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Editorial 

Inflammatory bowel diseases (IBD) are chronic, 
immune-mediated conditions with an increasing 
prevalence worldwide, including in Slovenia. Recent 
epidemiological data confirm rising incidence and 
prevalence in both adult and pediatric populations, 
placing IBD among the most significant chronic 
gastrointestinal diseases in terms of long-term bur-
den, health-care costs, and impact on patients’ qua-
lity of life. 

Therapeutic options have expanded considerably 
in the past decade. In addition to conventional 
agents, several classes of biologics with distinct 
mechanisms of action are now available, alongside 
small molecules such as JAK inhibitors and S1P 
modulators. These advances broaden our ability to 
tailor therapy but also underscore the need for 
careful positioning, sequencing, and safety monito-
ring. Treatment goals are increasingly guided by 
the treat-to-target concept and STRIDE II recom-
mendations, emphasizing clinical remission, nor-
malization of biomarkers, and endoscopic healing 
as key milestones.

 

Optimal IBD care must be multidisciplinary. 
Gastroenterologists, radiologists, endoscopists, sur-
geons, pharmacists, clinical dietitians, and psycho-
logists all play essential roles in addressing the com-
plex needs of these patients. Diagnostic tools have 
also advanced, with intestinal ultrasound joining 
colonoscopy and MRI as valuable, non-invasive 
modality for monitoring disease activity. 

Despite this progress, one of the greatest challenges 
remains identifying the right treatment for the 
right patient at the right time. Predictors of thera-
peutic response, ranging from clinical features to 
biomarkers, genetics, pharmacokinetics, and micro-
biome signatures, are urgently needed to guide 
individualized strategies. The integration of such 
tools into clinical practice will be central to imple-
menting precision medicine in IBD. 

The 1st Slovenian International IBD Congress pro-
vides an important platform to exchange knowledge, 
share experiences, and foster collaborations. It is 
our hope that the discussions and insights presented 
here will accelerate the translation of evidence into 
practice and contribute to better outcomes for 
patients with IBD in Slovenia and beyond. 

Prim. Assist. Prof. Andreja Ocepek, MD, PhD 
Guest editor
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INTRODUCTION 

Inflammatory bowel diseases (IBD), comprising 
Crohn’s disease and ulcerative colitis, are chronic 
disorders marked by alternating phases of activity 
and remission. The prevalence of IBD is becoming 
a significant problem in developed part of the 
world. Aditional issue is obesity in IBD and need 
for effective approach and active treatment inclu-
ding incretins use. Comprehensive care for patients 
with inflammatory bowel diseases, which includes 
advanced therapies, generates substantial costs. Alt-
hough current treatments have improved patient 
care considerably, a significant proportion of indi-
viduals still face inadequate disease control, loss of 
response over time, or treatment-related complica-
tions. These limitations continue to drive the search 
for new therapeutic strategies. 

BIOLOGICS BEYOND ANTI-TNF 
THERAPIES 

The introduction of monoclonal antibodies against 
tumor necrosis factor (TNF) was a milestone in 
IBD therapy. Nevertheless, many patients either 
fail to respond initially or experience secondary 
loss of efficacy. This gap has prompted the deve-
lopment of biologics targeting alternative immune 
pathways. Vedolizumab, an antibody directed 
against the α4β7 integrin, restricts the migration 

of lymphocytes into the intestinal mucosa and pro-
vides organ-selective immunosuppression with a 
favorable safety profile. Another option, ustekinu-
mab, blocks interleukin-12 and interleukin-23 signa-
ling and has shown lasting benefits in both ulcera-
tive colitis and Crohn’s disease, even among 
patients who did not respond to other biologics. 

ORAL SMALL MOLECULES AS 
EMERGING THERAPIES 

In recent years, small oral agents have gained atten-
tion for their ease of administration and rapid onset 
of action. Janus kinase (JAK) inhibitors such as tofa-
citinib, filgotinib and upadacitinib act at the level of 
intracellular signaling, offering effective control of 
inflammation, particularly in ulcerative colitis. Selec-
tive sphingosine-1-phosphate (S1P) receptor modu-
lators, including ozanimod and etrasimod, work by 
preventing lymphocyte circulation into inflamed tis-
sues, thereby reducing immune activity within the 
gut. These agents expand the treatment landscape 
and provide alternatives for patients who prefer oral 
over injectable medications. 

INNOVATIVE APPROACHES 

Research is increasingly shifting toward more pre-
cise and targeted interventions. New monoclonal 
antibodies that selectively inhibit interleukin-23 

The Global Burden of IBD:  
Trends and Future Projections 
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(mirikizumab, guselkumab, rizankizumab) are sho-
wing results which put them into the clinical praxisi, 
particularly in Crohn’s disease. Strategies aimed at 
modifying the intestinal microbiome, such as fecal 
microbiota transplantation and live microbial the-
rapies, seek to restore microbial balance and reduce 
inflammation. There is a banch new molecules 
under the studies investigations.  

OBESITY 

Over the past few decades, the situation has chan-
ged dramatically with a significant increase in the 
number of IBD patients who are overweight and 
suffer from obesity-related problems. Crohn’s disease, 
which was previously almost synonymous with mal-
nutrition, is now characterised by overweight and 
obesity as well as sarcopenic obesity as a sign of 
malnutrition and loss of muscle mass. Along with 
all of its well-known consequences, obesity in IBD 
patients significantly compromises the application 
of most of new treatment modalities. The combined 
use of advanced therapies and GLP-1 or GLP-1/GIP 
agonists is opening new horizons. 

TOWARD INDIVIDUALIZED 
TREATMENT  

A major focus in IBD care is the move toward per-
sonalized medicine. Advances in biomarker disco-
very, therapeutic drug monitoring, and integration 
of genetic and microbial profiling are helping clini-
cians tailor treatment decisions to individual patient 
characteristics.  

CONCLUSION 

The therapeutic landscape in IBD is rapidly expan-
ding, with biologics, oral small molecules, micro-
biome-based treatments, and cell therapies all contri-
buting new possibilities. While challenges such as 
cost, access, and long-term safety remain, the future 
points toward a more individualized and strategic use 
of these agents. The high prevalence of IBD in the 
coming decades will require additional attention. 

References: 
Yuan Z, Chen L, Ng CS, et al. Analysis of global burden of 1.
inflammatory bowel disease among adolescents and young adults 
from 1990 to 2021 and projections to 2040. BMC Public 
Health. 2025 Sep 24;25(1):3087. 
Burisch J, Vardi H, Schwartz D, et al. Epi-IBD group. Health-2.
care costs of inflammatory bowel disease in a pan-European, 
community-based, inception cohort during 5 years of follow-up: 
a population-based study. Lancet Gastroenterol Hepatol. 2020 
May;5(5):454-64. 
Krznaric Z. Burden of obesity in gastrointestinal and liver dis-3.
eases. United European Gastroenterol J. 2022 Sep;10(7):629-30. 
Wewer MD, Lophaven S, Lakatos PL, et al. Long-term disease 4.
course of ulcerative colitis in a prospective European popula-
tion-based inception cohort-an Epi-IBD cohort study. J Crohns 
Colitis. 2025 Jun 4;19(6):jjaf089. 
Burisch J, Zhao M, Odes S, et al. P. The cost of inflammatory 5.
bowel disease in high-income settings: a Lancet Gastroenterology 
& Hepatology Commission. Lancet Gastroenterol Hepatol. 2023 
May;8(5):458-92.

10  SLOJGASTROENTEROL. / GASTROENTEROLOG

https://slojgastroenterology.com


https://slojgastroenterology.com/journal/2025/S2/Is STRIDE II achievable in everyday clinical practice.pdf

Abstract / Povzetek predavanja

SLOJGASTROENTEROL. / GASTROENTEROLOG  11

INTRODUCTION 

In 2015, the Selecting Therapeutic Targets in Inf-
lammatory Bowel Disease (STRIDE) initiative pro-
posed evidence- and consensus-based treatment tar-
gets to support treat-to-target strategies in clinical 
practice. The updated STRIDE-II recommenda-
tions, published in 2021, comprise 13 recommen-
dations that incorporate time-dependent treatment 
goals and drug-specific time points (1). STRIDE-II 
reflects advances in therapeutic approaches and 
growing evidence that achieving more ambitious 
targets—such as endoscopic healing, absence of 
IBD-related disability, and normalization of quality 
of life—improves long-term outcomes (2). Nonethe-
less, concerns have been raised regarding the vali-
dity, applicability, and daily clinical impact of these 
recommendations (1). 

DISCUSION 

The framework of STRIDE II defines short-, inter-
mediate-, and long-term treatment goals, with sche-
duled reassessment of disease activity against pre-
defined targets serving as the basis for therapeutic 
decisions. The consensus targets combine clinical 
and patient-reported remission, biomarker norma-
lization, and endoscopic healing. While endoscopic 
healing is endorsed, it may not be appropriate or 
achievable for all patients (3). Despite its aim to 

harmonize standards of care, adherence to STRIDE-
II in real-world practice remains suboptimal (1). 
Ambitious targets such as mucosal or histological 
healing are often difficult to achieve with current 
therapeutic options, and some proposed measure-
ment tools (clinical assessments, patient reported 
outcomes (PROs), biomarkers, imaging, histology) 
lack validation, are resource-intensive, or are not 
widely accessible. In addition, the generalization of 
treatment goals across the heterogeneous IBD popu-
lation may not be appropriate, particularly in elderly 
patients or those with multiple therapeutic failures. 
Further obstacles include limited access to trained 
specialists, advanced imaging, and innovative the-
rapies, as well as financial and time constraints in 
daily practice (1).  

Real-world studies indicate that objective data for 
IBD evaluation, as required by STRIDE-II, are fre-
quently unavailable, limiting guideline application 
and reducing the likelihood of achieving recom-
mended endpoints such as mucosal healing. This 
has led to suggestions that some STRIDE-II targets 
may be overly stringent or insufficiently evidence-
based, supporting calls for the definition of less 
stringent or alternative goals in selected patient 
subgroups (1). Improved patient stratification and 
identification of predictors of therapeutic response 
are considered essential to enhance the effective-
ness of treat-to-target strategies (2). 
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Key challenges for implementation include: 

establishing a uniform definition of mucosal –
healing, 
demonstrating the long-term benefits and risk––
benefit ratio of treat-to-target strategies in ran-
domized controlled trials (particularly in ulce-
rative colitis), 
developing cost- and time-efficient monitoring –
tools (e.g. intestinal ultrasound, with potential 
targets such as transmural healing), 
refining patient stratification strategies (e.g. –
asymptomatic, geriatric, paediatric, comorbid 
populations), 
identifying predictors of response to guide first-–
line therapy selection, 
updating recommendations with emerging the-–
rapies and new treatment targets, 
improving early diagnosis and intervention, –
and 
ensuring feasibility of implementation in low-–
resource healthcare settings (2). 

Currently, the most important long-term achievable 
targets remain clinical remission, endoscopic hea-
ling, restoration of quality of life, and absence of 
disability. Symptom control is regarded as the 
immediate goal, while serum and fecal biomarkers 
are considered feasible medium-term targets. Deep 
remission, defined as the combination of clinical, 
endoscopic, histological, and transmural healing, 
remains aspirational for most patients with cur-
rently available therapies. Transmural healing in 
Crohn’s disease and histological healing in ulcera-
tive colitis are increasingly recognized as adjunctive 
measures of treatment response. However, indivi-
dualized decision-making remains necessary, and 
clinical choices may diverge from the suggested 
algorithm depending on patient-specific circum-
stances (4).

CONCLUSION  

STRIDE-II provides a structured framework for 
treat-to-target management in IBD, but its integra-
tion into daily clinical practice faces significant chal-
lenges. These include limited resources, variable 
uptake, and insufficient validation of some endpo-
ints. To enhance applicability, models of care that 
are cost-effective, scalable, and adaptable to both 
high- and low-resource settings are needed. Incorpo-
rating non-invasive monitoring tools, such as point-
of-care intestinal ultrasound, may improve feasibility. 
Patient engagement and clinician education are cri-
tical for successful adoption. Addressing these bar-
riers is essential to realize the full potential of the 
treat-to-target approach in IBD care (3). 
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The global burden of inflammatory bowel disease 
(IBD) continues to rise, and Slovenia is no exception. 
Nevertheless, reliable epidemiological information 
in Slovenia remains scarce. To improve data collec-
tion, Slovenia joined the European Registry of Inf-
lammatory Bowel Disease (UR-CARE) in 2019 (1). 
Since then, the majority of national IBD centers 
have been actively contributing to the registry. 

Although clinicians are highly engaged in entering 
patient data, current estimates suggest that the registry 
covers only around 75% of all IBD cases. By Decem-
ber 2024, about 4,588 patients had been registered: 
48% with Crohn’s disease (CD), 49% with ulcerative 
colitis (UC), and 3% with unclassified colitis.  

Data from UR-CARE have already served as the 
basis for several significant publications (2,3). One 
nationwide analysis compared the use of biologics 
in two academic versus four non-academic centers. 
The disease phenotype was consistent across both 
settings, and no meaningful differences were found 
in the distribution of treatment episodes with TNF-
alpha inhibitors (60% vs. 61%), vedolizumab (24% 
vs. 23%), or ustekinumab (17% vs. 16%) (P=0.949). 
The interval from diagnosis to the first biologic ini-
tiation was also comparable (11.3 vs. 10.4 months, 
P=0.2). These findings support the conclusion that 
biologic treatment strategies do not differ between 

academic and non-academic centers, reinforcing the 
feasibility of decentralized IBD care (2). Another 
study used registry data to examine persistence of 
first-line biologics, comparing anti-TNF agents, the 
anti-integrin vedolizumab, and the IL-12/23 inhibi-
tor ustekinumab. In Crohn’s disease, persistence 
was broadly similar across the three drug classes. In 
ulcerative colitis, however, vedolizumab showed hig-
her treatment persistence than anti-TNF agents (3). 

The UR-CARE registry provides opportunities for 
real-time data analysis, making it a valuable instru-
ment for evaluating and optimizing IBD care at the 
national level. 
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INTRODUCTION 

Inflammatory bowel disease (IBD), comprising 
Crohn’s disease (CD) and ulcerative colitis (UC), is a 
chronic relapsing disorder of the gastrointestinal 
tract characterized by mucosal inflammation. Endos-
copy plays a pivotal role in the diagnosis, monito-
ring, and management of IBD. Recent years have 
seen a paradigm shift from symptom-based treat-
ment goals toward objective targets such as endos-
copic and histological remission. Furthermore, tech-
nological advances, including artificial intelligence 
(AI), high-definition imaging, and enhanced resec-
tion techniques, are transforming clinical practice. 
This abstract reviews current advances in endoscopy 
for IBD, focusing on mucosal healing, advanced 
visualization, AI-assisted evaluation, surveillance 
strategies, and therapeutic endoscopy. 

MUCOSAL AND HISTOLOGICAL 
HEALING 

The concept of mucosal healing (MH) has become a 
central therapeutic target in IBD management. 
Achieving MH is associated with reduced hospitali-
zation, lower surgery rates, and improved long-term 
outcomes. However, complete histological remis-
sion, defined as the absence of microscopic inflam-
mation, has emerged as an even stronger predictor 
of favorable prognosis. Despite the widespread adop-

tion of MH in randomized controlled trials, defini-
tions remain inconsistent. Standardization of MH 
assessment across trials is urgently required to 
ensure comparability and reproducibility. 

ADVANCED ENDOSCOPIC IMAGING 

High-definition endoscopy and advanced imaging 
modalities significantly enhance lesion detection. 
Dye-based chromoendoscopy remains the gold stan-
dard for dysplasia detection, but virtual chromoen-
doscopy (e.g., narrow-band imaging, i-scan, Fuji 
intelligent chromoendoscopy) is increasingly vali-
dated. Confocal laser endomicroscopy (CLE) and 
endocytoscopy allow for real-time histologic asses-
sment, reducing reliance on random biopsies. 
These techniques provide superior visualization of 
mucosal architecture and vascular patterns, ena-
bling early detection of neoplastic transformation. 

ARTIFICIAL INTELLIGENCE IN 
ENDOSCOPY 

AI-assisted endoscopy is a rapidly evolving field. 
Deep learning algorithms have demonstrated high 
accuracy in assessing disease activity, detecting 
dysplasia, and differentiating IBD phenotypes. 
Importantly, AI reduces inter-observer variability, 
which is a major limitation in traditional endoscopic 
scoring. Early trials suggest that AI models can pre-
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dict endoscopic remission with non-invasive mar-
kers, potentially decreasing the need for frequent 
invasive procedures. Despite promising results, 
integration into routine practice requires robust 
validation in multicenter settings. 

ENDOSCOPIC SURVEILLANCE AND 
DYSPLASIA MANAGEMENT 

Patients with long-standing IBD are at increased 
risk for colorectal cancer. Surveillance protocols 
emphasize targeted biopsies with chromoendoscopy 
rather than random sampling. Endoscopic mucosal 
resection (EMR) and endoscopic submucosal dis-
section (ESD) have expanded therapeutic options, 
allowing curative resection of visible lesions in IBD 
patients. Determining optimal surveillance intervals 
and balancing cancer prevention with procedure 
burden remain key challenges. 

THERAPEUTIC ENDOSCOPY FOR 
COMPLICATIONS 

Interventional endoscopy is increasingly applied in 
IBD complications. Endoscopic balloon dilation 
(EBD) is effective for Crohn’s-related strictures, 
delaying or preventing surgery in selected patients. 
Endoscopic approaches for fistulas, such as over-
the-scope clips and stent placement, are under eva-

luation. These minimally invasive techniques offer 
an alternative to surgery, although long-term effi-
cacy and safety data are still limited. 

MOLECULAR ENDOSCOPY AND 
FUTURE PERSPECTIVES 

Emerging molecular endoscopy techniques allow 
visualization of mucosal biomarkers, immune acti-
vation, and microbiota-related changes in vivo. 
These novel approaches may guide personalized 
therapy by predicting therapeutic response at the 
mucosal level. Integration of molecular imaging, 
AI, and histologic assessment may define the future 
of precision endoscopy in IBD. 

CONCLUSION 

Endoscopy in IBD has evolved from a purely diagno-
stic tool into a central component of disease monito-
ring, cancer prevention, and therapeutic intervention. 
The shift toward mucosal and histological healing, 
combined with innovations in imaging, AI, and thera-
peutic techniques, is reshaping clinical practice. Future 
integration of molecular endoscopy and digital tech-
nologies will further personalize IBD care. The key 
message is that endoscopy remains indispensable in 
IBD, with ongoing innovations offering safer, more 
accurate, and more patient-centered approaches. 
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Table 1. Overview of Current Advances in Endoscopy for IBD

Abbreviations: CLE = confocal laser endomicroscopy; EMR = endoscopic mucosal resection; ESD = endoscopic 
submucosal dissection; EBD = endoscopic balloon dilation; RCT = randomized controlled trial.

