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I t is well known that many of our patients resort to alternative medicine, 
how is this possible? Are they mislead by the overwhelming advertisements 
including all information on the net on how good these drugs are? People 
telling sunshine stories on how they became symptom free after a few weeks 

or months on the wonder drugs. How can our patients believe in these stories, 
without any hard data that support their effectiveness?  Well, the unpredictable 
course of IBD might be one explanation, since most patients do worst during 
the early phase of the disease and get better with time, or at least experience 
intermittent periods with less symptoms. In a landscape like that, every drug 
will have a possibility to appear effective. 

   One may even argue that we apply a similar concept in scholastic traditional 
medicine when we illustrate the efficacy of a novel drug, by sharing a case re-
view of a patient, who had failed all previous therapies and then was brought 
into remission when treated with this specific new drug. Sometimes we back-up 
the story with pictures showing the endoscopy before and after treatment.  That 
differs from alternative medicine, they don’t have any scopes. These stories are 
of course not meant to be regarded as evidence, but only used as illustrations to 
support data generated from randomized control trials.   

   However here we are wrong, alternative medicine, i.e. placebo, is the best 
documented “treatment” available. We are complaining about the lack of head-
to-head trials and the challenges with financing such studies.  Placebo, is com-
pared head-to-head to absolutely every new drug on the market. Admittedly the 
“alternative medicine” is always a bit inferior, helping 10-30% fewer patients 
than the comparator. Yet, it is effective in up to one third of patients and often 
the effect is sustained over time.  

   There is also a lot of negative bias towards “alternative medicine”. We of-
ten complain about the placebo effect, disturbing the results of a randomized 
control trial. To complain about a study arm being too effective, if that’s not 
bias, what is? To design and interpret clinical trials are often a challenging task. 
Aspects such as re-randomization, where responders to the study drug are re- 
randomized to continued treatment or “alternative medicine”, makes it difficult 
to identify all aspects of bias and to really see through the study.  

   Then there is the problem of severe adverse advents associated with phar-
maceutical drugs. Alternative medicines do not carry these risks, provided that 
the producers are sensible enough to use only regular food ingredients. Neither 
does one have to worry about interactions, pregnancies, fertility, risk of compli-
cations in case of surgery nor high direct costs.

   Now we must stop this confabulating chat and recommend you to read 
about the real world that you will find in the following pages of this issue of IBD 
Congress News. Hopefully, you will learn more about some of the most recent 
developments and drugs in the field. Information that might be helpful, when 
treating and improving the life of your patients, enjoy reading! 

Tom Øresland and Jonas Halfvarson
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T he first session had the title Explo- 
ring IBD over time, and Dr Joanna 
Torres, Portugal was the first spea- 
ker.

– An exponential increase in the number 
of IBD patients living in the Western world 
is expected – due to compounding preva-
lence. The number of patients with IBD in 
newly industrialised countries will likely 
approximate that in the Western world– 
owing to rising incidence and prevalence 
and rapidly growing populations, she start-
ed by stating.

The disease starts many years before it is 
detected
Why is prediction so important? Accor- 
ding to Dr Torres, understanding the cri- 
tical early events that take place before 
disease is diagnosed can ultimately lead to 
development of strategies directed at the 
primary and secondary prevention of IBD.

– The concept of a preclinical phase in 

immune mediated diseases has been ex-
tensively explored in rheumatoid arthritis 
or type 1 diabetes, she underlined.

So how can we gain insight into preclini- 
cal IBD? There are two ways: Studies in 
at-risk populations (families) and studies 
in the general population via serum repo- 
sitories.

– But there are several limitations in 
prior studies in the general population – 
there is a limited number of patients, one 
sample per patient, and it is not possible 
to infer which pathways may be have been 
altered before diagnosis.

We do know that early life events and 
childhood exposures may be important in 
determining the risk of IBD.

– There is increasing incidence of IBD 
in young children, and in the second gene- 
ration of immigrants coming from low- to 
high incidence areas. Caesarean section, 
exposure to antibiotics in childhood and 
pregnancy etc. increases risk in later life, 

Dr Torres said. Therefore understanding 
the preclinical stages of IBD might enable 
accurate identification of at-risk indivi- 
duals for disease development and specific 
phenotypes.

– Available evidence suggests that the 
disease processes start many years before 
disease is clinically detectable, and that 
IBD may be predicted before diagnosis 
with good accuracy. The “preclinical” pe-
riod of IBD may constitute a window of 
opportunity for modulating – or even in-
tercepting – disease risk.

Hopefully, future studies prospectively 
collecting serum, genetic microbial and 
environmental biomarkers etc. could im-
prove and define high risk groups for di- 
sease prediction and disease prevention 
trials, Dr Torres ended her lecture.

Barrier dysfunction a primary defect of CD
Dr Jonas Halfvarson, Sweden, presented 
a study on barrier dysfunction in Crohn’s 

Once again the ECCO Congress set a record in number of delegates attending - 6 614 registrants from 
86 countries had come to participate in the Meeting. It took place in Vienna, Austria, February 14-17.

The motto for 2018 was ”Science changing patients life”. They were all greeted welcome at
the Opening Ceremony by Prof Julian Panes, President of ECCO.
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disease (CD). It aimed to assess if intesti-
nal barrier dysfunction is a primary defect 
or a consequence of inflammation – and 
to evaluate the influence of genetics and 
environmental exposure on paracellular 
and bacterial uptake in twins discordant 
for CD.

– Twins were identified from a previous-
ly described population based cohort of 
twins with IBD. Discordant twin pairs of 
the same sex with CD, without past exten-
sive resection, were invited, he explained.

None-related individuals with normal 
ileum undergoing colonoscopy for polyp 
surveillance served as external controls.

– An increased paracellular permeability 
was observed in healthy co-twins in twin 
pairs discordant for CD – strongly sugges- 
ting that barrier dysfunction is a primary 
defect of CD, Dr Halfvarson reported.

The dysregulated barrier might be ex-
plained by the influence of genetics, as the 
authors observed a significant increase in 
paracellular permeability in healthy mono- 
zygotic co-twins, compared to dizygotic 
twins.

– Passage of E.coli seems to be a conse-
quence of inflammation, rather than rep-
resenting a primary defect, Dr Halfvarson 
concluded.

Biologics change serum immune profiles
In the last decade, anti-alpha4beta7 and 
anti-IL12/IL23p40 antibodies became 
available as an alternative to anti-TNF 
agents for patients with IBD. Many pa-
tients need to switch between different 
types of biological treatment during their 
disease course. Biological-naive patients 
had better outcomes compared to exposed 
patients.

– It is unclear if this is due to alterations 
in immune pathways triggered by biologi-
cal exposure or more progressive disease, 
said PhD Magali de Bruyn, Belgium.

She presented a study with two aims: To 
study the influence of previous biological 
exposure on serum immune profiles in 
patients who need to switch to another 
biologic.

– Our second aim was to study if serum 
immune profiles differ in exposed versus 
naive patients. And if the answer is yes, is 
this due to previous biological exposure – 
or a more progressive disease?

Ms de Bruyn reported that the investiga-
tors had found that exposure to different 
types of biological treatments is associa- 
ted with specific changes in serum immune 

profiles. These differ between exposed and 
naive patients due to both disease progres-
sion and biological exposure.

– Further studies should now prospec-
tively characterise differences in serum 
immune profiles on a large scale to see if 
these can aid clinicians in personalised 
therapeutic decision making, was her conc- 
lusion.

Early disease has different pathology
Evolution of disease pathways in early CD 
– early versus late disease was the title of a 
lecture given by Prof Gerhard Rogler, Swit-
zerland.

– What is early disease, he started by 
asking.

The definition of IBD of short duration 
is that the disease duration has been less 
than 18 months, and there has been no pre-
vious use of disease modifying agents.

– That is a clinically useful definition, 
but it does not tell us anything about bio- 
logy, Prof Rogler commented.

Do we diagnose IBD in time? Data shows 
there is a significant diagnostic delay.

– This is a problem that causes damage 
to these patients. They have a much higher 
risk of stricture and surgery – not being 
diagnosed early is a clinical problem for 
patients, he continued.

Is early disease different? Prof Rogler 
presented data that show that it is.

– There is a difference in pathology, but 
we have difficulties in diagnosing it.

There are conflicting data on early thio- 
purines for IBD. In cohort studies it has 
been shown that these reduce rates of 
surgery, but there is no convincing benefit 
for thiopurines in large population-based 
studies.

 
Pros and cons with early intervention
Evidence from the REACT trial from 2015, 
shows that the benefits of early combined 
immunosuppression for clinical remission 
were modest and non-significant com-
pared with those on conventional manage-
ment. However, it was noted a reduction in 
major adverse outcomes – such as surgery, 
hospital admission or serious disease-re-
lated complications.

– In ulcerative colitis (UC), prospec-
tive cohorts are needed to evaluate the 
impact of recent strategies of early use of 
disease-modifying therapies and treat-to-
target approach with immunomodulators 
and biologics, Prof Rogler said.

He ended his lecture with data from a 

Joanna Torres Jonas Halfvarson

“THERE IS A DIFFERENCE IN
PATHOLOGY, BUT WE HAVE

DIFFICULTIES IN DIAGNOSING IT”
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European population-based inception co-
hort on the natural disease course of CD 
during the first 5 years.

– Despite patients being treated early 
and frequently with immunomodulators 
and biological therapy in Western Europe, 
5-year outcomes – including surgery and 
phenotype progression – in this cohort 
were comparable across East and Western 
Europe. Differences in treatment strategies 
between Western and Eastern Europe did 
not affect the disease course. But treatment 
with immunomodulators reduced the risk 
of surgery and hospitalisation, Prof Rogler 
said.

So there are both pros and cons with ear-
ly intervention in CD. 

– We should be cautious and use our 
brain. Treat early, but base your treatment 
decisions on an individualised risk/benefit 
analysis – and monitor efficacy regularly, 
was his take-home message. 

 
Phase II study on apremilast in UC
Apremilast is an oral small molecule inhibi- 
tor of PDE4, an intracellular enzyme that 
promotes production of proinflammatory 
mediators and decreases production of 

anti-inflammatory mediators. Apremilast 
works intracellularly to modulate these 
mediators in UC and other inflammatory 
diseases. It is approved for the treatment of 
active psoriatic arthritis, and moderate to 
severe plaque psoriasis. Apremilast is being 
evaluated in UC and Bechet’s disease.

Prof Silvio Danese, Italy, presented a 
Phase II study on apremilast for active UC. 
Patients were randomised 1:1:1 to receive 
aprimilast 30 mg, 40 mg or placebo. Data 
presented at ECCO were from 12 weeks. 
A blinded active treatment and extension 
phase is ongoing.

