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ABSTRACT 

Aim To evaluate the clinical impact of corticosteroids (CS) overuse in inflammatory 

bowel disease (IBD) patients. Excessive use of CS could delay more efficacious treat-

ment and may indicate poor quality of care. 

Method This is a two-phase study that used Steroid Assessment Tool (SAT) to measure 

corticosteroid exposure in IBD patients. In the first phase data from 211 consecutive 

ambulatory patients with IBD (91 with ulcerative colitis, 115 with Crohn's disease, and 

five with unclassified inflammatory bowel disease) were analysed by SAT. In the second 

phase, one year after data entry, clinical outcome of patients with corticosteroids overuse 

was analysed. 

Results Of the 211 IBD patients, 132 (62%) were not on corticosteroids, 45 (22%) were 

corticosteroid-dependent and 34 (16%) used corticosteroids appropriately, according to 

the European Crohn's and Colitis Organization guidelines. In the group of patients with 

ulcerative colitis, 57 (63%) were not on corticosteroids, 18 (20%) were corticosteroid-

dependent, and 16 (16%) used corticosteroids appropriately; in the group of patients with 

Crohn's disease 70 (61%), 27 (23%) and 18 (16%), respectively. Overall, 24 (out of 45; 

53%) patients with IBD could avoid the overuse of corticosteroids if they had a timely 

change of the treatment, surgery or entered a clinical trial. 

Conclusion An excessive corticosteroid use can be recognized on time using the SAT. 

We have proven that excessive corticosteroid use could be avoided in almost half of cas-

es and thus the overuse of CS may indicate poor quality of care in those patients. 

Keywords: audit, quality of health care, steroid use 

INTRODUCTION 

Before approval and wider use of biologics for IBD 

indications, the cornerstone for the treatment of inflam-

matory bowel disease (IBD) was corticosteroids and 5-

aminosalycilates (5- ASA) (1,2). Corticosteroids are very 

potent drugs and are often unavoidable in inducing remis-

sion for both Crohn´s disease (CD) and ulcerative colitis 

(UC) (2–5), but they are ineffective in maintaining re-

mission (6,7). Unfortunately, due to the numerous side 

effects their use should be reduced to minimum, especial-

ly now when a novel therapy with biologics is widely 

available that is not only efficacious, but also has fewer 

side effects (3). The European Crohn's and Colitis Organ-

ization (ECCO) guidelines define corticosteroid depend-

ency and excess as the inability to wean steroids below 

the equivalent of prednisolone 10 mg/day or budesonide 

3 mg/day within 3 months of starting steroids, relapse 

within 3 months of stopping steroids, or the need for 

more than a single course of corticosteroid in 1 year (8). 

If feasible, patients should be switched to corticosteroid 

sparing therapy in order to achieve corticosteroid free 

remission (9). Due to numerous reasons the overuse of 
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corticosteroids in everyday practice is still present, but 

official evidence is still scarce and not emphasized 

enough (10,11). 

Many authors and organizations consider that use of 

corticosteroids is one of the measures for quality of care 

of IBD centres, and its overuse is one of the indicators 

of poor quality of care (12–14). Monitoring CS overuse 

through audits is one way to improve care of IBD     

patients (15,16). 

Health care in Bosnia and Herzegovina (B&H) faces 

difficulties due to organizational issues as well as a lack 

of medical doctors (17). Consequently, there is a dispari-

ty in providing health care between centres, uneven 

practice in the treatment of IBD and non-adherence to 

guidelines. As there are no official internal nor external 

audits, management and decision-making is nearly al-

ways left to the discretion of individual physician, 

which is not unknown in many other countries facing 

similar problems (2,15).  

A group of authors from the United Kingdom created a 

free internet platform called Steroid Assessment Tool 

(SAT), which is designed to evaluate the use and over-

use of corticosteroids in IBD patients (11). As excess 

use of corticosteroids is an indicator of poor quality of 

care in IBD patients, SAT could be a useful tool in iden-

tifying pitfalls of healthcare system (18). In order to test 

this indicator of care quality, we decided to perform this 

study and offer scientific evidence of corticosteroid 

overuse in IBD patients by using SAT. This is the first 

study in BiH that is addressing this issue.  

The aim of this study was to evaluate the excess use of 

corticosteroids and its clinical outcomes in ambulatory 

IBD patients in a single university centre in Bosnia and 

Herzegovina. 

