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Executive Summary

Inflammatory bowel disease (IBD) is a term to describe a group of serious intestinal 
diseases, the most common of which are Crohn’s disease and ulcerative colitis. An 
estimated 100,000 Australians live with IBD, one of the highest prevalence in the world. 
There is no cure for IBD and the cause is unknown.

The need for more IBD research is clear. Commonly the direction of research is influenced 
by scientists, industry, government, peak bodies, academia, grant and philanthropy 
funding. High quality and meaningful contributions should be sought from consumers, 
healthcare professionals and clinical researchers who can ensure relevance through direct 
experience and insight. 

CCA partnered with the James Lind Alliance (JLA), of the UK to determine the top 10 
research priorities for IBD, as identified by people with IBD in Australia and IBD clinicians. 
Research into cause and cure are accepted as a high priority but were excluded from this 
project, which sought to address medium-term achievable goals. The process involved:

1.	 Gathering uncertainties survey: 240 people living with IBD, carers, healthcare 
professionals and clinical researchers submitted 890 questions about IBD they would 
like researched.  

2.	 Evidence checking: 117 summary questions were formed and checked against the 
evidence to determine whether the question was answered (20%), partially answered 
(40%) or unanswered (40%) by current research. 

3.	 Prioritisation survey: 538 people with IBD, carers and healthcare professionals 
completed a survey to rank the remaining 56 unanswered research questions. 
 

4.	 Discussion workshops: 2 workshops were held with 10 people living with IBD, 2 carers 
and 11 healthcare professionals to rank the top 17 questions and decide on the final 
top 10 list of research priorities for IBD in Australia. 

“The whole exercise was superbly 
well organised and facilitated. 

Perhaps the best example of the 
many such consensus gatherings 

I have attended!”

- Discussion workshop 
participant
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The final top 10 research priorities for IBD in Australia: 

1.	 What are the risk factors for developing IBD (e.g. environmental factors, stress, 
insecticides, vaccines, antibiotics, glandular fever, removed appendix, susceptibility 
genes)?

2.	 How can microbiome (bacteria and other organisms) be modified to prevent IBD?
3.	 How can IBD be prevented (including those with a family history of IBD or genetic risk, 

and lifestyle factors, such as food and exercise)?
4.	 How can quality of life be improved for people with IBD (e.g. reduced visits to the 

toilet, coping with illness and psychological support)?
5.	 How can an individual’s response to specific IBD medications be predicted?
6.	 How can food cause or prevent IBD symptoms and/or improve IBD disease severity?
7.	 What are the potential short- and long-term health effects from taking different IBD 

medications?
8.	 What is the most effective treatment for maintaining remission in IBD?
9.	 What is the link between IBD and mental health and are people with IBD adequately 

screened for mental health conditions?
10.	What is the cause of IBD flares and how can they be recognised and avoided?

All of the prioritised questions fall into four broad themes that share a common purpose:
1.	 preventing IBD;
2.	 IBD symptom management;
3.	 IBD treatment; and
4.	 living with IBD.

CCA are working towards promoting the top 10 list and advocating for IBD research 
to answer these questions. We would appreciate your help to share the top 10 research 
priorities, this report, research opportunities and your experiences of the issues discussed 
in this report through your social media networks. Your help to like, comment and share 
our posts help us to spread the word about IBD and current research opportunities.
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Foreword
There are so many unanswered questions about inflammatory 
bowel disease. I ask myself every day some of them, and my 
doctors at every visit. The question was how do we prioritise 
all those questions for future research in an objective, inclusive 
and respected manner?

Crohn’s and Colitis Australia (CCA) sought the advice and support 
of the James Lind Alliance to help us identify the top 10 research 
priorities in a methodology that included a broad reach of engagement. This included the 
stretch from medical and allied medical professionals, carers, family members and most 
importantly people living with inflammatory bowel disease - what questions do those living 
with the disease want answered?

Living with IBD is difficult. It is an unseen disability, one not often spoken about and one 
that sits below the belly button. I mean, who likes talking about their poo. Importantly, 
the ten priorities recognised four main segments: prevention, symptom management, 
treatment and living with IBD providing a scope that is both comprehensive and yet 
focused.  

Whilst the research specifically excluded cause and cure, I am sure everyone in the 
inflammatory bowel community still dreams of the day we have a known cause/s and cure 
for this disease.

