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BUILDING BRIDGES IN IBD
Major advances have been made in understanding the pathogenesis of IBD. With the vast amount of
information gained, one of the major challenges is to build strong bridges – between clinical observations and mechanistic studies, between patient stratification and tailored therapies, between different
disciplines and team members. Most important is to build bridges between patients and caregivers.
These bridges constituted the theme for Falk symposium 216, held in Brussels in September 13 - 14.
780 attendees from a total of 68 countries
had come to the Belgian capital to participate in the Meeting. They were all greeted welcome by Prof Severine Vermeire,
Belgium, from the Scientific Organization.

The gastro-surgical tandem

The first session was on interdisciplinary
decision making. Surgeon Prof André
D´Hoore and Gastroenterologist Prof
Marc Ferrante, both from Belgium, had
a tandem-talk on a stepwise control for
surgical-gastroenterological joint care.
– A joint effort is the working order today, Prof D´Hoore started by establishing.
There is a reduced need for surgery,
but a joint effort remains indicated in
pure inflammatory disease, stricturing
disease and penetrating disease.
– Should these patients have medical
therapy or surgery?
Prof D´Hoore continued with ECCO
Statement 7P. It says multidisciplinary conferences to discuss the treatment
strategy of individual cases are recommended especially for the management
of complicated Crohn's disease (CD).
– When you in CD see dilation in the
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small bowel, that is when you should
refer to surgery. Don't postpone – it will
lead to a worse outcome, he said.
70 % of patients with penetrating disease will require surgery – but that also
means that 30 % can be salvaged with
medical therapy, Prof D´Hoore underlined.
Prof Ferrante presented data from the
MICA study, GETAID, on adalimumab
for patients with intra-abdominal abscess. All 117 patients received classical
induction dosing with adalimumab. The
primary endpoint was successful treatment at week 24, with no steroids use
after the 12th week, no intestinal resection, no abscess recurrence and no clinical relapse.
– This was reached by 71 % – a quite
striking result, Prof Ferrante said.
He stressed the importance of case-by-case discussions in MDT – where
one really can discuss the patients together with the surgeons.
– In my hospital in Leuven we have that
every Tuesday.
In their conclusions Prof D´Hoore and
Prof Ferrante both underlined the importance of the team.

– Your patient is going on a long journey. Therefore you need help from your
colleagues – but also from a radiologist,
a specialist in pathology, and of course
IBD Nurses!

The gastro-rheumatology tandem

The therapeutic approach to IBD patients with rheumatologic manifestations, was the topic for Gastroenterologist Prof Gerassimos Mantzaris and
Rheumatologist Prof Dimitrios Vassilopoulos, both from Greece.
The spectrum of rheumatologic mani-

Marc Ferrante and André D´Hoore
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festations in IBD includes Axial spondylo-arthropathy (AxSpA) and peripheral
spondylo-arthritis (peripheral SpA).
– Rheumatic manifestations may represent either auto-inflammatory conditions of IBD itself, or consequences
of IBD treatment – or different diseases
which coincide with IBD, Prof Mantzaris
explained.
They presented three different cases,
and discussed them from both the rheumatology and gastroenterology perspective.
So how to treat these patients? For AxSpA, only monoclonal anti-TNFs – adalimumab, infliximab, golimumab (for UC)
and certolizumab (for CD) can be used.
– You have to use biologics for the spine,
Prof Vassilopoulos explained.
For these patients there is no, or minimal, role for non-biologics such as sulphasalazine or methotrexate – either as
mono- or combination therapy.
For peripheral SpA, ensure adequate
control of IBD. Then one can try nonbiologics (sulphasalazine, methotrexate).
If these are not successful, monoclonal
anti-TNFs or anti-IL12/23 (ustekinumab, briakinumab) can be tried.
– Enthesitis is another musculoskeletal
manifestation in IBD patients. It could
be the only IBD-related manifestation.
Imaging is helpful in the diagnosis, Prof
Vassilopoulos pointed out.
A local steroid injection may help. But
these patients are usually not responding
well to non-biologics, so several require
biologics (anti-TNFs, anti IL12/23), he
continued.
Prof Mantzaris also talked about
arthralgias ( joint pain without synovitis).
Could it represent paradoxical inflammation during biologic treatment?

