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8 Peri-anal disease

Clinician management of patients with
Crohn’s-related perianal fistulas: results
of a multispecialty case-based survey

Gregory David Salinas
Susan E Cazzetta®

ABSTRACT

Objective A case-based survey was conducted to identify
practice patterns and knowledge gaps in the management
of Crohn’s perianal fistulas (CPF) and to further understand
approaches to CPF management within the USA by
healthcare professionals (HCPs) from different specialties.
Methods The web-based survey, comprising two
hypothetical patient case vignettes (case 1: initial CPF
presentation and progression to partial response; case 2:
recurrent CPF), was distributed September—October 2020
to US gastroenterologists (GEs) and colorectal surgeons
(CRSs), and nurse practitioners (NPs) and physician
assistants (PAs) from these specialties, who managed >1
patient with CPF/month. The survey included questions on
clinician evaluation and treatment approach.

Results Across surveyed HCPs (127 GEs, 63 GE NP/

PAs, 78 CRSs and 14 CRS NP/PAs), 39% stated that

they did not use any standard system for classifying/
scoring CPF. On initial CPF presentation, >98% of

HCPs reported a requirement for additional diagnostic/
imaging evaluation before proceeding with medical
management; GEs preferred pelvic MRI (70%) and CRSs
preferred examination under anaesthesia (62%). Preferred
management after partial response to initial treatment
varied by HCP type (23% GEs vs 71% CRSs preferred
continuation of current medical therapy; 60% vs 38%
preferred seton continuation; 24% vs 41% preferred seton
removal, respectively). For recurrent CPF, most HCPs chose
to switch from infliximab to another antitumour necrosis
factor agent, while most GEs opted to switch to a different
monoclonal antibody. In contrast, 44% of GEs and 27% of
CRSs opted to proceed with surgery.

Conclusion Lack of consensus in CPF management
requires improved coordination in treatment approaches
among specialists.

INTRODUCTION

Despite new and emerging treatments,
Crohn’s disease has a substantial impact on
patients’ quality of life, particularly owing
to the development of perianal fistulas.'™
Crohn’s perianal fistulas (CPF) predomi-
nantly develop from perianal abscesses and
have been estimated to occur in up to a third
of patients with Crohn’s disease in the first
20 years after diagnosis, with a high rate of

recurrence.’®

," Emily Belcher,' Sylvie Stacy,' Pradeep P Nazarey,?

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Crohn’s perianal fistulas (CPF) are generally man-
aged by a variety of healthcare professionals;
however, there are currently no US multispecialty
guidelines on standard of care.

WHAT THIS STUDY ADDS

= This case-based study assessed practice patterns,
perceptions and attitudes among US clinicians with
experience of treating patients with CPF.

= Itidentified clinician educational needs and revealed
a lack of consensus among clinicians from different
fields on the diagnosis and management of CPF.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= The findings from this study can be used to address
clinician educational needs and to support the de-
velopment of a consistent treatment approach for
CPF to enhance multidisciplinary care and to im-
prove patient outcomes.

Evidence is limited regarding the best treat-
ment approach for patients with CPF. CPF
are generally managed by a variety of health-
care professionals (HCPs), including gastro-
enterologists (GEs) and colorectal surgeons
(CRSs).” US medical societies representing
these specialists have issued their own guide-
lines or position statements on how best to
manage patients with CPF, reflecting their own
specialties and focus.'*" As such, depending
on the aetiology of the fistula, treatments for
CPF include pharmacological and surgical
options or a combination thereof, but there
is currently no clear consensus on standard
of care for disease management in the USA."
In 2024, the European Crohn’s and Colitis
Organisation published updated evidence-
based recommendations on the management
of CPF, which cover both pharmacological
and surgical treatments.'* Furthermore, the
British Society of Gastroenterology guide-
lines on the management of inflammatory
bowel disease recommend a multidisciplinary

Salinas GD, et al. BMJ Open Gastroenterol 2025;12:¢001711. doi:10.1136/bmjgast-2024-001711


http://www.bsg.org.uk/
http://orcid.org/0000-0001-8261-699X
https://doi.org/10.1136/bmjgast-2024-001711
https://doi.org/10.1136/bmjgast-2024-001711
https://doi.org/10.1136/bmjgast-2024-001711
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjgast-2024-001711&domain=pdf&date_stamp=2025-05-11

approach to the management of perianal fistula.'” More
recently, the American Gastroenterological Association
(AGA) has worked with a consortium of stakeholders
to develop recommendations for optimal management
of CPF (of varying complexity), in which the need for
a multidisciplinary approach to diagnosis, management
and monitoring of CPF was emphasised.'®

Few studies have specifically investigated clinician
educational needs or barriers to the management of
patients experiencing CPF. Results from prior research
demonstrate that, compared with other methods of
measuring processes of care, such as chart reviews and
standardised patients, case vignettes provide a valid,
cost-effective and non-invasive method to assess clinical
practice.'” Accordingly, we designed a case-based study to
assess practice patterns, perceptions and attitudes among
US clinicians with experience of treating patients with
CPF.

METHODS

Development of the clinician survey

A survey was developed using hypothetical case vignettes
to investigate clinicians’ current practices related to the
management of CPF. The survey included two patient
case vignettes with associated questions (in some cases
tailored specifically to either the gastroenterological or
surgical clinicians) to understand clinician evaluation
and treatment approach. Additional questions were used
to understand barriers to, and satisfaction with, current
multidisciplinary management of patients with CPF. Each
question was followed by a list of response options and
participants were asked to selectall that apply. There were
no free-text options except where ‘other’ was selected, in
which case participants were asked to specify. The survey
was piloted through cognitive interviews of clinicians
with CPF management experience to determine areas
of ambiguity and to ensure that all questions were being
interpreted as intended. A Consensus-Based Checklist
for Reporting of Survey Studies is provided in the online
supplemental material.

