Although their pathogenesis is not fully understood, it is currently considered 
that IBD results from an inappropriate intestinal immune response to bacterial 
antigens of the gut microbiota in genetically predisposed individuals, influenced 
by environmental factors [5] [6].  

While widely studied in Western countries, these disorders remain under-doc-
umented in sub-Saharan Africa, notably in Senegal [7]-[10]. This knowledge gap 
limits our understanding of the true impact of IBD in this region and hinders the 
development of appropriate management strategies.  

Today, it is important to better understand IBD in our local context, especially 
given that rapid changes in lifestyle and diet in sub-Saharan Africa could influence 
both the incidence and clinical presentation of IBD [11].  

It is in this context that we undertook the present study at Idrissa Pouye General 
Hospital (HOGIP) with the objective of better characterizing the epidemiological, 
diagnostic, therapeutic, and outcome aspects of IBD in our setting.  
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2. Methodology  
2.1. Study Design and Setting  

This was a retrospective, descriptive, and analytical study based on records of pa-
tients hospitalized or seen in consultation for ulcerative colitis or Crohn’s disease 
at the Hepatogastroenterology Department of Idrissa Pouye General Hospital in 
Dakar, Senegal, spanning from January 1, 2017, to June 30, 2024.  

2.2. Definitions  

The diagnosis of IBD was based on suggestive clinical and endoscopic findings, 
supported by compatible histology.  
• Clinical signs included dysenteric syndrome; diarrhea; rectal bleeding; vomit-

ing; ano-perineal lesions; and extra-digestive manifestations.  
• Endoscopic criteria:  

○ For UC: continuous lesions without intervals of healthy mucosa, beginning 
in the rectum with a clear upper limit, and not extending beyond the cecum.  

○ For CD: discontinuous, asymmetrical, and heterogeneous lesions separated 
by areas of healthy mucosa; the rectum is involved in approximately half of 
cases. Involvement of the ileocecal valve or terminal ileum is highly char-
acteristic.  

• Histological features compatible with diagnosis included at least one of the fol-
lowing: crypt distortion; basal lymphoplasmacytic infiltration; reduced mu-
cosecretion. Certain features are more indicative of UC (infiltration of the lam-
ina propria by polymorphonuclear and mononuclear cells, crypt abscesses, 
disorganized crypt architecture, reduced mucosecretion), while others suggest 
CD (infiltration by macrophages and lymphocytes in the lamina propria, tu-
berculoid granulomas, ulcerations above lymphoid aggregates, fissural ulcera-
tions).  

2.3. Data Collection and Analysis  

Clinical, biological, endoscopic, histopathological, and therapeutic data, as well as 
patient outcomes, were extracted from medical records, then entered and pro-
cessed using Sphinx software (version 5.1.0.2).  

Collected data included:  
• Sociodemographic: age, sex, geographic origin.  
• Clinical: personal and family history, vital signs (body temperature, pulse rate), 

diagnostic delay, presence or absence of rectal bleeding, stool frequency, ab-
dominal pain, ano-perineal lesions, extra-digestive manifestations (cutaneous, 
articular, ocular), and disease activity scores (Lichtiger score for UC and Har-
vey-Bradshaw Index [HBI] for CD).  

• Biological: complete blood count (CBC), C-reactive protein (CRP), albumin, 
liver function tests, blood electrolytes, stool parasitology and culture, and HIV 
serology.  
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• Endoscopic: presence of erythema, erosions or ulcerations, vascular pattern, 
and lesion extent according to the Montreal classification.  

• Therapeutic and outcome data: medical and surgical treatments, and patient 
evolution.  

2.4. Statistical Analysis  

Data were entered using Sphinx software and analyzed with SPSS (Statistical Pack-
age for Social Sciences), version 18.  

Frequencies were compared using Pearson’s Chi-square test or Fisher’s exact 
test (two-tailed), depending on applicability. Means were compared using analysis 
of variance (ANOVA). Multivariate analysis was conducted using binary logistic 
regression, with significance set at p < 0.05.  

3. Results  
3.1. General Characteristics  

We collected 71 cases of inflammatory bowel diseases (IBD) from a total of 25,646 
patient records, corresponding to a prevalence of 0.27%. Seven records were un-
usable; therefore, our analyses focused on 64 cases (55 cases of ulcerative colitis 
[UC] and 9 cases of Crohn’s disease [CD]).  