– Patients treated with apremilast 
achieved clinically meaningful improve-
ments in disease activity as compared to 
placebo, Prof Danese said.

Patients in the 30 mg arm achieved im-
provements in clinical remission, endosco-
py, biomarkers of hsCRP and faecal calpro-
tectin – and mucosal healing by endoscopy 
and histology. Patients in the 40 mg arm 
achieved improvement in clinical response 
and hsCRP and faecal calprotectin.

– No new safety signals were detected 
with apremilast treatment in this study 
population, Prof Danese summarised the 
findings.

New drugs 
Small molecules are back, Prof Laurent 
Peyrin-Biroulet stated in a lecture.

– Historically, management of IBD has 
been based on small molecule drugs – cor-
ticosteroids, thiopurines, methotrexate 
and aminosalicylates, he said. 

In the last 20 years, the approval of mono- 
clonal antibodies has been a revolution – 

but biologics have limitations.
– They have modest efficacy, with up to 

30 % non-responders and 10 - 20 % loss 
of response per year, Prof Peyrin-Biroulet 
pointed out.

Also there is the risk of immunogenicity, 
costs and the fact that they require paren-
teral administration (intravenous or sub-
cutanous). 

JAK-inhibitors are small molecules. Prof 
Peyrin-Biroulet presented three of them: 
Tofacitinib, filgotinib and upadacitinib. 

– Then we have a new mechanism in IBD 
– sphingosine-1-phosphate (S1P) receptor 
modulators. Therapeutic S1P1 modulators 
act as super agonists inducing sustained 
receptor internalisation, making T-cells 
unresponsive to he S1P gradient and trap-
ping them in the lymph node.

Ozanimod and etrasimod are S1P re-
ceptor modulators being developed. The 
TOUCHSTONE study on ozanimod in UC 
shows similar outcomes to biologics.

In his conclusions, Prof Peyrin-Birou-
let said that conventional small molecule 
drugs have played an important role for 
decades.

– Intrinsic characteristics of small mole- 
cule drugs could tackle problems of cur-
rent IBD treatment paradigm – such as 
oral administration, no immunogenicity 
and being efficacious in case of biological 
failure.

Surgery can improve sexual function
Dr Eugeni Doménech, Spain, had a talk on 
sexual dysfunction in IBD. There are many 
potential factors that may impact sexuality 
in IBD – symptoms such a abdominal pain, 
body image and drug-related collateral ef-
fects. 

When it comes to relationship status, 
the rates of partnership among IBD pa-
tients appear to be similar to the general 
population.

– There is no specific tool to measure 
sexual function in IBD. The gold standard 
scores to access sexual function is the In-
ternational index of erectile dysfunction in 
men, and the Female sexual function index 
for women, Dr Doménech said. 

Corticosteroids are the only drug that 
has been involved in sexual dysfunction – 
by alteration of body image (acne, weight 
gain etc.) and by disturbing in intimacy 
(oral and vaginal candidasis, diabetes, 
mood changes etc.) Methotrexate has been 
associated with impotence in rheumatoid 
arthritis.

Silvio Danese Laurent Peyrin-Biroulet

ECCO CONGRESS 2018
VIENNA, AUSTRIA
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NEW HORIZONS - 
A GUT REVOLUTION
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– Treating these disorders psychiatrical-
ly has been shown to reduce these dysfunc-
tions, Dr Doménec stated.

He then turned his attention to sexual 
dysfunctions after surgery.

– Pelvic surgery may damage pelvic 
nerves or induce structural pelvic changes 
leading to sexual dysfunction. But most 
studies include small sample sizes, focus 
on ileostomy and IPAA, and only measure 
post-operative dysfunction. Data suggests 
that these surgeries do not impact on se- 
xual function – they even improve sexual 
function because of their impact on illness 
perception. IPAA seems superior to ileo- 
stomy because of lower impact on body 
image. 

Sharing information is therefore impor-
tant. Dr Doménech pointed out that 50 % 
of patients would like to know the impact 
of IBD on sexuality and intimacy at diag-
nosis – and believe their gastroenterologist 
is the suitable person for this.

– But there is a reluctance to discuss 
these topics when there is a patient - phy-
sician mismatch.

In his conclusions Dr Doménech said 
that women with IBD are at special risk for 
sexual dysfunction. Psychological prob-
lems are the main driver, depression being 
the greatest risk factor.

– Chronic illness perception, body image 
dissatisfaction and active disease seem to 
be the final causes of psychological distur-
bances. Screening for psychiatric symp-
toms, treatment for depression or anxiety 
and inducing IBD remission seem to be the 
easiest and more efficient way to restore 
quality of life – including sexual life, he 
ended his talk.

IBD disability index
Prevention of disability in IBD was the 
topic for a lecture given by Prof Jean-
Frédéric Colombel, USA. He started by 
defining disability.

– I think there are misunderstandings 
on this. Disability refers to the problem 
that you have in different areas of health 
domains (objective), whereas quality of 
life refers to how you feel about these limi- 
tations and restrictions (subjective). For 
example: Difficulties in walking (disabili-
ty), in contrast to how you feel about this 
(quality of life). 

IBD is associated with significant disa-
bility, Prof Colombel noted.

– Lower socioeconomic status is associa- 
ted with more disability in IBD. 

He described the IBD disability index, 
and the validation of this objective tool and 
encouraged everyone to use it.

– It only takes 10 minutes to fill in!
The problem with IBD trials is that they 

last for maximum 12 months. Future di- 
sease modification trials should consider 
the inclusion of early IBD and the use of 
Lemann-index as validated endpoints.

– Patient empowerment and shared de-
cision-making are keys to maximise per-
sonalised therapy and compliance – and 
minimise disability. The role of the envi-
ronment and the caregivers in patient’s 
well-being should be addressed, Prof Co-
lombel summarised.

What the patients want
– We can do so much better for IBD care, 
Prof Cory Siegel, USA, stated.

He was talking on patients perspectives 
on treatment goals. 

Anti-TNF was approved for IBD 20 
years ago, but Prof Siegel presented data 
from 16,260 patients with CD that showed 
that only 3 % were on a biologic – 42 % 
were on corticosteroids.

– And these data are from last year! We 
are not taking advantage of the progress.

The overall use of biologics at any time 
point – i.e. “ever use” – was 19 % for CD 
patients and 6 % for UC, he added.

– Why is this so? I don’t think it’s about 

costs. I think it is that even though we want 
to educate our patients, we can’t do that 
with “phone over the shoulder medicine” 
– there are too many steps to go through.

Prof Siegel underlined that we need to 
help patients understand the implications 
of their disease. But we don’t want people 
to be too scared of their disease.

– But perhaps they need to be more 
scared than they are – enough to respect 
the significant, irreversible and destructive 
nature of bowel inflammation.

Patient-centered care means under-
standing what is most important to pa-
tients with IBD. According to Prof Siegel, 
to the patient mucosal healing is not so 
important.

– To be able to do the things they used to 
do – to live normally – is what they want. 
And that is the “hook” I use when I talk 
with them about their treatment.

He recommended to just ask the patient 
what their number one concern or goal is 
related to their IBD. This could be related 
to a symptom, worry for the future, or how 
IBD might impact an upcoming life event.

– Patients want what we want – remis-
sion, no ostomy, prevent cancer – but we 
need to help them understand that their 
goals can be achieved with optimisation of 

Eugeni Doménech Cory Siegel

“WE CAN´T EDUCATE PATIENTS 
WITH PHONE-OVER-THE-

SHOULDER-MEDICINE”
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medical treatment. Our patients’ outcomes 
will be better if we can provide them per-
sonalised, proactive and patient-centered 
care, Prof Siegel concluded. 

New rapid assays for TDM
Prof Ann Gils, Belgium, talked about thera- 
peutic drug monitoring (TDM) to guide 
clinical decision-making. She continued 
by describing several different TDM as-
says and the general algorithm for loss of 
response on drug and anti-drug antibody 
(ADA) measurement.

– If the patient has low drug trough con-
centration, and no ADA – intensify dosing. 
If there are low drug trough concentration 
and ADA – switch within class. And finally, 
if there are sufficiently high drug concen-
tration, with or without ADA, switch out of 
class, Prof Gils said.

One of the barriers of TDM in clinical 
practice is the time lag from test to result. 
Therefore Prof Gils talked about new, rap-
id assays. One is called Fiber optic surface 
plasmon resonance (FO-SPR) and anoth-
er Lateral flow (LF) technology. She de-
scribed these in more detail.

– With these point of care assays, the 
required time to perform is reduced, and 
they require a minimum of laboratory 
equipment. A Nurse can operate it, and 
they do not require transport to a central 
laboratory. They do not require multiple 
samples in order to be cost-efficient, and 
have several application opportunities, 
were Prof Gils’ take-home messages.

E-health has a bright horizon in IBD
Dr Pascal Juillerat, Switzerland, talked 
about web-based registries, which are 
clearly linked to e-health.

– Our patients are ready for this, he sta- 
ted.

Dr Juillerat presented several different 
smart-phone apps for patients, and talked 
about the reasons for an interest in regist- 
ries.

– Only 6 % of patients, mostly with se-
vere disease, participate in clinical trials. It 
can take years until these data are translat-
ed into useable information for them. Re- 
gistries provide more “real practice” data.

He added that “patient-powered” pa-
tient registries and research networks 
exist since as early as 1995.

In his conclusion he underlined that 
e-health has a bright horizon in IBD, 
thanks to an ideal (i.e. mostly young) 
patient population.

– The amount of data collected trough 
different web-based registries is rising in 
complexity and heterogeneity. So there is a 
need for uniformisation of real world data.

It seems that the human/physician in-
vestment is going to be huge.

– The solution is probably a combined 
approach: Patients initiate registration and 
enter data, while physicians verify details 
through the same web portal, Dr Juillerat 
finished.

Optimise the patient before surgery
A lecture on how to get the patient ready 
for surgery was jointly held by Surgeon 
Paulo Kotze, Brazil, and Gastroentero- 
logist Peter Irving, UK. Dr Irving talked 
about the importance to control sepsis and 
nutrition.

– An association between poor surgi-
cal outcomes and poor nutrition has been 
identified for nearly 100 years, he stressed.

Even so, up to 85 % of CD patients have 
poor nutrition.

There are many advantages of enteral 
nutrition: It avoids the need for central ve-
nous catheter, it is cheap and, contrary to 
what many believe, tolerable in most pa-
tients – with dietetic support.

– Limited data suggests it improves 
post-operative BMI, albumin and CRP. 
Also that it reduces post-operative anas-
tomotic leaks, intra-abdominal abscess, 
wound infection and diverting stoma, Dr 
Irving continued. 

