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EL4)
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Z2.1.2.3. ECCO Statement 1D

The response to intravenous corticosteroids is best assessed
objectively around the third day (EL2). Treatment options
including colectomy should be discussed with patients with
severely active UC not responding to i.v. corticosteroids.
Second Lline therapy with i.v. infliximab, is appropriate
(EL1). l.v. ciclosporin may be an alternative in thiopurine
naive patients (EL1). If there is no improvement within 7
days of pharmacological therapy.,. colectomy 1s recomiImen-
ded (EL2), without prolonging further medical therapy, in
order to avoid an increase in postoperative morbidity.
Third Lime medical therapy for acute severe ulcerative
colitis is currently Nmnot indicated (EL4)



Evéeieic exAextiknc
QVTIUETWITLONG

e Amotu)ia cuvtnpntiknc Bepameioch
 KaBuotepnon avarmtuénc *
* NeomAaoia (buomAaoio/kapKivoc)

— N yOlOTPEVTEPOAOYOC
— *rtadi-yoveic



Anotuyia cuvtnpntikne dspamneioc

Xpovio CUVEXNC EvepyOTNTO
YUXVEC €EAPOELC

E€aptnon amo koptllovn
ErtumAokéc Beparmeioc
E&w-eviepLKEC EKONAWOELC
Ermtduvuia tov acBevi

Z2.1.3.1. ECCO Statement 2

Patients' nutritional status and general conditions (includ-
ing tapering of steroids when possible) should be optimized
prior to elective surgery in order to decrease postoperative
morbidity. The precise timing and type of surgery is essen-
tial and should be determined by both gastroenterologist
and surgeon (ELS)
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ORIGINAL ARTICLE

Sporadic versus inflammmatory bowel discase-related colorectal
adenocarcinoma: lessons learned from a single institution
experience

Geoeorglios-Antonios Sideria!', Agepelilki Sardcdell’, Georglilos Sachtouris’!, loanna Scoglkou’,
Agzatha IKondi-Pafiti®, Toannis Papaconstantinou!
"2 Department of Surmprery anda “Departmeoent of Pathiolopy, Arctalcion Hospital, Meedical Schiool, University of Acthernss,

Acthono, GQroeccoe

Results: A total of 370 patients with sporadic CAC and
103 patients with IBD were included in the study, of which
8.7% (9/103) proved to have CAC. Cancer in IBD patients
appeared at a younger age, had a larger maximum diam-
eter and was morvre likely to have multiple synchronous lo-
cations and a signet-ring cell differentiation (p<0.05). Only
25% of IBD patients with CAC had previously followed cor-
rect surveillance.

Conclusions: The aggressive features of IBD-related CAC, as
well as the rising incidence of poorly-surveilled IBD patients
that eventually progress to cancer, reflect the necessity of es-
tablishing dedicated IBD centers for their optimal follow-up.
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2.1.4.1. ECCO Statement 3A

Presence of low grade or high grade dysplasia should be
confirmed by an external second pathologist (EL1)



AvTiueTwon

2. 1. 4. 4. ECCO Statement 3D

Adenoma-like raised lesions can be adequately treated by
polypectomy provided the lesion can be completely excised,
shows absence of dysplasia at the margins of the specimen,
and there is no evidence of flat dysplasia else where in the
colon, either adjacent to, or distant from, the raised lesion

(ELLZ2)

7S 5 . ECCO Statement 3E

Patients with non-adenoma-like dysplastic raised lesions,
should undergo acolectomy, regardless of the grade of
dysplasia detected on biopsy analysis because of thhe high
ssociation with metachronous or synchronous, carcinoma

2.1T.4.6. ECCO Statement 3F

T he recommended operation in case of dysplasia/cancer is
proctocolectomy with ileal pouch-anal anastomosis, taking
iNnto account oncologic principles (ELS). There is no evidence
to support an oncologic advantage of mucosectomy and
hanmnd sewn anastomosis over stapled anastomosis in this
setting. (ELL2) Colectomy with ileorectal anastomosis could
be considered in selected patients (ELLS)