If we can achieve answers to the top 10, then we will have meaningful impact on the 
lives of those living with IBD, the answers will change their lives and allow them to live 
fearlessly. If we can improve prevention of flares, enhance the impact and outcome of 
symptom management, reduce the negatives of treatment and improve its efficacy, and 
help people living with IBD live a better quality of life, then the research value will be 
immeasurable.

The next step is obvious – let’s get on with it and find the answers! We need support and 
commitment to change the lives of over 100,000 people and their family and friends all of 
whom also live with the disease in some way.

Let me thank the hundreds of people with IBD, their carers and health professionals that 
contributed their thoughts to this project. We now know what matters to you. Thanks also 
to the leadership of Prof Paul Pavli AM, the wonderful team of 14 people on the Steering 
group from across such a broad base that helped build these priorities and let us fulfil their 
work and the needs of the 100,000 by answering these questions.

We are grateful to the JLA advisors for their hard work in guiding this process. This project 
was funded by Janssen Australia, Takeda Pharmaceuticals Australia and a generous 
anonymous philanthropic organisation and we are incredibly thankful for their support.

Bruce Rosengarten
Chairman, Crohn’s & Colitis Australia
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Why do we need research priorities for IBD?
Inflammatory bowel disease (IBD) is a term to describe a group 
of serious intestinal diseases, the most common of which are 
Crohn’s disease and ulcerative colitis. There is no cure for IBD and 
the cause is unknown. In Australia, we have one of the highest 
prevalence of IBD in the world.1 Estimated to be 330 per 100,000 
Australians in 2013, a study published in 2021 estimated that 
the prevalence was 653 per 100,000 in a large general practice 
population. 2,3

For people living with these debilitating conditions the quality of care varies and often 
does not meet the recommended standards.2,4 

The need for more research is clear: while the direction of research is currently influenced 
by scientists, industry, government, peak bodies, academia, grant and philanthropy 
funding, high quality and meaningful contributions should be sought from consumers, 
healthcare professionals and clinical researchers. The benefits of this include:

•	 relevance to the community,
•	 direct lived experience, and
•	 insights on missing evidence.5

CCA is the peak consumer body representing the needs of people living with IBD. For 
this project, we have collaborated with people living with IBD, their carers and health 
professionals (gastroenterologists, nurses, psychologists, dietitians, pharmacists, and 
surgeons) to identify the top 10 research priorities for IBD in Australia. 

The methodology that we used was developed by the James 
Lind Alliance (JLA) to ensure a fair and equitable balance of 
all participating voices.6 For a project to be considered a JLA 
Priority Setting Partnership (PSP), it must exclude funding from 
organisations that may have a commercial interest in the results. 
Our project was partly funded by grants from pharmaceutical 
organisations, so it was therefore conducted as a JLA Lab 
activity rather than as a PSP, to test the independence of the 
process from funding influence.

Whilst we acknowledge the importance of cause and cure of 
IBD, this project aligns with the JLA methodology and seeks to 
achieve reachable goals in the short to medium term.

The project was defined, and the following areas were excluded: 
•	 cause of IBD,
•	 cure of IBD,
•	 information-seeking questions which do not require a research response, and
•	 microscopic colitis and other forms of inflammatory enteritis.

“It was quite fun 
and engaging and 

a great opportunity 
to contribute to 

research for the IBD 
community”

 - Discussion
   workshop
   participant

100,000 
Australians live 

with Crohn’s 
disease and 
ulcerative 

colitis
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Who are the James Lind Alliance?
The JLA is a United Kingdom-based initiative that 
exists to support patients, carers and clinicians 
to work together to agree which are the most 
important unanswered questions affecting their 
particular interest, in order to influence the 
prioritisation of future research in that area. It has 
completed over 100 research prioritising processes around the world. The JLA method, 
described in the JLA Guidebook, is designed to change the way research funding is 
granted, and to raise awareness of research questions which are of direct relevance 
and potential benefit to patients and the clinicians who treat them.

About Crohn’s & Colitis Australia
Crohn’s & Colitis Australia’s primary purpose 
is to provide support services, advice and 
encouragement to people with inflammatory 
bowel disease (IBD). At CCA we dream of a future 
free Crohn’s and colitis and we empower people 
to live fearlessly whilst we help search for a cure. 
While we invest in research to build capacity, we continue to advocate for world best 
treatments and health services for those living with IBD. Through our programs we 
offer education and support for Australia’s growing Crohn’s and colitis community and 
raise awareness of the disease.