Optimise patients by stop smoking, cor-
rect anaemia and hypoalbuminaemia and 
think about drugs. Discuss surgical plans 
with both the team and the patient, en-
sure thromboprophylaxis and consider 
post-operative plans, Dr Irving said.

Conflicting data on vedolizumab
Dr Kotze then talked about steroids. These 
are associated with a higher risk for post-
operative complications.

– But azathioprine is not associated with 
a poor outcome, this is established in an 
ECCO statement, he underlined.

The first prospective study analysing 
postoperative complications and previous 
anti-TNF infliximab with serum levels in 
CD (2014) showed such an association. So 
Dr Kotze presented an algorithm for clini- 
cal practice.

Ann Gils Pascal Juillerat
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– In elective abdominal surgery, ope- 
rate as far as possible from the last dose 
of biologic. Then create an anastomosis. 
In emergency surgery – if the patient are 
not on steroids, have a good nutrition and 
good local conditions – you can consi- 
der an anastomosis. If previous steroids, a 
malnourished patient with bad local con-
ditions – create a stoma. 

What if the patient has been on vedo- 
lizumab? There was an alarm report from 
Mayo clinic on postoperative outcomes for 
patients.

– But recent studies from Leuven (2017) 
were unable to confirm this. And a poster 
presented here at ECCO this year, on 45 
IBD patients with 30 having detectable 
levels of vedolizumab, found no difference 
in high versus undetectable levels in post-
operative morbidity, infectious complica-
tions and re-admissions, Dr Kotze conti- 
nued.

He also described staging surgery for 
UC.

 – The more you stage the operation, 
the less leaks you will have from IPAA, he 
pointed out.

Dr Irving then summarised their final 
messages.

– Complications in IBD surgery are mul-
tifactorial – bad medical techniques is as 
dangerous as bad surgical technique. Op-
timise patients – in CD there is normally 
time to do this.

Avoid steroids at all cost – and consider 
the risk/benefit with other drugs.

– And stomas are safe, in both CD and 
UC a staged procedure is often the safest.

The importance of patient counselling
Surgeon Antonino Spinelli, Italy, and Dr 
Gionata Fiorino, Italy, also had a tandem 
talk. They talked about enhanced recovery 
pathways.

– The path to surgery for IBD patients 
has greatly evolved, said Dr Fiorino.

He went back to the nineties. Then there 
were no structural recommendations on 
drugs, and imaging techniques were not 
so evolved.

– Patients feared surgery, said Dr Spinel-
li.

Dr Fiorino continued with the multidis-
ciplinary team (MDT), and quoted an ar-
ticle on MDT in presence of the patient in 
Colorectal diseases from 2017:

“The symptoms and the feeling of the 

patient are an essential part of the deci-
sion-taking process”.

Dr Fiorino also described a study on 
pre-operative imaging with MR enterog-
raphy for optimal surgical planning.

– In 68 of 75 patients (90,7 %) both the 
approach and the strategy were correctly 
predicted by MR enterography.

But sometimes patients expect too much 
from surgery, so he gave some advice on 
patient counselling. 

– First – adjust expectations. Inform 
extensively patient and caregivers on ex-
pected course, logistics (plan discharge in 
advance), address practical issues as de-
hydration prevention if stoma. Remember 
that stoma preoperative counselling de-
creases postoperative anxiety.

Minimal invasive surgery a game changer
Dr Spinelli then talked about minimal 
invasive surgery and enhanced recovery 
pathways. He called it a “(R)Evolution in 
surgery”.

– Minimally invasive surgery in IBD is 
golden standard, he pointed out.

Single port surgery is an evolution of 
laparoscopic surgery. 

– It is not only about smaller scars, it is 
about minimising the surgical trauma, Dr 
Spinelli underlined.

He presented a study on enhanced re-
covery pathway combined with laparo-
scopic surgery after ileocecal resection 
for CD. It was a case-matched analysis, 
in which 20 patients were matched with 
70 patients who underwent conventional 
care.

– The analysis found a significantly 
faster return of bowel function and shor- 
ter hospital stay for the enhanced reco- 
very group compared to conventional care 
pathway.

In their conclusions they established 
that the perioperative path for IBD pa-
tients has improved dramatically over 
recent years. Minimally invasive surgery 
was a game changer for both the patient 
and the surgeon.

– Pre-, peri- and postoperative course 
benefits from multidisciplinary collabora-
tion. The aim is to reduce the hit of surgery 
– not only technically!

A dedicated training programme for Ta-
TME is needed
Ta-IPAA stands for transanal minimally in-
vasive proctectomy with ileal pouch anal 
anastomosis. Dr Gianluca Pellino, Italy, 

Antonino Spinelli Gionata Fiorino

“MINIMALLY INVASIVE
SURGERY IN IBD IS

GOLDEN STANDARD”
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presented a study that aimed to assess the 
short term outcomes of Ta-IPAA by using 
data from the Ta-TME registry.

– Trans-anal total mesorectal excision 
is a bottom-to-up approach to proctetomy, 
originally proposed for rectal cancer. The 
procedure is particularly useful in male, 
obese patients with a narrow pelvis, Dr 
Pellino explained.

He told the audience that the investiga-
tors had found that transanal minimally- 
invasive proctectomy with IPAA is feasible 
and safe in patients with UC.

– It is associated with relatively low 
rates of re-operation and anastomotic lea- 
kage. And our data indicate that there 
might be a possible reduction in pouch 
failure, Dr Pellino said.

He pointed out at the end that a dedica- 
ted training program has to be established 
for Ta-IPAA – in order to ensure the quality 
of performing this procedure.

Recurrence is common in CD 
Prof Pierre Michetti, Switzerland, talked 
about preventive strategy after resection 
surgery in CD.

– A large majority of patients with CD 
– 70 % – will experience resection sur-
gery. And over 75 % of these patients are 
considered at high risk of recurrence with 
current criteria, he underlined.

Prof Michetti presented a meta-analysis 
of controlled trials on postoperative CD 
recurrence with anti-TNF therapy. This 
showed that post-operative prophylaxis 

with thiopurines and anti-TNF antibodies 
can reduce and delay recurrence.

– An endoscopic recurrence preceeds 
clinical recurrence, so endoscopy-driven 
strategy is currently the best approach. 
A follow-up strategy with calprotectin is 
being developed.

In the future, microbiota analysis look-
ing for a reduction in Faecalibacterium 
prausnitzii may help to identify those with 
risk of recurrence.

– Novel stratification approaches and 
new interventions such as microbiota 
manipulations, should be further studied, 
Prof Michetti summarised.

The incidence of low-grade dysplasia
IBD patients have an increased risk for 
colorectal cancer (CRC). Previous low-
grade dysplasia leads to a higher risk for 
CRC.

This was pointed out by PhD Michiel de 
Jong, The Netherlands, who presented a 
study on long-term risk of high-grade dys-
plasia and CRC in IBD.

– The aims were to determine long-term 
cumulative advanced neoplasia incidence 
following colonic low-grade dysplasia in 
IBD patients. Also to identify risk factors 
for advanced neoplasia development fol-
lowing colonic low-grade dysplasia in IBD 
patients, he said.

It was a nationwide retrospective co-
hort study, in which all IBD patients with 
colonic low-grade dysplasia between 1991 
and 2005 were included. They were sys-
tematically followed up until January 2016.

– We found that the cumulative inci-
dence of advanced neoplasia following co-
lonic low-grade dysplasia in IBD is 21,9 % 
after 15 years. The risk factors of patients 
with low-grade dysplasia to develop ad-

vanced neoplasia are: Older age (55 years 
or more) when low-grade dysplasia ap-
pear, male gender and a duration of IBD 
more than 8 years at low-grade dysplasia 
diagnosis, Ms de Jong concluded.

Age and use of immunomodulators the 
main risk factors
Dr Thomas Greuter, Switzerland, presen- 
ted a study that aimed to comprehensive-
ly analyse patients in the Swiss cohort in a 
cross-sectional and longitudinal manner to 
determine frequency and incidence rates 
of cancer – and to evaluate risk and pro-
tective factors.

– For longitudinal analysis, only IBD pa-
tients without cancer at the time of enrol-
ment, and with at least one follow-up visit, 
were included, he said.

122 of 3119 patients (3,9 %) were iden-
tified with malignancy – gastrointestinal 
cancers were the most prevalent.

– Development of cancer was observed 
in 2,6 % of these patients over 5 years of 
follow-up in this large nation-wide cohort, 
Dr Greuter reported.

The conclusion was that IBD patients 
have an increased risk for Non-Hodg-
kin lymphoma and bilary cancer, while 
no such increased risk was observed for 
cancer overall in particular.

– Age and recent use of immunomodu-
lators are the main risk factors for deve- 
lopment of malignancies – while treatment 
with 5-ASA and biologics are protective, 
Dr Greuter summarised the findings.

Prof Julian Panes’ two years term as 
President for ECCO had come to an end at 
the Conference.

– I want to thank the Governing Board, 
and all ECCO Committee Members, he 
said at the end of the Meeting.

– But I leave you in excellent hands. The 
new President is Prof Silvio Danese, Italy, 
and during this Meeting Prof Laurent Pey-
rin-Biroulet, France, has been chosen as 
President-elect.

Prof Panes also thanked the ECCO Office 
for their outstanding work all year round.

– And I want to thank everyone of you 
that has contributed to make this Meeting 
a success. I hope to see you all in Copen- 
hagen for the next ECCO Congress in 
March 2019.

And with these words, ECCO 2018 was 
over.

Per Lundblad  
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IBD 2017 - THERAPEUTIC
AND BIOLOGICAL BARRIERS

T he first lecture on this day was given 
by Prof Raja Atreya, Germany. He 
talked about luminal therapy with 
small molecules.

– Small molecules have low molecular 
weight, and are physically stable small or-
ganic compounds. They have short serum 
half-life, are non-antigenic and their form 
of application is variable – mostly oral, he 
said.

Combining treatments for IBD is likely
Luminal therapy with small molecules 

have made the transfer from bench to bed-
side. They show signs of efficacy with a 
good safety profile.

He first talked about GED-0301which is 
an oral SMAD7 antisense oligonucleotide. 
Inhibition of SMAD7 production restores 
TGF-beta signalling, thereby suppressing 
inflammatory cytokine production.

In a Phase II multicenter randomised 
clinical trial (RCT) on patients with active 
CD, GED-0301 for 12 weeks demonstrat-
ed 67 % of patients had a clinical response 
(defined as CDAI decrease from baseline 

with 100 or more) – and clinical remission 
(CDAI less than 150) in 48 %.

However, GED-0301 with the brand 
name Mongersen, has been withdrawn by 
its manufacturer due to lack of efficacy in 
Phase III.