– Paradoxical inflammation can develop with all biologics. It is usually reversible upon drug cessation, he said.

The gastro-dermatology tandem

– The skin is the most frequent extraintestinal manifestation, and approximately one third of IBD patients will
develop cutaneous manifestations, said
Gastroenterologist Dr Henit Yanai, Israel.
She gave a talk together with Dermatologist Prof An Van Laethem, Belgium.

– There are oral manifestations such as
aphtous stomatitis, periodontitis and peristomatitis vegetans. Then there is "the
neutrophilic league" – pyoderma gangrenosum, Sweet's syndrome and bowelassociated dermatosis arthritis syndrome, Prof Van Laethem said.
And there are others, such as erythema nodosum, vasculits, hidradenitis suppurativa (HS) and psoriasis. HS is not so
well known, in average it takes 7 years for
a patient to get a diagnosis, she added.
– But a prevalence of HS in one of five
CD-patients is reported!
Dr Yanai talked about skin manifestations that are treatment induced. This
includes melanoma and non-melanoma
skin cancer.

Gerassimos Mantzaris and Dimitrios Vassilopoulos
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– It is a specific phenomenon in the era
of anti-TNF treatment, and seems to be
more pronounced in IBD patients. Is this
going to be continued with other class of
therapies – ustekinumab, vedolizumab,
JAK inhibitors? We do not know, she said.

Most manifestations can be cured

A nested case-control study of incidence of
melanoma from 108,759 US IBD patients
Dr Yanai presented, showed an odds
ratio of 1,06 for 5-ASA, 1,10 for thiopurines and 1,88 for anti-TNF.
However, there are other skin manifestations associated with anti-TNFs. They
presented a young man who got bald
patches in his hair when on adalimumab.
After a switch to ustekinumab, the hair
came back. A 31 year old CD patient in
remission also started to lose hair. When
methotrexate was added, it came back.
They ended with an algorithm for
anti-TNF-induced psoriasis skin eruption. If these are mild, and the underlying
disease is controlled, continue anti-TNF
and treat psoriasis symptoms. If underlying disease is uncontrolled, switch to
a different anti-TNF and treat psoriasis
symptoms. This also goes for moderate
skin eruptions if underlying disease is
controlled.
– In moderate-to-severe skin eruptions, and underlying disease is not controlled – switch to a different class and
treat psoriasis symptoms, Prof Van Laethem stated.
She finished by underlining that mostly
these manifestations can be cured.
– But a multidisciplinary team is necessary. It's a win-win! And patient's
preferences should be a major consideration in the appropriate setting. Finally,
prognostic tools are needed for optimal
patient selection.

The gastro-gynaecology tandem

Many IBD patients are diagnosed in
their reproductive years. Female IBD
patients may have increased incidence

Henit Yanai and An Van Laethem
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of early abortion, prematurely and low
birth weight.
This was pointed out by Dr Ariella Shitrit,
Fetal Maternal Expert, and Gastroenterologist Dr Surinam Grisaru-Granovsky,
both from Israel. They talked about the

“ONE MUST REMEMBER THAT MOST
WOMEN WITH IBD CONCEIVE AND
HAVE A NORMAL PREGNANCY”
approach to the pregnant IBD patient.
– One must remember that most women with IBD conceive and have a normal pregnancy, Dr Grisaru-Granovsky
reminded the audience.
She continued with the effects of IBD
on fertility. In CD, the fertility is normal
– subfertility is mainly reported in CD
with active disease.
– In UC the overall fertility rates are
also normal. But with an ileal-pouch anal
anastomosis (IPAA) it has been shown that
fertility might be reduced, Dr GrisaruGranovsky continued.
There are also psychological aspects
to take into account: In IBD there might
be voluntary childlessness, sexual dysfunction, decreased libido and a negative body image. Also there might be an
increased rate of depression and anxiety.

