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Abstract
To examine and evaluate recent evidence regarding 
the epidemiology, pathogenesis and management of 
colorectal cancer (CRC) development in inflamma-
tory bowel disease (IBD)-primary sclerosing cholan-
gitis (PSC) patients. Using the PubMed database, a 
literature search was conducted for relevant articles 
in English from the past 10 years. Relevant studies 
investigating PSC as a risk factor for CRC in IBD in the 
context of incidence and prevalence, pathogenesis, 
prevention and prognosis were included in this review. 
Recent evidence increasingly points to PSC as a signifi-
cant risk factor in the development of CRC in patients 
with concomitant IBD. PSC may be an important risk 
factor for CRC in different populations worldwide. The 
mechanism for this increase in risk is still unclear. The 
efficacy of UDCA as a chemopreventive agent remains 
controversial. Liver transplantation does not halt the 
development of CRC, although there is not enough 
evidence to suggest that it is associated with increased 

incidence of CRC. While routine colonoscopic surveil-
lance should be performed in patients with concurrent 
PSC and IBD, more high-level evidence is required to 
support the benefits of the procedure. While many new 
developments have taken place in the last decade, the 
pathogenesis and optimal management of CRC devel-
opment in IBD-PSC patients remain unclear.

© 2014 Baishideng Publishing Group Inc. All rights reserved.
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Core tip: The widely accepted risk factors for malignant 
transformation in inflammatory bowel disease (IBD) 
are disease duration and extent of inflammation. Since 
first proposed in 1992, one increasingly recognised 
independent risk factor for colorectal cancer develop-
ment in IBD patients is concomitant primary sclerosing 
cholangitis.
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INTRODUCTION
Inflammatory bowel disease (IBD) is a widely accepted 
risk factor for colorectal cancer (CRC). The development 
of  CRC complicating IBD only occurs in 1%-2% of  
CRC cases and has been reported to account for up to 
a third of  mortality in ulcerative colitis (UC) patients[1]. 
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Table 1  Summary of studies investigating colorectal cancer as a risk factor in patients with concurrent primary sclerosing cholangitis 
and inflammatory bowel disease

Wang R et al . PSC and CRC in IBD

Established risk factors for malignant transformation 
in IBD include disease duration and extent[2-4], family 
history of  CRC[5,6], and concomitant primary sclerosing 
cholangitis (PSC).

PSC is a chronic syndrome of  unknown aetiology. 
PSC is characterised by destruction and stenoses of  
intrahepatic and extrahepatic biliary ducts by inflamma-
tion and fibrosis, leading to cholestasis. As the disease 
progresses, portal tract fibrosis and biliary cirrhosis may 
develop, which may ultimately lead to death from he-
patic cirrhosis and failure[7]. Besides CRC, PSC has been 
associated with other malignant conditions, including 
cholangiocarcinoma[8,9], pancreatic carcinoma[10], gallblad-
der cancer[11], hepatobilliary cancer[12], and hepatocellular 
carcinoma[10,13].

The incidence of  PSC may be increasing, possibly 
due to earlier recognition and increasing index of  sus-
picion[14]. The mean age of  PSC diagnosis is 40 years, 
and the median survival time from diagnosis to death or 
liver transplantation is approximately 12 years[15]. PSC 
has a slightly male predominance[16]. Currently, the only 
definitive long-term treatment of  PSC is liver transplan-
tation[7].

The association of  PSC with UC is stronger than with 
Crohn’s disease (CD). The prevalence of  concurrent PSC 
in UC patients is up to 8%, compared to only 1% to 3% 
for CD[17,18]. Evidence suggests that this figure varies ac-
cording to the extensiveness of  disease; the prevalence of  
PSC is approximately 5.5% in patients with pancolitis, but 
only 1% in those with distal colitis[18,19]. Overall the preva-
lence of  PSC is approximately 10% in CD and 80% in 
UC[19,20]. Broomé et al[21,22] first proposed the association 
of  PSC and CRC in UC patients in 1992 with a cumula-
tive risk of  50% at 25 years of  developing CRC in UC = 
PSC patients.

The suggestion that PSC is an independent risk fac-
tor for CRC in IBD patients is one that has widely de-
bated. Currently, no explanation of  how PSC increases 
the risk of  CRC in IBD patients has been agreed upon. 
Numerous literature reviews, including a meta-analysis 
conducted in 2002[23], have evaluated earlier research 
concerning this topic. This review aims to evaluate 
research within the last decade and examine recent evi-
dence concerning epidemiology, pathogenic mechanisms 

and management strategies of  CRC development in 
IBD-PSC patients.

RESEARCH
A literature search was conducted using the PubMed da-
tabase for relevant articles from January 2002 until Janu-
ary 2014. The keywords used were: primary sclerosing 
cholangitis, colorectal, cancer, neoplasia, carcinoma, in-
flammatory bowel disease, Crohn’s disease and ulcerative 
colitis. Relevant studies investigating PSC as a risk factor 
for CRC in IBD in the context of  incidence and preva-
lence, pathogenesis, prevention and management, and 
prognosis were included in this review. Articles not writ-
ten in English, review articles and published abstracts 
were not included.

EVALUATION OF EVIDENCE
Since the initial proposal in 1992 by Broomé et al[21], re-
cent research continue to support concurrent PSC as a 
key risk factor in the development of  CRC in IBD. The 
studies evaluated in this section are summarised in Table 
1. Many studies now recognise PSC as just an important 
risk factor for CRC development as previously estab-
lished risk factors such as duration and extent of  IBD.