Domain Key Advances Clinical Relevance

Mucosal & Histological Healing Standardization of definitions; 
integration in RCTs Target for improved outcomes

Imaging Techniques HD scopes, chromoendoscopy, 
CLE, endocytoscopy Enhanced dysplasia detection

Artificial Intelligence Automated scoring, dysplasia 
detection, prediction Reduced variability, efficiency

Surveillance Targeted biopsies, EMR, ESD Cancer prevention

Therapeutic Endoscopy EBD for strictures, fistula closure 
techniques Minimally invasive management
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References: 
Huang CW, Yen HH, Chen YY. Endoscopic Techniques 1.
for Colorectal Neoplasia Surveillance in Inflammatory 
Bowel Disease: A Systematic Review and Network Meta-
Analysis. United European Gastroenterol J. 2025 Mar 27.  
Parigi TL, Solitano V, Armuzzi A, et al. Defining mucosal 2.
healing in randomized controlled trials of inflammatory 
bowel disease: A systematic review and future perspective. 
United European Gastroenterol J. 2024;12(6):710–21. 
Maeda Y. Automated endoscopic diagnosis in IBD: The 3.
emerging role of artificial intelligence. Gastrointest Endosc 
Clin N Am. 2024;34(4):623–35. 
Iacucci M, Nardone OM, Ditonno I, et al. Advancing Inf-4.
lammatory Bowel Disease-Driven Colorectal Cancer Mana-
gement: Molecular Insights and Endoscopic Breakt-
hroughs Towards Precision Medicine. Clin Gastroenterol 
Hepatol. 2025 Jul 22:S1542-3565(25)00616-0.  
Geyl S, Jacques J, Anneraud A,  et al. Endoscopic submu-5.
cosal dissection for visible dysplasia in inflammatory 
bowel disease: a nationwide multicenter cohort from the 
GETAID and the SFED. J Crohns Colitis. 2025 May 
8;19(5):jjaf057. 
Akiyama S, Hamdeh S, Sakamoto T, et al. The Feasibility, 6.
Safety, and Long-term Outcomes of Endoscopic Submucosal 
Dissection for Colorectal Neoplasia in Patients With Inf-
lammatory Bowel Disease: A Systematic Review and Meta-
analysis. J Clin Gastroenterol. 2023 Aug 1;57(7):721-730.  
Maselli R, de Sire R, Barbaro F, et al. Endoscopic Resec-7.
tion Italian Network (ERIN) Group. Outcomes of endos-
copic submucosal dissection for high-risk colorectal coli-
tis-associated neoplasia in inflammatory bowel disease. 
Endoscopy. 2025 Jun;57(6):658-66.  
Atreya R, Rath T, Neurath MF. Molecular Imaging: The 8.
New Frontier for Endoscopic Diagnosis and Personaliza-
tion in Inflammatory Bowel Disease. Gastrointest Endosc 
Clin N Am. 2025 Jan;35(1):255-63.

16  SLOJGASTROENTEROL. / GASTROENTEROLOG

https://slojgastroenterology.com


https://slojgastroenterology.com/journal/2025/S2/Imaging in Crohn’s disease and ulcerative colitis intestinal ultrasound – “a new kid on the block“.pdf

Abstract / Povzetek predavanja

SLOJGASTROENTEROL. / GASTROENTEROLOG  17

Imaging of the gut in inflammatory bowel disease 
(IBD) patients is crucial in the process of establishing 
diagnosis. Ileocolonoscopy is the gold standard in 
initial part of diagnostic process but endoscopy is 
invasive procedure which can visualize only mucosal 
part of the bowel wall. Imaging techniques traditio-
nally used for the assessment of IBD patients include 
magnetic resonance enterography (MRE) and com-
puted tomography enterography (CTE). In spite of 
the fact that MRE is radiation-free, it is not practical 
for the regular monitoring of IBD patients because 
of the long waiting time for an appointment and 
high cost. At the other hand, CTE is widely available 
but limited due to its high radiation exposure. In 
spite of the fact that first record on the idea about 
the measuring bowel thickness by ultrasound mac-
hine dates back to fifties of the last century, only in 
the last decade, intestinal ultrasound IUS) is beco-
ming a popular diagnostic tool in the area of IBD 
diagnostics and treatment. The main advantage of 
intestinal ultrasonography over the other imaging 
methods is that is available without any preparation 
of the patient or cleansing of the bowel. It is tran-
sabdominal, non-invasive, radiation-free, real-time, 
and inexpensive method. Also, this method can be 
conducted by specialist during the regular outpatient 
appointment which allows assessment of peristalsis 
and differentiation of fixed intestinal stenosis from 
functional changes. Intestinal ultrasound has to be 
performed with a high-frequency (usually linear) 

probe and low-frequency sector array transducer to 
gain a better visualization and not overlook any 
deeper-lying structures and collections. The position 
of the patient should be supine. A systematic 
approach should be used by scanning the bowel 
both longitudinally and cross-sectionally. 

The colon and the small intestine may be distinguis-
hed by ultrasound from each other based on the pre-
sence of haustration and the Kerckring’s folds. There 
are frequently visible and useful as landmarks. Ter-
minal ileum and colon are easier to assess than 
lesions in the proximal small-bowel where assessment 
can be very challenging. Also, the rectum is not rou-
tinely assessed using a high-frequency probe but 
sometimes can be reached by convex probe. There is 
no need for routine application of oral contrast during 
the classic protocol of IUS but if it is applied polyet-
hylene glycol solution as the contrast agent it can 
enhance small-bowel visualization and measure the 
accurate diameter of the lumen in the stenotic part 
of the gut and additionally confirm prestenotic dilata-
tion above the gut stricture. If oral contrast is used, 
the method is referred to as Small Intestinal Contrast 
Ultrasound (SICUS) and has a long tradition in Italy. 
The most important ultrasound features in IBD 
patients are bowel wall thickness (BWT), bowel wall 
stratification (BWS) and Colour Doppler Signal (CDS). 
The measurement of wall thickness it crucial. Thick-
ness of the normal intestinal wall does not exceed 3 
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mm with slight probe compression. The typical layers 
are: hypoechoic mucosa, hyperechoic submucosa, 
hypoechoic muscularis propria and hyperechoic 
serosa. In the non-inflamed bowel wall, stratification 
is preserved, intramural vascularization is weak and 
peristalsis is normal. IUS parameters, especially BWT 
and CDS, has a potential for close monitoring of 
treatment, especially for the assessment of early 
response on therapy in UC and CD patients. Mesen-
teric proliferation, lymph nodes and free fluid are 
also important parts of bowel ultrasonography report.  

Imaging of the bowel by ultrasound became very 
useful for the early diagnosis, monitoring and asses-
sment of complications of Crohn’s disease and 
ulcerative colitis because IUS has high sensitivity 
and specificity. The technical advances of ultra-
sound machines and modern probes allow an accu-
rate imaging of the gut. 

Patient during the IUS procedure can be educated 
by attending physician which ultimately influence 
better patient’ understanding of the disease, com-
pliance and motivation for therapy.  

Some cons of IUS include limitations of the scan 
quality due to intestinal gas which can make visua-
lization difficult. Quality of the scan depends also 
on the examiner’s skill which ultimately depends 
directly on specialized training and the experience 
of performer. The method can be challenging and 
demanding in obese patients and in patients with 
previous multiple surgeries, especially in the case 
of small bowel resections.  

However, as with other methods, a dedicated trai-
ning is required to learn how to perform adequately 
bowel ultrasonography. IUS has been traditional 
part of gastroenterology training curriculum in Ger-
many and Italy. A lot of efforts were made recently 
to popularize IUS worldwide, especially with initia-
tive done by International Bowel Ultrasound (IBUS) 
Group established in 2016. Theoretical knowledge 
is the basis of the learning process of IUS but there 
is no skill acquisition without long practice, patience 

and passion for learning which are prerequisites 
for effective learning. One of the options to achieve 
bowel ultrasonography education nowadays it to 
participate in the IBUS 3-step training curriculum, 
details of the education programme could be reac-
hed wisiting the website of the IBUS Group 
(https://www.ibus-group.org).  

CONCLUSION 

Current data confirm that IUS has important role in 
the non-invasive assessment of patients with Crohn’s 
disease and ulcerative colitis. It is a fascinating, sim-
ple, no-prep, no-radiation and fast technique which 
deserves the implementation as a standard tool for 
IBD patients in everyday clinical practice focused on 
“treat-to-target” approach but also as an objective 
non-invasive measure of transmural inflammation 
and treatment response in clinical studies. 
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Patients with inflammatory bowel disease have an 
increased risk of colorectal cancer (CRC). The ove-
rall risk relative risk is only twice that of the general 
population but is much higher in IBD patients with 
additional risk factors. CRC risk increases with time 
from diagnosis, with CRC rarely encountered within 
the first 8 years after disease onset. Extensive colitis 
is a major risk factor for CRC in UC, whereas left-
sided disease has a lower risk. There is no increased 
risk of CRC in ulcerative colitis (UC) limited to the 
rectum. There is a strong correlation between loca-
tion of diseased colon segment and location of 
colon cancer. An increased risk of CRC is only pre-
sent in Crohn’s disease (CD) patients with colonic 
involvement. High inflammatory activity with a 
high cumulative inflammatory burden and a struc-
turing disease are an important risk factor. Further 
factors are young age at diagnosis, male sex and 
presence of first-degree relatives with CRC before 
50 years of age. Primary sclerosing cholangitis [PSC] 
is a major risk factor for CRC in IBD patients, par-
ticularly those with UC. The chance of CRC deve-
lopment increases with colonoscopy dysplasia detec-
tion, especially for high grade dysplasia, multifocal 
invisible dysplasia and CRC. 

Guidelines recommend surveillance colonoscopies, 
starting 8 years after disease symptoms onset. 
Dysplasia detection rate depends on the colonos-
copy technique. Virtual chromoendoscopy and dye 

based chromoendoscopy DCE techniques are 
recommended as they have a demonstrated increase 
in sensitivity. Targeted biopsies of suspicious sites 
should be taken. Random biopsies of normal loo-
king mucosa have a very low diagnostic yield and 
increase the procedure time. Dysplasia is more fre-
quently undetected in colon segments with active 
inflammation, so performing colonoscopy during 
remission is recommended when feasible.  

The timing next CRC surveillance colonoscopy 
should take into account the chance of dysplasia 
development considering the mentioned factors. 
The recommendations differ slightly between the 
AGA, ECCO and British guidelines (BG) in the 
stratification of risk categories. 

Very low risk patients, such as UC proctitis and CD 
without colonic involvement should follow bowel-
cancer screening programmes recommended for 
the general population. Low risk patients (colitis 
affecting<50% of colon or extensive colitis with 
minimal inflammation) should have a surveillance 
endoscopy every 5 years (3 years in the BG). Inter-
mediate risk patients (extensive colitis with mild to 
moderate activity or CRC in 1.st degree relative 
>50 years) should have a surveillance endoscopy 
every 2–3 years. High risk patients (extensive colitis 
with severe activity, CRC in 1st degree relative <50 
years, PSC, history of strictures and dysplasia) 
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should have should have a surveillance endoscopy 
every year. Random biopsies can be performed in 
PSC patients. The British guidelines recommend 
consideration of colectomy in very high-risk 
patients. 

Any dysplasia detected should be classified accor-
ding to site, size, shape (Paris classification), surface 
pattern (Kudo, Facile) and the surrounding mucosa 
(inflammation, other lesions, fibrosis). HGD and 
LGD are classified histologically based on differen-
ces in the distribution of cell nuclei. Inflammatory 
reactive atypia can mimic neoplastic dysplasia. Any 
invisible lesions (dysplasia in random biopsies) 
should prompt a repeat endoscopy in an expert 
centre.  

A dysplastic lesion should be endoscopically resec-
ted if possible. En block resection is preferable. 
Random biopsies of the surrounding mucosa are 
not routinely necessary. Surveillance intervals 
should be decreased to 6–12 months in case of 
LGD and 3–6 months in case of HGD for 1 year 
and then annually.  

Sporadic adenomas are dysplastic lesions outside 
of the area of colon affected by colitis and should 
be managed as in patients without colitis. 

Surgery should be considered in a multidisciplinary 
meeting in cases of high risk of progression to 
CRC: multifocal visible or invisible high-risk dyspla-
sia, poor mucosal visualisation on endoscopy (stric-
tures, inflammation, pseudopolys), coexistent neo-
plasia risk factors. Online calculators for risk esti-
mation are available. 

The proportion of incidental synchronous cancers 
identified at colectomy was 14% for those with visi-
ble HGD, 11% with invisible HGD versus 2.7% for 
visible LGD and 2.4% for invisible LGD. An exten-
sive resection, a proctocolectomy has traditionally 
been recommended, however the extent of surgery 
in practice is often more limited (e.g. segmental, 
subtotal, total colectomy). More patients undergo 

segmental colectomy for CRC or dysplasia than 
total proctocolectomy (with ileo-anal-pouch) in 
England. Also, it has not been established that 
‘limited resection’ for IBD-CRCs is associated with 
reduced survival in comparison with more extensive 
surgical procedures. The recent BG have therefore 
advocated a ’pragmatic’ approach to the extent of 
surgical resection (which can include segmental, 
subtotal, total and proctocolectomy with the distri-
bution and grade of dysplasia, the extent and seve-
rity of bowel inflammation, patient comorbidity, as 
well as informed preferences towards surgery (and 
stoma) influencing the extent of resection required. 
Patients after a limited resection should be consi-
dered high risk and have surveillance at 3–6 
months an than annualy (1–3).  
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During the last decade inflammatory bowel disease 
(IBD) became a highly treatable disease. After two 
decades of anti-TNFs as the only treatment option 
finally new molecules were developed. These mole-
cules were costly treatment. Finally, biosimilars dra-
matically changed access to biological treatment. Bio-
similars of anti-TNFs reduced the cost, therefore 
most countries were able to pay for the new drugs for 
the patients who had contraindications or inappro-
priate response to anti-TNFs. Nowadays, there is an 
important clinical dilemma on the choice of first line 
treatment. Below we discuss two different approaches.  

ARGUMENTS FOR FIRST LINE  
ANTI-TNFS 

 The development of anti-TNFs, followed by other 
advanced therapies, has revolutionized the mana-
gement of inflammatory bowel disease. Despite the 
expanding therapeutic armamentarium, treatment 
goals are still not achieved in more than 50% of 
patients. In Crohn’s disease, available evidence 
consistently demonstrates that favorable outcomes 
are more likely when effective therapy is introduced 
early after diagnosis, compared with the conventio-
nal “step-up” approach. To date, early intervention 
strategies have been evaluated exclusively with the 
combination of infliximab and azathioprine, sho-
wing superior rates of endoscopic remission and 
improved long-term outcomes (1,2). It is reasonable 

to assume that similar results could be achieved 
with other advanced therapies in the same patient 
population, but robust evidence is lacking. Moreo-
ver, all currently available advanced therapies are 
subject to secondary loss of response over time. 
With anti-TNFs, therapeutic drug monitoring 
(TDM) has become an established and widely accep-
ted strategy, enabling optimization based on drug 
concentration and the presence of anti-drug antibo-
dies. In contrast, with other therapies, loss of 
response is often managed empirically, which risks 
unnecessary delays at a time when achieving disease 
control is most critical. Safety concerns are often 
cited against the use of anti-TNFs, particularly the 
risk of infections and lymphoma. However, it is 
important to emphasize that active disease itself 
carries a significant risk of infections, which is 
effectively reduced through the use of appropriate 
therapy (3). Furthermore, the infection risk asso-
ciated with treatment can be minimized to accepta-
ble levels through adequate pre-treatment screening 
and careful monitoring during therapy. It should 
also be noted that the increase in safety risks is 
substantially higher when anti-TNFs are used in 
combination with immunomodulators. In this 
regard, the development of subcutaneous infliximab 
has shown comparable efficacy as monotherapy 
compared with parallel use of immunomodulators, 
with positive implications for treatment safety (4). 
In summary, initiating anti-TNF treatment first 
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offers the best evidence-based approach to maxi-
mize mucosal healing and achieve sustained remis-
sion with acceptable safety profile.  

ARGUMENTS FOR OTHER 
ADVANCED THERAPY FIRST 
FOLLOWED BY ANTI-TNFS 

Positioning of advanced therapies in inflammatory 
bowel disease should consider efficacy, safety and 
cost. A consistent finding across pivotal trials is the 
higher efficacy of non– anti-TNFs in bio-naïve 
patients compared with those previously exposed to 
anti-TNFs. For instance, the GEMINI vedolizumab 
program demonstrated that endpoints such as clini-
cal remission and response were more frequently 
achieved in bio-naïve patients than in those who 
had failed anti-TNF therapy (5,6). Furthermore, the 
head-to-head VARSITY trial confirmed that vedoli-
zumab was superior to adalimumab in achieving 
endoscopic improvement and mucosal healing in 
ulcerative colitis, with greater effect sizes in anti-
TNF–naïve patients (7). From a safety perspective, 
newer agents such as vedolizumab and ustekinumab 
appear to be associated with lower risks of serious 
infections compared to anti-TNFs, as also supported 
by registry data from PSOLAR (8). The SEAVUE 
study reported similar efficacy of adalimumab and 
ustekinumab in Crohn’s disease, confirming that 
both agents can induce and maintain remission (9). 
Another important consideration is immunogenicity: 
anti-TNFs often require concomitant use of thiopu-
rines, which has been linked to increased risks of 
lymphoma and non-melanoma skin cancer (10,11). 
These long-term safety concerns, combined with 
the need for combination therapy, further support 
earlier use of newer biologics. Cost-effectiveness 
analyses in IBD remain limited, but future models 
should account not only for direct drug acquisition 
costs but also for indirect costs of disease complica-
tions and management of infections. Overall, availa-
ble evidence supports consideration of vedolizumab, 
ustekinumab, or JAK inhibitors as appropriate first-
line advanced therapies in IBD, reserving anti-TNFs 
for subsequent treatment lines. 
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Asymptomatic Crohn’s disease presents a significant 
clinical challenge, as it raises critical questions 
regarding the necessity and timing of treatment 
interventions. Recent literature emphasizes the 
importance of early diagnosis, which suggests that 
Crohn’s disease can lead to complications even in 
the absence of overt symptoms if left unmanaged. 
A comprehensive overview of epidemiology and 
potential management strategies has reinforced the 
notion that a proactive approach can effectively 
mitigate future risks (1). 

Asymptomatic ileal Crohn’s disease is often detec-
ted incidentally during imaging studies or endos-
copy for unrelated conditions. Epidemiological data 
suggest that its prevalence may be underestimated 
due to a lack of awareness (2). The underlying pat-
hophysiology involves a complex interplay of gene-
tic, environmental, and immune factors. Despite 
their asymptomatic status, patients may still expe-
rience intestinal inflammation and complications 
such as strictures or fistulas, emphasizing the impor-
tance of regular monitoring (3). The management 
approach varies; some experts advocate for a ’watch-
ful waiting’ strategy, while others recommend ini-
tiating treatment to prevent disease progression 
and complications. 

Critical appraisal of treatment necessity indicates 
that close monitoring could be sufficient in specific 

cases, rather than immediate intervention. Further-
more, the relevance of early diagnosis is undersco-
red, illustrating a potential therapeutic window that 
could alter disease progression (4). The advance-
ment of imaging technologies has greatly contribu-
ted to the diagnostic capabilities essential for identi-
fying asymptomatic Crohn’s disease, thus guiding 
management strategies (5). In addition, the benefits 
of early diagnosis and the management of asympto-
matic disease have been demonstrated to improve 
long-term outcomes. Recent studies indicate that 
personalized approaches to asymptomatic Crohn’s 
disease can optimize patient care and enhance cli-
nical outcomes, advocating for informed decision-
making in the management of this condition. 

