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Abstract
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Background: Infliximab is effective as rescue therapy in severe corticosteroid-refractory
ulcerative colitis. The optimal dose regimen and the long term benefits are not well defined.
The aim of the present study was to evaluate short- and long-term colectomy rate in a cohort of
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patients with severe corticosteroid-refractory ulcerative colitis who received a three-dose
infliximab induction regimen.
Methods: One hundred and thirteen patients admitted to 11 Italian IBD referral centres and
treated with infliximab according to an intention to treat three-dose regimen were included.
The co-primary endpoints were 3- and 12-month colectomy rate. The secondary end-points were
the overall colectomy-free survival and the identification of predictors of colectomy.
Results: The 3- and 12-month colectomy rates were 18.6% (95%CI 11.8%–26.9%) and 25.6%
(95%CI 17.9%–34.7%) respectively. High CRP values and severe endoscopic lesions were
associated with the risk of colectomy: Risk Ratio (RR) = 2.15 (95%CI 1.05–4.36), and RR = 5.13
(95%CI 1.55–16.96), respectively. In patients escaping early colectomy, the probability of a
colectomy-free course at 12, 24, 36 and 60 months was 91%, 85%, 81% and 73%, respectively.
Endoscopic severity was the only predictor of long term colectomy (RR = 7.0; 95%CI 1.09–44.7).
Adverse events occurred in 16 patients (14%); there was one death (0.88%) due to pulmonary
abscess.
Conclusions: Infliximab is an effective and safe rescue therapy for severe corticosteroid-refractory
ulcerative colitis. A three-dose induction regimen seems to be the treatment of choice for preventing
early colectomy. Severe endoscopic lesions appear to be predictor of short- and long-term colectomy.
© 2014 European Crohn's and Colitis Organisation. Published by Elsevier B.V. All rights reserved.
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1. Introduction

Approximately 15% of ulcerative colitis (UC) patients will
experience a severe attack at some point in their disease
course.1 Severe UC is a potentially life-threatening condition
although mortality has dropped dramatically over the past
30–40 years to less than 2%. Early recognition of prognostic
factors, intensive medical therapy, and early surgery for
non-responders have all contributed to improved outcome.2

In spite of the use of intensive intravenous glucocorticoid
treatment (IIVT), approximately 20–30% of patients fail to
respond and will require surgery. The short term colectomy
rate has remained stable during the last 30 years3; more-
over, approximately one third of patients who escape early
colectomy will require surgery in the long term, for a further
severe attack or for frequent relapsing disease.4

Although surgery is considered to be curative for patients
with UC, the quality of life after restorative proctocolectomy
is generally poorer than in patients who respond to medical
therapy and avoid surgical treatment.5 Therefore, rescue
attempts have been made to avoid surgery in patients with
severe UC not responding to intravenous steroids, while
maintaining mortality at a low rate.

Intravenous (i.v.) cyclosporine (CyA) has been proposed as
rescue therapy for severe IIVT-refractory UC in the nineties.6 In
spite of high short term remission rate, approximately 50% of
patients who initially respond will require colectomy in the
long-term.7 Moreover, CyA has a limited use because of the risk
of major toxicity, including occasional fatalities. Infliximab
(IFX), an anti-tumour necrosis factor α (TNFα) chimeric
monoclonal antibody, has more recently been used as rescue
therapy for severe IIVT-refractory UC. In a randomised
placebo-controlled trial, a single 5 mg/kg infusion reduced
colectomy rate within 3 months by 40% compared to placebo.8
Although the benefits of rescue therapy with IFX seem to
remain in the subsequent 3-year follow-up,9 few data are
available concerning the efficacy in the long-term. Open label
series with different length follow-up and different IFX dose
regimens report an overall colectomy rate ranging from 18% to
75%.10–14

In a previous study on IIVT-refractory severe UC patients
who were treated with IFX as rescue therapy, we reported the
results of an Italian open-label studywith an overall colectomy
rate of 29% after a median follow-up of 23 months.15 Although
in this study there was no predefined IFX infusion regimen and
patients received different number of infusions at different
time intervals according to clinical judgement, the short-term
colectomy rate was significantly higher in patients receiving a
single infusion when compared to patients who received two
or more infusions.

The aim of the present multicentre study was, therefore,
to evaluate the overall colectomy rate in a cohort of patients
who received IFX as rescue therapy for severe IIVT-refractory
UC, according to a predefined 3 dose standard induction
regimen (5 mg/kg at 0, 2 and 6 weeks).