Early studies of  PSC patients were characterised by 
small cohorts, small statistical power and disparate mea-
surable outcomes. The increasing awareness of  the link 
between PSC and CRC has allowed larger and better 
designed studies to be conducted. A retrospective Dutch 
study in 2009 investigated 211 PSC patients. Of  that co-
hort, 60% had concurrent IBD. The risk of  CRC devel-
opment was 14% at 10 years and 31% at 20 years in PSC 
patients with concurrent IBD, compared with a steady 
risk of  2.3% in patients without concurrent IBD (P < 
0.01)[24]. The study also found that the majority of  CRCs 
were located in the right colon, proximal to the splenic 
flexure, a result that has been confirmed by numerous 
other studies[25,26]. The same group went on to confirm 
this finding in a subsequent study, where the majority 
(67%) of  IBD-PSC patients that developed CRC had tu-
mours in the right-sided colon (P < 0.01) in contrast to 
patients with IBD alone. Based on this finding, a differ-
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Ref. Location IBD-PSC patients (n ) Colorectal neoplasms (n) Matched controls? Study type Is IBD-PSC a risk for CRC?

[24] The Netherlands  IBD (126) CRC (16) No Retrospective Yes
[9] Belgium  IBD (107) CRC (10) No Retrospective Yes
[12] Sweden  IBD (152) CRC/Dys (3) No Retrospective No 
[31] Germany  IBD (120) CRC (7) No Prospective Only with dominant stenosis
[28] Argentina UC (39) CRC (7) Yes Prospective Yes
[30] United States UC (50) N/S Yes Retrospective No
[32] Sweden CD (28) CRC/Dys (9) Yes Retrospective Yes
[33] United Kingdom CD (35) Dys (1) No Retrospective No

UC: Ulcerative colitis; CD: Crohn’s disease; Dys: Dysplasia; N/S: Not specified; CRC: Colorectal cancer; PSC: Primary sclerosing cholangitis; IBD: Inflam-
matory bowel disease.



ence in pathogenesis of  CRC may occur in patients with 
PSC and concurrent IBD, compared to patients with 
IBD alone[27].

Other studies have also evaluated the cumulative risk 
of  CRC development in the long-term. Fevery et al[9] 
studied 200 PSC patients in a long-term, single-centre 
study in Belgium, where 60% of  the cohort had con-
comitant IBD. The cumulative incidence for the diagno-
sis of  CRC after IBD diagnosis was found to be 2% in 5 
years, 7% in 10 years and 15% in 20 years. Additionally, 
the median age of  CRC diagnosis was 49.5 years, lead-
ing the authors to conclude malignancy to be the major 
cause of  early mortality in patients with PSC.

Terg et al[28] prospectively recruited a Latin American 
PSC cohort from 1333 patients with UC. The prevalence 
of  PSC was 2.9% and the cumulative risk of  CRC after 
10 and 20 years in these patients was 11% and 18% re-
spectively, compared to 2% and 7% in UC without PSC 
(P < 0.01). Hence, it was confirmed that patients with 
UC and PSC indeed have a higher risk of  CRC. An Asia-
Pacific Consensus Group consisting of  representatives 
from a host of  countries, including India, China, Philip-
pines and Australia published a paper in 2010 outlining 
various findings in UC patients in these countries. There 
was consensus on the statement that PSC associated 
with UC is less prevalent in the Asia-Pacific region com-
pared to Western nations, though the level of  evidence 
on this finding was classified as fairly weak. There was 
also some consensus on the statement that PSC in the 
setting of  UC significantly increased the risk of  develop-
ment of  CRC[29].

Some studies have not confirmed PSC as an inde-
pendent risk factor of  CRC in IBD. A 2006 case-control 
study investigating predictive and protective risk factors 
associated with CRC in UC patients did not find PSC 
to be significant[30]. A Swedish population-based cohort 
of  199 PSC patients revealed that while the disease was 
associated with a four-fold increase in mortality com-
pared with the general population (SMR = 4.20, 95%CI: 
3.01-5.69), the researchers unexpectedly could not con-
firm that PSC or PSC with concurrent IBD was asso-
ciated with a higher incidence of  CRC and colorectal 
dysplasia compared with the general population[12]. This 
cohort of  patients was diagnosed from 1992 to 2005, 
which is relatively recent compared with other large-
scale studies of  PSC patients with cases recruited from 

the 1980s[24]. This led the researchers to postulate that 
the lowered incidence of  CRC in this cohort was a result 
of  better management of  IBD in recent years[12].

Studies have also disease subtypes in the prediction 
of  CRC. A prospective study of  171 PSC patients being 
treated with ursodeoxycholic acid (UDCA) found that 
IBD coexisting with dominant ISC bile duct stenosis 
had an increased CRC incidence, whereas IBD without 
dominant stenosis had no effect on the incidence of  
carcinoma (P < 0.05). The authors did not speculate 
whether this observation was a result of  the interaction 
between dominant stenosis and IBD, or whether it was 
to do with UDCA treatment[31].

While the risk of  CRC is established for UC-PSC pa-
tients, studies have also evaluated their association with 
CD. The overall risk of  CRC development in CD-PSC is 
not as strong as UC-PSC. Lindström et al[32] studied the 
development of  CRC in 28 patients with both PSC and 
CD, compared to controls with CD only. They found 
PSC to be a risk factor for development of  CRC and 
dysplasia in CD (OR = 6.78, 95%CI: 1.65-27.9), but the 
study was limited by its small cohort and retrospective 
design. Another retrospective review of  166 PSC-IBD 
patients did not find an increased risk of  CRC or dyspla-
sia in CD[33].

