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2TPATNYIKEG ECOOO0U.
[10TE UTTOPEI VO OTANOTAOCEI N BEPATTEIO
ME OVOOOKATOOTOATIKA 1 avTl-TNF o€
ao0evn pue IONE;

Kapako1dag XprnoTog
[[aoTpevrepoAoyikn KAIVIK) NNA

16° MaveAAAqvio Zuvédpio IONE, 9-11 louviou 2017
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oupBouAeuTtikn emmitpotr (Advisory Board)
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o1akotr) AK kai/n anti-TNF

NIYEC aVADPOUIKEC MEAETEC TTAPATPNONG KOl MIKPEC
TTPOOTITIKEC OEIPEC

AlyoTtepa dedoueva otnv UC

MeyaAn etepoyeveia aoBevwy pe NC avaAoya Ue TovV
TUTTO TNG VOOOU, EVTOTTION KAl CUMTTEPIPOPA
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otoxol Oepartreiag oTic IPNE

ETTiTEuCn Upeonc Xwpic yakpoxpovia xpnon K
‘EyKaipn avayvwpion KOKWwV TTPOYVWOTIKWYV
TTAPAYOVTWY Kal TTPWIMN EVapcn avOOOKATAOTAATIKWY
(AK) / BioAoyikwv

Eykaipn avayvwpion amroTuXiag Kal TpoTroTroinan
OEpATTEUTIKOU OXUATOC

ATTOQUYN QVETTIBUUNTWY EVEPYEIWV
EAaxioToTTOinON XEIPOUPYEIWV-VOONAEIWV-ETTITTAOKWYV
BeAtiwon troiotntag {wng Tou acBevn



IMS
+ TNFa
antagonist

IMS
+ TNFx
antagonist
C5+IMS

5

Conventional Accelerated
step-care step-care

Ordas et al., Gut. 2011:60:1754-1763
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OlaKOTIN Bepartreiag: TTpoBANUATIOUOI

OpIOTIKN OIOKOTTH: EVOEICEIC — AVTEVOEICEIS
[Tpoowpivr) OIOKOTTH: KUNON, YaAouxia, AOINWCEEIC,
VEOTTAQCIO-XNUEIOBEPATTEIQ, XEIPOUPYEIO

AIOKOTT) META ATTO ooPBapr] avetmluunTtn evépyela (aAAepyia,
YwpPIaoIophop@o ¢avonua...)

Etravévapn: aAAEPYIKEC AVTIOPACEIC, ATTOTEAEOUATIKOTNTA
@epartreia ouvTnENoNg META TN OIOKOTTH?

[TapakoAouBnon aocBevr) (CPR, Calpro, EvdookoTrnon,
MRI..)

AAN\ayN HE AANO @APHOAKO UE DIAPOPETIKO TPOTTO OPACNC
EmOupia acbevn !



_yiaFiva dIaKOWW £Va aVOoOKATACTAATIKO/anti-

TNFa o€ €évav aoBevn, e@Ooov OOUAEUEI?

AVETTIOUUNTEC EVEPYEIEC (AOIMWICEIC, VEOTTAQTIEG. . )
YTrepOepatreia oe aoBeveic Tou dev TN Xpeialovtal
AuCnNUEVO KOOTOG

EmBupia acBevn (dlapknc¢ gofia yia avetTiOuuNTES
EVEPYEIEC, MEYAAOC XPOVOGC aywync AOyw MUIKPNC
NAIKIaG eupaviong vooou, CUUPOPPWAON, 0 agBeVC
Oev BEAel va Aapavel papuaka)
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Kootoc BeparmeLoc

Healthcare costs of inflammatory bowel disease:

results from the COIN study.

