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Case 1

• 31F south Asian presents to GP with one week of abdominal 
pain and haematochezia
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abdominal US normal
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Case 1

• 31F south Asian presents to GP with one week of haematochezia

• 6-7 BM/24 hours

• Arranged blood and stool tests and abdominal US, for repeat appointment in 5 days

• Presented instead to ED after 5 days

• Tachycardic on arrival but now HR 80, afebrile

• FBC and CHEM20 normal, 70 leuks in urine

• Imp: infective gastroenteritis (gastrointestinal haemorrhage) 

• Plan: follow up with GP to chase results, commence trimethoprim



Case 1

• Next day: Represents to ED with letter from GP: “Please kindly review and assess for 
consideration of gastroenterology and surgical review with concern for ?de novo presentation 
for inflammatory bowel disease”, 

• Seen by ED intern with senior input

• 2/52 of haematochezia

• 8-10 BM/24 hours

• Reperformed abdominal and PR exam

• Formal urine had returned with >500 leukocytes and Candida species

• D/W ED senior, GE fellow contacted: ?diverticulitis, for CT





Short segment of mural thickening and fat stranding at the splenic flexure/upper descending colon with prominent 
adjacent LNs. In a patient this age, this most likely reflects infectious or inflammatory colitis, colonoscopy advised 



Case 1

• Haemoglobin 135

• Albumin 39

• CRP 12

• ESR 35

• Faecal calprotectin 1400

• Rediscussed with GE Fellow:

• For D/C home with augmentin DF, Cat 1 outpatient colonoscopy



Case 1

• Four days later represented to ED

• Triaged as Cat 3

• Did not wait

• GP referral received by RBWH IBD service and actioned on the same day

• Following day represented to ED

• Significant abdominal pain, chest pain and large PR blood loss, BM to 12 per 24 hours

• Triaged as a Cat 2

• IV hydrocortisone commenced



Case 1

• Haemoglobin 146

• Albumin 40

• CRP 75

• ESR 30





Case 1

• Histopathology report:

• The tissue reaction of the colitis would support a clinical 
diagnosis of treated ulcerative colitis. The histologic differential 
diagnosis of features present would also include Crohn’s colitis. 
There is no dysplasia.



Case 1

• What is the diagnosis?



Case 1: What is the diagnosis? 

• Truelove and Witts criteria for ASUC

Br Med J 1955;2:1041





Case 1: Acute severe UC (ASUC)

Complicates 15-20% of UC cases

Previous mortality rate of 30%, now <1% at specialist IBD centres

RBWH data (mid 1990s-2022) 71/314 (23%) ASUC was the index presentation of IBD

50-70% respond to IV steroids

Rescue therapy or surgery (colectomy) is second line therapy

Rescue medical therapy is typically with infliximab or cyclosporin A

Be mindful of pregnant patients with rectal bleeding and diarrhoea



Case 1 Practice points

What has happened here?

What is the framework to stop this from happening again?

HISTORY: If the set up is right (>5-7 days diarrhoea in a younger person) 
think whether ASUC can be excluded on clinical grounds (examination)



Case 1 Practice points

What has happened here?

What is the framework to protect other patients from this outcome?

HISTORY: If the set up is right (>5-7 days diarrhoea in a younger person) think 
whether ASUC can be excluded on clinical grounds (examination)

Do bloods (CRP and ESR!) a stool multiplex PCR for bacteria, parasites and C. 
difficile toxin



Case 1: Practice points

Pick up the telephone and call the IBD registrar (ideally during business hours)

Send patient to ED with a letter of referral if you have a high suspicion of ASUC

Beware the pregnant patient with persistent PR bleeding and faecal urgency

ASUC is an emergency, delays to therapy are detrimental to outcomes



Case 1: What is the diagnosis? 