PREVENTION OF CRC
The cause of  the increased risk of  CRC in PSC is largely 
unknown. Studies have evaluated whether the risk of  
CRC can be reduced. Strategies such as colonoscopic 
surveillance, UDCA and liver transplantation have been 
investigated as potential methods of  preventing the de-
velopment of  CRC.

UDCA
The chemopreventative effects of  UDCA against CRC 
in IBD-PSC patients remain controversial. UDCA is a 
synthetic, hydrophilic bile acid that purportedly prevents 
the carcinogenic effects of  secondary bile acids in the 
colon[34,35]. A summary of  recent data concerning the ef-
ficacy of  UDCA is presented in Table 2.

A randomised, placebo-controlled trial evaluated the 
effect of  UDCA on CRC and colorectal dysplasia in 
patients with concurrent UC and PSC[36]. Colorectal neo-
plasia developed in 10% of  the patients assigned to the 
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Ref. Location UDCA (n) CRN incidence UDCA (n) No UDCA (n) CRN incidence no UDCA (n) Study type Is UDCA chemopreventive?

[36] United States   29   3 23   8 RCT Yes
[37] United States   28   3 92 13 Retrospective No
[38] Sweden   37 13 40 15 RCT No
[39] United States   25   9 31   3 RCT No-high dose UDCA
[40] Germany 120   7 N/A N/A Prospective No-short term; yes-long term

Table 2  Summary of studies investigating the efficacy of ursodeoxycholic acid a chemopreventive agent in primary sclerosing chol-
angitis patients with concurrent inflammatory bowel disease

CRN: Colorectal neoplasm (dysplasia and cancer); RCT: Randomised controlled trial; N/A: Not applicable; UDCA: Ursodeoxycholic acid; PSC: Primary 
sclerosing cholangitis; IBD: Inflammatory bowel disease.

Wang R et al . PSC and CRC in IBD



UDCA group compared to 35% of  the patients assigned 
to the placebo group (RR = 0.26, 95%CI: 0.06-0.92). 
Wolf  et al[37], however, reported that the incidence of  
CRC and colorectal dysplasia was not significantly dif-
ferent between patients treated with UDCA and patients 
that were not, but the UDCA patients did report a lower 
mortality rate (P < 0.05).

A long-term, randomised placebo-controlled trial 
of  IBD-PSC patients prescribed UDCA vs placebo 
followed-up patients for more than 10 years yielded no 
difference in the CRC rate between the UDCA (13%) 
and placebo (16%) groups. There also was no signifi-
cant difference in cancer-free survival between the two 
groups[38]. Another long-term, randomised placebo-con-
trolled trial assessed the effects of  high dose UDCA (28 
to 30 mg/kg per day) on the development of  colorectal 
dysplasia and CRC in UC-PSC patients. The study found 
that UDCA had an adverse effect on neoplasia develop-
ment where high dose UDCA significantly increased 
development of  colorectal dysplasia and CRC compared 
to control (HR = 4.44, 95%CI: 1.30-20.1)[39].

Some studies have attempted to reconcile these con-
flicting findings. In a prospective cohort study conducted 
by Rudolph et al[40], the trend of  colorectal carcinoma de-
velopment in patients treated with UDCA was observed 
to increase up to 6 years after the start of  treatment, 
plateaued between 6 to 9 years, and after treatment for 
more than 9 years (up to at least 12 years) no further 
colorectal carcinomas developed. This finding, together 
with others, suggests that the effects of  UDCA in UC-
PSC patients may not be straightforwardly beneficial or 
non-beneficial, and that longer term, placebo-controlled 
trials are needed to provide evidence for or against 
UDCA as a chemopreventative agent. Lower doses of  
UDCA have been used to avoid possible adverse events.

A recent meta-analysis reporting 177 cases of  CRC 
in 763 patients with PSC-IBD failed to demonstrate sig-
nificant protective association between UDCA use and 
CRC with OR = 0.81, 95%CI: 0.41-1.61. However, a sig-
nificant chemopreventive effect was found on the risk of  
advanced neoplasia defined as CRC and/ or high-grade 
dysplasia (OR = 0.35, 95%CI: 0.17-0.73). Low-dose 
UDCA (8-15 mg/kg per day) did significantly reduce 
CRC (OR = 0.19, 95%CI: 0.08-0.49)[41]. Another meta-
analysis of  a similar dataset showed similar results[42].

Liver transplantation
Currently, liver transplantation remains the only effective 
treatment of  PSC with end-stage liver disease. It follows 
that liver transplantation in PSC may offer prevention 
against CRC development by improving PSC status, 
however, the evidence is largely contrary.

A study from the United Kingdom identified 152 
patients with PSC following liver transplantation. Of  
these patients, 5.3% developed CRC, of  which all of  
them had concurrent IBD with an intact colon. The 
cumulative risk of  CRC development in IBD-PSC pa-
tients was calculated to be 14% at 5 years and 17% at 

10 years. The risk of  developing CRC in PSC patients 
without IBD was 0% at 10 years[43]. Another study from 
the Cleveland Clinic found that coexistant IBD and PSC 
had a colorectal neoplasia incidence rate of  34% follow-
ing liver transplantation, very similar to the incidence in 
matched IBD-PSC controls without liver transplantation 
(30%). However, the rate of  colorectal neoplasia in IBD-
PSC patients following liver transplantation was higher 
than if  liver transplantation was performed for non-PSC 
indications (34% and 0%, respectively; P < 0.05)[44].