2. Patients and methods

This study consisted of a “real life” observational cohort study
of adult UC patients admitted to Italian IBD referral centres and
treated with IFX according to an intention to treat three-dose
induction regimen for acute severe IIVT-refractory UC. The
diagnosis of UCwas established according to standard criteria.16

All patients had required hospitalization for an acute severe
attack as defined by Truelove and Witts criteria17 and modified
by Chapman et al.18: six or more bloody stools per day with at
least one of the remaining criteria: fever (mean evening
N37.5 °C or N37.8 °C for 2 days out of four), tachycardia

http://ecco-jcc.oxfordjournals.org/


Table 1 Demographic and clinical characteristics of patients.

Gender
Male, n (%) 49 (43)
Female, n (%) 64 (57)

Age at rescue therapy (years) median (IQR) 37 (14–76)
Disease extension
Left sided, n (%) 33 (29)
Extensive, n (%) 80 (71)

Disease duration (months) median (IQR) 36 (0–323)
Smoking habits
Not smoker/ex smoker, n (%) 105 (93)
Active smoker, n (%) 8 (7)

CAI at baseline median (IQR) 14 (9–19)
Hb at baseline (mg/dl) median (IQR) 11 (5.5–15)
CRP at baseline (mg/dl) median (IQR) 3 (0.1–21)
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(mean pulse rate N90 per minute), anaemia (decrease in
haemoglobin levels greater than 75%), and erythrocyte sedi-
mentation rate (ESR) N 30 mm/h. All patients were candidates
for colectomy because of resistance to i.v. methylprednisolone
40–60 mg daily or equivalent, administered for at least 7 days.

A shared common database was used to collect demo-
graphic and clinical data. Data collected at baseline were:
gender, age at the time of rescue therapy, disease duration,
disease extension (left sided or extensive), smoking habits,
and previous treatment. Clinical activity was measured by the
Lichtiger Clinical Activity Score (CAI) for acute UC.6 The CAI
score takes into account symptoms (diarrhoea, nocturnal
diarrhoea, visible blood in stools, faecal incontinence, abdom-
inal pain, general well-being, abdominal tenderness, need for
anti-diarrhoeal drugs) with amaximal score of 21 points. Severe
clinical activitymatches with a score≥12 points. A score of b10
points, on two consecutive days, was considered as clinical
response; clinical remission was defined by a CAI score of 4
points or less.19

Laboratory studies on admission included full blood count,
serum electrolytes, renal and hepatic function tests, erythro-
cyte sedimentation rate (ESR), and C-reactive protein (CRP).
All patients were tested for enteric stool pathogens and
Clostridium difficile toxin. Abdominal X-ray films were
obtained to exclude impending megacolon, toxic megacolon
or perforation, and to establish the approximate extent of
colitis.20 A flexible sigmoidoscopy was performed to assess
endoscopic severity. Severe endoscopic activity was defined by
the presence of deep colonic ulcerations21 and/or spontaneous
bleeding. Rectal biopsies to rule out cytomegalovirus (CMV)
infection were performed. A standard chest radiograph was
performed in all patients: an intradermal test with PPD or
QuantiFERON TB-Gold test, together with an accurate personal
history evaluation, was performed in all patients to rule out
ongoing or past tuberculosis infection. Screening for hepatitis B
virus was also performed.

IFX rescue therapy consisted of an induction regimen of
three infusions 5 mg/kg of body weight at 0, 2 and 6 weeks.
Aminosalycilates, thiopurines, or scheduled infliximab was
used as maintenance treatment according to clinical judge-
ment. Patients whose condition worsened or failed to respond
to rescue therapy underwent colectomy. The decision to
perform colectomy in the individual patient was made in
conjunction with the surgeon. Patients who avoided colectomy
were followed up for at least 1 year.