Case 1: CPF initial case presentation
Part 1
A man aged 38 years complains of 3 weeks of discomfort
near his anus, especially while sitting, as well as frequent
malodorous discharge on his underwear. He reports being
diagnosed with Crohn’s disease 5 years ago, at which time
he took mesalamine; however, he stopped taking it after
about a year, as he felt that his symptoms were controlled
through diet modification. He has not had follow-up with
a gastroenterologist or a repeat colonoscopy since that
time. He admits to mild abdominal pain and diarrhoea
over the past several months. He denies any fevers.
Visual inspection of the perianal area is notable for
erythema and the opening of a fistulous tract. Digital
rectal examination is notable for tenderness and is other-
wise unremarkable. There is no fluctuation. You are

unable to appreciate the internal opening of a fistulous
tract. His Crohn’s disease activity is mild, without symp-
toms of systemic disease, such as fever, abdominal tender-
ness or signs of obstruction.

Part 2 (case 1 continued)

The patientis referred to gastroenterology and colorectal
surgery. He is started on metronidazole. Pelvic MRI reveals
a trans-sphincteric fistula arising from the anal canal and
penetrating the internal and external anal sphincters. He
undergoes the examination under anaesthesia with seton
placement, and findings on the examination are consis-
tent with those identified on MRI. There is no evidence
of abscess. Colonoscopy reveals Crohn’s disease involve-
ment of the distal ileum and proximal colon. No proctitis
is present.

Part 3 (case 1 continued)

Treatment with infliximab is started. Six months later, the
patient’s symptoms have markedly improved and he no
longer notices any drainage from the fistula. He reports
intermittent perianal pain and being somewhat bothered
by the seton. He denies any ongoing abdominal pain,
diarrhoea or other Crohn’s symptoms. On examination,
the external opening of the fistula tract is decreased in
size. Gentle pressure on the area of the fistula tract does
not express any fluid. Pelvic MRI demonstrates persistent
fistula and inflammatory activity, without evidence of
abscess. Infliximab trough level is 3.5 pg/mL. Ant-
infliximab antibody testing is negative. He is restarted on
an antibiotic.

Case 2: management of recurrent fistulas

A woman aged 35 years with an 8-year history of Crohn’s
disease presents with perianal pain, swelling and fever.
Pelvic MRI reveals a supralevator fistula arising from the
anal canal, penetrating both the internal and external
anal sphincters, and forming a 1 cm abscess in the ischio-
anal space before coursing to the skin. She undergoes
urgent examination under anaesthetic, with abscess
drainage and seton placement. She is started on inflix-
imab and antibiotics.

Within the next year, she has two episodes of abscess
recurrence for which she returns to the operating room
for drainage. 6-Mercaptopurine is added to her regimen,
and the dose of infliximab is increased to the maximum
recommended dose.

At follow-up, she reports ongoing pain and drainage
that interfere with her daily activities. Pressure on the
area of the fistula causes discharge of purulent material,
although there is no evidence of abscess. Lab testing is
negative for antidrug antibodies. Repeat MRI shows
ongoing signs of inflammation and a persistent fistula,
now with branching and a second internal opening.

Endoscopy and magnetic resonance enterography are
consistent with mildly active Crohn’s disease without
proctitis.
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Survey distribution and data collection

To obtain the sample, email addresses of US-practising
clinicians were randomly selected from a proprietary
database and purchased mailing lists. A quota method
of sample collection was used; based on power calcula-
tions to generalise results to a national audience, at least
180 gastroenterology clinicians and at least 90 colorectal
surgery clinicians were needed for analysis. The survey
was distributed in September and October 2020 via email
to GEs and CRSs, and nurse practitioners (NPs) and
physician assistants (PAs) from these respective special-
ties. The inclusion criteria stipulated that clinicians must
be currently practising in the USA and managing >1
patient with CPF per month. The online survey system
only allowed one response per user in the clinician data-
base, and respondent IP addresses and location data were
used to ensure only one response per individual. Survey
responses were held in a secure password-protected data-
base and data analysis was blinded with respect to respon-
dent identification. The survey was expected to take
approximately 20-25min to complete, and a monetary
incentive (equivalent to US$50) was offered to clinicians
for their participation.

Survey analysis

Descriptive statistical analyses were conducted on key
items of the clinician survey and reported as frequencies
(number, percentage and SD). Statistical analysis was
conducted using SPSS V.27 (IBM, Armonk, New York,
USA).

RESULTS

Respondent demographics

The survey was distributed via email to 12 051 HCPs
(11 523 with colorectal surgery specialism and 528 with
gastroenterology specialism). In total, 5% (544/12
051) entered the survey and 52% (282/544) of these

respondents met the eligibility criteria and completed
the survey (survey collection ended once the quota was
reached). The 282 respondents included 127 GEs, 63
GE NP/PAs, 78 CRSs and 14 CRS NP/PAs (table 1). GE
and CRS respondents had a mean of 21 years in prac-
tice (defined as years of practice experience following
training), compared with 11 years in practice for GE
NP/PAs and 8 years for CRS NP/PAs. On average, GEs
saw more patients with CPF each month than did the
CRS respondents in the study. GEs, GE NP/PAs and
CRSs practised predominantly in community settings
(59%-76%), whereas CRS NP/PAs practised in predom-
inantly academic settings (86%). There was a mix of
respondents from various practice locations, including
urban, suburban and rural practices.

Case 1: CPF initial case presentation
Part 1
When asked how they would evaluate the patient after
reading part 1 of the case vignette, a majority (54%-70%)
of gastroenterological clinicians (GEs and GE NP/PAs)
responded that they would order a pelvic MRI and/or a
colonoscopy, whereas CRSs and CRS NP/PAs preferred
examination under anaesthesia (62%-79%, table 2).
Fewer than half (41%-43%) of the surgical clinicians
(CRSs and CRS NP/PAs) responded that they would
refer this patient to a GE at this time. Very few HCPs
(<2% overall) responded that they would begin medical
management at this point without further evaluation.
When asked about the classification/scoring system
that they use to evaluate patients, 39% of HCPs overall
stated that they did not use any classification system. If
a system was used, it varied by specialty. GEs preferred
the AGA Classification system'” (37%) or the Perianal
Disease Activity Index'® (21%), whereas CRSs were more
likely to use a faecal incontinence score (38%) or the
Parks classification system19 (27%) (table 2).