• Truelove and Witts criteria for ASUC

Br Med J 1955;2:1041



Case 2:

• 54M Recently diagnosed with extensive UC

• Commenced on mesalazine 4.8g daily orally

• Simple clinical colitis activity index = 0

• Letter from IBD clinic: 
• “Please arrange hepatitis B, varicella, pneumococcal 

and influenza vaccinations and skin check.”

• Is this otherwise well man immunosuppressed?

Walmsley RS, Ayres RCS, Pounder RE, Allan RN. A simple clinical colitis activity index. Gut. 1998; 43; 29-32



T Kucharzik, P Ellul, T Greuter, et al, on behalf of the European 
Crohn’s and Colitis Organisation [ECCO], ECCO Guidelines on 
the Prevention, Diagnosis, and Management of Infections in 
Inflammatory Bowel Disease, Journal of Crohn's and Colitis, 
Volume 15, Issue 6, June 2021, Pages 879–913



Case 2:

• 54M Recently diagnosed with extensive UC

• Commenced on oral mesalazine 4.8g daily 

• Simple clinical colitis activity index = 0

• Letter from IBD clinic: 

• “Please arrange hepatitis B, varicella, 

pneumococcal and influenza vaccinations 

and skin check.”

• Is this otherwise well man immunosuppressed? No.

• What vaccinations can we offer him?

Walmsley RS, Ayres RCS, Pounder RE, Allan RN. A simple clinical colitis activity index. Gut. 1998; 43; 29-32



Journal of Crohn's and Colitis, Volume 15, Issue 6, June 2021, Pages 879–913
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Shared care of IBD patients

• Vaccinations https://immunisationhandbook.health.gov.au/

about:blank


Shared care of IBD patients

Vaccinations https://immunisationhandbook.health.gov.au/

Blood tests FBC, ELFTs, CRP + 6 monthly micronutrients: B12, D, folate, Fe studies 

• 5-ASA twice per year

• Immunomodulator or biologic 3-4 times per year

Iron infusions, B12 injections, vitamin D supplementation 

Skin check annual or more frequently if indicated

Pap smear as per guidelines

DEXA as per guidelines

Smoking cessation

Mental health care plan

Contact in the event of flare for consideration of earlier IBD clinic visit +/- colonoscopy or flexible sigmoidoscopy for documentation of flare

about:blank


IBD and diet
• 55F diarrhoea, now resolved, no NSAIDs, non-
specific inflammation without features of 
chronicity on histology





IBD Diet 
Therapy

• Topical

• Exclusive enteral nutrition

• Usually with polymeric formula for 6-8 weeks

• To induce remission and as pre-operative 
nutritional therapy in Crohn’s disease

• No immunosuppression or corticosteroid 
exposure

• EEN actually decreases: 

• Bacterial diversity

• Butyrate production

• Protective species, F. prausnitzii, Prevotella spp.



IBD Diet Therapy

No evidence for restriction or supplementation 
of fibre in IBD

However, a broad, healthy high fibre diet is 
good for health outcomes and constipation 

avoidance

Crohn’s disease exclusion diet (CDED)

CD-TREAT

Ulcerative colitis



Herrador-López M, Martín-Masot R, Navas-López VM. EEN Yesterday and Today … CDED Today and 

Tomorrow. Nutrients. 2020; 12(12):3793. https://doi.org/10.3390/nu12123793



Excellent GP IBD resources



https://meded.gutsmart.com.au/signin/

https://www.gesa.org.au/education/clinical-information/; https://crohnsandcolitis.org.au/advocacy/our-projects/gp-aware/

about:blank
about:blank


Questions please





Case 1 ASUC: Discussion points

• What has happened here?

• Patient factors:

• Service factors:



Case 1 ASUC: Discussion points

• What has happened here?

• Patient factors:
• Appears well on general inspection

• Presents as a young woman, recent immigrant ?non-organic disease

• Service factors:
• ED demand during COVID-19 spike

• Seen by an intern on representation, discussed with senior

• Lack of experience or discussion with senior GE on call for advice

• Time taken for GP referral to be received and processed for triage