The co-primary endpoints were early colectomy rate and
1-year colectomy rate. Early colectomy was defined as
surgery performed within 3 months from the first infusion of
IFX. The secondary end-points were the overall colectomy
free survival and the identification of possible predictive
factors of colectomy.
Severe endoscopic lesions
(deep ulcers/spontaneous bleeding), n (%)

81 (72)

Need of blood transfusions, n (%) 30 (26.7)
Previous steroids, n (%) 74 (65.4)
Previous/concomitant
immunomodulators, n (%)

39 (34.5)

Duration of IIVT (days) median (IQR) 10 (3–15)

IQR = interquartile range; CAI = Colitis Activity Index; Hb =
haemoglobin; CRP = C-reactive protein; IIVT = intensive intra-
venous steroid treatment.
3. Statistical analysis

The intention-to-treat (ITT) population included all pa-
tients who had received at least one infusion of IFX. The
percentage of patients requiring colectomy within 3 and
12 months was calculated according to ITT analysis. De-
scriptive statistics was used to summarize the data;
frequencies and median with inter-quartile ranges (IQR)
for categorical and continuous variables were used, respec-
tively, as appropriate.

The Kaplan–Meier survival method was used to estimate
the cumulative probability of a course without colectomy
after the rescue therapy with IFX. To look for predictive
factors of colectomy, univariate analysis with log-rank test
was used considering the following covariates: gender, age at
the time of rescue therapy, smoking habits, disease duration,
disease extension, baseline CAI, baseline haemoglobin (Hb)
and CRP values, need of blood transfusions, severe endoscopic
lesions, previous treatment with immunomodulators and
maintenance treatment following the rescue therapy. Hazard
ratio (HR) was given with 95% confidence intervals (95%CI). A p
value less than 0.05was considered statistically significant. All
variables with a p value less than 0.05 at log-rank test were
entered into a Cox proportional hazards survival regression
model to identify independent predictors of colectomy. Two
separate analyses have been performed with the aim to look
for: 1) predictive factors of the overall risk of colectomy and 2)
predictive factors of the risk of long-term colectomy in
patients escaping early colectomy.

Analyses were performed using StatsDirect statistical
software (version 1.9.8, copyright © 1990–2001) and Epistat
(copyright © Epistat Services, 1991).
4. Results

From March 2003 to October 2009, 113 patients (49 male and
64 female), with a median age of 37 years (IQR 14–76), were
included in the study. Patients were treated in 11 Italian IBD
referral centres. Thirty-seven patients (33%) were included
also in the previous study.15 Demographics and clinical
characteristics of the study group are summarized in Table 1.

http://ecco-jcc.oxfordjournals.org/
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The vast majority of patients had extensive colitis (70.8%) and
were not smokers or ex-smokers (93%). Themedian duration of
disease was 36 months (IQR 0–223). Eighty-one out of 113
patients (72%) had severe endoscopic activity at baseline
flexible sigmoidoscopy; 74 out of 113 (65.4%) received at least
one steroid course in the past and 39 out of 113 (34.5%) were
receiving immunosuppressant treatment at the time of
hospital admission. No patient had received previous IFX
therapy. IFX was started after a median of 10 days (IQR 3–15)
of i.v. steroids and a 3 dose induction regimen (5 mg/kg at 0, 2
and 6 weeks) was intentionally planned for all patients.

Ninety-three out of 113 patients (82%) completed the three
dose induction regimen, while 20 patients had to discontinue
treatment after the first (n = 12) or the second infusion (n = 8).
Fifteen out of 20 patients who could not complete the induction
regimen underwent colectomy because of worsening and/or
complications (one patient developed also a systemic CMV
infection); 4 patients discontinued IFX because of early severe
adverse events (1 patient died within 10 days after the first
infusion because of pulmonary abscess, 1 patient developed
pneumonia, 1 patient developed varicella and 1 patient de-
veloped pneumonia and acute CMV-related hepatitis); finally 1
patient discontinued IFX because of intolerance to prophylactic
treatment with isoniazide prescribed because of latent tuber-
culosis. The median follow-up after the first IFX infusion was
18 months (IQR 0–102).
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4.1. Early and 1-year colectomy rate

Thirty-seven out of 113 patients required colectomy during
follow-up (overall colectomy rate 32.7%; 95%CI 24.2% to
42.2%). Of 37 colectomies, 21 (56%) were carried out within
3 months, 8 (22%) between 4 and 12 months and 8 (22%)
were carried out after one year. The early colectomy rate
was 18.6% (95%CI 11.8% to 26.9%). The vast majority of
patients requiring early colectomy underwent surgery within
1 month after rescue therapy (16 out of 21, 76%).
Twenty-nine out of 113 patients required colectomy within
12 months (1 year colectomy rate = 25.6%; 95%CI 17.9% to
34.7%) (Fig. 1). Among 81 patients with severe endoscopic
lesions at baseline 27 (33.3%) underwent colectomy within
Figure 1 Colectomy rates within 3 and 12 months in the
whole cohort (n = 113).
12 months as compared to 2 out of 32 patients (6.2%)
without severe endoscopic lesions.