PATIENTS AND METHODS 

Patients and study design 

This two-phase prospective study was conducted in the 

periods from December 2018 to January 2021 at the 

University Clinical Centre Tuzla.  

Eligible patients were ambulatory consecutive patients 

with a confirmed diagnosis of IBD that lasted for more 

than one year, and who had digital medical records of 

their clinical status, recent colonoscopy and the pre-

scribed treatment in the year before data entry. The ac-

tivity of the disease was assessed by experienced IBD 

physicians based on a combination of the clinical status 

and colonoscopy findings into four SAT preapproved 

categories (quiescent, mild, moderate and severe) using 

the Physician’s Global Assessment (Grade 0 -3).  

In the first phase data from 211 consecutive ambulatory 

patients with IBD (91 with ulcerative colitis, 115 with 

Crohn's disease, and five with unclassified inflammatory 

bowel disease) were analysed by SAT. In the second 

phase, one year after data entry, clinical outcome of pa-

tients with corticosteroids overuse was analysed. 

The study was approved by the Ethics Committee of the 

University Clinical Centre Tuzla (No. 02-09/2-57/21) 

and due to the nature of the study (an audit study), using 

anonymous data of a single centre, an informed consent 

was not required. 

Methods 

For the analysis of corticosteroid use and overuse we 

used the Steroid Assessment Tool (SAT). It is a secured 

web-based database, created and validated by UK gas-

troenterologists (11,14), designed to analyse treatment 

and steroid exposure in patients with IBD (11,14).  

The tool uses data on patients’ disease, disease activity, 

current and previous treatment, corticosteroid use in the 

year before data entry, number of courses and ability to 

reduce dosing in order to identify an excess use of    

steroids.  

SAT is secured by password and authorized in one name, 

so a single physician was allowed to enter patients’ data. 

The analysis of the questions that can be seen in the 

supporting information where SAT methodology is first 

described (14) was made by the online algorithm after 

entering all necessary data in the SAT.  

The overuse of CS was defined by the European Crohn's 

and Colitis Organization (ECCO) guidelines (8). After 

SAT identified patients with CS overuse, those patient 

records were unblinded and additionally reviewed to 

assess the treatment outcomes one year after their data 

entry. Outcomes were defined as actions in the follow-

ing year performed in order to wean them off cortico-

steroids. Those actions were grouped as: change in med-

ical treatment (introduction of biologics or switch to 

other biologic), surgery, stepwise weaning off cortico-

steroids without a change in medical treatment or enter-

ing phase III of clinical trials where patients got a chance 

to receive new medical treatment as a part of efficacy 

and safety multicentric double blind placebo-controlled 

research of new drugs for IBD indications. If those ac-

tions led to corticosteroid free remission, it was consid-

ered that those patients’ use of corticosteroids was 

avoidable if they had a timely change of treatment. If 

they were still corticosteroid dependent that meant their 

disease could not be treated differently with the timely 

change in treatment, which meant their corticosteroid 

overuse was justified and could not be avoided. 

Statistical analysis 

SAT analysed all variables and provided results presented 

as absolute numbers and percentages. An χ2 test was used 

to compare categorical variables between the groups. A 

difference was considered significant with p<0.05. 
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RESULTS 

The total cohort consisted of 211 patients with IBD, of 

which 91 (42%) had UC, 115 (56 %) had CD and five 

(2%) had undetermined IBD. Since there were only 2% 

of patients with UIB, only data from CD and UC cohort 

(total of 206 patients) were further analysed.  

A disease activity between two cohorts was different: 

UC cohort had more patients with mild disease and CD 

one had more patients with more severe disease (p=0.01) 

at the time of data entry. Hence, patients with UC used 

more 5-ASA medications, while patients with CD used 

more azathioprine, methotrexate and inhibitors of tumour 

necrosis factor (anti TNF), which is consistent with dif-

ferences in their disease activity (Table 1). 

Of the 211 IBD patients in the year before data entries, 

132 (62%) were not on CS, 45 (22%) were CS-dependent, 

and 34 (16%) used CS, but according to the ECCO guide-

lines they were not CS dependent. There was no statisti-

cal difference between those two groups (Table 2). 