Flat lesions
2.1.4.2. ECCO Statement 3B

Non-visible high-grade dysplasia warrants a recommenda-
tion of colectomy because of the risk of a concomitant or
future colorectal cancer (EL2)

2.1.4.3. ECCO Statement 3C

The current evidence is insufficient to assess the balance
of risks and benefits of colectomy for flat low-grade
dysplasia. The decision to recommend colectomy or con-

tinued surveillance is best tailored to the individual after
careful discussion (EL5)
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7.6. Surgery and medication

7.6.1, Perioperative prednisolone

ECCO Statement 7T

Prednisolone 20 mg daily or equivalent for more than six
weeks is a rik factor for surgical complications [EL3b, RG
C]. Therefore, corticosternids should be weaned if possible

Surgical ECCO statement 2014

Prednisolone 20mg daily or equivalent for more than six weeks prior
to surgery is a risk factor for surgical complications [EL3].
Therefore, corticosteroids should be weaned if possible.

Failure to wean from prednisolone 20mg daily or equivalent for
more than six weeks prior to surgery, should postpone pouch-
construction to a second stage [EL 5]



7.6.3. Perioperative infliximab

ECCO Statement 7V

Perioperative use of infliximab does not appear to
increase the risk of infective complications. There may
however be an increase in short term surgical compli-
cations [EL 3a, RG (]

Surgical ECCO statement 2014

As long as the data surrounding preoperative
use of anti-TNF agents remains conflicting it is
recommended that surgeons avoid the use
of single stage proctocolectomy and ileoanal
pouch. [EL 5]



J Gastrointest Surg (2014) 18:1216-1224
DO 10.1007/511605-014-2487-3

REVIEW ARTICLE

The Impact of Peri-operative Anti-TNF Treatment
on Anastomosis-Related Complications in Crohn’s Disease
Patients. A Critical Review

loannis Papaconstantinou - Christos Zeglinas - Maria Gazouli -
Konstantinos Nastos - Anneza Yiallourou - Apostolos Papalois -
Charalambos Tzathas

The outcomes of well-designed studies, addressed to the
anastomosis-related complications are summarized in Table 4.
Four studies with MINORS score over 16 did not find a
significant difference in the anastomotic related complications
between groups, while only one well designed study found a

significant difference.
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The second European evidence-based consensus on
the diagnosis and management of Crohn's disease:
Joumal of Crohn’s and Colitis (2010) 4, 7-27

ECTCO statermenit <48
MThe wuse of Montreal
dissase is adwocated.

classification of Crohn's
Mo ewidernce-bhhased mec-
ormrmendatiorn cam bBbe mads at this tinme to
imp lermeaent the routime climdical use of genaetic
tests or serological mMmarkers to classify Crohn's

disease.
Age at diagnosis Al below 40 years Al below 16 years
A2 above 40 years A2 between 17 and 40
A3 above 40 years
Location L1 ileal L1 ileal
L2 colonic L2 colonic
L3 ileocolonic L3 ileocolonic
L4 upper L4 isolated upper disease®
Behaviour B1 nonstricturing, nonpenetrating B1 nonstricturing, nonpenetrating

B2 stricturing
B3 penetrating

B2 stricturing
B3 penetrating
p perianal disease modifier®

°L4 is a modifier that can be added to L1-L3 when concomitant upper Gl disease is present.

b0’ is added to B1-B3 when concomitant perianal disease is present.