Table 1 Demographics of respondents

Gastroenterologists

Gastroenterology Colorectal Colorectal surgery

(n=127) NP/PAs (n=63) surgeons (n=78) NP/PAs (n=14)

Years in practice, mean (SD) 21 (8) 11 (7) 21 (11) 8 (8)
Number of patients managed per week, 89 (69) 67 (49) 54 (28) 47 (24)
mean (SD)
Number of patients with CPF managed 14 (42) 79 11 (6) 18 (25)
per month, mean (SD)
Practice setting, n (%)

Academic 30 (24) 22 (35) 32 (41) 12 (86)

Community 97 (76) 41 (65) 46 (59) 2 (14)
Practice location, n (%)

Urban 65 (51) 28 (44) 39 (50) 12 (86)

Suburban 53 (42) 31 (49) 38 (49) 2 (14)

Rural 9(7) 4 (6) 1(1) 0 (0)

CPF, Crohn’s perianal fistulas; NP, nurse practitioner; PA, physician assistant; SD, standard deviation.
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Table 2 Case 1: evaluation and classification of patient, goals of long-term CPF management and initial management

Colorectal Colorectal
Gastroenterologists Gastroenterology surgeons  surgery NP/PAs

(n=127) NP/PAs (n=63) (n=78) (n=14)
How would you further evaluate this patient at this time? (Select all that apply), n (%)

Pelvic MRI 89 (70) 34 (54) 27 (35) 5 (36)
Colonoscopy 75 (59) 41 (65) 43 (55) 7 (50)
Examination under anaesthesia/referral to a colorectal 50 (39) 30 (48) 48 (62) 11 (79)
surgeon for examination under anaesthesia®
Referral to gastroenterologistt - - 32 (41) 6 (43)
Anoscopy 16 (13) 8 (13) 41 (53) 6 (43)
CT scan 23 (18) 11 (17) 9(12) 1(7)
Fistulography 19 (15) 3(5) 3(4) 1(7)
Endoanal ultrasound 11(9) 5(8) 5(6) 0(0)
Anal manometry 5(4) 0(0) 1(1) 0(0)
Begin medical management without further evaluationt 2(2) 1) 2 (3) 0(0)
Other§ 1(1) 3 (5) 1(1) 0 (0)

Which of the following classification and scoring systems do you use in clinical practice to evaluate your patients with CPF? (Select all that
apply), n (%)

Nonet 50 (39) 28 (44) 26 (33) 6 (43)
Perianal Disease Activity Index 27 (21) 15 (24) 15 (19) 3 (21)
AGA Technical Review 47 (37) 11(17) 4 (5) 0(0)
Faecal incontinence score (eg, Wexner) 9(7) 6 (10) 30 (38) 3 (21)
Parks 9(7) 6 (10) 21 (27) 1(7)
Fistula Drainage Assessment 11 (9) 5(8) 6 (8) 0 (0)
Cardiff 5(4) 1@) 0(0) 0(0)
Anal Disease Activity Index 5(4) 6 (10) 3(4) 1(7)
Pikarsky’s Perianal Crohn’s Disease Activity Index 4 (3) 1) 4 (5) 1(7)
Buchmann/Alexander-Williams 3() 1) 0(0) 0(0)
Present 0(0) 1) 0(0) 0(0)

St James’s University Hospital 0(0) 2 () 1(1) 2 (14)
Van Assche Score 0(0) 0(0) 0(0) 0(0)
Otherq| 22 0(0) 0(0) 1(7)

Goals of long-term CPF management (rank 1-5)**

Improving quality of life 2.63, #2 2.06, #1 1.86, #1 1.36, #1
Achieving fistula healing 2.26, #1 2.56, #2 4.05, #5 4.07, #5
Resolving fistula symptoms 2.87, #4 3.17, #4 2.83, #3 2.86, #2
Avoiding major surgery 2.86, #3 3.13, #3 2.26, #2 3.07, #3
Minimising medication risks and side effects 4.38, #5 4.08, #5 3.82, #4 3.64, #4

Questions following case 1 continuation, part 2

In addition to the antibiotic, what medical management would you recommend for the patient’s fistula at this time? (Select all that apply), n

o)t

Anti-TNF agent (eg, infliximab, adalimumab) 118 (93) 58 (92)
Thiopurine (eg, azathioprine, 6-mercaptopurine) 15(12) 11 (17)
5-Aminosalicylate (eg, sulfasalazine, mesalamine) 11(9) 9 (14)
Other monoclonal antibody (eg, vedolizumab, ustekinumab) 11 (9) 2@
Antimetabolite (eg, methotrexate) 8 (6) 1)
Another antibiotic 6 (5) 7 (11)
Corticosteroid 5 (4) 3 (5)
Calcineurin inhibitor (eg, tacrolimus, ciclosporin) 22 0 (0)
Defer medical therapy at this time 22 0 (0)

Continued
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Table 2 Continued

Colorectal Colorectal
Gastroenterologists Gastroenterology surgeons  surgery NP/PAs
(n=127) NP/PAs (n=63) (n=78) (n=14)
Other 0(0) 2@
What management approach would you recommend for this patient’s fistula? (Select one)f, n (%)
Seton placement only 3 4) 0(0)
Seton placement plus medical therapy 55 (71) 11 (79)
Seton placement as a bridge to definitive surgical therapy = - 13 (17) 3 (21)
Medical management only 709 0(0)
(If seton selected above) What best describes your approach to seton removal? (Select one)t, n (%)8§8§
Remove after specified period of time 3() 0(0)
Remove after induction of medical therapy 14 (24) 2(18)
Remove when there is evidence of fistula healing - - 25(43) 5 (45)
Leave in place indefinitely 13 (22) 2 (18)
Other 35 2 (18)
Rate the importance of each of the following in assessing the patient’s response to treatment{]q|
The patient’s report of symptoms 4.4 4.4 4 4.5
Clinical examination 4.3 4.4 4.2 4.6
Imaging 4.2 4.4 2.9 3.7

