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Abstract 

Despite increasing understanding of what constitutes high quality care for patients with inflammatory 

bowel disease (IBD), substantial variation in the quality of care delivered to patients with IBD persists, 

with gaps that include over-, under-, and misuse of therapies and disease monitoring. Here we report 

the development of quality indicators for medical management and monitoring of IBD, created according 

to the process established by the American Gastroenterological Association. In patients with either 

Crohn’s or UC, these include: 1) corticosteroids should not be used for maintenance of remission for UC 

or CD; 2) patients with UC or CD that are treated with systemic corticosteroids should be transitioned to 

a steroid-sparing biologic, small molecule, or immunomodulator; 3) patients with moderate to severe UC 

or CD should be started on biologic/small molecule therapy based on disease severity and the practice of 

step-up therapy should not be used; and 4) routine care for all patients with asymptomatic UC or CD 

should include at least yearly objective monitoring for inflammation rather than monitoring of symptoms 

alone. In ulcerative colitis, 5) oral 5-aminosalicylic acid should not be continued in patients with 

moderate to severe ulcerative colitis who achieve remission with a biologic agent, immunomodulator, 

and/or small molecule. In Crohn’s, 6) sulfasalazine and oral 5-ASA formulations should not be used to 

treat patients with moderate to severe CD, and 7) patients with active fistulizing CD should be treated 

with a biologic or small molecule.  

 

Introduction 

Inflammatory bowel disease (IBD), which includes Crohn’s disease (CD) and ulcerative colitis (UC), is 
estimated to affect >0.7% of Americans and is expected to rise in prevalence with aging of the 
population.1 Direct costs related to IBD are substantial, ranging $9,000-12,000 per patient per year in the 
United States.2 The natural history of IBD is at least partially modifiable, with evidence that early 
effective therapy prevents more disease complications than later initiation of therapy, particularly in 
CD..3–5  Despite increasing understanding of optimal chronic disease management for IBD, there is 
substantial variation in the quality of medical care delivered to patients with IBD, with gaps in care 
quality that include of over-, under-, and misuse of medical therapies and disease monitoring.6 For 
example, corticosteroid overuse remains prevalent despite an expanding toolbox of advanced therapies, 
while advanced therapies – and objective monitoring of inflammation after their initiation – remain 
underutilized.  
 
Quality measures are formal, structured tools that allow for quantification of care quality, however 
quality measures regarding IBD care have been limited. The American Gastroenterological Association 
process for the creation of quality measures requires that development only be considered when a 
measure can be guided by guideline practice statements with strong recommendations based on at least 
moderate to high quality of evidence. Measures must also explicitly define inclusion and exclusion 
criteria, as well as definitions for the measurement of a numerator and denominator, in order to allow 
for their potential use in quality payment programs such as the Centers for Medicare and Medicaid 
Services Mert-Based Incentive Payment System (MIPS).7 This high threshold for measure consideration 
limits their potential scope, in large part because existing literature is often insufficient to support 
practice statements that are based on at least moderate quality evidence; moreover, guidelines do not 
address all aspects of clinical care.. 
 



 

 

Nonetheless, promoting and facilitating quality-related activities among practices and individual 
clinicians remains an important goal. In recognition of this and the limitations of formal quality measure 
development, the AGA in 2022 developed a pathway to create quality indicators that reflect evidence-
based practice and expert consensus.8 Although they are not intended to describe all aspects of quality 
care for a particular condition, they can be deployed in quality improvement efforts to narrow care gaps 
and reduce care variation. 
 
The processes by which quality measures and quality indicators are developed has been previously 
formalized and reported by the AGA Quality Committee.8,9 This has resulted in the recent development 
of quality indicators for irritable bowel syndrome and anti-obesity medication use (10, 
10.1053/j.gastro.2025.08.006). Here we present the development of quality indicators for medical 
management and disease monitoring in IBD.   
 
