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Background: Biologics, particularly anti-TNF agents, have transformed the management of inflammatory bowel disease (IBD), but
concerns about their perioperative safety persist.

Objective: This study evaluates the knowledge, attitudes, and practices of surgeons in Saudi Arabia regarding the preoperative
management of IBD patients undergoing surgery while on biological treatments.

Methods: A cross-sectional survey was conducted among 115 surgeons. Participants included general and colorectal surgeons with
extensive experience in IBD management. Data were analyzed to assess knowledge, attitudes, and practices related to the impact of
biologics, corticosteroids, and immunomodulators on wound healing and postoperative complications.

Results: The response rate of 67.8% and Most surgeons (74.4%) believed biologics negatively affect wound healing, despite evidence
suggesting their safety. Corticosteroids were unanimously recognized for their adverse effects, while immunomodulators were widely
perceived as safe. A majority preferred tapering biologics and corticosteroids 4 weeks preoperatively but continued immunomodu-
lators. Differences between specialties were observed, with colorectal surgeons demonstrating greater adherence to evidence-based
guidelines compared to general surgeons, who expressed more concerns about biologics’ risks.

Conclusion: This study identifies a persistent gap between evidence and practice in the perioperative management of IBD patients on
biologics among Saudi surgeons, with general surgeons often stopping biologics due to safety concerns despite evidence of their
safety, while colorectal surgeons are more likely to follow current guidelines. Unnecessary cessation may increase disease flare risk,
highlighting the need for targeted education and multidisciplinary collaboration to optimize surgical outcomes.
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Introduction

Inflammatory bowel disease (IBD), encompassing Crohn’s disease (CD) and ulcerative colitis (UC), is a chronic and
debilitating condition with an increasing global incidence.' The global surge in IBD is closely linked to the spread of
Westernized lifestyles, urbanization, environmental exposures, and microbiome changes, with industrializing regions
now experiencing the same trends previously seen in Western countries.® Approximately 10% of UC patients still
require colectomy within five years of diagnosis despite advancements in medical management.* The therapeutic
approach for UC patients requiring colectomy should be individualized based on disease severity, patient characteristics,
and surgical urgency. Key success factors include appropriate timing of surgery, preoperative optimization, utilization of
minimally invasive techniques when feasible, staged surgical approaches for high-risk patients, and comprehensive
multidisciplinary care. The combination of these approaches, particularly when enhanced recovery protocols are
implemented, provides the best outcomes for UC patients requiring surgical intervention.” ' The introduction of anti-
TNF-a biologics like infliximab has revolutionized IBD treatment by targeting tumor necrosis factor-alpha (TNF-a),
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a key proinflammatory cytokine.® Infliximab, a monoclonal antibody and cornerstone of biologic therapy, binds both
soluble and transmembrane TNF-a, inducing apoptosis in inflammatory cells through caspase-dependent mechanisms. It
has demonstrated efficacy in both induction and maintenance of remission for Crohn’s disease (CD) and ulcerative colitis
(UC), with clinical responses observed within 89 days for CD and weeks for UC, Remission rates reach 39% in UC and
45% in CD by week 30 in some studies.” Despite these benefits, a significant proportion of IBD patients still require
surgical intervention, initially raising concerns about perioperative safety of biologics.'® Anti-TNF biologics do not
universally eliminate surgery particularly in UC, where colectomy rates remain elevated despite treatment, and some
studies associate anti-TNF use with higher colectomy risk compared to no treatment.'' Perioperative use of biologics has
not been consistently shown to increase postoperative complications in most studies, though guidelines vary and some
data suggest caution with certain procedures.'? Infliximab provides long term disease control for most IBD patients but
necessitates proactive monitoring of drug levels, immunogenicity, and infections. Tailored strategies like combination
therapy and therapeutic drug monitoring optimize outcomes while mitigating risks."? Infliximab works by binding to and
neutralizing TNF-a, a key inflammatory cytokine in IBD, which leads to reduced inflammation, induction of immune cell
apoptosis, and restoration of immune balance both systemically and in the gut mucosa. This results in decreased immune
cell infiltration, improved mucosal healing, and overall suppression of the abnormal immune response in IBD patients.
Predictive biomarkers for infliximab response include serum 90K/Mac-2 BP, neutrophil-to-albumin ratio (NAR),
C-reactive protein (CRP), and certain genetic markers. Monitoring infliximab trough levels and anti-drug antibodies
can also help predict and optimize treatment response.'*'> Corticosteroids, widely used in IBD management, alter the
body’s natural metabolism and are linked to poor wound healing and increased infection risk, raising concerns about their
impact on surgical outcomes.'®'® Long term corticosteroid use in IBD patients disrupts the body’s natural metabolism by
increasing muscle breakdown, reducing bone density (leading to osteoporosis), raising blood sugar and cholesterol levels,
and suppressing the immune system, which increases infection risk and delays wound healing. Steroids also heighten the
risk of blood clots and cardiovascular problems. Because of these significant side effects, guidelines recommend
minimizing long-term steroid use in favor of safer, steroid-sparing therapies whenever possible.'® ' Similarly, immu-
nomodulators such as azathioprine are used as adjunct therapies in IBD but carry potential risks, including bone marrow
suppression and increased cancer risk.”> When combined with biologic drugs like infliximab, azathioprine reduces the
formation of anti-drug antibodies and increases drug availability, leading to higher remission rates.”> Researches have
shown that combination therapy with infliximab and thiopurines enhances remission rates by reducing immunogenicity
and improving drug availability.?*,[** This study aims to evaluate the knowledge, attitudes, and practices of surgeons in
Saudi Arabia regarding the management of IBD patients undergoing surgery while on biologic, corticosteroid, or
immunomodulator therapy, particularly in light of the absence of prior studies in the literature on this topic. By
identifying gaps in understanding and adherence to best practice evidence, the study seeks to provide insights for
optimizing preoperative management strategies.