In a large-scale study, Dvorchik et al[45] identified 192 
patients with both PSC and IBD, and found no increase 
in the risk of  CRC in these patients (P < 0.001). van de 
Vrie et al[46] conducted a retrospective study of  patients 
having had liver transplantation for PSC, and concluded 
that transplantation was not adversely affected by IBD, 
nor was the course of  IBD different after liver trans-
plantation. High incidence rates of  CRC remain follow-
ing liver transplantation for PSC according to a recently 
published meta-analysis. The incidence rates of  CRC 
were 5.8 per 1000 person-years but increased to 13.5 per 
1000 person-years in those with an intact colon at the 
time of  transplantation. A long duration of  IBD and 
extensive colitis were confirmed as risk factors for CRC 
but specific transplant-related factors that may increase 
CRC risk were not identified[47]. Overall, the evidence 
suggests that liver transplantation does not offer pro-
tection against CRC in PSC patients with concomitant 
IBD, and that post-liver transplantation patients are just 
as likely to develop CRC as non-transplanted patients. 
However, there is a lack of  evidence to suggest that liver 
transplantation is an added risk factor for CRC develop-
ment in IBD-PSC patients.

Surveillance
With increasing evidence conferring the increased risk 
of  CRC in IBD-PSC patients, the importance of  colo-
noscopic surveillance after the diagnosis of  PSC in IBD 
patients has been stressed. The general consensus is that 
routine surveillance colonoscopy and random biopsies 
should be performed one to two years post PSC diagno-
sis in IBD patients[48-51].

Despite these recommended guidelines, research show 
that scheduled colonoscopy is rarely performed in UC-PSC 
patients. A Canadian study followed up IBD-PSC patients 
for five years, and found that only 36% of  the expected 
annual surveillance colonoscopies were conducted. 33% 
of  patients did not undergo a single colonoscopy, and 
11% of  patients developed colorectal dysplasia or CRC 
during the follow-up period[52]. Another study of  771 pa-
tients with an ≥ 8 years history of  UC found the preva-
lence of  annual surveillance amongst UC-PSC patients 
to be 38.5%, higher than that of  the total study popula-
tion (24.6%)[53]. A recent study from the Mayo Clinic 
showed that the rate of  colorectal neoplasm (dysplasia 
and carcinoma) discovery within two years of  diagnosis 
of  coexisting IBD and PSC (21.5 per 100 patients) was 
similar to rate of  discovery within eight to ten years (20.4 
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per 100 patients)[54]. This finding supports current guide-
lines for annual colonoscopic surveillance for IBD-PSC 
patients, starting from when concurrent PSC and IBD 
are diagnosed.

Rationale is lacking for the benefit of  annual sur-
veillance in IBD-PSC patients in the form of  grade A 
supporting evidence, and current guidelines have been 
mainly based on expert opinion and retrospective stud-
ies. Little research has been done in the form of  con-
trolled trials to compare the rate of  CRC diagnosis and 
prognosis between patients that undergo routine colo-
noscopy and those that do not. Data are unavailable that 
surveillance offers any prevention against CRC develop-
ment or reduction in CRC mortality.

MECHANISMS OF PATHOGENESIS
Currently, the pathogenic mechanisms for the increased 
risk of  CRC in UC-PSC patients remain unknown. One 
hypothesis suggests bile acids as the key culprit. PSC and 
other cholestatic conditions typically exhibit impaired 
hepatic excretion of  bile acids, which may result in co-
lonic build-up of  secondary bile acids[55]. Bile acids have 
long been suspected as a carcinogen in human gastro-
intestinal cancers. Studies in animal models have shown 
secondary bile acids to cause DNA damage and promote 
cell mutation[56]. The observed increase in prevalence of  
CRC in the right proximal colon, where secondary bile 
acid concentrations are the highest suggests the role of  
bile acid in carcinogenesis[25-27]. The strongest evidence 
for this hypothesis comes from the beneficial role of  
UDCA. Ursodeoxycholic acid modifies the bile acid pool 
to reduce levels of  the secondary bile acid deoxycholic 
acid, thereby purportedly reducing the carcinogenic po-
tential of  bile acid[57]. However, the preventative role of  
UDCA remains controversial, and similarly the role of  
bile acids in the development of  CRC is also still up for 
debate.

Long-standing inflammation is a recognised risk fac-
tor in CRC development in IBD patients[4]. Studies have 
shown that coexisting IBD in PSC patients often exhibit 
milder clinical courses. Patients often require less use of  
steroids, immunomodulators and surgery, and have re-
duced disease activity or even asymptomatic disease[22,58]. 
Primary sclerosing cholangitis may be associated with 
a milder subclinical IBD for many years before diagno-
sis[4,19] and hence have had longer disease duration than 
apparent, increasing their risk of  CRC development and 
requiring surveillance to commence immediately upon 
diagnosis of  PSC[4].

CONCLUSION
Recent evidence increasingly points to PSC as a signifi-
cant risk factor in the development of  CRC in patients 
with concomitant IBD. Data suggest that the risk of  
CRC development can reach up to 30% at 20 years after 
diagnosis of  concurrent IBD and PSC. PSC may be an 
important risk factor for CRC in different populations 

worldwide. The mechanism for this increase in risk is 
still unclear. Various methods to prevent CRC develop-
ment have been extensively investigated. The efficacy 
of  UDCA remains controversial, and more longer term 
randomised placebo-controlled trials are needed. Liver 
transplantation does not halt the development of  CRC, 
although there is not enough evidence to suggest that it 
is associated with increased incidence of  CRC. Patients 
with concurrent PSC and IBD should be educated about 
the risk of  CRC, and while routine colonoscopic surveil-
lance should be performed, more high-level evidence is 
required to support the benefits of  the procedure.

While many new developments have taken place in 
the last decade, the pathogenesis and optimal manage-
ment of  CRC development in IBD-PSC patients remain 
unclear. Further research in these directions will lead to 
better insight into the relationship between IBD, PSC 
and CRC.