1315 CD patients and 937 UC patients

=, 1D Outpatient clinic

UC: university medical center

B3 Diagnostics

UC: general hospital - @ (Z2Z Other medication use

1 Biological therapy
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4 ?_< B Surgery
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Healthcare costs per 3 months (€)

CD: university medical center -

CD: general hospital -

Van der Valk ME, et al. Gut 2012.
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TTAPAYOVTEC KIVOUVOU ENPAVIONG
emITTAOKWYV a1ro AK kai/fj anti-TNFa

Neapoi appevec aoBeveic

ATtroucia avoaiag Evavti EBV

2.UvOUOOTIKN aywyn (AOIHWEEIC pE K2,

AEUPOUTTEPTTAACTIKA VOO OC)

AHAIKIO>65 €Tn KAl ouvvoonpoTnTa
Kakn Bpewn
OTOPIKO TTAAQIOTEPNG VEOTTAQCTIOC




HAKPOXPOVIa UPeon: SINUUATA

[1EPITTPWKTIKA VOOOC

ExTeETAMEVN VOOOC

ECwevTEPIKEC EKONAWOEIC

[TpoNYOUPEVEC XEIPOUPYIKEC ETTEUPAOTEIC

|OTOPIKO UTTOTPOTTWV




NoIJWCEEIC - KakonBeleg




B (benefit)

R(risk)

(outcome) =

[Tw¢ va atrouyoupe TTpoRANMaTa.........
1diwe pe ouvduaouéveg aywyec X AZA+IDX



2.UvOUaOuEVN Bepartreia: euAoyia N Katapa;

BeTIKO apPVNTIKA

Pharmacokinetics

Augnueva eTTiTTeda ToCika eTTiTreda

Immunosupression

2 UVEPYIKN dpdon AOIMWCEEIC, KakonBEla



Spectrum of Pathogens and Clinical Syndromes

Opportunistic Infections in IBD Patients
Patients were evaluated at the Mayo Clinic between
January 1, 1998, and December 31, 2003 (Cases)

Organism Sites of infection or clinical Number of patients?
syndromes
Herpes zoster Shingles 28
Candida albicans Esophagus, blood, perianal 26
Herpes Simplex Esophagus, extremities, face 18
Cytomegalovirus Lung, liver, intestine, blood 12
Epstein-Barr Virus Liver, pharynx, blood, intestine 8
Histoplasma capsulatum Lung, disseminated 2
Blatomyces dermatitidis Lung 1
Streptococcus Blood 1
Escherichia coli peritoneum 1
Mycobacterium marinum Extremity 1
M fortuitum Catheter site 1
Cryptococcus neoformans Lung 1
M gordonae Lung 1

a. One patient was co-infected with C albicans and E coli Toruner M et al. Gastroenterology. 2008; 134: 929 — 936.



Relationship Between Immunosuppressive
Medication and Infection Type

Opportunistic Infections Occurring With Use of Specific Drugs
When Used Without Other Immunosuppressive Medications

Medications Microorganism Number of cases

Corticosteroids only C albicans 10
Herpes zoster
Herpes simplex
C neoformans
M gordonae
AZA/6MP only Herpes zoster
Herpes simplex
Cytomegalovirus
Epstein-Barr virus
C albicans
M fortuitum

N P B B OO P P DD

Infliximab only H capsulatum

=

M marinum
Toruner M et al. Gastroenterology. 2008; 134: 929 — 936.



Association of Immunosuppressive Medication* Combinations With
Opportunistic Infection

Cases Controls OR P value
(n = 100) (n =200) (95% Cl)2
Number of Immunosuppressive
medicationsP
None 38 (38%) 129 (64%) 1.0 (reference)
1 38 (38%) 59 (29%) 29(1.5-5.3) <0.001c
20r3 24 (24%) 12 (6%) 14.5(4.9-43) <0.001°c
Age at first Mayo Clinic visit for IBD 1.1(1.0-1.2) 0.02
Specific combinations®
No medications 39 (39%) 129 (65%) 1.0 (reference) 0.04
Corticosteroids alone 16 (15%) 27 (14%) 2.2(1.0-4.9) 0.002¢
AZA/6MP alone 20 (20%) 31(15%) 3.4(1.5-7.5) 0.07
Infliximab alone 3 (3%) 2 (1%) 11.1 (0.8 -148) < 0.001°
AZA/6MP + corticosteroids 16 (16%) 6 (3%) 17.5 (4.5 - 68) 0.72
AZAIBMP + infliximab 1 (1%) 5 (2%) 1.6 (0.1-19) < 0.001°
AZA/6MP + infliximab + corticosteroids 5 (5%) 0 (0%) infinite 0.01