 
Development of Quality Indicators 
We reviewed guidelines, clinical practice updates, and consensus statements related to medical 
management and disease monitoring of IBD from the American Gastroenterological Association, the 
American College of Gastroenterology, and the European Crohn’s and Colitis Organization published 
between January 2020 and June 2025. Guideline and recommendation statements were reviewed for 
potential inclusion based on their generalizability, implementation potential, and quality of evidence. 
Their use of Grading of Recommendations, Assessment, Development, and Evaluation (GRADE) 
methodology was recorded at time of review (Table XX). Guideline or consensus statements from 
different sources that had discordant recommendations were not considered for indicator development. 
Following source document review, quality indicators related to medical management and monitoring of 
IBD were developed and refined until there was unanimous agreement among a 4-member panel from 
the AGA Quality Committee and were further revised with assistance of additional AGA Quality 
Committee members. After initial voting by the full Quality Committee membership, additional input 
was sought from a 30-day public comment period, and the indicators were refined prior to their final 
approval by the AGA Quality Committee, Quality Leadership Council, and Clinical Guidelines Committee. 
The indicators in this document reflect this formal review process and approval by voting members. 
 
 

Quality Indicators 

 
Crohn’s Disease and Ulcerative Colitis 

 
When initiating systemic corticosteroids for UC or CD the goal should be to transition promptly to a 
steroid-sparing agent to maintain remission, given the well-established risks associated with 
corticosteroid use: increased risk of infection, osteopenia, hyperglycemia, psychiatric disturbances, 
cataracts, impaired wound healing, cardiovascular disease, thromboembolic events, and other systemic 
complications.11 While many of these adverse effects are linked to long-term or cumulative use, data 

• Corticosteroids should not be used for maintenance of remission for UC or CD 

• All patients with UC or CD that are treated with systemic corticosteroids should 
be transitioned to a steroid-sparing biologic, small molecule, or 
immunomodulator 



 

 

suggest that once systemic corticosteroids are initiated in IBD, there is a high risk for future dependency. 
Supporting this, a population-based study from Olmsted County found that 51% of individuals with UC 
and 68% of those with CD required surgery or prolonged corticosteroid use within one year of initial 
corticosteroid use.12 AGA guidelines specifically recommend against the use of corticosteroids for the 
maintenance of remission, but they remain one of the most commonly prescribed medications in IBD.13  
 
Despite longstanding recognition that corticosteroids lack a role for maintenance of remission, 
continuous, prolonged or repeated corticosteroid courses are commonly overused in lieu of advanced 
therapy and/or immunomodulators, and durations of steroid treatment even when used appropriately 
as induction therapy are often excessively long. These patterns of misuse represent quality gaps and 
have been found across a variety of settings.  
 
For example, a multicenter study in the UK found that 15% of patients had steroid excess or dependency 
in the prior year, with over half of excess steroid use deemed avoidable, and a quality improvement 
intervention led to both lower overall steroid use as well as fewer instances of excess steroid use, 
signaling that steroid use is modifiable and not merely a result of disease severity.14  A multicenter study 
of consecutive patients across multiple countries found rates of steroid overuse no lower than 12% and 
as high as 93% depending on phase of a patient’s treatment.15 
 
U.S. data also show that steroids are prescribed repeatedly in the absence of steroid-sparing therapy. In 
a U.S. Veterans Affairs cohort, 17% of patients with IBD who used steroids had prolonged exposure to 
steroids (<90 days between steroid courses), and three-quarters of these did not receive steroid-sparing 
therapy.16 Similarly, a U.S. claims-based study found that patients had 4-6 steroid courses on average 
prior to starting an advanced therapy.17 Adults over 65 years old are at particularly high risk of chronic 
steroid use despite their higher incidence of steroid-related adverse effects.18–20 As such, a key quality 
indicator in IBD care is that systemic corticosteroids should not be used for maintenance therapy. 
 
In Crohn’s disease, neither conventional oral corticosteroid therapy nor oral budesonide reduce relapse 
risk among patients with clinically quiescent disease.21,22 Similarly, a study that employed budesonide as 
post-operative prophylaxis found no difference in endoscopic recurrence at 12 months.23 In UC, since 
Trulove and Witts’ landmark work with cortisone it has been reported that steroids do not maintain 
remission.24,25  In contrast to steroids, there is a wide armamentarium of steroid-sparing therapies that 
are effective for maintenance of remission, and these tools have considerably more favorable safety 
profiles. 
 