Ariella Shitrit

Surinam Grisaru-Granovsky

Dr Shitrit said that infliximab cross
the placenta, and can be shown in cord
blood.
– This has caused a lot of concern, so
the PIANO study was set up. It created
a large national prospective cohort of
pregnant women with IBD in order to
determine whether medication exposure
affects complication rates. It showed
that anti-TNF therapy in third trimester
was not associated with increased adverse
outcomes, she underlined.
Dr Shitrit continued with a study from
her own department on vedolizumab.
– We found a comparable and favourable outcome in all three groups – conventional, anti-TNF and vedolizumab.
There was a higher abortion rate in the
vedolizumab group, most likely related
to disease activity.
A study on ustekinumab showed no
difference from the background population. Due to limited experience and
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congenital anomalies reported in animal
studies, JAK-inhibitors are not recommended during pregnancy.
In their take home messages, they
stressed that preconception counselling
is essential.
– The key for successful pregnancy
is quiescent disease. Most treatments
for IBD are safe. However, pregnancy
should be followed as high risk by a multidisciplinary team.
If IBD is anal/rectal region free, vaginal
delivery is recommended.
– And breast-feeding should be encouraged, was their last message.

Common mistakes in short bowel
syndrome

In the next session Dr Simon Gabe, UK,
talked about management of a high output ileostomy. He began by asking the
audience how many of them have patients with this. Approximately 50 % raised their hands.
A high output stoma is defined by an
output that is high enough to cause a negative fluid balance and problems with
the stoma bag, according to Dr Gabe.
– There are several problems with a
high output: Water, sodium and magnesium loss – the latter is often overlooked,
undernutrition, frequent emptying of the
bag, leakage and difficult skin care – and
dependence of treatment, Dr Gabe said.
A study had investigated patients with
476 ileostomies and jejunostomies formed between 2002 - 2006. They found
that 27 % of these had a jejunostomy that
was called an ileostomy. 21 % of the 476
had a high output stoma.
Short bowel is a condition that occurs
after single or multiple intestinal resection. It is defined as a bowel length of less
than 200 cm.

– Patients with short bowel have a high
output – and the higher the output, the
higher are the sodium losses. These losses need replacing, otherwise the patient
will become both salt and water deplete.
Treatment for high output are antimotility drugs loperamide and codeine
phosphate, and the antisecretory drugs
omeprazole and octreotide. Finally there
is the intestinotrophic drug tedaglutide.
– The patients should drink little hypotonic fluid (coffee, tea, sport drinks) –
maximum 1 litre per day. But they should
drink a glucose-saline solution – also
maximum 1 litre per day.
Dr Gabe finished with common mistakes in short bowel.
– The first is to tell patients with high
output to drink more! The others are to
not recognising a low magnesium, a high

Simon Gabe

Jean-Frédéric Colombel

stomal output (i.e. higher than 1,5 litre
per day) and low magnesium and other
mineral deficiencies, not prescribing an
adequate short bowel regimen – and believing that an elemental diet is better
absorbed.
Exclude causes other than short bowel,
restrict hyperosmolar fluids, use antimotility agents and oral electrolyte mix and
antisecretory agents and monitor the
patient's urine for Na+, was Dr Gabe's
summary of the management of a high
output state.

Registries both answers and raise
questions

Importance of registries, populationbased and other cohorts to unravel causes of IBD, was the title of a lecture delivered by Prof Jean-Frédéric Colombel,
USA.
– We have learned a lot from genetics.
Ileal CD, colonic CD and ulcerative colitis
have distinct genetic signatures along a
continuum, he said.
But IBD is now a global problem, and
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the phenotype is different – so maybe
also the cause is different, Prof Colombel
continued.
He presented two large studies on environmental risk factors, but there are
several issues about these in IBD.
– They are retrospective, with inconsistent results, there is geographic heterogeneity, they show association not causation, there are no mechanistic data and
they have cognitive bias.
Data from Canada showed that IBD risk
is associated with earlier age at arrival
in immigrants. Also that IBD incidence
increased in certain second-generation
immigrants.
– A study from 2019 showed that gut
microbiota diversity decreases with immigration, Prof Colombel said.
Studies like that are the way forward.
He also stressed the need to get rid of
cognitive bias.
– A cognitive bias is an error in cognition that arises in a person's line of reasoning when making a decision that is
flawed by personal beliefs.
The GEM project, in which 75 healthy subjects who went on to develop disease were identified and compared with
healthy subjects is completed.
– It found that being from multiplex
family, having intestinal permeability
and microbiome diversity may be risk
factors for development of CD. It is a
beautiful study!
So registries and population-based studies are critical to identify genetic and
environmental risks of IBD. The magnitude of risk varies with geography, age at
exposure and duration of exposure, Prof
Colombel said in his summary.
– And registries answer as well as raise
questions!
Immigrants are a great resource when
studying environmental, microbiome
and epigenetic risk factors. Limitations
of registries include heterogeneity and
accuracy in exposure measurement, long
latent period and interactions across risk
factors.
– Future studies involve biomarkers,
exposome analysis and predicting IBD
risk – especially in high risk populations,
Prof Colombel ended his lecture.

