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ORIGINAL ARTICLE
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ABSTRACT
Objectives: To understand current thinking and clinical decision-making in the treatment and man-
agement of patients with mild-to-moderate ulcerative colitis (UC).
Methods: This multinational, survey-based study was conducted in 2021. Two meetings were held,
involving 11 IBD specialists, that used a series of questions and discussion to identify all factors pos-
sibly related to the management of UC. The importance of identified factors was assessed using an
online questionnaire covering three scenarios – active disease, remission and patient empowerment.
Each factor was scored on a scale of 0 (very-unimportant) to 100 (very-important) within each scen-
ario, by a separate group of healthcare professionals working in IBD.
Results: A total of 157 individual factors were identified by the 11 IBD specialists and scored in the
three scenarios by 56 respondents (52; 93% specialist gastroenterologists) from Europe and North
America (25; 45%), South America (19; 34%) and the Middle East, Asia and Australia (12; 21%). For all
scenarios, factors related to educating patients regarding UC and its treatment and understanding of
patient goals ranked highest, ahead of clinical considerations regarding disease activity and treatment
history. Setting realistic short-term treatment targets was a key consideration. 5-ASA optimisation and
use of faecal calprotectin monitoring were core strategies across the three scenarios tested. Support
for patients during longer-term management of their disease, starting from initial flare, was an import-
ant recurring theme.
Conclusion: The current management approach for mild-to-moderate UC was found to be guided pri-
marily by the patient’s perspectives and goals, alongside assessment of their medical and dis-
ease history.
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Introduction

Ulcerative colitis (UC) typically follows an episodic disease
course with flares, characterised by diarrhoea, rectal bleeding
and urgency, followed by periods of remission; although
some patients suffer from persistent disease [1–3]. The man-
agement approach is determined by the severity, extension
and pattern of disease [4,5]. For mild-to-moderate disease,
which represents most patients, 5-aminosalicylic acid (5-ASA)
has been demonstrated to be effective for induction and

maintenance of remission [6–8] and is recommended as the
first-line treatment [4,5]. Whilst symptomatic control remains
a primary goal of treatment, it is now recognised that achiev-
ing sustained control of inflammation with mucosal healing,
and possibly histological remission, should be prioritised
[2,9–11]. This recognition has driven a shift towards a treat-
to-target approach, which combines regular monitoring and
therapy adjustment to achieve agreed treatment goals,
based on symptom control, biomarker normalisation (e.g., C-
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reactive protein; faecal calprotectin), patient quality of life
and endoscopic remission [9,11–13].

Achieving more ambitious therapy goals makes it vital for
clinicians to optimise the use of 5-ASA therapy and promptly
to identify patients who might benefit from escalating to more
intensive treatment [14,15]. A survey from 10years ago found
that, while Spanish IBD specialists more often used 5-ASA opti-
misation than general gastroenterologists, this approach was
often under-utilised when managing patients with mild-to-
moderate UC [16]. In order to understand current thinking and
decision-making, detailed assessment of priorities in decision-
making was undertaken with healthcare professionals experi-
enced in managing patients with mild-to-moderate UC.

Methods

Study design

A survey-based study was conducted in two stages during
2021. The aim of part one was to identify all the factors
potentially relating to the management of patients with UC,
covering diagnosis, relapse, remission and patient involve-
ment in their own care. This was accomplished by holding
two online meetings (4 May and 1 June), with 11 locally
practicing IBD specialists. The first meeting was attended by
IBD specialists from the United Kingdom (S. P. L. T. – Chair),
Australia (J. B.), Austria (A. M.), Belgium (E. L.), South Korea (J.
H. C.) and the United Arab Emirates (S. A. A.); and the second
meeting by attendees from the United Kingdom (S. P. L. T. –
Chair), Canada (N. N.), Colombia (J. R. M.), Germany (A. D.),
Poland (G. R.) and Portugal (F. M.). At each meeting, five
questions designed to stimulate thoughts about the manage-
ment of UC in different but complementary situations were
presented (Supplementary File 1) and responses gathered in
sequence. Participants were initially given 5–10minutes to
consider their responses to each question and then took
turns to read out their answers in order to stimulate further
thoughts from the other attendees. The aim was to capture
an exhaustive list of responses – data saturation – on the
current management of UC after having gone through all
five questions. All responses were video recorded and docu-
mented. The results from each of the meetings were col-
lated, compiled together into a list of distinct factors and
used to construct a structured questionnaire, which consti-
tuted the second part of the study.

