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Management of acute severe n
ulcerative colitis in Chile:
Experience of a multidisciplinary
team™

Manejo de la colitis ulcerosa aguda grave en
Chile: Experiencia de un equipo
multidisciplinario

Approximately 25% of patients with ulcerative colitis (UC)
will develop, either initially or during its evolution, an
episode of severe UC." Multidisciplinary and protocolised
management with an early evaluation (days three to five)
of the response to steroids and the use of rescue ther-
apies (infliximab [IFX] and calcineurin inhibitors such as
cyclosporine and tacrolimus), have led to an improvement
in the prognosis of these patients and avoidance of the need
for early colectomy.’

Below we describe the short-term results of multidisci-
plinary management, through an observational, descriptive
and retrospective study of severe UC flare-ups, according
to the Truelove and Witts criteria of patients discharged
between January 2014 and June 2019. For analysis purposes,
the flare-ups were divided into three groups, according
to the history of previous treatment with intravenous
(IV) steroids and IFX: Group 1: virgins to IV steroids
and IFX; Group 2: prior exposure to IV steroids/virgin
to IFX; and Group 3: prior exposure to IV steroids and
maintenance IFX (Fig. 1). Failure of steroid therapy
(corticosteroid-refractoriness) was defined according to the
Oxford criteria,’ between the third and fifth days. We car-
ried out a descriptive and association statistical analysis (x?;
P<.05).

Fifty episodes of severe UC were included in 41 patients,
21 were in women (42%) and the median age was 27 years

(range 14-64). Six patients had more than one flare-up. In
22% of the episodes, the patients had previous exposure
to thiopurines and 14% to anti-TNF (IFX: five, adalimumab:
two). Infection by Clostridioides difficile was evaluated
in 48 flare-ups (96%), six of which were positive (12.5%).
Colonoscopy was performed in 98% of the episodes: 27 and
73% corresponded to an endoscopic Mayo Score of two and
three, respectively. Study for cytomegalovirus in biopsies
was performed in 58% of the flare-ups, with high-grade
infection found in two. All patients were evaluated by a gas-
troenterologist belonging to the inflammatory bowel disease
(IBD) programme from admission, and 70% had an evaluation
by a coloproctologist specialising in IBD (median 1.5 days;
range 1-7) from admission. In addition, nutritional and psy-
chological assessment occurred in 70% and 14% of crises,
respectively.

88% of the flare-ups were treated with IV as first-
line therapy (median: three days; range: 1-7), with
corticosteroid-refractoriness in 41% of them. The IV steroids
virgin group (group 1) had a greater response to steroids
than those with a history of previous use (group 2) (100 vs.
19%, P<.001). Rescue therapy with IFX was given in 89% of
corticosteroid-refractory flare-ups, with a response in 94%.
56% received an optimised induction regimen (intensified,
accelerated or intensified/accelerated), with a response
rate of 89%. The median hospital stay was seven days and the
rate of early colectomy was 14%. No mortality was reported
at three months.

The standardisation of the determination of infection by
Clostridioides difficile, performance of endoscopy, evalua-
tion of corticosteroid-refractoriness on the third and fifth
days and early evaluation by the coloproctologist confirm
that a multidisciplinary and protocolised approach is essen-
tial for the management of severe UC." Although in our study
the evaluation of cytomegalovirus infection is greater than
that published in the literature,? this was only 58%, and
should be improved.
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Figure 1

Treatment schedule in 50 outbreaks of severe acute ulcerative colitis.

IFX: infliximab; Standard IFX: 5 mg/kg weeks 0-2-6; Optimised IFX: any dose modification (10 mg/kg) and/or intervals.
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The response rate to IV steroids was 59%, similar to that
reported in the prebiological era.” However, when breaking
down our results, it was significantly lower in patients with
previous exposure to IV steroids, but not to IFX, which sug-
gests that, in this group, the start of treatment for a severe
flare-up should be directly with IFX. On the other hand, in
patients with prior exposure to IV steroids and in the mainte-
nance phase with IFX, the rate of colectomy was high (4/5),
suggesting that in this scenario other therapeutic options
such as calcineurin inhibitors, followed by a biological agent
with a different mechanism of action (vedolizumab), or the
use of small molecules could be evaluated.’ Future studies
could better define the strategy in this group of patients.

56% of flare-ups received an optimised IFX induction
regimen, with a colectomy rate of only 11% at 30 days.
These results support the need to intensify and/or accel-
erate induction doses, given the greater clearance of IFX
described in severe UC.? Although some have not been able
to confirm differences between an optimised vs. standard
induction,* a recent publication demonstrated that both
intensified and accelerated induction are commonly used
strategies in severe UC.> Randomised prospective studies
will allow for the personalisation of treatment in this sce-
nario.

In conclusion, the management of severe UC requires
a multidisciplinary and protocolised approach. Our results
support the use of clinical guidelines to guide decision-
making at the appropriate time.
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Pancreatic space occupying lesion »
(SOL): Another case of pancreatic
adenocarcinoma?”

LOE pancreatica ;otro caso de
adenocarcinoma pancreatico?

Tuberculosis continues to be the infectious disease with the
highest mortality worldwide, with more than 1.5 million

* Please cite this article as: Velamazan R, Garcia S, Hernandez M,
Saura N, Hijos G, Abad D, et al. LOE pancreatica ;otro caso de adeno-
carcinoma pancreatico? Gastroenterol Hepatol. 2022;45:207-208.

deaths per year." Up to 12.5% of cases are extrapulmonary?
and, although the pancreas is a rare location, its diagno-
sis is increasing due to the increase in immunosuppressed
patients, as well as the improvement of diagnostic tools such
as fine-needle aspiration (FNA) by ultrasound endoscopy.
There are no pathognomonic clinical or imaging findings, so
the index of suspicion must be high to be able to diagnose
it.

We present the case of a 59-year-old woman from
Venezuela, resident in Spain for 10 years, with no recent
trips to her country of origin, and no personal or family
history of interest. She was admitted to hospital due to
onset of symptoms six months prior, consisting of progres-
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