A tool to improve communication

Is telemedicine the way forward to unite
patients in Europe? Dr Marieke Pierik,
The Netherlands, talked about the subject.
– In IBD management there is a need
to improve long term outcome, quality
of care, monitor patients and improve
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patient stratification based on data. And
also there is a need to control costs and
collaborate in regional and international
networks, she started by underlining.
Dr Pierik presented a study on MyIBD
Coach, an internet based application for
smartphones. 900 patients were randomised to either the app, or standard care.

“ […] THE APP WAS EFFICIENT,
WITH 37 % REDUCTION IN CONTROL
VISITS AND 50 % REDUCTION IN
HOSPITALISATIONS.”
– It found that the app was efficient,
with 37 % reduction in control visits and
50 % reduction in hospitalisations. It was
safe, and increased both patient reported
experiences of care and patient reported
outcomes adherence. MyIBD Coach also
improved communication and disease
knowledge.
Telemedicine build bridges between
patients and healthcare professionals,
healthcare professionals and networks
and healthcare and research.
– But more evidence is needed – long
term evidence, and in patients with
active disease. There are also issues for
implementation: Reimbursement issues,

Marieke Pierik

Luisa Avedano

juridical issues on data safety ownership
and, last but not least, data interoperability! I think that is the biggest problem,
Dr Pierik summarised.

"It is time to make the invisible
visible"

Luisa Avedano is the Chief Executive
Officer of The European Federation of
Crohn's & Ulcerative Colitis Associations (EFCCA). It is an umbrella organisation representing 39 national IBD patient associations.
She was talking about the role of
EFFCA and national patient associations
in promoting IBD care.
– We are becoming a reference point
in the discussion of new drugs and innovative therapies, Ms Avedano explained.
A strategy plan for the period 2019 2022 from EFFCA will nourish the four
strategic areas in which the organisa-
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tion's past and current activities have
been structured – networking, awareness rising, advocacy and empowerment.
– Our mission is to improve the overall
well-being of people affected with CD
and UC. Instead of "people with IBD",
the members decided to refer to "people
affected by IBD", as this covers also patient's families and friends.
Ms Avedano stated that EFFCA strives
for an active role of the patient to achieve
a good quality of life and care – including
education and patient empowerment.
– There should be full involvement in
the decision-making process about treatments, surgery etc. We work for a better
communication between healthcare professionals and patients, and want the patient to be an integral part of treatment plan
for optimising the quality of care. Better
care has to consider better quality of life.
She also underlined that patients must
have a say about their unmet needs and
priorities.
– Uniting our forces can make the difference. Together we can fight discrimination, taboos and give a louder voice to
the patient. It is time to make the invisible visible!

Algorithm on using fecal calprotectin

Prof Severine Vermeire, Belgium, talked
about biomarkers at diagnosis – what
is absolutely needed for diagnosis and
prognosis in 2019?
– What are the needs? Should we, or
should we not, perform colonoscopy, she
began by asking.
Prof Vermeire continued by talking
about biomarkers to decide on further
investigation.

Fecal calprotectin and CRP are good
biomarkers to differentiate between IBD
and IBS. In a UK study in GPs, fecal calprotectin was found to reduce referrals
and health care costs. It was a prospective

“IF THE LEVEL IS LESS THAN 100
MICROGRAM/G, INFLAMMATION IS
HIGHLY UNLIKELY.”
cohort study of 789 young adults presenting with gastrointestinal symptoms to
49 general practices.
– The estimated savings were 279 referrals and 160 £ per patient.

