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Background: Management of inflammatory bowel diseases (IBD) in the emergency department is often suboptimal. Aims: To develop a national consensus checklist of indicators to facilitate decision-making in emergency departments concerning hospitalisation and referral for abdominopelvic computed tomography (CT). Methods: A Delphi survey was used to obtain consensus on a checklist of clinical and biological variables. 119 healthcare professionals experienced in treating IBD were invited to participate. Panellists were provided with a literature survey and invited to agree or disagree with items on a prototype checklist. Two successive rounds of voting were organised. Results: The prototype checklist included fifteen clinical or laboratory indicators for hospitalisation or CT. Four indicators were not retained in the Delphi process and four additional indicators added. The final indicators retained were: abdominal signs/symptoms of disease exacerbation, intravenous morphine titration, fever, vomiting, dehydration, recent intestinal surgery, ano-perineal abscess, bowel obstruction, haemodynamic instability, anaemia, acute kidney failure and elevated C-reactive protein. Consensus for the retained indicators was >88%.

Conclusions: Use of this consensus checklist for the management of IBD in the emergency department may help improve standards of care and thus reduce the burden of these diseases.

INTRODUCTION

The idiopathic inflammatory bowel diseases comprise two individual diseases, namely Crohn's disease (CD) [START_REF] Torres | Crohn's disease[END_REF] and ulcerative colitis (UC). [START_REF] Ungaro | Ulcerative colitis[END_REF] The care paradigm for CD and UC in France is based on regular consultations (at least six-monthly) with a gastroenterologist for routine surveillance, as well as ad hoc consultations with the gastroenterologists or visits to the emergency department (ED) in case of flare-ups or new symptoms. [START_REF]Guide Affection de Longue Durée -Rectocolite hémorragique évolutive[END_REF][START_REF]Guide Affection de Longue Durée -Maladie de Crohn[END_REF] Symptoms of IBD, commonly severe abdominal pain, are a frequent reason for patients with IBD visiting an ED. In France, non-specific abdominal pain is the second most common reason for visiting an ED in adults after traumatic injuries, accounting for 3.6% of all visits, with specific abdominal pains accounting for a further 3.4%. [START_REF] Caillère | Surveillance des urgences: Réseau OSCOUR® (Organisation de la surveillance coordonnée des urgences) -Résultats nationaux 2004/2011[END_REF] According to surveys in the United States, adult IBD patients constituted around 0.1% of the total number of ED visits,(6,7) with around 29.7% of patients with IBD making at least one ED visit each year. [START_REF] Feld | National survey of inflammatory bowel disease patients identifies risk factors for emergency department visits[END_REF] Many of these ED visits result in acute hospitalisation. [START_REF] Ballou | Emergency department utilisation for inflammatory bowel disease in the United States from 2006 to 2014[END_REF][START_REF] Kerner | Clinical predictors of urgent findings on abdominopelvic CT in emergency department patients with Crohn's disease[END_REF][START_REF] Shuja | Burden of inflammatory bowel disease on emergency department and inpatient utilization in the United States, 2009-2010[END_REF][START_REF] Nugent | Predictors of Emergency Department Use by Persons with Inflammatory Bowel Diseases: A Population-based Study[END_REF] Given the large number of patients with IBD visiting EDs, inappropriate management may have important consequences from a public health perspective. Not all patients making an emergency visit will require immediate hospitalisation and the need to avoid unnecessary hospitalisation should to be balanced against the risk of sending patients home who require care and who will revisit rapidly.

For certain patients with IBD presenting at the ED, it may be necessary to perform abdominopelvic computed tomography (CT). Although such scans are commonly prescribed, their utility may not always be justified. Such scans frequently provide no new findings and do not contribute making decisions about hospitalisation. [START_REF] Booras | Utility of emergency department ct scans in patients with ulcerative colitis[END_REF][START_REF] Govani | Risk stratification of emergency department patients with Crohn's disease could reduce computed tomography use by nearly half[END_REF][START_REF] Kerner | Use of abdominopelvic computed tomography in emergency departments and rates of urgent diagnoses in Crohn's disease[END_REF][START_REF] Jung | Predictors of Urgent Findings on Abdominopelvic CT in Patients with Crohn's Disease Presenting to the Emergency Department[END_REF] There is thus a need for identifying variables associated with CT findings that influence subsequent care decisions.