What is Inflammatory Bowel Disease (IBD)?
Crohn’s disease and ulcerative colitis are conditions in which there is inflammation of 
the bowel. Inflammation causes redness, swelling and pain, and is the body’s response to 
infection, injury or irritation. They are chronic, long-term conditions.

Crohn’s disease can involve any part of the gastrointestinal tract from the mouth to the 
anus but most commonly affects the small intestine. Crohn’s disease can affect the full 
thickness of the bowel and this can result in narrowing (strictures) which can block the 
bowel (obstruction) or small holes through the bowel (fistulas) to the skin, other loops of 
bowel or other organs, sometimes causing a collection of pus called an abscess.

Ulcerative colitis is a type of IBD that can cause inflammation and ulceration in the large 
intestine (colon and rectum). Ulcers (sores) develop on the surface of the inner lining of 
the intestine, which may bleed.

Both these inflammatory bowel diseases lead to symptoms such as pain, diarrhoea, 
urgency to use the bowels, fatigue and fever. The acute symptoms may be extremely 
distressing and can result in significant social stigma and isolation. Their chronic, 
relapsing nature has broader effects on an individual’s emotional, physical and social 
well-being. Often the conditions are diagnosed in young people disrupting the time they 
are establishing their careers and relationships.
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How did we get to the top 10?

27%

24%14%

12%

10%

13%

Survey topics

IBD treatment
Living with IBD
IBD prevention
IBD symptoms
IBD diagnosis
Out of scope

•	 890 IBD research uncertainties were identified in a 
national online survey completed by 224 participants.

•	 170 participants were people living with IBD, 22 carers, 44 
healthcare professionals and 13 clinical researchers.

Gathering 
uncertainties

survey

Dec 2020 – 
Jan 2021

20%

40%

40%

Evidence check results

Answered

Partially answered

Unanswered

•	 117 summary questions were formed and checked 
against evidence to determine whether the question was 
answered, partially answered or unanswered by current 
research.

•	 After removing 23 answered questions and those only 
asked by one person, questions were regrouped. 56 
unanswered questions remained.

Summary 
questions formed 

and evidence 
checking

Feb 2021 – 
Oct 2021

•	 538 participants completed a second survey to rank the 
remaining 56 questions and prioritise their own top 10 
list.

•	 446 participants were people living with IBD, 35 carers 
and 57 healthcare professionals.

•	 The top 17 ranked questions from people with IBD, carers 
and healthcare professionals were shortlisted for the 
discussion workshops.

Prioritisation 
survey

Nov 2021 – 
Dec 2021

•	 2 discussion workshops were held online with 10 people 
living with IBD, 2 carers and 11 healthcare professionals to 
challenge and rank the top 17 questions and decide on the 
final top 10 list.

Discussion 
workshops
Feb 2022
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What are the top 10 questions for IBD 
research prioritised by the IBD community?

1.	 What are the risk factors for developing IBD (e.g. environmental factors, 
stress, insecticides, vaccines, antibiotics, glandular fever, removed appendix, 
susceptibility genes)?

2.	 How can microbiome (bacteria and other organisms) be modified to prevent 
IBD?

3.	 How can IBD be prevented (including those with a family history of IBD or 
genetic risk, and lifestyle factors, such as food and exercise)?

4.	 How can quality of life be improved for people with IBD (e.g. reduced visits to 
the toilet, coping with illness and psychological support)?

5.	 How can an individual’s response to specific IBD medications be predicted?

6.	 How can food cause or prevent IBD symptoms and/or improve IBD disease 
severity?

7.	 What are the potential short- and long-term health effects from taking 
different IBD medications?

8.	 What is the most effective treatment for maintaining remission in IBD?

9.	 What is the link between IBD and mental health and are people with IBD 
adequately screened for mental health conditions?

10.	What is the cause of IBD flares and how can they be recognised and avoided?

!

“The top 10 reflect a fair spread of questions that were 
important to all stakeholders, including different nuanced 
areas of healthcare” - Discussion workshop participant
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The top 10 priorities fall into four broad themes that share a common purpose. 
Furthermore, all 17 important priorities discussed at the workshops fit into these themes 
(see Table 1):

1.	 preventing IBD;
2.	 IBD symptom management;
3.	 IBD treatment; and
4.	 living with IBD.

“Listening to the views of other 
patients, carers and healthcare 
professionals was very insightful 
and often influenced the groups 
views positively”

“The final decisions 
were very collaborative 
and reflect thoughts of 
the entire group”

“The whole exercise was 
superbly well organised and 
facilitated. Perhaps the best 
example of the many such 
consensus gatherings I have 
attended!”

