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ABSTRACT 
Acute severe ulcerative colitis is a rapidly progressive severe 
form of colitis that can occur in 20–30% patients with ulcer-
ative colitis. Early recognition, hospitalization at centers 
with experience and expertise and multidisciplinary treat-
ment is the cornerstone of appropriate management of this 
condition. After excluding infections and other differentials, 
patients should be started on parenteral corticosteroids to 
control inflammation. ASUC patients are at high risk for 
thromboembolic complications and hence DVT prophylaxis 
is ideally started as soon as possible in the emergency room 
and continued throughout hospitalization. Objective crite-
ria should be applied to assess improvement and identify 
patients who are unlikely to improve without second line/
rescue therapy as early as 72 hours on steroid therapy. Inflix-
imab and cyclosporine are the most used options for second 
line therapy and should be administered under direction by 
gastroenterologists. Disease progression despite aggressive 
treatment or non-response to second line therapy, complica-
tions such as megacolon, perforation, hemorrhage can occur 
requiring colectomy as a salvage option in those patients. 
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INTRODUCTION 

Ulcerative colitis (UC) is an immune-mediated disease char-
acterized by chronic inflammation of the colon. It is thought 
to result from a complex interaction of environmental and 
immunologic factors with microbiome changes in a geneti-
cally susceptible host. Incidence of UC appears to be rising 
worldwide, attributed in large part to adoption of a Western 
lifestyle and diet that seems to parallel industrialization.1 
Incidence in the United States appears to have plateaued 
around 12 per 100,000 person years while the prevalence is 
estimated to range from 150–211 per 100,000 person years.2,3  
Data from the Ocean State Crohn’s and Colitis Area Regis-
try (OSCCAR) for Rhode Island shows higher incidence rates 
for UC at 15.1 per 100,000 person years.4 

UC has a relapsing, remitting course and patients may 
experience episodes of disease flare over their lifetime. 
Patients classically present with chronic diarrhea, hema-
tochezia, tenesmus, abdominal cramping, weight loss and 

anemia. Disease extent can vary from limited disease con-
fined to the rectum (proctitis) to more extensive colitis 
involving the entire colon as described in the Montreal clas-
sification and more extensive disease associated with higher 
risk of colectomy.5 Disease severity assessed using various 
criteria can range from mild, moderate to severe. One of 
the earliest described was the Truelove and Witts criteria 
which is still used in clinical practice.6 The Mayo score is 
another widely used clinical criteria, its major advantage 
being inclusion of endoscopic appearance for grading disease 
severity. Most patients have mild-to-moderate and left-sided 
disease at presentation, but 20–30% patients may present 
with severe disease at diagnosis or at some point in their 
lifetime.7 Some patients may present with severe disease, 
refractory to outpatient treatment with a rapid course and 
needing hospitalization referred to as Acute Severe Ulcer-
ative Colitis (ASUC). Historically, patients with ASUC had 
an in-hospital mortality rate as high as 28% with colectomy 
being the only salvage option. However, several advances 
in management over the last 75 years including early dis-
ease identification, treatment with corticosteroids, early 
recognition of steroid-refractory state and development of 
newer anti-cytokine therapy has dramatically improved out-
comes.8 Despite that about 30% patients with ASUC will 
need colectomy at three months and mortality rates remain 
around 1–2%.9 

