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good control of their symptoms with
setons, that they elect to leave them in
place as long-term treatment. 

Maintenance of remission
The evidence for benefit from
aminosalicylates in Crohn’s disease is
limited and so they are less widely used.
Thiopurines and methotrexate may be
used for steroid-dependent disease.

Anti-TNF-α agents also maintain
remission. A number of monoclonal
antibody therapies are currently
available or will become available in the
near future. Infliximab is administered by
intravenous infusion, at 8 weekly
intervals in the maintenance phase
following induction therapy.
Adalimumab and golimumab are given
by subcutaneous injection (golimumab
is currently approved for ulcerative
colitis only).

The agents are effective for IBD
refractory to systemic steroids and/or
immunosuppressants such as
azathioprine. They are also widely used
for perianal Crohn’s disease. Their use is
associated with a number of positive
and important outcomes including
healing of inflamed and ulcerated
intestinal mucosa, improved quality of
life and reduced hospitalisation and
need for surgery in patients with severe
or refractory disease. 

The optimal duration of therapy is
uncertain. NICE guidance11 is that
withdrawal is considered in those in
established remission at 12-month
intervals. However, withdrawal of »

Table 3

Treatment to induce remission for mild/moderate ulcerative colitis2

Mild/moderate – 
distal disease  
(proctitis or 
proctosigmoiditis)

Mild/moderate – 
left-sided or 
extensive disease

Drug interactions should also be
carefully checked. Serious interactions
occur with trimethoprim.10 Local
arrangements for monitoring blood
count and liver function should be
followed. The drug is teratogenic and is
absolutely contraindicated in pregnancy.

Perianal Crohn’s disease
Perianal manifestations of Crohn’s
disease include abscesses and fistulae,
which can cause significant morbidity,
impaired quality of life and result in
frequent admissions. A multimodal
approach is essential with close liaison
between GPs, gastroenterology teams
and specialist surgeons to allow rapid
assessment (MRI scan and examination
under anaesthetic), intervention and
treatment. 

Localised sepsis must be cleared and
drained. Setons, usually silastic loops
placed through a fistula track, help to
ensure drainage continues and prevent
abscesses recurring. They are usually
placed as part of an examination under
anaesthetic. Uncontrolled abscess
formation leads to the development of
complex, ramifying perianal fistulae. 
A seton allows infection to drain before
an abscess develops by deliberately
keeping the fistula open and allows
control of sepsis to be achieved. Multiple
setons can be placed. 

Once it is clear that sepsis is fully
drained, anti-TNF-α treatment may be
started with the aim of healing the fistula
- and at that point, the seton(s) may be
removed. Some patients achieve such

TREATMENT: CROHN’S DISEASE 
Again, disease site and the severity of
symptoms should be taken into account
when deciding on treatment. 1 At present,
gastroenterologists still adopt a step-up
approach to therapy. There is debate as
to whether a more aggressive top-down
approach with earlier use of anti-TNF-α
agents and immunosuppressants may
result in fewer long-term sequelae from
tissue damage.

Controlled ileal release budesonide
refers to locally released preparations of
budesonide, which undergo extensive
first pass metabolism in the liver. 
This results in fewer side effects than
systemically available corticosteroids
such as prednisolone – although with
some reduction in comparative efficacy.
They are effective in terminal ileal and
ascending colonic Crohn’s disease.

Systemic steroids such as
prednisolone are effective for active
small and large bowel Crohn’s disease
but associated with more side-effects
than budesonide. 

Methotrexate is effective for induction
of remission and subsequent
maintenance. It is usually administered
intramuscularly or subcutaneously
initially before switching to oral
administration. 

When prescribing, and consulting
patients on, methotrexate it is essential
to be clear about the dosing regimen
(once per week). It is good practice to
record the day of the week on which the
dose is administered, to help prevent
prescription errors. 

Step 1 treatment
•Topical aminosalicylates as
suppositories or enemas are
more effective than topical
steroids 
•These may be used 
in combination with 
oral aminosalicylates
•Topical steroids are used 
in patients intolerant 
of aminosalicylates

•Oral aminosalicylate 
(high dose) either alone 
or in combination with 
topical aminosalicylate
• (Consider oral prednisolone
if symptoms seem more
severe but not enough to
warrant admission)

Step 2 treatment
•Oral corticosteroids 

•Oral beclomethasone
(added to aminosalicylates)
•Oral prednisolone

Step 3 treatment
See below for left-sided
disease

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