- Discussion workshop 
participants
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Table 1. The top 17 priorities ranked in discussion workshops 

Priorities Prevention Symptom 
management

Treatment Living with 
IBD

1.	 What are the risk factors for developing 
IBD (e.g. environmental factors, stress, 
insecticides, vaccines, antibiotics, 
glandular fever, removed appendix, 
susceptibility genes)? 

 

2.	 How can microbiome (bacteria and 
other organisms) be modified to 
prevent IBD?

3.	 How can IBD be prevented (including 
those with a family history of IBD or 
genetic risk, and lifestyle factors, such 
as food and exercise)?

4.	 How can quality of life be improved 
for people with IBD (e.g. reduced visits 
to the toilet, coping with illness and 
psychological support)?

5.	 How can an individual’s response to 
specific IBD medications be predicted?

6.	 How can food cause or prevent IBD 
symptoms and/or improve IBD disease 
severity?

7.	 What are the potential short- and 
long-term health effects from taking 
different IBD medications?

8.	 What is the most effective treatment 
for maintaining remission in IBD?

9.	 What is the link between IBD and 
mental health and are people with IBD 
adequately screened for mental health 
conditions?

10.	 What is the cause of IBD flares and how 
can they be recognised and avoided?

11.	 Why do people with IBD feel fatigued 
and how can it be managed?

12.	 What lifestyle factors can improve IBD 
severity?

13.	 How can childhood experiences (e.g. 
mental health status and adverse life 
events) and illness (e.g. asthma, and 
pneumonia) influence the development 
of IBD?

14.	 What effect does IBD have on aging 
(e.g. life expectancy, severity and other 
health conditions)?

15.	 What is the cause of joint pain for 
people with IBD?

16.	 Can food additives lead to IBD 
diagnosis or IBD flares?

17.	 What is the role of stem cell treatment 
in the treatment of IBD?
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Theme 1: Prevention

Rationale 
There is currently no cause known or cure for IBD. Research suggests that it 
is related to genetics and how the environment affects the immune system. 
A systematic review found that smoking, appendicectomy, and tonsillectomy 
increased the risk of developing Crohn’s disease, while consumption of 
soft drinks increased the risk of ulcerative colitis.7 Urban living, antibiotic 
exposure, oral contraceptive use, vitamin D deficiency and some bacteria 
increase the risk of IBD.7

Physical activity, bed sharing in childhood, and high levels of vitamin 
D appear to reduce the risk of Crohn’s disease, while tea consumption 
and appendicectomy are likely to reduce the risk of ulcerative colitis.7,8 
Breastfeeding, high folate levels and some bacteria are likely to reduce the risk of 
developing IBD overall.7

An additional 11 risk factors were identified and 16 preventative factors, however the 
supporting evidence is weak.7 

The microbiome is a hot topic for researchers of gut health and its understanding is 
important for finding new ways of preventing and managing IBD. Research is emerging 
that shows links between the microbiome and IBD.

Further research is required to identify and provide stronger evidence for the risk 
factors associated with developing IBD and the factors that are likely to reduce the 
risk of developing IBD. As the prevalence of IBD is increasing, this will help CCA provide 
education to consumers and clinicians about ways of preventing the development of IBD. 

Potential research question examples
•	 How can the microbiome be improved to prevent IBD?
•	 What lifestyle factors can prevent IBD?
•	 How does the environment increase the risk of developing IBD?
•	 How does a family history of IBD increase the risk of developing IBD?
•	 How do genetics increase the risk of developing IBD?

“It was evident that how 
IBD can be prevented 

was the greatest concern 
and it only makes sense 

that this is in the top 10”

- Discussion workshop 
participant
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Theme 2: Symptom management

Rationale
Symptoms of IBD can be different for each person: they can range from 
mild to severe. People with IBD experience flares, and are likely to develop 
abdominal pain, diarrhoea, constipation, tiredness, and weight loss.9 Some 
people may also experience fever, mouth ulcers or nausea and vomiting; 
symptoms will depend on where inflammation appears in the gut.9  

The goal of IBD treatment is for people with IBD to maintain remission and 
be completely free of symptoms or flares.9  

Current evidence and guidelines make recommendations about what people with IBD 
should do and whom they should contact when they are experiencing a flare. There is 
limited evidence about what causes a flare, how to recognise one and what strategies 
could be used to avoid one.