The mean age of patients was 37 years, ranging from 13 to 74 years. The age 
group of 17 to 40 years accounted for 73.4% of the population. Patients with UC 
were statistically younger than those with CD (p = 0.002), with respective mean 
ages of 35 ± 13 years and 43 ± 16 years (see Figure 1). A male predominance was 
observed, with a sex ratio of 1.28. Forty-four patients (68.75%) resided in urban 
areas.  

No family history of inflammatory bowel disease (IBD) was reported. Active 
smoking was noted in 14% of cases. Three patients had undergone an appendec-
tomy during childhood, of whom two were followed for Crohn’s disease (CD).  

 

 
Figure 1. Distribution of patients by age groups. 
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3.2. Clinical Findings  

The average time between symptom onset and diagnosis was 41 months for ulcer-
ative colitis (UC) and 36 months for CD.  

 

 
Figure 2. Distribution of digestive symptoms. 

 

 
Figure 3. Extra-intestinal manifestations. 
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Diarrhea was the most common digestive symptom, present in 55 patients 
(86%), with an average of 7 stools per day. Among these, 34 patients (61.8%) had 
mucous-bloody stools (see Figure 2).  

In Crohn’s disease (CD), ano-perineal lesions (APL) were present in 5 patients, 
including anal fistulas in 4 patients, an anal fissure, and an anal abscess in 2 pa-
tients. Extra-intestinal manifestations were found in 23 patients, representing 36% 
of cases, with peripheral arthritis observed in 8 patients (see Figure 3).  

3.3. Biological Findings  

C-reactive protein (CRP) was elevated in 34 cases (53.1%), with a mean value of 
52.06 mg/L in ulcerative colitis (UC) and 83 mg/L in Crohn’s disease (CD). Posi-
tivity for antineutrophil cytoplasmic antibodies (ANCA) and negativity for anti-
Saccharomyces cerevisiae antibodies (ASCA) were observed in 4 patients. Stool 
parasitological examination and coproculture were performed in 86% of cases, 
enabling isolation of pathogens in 11% of cases, including amoebae in 4 patients. 
Clostridium difficile was detected in one patient. Fecal calprotectin measurement 
was not performed in any patient due to its unavailability in our laboratories.  

3.4. Radiological Findings  

Abdominal computed tomography (CT) was performed in 13 patients (20.3%) 
and revealed bowel wall thickening in 10 patients (15.6%). Pelvic magnetic reso-
nance imaging (MRI) was carried out in 5 patients (7.8%), allowing delineation of 
fistulous tracts in 3 patients with ano-perineal fistulas and diagnosis of primary 
sclerosing cholangitis (PSC) in 2 patients by demonstrating alternating bile duct 
dilations and strictures.  
 
Table 1. Lesion topography according to the montreal classification.  

Variables Number of Cases Percentage (%) 

Crohn’s Disease   

L1: Pure ileal - - 

L2: Pure colonic 3 33.3 

L3: Ileocolic 4 44.4 

L4: Upper gastrointestinal 2 22.2 

Ulcerative Colitis   

E1: Proctitis (rectitis) 8 14.5 

E2: Left-sided colitis 26 47.3 

E3: Pancolitis 21 38.2 
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All patients underwent an ileo-colonoscopy. Endoscopy revealed pancolitis 
(Montreal classification E3) in 38% of UC cases. Fourteen patients (26%) presented 
with severe lesions classified as type 3 according to the Mayo endoscopic subscore. 
In univariate analysis, patients with pancolitis had the most severe lesions (p = 0.004).  

Ileocolic involvement (Montreal L2) predominated among CD cases. Esoph-
agogastroduodenoscopy (EGD) was performed in 6 patients (66%) with CD, re-
vealing a duodenal bulb ulcer in one patient and extensive hemorrhagic, ulcerated, 
proliferative, and stenosing gastric lesions in another (see Table 1).  

3.5. Histological Findings  

The lymphoplasmacytic inflammatory infiltrate was the most frequently observed 
histological feature, present in 67.1% of ulcerative colitis (UC) cases. An epitheli-
oid giant cell granuloma without caseous necrosis was found in 2 patients (22%) 
with Crohn’s disease (CD).  

3.6. Prognosis  

Severe acute colitis was noted in 19 cases (16 UC and 3 CD). The mean Harvey-
Bradshaw Index (HBI) was 9.2 in CD cases, while the mean Lichtiger score for UC 
was 8.5.  

3.7. Treatment  

Corticosteroids were the primary treatment used during disease flares, prescribed 
in 41 patients (64%). A favorable response to corticosteroids was observed in 30 
patients (48.2%). However, there were 5 cases (7.8%) of corticosteroid dependence 
and 5 cases (7.8%) of corticosteroid resistance.  