*  Corticosteroids, AZA/6Mp, Methotrexate, infliximab, cyclophosphamide and tacrlimus included

a. Orsand 95% Cis as assessed by multiple variable conditional logistic regression adjusting for age at first Mayo Clinic visit for IBD
b. Overall test for association of medication us e with opportunistic infection was significant (P < 0.001) invariantly and adjusted for age. Individual ORs not

containing the value of 1.0 are significant at o = 0.05

¢. P value using conditional logistic regression: those cited are without adjustment for multiple comparisons. The Bonferroni-adjusted test of signicance is adjusted
for the number comparisons for model assessing number of medications (0.05/2, o = 0.025) and 6 comparisons for model assessing specific combinations

(0.05/6, o. = 0.008)

Toruner M et al. Gastroenterology. 2008; 134: 929 — 936.



Risk of cancer with TNF antagonists

Anti-TNF monotherapy

Does combination therapy
with thiopurine further

increase the risk?

No increased risk!

Yes?

). Long MD, et

Lymphoma risk

melanoma? and probably

Increased risk for

also for NMSC

Yes for NMSC?

Gastroenterology 2012;143(2):390-359;
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Kivbuvoc Aepdpwpotoc o
avoookataotaApevouc pe IONE

« 8905 patients representing 20,602 pt-years of exposure

« 13 Non-Hodgkin’s lymphomas >

SEER all ages 1.9
IM alone 3.6
Anti-TNF + IM vs SEER 6.1 3.23 1.5-6.9
Anti-TNF+ IM vs IM alone 6.1 1.7 0.5-7.1

Siegel CA, CGH 2009
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[MpooTTTIK MEAETN, 115 aoBeveic ye NC, utio IF & AK
via 1 €10¢C & Xwpic K2>6 punvec

20 kevtpa GETAID, 2006-2009

Alakotrn IF & TTapakoAouBnon yia TouAaxiotov 1 €10¢
MEooOC XpOvoc TTapakoAouOnong: 28 uRVveg

PuBuocg uttotpotrig: 1° €10¢ 43,9%, 2° £€10¢ 52,2%

2.€ ao0Beveic TTou utroTpoTriacav, 88% erravaxopnynon
IF e eTTITUXIO KAl XWPIC AVETTIOUUNTEC EVEPYEIEC

Louis et al., Gastroenterology 2012;142:63-70



STORI: TTOPpAYOVTEG KIVOUVOU

Appev QUAO

ATTOUCIO XEIPOUPYIKNG ETTEMPAONC
WBC>6x10 9/L

Hgb<145¢/I|

CRP>5mg/L

KaAtrpotekTivn KotTpavwyv>300ug/g

[TapayovTeg KIVOUVOU (<2 TTaPAYOVTEG: UTTOTPOTTH)
15% 10 £10C)