Prof Atreya also presented other trials 
on small molecules. A Phase IIa study on 
submucosal STNM01 (a chemical synthe- 
tic double strand RNA oligonucleotide) in 
ulcerative colitis (UC) had good results. 

– More trials are awaited. Effective the- 
rapy for IBD will probably require combin-

Falk Symposium 209 had a program that aimed to shed light into the better understanding of the intes-
tinal microflora and the subsequent interaction with the host. Novel therapeutic concepts, barriers and 

challenges we all face in our daily IBD practice were discussed and summarised. The Symposium
was held in Berlin in October 6 - 7, 2017. Prof Britta Siegmund, Germany, was Chair of the

Scientific Organisation. IBD Congress News sat in on the second of the two days.

IBD 2017 BERLIN
FALK SYMPOSIUM 209
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ing treatments to affect multiple targets – 
i.e. luminal therapy with small molecules 
in combination with biologicals or sequen-
tial induction-maintenance, Prof Atreya 
summarised.

Thiopurines and methotrexate
New tricks, known drugs was the title of Dr 
Peter Higgins, USA, talk. 

– I will discuss multiple off-label uses. 
These approached are not supported by 
prospective, rigorous randomised clinical 
trials – much of the data I will present is 
anecdotal, Dr Higgins underlined.

So why would we need tricks? 
– Many therapeutic choices are now 

available for IBD. Clinical trials tell us 
whether, and at what dose, a drug works 
for the average subject – but patients vary. 
We would like to get the best value from all 
our IBD drugs, he explained.

He started with optimising thiopurines. 
– Simplify your practice – pick either 

6-MP or azathioprine. Azathioprine is a 
bit easier to fine-tune. There are a lot of 
papers produced on metabolites, but they 
are not very useful. Pharmacodynamic 
markers are better, and can produce better 
clinical outcomes.

Methotrexate (MTX) is effective for CD, 
and in some cases for UC – but persistence 
is poor, Dr Higgins continued.

– Use of short-term MTX can be very 
helpful in setting of abscess in CD. A large 
and complicated abscess is a contraindi-
cation to systemic steroids or anti-TNF 
therapy.

MTX is a structural cousin of trime- 
thoprim (an antibiotic used mainly in the 
treatment of bladder infections). Maximis-

ing MTX requires dose titration, conside- 
ration of drug interactions and support 
through adverse effects. It has moderate 
anti-microbial effects, and can be given for 
mucosal inflammation in the setting of an 
abscess for 3 - 6 months. It is often help-
ful for achieving drainage and for abscess 
resolution – but watch for MTX-antibiotic 
interactions.

– Challenges are that there are no useful 
biomarkers to monitor MTX, drug interac-
tions and that it is teratogenic – so MTX is 
contraindicated in pregnancy.

Protocol lowered colectomy rates
Tofacitinib metabolism interacts with 
azoles (antifungal treatments), which in-
crease exposure to tofacitinib more than 
two times, although this can vary by pa-
tient.

– This means that tofacitinib can be op-
timized at lower cost with azoles, so we 
can get more out of the drug, Prof Higgins 
pointed out.

Response metrics can identify respon- 
ders to vedolizumab at week 6, by using 
laboratory value-based algorithms.

– Use GEMINI trial data to predict week 
52 biologic remission. Then use machine 
learning on lab values at week 6 – after 2 

infusions – to train prediction model on  
70 % of the data set, selected randomly. 
Then test the prediction on the remaining 
30 % of the data set. These are highly gene- 
ralisable data from multicenter clinical tri-
als – but they would benefit from prospec-
tive validation.

Finally, Prof Higgins talked about proto-
colising acute severe colitis care.

– We have developed and refined acute 
severe UC protocol in Michigan. This has 
given us more consistency in care, and a 
more rapid rescue medication – or surgery. 
The colectomy rate has gone down from 
approx. 30 % to approx. 20 %. The proto-
col is freely available at www.med.umich.
edu/ibd/docs/severeucprotocol.pdf and it is 
updated annually.

Infliximab rescue has been found to help 
acute severe UC, but an increasing number 
of patients have already failed infliximab.

– But tofacitinib can produce rapid res- 
ponses. There are no issues with antibo- 
dies to drug, and a short half-life (3,5 
hours) so it can clear rapidly if surgery is 
needed, Prof Higgins stated at the end of 
his lecture.

Raja Atreya Peter Higgins

“INFLIXIMAB RESCUE HAS
BEEN FOUND TO HELP

ACUTE SEVERE UC”
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No efficacy for pre- or synbiotics in IBD
Registered dietician Lihy Godny, Israel, 
presented data on the increasing sales in 
the pro- and prebiotic market. She conti- 
nued with the changes in the gut microbi-
ome in IBD.

– The key question is if this is an abnor-
mal immune response to a normal micro-
biota – or if it is a normal immune response 
to an abnormal microbiota?

Then she turned to her topic of pre-, 
pro- and synbiotics. Probiotics are live 
microorganisms/ microbial products that 
alter the microbiota and confer a health 
benefit to the host. Synbiotics are products 
in which the prebiotic compound(s) selec-
tively favour the probiotic organism(s). 

– Microbial manipulation is an impor-
tant strategy in treating IBD, but there is 
no shown efficacy for probiotic therapy in 
CD, Ms Godny said.

Instead probiotic therapy should be 
considered for UC – inducing remission 
in mild to moderate disease, and for main-
taining remission. Also in pouchitis – for 
primary and secondary prevention.

– Caution should be taken with critically 

ill patients. And there is no efficacy for the 
use of pre- or synbiotics in IBD, she con-
tinued.

Further research is warranted – on homo- 
genous phenotypes, controlling the diet 
and other external factors and standar- 
dized sampling, storing and analysis.

– These should be longitudinal rather 
than single-point-in-time. Sampling should 
take place at the likely site of action: mu-
cosal sampling, small intestine and the co-
lon. We also need high quality RCTs, RD 
Godny said.

Tools to limit the number of consultations
IBD is an ideal ground for therapeutic 
education.

– They are often young subjects, with a 
chronic disease that cause personal and so-
cial problems. We have today more sophis-
ticated treatments and more ambitious 
treatment goals – but frequent non-adhe- 
rence, Prof Jacques Moreau, France, point-
ed out.

He described the ECIPE study, which 
main aim was to demonstrate that an 
educational program could have a signifi- 
cant impact on IBD patient’s skills with 
regard to their disease.

– The conclusion was that educational 
programs do improve the skills of IBD pa-
tients. The benefit is maintained for at least 
12 months after discontinuation of the pro-
gram, Prof Moreau reported.

He also talked about e-health.
– The best combination for the future is 

therapeutic education plus telemedicine. 
But we need to find good biomarkers, and 
we need to have more educators – physi-

cians, IBD nurses, psychologists, dieticians 
and expert patients. Finally we need to de-
velop good web platforms.

To use these tools allows potentially to 
limit the number of consultations, of hos-
pital admissions and phone calls.

– It allows to improve the reactivity for 
good therapeutic decisions, improved ad-
herence and to control side-effects – and 
perhaps to limit complications. Finally it 
will save time and costs for healthcare, 
Prof Moreau finished his talk.

Define patient and provider specific goals
Dr Millie D. Long, USA, talked about the 
patient’s perceptions of treatment of IBD. 
Cancer risks is the highest concern for pa-
tients, she underlined.

– We must think on how to communi-
cate those risks. Absolute risk of a disease 
is your risk of developing the disease over 
a time period and can be expressed in dif-
ferent ways: 1 in 10 risk, 10 % risk and 0,1 
risk. Relative risk is used to compare the 
risk in two different groups of people – one 
need to know the absolute risk to frame 
this risk, Dr Long explained.

Her advice was that absolute risk is bet-
ter in communication of risk to patients.

– Avoid decimals (such as 0,06), keep 
common denominators (such as x/10 000) 
and provide visual aids help (i.e. turn num-
bers into pictures). Also give a perspective 
to other disease and life risks.

In Dr Long’s conclusions she stated that 
one should define patient and provider 
specific goals of therapy, as those may dif-
fer – for example social/quality of life out-
comes and endoscopy.

IBD 2017 BERLIN
FALK SYMPOSIUM 209

Lihy Godny Jacques Moreau
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– Discuss risks of therapy with patients, 
and pay particular concern of malignancy. 
Use absolute numbers and provide data in 
setting of risks of disease itself.

Providers and patients prioritize a re-
search agenda differently.

– There is more emphasis on diet and 
complementary agents for patients. A 
patient input on aspects of study design 
and relevant outcomes for clinical trials 
is needed. Combining these agendas may 
lead us to better IBD outcomes, was Dr 
Long’s final statement.

Targets in IBD
Treat-to-target (T2T) - is this a meaningful 
paradigm? This was the topic for two lec-
tures, one in favour, and one that did not 
agree. The first speaker was Dr Filip Baert, 
Belgium, who was pro T2T.

– We have moved from clinical response 
to deep remission as our target. Why? 
Because in CD, there is a big difference 
between symptoms and ongoing tissue 
damage, he stressed.

Dr Baert presented data that showed 
that mucosal healing predicts sustained 
clinical remission in CD. He continued 
with the CALM study, the latest evidence 
for the benefit of T2T.

– In CALM, one arm had patients that 
were escalated if target was not met, the 
other arm had standard of care. The dif-
ference was significant for the T2T arm at 
the endpoint after 48 weeks after rando-
misation.

So what should be the targets in IBD? 
According to Dr Beart, in the short term it 
should be clinical remission and minimi- 

sing the side effects. Also normalisation of 
biomarker remission and mucosal healing.

– In the longer term they should be to 
avoid disease progression (in CD) and to 
avoid complications and serious adverse 
events. For UC – cancer and colectomy, for 
CD – repeated surgery in patients with ex-
tensive small bowel disease.

He ended with a quote from the Amer-
ican Baptist minister Benjamin Mays: 
“The tragedy of life does not lie in you not 
reaching your goal. The tragedy lies in 
having no goal to reach”.

Targets need to be individualised
Prof Gerhard Rogler, Switzerland, did not 
agree.

– There are many misconceptions in the 
T2T paradigm, he said.

There are both benefits and disadvantag-
es: T2T ‘s benefits are improved outcomes 
through better disease monitoring, and 
disease modification that can lead to re-
duction of damage, Prof Rogler admitted.

– But the risks include unrealistic tar-
gets: Mucosal healing is only achieved in 
40 % of patients, a rapid rotation of drugs 
is possible – which leads to frustrated pa-
tients and physicians. Also over-treatment 
with the risk for costs and safety.

Prof Rogler added the increased comp- 
lexity of treatment algorithms, increased 
immunogenicity and endoscopic proce-
dures and invasive tests to his list of risks.