REFERENCES
1	 Weitz J, Koch M, Debus J, Höhler T, Galle PR, Büchler MW. 

Colorectal cancer. Lancet 2005; 365: 153-165 [PMID: 15639298 
DOI: 10.1016/S0140-6736(05)17706-X]

2	 Ekbom A, Helmick C, Zack M, Adami HO. Ulcerative coli-
tis and colorectal cancer. A population-based study. N Engl 
J Med 1990; 323: 1228-1233 [PMID: 2215606 DOI: 10.1056/
NEJM199011013231802]

3	 Eaden J. Review article: colorectal carcinoma and inflamma-
tory bowel disease. Aliment Pharmacol Ther 2004; 20 Suppl 4: 
24-30 [PMID: 15352890 DOI: 10.1111/j.1365-2036.2004.02046.
x]

4	 Rutter M, Saunders B, Wilkinson K, Rumbles S, Schofield G, 
Kamm M, Williams C, Price A, Talbot I, Forbes A. Severity 
of inflammation is a risk factor for colorectal neoplasia in 
ulcerative colitis. Gastroenterology 2004; 126: 451-459 [PMID: 
14762782 DOI: 10.1053/j.gastro.2003.11.010]

5	 Askling J, Dickman PW, Karlén P, Broström O, Lapidus 
A, Löfberg R, Ekbom A. Family history as a risk factor for 
colorectal cancer in inflammatory bowel disease. Gastroen-
terology 2001; 120: 1356-1362 [PMID: 11313305 DOI: 10.1053/
gast.2001.24052]

6	 Itzkowitz SH, Harpaz N. Diagnosis and management of 
dysplasia in patients with inflammatory bowel diseases. 
Gastroenterology 2004; 126: 1634-1648 [PMID: 15168373 DOI: 
10.1053/j.gastro.2004.03.025]

7	 Mendes F, Lindor KD. Primary sclerosing cholangitis: over-
view and update. Nat Rev Gastroenterol Hepatol 2010; 7: 
611-619 [PMID: 20938459]

8	 Broomé U, Olsson R, Lööf L, Bodemar G, Hultcrantz R, 
Danielsson A, Prytz H, Sandberg-Gertzén H, Wallerstedt S, 
Lindberg G. Natural history and prognostic factors in 305 
Swedish patients with primary sclerosing cholangitis. Gut 
1996; 38: 610-615 [PMID: 8707097 DOI: 10.1136/gut.38.4.610]

9	 Fevery J, Henckaerts L, Van Oirbeek R, Vermeire S, Rutg-
eerts P, Nevens F, Van Steenbergen W. Malignancies and 
mortality in 200 patients with primary sclerosering cholangi-
tis: a long-term single-centre study. Liver Int 2012; 32: 214-222 
[PMID: 21745316 DOI: 10.1111/j.1478-3231.2011.02575.x]

10	 Bergquist A, Ekbom A, Olsson R, Kornfeldt D, Lööf L, 
Danielsson A, Hultcrantz R, Lindgren S, Prytz H, Sandberg-
Gertzén H, Almer S, Granath F, Broomé U. Hepatic and 
extrahepatic malignancies in primary sclerosing cholangitis. 
J Hepatol 2002; 36: 321-327 [PMID: 11867174 DOI: 10.1016/
S0168-8278(01)00288-4]

11	 Said K, Glaumann H, Bergquist A. Gallbladder disease in 
patients with primary sclerosing cholangitis. J Hepatol 2008; 

8787 July 21, 2014|Volume 20|Issue 27|WJG|www.wjgnet.com

Wang R et al . PSC and CRC in IBD



48: 598-605 [PMID: 18222013 DOI: 10.1016/j.jhep.2007.11.019]
12	 de Valle MB, Björnsson E, Lindkvist B. Mortality and cancer 

risk related to primary sclerosing cholangitis in a Swedish 
population-based cohort. Liver Int 2012; 32: 441-448 [PMID: 
22098097]

13	 Harnois DM, Gores GJ, Ludwig J, Steers JL, LaRusso NF, 
Wiesner RH. Are patients with cirrhotic stage primary 
sclerosing cholangitis at risk for the development of hepato-
cellular cancer? J Hepatol 1997; 27: 512-516 [PMID: 9314129 
DOI: 10.1016/S0168-8278(97)80356-X]

14	 Lindkvist B, Benito de Valle M, Gullberg B, Björnsson E. In-
cidence and prevalence of primary sclerosing cholangitis in 
a defined adult population in Sweden. Hepatology 2010; 52: 
571-577 [PMID: 20683956 DOI: 10.1002/hep.23678]

15	 Boonstra K, Beuers U, Ponsioen CY. Epidemiology of pri-
mary sclerosing cholangitis and primary biliary cirrhosis: 
a systematic review. J Hepatol 2012; 56: 1181-1188 [PMID: 
22245904 DOI: 10.1016/j.jhep.2011.10.025]

16	 Bambha K, Kim WR, Talwalkar J, Torgerson H, Benson JT, 
Therneau TM, Loftus EV, Yawn BP, Dickson ER, Melton 
LJ. Incidence, clinical spectrum, and outcomes of primary 
sclerosing cholangitis in a United States community. Gas-
troenterology 2003; 125: 1364-1369 [PMID: 14598252 DOI: 
10.1016/j.gastro.2003.07.011]

17	 Rasmussen HH, Fallingborg JF, Mortensen PB, Vyberg M, 
Tage-Jensen U, Rasmussen SN. Hepatobiliary dysfunction 
and primary sclerosing cholangitis in patients with Crohn’
s disease. Scand J Gastroenterol 1997; 32: 604-610 [PMID: 
9200295 DOI: 10.3109/00365529709025107]