For UC, the American College of Gastroenterology (ACG) published its updated clinical guideline in June 
2025, which included a key recommendation regarding corticosteroids and maintenance therapy: the 
ACG recommends against the use of systemic corticosteroids, budesonide MMX, or topical 
corticosteroids for the maintenance of remission among patients with UC.26 This is a strong 
recommendation supported by moderate-quality evidence. Analogously, the American 
Gastroenterological Association (AGA) Living Clinical Practice Guideline on the Pharmacological 
Management of Moderate-to-Severe Ulcerative Colitis recommends that patients with moderate-severe 
UC, defined in part by corticosteroid dependence or refractoriness, should be started early on an 
advanced therapy and/or immunomodulator.13  Accordingly, once a patient requires corticosteroids, a 
steroid-sparing advanced therapy should be initiated to prevent long-term morbidity and improve 
clinical outcomes for both individuals with UC and CD. 



 

 

 

 
 
Although step-up therapy has traditionally been used to manage moderate-to-severe inflammatory 
bowel disease (IBD), emerging data challenge this approach. In Crohn’s disease (CD), early initiation of 
advanced therapy, within the first three years, and possibly even within the first 12 months, has been 
associated with reduced risks of disease progression, including hospitalization, surgery, dysplasia, and 
corticosteroid use, and improved rates of transmural healing.27 
 
The results of the PROFILE study underline the importance of early effective therapy. This open-label, 
randomized trial compared early combined infliximab and immunomodulator therapy initiated within 
two weeks of CD diagnosis to an accelerated step-up approach (starting with corticosteroids, followed by 
an immunomodulator, and then the addition of infliximab).28 The primary endpoint, steroid- and surgery-
free remission at week 48, was dramatically higher in the early combination group compared to the 
accelerated step-up group (79% vs 15%). In line with these findings, the ACG guidelines for the 
management of CD conditionally recommend against requiring failure of conventional therapy before 
initiating advanced therapy; this recommendation is based on low-certainty evidence.29  
 
Similarly, the American Gastroenterological Association (AGA) Living Clinical Practice Guideline on the 
Pharmacological Management of Moderate-to-Severe Ulcerative Colitis (UC), published in 2024, advises 
early use of advanced therapies, with or without immunomodulators, rather than a gradual step-up 
following failure of 5-ASA therapy.13 This was a conditional recommendation based on very low certainty 
of evidence, downgraded due to indirectness and an unclear magnitude of benefit. This is based an 
analysis that found thiopurines are more effective than 5-ASA therapy in achieving 
clinical/endoscopic/corticosteroid-free clinical remission among individuals with corticosteroid-
dependent UC (53% with azathioprine vs. 21% with 5-ASA; OR 4.78, 95% CI 1.57–14.5) [5]. Additionally, 
in the UC SUCCESS trial, infliximab demonstrated greater efficacy for endoscopic improvement compared 
to immunomodulator therapy among individuals with moderate-severe UC.30 Taken together, this 
indirectly supports the use of advanced therapies, rather than a step-up approach, among individuals 
who meet criteria for their use based on disease severity.  
 
While individualized risk-benefit discussions remain essential, it is critical to weigh the potential adverse 
effects of advanced therapy against the risks of under treatment, which include increased likelihood of 
hospitalization, surgery, corticosteroid exposure, reduced quality of life, and long-term dysplasia. 
Although additional research is needed to better tailor treatment decisions using clinical and 
biochemical markers, current evidence supports avoiding a step-up approach in patients whose disease 
activity warrants use of an advanced therapy. 
 
 
 
 
 
 

• Patients with moderate to severe UC or CD should be started on 
biologic/small molecule therapy based on disease severity and the practice 
of step-up therapy should not be used 



 

 

 
Objective monitoring of inflammation through biochemical, endoscopic or imaging assessment is a 
cornerstone of the treat-to-target strategy in IBD.31 This recognizes that inflammation is often present in 
the absence of clinical symptoms, and that asymptomatic inflammation is a marker of risk for poorer 
disease outcomes, including clinical flare. In contrast, tight control of inflammation, including 
asymptomatic inflammation, is associated with improved disease outcomes. This cannot be achieved 
without the routine monitoring of objective measures of disease activity.  
 