CONCLUSION  

Asymptomatic ileal Crohn’s disease presents a cli-
nical dilemma requiring careful consideration of 
the risks and benefits of intervention versus obser-
vation. Further studies are needed to establish stan-
dardized guidelines for managing this condition 
effectively. Clinicians should remain vigilant in 
recognizing and monitoring asymptomatic cases to 
optimize patient outcomes. 
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The incidental finding of terminal ileitis during 
colonoscopy is increasingly common, raising que-
stions about its clinical significance and manage-
ment. Most cases of asymptomatic or pauci-sympto-
matic ileal Crohn’s disease present with a few apht-
hous ulcers in otherwise normal mucosa, minimal 
or absent symptoms, and no systemic or biochemi-
cal evidence of active disease. Epidemiologic studies 
report incidental ileitis in 1–3% of screening colo-
noscopiesClick or tap here to enter text. and long-
term follow-up demonstrates that only a small mino-
rity progress to symptomatic Crohn’s disease, with 
pooled data showing about 5–10% conversion (1–
3). Importantly, benign, nonspecific ileitis must 
not be misclassified as Crohn’s disease, to avoid 
unnecessary lifelong therapy and exposure to immu-
nosuppressants. The natural history of mild Crohn’s 
disease further supports a conservative approach, 
with low rates of progression to stricturing or pene-
trating complications over 5 years (4).  

Management goals in asymptomatic or mild disease 
are focused on symptom control, monitoring, and 
lifestyle interventions, rather than immediate use 
of advanced therapies. Biomarkers (CRP, fecal cal-
protectin), transmural imaging and endoscopy 
should be used for follow-up (5). Nutritional strate-
gies such as the Crohn’s Disease Exclusion Diet 
with partial enteral nutrition have shown efficacy 
in inducing steroid-free remission in pediatric disea-

seClick or tap here to enter text., while dietary pat-
terns such as the Mediterranean diet are effective, 
well-tolerated, and easier to sustain than restrictive 
diets (6, 7). Budesonide may be considered for 
intermittent symptom control (5).  

CONCLUSION 

Asymptomatic or mildly symptomatic ileal Crohn’s 
disease rarely progresses and should not routinely 
be treated with advanced therapy. A tight follow up 
approach—emphasizing observation, diet, smoking 
cessation, and selective use of budesonide—is evi-
dence-based and safer for patients, with escalation 
reserved for those who demonstrate clinical or 
endoscopic progression.
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Janus kinase (JAK) inhibitors are an attractive oral 
drug class, which is highly efficacious for the treat-
ment of ulcerative colitis (UC). Three agents, filgo-
tinib, tofacitinib, and upadacitinib are available 
with variable affinities for different JAK receptor 
types and arguably different efficacy and safety 
profiles. Since the days of the tumour necrosis fac-
tor antagonist monopoly, clinicians have not faced 
the dilemma whether to cycle or switch – should 
loss of response or an adverse event prompt switc-
hing to an entirely different drug class or is choo-
sing a different JAK inhibitor equally effective? 

Rheumatologists have a longer history of using JAK 
inhibitors and have meticulously curated registry 
data. Seventeen national registries were pooled to 
perform a cohort study of 2000 patients who dis-
continued a JAK inhibitor (1). Roughly 20% 
(365/2000) cycled to a different JAK inhibitor, whe-
reas the remainder (1635/2000) switched to a diffe-
rent drug class. In this study, both strategies were 
similarly effective, with a slightly higher retention 
rate when cycling JAK inhibitors. When the first 
JAK inhibitor was discontinued due to an adverse 
event, it was more likely that the second treatment 
would also be stopped due to an adverse event 
among cyclers, but not among switchers. (2, 3)

These data in conjunction with clinical need have 
prompted similar practices in UC (2–4). The three 
available cohort studies demonstrated a consistent 
rate of symptomatic remission after induction of 
approximately 50% (Table 1). These findings are 
also corroborated by biochemical and endoscopic 
outcomes, albeit with a higher percentage of mis-
sing data, given the real-world setting of these stu-
dies. Numerous interesting observations have emer-
ged from these studies, although they all merit furt-
her exploration in prospective studies, as the retro-
spective non-randomized design potentially under-
mines the robustness of findings from these cohort 
studies. Overall, upadacitinib could perhaps be 
more effective than filgotinib as the second JAK 
inhibitor (2, 4). Higher symptomatic burden and 
the use of corticosteroids upon initiation of the 
second JAK inhibitor were both associated with a 
lower likelihood of symptomatic remission after 
induction (2, 4). Primary non-response to a JAK 
inhibitor was associated with lower persistence in 
one of the studies (4). Reassuringly, no new or par-
ticularly concerning safety signals emerged. 

In summary, cycling to a second JAK inhibitor 
after failure of the first JAK inhibitor appears to be 
an effective and safe therapeutic option. Future 
prospective studies will help shape evidence-based 
sequencing of JAK inhibitors in UC. 
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Table 1. An overview of dedicated cohort studies evaluating the effectiveness and safety of a second Janus kinase 
inhibitor in ulcerative colitis. Results shown using non-responder imputation, survival estimates using the Kaplan-
Meier method. Abbreviations: FILGO – filgotinib, TOFA – tofacitinib, UPA – upadacitinib.

Study Population Main results Notes

Osty et al. 2025 (2)

169  
(UPA 105, 
FILGO 54, 
TOFA 10)

Steroid-free clinical remission  
at weeks 8-14: 47.9% (81/169) 
Treatment persistence  
at 6 months: 64%

Steroids at baseline decreased 
the likelihood of success. 
Upadacitinib possibly most 
effective as second drug 
(imbalance!)

Radia et al. 2025 (3)
131  
(UPA 111, 
FILGO 20)

Clinical remission  
at week 8: 48.9% (64/131) 
Clinical remission  
at week 24: 31.3% (41/131) 
Biochemical remission  
at week 8: 35.9% (47/131) 
Biochemical remission  
at week 24: 26.0% (24/131) 
Treatment persistence  
at week 24: 84%

No statistically significant 
differences observed between 
UPA and FILGO.

Innocenti et al. 2025 (4)
243  
(UPA 212, 
FILGO 24, 7)

Steroid-free clinical remission  
at week 12: 48% (116/243) 
Steroid-free clinical remission  
at week 26: 49% (120/243) 
Steroid-free clinical remission  
at week 52: 28% (69/243) 
Biochemical remission  
at week 12: 37% (89/243) 
Endoscopic improvement  
by week 26: 22% (53/243)

Higher likelihood of treatment 
failure in patients using baseline 
steroids and those with higher 
symptomatic burden.  
On univariate analysis, primary  
non-response to the first drug 
was also associated with a lower 
likelihood of success.  
Lower treatment persistence 
observed with FILGO than with 
UPA (imbalanced groups!).
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Iron deficiency (ID) and iron deficiency anaemia 
(IDA) are major global health problems. Synthesis 
of haemoglobin is prioritised and before anaemia 
occurs, all other iron dependent processes related 
to energy-metabolism are already down-regulated. 
Thus, we need to consider that ID per se is an indi-
cation for diagnostic investigations and treatment, 
even in the absence of IDA. 

The diagnosis of ID is straight-forward in the absence 
of systemic inflammation. Transferrin saturation 
(TSAT) below 16% and ferritin below 30 ug/L always 
means ID. In the context of systemic inflammation 
(CRP elevation), ferritin up to 300 may still be con-
sistent with absolute ID if TSAT is below 20. Analysis 
of soluble transferrin receptor and reticulocyte hae-
moglobin equivalent (Ret-He) may be of further assi-
stance when the interpretation is difficult. 

The first-line treatment of ID and IDA is oral iron. 
However, oral iron is not absorbed in the setting of 
systemic inflammation due to increased hepcidin synt-
hesis from the liver, resulting in blocking of absorption 
from the intestine. Also, oral iron is associated with 
many mainly gastrointestinal side effects resulting in 
lack of treatment compliance. Since treatment must 
continue up to 6 months to reach the goals of norma-
lising haemoglobin levels and refilling iron stores, fol-
low up is essential. 

For these reasons, we often must rely on intrave-
nous iron treatment to reach our treatment goals. 
The two drugs mainly used, ferric carboxymaltose 
(FCM) and ferric derisomaltose (FDI) are equally 
efficient and both are safe. They differ however in 
the amount that can be administered on each occa-
sion and in the risk of causing hypophosphatemia. 
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Phosphate growth factor 23 (FGF 23), synthesised 
by osteoblasts, is the main regulator of phosphate 
in the body. During repeated treatment with FCM, 
the levels of intact FGF 23 increases, with urinary 
loss of phosphate, hypocalcemia, increased levels 
of parathyroid hormone, lack of active vitamin D 
and increased activity of enzymes involved in bone 
metabolism as consequences. Fatigue is an early 
clinical symptom of hypophosphatemia, while osteo-
malacia and kidney stones may follow later. Since 
hypophosphatemia is difficult to treat due to rapid 
urinary losses, the best treatment is prevention 
through choice of treatment drug.  

Controlled studies in females and patients with Inf-
lammatory Bowel Disease have demonstrated a 
significantly higher degree of hypophosphatemia 
after treatment with FCM compared to FDI. The 
lowest phosphate levels occur 2 weeks after treat-
ment, but hypophosphatemia persists in some 
patients even after one month. Elevation of enzymes 
involved in bone metabolism persist even longer. 
Hypophosphatemia counteracts the positive effect 
of iron on fatigue, and it also has negative impact 
on patient vitality. In addition, long term effects on 
bone such as osteomalacia and fractures have been 
demonstrated, together with an increased risk of 
kidney stones. Furthermore, long-standing high 
levels of FGF 23 might damage the myocardium. 

The need to measure phosphate and the higher 
number of infusions required to meet iron defecits 
when FCM is used also has health economic conse-
quences. When modelling this in different scena-
rios, FDI comes out as the most cost- effective 
treatment. 

CONCLUSIONS 

Iron deficiency is a global health problem. –
Intravenous iron is often needed to treat anaemia –
and refill iron stores. 
Ferric carboxymaltose and ferric derisomaltose –
are both highly effective and safe. 
Ferric carboxymaltose carries a risk of hypohops-–
hatemia with fatigue, reduced vitality and negative 
effects on bone metabolism as consequences. 
These negative effects of ferric carboxymaltose –
and the need for more infusions to meet iron 
requirements leads to higher treatment costs 
compared to ferric derisomaltose. 
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Inflammatory bowel disease (IBD), encompassing 
Crohn’s disease (CD) and ulcerative colitis (UC), is 
strongly associated with nutritional challenges ran-
ging from malnutrition to micronutrient deficien-
cies. The multifactorial etiology of malnutrition in 
IBD includes reduced oral intake, increased meta-
bolic demands, altered absorption, and the impact 
of chronic inflammation (1). Recent guidelines 
from the European Society for Clinical Nutrition 
and Metabolism (ESPEN) and the American 
Gastroenterological Association (AGA) emphasize 
nutrition as an integral component of comprehen-
sive IBD management, complementing pharmaco-
logical therapy and addressing long-term complica-
tions such as sarcopenia and bone disease (1, 2). 

DIETS IN IBD 

Exclusive enteral nutrition (EEN) remains the most 
evidence-based intervention for pediatric CD, yet 
adherence in adults is limited (1, 3). The Crohn’s 
Disease Exclusion Diet (CDED) and the CD-TREAT 
diet have emerged as pragmatic alternatives; while 
CD-TREAT mimics the EEN thus improving 
patient acceptance and long-term feasibility, CDED 
is a model of an exclusion diet combined with par-
tial enteral nutrition (PEN) (4, 5). The low-FOD-
MAP diet may benefit functional symptoms such 
as bloating and diarrhoea, though evidence for 
anti-inflammatory effects is limited. The specific 

carbohydrate diet and Mediterranean diet have 
shown some promising results, but current evidence 
remains insufficient for formal recommendations 
(6). Overall, guidelines emphasize avoiding overly 
restrictive diets and prioritizing individualized die-
tary counselling (1). 

SUPPLEMENTS AND 
MICRONUTRIENT MANAGEMENT 

Patients with IBD often develop deficiencies in 
iron, vitamin D, vitamin B12, folate, and zinc (1,2). 
ESPEN recommends systematic screening and tar-
geted supplementation, particularly in active disease 
and after intestinal resections (1). Intravenous iron 
is preferred for moderate-to-severe anemia, while 
vitamin D deficiency correction supports bone 
health and potentially modulates immune activity 
(1). Omega-3 fatty acids and probiotics remain con-
troversial, with inconsistent evidence across clinical 
trials (2). 

MALNUTRITION AND BODY 
COMPOSITION 

Malnutrition, present in up to 65% of hospitalized 
IBD patients, is an independent predictor of mor-
bidity, postoperative complications, and reduced 
quality of life (1). Body composition assessment, 
including lean body mass, is increasingly recognized 
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as superior to body mass index (BMI) alone (1). 
ESPEN recommends routine use of validated tools 
such as the Nutritional Risk Screening 2002 (NRS-
2002), Malnutrition Universal Screening Tool 
(MUST) or Subjective Global Assessment. Screening 
should be repeated regularly during the disease 
course and around surgical interventions. Multidi-
sciplinary management, including dietitians, 
gastroenterologists, and psychologists, is essential 
to optimize outcomes (1, 2). 

CONCLUSION 

Nutrition is not an adjunct but a cornerstone of 
IBD management. Evidence-based dietary strate-
gies, timely supplementation, and systematic mal-
nutrition screening are essential to improve disease 
outcomes, patient quality of life, and long-term pro-
gnosis. Personalized nutrition, guided by emerging 
evidence and patient preferences, will likely shape 
the future of IBD care.

References: 
Bischoff SC, Bager P, Escher J, et al. ESPEN guideline 1.
on clinical nutrition in inflammatory bowel disease. Clin 
Nutr. 2023;42:352–79. 
Hashash JG, Elkins J, Lewis JD, et al. AGA Clinical Prac-2.
tice Update on Diet and Nutritional Therapies in Patients 
With Inflammatory Bowel Disease: Expert Review. 
Gastroenterology. 2024;166:521–32. 
Gordon H, Biancone L, Fiorino G, et al. ECCO Guidelines 3.
on Inflammatory Bowel Disease and Malignancies. J 
Crohns Colitis. 2023;17:827–54. 
Levine A, Wine E, Assa A, et al. Crohn’s disease exclusion 4.
diet plus partial enteral nutrition induces sustained remis-
sion in a randomized controlled trial. Gastroenterology. 
2019 Aug;157(2):440-50.e8. 
Svolos V, Hansen R, Nichols B, et al. Treatment of Active 5.
Crohn’s Disease With an Ordinary Food-based Diet That 
Replicates Exclusive Enteral Nutrition. Gastroenterology. 
2019 Apr;156(5):1354-67.e6. 
Ghosh S, Mitchell R. Impact of nutrition on IBD: Practical 6.
considerations. Nat Rev Gastroenterol Hepatol. 
2022;19(4):243–57.

32  SLOJGASTROENTEROL. / GASTROENTEROLOG

https://slojgastroenterology.com


https://slojgastroenterology.com/journal/2025/S2/Inflammatory Bowel Disease as the Leading Cause of Intestinal Failure.pdf

Abstract / Povzetek predavanja

SLOJGASTROENTEROL. / GASTROENTEROLOG  33

Intestinal failure is defined as the reduction of gut 
function below the minimum necessary for the 
absorption of nutrients, water, and electrolytes, 
such that intravenous supplementation is required 
to maintain health and/or growth. While a wide 
range of conditions can result in intestinal failure, 
inflammatory bowel disease (IBD), particularly 
Crohn’s disease, has emerged as the leading cause 
in adults across Europe and North America. This 
development reflects not only the chronic, relapsing 
nature of IBD but also the cumulative burden of 
complications, surgical resections, and malnutrition 
over the disease course. With the rising global pre-
valence of IBD, the recognition and management 
of intestinal failure in this population has become 
a critical clinical challenge. 

Recent epidemiological studies demonstrate that 
Crohn’s disease accounts for up to 40–50% of all 
benign causes of chronic intestinal failure requiring 
long-term parenteral nutrition in specialized Euro-
pean centers. Ulcerative colitis contributes to a 
much smaller proportion, typically through surgical 
complications following colectomy and pouch fai-
lure. Advances in surgical and medical management 
of other causes of intestinal failure, such as mesen-
teric ischemia, have further shifted the distribution 
towards IBD as the predominant etiology. The 
increasing incidence of IBD in newly industrialized 

regions suggests that this burden is likely to expand 
globally in coming decades. 

The mechanisms by which IBD leads to intestinal 
failure are multifactorial. Extensive small bowel 
resection due to stenotic or penetrating Crohn’s 
disease remains the dominant cause, resulting in 
short bowel syndrome and severe malabsorption. 
Repeated resections further increase the risk of 
progressive intestinal insufficiency. In addition, 
active mucosal inflammation, chronic diarrhea, 
strictures, and fistulas contribute to nutrients loss 
and impaired absorption. Intestinal failure may 
also occur in the absence of major resections, parti-
cularly in patients with refractory small bowel 
disease or complications such as enteric fistulas 
and abscesses. The cumulative impact of chronic 
inflammation, surgical burden, and malnutrition 
explains why IBD stands out compared to other 
intestinal diseases. 

The clinical manifestations of intestinal failure in 
IBD extend beyond malnutrition. Patients fre-
quently experience dehydration, electrolyte distur-
bances, renal failure, vitamin and trace element 
deficiencies, and metabolic bone disease. Depen-
dence on long-term parenteral nutrition (PN) carries 
risks of central venous catheter infections, intestinal 
failure liver disease, and reduced quality of life. 
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The psychosocial burden of intestinal failure is 
significant, with patients reporting limitations in 
daily activities, employment, and social participa-
tion. For many, intestinal failure represents the 
most disabling complication of IBD. 

Nutritional therapy remains the cornerstone of 
management. Parenteral nutrition is life-sustaining 
in patients with short bowel syndrome or severe 
malabsorption. Optimization of PN protocols, cat-
heter care, and monitoring strategies has signifi-
cantly improved outcomes, with 5-year survival 
rates now exceeding 80% in specialized centers. In 
parallel, innovative medical therapies aimed at 
reducing intestinal inflammation and preserving 
bowel length, such as biologics and small molecules, 
play a critical preventive role. Early initiation of 
enteral nutrition when feasible supports intestinal 
adaptation and reduces PN dependency. Multidi-
sciplinary care involving gastroenterologists, sur-
geons, dietitians, and specialized nursing staff is 
essential to optimize long-term outcomes. 

Ongoing research is directed towards strategies to 
reduce the risk of intestinal failure in IBD. These 
include earlier diagnosis and aggressive disease 
control to minimize surgical resections, regenera-
tive medicine approaches to enhance intestinal 
adaptation, and development of novel pharmacolo-
gical therapies that target fibrotic pathways. The 
integration of patient-reported outcomes and qua-
lity-of-life measures into clinical care highlights the 
need to address not only survival but also the lived 
experience of patients with intestinal failure. 