Methodology

This is a cross-sectional study assessed the knowledge, attitudes, and practices of both general and colorectal surgeons in
Saudi Arabia regarding the management of IBD patients undergoing surgical intervention while on biological treatments,
immunomodulators, or steroids, using a questionnaire developed with input from three academic colorectal consultants at
King Saud University Medical City, Riyadh, and distributed from January to September 2024. The survey, which
included four sections sociodemographic information (such as gender, specialty, hospital type, job title, years of
experience, and scope of practice), knowledge about the use of biologics, immunomodulators, and steroids in conjunction
with surgery, attitudes toward preoperative cessation of these medications, and practices regarding their cessation prior to
surgery was administered via a snowballing technique, with consultants sharing the questionnaire among their profes-
sional networks and participants providing informed consent after Institutional Review Board (IRB) approval (Ref. No.
E-24-9285); those who declined did not complete the questionnaire, and data were analyzed using JASP software
(Version 0.19.0) with descriptive statistics. The study revealed that surgeons face several challenges, including uncer-
tainty about the true perioperative risks of biologics due to conflicting evidence, lack of consensus on when to stop
biologics before surgery, and the need for close coordination with gastroenterologists, as well as increased risks for
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patients on both steroids and biologics, higher complication rates in Crohn’s disease, and the necessity to adapt surgical
approaches based on case complexity. Additionally, findings showed that surgeons’ knowledge, attitudes, and behaviors
vary by specialty and hospital setting, with colorectal surgeons and those in academic centers generally being more
knowledgeable, up-to-date, and likely to continue biologics perioperatively while routinely collaborating with gastro-
enterologists, whereas general surgeons and those in community hospitals are more cautious, often stopping biologics
before surgery due to outdated risk perceptions and less access to multidisciplinary teams or current guidelines.®*® These
differences underscore the importance of targeted education and standardized protocols to optimize the safe and effective

use of biologics across all surgical settings.

Results

The survey was sent to 115 participants, and 78 completed the questionnaire, yielding a 67.8% response rate. Among the
participants, 79.5% (n=62) were male, with an equal distribution of specialties: 50% (n=39) were general surgeons, and
50% (n=39) were specialized colorectal surgeons. A majority (82.1%, n=64) reported that their main surgical scope
included IBD, with colorectal surgeons comprising 59.4% (n=38) of this group. Regarding workplace settings, 39.7%
(n=31) worked in tertiary centers, 19.2% (n=15) in academic centers, 16.6% (n=13) in secondary centers. Geographically,
67.9% (n=53) of participants were from the central region, 21.7% (n=17) from the western region, and less than 5% from
other regions. In terms of job titles, 70.5% (n=55) were consultants, with 75.0% (n=48) of these having IBD within their
scope of practice. Participants had varying years of experience, with 42.3% (n=33) having 6—10 years and 37.2% (n=29)
more than 10 years of experience (Table 1).

