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Case 1. 

• Male, 62 yo. 

• Admitted with unstable hemodynamic status and bloody diarrhea, 
stabilized in ICU. 

• Recently hospitalized in another hospital, no progression hence referred to 
our IBD Centre.

• Chronic frequent fever, abdominal pain, bloody diarrhea on and off for 
several months, colonoscopy January 2023: pancolonic UC, Mesalamine 3x1 
tab, Meropenem

• Physical exam in Wards after being stabilized in ICU: anemic and
malnourished



Further exams
07/04/23 CRP: 160, hypoalbuminemia (1.8 g/dL)

08/04/23 Panel GI: Entamoeba histolytica

08/04/23 Calprotectin: 395, M2PK 16

03/05/23 Anti Amoeba +, Faeces parasitology –

01/05/23 Panel GI: -

08/05/23 CRP 157 PCT 0,25, Calprotectin: 1044, M2PK 16

12/05/23 Kultur Darah Stenotrophomonas maltophilia, MDR (Amikacin sensitive)

17/05/23 PCR Toxoplasma –, EBV nuclear Ag > 600, Anti EBV VCA IgG +376/IgM -

18/05/23 PCR CMV +, Galaktomanan -



Colonoscopy
20/01/23



Colonoscopy
20/01/23



OGD
24/04/23



Radiology

• 08/04/23 CT Whole Abdomen: Pancolitis, multiple cholelithiasis, 
suspected pancreatic head mass, Cystitis

• CT enterography was not feasible to be done due to patient’s 
condition on admission.





Histopathology from Colonoscopy (26/01/23)

6 biopsy sites

No dysplasis, ulcerative-like lesion. Lamina propria is containing chronic 
inflammatory cells in all layers of mucosa with some eosinophils, and 
few PMNs. No basal plasmasitosis nor granuloma. Crypt distorsion 
exists with varied crypt sizes, uneven distribution, and branch-like 
appearance with neutrophilic cryptitis. 

Conclusion: Active chronic colitis suspectedly caused by IBD



Assessment

• ASUC (History of hemodynamic shock) pancolonic triggered by 
multiple infections (CMV, EBV, Bacteria, Amoeba)

• Oral candidosis

• DM, ADHF, HHD, multiple cholelithiasis, suspected pancreatic head 
mass, cystitis

• Electrolyte imbalance, hypoalbuminemia



Therapies

Steroid MP 1x62.5 mg IV -> 2x62.5 mg-> no response

Metformin 3x1 tab PO
Budesonide 2x3 mg PO
Mesalamine granule 2x1.5 g PO
Albumin 3x1 tab PO
Sucralfat 4x15 cc PO
Rebamipide 3x100 mg PO
Esomeprazole 2x1 amp IV
Albuminar 25% 100 cc Iv
Meropenem 2x1 g IV 

Ondansetron 3x4 mg IV

Otilinium bromide 3x1 PO

Trud enema 2x/day

Lacidofil 3x2tab

Normagut 2x1

Parenteral nutrition 500cc/24 h

Gancyclovir 2x250 mg iv

Hidrasec 3x1

Duspatalin 1x1

Fluconazole 1x200 mg

Ciprofloxacin -> Levofloxacin -> Meropenem



Questions

Diagnostic aspects: 

How to compile all Clinical, Lab, Endoscopy, Radiology, Histopathology as 
the background for his IBD diagnosis?





What and When is ASUC indicated?



• Truelove SC et al. Br Med J 
1955;2:1041-1048



ASUC CRITERIA





Therapies in UC: New and Notable

• Questions: 

What’s the best possible treatment and why?





First Line Therapy in ASUC

IV Corticosteroids (CS)

Truelove and Witts did study of the use of CS as first line medical 
therapy in ASUC -> remission in 73% of patients at Day 5, improved 
endoscopic profile, lowered mortality rates

 

No additional benefit for higher doses than methylprednisolone 60 
mg/day after 7-10 days of therapy (complications will increase!)