These could be used to select patients for CT scans and thus increase their yield. [START_REF] Booras | Utility of emergency department ct scans in patients with ulcerative colitis[END_REF][START_REF] Govani | Risk stratification of emergency department patients with Crohn's disease could reduce computed tomography use by nearly half[END_REF] In addition, restricting multiple sequential CT scans in patients who make repeated visits to the ED is important to limit exposure to ionising radiation and thereby reduce the risk of neoplastic disease. [START_REF] Griffey | Considerations in Imaging Among Emergency Department Patients With Inflammatory Bowel Disease[END_REF][START_REF] Welman | Crohn's disease imaging in the emergency department[END_REF] One of the reasons for suboptimal management of patients with IBD presenting to emergency departments may be lack of awareness of these conditions by emergency physicians. In particular, to our knowledge, no guidelines are available to help emergency physicians prioritise patient needs and identify which patients should be hospitalised immediately or sent for a CT scan. In the international literature, only one algorithm was identified for selecting patients for referral for a CT scan. [START_REF] Govani | Risk stratification of emergency department patients with Crohn's disease could reduce computed tomography use by nearly half[END_REF][START_REF] Govani | Validation of a tool predicting important findings on computed tomography among Crohn's disease patients[END_REF] There is a clear need for more research in this field and for the identification of 'red flags' that will orientate patients towards hospitalisation or imaging procedures. [START_REF] Welman | Crohn's disease imaging in the emergency department[END_REF] The objective of this survey was to develop a consensus checklist of clinical and laboratory features that could help decisionmaking with respect to hospitalisation and referral for a CT scan in patients with IBD presenting in EDs. The checklist was developed using a modified Delphi process to survey and synthesise opinion among gastroenterologists and emergency physicians.

METHODS

This survey of healthcare professionals in emergency and gastroenterology departments of public and private hospitals in France was performed using the Delphi methodology between September 2018 and January 2019. The scope of the survey was defined as the management of patients with diagnosed IBD presenting spontaneously to an ED with digestive symptoms.

Delphi methodology

The Delphi survey method is a procedure for building an expert consensus first developed for the field of forecasting by the RAND Corporation in the 1950s. [START_REF] Turoff | The design of a policy Delphi[END_REF][START_REF] Dalkey | The Delphi Method: an experimental study in group opinion[END_REF] Since that time it has been used widely for consensus building in many different areas of expertise including medical practice. [START_REF] Hasson | Research guidelines for the Delphi survey technique[END_REF] In the field of IBD, the method has been used previously to evaluate the place of TNF antagonists in the treatment of CD. [START_REF] Feagan | Recommendations for the treatment of Crohn's disease with tumor necrosis factor antagonists: an expert consensus report[END_REF] The Delphi method is of particular use in situations where there is a lack of structured information, such as clinical trial data, on which practice guidelines can be built, or where the available information is contradictory. [START_REF] Iqbal | The Delphi method[END_REF] The method involves the recruitment of a panel of experts in the field of interest and an iterative process whereby the panellists are asked to validate (agree or disagree) with a series of statements. Between each round, the statements are adapted so that panellists converge over consecutive rounds to reach a consensus. The number of rounds may be specified in advance or may depend on a given level of consensus being achieved. At the end of the process, the final consensus is communicated to all the panellists. The panellists never meet and there is no opportunity for concertation. Only the panel moderator has access to the individual votes. One of the main interests of the process is that the votes of the panellists are individual and anonymous, which reduces the risk of leader or herd effects.( 23)

Study participants and their roles

A core steering committee (CSC) of two gastroenterologists (XH and LPB) and one emergency medicine specialist (PH) was constituted in order to draft the initial checklist and to take decisions on modifying the checklist between each round of the Delphi process. 

Literature search

A literature search was commissioned by the study sponsor to identify relevant articles on management of IBD in EDs. The search was performed in the EmBase database for the period from January 1996 to September 2018, and explored three themes, namely IBD and ED visits, indications for a CT scan for suspected IBD flare-ups in the ED and practice guidelines for management of IBD in the ED. The search terms for the literature review are provided in Table 1.