The remit of the second-stage questionnaire was object-
ively to assess the importance and contribution of each of
the factors identified during the online meetings, by a wide
range of healthcare professionals from different countries,
when considering three defined scenarios:

1. When your patient presents with active mild-to-moder-
ate UC.

2. When your patient achieves remission following a mild-
to-moderate UC flare.

3. Self-management and empowerment of patients with
mild-to-moderate UC (Supplementary File 2).

Each factor was scored on an end-anchored analogue scale
from zero (very unimportant) to 100 (very important) within
that particular scenario. The option to score any factor as ‘not
relevant’ was also provided. The order of the individual factors
was randomised for scoring within each scenario in order to
minimise (unintended) rationalisation of responses.

The questionnaire was available in English on a secure
online website (open 27 August–5 October), a link to which
was distributed by the authors to healthcare professionals
(HCPs) working in IBD within their respective countries.
Demographic details including country of practice, position
(job title), years’ experience in gastroenterology, time spent
managing patients with IBD and medicines prescribed for
mild-to-moderate UC were also captured as optional fields on
the questionnaire. A target of 50 completed questionnaires
was set, with previous experience showing that 25 was the
minimum number required to yield statistical significance for
differences between two analogue scale points [17].

Analysis of questionnaire

Questionnaire responses were analysed to address three
key questions:

1. What are the common factors influencing decisions
regarding management of mild-to-moderate UC across
the three scenarios being explored?

2. How does decision-making differ between the
three scenarios?

3. How do the different factors fit together in a deci-
sion network?

Question 1 was addressed by principal component ana-
lysis. Varimax rotation was performed to enhance the separ-
ation of the three scenarios. Mean scores with SDs were
calculated univariately for each factor overall and on a per
scenario basis. Question 2 was addressed using linear dis-
criminant function analysis (DFA) which defined components
(mathematical functions) that created maximum discrimin-
ation between the scenarios. These components were cen-
tred in decision domains (groups of factors strongly related
to one scenario but not the others) related to each scenario.
The strength of the relationship between a factor and its
scenario was indicated by a loading score; the further from
zero the score was, the more closely related it was to the
scenario at the corresponding pole of the DFA (for the pur-
poses of the analysis the poles were assigned positive and
negative, but this has no bearing on interpretation of
results). Question 3 was addressed using a form of hierarch-
ical cluster analysis, in which individual items with mean
scores, which were one SD above 50 (for positive associa-
tions) or below 50 (for negative associations) within any
treatment scenario, were assembled and stacked hierarchic-
ally according to these scenario associations and their
decreasing mean scores within these associations. These hier-
archical stacks (in the form of a dendrogram) were then
used to construct a hypothetical decision environment based
on the association (or lack thereof) of individual factors to each
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scenario. This provides insight into which factors were consist-
ently important in decision-making versus those that were only
important (or not important) in a particular circumstance/scen-
ario. To aid interpretation, factors were grouped by general
topic; there was no selection of factors by the authors.

All questionnaires were analysed after replacing any miss-
ing data. For all analyses, missing data were handled using
the individual item mean for each treatment scenario. Factors
identified as ‘not relevant’ were fulfilled with a value of 50,
which set these factors as neutral during subsequent analysis.
The data from an intercept on an end-anchored analogue line
are, by definition, parametric, as the values are continuous
and on a linear scale. All analyses were carried out using SPSS
for Windows 15.0 (IBM Corporation, New York, NY) and Excel
365 (Microsoft Corporation, Washington, DC).

Results

Stage 1 – online meetings

From the two meetings, a total of 157 individual factors
were identified as potentially relating to the management of
patients with UC (Supplementary File 2). The factors included
broad areas, such as patient history and disease progression,
use of medications, disease monitoring, therapeutic goals,
communication with other healthcare professionals, and
patient interaction and communication.

Stage 2 – questionnaire

A total of 56 questionnaires were completed before the sur-
vey was closed. Feedback and analytics indicated that the
questionnaire typically took 45–60minutes to complete. The
dispersion of questionnaire data was calculated as mean 68.9
and SD 68.8, indicating a good spread of responses on the
end anchored scale.