The cumulative probability of a colectomy-free course
within 5 years from rescue therapy is shown in Fig. 2. The
probability of a course without colectomy was 73.9%, 69.2%
and 66.1% at 12, 24 and 36 months, respectively. At 5 years
the cumulative probability of colectomy was approximately
40%. At univariate analysis, a high CRP value (≥3 mg/dl) and
the presence of severe endoscopic lesions during the acute
attack were significantly associated with a higher probability
of colectomy during follow-up (log rank test p = 0.0017 and
p = 0.0026 respectively) (Fig. 3). No statistical significant
differences were observed with regard to other considered
clinical variables. In the multivariate model, both a high CRP
value and the presence of severe endoscopic lesions were
independently associated with the risk of colectomy: Risk
Ratio (RR) = 2.15 (95%CI 1.05 to 4.36), p = 0.003 and RR =
5.13 (95%CI 1.55 to 16.96), p = 0.007, respectively.

4.2. Long-term colectomy rate in patients escaping
early colectomy

Ninety-one out of 113 patients avoided colectomy within
3 months. Of these, 13 received mesalazine as maintenance
treatment (the majority of them were intolerant to
thiopurines), 32 received immunosuppressant azathioprine
or mercaptopurine, and 46 received scheduled IFX mainte-
nance with or without thiopurines (n = 39 and n = 7,
respectively), with a median number of infusion of 11 (IQR
2–24). Maintenance therapy was not randomised and
aminosalycilates, thiopurines, or scheduled infliximab was
used according to clinical judgement. During a median
follow-up of 26 months (IQR 2–102) 16 patients required
colectomy. The cumulative probability of a colectomy-free
course at 12, 24, 36 and 60 months was 91%, 85%, 81% and
73%, respectively. At univariate analysis, severe endoscopic
lesions at baseline were associated to a higher risk of
colectomy (HR = 8.54; 95%CI 3.08 to 23.67; p = 0.01);
conversely, maintenance treatment with scheduled IFX
and/or immunosuppressant reduced the risk of colectomy
(HR = 0.26; 95%CI 0.09 to 0.85; p = 0.02). In Cox
Figure 2 Kaplan–Meier plot showing colectomy free survival
after rescue therapy with infliximab.

16
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Figure 3 Kaplan–Meier plot showing long term colectomy free survival according to CRP value and endoscopic severity at baseline.
EL = endoscopic lesions; CRP = C-reactive protein.
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proportional hazard regression, only baseline severe endo-
scopic activity was independently associated with the
long-term risk of colectomy in patients escaping early
colectomy (RR =7.0; 95%CI 1.09 to 44.7; p = 0.03).

As far as corticosteroid use in the long term is concerned,
of 84 patients who escaped colectomy within one year 73
(87%) were in steroid-free maintenance treatment.
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4.3. Mortality and adverse events

Sixteen patients (14%) experienced at least one adverse event
(Table 2). There was one death due to pulmonary abscess
11 days after the first IFX infusion. This case was already
included and discussed in the previous study.15 Four patients
experienced early serious adverse events and discontinued IFX
before completing the induction regimen: one patient devel-
oped pneumonia 2 months after the second infusion, 1 patient
developed systemic cytomegalovirus (CMV) infection, 1 patient
developed varicella infection and one patient developed
CMV-related hepatitis and pneumonia. One patient had a
Table 2 Numbers of adverse events observed. One patient
had more than 1 adverse event (CMV-related hepatits and
pneumonia).

Adverse event Number of patients

Pulmonary abscess (Legionella
pneumophila)

1

Pneumonia 3
Systemic CMV infection 1
Varicella 1
CMV related hepatitis 1
Herpes zoster infection 2
Candida albicans sepsis 1
Systemic HSV infection 1
Infusion reactions 6

CMV = cytomegalovirus; HSV = Herpes Simplex Virus.
Candida albicans sepsis that occurred 3 months after the last
infusion, and probably it was not related to IFX. Herpes zooster
occurred in 2 patients, systemic Herpes Simplex Virus (HSV)
infection in one patient and pneumonia in one patient. Mild
infusion reactions occurred in 6 patients. No newly diagnosed
malignancies occurred. No surgery-related mortality occurred.
5. Discussion

This multicenter observational study is, to our knowledge,
the largest series of severe IIVT-refractory UC patients in
which a pre-defined three dose induction IFX regimen has
been evaluated as rescue therapy. The results of our study
confirm that IFX 5 mg/kg at 0, 2 and 6 weeks is effective to
reduce the risk of colectomy in the short and long-term. The
colectomy rates at 3 and 12 months were 18.6% and 25.6%,
respectively. In patients escaping early colectomy, the
cumulative probability of a course without colectomy was
73% after 5 years. These results are clinically relevant
considering that all patients in our study were potential
candidates for urgent colectomy, because of resistance to
IIVT.