Table 2. Corticosteroid use in ulcerative colitis and 

Crohn’s disease 

Corticosteroid  

usage 

Number (%) of patients in the 

group 

p Ulcerative 

colitis 

(n=91) 

Crohn´s disease 

(n=115) 

No steroids 57 (62.6) 70 (61) 

0.795 Appropriate  16 (17.6) 18 (15.5) 

Overuse  18 (19.8) 27 (23.5) 

Out of 45 patients with CD who used steroids, 27 (60 

%) were steroid-dependent. Most of those patients with 

CD had to use CS for longer than 3 months (19/27), could 

not reduce the dose under 10 mg (17/27), and five pa-

tients had a relapse within 3 months after CS withdrawal. 

Out of 34 patients with UC who used corticosteroids, 18 

(53 %) were CS dependent. Most of them were not able 

to reduce the dose under 10 mg of prednisolone (11/18), 

four had a relapse within 3 months after corticosteroid 

withdrawal. There was no statistical difference among 

cohorts regarding duration of steroid use in months 

(p=0.3) (Table 3). 

Both UC and CD patients with mild disease were less 

likely to use steroids and patients with moderate/severe 

disease used it more often (p <0.05 for CD, and 

p<0.000001 for UC) (Table 4).  

Bone protection medicines were prescribed to 27 (60%) 

of CD and 22 (66%) of UC patients on corticosteroids. 

 

As a result of the second phase of the study we deter-

mined that 6 (out of 18; 33%) patients with UC and 18 

(out of 27; 66%) with CD (overall 24 out of 45; 53%) 

could probably avoid overuse of corticosteroids if they 

had a timely change of treatment, timely surgery, or en-

tered a clinical trial. There was a statistical difference be-

tween UC and CD patients (p<0.05), meaning that more 

patients with Crohn’s disease could have been treated dif-

ferently in order to reach corticosteroid free remission 

(Table 5). 

Table 1. Characteristics and therapy of patients with ulcerative colitis and Chron’s disease 

Variable  

 Number (%) of patients in the group 

p  Ulcerative colitis 

(n=91) 

Crohn´s disease  

(n=115) 

Disease severity 

Quiescent 2 (2.22) 2 (1.74) 

0,01 
Mild 32 (35.15) 15(13.04) 

Moderate 44 (48.35) 74 (64.35) 

Severe 13(14.28) 24 (20.87) 

Current/ previous use of  

medication 

   

Mesalazine (5 ASA) 

Current 91 (100) 94 (81.74) 

0.00009 Previous 0 (0) 20 (17.39) 

Never 0 (0) 1 (0.87) 

Azathioprine 

Current 26 (28.57) 75 (65.22) 

0.000000001 Previous 8 (8.79) 18 (15.65) 

Never 57 (62.64 22 (19.13) 

Other immunosuppression 

(methotrexate) 

Current 1 (1.1) 8 (6.96) 

0.0057 Previous 0 (0) 7 (6.09) 

Never 90 (98.9) 100 (86.95) 

Anti-tumour necrosis factor 

(Anti TNF) 

Current 7 (7.69) 32 (27.83)  

Previous 5 (5.49) 5 (4.35) 0.0012 

Never 79 (86.8) 78 (67.82)  

Anti-integrin 

Current 3 (2.73) 2 (1.75)  

Previous 0 (0) 0 (0) 0.47 

Never 88 (96.7) 113 (98.25)  
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DISCUSSION 

There are many measurements of the quality of care for 

patients with IBD, but analysing the overuse of cortico-

steroids is one of the most important ones considering 

well known adverse effects of steroids (13). In our study 

we have confirmed that SAT is a good internet platform 

that can be used in single centres to analyse the use and 

overuse of steroids as a measurement of the quality of 

care of their IBD patients and therefore act as a surrogate 

for internal audit. 

We have proved that a total of 22 % of IBD patients were 

corticosteroid dependent, which is more than 14.9% re-

ported from the UK. (11,14). In our study no statistical 

difference among CS overuse between patients with UC 

and CD was found similarly with UK study from 2017 

(14). We have also proved similarly to UK authors (14) 

that UC patients had less severe course of disease, used 

rarely azathioprine, other immunosuppressant and anti 

TNF, but they still used CS in almost the same percentage 

as patients with CD. 