18	 Olsson R, Danielsson A, Järnerot G, Lindström E, Lööf L, 
Rolny P, Rydén BO, Tysk C, Wallerstedt S. Prevalence of 
primary sclerosing cholangitis in patients with ulcerative 
colitis. Gastroenterology 1991; 100: 1319-1323 [PMID: 2013375]

19	 Loftus EV, Harewood GC, Loftus CG, Tremaine WJ, Harm-
sen WS, Zinsmeister AR, Jewell DA, Sandborn WJ. PSC-
IBD: a unique form of inflammatory bowel disease associ-
ated with primary sclerosing cholangitis. Gut 2005; 54: 91-96 
[PMID: 15591511 DOI: 10.1136/gut.2004.046615]

20	 Molodecky NA, Kareemi H, Parab R, Barkema HW, Quan H, 
Myers RP, Kaplan GG. Incidence of primary sclerosing chol-
angitis: a systematic review and meta-analysis. Hepatology 
2011; 53: 1590-1599 [PMID: 21351115 DOI: 10.1002/hep.24247]

21	 Broomé U, Lindberg G, Löfberg R. Primary sclerosing chol-
angitis in ulcerative colitis--a risk factor for the development 
of dysplasia and DNA aneuploidy? Gastroenterology 1992; 
102: 1877-1880 [PMID: 1587406]

22	 Broomé U, Löfberg R, Veress B, Eriksson LS. Primary scle-
rosing cholangitis and ulcerative colitis: evidence for in-
creased neoplastic potential. Hepatology 1995; 22: 1404-1408 
[PMID: 7590655]

23	 Soetikno RM, Lin OS, Heidenreich PA, Young HS, Black-
stone MO. Increased risk of colorectal neoplasia in patients 
with primary sclerosing cholangitis and ulcerative colitis: 
a meta-analysis. Gastrointest Endosc 2002; 56: 48-54 [PMID: 
12085034 DOI: 10.1067/mge.2002.125367]

24	 Claessen MM, Vleggaar FP, Tytgat KM, Siersema PD, van 
Buuren HR. High lifetime risk of cancer in primary scleros-
ing cholangitis. J Hepatol 2009; 50: 158-164 [PMID: 19012991 
DOI: 10.1016/j.jhep.2008.08.013]

25	 Shetty K, Rybicki L, Brzezinski A, Carey WD, Lashner BA. 
The risk for cancer or dysplasia in ulcerative colitis patients 
with primary sclerosing cholangitis. Am J Gastroenterol 1999; 94: 
1643-1649 [PMID: 10364038 DOI: 10.1111/j.1572-0241.1999.01156.
x]

26	 Marchesa P, Lashner BA, Lavery IC, Milsom J, Hull TL, Strong 
SA, Church JM, Navarro G, Fazio VW. The risk of cancer and 
dysplasia among ulcerative colitis patients with primary scle-
rosing cholangitis. Am J Gastroenterol 1997; 92: 1285-1288 [PMID: 
9260790]

27	 Claessen MM, Lutgens MW, van Buuren HR, Oldenburg 

B, Stokkers PC, van der Woude CJ, Hommes DW, de Jong 
DJ, Dijkstra G, van Bodegraven AA, Siersema PD, Vleggaar 
FP. More right-sided IBD-associated colorectal cancer in 
patients with primary sclerosing cholangitis. Inflamm Bowel 
Dis 2009; 15: 1331-1336 [PMID: 19229982 DOI: 10.1002/
ibd.20886]

28	 Terg R, Sambuelli A, Coronel E, Mazzuco J, Cartier M, Ne-
greira S, Muñoz A, Gil A, Miguez C, Huernos S, Romero 
G, Goncalvez S, Levi D, Abecasis R. Prevalence of primary 
sclerosing cholangitis in patients with ulcerative colitis and 
the risk of developing malignancies. A large prospective 
study. Acta Gastroenterol Latinoam 2008; 38: 26-33 [PMID: 
18533354]

29	 Ooi CJ, Fock KM, Makharia GK, Goh KL, Ling KL, Hilmi I, 
Lim WC, Kelvin T, Gibson PR, Gearry RB, Ouyang Q, Sol-
lano J, Manatsathit S, Rerknimitr R, Wei SC, Leung WK, de 
Silva HJ, Leong RW. The Asia-Pacific consensus on ulcer-
ative colitis. J Gastroenterol Hepatol 2010; 25: 453-468 [PMID: 
20370724 DOI: 10.1111/j.1440-1746.2010.06241.x]

30	 Velayos FS, Loftus EV, Jess T, Harmsen WS, Bida J, Zinsmeis-
ter AR, Tremaine WJ, Sandborn WJ. Predictive and protective 
factors associated with colorectal cancer in ulcerative colitis: 
A case-control study. Gastroenterology 2006; 130: 1941-1949 
[PMID: 16762617 DOI: 10.1053/j.gastro.2006.03.028]

31	 Rudolph G, Gotthardt D, Kloeters-Plachky P, Rost D, Ku-
laksiz H, Stiehl A. In PSC with dominant bile duct stenosis, 
IBD is associated with an increase of carcinomas and re-
duced survival. J Hepatol 2010; 53: 313-317 [PMID: 20472317 
DOI: 10.1016/j.jhep.2010.02.030]

32	 Lindström L, Lapidus A, Ost A, Bergquist A. Increased risk 
of colorectal cancer and dysplasia in patients with Crohn’
s colitis and primary sclerosing cholangitis. Dis Colon Rec-
tum 2011; 54: 1392-1397 [PMID: 21979184 DOI: 10.1097/
DCR.0b013e31822bbcc1]

