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The second European evidence-based consensus on the diag-
nosis and management of Crohn’s disease was recently
published in the Journal of Crohn’s and Colitis by a working
group of the ECCO (European Crohn’s and Colitis Organisa-
tion) [1—3].

The main recommendations of the first two parts, which
are based on the definitions and the diagnosis of Crohn’s
disease (CD) on one hand [1] and its management on the
other [2], were treated in the previous articles. The ECCO
distinguished seven distinct situations: postoperative recur-
rence, fistulating CD, CD in children and adolescents, CD and
pregnancy, CD and psychosomatic symptoms, extraintestinal
manifestations of CD and alternative treatments. The first
two situations are addressed in the present article.

Postoperative recurrence

Around 80% of patients with CD require surgical interven-
tion. Surgery is not curative and recurrence is frequent.
Endoscopic data show that in the absence of treatment,
recurrence after ileocaecal resection is observed in 65% to

90% of cases within one year and in 80% to 100% of cases
within 3 years. The rate of clinical recurrence is about 20%
to 25% per year.
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There are several known factors of early recurrence:
moking, a history of intestinal resection (including appen-
ectomy), penetrating disease, the presence of perianal
esions, the need for an extensive intestinal resection and
he absence of prophylactic treatment. The postoperative
ourse depends on the severity of the endoscopic lesions and
n ileocolonoscopy is recommended in the year following the
ntervention since its result can contribute to the therapeu-
ic decision. The value of a clinical or biological (CRP, etc.)
iagnosis of recurrence is uncertain. Ileocolonoscopy is the
eference method. Ultrasound, MRI and capsule endoscopy
re currently being evaluated.

Prophylactic treatment is recommended after intesti-
al resection and it is highly recommended that patients
uit smoking. Thiopurine drugs are more effective than
esalazine and imidazole drugs. Mesalazine at high doses

4 g/day) is an option in cases of isolated ileal resection. Imi-
azole drugs can be effective in cases of ileocaecal resection
ut are less well tolerated. Prophylactic treatment should be
tarted within 2 weeks of surgery. The recommended dura-
ion is at least 2 years.

istulating CD
he most effective imaging method for the work-up of com-
lex perianal fistulas is pelvic MRI. Anorectal ultrasound
one under general anaesthesia by an expert (after having

served.
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uled out rectal stenosis) gives equivalent results. Fistulog-
aphy is not recommended. On the other hand, it is advisable
o perform a proctosigmoidoscopy for evaluating inflamma-
ory lesions. The examination under general anaesthesia
n the hands of an experienced surgeon is the reference
ethod and enables simultaneous treatment.
There is no consensus on the classification of fistulas in

D. Most experts divide them into simple and complex. The
arks classification [4] is often used by surgeons.

The therapeutic approach varies according to whether it
s a simple or complex fistula:

simple fistula. If there is an abscess, emergency drainage
should be undertaken. If the fistula is symptomatic, the
non-cutting Seton procedure or fistulotomy are the avail-
able options. Antibiotics are added: metronidazole or
ciprofloxacin;
complex fistula. The Seton procedure is recommended.

Active luminal CD must be treated in parallel, using
hiopurines as first-line therapy (in addition to antibiotics)
nd anti-TNF agents as second-line therapy. Several studies
howed that the combination of infliximab and the Seton
rocedure produce better results than either one alone.
orrective surgery (mucosal flap or fistula plug) in combi-
ation with infliximab can be effective. Clinical assessment
s sufficient in clinical practice, but the situation is bet-
er quantified by the Perianal Crohn’s Disease Activity Index
PACDAI); MRI should be used for clinical trials.

Maintenance treatment is recommended for at least one
ear: thiopurines, Seton, or a combination of the two.

It is not possible to address the different types of fistulas
ere [3].

omments

etails concerning the ECCO work methods, evidence lev-
ls and grades of recommendations according to the Oxford
entre for Evidence-Based Medicine have not been given
ere to avoid unnecessary lengthening of the text.

ostoperative recurrence

urgery is not a curative treatment for CD. As indicated
n the ECCO consensus [3], the efficacy of antibiotics,
esalazine and even thiopurines as prophylaxis for post-

perative recurrence is poor [5,6]. On the other hand,

nfliximab clearly appears to be effective [7], including at
mall doses (3 mg/kg), after a period of 3 years at the dose
f 5 mg/kg started 15 days after the surgery [8]. If these
atest results [8] are confirmed, it could have positive con-
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equences with regard to side effects and the cost of this
iotherapy.

istulas

ccording to the ECCO recommendations [3], antibiotics,
hiopurines and conservative surgery (abscess drainage,
eton placement) are the bases of simple and complex
stula treatment. Infliximab or adalimumab are used as
econd-line treatment. Adalimumab was shown to be benefi-
ial in patients that did not respond to infliximab in a recent
eries of 16 patients evaluated by MRI and PCDAI [9].
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