Crohn’s disease is a chronic progressive disease

Progression of digestive damage and

t inflammatory activity in a theoretical
patient with Crohn’s disease

[V
Y Surgery
g |
©
S
= Fistula / abscess
V)
oo .
= Stricture

Stricture

Disease onset Diagnosis Early disease

Clinical

Pariente B et al. Inflamm Bowel Dis 2011;17:1415-1422

Inflammatory activity

(CDAI, CDEIS, CRP)
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Banatiacing
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Menths

n= 2,002 552 13 a5 7

Medical R/

about 50% of patients present stricturing or penetrating disease
at the time of diagnosis

Cosnes J et al. Inflamm Bowel Dis 2002;8(4):244-50
Beaugerie et al. Gastroeneterology 2006;130:650-656
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Surgery in patients with Crohn’s disease, ..,
diagnosed 1979-2011 Y Leuven

Population-based study of 13,185 Danish patients with CD

70-
60 - p<0.0001
——
£ 7
> 40-
S 130 — Cohort 1(1979-86)
3 — Cohort 2 (1987-94)
Cohort 3 (1995-02)
10 — Cohort 4 (2003-11)
0 | 1 i ] 1] I 1 1
0 5 10 15 20 25 30 35

Time since diagnosis (years)
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ECCO Statement 7P

Multidisaplinary clincal conferences to disuss the
treatment strategy of indwidual cases are recom-
mended epecially for the management of patents
with complicated CD [ELS RG D].

ECCO Statement 70
In complicated Crohns di -«
B a valid altemative to medical el il o=




Localeed 1leal or 1leocaecal disease

ECCO Statement 7A
Localised ileocaecal Cmohns dissase with obstructive

symptoms, but no senificant evidence of active inflam-
mation, should be treated by surgery [EL2b, RGC].



Severely active localised ileocaecal Crohn's disease

ECCO Statement 5C

Severely active localsed ileocaecal Crohn's disease
should initially be treated with systemic corticosteroids
[EL1a, RG A]. For those who have relapsed, anti-TNF
therapy with or without an immunomodulator is an
appropriate option for patients with objective evidence
of active disease [ELT1a, RG B for mfliximab]. For some
patients who have infrequently relapsing disease,
testan:mg sterowds wuth an tmmm:mocblatnr may be

sonte pattevt.s and should also be a:nstdered and
i s=ed [ELS5 RG D].




ECCO

ECCO Statement SH

Patients with objective evidence of active disease
refractory to corticosteroids should be treat-e-::l with
anti-TH
te [EL1a, H-G B for infliximab], although surgica
options should also be considered and discussed at an
early stage.

ECCO Statement 6B
if a patient has a relapse escalanon of the maantenance

used tc maintain remission [EL1a RG A] Surgery
should always be considered as an option in localised
disease [EL4, RG D).
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Inflammatory or fibrostenotic ?
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Practice points

o Surgical management of Crohn's disease should not to be considered curative but aimed to
provide symptoms relief without jeopardizing bowel function

o Laparoscopic approach for small bowel non penetrating Crohn's disease management is
associated with improved surgical outcomes as compared to the open approach

o Laparoscopic approach may be safely proposed to patients with complex Crohn's disease,
with penetrating or recurring behaviour

o Laparoscopic approach for severe acute colitis management is assocated with similar or
improved short term outcome as compared to the open appmach

Research agenda

e Results of laparoscopic approach for acute severe colitis complicated by perforation, hae-
morrhage, or megacolon should be assessed

e The best management of the rectal stump after laparoscopic subtotal colectomy for Crohn's
disease should be clarified.

e Results regarding ileal pouch anal surgery in Crohn's disease should continue to be reported
and assessed.
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Primary ileocaecal resection : safety

Leuven Amsterdam
2001-2009 1998-2009

n=384 n= 184
Fibrostenotic 43% 87%
Perforating 49% 13%
Laparoscopy 78% 60%
Conversion to laparotomy 5% 2%
Overall leak rate 3.7%
Leak rate fibrostenotic 1.7%

Type C leak 449,



Best Practice & Research Clinical Gastroenterology 28 (2014 497-503
The surgical intervention: Earlier or never?