DIAGNOSIS 
ASUC is often underrecognized, particularly in patients with 
long standing UC developing a severe flare. Up to 10–15% 
patients may present with ASUC at initial diagnosis.7 Using 
objective criteria may aid early recognition and timely initi-
ation of treatment. Failure to respond to high doses of out-
patient steroids (prednisone 60 mg daily), significant anemia 
or hematochezia requiring transfusion and systemic symp-
toms are other indicators of aggressive disease. Patients 
with UC are at high risk of Clostridioides difficile infection 
(CDI) which in turn can trigger a severe disease flare. Fur-
thermore, superadded CDI can increase rate of colectomy 
in these patients and should be tested and treated if posi-
tive in all patients with ASUC.10 Other enteric infections 
should be ruled out early in disease course to allow appropri-
ate treatment of colitis. Cytomegalovirus (CMV) infection 
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can occur particularly in individuals on prior immunosup-
pressive therapy for their colitis and can also lead to steroid 
refractoriness. Diagnosis of CMV requires sigmoidoscopy 
with biopsy to look for inclusion bodies on histopathology 
and immunohistochemistry may further aid diagnosis. Sig-
moidoscopy early in the hospital course (within 24–48 hrs.) 
may help diagnose certain other conditions such as CDI 
(although classic pseudomembranes may not be seen in UC 
with CDI), ischemic colitis, stercoral ulcers, radiation coli-
tis, segmental colitis associated with diverticulosis (SCAD) 
and provide endoscopic assessment of disease severity and 
extent to correlate with other markers such as c-reactive 
protein (CRP) and fecal calprotectin. For all these reasons, 
gastroenterology team should be consulted early in the  
hospital course. 

100 mg three times daily. Higher doses of methylprednis-
olone have limited efficacy in terms of therapeutic gain 
over 60 mg/day with increased risk of side effects.11 Patients 
should be closely monitored for improvement in bowel fre-
quency, bleeding and inflammatory markers, particularly 
CRP. Bowel rest does not improve inflammation and can 
increase risk of malnutrition and hypoalbuminemia unless 
patient exhibits severe abdominal pain and peritoneal signs. 
Antibiotics also have limited efficacy in improving inflam-
mation and should be avoided, particularly due to increased 
risk of CDI. 

Prevention of complications
Patients with ASUC have a 2–3-fold increased risk of deep 
vein thrombosis (DVT) and should receive prophylaxis with 
subcutaneous heparin or low molecular weight heparin 
started immediately in the ER on admission despite having 
hematochezia.12 Anti-motility agents such as loperamide 
can precipitate mega-colon and should also be avoided. 
Additionally, non-steroidal anti-inflammatory medica-
tions can worsen inflammation and should be avoided. In 
addition to routine labs and inflammatory markers, daily 
abdominal flat plate X-rays may help monitor for megaco-
lon. These patients may also develop perforation without 
classic features of acute abdomen while on high dose ste-
roids or other immunosuppressive therapy. In preparation 
for possible treatment with an anti-TNF, tuberculosis test-
ing with QuantiFERON gold and assessment for hepatitis B 
infection is standard of care and important to do early and 
not delay initiation of rescue therapy if needed. Colorectal 
surgery consultation should be obtained early in hospital 
stay to allow patients to understand surgical options in case 
of disease progression on medical therapy. 

Second line (Rescue) therapy
As many as a third of patients are unlikely to respond to ste-
roids alone during their hospital stay and may need initiation 
of second line/rescue therapy failing which they remain at 
high risk of requiring colectomy.13 Presence of deep ulcers on 
early sigmoidoscopy and failure of outpatient oral steroids 
may be early indicators of need for second line/rescue ther-
apy. Response to steroids should be judged as early as day 3 
using Oxford criteria (stool frequency > 8 bowel movements 
or CRP > 45 on day 3 of hospital stay predicting an 85% 
likelihood of colectomy during that admission).14 Other pre-
dictive indices can also aid identification of patients need-
ing escalation to second line or rescue therapy. However, the 
key is to identify this early and not leave patients on high 
dose parenteral steroids for longer than 5–7 days due to lack 
of further benefit and increased risk of complications.  The 
two most commonly utilized medical rescue therapies for 
corticosteroid-refractory ASUC patients are infliximab (IFX) 
and cyclosporine (CsA). 