Table | Population Demographics and years of Experience

Gender % (n) Females 20.3% (n=16) Vs Males 79.5% (n=62)
Specialty % (n) Colorectal surgeon 50% (n=39)
General surgeon 50% (n=39)
IBD scope % (n) Yes 82.1% (n=64)
No 17.9% (n=14)
Practicing centers % (n) Academic center 19.2% (n=15)
Secondary center 16.6% (n=13)
Tertiary center 39.7% (n=31)
Academic & Secondary center 2.5% (n=2)
Secondary & Tertiary center 6.4% (n=5)
Academic & Tertiary center 12.8% (n=10)
All centers 2.5% (n=2)
Practicing country Outside Saudi Arabia 1.4% (n=1) Vs Inside Saudi Arabia 98.6 (n=77)
Practicing locations in Saudi Arabia Northern provenance 2.5% (n=2)
Southern provenance 1.2% (n=1)
Eastern provenance 5.1% (n=4)
Western provenance 21.7% (n=17)
Central provenance 67.9% (n=53)
(Continued)
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Table | (Continued).

Gender % (n)

Females 20.3% (n=16) Vs Males 79.5% (n=62)

Job level

Fellow 9% (n=7)
Assistant consultant 9% (n=7)
Associate consultant 11.5% (n=9)

Experience years

Consultant 70.5% (n=55)
Less than 2 years 6.4% (n=5)

2-5 years 14.1% (n=11)

6-10 years 42.3% (n=33)

More than 10 years

37.2% (n=29)

Abbreviation: IBD, Inflammatory bowel diseases.

In the knowledge assessment, 74.4% (n=58) of participants agreed that biologics negatively affect wound healing,
while 100% (n=78) believed that corticosteroids have adverse effects on wound healing. Opinions on immunomodulators
were divided, with 50% (n=39) disagreeing that they negatively affect wound healing. A statistically significant
difference (p=0.0037) was found between colorectal and general surgeons, with general surgeons more likely to agree
that biologics negatively affect wound healing. Regarding postoperative complications, 61.5% (n=48) agreed that
biologics increase the risk of non-infectious complications, while 87.2% (n=68) reported the same for corticosteroids.
A significant difference (p=0.0082) was observed between colorectal and general surgeons on the knowledge of post-
operative risks associated with biologics, with more general surgeons expressing unawareness of the correct answer.
Responses about immunomodulators showed that 35.9% (n=28) believed they do not pose such risks, and 16.7% (n=13)
were uncertain (Tables 2 and 3).

Participants’ attitudes and practices toward preoperative management varied across biologics, corticosteroids, and
immunomodulators. Regarding biologics, 41% (n=32) strongly agreed and 29.5% (n=23) agreed that their preoperative
use increases the risk of complications. In practice, 52.6% (n=41) of participants reported ceasing biologics four weeks
prior to surgery, irrespective of the type of IBD or biologic used. For corticosteroids, 65.4% (n=51) strongly agreed and
30.8% (n=24) agreed that their preoperative use increases the risk of complications, with 42.3% (n=33) of participants
ceasing corticosteroids four weeks before surgery. In contrast, attitudes toward immunomodulators were more divided,

Table 2 Knowledge Assessment for Steroids, Biologics and Immunomodulators Usage in IBD Patients by Surgeons

Yes No 1 do not know

Knowledge (Biologics)

Effect of biologics on wound healing 74.4% (n=58) | 21.8% (n=17) 3.8% (n=3)

Risk of biologics causing non-infectious surgical complication 61.5% (n=48) | 25.6% (n=20) 12.8% (n=10)

Knowledge (Steroids)

Effect of steroids on wound healing 100% (n=78) 0% (n=0) 0% (n=0)

Risk of steroids causing non-infectious surgical complication 87.2% (n=68) 9% (n=7) 3.8% (n=3)

Knowledge (Immunomodulators)

Effect of immunomodulators on wound healing 39.7% (n=31) | 50% (n=39) 10.3% (n=8)