Questions following case 1 continuation, part 3

After patient progression, which describes the medical management that you would expect/recommend at this time? (Select only one), n (%)

Continue current medical therapy 29 (23) 10 (16) 55 (71) 7 (50)
Increase the dose of infliximab 84 (66) 46 (73) 16 (21) 6 (43)
Discontinue infliximab and begin other medication 32 2 (3) 2 (3) 0(0)
Add other medications to the current regimen 8 (6) 4 (6) 4 (5) 1(7)
Other 3 1@2) 1(1) 0(0)
After patient progression, which best describes the surgical intervention that you would expect/recommend at this time? (Select only one), n
(%)™
Continuation of the seton 76 (60) 29 (46) 30 (38) 9 (64)
Seton removal 30 (24) 7 (11) 32 (41) 2 (14)
Proceed with surgery 9(7) 15 (24) 13 (17) 3(21)
Refer for enrolment in a clinical trial for stem cell therapy 6 (5) 5(8) 3 (4) 0 (0)
Other 1(1) 23 0(0) 0(0)
Unsure 5(4) 5(8) 0 (0) 0 (0)

*Gastroenterologists were given the option to refer to a surgeon for examination under anaesthesia.

TOption for colorectal surgeons/colorectal surgery NP/PAs only.

FExclusive answer option.

§O0ther included stool studies, laboratory work, magnetic resonance enterography and begin/discuss treatment.

9Other included defer to surgeon (written in by surgical NP/PA) and ASCRS guidelines.

**Numbers shown indicate mean of ranked goal (1 through 5, with 1 being the most important of these goals and 5 being the least important),
followed by ranked importance (#) by specialist group.

TtGastroenterology clinicians only were given this question.

FfColorectal surgery clinicians only were given this question.

§§Percentages were determined from the total number of respondents who answered the above question as ‘seton placement only’ or ‘seton
placement plus medical therapy’ (colorectal surgeons, n=58, colorectal surgery NP/PAs, n=11).

f19iMean of importance rating scale is presented, in which 1=not important, 2=slightly important, 3=moderately important, 4=very important,
5=extremely important.

***Discrepancies in summed percentages are due to rounding of decimal places.

AGA, American Gastroenterological Association; ASCRS, American Society of Colon and Rectal Surgeons; CPF, Crohn’s perianal fistulas; NP, nurse
practitioner; PA, physician assistant; TNF, tumour necrosis factor.

All HCPs highly rated the importance of controlling
Crohn’s disease activity in the patient, with slightly
lower importance being attributed to controlling CPF
symptoms (figure 1). The rating of long-term CPF

management differed by specialty (table 2). Quality of life
was the top-rated goal for all clinicians except GEs, who
ranked quality of life as the second highest-rated goal and
‘achieving fistula healing’ as the top goal (ranked second
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A Mean score
0.8% 1.6%
26% 3.8%
Colorectal surgeons (n=78) 32.1% 61.5% 4.5
Colorectal surgery NP/PAs (n=14) 21.4% 78.6% 4.8
0 10 20 30 40 50 60 70 80 90 100
B Mean score
0.8%
Gastroenterologists (n=127) \ 4.4
Gastroenterology NP/PAs (n=63) [0 27.0% 66.7% 4.6
3.8%
Colorectal surgeons (n=78) | 23.1% 48.7% 24.4% 3.9
Colorectal surgery NP/PAs (n=14) 57.1% 42.9% 44
0 10 20 30 40 50 60 70 80 90 100
Not at all Slightly ™ Moderately W Very B Extremely
Figure 1 Importance of controlling Crohn’s disease activity (A) and CPF symptoms (B) as rated by various HCPs in response

to case 1. Importance was scored on a scale of 1-5 (1=no importance at all, 2=slightly important, 3=moderately important,
4=very important, 5=extremely important). Discrepancies in summed percentages are due to rounding of decimal places. CPF,
Crohn’s perianal fistulas; HCP, healthcare professional; NP, nurse practitioner; PA, physician assistant.

most important goal by GE NP/PAs and ranked lowest by
surgical clinicians).

Part 2

When the gastroenterological clinicians were then asked
about initial medical management, almost all (>90%)
responded that they would recommend an antitu-
mour necrosis factor (anti-TNF) agent for this patient
(table 2). Most surgical clinicians (>70%) recognised
the need for medical therapy alongside seton placement
in their approach to therapy. Of the surgical clinicians
who reported that they would place a seton, there was
no majority response for the approach to seton removal.
Although the most common response (43%-45%) was
to remove the seton when there was evidence of fistula

healing, other preferences included removal after induc-
tion of medical therapy (18%-24%) or leaving it in indef-
initely (18%-22%) (table 2). When asked how important
certain factors were in assessing a patient’s response to
treatment, patient symptoms and clinical examination
were seen as universally important across all specialty
groups. However, imaging was rated as less important by
CRSs and CRS NP/PAs than by gastroenterology clini-
cians (table 2).

Part 3

At this point, the clinicians were asked what they would
do and what approach to further treatment they would
expect to be followed (table 2). Most gastroenterological
clinicians (66%-73%) reported that they would increase
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Table 3 Case 2: management of a patient with recurrent fistulas

Colorectal Colorectal
Gastroenterologists Gastroenterology surgeons surgery NP/
(n=127) NP/PAs (n=63) (n=78) PAs (n=14)
What medical management would you recommend/expect for this patient’s fistula now? (Select all that apply), n (%)
Continue current medication regimen 10 (8) 3 (5 19 (24) 3 (21)
A different anti-TNF agent (eg, adalimumab) 38 (30) 32 (51) 38 (49) 5 (36)
5-Aminosalicylate (eg, sulfasalazine, mesalamine) 4 (3) 5(8) - -
Antimetabolite (eg, methotrexate) 10 (8) 1(2) - -
Calcineurin inhibitor (eg, tacrolimus, ciclosporin) 9(7) 2(3) - -
Other monoclonal antibody (eg, vedolizumab, ustekinumab) 73 (57) 28 (44) - -
Thiopurine (eg, azathioprine, 6-mercaptopurine) 23 (18) 10 (16) - -
Other 6 (5) 3 (5) 1(1) 1(7)
Change or add a medication from another class (CRSs only) - - 20 (26) 5 (36)
Which surgical intervention would you recommend/expect at this time? (Select one), n (%)
Continue seton with continued abscess drainages as needed 35 (28) 6 (10) 32 (41) 8 (57)
Proceed with surgery (eg, advancement flap, fistula tract ligation, 56 (44) 46 (73) 21 (27) 5 (36)
faecal diversion)
Refer for enrolment in a clinical trial for stem cell therapy 25 (20) 6 (10) 13 (17) 1(7)
Other 0 (0) 1) 6 (8) 0 (0)
Unsure 119 4 (6) 6 (8) 0(0)