15. Radical exit strategies: immunosuppression discontinuation in CD and UC. Who are the real candidates?

Maintenance of remission among patients with CD on anti-
metabolite therapy after IFX therapy is stopped (STORI)
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Deleterious Factor HR (95%Cl) P
" No previous surgery 40(1.4-11.4) 0.01
- 43.9% relapse Steroids (month -12 to -6) 35(1.1-10.7) 0.03
Q
i” 52.2% relapse Hemoglobin < 14.5 (g/dI) 6.0 (2.2-16.5) <0.001
; e —— Male Gender 3.7 (1.9-7.4) <0.001
“
; Fecal calpro 2 300 pg/g 2.5(1.1-5.8) 0.04
i Infliximab TL 2 2 mg/L 25(1.1:5.4) 0.02
Median follow up 28+/- 2 months
. WBC > 6 (10°/ml) 22(1.24.2) 0.01
+ » . L o " L " L w »
W e R T e
CRP hs > 5 (mg/l) 3.2(1.6-6.4) <0.001
W, SR IR N e SO S TR A e CDEIS >0 2.3(1.1-4.9) 0.04
115 CD patients in remission on IFX+AZA
(CDAI<150 and steroid free 26 months)
Louis E, et al. Gastroenterology 2012
=
Louis et al., Gastroenterology 2012;142:63-70
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Case: what is the correct exit strategy for patients on anti TNF therapy

Can you stop infliximab therapy?

Relapses over time after infliximab cessation in patients with stable remission for >1 year under

100

Proportion (%)

combined IS+ IFX therapy

HiH-
++#+ Proportion who relapsed
93% ey 43.9% +/- 5.0% by one year
. J 52.2% +/- 5.2% at two years
1+ o4t
+i
9% e T+ -||-+ \/
64% H+  H o +

57%

Kaplan-Meier curve of relapse (n=115).
Median follow-up 12+ 1 month (IQR: 8-18 months)

3 6 9 12 15 18
100 74 55 31 Month since inclusion

Louis et al., Gastroenterology 2012;142:63-70



Proportion
without relapse

Case: what is the correct exit strategy for patients on anti TNF therapy

Can you predict who will do well after stopping infliximab therapy?

1.0

0.8

0.6

0.4

0.2

0.0

No. of factors

20%

l
—— <4
I — 4
5-6
>6
| | | | |
0 6 12 18 24 30

Months since infliximab withdrawal

All patients in stable remission on combination therapy

No previous surgery
Hemoglobin <14.5 g/dI
Male gender

Leukocyte count >6 109/l
CDEIS >0

Infliximab trough =2 mg/I
Calprotectin =300 pg/g
Steroids in prior 6-12/12

hsCRP =5 mg/I

Louis et al., Gastroenterology 2012;142:63-70



e UK-Cohort

"o Avadpopikry avaiuon, 21 IBD kévipa
166 aoBeveic (146 CD, 20 UC/IBDU)

Alakotry anti-TNF peta ammd touhaxiotov 12 ynvn Bepartreia
Kal KAIVIKN) Upeon

YTtrotpotm: CD 36% (1 €10G) & 56% (2 £Tn)
UC 42% (1 €10¢) & 47% (2 £€1n)
Emituxncg emavabepartreia: 88% (CD) , 76% (UC/IBDU)

[TapayovTtec uttoTpoTtic otn CD:
HAIkia diayvwong <22 € (HR 2,78)
WBC>5,25X10 9/L (HR 3,22)
FC>50 ug/g (HR 2,95)

Kennedy et al., AP&T 2016;43:910-923
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_ UC:-0lakotrn Infliximab —
AvVaOpPOMIKN MEAETN, 13 KEVTPA ava@opag

193 aoBeveic utto IFX (111 stop, 82 controls), 5 £€Tn diapkela
vOoou, 65,3% Tautoxpovn Bepatreia e BEIOTTOUPIVEC

YTtrotpotm 67 aobBeveic (34,7%): 53 (47,7%) v 14 (17,1%)
(23,3 v 7,2 /100 avBpwTT0o-£TN)

Kapia 01agopd oTa TTOO0OTA VOONAEIWY KAl KOAEKTOUNG

H alaBeiotrpivn ¢AavnKe w¢ N KAAUTEPN ETTIAOYA META TN
dlakotr Tou IFX

MeTda Tnv emavevapen IFX: 77,1% avratrokpion, 51,4%
upeon

17,1% avTIdpACEIC £yXuong

Fiorino et al., CGH 2016:14:1426-1432
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CUOTNMOTIKA avOoKOTTNON