Risk of immunomodulators causing non-infectious surgical complication | 35.9% (n=28) | 47.4% (n=37) 16.7% (n=13)
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Table 3 Knowledge Assessment for Steroids, Biologics and Immunomodulators Usage in IBD Patients in

Comparison Between Colorectal Surgeons and General Surgeons

Yes No I do not know
Knowledge of Colorectal surgeons (Biologics)
Effect of biologics on wound healing 64.1% (n=25) | 35.9% (n=14) 0% (n=0)
Risk of biologics causing non-infectious surgical complication | 61.5% (n=24) | 35.9% (n=14) 2.6% (n=1)
Knowledge of General surgeons (Biologics)
Effect of biologics on wound healing 84.6% (n=33) 7.7% (n=3) 7.7% (n=3)
Risk of biologics causing non-infectious surgical complication | 61.5% (n=24) 15.4% (n=6) 23.1% (n=9)

with 33.3% (n=26) disagreeing and 21.6% (n=16) expressing neutral opinions about their preoperative risks. Reflecting

this uncertainty, 47.4% (n=37) of participants continued immunomodulators without cessation. Preferences for stoma

creation versus primary anastomosis also varied. For biologics, 41% (n=32) strongly agreed and 33.3% (n=26) agreed

that stoma creation is preferable to primary anastomosis, with similar attitudes observed for corticosteroids (46.2%, n=36

strongly agreed and 23.1%, n=18 agreed). Conversely, 37.2% (n=29) of participants disagreed with stoma preference in

patients on immunomodulators (Tables 4 and 5).

Across all practices, most participants (46.2%, n=36) indicated that their preoperative planning was guided primarily

by clinical guidelines. Subgroup analysis comparing colorectal and general surgeons revealed that 35.9% (n=14) of

colorectal surgeons disagreed that biologics negatively affect wound healing, compared to 7.7% (n=3) of general

Table 4 Attitudes Assessment for Steroids, Biologics and Immunomodulators Usage in IBD Patients by Surgeons

SA A N D SD
Attitude (Biologics)
Risk of postoperative complications with preoperative usage of biologics 41% (n=32) 29.5% (n=23) 17.9% (n=14) 11.5% (n=9) 0% (n=0)
Postoperative complication decreases when holding biologics 41% (n=32) 33.3% (n=26) 11.5% (n=9) 12.8% (n=10) 1.3% (n=1)
preoperatively
Stoma is preferred over primary anastomosis despite proper 33.3% (n=26) 17.9% (n=14) 12.8% (n=10) 26.9% (n=21) 9% (n=7)
preoperative management in patients using biologics
Attitude (Steroids)
Risk of postoperative complications with preoperative usage of steroids 65.4% (n=51) 30.8% (n=24) 3.8% (n=3) 0% (n=0) 0% (n=0)
Postoperative complication decreases when holding steroids 59% (n=46) 32.1% (n=25) 2.6% (n=2) 5.1% (n=4) 1.3% (n=1)
preoperatively
Stoma is preferred over primary anastomosis despite proper 46.2% (n=36) 23.1% (n=18) 16.7% (n=13) 10.3% (n=8) 3.8% (n=3)
preoperative management in patients using steroids
Attitude (Immunomodulators)
Risk of postoperative complications with preoperative usage of 17.9% (n=14) 16.7% (n=13) 23.1% (n=18) 33.3% (n=26) 9% (n=7)
immunomodulators
Postoperative complication decreases when holding immunomodulators 11.5% (n=9) 21.8% (n=17) 30.8% (n=24) 26.9% (n=21) 9% (n=7)
preoperatively
Stoma is preferred over primary anastomosis despite proper 9% (n=7) 16.7% (n=13) 23.1% (n=18) 37.2% (n=29) 14.1% (n=11)
preoperative management in patients using immunomodulators

Abbreviations: SA, Strongly agree; A, Agree; N, Neutral; D, Disagree; SD, Strongly disagree.
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Table 5 Attitudes Assessment for Steroids, Biologics and Immunomodulators Usage in IBD Patients in Comparison Between