CRS, colorectal surgeon; NP, nurse practitioner; PA, physician assistant; TNF, tumour necrosis factor.

the infliximab dose, whereas surgical clinicians were less
likely to do so (21%-43%). Instead, 71% of CRSs and
50% of CRS NP/PAs would expect to continue current
medical therapy. As for surgical management, there was
little consensus on the next best step; all clinicians were
divided in their recommendation/expectation for seton
continuation, seton removal or other surgical options.

Case 2: management of recurrent fistulas

When asked how to proceed with medical and surgical
management of this patient, responses varied among
gastroenterological and colorectal surgery clinicians
(table 3). Medically, most chose switching to another
anti-TNF/different monoclonal antibody or switching
to/adding a medication from a different drug class. Surgi-
cally, 44% of GEs and 73% of GE NP/PAs expected that
the patient would proceed to surgery (fistulotomy was
most expected/recommended among GEs and GE NP/
PAs (52%-55%); diverting stoma was the most common
option among CRSs and CRS NP/PAs (33%—-60%) as well
as advancement flap for CRSs (33%) but not CRS NP/
PAs (0%)), whereas 41% of CRSs and 57% of CRS NP/
PAs would recommend continuing the seton with abscess
drainages as needed.

Multidisciplinary management

Respondents were asked how they best collaborate with
clinicians of other specialties (ie, GEs were asked about
CRSs, and vice versa). Overall, there was little consensus
on how collaboration occurs (table 4). Some clinicians
preferred working independently with little direct
consultation, determining their own role and deferring

to the other specialist to determine theirs. Others would
attempt to communicate plans to the other specialist,
adjusting treatment as necessary or would meet to agree
on a management plan collaboratively. In general, satis-
faction with current communication and coordination of
care was mediocre. Approximately one-third of GEs, GE
NP/PAs and CRSs were ‘very satisfied’ or ‘extremely satis-
fied’ with the current processes. CRS NP/PAs had a more
positive outlook; 71% were ‘very satisfied’ or ‘extremely
satisfied’. When provided with examples of potential
barriers to effective multidisciplinary management, such
as lack of access to specialists, lack of communication of
treatment plans and logistical difficulty of coordinating
care, respondents did not rate these to be any more than
moderately significant challenges (table 4).

Impact of COVID-19

The survey was launched in September 2020, approxi-
mately 6 months after initial reports of COVID-19 in the
USA. When asked if COVID-19 was affecting the manage-
ment of their patients with CPF, more CRSs (27%) noted
an impact than any other group; this was followed by
GE NP/PAs (22%) and GEs (17%), whereas CRS NP/
PAs noted lower impact (7%). Key effects of COVID-19
provided by respondents were categorised into themes.
Gastroenterological clinicians indicated that the
pandemic was creating patient reluctance to attend
appointments, delays in referrals and preference for tele-
health. Colorectal surgery clinicians indicated delays in
surgery, patient reluctance and a need for testing prior
to surgery.
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Table 4 Multidisciplinary management

Colorectal Colorectal
Gastroenterologists Gastroenterology surgeons  surgery NP/
(n=127) NP/PAs (n=63) (n=78) PAs (n=14)

Which of the following best describes how you would collaborate with the (colorectal surgeon/gastroenterologist) to determine a treatment
plan? (Select one), n (%)

| would determine my role while deferring to the (surgeon/ 27 (21) 27 (43) 21 (27) 5 (36)
gastroenterologist) for their role*

| would communicate my plans with the (surgeon/ 47 (37) 16 (25) 21 (27) 5 (36)
gastroenterologist) and might adjust my treatment based on

their recommendations

| would meet with the (surgeon/gastroenterologist) to agree on a 53 (42) 20 (32) 35 (45) 4 (29)

management plan collaboratively
Other 0(0) 0 (0) 1(1) 0(0)

How satisfied are you with the current processes and methods of communication and coordination of care in your patients with complex
perianal fistula? (Select one), n (%)

Not at all satisfied 12 (9) 3(5 2 (3 0(0)
Slightly satisfied 23 (18) 13 (21) 9(12) 0(0)
Moderately satisfied 55 (43) 27 (43) 40 (51) 4 (29)
Very satisfied 32 (25) 15 (24) 23 (29) 7 (50)
Extremely satisfied 5 (4) 3(5) 4 (5) 3(21)
NA/Unsure 0(0) 23 0(0) 0(0)
How significant are the following barriers to effective multidisciplinary management of your patients with CPF?1

Lack of access to specialists who manage CPF & 2.9 2.5 3.2
Lack of communication of treatment plans between specialists 2.8 2.8 2.5 3.1
Logistical difficulty in coordinating care between multiple 2.9 2.8 2.4 3.1

specialists or centres

*For gastroenterologists, “I would determine medical management, while deferring to the surgeon for surgical management”, and vice versa for

colorectal surgeons.

TMean of significance rating scale is presented, in which 1=not at all significant, 2=slightly significant, 3=moderately significant, 4=very significant,
5=extremely significant. Respondents indicating NA/Unsure were removed from the mean calculation.
CPF, Crohn’s perianal fistulas; NA, not applicable; NP, nurse practitioner; PA, physician assistant.

Educational needs

Respondents were asked to list topics related to CPF that
they would be interested in learning about in future
educational programmes; responses were classified by
theme. Top themes for specialists included information
on new and emerging therapies, information on current
therapy/guidelines for CPF management, surgical
options and criteria, managing complex patients,
imaging, psychosocial care/quality of life, alternative
treatment approaches and when to refer to another
specialist.