W.A. Bemelman, PhD, Professor in Minimal Invasive and
Colorectal Surgery ™",
M. Allez, MD, PhD, Professor in Gastroenterology "

Pro and cons of early surgery and extensive medical therapy.

Pro Con
Early laparoscopic
surgery > Rapid remission > Short & long term morbidity
> Early return to daily activity > Surgical recurrence

> Early restoration of quality of life
Extensive medical

therapy ( biologicals ) > No surgery > Adverse events medication

> Less morbidity > Long term effidency unknown

> More extensive surgery later on
because of partial response




Xewpoupywkr) Oepancia kol paxpoypovia
OIMOTEAECPATIKOTATOL

Surgery 2008 Oct;144(4):622-7; discussion 627-8.

Long-term outcomes of laparoscopic versus open ileocolic resection for Crohn's disease:
follow-up of a prospective randomized trial.
Stocchi L, Milsom JW, Fazio VW

*50 % tTwv acBevwv eAeBepol vooou peta 10etia
e ATtO T0 UTNtOAOoLo 50%, 1/3 avTipeTwRioTNKOV
oUVTNPNTIKA WC EEWTEPLKOL LGOEVELC



0 207; e Kaacas, Soneat PRomusonl Sec T, 1200 Alimentary Pharmacology & Therapeutics

Early versus late surgery for ileo-caecal Crohn's disease
A, ARATARI®, C. PAPI+, G. LEANDROZ, A.VISCIDO*, L. CAPURSO+ & R. CAPRILLI®
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Study protocol

Laparoscopic ileocolic resection versus infliximab treatment of
distal ileitis in Crohn's disease: a randomized multicenter trial

(LIR!C-trial)

Patients with Crohn’s disease located in the terminal ileum
that fail to respond to steroid or immunomodulatory therapy.

A

4" Decline to participate

y

Randomization after informed
consent (N=130)

v

v

Laparoscopic ileocolic resection (N=65)

*Remission-induction with prednisolone: 1 week 40
mg/day, 1 week 30 mg/day, 1 week 20 mg/day. 1
week 10 mg/day

*Laparoscopic ileocolic resection

Infliximab (N=65)

*Remission induction: 3 infusions at week 0, 2 and 6
in a dose of 5 mg/kg in combination with
azathioprine / 6 mercaptopurine / methotrexaat

*Maintenance therapy: 5 mg/kg every 8 weeks

A
| Follow-up for 12 months |

.

Analysis on intention-to-treat basis:
quality of life and costs

Figure |
LIR!C-trial flowchart.

7. FHow does inflixirmab treatrmment of patients with recasr-
rent Crohm's diseases of thhe dastal ileurm compare with
laparoscopic ileoaolic resection in termms of guiality of life.
hospital stay. morbidity. sick leave and suargical (re)jinter-
ventions<s

2. What are thhe 12 monthis camulative tortal costss of ainflix-
irmab treatment versus laparaoscopic ileocolic resection in
Patients with recusTrent Crohn's disease of the diszal
ilewssr?
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Arootnuarta KotAioc

* MoAU pkpa amootnpata (<3 cm) povo pe
avTLBLloTika

* MeyaAUtepa __ SLadepLLLKr TOPOXETEUON N
Xelpoupykn emepPaon (SVokoAn mpoomeAaon,
Slappaypatia, cuplyyla..)

* H mopoxetevon Kot ta avtiBlotika SLVeL XpoOvo yLa

BeAtiotomnoinon kat miBava amoduyn octopioc
Bermejo Inflamm Bowel Dis 2011



ECCO Statement 7B

Active small bowel Crohn's disease with a concomitant
abdominal abscess should preferably be managed with
antibiotics, percutaneous or surgical drainage followed
by delayed resection if necessary [EL3, RG C].




128 cases in 2236
patients; incidence 5.7%

Percutaneous drainage:
19% of complications
(enterocutaneous fistulas
13%); surgery was
associated with 13% of
postoperative
complications
(enterocutaneous fistulas
7.7%).