The large majority (52; 93%) of respondents were special-
ists in gastroenterology/IBD, with over half (33; 59%) having
over 10 years’ experience working in the area (Supplementary
File 3). Approximately two-thirds of respondents (38; 68%)
spent at least 25% of their clinic time managing patients with
IBD, with most (47; 89%) practicing in an Academic centre. All
respondents (100%) had prescribed oral 5-ASA to their
patients with mild-to-moderate UC, 93% topical 5-ASA, 72%
budesonide MMX, 40% other topical steroids, 55% systemic
steroids and 59% biologics. Nine countries were represented
in the survey, with 25 (45%) questionnaires received from
Europe and North America, 19 (34%) from South America and
12 (21%) from the Middle East, Asia and Australia.

Common factors influencing decision-making across the
three scenarios

A number of common factors were identified that contributed
most strongly to clinicians’ considerations and decision-making
in their patients with mild-to-moderate UC across all three
scenarios (Table 1 and Supplementary File 4). Factors related to
educating patients regarding UC and its treatment and

engaging with patients to understand their previous experience
and goals were ranked highest, ahead of more clinical consider-
ations regarding disease activity, response to treatment (both
current and historic) and recognition of the role of 5-ASA treat-
ment. This was corroborated in the univariate analyses, wherein
9/10 most highly scored factors were associated with patient
education, engagement and consideration of their goals and
priorities (mean scores 79.9–82.1; SD 19.8–23.4; Table 2).

Differences in decision-making between the
three scenarios

Clinical decision-making related to active disease was found
to have several distinct differences to that associated with

Table 1. Top 25 factors contributing most strongly to clinical decision-making
across all three scenarios in multivariate analysis.a

Rank Factor Loadingb

1 Empower the patient to comply with treatment by
education about taking control of their
lifelong disease

1.56

2 Spending time with patients to educate them about
their disease

1.51

3 Educating patients that after 8 years of remission under
self-management they may need to think about
getting checked for colon cancer

1.50

4 Consideration of the patient’s priorities 1.46
5 Communicating with the patient and fully discussing

the therapeutic options
1.45

6 Discussion of other treatment options including dose
optimisation if the patient is complaining

1.36

7 Engaging the patient in their management through
education and understanding their disease

1.34

8 Evaluation of patient reported outcomes 1.34
9 Informing the patient about different treatment options

in case of relapse
1.21

10 Education of the patient that adherence to treatment
contributes to staying in remission

1.21

11 Reassuring the patients who may be worried or anxious
or feel stigmatised about a diagnosis of UC

1.18

12 Whether the patient has more than 2 relapses within
a year

1.17

13 Evaluate disease activity e.g., frequency of bowel
movement, blood in stool, abdominal pain to guide
treatment choices

1.14

14 Consideration of good quality of life as the
ultimate goal

1.11

15 Goals of therapy may change with time 1.11
16 Educating the patient on when to seek hospital help or

simply communicate with nurses or physicians
1.08

17 Establishing contingency plans with the patient in case
of relapse

1.07

18 Consideration of how to increase adherence to
treatment by discussing different treatment options

1.04

19 Consideration of whether steroids were used to treat
the last flare and for how long

1.02

20 Ensuring that the patient is still in full remission 1.02
21 Keeping on 5-ASA for maintenance 1.00
22 Patient’s history of prior treatment(s) and response(s) 1.00
23 If the diagnosis is mainly proctitis, then the focus

should be on topical therapy
1.00

24 Usefulness of "top and tail’ (oral and rectal) therapy for
proctitis and distal colitis

1.00

25 Understanding how the previous flare was treated 0.99

UC: ulcerative colitis.
aPrincipal component analysis that contained 88.2% of the data variance.
Shaded factors are those related more to patient communication, education
and feedback versus more clinically related factors.
bThe loading is the relative weighting of each factor within the principal com-
ponent as evaluated from the pole with which the scenarios are most
closely associated.
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remission and patient empowerment, which were much
more closely aligned (Table 3 and Supplementary File 5). The
decision domain relating to active disease was focussed on
avoiding unnecessary escalation of treatment by not target-
ing (at least initially) overly ambitious goals and fully assess-
ing the patient to ascertain underlying remission status,
disease severity and potential exacerbating factors; whereas,
the other two scenarios showed a strong focus on the opti-
misation of long-term therapy in line with disease

characteristics alongside consideration of the challenges of
ensuring compliance in the maintenance setting.

Separation of the ‘empowerment and self-management’
and ‘remission following flare’ scenarios was driven by a
greater focus on supporting the patient in identifying and
attaining realistic treatment goals via education and commu-
nication in the former scenario (Table 4 and Supplementary
File 5). This compared to a strong focus on the role of oral
5-ASA dose escalation alongside the use of faecal calprotec-
tin monitoring and consideration of disease and treatment
history to inform treatment decisions.