Maintenance therapy for UC consisted of mesalazine in 15 patients (27%), az-
athioprine in 10 patients (18%), and sulfasalazine in 29 patients (55%). For CD, 
maintenance treatment was based on 5-aminosalicylic acid (5-ASA) in 5 patients 
(55%) and azathioprine in 4 patients (44%).  

Despite indications, no patients received biologic therapy due to the unavaila-
bility of these treatments in our region. Surgery was performed in four patients, 
consisting of a small bowel resection with right hemicolectomy, drainage of a fis-
tula via seton placement, and two complex fistulas subjected to fistulotomy.  

3.8. Outcomes  

Clinical remission at 3 months was achieved in 49 patients (76.5%). Endoscopic 
control at 12 months showed lesion extension in 5 patients (7.8%). Fourteen pa-
tients were lost to follow-up. There were 4 deaths reported (6.2%). Causes of death 
included pulmonary embolism, septic shock following surgery, cardiovascular 
collapse due to hemorrhagic shock, and one death unrelated to IBD occurring in 
the context of a myocardial infarction. As IBD increases the risk of colorectal can-
cer, surveillance colonoscopy was performed in 13 patients (20.3%). No cases of 
neoplasia were observed (See Table 2).  
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Table 2. Results of surveillance colonoscopy in patients.  

Histological Lesions Number of Cases Percentage (%) 

Low-grade dysplasia 2 15.3 

High-grade dysplasia 3 23.0 

Chronic inflammation 8 61.5 

Total 13 100.0 

4. Discussion  

In our series, the prevalence of inflammatory bowel diseases (IBD) was 0.27%. 
This figure, although low compared to Western data, confirms the increasing di-
agnosis of IBD in sub-Saharan Africa, particularly in Senegal. Historically, the first 
Senegalese cases were reported by Carayon et al. in 1968 [12], followed by a series 
of 14 ulcerative colitis (UC) cases published by Aubry et al. in 1984 [13], and then 
another series of 32 cases by Diouf et al. in 2010 [9].  

More recently, a hospital prevalence of 0.87% for UC was reported in 2020 in 
the same department [7], while the prevalence of Crohn’s disease (CD) was 
0.027% at the Principal Hospital of Dakar over a 16-year period in 2017 [8]. These 
data confirm the apparent rarity of these pathologies, but also their increasing 
recognition in the African context.  

Other studies in sub-Saharan Africa support this trend. In Burkina Faso, Bou-
gouma described 20 cases of UC over 11 years [14]. In Ghana, Archampong re-
ported 45 cases of IBD in Accra from 1997 to 2011, with an overall hospital prev-
alence of 0.06% [15].  

Conversely, in the Maghreb region, prevalences are markedly higher, as shown 
by Elazzaoui’s study, which reported a global prevalence of 5.3% over 7 years, with 
2.8% for CD and 2% for UC [16].  

In Europe, IBD reaches markedly higher levels. Data from the EPIMAD registry 
analyzed by Gower-Rousseau indicates a CD prevalence ranging from 8.3 to 214 
per 100,000 inhabitants, and UC between 21.4 and 294 per 100,000 inhabitants 
[2]. In North America, the prevalence of UC is 286 per 100,000 in the United 
States and CD is 319 per 100,000 in Canada [17].  

These disparities reflect a well-established north-south epidemiological gradi-
ent. Nevertheless, the current trend in sub-Saharan Africa appears to be increas-
ing. Our cohort of 64 cases represents, to our knowledge, the largest series re-
ported in West Africa to date, reflecting not only improved diagnostic capacity 
but also an increased need to structure care and raise clinician awareness of these 
emerging pathologies. This development may also be explained by lifestyle 
changes. Urbanization seems to play a key role [5] [6]. In our cohort, 44 patients 
(68.75%) lived in urban areas, suggesting a possible influence of environmental 
and dietary changes on the emergence of IBD. These changes may alter the gut 
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microbiota and promote chronic intestinal inflammation.  
The mean age of our patients was 37 years, ranging from 13 to 74 years, con-

sistent with literature data. In Senegal, Gueye et al. reported a similar mean age of 
36 years [7]. Comparable results were found in other countries: 34 years in Algeria 
[18], 38 years in Israel [19], and 41 years in Spain [5]. These figures confirm that 
IBD are diseases of young adults, with a peak frequency between the second and 
fourth decades.  

