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Variability in Care

• Surrogate for inferior care
• May represent misuse of healthcare resources:

– Overuse: ED utilization

– Underuse: steroid sparing therapy

– Misuse: colonoscopy

Melmed GY, Siegel CA. Gastro and Hep. 2013; 9(5);286; Egberg M, et al. Inflamm Bowel Dis. 2018; 24(9): 1660.



Why Do We Need Quality Improvement?

Reddy SI et al. Am J Gastroenterol. 2005; 100: 1357.

Table 4. Suboptimal Care in Inflammatory Bowel Disease

Clinical Parameter Proportion (%)

Suboptimal dosing of 5-ASA agents 21/33 (64)

Failure to use topical 5-ASA therapy 9/12 (75)

Treatment with corticosteroids >3 months 27/35 (77)

Failure to utilize steroid sparing medications* 16/27 (59)

Suboptimal dosing of immunomodulatory agents 9/11 (82)

Inadequate preventative measures for metabolic bone disease* 21/27 (78)

Inadequate surveillance for colorectal cancer 3/9 (33)



Variability in treatment for Crohn’s disease

Corey Siegel. World Congress of Gastroenterology. 2017.



Egberg M et al. Inflamm Bowel Dis. 2018; 24(9): 1660.



Quality Indicators: Infrastructure
• IBD Unit/Clinic

• Access to healthcare professionals: pharmacist, ophthalmologist, rheumatologist, obstetrician, dermatologist

• Access to all of the following health care professionals: dieticians, mental health worker/psychologist, stoma therapist

• Dedicated IBD nurse

• At least one gastroenterologist with specialized IBD training

• Timely access to an Endoscopy Unit

• Access to CT and MRI with at least one modality with enterography

• Access to a GI radiologist and a GI pathologist

• Access to a surgical program that performs at least 10 ileoanal pouch operations a year

• Access to a fellowship trained colorectal surgeon

• Integrated in a hospital with an emergency department

Strohl M et al. World J Gastroenterol. 2018;24(22):2363.



Clinical Performance Measures 

• IBD: Type, anatomical location and activity all assessed

• IBD preventive care: corticosteroid sparing therapy

• IBD preventive care: corticosteroid related iatrogenic injury – bone loss assessment

• IBD preventive care: influenza immunization

• IBD preventive care: pneumococcal immunization

• Testing for latent TB before initiating anti-TNF therapy

• Assessment of hepatitis B virus before initaiating anti-TNF therapy

• Testing for Clostridioides difficile –inpatient measure

• Prophylaxis for venous thromboembolism –inpatient measure

• IBD preventive care: tobacco user: screening and cessation intervention



Treatment 

IF a patient with IBD is initiating anti-TNF therapy, THEN tuberculosis risk assessment should be documented and 
tuberculin skin testing or interferon gamma release assay should be performed

IF a patient with IBD is initiating therapy with anti-TNF therapy, THEN risk assessment for hepatitis B virus should 
be documented

IF a patient with IBD requires at least 10mg of prednisone (or equivalent) for 16 weeks or longer, THEN an appropriately 
dosed corticosteroid-sparing agent or operation should be recommended

IF a hospitalized patient with severe colitis does not improve within 3 days of treatment with intravenous corticosteroids, 
THEN sigmoidoscopy with biopsy should be performed to exclude CMV AND surgical consultation should be obtained

IF a patient in whom a flare of IBD is suspected with new or worsening diarrhea, THEN the patient should undergo 
testing for C difficile infection at least once

IF a patient with IBD is initiating azathioprine/6-MP, THEN TPMT testing should be performed before starting therapy



Surveillance

IF a patient with ulcerative colitis is found to have confirmed low-grade dysplasia in flat mucosa, THEN 
proctocolectomy or repeat surveillance within 6 months should be offered

IF a patient with extensive ulcerative colitis or Crohn’s disease involving the colon has had disease for 
8 to 10 years, THEN surveillance colonoscopy should be performed every 1 to 3 years



Healthcare Maintenance

IF a patient with IBD is on immunosuppressive therapy, THEN patients should be educated about 
appropriate vaccinations, including
• Annual activated influenza
• Pneumococcal vaccination with a 5-year booster
• General avoidance of live virus vaccines  

IF a patient with Crohn’s disease is an active tobacco smoker, THEN smoking cessation should be 
recommended and treatment should be offered or suitable referral provided at least annually



Steroids: Adverse Effects

• Increased risk of mortality, OR = 2.1
• Up to 90% of patients exposed to corticosteroids experience an adverse 

effect, including:

• Number needed to harm = 4

Skin Skin thinning, purpura, acne, hirsutism, striae

Endocrine Weight gain, increased blood sugar, adrenal suppression, Cushing syndrome

Eyes Cataracts and glaucoma

Heart Edema, hypertension, premature atherosclerosis

GI Peptic ulcer disease, NAFLD

MSK Metabolic bone disease, osteonecrosis, myopathy

Psych Depression, psychosis, sleep disturbance

Immune Infection

George L, Cross R. Gastro Clinics of North America. 2020;49(4):705; Lichtenstein G, et al. Clin Gastro Hep. 2006;4(5):621.



