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Dear Editor,

We have read the recently published article by Buldukoglu 
et  al1 with great interest. Crohn’s disease (CD) is a 
chronic, autoimmune, and inflammatory disorder that 
causes inflammation and ulceration in the gastrointesti-
nal tract.2,3 Patients may have diarrhea, abdominal pain, 
fatigue, impaired quality of life, and long-term complica-
tions such as strictures and fistulas.3

According to the ECCO–ESGAR (European Crohn’s 
and Colitis Organization - European Society of 
Gastrointestinal and Abdominal Radiology) joint diagnos-
tic guideline,4 accurate assessment of disease activity is 
crucial for planning treatment and monitoring response 
to treatment. Endoscopy is the gold standard for muco-
sal assessment. Magnetic resonance enterography (MRE) 
(sensitivity 80%-97%, specificity 82%-95%) is used to 
assess transmural inflammation, while intestinal ultra-
sound (sensitivity 79%-94%, specificity 92%-97%) 
offers high accuracy and the possibility of bedside assess-
ment. Computed tomography enterography (sensitiv-
ity ~81%, specificity ~88%) is similar but is limited due 
to radiation exposure. Small bowel capsule endoscopy is 
as accurate as MRE/ultrasound and is particularly effec-
tive in detecting proximal disease, but it is retained in 
1.5%-2% of cases. Fecal calprotectin (FC) correlates with 
endoscopic activity (sensitivity ~78%, specificity ~73% 
for predicting recurrence), while C-reactive protein (CRP) 
is a rapid but less sensitive marker.

Scores most commonly used to assess clinical activ-
ity in patients with CD are the Crohn’s Disease Activity 
Index (CDAI) and the Harvey–Bradshaw Index (HBI).5 
Although CDAI and HBI are useful for monitoring luminal 

inflammatory activity, they may underestimate clinical 
activity in cases of perianal and fistulizing CD. For exam-
ple, in the original definition of CDAI, the presence of 
an actively draining fistula contributes minimally, while 
HBI does not directly score perianal findings. In colonic 
involvement, the symptom profile (e.g., diarrhea, abdomi-
nal pain) is generally reflected in the scores, so perfor-
mance is relatively better; however, it is not possible to 
reliably distinguish the degree of inflammation with CDAI/
HBI alone, and therefore, it is recommended that they be 
supported by objective biomarkers or imaging methods.5

There is no single or specific clinical or biochemical 
parameter that is sufficient to reflect disease activ-
ity. This has led to a search for new parameters.6 Based 
on this gap, the authors present Gasdermin D (GSDMD) 
as an inflammatory biomarker that can be used to pre-
dict disease activity in CD within the framework of their 
hypothesis. However, the authors evaluated the disease 
activity by HBI. Colonoscopic evaluation and scoring are 
crucial to assess disease activity in CD. Also, in fistuliz-
ing disease, sometimes additional imaging modalities and 
scores are needed to assess the disease activity more 
accurately.7 Correlation of GSDMD with HBI is important 
to show its function in assessing disease activity, but it is 
not enough. Colonoscopic evaluation would be better to 
assess its correlation with disease activity, even though 
the authors stated this as a limitation. Besides this, in 
patients with perianal involvement, imaging scores such 
as van Assche Index or MAGNIFI-CD are needed to assess 
the activity, and it is important to evaluate the correlation 
of GDSMD.8,9

In conclusion, there are indices such as CDAI and HBI, 
but they are not sufficient. There is a need for applicable, 
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sustainable, and inclusive indices. Also, there are biomark-
ers such as CRP and FC, but again, they are not sufficient 
alone. All parameters used to assess disease activity must 
correlate with endoscopic data. Research into potential 
new non-invasive indices and biomarkers is valuable for 
routine use and should be encouraged because, although 
endoscopy is a powerful tool, it is invasive.
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