In our country advanced therapy could be used only in 

university clinical centres such as our centre. We did not 

use data from smaller centres that did not even had that 

option. If we did so, the number of patients with exces-

sive corticosteroid use could be even higher. In one single 

tertiary centre from Romania, where most patients were 

on biologics, CS were used in excess; they used SAT in 

2019 and 2020 and managed to reduce the use of excess 

CS from 20.4% to 5.95 %, proving that this online tool is 

helpful in detecting problems with therapeutic manage-

ment and the regular use could improve adherence to 

guidelines recommendations (18,19). 

In Bosnia and Herzegovina biologics are approved by 

the Ministry of Health of both entities (Federation of 

BiH and Republic of Srpska) and in District Brčko. In 

recent years not all patients that required the drugs could 

get them on time with a waiting list for some patients of 

more than a year. The delay in approving biologics is 

probably one of the important reasons for excessive 

usage of steroids. 

Table 3. Duration of corticosteroid use in ulcerative colitis and Crohn’s disease cohorts 

Duration of corticosteroid 

usage (months) 

No (%) of patients in the group 

p Ulcerative colitis 

(N=33) 

Crohn’s disease 

(N=46) 

<3  15 (45.5) 20 (43.5) 

0.307 

 
3-12 16 (48.5) 18 (39.1) 

>12 2 (6) 8 (17.4) 

Table 4. Corticosteroid use according to disease severity in ulcerative colitis and Crohn’s disease 

Activity of  

disease 

Number (%) of patients in the group 

Ulcerative colitis (N =91) 

p 

Crohn’s disease (N=115) 

p NO  

use 
Appropriate use Overuse NO use 

Appropriate  

use 
Overuse 

Quiescent 2 (2.2) 0 0 

0.000001 

 

2 (1.7) 0 0 

<0.05 
Mild 27 (29.7) 5 (5.5) 0 12 (10.4) 2 (1.7) 1(0.9) 

Moderate 27(29.7) 9 (9.8) 8 (8.8) 43 (37.4) 13 (11.3) 18 (15.7) 

Severe 1 (1.1) 2 (2.2) 10 (11) 12 10.4) 4 (3.5) 8 (7) 

Table 5. Outcome of steroid dependent patients one year after detection of their steroid overuse 

Clinical outcome of steroid 

dependent patients 

Number (%) of patients in the group 

Ulcerative colitis (N=18) Crohn’s disease N=27 

Number of 

patients 
Steroid free 

Still on ster-

oids 

Number of pa-

tients 
Steroid free 

Still on 

steroids 

Change of medical treatment 

(introduction to biologics or 

switch to other biologics) 

7 (39) 3 (16.6) 4 (22.2) 10 (37) 7 (26) 3 (11.1) 

Colectomy/resection (surgery) 1 (5.6) 1 (5.6) 0 7 (26) 6 (22.2) 1 (3.7) 

Clinical trial 3 (16.5) 2 (11.1) 1 (5.6) 0 0 0 

Used for other conditions 2(11.1) 0 2(11.1) 2 (7.4) 0 2 (7.4) 

No change in treatment 1 (5.6) 0 1 (5.6) 2 (7.4) 0 2 (7.4) 

Weaned of steroids gradually 

during prolonged period 
0 0 0 5 (18.5) 5 (18.5) 0 

Lost to follow up 4 (22.2) unknown unknown 1 (3.7) unknown 
un-

known 

 

Steroids could be avoided if pa-

tients were managed differently 

 Yes NO  Yes NO 

 6 (33.4) 12 (66.6)  18 (66.6) 9 (33.4) 
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Even though the updated national guidelines for the treat-

ment of IBD exist, there is no internal nor external audit. 

Many doctors have a lot of experience with the treatment 

of IBD patients with steroids and since there are a lot of 

organizational and financial problems, they still base their 

treatment primarily on corticosteroids. This is consistent 

with Dorrington et al. study (2) where logistical and fi-

nancial barriers, as well as the lack of experience in the 

management of steroid sparing agents, were found as 

factors associated with the risk of steroid exposure. 

