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Abstract

Background and study aims: Inflammatory bowel diseases 
(IBD) are chronic conditions requiring lifelong management, 
often involving advanced therapies. To harmonize the current 
heterogeneity in monitoring practices we developed a Belgian 
Standard of Care (SOC) guidance for patients with IBD treated 
with these advanced therapies.

Methods: A multistep approach was adopted. First, a core team 
of IBD clinicians conducted a national survey to evaluate current 
practices and identify gaps. Next, a SOC guidance document 
was drafted and reviewed by multiple stakeholders, including 
physicians and IBD nurses from the Belgian IBD Research and 
Development (BIRD) group and patient organizations. Feedback 
was then incorporated to develop a consensus-based framework 
tailored to current Belgian clinical practices.

Results: This SOC guidance outlines minimal follow-up 
requirements across treatment phases, emphasizing clinical, 
biochemical, endoscopic and cross-sectional assessments, while 
also discussing additional relevant outcomes such as quality of 
life.

Conclusions: The SOC guidance document offers a 
comprehensive, consensus-based framework to homogenize the 
monitoring of patients with IBD receiving advanced therapies. 
By standardizing monitoring practices, it aims to enhance quality 
of care, safety and long-term outcomes, ensuring alignment 
with international standards while addressing specific national 
requirements and availabilities. (Acta gastroenterol belg., 2026, 89, 
315-323).
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Introduction

Over the past decades, the management of inflammatory 
bowel diseases (IBD) has evolved substantially. With 
the development of advanced diagnostic tools and a 
growing armamentarium of targeted therapies, treatment 
goals have shifted from mere symptom control to 
sustained disease modification, in line with the “treat-
to-target” strategy endorsed by the STRIDE-II initiative 
(1, 2). This approach emphasizes the achievement of 
clinical, biochemical and endoscopic remission, as 
well as improvement in quality of life. To reach and 
maintain these targets, close and structured treatment 
monitoring is essential. Biologic and small molecule 
therapies can have variable efficacy between individuals 
and secondary loss of response remains a common 

clinical challenge (3, 4). Hence, timely identification 
of non-response or intolerance is essential, allowing 
for therapeutic optimization and ultimately improving 
long-term outcomes (4). Moreover, these therapies can 
be associated with potentially severe adverse events, 
necessitating regular safety surveillance. 

Despite international guidelines outlining treatment 
monitoring strategies, significant heterogeneity exists 
in their implementation across healthcare systems 
and IBD centres, resulting in variability in quality of 
care. Both the VIPER survey and the recent ECCO 
E-Quality project demonstrated substantial intercountry 
and intercentre differences in key aspects of IBD care, 
underscoring the lack of harmonization across Europe (5, 
6). In Belgium, a recent study in Crohn’s disease (CD) 
patients revealed persistent unmet needs, highlighting the 
importance of structured and standardized monitoring 
to optimize care (7). Several other national initiatives, 
such as the Spanish CUE project, which benchmarked 
quality indicators across IBD units, and the French 
consensus on IBD monitoring, have illustrated the value 
of adapting recommendations to local healthcare systems 
(8, 9). Building on international guidelines and these 
efforts, this SOC project aims to provide consensus-
driven, pragmatic guidance for Belgium, with the goal 
of addressing gaps in monitoring and improving patient 
outcomes.

Methods

The development of the SOC framework followed 
a multidisciplinary, staged approach as outlined in 
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therapies, including biologics and small molecules (2). 
Importantly, this SOC protocol provides guidance on the 
minimal workup for “standard” clinical scenarios but does 
not address more specific or complex situations. These 
include, but are not limited to, acute severe ulcerative 
colitis (ASUC), penetrating and/or perianal CD, upper 
gastrointestinal involvement, pouchitis, pregnancy, 
extra-intestinal manifestations, post-operative disease, or 
patients with a history of malignancy. Additionally, this 
SOC guidance is not designed to serve as a comprehensive 
safety guideline beyond routine monitoring for treatment 
toxicity. Hence, it does not provide recommendations 
for skin cancer surveillance, vaccination protocols, 
colorectal cancer screening, or assessments prior to 
initiating advanced therapies.