In univariate analysis, the most important factors for man-
aging active disease reflected key themes associated with
assessment of disease activity and severity, optimisation of 5-
ASA therapy and engaging with the patient to support
adherence and the success of maintenance following control
of the disease flare (Supplementary File 6). For patients in
remission, the focus on education expands to include a more
long-term perspective that encompasses helping them man-
age and maintain their quality of life, understand their ther-
apy options and have a clear idea of when to re-engage
with healthcare. Clinical factors considered were related to
ensuring that a patient continues to receive appropriate ther-
apy during the maintenance period. The factors associated
with the self-management scenario align with patient educa-
tion and helping them to understand their thera-
peutic options.

Overall decision network

Factors associated with patient education, communication
and support for their long-term involvement in the

Table 2. Top 10 factors contributing most strongly to clinical decision-making
across all three scenarios in univariate analysis.

Rank Item Mean SD

1 Empower the patient to comply with treatment by
education about taking control of their
lifelong disease

82.1 22.6

2 Communicating with the patient and fully discussing
the therapeutic options

81.3 21.9

3 Educating patients that after 8 years of remission under
self-management they may need to think about
getting checked for colon cancer

80.9 23.4

4 Spending time with patients to educate them about
their disease

80.9 22.1

5 Consideration of the patient’s priorities 80.7 21.2
6 Discussion of other treatment options including dose

optimisation if the patient is complaining
80.3 19.8

7 Education of the patient that adherence to treatment
contributes to staying in remission

80.0 23.0

8 Evaluation of patient reported outcomes 79.9 21.0
9 Engaging the patient in their management through

education and understanding their disease
79.9 21.8

10 Evaluate disease activity e.g., frequency of bowel
movement, blood in stool, abdominal pain to guide
treatment choices

79.5 22.9

Shaded factors are those related more to patient communication, education
and feedback versus more clinically related factors. SD: standard deviation.

Table 3. Top 10 factors contributing most strongly to differences in clinical decision-making between active disease and the other two scenarios in multivari-
ate analysis.a

Patient presents with active disease
Patient in remission following flare and

self-management & empowerment of patients

Factor Loadingb Factor Loadingb

Not regarding histological remission as the primary
treatment target

0.130 Not going back to 5-ASA dose at which a flare occurred
after remission unless the pattern of disease
has changed

�0.089

Educating the patient on when to seek hospital help or
simply communicate with nurses or physicians

0.087 Empowerment might include patient control of dose, route
or frequency of 5-ASA

�0.054

Understand how treatment remission was
achieved previously

0.079 Consideration of decreasing the oral dose of 5-ASA by
considering what dose has been administered during
the last 12months

�0.046

Stratifying newly diagnosed patients on the basis of risk
factors of progression

0.077 Regularly monitoring of body weight and general health �0.045

Consideration of lack of sleep as a potential
exacerbating factor

0.077 Usefulness of ‘top and tail’ (oral and rectal) therapy for
proctitis and distal colitis

�0.040

Consideration that flare is not necessarily a treatment
failure and, therefore, may not require a change therapy

0.064 Challenges in considering empowerment with
some patients

�0.034

Stratifying newly diagnosed patients on the basis of
response to therapy

0.058 Checking compliance especially with rectal treatment �0.026

Consideration of whether remission diagnosis was based on
clinical symptoms

0.057 Educating patients that after 8 years of remission under
self-management they may need to think about getting
checked for colon cancer

�0.023

Consideration of non-flare-related gastro-enteritis as a
potential exacerbating factor

0.053 Wide variation in appointment frequency during remission �0.023

Assessing the severity of a flare 0.040 Potential for patients to stop taking medication when they
are doing well

�0.019

aThis first component of the linear discriminant function analysis separated the active disease scenario from the other two scenarios and accounted for 82.4% of
the variance.
bThe loading is the relative weighting of each factor within the component as evaluated from its opposite pole (decision domains).
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management of their disease, as well as information on fre-
quency of relapse and disease extent, were identified as
overarching considerations across all three scenarios (Figure
1 and Supplementary File 7). Clinical thinking then coalesced
around two groups of factors, all of which were relevant to
active disease, whilst highlighting some divergence in

thinking for the maintenance and patient empowerment
scenarios. For patients with active disease and those in
remission, these considerations were related to assessment
of remission, treatment history and preparing the patient for
ongoing monitoring. For active disease and patient
empowerment, treatment history and disease assessment