Prior to the immunosuppressive treatment era, higher
colectomy rates after IIVT for UC have been reported both in
the short and in the long-term (46% and 52%, respectively),
with a 10-year colectomy rate, after the acute attack, as
high as 64%.4 Preliminary open label series of severe
corticosteroid-refractory UC treated with IFX report a wide
range of colectomy rate, starting from 18% up to 75%.10–14

However, comparison with these studies is flawed by the
small number of patients, different inclusion criteria and
definitions of steroid failure, variable duration of follow-up
and different rescue treatment schedules.

The optimal induction dose of IFX is currently not well
defined. In our previous report, including 83 patients with
severe IIVT-refractory UC, the early colectomy rate (defined
as surgery performed within 2 months) was higher in patients
receiving one IFX infusion compared with those receiving two
or more infusions (35% vs 5.3%, respectively), suggesting that

image of Figure�3
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two or three infusions work better than one single infusion.15

In the randomised controlled trial by Jarnerot et al.,8 the early
colectomy rate after one single IFX infusion was 29%. Similar
percentages have been reported in two recently published
large observational retrospective studies from Denmark and
Sweden,22,23 in which a flexible IFX induction regimen was
used (approximately 50% of patients in both studies received a
single IFX infusion). Conversely, our early colectomy rate of
19% is very close to the 21% reported by Laharie et al. in the
ciclosporin versus infliximab open-label randomised con-
trolled trial, in which a standard 3 dose IFX induction regimen
was used.24 Even though these comparisons do not provide
strong evidence, we can speculate that a standard 3 dose IFX
induction regimen may reduce early colectomy rate by
approximately 10% compared to a single IFX infusion.

As far as the long term colectomy rate is concerned, the
vast majority of patients escaping early colectomy were
maintained with immunomodulators or scheduled IFX with or
without immunomodulators (86%) and only a minority of
patients received mesalazine as maintenance treatment.
This figure is very similar to that reported by Sjöberg et al.23

in which 79% of patients escaping early colectomy received
thiopurines and/or scheduled IFX as maintenance treat-
ment. Since maintenance therapy was not randomised, no
conclusions can be made from these data and the best
maintenance treatment after successful rescue therapy with
IFX needs further evaluation.

As far as predictors of colectomy are concerned, a high CRP
value and the presence of severe endoscopic lesions at baseline
were independently associated with the cumulative risk of
colectomy within 5 years of follow-up. In the subgroup of
patients escaping early colectomy, the severity of endoscopic
lesions at baseline was confirmed as the only independent
predictor of long-term colectomy. The possibility of identifying
at an early stage patients who will fail intensive treatment and
will need colectomy is one of the most relevant clinical
dilemmas in managing patients with acute severe colitis.25 In a
previous systematic review and meta-regression, more than 20
predictors of medical therapy failure were identified, even
though only a few variables were consistently reproduced:
disease extent, bowel movements, fever, heart rate, CRP,
albumin, and radiologic assessment.3 Most of these studies,
however, focused on corticosteroid failure, and few data are
available concerning predictors of response or failure to IFX
rescue therapy.

CRP is a useful, objective marker of predictive value for
corticosteroid failure, both in adult and paediatric patients
with acute severe UC.26,27 Conversely, in studies with IFX as
rescue therapy, CRP is related to the risk of colectomy in
some studies,22,28 but not in others.23

The severity of endoscopic lesions, particularly the
presence of deep or large ulcers, has been associated with
the risk colectomy in several studies.21,29–31 However, in the
only randomised, placebo-controlled study by Jarnerot et al.8

the severity of endoscopic lesions predicted response to
neither IFX, nor colectomy. In our study, the presence of
severe endoscopic lesions, defined as the presence of deep
ulcerations and/or spontaneous bleeding, was independently
associated with the overall risk of colectomy and with the risk
of long-term colectomy in patients escaping early colectomy.
This finding suggests that the colonic structural damage may
be the major determinant for the need of colectomy both in
the short- and in the long-term although it is possible that
patients with severe endoscopic lesions were more likely to
undergo colectomy because clinicians were convinced of their
prognostic importance.