Prof Vermeire presented an algorithm
for the use of fecal calprotectin (FC) in
the detection of IBD:
Obtain morning sample for FC in patients with chronic symptoms. Exclude
confounders such as use of NSAIDs, GI
infections and other GI conditions.
– If the level is less than 100 microgram/g, inflammation is highly unlikely.
This is not suggestive for IBD, and invasive testing can be deferred. If the level
is higher than 250 microgram/g, it is a
significant sign of inflammation, so IBD
is likely to be present. Perform ileocolonoscopy with biopsies.
A level between 100 and 250 microgram/g represents a grey zone, suggestive of low grade inflammation. Interpret
with caution, consider repeat testing and
consider alternative (concomitant) conditions.

Disease susceptibility genes are not
disease progression genes

The second scenario for biomarkers is
to identify individuals at risk for IBD, i.e.
preclinical biomarkers.
IBD and other immune-mediated di-

Severine Vermeire
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seases have a pre-clinical period that can
be targeted. Autoantibodies may precede
disease by several years, and Prof Vermeire showed an example of this in SLE.
– IgA antibodies against Saccharomyces
cerevisiae (ASCA) may precede CD diagnosis by several years.
She also described the ongoing PREDICTS study. After identifying cases (in
the US Army) of UC and CD, sample retrieval from US Department of Defence
serum repository is carried out. For each
patient up to 3 - 4 serum samples before
diagnosis are retrieved. These samples
are then tested and analysed. The goal is
to find markers of disease development
and pathways driving disease initiation.
Very early-onset IBD has an aggressive
phenotype – one should think genetic disease, a Mendelian form of IBD.
– These patients are important to identify, because they are the only patients
you can cure – with a transplant.
Prof Vermeire pointed out that antiglycan antibodies (gASCA, AMCA,
ALCA and ACCA) correlate with more
aggressive disease.
– However, disease susceptibility genes
are not disease progression genes, she
underlined.
She ended her lecture by describing
an ongoing biomarker-stratified trial in
newly diagnosed CD patients – PROFILE.
It aims to demonstrate that a prognostic
biomarker can enable delivery of personalised therapy in Crohn's disease, and
that this improves clinical outcomes.

Work on defining endpoints
for fibrosis

Dr Florian Rieder, USA, gave a State-ofthe-Art lecture on fibrosis in CD.
– Inflammation and fibrosis in IBD are
intertwined, Dr Rieder stated.
Diverticulitis and ulcerative colitis
(UC) both cause inflammation, but not
creeping fat. This is only seen in CD.
Creeping fat is associated with muscle
proliferation, he continued.
– There are 350 trials ongoing in pre-

venting fibrosis – in heart, lung etc. But
no one in CD. There are no endpoints, so
the pharma industry stays away, Dr Rieder
explained.
However, the Stenosis Therapy and
Anti-fibrotic Research (STAR) consortium is working on defining endpoints
for fibrosis. A CT stricture index is expected to be ready this year, and in 2020
a stricture histopathology index, a MR

“THERE ARE 350 TRIALS ONGOING
IN PREVENTING FIBROSIS
– IN HEART, LUNG ETC.
BUT NO ONE IN CD.”
stricture index and a patient reported
outcome toll is expected.
In his summary, he said that intestinal
fibrosis is a serious clinical problem, relevant for both CD and UC.
– Fibrosis is a dynamic and multifactorial process, to which the microbiota and
mesenteric fat can contribute. Inflammation independent mechanisms can also
lead to the progression of fibrosis. The
development of clinical trial endpoints
will accelerate testing of anti-stricture
therapies in IBD.

Proactive drug monitoring

Florian Rieder
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Krisztina Gecse

Do patients need the same treatment
over the course of their disease? This
question was asked by Dr Krisztina Gecse
in her lecture.