In Slovenia, the Department of Clinical Nutrition 
is currently managing 15 patients (age 27–83 years) 
with Crohn’s disease who require Home Parenteral 
Nutrition (HPN) due to intestinal failure. The 
cohort includes 5 females and 10 males. The dura-
tion of HPN therapy ranges from 1 to 18 years, 
with 4 patients receiving HPN for more than 10 
years. Three patients are being treated with tedu-
glutide, a GLP-2 analogue, which has contributed 
to a reduction in their HPN volume requirements. 

CONCLUSION 

IBD, particularly Crohn’s disease, has become the 
leading cause of intestinal failure in adults, surpas-
sing other benign gastrointestinal conditions. This 
complication is driven by the cumulative effects of 
chronic inflammation, repeated surgical resections, 
and malnutrition, all of which significantly impact 
quality of life and survival. Although advances in 
parenteral nutrition, multidisciplinary care, and 
emerging therapies have improved prognosis, pre-
vention through effective disease control and bowel 
preservation remains critical. In Slovenia, the reco-
gnition of IBD as the predominant benign cause of 
intestinal failure underscores the importance of 
treatment within specialized intestinal failure units 
and the ongoing need for targeted research to 
improve outcomes in this high-risk population. 
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Patients with inflammatory bowel disease (IBD) 
are more likely to develop anxiety and depressive 
symptoms compared to the general population (1). 
Around 30% of patients with IBD experience such 
symptoms, with the prevalence being even higher 
during disease flare-ups (2). Psychiatrists and 
gastroenterologists have observed that care for 
these patients could be better integrated, starting 
already during gastroenterological management. 
Our presentation presents possible approaches to 
the recognition and management of anxiety and 
depressive symptoms in the gastroenterology out-
patient setting. At the same time, the authors aim 
to strengthen and deepen collaboration between 
the two specialties in order to provide more com-
prehensive care for patients with IBD. IBD signifi-
cantly affects many aspects of patients’ lives. It 
often strikes young, working-age individuals, who 
may withdraw socially due to the course of the 
disease and who frequently find it difficult to speak 
about their psychological distress when coping with 
illness. The high prevalence of anxiety and depres-
sive disorders in these patients may also have bio-
logical underpinnings, in particular serotonin defi-
ciency (3). Tryptophan synthesis in the gut (the 
precursor of serotonin production in the brain) can 
be disrupted due to impaired intestinal metabolism, 
where tryptophan is normally generated (4). Psyc-
hiatrists note that patients often seek help late in 
the disease course, when anxiety and depressive 

symptoms are already severe and markedly impair 
functioning, which makes treatment more difficult. 
Gastroenterologists, on the other hand, are often 
unaware of patients’ psychological difficulties or 
delegate treatment to family physicians and psyc-
hiatrists—specialists whom patients frequently do 
not approach for help at all. 
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BACKGROUND 

Disruption of the intestinal barrier is associated 
with the development of inflammatory bowel 
disease (IBD), and recent studies suggest that clau-
dins, tight junction proteins, may play a key role in 
its pathogenesis. Given the multifactorial nature of 
the disease and evidence that claudins have diverse 
functions beyond their role as transmembrane pro-
teins, their involvement in IBD development has 
become an important research topic. Čužić et al. 
investigated claudin expression in mucosal biopsies 
from the rectum and sigmoid colon of a small 
cohort of ulcerative colitis (UC) patients, revealing 
their presence in cells derived from the mesoderm. 

AIM 

To investigate claudin-4 expression across different 
cells population within lamina propria mononuclear 
cells (LPMCs) of patients with UC and healthy 
controls. 

MATERIALS AND METHODS 

Mucosal samples from four colonic segments of 20 
UC patients and 20 healthy controls were collected.  

In UC patients, biopsies were taken from inflamed 
mucosa of the rectum and sigmoid colon, the bor-
der region (1 cm from the inflamed segment toward 
healthy mucosa), and non-inflamed intestinal areas. 
In patients without IBD, biopsies were collected 
from the rectum, sigmoid colon, transverse colon, 
and ascending colon. 

LPMCs were isolated, stained with LIVE/DEAD 
dye to distinguish live from dead cells, and labeled 
with an antibody cocktail for immunophenotyping 
and claudin-4 expression analysis. Subsequently, 
the cells were analyzed by flow cytometry (Attune 
NxT) using FlowJo v10.10 software. Statistical ana-
lyses were performed using the Mann–Whitney 
and ANOVA test followed by Tukey’s multiple com-
parisons test, with GraphPad Prism software (San 
Diego, CA, USA). Statistical significance was deter-
mined at level p<0.05. 
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RESULTS 

Claudin-4 was detected in all samples from UC 
patients and healthy controls. Specific cell subpo-
pulations, including macrophages, plasma cells, 
and lymphocytes (CD4+, CD8+ and B cells), showed 
differential Claudin-4 expression not only between 
corresponding tissue segments of UC patients and 
healthy individuals, but also between some colon 
segments of UC patients, as well as healthy controls. 
For example, plasma cells showed consistently hig-
her claudin-4 expression across all segments in UC 
patients compared with healthy controls, while wit-
hin the UC cohort, significant difference were 
observed between transverse colon and border 
region compared to the ascending colon (Figure 1). 

A similar trend was observed in other cell popula-
tions; however, the number of segments showing 
significant changes varied. In resident macropha-
ges, claudin-4 expression was higher in the trans-
verse and ascending colon of patients with UC, 

while in inflammatory macrophages increased 
expression was observed only in the transverse 
colon. CD4+ lymphocites have higher expresion in 
the transverse and ascending colon of patients with 
UC and CD8+ lymphocites have higher expresion 
in transverse colon in UC. B lymphocytes showed 
higher claudin-4 expression across all segments 
(rectum, sigmoid colon, ascending colon, border 
region) in UC compared with healthy controls.  

Regarding differential claudin-4 expression among 
colon segments within the UC cohort, CD4� lymp-
hocytes exhibited higher expression of claudin-4 in 
transverse colon and rectum compared with ascen-
ding colon of UC patient. Similarly, CD8+ lympho-
cytes showed higher expression in the rectum, sig-
moid, transverse colon and border region compared 
with the ascending colon. 

CONCLUSIONS 

Claudin-4 is expressed in LPMCs isolated from all 
mucosal segments of both UC patients and healthy 
controls. Its expression varies among specific mono-
nuclear cell populations and colonic regions in 
both, healthy individuals and UC patients. Increa-
sed expression in macrophages, plasma cells, T and 
B lymphocytes in UC patients compared to healthy 
controls in certain segments may indicate a locali-
zed immune cell response. These results suggest 
that claudin-4 might play a role in regulating 
immune responses and contribute to mucosal pat-
hophysiology in ulcerative colitis. 
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Figure 1. Claudin-4 expression in plasma cells in UC 
and healthy controls across regions:  
HA (healthy ascending colon), HT (healthy transverse 
colon), HS (healthy sigmoid colon), HR (healthy rectum), 
UA (UC ascending colon), UT (UC transverse colon), 
US (UC sigmoid colon), UR (UC rectum),  
UB (UC Border region).  
Data are expressed as mean ± SEM, p< 0.05.  
*indicate statistical significance when comparing UC 
colon segment with the corresponding segment in the 
control group,  
#indicate statistical significance when comparing within 
colon segments of the UC group.
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BACKGROUND 

Golimumab is a subcutaneous TNF-alpha inhibitor 
approved for ulcerative colitis in European Union 
(EU) and United States of America (US). Interestingly, 
maintenance dose for patients weighing ≤80 kg is 
different in EU and US. In EU, golimumab mainte-
nance dose in 50 mg every 4 weeks with an option 
of reactive dose escalation to 100 mg every 4 weeks 
in case of inappropriate response. In US, mainte-
nance dose is 100 mg every 4 weeks for all patients, 
irrespective of body weight and response to induc-
tion. Here we compared efficacy, safety and drug 
consumption of EU and US maintenance dosing of 
golimumab in patients weighing ≤80 kg. 

METHODS 

In this investigator initiated prospective study (Cli-
nicalTrials.gov ID: NCT04156984) we recruited 29 
patients with active ulcerative colitis. After common 
induction (golimumab 200 mg at baseline and 100 mg 
at week 2) all patients received 1 year of maintenance 
treatment. First 15 patients received US maintenance 
regimen with 100 mg golimumab monthly and next 

14 patients received EU maintenance regimen with 
50 mg golimumab monthly. Those in EU regimen 
with inadequate response to induction or loss of 
response during maintenance phase (rectal bleeding 
score (RBS) > 0 or endoscopic Mayo score (eMayo) ≥ 2) 
increased dose of golimumab from 50 mg to 100 mg. 
Co-primary endpoints were endoscopic improvement 
(eMayo ≤ 1) at weeks 14 and 50 and clinical remission 
(RBS = 0 and stool frequency score (SFS) < 2) at 
weeks 14, 26, 38, and 50. Statistical analysis included 
Chi-square and Mann-Whitney tests. 

RESULTS 

Endoscopic improvement and clinical remission 
rates were similar with EU and US maintenance 
regimens. 8/14 (57%) of patients in EU regimen 
needed dose escalation to 100 mg due to inadequate 
response after a median of 8.6 weeks (interquartile 
range 6 to 14 weeks). Drug persistence and drug 
consumption was similar in both maintenance regi-
mens. In the US regimen 3 potentially drug-related 
side effects occurred (one case each: one-derma-
tome herpes zoster, labial herpes, skin small vessel 
vasculitis), but none in the EU regimen. 
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CONCLUSION 

In this prospective study, EU and US golimumab 
maintenance regimens resulted in similar endosco-
pic improvement and clinical remission rates during 
the first year of treatment with golimumab in 
patients with ulcerative colitis weighing ≤80 kg. 
Due to high dose escalation rates in EU regimen 
dose consumption was similar in both maintenance 
regimens. 
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BACKGROUND 

Infliximab, a tumor necrosis factor α (TNF-α) inhi-
bitor, is frequently used in the treatment of inflam-
matory bowel disease (IBD). A rare but important 
adverse effect of infliximab therapy is drug-induced 
liver injury (DILI), including drug-induced autoim-
mune hepatitis (DIAIH). Although more than 40 
drugs are know to cause DIAIH, infliximab appears 
to carry a particularly high risk, with an estimated 
incidence of approximately 1 in 120 to 1 in 160 
patients. DIAIH typically develops after multiple 
infusions, with an average time of onset of 14 to 18 
weeks after initiation of infliximab treatment. Dia-
gnosing DIAIH is challenging as patients are often 
asymptomatic. The condition mimics idiopathic 
autoimmune hepatitis (AIH) in its biochemical fea-
tures (elevated transaminases), serological features 
(positive antinuclear antibodies (ANA), anti-smooth 
muscle antibodies (ASMA), and elevated immuno-
globulin (Ig) G levels) and histological features 
(infiltration with lymphocytes and plasma cells, 
interface hepatitis, rosette formation). Liver biopsy 
is required to exclude other potential causes of 
hepatopathy in IBD (e.g., primary sclerosing cho-
langitis). Furthermore, beside DIAIH, infliximab 
has been associated with three additional forms of 
hepatic injury: (1) transient, asymptomatic eleva-
tions of aminotransferase levels that usually resolve 
with drug cessation; (2) a cholestatic form of liver 

injury that is usually self-limiting; and (3) a reacti-
vation of chronic hepatitis B in HBsAg carriers, 
which can be severe or even deadly but preventable 
with antivirals. Each type of liver injury has diffe-
rent timing and clinical features. The prognosis of 
DIAIH is generally favourable. It most often resol-
ves spontaneously within six months after disconti-
nuating infliximab. Some patients may benefit from 
a short course (1 to 2 months) of corticosteroids, 
but generally do not require long-term immuno-
suppression, unlike in idiopathic AIH. Neverthe-
less, long-term follow-up is recommended as DIAIH 
can progress to chronic liver injury. We present a 
case of a female patient with ulcerative colitis who 
developed DIAIH after the initiation of infliximab. 

CASE REPORT 

A 26-year-old female presented to our outpatient 
clinic with a relapse of ulcerative colitis, experien-
cing frequent bloody stools over the past two weeks. 
She was diagnosed with left-sided ulcerative colitis 
four years ago and had been receiving vedolizumab 
for the past 3.5 years. Her most recent colonoscopy, 
performed 8 months ago, showed endoscopic and 
histologic remission.  

At the time of examination, no significant discrepan-
cies were found in the clinical status. However, her 
blood work revealed elevated CRP levels (24 mg/L). 
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With negative stool cultures an infectious cause 
was excluded. A rectoscopy was performed and 
showed active disease with a Mayo score of 2. 
Mesalazine enemas were initiated, and after a mul-
tidisciplinary board review, vedolizumab was dis-
continued and replaced with an infliximab regimen. 
At the five-month follow-up, the patient initially 
experienced a positive clinical response, but this 
gradually diminished towards the end of the dosing 
interval, with persistent bloody stools. As a result, 
the dosing interval of infliximab was shortened 
from 8 to 4 weeks, but this adjustment did not lead 
to any improvement. Further evaluation revealed 
elevated liver enzymes (aspartate transferase (AST) 
4.06 μkat/L; alanine transaminase (ALT) 7.88 μkat/L). 
To identify the cause of hepatopathy, serological 
tests for viral hepatitis, a proteinogram review and 
liver autoantibodies were conducted. These tests 
revealed latent EBV and CMV infections, elevated 
IgG levels, antinuclear antibodies (ANA) and anti-
bodies to liver cytosol (anti-LC1). It was concluded 
that the liver dysfunction was most likely drug-
induced autoimmune hepatitis (DILI-AIH) triggered 
by infliximab – no liver biopsy was performed as it 
was unlikely to change management. Treatment 
with infliximab was consequently discontinued and 
bridging therapy with mesalazine and locally-acting 
corticosteroids was introduced. Within two months 
of discontinuing infliximab, the liver enzymes 
decreased substantially and remained within normal 
limits at subsequent follow-up visits as the patient 
was treated with ustekinumab.
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INTRODUCTION 

Biologic therapies are the cornerstone of modern 
treatment for ulcerative colitis (UC), with the goal 
of achieving not only clinical remission but also 
endoscopic remission. Ustekinumab (UST), a fully 
human monoclonal antibody targeting interleukin 
12/23, induces remission in only 30–40% of 
patients. One possible reason for treatment failure 
is insufficient drug concentration in serum or inte-
stinal mucosa in some patients.  

AIM  

To evaluate the association between UST concen-
trations in serum and intestinal mucosa and treat-
ment outcomes in UC and to identify threshold 
concentrations predictive of treatment non-
response.  

METHODS 

We conducted a prospective study including 35 UC 
patients treated with UST. Serum and mucosal drug 
concentrations were measured by enzyme-linked 
immunosorbent assay (ELISA). Endoscopic disease 

activity (endoscopic improvement defined as endos-
copic Mayo score ≤ 1) was assessed at weeks 8 and 
24 via endoscopy. Statistical analyses included the 
Mann–Whitney U test, ROC analysis, and Pearson’s 
correlation. A p-value ≤ 0.05 was considered statisti-
cally significant.  

RESULTS 

Median serum UST concentrations were higher 
among patients with endoscopic improvement at 
weeks 8 and 24. Statistically significant differences 
were observed at week 4 for early endoscopic impro-
vement (p = 0.044) and at weeks 8, 10, 20, and 24 
for late endoscopic improvement (p = 0.035; 0.007; 
0.038; 0.001, respectively) (Mann–Whitney U test). 
Predictive thresholds were identified at week 4 
(≥ 20.90 μg/mL for endoscopic improvement (area 
under the curve (AUC) 0.754, p = 0.019, sensitivity 
70.0%, specificity 83.3%) and at week 10 for late 
endoscopic improvement (≥ 10.60 μg/mL (AUC 0.869, 
p < 0.001, sensitivity 91.7%, specificity 85.7%)) 
(ROC analysis). Serum and mucosal concentrations 
correlated moderately at week 8 (r = 0.571, p = 0.042) 
(Pearson’s correlation).  
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CONCLUSIONS 

Higher serum UST concentrations are associated 
with an increased likelihood of both early and late 
endoscopic improvement in UC. Concentrations at 
weeks 4 and 10 demonstrated the highest predictive 
value for treatment response. We also demonstrated 
a positive association between serum and tissue 
concentrations at week 8 of treatment, showing a 
moderate positive correlation.  

References: 
Weber J, Keam SJ. Ustekinumab. BioDrugs. 2009; 23 1.
(1): 53-61.  
Xu Y, Hu C, Chen Y, et al. Population Pharmacokinetics 2.
and Exposure-Response Modeling Analyses of Ustekinu-
mab in Adults With Moderately to Severely Active Ulcera-
tive Colitis. J Clin Pharmacol. 2020; 60 (7): 889–902.  
Adedokun OJ, Xu Z, Marano C, et al. Ustekinumab Phar-3.
macokinetics and Exposure Response in a Phase 3 Ran-
domized Trial of Patients With Ulcerative Colitis. Clin 
Gastroenterol Hepatol. 2020; 18 (10): 2244-2255.e9.  
Chaparro M, Garre A, Iborra M, et al. Effectiveness and 4.
Safety of Ustekinumab in Ulcerative Colitis: Real-world 
Evidence from the ENEIDA Registry. J Crohns Colitis. 
2021; 15 (11): 1846–51.  
Alsoud D, De Hertogh G, Compernolle G, et al. Real-5.
world Endoscopic and Histological Outcomes Are Corre-
lated with Ustekinumab Exposure in Patients with Ulce-
rative Colitis. J Crohns Colitis. 2022; 16 (10): 1562–70. 

SLOJGASTROENTEROL. / GASTROENTEROLOG  43

https://slojgastroenterology.com


https://slojgastroenterology.com/journal/2025/S2/A rare case of primary true enterolithiasis presenting with large bowel obstruction in a patient with prior bowel resection 
and newly confirmed Crohn’s disease.pdf

Abstract / Povzetek predavanja

44  SLOJGASTROENTEROL. / GASTROENTEROLOG

BACKGROUND 

Enterolithiasis refers to hard, dense masses within 
the bowel that may lead to obstruction. Enteroliths 
are classified as primary or secondary. Secondary 
enteroliths originate outside the gastrointestinal 
tract and migrate into the bowel, most commonly 
as gallstones. Primary enteroliths are subdivided 
into true and false types. True primary enteroliths 
form within the bowel from luminal substances in 
areas of anatomical alteration and stasis (1). Their 
composition varies by location: proximal small inte-
stine stones are typically composed of cholic acid, 
while distal small intestine stones often contain cal-
cium phosphate, calcium oxalate, or calcium carbo-
nate. Enteroliths are most frequently observed in 
post-surgical patients, particularly at side-to-side or 
end-to-side anastomoses. Stenosing Crohn’s disease 
is a recognized risk factor, with stones commonly 
forming in aneurysmal, saccular, or dilated seg-
ments. Rarely, enteroliths can cause acute bowel 
obstruction (2, 3). 