Safety issues of rescue therapy with IFX remain an
important issue. In our study, the proportion of patients with
adverse events (14%) is similar to that reported in the ACT 1
and ACT 2 studies.32 The case of fatal Legionella pneumophila
infection, possibly related to infliximab, is of major concern
but our mortality (0.88%) is lower than that reported in other
series.13,23 Safety issues of rescue therapy in patients with
acute severe UC should be counterbalanced with the surgery-
related risks in the urgent or emergent setting. Recent
population-based nationwide studies of mortality after
colectomy for UC performed in United Kingdom, USA and
Denmark, report a 30-day mortality after urgent colectomy of
approximately 5%.33–35 Preventing urgent colectomy may,
therefore, impact mortality.

In conclusion, our data confirm that IFX is an effective and
safe rescue therapy for acute severe corticosteroid-refractory
UC. A standard three-dose induction regimen seems to be the
treatment of choice for preventing early colectomy. The
presence of severe endoscopic lesions at baseline appears to
be predictor of short- and long-term colectomy. The long-
term maintenance strategy to be preferred should be
addressed in future studies.
Disclosure statement

No financial support was received for this study from any
authors, no sponsors were involved.
References

1. Edwards FC, Truelove SC. The course and prognosis of ulcerative
colitis. Part 1: short-term prognosis. Gut 1963;4:300–8.

2. Hyde GM, Jewell DP. Review article: the management of severe
ulcerative colitis. Aliment Pharmacol Ther 1997;11:419–24.

3. Turner D, Walsh CM, Steinhart AH, Griffiths AM. Response to
corticosteroids in severe ulcerative colitis: a systematic review
of the literature and a meta-regression. Clin Gastroenterol
Hepatol 2007;5(1):103–10.

4. Gustavsson A, Halfvarson J, Magnuson A, Sandberg-Gertzén H,
Tysk C, Järnerot G. Long-term colectomy rate after intensive
intravenous corticosteroid therapy for ulcerative colitis prior to
the immunosuppressive treatment era. Am J Gastroenterol
2007;102(11):2513–9.

5. Cohen RD, Brodsky AL, Hannauer SB. A comparison of the quality
of life in patients with severe ulcerative colitis after total
colectomy versus medical treatment with intravenous cyclo-
sporin. Inflamm Bowel Dis 1999;5:1–10.

6. Lichtiger S, Present DH, Kornbluth A, Gelernt I, Bauer J, Galler
G, et al. Cyclosporine in severe ulcerative colitis refractory to
steroid therapy. N Engl J Med 1994;30;330(26):1841–5.

7. Moskovitz DN, Van Assche G, Maenhout B, Arts J, Ferrante M,
Vermeire S, et al. Incidence of colectomy during long-term
follow-up after cyclosporine-induced remission of severe ulcer-
ative colitis. Clin Gastroenterol Hepatol 2006;4(6):760–5.

8. Järnerot G, Hertervig E, Friis-Liby I, Blomquist L, Karlén P, Grännö
C, et al. Infliximab as rescue therapy in severe to moderately
severe ulcerative colitis: a randomized, placebo-controlled study.
Gastroenterology 2005;128(7):1805–11.

http://refhub.elsevier.com//rf0165
http://refhub.elsevier.com//rf0165
http://refhub.elsevier.com//rf0005
http://refhub.elsevier.com//rf0005
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0010
http://refhub.elsevier.com//rf0015
http://refhub.elsevier.com//rf0015
http://refhub.elsevier.com//rf0015
http://refhub.elsevier.com//rf0015
http://refhub.elsevier.com//rf0015
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0020
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0170
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0025
http://refhub.elsevier.com//rf0030
http://refhub.elsevier.com//rf0030
http://refhub.elsevier.com//rf0030
http://refhub.elsevier.com//rf0030
http://ecco-jcc.oxfordjournals.org/


858 R. Monterubbianesi et al.

 by guest on D
ecem

ber 12, 2016
http://ecco-jcc.oxfordjournals.org/

D
ow

nloaded from
 

9. Gustavsson A, Järnerot G, Hertervig E, Friis-Liby I, Blomquist L,
Karlén P, et al. Clinical trial: colectomy after rescue therapy in
ulcerative colitis — 3-year follow-up of the Swedish–Danish
controlled infliximab study. Aliment Pharmacol Ther 2010;32(8):
984–9.

