
Crohn’s disease: an overview and update on medical and 
dietary therapies
DEAR EDITOR: Thank you to Dr Alexander T. Elford and 
Associate Professor Britt Christiansen, authors of the article 
‘Crohn’s disease: an overview and update on medical and dietary 
therapies’ published in the January/February 2024 issue of  
Medicine Today, for their authorative article and review, par-
ticularly of the current treatment strategies.1

Regarding nutritional deficiencies, the authors recommended 
screening for vitamin D deficiency and, if present, this can be 
indicative of a risk for osteoporosis. Osteoporosis is more prevalent 
in patients with Crohn’s disease compared with the general 
population.2-6 There is a diverse range of reasons for osteoporosis 
being more common in patients with Crohn’s disease, including: 
avoidance of calcium-rich dairy foods, in the belief it may worsen 
their disease; impaired calcium absorption from the gastroin-
testinal tract; and the use of corticosteroids which directly cause 
osteoporosis.7 Worryingly, osteoporosis in patients with Crohn’s 
disease leads to hip fracture with increased post-fracture mortality, 
particularly in women.3 At  present there appear to be no published 
guidelines as to when and how frequently osteoporosis should 
be screened for in patients with Crohn’s disease, although even 
patients in durable remission from their Crohn’s disease still 
remain at an increased risk for developing osteoporosis.5

Screening for osteoporosis needs to be considered, and repeated 
at timely intervals, as per RACGP recommendations, by assessment 
of bone mineral density (BMD) using dual energy x-ray absorpti-
ometry (DXA) scanning on at least two skeletal sites, including 
the lumbar spine and hip, unless these sites are unsuitable (e.g. hip 
prosthesis).8

Patients requiring antiresorptive therapy for management of 
their osteoporosis, specifically bisphosphonates and denosumab, 
may be at increased risk for medication-related osteonecrosis of 
the jaw (MRONJ), particularly when this is used continuously for 
more than five years and with invasive dental procedures, namely 
dental extractions. Concurrent use of TNF-α inhibitors for Crohn’s 
disease may further increase the risk of MRONJ.9 The risk of 

MRONJ with the newer osteoanabolic agent romosozumab is not 
yet clear. Teriparatide shows promise in the management of 
MRONJ.10 Therefore, reinforcement of good oral hygiene and 
review by the patient’s dentist on commencing bone-modifying 
agents would represent good clinical practice.11

MARK SCHIFTER BDS, MDSc(Oral Med), FFDS RCSI(Oral Med), FRACDS(Oral Med)

CHRISTIAN M. GIRGIS MB BS, PhD, FRACP

References
1.	 Elford AT, Christensen B. Crohn’s disease: an overview and update on medical 
and dietary therapies. Med Today 2024; 25(1-2): 10-18.
2.	 Cushing K, Higgins PDR. Management of crohn disease: a review. JAMA 2021; 
325: 69-80.
3. Kärnsund S, Lo B, Bendtsen F, Holm J, Burisch J. Systematic review of the 
prevalence and development of osteoporosis or low bone mineral density and its 
risk factors in patients with inflammatory bowel disease. World J Gastroenterol 
2020; 26: 5362-5374.
4. Bartko J, Reichardt B, Kocijan R, et al. Inflammatory bowel disease: 
a nationwide study of hip fracture and mortality risk after hip fracture. J Crohns 
Colitis 2020; 14: 1256-1263.
5.	 Lo B, Holm JP, Vester-Andersen MK, Bendtsen F, Vind I, Burisch J. Incidence, 
risk factors and evaluation of osteoporosis in patients with inflammatory bowel 
disease: a Danish population-based inception cohort with 10 years of follow-up. 
J Crohns Colitis 2020; 14: 904-914.
6.	 Bastos CM, Araújo IM, Nogueira-Barbosa MH, Salmon CEG, de Paula FJA, 
Troncon LEA. Reduced bone mass and preserved marrow adipose tissue in 
patients with inflammatory bowel diseases in long-term remission. Osteoporos Int 
2017; 28: 2167-2176.
7.	 Nolan-Clark D, Tapsell LC, Hu R, Han DY, Ferguson LR. Effects of dairy products 
on Crohn’s disease symptoms are influenced by fat content and disease location 
but not lactose content or disease activity status in a New Zealand population. 
J Am Diet Assoc 2011; 111: 1165-1172.
8.	 Royal Australian College of General Practitioners and Healthy Bones Australia. 
Osteoporosis management and fracture prevention in postmenopausal women and 
men over 50 years of age, 3rd ed. East Melbourne: RACGP, 2024. Available online at: 
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/
view-all-racgp-guidelines/osteoporosis/executive-summary (accessed May 2024).
9.	 Sacco R, Shah S, Leeson R, et al. Osteonecrosis and osteomyelitis of the jaw 
associated with tumour necrosis factor-alpha (TNF-α) inhibitors: a systematic 
review. Br J Oral Maxillofac Surg 2020; 58: 25-33.
10.	Sim IW, Borromeo GL, Tsao C, et al. Teriparatide promotes bone healing in 
medication-related osteonecrosis of the jaw: a placebo-controlled, randomized 
trial. J Clin Oncol 2020; 38: 2971-2980.
11.	Al Dhalaan NA, BaQais A, Al-Omar A. Medication-related osteonecrosis of the 
jaw: a review. Cureus 2020; 12: e6944.