Table 4. Top 10 factors contributing most strongly to differences in clinical decision-making between self-management and empowerment of patients and
remission in multivariate analysis.a

Self-management and empowerment of patients Patient in remission following flare

Factor Loadingb Factor Loadingb

Potentially raising patients’ expectations from
therapy and setting higher goals

0.074 Involving GP in decisions about patient dose self-
adjustment using calprotectin as guide

�0.093

Lack of indication for azathioprine or biologics when
remission has been of long duration

0.072 Use of tele-clinics in busy situations �0.087

Consideration of the patient’s priorities 0.067 Consideration that relapse every 5–10 years means
5-ASA is effective

�0.084

Patient associations are key to patient self-
management process to make sure they don’t
feel alone

0.066 Recent reviews showing benefit of higher 5-ASA
doses for maintenance

�0.081

Consideration of reduction in relapse by 50% as a
therapy goal (rather than relapse free)

0.057 Consideration of the treatment used for
management at initial diagnosis

�0.070

Providing the patient with a list of factors to reduce
the risk of relapse such as diet, physical activity,
rest and so on

0.049 Consideration of increasing the dose of oral 5-ASA �0.059

Empower the patient to comply with treatment by
education about taking control of their
lifelong disease

0.047 Use of faecal calprotectin to help optimise
5-ASA therapy

�0.055

Some brands of 5-ASA are re-imbursed, others are
paid for by the patients

0.044 Whether the patient experienced a flare on
optimised therapy

�0.045

Spending time with patients to educate them about
their disease

0.041 Evaluation of endoscopic findings to determine
presence of deep ulceration and extent of disease

�0.043

The current difficulty of predicting a good trajectory
for newly diagnosed patients

0.038 Evaluation of extra-intestinal manifestations e.g.,
skin, joints

�0.042

GP: general practitioner.
aThis second component of the linear discriminant function analysis separated the self-management and empowerment of patients scenario from the remission
scenario and accounted for 17.6% of the variance.
bThe loading is the relative weighting of each factor within the component as evaluated from its opposite pole (decision domains).

Figure 1. Overall decision environment in mild-to-moderate UC�. �Hierarchical cluster analysis. The full list of factors associated with each level of the analysis are
available in Supplementary File 7. GP: general practitioner.
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were also important, but patient-related factors, such as pro-
moting involvement in their care and adherence, were key
considerations. In addition, the concept of optimisation of 5-
ASA therapy was a prominent part of clinical thinking.

The decision network next moved onto the factors more
directly related to each scenario. When considering active
disease, clinical factors broadened to include consideration
of non-IBD related conditions and co-morbidities together
with a more detailed clinical picture of the patient’s UC
including risk factors. Optimisation of 5-ASA by dose and
route of administration and use of biomarkers, such as faecal
calprotectin, were primary therapy considerations. The train-
ing of patients and their primary care physicians on long-
term care of UC was seen as a key component of manage-
ment at this stage even before achievement of remission.
The factors specifically associated with maintenance of remis-
sion were more tightly concentrated around managing
patients’ expectations, particularly the importance of adher-
ence to therapy in the longer term and the use of faecal cal-
protectin for monitoring. Specific considerations for patient
self-management and empowerment included the provision
of education, information and resources about UC as well as
their general health including access to nurse-led support.

Discussion

Our study has provided novel insights into clinical decision-
making in the management of mild-to-moderate UC. Across
the three defined scenarios – active disease, remission and
patient empowerment – it was found that factors related to
patient education regarding disease and treatment options
and establishing/accounting for patient goals and perspec-
tives were pre-eminent considerations when deciding upon
treatment and management. Whilst this might seem surpris-
ing at first, it probably reflects the paucity of disease-specific
biomarkers in UC compared to diseases such as diabetes
with HbA1c [18,19], for example, and, therefore, the need for
a more holistic approach to management. It also highlights
the interest in faecal calprotectin as a biomarker and why
this has had an increasingly prominent role in the manage-
ment of both active UC and remission, as shown in this sur-
vey and in clinical practice [20,21].

The key clinical considerations identified to guide treat-
ment and management were, as might be expected, multi-
factorial and included disease characteristics (severity, extent,
etc.) and risk factors, along with response to past and current
treatment. Importantly, the highest-ranking factor when con-
sidering active disease was not to consider histologic remis-
sion as the primary treatment goal. This aligns with the
recent STRIDE II consensus [13] which positions histologic
healing as a supplementary long-term treatment target that
is secondary to the achievement of symptomatic response
and remission, followed by endoscopic healing accompanied
by normalised function and quality of life. Whilst treatment
goals in UC are undoubtedly becoming more ambitious, this
survey highlights how clinicians are still aligning and agree-
ing treatment goals with patients that are achievable in the
first instance.