10. Bressler B, Law JK, Al NahdiSheraisher N, Atkinson K, Byrne MF,
Chung HV, et al. The use of infliximab for treatment of
hospitalized patients with acute severe ulcerative colitis. Can
J Gastroenterol 2008;22(11):937–40.

11. Regueiro M, Curtis J, Plevy S. Infliximab for hospitalized patients
with severe ulcerative colitis. J Clin Gastroenterol 2006;40(6):
476–81.

12. Jakobovits SL, Jewell DP, Travis SP. Infliximab for the
treatment of ulcerative colitis: outcomes in Oxford from 2000
to 2006. Aliment Pharmacol Ther 2007;25(9):1055–60.

13. Lees CW, Heys D, Ho GT, Noble CL, Shand AG, Mowat C, et al,
Scottish Society of Gastroenterology Infliximab Group. A
retrospective analysis of the efficacy and safety of infliximab
as rescue therapy in acute severe ulcerative colitis. Aliment
Pharmacol Ther 2007;26(3):411–9.

14. Aratari A, Papi C, Clemente V, Moretti A, Luchetti R, Koch M,
et al. Colectomy rate in acute severe ulcerative colitis in the
infliximab era. Dig Liver Dis 2008;40(10):821–6.

15. Kohn A, Daperno M, Armuzzi A, Cappello M, Biancone L, Orlando
A, et al. Infliximab in severe ulcerative colitis: short-term
results of different infusion regimens and long-term follow-up.
Aliment Pharmacol Ther 2007;26(5):747–56.

16. Lennard-Jones JE. Classification of inflammatory bowel disease.
Scand J Gastroenterol 1989;24:2–6.

17. Truelove SC, Witts LJ. Cortisone in ulcerative colitis. Final
report on a therapeutic trial. Br Med J 1955;2:1041–8.

18. Chapman RW, SelbyWS, Jewell DP. Controlled trial of intravenous
metronidazole as an adjunct to corticosteroids in acute severe
ulcerative colitis. Gut 1986;27:1210–2.

19. Lichtiger S, Present D. Preliminary report: cyclosporin in treatment
of severe active ulcerative colitis. Lancet 1990;336:16–9.

20. Prantera C, Lorenzetti R, Cerro P, et al. The plain abdominal
film accurately estimates extent of active ulcerative colitis.
J Clin Gastroenterol 1991;13:231–4.

21. Carbonnel F, Lavergne A, Lemann M, et al. Colonoscopy of acute
colitis. A safe and reliable tool for assessment of severity. Dig
Dis Sci 1994;39:1550–7.

22. Mortensen C, Caspersen S, Christensen NL, Svenningsen L,
Thorsgaard N, Christensen LA, et al. Treatment of acute
ulcerative colitis with infliximab, a retrospective study from
three Danish hospitals. J Crohns Colitis 2011;5(1):28–33.

23. Sjöberg M, Magnuson A, Björk J, Benoni C, Almer S, Friis-Liby I,
Hertervig E, Olsson M, Karlén P, Eriksson A, Midhagen G, Carlson
M, Lapidus A, Halfvarson J, Tysk C, Swedish Organization for the
Study of Inflammatory Bowel Disease (SOIBD). Infliximab as
rescue therapy in hospitalised patients with steroid-refractory
acute ulcerative colitis: a long-term follow-up of 211 Swedish
patients. Aliment Pharmacol Ther 2013;38(4):377–87.
24. Laharie D, Bourreille A, Branche J, Allez M, Bouhnik Y, Filippi J,
Zerbib F, Savoye G, Nachury M, Moreau J, Delchier JC, Cosnes J,
Ricart E, Dewit O, Lopez-Sanroman A, Dupas JL, Carbonnel F,
Bommelaer G, Coffin B, Roblin X, Van Assche G, EsteveM, Färkkilä
M, Gisbert JP, Marteau P, Nahon S, de Vos M, Franchimont D, Mary
JY, Colombel JF, Lémann M, Groupe d'Etudes Thérapeutiques
des Affections Inflammatoires Digestives. Ciclosporin versus
infliximab in patients with severe ulcerative colitis refractory
to intravenous steroids: a parallel, open-label randomised
controlled trial. Lancet 2012;380(9857):1909–15.