Colorectal Surgeons and General Surgeons

SA A N D SD
Attitude of Colorectal surgeons (Biologics)
Risk of postoperative complications with preoperative | 43.6% (n=17) 20.5% (n=8) 20.5% (n=8) 15.4% (n=6) 0% (n=0)
usage of biologics
Postoperative complication decreases when holding 46.2% (n=18) 20.5% (n=8) 10.3% (n=4) 20.5% (n=8) 2.6% (n=1)
biologics preoperatively
Stoma is preferred over primary anastomosis despite 38.5% (n=15) 15.4% (n=6) 10.3% (n=4) 25.6% (n=10) 10.3% (n=4)
proper preoperative management in patients using
biologics
Attitude of General surgeons (Biologics)
Risk of postoperative complications with preoperative | 38.5% (n=15) 38.5% (n=15) 15.4% (n=6) 7.7% (n=3) 0% (n=0)
usage of biologics
Postoperative complication decreases when holding 35.9% (n=14) 46.2% (n=18) 12.8% (n=5) 5.1% (n=2) 0% (n=0)
biologics preoperatively
Stoma is preferred over primary anastomosis despite 28.2% (n=11) 20.5% (n=8) 15.4% (n=6) 28.2% (n=11) 7.7% (n=3)
proper preoperative management in patients using
biologics
Practice in preoperative planning
Colorectal surgeons do not stop biologics despite 23.1% (n=9) 28.2% (n=11) 20.5% (n=8) 23.1% (n=9) 5.1% (n=2)
stoma creation
General surgeons do not stop biologics despite stoma 10.3% (n=4) 28.2% (n=11) 33.3% (n=13) 17.9% (n=7) 10.3% (n=4)
creation

Abbreviations: SA, Strongly agree; A, Agree; N, Neutral; D, Disagree; SD, Strongly disagree.

surgeons. When asked about the increased risk of non-infectious complications with biologics, 61.5% (n=24) of both

groups agreed, but 23.1% (n=9) of general surgeons expressed uncertainty. Additionally, 51.3% (n=20) of colorectal

surgeons reported continuing biologics preoperatively compared to 38.5% (n=15) of general surgeons (Table 6).

Table 6 Practices Assessment for Steroids, Biologics and Immunomodulators Usage in IBD Patients by Surgeons

Practice (Biologics) Never Stops 2 Weeks 4 Weeks 6 Weeks > 6 Weeks
Ustekinumab in Crohn’s 26.9% (n=21) 24.4% (n=19) 35.9% (n=28) 9% (n=7) 3.8% (n=3)
Vedolizumab in Crohn’s 7.7% (n=6) 23.1% (n=18) 46.2% (n=36) 14.1% (n=11) 9% (n=7)

Infliximab in Crohn’s 14.1% (n=11) 20.5% (n=16) 52.6% (n=41) 7.7% (n=6) 5.1% (n=4)
Adalimumab in Crohn’s 10.3% (n=8) 29.5% (n=23) 43.6% (n=34) 7.7% (n=6) 9% (n=7)

Ustekinumab in Ulcerative colitis 24.4% (n=19) 23.1% (n=18) 38.5% (n=30) 9% (n=7) 5.1% (n=4)
Vedolizumab in Ulcerative colitis 7.7% (n=6) 23.1% (n=18) 44.9% (n=35) 12.8% (n=10) 11.5% (n=9)
Infliximab in Ulcerative colitis 12.8% (n=10) 20.5% (n=16) 55.1% (n=43) 7.7% (n=6) 3.8% (n=3)
Adalimumab in Ulcerative colitis 10.3% (n=8) 25.6% (n=20) 46.2% (n=36) 9% (n=7) 9% (n=7)

(Continued)
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Table 6 (Continued).