69 peAeTec (18 AK, 8 combo, 43 anti-TNF), 4672
o{o]SIAVA[«

75% utrotpott) o€ 5 £€Tn a1ro diakoTr AK
uovoBepartreia

55-60% uTtroTpoTr o€ 2 £€1n YETA atTo dlakoT AK o€
combo BeparTreia

50% uTtroTpOoTIn O€ 2 £TN PJETA aT1TO dlakoTtrn anti-TNF,
UE aUZNON TTOOOCOTOU ME TO ETTOMEVA £TN

Apa 50% n) TrepicooTepol aoBeveic Ba eupavioouv
UTTOTPOTTI ME TN OIAKOTTH TG Aywyng

Torres et al., Gastroenterology 2015;149:1716-1730



“OUCTNUOTIKA OVOOKOTTNON

11 peAeTeg ue dlakot AK kai/r) anti-TNF

Movobepartreia pe AK, UTTOTPOTTI) O€ €va £€TOC O€
T0000T0 20% (CD) ka1 30% (UC)

2uvdouacopevn Bepartreia IF & AK yia TouhaxioTov 6
unvec: diakotrr) AK utrotpotr) 20% og€ 2 €1n

2 uvdouaouevn Bepartreia anti-TNF& AK (CD): diakoTtri
anti-TNF utrotpottA 40% (1 é10¢), 50% (2 £1n)

EIQIKEC TTEPITTTWOEIC PE AQUCNMEVO KiVOUVO
QAVETTIOUPNTWYV EVEPYEIWV (VEAPOI APPEVEC, EYKUPOOUVN,

NAIKIWUEVOI)
Pariente et al, AP&T 2014:40:338-353



TTPOC(PATEG NETA-OVAAUCEIG & —
—  OUCTNMOTIKEC OVOOTKOTTHOEIC

Reference Criteria for 6 - month 1-year =2-year 5 —-year Retreatment
stopping relapse rate | relapse rate relapse relapse rate success

UK, Clinical 39% CD 88% CD
Kennedy et al. remission 35% UC 76% UC
11 studies
Spain, Clinical 44% CD 38% CD 40% CD 49% CD
Gisbert et al . remission 38% UC 28% UC
27 studies
UK: 21-39% CD 37 - 55% 75% IBD (5
Torres et al. 14-48% UC CD years)
(syst. review) 25-47%
uc

69 studies
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EBO ME TN XPNON KAATTPOTEKTIVNG

- 16 aoBeveic CD,

- deep remission yia 3 £€1n
(HBI<4,CRP<0,5,FC<100ug/g, atroucia BAapwv)
- Eav FC>200 & CRP>0,5: evdookoTTnon

- 2/16 (12,5%) uttoTpoTrn

- cumulative probability of relapse 7,1% (12m) &
14,3% (24m)

16

| | | | | |

4 8 12 16 20 24
Follow up after IFX dose interval

de-escalation from 8 to 10w (months)

16 15 15 14 14

Papamichael K et al., JCC 2016 ;371-372



peiwon AZA o€ aoBeveic pe cuvOouaoTIKA
7 — Ogpameia (FX&AZA)
[TPOOTITIKN MEAETN DIAPKEIOC EVOC £TOUG, OUVOUAONOG 17 Unveg
81 aoB (28 2-2,5mg/kgr, 27 1-1,25 mg, 26 stop) (45 CD)
ATToTUXia: KAIVIKA) UTTOTPOTTN Kai/f] avAyKn TPOTIOTToinoNg
aywyng

AtroteAéoparta: atroTuyia o€ 5 (17,9%), 3 (11,1%) kai 8 (30,8%)
(10 CD & 6 UC)

Trough levels: Group A (3,65 v 3,45 pg/mL, p=0.9), Group B
(3,95 v 3,60, p=0.5), Group C (4,25 v 2,15, p=0,02)