Methods of assessment in IBD

1. Clinical methods

Clinical evolution can be assessed through various 
methods, including in-person, telephone, or video 
consultations (12, 13). Standardized measures and scores 
should preferably be used, such as the partial Mayo score 
or patient-reported outcomes (PROs), (see Supplementary 
Tables 3-4 for UC and CD, respectively) (14, 15, 16, 17). 
The immediate treatment target in IBD is achieving a 
rapid clinical response, with clinical remission serving 
as an intermediate objective (Supplementary Tables 5-6) 
(2).

2. Biochemical methods

The primary biochemical markers for assessing 
disease activity in IBD are C-reactive protein (CRP) and 
faecal calprotectin (fCal) (2). Normalization of CRP is 
considered an essential short- to medium-term treatment 
target, though it is insufficient as a long-term marker (2). 
There is no universal consensus on the optimal cutoff 

Figure 1. A core team of seven Belgian IBD clinicians, 
all representatives of the Belgian IBD Research and 
Development (BIRD) group, coordinated this process.

The initiative began with the development of a 
survey to assess current monitoring practices, which was 
distributed among all Belgian IBD clinicians through 
the BIRD. A concise overview of the results is provided 
in Supplementary Tables 1-2. Next, a SOC guidance 
document was drafted by the core team, based on current 
European Crohn’s and Colitis Organization (ECCO) 
guidelines, while incorporating local reimbursement 
policies (4, 10). The SOC proposal underwent a multistep 
reviewing process. First, this draft was reviewed by the 
BIRD Operational board (n=7) and adapted accordingly. 
Second, a plenary discussion and live voting session was 
held during the BIRD General Assembly on May 28, 2024, 
during which 38 physicians were present and participated 
in the voting process. All proposed monitoring items 
were discussed and subsequently submitted to a vote. 
Physicians who were unable to attend the meeting were 
offered the opportunity to provide written feedback 
electronically in case of disagreement with any of the 
proposed statements. All statements included in the 
final manuscript reached unanimous agreement among 
the voting participants and no objections or additional 
feedback were received following the meeting. The 
revised SOC proposal was subsequently reviewed by the 
Belgian IBD Nurses (BINAstoria). In addition, Belgian 
patient organizations (CCV-vzw and L’association de 
Crohn-RCUH) were invited to review and discuss the 
proposal in the presence of a core team member, ensuring 
alignment with patient experiences and preferences.

Following the publication of an updated ECCO 
consensus on nutritional assessment during the manuscript 
revision process, the core team proposed the addition of 
a statement on nutritional screening to the monitoring 
tables (11). This proposal was circulated to all BIRD 
members for electronic voting in accordance with the 
predefined methodology. No objections to the proposed 
addition were raised within the predefined response 
period. One minor suggestion regarding the presentation 
of the nutritional assessment in the monitoring table was 
incorporated.

Aims

This SOC guidance document defines the minimal 
monitoring requirements for adult Belgian patients with 
IBD during the initiation and continuation of advanced 

Figure 1. — Flowchart of the creation of the SOC proposal.
SOC: Standard of Care; BIRD: Belgian IBD Research and Development - Created in BioRender.
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5. Quality of life

As a normalized quality of life (QoL) is recognized as 
a formal long-term treatment target and holds particular 
importance for patients, its systematic evaluation should 
be incorporated into routine clinical care. The STRIDE-
II initiative proposes several tools which can be used to 
assess QoL (such as the IBD Questionnaire) and disability 
(such as the IBD Disability Index), while ECCO also 
endorses the IBD Disk as a pragmatic patient-reported 
tool to assess disability and disease impact in routine 
clinical practice (2, 10).