However, objective assessments of inflammation are greatly underutilized, even in the period following 
the initiation of a new therapy. For example, a 2019 study of administrative data found that half (51%) of 
patients had no disease monitoring (defined as FC, lower endoscopy or enterography) within 1 year of 
biologic initiation, and this gap narrowed only modestly (to 56-68%) at 2 years after starting a biologic; 
concerningly, there was significant geographic variation in performance of timely monitoring.32 Two 
other studies, one utilizing real-world data from academic centers and another using administrative data, 
both found that fewer than half of patients had a colonoscopy in the 3-15 months following the initiation 
of an advanced therapy.33,34 
 
Traditionally, objective monitoring of inflammation has been performed with endoscopy, or when 
inflammation affects endoscopically difficult-to-reach areas, cross-sectional imaging. While these 
modalities have distinct advantages, they are difficult to repeat serially due to cost, resource utilization 
and access considerations, patient acceptability, and in the case of endoscopy, invasiveness. Therefore, 
biomarkers play an important role in the routine monitoring of IBD, particularly fecal calprotectin (FC), 
which has a higher sensitivity to detect endoscopic inflammation than CRP, and ACG, AGA and ECCO 
guidance support their use for this purpose.35–40  
 
Biomarker elevation in the absence of symptoms is common and prognostic in both UC and CD. 
Considering elevations in fecal calprotectin (FC), a review performed for AGA guideline development of 
17 cohort studies with 1286 patients with UC in symptomatic remission found that about a third (36%) of 
patients had an elevated fecal calprotectin (>150 μg/g in most studies), and that these patients at 
median follow up of 1 year were 4.4 times as likely to have disease relapse compared to those with 
normal calprotectin. This correlated to an estimated annual relapse risk of 64% among patients with 
clinically quiescent UC and an elevated FC.35 Similarly, a AGA review of 12 cohort studies with 982 
patients with CD in symptomatic remission found that about a third (38%) of patients had an elevated 
FCP (variably defined as >200-300 μg/g).36 Their risk of disease relapse at a median follow up of 1 year 
was similar to those with asymptomatic UC and an elevated FC, 4.8 times higher than those with a 
normal calprotectin, correlating to a 53% risk of relapse over a year.  
 
CRP is less sensitive and specific than other modalities, notably including calprotectin, for the detection 
of endoscopic inflammation, risking false reassurance or alarm. However, it is more convenient to collect 
compared to FC.35,36 
 

• Routine care for all patients with asymptomatic UC or CD should include at 
least yearly objective monitoring for inflammation rather than monitoring of 
symptoms alone. Objective monitoring can include any of the following: 
biomarkers (fecal calprotectin or C-reactive protein), imaging (CT or MR 
enterography, intestinal ultrasound), or endoscopy.  



 

 

ECCO guidelines recommend FC monitoring every 3 months based in part on data that FC levels may rise 
about 3 months prior to clinical manifestations of disease relapse. This may be difficult in practice, and 
AGA guidelines suggest that biomarker monitoring may be performed every 6 to 12 months.26,29,35–37  
 
Intestinal ultrasound is an emerging modality in the United States for objective monitoring of disease 
activity in both CD and UC.26,29,41 In a systematic review and meta-analysis that compared IUS to 
endoscopic and biomarker monitoring, IUS had high pooled sensitivity and specificity.42 IUS can be used 
alone or in combination with biomarker assessment for routine disease monitoring, keeping in mind that 
it may not be well suited to all clinical situations (for example, mild colitis or rectal disease).  
 
To avoid overuse of high-resource or invasive monitoring, biomarkers and/or IUS should be the most 
frequently formed monitoring modalities for the great majority of patients. In asymptomatic patients 
with normal biomarkers, other forms of cross-sectional imaging or colonoscopy should be reserved for 
more periodic monitoring or, in the case of colonoscopy, according to recommended intervals for 
colorectal cancer surveillance.43 
 
 
Ulcerative Colitis 
 

 
Treatment with 5-aminosalicylic acid (5-ASA) is the most commonly prescribed medication for ulcerative 
colitis (UC).44 While it is considered first line therapy for patients with mild UC, a subset of patients with 
mild disease do not respond to 5-ASA therapy or progress to moderate/severe disease despite 
treatment.45–47 Therefore, a significant proportion of patients starting immunomodulators or advanced 
therapies are on 5-ASA therapy. There is significant variation in practice as to whether the 5-ASA therapy 
is continued among these patients.  As such, a quality indicator addressing this practice can lead to 
clarity on best practice and potentially simplify care.  
 
