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ED I TOR I A L

Editorial: Postoperative management of Crohn's disease: One
size does not fit all

It was in the late eighties and early nineties that the Leuven's group led

by Paul Rutgeerts published a series of landmark studies describing

the natural history of postoperative Crohn's disease (CD). These au-

thors introduced the concept of postoperative recurrence (POR) as

defined by the development of disease‐related mucosal lesions at the
neoterminal ileum after a “curative” ileocecal resection. They showed

that this phenomenon occurs early after surgery in up to 80% of pa-

tients within the first 12 months and that there is a clear correlation

between the severity of these lesions seen at ileocolonoscopy and the

risk of developing symptoms (clinical POR), which in some patients

may lead to a new intestinal resection (surgical POR).1–3

Since then, many randomized, controlled studies have been per-

formed to assess the efficacy of a number of drugs to prevent POR. To

date, only thiopurines and anti‐TNF agents have been demonstrated
to be useful in the prevention of early endoscopic POR.4

But bearing in mind that not all the patients will develop POR (and

in a significant proportion of those who will, only intermediate lesions

carrying a low risk of clinical and surgical POR will occur) and that the

use of immunosuppressive therapies carries a risk of adverse effects,

the best strategy after intestinal resection is still under debate.

Systematic prevention with thiopurines and anti‐TNF agents is

supported by their demonstrated efficacy. Moreover, most of these

patients already developed disease‐related complications that drove
them to surgery; therefore, leaving them without any maintenance

therapy is against the current therapeutic goals that promote

intensive treatment in those patients at risk of disabling disease.

On the other hand, some authors propose the so‐called “endos-
copy‐driven strategy”. Based on the benefits of treatment escalation
in case of advanced endoscopic lesions,5 this strategy proposes early

endoscopic monitoring and treatment with thiopurines or anti‐TNF
agents only in case of endoscopic POR. Although a statistically un-

derpowered study found no differences in the rate of endoscopic

POR after 2 years between this strategy and systematic prevention,6

it is also true that there is a risk of being late to reverse mucosal

damage, leading to persistence or progression of mucosal lesions in

up to 30%–50% of patients.7

Finally, given that there are some epidemiological and clinical

features that have been associated with a higher risk of early POR, the

third strategy defends that the decision to start prevention or wait for

endoscopic monitoring should be based on the presence or absence of

risk factors. However, with the available risk factors in daily clinical

practice, this strategy seems to be useless in improving postoperative

outcomes.8 Recently, a prospective French research project on

different POR issues found that the more risk factors, the higher the

risk of endoscopic POR.9 As a consequence, these investigators

decided to establish a decision‐making protocol of POR prevention

based on the number of risk factors. Unfortunately, this “stratification

strategy” led to similar rates of endoscopic POR between those pa-

tients with no, one, or more than one risk factor in whom no pre-

vention, thiopurines, and anti‐TNF agents were started after surgery,
respectively.10

In this issue of United European Gastroenterology Journal, Dragoni

et al11 explore a somewhat different aspect of this complex clinical

scenario. The Italian Group in Inflammatory Bowel Disease designed a

retrospective study to assess whether primary prevention or

endoscopy‐driven strategies work better in patients meeting only one
risk factor for POR. Almost 200 adult CD patients who underwent

ileocolic resection, met only one out of five well‐established POR risk
factors (i.e. previous intestinal resection, >50 cm small bowel resec-

tion, fistulising phenotype, history of perianal disease, or active

smoking), and had at least one available ileocolonoscopy 6–12 months

after surgery were included. The main endpoint was endoscopic POR

within 12 months after surgery. The authors did not observe any dif-

ference in the rates of endoscopic POR (defined by a Rutgeerts

score > i2a), severe endoscopic POR (Rutgeerts score i4), and clinical

POR between the two study groups.

Although the study has some gaps related to its retrospective

design (lack of central review of endoscopic examinations, different

timings for endoscopic assessment, and different drug therapies

in the primary prevention group), the observed results warrant a

prospective evaluation of new decision‐making approaches in

the postoperative setting of CD. Both primary prevention and

endoscopy‐driven therapy strategies seem to be useful in the suit-

able patient…but how do we identify the patient? Maybe it is time to

bring in histologic12,13 and microbiological14 data for decision‐
making.
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