Steroid Sparing Therapy

• Reddy et al. 
Gastroenterology. 2005.

• 77% of patients had received a 
prolonged steroid course, median 
dose 20mg/day

• In 60%, no attempt was made 
to transition to steroid 
sparing therapy

• Steroids are not effective for 
maintenance of remission!

Paperwork provided to the patient to take-home at the time of hospital discharge.
* High dose steroids is defined as dose-equivalent of of prednisone ≥20 mg per oral (PO).
1Hanauer S. NEJM. 1995;346:8966; Tse C et al. Gastroenterology. 2020;159(2):e39.
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VTE Prophylaxis

2 to 3 fold increase in VTE risk compared 
with general population

Specifically increased in flares

VTE prophylaxis is recommended for 
patients hospitalized with IBD flares without 
severe bleeding

29.1% of Gastroenterologists were unaware 
of recommendations for VTE prophylaxis
35% reported they would give VTE 
prophylaxis to hospitalized patients with 
severe UC

J Clin Gastroenterol. 2013 Jan;47(1):e1-6; Bernstein C et al. C J Gastroenterol. 2007; 21(8):507;
Andrade A et al. Clin and Translational Gastro. 2018; 9(4):142Ti.



C difficile Testing

Data from Rodemann et al13; Issa et al15; Ananthakrishnan et al16; Dubberke et al19; Jodorkovsky et al30; Khanna and Pardi31; 
and Jen et al53; Khanna S et al. Clin Gastro and Hep. 2017;15:166.

Table 2. Adverse Outcomes of C difficile Infection Complicating 
Inflammatory Bowel Disease

Subsequent IBD flare

More likely to fail medical therapy

More frequent need to escalate IBD therapy

Higher surgery rates

Higher mortality rate than for IBD alone

More frequent CDI recurrences

Increase emergency room visits

Longer hospital stay

Increase health care costs



Tools



https://www.cornerstoneshealth.org/ibd-checklists/.



Health Maintenance Checklist for 
Adult IBD Patients

Vaccine-Preventable Illnesses Which Patients How Often
Influenza (inactive) All Annually
Pneumococcal PCV13 If on/planning immunosuppression Once1

Pneumococcal PPSV23 If on/planning immunosuppression At baseline, repeat in 5 
years and again after age 65

Tdap All Every 10 years
HPV All aged 11–26 years Once1

Meningococcal meningitis All adult patients at risk of meningitis Once1

Hepatitis A If non-immune Once1

Hepatitis B If non-immune Once1

MMR (live vaccine) If non-immune2 Once1

Varicella (live vaccine) If non-immune2 Once1

Herpes Zoster All aged ≥ 50 years3 Once1

Cancer Prevention Which Patients How Often
Cervical PAP smear All on systemic immunosuppression4 Annual
Skin screen All on systemic immunosuppression4 Annual
Colonoscopy All with colonic disease for >8 years Every 1–3 years

Other Screenings Which Patients How Often

DEXA Scan High risk; women with low BMI, post-
menopausal, chronic steroid exposure At least 2 years apart

PPD or IGRA Prior to anti-TNF or anti-IL-12/23 Once (repeat if TB exposure)
Smoking status All Annual
Depression check All Annual



Egberg M et al. Inflamm Bowel Dis. 2018; 24(9): 1660.



Indicators

Corticosteroid use: proportion of patients in steroid free remission, proportion of patients currently 
taking prednisone
Number of days per month and year lost from school or work because of IBD
Number of days hospitalized per year because of IBD
Number of ER visits per year for IBD
Proportion of patients with malnutrition
Proportion of patients with anemia
Proportion of patients with normal disease-targeted health-related quality of life
Proportion of patients currently taking narcotic analgesics
Proportion of patients with nighttime bowel movements or leakage
Proportion of patients with incontinence in the past month



Summary

• There is a gap between what we know and what we do 
in the treatment of IBD

• Significant variation in care reflects lower quality of care

• Quality Improvement guidance exists

• Process metrics focus on preventative health 
measures, using safer medications, and excluding 
competing diagnoses
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