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Role of Surgery for the Treatment of Ileocecal Crohn's 
Disease in the Age of Biological Drugs
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The treatment of inflammatory bowel disease in general 
and Crohn's disease in particular, has been revolutionized 
since the discovery of the role that tumor necrosis factor 
alpha (TNF-α) plays in the onset and progression of the 
disease.1 After this finding, the development of drugs de-
signed to block its action has managed to radically mo-
dify the activity of the disease.2 Such is the case of infli-
ximab, a human-mouse chimeric monoclonal antibody of 
IgG1 subclass with anti TNF-α.3

The primary objective of these drugs is to induce remis-
sion of disease activity and sustain it over time in patients 
with moderate-severe involvement who do not respond to 
first-line drugs.4 We know that up to 70% of patients with 
Crohn ś disease (CD) will require more than one surgical 
intervention to treat their complications (stenosis, fistula) 
throughout their lives,5 so the secondary objective is to re-
duce this high rate of surgeries.

CD involves the ileocecal region in up to 2/3 of ca-
ses.6 When the clinical pattern is inflammatory, anti-
TNF drugs represent a second line of treatment in the fo-
llowing situations: 

• Lack of response to conventional drugs (corticoste-
roids, thiopurines).

• Resistance to corticosteroids (patient with active di-
sease after doses equivalent to prednisolone 1 mg/
kg for 4 weeks).

• Dependence on corticosteroids (patient unable to 
reduce the dose of prednisolone below 10 mg/day or 
budesonide 3 mg/day after 3 months of treatment 
without relapse of their disease, or patients who su-
ffers a relapse before 3 months of having disconti-
nued corticosteroid therapy).7

Regardless of the drug used, more than 1/3 of patients 
with disease restricted to the ileocecal region require sur-
gical treatment within 5 years of starting the medication, 
either due to resistance to treatment or complications 
of the disease (strictures or fistulas). These figures have 
changed little with the advent of anti-TNF drugs.8,9

Patients in whom first-line drugs have failed, or those 
resistant or dependent on corticosteroids without asso-
ciated complications (stenosis, fistulas), are candidates for 

both biologic drugs and surgical resection of the affected 
segment. The arguments for and against each alternative 
will be developed.

Regarding infliximab, although it has a high degree 
of responses, carries a significant associated cost. A me-
ta-analysis from 2011 analyzed studies that contempla-
ted this variable in hospitals in England, concluding that 
during the induction phase the cost to the health system 
amounts to £17-92 million per year and £140-200 million 
per year during maintenance.10

On the other hand, its chronic use to sustain remission 
has an impact on the patient; there is an increase in the 
rate of serious infections, as well as in the incidence of 
skin tumors and lymphoproliferative disorders.11 Other 
serious complications that have been recorded, although 
to a lesser extent, are stroke and pulmonary embolism.12

The sustained use of infliximab is related to long-term 
loss of effectiveness requiring an increase in dose and/or 
shortening of the intervals between infusions. According 
to a review published in the American Journal of Gas-
troenterology, this decrease in effectiveness occurs at a 
rate of 13% per patient per year.13 It should be noted that 
treatment with biologics must be administered at regular 
intervals, which implies a transfer to hospital units, pro-
per monitoring and long-term follow-up. Jones et al.,14 

have studied the direct impact on the quality of life and 
the mental state of patients, with an emphasis on those 
who reside far from their health centers. 

In contrast, the results of elective surgery for patients 
with ileocecal CD have proved to be satisfactory. Per-
formed by an experienced team and laparoscopically, low 
morbidity, high degree of well-being, significant impro-
vement in the quality of life sustained over time and a 
early return to normal activities are registered.15-17 Up to 
50% of these patients remain asymptomatic and with no 
need for treatment for up to 7 years after surgery.18

The “LIRIC” trial, which involves 29 hospitals in the 
Netherlands and the United Kingdom, included pa-
tients with ileocecal CD with an inflammatory clini-
cal pattern and no greater than 40 cm of ileal extension. 
Patients with failure to the first line treatment were ran-
domized into two arms, one received Infliximab and the 
other laparoscopic ileocecal resection.19 As variables of re-
sult, morbidity and quality of life (using 2 questionnaires: 
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Inflammatory Bowel Disease Questionnaire and Short 
Form-36) were studied. The conclusion was that both al-
ternatives were valid, with no significant differences. In a 
second stage, the costs associated with the treatment were 
studied and the result yielded an average difference of € 
8,931 in health system expenses in favor of patients un-
dergoing surgery during the first year.20

Our group evaluated the quality of life of patients with 
the same questionnaires before and 4 months after under-
going laparoscopic ileocecal resection. In a period of 30 
months, 20 patients had bowel resection due to compli-
cations of their disease (stenosis or fistula) and failure of 
second-line medical treatment. It should be noted that a 
significant number of patients underwent surgery under 

suboptimal physical status due to prolonged conservati-
ve treatments. As a result, both questionnaires reflected 
a statistically significant improvement in quality of life, 
with low morbidity and a high satisfaction index (paper 
sent for publication, in review stage).

In our opinion, uncomplicated ileocecal CD generates a 
favorable context for elective surgical treatment, regard-
less of the advent of anti-TNF drugs, or as an alternative. 

We consider that an early surgical resection can offer exce-
llent results and reduce costs for the health system, and avoi-
ds deterioration of the patient who fails to respond to diffe-
rent medical alternatives.  On the other hand, we believe 
that the role of anti-TNF drugs in the postoperative period 
is important in order to reduce the number of recurrences.
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