– There is a lack of common definition 
on mucosal healing, he pointed out.

To treat to mucosal healing is a major 
reason for depression in IBD patients and 
physicians, and the rates for mucosal heal-

ing in recent clinical trials in CD are low 
– from 17,2 to 45,9 %.

– Risk-benefit studies on T2T are miss-
ing – and the paradigm is now more critical 
seen also in other diseases. Treatment tar-
gets need to be individualised, Prof Rogler 
ended his talk.

Both speakers ended their talk together 
with agreeing on the targets in IBD:

– To treat to steroid-free remission: Yes 
– this is a minimum, but it takes time and 
effort. Involve your patient, and utilize 
multidisciplinary care. Individualise treat-
ment and seek objective confirmation of 
response. Endoscopic remission is a good 
prognostic factor in the absence of other 
markers.

Reactive monitoring
Drug monitoring in biologicals was the 
topic of a talk given by Dr Gionata Fiorino, 
Italy.

– Anti-TNF does not work in all patients 
from start, he began by reminding he au-
dience.

Then there is secondary loss of response 
to anti-TNF. For infliximab the annual risk 
for this is 13 % per patient-year of fol-

Millie D. Long Filip Baert

IBD 2017 BERLIN
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low-up and for adalimumab the figure is 
20 % per patient-year of follow-up.

Dr Fiorina continued by talking about 
factors impacting on anti-TNF pharma-
cokinetics and anti-drug antibodies (ADA).

– We know there is a correlation bet- 
ween ADA and through levels. Data shows 
that higher trough serum concentrations 
are associated with better outcomes, he 
said.

This is where therapeutic drug moni-
toring comes in. Dr Fiorino presented a 
proposed algorithm for reactive therapeu-
tic drug monitoring (TDM) of anti-TNF 
maintenance therapy in IBD.

– If trough levels show supra-therapeu-
tic values, or therapeutic trough count 
more than 10 - 15 mg/ml of drug – dis-
continue it. Change to a non-anti-TNF 
drug or refer to surgery. If undetectable or 
sub-therapeutic trough count and no ADA: 

Escalate dose or reduce interval between 
infusion and consider adding an immuno-
modulator. IF ADA are found in low levels, 
do the same. If ADA are high, disconti- 
nue drug, switch to another anti-TNF, or 
change to a non-anti-TNF drug or refer to 
surgery, he explained.

Proactive monitoring
Then he presented a proposed algorithm 
for proactive TDM in maintenance. If 
trough count is supra-therapeutic, de- 
escalate dose or increase interval. 

– If the patient is on combination treat-
ment, consider stopping the immunomo- 
dulator and continue on mono-therapy.

In case of therapeutic trough count (5 - 
10 mg/ml) continue on same dosing. Con-
tinue proactive TDM every 6 - 12 months.

– If ADA appears, add immunomodula-
tor or optimise dosing on combo-therapy.

If trough count shows undetectable or 
sub-therapeutic trough count: If no ADA, 
escalate. If ADA are present, but low – es-

calate and consider adding an immuno-
modulator. Finally, if ADA are high – dis-
continue drug, switch anti-TNF or change 
to a non anti-TNF drug.

ECCO Statement
In his conclusions, Dr Fiorina said that a 
significant proportion of patients require 
optimisation while being under biological 
therapy. TDM by dosing trough count and 
antibodies can efficiently guide therapy 
optimisation.

– Proactive and reactive TDM are both 
efficient strategies for therapeutic mana- 
gement, but more evidence is needed to 
define minimal effective exposure thres- 
holds. Further RCTs comparing the effi-
cacy and safety of early optimised therapy 
based on TDM to target trough concentra-
tion versus standard induction dosing are 
needed!

He ended his lecture with ECCO State-
ment 6I:

“Confirmed loss of response to an anti- 
TNF agent should be first managed by 
dose optimisation. Dose increase or inter-
val shortening are equivalent strategies. If 
dose optimisation is ineffective, switching 
to another anti-TNF is recommended. 
Where available, measurement of serum 
anti-TNF through levels and anti-drug an-
tibodies could be used to guide optimisa-
tions strategy”.

Per Lundblad

“TDM BY DOSING TROUGH COUNT 
AND ANTIBODIES CAN EFFICIENTLY 
 GUIDE THERAPY OPTIMISATION”

Gerhard Rogler Gionata Fiorino
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PIBD IN BARCELONA 2017

T he symposium has so far been held 
every third year, but at the Ope- 
ning Session in Barcelona Dr Javier 
Martín de Carpi, Spain, and Prof Dan 

Turner, Israel, who both represented the 
organizers, told the audience that from 
now on this will a biannual Congress.

– The next will be given in Budapest 
2019, Prof Turner said.

 The delegates were also greeted wel-
come by Prof Julian Panes, President of 
ECCO.

– In ECCO, we are working with you 
paediatricians as much as we can. Our pae-
diatric content at the ECCO Congress will 
continue to increase, Prof Panes said.

Pitfalls of primary non-response
Prof Maria Dubinsky, USA, gave a lecture 

on how to manage the unsatisfactory re-
sponse to anti-TNF treatment. This she 
began by identifying three types of patients 
with unsatisfactory response:

– It could be the patient is not respon- 
ding – a primary non-responder. Or a pa-
tient who loses response, and finally a pa-
tient who refuses your therapeutic recom-
mendations, she said.

Prof Dubinsky started with primary 
non-response. This could be due to a bio-
logical mechanism (e.g. not TNF-driven), 
or that the cause of disease is not inflam-
mation – or the patient suffers from an in-
fection, especially C.difficile.

– It could also be a dose failure: Under-
dosage, or exposure issues – e.g. loss of 
monoclonals in stool.

The approach to primary non-response 

should be to use objective measures of di- 
sease activity, rule out strictures and infec-
tion and confirm adherence.

– Consider a switch from subcuta- 
neous to intravenous anti-TNF. Ask your-
self where the drug is going – understand 
who is at risk for needing more drug: 
Those with high inflammatory burden, low 
albumin or high CRP, males and those with 
a high BMI.

She presented a study from 2015 on fae-
cal loss of infliximab that had concluded 
that this loss may contribute to primary 
non-response in severe IBD colitis. 

There are many pitfalls of prima-
ry non-response: Giving up too early, 
waiting to long, not engaging sur-
gery early – or even first, inapprop- 
riate dosing (usually underdosing) 

PIBD 2017
BARCELONA, SPAIN

The fourth International symposium on paediatric IBD – PIBD – was held in Barcelona, 13th - 17th of 
September 2017. It attracted 527 delegates from 57 countries and 5 continents to come to the Spanish 

city. The Meeting was organised by European Society for Paediatric Gastroenterology,
Hepatology and Nutrition (ESPGHAN).
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DELEGATES’
IMPRESSIONS

and inability to assess pharmacokinetics. 
  – Patients at risk of developing anti- 
drug-antibodies (ADA) are patients re-
ceiving episodic therapy and “pseudo-epi- 
sodic” therapy – by that I mean subthera- 
peutic serum drug levels, or having drug 
clearance between doses.

Recognizing reason for failure can guide 
treatment
Combination therapy enables multiple 
mechanisms of disease control and a re-
duction in ADA.

– The benefit of combination therapy 
with azathioprine and infliximab is pri-
marily due to azathioprine’s influence on 
the pharmacokinetics of infliximab, Prof 
Dubinsky explained.

She presented a study on prospective 
therapeutic drug monitoring to optimise 
infliximab maintenance therapy in IBD. 
The conclusion was that dose optimisation 
increases the probability of remaining on 
infliximab up to 5 years.

– Proactive infliximab drug monitoring 
is associated with less surgery and hospi-
talisation, according to a study presented 
at DDW earlier this year.

In her summary, Prof Dubinsky stressed 
that recognising reason for failure can 
guide decision making. Measuring anti- 
drug-antibodies and drug levels can help 
guide treatment decisions.

– Optimised monotherapy with proac-
tive monitoring may be an effective and 
safer option. Individualised and dashboard 
guided dosing is closer than we think, Prof 
Dubinsky ended her lecture.

Vedolizumab safe and effective in children
How to use new biologics in children? Prof 
Robert N. Baldassano, USA, talked about 
this. 

After taking a quick look on what is in 
the pipeline of therapies for paediatric 
IBD, he turned his attention to present 
available biologics, and the evidence for 
gut-selectivity for vedolizumab.

– Three trials in paediatric children 
found that patients randomised to placebo 
had a higher rate of infections compared to 
those on active drug, Prof Baldassano said.

Published papers on paediatric use of 
vedolizumab all show that for ulcerative 
colitis (UC) the response came quicker. 

– For Crohn’s disease (CD), the patients 
took longer time to respond – but they 
eventually did.

Two studies are ongoing on measuring 

drug levels in children on vedolizumab, he 
added. 

In his summary, Prof Baldassano under-
lined that paediatric UC patients respon- 
ded earlier – and had higher remission 
rates – than their CD counterparts.

– Anti-TNF naive paediatric patients 
had experienced remission in higher rates 
than those with previous anti-TNF expo-
sure. Preliminary data are suggesting that 
shortening infusion interval to 4 weeks 
may improve effectiveness in some pa-
tients.

This led him to the following conclu-
sions:

– These studies present encouraging 
data that vedolizumab is safe and effective 
in paediatric UC, and to a lesser extent also 
in CD. However, rigorous dose finding ef-
ficacy trials are necessary. We should all 
participate!

Avoid extensive resections of the small 
bowel
One of the sessions in Barcelona con-
cerned guidelines and position papers. Dr 
Jorge Amil Dias presented, on behalf of 
the IBD working group of ESPGHAN, the 

guidelines for surgical management of CD 
in children.

– Remember that surgery in CD is treat-
ment, he stressed.

The guideline states that surgery may 
be considered as an alternative to medical 
therapy when a patient has active disease 
limited to short segments, despite opti-
mised medical treatment. 

– Surgery should be considered in chil-
dren in prepubertal or pubertal stage if 
growth velocity for bone age is reduced 
over a period of 6 - 12 months – in spite of 
optimised medical and nutritional therapy, 
Dr Dias continued.

The evaluation of a refractory patient 
must be thorough.

– A complete assessment of the patient’s 
general and bowel condition is recom-
mended prior to elective surgery in order 
to optimise the surgical approach, mini- 
mise the length of bowel resection, and 
reduce the risk of complications. It should 
include history, physical examination, 
endoscopy imaging studies, screening for 
concomitant infections and nutritional 
defiencies.

Maria Dubinsky Robert N. Baldassano

PIBD 2017
BARCELONA, SPAIN

“SURGERY MAY BE CONSIDERED 
AS AN ALTERNATIVE TO

MEDICAL THERAPY”
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Extensive resections of the small bowel 
should be avoided as they pose a long-
term risk of development of short bowel 
syndrome. 

