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P rof Tom Øresland was the Chair, and 
he greeted all of them welcome to 
the Swedish capital.

– Our Meeting is the only Nordic 
Meeting on IBD. But the Nordic countries 
are small – so I urge you to interact and 
to create networks with your colleagues 
when you are here, he said. 

He then declared the Meeting opened.

A pre-clinical period may be amenable to 
prevention
One of the prominent international spea- 
kers was Prof Jean-Frédéric Colombel, 
USA. He spoke about the road to preven-
tion in IBD – challenges and opportunities.

– Why strive for prevention? Because 
IBD affects young people in the most 
productive years of their life, there is no 
known cure, therapy de-escalation is not 
feasible in the long term – there is a high 
rate of relapse, and therefore therapies 
are life-long and associated with very high 
costs, he explained.

There are three traditional frameworks 
of prevention: Primary prevention in 
healthy individuals, secondary prevention 
with early detection in high-risk patients 
and tertiary prevention with improved 
care for patients with established disease.

Prof Colombel pointed out that we are 
making progress with new drugs and thera- 
pies, but they have – at best – an efficacy of 
50 % or below. We also have new strategies 
– biomarkers predicting response, earlier 
diagnosis and intervention and drug com-
binations were some he mentioned.

– At secondary prevention the goal is to 
detect disease at an early, treatable stage 
so its long-term sequelae may be avoided. 
Strategies are applied to persons at risk of 
disease, but still asymptomatic.

Prof Colombel presented data that 
showed that immune-mediated diseases 

have a pre-clinical period which may be 
amenable to prevention.

– This is a very good time for secondary 
prevention. Now, our colleagues in RA are 
doing just that.

A fantastic tool
Prof Colombel reported of several studies 
on preclinical IBD – with data from Nurses 
Study in the US, and the PREDICTS study. 
In the latter, preclinical samples are ob-
tained from soldiers in the US army later 
diagnosed with Crohn’s disease (CD) or 
ulcerative colitis (UC).

– They’ve got millions of samples – and 
some of them will develop IBD. It is a fan-
tastic tool to investigate what takes place 
before onset of IBD, he said.

But there are many challenges in preven-
tion in IBD. Biomarkers and predictive al-
gorithms should have high predictive value 
to justify potential adverse effects from 
screening – including emotional stress – 
inappropriate health care costs due to false 
positivity, and potentially toxic and cost-
ly interventions. A predictive algorithm 
should also inform on timing to diagnosis.

– There is a need for better understand-

ing: Which therapies or interventions can 
ameliorate or reverse the immunologi-
cal changes in the preclinical phase? And 
which therapies or preventive measures 
would high-risk individuals be willing to 
accept – with a probability of developing 
disease?

His final question was for how long a 
preventive therapy or strategy should be 
continued in order to prevent or halt dis-
ease progression.

Appendectomy before diagnosis of UC 
protective for colectomy
The appendix is a reservoir of commensal 
bacteria. It was previously thought that 
evolution had made it expendable, that it 
had no function any more, said Prof Chris-
tianne Buskens, The Netherlands.

– But then a study published in 1987 
found that appendectomy at childhood 
protects against UC. Interest in the appen-
dix was regained, and since then a total of 
38 studies has been performed, she conti- 
nued.

On the function of the appendix, evo-
lutionary studies have found that it is in-
volved in handling intestinal bacteria. The 
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inner layer of the appendix is a safe house 
for commensal bacteria, that enables re-in-
oculation of the gut after gastrointestinal 
infection.

– So could it be that appendectomy pre-
vents re-colonisation? In mouse models, 
appendectomy delays onset of UC and de-
creases disease activity, Prof Buskens said.

However, data from the largest epidemi-
ological study shows that if one perform 
appendectomy before diagnosis of UC, it is 
protective for colectomy.

– But if you do it after diagnosis, the pro-
cedure increases the risk for colectomy!

An ongoing randomised, controlled 
trial – ACCURE – is investigating the effect 
of appendectomy on the clinical course in 
UC.

– We have to wait for the result, but I 
think I can conclude that the appendix is 

involved in UC, and that appendectomy 
prevents development of UC. But there are 
many questions: Does appendectomy mod-
ulate the clinical course of UC? And how is 
the appendix involved in UC, Prof Buskens 
ended her lecture.