Both the 2025 ACG and 2024 AGA guidelines on the medical management of ulcerative colitis address 
this topic.13,26 The ACG guideline suggests against using 5-ASA for added efficacy among patients with UC 
who have failed 5-ASA therapy and are utilizing an advanced therapy for induction of remission 
(conditional recommendation, very low quality of evidence). This is based on post-hoc analyses of 
clinical trial data, a study of population-based cohorts, and a cost effectiveness analysis; these, in sum, 
suggest that patients on advanced therapies do not achieve better outcomes with concurrent 5-ASA 
therapy, while incurring greater costs.  
 
The AGA Living Clinical Practice Guideline on Pharmacological Management of Moderate-to-Severe 
Ulcerative Colitis published in 2024 recommended that 5-ASA therapy be discontinued in adult 
outpatients with moderate-to-severe UC who have failed 5-ASAs and have escalated to therapy with 
immunomodulators or advanced therapies.13 This was a conditional recommendation of low certainty of 
evidence. Evidence was rated down due to imprecision and indirectness. This recommendation was 
based on a pooled analysis performed by the guideline authors of individual patient-level data of RCTs of 
advanced therapies in patients with moderate-to-severe UC. The analysis included 10 RCTs with 6044 

• Oral 5-aminosalicylic acid should not be continued in patients with moderate 
to severe ulcerative colitis who achieve remission with a biologic agent, 
immunomodulator, and/or small molecule 



 

 

patients. Among these, 4134 patients received concomitant 5-ASA at baseline upon escalating therapy 
and maintained stable dose throughout the induction period. The authors found the ratio of relative risk 
(RR) for achieving clinical remission on the new therapy in those that remained on 5-ASA vs no 5-ASA 
was 1.04 (95% CI, 0.78–1.39), suggesting no benefit of continuing 5-ASA. There is more direct evidence 
supporting 5-ASA discontinuation among patients in remission on immunomodulators, with the AGA’s 
prior guideline in 2020 suggesting against continue 5-ASA agents in patients who achieved remission on 
an immunomodulator or advanced therapy.48 These recommendations were in keeping with a prior and 
ACG guideline.45  
 
The 2024 AGA guideline also defined two implementation considerations. One relates to patients who 
have significant but not complete response with advanced therapies or immunomodulators that may 
benefit from ongoing 5-ASAs to achieve remission, particularly patients with residual proctitis who may 
benefit from adding rectal 5-ASA. The other consideration is related to the benefit of long-term 5-ASAs in 
preventing colorectal cancer in patients with IBD, however contemporary literature suggests that the 
chemoprotective effect of 5-ASAs owes to resolution of inflammation via any therapy rather than an 
effect inherent to 5-ASAs.41   
 
 
Crohn’s Disease 
 

 
  
The use of 5-aminosalicylates (5-ASA) in patients with Crohn's disease remains common.49,50  This may be 
due to the relative safety of these therapies and the fact that they are not immunosuppressive.51 Despite 
only limited data suggesting benefit for 5-ASA therapies in Crohn’s disease, these remain among the 
most commonly prescribed medications for Crohn’s disease and patients often remain on them for an 
extended period of time, even after the initiation of more advanced therapies.51,52  This can contribute to 
gaps in quality of care as trialing 5-ASA therapy for a prolonged period could lead to delays in starting a 
more effective therapy. Moreover, continuing ineffective therapy leads to unnecessary cost and while 5-
ASA is generally a safe therapy, there are still associated adverse effects.  
 