– When a patient has pancolonic disease, 
the choice of surgery is subtotal colecto-
my and ileostomy. Later ileorectal anas-
tomosis can be performed if the rectum is 
spared and there is no significant perianal 
disease. One stage ileorectal anastomosis is 
generally not advised.

Post-operative medical treatment should 
be based on ileocolonoscopy assessment 
and not solely on symptoms or serum in-
flammatory markers. Repeated faecal bio-
markers testing may aid in deciding in the 
timing of endoscopy.

– Thiopurines may be used for preven- 
ting post-operative recurrence in moderate 
risk. When thiopurines have failed preo- 
peratively, their post-op use requires care-
ful risk-benefit analysis, Dr Dias stated.

The role of capsule endoscopy 
Dr Salvatore Oliva, Italy, presented endos-
copy guidelines.

– Why do we need endoscopy guidelines 
in paediatric IBD? Because there are none 
– and we have new classifications, advan- 
ces in endoscopic tools and the importance 
of mucosal healing, he explained.

Dr Oliva started with monitoring.
– When should we do this? Before major 

treatment changes – escalating or de-esca-
lating. Also in symptomatic patients when 
it is not clear whether the symptoms are 
inflammation-related.

In CD, monitoring should be performed 
to ensure mucosal healing during clini-
cal remission. In UC, monitoring should 
be performed to ensure mucosal healing 
only if faecal calprotectin is high. Ideally, 
mucosal healing would mean lack of inf- 
lammation (SES-CD and Mayo/UCEIS 
= 0). Endoscopic remission is defined as 
SES-CD 2 or less and Mayo/UCEIS 1 or 
less. Endoscopic response is defined as a 
decrease from baseline of more than 50 %.

– So, how frequent should we do this? 
Following a bowel resection, endoscopy 
should be performed 6 - 12 months later 
– faecal calprotectin could assist with the 
exact timing, Dr Oliva continued.

The need for endoscopic reassessment 
should be individualised according to di- 
sease type, severity, risk of relapse and risk 
of progression. 

– To date, the 6-month assessment seems 
to be a reliable endoscopic time point for 

the first mucosal healing evaluation after 
a major change of therapy in high risk CD.

On the small bowel, the guidelines state 
that capsule endoscopy is complementary 
to MR enterography (MRE) for evalua- 
ting the small bowel in children with sus-
pected CD. In established small bowel CD, 
capsule endoscopy can detect residual in-
flammation even in the presence of normal 
serum and faecal inflammatory markers 
and MRE. It can also confirm small bowel 
mucosal healing after commencing a new 
treatment.

Finally Dr Oliva talked about surveil-
lance.

– A surveillance program should be 
considered in paediatric UC after 10 years 
from the onset of disease. As early as 8 
years for extensive colitis, high burden 
of the colitis over time and family history. 
PSC should prompt even earlier surveil-
lance. The screening program should be 
performed by an experienced endoscopist 
in this particular field.

Stem cell transplants
How to manage CD when medications are 
not working, was the title of a talk from Dr 
Athos Bousvaros, USA.

– Overall, I would say our aims of treat-
ing IBD are twofold – to improve quality of 
life and to reduce the likelihood of compli-
cations, he said.

But in this patient population, decision 
making is difficult. Often the patient has 
been sick for a long time and has been living 
with severe disability.

– Surgical intervention often means long 
term ileostomy, with no guarantee of suc-
cess. A majority of these difficult patients 
have severe ileocolonic or panenteric CD. 

And there is always another medication 
that can be tried.

This led Dr Bousvaros to stem cell trans-
plants.

– Allogenic (= from a healthy donor) is 
probably the treatment of choice in many 
monogenic conditions that result in very 
early onset IBD. Autologous stem cell 
transplant (=cells are removed from a per-
son, stored, and later given back to that 
same person) in adult type IBD is a very 
high risk procedure of unclear efficacy and 
safety. It should be limited to high quali-
ty centres, with a very strong clinical and 
research program and done under internal 
ratings based supervision. The procedure 
should probably be limited to patients with 
extensive small bowel CD that cannot be 
treated surgically, he continued.

The last resort
Diverting ileostomy can be extremely 
helpful in patients with refractory CD of 
ileum and colon, Dr Bousvaros established.

– Make sure you know the status of the 
proximal small bowel before you divert. 
Optimise nutritional status – and make 
sure the patient knows that the ileostomy 
may well be a long term condition.

Athos Bousvaros Gert van Assche

PIBD 2017
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Parenteral nutrition is usually used short 
term.

– There are some open label data on in-
duction of remission and healing of fistu-
lae – with around 50 % efficacy. But it is 
not recommended for long term use due 
to the risks of thrombosis, infection and 
cholestasis.

Small bowel transplant is the last resort. 
Indications include panenteric CD with in-
testinal failure and short bowel syndrome. 
Complications include rejection with or 
without graft failure and infection – bac-
terial translocation and opportunistic in-
fection.

– Outcomes of 134 adults with CD were 
69 % with 1 year survival and 62 % with 5 
years survival.

In his conclusions, Dr Bousvaros said 
that a small subset of patients with CD 
will be refractory to multiple medical 
treatments.

– Stem cell transplant may be the treat-

ment of choice in certain monogenic cases 
of IBD, but should be considered risky and 
experimental in conventional CD. Divert-
ing ileostomy improves quality of life in 
selected patients with colonic or perianal 
CD, but may not heal the inflamed bowel, 
he ended his talk.

Cost consideration the main driver 
Another session contained the adult ver-
sus the paediatric perspective. “Do our 
patients need continuous treatment for 
life”, was the question that was asked. Prof 
Gert van Assche, Belgium, started with the 
adult perspective.

– Exit strategies for early top-down thera- 
py in CD are always a trade-off – should 
you stop the anti-TNF or the immunosupp- 
ressor? Since patients are not the same, we 
can’t have rules, he said.

Prof van Assche told the audience that 
data from Korea on children showed 
that only 19 % relapsed when they were 
stopped. 

– So perhaps it is better to stop in child- 
ren, but that has to be followed up.

There are no fixed stopping rules for bio- 
logics or immunosuppressives. Prospec-
tive data are mainly with infliximab and 
azathioprine.

– And there are no data for adalimumab 
and methotrexate.

Therapeutic decisions should therefore 
be patient centred.

– Combination therapy increases the 
efficacy of infliximab therapy for at least 
one year, but continued combination adds 
a safety risk. Age is an important modifier 
for decisions on combination therapy – 
elderly patients are more at risk.

Prof van Assche pointed out that most 
patients can safely be re-exposed to inflixi-
mab if immunosuppressives are continued. 

– And finally we have to say that cost 
considerations has been the main driver 
for attempts to stop biologics.

A 3 year interval can be beneficial 
Prof Frank Ruemmele, France, then pre-
sented the paediatricians perspective. 

– What is the real challenge in IBD? It is 
to bring our patients in remission and pre-
vent damage – not to find exit strategies, he 
started by saying.

There is no literature on stopping treat-
ment in children. Prof Ruemmele pointed 
out that there is a higher inflammatory 
activity in paediatric IBD, compared to 
adult-onset IBD.

– So why stop therapy? There is a risk of 
disease relapse, which can affect growth, 
quality of life, disease symptoms, preven-
tion of complications and disease progres-
sion and treatment optimisation, he con-
tinued.

On the other side of the scale there is 
the risk of adverse events with medication 
– infections, malignancies and induction 
of immune-mediated diseases, as well 
as treatment costs and life quality, Prof 
Ruemmele admitted.

So exit strategies in paediatric onset IBD 
can be discussed.

– If the patient is in deep, prolonged re-
mission and has no height retardation. It 
has to be steroid-free, or steroid sparing 
strategies. One has to have a discussion 
with the family on relapse rates – that can 
be up to 50 %.

Also one has to take into account adoles-
cents risk behaviour, he underlined.

– They are at the age of tobacco intro-
duction. And that’s not a good time to stop. 

In the debate between the two after their 
talks, Prof Ruemmele also pointed out that 
most patients respond if therapy is reintro-
duced.

– So a 3 year interval can be beneficial in 
many aspects.

PIBD 2017
BARCELONA, SPAIN
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Prof van Assche said that it is important 
to make a decision on stopping not only 
based on symptoms.

– We all know that teenagers don’t like 
to talk about their symptoms, he said.

Always try to optimise therapies
In the last session Dr Javier Martín de Car-
pi talked about some misunderstandings of 
paediatric IBD.

These included that IBD is understood 
as a purely remitting-relapsing disease.

– And a few years ago we thought that an 
obese patient could not have CD, he poin- 
ted out.

We should not forget that our – more or 
less successful – practice can influence, 
modify, or determine the future evolution 
of the disease and of the patient, Dr de Car-
pi continued.

He underlined that follow-up in paediat-
ric IBD should not only be organised on a 
demand basis. Instead the follow-up must 
be close, anticipatory and pro-active.

– When a patient previously in remis-
sion starts with symptoms, we must ask 
why does the medication fail? Is it loss of 

response, disease progression/extension/
complication – or due to non-adherence? 
We must correlate symptoms with objec-
tive markers. If there is a discordance, it is 
mandatory to rule out non-inflammatory 
causes.

10 abstracts on therapeutic drug moni-
toring were presented at the Meeting, and 
Dr de Carpi stressed that TDM is coming 
more and more in paediatric IBD.

– When a change in medication is nee- 
ded, be extremely careful with the deci-
sion – the options are limited. Always try 
to optimise the therapies, and remember 
that all loss of responses are not the same. 
Check adherence – many adolescents are 
not compliant. And think of the need of 
surgery due to disease progression.

 
The care given can be crucial
We should constantly try to improve the 
attention given to our patients, Dr de Car-
pi stated.

– This includes the use of new technolo- 
gies, social networks and telemedicine. 
Create networks with patient’s associa-
tions, schools, colleagues and primary care 
practitioners.

There are multiple benefits from a multi-
disciplinary approach, including paediat-
ric gastroenterologists, surgeons and nur- 
ses.

– Also dieticians, pharmacists, psy-
chologists, and social workers. In accor- 
dance with paediatric IBD nature, our care 
should be open to changes, dynamic and 
innovative.

He underlined that development of 
structured paediatric IBD units is manda-
tory.

– The only way to really improve the 
quality of care given to our patients is 
trough active collaboration of all paedia- 
tric “IBD-ologists” all over the world. So: 
Look deep, look closer, look further, look 
beforehand – and look jointly. Do not 
forget that the care given to our patients 
during paediatric age can be crucial – and 
for adaptation to the disease for the rest of 
their lives!