33	 Braden B, Halliday J, Aryasingha S, Sharifi Y, Checchin D, 
Warren BF, Kitiyakara T, Travis SP, Chapman RW. Risk for 
colorectal neoplasia in patients with colonic Crohn’s disease 
and concomitant primary sclerosing cholangitis. Clin Gas-
troenterol Hepatol 2012; 10: 303-308 [PMID: 22037429 DOI: 
10.1016/j.cgh.2011.10.020]

34	 Earnest DL, Holubec H, Wali RK, Jolley CS, Bissonette M, 
Bhattacharyya AK, Roy H, Khare S, Brasitus TA. Chemopre-
vention of azoxymethane-induced colonic carcinogenesis by 
supplemental dietary ursodeoxycholic acid. Cancer Res 1994; 
54: 5071-5074 [PMID: 7923119]

35	 Martinez JD, Stratagoules ED, LaRue JM, Powell AA, Gause 
PR, Craven MT, Payne CM, Powell MB, Gerner EW, Earnest 
DL. Different bile acids exhibit distinct biological effects: the 
tumor promoter deoxycholic acid induces apoptosis and the 
chemopreventive agent ursodeoxycholic acid inhibits cell 
proliferation. Nutr Cancer 1998; 31: 111-118 [PMID: 9770722 
DOI: 10.1080/01635589809514689]

36	 Pardi DS, Loftus EV, Kremers WK, Keach J, Lindor KD. Ur-
sodeoxycholic acid as a chemopreventive agent in patients 
with ulcerative colitis and primary sclerosing cholangitis. 
Gastroenterology 2003; 124: 889-893 [PMID: 12671884 DOI: 
10.1053/gast.2003.50156]

37	 Wolf JM, Rybicki LA, Lashner BA. The impact of ursode-
oxycholic acid on cancer, dysplasia and mortality in ulcer-
ative colitis patients with primary sclerosing cholangitis. 
Aliment Pharmacol Ther 2005; 22: 783-788 [PMID: 16225486 
DOI: 10.1111/j.1365-2036.2005.02650.x]

38	 Lindström L, Boberg KM, Wikman O, Friis-Liby I, Hult-
crantz R, Prytz H, Sandberg-Gertzén H, Sangfelt P, Ryd-
ning A, Folvik G, Gangsøy-Kristiansen M, Danielsson A, 
Bergquist A. High dose ursodeoxycholic acid in primary 
sclerosing cholangitis does not prevent colorectal neoplasia. 
Aliment Pharmacol Ther 2012; 35: 451-457 [PMID: 22221173 
DOI: 10.1111/j.1365-2036.2011.04966.x]

39	 Eaton JE, Silveira MG, Pardi DS, Sinakos E, Kowdley KV, 

8788 July 21, 2014|Volume 20|Issue 27|WJG|www.wjgnet.com

Wang R et al . PSC and CRC in IBD



Luketic VA, Harrison ME, McCashland T, Befeler AS, Har-
nois D, Jorgensen R, Petz J, Lindor KD. High-dose ursode-
oxycholic acid is associated with the development of colorec-
tal neoplasia in patients with ulcerative colitis and primary 
sclerosing cholangitis. Am J Gastroenterol 2011; 106: 1638-1645 
[PMID: 21556038 DOI: 10.1038/ajg.2011.156]

40	 Rudolph G, Gotthardt DN, Kloeters-Plachky P, Kulaksiz 
H, Schirmacher P, Stiehl A. In PSC with colitis treated with 
UDCA, most colonic carcinomas develop in the first years 
after the start of treatment. Dig Dis Sci 2011; 56: 3624-3630 
[PMID: 21656181 DOI: 10.1007/s10620-011-1763-2]

41	 Singh S, Khanna S, Pardi DS, Loftus EV, Talwalkar JA. Ef-
fect of ursodeoxycholic acid use on the risk of colorectal 
neoplasia in patients with primary sclerosing cholangitis 
and inflammatory bowel disease: a systematic review and 
meta-analysis. Inflamm Bowel Dis 2013; 19: 1631-1638 [PMID: 
23665966 DOI: 10.1097/MIB.0b013e318286fa61]

42	 Hansen JD, Kumar S, Lo WK, Poulsen DM, Halai UA, Tater 
KC. Ursodiol and colorectal cancer or dysplasia risk in 
primary sclerosing cholangitis and inflammatory bowel dis-
ease: a meta-analysis. Dig Dis Sci 2013; 58: 3079-3087 [PMID: 
23896754 DOI: 10.1007/s10620-013-2772-0]

43	 Vera A, Gunson BK, Ussatoff V, Nightingale P, Candinas D, 
Radley S, Mayer A, Buckels JA, McMaster P, Neuberger J, 
Mirza DF. Colorectal cancer in patients with inflammatory 
bowel disease after liver transplantation for primary scle-
rosing cholangitis. Transplantation 2003; 75: 1983-1988 [PMID: 
12829898 DOI: 10.1097/01.TP.0000058744.34965.38]

44	 Hanouneh IA, Macaron C, Lopez R, Zein NN, Lashner 
BA. Risk of colonic neoplasia after liver transplantation for 
primary sclerosing cholangitis. Inflamm Bowel Dis 2012; 18: 
269-274 [PMID: 21425212 DOI: 10.1002/ibd.21692]

45	 Dvorchik I, Subotin M, Demetris AJ, Fung JJ, Starzl TE, 
Wieand S, Abu-Elmagd KM. Effect of liver transplantation 
on inflammatory bowel disease in patients with primary 
sclerosing cholangitis. Hepatology 2002; 35: 380-384 [PMID: 
11826412 DOI: 10.1053/jhep.2002.30695]