CASE PRESENTATION 

A 58-year-old female was admitted to our ward with 
subacute diarrhea and signs of bowel obstruction. 
Her history included a partial large bowel resection 

with a caeco-sigmoid anastomosis due to acute 
bowel obstruction caused by multiple intramucosal 
lipomas. Five years prior, she underwent balloon 
dilatation of the anastomosis for symptomatic ste-
nosis. On admission, she reported diarrhea lasting 
nearly four weeks, associated with nausea, and on 
the day of admission she experienced fever (38.5°C) 
and chills. Physical examination revealed a febrile 
patient with a distended, diffusely tender abdomen 
and hyperactive bowel sounds. A plain abdominal 
X-ray demonstrated a 6 cm-wide colonic loop in the 
right lower quadrant, borderline dilated small bowel 
loops, and a ~40 mm calcified mass in the pelvic 
cavity. Subsequent abdominal CT revealed obstruc-
tion of the cecum and an additional 20 mm calcified 
lesion in the pelvis, with no signs of perforation 
(figure 1). Given a presumed diagnosis of anasto-
motic stenosis, a colonoscopy with possible balloon 
dilatation was planned. Endoscopic examination 
revealed a narrowed anastomosis with a lumen of 
approximately 8 mm; dilation was performed using 
a TTS balloon up to 12 mm. Upon passing the ana-
stomosis with a therapeutic gastroscope, a large 
enterolith was visualized. Ulcerations were observed 
at the Bauchin valve and in the small bowel, from 
which biopsies were taken. The large enterolith 
was considered the likely cause of obstruction, and 
lithotripsy was attempted. The stone was extremely 
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hard, and each attempt at partial fragmentation, 
although successful, resulted in damage to the lit-
hotriptor (figure 2). The second calcified lesion 
was not identified during the procedure. Post-pro-
cedure, the patient’s symptoms rapidly resolved, 
and she was discharged four days later. Stone ana-
lysis confirmed a calcium phosphate composition, 
and histology of the ileum revealed features consi-
stent with Crohn’s disease. Three weeks later, the 
patient remained asymptomatic, and a second colo-
noscopy was performed to fragment the remaining 
stone. 

CONCLUSION  

Enterolithiasis is a rare but important cause of 
bowel obstruction, particularly in patients with 
prior bowel surgery or anatomical alterations. In 
our case, the obstruction was successfully managed 
endoscopically, avoiding the need for surgery. 
However, due to the patient’s underlying Crohn’s 
disease and anatomical predisposition, she remains 
at risk for recurrence. Careful follow-up and moni-
toring are therefore essential to promptly identify 
and manage any future episodes. This case high-
lights that with timely endoscopic intervention, 
even large and hard enteroliths can be treated non-
surgically. 
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INTRODUCTION  

Ustekinumab is a monoclonal antibody against 
interleukin-12/23, used for treatment of ulcerative 
colitis and Crohn’s disease. Even though the treat-
ment has been approved by both FDA and EMA 
for more than 6 years, real world data on effective-
ness remains relatively sparse. 

METHODS  

We conducted a retrospective cohort study of 
patients who received ustekinumab between 
December 2019 and February 2023. Laboratory 
and endoscopy data were collected from electronic 
charts, images from endoscopic procedures were 
pooled and assessed using endoscopic Mayo score 
(eMayo) by blinded central reader. Clinical disease 
activity was assessed prospectively using stool fre-
quency score (SFS), rectal bleeding score (RBS), 
physician global assessment (PGA) and 2-item 
patient reported outcome (PRO-2). 

RESULTS  

A total of 79 patients were included in the final 
analysis. Median follow up time was 10 months 
(IQR 4-19), 17/79 (21.5%) patients discontinued 
treatment before the end of follow up, Cox regres-
sion failed to identify any predictors for disconti-

nuation. We observed improvement of all clinical 
parameters (SFS<2: 21.52% at induction, 40.51% 
after induction, 64.56% at the end of follow up; 
RBS<1: 35% at induction, 53% after induction, 
75% at the end of follow up; PGA=0: 24.05% at 
induction, 42.77% after induction, 64.56% at the 
end of follow up, PRO-2 remission: 11,39% at 
induction, 27,85% after induction and 62,03% at 
the end of follow up). Fecal calprotectin decreased 
significantly, from 419 mg/kg (IQR: 106,5-500 
mg/kg) at induction to 61 mg/kg (IQR 27-232 
mg/kg) at the end of follow-up (p=0.001). Endosco-
pic data was limited, among 20 patients with endos-
copy at the end of follow up, 5 had eMayo score 0 
and 8 had eMayo score 1.  

CONCLUSION  

Results from centre are comparable with previously 
published real-world data.  
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A Case of Pleural Effusion in IBD: extraintestinal 
presentation, treatment complication, or something else?

Janez Breznik, dr.med., spec. int. med. Andreja Čebašek, dr.med., spec. gastroenterologije, Vanesa Anderle Hribar, dr.med., spec. 
gastroenterologije
General Hospital Jesenice

A 58-year-old male is being followed up in our IBD 

outpatient clinic due to ulcerative colitis. 

He was diagnosed with ulcerative proctosigmoiditis at 

the age of 42 and was treated intermittently with

mesalasine. 

At the age of 40, he was also diagnosed with

sarcoidosis, for which he was treated with systemic

corticosteroids and methotrexate.

In 2024, he was hospitalized in our hospital due to an

acute flare of ulcerative pancolitis. At the same time, 

pulmonologists ruled out latent tuberculosis and active

sarcoidosis. Treatment with systemic corticosteroids in 

tapering doses was initiated, followed by biological

therapy with infliximab, after which the symptoms of

ulcerative colitis subsided.

During follow-up visits, the patient began reporting

progressive dyspnea and chest pain. A CT angiography

of the pulmonary arteries was performed, which ruled

out pulmonary embolism. A small left-sided pleural

effusion was seen, along with enlarged lymph nodes

and infiltrates in the apical regions of the lungs. 

He was re-hospitalized in the pulmonary department, 

where cytological analysis confirmed a lymphocytic

pleural effusion and tuberculosis was excluded.

During further outpatient follow-up, the patient reported

additional symptoms: fatigue, dizziness, more frequent

bowel movements, pain in small joints, and a facial

rash. Laboratory results showed worsening kidney

function, mildly elevated CRP, abnormal liver function

tests consistent with hepatocellular damage, a marked

increase in fecal calprotectin, and low infliximab levels.

On follow-up colonoscopy, erythema of the rectal

mucosa, scarring from previous inflammation, and

pseudopolyps were observed. 

The patient was re-discussed at the IBD 

multidisciplinary team meeting due to ineffective

treatment. A switch to a JAK inhibitor was

recommended. Due to the newly described symptoms, 

serological testing for SLE and a rheumatology

consultation were also advised. Diagnostics are 

ongoing…
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The pulmonary complications include

inflammation of small and large 

airways, pulmonary parenchymal

disease, serositis and pulmonary

embolism and are usually associated

with the ongoing inflammation of the

underlaying IBD, which is not a 

prerequisite [1,2].

Lymphocytic pleural effusion is an

exudate with predominance of

lymphocytes among white blood cells

(more than 50%).  The main causes of

most lymphocytic effusions are 

malignomas and tuberculosis. The

other common causes are virus or

mycotic infections, sarcoidosis, 

autoimmune (reumathoid arthritis, 

systemic lupus erythematosus... ) and

systemic disease (congestive heart

failure, renal disease, liver cirrhosis...), 

drug related (chemotherapeutics, 

mesalazine...), after trauma or

operative procedures [3].

The literature review

It is imperative for clinicians to 

maintain a high index of suspicion

for the development of pulmonary

disease in the setting of IBD in 

order to recognise and institute 

prompt and appropriate treatment

early with avoiding further

complications and morbidity. 

Conclusion

Inflammatory bowel disease (IBD) is systemic disease that manifest not only in the

gastrointestinal tract but also in the extraintestinal organs ( mostly involving the

skin, eyes, joints, hepatobilliary system and rarely the pulmonary, cardiac and

nerovus system).

1st Slovenian International IBD Congress

Figure 1: A CT scan showing left

side pleural effusion

Figure 2: endoscopy showing

active proctitis

Figure 3: Labratory results in last 

visit

A Case of Pleural Effusion in IBD
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A rare case of primary true enterolithiasis 
presenting with large bowel obstruction in a patient with 
prior bowel resection and newly confirmed Crohn’s disease

Nejc Bukovnik1, Andreja Ocepek1,2
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2Medical Faculty, University of Maribor, Slovenia

BACKGROUND

CASE PRESENTATION

CONCLUSION
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Enterolithiasis refers to hard, dense masses within the bowel that may lead to obstruction. Enteroliths are classified as primary or secondary. Secondary
enteroliths originate outside the gastrointestinal tract and migrate into the bowel, most commonly as gallstones. Primary enteroliths are subdivided into
true and false types. True primary enteroliths form within the bowel from luminal substances in areas of anatomical alteration and stasis. Their
composition varies by location: proximal small intestine stones are typically composed of cholic acid, while distal small intestine stones often contain
calcium phosphate, calcium oxalate, or calcium carbonate. Enteroliths are most frequently observed in post-surgical patients, particularly at side-to-side
or end-to-side anastomoses. Stenosing Crohn’s disease is a recognized risk factor, with stones commonly forming in aneurysmal, saccular, or dilated
segments. Rarely, enteroliths can cause acute bowel obstruction.

A 58-year-old female was admitted to our ward with subacute diarrhea and signs of bowel obstruction. Her history included a partial large bowel
resection with a caeco-sigmoid anastomosis due to acute bowel obstruction caused by multiple intramucosal lipomas. Five years prior, she underwent
balloon dilatation of the anastomosis for symptomatic stenosis. On admission, she reported diarrhea lasting nearly four weeks, associated with nausea,
and on the day of admission she experienced fever (38.5°C) and chills. Physical examination revealed a febrile patient with a distended, diffusely tender
abdomen and hyperactive bowel sounds. A plain abdominal X-ray demonstrated a 6 cm-wide colonic loop in the right lower quadrant, borderline dilated
small bowel loops, and a ~40 mm calcified mass in the pelvic cavity. Subsequent abdominal CT revealed obstruction of the cecum and an additional 20
mm calcified lesion in the pelvis, with no signs of perforation. Given a presumed diagnosis of anastomotic stenosis, a colonoscopy with possible balloon
dilatation was planned. Endoscopic examination revealed a narrowed anastomosis with a lumen of approximately 8 mm; dilation was performed using a
TTS balloon up to 12 mm. Upon passing the anastomosis with a therapeutic gastroscope, a large enterolith was visualized. Ulcerations were observed at
the Bauchin valve and in the small bowel, from which biopsies were taken. The large enterolith was considered the likely cause of obstruction, and
lithotripsy was attempted. The stone was extremely hard, and each attempt at partial fragmentation, although successful, resulted in damage to the
lithotriptor. The second calcified lesion was not identified during the procedure. Post-procedure, the patient’s symptoms rapidly resolved, and she was
discharged four days later. Stone analysis confirmed a calcium phosphate composition, and histology of the ileum revealed features consistent with
Crohn’s disease. Three weeks later, the patient remained asymptomatic, and a second colonoscopy was performed to fragment the remaining stone.

Enterolithiasis is a rare but important cause of bowel obstruction, particularly in patients with prior bowel surgery or anatomical alterations. In our case,
the obstruction was successfully managed endoscopically, avoiding the need for surgery. However, due to the patient’s underlying Crohn’s disease and
anatomical predisposition, she remains at risk for recurrence. Careful follow-up and monitoring are therefore essential to promptly identify and manage
any future episodes. This case highlights that with timely endoscopic intervention, even large and hard enteroliths can be treated non-surgically.

Figure 5: Endoscopic baloon dilation of postoperative large bowel
stenosis

Figures 6-9: Endoscopic lithotripsy of enteroliths in the large bowel

Figure 1: Abdominal X-ray with a stone in the projection of
pelvis

Figure 2-3: Abdominal CT showing two calcified enteroliths Figure 4: Mucosal inflammation in terminal ileum at endoscopy

A rare case of primary true enterolithiasis presenting with large bowel obstruction in a patient with prior bowel resection
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CLINICAL DECISION SUPPORT TOOL FOR VEDOLIZUMAB 
CAN PREDICT TREATMENT PERSISTENCE IN CROHN'S 
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Background:
Vedolizumab (VDZ) has displayed up to 82.9% treatment 
persistence as a first-line biologic for ulcerative colitis 
(UC) and ranked third in the second line.  It ranked 
fourth in treatment persistence as the first or second-
line biological therapy in Crohn's disease (CD) (1,2). 
Factors most commonly associated with treatment 
outcomes have been indicators of more aggressive 
disease, like refractoriness to corticosteroids and tumour 
necrosis factor (TNF) alpha inhibitors, elevated baseline 
patient-related outcomes (PROs), comorbidities in CD 
and faecal calprotectin (2,3). Pre-treatment prediction of 
response and long-term persistence could help optimise 
treatment in an individual patient.

Methods:
We performed a retrospective single-centre cohort 
study based on the UR-CARE registry. 
Data for 129 patients treated with VDZ from July 2016 
until April 2023 were analysed. A validated clinical 
decision support tool (CDST) for CD and UC was used 
to stratify patients according to the probability of 
response to VDZ (4,5). We used Kaplan-Meier survival 
curves to analyse treatment persistence at week 52, 
depending on the CDST group for CD and UC. The 
association between the CDST group and the 
optimisation of VDZ therapy was evaluated using the 2 
test.

Results: 
The study included 57 CD patients (median age 34 years, 38.6% male), and 72 UC patients (median age 32.1 years, 
59.7% male). Patients with CD had longer disease duration (4.1 years) than UC patients (2.6 years). 33.3% of CD 
patients had ileo-colonic disease, 24.6% had upper GI involvement, 33.3% had fistulising disease, and 56.1% had prior 
surgery. 63.9% of patients with UC had pancolitis, and 34.7% had concomitant corticosteroids at baseline. Before VDZ, 
more than half of patients were exposed to TNF alpha inhibitors in both CD and UC (57.9% and 52.8%, respectively). 
We found significantly higher treatment persistence in CD patients stratified into groups with intermediate (group 
1) and high (group 2) probability of response, according to CDST compared to the group with low (group 0) 
probability of response. The VDZ therapy was discontinued in 76.9%, 28.6% and 6.3% of patients within CDST groups 
0, 1, and 2, respectively. The association was statistically significant (p < 0.001) (figure 1). 
We could not confirm any significant difference in treatment persistence in UC between CDST groups. The VDZ 
therapy was discontinued in 50.0%, 34.9%, and 21.9% in groups 0, 1, and 2, respectively. While the trend between 
discontinuation of VDZ and CDST groups can be observed, the association was not statistically significant (p = 0.165)
(figure 2).
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Figure 1: Treatment persistence in Crohn’s disease     Figure 2:  Treatment persistence in ulcerative colitis

Conclusions:
In our study, treatment persistence for VDZ could be predicted using CDST for CD, but not for UC.

Clinical decision support tool for vedolizumab can predict treatment persistence in Crohn's disease but not in ulcerative colitis
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Conclusions:
Our results did not confirm the predictive value of existing CDST for VDZ in UC patients. Novel prediction tools in UC 
are needed.
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Figure 1: CDST groups according to 
endoscopic activity

UC (n=72)

Gender
• male; n (%)
• female; n (%)          

43 (59.7%)
29 (40.3%)

Age at diagnosis (years) mediana=32.1
(34.8±16.0)

Disease duration (years) median=2.6
(2.9±1.9)

Disease location (Montreal classification ) E1;  n=0 (0%)
E2;  n=26 (36.1%)
E3;  n=46 (63.9%)

Prior surgery 2 (2.8%)

Concomitant CS therapy (n, %) 25 (34.7%)

Previous exposure to anti-TNF therapy (n, %) 38 (52.8%)

Baseline CRP (mg/L) median=5 
(10.3±12.9)

Baseline albumin (g/L) median=38.2 
(38.0±4.62)

Probability of response to vedolizumab
Low (n, %)         (CDST group = 0)
Medium (n, %)   (CDST group = 1)
High (n, %)        (CDST group = 2) 

n=12;  16.7%
n=41;  56.9%
n=19;  26.4%

Duration of follow-up (months) median=9.9 
(11.5±8.7)

Table 1: Demographic data and disease characteristics

Methods:
We performed a retrospective single-centre cohort study based on UR-CARE registry data. Data for 72 UC patients 
treated with VDZ from July 2016 until April 2023 were analysed. CDST for UC was calculated using four variables: 
absence of exposure to a tumour necrosis factor (TNF) alpha inhibitor, disease duration of ≥ 2 years, moderate baseline 
endoscopic activity and baseline albumin concentration. Patients were then stratified into three probability groups: group 
0 with low (≤ 26 points), group 1 with intermediate (27 to ≤ 32 points) and group 2 with high (> 32 points) probability 
of response (2). To test the association between CDST, clinical remission (CR) (defined as PRO2 ≤ 1 with rectal bleeding 
score 0), corticosteroid-free remission (CSFR) and endoscopic activity (defined as no change in endoscopic activity, 
endoscopic improvement (EI) (change of endoscopic Mayo of ≥1), or endoscopic remission (ER) (endoscopic Mayo ≤ 1)) 
2 test was used. The difference in fecal calprotectin (FC) depending on whether VDZ was continued or not was tested 
by the Mann-Whitney U test.

Results: 
We found no statistically significant association between the CDST group and CR or CSFR at weeks 14 and 52 nor 
endoscopic activity at follow-up endoscopy. All patients in group 2 responded with lowering of FC 3-6 months after 
initiating VDZ and continued treatment. Also, patients in CDST group 1 who experienced lowering of FC continued VDZ 
therapy. In contrast, all patients in CDST group 0 and patients in group 1 who had persistently elevated FC eventually 
failed VDZ regardless of optimisation. The difference in FC between those who discontinued VDZ and those who did not 
was statistically significant (p=0.004).

Background:
Early intervention with biologics can slow the progression of ulcerative colitis (UC), thus improving long-term outcomes 
(1). As treatment options in UC expand, the positioning of advanced therapies is becoming more important. The ability 
to identify patients with UC who are more likely to respond well to a specific drug before initiation of treatment could 
help physicians navigate within the proposed treatment algorithm. Dulai et al. derived and validated a clinical decision 
support tool (CDST) for the prediction of response to vedolizumab (VDZ) in UC (2). 

Figure 2: Fecal calprotectin according to 
CDST groups

UC = ulcerative ciolitis, CS = corticosteroid, CRP = C-reactive protein, CDST = clinical decision support tool

Clinical decision support tool for vedolizumab could not predict outcome in ulcerative colitis patients
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Background:
Early control of inflammation could modify the disease course and 
improve outcomes in patients with Crohn's disease (CD). 
Positioning of advanced therapies is becoming more important as 
treatment options expand (1). Dulai et al. derived and externally 
validated a clinical decision support tool (CDST) for predicting 
response to vedolizumab (VDZ). They noticed that the high 
probability group, according to CDST, has the highest probability 
of achieving clinical remission (CR), corticosteroid-free remission 
(CSFR) and mucosal healing. In contrast, low and intermediate-
probability groups are more likely to need surgery (2,3). 