Following abscess
resolution, 60% of
patients were started on
thiopurines, 9% on
biologics, and in 31%
baseline therapy was not

. modified.

ANTIBIOTICS
ALONE

Final efficacy
63% complete

resolution

Predictors of failure:
IMM at diagnosis OR
8.45, Fistula at
diagnosis =R 5.43,
Abscess size OR
1.65

Abdominal abscess: management

PERCUT.
DRAIN +
ANTIBIOTICS

I

Initial efficacy
45% complete
resolution

1

Final efficacy
30% complete
resolution

— 1

Complications
19% (EC
fistula 13%)

SURGERY +
ANTIBIOTICS

Final efficacy
91% complete

resolution

Complications
13% (EC
fistula 7%)

1

No predictors of
failure

No predictors of
failure

Bermejo Inflamm Bowel Dis 2011
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Ecwteplka oupiyyla

Evtepo-KuoTLKA

Evtepo-UNTPLKA

Evtepo/ opBo- KOATILKA

KATL....

Enterovenous fistulization: A rare complication of
Crohn’s disease
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* Mpostopaocia acOevwv
— D apHAKEVUTIKA TPOETOLHACLO
— Awatpodkn evioxuon
— WuyxoAoyiki unootnpén



Xelpovpykn enepBaon kot papupaka

ECCO Statement 7M

Prednibsolone Z0ma dally or equivalsnt for maore far
mare than six weeks s a rsXx factor for surgical
complications [B20b, RG B). Therafare, corticasteroids
Siould e weaeaned If pos<siies (1S5, RG D).

ECCO Statement 7N
Azathicprine can safely De continued In the peri-
aperat ve periad and beyond (B2, RG B).




Ow nteprogotepor acOeveic IONE
RPOEYXEPNTIKA AapuBavouv avt-TNF

— 2€ EMELYOV XELPOUPYELO
(6ev umtapyeL meplBwplo aAAayng dopaKwv)
e aAAaloupe to €idoc tnC eMEpPaonc
— Y& eKAEKTIKO X/O,
e aAAaloupe ta PAPHAKO TIPOEYXELPNTLIKA?
e xopnyoupe avtl-TNF Kot mOTe HETEYXELPNTIKA?



BifAoypadia kot mpofAnuaticuol...

* AVOOPOULKEC LEAETEC
 Mwkpa delypata aoBevwv




BifAoypadia kot mpofAnuaticuol...

* Juvduaouoc ifx pe steroids/ IMM




BifAwoypadia kat rpoBAnunaticuol...

* Etepoyevela HEAETWV
— oTnv €rithoyn Twv aoBsvwv
— Tnv BoaputTnta Tng vOoou
— TOV OPLOUO ONTITIKWV- KN ONTITIKWY ETTUITAOKWV

— Timing ekTinNONC TWV EMTAOKWV



BifAoypadia kot mpofAnuaticuol...

* To mpoeyxelpntko mapabupo xopnynong ifx




BiAoypadia kar tpoBAnpaticuol...

* Trough levels oto xelpoupyseio
* Eidoc yelpoupyelou/TeEXVIKN
* XeLpOupyoc



Epwtipata tou HEAAOVTOC...

* Eav oL avtl-TNF apBAUvouv tnv nopeia tnc
ETTOVAWONC, TTOLOC 0 0UOOC TWV ETLIEOWV TOUC OTO
allpa Avw Tou omoiou auvéavel o kKivbuvocg
LLETEYXELPNTLKWV ETILITAOKWV?

* Nwcg ennpealetol ALTOC 0 ouOOC ATO TN CUYXPOVN
AN N 0lvooOTPOTIOLNTIKWY TIAPAYOVTWY OTIWE N
alaBelomnpivn /Kot to oTEPOELON?

* O xelpoupyoc Ba PEMEL VAL AVOLUEVEL TNV TITWON
TwV emtedwy TouC TIPLV TNV Evapén tng emepBaonc?