De-escalation may be considered when 
target is achieved
Prof Edouard Louis, Belgium, talked about 
treatment de-escalation in CD.

– There are many reasons for conside- 
ring this – safety, patients concern, adher-
ence and costs are among them, he said.

There are two ways to de-escalate: By 
decreasing the dose, or to withdraw treat-
ment. 

– I want to underline that cyclic treat-
ment is not on-demand treatment. The 
first and undisputable aim of IBD treat-
ment is full disease control! The idea of 
cyclic treatment is to aim at the lowest 
immunosuppressive/biological use still 
compatible with full disease control, Prof 
Louis underlined.

Hence a treat-to-target strategy seems 
the most appropriate for IBD.

– Once the target has been reached, 
treatment de-escalation may be contemp- 
lated, he stated.

De-escalation is associated with an in-
creased risk of relapse, but may offer a 
favourable benefit/risk cost profile in a 
subset of patients, was Prof Louis final 
conclusion.

Small bowel cancer in CD is a puzzle
IBD and intestinal cancer, was the title of a 
talk given by Prof Tine Jess, Denmark.

– When I was a medical student, all evi-
dence on disease progression in IBD came 
from a few studies, mostly from US refer-
ral centres. But of course, patients in these 
centres are not the same as in your every-
day clinic, she said.

Prof Jess continued by presenting a pros- 
pective study from Denmark, presented at 
DDW in 2000, that had found no increased 

risk for cancer in IBD – only a mildly in-
creased risk for small bowel cancer in CD.

– Later however, a slightly increased risk 
for colorectal cancer (CRC) was found – 
interestingly most in CD.

A meta-analysis from 2012 on UC and 
CRC after a median of follow-up for 14 
years showed a very small increased risk 
for CRC in UC. 

– This a very important take-home mes-
sage! And data from Denmark from 1979 - 
2008 on 35.000 patients – the whole count- 
ry was one cohort – shows a decreasing 
risk of CRC in UC patients. The pattern of 
mortality in CRC in Denmark follows the 
same pattern.

She ended her lecture by stating that 
small bowel cancer remains a puzzle.

– But it is a very rare disease, and diffi-
cult to study cases. There have only been 
40 cases totally in Denmark, Prof Jess said.

Many benefits for single port laparoscopy
Laparoscopy in IBD reduces surgical site 
infections and abdominal abscesses – but 
there are no significant differences in rates 
of reoperation, GI bleeding and mortality, 
compared to open surgery.

This was pointed out by Prof Anthony 
de Buck van Overstraaten, Canada, who 
talked about transanal/single port ileal 
pouch-anal anastomosis (IPAA) surgery.

– There are three types of surgery: Open 
surgery, laparoscopy and NOTES (Natural 
orifice transluminal endoscopic surgery), 
he explained. 

Single port laparoscopy has many poten-
tial benefits – for cosmesis and body image, 
for reinforcing the laparoscopic advanta- 
ges and decreased pain in the postopera-
tive period. Prof van Overstraten showed 
a film on the procedure.

He presented his study on transanal 
versus transabdominal minimally inva-
sive completion protectomy with IPAA 
in UC, published in 2017. Among the find-
ings were the same rate of complications, 
no difference in anastomotic leak, a lower 
conversion rate in transanal IPAA and a 
shorter hospital stay for patients undergo-
ing the transanal procedure.

– 93 % of patients in a survey said they 
prefer single incision laparoscopy surgery, 
and 66 % state they would go to another 
hospital for this. 

In his conclusions, Prof van Overstraat-
en said that single incision laparoscopy 
surgery (SILS) and transabdominal mini-
mally invasive surgery (TAMIS) is feasible, 
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with a possibly better outcome.
– But the impact of transanal access on 

pouch function needs to be assessed. Also 
a cheaper transanal platform is necessary.

“A new, potent mode of action for CD”
Prof Arthur Kaser, UK, talked about an-
ti-interleukin-12/23 therapies in IBD.

The first study on an anti-interleukin-12 
antibody for active CD was published in 
NEJM in 2004.

– It was a small study, with a small num-
ber of patients. But it did well against pla-
cebo, Prof Kaser said.