No family history of IBD was reported in our cohort, contrasting with interna-
tional data where 6 to 21% of patients have a family history [19]-[21]. This absence 
might be due to lack of knowledge or failure to collect genealogical information 
in our context rather than a true absence of a genetic factor. Future prospective 
studies should incorporate structured genealogical questionnaires to improve the 
collection of family history and provide a more accurate assessment of the familial 
contribution to inflammatory bowel disease in our setting. Nevertheless, the in-
volvement of genetic factors in IBD is well established. The relative risk of devel-
oping CD is multiplied by 8 among first-degree relatives, and by 4 for UC. This 
risk progressively decreases with second- and third-degree relatives [22] [23].  

Active smoking was found in 9 patients (14%). This finding aligns with litera-
ture data [6] [24]. The role of tobacco in IBD is paradoxical and well documented 
since the work of Harries in 1982. Indeed, smoking is a recognized risk factor for 
CD, whereas it appears to have a protective effect against UC [25]. Among patients 
with CD, smoking is associated with a more aggressive disease course, an in-
creased relapse risk, more frequent use of corticosteroids and immunosuppres-
sants, and a higher rate of surgery. Although the exact mechanism remains to be 
elucidated, one hypothesis is the alteration of the gut microbiota induced by to-
bacco components [24] [26].  

In our series, the mean diagnostic delay was 36 months [12 - 60] for Crohn’s 
disease and 41 months [3 - 84] for ulcerative colitis. These figures are in line with 
observations from other sub-Saharan African countries, where the mean delay 
varies between 24 and 36 months [14] [27] [28]. In contrast, these delays are con-
siderably longer than those reported in Western countries. A systematic review 
conducted in England reported a median diagnostic delay of 12 months for CD 
and 8 months for UC in adults [29]. More broadly, Nishani, in a meta-analysis 
including 101 studies, reported a mean diagnostic delay of 3 months in high-in-
come countries versus 16 months in developing countries [30].  

Several factors may explain this diagnostic delay in Africa. Late healthcare seek-
ing is partly due to a lack of financial resources and the absence of universal health 
coverage. Moreover, the high frequency of parasitic colitis often leads to diagnos-
tic wandering. Finally, the scarcity of gastroenterologists, pathologists, and ade-
quate technical platforms complicates rapid and reliable diagnosis.  

This diagnostic delay in our region also has important clinical consequences, 
partly explaining the severity of endoscopic lesions observed at diagnosis. In our 
series, 19 patients (30%) presented with severe acute colitis, often revealing the 
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disease, and three patients (16%) died.  
Extra-intestinal manifestations were found in 23 patients (18 with UC and 5 

with CD), with peripheral arthritis in 8 patients.  
These extra-digestive manifestations, which are diverse and sometimes even in-

dicative of the disease, can pose diagnostic challenges when they precede intestinal 
involvement or therapeutic issues when they evolve independently. Their clinical 
spectrum ranges from minor manifestations to severe, sometimes fatal, forms. 
They are more frequent as digestive involvement extends [31] [32].  

Ano-perineal lesions (APL) were present in 5 patients (55%). They are common 
in CD, with an incidence varying from 4 to 52% according to studies [33]. APL 
may be clinically initial in 8 to 30% of cases (22% in our series), and are often 
challenging to diagnose. These lesions can precede diagnosis by several years. 
Spontaneous evolution is rarely favorable. They represent a severity factor for CD, 
often requiring surgery in our region, especially with the absence of biologics [34].  

All patients underwent ileocolonoscopy, revealing at least one lesion in each 
case. The lesion distribution varied according to the type of IBD, consistent with 
the literature; left-sided colitis predominated in UC patients, while ileocolic dis-
ease was most frequent in those with CD [20] [35] [36]. Lesion distribution along 
the digestive tract closely depends on the nature of the disease. Although no indi-
vidual endoscopic lesion is pathognomonic for IBD, their topographical arrange-
ment combined with macroscopic appearance strongly guides diagnosis. It is 
within this scope that the Montreal classification, a revision of the Vienna classi-
fication, has been widely adopted in gastroenterological practice [37].  

An important point concerns gastroduodenal involvement in Crohn’s disease. 
In our series, gastroduodenal involvement was observed in 22% of patients, cor-
responding to only two of the nine patients with Crohn’s disease included in our 
study. Although the sample size was small, this finding suggests that upper gas-
trointestinal involvement may occur in our setting. However, this result should be 
interpreted with caution because of the limited sample size. Larger studies are 
needed to confirm the true prevalence of gastroduodenal involvement in our pop-
ulation. Therefore, systematic esophagogastroduodenoscopy (EGD) with gastric 
and duodenal biopsies is recommended for every new CD patient, even when the 
mucosa appears macroscopically normal [38].  

