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greater; however in 27% (7) cases this was static, and in 11% (3) 
bowel wall thickness was greater. Total disease burden was greater 
in 2 patients. Complete radiological remission was demonstrated in 
only 2 patients.
Conclusion Response of Crohn’s disease to ATT is well docu-
mented, and we are able to demonstrate quantifiable interval 
improvement using MRE. Recording the disease burden by way of 
stricture length and bowel wall thickness is a mode of measuring 
MRE response to treatment in Crohn’s disease and may be used for 
disease reassessment as required by NICE.
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Introduction Uncontrolled studies have reported methotrexate 
(MTX) to be efficacious in patients with Ulcerative Colitis (UC). 
British Society of Gastroenterology guidelines recommend MTX in 
patients who are unresponsive or intolerant of thiopurines. Biolog-
ics are not available for UC because of local funding restrictions. 
Our practise is to only consider MTX in UC patients who have 
failed thiopurine therapy despite dose optimisation, including allo-
purinol co-therapy, to achieve therapeutic 6-thioguanine (TGN) 
and normal methylmercaptopurine nucleotide (MMPN) levels. To 
the best of our knowledge this is the first study to assess the clinical 
outcome of UC patients treated with MTX following thiopurine 
dose optimisation.
Methods Patients with UC treated with MTX were identified 
from a prospective IBD database. Outcomes following treatment 
with thiopurines were identified. All patients received MTX with 
folic acid supplementation. Patients were loaded with intramuscu-
lar 25mg MTX for 16 weeks followed by weekly maintenance MTX 
of 15mg. Clinical response at 16 weeks and 12 months was used to 
assess the efficacy of MTX.
Results 9 patients (male = 8) with UC treated with MTX were 
identified. Median age was 47.3 years (range; 24.8–77.8). Median 
time since diagnosis was 4.5 years (range; 1–25.5). Disease extent 
was extensive (n = 5), left sided (n = 1) and rectosigmoiditis (n = 3). 
Thiopurines had previously been discontinued in 9 patients because 
they were intolerant (n = 5) or unresponsive (n = 4) despite thera-
peutic TGN and normal MMPN levels.

2 patients (22%) entered a steroid-free clinical remission with 
MTX at 16 weeks, which was sustained at 12 months. Both were 
intolerant of thiopurines because of severe nausea and dyspepsia. 7 
patients (78%) discontinued MTX at 16 weeks because of a lack of 
response (n = 6) or side effects (n = 1, pneumonitis). Clinical out-
comes at 12 months for patients who failed MXT were colectomy 
(n = 4), arsenic suppositories (n = 2), and diagnostic reclassification 
(n = 1) to Crohn’s disease with CMV colitis treated with ganciclovir 
and infliximab.
Conclusion The efficacy of MTX in UC patients in this study was 
poor with a low clinical response rate (22%) and high colectomy 
rate (44%). Previous retrospective studies have reported MTX to be 
efficacious in patients failing thiopurines without reporting on the 
use of thiopurine optimisation. This study suggests that MTX has 
limited use in UC patients who are unresponsive to thiopurines 
despite dose optimisation.
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Introduction Faecal Calprotectin (FC) is a protein complex found 
in high concentrations in neutrophils and is released within the 
bowel when inflammation occurs. It can be measured quantita-
tively using ELISA and is very sensitive and specific in discriminat-
ing inflammatory from non-inflammatory pathologies causing 
diarrhoea. The manufacturer recommends a positive stool FC test 
(> 60µg/g) to be indicative of inflammation and further investiga-
tions (e.g. endoscopy, histology and imaging) and referral to a Gas-
troenterology clinic is advised.
Methods Aims: To determine whether the manufacturer’s cut-off 
levels for referral (> 60µg/g) are clinically useful in making a positive 
diagnosis in patients presenting with chronic diarrhoea.Methods: 
We analysed the outcome of 122 FC test results done in primary and 
secondary care during a 3 month period from October to December 
2011 performed on patients who presented with chronic diarrhoea 
without a pre-existing diagnosis of Inflammatory Bowel Disease 
(IBD). According to manufacturer’s guidance, a FC result of > 60µg/g 
was considered positive and ≤60µg/g negative. Positive FC patients 
were seen in a Gastroenterology Clinic and investigated appropri-
ately. The primary outcome of this study was to record the final 
diagnosis arising out of FC testing and investigations thereof. Sec-
ondary outcomes were to correlate FC levels to the final diagnosis. 
Results Of 122 FC tests, 41% (n = 51) were read as positive vs. 58% 
(n = 71) negative. 19/51 (37%) FC positive patients had a positive 
organic diagnosis (IBD = 9, Diverticulosis = 5, Colonic Polyps = 3, 
Infective colitis = 1 and Chronic Pancreatitis = 1) while the remain-
ing 32 pts (63%) were given a diagnosis of functional bowel disorder 
after investigations. Of 71 patients testing negative on FC, 94% 
(n = 67) had functional bowel disorder; only 6% (n = 4) were found 
to have an organic condition, none of them IBD. This correlates 
with a positive predictive value of 37% and a negative predictive 
value of 94% for organic disease. The FC levels of those tested posi-
tive with a diagnosis of functional bowel disorder ranged from 61 – 
547µg/g (mean 153µg/g) whereas FC values of those with organic 
conditions ranged from 63 – 1573µg/g (mean 746µg/g).
Conclusion The current manufacturer’s cut-off at > 60µg/g is not 
clinically useful to diagnose an organic bowel pathology and further 
studies are needed to determine the true cut off value for a higher 
yield of a positive diagnosis. Cost effectiveness studies are also 
needed to determine referral cut off values.
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Introduction C-reactive protein (CRP) is an established marker of 
disease activity in inflammatory bowel disease (IBD). However not 
all flares in IBD are associated with an elevated CRP. This raises the 
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possibility that some patients are not CRP producers1,2,3. In this ret-
rospective observational study, we have assessed if patients consis-
tently produce a low or high CRP level in response to a flare in IBD.
Methods 31 patients were identified, over a 5 year period across 3 
centres, with endoscopic mucosal assessments of two consecutive 
exacerbations of IBD which were at least 3 months apart. Patients 
were included if they had a CRP measurement within 7 days of each 
endoscopic examination (colonoscopy or flexible-sigmoidoscopy), 
and if they had active inflammatory colitis confirmed on mucosal 
biopsy. A CRP non-producer was defined as a CRP level of less than 
10mg/L as according to the laboratory reference range used in the 
centres.
Results In the cohort of 31 patients, 19 had biopsy proven UC, 3 
had Crohn’s disease, 6 were unclassified, and 3 had differing classifi-
cations of Crohn’s disease and UC on successive endoscopies. There 
was an overall mean period of 11.3 months between successive 
endoscopies. 17 patients were CRP non-producers and 9 were CRP 
producers during successive IBD flares. The table below shows the 
disease classification in different CRP response groups.

