
patient should be warned to seek
urgent medical help and to stop the
thiopurines if fever, sore throat or other
evidence of infection develop. 

There should be clear local
arrangements that define monitoring
requirements and specify who is
responsible for undertaking this and
acting on results.

Thiopurines may also be associated
with acute pancreatitis and hepatitis.
Methotrexate: FBC, renal and liver
function tests (LFTs) are recommended
before starting methotrexate and
repeated 1-2 weekly while the dose is
stabilised. These tests should then be
repeated at 3 monthly intervals. 24

Patients should be warned to report
urgently any symptoms suggestive 
of underlying blood dyscrasia
(sore throat, bruising, unexplained
bleeding), hepatic toxicity or
respiratory compromise.24

Anti-TNF alpha: Although anti-TNF
alpha therapy (infliximab and
adalimumab) in IBD patients is
normally closely monitored by
secondary care, awareness of the
potential side effects is important.
Reactivation of latent tuberculosis and
hepatitis B reactivation9, 24 may occur
and screening before treatment
should include enquiry about possible
prior TB exposure, chest X-ray and an
interferon gamma release assay (IGRA)

SYMPOSIUMGASTROENTEROLOGY
INFLAMMATORY BOWEL DISEASE

Crohn’s disease activity for all patients
on maintenance anti-TNF therapy and
consideration of withdrawal of
treatment in those who are in stable
clinical remission.19 This strategy has
been associated with a relapse rate of
44% over the following year. 21

PRIMARY CARE MONITORING
As many as 32% of IBD patients are
managed solely in general practice.22

The overall approach to delivering
high quality care for this group of
patients has been described in
national IBD standards.23 Hospital
services for IBD should provide a
multidisciplinary team that includes
access to specialised medical and
surgical care, supported by specialist
IBD nurses, dieticians, stoma therapists,
pharmacists and psychologists —
though the latter are not widely
available. Clear communication
between this team and primary care is
crucial, with opportunities taken for
sharing care where possible. 

A number of aspects of the
management of patients with IBD can
be shared between primary and
secondary care. These might include
agreed pathways for rapid referral 
of patients with suspected IBD,
treatment of flares using an 
agreed protocol and monitoring
(including blood tests in patients
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taking aminosalicylates and immuno-
suppressive drugs, and bone density). 

Particular attention should be paid
to the following areas:

Drug monitoring
Aminosalicylates: Monitoring renal
function is necessary before and three
months after starting aminosalicylates
followed by an annual check.24 If there
is any suspicion of blood dyscrasia
such as unexplained bleeding, bruising
or fever, a full blood count (FBC)
should be carried out.24

Thiopurines: The level of the enzyme
thiopurine methyltransferase (TPMT)
should be checked before starting
thiopurine therapy (azathioprine/ 
6-mercaptopurine). Enzyme activity is
absent in 1:300 of the population 
and such individuals are at risk of 
life-threatening myelosuppression if
exposed to thiopurines,9,18,24 which 
are therefore contraindicated in 
this situation. 

Myelosuppression is a serious
potential side effect of thiopurines.
FBC should be monitored throughout
the treatment. One common approach
is to check the FBC every 2-4 weeks
for the first two months followed by 
4-8 weekly thereafter9— usually under
a shared care scheme agreed locally
and with a patient-held record. The

Table 6

Induction of remission for Crohn’s disease18

First presentation CD or 
a single inflammatory 
relapse in a 12-month period

Severe active CDλ

Active fistulating CD

φ In patients with ileal, ileocaecal or right-sided colonic disease who decline or cannot tolerate conventional steroids as well as those with
contraindications for steroid use
Ψ In children or young adults when there are concerns about growth or side effects
ω If there are two or more relapses over a 12-month period or if steroids cannot be tapered
π If azathioprine/6-mercaptopurine cannot be tolerated or if TPMT level is deficient
δ If no response to conventional therapy with steroids ± immunomodulators or intolerance/contraindications to conventional therapy
λDefined as Crohn’s Disease Activity Index (CDAI) score of 300 and over or Harvey-Bradshaw score of 8-9 and above

Monotherapy
1 Conventional glucocorticoids (PO or IV)
2 Budesonideφ
3 Aminosalicylatesφ (less effective than 1 and 2)
4 Consider enteral nutritionψ
5 Surgery (limited terminal ileal disease)

Add-on immunomodulator therapy
1 Azathioprine /6-mercaptopurineωor
2 Methotrexateπ

1 IV corticosteroids ± immunomodulator
treatments
2 Infliximabδ
3 Adalimumabδ
4 Surgery
1 Antibiotics
2 Surgical drainage
3 Seton insertion
4 Immunomodulator treatments
5 Infliximab