The disease course is different in different patients. There can be a decrease in
the severity of bowel symptoms during a
follow up period of 10 years. This is the
case for 43 % of patients with CD, and 59
% of patients with UC. Then there could
be an increase in severity during the 10
years – in CD in 3 %, and in UC in 1 %.
Chronic continuous bowel symptoms
for 10 years is seen in 19 % of CD, and 9 %
of UC. Finally, 32 % of CD patients and 9
% of UC patients have chronic relapsing
bowel symptoms during the 10 years.
– Whether current treatment options
can alter the natural history of the disease is unclear, Dr Gecse underlined.
She also pointed out that low remission rates are associated with long disease duration.
– We know that those treated more extensively earlier live better in the long
run. And we probably do that more with
CD patients, than in UC patients.
Proactive drug monitoring (TDM) has
been tested in two trials – TAXIT and
TAILORIX. They did not show significance for TDM. But Dr Gecse presented
the PRECISION study on IBD patients
on stable maintenance, with the intervention of personalised dosing using a
population based pharmacokinetic model.
– It showed that dashboard guided dosing resulted in a significantly higher proportion of patients maintaining clinical
remission after 1 year of treatment and
a significantly higher combined clinical
and biochemical remission.
She also described the ongoing TITRATE study on dashboard-driven individualised dosing of infliximab versus standard dosing infliximab during induction.
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De-escalating treatment – a difficult
decision

Then Dr Gecse turned to escalating
treat-ment in case of loss of response.
– To react on loss of response you can
maximize current drug use. Or you can
switch the drug – in this case TDM will
help you. The reason for previous antiTNF failure could guide your decision.
A study on adding azathioprine to a
second anti-TNF had concluded that
during a switch of anti-TNF for loss of
response due to unfavourable PK, it is
necessary to associate the second antiTNF with azathioprine.
Finally, Dr Gecse talked about de-escalating treatment. To do that is often a difficult decision, she underlined.
– Patients in deep remission are more
likely to remain well after de-escalation.
Early identification of relapse is a key
here. Re-introduction of the same treatment is successful in approximately 70
%. The global risk-benefit of continuing
or cycling treatment should be prospectively assessed.

No significant difference between
adalimumab and infliximab in UC

Prof Peter Lakatos, Canada, talked about
the next step after 5-ASA and steroids in
treatment of moderate to severe UC.
– Before you start the next step, assess
the patient's full previous disease course
and prognosis. Some patients might also
have IBS, for example. If you change therapy – always check adherence and objectivity of symptoms first. Patients with
longstanding disease, occasionally needing
a course of oral steroids, may not need intervention, Prof Lakatos established.
Currently available biologic and
non-biologic advanced therapies for moderate-to-severe UC are: TNF-inhibitors
(biologic) adalimumab, golimumab and
infliximab, anti-integrin (biologic) vedolizumab and JAK-inhibitor (small molecule) tofacitinib.
– This list is becoming longer and longer,
he commented.

Peter Lakatos
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Real-life experience with adalimumab
and infliximab shows no significant differences between therapies.
Data on vedolizumab in UC after 6
weeks induction show 47,1 % of patients
with clinical response (placebo 25,5 %),
16,9 % in clinical remission (PBO 5,4 %)
and 40,9 % with mucosal healing (PBO
24,8 %).
– So how do we choose? And are we
really using biologicals that much? Data
published in JCC 2019 show that 3 % of
UC patients after the millennium were
on a biological, and after 5 years this had
increased to 9 %, Prof Lakatos pointed
out.
The same data also showed that 71 %
of UC patients are in remission at year 5.

Patient's preferences have to be
taken into account

Biologicals and tofacitinib are effective
in induction and maintaining clinical
remission and mucosal healing. But the
question on how to choose remains.
– The study VARSITY showed that
vedolizumab is superior to adalimumab
in achieving clinical remission at week
52 in UC. It is the first head-to-head trial
in biologics. But how to implement that
in your clinical practice is your job. Note
that the safety was very comparable
between the two, Prof Lakatos continued.
He presented the results from a discrete
choice experiment in the US on 200 UC
patients. What do they want? Symptom
control was at the top of their list – 2,5
times more important than time to
symptom control. This was followed by

the 5-year risk of malignancy, that was
equally important as long term symptom
control. In third place was route of administration, where oral had the highest
rating.
– We have to take patient's preferences
into account.
In his summary, Prof Lakatos stated
that immunosuppressives have shown
limited efficacy, and are probably only
suitable for "milder" steroid dependent
patients. Biologicals and tofacitinib are
effective, but several questions remain –
how to choose and if started, can we ever
stop, being two of them.
In the discussion afterwards, Prof Lakatos
said he always talks about colectomy
with the patient on the first visit.
– I tell them that the surgeon is not your
enemy! We must prepare our patient for
that possibility.