CsA is a rapidly acting calcineurin inhibitor with high 

1. Check for C.difficile in addition to other infections

2. Send quantiferon gold and hepatitis B serology (surface antigen, 
surface antibody and core antibody total) on admission, preferably 
before steroids

3. Early gastroenterology consult - Sigmoidoscopy in 24-48 hrs, 
biopsy for CMV  (especially if not responding to steroids or previous 
biologic agent use)

4. Initiate solumedrol if infectious work up negative – dose no more 
than 60 mg/day

5. Consult colorectal surgery early, preferably on admission or when 
considering rescue/salvage therapy 

6. Daily monitoring – c-reactive protein, albumin, white count, Xray 
KUB upright

7. DVT prophylaxis with LMWH or heparin

8. Assess response to steroids by day 3 of solumedrol (Travis index/
Oxford criteria) – consider salvage therapy with infliximab or 
cyclosporine based on local expertise 

Box 1. Best practices checklist for the inpatient with acute severe  

ulcerative colitis

MANAGEMENT

Initial management
Patients with ASUC should be hospitalized for close mon-
itoring as the disease can progress rapidly with high risk 
of complications. Depending on allocation of resources, 
patients may be best monitored in an intermediate care unit. 
The goal of initial management is exclusion of other etiolo-
gies that can mimic a similar presentation, rapid control of 
the severe inflammation, prevention of complications and 
early identification of patients who are likely to need second 
line therapy. 

Treatment of inflammation
The first line agent for treatment of ASUC is intravenous cor-
ticosteroids. The usual agents of choice are methylpredniso-
lone typically used at a dose of 60 mg/day or hydrocortisone 
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rates (65–80%) of short-term clinical response.15,16 Calci-
neurin inhibitors have a narrow therapeutic window and are 
associated with nephrotoxicity, neurotoxicity (seizures or 
tremor), electrolyte abnormalities (magnesium, potassium), 
hypertension, and opportunistic/serious infections. Contra-
indications include hypocholesterolemia (total cholesterol  
< 80) and renal insufficiency. Given potential toxicities, CsA 
is implemented as induction therapy and subsequently as 
bridging therapy to another long-term maintenance medica-
tion. In randomized controlled trials with steroid-refractory 
ASUC patients, CsA demonstrated greater clinical response 
rates than placebo with a trend towards lower risk of colec-
tomy but there were no differences in response or colectomy 
rates between doses of 2mg/kg/day and 4mg/kg/day.15,16 
CsA is started at a continuous infusion rate of 2mg/kg/day 
with a target concentration of 150–250 ng/mL. If the patient 
responds within 7 days, they can be transitioned to oral 
CsA and then subsequently bridged to maintenance ther-
apy such as thiopurine or vedolizumab. Before starting CsA, 
creatinine, cholesterol, and magnesium need to be evalu-
ated. While on therapy, cyclosporine levels, electrolytes, 
cholesterol, creatinine, and blood pressure are monitored 
daily. Given the intricacies of monitoring CsA therapy, local 
expertise is crucial. 

Another less commonly utilized calcineurin inhibitor for 
medical rescue therapy is oral tacrolimus. Randomized con-
trolled trials on steroid-refractory ASUC showed higher rates 
of clinical response (50%) and mucosal healing (44%) in the 
tacrolimus group compared with placebo after 2 weeks of 
therapy.17 The target trough drug level for tacrolimus is 10 to 
15 ng/ml.18 The lack of patients requiring colectomies in the 
tacrolimus trials suggests different patient populations than 
other trials of corticosteroid-refractory ASUC patients; there 
remains uncertainty in the ability of tacrolimus to decrease 
risk of colectomy.19 

Another crucial aspect of calcineurin inhibitor rescue 
therapy in ASUC is that it is a bridge to another ther-
apy. Traditionally, calcineurin inhibitors were a bridge to 
immunomodulator therapy. However, current practice has 
expanded to include destination therapy in infliximab and 
vedolizumab. In patients who received calcineurin inhibi-
tor as induction therapy with vedolizumab as maintenance 
therapy, at 12 months, 68% experienced colectomy-free 
survival.20 The role of newer small molecule JAK inhibitors 
or S1P inhibitors as destination therapy after cyclosporine 
remains to be determined. A key consideration in these 
patients is the need for pneumocystis jiroveci pneumonia 
prophylaxis with trimethoprim/sulfamethoxazole when 
patients are on three or more immunosuppressive agents. 