DISCUSSION

Based on the demographics, respondents in this study are
representative of clinicians managing patients with CPF
in the USA. The survey results reveal a lack of consensus
on the diagnosis and management of CPF in the USA,
which is reflective of the differences between the various
US CPF guidelines.'"™"*

Recommendations from the AGA and the American
College of Gastroenterology (ACG), typically used by
GEs, generally focus on the role of medical therapy in CPF
management,'’ '* although more recently, the AGA has

worked with a consortium of stakeholders to consider the
optimal management of CPF.'® This consortium empha-
sised the need for a multidisciplinary approach.'® The
American Society of Colon and Rectal Surgeons (ASCRS)
guidelines, typically used by CRSs, also state that manage-
ment typically involves a multidisciplinary approach; the
mainstay of medical management is biologic therapy,
which is often combined at least initially with a draining
seton, and use of definitive fistula surgery in selected
patients with CPF must be individualised.'! In the current
study, almost all gastroenterology clinicians responded
that they would recommend an anti-TNF agent as initial
medical management for the patient described in case
1, and the majority of surgical clinicians recognised the
need for medical therapy alongside seton placement
in their approach to therapy. The ACG guidelines also
recommend placement of setons in adult patients with
CPF to increase the efficacy of the anti-TNF, infliximab."?
At initial presentation (case 1), 39%-48% of gastroen-
terological clinicians responded that they would refer
the patient to a CRS for examination under anaesthesia
and, in response to the case continuation (part 2) ques-
tions, 71%-79% of surgical clinicians responded that
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they would recommend seton placement plus medical
therapy at that time. Therefore, the results of the current
study would suggest that clinicians are broadly following
their respective societies’ recommendations.

Potentially reflective of the different focuses of the
GE and surgical recommendations/ guidelines,w 1220
there was generally little agreement across HCPs in the
current study on the approaches to, or expectations
for, the surgical management of CPF. This included
approaches to seton removal and surgical interventions
for either patient progression after initial presentation
(case 1) or recurrent fistulas (case 2). The 2020 ASCRS
guidelines recommend that draining setons are useful
in the multimodal therapy of CPF and may also be used
for long-term disease control.'' There are no recom-
mendations for the timing of seton removal within the
ASCRS guidelines. The lack of clear guidance on when
to remove a seton may affect patient outcomes, and there
are mixed reports on the long-term effectiveness of seton
use.”! #* Although a recent North American study found
that long-term (median follow-up: 23 months) indwelling
seton had improvement and recurrence rates in patients
with Crohn’s disease that were comparable to those of
definitive surgery,22 a single-institution, retrospective, US
cohort study (n=23) found that only 39% of patients had
a clinical response to draining seton for complex CPF
at 12 months (the remaining patients developed recur-
rent abscess/fistula or required faecal diversion despite
biological therapy).21 Furthermore, the type of surgical
intervention varies by the type of fistula, with CPF typi-
cally being less responsive than cryptoglandular fistulas,
and with choices being limited in patients with proctitis
or active inflammation."

Improved quality of life for patients with CPF was
selected as the top long-term treatment goal among all
HCP types, except GEs who selected this as the second
most important long-term goal after fistula healing.
This is an important priority difference to note between
HCPs, because improved quality of life has been reported
to be a high priority for patients with CPF and should be
considered by the whole multidisciplinary team involved
in the management of CPE>

It is notable that definitions of simple versus complex
fistulas differ between gastroenterological and surgical
guidelines. ASCRS guidelines describe fistulas as
complex according to location, recurrence, branching
or association with inflammatory bowel disease, noting
that CPF seems to result from penetrating inflammation
in patients with Crohn’s disease."" The AGA classifica-
tion system for complex fistula may include high fistula,
multiple external openings and the presence of pain or
flatulence suggesting a perianal abscess; examination
under anaesthesia and imaging may be required to accu-
rately classify some patients.** In keeping with this AGA
classification, in the current study, a majority of gastro-
enterological clinicians responded that they would order
a pelvic MRI and/or a colonoscopy after reading the
patient case vignette on initial CPF presentation (case 1).

The variations in responses between gastroenterology
and colorectal surgery practitioners in this survey, and
the individual approaches taken by GE and CRS society
guidelines, suggest the need for a combined guideline
from the US GE, CRS and radiology societies. A combined
CPF management guideline may provide a more holistic
view of CPF treatment and increase understanding of
CPF management and of how to enhance multidisci-
plinary care.

The survey also sought to assess whether the ongoing
COVID-19 pandemic at the time of the study was affecting
the management of patients with CPF. Fewer than one-
third of HCPs reported that patient management was
affected; for those who did report an effect on manage-
ment, patient reluctance to attend appointments, delays
in referrals/surgeries and preference for telehealth were
some of the impacts described. The COVID-19 pandemic
may have more long-lasting impacts on practice than are
shown in this survey because some facilities stopped or
reduced the number of in-person visits and/or access to
endoscopy or surgery suites in different locations as cases
increased or waned over the past 2 years. Although tele-
medicine can be used for some patient visits, the ability to
examine the patient physically is critical for CPF.

Based on the survey results, several recommendations
can be made for the development of future CPF educa-
tional initiatives. Education related to evidence-based
approaches for diagnosis and management is needed for
CPF multidisciplinary team members, especially because
there seems to be a gap in understanding among special-
ties and about what to expect from each specialty. Identi-
fied educational needs included information on new and
emerging medical and surgical therapies, information
on current therapy/guidelines for CPF management,
surgical options and criteria, managing complex patients,
imaging, psychosocial factors, care/quality of life, alterna-
tive treatment approaches and when to refer to another
specialist. Further research should be conducted in an
expanded multidisciplinary team to include the expe-
riences of other physicians who see patients with CPF,
psychologists, social workers and dietitians, and their
needs for further CPF education. Patient and caregiver
perceptions should also be considered and understood
by those who treat/manage patients with CPF, to help to
provide a more rounded view of educational needs across
the disease/therapy area.”