Mixed results for combination of
biologics so far

Combination of biologic therapies in
IBD – is it a dream or reality? The question was addressed by Prof Edouard
Louis, Belgium.
IBD treatment could focus on various
targets.
– Treating distinct underlying mechanisms that drive inflammation may provide long-term control and preservation
of intestinal function in patients with
IBD, Prof Louis said.
There are studies ongoing about combination therapies, and he presented three
of them. A triple combination therapy
phase IV open label study in north Ame-

IBD CONGRESS NEWS 3- 2019

FALK SYMPOSIUM 216

BUILDING BRIDGES IN IBD
BRUSSELS, BELGIUM
rica is evaluating the use of vedolizumab
in combination with adalimumab and
methotrexate in high risk CD patients.
– The COVET study in USA is on vedolizumab monotherapy versus combination therapy with tacrolimus in UC patients. A study of efficacy and safety of
combination therapy with guselkumab
and golimumab in participants with moderately to severely active UC (VEGA) is
carried out by Janssen research and development.
Prof Louis stated that beyond theoretical concepts, the rationale for combined
therapy is not necessarily that strong.
– Preliminary experiences have revealed mixed results from an efficacy
standpoint, and important safety signals. We need a better understanding of
drug mechanisms of action and biologic
non-response. It would be important to
improve combined therapy.
The first application of combined therapy may be tackling different disease
locations and behaviors – and/or intestinal and extra-intestinal manifestations,
was Prof Louis final conclusion.

A useful tool for detection of small
bowel lesions

Is capsule endoscopy the best tool for
diagnosis and follow-up of patients with
CD? This question was also the headline
for a talk given by Prof Arnaud Bourreille,
France.
– Three studies where small bowel cap-

sule endoscopy (SBCE) was compared to
CT/enteroclysis (an imaging test of the
small intestine) in established CD patients showed that the diagnostic yield
for SBCE is superior, he said.
Another study from 2018 showed SBCE
to be superior over MRI and CT for detection of upper small bowel lesions in
established CD.
– Proximal lesions are associated with
a poorer outcome of the disease. The
capsule has a higher performance yield
in detecting proximal mucosal lesions.
The presence of proximal lesions is predictive of clinical relapse, Prof Bourreille
continued.
In suspected CD, a fecal calprotectin
of more than 100 microgram/g is associated with the presence of significant
lesions.
– So small bowel, or pan-enteric, capsule might be useful to explore the entire
GI tract. But here more data are needed,
was Prof Bourreille's conclusion.

New developments in endoscopic
imaging

Prof Helmut Neumann talked about new
techniques for endoscopic surveillance in
UC. He first described the specific challenges at the moment.
– They are lesion detection and lesion
characterization – we have classifications, but they are very hard to determine
in clinical practice. Endoscopic therapy
is another challenge, Prof Neumann said.

Arnaud Bourreille

Helmut Neumann

A meta-analysis including six studies
and a total of 1277 patients on chromoendoscopy and white light endoscopy
found that the difference of lesions detected was 44 %, in favour of chromoendoscopy.
– Chromoendoscopy is superior to white
light endoscopy. But nobody is using it,
and that is a problem...
A study in which 600 patients were
enrolled on linked color imaging (LCI, a
method of endoscopic imaging that emphasizes slight differences in red mucosal color) versus white light endoscopy
showed an adenoma miss rate of 30,6 %
for white light and 11,8 % for LCI.
Prof Neumann continued with computer-based systems.
– Artificial intelligence is coming. At
this year's DDW, GI Genius was presented. It puts a square on the polyp in real
time!
He also described hypoxia imaging,
in which laser endoscope measures hemoglobin oxygen saturation in the mucosa. This is not commercially available
yet – but it will soon be.
A new biopsy technique use nanoparticles – so called "microgrippers" – that
close in contact with the body. They enable a sampling of 50 - 80 % of colon surface, to be compared with 0,3 % with 40
standard biopsies.
– We have a lot of innovation ongoing in
order to help our patients. New developments in endoscopic imaging will bring
enhanced diagnostics and therapeutic
options. However, chromoendoscopy is
still the golden standard for detection of
lesions, Prof Neumann summarised.
And with this hopeful message, IBD
Congress News ends the report from Falk
Symposium 216 in Brussels.

Per Lundblad
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