46	 van de Vrie W, de Man RA, van Buuren HR, Schouten WR, 
Tilanus HW, Metselaar HJ. Inflammatory bowel disease and 
liver transplantation for primary sclerosing cholangitis. Eur 
J Gastroenterol Hepatol 2003; 15: 657-663 [PMID: 12840678 
DOI: 10.1097/00042737-200306000-00013]

47	 Singh S, Varayil JE, Loftus EV, Talwalkar JA. Incidence of 
colorectal cancer after liver transplantation for primary scle-
rosing cholangitis: a systematic review and meta-analysis. 
Liver Transpl 2013; 19: 1361-1369 [PMID: 24019127 DOI: 
10.1002/lt.23741]

48	 Chapman R, Fevery J, Kalloo A, Nagorney DM, Boberg 
KM, Shneider B, Gores GJ. Diagnosis and management of 
primary sclerosing cholangitis. Hepatology 2010; 51: 660-678 

[PMID: 20101749 DOI: 10.1002/hep.23294]
49	 Eaden JA, Mayberry JF. Guidelines for screening and sur-

veillance of asymptomatic colorectal cancer in patients with 
inflammatory bowel disease. Gut 2002; 51 Suppl 5: V10-V12 
[PMID: 12221032 DOI: 10.1136/gut.51.suppl_5.v10]

50	 Itzkowitz SH, Present DH. Consensus conference: Colorec-
tal cancer screening and surveillance in inflammatory 
bowel disease. Inflamm Bowel Dis 2005; 11: 314-321 [PMID: 
15735438 DOI: 10.1097/01.MIB.0000160811.76729.d5]

51	 Cairns SR, Scholefield JH, Steele RJ, Dunlop MG, Thomas 
HJ, Evans GD, Eaden JA, Rutter MD, Atkin WP, Saunders 
BP, Lucassen A, Jenkins P, Fairclough PD, Woodhouse CR. 
Guidelines for colorectal cancer screening and surveillance in 
moderate and high risk groups (update from 2002). Gut 2010; 
59: 666-689 [PMID: 20427401 DOI: 10.1136/gut.2009.179804]

52	 Kaplan GG, Heitman SJ, Hilsden RJ, Urbanski S, Myers 
RP, Lee SS, Burak KW, Swain M, Panaccione R. Population-
based analysis of practices and costs of surveillance for co-
lonic dysplasia in patients with primary sclerosing cholan-
gitis and colitis. Inflamm Bowel Dis 2007; 13: 1401-1407 [PMID: 
17600816 DOI: 10.1002/ibd.20204]

53	 Velayos FS, Liu L, Lewis JD, Allison JE, Flowers N, Hutf-
less S, Abramson O, Perry GS, Herrinton LJ. Prevalence of 
colorectal cancer surveillance for ulcerative colitis in an inte-
grated health care delivery system. Gastroenterology 2010; 139: 
1511-1518 [PMID: 20659470 DOI: 10.1053/j.gastro.2010.07.039]

54	 Thackeray EW, Charatcharoenwitthaya P, Elfaki D, Sinakos 
E, Lindor KD. Colon neoplasms develop early in the course 
of inflammatory bowel disease and primary sclerosing 
cholangitis. Clin Gastroenterol Hepatol 2011; 9: 52-56 [PMID: 
20920596 DOI: 10.1016/j.cgh.2010.09.020]

55	 Torres J, Pineton de Chambrun G, Itzkowitz S, Sachar DB, 
Colombel JF. Review article: colorectal neoplasia in patients 
with primary sclerosing cholangitis and inflammatory bow-
el disease. Aliment Pharmacol Ther 2011; 34: 497-508 [PMID: 
21692821 DOI: 10.1111/j.1365-2036.2011.04753.x]

56	 Bernstein H, Bernstein C, Payne CM, Dvorakova K, Gare-
wal H. Bile acids as carcinogens in human gastrointestinal 
cancers. Mutat Res 2005; 589: 47-65 [PMID: 15652226 DOI: 
10.1016/j.mrrev.2004.08.001]

57	 Batta AK, Salen G, Holubec H, Brasitus TA, Alberts D, Ear-
nest DL. Enrichment of the more hydrophilic bile acid urso-
deoxycholic acid in the fecal water-soluble fraction after feed-
ing to rats with colon polyps. Cancer Res 1998; 58: 1684-1687 
[PMID: 9563483]

58	 Marelli L, Xirouchakis E, Kalambokis G, Cholongitas E, 
Hamilton MI, Burroughs AK. Does the severity of primary 
sclerosing cholangitis influence the clinical course of as-
sociated ulcerative colitis? Gut 2011; 60: 1224-1228 [PMID: 
21402617 DOI: 10.1136/gut.2010.235408]

P- Reviewers: Farup PG, Vasilieva LE    
S- Editor: Wen LL    L- Editor: A    E- Editor: Liu XM

8789 July 21, 2014|Volume 20|Issue 27|WJG|www.wjgnet.com

Wang R et al . PSC and CRC in IBD



                                      © 2014 Baishideng Publishing Group Inc. All rights reserved.

Published by Baishideng Publishing Group Inc
8226 Regency Drive, Pleasanton, CA 94588, USA

Telephone: +1-925-223-8242
Fax: +1-925-223-8243

E-mail: bpgoffice@wjgnet.com
Help Desk: http://www.wjgnet.com/esps/helpdesk.aspx

http://www.wjgnet.com

I S S N  1 0  0 7  -   9  3 2  7

9    7 7 1 0  07   9 3 2 0 45

2  7


	8783
	WJGv20i27-The Back Cover

