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ECCO statement 4B
The course of CD may be predicted by clinical factors at diagnosis and/or

endoscopic findings. This should be taken into account when determining &
therapeutic strategy [EL2]

ECCO statement 5G
Patients who have clinical features suggesting a poor prognosis appear the

most suitable for early introduction of iImmunosuppressive therapy.
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Research Article

Performance of Two Screening Questionnaires for
Inflammatory Arthritis in Patients with Inflammatory
Bowel Disease

peripheral arthritis questions axial arthritis questions

Do you have joint pain? Do you have back pain?

2. When waking up in the morning, do you notice 2. When waking up in the morning, do you notice
stiffnessin your joints for a time equal to or stiffnessin your back for a time equal to or
greater than 30minutes? greater than 30minutes?

3. Do you have or have you had any swollen joint3. Doyouhaveor haveyou hadbackpainthat

=
N =

wakesyou up or interrupts your sleep?

TaBLE 2: Reliability parameters of the screening questionnaires.
Parameter Axial Q versus clinical D Per. Q versus clinical D US versus clinical D
Sensitivity 87.5% (67.6-97.3) 82.8% (64.2-94.2) 50.5% (36.4-71.9)
Specificity 89.8% (81.5-92.2) 87.4% (79-93.3) 64.9 (53.2-75.4)
Positive LR 8.6 (4.5-16.2) 6.6 (3.8-11.4) 1.6 (11-2.4)

BioMedResearch Internationdolume 2018, Article ID 8618703



Prevalence and Characteristics of Extra - intestinal Manifestations in a Large
Cohort of Greek Patients with Inflammatory Bowel Disease

g Occular

3% of total
8.9% of EIMs

JCG 2016, 429436

Arthalgia

Asthma
Vasculitis

Myocarditis, pericarditis

\

Primary sclerosing
cholangitis, autoimmune

16.7% e ome

Psoriasis

Autoimmune hepatitis
Immune thrombocytopenia
Coeliac disease

- - Autoimnjune pancreatitis,
Peripheral arthritis type 1 diabetes

Nephritis, amyloidosis

Urolithiasis

\
11.9%

Axial arthropathy
(spondylitis and
sacroiliitis)

Sacroilitis \

0]
4- 6 /0 Polyarticular arthritis

SN
2 1% Musculoskeletal o

0
23.3% of total
\ 70.6% of EIMs

=

Mucocutaneous
149% of total

42.3% of EIMs




Prevalence and Characteristics of Extra - intestinal Manifestations in a Large

=

Cohort of Greek Patients with Inflammatory Bowel Disease

JCG 2016, 429436

MotiBa cuvumapEnc moAamA®V eEWEVTEPIKMY EXTNADCEDY

Table 4. Correlation between different extraintestinal manifestations in inflammatory bowel disease patients.

Mucocuraneons EIMs

OR [95% CI] Ankylosing Sacroilitiris Mucocuraneous Erythema Ocular DVT
[f=value] spondylitis EIMs nodosum EIMs
D —— D ——
Arthrine EIMs 0.1 [0.1-0.2] 2.6 [1.e—4.4] 0.2 [0.1-0.7]
[= 0.0001] [< 0.0001] [0.009]
Peripheral arthriris 0.3 [0.1=0.8] 0.4 [0.2-0.6] .
[0.001] [= 0.0001] [0.007]
Ankylosing spondyliris 0.2 [0.1-0.7] 3.8 [1.6-8.7]
[0.005] [0.004]

Cl, confidence interval; DVT, deep vein thrombosis; EIMs, extra-intestinal manifestarions; OR, odds ratio. Bold: significant positive associations.

Chronic immune
diseases cluster
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stronger enrichment of
overlap, with the largest
being ankylosing spondyilitis
(8/11, 13old) and psoriasis
(14/17, 142 C 0 O~

Nature. 2012;491: 1179124
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Mean (SD) PHQ-9
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Mean (SD) PHQ-9 and SIBDQ scores over 1 year by presence of EIMs and geographic region

80 -
1794 patients: evaluable 1-year data = No EIM
— T I - m01 EI Ms
T = No EIM : 60 -
m01 EI Mp

Mean (SD) SIBDQ
N
o

N
o

- — = =

0497 125

497 | 125
Total wWeCc®  EEMEA®  LaM Japan

1178, 237

Patients with UC with O1 EIM had:

A Higher PHQ-9 depression scores over Year 1 vs patients with no EIMs
A Lower SIBDQ score (ie poorer physical, social, and emotional status) over Year 1 vs patients with no EIMS

Ghosh S, et al. ECCO 2019 [Poster P410]
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ECCO Statement 2F
Treatment of underlying gut inflammation is often sufficiémtreat peripheral arthritis[EL2], although shott

term NSAID®r local steroid injectioprovide symptomaticelief [EL4]. Shofterm oral corticosteroids are
effective[EL 3], but should be discontinued as soon as practicable.