6. Nutritional assessment

Nutritional status should be considered as part of 
routine monitoring in patients with IBD. In line with 
ECCO consensus guidance on dietary management in 
IBD, patients should undergo nutritional screening to 
identify those at risk of malnutrition. Validated tools such 
as the Malnutrition Universal Screening Tool (MUST) 
or the Nutrition Risk Screening 2002 (NRS-2002) 
can be used for this purpose (Supplementary Tables 
7-8). Importantly, the prevalence of obesity in IBD is 
increasing, with reported rates ranging from 15–40% in 
adult patients (25). However, obesity does not preclude 
malnutrition; patients with obesity may still have 
significant sarcopenia and micronutrient deficiencies. 
Therefore, BMI alone is insufficient to adequately assess 
the nutritional status (11, 26, 27). When nutritional 
risk is identified, a more comprehensive nutritional 
assessment is recommended, including evaluation of 
body composition, muscle function and micronutrient 
status, preferably by a dietitian (11). 

Results

Rather than relying on narrow time-based cut-offs, this 
consensus is structured around key stages of treatment, 
differentiating between the start of treatment, early post-
start (week 4 ± 2 weeks), post-induction (week 10 ± 4 
weeks), early maintenance (week 24 ± 4 weeks), end of 
early maintenance (week 52 ± 4 weeks) and long-term 
maintenance (beyond week 52) (Figure 2). These stages 
represent pragmatic clinical decision points, defined 
based on STRIDE-II treatment targets, ECCO guidelines 
and expert group discussion, rather than formally 
validated disease stages (2, 4). It is important to note 
that the time needed to achieve specific treatment 
targets varies depending on the therapeutic approach 
and disease subtype, as outlined by the STRIDE-II 
working group (2). While these intervals are designed 

for fCal in clinical practice; a cutoff of 150 µg/g has 
been associated with endoscopic healing, while values 
between 100–250 µg/g are considered a “grey zone”. As 
such, fCal levels below 100–250 µg/g are proposed as an 
intermediate treatment target (2).

3. Endoscopic and histological methods

Endoscopy remains the gold standard for assessing 
mucosal inflammation in IBD, offering direct visualization 
of the mucosa and enabling histologic evaluation through 
biopsies (18). Adequate photo-documentation (or video-
documentation), both at baseline and during follow-
up, combined with the use of standardized endoscopic 
activity scores, facilitates treatment monitoring and 
serves as a key quality indicator in clinical practice (19). 
Achieving endoscopic remission is a long-term treatment 
target, strongly associated with better clinical outcomes, 
including reduced hospitalization and surgery rates 
(2, 20, 21). Although histological remission is not yet 
established as a formal treatment target, it holds clinical 
relevance, particularly in UC. 

When lesions are suspected in segments beyond 
the reach of standard ileocolonoscopy, alternative 
endoscopic modalities such as small-bowel capsule 
endoscopy (SBCE) or device-assisted enteroscopy are 
valuable tools for assessing disease activity (2). Given 
the risk of capsule retention in patients with CD, the 
use of a preceding patency capsule is recommended 
when stenotic disease is suspected (4). Moreover, the 
application of validated scoring systems (such as the 
Lewis score) and adherence to the ESGE performance 
measures are advised to ensure standardized and high-
quality assessment (4, 22).

4. Radiographic methods

Cross-sectional imaging serves as a valuable 
complement to endoscopy by providing insights 
into transmural inflammation, disease extent and 
complications such as strictures, fistulas and abscesses 
(2, 4). Key modalities include magnetic resonance 
enterography (MRE), which is preferred over computed 
tomography enterography (CTE) due to the absence of 
radiation and intestinal ultrasound (IUS) (4, 23). IUS, 
which is increasingly adopted in clinical practice, offers 
a non-invasive alternative for assessing disease activity 
and complications in both CD and UC (2, 23, 24). While 
transmural healing is not yet a formal treatment target 
due to the limitations of current therapies in consistently 
achieving this level of healing (2), it remains a valuable 
adjunct in the management of CD. 