Study Procedure

An overview of the study procedure is provided in Supplementary Figure 1 anda detailed description of the Delphi procedure in the Supplementary material.

At the initial meeting of the CSC, the overall process to be followed was decided and the questions to be asked to the Delphi panellists were defined. It was decided to take as a starting point for the Delphi procedure a checklist currently in use for management of IBD in the ED of Nancy University Hospital (Table 2). This contains fifteen items representing clinical or laboratory indicators either for hospitalisation (either day or overnight hospitalisation) from the ED or for performing a CT scan. These items were validated through semi-structured individual telephone interviews with members of the expert panel.

The Delphi panel was then provided with the initial checklist and a selection of relevant articles identified in the literature search. [START_REF] Gajendran | Analysis of Hospital-Based Emergency Department Visits for Inflammatory Bowel Disease in the USA[END_REF][START_REF] Feld | National survey of inflammatory bowel disease patients identifies risk factors for emergency department visits[END_REF][START_REF] Shuja | Burden of inflammatory bowel disease on emergency department and inpatient utilization in the United States, 2009-2010[END_REF][START_REF] Nugent | Predictors of Emergency Department Use by Persons with Inflammatory Bowel Diseases: A Population-based Study[END_REF][START_REF] Booras | Utility of emergency department ct scans in patients with ulcerative colitis[END_REF][START_REF] Govani | Risk stratification of emergency department patients with Crohn's disease could reduce computed tomography use by nearly half[END_REF][START_REF] Griffey | Considerations in Imaging Among Emergency Department Patients With Inflammatory Bowel Disease[END_REF][START_REF] Welman | Crohn's disease imaging in the emergency department[END_REF][START_REF] Burg | Management of inflammatory bowel disease flares in the emergency department[END_REF][START_REF] Shail | Stop the scanners! external validation of algorithms predicting complications in patients with crohn's disease presenting to the emergency department[END_REF] For each item on the checklist, panellists could check one of four responses, namely fully agree, partly agree, partly disagree or totally disagree. They could also suggest potential new items to be included. Items were considered to be consensual if at least 75% of participants fully or partly agreed with that it should be included in the checklist. The checklist was then revised by the CSC in order to take into account the opinion of the Delphi panel. A second voting round was then organised on the revised checklist. The final checklist was to be made up of all items for which a consensus had been achieved in one or other of the two rounds of voting. Finally, the results of the voting and the final checklist were communicated to all the members of the panel by electronic mail.

RESULTS

Participants

Seventeen experts were initially invited to participate in the IBD expert panel.

Fourteen of these (82.4%) could be interviewed prior to the end of October 2018. These included nine gastroenterologists, three emergency physicians and two IBD nurses.

Overall, 119 healthcare professionals were invited to take part in the Delphi panel, of whom 86 participated (72.2%) to one or both rounds. These included 52 gastroenterologists (60.6%), 29 emergency physicians (33.7%), three nurses (3.5%), one gastrointestinal surgeon and one nurse coordinator of patient education. Panellists were drawn from all regions of France and from all hospital sectors.

Delphi round 1

A full breakdown of the results of the first round of voting is provided in Table 3. In this round, a consensus was obtained in favour of seven of the eight proposed clinical criteria for hospitalisation, with a proportion of panellists being in full or partial agreement ranging from 80.2% for vomiting to 100% for laboratory-confirmed dehydration. For weight loss, 68.6% of panellists were in agreement, which was not sufficient to obtain a consensus. Panellists considered that patients presenting with weight loss did not require immediate hospitalisation, but should rather be directed towards a consultation with their gastroenterologist as an outpatient or in community medicine. A consensus was obtained for two of the four proposed laboratory criteria, with an agreement rate of 82.6% for haemoglobin <9 g/dL and of 98.8% for acute kidney failure. No consensus was reached for elevated CRP in either UC (64.0% agreement) or CD (73.2% agreement), principally because the respective cut-off values were not validated, because many patients with IBD have chronically elevated CRP, because the individual patient's historical CRP level may not be known, and because CRP elevations are difficult to interpret without taking into account the clinical presentation.