Hydrocortisone 4x100 mg -> higher rates of hypokalemia



• Approximately 30% patients with ASUC may become corticosteroid-

refractory and require medical or surgical rescue therapy. Short-term

colectomy rate in these patients is ~25–30%.4 Based on evidence

presented above, infliximab is probably effective and cyclosporine may

be effective in decreasing short-term risk of colectomy in corticosteroid-

refractory patients with ASUC.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7117094/#R4


Second Line or Rescue Therapies in ASUC

Second line therapies for ASUC: 

1. Calcineurin inhibitor: cyclosporine A and tacrolimus

Oral tacrolimus, targeting a trough concentration of 10–15ng/ml, may 
also be effective in inducing clinical response in the short-term, which 
probably translates into lower risk of colectomy.

1. Infliximab



Third line therapy

CsA to IFX -> avoid

IFX to CsA -> better

Weisshof et al. assessed 40 steroid and IFX-refractory ASUC patients receiving sequential
therapy with CsA; 60% achieved clinical remission within 2 weeks, and 42% had colectomy-free
survival at 1 year, with no increased in adverse events, which suggest CsA therapy following rescue
therapy failure with IFX can be effective and safe in ASUC [56]. A recent publication in a mixed cohort
of steroid and/or anti-TNF refractory UC +/- ASUC (n = 39) has shown safety and efficacy of bridging
patients from third line CsA to VDZ, with 68% colectomy-free rate at 12 months follow-up

A systematic review of ten studies, or 314 participants, showed sequential treatment with
combinations of steroids, CsA or TAC, and IFX, led to ASUC patients achieving a response 
in 62% of cases and remission in 39%; colectomy rates were 28% at 3 months.



Questions

Therapeutic aspects: Vedolizumab use in this ASUC case? 
Anticoagulants?



Other Therapeutic Options:

1.Tofacitinib

2.Vedolizumab

3.Ustekinumab



1. Tofacitinib

Post-hoc analysis of pivotal phase III trials of tofacitinib in outpatients
with moderate-severe UC suggest that 29–32% patients may
experience decrease in stool frequency and rectal bleeding within 3
days of initiation of therapy.125

Other biologics have not been specifically evaluated in the setting of
ASUC.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7117094/#R125


Vedolizumab (VDZ)

VDZ is a selective antibody against alpha4beta7- integrin, which targets leukocyte 
trafficking in the GI tract. 

Efficacy of VDZ in induction and maintenance of moderate-to-severe UC was 
demonstrated in phase III GEMINI 1 trial. 

At week 52, 42% of patients achieved clinical remission on 8-weekly VDZ infusions.

Moreover, VDZ has a safer adverse event profile than other molecule

There is no data evaluating VDZ in ASUC in cohort methodology.

Verdon C. J Clin Med. 2019.



Data

Vedolizumab, an anti-integrin agent, has a relatively slower onset of
action particularly in patients with prior exposure to other biologics, and
may not be effective by itself in hospitalized patients with ASUC.126

More data are needed on the use of VDZ in ASUC.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7117094/#R126


Ustekinumab

• The recent UNIFI trials show that ustekinumab, an anti-
IL12/23 antagonist, induces clinical remission in 
moderate-to-severe colitis more often than placebo 
(respectively 15% vs 5%).72 Despite the rapid onset of 
remission, no trials are specifically investigating the use 
of ustekinumab in ASUC.

Holvoet T, Lobaton T, Hindryckx P. Optimal Management of Acute Severe Ulcerative Colitis (ASUC): Challenges and Solutions. Clin Exp 
Gastroenterol. 2021;14:71-81
https://doi.org/10.2147/CEG.S197719

https://www.dovepress.com/optimal-management-of-acute-severe-ulcerative-colitis-asuc-challenges--peer-reviewed-fulltext-article-CEG#cit0072


Last Frontier: Surgery

Urgent indications for surgery are severe colitis with or without toxic megacolon 
that is unresponsive to conventional maximal medical therapy, and less severe 
colitis with medically intractable symptoms or complications related to adverse 
effects of chronic medical therapy.
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Ahuja V et al.







Reversing the “Therapeutic Pyramid” 
for Severe UC: Step Down Approach

Bridging: 

Steroids/cyclosporine/tacrolimus/IFX

Biologics UST/VEDO

Corticosteroids

Surgery

Hanauer SB. Nat Clin Pract Gastroenterol Hepatol. 2005;2(11):493.



After 3 doses of Vedolizumab, this patient improved clinically

Further evidence of deep remission is about to obtain from 
second endoscopy, which still being planned for this patient.



Terimakasih.
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