Figure 2. — Proposed treatment phases and moments of evaluation. Created in BioRender.
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sectional imaging, capsule endoscopy, or device-assisted 
enteroscopy may be warranted.

Clinical evaluation should ideally include a PRO, global 
assessment and physical examination with additional 
consideration of nutritional status through appropriate 
screening. Biochemical assessment should encompass 
screening for disease activity (CRP and fCal), along 
with a complete blood count (CBC), renal function tests, 
liver profile and serum albumin levels (2, 4). Although 
fCal is currently not reimbursed for UC in Belgium, 
it is still recommended for baseline measurement to 
facilitate future monitoring. If not performed within the 
last 3 months, an endoscopic evaluation is advised before 
starting treatment, with proper documentation (including 
images, scoring and detailed description) to allow for 
accurate comparison following treatment initiation. In 
UC, this may involve sigmoidoscopy or ileocolonoscopy, 
while in CD, the choice of endoscopic method depends 
on the affected region (4).

1.2. Additional (optional) baseline examinations

In addition to the core assessments, several optional 
examinations may be considered based on individual 
patient characteristics or disease complexity. In centres 
where IUS is readily available, it can serve as a valuable 
adjunct for assessing treatment response. Therefore, 
performing a baseline IUS evaluation is recommended 
to allow for comparison (23). 

for cases of favourable disease evolution, accelerated 
assessments may be required in patients with suspected 
flare-ups or persistent disease activity (4). The proposed 
SOC framework provides guidance for the follow-up 
of patients during treatment initiation and maintenance 
therapy (see Figure 3 for UC and Figure 4 for CD) to 
assess whether treatment targets (Supplementary Table 
3-4) are achieved (2).

Assessment per timepoint

1. Start of treatment

1.1. Suggested minimal baseline assessment

Before initiating any advanced treatment, a 
comprehensive assessment of immunization status and 
infection screening should be performed, as outlined 
in existing guidelines (28, 29). Additionally, potential 
contraindications for specific treatments or pretreatment 
requirements must be identified prior to selecting the 
appropriate drug. A detailed guidance for these pre-
treatment requirements was beyond the scope of the 
current consensus. 

At baseline, a thorough evaluation of disease activity 
should be conducted, incorporating clinical, biochemical 
and endoscopic assessments. In patients with small 
bowel involvement that is extensive or not accessible 
by ileocolonoscopy, additional evaluation using cross-

Figure 3. — Proposed follow-up for patients with ulcerative colitis.
Baseline assessment: within 3 months before treatment start. 

■Early post-start: complete blood count and liver profile if required based on the specific treatment used.
✽Post-induction assessment: to be repeated if prolonged induction was required. 

Nutritional assessment: evaluation at ▲post-induction and ▲early maintenance in case of ongoing active disease and/or 
malnutrition. During ▲▲long-term maintenance: nutritional status may be reassessed periodically, e.g. annually.

Endoscopic assessment: including accurate photo documentation to allow for comparison. ●End of early maintenance: 
endoscopic assessment only in case of endoscopic ‘response’ and not ‘remission’ post-induction. ●●Long-term 

maintenance: endoscopic surveillance according to ECCO guidelines (and not 6-monthly). 
*Radiographic assessment: IUS can be a valuable adjunct for monitoring if readily available, however, this item was not 

formally included in the voting process. Created in BioRender (https://BioRender.com/v8kmhzq).
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prerequisite for transition to maintenance therapy. This 
post-induction time point is critical for identifying 
primary non-responders; in the absence of meaningful 
clinical and objective response, continuation of the same 
therapy should be reconsidered and timely treatment 
modification is warranted. For most therapies, clinical 
and biochemical response can typically be observed 
within 10–14 weeks, making this an appropriate 
timeframe for evaluation in all patients. Accordingly, 
the recent ECCO guidelines recommend an evaluation 
within 12 weeks of treatment initiation (2, 4). For patients 
with UC who clinically respond to therapy, this should 
be corroborated by objective parameters such as fCal, 
IUS and/or endoscopy (4). However, given that fCal is 
not reimbursed for UC in Belgium and sigmoidoscopy 
is mandated prior to maintenance reimbursement, 
sigmoidoscopy is therefore commonly performed 
in this setting, primarily driven by reimbursement 
requirements rather than clinical preference. A response 
to induction treatment in patients with IBD can also be 
assessed with IUS when available, particularly when 
a baseline evaluation was performed (4, 23). At this 
post-induction time point, nutritional status may be re-
screened particularly in patients with ongoing active 
disease and/or malnutrition (11).