Practice (Biologics) Never Stops 2 Weeks 4 Weeks 6 Weeks > 6 Weeks
Practice (Steroids)
Steroids in Crohn’s 16.7% (n=13) 19.2% (n=15) 37.2% (n=29) 19.2% (n=15) 7.7% (n=6)
Steroids in Ulcerative colitis 15.4% (n=12) 15.4% (n=12) 42.3% (n=33) 19.2% (n=15) 7.7% (n=6)
Practice (Immunomodulators)
Azathioprine in Crohn’s 47.4% (n=37) 23.1% (n=18) 17.9% (n=14) 10.3% (n=8) 1.1% (n=1)
Azathioprine in Ulcerative colitis 50% (n=39) 21.8% (n=17) 20.5% (n=16) 7.7% (n=6) 0% (n=0)
Practice in preoperative planning SA A N D SD
Biologics do not stop despite stoma creation 16.7% (n=13) 28.2% (n=22) 26.9% (n=21) 20.5% (n=16) 7.7% (n=6)
Steroids do not stop despite stoma creation 9% (n=7) 11.5% (n=9) 14.1% (n=11) 52.6% (n=41) 12.8% (n=10)
Immunomodulators do not stop despite 35.9% (n=28) 21.8% (n=17) 17.9% (n=14) 15.4% (n=12) 9% (n=7)
stoma creation
Basis of preoperative care My own Clinical Literature Expert Institutions
experience guidelines review discussion Protocol
In patient using biologics 15.4% (n=12) 46.2% (n=36) 14.1% (n=11) 19.2% (n=15) 5.1% (n=4)
In patient using steroids 7.7% (n=6) 56.4% (n=44) 12.8% (n=10) 17.9% (n=14) 5.1% (n=4)
In patient using immunomodulators 11.5% (n=9) 50% (n=39) 19.2% (n=15) 15.4% (n=12) 3.8% (n=3)

Abbreviations: SA, Strongly agree; A, Agree; N, Neutral; D, Disagree; SD, Strongly disagree.

Discussion

Biologics, particularly anti-TNF agents like infliximab, have transformed the management of IBD by effectively inducing
and maintaining remission in patients with Crohn’s disease (CD) and ulcerative colitis (UC).?’*® Despite robust evidence
supporting their safety in the preoperative setting, significant concerns persist among surgeons regarding their impact on
postoperative outcomes, including anastomotic leaks, delayed wound healing, and non-infectious complications.?’,[*°
Furthermore, for elective low-risk surgeries, biologics can typically be continued without interruption. For high-risk or
major surgeries, some protocols suggest stopping biologics 1-2 weeks before surgery. After surgery, biologics are usually
restarted once good wound healing is confirmed, typically around 10-14 days postoperatively.®! Furthermore, the
differences in opinions between general and colorectal surgeons about biologics significantly affect IBD treatment
choices and patient outcomes. General surgeons are more likely to stop biologics before surgery due to concerns
about infection and healing, leading to higher rates of disease flare, increased steroid use, which itself raises complication
risks, and more frequent stoma creation. In contrast, colorectal surgeons, who are more familiar with current evidence,
tend to continue biologics perioperatively, use minimally invasive techniques, and collaborate closely with gastroenter-
ologists resulting in fewer complications, better disease control, and improved quality of life for patients.**>* Our
findings highlight a disconnect between emerging evidence and current surgical practices. Most participants in our study
believed that biologics negatively affect surgical outcomes, even though recent research demonstrates that preoperative
biologic use does not increase the risk of postoperative complications.*>*® This discrepancy underscores the need for
targeted education to address misconceptions and promote adherence to updated clinical evidence. The main causes of
the gap between evidence and practice in the surgical use of biologics for IBD include outdated perceptions from early
studies suggesting increased surgical risks, slow adoption of new evidence, and variability in guideline adherence among
clinicians. Many surgeons continue to pause biologics before surgery due to concerns about infections and complications,
even though large, recent studies and real world data including the PUCCINI trial and multi institutional analyses show
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that continuing biologics does not increase postoperative infection or complication rates Additional factors include
differences in training, lack of multidisciplinary coordination, and practical concerns like drug costs or insurance
restrictions, which can further delay the adoption of evidence-based protocols, addressing these issues through updated
education, simplified guidelines, and collaborative care models is necessary to align surgical practice with current
research and improve patient outcomes.’’ >° When assessing attitudes toward biologics, a majority of participants
expressed concerns about increased postoperative risks, with many favoring stoma creations over primary anastomosis
in patients on biologics. This preference appears rooted in a cautious approach to mitigate perceived risks of anastomotic
leaks, despite studies showing no significant difference in postoperative complication rates between patients who
continued biologics and those who did not.***' Most surgeons follow that practice of tapering biologics 4 to 6 weeks
before surgery, although there is growing evidence that such tapering may not be necessary in all cases.*? Differences
between general and colorectal surgeons further emphasize the gap in knowledge and application of evidence. General
surgeons were more likely to believe that biologics negatively impact surgical outcomes, with 84.6% (n=33) agreeing on
their adverse effects on wound healing compared to 64.1% (n=25) of colorectal surgeons. Colorectal surgeons, who
frequently manage complex IBD cases, demonstrated greater familiarity with current evidence and were more likely to
continue biologics preoperatively in their practices. This difference likely reflects the specialized exposure and training of
colorectal surgeons, enabling them to make evidence-based decisions when managing biologic therapies.*> While
immunomodulators were included in the study, their use and associated risks were less of a focal point compared to
biologics. Unlike biologics, immunomodulators are widely considered safe in the preoperative setting, with minimal
controversy surrounding their impact on surgical outcomes. In contrast, biologics continue to provoke debate, largely due
to historical concerns that have not been fully addressed through education and dissemination of updated evidence.**
Both options are considered safe for perioperative use in IBD patients, as neither significantly increases the risk of
postoperative infections or surgical complications when used alone. However, biologics are more effective at inducing
and maintaining remission, achieving mucosal healing, and preventing disease progression, especially in moderate-to-
severe cases. Immunomodulators are valuable for reducing the formation of anti-drug antibodies when combined with
biologics, but carry risks of bone marrow suppression and a slightly increased risk of lymphoma. Combination therapy
biologic plus immunomodulator is superior to monotherapy for achieving deep remission and maintaining long-term
disease control. Overall, both classes are safe preoperatively, but biologics offer greater effectiveness for disease control,
while immunomodulators require careful monitoring for hematologic and cancer risks.*>™*° The study findings reinforce
the importance of clinical guidelines in shaping preoperative management decisions. Most participants cited guidelines as
their primary source for planning surgical interventions in patients on biologics. However, the lingering reluctance to use
biologics preoperatively suggests that efforts to close the evidence-practice gap requires updated surgical training, robust
interdisciplinary communication, and standardized protocols. By fostering collaboration and continuous education,
healthcare systems can ensure biologics are managed perioperatively based on current evidence, improving outcomes
for IBD patients.’® Future initiatives should focus on providing targeted education and multidisciplinary collaborations to
ensure that surgical teams are well-informed about the safety of biologics in the preoperative setting.