Abstract PTH-095 Table 1

Total number 
of patients UC

Crohn’s 
disease Unclassified

Differing histological 
classification

CRP non-producer 17 8 3 4 3

CRP producer 9 6 0 3 0

Variable CRP response 5 5 0 0 0

Disease extent was defined in both flares in 97% of patients. In 
the CRP non-producer group, 10 out of 17 (59%) patients had left 
sided disease or proctitis compared to 4 out of 8 (50%) in the CRP 
producer group. This difference in proportion did not reach statisti-
cal significance as assessed by Fisher’s exact test. Three of the five 
patients with a variable CRP response had more extensive disease at 
the time of the higher CRP level.
Conclusion 

Most patients (84%) in this study had a consistent CRP response; 
but this was not universal. Disease extent appears to contribute to 
CRP, but patient specific factors also appear to play a role.
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Introduction Ciclosporin (CsA) has been shown to be effective in 
treatment of steroid refractory severe ulcerative colitis and reducing 
the need for colectomy1. Most published evidence concerns intrave-
nous infusions; however oral microemulsion ciclosporin (Neoral®) 
is well absorbed, more convenient and potentially less toxic. We 
report our experience with oral ciclosporin for treatment of steroid 
refractory severe ulcerative colitis.

PTH-096

Methods 30 consecutive patients receiving oral Ciclosporin for ste-
roid refractory acute severe ulcerative colitis from October 2001 till 
July 2012 were retrieved from our clinical and pathology database. 
One patient received therapy twice. Hence, 31 episodes were anal-
ysed for this study.
Results 19/31 patients were males. The median age at diagnosis 
and at the time of starting CsA was 39 years and 42 years respec-
tively. 19 patients had pancolitis and 11 patients had left sided 
colitis. 4 patients were not on any treatment at the time of acute 
flare up. 28 patients were treated as inpatients. CsA was started 
after a median of 5 days after treatment with intravenous hydro-
cortisone in admitted patients (range 2–13 days). The mean CsA 
dose was 7.31 mg/kg on admission (range 5 to 8). The mean ciclo-
sporin trough levels at 48–72hours and days 5–7 were 167ng/ml 
and 254ng/ml respectively. The mean length of treatment was 
23.6 weeks (range 1–123). 50% had no side effects. One patient 
developed pyrexia of unknown origin necessitating stoppage of 
CsA. 26/31 (84%) had initial clinical response. 5/31 had colecto-
mies during the same admission while 15/31 (48%) had colecto-
mies within one year of starting ciclosporin treatment. 14/31 
(46%) have had no surgery till date after a mean follow up of 46 
months (range 2–131). 14/26 who had initial response to CsA 
were started on azathioprine. Eleven were thiopurine naïve and 
out of these, 8/11 (72%) are colectomy free till date. 12/26 were 
on thiopurines in the past. Only 4 of these 12 patients (33%) are 
colectomy free till date.
Conclusion 84% of the cohort of patients having steroid refrac-
tory severe ulcerative colitis responded to CsA and 52% retained 
their colon after 1 year. Our experience confirms CsA to be a safe 
drug with few side effects and should be used as a bridging therapy 
to azathioprine. Patients who are azathioprine naïve prior to CsA 
appear to have lower colectomy rates.
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Introduction The UK IBD audit 3rd round (RCP,2011)shows that 
there has been sustained improvement in patient-centred care in 
terms of clinician commitment to improved quality of care and the 
provision of specialist IBD nursing and patient education for 
patients with IBD. This study explores the meaning of the concept 
‘patient-centred professionalism’ in gastroenterology. The objec-
tives of this study are:

1. To clarify the meaning of patient-centred professionalism in 
terms of how it relates to professional practise and patient-
professional interaction in gastroenterological outpatient 
clinic consultations

2. To define the concept according to the views and experiences 
of healthcare professionals, stakeholders and IBD patients.

3. To create materials which may support and enhance optimal 
professional practise in outpatient clinics for patients with 
IBD

Methods A qualitative study using observation and semi-struc-
tured interviews. Ethnographic observation was conducted in 8 
outpatient clinics from within one local health board (Abertawe Bro 
Morgannwg University Health Board). Clinics were led by consul-
tant physician gastroenterologists; surgeons, specialist nurses and 
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