He continued by describing the function 
and mechanism of interleukin-12. It is an 
interleukin that is naturally produced by 
dendritic cells, macrophages, neutrophils, 
and human B-lymphoblastoid cells in res- 
ponse to antigenic stimulation.

– Ustekinumab is the antibody we at 
present have available. Others are in de-
velopment. Interestingly, a phase II study 
indicted that those who failed anti-TNF, 
were those to have a benefit from usteki-
numab, Prof Kaser underlined.

He presented data from the UNITI-1 and 
2 studies. 

– In induction we saw a dose-dependent 
response rate – and also in maintenance 
week 44. Perhaps even more impres-
sive, we saw a dose-dependent change in 
CDAI score and CRP from week 0 in the 
IM-UNITI study on maintenance.

Risankizumab is an anti-IL-23 antibody 
being investigated for the treatment of 
multiple inflammatory diseases.

– The drug has shown good results in 
psoriasis. 

Prof Kaser presented data from a phase 
II study on risankizumab in CD. They 
demonstrated a clear effect over placebo.

Another Phase II study has shown simi-
lar results for MEDI2070, also an antibody 
against IL23.

– Only patients who had failed anti-TNF 
were included!

In his summary, Prof Kaser pointed out 
that anti-IL-12/23 monoclonal antibodies 
represent a new, potent mode of action in 
CD. Ustekinumab is an option for patients 
with loss of response to anti-TNF.

– And new anti-IL-23 monoclonal anti-
bodies show promising phase II data. And 
these drugs are remarkably safe, he stated.

Risks associated with anti-TNF
– For some years now, anti-TNFs have 
been the best selling drugs in the world, 

said Prof Tine Jess, who returned to the 
podium.

She talked about risks associated with 
anti-TNF in patients with IBD.

Prof Jess underlined that in trials that 
lead to drug approval today, children and 
elderly patients are excluded – as well as 
pregnant patients. Therefore, phase IV 
studies are needed.

– In Scandinavia, we are lucky enough 
to have unique personal identifiers and can 
link that to registries, she continued.

A phase IV trial can never be a ran-
domised controlled trial (RCT), Prof Jess 
stressed.

– So there is a large risk for confound-
ing by indication. To handle that, we have 
propensity scores – that estimate the pro-
pensity for treatment as a function of co-
variates for each patient, both treated an 
untreated.

On the subject of anti-TNF and cancer, 
previous meta-analyses of RCTs in IBD 
show no increased risk. However SABER 
study – an observational study – shows a 
slightly increased risk. 

– A large Danish nationwide cohort 
study, adjusted for propensity, found no inc- 
reased risk of any cancer in fully adjusted 
risk estimates.

Prof Jess also presented a study on the 
risk of site-specific infections.

– It found an increased risk of infections 
during the first 90 days. The question is if 
this was due to increased awareness. The 
study found no increased risk of opportu- 
nistic infections.

Fatigue in IBD is frequent and burdensome
Clinical nurse specialist Palle Bager, Den-

Tine Jess
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mark, gave a lecture about fatigue in IBD. 
– It is not easy to define what fatigue 

is. My best suggestion is: “Overwhelming 
tiredness - resistant to rest and sleep”, he 
said.

For some people fatigue is a normal fea-
ture in life, and it is common in chronic 
diseases. How common is it?

– In remission or in mild IBD, up to 40 % 
of patients has fatigue. In moderate to se-
vere IBD, up to 77 %. 25 % of IBD patients 
suffer from chronic fatigue, Nurse Bager 
told the audience.

There are many things that can cause 
fatigue. Inflammation, iron deficiency 
and depression are evident. For anaemia, 
medication and micronutrients there are 
no clear evidence – and for sleeplessness 
there is some evidence.

– It is really a black box, but it has to do 

with inflammation. Maybe fatigue should 
be added as an EIM of IBD.

His take-home messages were that fa-
tigue in IBD is frequent and burdensome. 
Physical fatigue is dominant.

– Women have more fatigue than men, 
and several factors correlates with fatigue 
in IBD.

No cure has been found yet – and inter-
vention studies are needed, Nurse Bager 
finished his lecture.