From a therapeutic perspective, the combination of corticosteroids with mainte-
nance treatment by mesalazine, sulfasalazine, and immunosuppressants enabled 
clinical remission in 49 patients (76.5%). No patient received biologic therapy. In 
our series, three patients with APL required surgical management. Two patients 
died following surgery indicated for toxic megacolon complicated by colonic per-
foration; emergency surgery could not be performed in time.  

In developing countries, the introduction of biologics, particularly anti-TNF 
agents, has significantly transformed the management of patients with IBD refrac-
tory to conventional treatments such as corticosteroids and immunosuppressants. 
These maintenance therapies afford better disease control by reducing hospitali-
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zation rates, facilitating corticosteroid withdrawal, promoting mucosal healing, 
and decreasing the need for surgery. However, in our context, where biologics—
including anti-TNFs (infliximab, adalimumab) and cyclosporine—are not rou-
tinely available, therapeutic options remain limited.  

Surgery thus remains an essential therapeutic alternative in managing severe or 
complicated forms of IBD. It should be considered in cases of failure of intensive 
medical treatment (intravenous corticosteroids), in patients with APL refractory 
to medical therapy, or in patients presenting with severe acute colitis and deteri-
oration of general condition [39]-[41].  

In our series, 13 surveillance colonoscopies were performed in long-term mon-
itored patients. The absence of neoplasia but the presence of high-grade dysplasia 
in 3 patients highlights the preventive value of screening colonoscopy in this high-
risk population for colorectal cancer, even in the absence of evocative symptoms.  

Indeed, endoscopic surveillance is recommended in patients with extensive UC 
or colonic CD evolving for more than 8 years, even in the absence of symptoms.  

Chromo-colonoscopy (or virtual chromoendoscopy when unavailable) should 
be performed every 1 to 3 years, depending on disease duration, inflammatory 
activity, and the presence of associated risk factors (family history of colorectal 
cancer, primary sclerosing cholangitis, prior dysplasia) [42] [43].  

5. Conclusions  

Chronic inflammatory bowel diseases, long considered rare in sub-Saharan Af-
rica, are now increasingly diagnosed, notably due to improved accessibility to en-
doscopic examinations. To the best of our knowledge, based on the currently 
available published literature from West Africa, this represents the largest re-
ported series to date. This confirms that IBD predominantly affects young adults, 
with a male predominance. The frequent diagnostic delay in our context leads to 
a substantial proportion of severe forms, such as severe acute colitis.  

Management remains constrained, particularly by the unavailability of biologic 
therapies, making surgery sometimes unavoidable. Our work also emphasizes the 
importance of screening, especially through surveillance colonoscopy, to identify 
dysplastic lesions and prevent the development of colorectal cancers, which are 
serious complications of advanced disease forms.  

6. What Is Known on the Topic  

• Chronic inflammatory bowel diseases (IBD), including ulcerative colitis and 
Crohn’s disease, have long been considered rare in sub-Saharan Africa, with 
only sporadic cases historically reported.  

• In recent years, there has been increasing recognition and diagnosis of IBD in 
Africa, although the reported prevalence remains markedly lower than in 
Western countries.  

• Access to endoscopic and modern diagnostic resources has been limited in 
many African settings, contributing to diagnostic delays and underreporting 
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of cases.  
• Patterns of disease in Africa are believed to be influenced by environmental, 

dietary, and genetic factors, but regional data remain sparse.  

7. What This Study Adds  

• Provides the largest documented series of IBD cases in West Africa to date (64 
cases), thereby expanding the epidemiological understanding of IBD in this 
region.  

• This demonstrates that IBD primarily affects young adults with a slight male 
predominance and highlights a significant diagnostic delay (average 36 - 41 
months).  

• Reveals a high rate of severe presentations, such as acute severe colitis, and 
emphasizes that extra-intestinal manifestations and ano-perineal lesions are 
frequent in this population.  

• Shows therapeutic challenges due to limited access to biologic agents, leading 
to greater reliance on corticosteroids and surgery.  

• This underlines the necessity for increased awareness, structured care path-
ways, and regular surveillance (colonoscopy), given the risk of dysplasia and 
colorectal cancer even in this emerging IBD population.  
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