The role of diet in IBD has become an increasingly popular topic for people with IBD, 
healthcare professionals and researchers. Dietary factors that prevent IBD are not 
necessarily the same as treating a flare or symptoms. With the exception of some dietary 
therapies for specific IBD problems, it is recommended that patients with IBD follow the 
Australian Guide to Healthy Eating.10 

There is some evidence that suggests eating high fibre and including fish a few times per 
week has a protective effect for Crohn’s disease, whilst consuming less red and processed 
meats may have a protective effect in ulcerative colitis.10 We also know that there are 
diets that can treat active Crohn’s disease in specific target populations, including the 
Exclusive Enteral Nutrition diet and Crohn’s Disease Exclusion Diet.10 Current evidence 
and information available online is conflicting and further research is required to identify 
which specific diets or foods improve IBD symptoms. We know from this project that the 
IBD community is interested in research into high protein, vegetarian, gluten free, lactose 
free, low sugar and organic food diets.

Identifying how to improve symptom management for IBD is an important research area 
to help improve the quality of life for people living with IBD while we search for a cause 
and cure.

Potential research question examples
•	 What is the cause of IBD flares?
•	 How can IBD flares be recognised? 
•	 What interventions can help to avoid IBD flares? 
•	 How can food cause IBD symptoms?
•	 What foods or dietary supplements can improve IBD symptoms?
•	 How can food additives impact IBD? 
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Theme 3: Treatment

Rationale
There are many different treatments to manage IBD. Some of them are used 
to control inflammation while others help people with IBD stay in remission. 
Each person will find that some treatments work better than others, so it is 
important that people with IBD work with their healthcare team to find the 
right treatment. 

As the IBD treatment response is different for each person, it is difficult to 
predict the best treatment plan for an individual. There is limited evidence 
to predict the best model of treatment for a patient.11 Further research 
into predicting an individual’s response to medication will assist healthcare 
professionals to be more confident in the course of treatment they are 
prescribing for their patients.

There has been limited research to address the potential short- and long-term effects 
of some IBD medications.12-15 Many people with IBD view complementary therapies 
or natural remedies (usually treatments without a sound evidence base) as less likely 
to cause harm. More research is needed to measure the safety of medication and 
complementary therapy to build consumer confidence that treatments are efficacious 
and safe in the short- and long-term. This project identified that consumers and 
healthcare professionals are interested in further research into the side effects of 
biologics, thiopurines, infliximab, anti-fibrosis therapy and prednisone. This will inform 
evidence-based treatment decisions between consumers and health professionals.

Potential research question examples
•	 How can clinicians best determine which medication to prescribe a person living 

with IBD?
•	 How can a person with IBD’s response to different medications be predicted?
•	 What are the potential short-term health effects from taking different IBD 

medications?
•	 What are the potential long-term health effects from taking different IBD 

medications?
•	 What is the most effective treatment for maintaining remission in IBD?
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Theme 4: Living with IBD

Rationale
IBD can have a major impact on an individual’s daily living. The quality of 
life for people with IBD can be poorer than healthy individuals.17-18 Focusing 
on physical symptoms is very normal and important. However, coping well 
with a long-term condition requires a person with IBD to take care of more 
than their physical condition, to live a full and productive life. People with 
IBD commonly face day-to-day challenges with exercise, fatigue, fertility 
and pregnancy, sexual health, mental health, social events and sometimes 
struggle to leave the house. There is limited evidence explaining how 
people with IBD can improve their quality of life. Research into this topic would provide 
information for people to take steps to reduce the impact of the IBD on their life and 
improve quality of life. 

We know that people with IBD are more likely to experience significant mental health 
problems, such as depression and anxiety.19-24 Up to 50% of people with IBD experience 
psychological distress that’s related to their illness.25 The gut and brain are closely 
connected, so it is important people with IBD take care of both the mind and body 
to manage IBD well. Further research is required to assess whether mental health 
conditions are adequately screened for by healthcare professionals, and explain what 
support and treatments are effective to manage mental health and gut disease. 

Potential research question examples
•	 How can quality of life be improved for people with IBD?
•	 How can people with IBD have reduced visits to the toilet? 
•	 In what ways can people with IBD receive psychological support?
•	 How can psychological support services be improved?
•	 What impact does IBD have on mental health?
•	 Can mental health conditions lead to the development of IBD?
•	 How often are people with IBD screened for mental health conditions?
•	 How can fatigue be better managed for people with IBD?
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What other questions for IBD research were 
prioritised by the IBD community?
An additional 7 research priorities ranked highly in the prioritisation survey, but just 
outside the top 10. These priorities are still important to address by funders and 
researchers and are consistent with the four themes identified. Through feedback from 
the discussion workshops, people living with IBD were disappointed that priority 11 just 
missed out on being prioritised into the top 10 list.