Methods:
We performed a retrospective single-centre cohort study based 
on the UR-CARE registry. Data for 57 CD patients treated with 
VDZ from July 2016 until April 2023 were analysed. We stratified 
patients according to CDST for CD into three response 
probability groups: group 0 with low (≤13 points), group 1 with 
intermediate (14-19 points) and group 2 with high (>19 points) 
probability of response to VDZ. CDST was calculated using five 
variables: no prior bowel surgery, no prior tumour necrosis factor 
(TNF) alpha antagonist exposure, no prior fistulising disease, 
baseline albumin and baseline C-reactive protein (CRP) (2). For 
analysis of the association between CDST, CR (defined as PRO2 ≤ 
4 (abdominal pain ≤ 1 and stool frequency ≤3)), CSFR and 
endoscopic activity (defined as no change in endoscopic activity, 
endoscopic improvement (EI) (improvement of at least 50%), or 
endoscopic remission (ER) (no ulcers)) 2 test was used.

Conclusions:
In our retrospective study, CDST for VDZ predicted ER and EI in 
our cohort of patients with CD. We could not confirm the 
association between CDST and CR or CSFR, probably due to the 
definition used in a retrospective design, namely PRO2, which does 
not correlate well with endoscopic activity in CD (4).
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Disease Patients. Gastroenterol Res Pr. 2020;2065383. 

Figure 1: CDST groups according to endoscopic activity

Results: 
We found a significant association between the CDST group and 
endoscopic activity at follow-up endoscopy but no statistically 
significant association between the CDST group and CR nor CSFR 
at weeks 14 and 52. The majority (69.2%) of patients stratified into 
CDST group 0 had endoscopically active disease, while in contrast, 
68.8% of patients in CDST group 2 achieved ER. In group 1, EI was 
found in 45.8% and ER in 41.7% of patients. 

CD (n=57)

Gender
• male; n (%)
• female; n (%)          

22 (38.6%)
35 (61.4%) 

Age at diagnosis (years) median=34
(36.0 ±15.8)

Disease duration (years) median=4.1
(3.7±1.9)

Disease location (Montreal) L1;   n=11 (19.3%)
L2;   n=13 (22.8%)
L3;   n=19 (33.3%)
+L4; n=14 (24.6%)

Fistulizing disease (n, %) 19 (33.3%)

Prior surgery 32 (56.1%)

Concomitant CS therapy (n, %) 8 (14%)

Previous exposure to anti-TNF therapy (n, %) 33 (57.9%)

Baseline CRP (mg/L) median=6 
(12.8±15.8)

Baseline albumin (g/L) 36.8±4.66 
(median=37.0)

Probability of response to vedolizumab
Low (n, %)         (CDST group = 0)
Medium (n, %)    (CDST group = 1)
High (n, %)         (CDST group = 2) 

n=13;  22.8%
n=28;  49.1%
n=16;  28.1%

Duration of follow-up (months) 27.4±19.5 
(median=24.2)

Table 1: Demographic data and disease characteristics

CD = Crohn‘s disease, CS = corticosteroid, CRP = C-reactive protein, CDST = clinical decision support tool 

Clinical decision support tool for vedolizumab is useful in predicting endoscopic remission in Crohn's disease
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COMPARISON OF PATIENTS IN ROUTINE CLINICAL PRACTICE 

AND PATIENTS INCLUDED IN RANDOMIZED TRIALS OF 

DRUGS FOR INFLAMMATORY BOWEL DISEASE: DISEASE 

COURSE AND TREATMENT OUTCOMES

BACKGROUND: New advanced drugs for the 

treatment of chronic inflammatory bowel disease 

(IBD) are being tested in randomized clinical trials. 

Previous Slovenian studies have shown that only 

one-third of IBD patients in everyday clinical 

practice are eligible for inclusion in randomized 

clinical trials. This calls into question the 

transferability of clinical trial results to clinical 

practice.

AIM: Determine differences between trial eligible 

and ineligible patients.

METHODS: The clinical study is retrospective and 

comparative. The sample consisted of adult 

patients who were treated at the chronic 

inflammatory bowel disease consortium in 

Ljubljana in 2022. We obtained data on 

demographic and clinical characteristics, target 

therapy replacement, surgeries, hospitalizations, 

glucocorticoid initiation, and deaths within one 

year after the consortium, as well as data on  

remission of different types one year after the 

council. We compared the data of patients 

suitable for inclusion with the data of those 

unsuitable.

CONCLUSIONS: Trial eligible and trial ineligible patients with IBD don’t differ in clinical and 

demographic characteristics. Real world use of biologics does not show inferior efficacy, 

with only minor differences in safety between trial eligible and ineligible.

Jurij Hanžela,b, Katja Krupenkob, Jonas Podnarb

aDepartment of Gastroenterology, University Medical Center Ljubljana, Ljubljana, Slovenia
bFaculty of medicine,  University of Ljubljana, Ljubljana, Slovenia

RESULTS: We analyzed data from 111 patients 

with ulcerative colitis (UC) and 142 patients with 

Crohn's disease (CD). No significant demographic 

or clinical differences were found. Analysis of 

treatment outcomes is shown in graphs 1 and 2, 

for UC and CD respectively.

Similar analysis was performed for disease course 

and is shown in graphs 3 and 4.

Graph 3: Comparison of outcomes in ulcerative 

colitis (UC)

Graph 4: Comparison of outcomes in Crohn’s 

disease (CD)

Graph 1: Comparison of remission rates in ulcerative 

colitis (UC)

Graph 2: Comparison of remission rates in Crohn’s 

disease (CD)

Comparison of patients in routine clinical practice and patients included in randomized trials of drugs for IBD
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In recent years, there have been several new treatment 
options for inflammatory bowel disease (IBD). Tumour 
necrosis factor α (TNF-α) inhibitors have been joined by 
novel advanced therapies, including ustekinumab (UST). 
These drugs are mostly used as second-line treatment after 
TNF-α inhibitors, with subsequent lower efficacy. There are 
few data available on the efficacy of treatment with UST in
biologically naïve patients. We aimed to assess the efficacy
of UST in biologically naïve patients in a retrospective cross-
sectional study at a tertiary referral IBD centre (University
Medical Centre Ljubljana, Slovenia).

• One-year treatment persistence: 88% (92% for CD, 82% 
for UC)

• Two-year treatment persistence: 72% (74% for CD, 68.5%
for UC)

• Retrospective cross-sectional study
• 71 biologically naïve patients who started first-line 

treatment with UST were included (60 patients with
Crohn‘s disease (CD), 11 patients with ulcerative colitis
(UC))

• Determining treatment persistence
• Determining treatment efficacy based on clinical, 

biochemical and endoscopic parameters (three timelines)
• Determining the correlation between serum 

concentration of UST and remission

Conclusions

Figure 2. Percentage of patients who achieved biochemical remission according to C-reactive 
protein (CRP) levels at baseline, at first and last follow-up. CD – Crohn‘s disease, UC – 
ulcerative colitis.
First follow-up: median 3.7 months (IQR 3.5–3.9 months).
Last follow-up: median 16.8 months (IQR 7.8‒38.0 months).

Figure 3. Percentage of patients who achieved biochemical remission according to faecal
calprotectin (FC) levels at baseline, at first and last follow-up. CD – Crohn‘s disease, UC – 
ulcerative colitis.
First follow-up: median 3.7 months (IQR 3.7–3.8 months).
Last follow-up: median 17.0 months (IQR 6.2‒29.6 months).

0
10
20
30
40
50
60
70
80
90

100

At baseline At first follow-
up

At last follow-
up

CR
P 

≤ 
5m

g/
m

l (
%

)

CD UC

0

10

20

30

40

50

60

70

80

At baseline At first follow-
up

At last follow-up

FC
 <

 1
00

m
g/

kg
 (%

)

CD UC

Table 1. Percentage of patients who achieved remission. All data refer to the last follow-up.
IBD – inflammatory bowel disease, CD – Crohn‘s disease, UC – ulcerative colitis, CRP – C-
reactive protein, FC – faecal calprotectin.
Clinical remission for CD: absence of abdominal pain and liquid stools
Clinical remission for UC: pMayo score ≤1
Biochemical remission: CRP ≤5 mg/l or FC <100 mg/kg
Endoscopic remission for CD: absence of ulcers at endoscopy
Endoscopic remission for UC: Mayo score ≤1

Table 2. Comparison of median UST serum concentration in the group of patients who 
achieved remission and who did not achieve remission. Me – median, UST – ustekinumab,
CRP – C-reactive protein, FC – faecal calprotectin.

Type of remission Me UST serum 
concentration in 
group of patients 
who achieved 
remission 
(μg/ml)

Me UST serum 
concentration in 
group of patients
who did not 
achieve remission
(μg/ml)

p-value

Clinical 5.86 5.31 0.689

Biochemical (CRP) 5.93 3.25 0.476

Biochemical (FC) 5.63 4.47 0.412
Endoscopic 7.14 4.64 0.439

• No significant difference between the median serum 
concentrations of UST in the group of patients who 
achieved remission and who did not achieve remission

G

• The persistence of UST treatment in biologically naïve 
patients is high. Compared to the data in literature, it‘s 
higher than the persistence in second- or third-line
treatment.

• With the use of UST as the first-line treatment, high rates 
of clinical, biochemical and endoscopic remission are 
achieved.

Figure 1. Kaplan-Meier curve of UST treatment persistence.

Type of remission IBD (%) CD (%) UC (%)
Clinical 44.3 41.2 90.9 

Biochemical (CRP) 77.6 75.4 90.0

Biochemical (FC) 71.1 71.4 70.0
Endoscopic 58.3 58.1 60.0
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Experiences in the management of pregnancy and pregnancy outcomes of women with IBD on biologic therapies
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IMPACT OF FREE CHOICE OF IBD CENTER ON  
THE WORKLOAD OF NURSES IN A TERTIARY CARE CENTER
Carmen Bobnar Sekulić, Tadeja Polanc, Andreja Planinšek   
Clinical department of Gastroenterology. University Medical Centre Ljubljana, Slovenia

BACKGROUND:

In昀ammatory bowel disease (IBD) is on the rise worldwide, 
including Slovenia, where approximately 9,000 patients live 
with the condition and about 100 new cases are diagnosed 
each year (1). Twelve IBD centers operate in Slovenia, with 
the tertiary center at the University Medical Centre Ljubljana 
(UMC Ljubljana) managing the largest patient load. Due to 
patients’ free choice of treatment center, the workload 
of nurses at the tertiary center exceeds recommended 
standards, raising concerns about quality and sustainability 
of care.

METHODS:

A cross-sectional survey was conducted between June 
and August 2025 among 356 patients from other regions 
who sought care at UMC Ljubljana. Data were collected on 
patients’ experiences with regional centers, motives for 
choosing the tertiary center, and values they prioritize in 
healthcare.

RESULTS:

Nearly 40% of patients treated at UMC Ljubljana come from 
outside the central Slovenian region (Figure 1). Among them, 
74% had never visited their regional center. Of those who 
had, two-thirds rated the regional center as worse, one-
third as equivalent, and none as better than the tertiary 
center. The main reasons for choosing the tertiary center 
were belief in broader and better treatment (33%) and higher 
trust (30%) (Table 1). Patients identi昀ed professionalism, 
communication, timeliness, empathy, and continuity of staff 
as the most important aspects of care (Table 2).

CONCLUSION:

The voluntary in昀ux of patients into the tertiary center 
exceeds the international sta�ng standard (1 nurse per 
500 patients)(2), increasing the risk of reduced quality of 
care and nurse burnout. This highlights a key challenge for 
the Slovenian healthcare system: strengthening visibility, 
accessibility, and professional standards of regional 
centers to ensure high-quality care closer to patients’ 
homes. Adjustments to sta�ng policies and enhancing the 
reputation of regional centers could help balance workloads 
and support sustainable care delivery.

REFERENCE:
1. Žurnal24. 9,000 people in Slovenia live with this serious disease, mostly affecting younger individuals. 23 May 2024. Available from: https://www.zurnal24.si/zdravje/zivljenjski-stil/s-to-hudo-bolezn椀o-pri-nas-zivi-9000-ljudi-prizadene-predvsem-

mlajse-424256 [cited 2025 Sep 12].
2. Leary A, Punshon G. Modelling Caseload Standards for IBD Specialist Nurses in the UK. Crohn’s & Colitis UK; 2017. Available from: https://ibdregistry.org.uk/wp-content/uploads/2021/11/Modelling-Caseload-for-IBD-CNS-CCUK-report-2017.pdf

Table 2: What is most important in healthcare?

Figure 1: Regional Origin of Patients Treated at the IBD Outpatient Clinic,  
University Medical Centre Ljubljana (as of 31 August 2025)

Table 1: Reasons for Choosing a Tertiary IBD Centre Over a Regional Centre

Impact of Free Choice of IBD Center on the Workload of Nurses in a Tertiary Care Center
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Introduction: Infliximab (IFX) was the first TNF alpha inhibitor approved for treatment of inflammatory bowel disease (IBD). Despite new advanced therapies IFX is still mainstay of treatment
in perianal Crohn‘s disease (CD), acute severe ulcerative colitis (UC) and extraintestinal manifestations. Since 2013 biosimilars of IFX and since 2023 sc formulation of IFX have been available
which contributed to cost reduction and potential relief of infusion centers.

Andreja Ocepek1,2, Nejc Bukovnik1, Robert Pernek1, Cvetanka Velkovski1, Evgenija Homšak3, Dunja 
Putniković4, Sara Nikolić1
1Department for Gastroenterology, University Division for Internal Medicine, University Medical Centre Maribor, Slovenia; 2Medical Faculty, University of Maribor, Slovenia; 
3Dept. for laboratory diagnostic, University Medical Centre Maribor, Slovenia; 4Faculty of Medicine, University of Belgrade, Belgrade, Serbia

Methods: We performed a prospective, observational, single center, cohort study in IBD
patients treated with IFX. Serum IFX levels were measured with fluorescence immunoassay;
ez-Trecker, Theradiag, France.

Maintenance of IBD remission after switching from
IV to SC administration of infliximab

IBD patients in remission, including stable perianal disease

Time interval between i.v. and s.c. = 4 weeks

• Independent of IFX type (originator or biosimilar)
• Independent of iv dosing regime (switch to 120 mg or 240 mg sc)

Observed outcomes:

• Clinical disease activity (HBI, p-Mayo)
• Serum IFX levels
• Patient‘s satisfaction (TSQM-9)
• QoL (Short-IBDQ)

Objective: To switch patients from maintenance IV to SC infliximab at fixed time 
interval of 4 weeks between last IV and first SC injection.

Approach to switching in patients on maintenance iv IFX:

CD [n=28] UC [n=12]

Gender, female, n [%] 9 [32.14%] 3 [25%]

Age, mean [SD] 42.5 [11.9] 42.5 [18.3]
Age at diagnosis, mean [SD] 27.04 [10.9] 27.58 [12.4]

Disease duration, years, median 
[Q1-Q3]

13.5 [0-28] 14.5 [2-28]

Results: We included 40 patients, demografic data are presented in table 1, disease
characteristics in table 2 and prior and baseline treatment in table 3. Persistence of clinical
remission at week 24, target serum IFX levels are presented in figures 1-3 and patients‘
satisfaction and QoL in figure 4.

Table 1: Demografic data

CD [n=28] UC [n=12]

Disease localization in CD, n [%]:

- Ileal [L1] 4 [14.29]

- Colonic [L2] 5 [17.86]

- Ileo-colonic [L3] 19 [67.86]

- Upper GI [L4] 3 [10.71]

Behaviour classification in CD, n [%]:

- nonstricturing, nonpenetrating [B1] 4 [14.29]

- stricturing [B2] 10 [35.71]

- penetrating [B3] 14 [50]

Disease extent in UC, n [%]:

- Proctitis [E1] 0 [0]

- Left-sided [E2] 2 [16.67]

- Pancolitis [E3] 10 [83.33]

Perianal disease, n [%]: 14 [50] 1 [8.33]

Table 2: Disease characteristics

CD [n=28] UC [n=12]
Surgery, n [%] 16 [57.14] 0 [0]
Concomitant immunomodulator, 
n [%]

25 [89.29] 7 [58.33]

Line of therapy, n [%]
- first 20 [71.43] 11 [91.67]
- second 6 [21.43] 1 [8.33]
- ≥ 3 2 [7.14] 0 [0]
Prior TNF-ɑ therapy, n [%] 7 [25] 0 [0]
Optimized iv IFX therapy, n [%] 10 [35.71] 6 [50]
Time till starting IFX, months, 
median [IQR]

83.5 [2-316] 53.5 [2-220]

IFX therapy duration, months, 
median [IQR]

60 [4-228] 71 [14-179]

Table 3: Prior and baseline treatment

Figure 1: Persistence of clinical remission (HBI) in CD
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Figure 2: Persistence of clinical remission (pMayo) in UC
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Figure 3: Target serum IFX levels in mg/L
Figure 4: Patients‘ satisfaction and QoL

Conclusions: Time interval 4 weeks between iv and sc IFX administration was appropriate. Target IFX
conc. were reached in high number of patients at week 24. In perianal CD treatment persistence
after switch to sc IFX was high at week 24. QoL and patients‘ satisfaction on sc was not inferior to iv
administration at week 24.

References: Buisson A, Nachury M, Reymond M, et al. Effectiveness of Switching From Intravenous to Subcutaneous 
Infliximab in Patients With Inflammatory Bowel Diseases: the REMSWITCH Study. Clin Gastroenterol Hepatol. 2023 
Aug;21(9):2338-2346.e3. Smith PJ, Critchley L, Storey D, et al. Efficacy and Safety of Elective Switching from Intravenous to 
Subcutaneous Infliximab [CT-P13]: A Multicentre Cohort Study. J Crohns Colitis. 2022 Sep 8;16(9):1436-1446. Verma AM, Patel 
A, Subramanian S, et al. From intravenous to subcutaneous infliximab in patients with inflammatory bowel disease: a 
pandemic-driven initiative. Lancet Gastroenterol Hepatol. 2021 Feb;6(2):88-89. Alten R, An Y, Kim DH, et al. Re-Routing 
Infliximab Therapy: Subcutaneous Infliximab Opens a Path Towards Greater Convenience and Clinical Benefit. Clin Drug 
Investig. 2022 Jun;42(6):477-489
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Safe Use of Biologic Therapy in 
IBD – The Nurse´s Perspective

Tamara Zečevič dipl.m.s. 

Nurse´s Role in Patient Support

Plays a key role in the safe use of biologic therapies, in monitoring and supporting 
patients and their families, and in promoting a healthy lifestyle, thereby significantly 

contributing to a better quality of life for patients with IBD.

Role of the Nurse
• Patient education on medication and 

its effects.

• Teaching proper administration 
technique (intravenous, 
subcutaneous).

• Monitoring adherence and potential 
issues.

Medication
Administration
• IV administration: safe preparation 

and monitoring during infusion.

• SC administration: Correct 
injection/pen technique, site 
rotation.

• Emphasize aseptic technique and safe 
handling. 

Medication Storage (Cold 
Chain)
• Storage at 2-8 °C. Always in original 

packaging, protected from light.

• Transport in cooler bag.

Patient Monitoring

• Baselines tests (tuberculosis, 
hepatitis).

• Monitoring during treatment: regular 
blood count, skin, lipids.

• Recognizing signs of infection and act 
promptly.

Lifestyle and Self-Care

• Avoid risk foods in individualized diet.

• Moderate regular physical activity. 

• Plan rest and relaxation techniques.

• Avoid smoking, alcohol and sun 
exposure. 