IFX is a monoclonal antibody that is widely used to 
treat moderate to severe ulcerative colitis. It has been 
well-established as second-line medical rescue therapy in 
ASUC patients. However, an optimal dosing strategy is 
not well established. The induction strategy for outpatient 

moderate-severe ulcerative colitis (5 mg/kg at weeks 0, 2, 
and 6) can be adopted in the acute setting of a hospitalized 
ASUC patient but a better understanding of infliximab phar-
macokinetics suggests that intensive IFX dosing may be 
required. ASUC is associated with fecal wasting of IFX and 
accelerated infliximab clearance through intestinal protein 
loss leading to hypoalbuminemia.21,22 Intensive IFX dosing 
refers to a shortened interval between infliximab doses 
(dose stacking) and/or administering a higher dose than 5 
mg/kg. There were no clinical trials comparing infliximab 
dosing regimens but meta-analyses of observational studies 
demonstrated no difference in short-term risk of colectomy 
between intensive and standard dosing. However, studies 
demonstrated that a lower colectomy risk (RR, 0.24; 95% 
CI 0.08-0.68) was achieved with a higher IFX induction dose 
(10mg/kg) compared with dose stacking with standard IFX 
dose (5mg/kg).23-26 Ongoing prospective studies will provide 
additional insight on this question but intensive IFX dos-
ing, particularly high dose induction (10 mg/kg), should be 
considered in ASUC patients at greatest risk for accelerated 
drug clearance.

The decision to utilize CsA or IFX as rescue therapy in 
steroid-refractory ASUC depends on prior biologic exposure, 
patient preference, and local provider expertise. Advantages 
of CsA include rapid onset of action, pharmacokinetics are 
not adversely affected by hypoalbuminemia. Advantages of 
IFX include a relatively better safety profile and the ability 
to continue IFX as maintenance therapy. Two open-label 
RCTs demonstrated no significant difference in efficacy to 
avoid colectomy between IFX and CsA regimens on short-
term and long-term follow-up.27-29 However on meta-analy-
sis of observational cohorts, lower 3-month and 12-month 
risks of colectomy were seen in patients treated with inflix-
imab.13 Another consideration is the safety and efficacy of 
a third-line medical rescue therapy (sequential therapy). 
A systematic review of sequential therapy revealed short 
term response rates of 62.4%, colectomy rates at 3 months 
of 28.3%, serious infections in 6.7%, and death in 1%.30 
Overall, studies suggest that IFX and CsA are comparable in 
terms of efficacy however providers should be cognizant of 
potential side-effects of CsA as well as the risks of sequen-
tial therapy. 

Finally, the introduction of new small molecule agents 
with rapid onset of action has led to interest in a potential 
role for novel ASUC therapy. Tofacitinib is a small-molecule 
that inhibits JAK which is vital to pro-inflammatory cyto-
kine cascades. A retrospective case-control study on bio-
logic-experienced ASUC patients who received tofacitinib 
in addition to IV corticosteroids showed that a higher dose 
of 10mg three times daily for 3 days was associated with 
lower 90- day colectomy risk and similar rates of complica-
tions when compared with controls.31 While these results 
are encouraging, this strategy needs to be further studied in 
prospective studies before routine implementation. 
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ROLE OF SURGERY
The management of ulcerative colitis (UC) has changed dra-
matically over the last two decades as medical management 
has made massive strides forward with availability of multi-
ple biologic agents and small molecules. Patients requiring 
surgery generally fall into one of the following categories: 
patients with colonic neoplasia, those experiencing signif-
icant adverse effects of medications or more commonly, 
those with severe disease refractory to medical manage-
ment.32 Patients failing medical management may be those 
that have failed multiple treatment attempts and present 
for elective surgery, or those hospitalized with severe or ful-
minant disease that may require more urgent or emergent 
intervention. 