With respect to criteria for undergoing a CT scan, the opinion of the panel was the same as for the criteria for hospitalisation. A consensus was reached for abdominal signs and symptoms, with an agreement rate of 95.3%, but not for elevated CRP, where the rate of agreement was 48.8% for UC and 73.3% for CD.

Proposals for new items to be included in the checklist are listed in Table 4. No new laboratory criteria for a CT scan were proposed. There were some differences between the opinions of gastroenterologists on the one hand and emergency physicians on the other (Supplementary Table 1). Notably, emergency physicians less frequently agreed that elevated CRP was a useful criterion for immediate hospitalisation than did gastroenterologists. In addition, many panellists indicated that the proposed criteria should be used in combination rather than individually.

Consolidation, discussion and revision of the checklist

On the basis of the above results, it was agreed at the third CSC meeting to consider the items on which a consensus was obtained as validated, and to reconsider the remaining items which were agreed by <75% of panellists, together with additional items that were proposed during the first round at a web conference to which all panellists were invited.

Fifteen panellists attended this web conference, together with the CSC. Weight loss (5% over the past 30 days or 10% over the past 3 to 6 months) was the only clinical criterion for which a consensus was not reached on the first round. Panellists who participated to the web conference argued that significant weight loss is rarely a reason for ED visits. Weight loss is more a criterion of severity than a reason for hospitalisation. Additionally, the threshold of 10% over the past 3 to 6 months did not seem relevant to the participants. This criterion was rephrased as weight loss (> 5% over the past 30 days) for the second round of voting.

Regarding the additional clinical criteria proposed during Round 1, fever or shivering was rejected by participants, on the basis that shivering is a subjective criterion and that consensus had been reached for fever in Round 1. The criterion of non-digestive symptoms was considered non-specific and was also rejected. Stool output was also considered nonspecific, since for the same degree of severity of IBD, the number of stools can vary markedly between patients. Only the presence of blood in the stools was thus retained by participants, consistent with Truelove and Witts criteria for UC. [START_REF] Truelove | Cortisone in ulcerative colitis; final report on a therapeutic trial[END_REF] The wording chosen for Round 2 was frequent bloody discharge. Haemodynamic instability was suggested instead of tachycardia.

Bowel obstruction was accepted for submission to the second round of voting, as a criterion for both immediate hospitalisation and on-site CT scan. Although a consensus had been reached in Round 1 for recent intestinal surgery as a criterion for immediate hospitalisation, it was decided to submit it to the vote on Round 2 as a criterion for on-site CT scan.

With respect to laboratory criteria, no consensus had been reached for elevated CRP in either UC or CD, mainly because of the lack of evidence to justify the proposed thresholds.

Therefore, it was decided not to define a reference value in the absence of data. The criteria were reworded for Round 2 as 'high CRP (eg. > 30 mg/L)' in UC and 'very high CRP (eg. > 80 mg/L)' in CD. Both these were proposed as criteria for immediate hospitalisation, but only the 'very high CRP (eg. > 80 mg/L)' was proposed for on-site CT scan. The other biochemical variables proposed by panellists in Round 1 such as albuminaemia, procalcitonin, lactate and leucocytes, were rejected by participants as they were considered non-specific and not applicable in the context of ED visits.

Delphi round 2

Fifty-eight of the 86 participants in the first round took part in the second round. The results of this round of voting are provided in Table 5. Of the clinical criteria for hospitalisation, a consensus was obtained in favour of bowel obstruction (100% of panellists in full or partial agreement) and for haemodynamic instability (94.8%), whereas, for recent weight loss and frequent bloody discharge, the required level of agreement was not reached (55.2% and 70.7% agreement respectively). Neither of the two laboratory criteria for hospitalisation attained the required level of agreement. With regard to the criteria for a CT scan, all three items achieved a consensus. As in the first round, emergency physicians were less favourable than gastroenterologists regarding using CRP levels as a criterion for deciding upon hospitalisation (Supplementary Table 2).