Education

Treatment Support

Safe Use of Biologic Therapy in IBD-the nurse's perspective
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Tracing Transmural Healing in Crohn's Disease with MRI:

correlation between MR enterography, laboratory findings and endoscopy

Introduction
Crohn’s disease (CD) is a chronic inflammatory condition of the
gastrointestinal tract, characterized by a relapsing and remitting
course. It is a progressive disorder that leads to cumulative bowel
damage and long-term disability.

Magnetic resonance enterography (MRE) is an important tool for
diagnosis and management of patients with CD. Several radiological
scoring systems are used to assess CD on MRE, primarily to quantify
inflammation, guide treatment and monitor disease. Magnetic
Resonance Index of Activity (MaRIA) and its simplified form sMaRIA
being the most widely used and validated systems.

Results

Tina Tumpej, MD1, Saša Rudolf Bombek, MD1, Dunja Putniković MD2, Andreja Ocepek, MD, PhD3,4

1Department of Radiology, University Medical Centre Maribor, Maribor 2000, Slovenia
2Faculty of Medicine, University of Belgrade, Belgrade 11000, Serbia

3Department of Gastroenterology, University Division for Internal Medicine, University Medical Centre Maribor, Maribor 2000, Slovenia
4Medical Faculty, University of Maribor, Maribor 2000, Slovenia

Methods
We retrospectively evaluated 121 patients with a confirmed diagnosis
of CD who underwent both MRE and endoscopy at our institution less
than six months apart.

Patients were selected from our institutional database based on the
availability of complete clinical, endoscopic, and radiologic records.

MREs were independently scored by an abdominal radiologist and a
radiology resident using the sMaRIA score for each intestinal segment,
while endoscopic findings were reviewed and evaluated using the SES-
CD.

Study 
Objectives

To show the degree of correlation 

between disease activity and 

disease severity assessed by 

sMaRIA criteria on MRE and 

endoscopic findings (SES-CD) in 

patients with CD at our 

institution.

To assess the reliability of the 

sMaRIA criteria by comparing MRE 

assessments performed 

independently by an experienced 

abdominal radiologist and a 

radiology resident with limited 

experience.

Correlation of endoscopic SES-CD
score with radiological MRE
sMaRIA score

Strongest segmental correlations in
Terminal ileum
Transverse colon
Left colon/sigmoid colon

Rectal segment
Weak but significant

Ascending colon
Weak, non-significant

sMaRIA score prediction of the activity/severity of disease based on the
global SES-CD score – sMaRIA showed:

substantial discriminative ability to distinguish between active and inactive
endoscopic activity

substantial discriminative ability to distinguish between mild and moderate-to-
severe endoscopic activity

moderate discriminative ability to distinguish between severe and non-severe
endoscopic activity

Interobserver variability of the sMaRIA between a radiology specialist and 
resident

Interobserver variability 

revealed consistently strong 

agreement between the 

radiology specialist and the 

resident across all intestinal 

segments.

Simplified MaRIA (sMaRIA)

Bowell wall 
thickness

Bowell wall 
edema

Fat 
stranding Ulcerations 

Signs of disease 
activity on MRE

Conclusion

With transmural healing being an emerging treatment target in Crohn’s 
disease greater importance  of cross-sectional imaging

Endoscopy only assesses mucosal healing; MRE and intestinal 
ultrasound capture full bowel wall and complications

Non-invasive imaging is gaining importance for monitoring deep disease 
activity

There’s a need for simple, reliable MRE scoring systems like sMaRIA for 
routine clinical use

Our study demonstrated moderate to substantial sMARIA ability to accurately

predict CD activity using SES-CD as a reference. The interrater reliability

between a radiology resident and an expert was excellent, supporting sMARIA

as a suitable clinical practice instrument.

Tracing Transmural Healing in CD with MRI
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UsUstekinumab bibiosimilalar for or CrCrohohn’s didisease 
–– papatitients’s’ perperspective

Grilič Urška1, Klobasa Karolina1, Kramberger Alenka1, Nikolić Sara1, Bukovnik Nejc1, Velkovski Cvetanka1, Pernek Robert1, 
Ocepek Andreja1,2 for IBD Team, 1Dept. for Gastroenterology, University Division for Internal Medicine, University 
Medical Centre Maribor, Slovenia; 2Medical Faculty, University of Maribor, Slovenia

Factor n (%)

Needle is not visible 12 (27.9%)
Easy preparation 22 (51.2%)
Drug solution is clearly visible during
application

6 (13.9%)

Easy handling 30 (69.8%)
Sound signal 14 (32.6%)
Safe disposal 14 (32.6%)
Less painful application 20 (46.5%)
Price 1 (2.3%)
Other factors: Effectiveness

Smaller volume of solution

2 (4.6%)

1 (2.3%)

Methods: All patients with CD treated with originator UST 
were offered a switch to biosimilar for subcutaneous (sc) 
application. Data on comparable effectiveness and safety of 
biosimilars was explained to patients in written form in 
accordance with EMA statement and opinion of The Health 
Insurance Institute of Slovenia. Patients completed a survey
questionnaire regarding sc application, factors influencing
the choice of sc applicator type and their decision regarding
switching to biosimilar.

Table 1: Factors influencing the choice of applicator type
(multiple answers were possible)

When offered biosimilar 15 (34.9%) patients agreed to 
switch and 28 (65.1%) wanted to continue treatment with 
originator drug. Regarding payment, only 12 (27.9%) 
patients were willing to pay a possible surcharge to 
continue treatment with originator UST. Patients were 
asked which aspects of sc application were most 
important to them when deciding on sc applicator form,
answers are shown in table 1.
31 (73.8%) patients found application with the pen more 
suitable, 8 (19.1%) preferred the syringe, 3 (7.1%) had no 
preference (figure 2). 
When asked which applicator would they wish to use in 
the future, 29 (67.4%) patients opted for the pen, 2 (4.7%) 
for the syringe and 12 (27.9%) did not mind either way
(figure 3). 

Introduction: Since august 2024 ustekinumab (UST) 
biosimilars have become available for treatment of 
Crohn’s disease (CD) in Slovenia. We performed a 
prospective single centre cohort study on patient’s 
willingness to switch from originator to biosimilar UST and 
factors influencing the choice of sc applicator type.

Results: 43 CD patients treated with UST were included. 
22 (51.2%) were female, median age 52 (range 23-79) 
years, median duration of CD was 16 (range 2-40) years. 
Lines of therapy with UST are shown in figure 1. 11 (25.6%) 
patients were anti-TNF naïve. In 26 (60.5%) patients UST 
dosing was optimised, and 18 (39,5%) patients were 
treated with standard UST dose. 
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Figure 1: Line of therapy with UST
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7%
pen more
suitable

preferred the
syringe

no preference

Figure 2: Patients‘ preferences regarding applicator type

67%
5%

28% opted for the
pen

opted for the
syringe

either way

Figure 3: Patients‘ decision on future applicator use

Conclusions: Almost 2/3 of our CD patients treated with UST did not agree to switch from originator to biosimilar, despite
the recommendations of healthcare agencies and expected financial savings. Most patients chose the pen, the lack of
which is the leading drawback of currently available biosimilars. Top three factors influencing patients’ choice of applicator
type were easy handling, easy preparation and less painful application. Additional efforts must be invested in informing
patients of the efficacy, safety and expected benefits of biosimilars.

References: D'Amico F, Peyrin-Biroulet L, Danese S. Benefits of Biosimilars in the Management of Patients with Inflammatory Bowel Disease: An International Survey. J Clin Med.
2024 May 24;13(11):3069. Aljabri A, Soliman GM, Ramadan YN, et al. Biosimilars versus biological therapy in inflammatory bowel disease: challenges and targeting strategies
using drug delivery systems. Clin Exp Med. 2025 Apr 5;25(1):107. Bhat S, Kane SV. Clinical Guide to Navigating the Landscape of Biosimilars for Inflammatory Bowel Disease.
Gastroenterol Hepatol (N Y). 2024 Jul;20(7):376-82. Angyal A, Bhat S. Biosimilars in IBD: What Every Clinician Needs to Know. Curr Gastroenterol Rep. 2024 Mar;26(3):77-85.

Ustekinumab biosimilar for Crohn’s disease-patients’ perspective
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The editors accept contributions that have not yet been published and 
will not be published elsewhere. Exceptionally, the editors may accept 
for publication an already published article for which it is useful to 
reach the target readership (e. g. clinical guidelines and recommenda-
tions), whereby the authors must inform the editors of this when 
submitting the article and ensure the agreement of the editor-in-chief 
of the journal where the article has already been published.  
Research articles and case reports should be written in English and 
must be accompanied by a translation of the title of the article, Abstract 
and Keywords (such as Izvleček and Ključne besede) in Slovenian. 
For foreign writers, the Abstract and Keywords will be translated into 
Slovenian by the editorial office of the magazine.  
Professional and overview articles and national guidelines should 
be written in Slovenian, as they are intended for domestic readers. 
Only the Abstract and Keywords should be translated into English 
(as Abstract and Keywords).  

Designing the contribution  2.0
Structure of the contribution  2.1.

General guidelines for writing should follow the guidelines of the 
British Medical Association (BMJ Journal). Instructions can be found 
on the BMJ Journals website at https://authors.bmj.com/. The font in 
the paper should be Times New Roman, font size of 12 pt, line spacing 
of 1.5 and margin width of 2.5 cm. Avoid abbreviations. If they are nec-
essary, they should be listed when they first appear. [Example: Chronic 
Inflammatory Bowel Disease (IBD)]. We recommend that you use the 
document ’Gastroenterolog - Article template.docx’ to write the paper, 
which already contains all the settings mentioned above and the basic 
recommended styles for creating the document, as well as all the 
required elements of the paper’s structure. The template is available on 
the website with the Instruction to Authors or you can request a template 
from the editors via email at editor@slojgastroenterology.com.  

Prepare and submit contributions with the following items:  2.2.
Accompanying letter,  a.
Cover, home page,  b.
Extract,  c.
The main text,  d.
Tables and figures,  e.
References,  f.
Authors’ statement. g.

Accompanying letter  a.
Briefly explain the topic of your paper in the cover letter. You also write 
here if the work has already been published in partial form at a profes-
sional meeting. In the case of contributions dealing with research on 
humans or animals, the appropriate consent of the competent committee 
or institution must be stated in the chapter Methods, that the research is 
ethically acceptable by the principles of the Declaration of Helsinki or 
other important documents dealing with the ethics of biomedical research.  

Cover/The Title page  b.
The Cover/Title page should contain a Slovenian and English title. The 
main message of the article should be evident from the title. List all 
authors with their academic and professional titles and the full address 
of the institution where each author comes from and where the work was 
created. The leading author is placed last and is separated by the word 
’and’. As a rule, the first author is one, but if there are two, the names of 

both first authors should be underlined. In this case, the note ’both 
authors equally contributed’ should also be added to the title page. As a 
rule, correspondence is bound to the lead author. Exceptionally, it can 
be linked to the first author. The title page should clearly state to which 
author the correspondence will be attached (i. e. who will be the corre-
sponding author). In addition to the academic and professional title and 
the full address of the institution from which the corresponding author 
comes, also indicate his e-mail address, to which the authors can contact, 
if necessary, regarding additional questions related to the contribution. 

Extract  c.
Write the main message of the article in the abstract. It should be 
written simply, in well-understood language. It should be written in 
such a way that it can be understood by a wide range of readers. 
Research articles should have a structured abstract. Other articles 
(case reports, national guidelines) should have an unstructured abstract.  

− Instructions for structured extract:  
It can contain up to 250 words. Abbreviations are undesirable and 
prohibited in the Conclusions subsection. In the subsection Abstract, 
mention only the new findings. The Abstract has the following chapters: 
Background, Aim, Material and Methods, Results, Conclusions, and 
Keywords. The Abstract and Keywords must be translated into Sloven-
ian. The translation should be accurate.  
Structured extract chapters:  

Background:  
Describe the problem the work addresses. Explain what is unknown 
in the field of work. You list the dilemmas your work tackles.  

Aim:  
Describe the purpose of the work, i. e. what you are trying to clarify 
or examine in your article and it is directly linked to the Background 
chapter.  

Material and Methods:  
Describe the methods you used in your article. This chapter should 
be kept short, as the careful reader can read them later in the article.  

Results:  
Give this chapter the most space. Give results that are relevant to 
understanding the main message of the article. Write the results 
exactly (average value with standard deviation or confidence 
interval, median value with interquartile range ...). Add statistical 
significance or confidence interval values.  

Conclusions:  
Briefly state the main message and conclusion of your article. 
You write only those conclusions that come from your results. 
Abbreviations are prohibited in this section.  

Keywords:  
Enter 4-7 keywords (do not use words that are in the title, as search 
engines already automatically recognize them). 

− Instructions for unstructured extract:  
The unstructured abstract should contain up to 250 words. Do not 
divide the unstructured extract into subsections; write it as a unified 
text. In this short text, try to describe your main findings or the 
message of your article. The abstract must be translated into Slovenian. 
In the end, you list keywords in English and Slovenian.  

Main text:  d.
The main text of research articles should have the following chapters: 
Introduction, Materials and Methods, Results, and Discussion. The 
authors can create subchapters within these chapters at their judgement 
if this achieves greater transparency.  
The structure of other articles (case studies, national guidelines, etc.) 
is not prescribed and the writer can adapt it according to their needs 
in the way that is most suitable for a specific article.

INSTRUCTIONS TO AUTHORS FOR THE PREPARATION OF PAPERS
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SLOJGASTROENTEROL. / GASTROENTEROLOG  63

https://slojgastroenterology.com


Research paper chapters:  
Introduction:  

Explain the problem the article is addressing. Note that this is for readers 
with a lot of prior knowledge, so there is no need to explain what we expect 
our readers to know well. Present the latest findings from the literature 
and any shortcomings. At the end of the introduction, in a separate 
paragraph, explain the purpose of your work.  

Materials and Methods:  
You describe in detail the methods and the patients studied. We recom-
mend dividing the article into sub-chapters, as this makes the article 
much easier to read. Describe statistical methods. You describe and 
properly cite the permissions of the ethics committee. Describe the 
characteristics of the research design, the sample you are studying 
(e. g. randomization, double-blind trial, cross-over testing, placebo testing, 
etc.), standard values for tests, and temporal relationship (prospective, 
retrospective study).  

Results:  
Describe accurately and analyse with appropriate statistical tests. It is desi-
rable to display as many results as possible in the form of tables and figu-
res. Tables and figures should, if possible, not contain abbreviations. 
They can be in colour, as they will be so easily visible in electronic form. 
Also, note that the printed version will be black and white. Insert tables 
and figures in the text of the paper in a meaningful way – number them 
separately in order, each table and figure must be referred to in the text. 
Each table and figure should have a title in Slovenian and English.  

Discussion:  
Contains comments on all your results. Compare your results with the 
literature and try to explain any differences between your results and 
those of others. In the last paragraph, you summarize the main message 
and indicate further ways of exploring your research problem. 

Tables and figures  e.
Tables and figures should be made in such a way that the reader can 
understand them without reading the entire article. If possible, they 
should be without abbreviations. If abbreviations are really necessary, 
they should be explained at the foot of the table or figure.  

Tables:  
Each table should have its title, which you write above the table. If the table 
needs notes, write them at the foot of the table. Tables are inserted into the 
text of the article and are marked by type, according to the order of appea-
rance in the text (Slovene articles: Tabela 1, Tabela 2, ...; English articles: 
Table 1, Table 2, Table 3 ...). Tables should be formatted as tables in a text 
editor (e. g. via the Insert Table option). You can also download them from 
Excel as a table. It is important that you DO NOT download them as an 
image, as in this case, we cannot format them. In addition to the Slovenian 
table title, Slovenian articles should also have an English translation of the 
table title (so that foreigners can understand it). English articles do not 
need a translation of the title of the table into Slovenian.  

Figures:  
Attach images as separate files. Images should be in high resolution 
format (e. g. .jpg or .tif in 300 dpi resolution). In the text, indicate where a 
particular image should appear. You do this by stating the serial number 
of the image in parentheses at the desired place in the text (Slovene 
articles: Slika 1, Slika 2 ...; English articles: Figure 1, Figure 2 ...). Each 
image needs a caption (title and brief description). Write the text for each 
picture in this chapter for each picture separately. In addition to the Slove-
nian text accompanying the picture, Slovenian articles should also have an 
English translation of the text accompanying the picture (so that foreigners 
can understand it). English articles do not need a translation of the text 
accompanying the picture into Slovenian. 

References:  f.
Any citation of the claim or findings of others must be supported by a 
reference, which is referred to in the text by a sequential Arabic 
number in parentheses. For citations, use the BMJ reference style. 
Detailed instructions and citation examples can be found on their ’BMJ 
Author Hub’ website at the following link: https://authors.bmj.com/writ-
ing-and-formatting/formatting-your-paper/. We recommend using a lit-
erature citation tool (e.g.: Zotero, Mendeley, EndNote ...), as this way 
the possibility of error is smaller. Use the BMJ style in the citation tool. 
Before submitting the paper, please check manually if the citations are 
by the BMJ instructions. When citing, please cite the first three authors. 
Add ’et al.’ at the end if there are more authors.  

Some examples of correct citations (more on the BMJ website):  
Article published in a printed magazine:  
1. Koziol-Mclain J, Brand D, Morgan D, et al. Measuring injury risk factors: 

question reliability in a statewide sample. Inj Prev 2000; 6:148-50.  

Article published in the online version of the magazine (which has 
not yet been published in print):  

2. Dark P, Dunn G, Chadwick P, et al. The clinical diagnostic accuracy of rapid 
detection of healthcare-associated bloodstream infection in intensive care 
using multi-pathogen real-time PCR technology. BMJ Open 2011; 
1:e000181. doi: 10.1136/bmjopen-2011-000181.  

Article in the supplement:  
3. Mugosa A, Cizmovic M, Lakovic T, et al. Accelerating progress on effective 

tobacco tax policies in Montenegro. Tobacco Control 2020; 29:s293-s299.  

Extract:  
4. Bricca A, Swithenbank Z, Scott N, et al. 21 Predictors of recruitment in ran-

domized controlled trials of smoking cessation: meta-regression analysis from 
the IC-SMOKE systematic review project. Abstract competing for the ’Doug 
Altman scholarship’. BMJ Evidence-Based Medicine 2019; 24: A52-A53.  

Book:  
5. Howland J. Preventing Automobile Injury: New Findings from Evaluative 

Research. Dover, MA: Auburn House Publishing Company 1988:163-96.  

Book Chapter:  
6. Nagin D. General deterrence: a review of the empirical evidence. In: Blum-

stein A, Cohen J, Nagin D, eds. Deterrence and Incapacitation: Estimating 
the Effects of Criminal Sanctions on Crime Rates. Washington, DC: Natio-
nal Academy of Sciences 1978:95-139.  

Electronic resource:  
7. Extraintestinal Complications of IBD. Crohn’s Colitis Found. 

https://www.crohnscolitisfoundation.org/what-is-ibd/extraintestinal-compli-
cations-ibd (accessed 7 Dec 2022). 

Authors’ statement  g.
The contribution intended for publication must be accompanied by 
the ‘Statement of the authors of the contribution’, which can be found 
on the website Declaration of Authors or you can ask the editors for a 
template via email editor@slojgastroenterology.com. The statement should 
be signed by all authors (by hand or digitally), and the completed and 
signed statement should be attached to the article when you send it to 
the editors for review. Instructions for completing and sending the dec-
laration can be found in the declaration template and on the website.  