It is acknowledged that this study has certain limita-
tions, primarily the use of hypothetical cases as a proxy
for clinical practice. Although case vignettes are a valid
and comprehensive method of measuring actual clinical
practice, we recognise that a social-desirability bias may
exist to answer questions in a survey based on a percep-
tion that one choice will be more favourably viewed than
another. Given that this survey was based on two specific
hypothetical cases and the selection of predefined
responses without a free-text option, nuances involved
in decision-making (eg, individual baseline character-
istics and patient goals) were not captured and could
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contribute to the wide variation in surgical manage-
ment observed. Furthermore, in case 2 (recurrent CPF),
rationalisation or staged simplification of the fistula
tract (eg, creation of a single internal opening) was not
presented as an option, which may have influenced the
results regarding selected surgical treatment options. It
should also be noted that the global applicability of these
data could be limited because they were captured for
US-based clinicians. However, similar results have been
found in surveys of UK-based clinicians.”®*” Additionally,
as with most surveys, selection bias was possible because
recipients from a particular demographic group and/or
who possess a specific set of characteristics may be more
likely to respond to the survey. The survey used a quota
approach to data collection; hence, all respondents who
met the inclusion criteria were asked to complete the
survey until the quota for data collection was reached.

This study highlights the need for increased educa-
tion and combined specialty guidelines on CPF diagnosis
and management for US HCPs. Improved communica-
tion and collaboration between GE and CRS clinicians
are required to support the development of a consistent
treatment approach with the aim of improving patient
outcomes.

Acknowledgements Medical writing support was provided by Jessica Donaldson-
Jones, PhD, and Sally McTaggart, PhD, of Oxford PharmaGenesis, Oxford, UK and
was funded by Takeda Pharmaceuticals USA. The authors would like to thank the
healthcare professionals involved in this study for taking the time to share their
experiences with CPF.

Contributors GDS contributed equally to the conceptualisation, study design,
methodology, data collection, formal analysis, interpretation and writing of this
manuscript. EB contributed equally to the study design, data curation, analysis,
data interpretation and writing of this manuscript. SS contributed equally to the
study design, data interpretation and writing of this manuscript. PPN contributed
equally to the protocol development, data analysis, data review and manuscript
review. SEC contributed equally to the conceptualisation, formal analysis,
investigation, methodology and writing of this manuscript and supported data
curation. GDS acts as guarantor.

Funding This study was funded by Takeda Pharmaceuticals USA.

Competing interests GDS, EB and SS are employees of CE Outcomes, which was
contracted by Takeda Pharmaceuticals USA to conduct the study. PPN and SEC are
employees of Takeda Pharmaceuticals USA and receive stock or stock options from
Takeda Pharmaceutical Company. Some findings from this article were previously
presented at the 2021 American College of Gastroenterology Annual Scientific
Meeting, held from 22 to 27 October 2021 in Las Vegas, Nevada, and at the 2021
American College of Surgeons Clinical Congress, held from 23 to 27 October 2021
as a virtual meeting.

Patient consent for publication Not applicable.

Ethics approval The protocol was determined to be exempt from review by the
Western Institutional Review Board (Puyallup, Washington) under 45 CFR § 46.104(d)
(2), as the research involved only interactions using educational tests, survey
procedures, interview procedures or observations of public behaviour. Identifying
information, used solely for the purpose of providing honoraria to respondents, was
removed prior to analysis. Participants gave informed consent before taking part in
the study

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request. Data

sets supporting the results from this study are available from the corresponding
author on reasonable request. The data sets will be provided after deidentification,
in compliance with applicable privacy laws, data protection and requirements for
consent and anonymisation.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the
use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Gregory David Salinas http://orcid.org/0000-0001-8261-699X

REFERENCES

1 Adegbola SO, Dibley L, Sahnan K, et al. Burden of disease
and adaptation to life in patients with Crohn’s perianal fistula: a
qualitative exploration. Health Qual Life Outcomes 2020;18:370.

2 Ng SC, Plamondon S, Gupta A, et al. Prospective assessment of
the effect on quality of life of anti-tumour necrosis factor therapy for
perineal Crohn’s fistulas. Aliment Pharmacol Ther 2009;30:757-66.

3 Longworth L, Fountain D, Singh J, et al. Elicitation of health-related
utility in perianal fistula in Crohn’s disease. Patient 2019;12:339-48.

4 Schwartz DA, Loftus EV Jr, Tremaine WJ, et al. The natural history
of fistulizing Crohn’s disease in Olmsted County, Minnesota.
Gastroenterology 2002;122:875-80.

5 Gottgens KWA, Jeuring SFG, Sturkenboom R, et al. Time trends
in the epidemiology and outcome of perianal fistulizing Crohn’s
disease in a population-based cohort. Eur J Gastroenterol Hepatol
2017;29:595-601.

6 Eglinton TW, Barclay ML, Gearry RB, et al. The spectrum of perianal
Crohn’s disease in a population-based cohort. Dis Colon Rectum
2012;55:773-7.

7 Panes J, Reinisch W, Rupniewska E, et al. Burden and outcomes
for complex perianal fistulas in Crohn’s disease: systematic review.
World J Gastroenterol 2018;24:4821-34.

8 Park SH, Aniwan S, Scott Harmsen W, et al. Update on the natural
course of fistulizing perianal Crohn’s disease in a population-based
cohort. Inflamm Bowel Dis 2019;25:1054-60.

9 Marzo M, Felice C, Pugliese D, et al. Management of perianal fistulas
in Crohn’s disease: an up-to-date review. World J Gastroenterol
2015;21:1394-4083.

10 Feuerstein JD, Ho EY, Shmidt E, et al. AGA clinical practice
guidelines on the medical management of moderate to severe
luminal and perianal fistulizing Crohn’s disease. Gastroenterology
2021;160:2496-508.

11 Gaertner WB, Burgess PL, Davids JS, et al. The American Society
of Colon and Rectal Surgeons clinical practice guidelines for the
management of anorectal abscess, fistula-in-ano, and rectovaginal
fistula. Dis Colon Rectum 2022;65:964-85.