To achieve and maintain remission, there was a strong
focus on optimising 5-ASA therapy before escalating to other
therapies. Interestingly, 59% of respondents had reported
prescribing biologics in mild-to-moderate UC, so such strong
support for 5-ASA optimisation indicates a shifting attitude
towards maximising use of initial therapy, in the context of
more ambitious long-term therapy goals. Optimisation
included using oral and topical therapy (‘top and tail’) as
well as higher doses in both induction and maintenance
therapy. This thinking aligns with evidence from a meta-ana-
lysis that high dose (�3.3 g/day) and combined oral/topical
5-ASA were significantly superior to standard dose 5-ASA
(1.7–3.2 g/day) and low dose 5-ASA (�1.6 g/day) for inducing
remission and preventing relapse [22]. An important factor
supporting the optimisation strategy was the use of faecal
calprotectin to guide maintenance dosing of 5-ASA. Patient-
led management of 5-ASA dose was also identified as a key
contributor to patient empowerment. Optimisation of 5-ASA
therapy can include switching patients to once daily from
divided doses, which have been shown to be equally effect-
ive [6,23]. Reducing the dosing frequency has been associ-
ated with improved adherence [4,24], with adherence to
therapy shown to be another salient theme in deci-
sion-making.

Preparing patients for the demands of a chronic disease
and long-term therapy alongside provision of education and
support was found to be an important feature of manage-
ment throughout all scenarios. This patient-centric approach
to management is encouraging when considering reports
that patients often feel under-educated regarding their dis-
ease and treatment options [25]; that patient quality of life is
often under-discussed in IBD [26] and that good patient-HCP
communication is a key determinant of good care [27].
Indeed, active patient involvement in decision-making has
been recognised to be of high value in the management of
mild-to-moderate UC [28], with data demonstrating that
management approaches that directly engage with the
patient can improve adherence and treatment outcomes
[29,30]. The increasing use of e-health and remote monitor-
ing systems, particularly since COVID [31], provide important
engagement and feedback to patients and can help their
sense of control and empowerment. Nurse-led support was
another important requirement raised in the survey. IBD
nurses are often the first point of contact for education,
advice and support for patients and their value is perhaps
best demonstrated in a recent single centre study which
reported a halving of hospital admissions (28 versus 56;
p¼ 0.002) in the year following appointment of an IBD
nurse [32].

When considering the limitations of this survey, it should
be recognised that respondents to the questionnaire were
mostly consultants/specialists (93%), practising at Academic
centres (89%), with over half (59%) having over 10 years’
experience working in gastroenterology. Hence, the results
reflect the decision-making and thinking of experienced clini-
cians working at large centres and might not necessarily
reflect the situation with more general gastroenterologists
working in smaller IBD services. The scope of the survey in
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terms of geography (covering Europe, North and South
America, the Middle East, Asia and Australia) does, however,
suggest a conformity in management practices amongst the
respondents. Another limitation was that the questionnaire
was available only in English, so some subtle differences in
interpretation of the factors might have occurred, although
the authors felt that this introduced less bias than those
potentially introduced by multiple translations. Finally, as
with any survey-based study, those that were willing to com-
plete a long (�45min) questionnaire might not reflect the
general population of practitioners. The use of two meetings
to generate a list of factors and then to score them for
importance, rather than to conceive a fixed number of ques-
tions, as well as randomisation of the 157 factors within the
three scenarios helped mitigate any tendency to rationalise
responses, which is known to introduce bias in surveys [33].

The current management approach for mild-to-moderate
UC adopted by experienced clinicians was found to be
guided by the patient’s perspectives and goals, as well as
assessment of their medical and disease history. Optimisation
of 5-ASA was considered a central tenet of this management
approach as was providing patients with long-term support.
It is hoped that the detailed exposition of how experienced
IBD clinicians make their clinical decisions provided herein
will support and guide general gastroenterologists and com-
munity doctors operating outside specialist services to opti-
mise their practice when managing patients with mild-to-
moderate UC. To further support this process, these insights
should also be used to help inform future educational initia-
tives and further define best practice as we move towards
the era of personalised medicine in IBD.
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