ASUC is ideally managed non-operatively, as the risk of 
surgical complication is high and the preferred operation for 
ulcerative colitis, restorative proctocolectomy with J-pouch, 
is not possible in the acute state. Colorectal surgery should 
be consulted early in the hospital course given the rapid-
ity of disease progression. Medically refractory disease, typ-
ically defined as nonresponse to appropriately dosed IFX 
or CsA, is often main indication to proceed with surgery. 
In this regard, the amount of time varies widely from cen-
ter-to-center, but many allow for at least three full days after 
initiation of salvage therapy with IFX or CsA to assess for 
improvement before performing surgery. That said, there are 
no firm guidelines in patients with smoldering disease and 
different management strategies are employed at various 
institutions. Certainly, patients with ASUC who develop 
any life-threatening complications such as colonic perfora-
tion, toxic megacolon and severe hematochezia may need 
more emergent surgery. Toxic megacolon is characterized by 
sloughing of the mucosa and sepsis occurs due to loss of the 
mucosal barrier integrity. Patients present with fever, tachy-
cardia, leukocytosis, and often with colonic ileus and dis-
tension that is readily apparent on plain film.  Patients with 
toxic megacolon are likely to progress to septic shock and 
death without source control in the form of total colectomy 
with ileostomy.32 Although a rare complication, colonic per-
foration due to acute severe ulcerative colitis may occur. 
When it does, emergent colectomy is required. Additionally, 
a small percentage of patients may experience massive col-
orectal hemorrhage necessitating immediate intervention. 

The decision to proceed with surgery is not always as clear 
as in these emergent situations. Patients failing medical 
management not having an absolute indication for surgery 
(perforation, megacolon) will typically benefit from surgery 
for symptom control. The goal from a surgical standpoint is 
to operate before any perforation occurs, or before the patient 
becomes so debilitated that the surgery results in complica-
tions, prolonged hospitalization and possible death. Time 
is of the essence with higher risk of in-hospital mortality 
for those undergoing surgery after a week of admission.33 

Effective communication and collaboration between gas-
troenterologist, colorectal surgeon, and the primary team 
is extremely important in forming a multidisciplinary and 
individualized approach for each patient.34 Hence, involving 
the colorectal surgery early (when considering salvage/res-
cue therapy) gives the patient and family time to become 
familiar with the option of surgery and rather than waiting 
until surgery is imminent or emergent.  Surgery should not 
be presented as a last resort but an important option that 
may be the best option for some situations.  Consideration 
should also be given to transferring patient to a tertiary care 
center with expertise in colorectal surgery as the experience 
and volume of colorectal surgeons can impact outcomes 
including mortality in ASUC.33

The long-term surgical management for patients with 
UC is total proctocolectomy and creation of an ileal pouch 
anal anastomosis (IPAA). This is typically achieved in three 
stages. The first stage in ASUC is colectomy and end ileos-
tomy with the rectum left in situ. If there is concern for the 
viability of the rectal stump, or concern for breakdown of 
the staple line, then the end of the stump can be brought up 
into the inferior portion of the wound as a mucous fistula. In 
the acute setting, reconstruction is generally not indicated. 
In select cases, if the patient is not too de-conditioned, and 
thought to be a suitable surgical candidate and is agreeable, 
reconstructive surgery can be offered. Approximately 6 
months after initial surgery, once the patient recovers, in 
the second stage removal of the rectum with Ileal J-pouch 
and anal anastomosis, often with a temporary loop ileos-
tomy is standard of care. The third stage is performed about 
2–3 months later where the loop ileostomy is reversed to 
allow patient to have a continent fecal stream. The timing of 
IPAA creation may be delayed in women of childbearing age  
considering its impact on fertility. 