To view the complete list of summary research questions, please visit
https://crohnsandcolitis.org.au/research-priorities/.

“Fatigue is very 
important as there 
currently is no cure and 
how to manage IBD 
should be a priority at 
the moment”

“Fatigue seemed like a very 
important concern that 
remains unanswered by 
research. People living with 
IBD were passionate about 
including it in the top 10”

- Discussion workshop participants
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CCA supporting current research
CCA fundraises for, and invests in, research into IBD primarily through scholarships 
and research partnerships. In the future CCA will direct these research opportunities 
toward the top priority questions identified in this report. We are pleased that many 
of the current research studies align:

•	 The role of microbiome throughout course of IBD (priority 2)
•	 Does removing emulsifiers from the diet of people with Crohn’s disease induces 

disease remission (priority 6 and 16)
•	 Does a whole diet approach using a 4-SURE (4-strategies for a Sulphide-

Reducing) diet supplied to people with mildly flaring ulcerative colitis or 
pouchitis can: improve symptoms; reduce inflammation in the large bowel/
pouch; effectively reduce bacterial sulphur gas production and be well tolerated 
compared to a control diet (priority 6)

•	 The role of cell death in IBD through studies of similar phenomena in Crohn’s 
disease and ulcerative colitis (priority 3)

•	 How to accurately predict IBD activity in pregnancy and subsequently any changes 
to the foetal/neonatal immune system and brain development (priority 5)

•	 What is the mechanism by which the immune system of patients with IBD 
turns on its host. It will then utilise this understanding to inform developing 
a treatment that uses the patients’ own immune system to turn off the 
inflammation and regenerate the damage that has been caused (priority 8)

CCA also supports research through encouraging consumers to participate in 
research, advertised in our eNews, member magazine, social media channels and 
website.

For further information on research grants and awards, please visit:
https://crohnsandcolitis.org.au/research-grants-awards/

What are the next steps?
This IBD research priorities process has identified novel and important information. The 
value of the project will be in how this information can shape further research to benefit 
people living with IBD. 

The rigorous approach and national participation in this study should compel these 
stakeholders to act through research directions, funding and awareness:

•	 Governments and Health Departments
•	 National Health and Medical Research Council, Medical Research Future Fund and 

Australian Research Council
•	 Philanthropy and scholarship funds
•	 Scientists and researchers
•	 Consumers and representative groups

CCA will also contribute to these goals by working to ensure people with IBD are 
engaged in research study planning to promote relevance of outcomes. Scholarships 
offered by CCA in the future will focus on areas that are prioritised in this report.
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How can you help?
Although CCA have identified the top 10 list of research priorities for IBD in Australia, we 
are still working towards promoting the list and advocating for IBD research to answer 
these questions. We would appreciate your help to work with us to encourage future IBD 
research.  

Funders and researchers
You can help us and partnering organisations to fund research into the 
top 10 priorities identified, so that we can maximise the scale and quality 
of IBD research in Australia.

If you are a researcher, funder or organisation working with people 
with IBD, please use this list to assist you in prioritising funding for IBD 
research. Knowing that your research is targeting the most urgent needs 
for consumers will provide a great impact to people with IBD.

Healthcare professionals 
Help us to share the list of top 10 priorities with researchers in your 
organisation or other collaborators. 

Consumers
Researchers are continually looking for people with IBD and their families 
to participate in IBD research. Research ranges from clinical trials in drug 
therapy and dietary investigations, to population surveys to discover 
information and cause, prevention, treatment and quality of life. Your 
involvement is entirely up to you!  

CCA support and advertise research opportunities for you to take part in through our 
eNews, member magazine and on the CCA website here: https://crohnsandcolitis.org.
au/current-research/

CCA would appreciate your help to share the top 10 research priorities, this report, 
research opportunities and your experiences of the issues discussed in this report 
through your social media networks. Your help to like, comment and share our posts 
help us to spread the word about IBD and current research opportunities.

You can donate to CCA to help us fund scholarships for research here:
https://crohnsandcolitis.org.au/donate/

To join our mailing list, request updates or let us know how you are using these 
questions, please contact info@crohnsandcolitis.org.au.
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