Treat the patient – not the disease
Costs and benefits of our treatments was 
the title of a talk from Prof Gert van Ass-
che, Belgium.

– There are three ways to improve the 
value quotient: To improve quality at the 
same cost, to decrease cost at the same 
quality – or to implement a combined 
change in quality and cost, resulting in a 
net increase in value, Prof van Assche in-
itially stated.

An integrated IBD unit strives to opti-
mize resource utilization, and increase 
benefit to risk ratio of medical therapy and 
surgery.

– Avoid too early surgery – and too late 
surgery. Both are costly!

Also the IBD unit should empower pa-
tients to cope with their disease and to re-
duce disability, he added.

Shared decision-making is also impor-
tant.

– You have to talk to your patients, other- 
wise they go to Dr Google who only talks 
about lymphoma, infections and cancer.

He ended with some advice on how we 
can improve the benefit to cost ratio.

– Use the appropriate drugs: Early bio-
logics in disabling CD, early 5-ASA in UC. 
Ensure timely surgery when indicated.

Optimize biologics based on rational 
treatment algorithms including therapeu-
tic drug monitoring in patients losing res- 
ponse.

– For payers and health care profession-
als: Invest in new treatment options and 
make treatments more affordable.

Facilitate head-to-head comparison 
trials to accurately assess incremental cost 
efficacy ratios of novel drugs.

– And treat the patient – not the disease 
– to decrease indirect, non-medical costs, 
was Prof van Assche’s last advice.

Budesonide has a central role in treatment 
of MC
In the last session of the Conference, Dr 
Andreas Münch, Sweden, talked about 
microscopic colitis (MC).

– The epidemiology for MC in Sweden 
is 10 - 12 per 100.000 inhabitants, which 
is between CD (7,5/100.000) and UC 
(15,6/100.000) he said.

Data from Denmark show a increasing 
annual incidence for MC – in 2011 the 
figure was 24,7/100.000.

There is a diagnostic overlap between 

“INVEST IN NEW TREATMENT 
OPTIONS AND MAKE TREATMENTS 

MORE AFFORDABLE”

Arthur Kaser

Gert van Assche
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MC and functional bowel disorders. One 
study found the prevalence of MC in func-
tional disease was 7 %. MC consists of two 
diseases – lymphocytic colitis (LC) and 
collagenous colitis (CC).

– Genetically, HLA associations distin-
guish CC from LC.

Aquaporin-8 is a water channel protein, 
and Dr Münch showed data that this is 
downregulated in LC, and upregulated in 
CC. He also underlined that current smo- 
king has a significant association with wa-
tery diarrhoea.

– Current and previous smokers have a 
significantly less likelihood to achieve clin-
ical remission. Smokers also get CC earlier 
than non-smokers.

Budesonide is the drug of choice to treat 
MC. Dr Münch presented data from a 
double-blind, double-dummy phase III 
trial in which 57 patients from 30 centers 
participated. It showed that budesonide is 
more effective than mesalamine or placebo 
to induce remission in LC.

He ended by presenting a treatment 
algorithm for active MC, in which budeso-
nide has a central role in different dosages. 
But what should one do with patients that 
don’t respond? The audience was given a 
sneak peek on a poster that was to be pre-
sented at the UEG Week a few weeks later. 
It was on treatment of budesonide refrac-
tory patients with MC. 

– The conclusion is that these patients 
can achieve clinical remission or response 
on anti-TNF agents. In the cases that failed 
anti-TNF, further treatment with vedoli- 
zumab, rituximab and ustekinumab did 
not improve the clinical condition.

European data registry
At the end of his lecture, Dr Münch want-
ed to advertise the ongoing project of es-
tablishment of a prospective data registry 
for MC in Europe: PRO-MC collaboration, 
founded by the European Microscopic 
Colitis Group (EMCG) in association with 
UEG.

– It is a good way to participate in re-
search. If you are interested send a mail to 
info@pro-mc.eu or visit www.emcg-ibd.
eu, he said.

Next year the Nordic IBD Conference 
will return in Stockholm. For details, keep 
checking the Congress Calendar in IBD 
Congress News.

Per Lundblad

Andreas Münch

Alvilde Ossum from Norway won the Best abstract award.
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