Submission of contributions  3.0
Send contributions by e-mail to:  

editor@slojgastroenterology.com  
or to the address:  

Slovenian Journal of Gastroenterology / Gastroenterolog editorial office,  
Japljeva ulica 2, 1000 Ljubljana, Slovenia. 

Attach all the necessary attachments listed in the instructions to the 
authors of the paper.  

Editorial work  4.0
The editor-in-chief reviews each submitted contribution and decides on 
inclusion in the editorial process. Contributions included in the editorial 
process are forwarded to other members of the editorial board, who take 
care of technical and stylistic corrections. The revised paper is then 
returned to the authors for review. The content of the paper is evaluated 
by two expert reviewers who are unknown to the authors, and the expert 
reviewers are also not aware of the identity of the authors. The contribution 
is also reviewed by proofreaders for the Slovenian and English languages. 
After finishing the editorial work, the author gets his work reviewed, 
approved and corrections taken into account. Before publication, the 
author also receives a working pdf file with a break of the designed article 
(brush print) by e-mail, but at this stage, we only take into account correc-
tions of typographical errors and warnings about possible missing or inap-
propriately placed images or tables or inappropriate references to elements 
contained in the paper. The final version of the article may deviate slightly 
due to possible additional adjustments to the fold. The answer with any 
comments must be returned within two days, otherwise, it will be under-
stood that the author agrees with the corrections and breaks in the paper. 
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Slovenian Journal of Gastroenterology /  Gastroenterolog je zunanje 
recenzirana strokovna revija, ki izhaja tri do štirikrat letno. V reviji so 
objavljeni raziskovalni članki, prikazi primerov, strokovni članki s 
področja bolezni prebavil in interne medicine ter nacionalne smernice.  

Splošna načela 1.0
Uredništvo sprejema prispevke, ki še niso bili objavljeni in ne bodo 
objavljeni kje drugje. Izjemoma lahko uredništvo sprejme v objavo že 
objavljen prispevek, za katerega je koristno, da doseže ciljni krog bralstva 
(npr. klinične smernice in priporočila), pri čemer morajo avtorji to 
uredništvu sporočiti ob oddaji prispevka ter zagotoviti pristanek odgo-
vornega urednika revije, kjer je prispevek že bil objavljen.  
Raziskovalni članki in prikazi primerov naj bodo napisani v angle-
škem jeziku, pri čemer jih mora obvezno spremljati prevod naslova ter 
Abstracta in Keywords (kot Izvleček in Ključne besede) v slovenščini. 
Tujim piscem bomo Abstract in Keywords prevedli v slovenski jezik v 
uredništvu revije.  
Strokovni in pregledni članki in nacionalne smernice naj bodo napisani 
v slovenščini, saj so namenjeni domačim bralcem. V angleščino naj bodo 
prevedeni samo Izvleček in Ključne besede (kot Abstract in Keywords). 

Oblikovanje prispevka 2.0
Struktura prispevka 2.1.

Splošna navodila za pisanje naj sledijo navodilom Britanskega medi-
cinskega združenja (BMJ Journal). Navodila najdete na spletnem mestu 
BMJ Journals na povezavi https://authors.bmj.com/. 
Pisava v prispevku naj bo Times New Roman, velikost črk 12 pt, razmik 
med vrsticami 1,5 in širina robov 2,5 cm. Kraticam se izogibajte. Če so 
nujne, naj bodo izpisane, ko se prvič pojavijo. [Primer: Kronična vnetna 
črevesna bolezen (KVČB)].  
Priporočamo, da za pisanje prispevka uporabite Wordov dokument 
Gastroenterolog–Predloga za prispevek.docx, ki že vsebuje vse zgoraj 
navedene nastavitve in hkrati tudi osnovne priporočene stile ter elemente 
za oblikovanje strukture prispevka. Predloga je dosegljiva tudi na članski 
spletni strani Navodila avtorjem lahko pa za predlogo zaprosite ured-
ništvo revije preko elektronske pošte editor@slojgastroenterology.com. 

Prispevke pripravite in oddajte z naslednjimi elementi: 2.2.
  Spremni dopis, a.
  Naslovna stran, b.
  Izvleček, c.
  Glavno besedilo, d.
  Tabele in slike, e.
  Reference,  f.
  Izjava avtorjev. g.

Spremni dopis  a.
V spremnem dopisu na kratko razložite temo vašega prispevka. Tukaj 
tudi zapišete, če je bilo delo že objavljeno v delni obliki na kakšnem stro-
kovnem srečanju. Pri prispevkih, ki obravnavajo raziskave na ljudeh ali 
živalih mora biti v poglavju Metode navedeno ustrezno soglasje pristojne 
komisije oziroma ustanove, da je raziskava etično sprejemljiva v skladu 
z načeli Helsinške deklaracije oziroma ostalimi pomembnimi doku-
menti, ki obravnavajo etičnost biomedicinskih raziskav.  

Naslovna stran: b.
Naslovna stran naj vsebuje slovenski in angleški naslov. Iz naslova 
mora biti razvidno glavno sporočilo članka.  
Navedite vse avtorje s svojimi akademskimi in strokovnimi naslovi ter 
popoln naslov ustanove od koder posamezen avtor prihaja in kjer je delo 
nastalo.  
Vodilni avtor je postavljen na zadnje mesto in je ločen z besedico ’in’ oz. ’and’.  
Prvi avtor je praviloma eden, če pa sta dva, naj bosta imeni obeh prvih 
avtorjev podčrtana. V tem primeru naj bo na naslovni strani tudi dodana 
opomba ’prva avtorja sta prispevala enakovredno’ (’both authors equally 
contributed’). 

Korespondenca je praviloma vezana na vodilnega avtorja. Izjemoma je 
lahko vezana na prvega avtorja. Na naslovni strani naj bo jasno zapisano, 
na katerega avtorja bo vezana korespondenca (torej kdo bo korespon-
denčni avtor). Poleg akademskega in strokovnega naslova ter popolnega 
naslova ustanove od koder korespondenčni avtor prihaja, navedite tudi 
njegov e-mail naslov, na katerega se lahko avtorji po potrebi obrnejo 
glede dodatnih vprašanj v zvezi s prispevkom.  

Izvleček  c.
V izvlečku napišite glavno sporočilo članka. Napisano naj bo preprosto, 
v dobro razumljivem jeziku. Napisano naj bo tako, da ga razume širok 
krog bralcev.  
Raziskovalni članki naj imajo strukturiran izvleček. 
Ostali članki (prikazi primerov, nacionalne smernice) pa naj imajo 
nestrukturiran izvleček.  

Navodila za strukturiran izvleček: –
Obsega lahko do 250 besed. Kratice so nezaželene, v podpoglavju 
Zaključki pa prepovedane. V izvlečku navedite predvsem nove ugo-
tovitve. Izvleček ima naslednja poglavja: Izhodišče (Background), 
Namen (Aim), Material in metode (Material and Methods), Rezultati 
(Results), Zaključek (Conclusions), Ključne besede (Keywords).  
Izvleček (Abstract) in Ključne besede (Keywords) je potrebno prevesti 
v slovenščino. Prevod naj bo natančen. 
Poglavja strukturiranega izvlečka:  
Izhodišče (Background): 

Opišite problem, ki ga naslavlja delo. Razložite, kaj je neznano na 
področju dela. Navedete dileme, ki se jih loti vaše delo. 

Namen (Aim): 
Opišite namen dela, torej kaj poskušate v svojem članku razjasniti 
oziroma proučiti in se navezuje neposredno na poglavje Izhodišče. 

Material in metode (Material and Methods): 
Opišite metode, ki ste jih uporabili v svojem članku. To poglavje naj 
bo kratko, saj jih natančen bralec lahko prebere kasneje v članku. 

Rezultati (Results): 
Temu poglavju namenite največ prostora. Podajte rezultate, ki so 
pomembni za razumevanje glavnega sporočila članka. Rezultate 
napišite natančno (povprečna vrednost s standardnim odklonom 
ali intervalom zaupanja, mediana vrednost z interkvartilnim 
razponom …). Dodajte vrednosti statistične signifikance oziroma 
intervala zaupanja. 

Zaključek (Conclusions): 
Na kratko navedite glavno sporočilo in ugotovitev svojega članka. 
Napišete samo tiste zaključke, ki izvirajo iz vaših rezultatov. Kra-
tice so v tem delu prepovedane. 

Ključne besede (Keywords): 
Navedite 4-7 ključnih besed (besed, ki so v naslovu ne uporabite, 
saj te iskalniki že avtomatsko prepoznajo). 

 Navodila za nestrukturiran izvleček: –
Nestrukturiran izvleček naj vsebuje do 250 besed. Nestrukturiranega 
izvlečka ne delite na podpoglavja, ampak ga zapišete kot enotno 
besedilo. V tem kratkem besedilu poskušajte opisati svoje glavne 
najdbe oz. sporočilo vašega članka.  
Izvleček je potrebno prevesti v angleščino.  
Na koncu navedete Ključne besede v slovenskem in angleškem jeziku 
(Keywords). 

Glavno besedilo: d.
Glavno besedilo raziskovalnih člankov naj ima naslednja poglavja: 
Uvod (Introduction), Material in metode (Materials and Methods), 
Rezultati (Results), Razprava (Discussion).  
Znotraj teh poglavij lahko avtorji po svoji presoji naredijo podpoglavja, 
če s tem dosežejo večjo pre glednost.  

NAVODILA AVTORJEM ZA PRIPRAVO PRISPEVKOV

Navodila avtorjem
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Struktura ostalih člankov (prikazi primerov, nacionalne smernice, …) 
ni predpisana in jo lahko pisec prilagodi po svoji potrebi na način, ki 
je najbolj primeren za določen članek. 

Poglavja raziskovalnega članka:  
Uvod (Introduction): 

Razložite problem, ki se ga članek loteva. Upoštevajte, da gre za bralce z veliko 
predhodnega znanja, zato ni potrebno razlagati tistega kar pričakujemo, da 
naši bralci dobro poznajo. Predstavite zadnja dognanja iz literature in more-
bitne pomanjkljivosti. Na koncu uvoda v ločenem odstavku razložite kakšen 
je namen vašega dela. 

Material in metode (Materials and Methods): 
Natančno opišete metode in proučevane bolnike. Priporočamo delitev v 
podpoglavja, saj tako močno olajšate branje članka. Opišete statistične 
metode. Opišete in ustrezno citirate dovoljenja etične komisije. Opišite 
značilnosti izvedbe raziskave, vzorec ki ga proučujete (npr. randomizacijo, 
dvojno slepi poskus, navzkrižno testiranje, testiranje s placebom, itd.), 
standardne vrednosti za teste, časovni odnos (prospektivna, retrospekti-
vna študija).  

Rezultati (Results):  
Opišite natančno in analizirajte z ustreznimi statističnimi testi. Zaželeno je, 
da čim več rezultatov prikažete v obliki tabel in slik. Tabele in slike naj, če 
je le mogoče, ne vsebujejo kratic. Lahko so barvne, saj bodo tako dobro 
vidne v elektronski obliki. Upoštevajte pa tudi, da bo tiskana verzija črno-
bela. Tabele in slike smiselno vstavite v besedilo prispevka – oštevilčite jih 
ločeno po vrstnem redu, na vsako tabelo in sliko se je treba sklicevati v bese-
dilu. Vsaka tabela in slika naj imata naslov v slovenskem in angleškem 
jeziku.  

Razprava (Discussion): 
Vsebuje komentarje vseh vaših rezultatov. Svoje rezultate primerjate z 
literaturo in poskušajte razložiti morebitne razlike med svojimi rezultati 
in rezultati drugih. V zadnjem odstavku povzamete glavno sporočilo in 
nakažete nadaljnje poti raziskovanja svojega raziskovalnega problema.  

Tabele in slike  e.
Tabele in slike naj bodo narejene na tak način, da jih bo bralec razumel brez 
branja celotnega članka. Če je le mogoče, naj bodo brez kratic. Če so kratice 
res nujne, naj bodo razložene ob vznožju tabele ali slike.  

Tabele (Tables): 
Vsaka tabela naj ima svoj naslov, ki ga zapišete nad tabelo. V primeru, da 
tabela potrebuje opombe, jih zapišete v vznožje tabele. Tabele so vstavljene 
v besedilo članka in so označene po vrsti, glede na vrstni red pojavljanja v 
besedilu (slovenski članki: Tabela 1, Tabela 2, …; angleški članki: Table 1, 
Table 2, Table 3 …). Tabele naj bodo oblikovane kot tabele v urejevalniku 
besedila (npr. preko opcije Insert Table). Lahko jih tudi prenesete iz pro-
grama Excel kot tabelo. Pri tem je pomembno, da jih NE prenesete kot 
sliko, saj jih v tem primeru ne moremo oblikovati. Slovenski članki naj 
imajo poleg slovenskega naslova tabele tudi angleški prevod naslova tabele 
(da ga lahko razumejo tujci). Angleški članki ne potrebujejo prevoda naslova 
tabele v slovenščino. 

Slike (Figures): 
Slike priložite kot ločene datoteke. Slike naj bodo v formatu visoke resolucije 
(npr. .jpg ali .tif v resoluciji 300 dpi). V tekstu jasno označite, kje naj se pojavi 
določena slika. To storite tako, da v oklepaju na želenem mestu v tekstu, 
navedete zaporedno številko slike (slovenski članki: Slika 1, Slika 2….; angle-
ški članki: Figure 1, Figure 2 …). Vsaka slika potrebuje besedilo k sliki 
(naslov in kratko razlago). Besedilo k sliki zapišete v tem poglavju za vsako 
sliko posebej. Slovenski članki naj imajo poleg slovenskega besedila k sliki 
tudi angleški prevod besedila k sliki (da ga lahko razumejo tujci). Angleški 
članki ne potrebujejo prevoda besedila k sliki v slovenščino. 

Reference:  f.
Vsako navajanje trditve ali dognanj drugih morate podkrepiti z referenco, 
na katero se v besedilu sklicujte z zaporedno arabsko številko v oklepaju. Za 
citiranje uporabite stil citiranja Britanskega zdravniškega združenja (ang. 
BMJ reference style). Natančna navodila in primere citiranja najdete na 
njihovi spletni strani ’BMJ Author Hub’ oz. na naslednji povezavi: 
https://authors.bmj.com/writing-and-formatting/formatting-your-paper/.  
Priporočamo uporabo orodja za citiranje literature (npr.: Zotero, Men-
deley, EndNote …), saj je tako možnost napake manjša. V orodju za citi-
ranje uporabite slog ’BMJ’. Pred oddajo prispevka prosimo preverite še 
ročno, če so citati v skladu z navodili ’BMJ’. Pri citiranju navedete prve 
tri avtorje. Če je avtorjev več dodate na koncu ’et al’. 

Nekateri primeri pravilnega citiranja (več na spletni strani ’BMJ’): 
Članek objavljen v tiskani reviji: 
1. Koziol-Mclain J, Brand D, Morgan D, et al. Measuring injury risk factors: 

question reliability in a statewide sample. Inj Prev 2000; 6:148-50. 

Članek objavljen v spletni verziji revije (ki še ni objavljen v tiskani obliki): 
2. Dark P, Dunn G, Chadwick P, et al. The clinical diagnostic accuracy of rapid 

detection of healthcare-associated bloodstream infection in intensive care 
using multipathogen real-time PCR technology. BMJ Open 2011; 
1:e000181. doi: 10.1136/bmjopen-2011-000181. 

Članek v suplementu: 
3. Mugosa A, Cizmovic M, Lakovic T, et al. Accelerating progress on effective 

tobacco tax policies in Montenegro. Tobacco Control 2020; 29:s293-s299. 

Izvleček: 
4. Bricca A, Swithenbank Z, Scott N, et al. 21 Predictors of recruitment in ran-

domised controlled trials of smoking cessation: meta-regression analyses from 
the IC-SMOKE systematic review project. Abstract competing for the ’doug 
altman scholarship’. BMJ Evidence-Based Medicine 2019; 24:A52-A53. 

Knjiga: 
5. Howland J. Preventing Automobile Injury: New Findings From Evaluative 

Research. Dover, MA: Auburn House Publishing Company 1988:163-96. 

Poglavje v knjigi: 
6. Nagin D. General deterrence: a review of the empirical evidence. In: Blum-

stein A, Cohen J, Nagin D, eds. Deterrence and Incapacitation: Estimating 
the Effects of Criminal Sanctions on Crime Rates. Washington, DC: National 
Academy of Sciences 1978:95-139. 

Elektronski vir: 
7. Extraintestinal Complications of IBD. Crohns Colitis Found. 

https://www.crohnscolitisfoundation.org/what-is-ibd/extraintestinal-compli-
cations-ibd (accessed 7 Dec 2022). 

Izjava avtorjev g.
Prispevku, namenjenemu za objavo, mora biti priložena ’Izjava avtorjev 
prispevkov’, ki jo najdete na spletni strani Izjava avtorjev ali pa za predlogo 
zaprosite uredništvo preko e-pošte editor@slojgastroenterology.com.  
Izjavo naj podpišejo vsi avtorji (lastnoročno ali digitalno), izpolnjeno 
in podpisano izjavo pa priložite članku, ko ga pošiljate uredništvu v 
recenzijo. Navodila za popolnitev in pošiljanje izjave se nahajajo v 
predlogi izjave in na spletni strani. 

Oddaja prispevkov 3.0
Prispevke pošljite po elektronski pošti na naslov: 

editor@slojgastroenterology.com  
ali na naslov 

Uredništvo Slovenian Journal of Gastroenterology / Gastroenterolog 
Japljeva ulica 2, 1000 Ljubljana 

Prispevku priložite vse potrebne priloge naštete v navodilih avtorjem. 

Uredniško delo 4.0
Odgovorni urednik vsak oddani prispevek pregleda in se odloči o uvrstitvi 
v uredniški postopek. Prispevke, uvrščene v uredniški postopek, 
posreduje drugim članom uredniškega odbora, ki poskrbijo za tehnične 
in slogovne popravke. Popravljen prispevek nato vrnejo avtorjem v 
pregled. Vsebino prispevka ocenita dva strokovna recenzenta, ki ju 
avtorji ne poznajo, prav tako strokovna recenzenta nista seznanjena z 
identiteto avtorjev. Prispevek pregledata tudi lektorja za slovenski in 
angleški jezik. Po končanem uredniškem delu dobi avtor svoje delo v 
pregled, odobritev ter upoštevanje popravkov. 
Pred objavo avtor dobi po elektronski pošti v vpogled tudi delovno pdf 
datoteko s prelomom oblikovanega članka (krtačni odtis), vendar na tej 
stopnji upoštevamo samo popravke tiskovnih napak in pa opozorila na 
morebiti manjkajoče ali neustrezno postavljene slike ali tabele ali 
neustrezne sklice na elemente, vsebovane v prispevku. Končna verzija 
članka lahko oblikovno nekoliko odstopa zaradi morebitne dodatne 
prilagoditve prelomu. 
Odgovor z morebitnimi pripombami je potrebno vrniti v dveh dneh, sicer 
razumemo, kot da se avtor s popravki in prelomom prispevka strinja. 
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