Consolidation

The final checklist thus contained eleven items for hospitalisation and four items for undergoing a CT scan (Table 6). Overall, twelve of these items were derived from the initial checklist and three were generated through the Delphi process. Three items of the initial checklist were not retained.

DISCUSSION

This was the first endeavour to produce a national consensus on how patients with IBD presenting to an ED should be managed. It resulted in the elaboration of an eleven-item checklist to help decision-making for hospitalisation and for referral for a CT scan. The final checklist is easy to use and practical in the ED setting, and covers a range of indicators including symptoms reported by the patient, signs observed upon clinical observation and paraclinical variables. It was decided to develop a consensus document for IBD in general, rather than specific checklists for CD, UC or indeterminate colitis, since the presenting syndrome seen in the ED tends to be similar and the exact diagnosis may not be known before the ED physician needs to make a decision on referral.

A high level of consensus was obtained for all items retained in the final checklist, with >80% of participants in full or partial agreement. For four items (bowel obstruction, acute kidney injury and laboratory-confirmed dehydration as indicators for hospitalisation and bowel obstruction as an indicator for a CT scan), the consensus was 100%. Even for the items that were not retained, a majority of participants (between 50% and 75%) fully or partly agreed that they were useful indicators for managing patients with IBD. It should be noted that the opinions of the Delphi panel were generally consistent with those of the IBD expert panel interviewed individually at the start of the process.

An overall convergence of views between gastroenterologists and emergency physicians was obtained on how patients with IBD presenting to the ED should be managed.

Nevertheless, some differences in point of view were noted between the two specialities.

For example, although most gastroenterologists considered the CRP assay to be a useful test, this was less frequently the case for emergency physicians.

No major difficulties were encountered in implementing the Delphi method. A relatively large number of healthcare professionals representing different specialities participated in the Delphi process (86 in Round 1 and 58 in Round 2), drawn from different regions of France and different hospital sectors. Nonetheless, only one gastrointestinal surgeon was able to participate, which may reflect the fact surgeons are not involved in firstline care of patients with IBD referred from the ED. The proportion of invited healthcare professionals who participated in at least one round (72%) was also relatively high, which indicates the interest of the subject and the perceived need for guidance in managing IBD.

Participation rates in Delphi surveys in general usually range between 40% and 75%. The objective of the panel selection is not to achieve representativeness of the panellists but rather to ensure that they possess the required level of competence and that the panel is composed of a sufficiently large number of participants with different expertise and experience to ensure that a wide range of opinions and practice is represented. [START_REF] Hasson | Research guidelines for the Delphi survey technique[END_REF][START_REF] Iqbal | The Delphi method[END_REF] A panel of at least thirty activity members is considered to be optimal for minimising the risk of an erroneous outcome and for generating a reliable consensus. [START_REF] Dalkey | The Delphi Method: an experimental study in group opinion[END_REF] Compared to other methods for building a consensus, such as using systematic reviews or meta-analyses, the Delphi method has advantages and disadvantages. The advantages include the fact that it can be implemented in the absence of published information, relying only on the opinions and experience of the panellists. The iterative process allows panellists to reconsider their opinions and nearly always allows a consensus to be reached. Each panellist's input is independent, allowing the expression of minority opinions and introduction of new themes into the debate. On a practical level, the method is not particularly costly and can be implemented over a relatively short period (the current project was completed in four months). Disadvantages include the fact that the consensus that emerges may not be practical to apply or may contain incoherent elements, and that, in case of strong minority views, disagreement may persist over successive rounds of the process.

On a practical level, co-opting a sufficiently large panel who are available at the same time is challenging and there is a risk that participation may decline significantly over successive rounds.

The Delphi process allowed the initially proposed checklist to be adapted to match expert opinion. Two new clinical items have been added as indicators for hospitalisation, namely bowel obstruction and haemodynamic instability. Bowel obstruction is a potentially life-threatening complication of IBD and it is important to draw to the attention of ED staff that suspected or confirmed bowel obstruction should lead to immediate hospitalisation and to carrying out a CT scan. Weight loss was removed as an indicator for hospitalisation since it was considered not to be specific nor to require an immediate decision. Patients with weight loss should be orientated to consult their gastroenterologist. The laboratory criterion for hospitalisation (elevated CRP) was removed because, in certain patients, CRP may be chronically elevated irrespective of the presence of acute complications. Nevertheless, elevated CRP (without a specific threshold) was retained as an indicator for referral for a CT scan. Finally, recent intestinal surgery was included as an indicator for performing a CT scan, since presenting symptoms may reflect post-surgical complications such as adhesions or ileus which may be only confirmed by CT scan.