2.€ ouvOUaOTIKN Bepartreia N peiwaon Tng d6ong TN AZA Kkai
OXI N OIAKOTTN €ival TO IDI0 ATTOTEAETUATIKN WE TNV TTARPN
oJolelg

Roblin et al., AP&T 2017 :371-372



[TPpOYyVWOTIKOL TTAPAYOVTEC

Positive Factors

AocBevng o€ KAWLKA
Udeon

NéoL aoOeveig (pioko HSTCL)
HAwwpEVOL aoOeveig

Anpoypadika otoyeia
aoBevn

Neapn nAwkia Stdyvwong

Muwpn £€ktacn vocou
Muwpn StdpkeLa ano tn
SLayvwon £wg tnv £ykaipn
gévapén Oepanciag

XapaKTNPLOTIKA VOOOU

Nepledpikn — EKTETAUEVN —
€lA€ikn vooo¢

ZtaBepn Oepaneia xwpic avaykn
npooBnkng ofeiag aywyng i

MponyoUEVO LOTOPLKO

MNponyoupevn snépufoon
Anotuyia AK
Nponyoupevn avaykn anti-TNF

EVTOTIKOTIOINGN aywYAC Bepaneiag Mponyouuevn untotpony) (avdykn
ya K2)
BAevvoyovikni emoUAwon
Bloxnuikny emovAwon Acikteg pAeyOVAG,
Trough levels (xapunAd yia anti-TNF/ Napovoa vooog ‘EAkn BAevvoyovou

avénpuéva ya AK)
Napatetapévn Odeon

Alatolywpatiki Aémtuvon
Muwpn didpkela Upeong

lotopko kakonOewwv N coapwv
Aolpwéswv

EmiBupio acBevry kat
duvatotnta va anodexOel
SLadopoug Kivéuvoug

Anouocia
ouvvovoonpotntag

Torres et al.. Gastroenteroloay 2015:149:1716-1730




FUVEXIOT) BEPOTTEIOC: TTAPABEIYHO

HAIKIwpéVOog aoBevig pE TTEPIEDPIKN VOO O,
TTPONYOUMEVN ETTENRACN, OEIKTEG EVEPYOU
vOoou Kal £TTIBUMIa va ouvexioel Tn
AapBavouevn aywyn

Disease features

Treatment

Demographics
history

Patient Current
preference disease status

Torres et al.. Gastroenteroloay 2015:149:1716-1730



SI0KOTTH BEPATTEIOC: TTOPABEIYHO

AyXWHEVOGS aoBeVh G yia TOV KivOuvo Dissase featiires
AEHPWHATOG, HIKPK EKTAON VOOOU, HOKPOXPOV

u@peon, BAEVVOYOVIKR ETTOUAWON KAl

TTPOYEVECTEPN atToTU)Xia ota AK

Demographics (€. —A Treatment
K < history

Patient Current
preference disease status

Torres et al.. Gastroenteroloay 2015:149:1716-1730



IBSEN study: Patients choosing 1 of 4 theoretical, predefined disease courses

n=85 (43%) n=37 (19%)

£ 2
o =
3 > g >
® 0 Years from diagnosis 10 @ 0 Years from diagnosis 10
5 £
3 3
3 n=6 (3%) £ n=63 (32%)
7] S
7]
> —
0 Years from diagnosis 10 0 Years from diagnosis 10
(n=197)

Solberg IC, et al. Clin Gastroenterol Hepatol 2007;5:1430-8



Re-start anti-TNF

Stop anti-TNF
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deep remission

RERRN

Fecal calprotectin and Fecal calprotectin and
CRP g8-12 wk CRP g8-12 wk

[
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~ s

Drug holiday period Drug holiday period

Papamichael K et al, WJG 2015;21(16):4773-4778



The EPACT-II, European expert panel

KAIvIKA upeon: CDAI<150
EvOOOKOTTIKI) UPEON: attoudia BAawv
Bioxnuikn upeon: CRP<5mg/l, Calpro<50ug/g