In addition, for advanced therapies for which 
extended induction regimens are supported by clinical 
trial data or product labelling, the need for extended 

Given the significant impact of IBD on patients’ QoL 
and the high prevalence of psychological comorbidities, 
such as depression, anxiety (30) and fatigue (31), 
it is advisable to consider a baseline psychological 
assessment or screening. 

2. Early post-start (week 4 ± 2 weeks)

An assessment of the patient is advised early after 
treatment initiation, in the form of a teleconsultation, 
a video consultation or during an in-person visit and 
can be conducted by either an IBD nurse or physician. 
In patients with moderate-to-severe disease or other 
high-risk features, such low-threshold contact may be 
appropriate within the first days after treatment initiation. 
This early follow-up aims to assess initial treatment 
response, identify potential adverse events and promptly 
detect clinical deterioration (32). For certain advanced 
therapies, specific laboratory tests are recommended 
following induction to monitor for potential adverse 
effects. Clinicians are advised to consult the corresponding 
product information for detailed guidance on monitoring 
requirements per product.

3. Post-induction (week 10 ± 4 weeks)

3.1. Suggested minimal assessment

After the induction phase, a comprehensive evaluation 
is recommended to confirm treatment response as a 

Figure 4. — Proposed follow-up for patients with Crohn’s disease.
Baseline assessment: within 3 months before treatment start. 

■Early post-start: complete blood count and liver profile if required based on the specific treatment used. Endoscopic 
assessment: including accurate photo documentation to allow for comparison. 

Nutritional assessment: evaluation at ▲post-induction and ▲early maintenance in case of ongoing active disease and/or 
malnutrition. During ▲▲long-term maintenance: nutritional status may be reassessed periodically, e.g. annually.

Endoscopic/radiographic assessment: ★If the involved region cannot be reached by colonoscopy: evaluation by another 
modality (MR or CT enterography/IUS/enteroscopy/video capsule) or use of IUS as adjunct. ★★IUS can serve as a valuable 

adjunct to assess treatment response post-induction when available. This item, however, was not formally included in the 
voting process

●Long-term maintenance: endoscopic surveillance according to ECCO guidelines (and not 6-monthly).
Created in BioRender (https://BioRender.com/ulfi443)
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induction should be considered at the end of routine 
induction (33, 34). In cases where prolonged induction 
is required, a repeated post-induction assessment 
(including calprotectin and/or endoscopy) should be 
performed before transitioning to maintenance therapy.

4. Early maintenance (week 24 ± 4 weeks)

4.1. Suggested minimal assessment

At week 24, a comprehensive clinical and 
biochemical assessment is recommended for both 
CD and UC, including the evaluation of fCal levels 
to monitor mucosal inflammation. At this stage, 
nutritional status should be reassessed in patients with 
persistent inflammatory activity and in those in whom 
malnutrition or specific nutritional deficiencies were 
identified at baseline.

4.2. Additional (optional) assessment

IUS can be used between week 24–52 to evaluate 
ongoing response to treatment, both in CD and UC (23).

5. End of early maintenance (week 52 ± 4 weeks)

5.1. Suggested minimal assessment

At the end of the early maintenance phase, a 
clinical and biochemical evaluation is recommended, 
complemented by an assessment of endoscopic response 
or remission. In the Belgian context, for patients 
with UC, a post-induction endoscopic assessment 
is advised. If the post-induction evaluation showed 
endoscopic response without complete remission a 
repeat endoscopic assessment, either by sigmoidoscopy 
or ileocolonoscopy, is proposed. Conversely, if clinical 
response and endoscopic remission were achieved post-
induction, fCal monitoring may suffice for ongoing 
evaluation. For patients with CD, in line with the ECCO 
guidelines an endoscopic evaluation within 12 months 
is recommended (4). 