12 Lichtenstein GR, Loftus EV, Isaacs KL, et al. ACG Clinical Guideline:
management of Crohn’s disease in adults. Am J Gastroenterol
2018;113:481-517.

13 Lightner AL, Ashburn JH, Brar MS, et al. Fistulizing Crohn’s disease.
Curr Probl Surg 2020;57:100808.

14 Adamina M, Minozzi S, Warusavitarne J, et al. ECCO guidelines
on therapeutics in Crohn’s disease: surgical treatment. Journal of
Crohn’s and Colitis 2024;18:1556-82.

15 Lamb CA, Kennedy NA, Raine T, et al. British Society of
Gastroenterology consensus guidelines on the management of
inflammatory bowel disease in adults. Gut 2019;68:s1-106.

16 Schwartz DA, Lightner AL, Aswani-Omprakash T, et al. Better
together: implementing a multidisciplinary approach to optimizing
diagnosis and management of Crohn’s perianal fistulas.
Gastroenterology 2025;168:640-4.

17 Peabody JW, Luck J, Glassman P, et al. Measuring the quality
of physician practice by using clinical vignettes: a prospective
validation study. Ann Intern Med 2004;141:771-80.

18 Pikarsky AJ, Gervaz P, Wexner SD. Perianal Crohn disease: a
new scoring system to evaluate and predict outcome of surgical
intervention. Arch Surg 2002;137:774-7.

10 Salinas GD, et al. BMJ Open Gastroenterol 2025;12:¢001711. doi:10.1136/bmjgast-2024-001711


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-8261-699X
http://dx.doi.org/10.1186/s12955-020-01622-7
http://dx.doi.org/10.1111/j.1365-2036.2009.04088.x
http://dx.doi.org/10.1007/s40271-018-0352-2
http://dx.doi.org/10.1053/gast.2002.32362
http://dx.doi.org/10.1097/MEG.0000000000000840
http://dx.doi.org/10.1097/DCR.0b013e31825228b0
http://dx.doi.org/10.3748/wjg.v24.i42.4821
http://dx.doi.org/10.1093/ibd/izy329
http://dx.doi.org/10.3748/wjg.v21.i5.1394
http://dx.doi.org/10.1053/j.gastro.2021.04.022
http://dx.doi.org/10.1097/DCR.0000000000002473
http://dx.doi.org/10.1038/ajg.2018.27
http://dx.doi.org/10.1016/j.cpsurg.2020.100808
http://dx.doi.org/10.1093/ecco-jcc/jjae089
http://dx.doi.org/10.1093/ecco-jcc/jjae089
http://dx.doi.org/10.1136/gutjnl-2019-318484
http://dx.doi.org/10.1053/j.gastro.2024.10.019
http://dx.doi.org/10.7326/0003-4819-141-10-200411160-00008
http://dx.doi.org/10.1001/archsurg.137.7.774

19

20

21

22

23

Parks AG, Gordon PH, Hardcastle JD. A classification of fistula-in-
ano. Br J Surg 1976;63:1-12.

Vogel JD, Johnson EK, Morris AM, et al. Clinical practice guideline
for the management of anorectal abscess, fistula-in-ano, and
rectovaginal fistula. Dis Colon Rectum 2016;59:1117-33.

Mujukian A, Zaghiyan K, Banayan E, et al. Outcomes of definitive

draining seton placement for complex anal fistula in Crohn’s disease.

Am Surg 2020;86:1368-72.

Motamedi MAK, Serahati S, Rajendran L, et al. Long-term outcomes
after seton placement for perianal fistulas with and without Crohn’s
disease. Colorectal Dis 2021;23:2407-15.

Sahnan K, Tozer PJ, Adegbola SO, et al. Developing a core
outcome set for fistulising perianal Crohn’s disease. Gut
2019;68:226-38.

24

25

26

27

AGA Clinical Practice Committee. American Gastroenterological
Association medical position statement: perianal Crohn’s disease.
Gastroenterology 2003;125:1503-7.

Salinas GD, Belcher ED, Cazzetta SE, et al. S817 Patient and
caregiver perspectives on management of Crohn’s-related perianal
fistulas: results of a U.S. National Survey. Am J Gastroenterol
2021;116:S378-9.

Lee MJ, Freer C, Adegbola S, et al. Patients with perianal Crohn’s
fistulas experience delays in accessing anti-TNF therapy due to slow
recognition, diagnosis and integration of specialist services: lessons
learned from three referral centres. Colorectal Dis 2018;20:797-803.
Lee MJ, Brown SR, Fearnhead NS, et al. How are we managing
fistulating perianal Crohn’s disease? Results of a national

survey of consultant gastroenterologists. Frontline Gastroenterol
2018;9:16-22.

Salinas GD, et al. BMJ Open Gastroenterol 2025;12:¢001711. doi:10.1136/bmjgast-2024-001711 11


http://dx.doi.org/10.1002/bjs.1800630102
http://dx.doi.org/10.1097/DCR.0000000000000733
http://dx.doi.org/10.1177/0003134820964462
http://dx.doi.org/10.1111/codi.15771
http://dx.doi.org/10.1136/gutjnl-2017-315503
http://dx.doi.org/10.1016/S0016-5085(03)01060-6
http://dx.doi.org/10.14309/01.ajg.0000776800.43062.11
http://dx.doi.org/10.1111/codi.14102
http://dx.doi.org/10.1136/flgastro-2017-100866

	Clinician management of patients with Crohn’s-­related perianal fistulas: results of a multispecialty case-­based survey
	ABSTRACT
	Introduction﻿﻿
	Methods
	Development of the clinician survey
	Case 1: CPF initial case presentation
	Part 1
	Part 2 (case 1 continued)
	Part 3 (case 1 continued)

	Case 2: management of recurrent fistulas
	Survey distribution and data collection
	Survey analysis

	Results
	Respondent demographics
	Case 1: CPF initial case presentation
	Part 1
	Part 2
	Part 3

	Case 2: management of recurrent fistulas
	Multidisciplinary management
	Impact of COVID-19
	Educational needs

	Discussion
	References


