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whether a more aggressive top down
approach with earlier use of anti-TNF
agents and immunosuppression may
result in fewer long-term complications.

ULCERATIVE COLITIS
A summary of induction therapy for
UC is shown in table 3, below. »

Maintenance of remission1,3

•5-ASA: Proctitis or proctosigmoiditis
— topical or oral 5-ASA alone or both
topical 5-ASA and oral 5-ASA. Left-
sided and extensive UC — oral 5-ASA
•Thiopurines: azathioprine or
mercaptopurine: Used as first line in
steroid-dependent disease — two or
more inflammatory exacerbations 
that have required systemic
corticosteroids in the past 12 months or
patients who have had a single severe
flare episode1

•Biologic therapies (infliximab,
adalimumab, golimumab, vedolizumab)
and tofacitinib. These can be given 
with an immunosuppressant or as
monotherapy.

CROHN’S DISEASE 
Induction of remission1,2

•Time limited course of corticosteroids.
Systemic (oral) glucocorticosteroid.
Oral budesonide can be considered 
if there is distal ileal, ileocaecal or right-
sided colonic disease and if this is a first
presentation or a single inflammatory

UC is most commonly initially
diagnosed with flexible sigmoidoscopy
(see figures 1-3, above) and histological
assessment of mucosal biopsies. 
This may be confirmed with
ileocolonoscopy often carried out
within the first year of diagnosis to
define the full extent of disease.1

In CD the first-line investigation is an
ileocolonoscopy with mucosal biopsies
from the colon and ileum.1 Small bowel
investigations such as barium meal
(see figure 4, above), MR enterography
(see figure 5, above) and capsule
endoscopy (see figure 6, p14), based
on local availability and expertise,
further aid clinical diagnosis.15,22

PHARMACOLOGICAL THERAPY
Treatment approaches for IBD cover
two overlapping phases: induction 
and maintenance of remission.2
The choice of treatment is guided by
the extent and site of involvement,
severity of disease and associated
complications such as the presence of
perianal disease. 

Currently, a step up approach is
often used. The debate remains as to

FIGURE 1
Mild ulcerative proctitis: erythema and
decreased vascular pattern

FIGURE 2
Left-sided ulcerative colitis: mucosa is
friable with erythema and loss of the
vascular pattern 

FIGURE 3
Severe left-sided ulcerative colitis:
spontaneous bleeding with inflamed
pseudopolyps

FIGURE 4
Barium small bowel meal: Crohn’s stricture
affecting 40 cm of the terminal ileum (red
arrow) with a proximal inflamed small
bowel segment with cobble stoning and
rose thorn ulcers (orange arrow)

FIGURE 5
Small bowel MRI: 10 cm of thickened
terminal ileum consistent with active
terminal ileal Crohn’s disease

Table 3

Treatment to induce remission for mild-moderate ulcerative colitis3,6

Mild-moderate 
proctitis or 
proctosigmoiditis

Mild-moderate 
extensive disease

*5-aminosalicylate
+topical steroids are less effective than topical aminosalicylates but may be considered if patients have had a previous
adverse reaction to aminosalicylates or do not respond
‡the starting dose for oral systemic corticosteroids is usually 40 mg daily, reduced at weekly intervals by 5 mg/day
++the course of oral steroids should be time limited. Prolonged oral corticosteroid therapy is harmful and should be
minimised and corticosteroids should never be used for maintenance. Bone protection (calcium carbonate and vitamin D)
should be prescribed with oral corticosteroids1

Step 1 treatment 
Topical 5-ASA* 
(enema or suppository)

High-dose oral 5-ASA
and topical 5-ASA

Step 2 treatment
Oral 5-ASA

High-dose oral 5-ASA 
and oral corticosteroid++

Step 3 treatment
Oral‡ or topical corticosteroid+

•Anti-TNF therapy (infliximab,
adalimumab, golimumab)
•Vedolizumab
•Tofacitinib 