€INeOKOAOVOOKOTINON: 1 £ETOC META ATTO XEIPOUPYEIO KAl
4 £Tn O£ ATTOUCIO ETTENRAONG

CRP ka1 Calpro atrapaitnTtol O€IKTEG

ATtreikovioTIkEC e¢eTaoelC (CT,MRI): aBepaiec eceTdoEIg

Pittet et al, J Crohns Colitis. 2013 (7):820-826



e

: The EPACT-II

AZA,MP,MTX: povoBepartreia HETA aTTO 4 £TN KAIVIKNG
upeong

Anti-TNF: povo- heTa atro 2 £1Tn KAIVIKAG KAl
EVOOOKOTTIKAGC UPEONC, META ATTO 4 £TN KAIVIKAG UQPECNC

2.uvouaopevn Bepartreia: dlakoTt antiTNF petd atro 2
£TN KAIVIKNG UpEONC

Deep remission: yia OAeg TIG OepaTreieg oT1a 4 €N



NC: KAIVIKA Ugpeon & OI0KOTTN

(A) Me XEIPOUPYEIO Time of assessment

Treatment

Azathioprine/6MP

Methotrexate

Anti-TNF

Anti-THF + immunomodulator

Xwpig xeipoupyeio

(B) Time of assessment

Treatment

Azathioprine/6MP

Methotrexate

Anti-TNF

Anti-THF + immunomodulator

Pittet et al, J Crohns Colitis. 2013 (7):820-826




'NC: KAIVIKN & EVOOOKOTTIK} UPEON

Time of assessment

Treatment

Azathioprine/6MP

Methotrexate

Anti-TNF

Anti-TNF + immunomodulator

Pittet et al, J Crohns Colitis. 2013 (7):820-826
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Sea Table 3

Confinue Treasimants Increasad nisk of
infaction or cancer
I

Pariente et al, AP&T 2014:40:338-353




ECCO Topical Review on Treatment
Withdrawal ("Exit Strategies’)

v WG1: ASA

v WG2: AvoookaTtaoTaATikG (AZA, MP, MTX)
v WG3: BioAoyikoi TTapayovTeC

* Anuoacicuon eviog 2017

Biological
therapy

cycles




15. Radical exit strategies: immunosuppression discontinuation in CD and UC. Who are the real candidates?

A proSpective randomized controlled trial comParing
infliximAb-antimetabolites combination therapy to anti-
metabolites monotheRapy and infliximab monothErapy in
patients with Crohn’s disease i ed steroid-free
remission on combination therap

IFX dose-escalation + AZA

IFX + AZA
A“_ IFX dose escalation
AZA reintroduction

6 months
steroid-free
remission . .
AZA SN |FX reintroduction
Randomisation Relapse

m 583




The “new age” of IBD therapy

Anti-adhesion Novel Tx Anti-TNF
New dogma Targeted therapies in patient subpopulations
~—
clinical Im munolog |cg eneti C
Pafieht classificétioh
2000 — 7
Generalized immunosuppresion for all patients
Thiopurines MTX
Old dogma Corticosteroids
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CUUTTEPAOUATA

Ta TTOO00TA UTTOTPOTIAG TTapoucidlovTal augnuéva
LETA aT1Td dI1akoTT) TwV AK (15-37% o€ ugpeon peTd aTro
5 €1n) N anti-TNFa (40-50% utroTpoTIr) 0€ 2 £€1N)

ETTi UTTOTPOTTIAG, N ETTAVEVAPLN TOU AQUBAVOUEVOU
TTAPAYOVTA PTTOPEI VA YiIVEI HE OXETIKN AO@AAEIQ KAl
EMITUXIO

H d1akoTIN 1 aTTOKAINAKWON TNG AyWwynNg MTTopEi va
ViVEl O€ ETTIAEYUEVEC OPNADEC AOBEVWV UE TTPOOEKTIKI)
TTapakoAouBnon