Treatment algorithms are scarce for managing patients with IBD in the ED. For patients with CD, Govani et al. proposed models based on laboratory variables to predict the likelihood of detecting complications on CT scans that would change clinical decision making. [START_REF] Govani | Risk stratification of emergency department patients with Crohn's disease could reduce computed tomography use by nearly half[END_REF] One model integrating all possible predictors found that elevated CRP and elevated erythrocyte sedimentation rate (ESR) were the best predictors. However, given that these laboratory variables are not available in many cases, a second model, which performed less well, was developed which included albumin, chloride, creatinine, absolute neutrophil count, and red blood cell count. A two-stage algorithm was proposed for deciding if a CT scan would be necessary, in which all patients with symptoms suggestive of bowel obstruction would be directly referred for a scan (Stage 1); the remaining patients would be referred only if the laboratory test model suggested that they were at high risk of complications.( 13) A subsequent validation study showed that use of this algorithm could avoid performing CT scans in over 40% of patients. [START_REF] Govani | Validation of a tool predicting important findings on computed tomography among Crohn's disease patients[END_REF] With the exception of ESR, the decision variables in this algorithm are also included in the final item checklist in the present Delphi process.

The checklist has been developed in the French context and thus reflects routine practice in EDs in France. For this reason, it may not be directly transposable to other healthcare systems where the organisation of EDs or the services provided may be different.

For example, in North America and elsewhere, ultrasonography rather than CT is the standard diagnostic procedure for revealing structural abdominal abnormalities, [START_REF] Whitson | Ultrasonography in the emergency department[END_REF] and indeed is the recommended imaging procedure in current ECCO practice guidelines for exploring abdominal pain in patients with IBD.(28) Nonetheless, in France ultrasonography is rarely used in the ED setting for patients with IBD, since ED physicians are generally not trained in interpreting ultrasonography data in this specific indication. However, there are no obvious reasons why indications for ultrasonography should differ from those for CT.

It should be noted that the final checklist is intended as a tool to help emergency physicians to decide on appropriate patient management. It is intended only to be used in the context of patients with known IBD presenting in the ED with acute digestive symptoms, in which setting the identified clinical and laboratory signals should be considered to be red flags. The checklist does not aspire to be a practice guideline, since its utility has not been validated in everyday practice, and since it has not yet been developed into a treatment algorithm. It first needs to be defined whether any of all of the items can be used in isolation or whether they should be combined and, if they should be combined, how (for example any of the clinical items alone or one of the laboratory items combined with at least one clinical item). The specificity and sensitivity of the different items, alone or combined, in identifying at risk patients in the ED needs to be evaluated in a prospective study, which will enable a treatment algorithm to be constructed. Moreover, such an algorithm may require additional factors to be integrated such as the risk profile and IBD history of the patient.

The use of this checklist in EDs in France should lead to standardisation of standards of care, and allow high-risk patients to be identified rapidly and managed appropriately. The objective is to avoid unnecessary hospitalisation and CT scans and to reduce the risk of rehospitalisation. Whether this can be achieved through the use of such a checklist needs to be assessed in a dedicated pragmatic study. It should be noted that the checklist was developed in the context of the French healthcare system and it may not be transposable to other healthcare systems where the organisation of EDs may be different.

It is intended to distribute the final checklist to all EDs in France (Supplementary material). It will then be important to perform a dedicated study in a selected hospitals to evaluate the impact of using this checklist on the management of patients with IBD presenting to EDs. Possible indicators could be the proportion of patients hospitalised in a gastroenterology department within 72 hours, the proportion of patients readmitted to the ED within 48 hours of the initial visit, and the proportion of patients undergoing a CT scan. It may be possible to conduct such a study using the national hospital medico-administrative database (PMSI), which would offer advantages in terms of delays and exhaustiveness of patient assessment, as well as requiring minimal investment of time by physicians in participating centres. If the utility of the checklist can be validated in such a trial, then it may be used as a starting-point for developing practice guidelines for the management of IBD in EDs in France.