CONCLUSION

ASUC is a medical emergency and timely recognition and 
treatment can have a huge impact on patient outcomes.  
Patients may be best cared for at centers with experience in 
dealing with this condition with expertise in gastroenterol-
ogy and colorectal surgery. Standardized protocols may help 
further streamline their care (Figure 1). Corticosteroids play 
a vital role in initial control of inflammation with second 
line rescue agents offering a chance at avoiding colectomy. 
The positioning of newer, small molecule-based treatments 
(JAK inhibitors) in the management of ASUC is yet to be 
determined. Despite these advances, a significant number 
of patients will still need colectomy and close collaboration 
with surgery is vital in the successful implementation of 
any treatment protocols. 

UPDATES IN INFLAMMATORY BOWEL DISEASES

22D E C E M B E R  2 0 2 2   R H O D E  I S L A N D  M E D I C A L  J O U R N A L   R I M J  A R C H I V E S  |  D E C E M B E R  I S S U E  W E B P A G E  |  R I M S

http://rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2022-12.asp
https://www.rimedicalsociety.org


6. Truelove SC, Witts LJ. Cortisone in ulcerative colitis; final re-
port on a therapeutic trial. Br Med J. 1955;2(4947):1041-1048. 

7. Fumery M, Singh S, Dulai PS, Gower-Rousseau C, Peyrin-Birou-
let L, Sandborn WJ. Natural History of Adult Ulcerative Colitis 
in Population-based Cohorts: A Systematic Review. Clin Gas-
troenterol Hepatol. 2018 Mar;16(3):343-356.e3. 

8. Aratari A, Papi C, Clemente V, et al. Colectomy rate in acu-
te severe ulcerative colitis in the infliximab era. Dig Liver Dis. 
2008;40 (10):821–826. 

9. Dong C, Metzger M, Holsbø E, Perduca V, Carbonnel F. Systema-
tic review with meta-analysis: mortality in acute severe ulcera-
tive colitis. Aliment Pharmacol Ther. 2020;51(1):8–33. 

10. Ananthakrishnan AN, McGinley EL, Saeian K, Binion DG. 
Temporal trends in disease outcomes related to Clostridium 
difficile infection in patients with inflammatory bowel disease. 
Inflamm Bowel Dis. 2011 Apr;17(4):976-83. 

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

12. Levartovsky A, Barash Y, Ben-Horin S, Ungar B, Klang E, Soffer 
S, Kopylov U. Thromboprophylaxis for Hospitalized Patients 
with Inflammatory Bowel Disease-Are We There Yet? J Clin 
Med. 2020 Aug 26;9(9):2753. 

13. Narula N, Marshall JK, Colombel JF, et al. Systematic Review 
and Meta-Analysis: Infliximab or Cyclosporine as Rescue Ther-
apy in Patients With Severe Ulcerative Colitis Refractory to Ste-
roids. American Journal of Gastroenterology 2016;111:477–91.

14. Travis SP, Farrant JM, Ricketts C, Nolan DJ, Mortensen NM, 
Kettlewell MG, Jewell DP. Predicting outcome in severe ulcer-
ative colitis. Gut. 1996 Jun;38(6):905-10.

15. Lichtiger S, Present DH, Kornbluth A, et al. Cyclosporine in se-
vere ulcerative colitis refractory to steroid therapy. N Engl J Med 
1994;330:1841–1845.  

16. Van Assche G, D’Haens G, Noman M, Vermeire S, Hiele M, 
Asnong K, Arts J, D’Hoore A, Penninckx F, Rutgeerts P. Ran-
domized, double-blind comparison of 4 mg/kg versus 2 mg/kg 
intravenous cyclosporine in severe ulcerative colitis. Gastroen-
terology. 2003 Oct;125(4):1025-31. 

17. Ogata H, Kato J, Hirai F, et al. Double-blind, placebo-controlled 
trial of oral tacrolimus (FK506) in the management of hospital-
ized patients with steroid-refractory ulcerative colitis. Inflam-
matory Bowel Diseases 2012;18:803–8.