And with these words, PIBD in Barcelo-
na 2017 had come to an end.

 

Per Lundblad

“WE SHOULD CONSTANTLY TRY TO 
IMPROVE THE ATTENTION GIVEN 

TO OUR PATIENTS”

Javier Martín de Carpi Frank Ruemmele
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I n his welcoming address, Chair Prof 
Remo Panaccione, Canada, talked 
about the rising incidence of IBD in in-
dustrialised countries.

– There has been an industrialisation 
and Westernisation of countries in Asia, 
Middle East and South America – and 
emerging cases of IBD in these countries. 
This has an impact on the global burden of 
IBD, he pointed out.

Unfortunately, IBD onset usually occurs 
between 15 and 40 years of age – a time 
when individuals are economically and 
educationally productive, Prof Panaccione 
continued. 

– We want to normalise their quality of 
life to what they had before they were diag- 
nosed. That is what we should strive for.

Helpful tools
Dr Jonas Halfvarson, Sweden, talked about 
biomarkers.

– Frequent use of endoscopy for moni-
toring is costly and invasive. A god surro-
gate marker for endoscopic activity would 
reduce the number of endoscopies needed. 
CRP and faecal calprotectin (FCP) are the 
best surrogate markers currently available, 
Dr Halfvarson said.

CRP is a helpful tool in the diagnosis – 
a surrogate marker of disease activity, a 
helpful marker of ongoing inflammation 
monitoring and predictor of response and 
relapse. Short term normalisation is pre-
dictive to response to therapy, and ongoing 
elevation is a predictor of relapse.

– But as you know, CRP is a marker of 
general inflammation, and may therefore 
not always be an accurate measure of inf- 
lammation in the bowel, he continued.

FCP is also useful tool. Decreasing levels 
correlate with clinical response and mu-
cosal healing. It can help predict relapse 
and post-operative recurrence.

– FCP is also useful to decide when – and 
in whom – a more invasive endoscopy or 
disruptive MRI should be performed.

Dr Halfvarson underlined that further 
research is needed.

– This to define optimal cut-off values 
for diagnosis and follow up, characterise 
intra-individual variations in FCP and to 
determine optimal timing and frequency of 
stool sampling and measurement. 

If we are going to measure this in a 
chronic patient over long time, we need 
at-home FCP tests for routine monitoring 
of disease activity. He presented IBDoc, as 
a suitable tool for this task.

– In Sweden we have integrated this with 
our IBD registry SWIBREG, Dr Halfvarson 
ended his lecture. 

Evidence for tight control
Dr Peter Bossuyt, Belgium, presented 
data from the CALM study. In this trial on 
Crohn’s disease (CD), half of patients (122) 
were randomised to clinical management 
driven by CDAI and prednisone use, and 
the other half (122) to tight control: Esca-
lation driven by CDAI, FCP, CRP and pred-
nisone use.

– Patients had a very short duration of 

CD when they entered the trial, he said.
 Data from week 48 showed a better out-

come for the tight control arm.
– Monitoring is one thing, taking action 

is another thing. If you adapt treatment 
after monitoring, you get better results. If 
you combine CRP and FCP you get even 
better results, Dr Bossuyt stressed.

So can we trust biomarkers in IBD mana- 
gement?

– We have been lacking evidence for this 
– until now. CALM shows that we can. Bio-
markers are the main drivers of treatment 
decisions during monitoring, they reflect 
endoscopic outcomes and are independent 
of disease location.

Prof Panaccione ended the symposium 
with an economic analysis comparing the 
two treatment strategies in CALM.

– Modelled into 2 years, it shows that 
tight control is less costly and more bene-
ficial. It is saving society money, he stated.

Per Lundblad

ABBVIE
SATELLITE SYMPOSIUM

ECCO 2018 VIENNA

Peter Bossuyt, Remo Panaccione and Jonas Halfvarson

KEEP CALM AND USE BIOMARKERS IN IBD
The chronic, progressive nature of IBD has a significant impact on patients’ lives, and presents an ever 

growing burden on society. Recent evidence supports the regular monitoring of objective markers
to maintain tight disease control. In a satellite symposium, sponsored by Abbvie, the role of

biomarkers in driving a treat-to-target approach in IBD was discussed.
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BIOGEN
SATELLITE SYMPOSIUM

ECCO 2018 VIENNA

C hair Prof Gert van Assche, Belgium, 
greeted all delegates welcome. He 
continued by talking about the ex-
panding IBD treatment landscape.

– Biosimilars have opened up that land-
scape, I think anti-TNFs are going to re-
main important as a treatment option, he 
said.

Gain share
When one change from a reference pro- 
duct to a biosimilar, this is called a 
“switch”. Dr Fraser Cummings, UK, de-
scribed how they did a switch in the UK.

– We found that a managed switching 
programme, using a gain share agreement, 
delivered significant cost savings and ser-
vice development while maintaining si- 
milar patient reported outcomes, bio-
chemical response and adverse events 
profile, he said.

Gain share means the money that is 
saved is shared with the unit, and don’t just 
disappear. According to Dr Cummings this 
is a very important model.

He underlined the importance to ensure 
that all staff members had confidence in 
what they were doing.

– The infusion Nurse is a key figure!
Dr Cummings also said that he thought 

that a switch from a subcutaneous drug to 
an infusion is going to be opposed by pa-
tients.

CREOLE study
Prof Raya Atreya, Germany, pointed out 
that we for the last years have seen very 
convincing and robust data for biosimilar 
infliximab.

– In my unit we decided to switch 160 
patients early last year. This enabled us to 
employ a second physician – which also is 
a gain share. 

He explained that they saw no statistical 
difference in clinical outcome or trough 

levels after 6 months in those patients.
Dr Yoram Bouhnik, France, said that 

they in his department decided not to 
switch immediately.

– From a scientific point of view, we 
eventually found that we had enough 
evidence, so our head of department finally 
decided to do it. The patients have to agree 
though, and now most of them do.

He also presented data from the CRE-
OLE study, on the efficacy of adalimumab 
in patients with Crohn’s disease and symp-
tomatic small bowel stricture.

– The success rate was 64 %.
– We were very scared to use anti-TNF 

in strictured patients. But you have showed 
us that it works. It proves that there is an 
inflammatory ingredient in strictures, said 
Prof Geert D’Haens, The Netherlands.

Tell the patient what you know
The SECURE study was on a switch from 
reference infliximab to biosimilar inflixi- 
mab. The data was presented by Prof 
D’Haens.

– We measured serum concentrations 
at week 8 and 16, and there were no dif-
ferences between the biosimilar and the 
reference product. 

For immunogenicity, the figures were 
again very reassuring, he continued.

– With these data from 100 patients, we 
went to our patients and asked them to 
switch. It took us a year, but now 95 % of 
them are on the biosimilar.

The keynote, according to Prof D’Haens, 
is to tell the patients what you know. 

What about a second switch?
– I think that’s OK if the one you are 

changing to is manufactured by the same 
producer. If not, I would be hesitant. We 
lack data on second switching – and that is 
something we need.

The symposium ended with a discus-
sion on pharmacy switch, i.e. the pharma-
cy switches on its own – despite what the 
physician has prescribed.

– It is not an issue in Germany, the phar-
macist will give the patient what they have 
been prescribed, said Prof Atreya.

– In the Netherlands the hospital de-
cides. But you can’t be sure where this is 
going, said Prof D’Haens.

– I think we need to know what is going 
on – if we are going to take responsibility 
for our patients, said Dr Cummings.

Per Lundblad
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ANTI-TNF IN IBD:
INVENTORY AND OUTLOOK

At a satellite symposium in the format of an interactive discussion forum, sponsored by Biogen, a faculty 
discussed their personal experiences of integrating biosimilars into daily clinical practice. 
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TAKEDA
SATELLITE SYMPOSIUM

ECCO 2018 VIENNA

P rof Peter Higgins, USA, was the 
Chair. 

– PROs reflect how patients feel 
and function at present, whereas 

objective measures of inflammation pre-
dict future disease activity and clinical 
outcomes. So they complement each 
other, he said.

Currently, no validated ulcerative colitis 
(UC) and Crohn’s disease (CD) PROs exist 
that qualify for FDA labelling claims. 

 – Development of a valid PRO is a comp- 
lex and lengthy process. While we are 
waiting, symptom-based PROs adapted 
from Mayo score or CDAI are useful in 
the interim – to keep clinical development 
going, Prof Higgins continued.

Interim PROs are consistent with meaning-
ful benefits
Prof Brian Faegan, Canada, stated that 
physicians always underestimate patients’ 
symptoms.

– The use of PRO instruments is part of 
a general movement toward the idea that 
the patient, properly queried, is the best 
source of information about how he or 
she feels. This is the FDA’s position, Prof 
Faegan said.

He continued by describing how in inf- 
liximab trials 20 years ago, a rectal bleed-
ing score of 1 was accepted as clinical re-
mission. However today, FDA states that it 
should be 0. 

– And 20 years ago we used the CDAI 
score in CD. But that is not approved by 
FDA anymore, Prof Faegan said. 

He presented data from a post-hoc ana- 
lysis of the GEMINI 1 on vedolizumab in 
UC. In the placebo arm 13,5 % of patients 
had Mayo 0 rectal bleeding. compared to 

32, 8 % for vedolizumab. Also in the vedo- 
lizumab trial for CD, both trial-defined re-
mission and symptom-based PRO remis-
sion were higher than placebo,

– Results from interim PROs are con-
sistent with meaningful benefits in both 
UC and CD patients. Interim POs will 
ultimately be replaced by fully validated 
instruments, Prof Faegan concluded. 

IBD control questionnaire is recommended
The use of PROs in management of pa-
tients with UC or CD can focus visits on 
the issues patients care about, Dr Peter 
Irving, UK, said.

He talked about IBDQ-32, which is a 
PRO instrument, commonly used in IBD 
trials.

– A change in IBDQ total score matches 
clinical response, as demonstrated in the 
ACT 1 and 2 trials for UC.

However, IBDQ – although widely used 
– has limitations.

– It is designed to be a 4-domain – bowel, 
systemic, social and emotional – health-re-
lated quality of life instrument. But there 
are problems, such as double-barrelled 
questions. For example – fear of not find-
ing a washroom, should it be in the emo-

tional or bowel domain?
Some IBDQ items my carry more weight 

than others for patients. Dr Irving pre-
sented the top 15 most important symp-
tom concepts for patients. The top 4 were 
abdominal pain, increase in bowel move-
ments, tiredness/fatigue and diarrhoea.

– So it may be more beneficial to study 
treatment effects based on individual se-
lected items, instead of a total score, he 
commented.