In conclusion, this Delphi process has allowed the development of the first national consensus checklist for the management of IBD in the ED. Improved management may lead to a reduction in the high clinical and economic burden associated with this condition.

Whether this can be achieved in everyday practice needs to be assessed in a pragmatic clinical study as the next step to developing validated national practice guidelines. • Abdominal signs or symptoms suggestive of IBD complications (eg peritonitis or abscess)

• IV morphine titration (a proxy indicator for severe pain)

• Fever

• Vomiting

• Laboratory-confirmed signs of dehydration

• Surgical resection of the intestine in the past 30 days

• Ano-perineal abscess

• Weight loss (5% within the past 30 days or 10% within 3 to 6 months)

Laboratory criteria for immediate hospitalisation:

• CRP >30 mg/L in UC

• CRP >50 mg/L in CD

• Haemoglobin <9 g/dL or decrease of ≥2 g/dL

• Acute kidney failure

Clinical criteria for on-site CT scan:

• Abdominal signs or symptoms suggestive of IBD flare-up

Laboratory criteria for on-site CT scan:

• CRP >30 mg/L in UC

• CRP >50 mg/L in CD 

  An expert panel of seventeen hospital-based gastroenterologists or emergency physicians with extensive experience in the management of IBDs was recruited. The role of the expert panel was to validate the initial checklist and suggest further items before the checklist was proposed to the full Delphi panel. The full Delphi panel consisted of healthcare professionals recruited from emergency and gastroenterology departments of public and private hospitals in France. Invitations to participate were sent by email to the relevant professional bodies. Participation was voluntary and open to any healthcare professional interested, including physicians, surgeons or nurses. Members could either participate themselves, or delegate to a colleague. None of the Delphi panellists received remuneration for their participation in the panel.

Table 1 .

 1 Literature search strategy

	STEP	SEARCH TERM

Table 2 .

 2 Initial checklist proposal

INITIAL CHECK-LIST PROPOSAL Clinical criteria for immediate hospitalisation:

  

Table 3 .

 3 Breakdown of votes in Delphi round 1.

	Fully	Partially	Do not	Completely
	agree	agree	fully agree	disagree

Table 4 .

 4 Potential new items for the checklist proposed during Round 1

	Clinical criteria for	Laboratory criteria for	Clinical criteria for
	immediate hospitalisation	immediate hospitalisation	on-site CT scan
	Fever or shivering	Albuminaemia	Fever
	Non-digestive symptoms	Procalcitonin	Intestinal surgery
	Stool output / blood in stools	Lactate	Bowel obstruction
	Bowel obstruction / ileus	Leucocytes	Vomiting
	Tachycardia		

Table 5 .

 5 Breakdown of votes in Delphi round 2.

	Fully

agree Partially agree Do not fully agree Completely disagree Clinical criteria for immediate hospitalisation

  

	Recent weight loss	10,3%	44,8%	37,9%	6,9%
	Frequent bloody discharge	27,6%	43,1%	29,3%	-
	Bowel obstruction	86,2%	13,8%	-	-
	Haemodynamic instability	81,0%	13,8%	1,7%	3,4%
	Laboratory criteria for immediate hospitalisation				
	High CRP (eg >30 mg/L) in UC	13,8%	56,9%	24,1%	5,2%
	Very high CRP (eg >80 mg/L) in CD	15,5%	58,6%	24,1%	1,7%
	Clinical criterion for on-site CT scan				
	Surgical resection of the intestine in the past 30 days	48,3%	46,6%	3,4%	1,7%
	Bowel obstruction	86,2%	13,8%	-	-

Laboratory criteria for on-site CT scan

  Percentages in bold represent the modal response. Shaded lines indicate items for which a consensus was not obtained.

	Very high CRP	46,6%	43,1%	8,6%	1,7%
	CRP: C-reactive protein; CT: computerised tomography; IV: intravenous.			
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