As such, the 2021 AGA Guideline on the medical management of moderate to severe luminal and 
fistulizing Crohn's disease recommended against the use of 5-ASA over no treatment for the induction or 
maintenance of remission).53 This was considered a strong recommendation with moderate certainty 
evidence.  This recommendation was based on two randomized controlled trials comparing 5-ASA to 
placebo for induction or remission that did not reach the minimal clinically important difference of 10% 
over placebo (RR, 0.90; 95% CI, 0.81–1.00). Similarly, 11 RCTs that included 2014 patients did not find 5-
ASA to be more effective than placebo for maintenance (RR, 1.02; 95% CI, 0.92–1.16). A recent large 
nationwide study from Israel of 19,264 further supports this recommendation.54 The study 
demonstrated 5-ASA to be not superior to no 5-ASA for maintenance and was in fact associated with 
higher rates of adverse events such as kidney injury. This recommendation is in keeping with the 2025 
ACG guideline as well as the 2024 ECCO Guidelines on Therapeutics in Crohn’s Disease, which 
recommends against the use of 5-ASA both for induction and maintenance in any patient with Crohn's 
disease (strong recommendation with moderate quality evidence).29,40 

• Sulfasalazine and oral 5-ASA formulations should not be used to treat 
patients with moderate to severe CD 



 

 

 
Data on the use of sulfasalazine in CD is more conflicting. In its 2021 guideline, the AGA recommended 
against the use of sulfasalazine over no treatment for the induction or maintenance of remission and 
Crohn's disease.53 This recommendation was based on 3 RCTs evaluating sulfasalazine compared to 
placebo and while sulfasalazine demonstrated superiority for induction of remission, the certainty of 
evidence for sulfasalazine was considered very low and the severity of patients in the studies was 
unclear. Potential adverse events and lack of efficacy were the rational for this statement. Moreover, 4 
RCTs evaluating maintenance with sulfasalazine did not show any difference when compared to placebo. 
This recommendation contrasts with the ACG guideline on the management of Crohn’s disease in adults, 
which recommends sulfasalazine only be considered in symptomatic mild colonic CD.29 
 

 
Fistulizing CD is an aggressive CD phenotype and challenging to treat. Whether a primary phenotype or a 
perianal disease complication, fistulae usually require a combined approach including medical 
management with biologics or small molecules and surgical management.55,56 Untreated, fistulizing CD is 
associated with increased morbidity and poor quality of life including higher rates of hospitalizations, 
surgeries, and fecal incontinence.57 There are very few randomized control trials focused on the 
treatment of fistulizing CD or on perianal CD, which limits the data available to determine the most 
effective therapy. The largest RCT focused on the use of infliximab for induction of remission and 
maintenance of remission for fistulizing CD.58 Fistula response was achieved in 62% of patients and 46% 
achieved fistula remission with higher rates of sustained remission in those who were on infliximab. 
Other anti-tumor necrosis factor agents have shown similar success in treatment of perianal fistula.29,53,59 
The AGA provides a strong recommendation for the use of infliximab in induction and maintenance of 
fistula remission.53 For other biologic therapies, the data supporting use stems from subgroup post-hoc 
analyses from phase 2 and phase 3 trials. Small molecules have shown success in fistula management as 
well. Upadacitinib in a post hoc analysis and filgotinib in the RCT DIVERGENCE 2 both showed efficacy in 
achieving fistula remission.58 
 
Given that most patients with perianal fistula will require surgery at some point, early initiation of 
biologic or small molecule agents is advisable. Both the AGA and ACG provide a strong recommendation 
for the use of infliximab for fistulizing CD.29,53 Other advanced therapies are all given conditional 
recommendations in both guidelines given the more limited data supporting their use. Vuyyuru SK et al 
performed a meta-analysis of 38 RCTs showing most of the biologics and small molecules are effective 
for managing fistulizing disease except for vedolizumab, but the certainty of evidence was very low to 
moderate.59 While the data supporting the use of biologics and small molecules for management of 
fistulizing CD is limited, non-use of the therapies is likely to lead to deleterious outcomes and worsening 
fistulizing disease. Further studies specifically targeting fistula management are needed to improve to 
overall quality of evidence surrounding the management of fistulizing CD.  
  
 
Summary 
In summary, this document defines 7 quality indicators for the management and monitoring of patients 

with inflammatory bowel disease. In line with the AGA’s process for indicator development, these were 

chosen for their generalizability, implementation potential and quality of evidence; moreover, the 

• Patients with active fistulizing CD should be treated with a biologic or small 
molecule  



 

 

indicators defined here represent domains of IBD care subject to tremendous practice variation. 

