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Talk outline

• Approach to the patient with diarrhoea in primary care

• Illustrative case vignettes of IBD in primary care

• Public IBD Referrals: useful details to include



Infection screen

• Acute onset diarrhoea +/- vomiting

• History important: duration, frequency, bloody stools, 
immunocompromise, antibiotic usage

• Bacterial, parasite multiplex PCR + Clostridoides difficile 
toxin +/- viral multiplex PCR 

• Blastocystis, Aeromonas and Dientamoeba species PCR 
positives are only treated if there are persistent, 
troubling symptoms 

• Rarely stool microscopy if worried about helminths or 
treat empirically



Faecal calprotectin

Makes up ~60% of the soluble protein in the cytsol of neutrophils

Resistant to enzymatic degradation stable at room temperature for days

The strength of this test in primary and secondary care is the exclusion of an inflammatory (organic) 
cause of symptoms allowing for a positive diagnosis of a DGBI in the correct clinical context

Great for monitoring most types of IBD reducing the frequency of ileocolonoscopy and imaging



http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/15620E8DE95B7539
CA2587830079604F/$File/Factsheet-Faecal-Calprotectin-IBD.04.11.21.pdf



https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/650f3eec0dfb990fca25692100069854/48c09ae9648
8a340ca258cba00162c2b/$FILE/Word%20Version%20-
%20New%20Medicare%20Benefits%20Schedule%20item%20for%20faecal%20calprotectin%20testing.DOCX



Faecal calprotectin - Interpretation

• High values >1000ug/g: IBD flare, infectious 
gastroenteritis, pancreatitis, acute diverticulitis

• Moderate values 500-1000ug/g: IBD flare, COVID-19, 
influenza

• Low positive values 50-500ug/g: IBD flare, NSAID use, 
oesophagitis, gastritis, coeliac disease, colorectal cancer 
(only ~30% sensitive)

• Normal <50ug/g: Healthy gut, DGBI, IBD in deep 
remission





Pariente B, Cosnes J, Lémann M et al. Development of the Crohn's disease digestive damage score, the Lémann score. 
Inflamm Bowel Dis. 2011 Jun;17(6):1415-22. doi: 10.1002/ibd.21506. Epub 2010 Nov 28. PMID: 21560202; PMCID: 
PMC3116198.



ibs4gps.com



© Johns Hopkins 2001-2013 
www.hopkinsmedicine.org/gastroenterology_hepatology/_docs/_pdfs/small_large_intes
tine/ulcerative_colitis.pdf



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





Croft A, Okano S, Hartel G, Lord A, Walker G, Tambakis G, et al. A personalised algorithm predicting the risk of 
intravenous corticosteroid failure in acute ulcerative colitis. Aliment Pharmacol Ther. 2024; 60: 921–
933. https://doi.org/10.1111/apt.18190

www.severecolitis.com

https://doi.org/10.1111/apt.18190


Case 1: Practice points

HISTORY: If the set up is right (>5 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

Pick up the telephone and call the IBD/GE 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 clinical outcomes



Case 1: What is the diagnosis? 

• Truelove and Witts criteria for ASUC

Br Med J 1955;2:1041



Case 2

• A 28 year old female ileal Crohn’s disease patient stable 
on 6-mercaptopurine 50mg/day for 3 years with 
therapeutic metabolites goes to fill her prescription

• She is asked by the pharmacist if she is pregnant and 
she relates that she is in the first trimester of her first 
pregnancy

• The community pharmacist refuses to fill the 
prescription and asks her to attend your practice to 
discuss next steps



Case 2: 6-mercaptopurine (Puri-Nethol) 

eMIMSplus

https://app.emims.plus/medicineview?id=223efc6d-3f3b-4018-b8df-a53300fd65f4&type=abbpi


Case 2

•Thoughts?



Case 2

• Thoughts?

• How do we know what to do?
• PIANO registry

• Australian guidelines 

Laube R, Selinger CP, Seow CH, Christensen B, Flanagan E, Kennedy D, Mountifield R, Seeho S, Shand A, 
Williams AJ, Leong RW. Australian inflammatory bowel disease consensus statements for 
preconception, pregnancy and breast feeding. Gut. 2023 Jun;72(6):1040-1053. doi: 10.1136/gutjnl-

2022-329304. Epub 2023 Mar 21. PMID: 36944479.



Case 2

• The clinical approach has changed because of increased experience and a 
recognition that unchecked inflammation also has teratogenic effects

• Women with active IBD during pregnancy have up to: 
• 3.6-fold risk of preterm birth (95%CI 1.14 to 11.36) 

• 2-fold risk of low birth weight (95%CI 0.37 to 11.35) compared with women with 
inactive IBD.

• They have an increased risk of intrauterine growth restriction (3% vs 1%) 

• Increased rates of caesarean section (29–33% vs 16–22%) 

• Spontaneous miscarriage (13% vs 6.5%),44 and stillbirth compared with women 
without IBD. 

• These risks appear proportional to the severity of disease activity during 
pregnancy.  These effects highlight the importance of disease control 
before and during pregnancy. Laube et al, Gut 2023 Jun;72(6):1040-1053



Case 2 Teaching points

So, potential risks posed by 
IBD medicines are thought 
to be less than the real risk 

posed to babies by 
unchecked inflammation

Notable exceptions include 
new small molecule drugs 

(JAK-I, S1P) and 
methotrexate, (allopurinol)

Ideally mucosal and 
histological healing is 
demonstrated prior to 

embarking on pregnancy 



Case 3:

• 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 a 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



The current IBD advanced therapy PBS landscape 
October 2025



The current IBD advanced therapy PBS landscape October 2025



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 3:

• 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



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



Shared care of IBD patients

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

Vaccinations https://immunisationhandbook.health.gov.au/ SHINGRIX is on the NIP for immunosuppressed IBD patients

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

• 5-ASA twice per year, Immunomodulator or advanced therapies 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


Public IBD Referrals

• Please send to the MN catchment hospital for the 
patient’s current home address (QAS postcode table)

• Please attach:
• FBC, CHEM20 (ELFTs), CRP, [Fe studies, B12, coeliac 

serology]
• Faecal calprotectin
• (negative) stool infection screen
• CT abdomen with contrast or other relevant imaging
• Endoscopy and histology reports from St Elsewhere



Public IBD Referrals

• For more urgent matters call the relevant IBD/GE 
registrar during office hours or send the patient to the 
treating hospital ED with a letter of referral



Questions please



...
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