According to our results the total of 53% of patients 

could avoid corticosteroids if they had a timely adequate 

therapeutic intervention, similarly with the UK study 

(14). Almost 18% of patients who were CS dependent 

had surgery in the following year in the University Clin-

ical Centre. Timely surgery could lead to a better overall 

outcome, better quality of life and reduction of unneces-

sary therapy, primarily corticosteroids (20–22). Pharma-

cological therapy should be given not to avoid surgery, 

but to improve the quality of life (23). In our centre, 

surgery is used only as the last option, which is a line 

with other authors (24). We are planning to form a mul-

tidisciplinary team (MDT) with qualified surgeons and 

gastroenterologists with more interest in IBD in order to 

make better and more informed decisions for each pa-

tient individually. 

In developed countries, especially in centres with good 

quality of care, where patients with IBD are put early on 

biologics and are not on prolonged corticosteroid use, an 

adequate candidate for some clinical studies is lacking 

(25). Among our patients who were steroid-dependent, 

three (out of 18) patients with UC entered multicentric 

clinical trial where they received a study drug (upadaci-

tinib). Two (out of three) were weaned off steroid. Since 

eligible candidates for some clinical trials are difficult to 

find we consider that SAT could be used as a tool to 

locate those patients. Our findings proved that less re-

sourceful countries like ours could be a valuable loca-

tion for performing clinical trials in which many of 

these CS dependent patients could take part. 

SAT also analysed the use of 5-ASA medications and one 

of the interesting results of this study is the fact that 82% 

of CD patients use continuously 5-ASA, which is not 

recommended by the ECCO guidelines. It is in concord-

ance with prescribing habits reported by other authors 

(26–28). It is based on the fact that there are many pa-

tients who have been on 5 ASA for years, even decades. 

Gastroenterologists would be reluctant to change their 

prescribing habits in those patients. An inadequate treat-

ment with 5 ASA in CD and overtreatment with CS could 

lead to a delay in more efficacious treatment (29), as well 

as avoid unnecessary side effects and financial cost. 

The main point of this study is that we have identified 

that one of five patients with IBD overused corticoster-

oids. This is unacceptably high in the era of advanced 

treatment. It has also proved that a timely change of 

treatment strategy could reduce overuse of corticoster-

oids by half.  

The limitation of this study is that SAT platform was not 

designed to analyse age, gender, IBD phenotype or dis-

ease duration, which are all important factors that could 

contribute to corticosteroid overuse and it is not de-

signed to assess the use of steroids in any other disease 

or condition other than IBD. 

In the time when there is a global shortage of medical 

staff, different e-platforms such as SAT and other more 

advanced artificial intelligence, platforms/neural net-

works could be used as assistance in everyday work. E-

platforms can improve decision making and could alert 

physicians to different medical problems or to alterna-

tive treatment pathways. This relatively simple and 

easy-to-use SAT has shown to us that our centre has a 

problem with steroid overuse, which is an indication of 

potential low quality of care for IBD patients. Using 

SAT helped to initiate different actions for solving this 

such as emphasizing the importance of MDT meetings 

and organizing audits for the treatment of IBD. We are 

planning to use it in the future to continue to drive im-

provements in patient care. 

FUNDING  

No specific funding was received for this study 

TRANSPARENCY DECLARATION  

Conflict of interests: None to declare. 

REFERENCES 

 1  van Hogezand RA. Medical management of pa-

tients with difficult-to-treat inflammatory bowel 

disease. Neth J Med 1994;45;(2):55–9. 

 2  Dorrington AM, Selinger CP, Parkes GC, Smith M, 

Pollok RC, Raine T. The Historical Role and Con-

temporary Use of Corticosteroids in Inflammatory 

Bowel Disease. J Crohns Colitis 2020;14;(9):1316–

29. doi: 10.1093/ecco-jcc/jjaa053. 

 3  Raine T, Bonovas S, Burisch J, Kucharzik T, Ada-

mina M, Annese V, et al. ECCO Guidelines on 

Therapeutics in Ulcerative Colitis: Medical Treat-

ment. J Crohns Colitis 2022;16;(1):2–17. doi: 

10.1093/ecco-jcc/jjab178. 

 4  D’Haens G. Systematic review: second-generation 

vs. conventional corticosteroids for induction of 

remission in ulcerative colitis. Aliment Pharmacol 

Ther 2016;44;(10):1018–29. doi: 10.1111/apt.138

03. 