18. Ogata H, Matsui T, Nakamura M, et al. A randomised dose find-
ing study of oral tacrolimus (FK506) therapy in refractory ulcer-
ative colitis.

19. Singh S, Allegretti JR, Siddique SM, Terdiman JP. AGA Tech-
nical Review on the Management of Moderate to Severe Ulcer-
ative Colitis. Gastroenterology. 2020 Apr;158(5):1465-1496.

20. Ollech JE, Dwadasi S, Rai V, Peleg N, Normatov I, Israel A, Sos-
senheimer PH, Christensen B, Pekow J, Dalal SR, Sakuraba A, 
Cohen RD, Rubin DT. Efficacy and safety of induction therapy 
with calcineurin inhibitors followed by vedolizumab mainte-
nance in 71 patients with severe steroid-refractory ulcerative 
colitis. Aliment Pharmacol Ther. 2020 Mar;51(6):637-643.

21. Dotan I, Ron Y, Yanai H, et al. Patient factors that increase in-
fliximab clearance and shorten half-life in inflammatory bowel 
disease: a population pharmacokinetic study. Inflamm Bowel 
Dis 2014; 20: 2247–2259.

22. Brandse JF, Van Den Brink GR, Wildenberg ME, et al. Loss of 
infliximab into feces is associated with lack of response to ther-
apy in patients with severe ulcerative colitis. Gastroenterology 
2015; 149: 350–355.

23. Shah SC, Naymagon S, Panchal HJ, et al. Accelerated Infliximab 
Dosing Increases 30-Day Colectomy in Hospitalized Ulcerative 
Colitis Patients: A Propensity Score Analysis. Inflammatory 
Bowel Diseases 2018;24:651–659. 

ASUC – Acute severe ulcerative colitis, BM – bowel movement, CBC – complete 
blood count, CDI – Clostridioides difficile infection, CMV – cytomegalovirus, CRP 
– c-reactive protein, CRS – Colorectal surgery, IFX – infliximab, DVT – deep vein 
thrombosis, ESR – Erythrocyte sedimentation rate, NSAIDs – Non steroidal anti-in-
flammatory drugs, UC – Ulcerative colitis

 
	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	 	

	

	

	

	

	

	

	

	

	

	

	

1. Hospitalize		
2. Stool	studies	for	infections	including	

C.difficile,		
3. Bloodwork	-	CBC,	ESR,	CRP,	Albumin	
4. Early	GI	consult,	sigmoidoscopy	for	

diagnosis	and	bx	for	CMV	
5. CRS	consult	

	

Day	3	assessment	with	Travis/Ho	index		

No	improvement	Improvement	

• Start	IFX	(5-10	mg/kg)		OR	
Cyclosporine	(2-4	mg/kg	
continuous	infusion)	OR	
Tofacitinib	(10	mg	PO	TID)	

• continue	monitoring	bowel	
frequency,	CRP,	Xray	

Daily	assessment	for	bowel	frequency,	
CRP,	Xray	Abdomen	(upright)	

1. Disease	progression	despite	
medical	therapy	

2. Significant	bleeding	
3. Megacolon	
4. Perforation	

+	infection	for	
CDI,	CMV	or	

other	

1. Start	IV	methylprednisone	60	mg	daily	
2. DVT	prophylaxis	
3. Avoid	NSAIDs,		

UC	patient	meeting	criteria	for	ASUC	
1. >	6	bloody	BMs	daily	
2. Elevated	ESR	(CRP)	
3. Anemia	(HB	<	10),	significant	

hemorrhage	
4. Low	albumin		
5. Failing	outpatient	steroids	
6. Significant	hemorrhage		

	

Neg	infectious	work	
up	(c/w	ASUC)	

No	improvement	Improvement	

Treat		

Assess	progress	over	3-5	days	

Proceed	to	colectomy	

• Discharge	on	PO	Steroids	
• Continue	IFX	infusions	OR		

Cyclosporine	à	vedolizumab	
OR	Tofacitinib		

Figure 1.
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