5.2. Additional (optional) assessment

If IUS was not performed at week 24, it may be 
considered at this stage to assess transmural response 
(23). 

If endoscopic remission is achieved, routine biopsies 
to confirm histological remission are not indicated in 
CD (2). In UC, however, biopsies may be performed 
to assess histological healing, although this is not yet 
established as a formal treatment target (2). 

6. Long-term maintenance (after week 52)

6.1. Suggested minimal assessment

Once patients achieve sufficient clinical, biochemical 
and endoscopic response or remission they transition 
into the long-term maintenance phase. For patients in 
sustained clinical and biochemical remission, routine 
monitoring (clinical and biochemical) every six months 
is recommended to facilitate early detection of potential 

disease flares (4). In this phase, nutritional status may 
be reassessed periodically, for example on an annual 
basis (11). During long-term follow-up, surveillance 
endoscopy should be performed in accordance with 
ECCO and ESGE guidelines (35, 36).

Discussion

Achieving timely and comprehensive disease control 
in IBD is essential to prevent disease progression and 
complications, including hospitalizations, surgeries and 
colorectal cancer (37). The STRIDE-II guidelines were 
developed to define clear therapeutic targets within a 
treat-to-target framework (2). Nevertheless, recent real-
world data from the IBD-PODCAST study revealed 
that these targets remain frequently unmet, with 
suboptimal disease control observed in nearly half of 
patients (37). In 50–60% of cases, opportunities for on-
label dose escalation were identified but not pursued, 
underscoring the need for regular assessments and 
proactive therapeutic adjustments.

Endoscopy remains the gold standard for assessing 
mucosal healing, particularly in the first treatment 
year. However, its invasive nature, high cost and low 
patient tolerability limit its frequent use, necessitating 
integration of less invasive markers (2, 18, 24). CRP, 
while widely used, has notable limitations, including 
poor sensitivity and variability based on disease type and 
location (38). In contrast, fCal has excellent sensitivity 
(38) and is a reliable predictor of both short-term relapse 
(39) and long-term clinical response (40). However, its 
broader use in Belgium is limited by reimbursement 
restrictions as it is currently only reimbursed for CD, 
with a maximum of two tests per year (41). 

IUS is gaining recognition as it provides a non-
invasive, cost-effective and patient-friendly option 
for monitoring disease activity (24). In UC early IUS 
predicts treatment response (42) and in combination 
with endoscopic remission, transmural healing reflects 
a deeper level of remission associated with improved 
long-term outcomes (2, 4, 21). It also enhances 
patients’ understanding of their disease, fostering better 
engagement in their care (24). Despite its promise, 
uptake of IUS remains limited globally (37) and in 
Belgium, at least in part due to insufficient training 
opportunities and unfavourable reimbursement policies 
(43, 44). Consequently, IUS was not yet included in the 
minimal follow-up requirements of the SOC, although 
future evidence may inform its role in subsequent 
updates (45). Similarly, although SBCE has proven 
effective for assessing small-bowel disease activity in 
CD, its uptake in Belgium is limited due to the lack of 
reimbursement for this indication.

Therapeutic drug monitoring (TDM) was not 
specifically addressed in this SOC, as drug-specific 
monitoring strategies fall beyond the scope of this 
minimal monitoring guidance. Nevertheless, TDM may 
be clinically useful in selected situations, particularly 
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data collection, supporting real-world evidence and 
improving the applicability of clinical research. Future 
studies should specifically evaluate the impact of this 
SOC on patient outcomes in Belgium, including treatment 
durability, long-term remission rates and quality of life, 
thereby ensuring that these recommendations translate 
into measurable clinical benefit.
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