Limitations

This study has several limitations. The relatively small sample size of 78 participants may not fully capture the diverse
practices and opinions of surgeons across Saudi Arabia, potentially limiting the generalizability of the findings. The
reliance on self-reported data introduces the possibility of response bias, as participants may have provided socially
desirable answers rather than accurately reflecting their true practices or beliefs. Additionally, the geographic concentra-
tion of participants in central regions may not represent practices in less populated or rural areas. The survey’s narrow
focus on knowledge and attitudes toward specific medications (biologics, immunomodulators, and corticosteroids) may
have overlooked other critical factors influencing surgical decisions, such as patient-specific variables or institutional
protocols. Collectively, these limitations affect the study’s ability to present a comprehensive and nationally representa-
tive picture of surgeons’ approaches to preoperative IBD medication management and their understanding of post-
operative complications.
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Conclusion

This study highlights a significant disconnect between current evidence and clinical practices among surgeons in
Saudi Arabia regarding the preoperative management of IBD patients on biologic therapies. Our findings demonstrate
that, despite robust evidence supporting the perioperative safety of biologics, many surgeons, especially general
surgeons remain cautious and often choose to stop biologics prior to surgery due to persistent concerns about wound
healing and postoperative complications. In contrast, colorectal surgeons show greater alignment with current
guidelines and are more likely to continue biologics perioperatively, reflecting stronger familiarity with evolving
evidence and more frequent collaboration with multidisciplinary teams. The widespread practice of tapering biologics
and corticosteroids before surgery, while influenced by clinical guidelines, may not always be necessary and could
inadvertently increase the risk of disease flare. These results underscore the urgent need for targeted educational
initiatives and updated guideline dissemination to address misconceptions and bridge the evidence-practice gap across
all surgical specialties. Ultimately, optimizing preoperative strategies through enhanced education and multidisci-
plinary collaboration will improve surgical outcomes and ensure that IBD patients benefit from the most current and
effective perioperative care.
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