Identification of these quality indicators provides a framework for clinicians and groups to execute 

quality improvement efforts to bridge gaps in care delivery for patients with IBD.  

  



 

 

Table 1. Quality indicators for medical management and monitoring of IBD with corresponding 

guideline and consensus statements 

 

Quality indicator Strong 
recommendation 

Conditional Consensus 

Ulcerative colitis and Crohn’s disease 

Corticosteroids should not be used for 
maintenance of remission for UC or CD 
 

ACG29,26 

ECCO40 

AGA53 

 AGA60 

ECCO38 

ECCO39 

Patients with UC or CD that are treated 
with systemic corticosteroids should be 
transitioned to a steroid-sparing biologic, 
small molecule, or immunomodulator 
 

 ACG26 

AGA13 

ECCO38,40 

ACG29 
 

Patients with moderate to severe UC or CD 
should be started on biologic/small 
molecule therapy based on disease 
severity and the practice of step-up 
therapy should not be used 
 

 ACG29 

AGA13,53 

ACG26 

Routine care for all patients with 
asymptomatic UC or CD should include at 
least yearly objective monitoring for 
inflammation rather than monitoring of 
symptoms alone. Objective monitoring can 
include any of the following: biomarkers 
(fecal calprotectin or C-reactive protein), 
imaging (CT or MR enterography, intestinal 
ultrasound), or endoscopy.  
 

ACG26 AGA35,36 ECCO38,40 
AGA41 

ACG29 
 

Ulcerative colitis  

Oral 5-aminosalicylic acid should not be 
continued in patients with moderate to 
severe ulcerative colitis who achieve 
remission with a biologic agent, 
immunomodulator, and/or small molecule 
 

 ACG26 

AGA13,48 

 

Crohn’s disease 

Sulfasalazine and oral 5-ASA formulations 
should not be used to treat patients with 
moderate to severe CD 
 

AGA53 

ACG29 

ECCO40 

  



 

 

Patients with active fistulizing CD should 
be treated with a biologic or small 
molecule  
 

AGA53 

ACG29 

 ECCO40 

 

  



 

 

Supplementary Table 1. Guidelines and consensus statements included in development of quality 

indicators for medical management and monitoring of IBD 

 

Title Year GRADE 
methodology 
used 

AGA Clinical Practice Guidelines on the Management of 
Moderate to Severe Ulcerative Colitis48 2020 Yes 

AGA Clinical Practice Update on Management of Inflammatory 
Bowel Disease in Elderly Patients60 2020 No 

Quality of Care Standards in Inflammatory Bowel Diseases: A 
European Crohn’s and Colitis Organisation [ECCO] Position 
Paper38 2020 No 

AGA Clinical Practice Guidelines on the Medical Management 
of Moderate to Severe Luminal and Perianal Fistulizing 
Crohn's Disease53 2021 Yes 

ECCO Guidelines on Therapeutics in Ulcerative Colitis: Medical 
Treatment61 2022 Yes 

AGA Clinical Practice Guideline on the Role of Biomarkers for 
the Management of Crohn's Disease36 2023 Yes 

AGA Clinical Practice Guideline on the Role of Biomarkers for 
the Management of Ulcerative Colitis35 2023 Yes 

Results of the Eighth Scientific Workshop of ECCO: Prevention 
and Treatment of Postoperative Recurrence in Patients with 
Crohn’s Disease Undergoing an Ileocolonic Resection with 
Ileocolonic Anastomosis39 2023 No 

AGA Living Clinical Practice Guideline on Pharmacological 
Management of Moderate-to-Severe Ulcerative Colitis13 2024 Yes 

AGA Clinical Practice Update on the Role of Intestinal 
Ultrasound in Inflammatory Bowel Disease41 2024 No 

ECCO Guidelines on Therapeutics in Crohn's Disease: Medical 
Treatment40 2024 Yes 

ACG Clinical Guideline Update: Ulcerative Colitis in Adults26 2025 Yes 

ACG Clinical Guideline: Management of Crohn's Disease in 
Adults29 2025 Yes 
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