ICHOM stands for international consor-
tium for health outcomes measurement. 
They have a standard set for IBD – the IBD 
control questionnaire. It is unanimously 
recommended as a PRO tool for use in 
healthcare settings.

In clinical practice, Dr Irving recom-
mended to autosend the questionnaire 7 
days before visit via a web portal.

– PRO e-monitoring tools may help 
improve how we deliver value-based 
healthcare. Continuing development and 
application of PROs in daily practice can 
also positively affect clinical care of our 
patients, was Dr Irving’s summary.

Per Lundblad
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ENTERING A NEW ERA OF
PATIENT-REPORTED OUTCOMES IN IBD

IBD can have a significant impact on patients’ well being and health-related quality of life. To tackle 
disease burden and provide benefits meaningful to patients, health authorities are recommending

assessing disease activity with objective markers of inflammation, together with patient-
reported outcomes (PRO). In a satellite symposium, sponsored by Takeda, 

the ongoing evolution of PROs in IBD was discussed.
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TILLOTTS PHARMA 
SATELLITE SYMPOSIUM

ECCO 2018 VIENNA

T he Chair was Prof Axel Dignass, Ger-
many, and he introduced Dr Yoram 
Inspector, UK. He talked about the 
psychiatric and the psychological 

burden of IBD on QoL.

Chronic inflammation affects the brain
 – People have known since the beginning 
of time that the body is one whole unit. 
Also that a lot of stress goes into the bowel, 
Dr Inspector started by saying.

This goes through what is called the 
brain-gut axis, an autonomic nervous sys-
tem modulating a wide range of GI target 
cells.

– Chronic inflammation affects the brain 
– and a study from 2013 revealed that in-
testinal inflammation may result in de-
creased sensitivity to positive emotions, 
Dr Inspector underlined.

Research has shown that no statistically 
significant difference was found between 
ulcerative colitis (UC) and Crohn’s di- 
sease (CD) in all health-related quality of 
life (HRQoL).

– Also that IBD patients in remission 
experience better HRQoL, compared to 
patients with active disease. So induction 
of remission should become the main stay 
of care regarding improvement in HRQoL, 
he summarised.

A significant impact on quality of life
MC is all about quality of life, said Dr And- 
reas Münch, Sweden

– It is a disabling disease – more com-
mon in Sweden than CD, he continued.

Data presented at UEG Week last year 
showed a steep increase in incidence of 
MC.

– Someone thought of taking biopsies 
from patients with chronic diarrhoea, Dr 
Münch commented.

That is what characterise MC – chronic, 
watery diarrhoea. Mainly it affects women 
over 65 years of age. Biopsies are essential 

for diagnosis, and Dr Münch showed the 
histological spectrum of MC in images 
– there are three subtypes: Collagenous 
colitis, lymphocytic colitis and incomplete 
MC.

The clinical criteria for disease activity 
in MC are as follows: Clinical remission 
is defined as less than 3 stools per day and 
less than 1 watery stool per day. Clinical ac-
tivity is defined as 3 or more stools per day 
– or 1 or more watery stool per day.

– Patients with clinically active MC have 
a significant impact on their quality of life, 
probably due to that sudden onset of symp-
toms is reported in 55 %. They are afraid of 
going out, drive a car etc.

Therefore he stated that all patients with 
chronic diarrhoea should be referred to co-
lonoscopy.

– Stool consistency influences quality of 
life more than stool frequency, and there-
fore treatment can be justified also when 
patients have less than 3 watery stools per 
day.

A common chronic inflammatory bowel 
disease
There is effective treatment for MC – 

budesonide has been shown to be effective 
both in inducing and maintaining clinical 
remission.

– After diagnosing MC, consider if it can 
be drug-induced and consider smoking 
cessation. Smoking has a significant asso-
ciation with watery diarrhoea, Dr Münch 
underlined.

Treat with budesonide 9 mg/daily for 
6 - 8 weeks. Initially this will get approxi-
mately 80 % of patients in remission.

– But 60 % relapse. If so, try mainte-
nance with a lower dose, up to 6 mg/daily 
of budesonide.

If there is no response or intolerance – 
reconfirm MC diagnosis and consider dif-
ferential diagnoses. Then adalimumab or 
infliximab can be tried – or an ileostomy.

At the end of his lecture, Dr Münch 
pointed out that MC is a common chronic 
inflammatory bowel disease.

– Abdominal pain is common in MC, so 
make sure to rule out IBS. Be aware of the 
consequences of watery diarrhoea – as ur-
gency and faecal incontinence, he said.

Per Lundblad
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PHYSICIAN: SHERLOCK AND SAVIOUR
IBD can have substantial psychosocial implications, limiting the lifestyle of IBD patients. Patients with 
microscopic colitis (MC) are often stepchildren in IBD, but they also have a severe impaired quality of 
life. In a satellite symposium, sponsored by Tillotts Pharma, the importance of quality of life (QoL) in IBD 
patients was discussed – and how a prompt diagnosis and treatment may improve QoL in MC patients.
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FERRING
SATELLITE SYMPOSIUM

ECCO 2018 VIENNA

P rof Subratra Ghosh, UK, who was 
the Chair, talked about the “real 
price” of IBD.

– Indirect costs relate to higher 
rates of unemployment, sick leave and di- 
sability, and these costs may exceed direct 
costs, he said.

Prof Ghosh continued with tailored 
management in IBD. First thing to do is to 
establish management goals in conjunc-
tion with the patient.

– Management can make a big difference 
here, and make a dent in these costs, he un-
derlined.

He also pointed out that in clinical prac-
tice, we now deal with fatigue, sexual dys-
functions etc.

– IBD care in the clinic is more multidi-
mensional than in clinical trials.

5-ASA in UC and CD
Prof Paolo Gionchetti, Italy, then talked 
about the treat-to-target (T2T) approach 
in mild to moderate IBD.

– IBD is a very heterogeneous disease, so 
we can not have just one approach, he said.

Therefore we need personalised treat-
ment – and that is what T2T is all about, 
Prof Gionchetti continued.

– It means that one should set a target, 
monitor and alter therapy if the target is 
not met. 

Categorise patients effectively – with 
understanding of the patient’s clinical 
characteristics and prognosis. Then es-
tablish the management plan – with se-
lection of appropriate initial therapy, and 
with monitoring and adaptation of therapy 
moving forwards.

In ulcerative colitis (UC), rectal 5-ASA 
should be considered a first-line therapy 
for patients with mild to moderately active 
distal UC. A Cochrane review 2016 found 
that oral 5-ASA once daily is as effective 
and safe as conventional drug dosing for 

maintenance of remission in quiescent UC, 
Prof Gionchetti told the audience.

– A meta-analysis of mucosal heal-
ing rates found that 5-ASA preparations 
achieved mucosal healing in nearly 50 % 
of patients with UC. There were no sig-
nificant differences between the various 
5-ASA agents in either oral or rectal treat-
ment groups.

In Crohn’s disease (CD), a Cochrane 
systematic review found that 5-ASA was 
not more effective than placebo. However, 
the pooled analysis suggests that 5-ASA 
preparations may be superior to placebo 
for the maintenance of surgically induced 
remission in patients with CD, even if this 
benefit is modest.

– In population based studies, there is a 
significant amount of CD patients that only 
received treatment with 5-ASA and never 
received steroids, he ended his talk.

Non-adherence is common
The incidence of IBD is increasing, even 
in a high prevalence country such as the 
Netherlands, said Prof Bas Oldenburg, The 
Netherlands.

He talked about the COIN study, a large 
national study on costs of IBD in the coun-
try.

– It found that IBD-related costs re-
mained stable over the two years inves-
tigated – but the proportion of anti-TNF 
related healthcare costs increased, while 
hospitalisation costs decreased.

The study had also investigated self- 
reported non-adherence data, and found 
these to be very high.

– And since they were self-reported, 
they are probably even higher in reality. 
Non-adherence is associated with loss of 
response.

Prof Oldenburg presented a randomised 
study on mesalamine dose escalation in 
patients with quiescent UC. It had shown 
that this reduces faecal calprotectin.

– So it might be a good idea to take cal-
protectin also in UC patients that are main-
tained in remission with 5-ASA.

In his conclusions, Prof Oldenburg sta- 
ted that non-adherence and low-dosing is 
common in IBD. Medication costs of IBD 
are high, but might be balanced by a de-
crease in hospitalisations and surgery.

– Targeting non-adherence and optimi-
sation of drug dosing have a great potential 
for preventing relapse and/or the need for 
step-up! 

Per Lundblad

Paolo Gionchetti, Subratra Ghosh and Bas Oldenburg

CHANGE MANAGEMENT
IN IBD - ARE WE MASTERING IT

At a satellite symposium, sponsored by Ferring pharmaceuticals, personalised treatment
and the role for 5-ASA in treat-to-target strategies was discussed.
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CONGRESSES 2018-2019
Falk Symposium 210: Crossing New Borders in IBD: 
Thoughts and Demands - From Mechanisms to 
Treatment 
20-21 April 2018
Lisbon Portugal 
www.falk-foundation-symposia.org/uploads/ 

Digestive Disease Week (DDW) 
2-5 June 2018
Washington DC USA 
www.ddw.org/home 

Falk Symposium 212: IBD and Liver: East meet West 
7-8 September 2018
Kyoto Japan 
www.falk-foundation-symposia.org
 
European Society of Coloproctology
26-28 September 2018
Nice France
www.escp.eu.com/conference-and-events/escp-nice-2018

Falk Symposium 213: Tailored therapies for IBD: 
A look into the future 
5-6 October 2018
Milan Italy 
www.falk-foundation-symposia.org/uploads/ tx_tocfpshoperw/
S213_Milan_2018_Announcement.pdf 

IBD Nordic Conference 
11-12 October 2018
Quality Hotel View
Malmö Sweden
www.ibdnordic.se 

UEG Week 
20-24 October 2018
Vienna Austria 
www.ueg.eu/week/past-future/ueg-week-2018/

Japan Digestive Disease Week 2018
1-4 November 2018
Kobe Japan
www.jddw.jp/english/index.html

Asian Pacific Digestive Week 
15-18 November
Seoul Korea
www.apdw2018.org

ESPGHAN 4th Paediatric IBD Masterclass
25-27 November 2018
Copenhagen Denmark
www.espghan.org/index.php?id=569&eventId=140

Advances in IBD
13-15 December 2018
Orlando USA
www.advancesinibd.com

Crohn’s & Colitis Congress 
7-9 February 2019 
Las Vegas USA
www.crohnscolitiscongress.org/CCC1/Public/Enter.aspx

ECCO Congress
6-9 March 2019
Copenhagen Denmark
www.ecco-ibd.eu/ecco19.html

www.ibdcongressnews.com
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