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for latent TB and serology for hepatitis B,
C and HIV. 

There is an increased lymphoma risk
with both thiopurines and anti-TNF
agents. The risk is 4.0 per 10,000
patient-years for thiopurines alone and
6.1 per 10,000 patient-years for
combination therapy, compared with a
background population risk of 1.9 per
10,000 patient-years.25,26 Worsening
heart failure and demyelination are
among other serious side effects.24

Monitoring bone health
Bone density in IBD may be reduced
due to inflammatory activity of the
disease itself 27 and the effect of
corticosteroids. Calcium and vitamin D
supplementation should be given and
bisphosphonate treatment considered
in accordance with national guidelines.9, 28

Opportunistic infections and
vaccination
Patients with IBD may be at higher risk
of infection because of nutritional
factors, associated hyposplenism or
medication. Corticosteroid therapy with
prednisolone > 20 mg daily for longer
than two weeks increases the risk of
infection.29 Approximately 80% of IBD
patients will be treated with steroids,
40% with thiopurines and 20% with
anti-TNF agents. The most practical
time for checking evidence of previous
infection and immune status to a range
of viral infections, may therefore be at
diagnosis.29 Particular consideration
should be given to the following
vaccines:
•Varicella zoster virus (VZV): consider
in IBD patients with negative VZV
serology and no previous history of
chickenpox, shingles or vaccination
against the virus29

•Human papilloma virus (HPV):
consider in girls aged 11-12, and in cases
of delayed or missed immunisation for
the 13-18 age group.30,31 Regular
screening for cervical cancer is strongly
advised for women with IBD, especially
while on immunomodulator therapy29

• Influenza: routine annual immunisation
with trivalent inactivated influenza
vaccine is recommended for all IBD
patients on immunomodulator therapy
but the live attenuated vaccine should
be avoided29,32

•Pneumococcal vaccine: consider in
all IBD patients at diagnosis or at least
two weeks before immunomodulator
therapy with a single revaccination in
three to five years’ time if ongoing
immunosuppression is required29, 33

•Hepatitis B virus: should be
considered for seronegative IBD patients29

»

IBD patients who are not on any
immunomodulator therapies should
follow the standard national
vaccination guidelines before
travelling. Patients on
immunomodulator therapy should
have a pre-travel consultation with
their doctor. 29 Non-live vaccines are
generally safe but may be less
effective in this group; hence
vaccination is best given before
immunomodulator treatment if
possible.29 Live vaccines are
contraindicated in IBD patients on
immunomodulator therapy.29

CHILDREN AND ADOLESCENTS
Transition to adult care
It is important that young people with
IBD, and their families, are part of
formal, defined arrangements for
transition from paediatric to adult
care. This requires careful preparation
and co-ordination between paediatric
and adult teams. The IBD nurses from
both services play a crucial role during
this transition. Particular attention
needs to be paid to the impact of the
condition and treatment on an
individual’s growth and development,
education, relationships and
psychosexual issues. 

Puberty and growth 
Height and weight should be
monitored every 12 months in children
and young people with IBD and as
long as they are in remission, and
every six months during the pubertal
growth period.16 This should be
intensified to every 3-6 months in
those who relapse during puberty, are
on corticosteroids or those with
chronic active disease.16

Referral to a paediatrician should be
considered in all patients with slow
pubertal development.16

PSYCHOSOCIAL ISSUES
Because of the chronic and, at times,
debilitating nature of IBD, special
attention to the psychosocial aspects
of the disease is very important. There
is a clear association between clinical
disease activity in this group of
patients and depressive disorders and
sexual dysfunction.34

Disruption to family life, relationships,
education and employment has many
implications for IBD patients affecting
self-esteem and social function
especially among newly diagnosed
and young patients.35
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The two major types of inflammatory bowel disease (IBD)  
are ulcerative colitis and Crohn’s disease. Both are
characterised by a relapsing and remitting course. In
ulcerative colitis the mucosal inflammation affects the
rectum and to a variable extent the areas proximal to the
rectum in a continuous pattern. Crohn’s disease is
characterised by discontinuous areas of transmural
inflammation that can affect any part of the GI tract but
most frequently involves the distal small intestine and
proximal colon. IBD has a prevalence of around 400 per
100,000 in the UK. There is a bimodal age of presentation
with an initial peak in the second and third decades of life
followed by another peak in the sixth decade.

Acute ulcerative colitis typically presents with bloody 
diarrhoea with the passage of mucus, urgency and
cramping abdominal pain. A severe attack is usually
considered to be associated with bloody stools six times a
day or more plus one of the features of systemic toxicity.
Patients with a severe attack require hospitalisation and
intensive inpatient treatment. Inflammatory markers in the
blood are not always raised in ulcerative colitis. The diagnosis
is confirmed by typical histological features on biopsy.

Crohn’s diseasepresents with a typical combination of 
abdominal pain, diarrhoea and weight loss. Pain or fever may
also signify the development of an abscess and stricture
formation will lead to obstructive symptoms. Perianal
disease in the form of abscesses or fistulae may be present in
35 to 45% of patients during the course of their disease.

Oral aminosalicylates are first-line maintenance therapy  
in left-sided and extensive ulcerative colitis. Azathioprine
or 6-mercaptopurine should be considered for
maintaining remission. Surgery may be required as an
emergency during an acute severe attack of ulcerative
colitis for perforation, toxic dilatation, massive
haemorrhage or where an attack does not settle with
medical treatment. Surgery may also be considered in
patients with frequent relapses or less severe chronic
symptoms despite medical therapy and where surgery
may restore quality of life.

Crohn’s disease treatment usually follows a sequential 
step-up approach, in which less aggressive treatments
are initiated first, followed by more potent drugs or
surgery if the initial medical therapy fails. Aminosalicylates
have limited benefit for maintenance of remission in
Crohn’s disease. Azathioprine/6-mercaptopurine should
be considered as the first-line maintenance treatment in
the following cases: after an acute severe attack or two
more relapses in a 12-month period requiring
corticosteroid therapy.