25. Travis S, Satsangi J, Lémann M. Predicting the need for
colectomy in severe ulcerative colitis: a critical appraisal of
clinical parameters and currently available biomarkers. Gut
2011;60(1):3–9.

26. Travis SP, Farrant JM, Ricketts C, Nolan DJ, Mortensen NM,
Kettlewell MG, et al. Predicting outcome in severe ulcerative
colitis. Gut 1996;38(6):905–10.

27. Turner D, Mack D, Leleiko N, Walters TD, Uusoue K, Leach ST, et al.
Severe pediatric ulcerative colitis: a prospective multicenter
study of outcomes and predictors of response. Gastroenterology
2010;138(7):2282–91.

28. Mocciaro F, Renna S, Orlando A, Rizzuto G, Sinagra E, Orlando E,
et al. Cyclosporine or infliximab as rescue therapy in severe
refractory ulcerative colitis: early and long-term data from a
retrospective observational study. J Crohns Colitis 2012;6(6):
681–6.

29. Carbonnel F, Gargouri D, Lémann M, Beaugerie L, Cattan S,
Cosnes J, et al. Predictive factors of outcome of intensive
intravenous treatment for attacks of ulcerative colitis. Aliment
Pharmacol Ther 2000;14(3):273–9.

30. Daperno M, Sostegni R, Scaglione N, Ercole E, Rigazio C, Rocca
R, et al. Outcome of a conservative approach in severe
ulcerative colitis. Dig Liver Dis 2004 Jan;36(1):21–8.

31. Cacheux W, Seksik P, Lemann M, Marteau P, Nion-Larmurier I,
Afchain P, et al. Predictive factors of response to cyclosporine
in steroid-refractory ulcerative colitis. Am J Gastroenterol
2008;103(3):637–42.

32. Rutgeerts P, SandbornWJ, Feagan BG, ReinischW,Olson A, Johanns
J, et al. Infliximab for induction and maintenance therapy for
ulcerative colitis. N Engl J Med 2005;353(23):2462–76.

33. Roberts SE, Williams JG, Yeates D, Goldacre MJ. Mortality in
patients with and without colectomy admitted to hospital for
ulcerative colitis and Crohn's disease: record linkage studies.
BMJ 2007;335(7628):1033.

34. Kaplan GG, McCarthy EP, Ayanian JZ, Korzenik J, Hodin R, Sands
BE. Impact of hospital volume on postoperative morbidity and
mortality following a colectomy for ulcerative colitis. Gastro-
enterology 2008;134(3):680–7.

35. Tøttrup A, ErichsenR, SværkeC, Laurberg S, SrensenHT. Thirty-day
mortality after elective and emergency total colectomy in Danish
patients with inflammatory bowel disease: a population-based
nationwide cohort study. BMJ Open 2012 Apr 5;2(2):e000823,
http://dx.doi.org/10.1136/bmjopen-2012-000823.

http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0035
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0040
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0045
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0050
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0055
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0060
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0065
http://refhub.elsevier.com//rf0070
http://refhub.elsevier.com//rf0070
http://refhub.elsevier.com//rf0075
http://refhub.elsevier.com//rf0075
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0080
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0085
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0090
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0095
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0100
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0105
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0110
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0115
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0175
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0120
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0125
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0130
http://refhub.elsevier.com//rf0135
http://refhub.elsevier.com//rf0135
http://refhub.elsevier.com//rf0135
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0140
http://refhub.elsevier.com//rf0145
http://refhub.elsevier.com//rf0145
http://refhub.elsevier.com//rf0145
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0150
http://refhub.elsevier.com//rf0155
http://refhub.elsevier.com//rf0155
http://refhub.elsevier.com//rf0155
http://refhub.elsevier.com//rf0155
http://dx.doi.org/10.1136/bmjopen-2012-000823
http://ecco-jcc.oxfordjournals.org/

	Infliximab three-dose induction regimen in severe corticosteroid-refractory ulcerative colitis: Early and late outcome and ...
	1. Introduction
	2. Patients and methods
	3. Statistical analysis
	4. Results
	4.1. Early and 1-year colectomy rate
	4.2. Long-term colectomy rate in patients escaping early colectomy
	4.3. Mortality and adverse events

	5. Discussion
	Disclosure statement
	References