 5  Ford AC, Bernstein CN, Khan KJ, Abreu MT, Mar-

shall JK, Talley NJ, et al. Glucocorticosteroid ther-

apy in inflammatory bowel disease: systematic re-

view and meta-analysis. Am J Gastroenterol 

2011;106;(4):590–9; quiz 600. doi: 10.1038/ajg.20

11.70. 



 Bašić Denjagić et al. Excessive corticosteroid use 

354 

 

 6  Kuenzig ME, Rezaie A, Seow CH, Otley AR, 

Steinhart AH, Griffiths AM, et al. Budesonide for 

maintenance of remission in Crohn’s disease. 

Cochrane Database Syst Rev 2014;(8):CD002913. 

doi: 10.1002/14651858.CD002913.pub3. 

 7  Kuenzig ME, Rezaie A, Kaplan GG, Otley AR, 

Steinhart AH, Griffiths AM, et al. Budesonide for 

the Induction and Maintenance of Remission in 

Crohn’s Disease: Systematic Review and Meta-

Analysis for the Cochrane Collaboration. J Can As-

soc Gastroenterol 2018;1;(4):159–73. doi: 10.10

93/jcag/gwy018. 

 8  Torres J, Bonovas S, Doherty G, Kucharzik T, Gis-

bert JP, Raine T, et al. ECCO Guidelines on Thera-

peutics in Crohn’s Disease: Medical Treatment. J 

Crohns Colitis 2020;14;(1):4–22. doi: 10.1093/ec

co-jcc/jjz180. 

 9  Harbord M, Eliakim R, Bettenworth D, Karmiris 

K, Katsanos K, Kopylov U, et al. Third European 

Evidence-based Consensus on Diagnosis and Man-

agement of Ulcerative Colitis. Part 2: Current 

Management. J Crohns Colitis 2017;11;(7):769–84. 

doi: 10.1093/ecco-jcc/jjx009. 

 10  Waljee AK, Wiitala WL, Govani S, Stidham R, 

Saini S, Hou J, et al. Correction: Corticosteroid 

Use and Complications in a US Inflammatory 

Bowel Disease Cohort. PloS One 2018;13;(5):

e0197341. doi: 10.1371/journal.pone.0197341. 

 11  Selinger CP, Parkes GC, Bassi A, Limdi JK, Lud-

low H, Patel P, et al. Assessment of steroid use as a 

key performance indicator in inflammatory bowel 

disease-analysis of data from 2385 UK patients. 

Aliment Pharmacol Ther 2019;50;(9):1009–18. 

doi: 10.1111/apt.15497. 

 12  Melmed GY, Siegel CA, Spiegel BM, Allen JI, 

Cima R, Colombel J-F, et al. Quality indicators for 

inflammatory bowel disease: development of pro-

cess and outcome measures. Inflamm Bowel Dis 

2013;19;(3):662–8. doi: 10.1097/mib.0b013e31828

278a2. 

 13  Quraishi MN, Dobson E, Ainley R, Din S, Wake-

man R, Cummings F, et al. Establishing key per-

formance indicators for inflammatory bowel dis-

ease in the UK. Frontline Gastroenterol 2023;14;

(5):407–14. doi: 10.1136/flgastro-2023-102409. 

 14  Selinger CP, Parkes GC, Bassi A, Fogden E, Hayee 

B, Limdi JK, et al. A multi-centre audit of excess 

steroid use in 1176 patients with inflammatory 

bowel disease. Aliment Pharmacol Ther 2017;46;

(10):964–73. doi: 10.1111/apt.14334. 

 15  Barrett K, Saxena S, Pollok R. Using corticoster-

oids appropriately in inflammatory bowel disease: 

a guide for primary care. Br J Gen Pract J R Coll 

Gen Pract 2018;68;(675):497–8. doi:10.3399/bjg

p18X699341. 

 16  Xu F, Liu Y, Greenlund K, Carlson S. Trends and 

demographic patterns in biologic and corticosteroid 

prescriptions for inflammatory bowel disease: find-

ings from electronic medical records, 2011-2020. J 

Investig Med Off Publ Am Fed Clin Res 2022;70;

(8):1771–6. doi: 10.1136/jim-2022-002486. 

 17  World Health Organization. Physicians (per 1,000 

people) 2024. 

 18  Goran L, State M, Negreanu A, Negreanu L. Quali-

ty of Care in Inflammatory Bowel Disease: the 

Role of Steroid Assessment Tool (SAT) - a Review. 