COMPETING INTERESTS: Associate Professor Schifter: None.  
Associate Professor Girgis has received an honorarium from Gedeon Richter.

Lettersto the Editor

58   MedicineToday   ❙   MAY 2024, VOLUME 25, NUMBER 5

MedicineToday 2024; 25(5): 58-59

Associate Professor Schifter is a Staff Specialist in Oral Medicine, Westmead 

Hospital, Sydney; and Associate Professor of Oral Medicine at Sydney Dental 

School, Faculty of Medicine and Health, The University of Sydney, Sydney. 

Associate Professor Girgis is a Staff Specialist in Diabetes and Endocrinology, 

Westmead Hospital, Sydney; and Associate Professor in Internal Medicine at Sydney 

Medical School, Faculty of Medicine and Health, The University of Sydney, Sydney, NSW.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2024. https://medicinetoday.com.au/mt/2024/may

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/osteoporosis/executive-summary
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/osteoporosis/executive-summary


REPLY: We would like to thank Associate Professor Schifter 
and Associate Professor Girgis for their response to our article 
‘Crohn’s disease: an overview and update on medical and dietary 
therapies’.1

Their response highlighting the importance of osteoporosis 
screening and management in patients with Crohn’s disease is 
well received. Our article’s purpose was to provide an update on 
medical and dietary therapies and discussed associated preventive 
health measures to these therapies. Our article is not comprehen-
sive on all preventive measures, with osteoporosis being an impor-
tant additional consideration in patients with Crohn’s disease.

It has been recognised that osteoporosis screening and man-
agement is inconsistent in real world inflammatory bowel  
disease (IBD) populations, highlighting the need of all healthcare 
workers involved with IBD patient care to be mindful of bone 
health.2 There are numerous published guidelines on IBD and 
bone health; however, they are unlikely to be known to the non- 
gastroenterologist or IBD community.3-5 A clinician-friendly flow 
diagram detailing clinical scenarios for which to arrange DXA 
scans in patients commencing or recommencing corticosteroids, 
as well as patients on long-term corticosteroid therapy, is included 
in British Society of Gastroenterology (BSG) consensus guidelines 
on the management of IBD in adults – see Figure 5.3 Key scenarios 
for BMD screening are: patients who commence corticosteroids 
with prolonged use (beyond three months) or recurrent cortico
steroid use; patients older than 40 years of age who have a high 
score using the Fracture Risk Assessment Tool (FRAX); and patients 
under 40  years of age who have multiple risk factors for 
osteoporosis.

The European Crohn’s and Colitis Organisation’s ECCO Guide-
lines on extraintestinal manifestations in inflammatory bowel 
disease recommend that DXA scans be performed for patients 
with IBD who are at high risk of osteoporosis.4 Risk factors spe-
cifically for low BMD in patients with IBD include Crohn’s disease, 
corticosteroid use, low BMI, malnutrition, malabsorption (par-
ticularly important in small bowel disease), reduced physical 
activity, and genetic factors.6 In addition, general osteoporotic 
risk factors such as smoking and advanced age are important 
considerations.7 Therefore, Crohn’s patients with multiple risk 
factors would benefit from BMD screening with DXA scans. 
Patients with recurrent flares or extensive small bowel disease 
and patients who never achieve remission or have restrictive eating 
behaviours will likely have more than one of these risk factors 
and are certainly worth considering for osteoporosis screening.

We acknowledge that data and recommendations guiding when 
to repeat DXA scans in the IBD population are sparse.3-5 The 
American College of Gastroenterology (ACG) conditionally 
recommend periodic BMD screening; they refer to using general 
osteoporosis screening guidelines.5 The BSG guidelines recommend 
that patients on long-term corticosteroid therapy undergo a repeat 
DXA scan one year later – this should then be repeated at  
one-year intervals if BMD is observed to be declining or at two- to 
three-year intervals if BMD is stable.3 For patients not on long-term 
corticosteroid therapy, the BSG guidelines recommend considering 
a repeat DXA scan in three to five years’ time, based on risk factors. 
In clinical practice, we recommend collaborative management with 
a physician who has a special interest in bone health for patients 
who have persistent risk factors for osteoporosis or who have 
demonstrated osteopenia or osteoporosis on their DXA scan.

Prevention is better than cure. Encouraging a nutritious diet, 
with adequate calcium intake, regular exercise and supplemen-
tation of vitamin D in high-risk populations, particularly over 
the winter months, is important during interactions with Crohn’s 
patients.3 Notably, this advice is not merely important for BMD 
but also for overall general health and wellbeing.
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