Med Mod - Mod Med 2020;27;(3):171–6. doi: 10.3

1689/rmm.2020.27.3.171. 

 19  Goran L, Negreanu L. Assessment of Treatment in 

Inflammatory Bowel Disease Patients Using Ster-

oid Assessment Tool (SAT) in a Tertiary Center 

from Romania. Med Mod - Mod Med 2021;28;(2):

145–51. doi: 10.31689/rmm.2021.28.2.145. 

 20  Ha FJ, Thong L, Khalil H. Quality of Life after 

Intestinal Resection in Patients with Crohn Dis-

ease: A Systematic Review. Dig Surg 2017;34;(5):

355–63. doi: 10.1159/000453590. 

 21  Agrawal M, Ebert AC, Poulsen G, Ungaro RC, 

Faye AS, Jess T, et al. Early Ileocecal Resection for 

Crohn’s Disease Is Associated With Improved 

Long-term Outcomes Compared With Anti-Tumor 

Necrosis Factor Therapy: A Population-Based Co-

hort Study. Gastroenterology 2023;165;(4):976-

985.e3. doi: 10.1053/j.gastro.2023.05.051. 

 22  Latella G, Cocco A, Angelucci E, Viscido A, Bacci 

S, Necozione S, et al. Clinical course of Crohn’s 

disease first diagnosed at surgery for acute abdo-

men. Dig Liver Dis Off J Ital Soc Gastroenterol Ital 

Assoc Study Liver 2009;41;(4):269–76. doi: 10.10

16/j.dld.2008.09.010. 

 23  Alós R, Hinojosa J. Timing of surgery in Crohn’s 

disease: a key issue in the management. World J 

Gastroenterol 2008;14;(36):5532–9. doi: 10.3748/

wjg.14.5532. 

 24  Nickerson TP, Merchea A. Perioperative Consider-

ations in Crohn Disease and Ulcerative Colitis. 

Clin Colon Rectal Surg 2016;29;(2):80–4. doi: 

10.1055/s-0036-1580633. 

 25  Balart MT, Russell L, Narula N, Bajaj G, Chauhan 

U, Khan KJ, et al. Declining Use of Corticosteroids 

for Crohn’s Disease Has Implications for Study 

Recruitment: Results of a Pilot Randomized Con-

trolled Trial. J Can Assoc Gastroenterol 2021;4;(5):

214–21. doi: 10.1093/jcag/gwaa037. 

 26  Schoepfer AM, Bortolotti M, Pittet V, Mottet C, 

Gonvers J-J, Reich O, et al. The gap between scien-

tific evidence and clinical practice: 5-aminosali

cylates are frequently used for the treatment of 

Crohn’s disease. Aliment Pharmacol Ther 2014;40;

(8):930–7. doi: 10.1111/apt.12929. 

 27  Ma C, Ascoytia C, McCarrier KP, Martin M, 

Feagan BG, Jairath V. Physicians’ Perspectives on 

Cost, Safety, and Perceived Efficacy Determine 

Aminosalicylate Use in Crohn’s Disease. Dig Dis 

Sci 2018;63;(10):2555–63. doi: 10.1007/s10620-

018-5181-6. 

 28  Burisch J, Bergemalm D, Halfvarson J, Domislovic 

V, Krznaric Z, Goldis A, et al. The use of 5-

aminosalicylate for patients with Crohn’s disease in 



Medicinski Glasnik | Volume 21 | Number 2, August | 2024 | 

355 

 

a prospective European inception cohort with 5 

years follow-up - an Epi-IBD study. United Eur 

Gastroenterol J 2020;8;(8):949–60. doi: 10.1177/20

50640620945949. 

 29  Chapman TP, Frias Gomes C, Louis E, Colombel J-

F, Satsangi J. Review article: withdrawal of 5-

aminosalicylates in inflammatory bowel disease. 

Aliment Pharmacol Ther 2020;52;(1):73–84. doi: 

10.1111/apt.15771. 

 

 

Publisher's Note Publisher remains neutral with regard to jurisdictional claims in published maps and institutional affiliations 


	INTRODUCTION
	PATIENTS AND METHODS
	Patients and study design
	Methods
	Statistical analysis

	RESULTS
	DISCUSSION
	FUNDING
	TRANSPARENCY DECLARATION
	REFERENCES