In persistent arthritis, sulfasalazine [EL2] anethotrexate[EL4] may have a role. AfitNF therapy is
appropriateand effective in resistant cases [EL2]
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Incident CD and UC between 1990 and 2008utcome)
and NSAID and aspirin use (exposure)

Table 3. Risk for CD and UC, by Weekly Dose of NSAID and Aspirin Use*

Variable

NSAIDs
Person-years of follow-up
CD
Cases, n
Age-adjusted incidence, nt
Age-adjusted HR (95% ClI)
Multivariate HR (95% CI)§
uc
Cases, n
Age-adjusted incidence, nt
Age-adjusted HR (95% Cl)
Multivariate HR (95% CI)§

0 tablets/wk

600 068

48

8
1.00 (reference)
1.00 (reference)

47

8
1.00 (reference)
1.00 (reference)

0.5-1.5 tablets/wk

314 140

25

8
1.13 (0.69-1.86)
1.09 (0.66-1.80)

23

7
1.03 (0.62-1.71)
1.00 (0.60-1.66)

2-5 tablets/wk

198 903

24

12
1.72 (1.04-2.84)
1.68 (1.02-2.78)

20

10
1.38 (0.81-2.36)
1.30 (0.76-2.21)

=5 tablets/wk

182 207

26

14%
1.78 (1.10-2.89)
1.71 (1.05-2.77)

27

15%
1.90 (1.18-3.07)
1.78 (1.10-2.89)

Neotepa MIAD gyouv pikpotepn ToEwkoTnta otny IONE

Ann Intern Med.2012;156:35®59
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H MeBotpeEatn sival amoTeAEoCHATIKN cav Bepamela ehpodovu Kal

CUVTNPNONC OTNV KopTIKo-cEapTwievn v. Crohn

¥ ¥ ’ ’
Beparnela egodou Bepamela cUVTNPNONG
o @ Placebo @ M¢ * ~ _ "~ s vh 1007
c 907 p=0.025 0=0.003 0=0.92 90° 0=0.04
1% 39.4 39.0 40.0 80"
R0 © Mg © 7 7" B vh
E >?_/70_ - -
0 ) 65%
£ 254 607
) 50"
S = Placebo
3 407 19%
(&)
& O_ 302{/ T T T T T T T T T 1
All patients High-stratum Lowstratum 0O 4 8 12 16 20 24 28 32 36 40
prednisone prednisone n +° > h 1 s > N !

North American/ N2 KSyidydsroup (NACSG) FeagarB, NEJM 1995



Ocslomoupivec n pebotpefatn

o

-2 = o] ] =

= - = = =
1 L 1 1

[E—
= o e O
$ 2 3 3

Clinical remission (%)%  Clinical remission (%) >
S =

=
1

4 At week 16
P=(222

68.6 %o

MTX (n=51)

~94.3%

88.9%

week 16 week 36

74.3% 75.6%

78.9%

TPs (n=57)

@8 MTX (n=35)
B8 TPs(n=45)

60.0%
53.3%

45.7% 44.4%

week 48

week 64

51 patients MTX (20 mavk, subcutaneous)
VS.

57 patients azathioprine (2 mg/kg*) or

mercaptopurineg(1 mg/kg*)

Conclusions

MTX Is effective in inducing and maintaining CR
and achieving mucosal healing in patients with

NEFTNI OiG2NE / NPKYQa RA;
STUOIF O& Aa O2YLI NIoOfS

patients.

L y b | B6wel Dis 2017,23:44@47
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ECCO statement 6A
After the first presentation if remission has been achiewgith systemic steroids, #niopurine[EL1]or
methotrexate [EL3] should be considered.

ECCO statement 6D
Immunosupressivg O3S LI GASYy (& déartosterdbids snRuidLIS tyedresl yiththi@pyrine
[EL1Jor methotrexate[EL2] or antTNF based strategy [EL1].
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| ECCO Statement 2F
AN? R J 3.6 S @ J. Treatment of underlying gut inflammation is often sufficiémtreat
peripheral arthritis[EL2], although shoiterm NSAID®r local steroid
ATPMTR [ R ® c[ N 3§ 1 injection provide symptontic relief [EL4]. Shofterm orall
AE (I) corticosteroids are effectivieL 3], but should be discontinued as soc

'l 281 aspractcable.
In persistent arthritis, sulfasalazine [EL2] anethotrexate [EL4] may
MsisrsIKeEl

have a role. AMITNF therapy is appropriatnd effective in resistant

cases [EL2]
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What the ECCO Guidelines on Therapeutics
In Crohn's Disease propose”?

Induction of remission } [I\/Iaintenance of remissioﬂ

Recommendation 1.5. ECCO CD Treatment GL [2019] Recommendation 2.5. ECCO CD Treatment GL [2019]

We recommend the use of TINF inhibitors [infliximab, . . , . . ..
. ) ) ) = In patients with Crohn's disease who achieved remission
adalimumab, and certolizumab pegol] to induce remis- \

Epwtnon:

Mowa elval n Bepamneio SeUTEPNC YPOAUMNC O acOevn pe
IONE kot cuvuntapén Ywpiaong kot apOpitdag ?

Recommendation 2.6. ECCO CD Treatment GL [2019]
Recommendation 1.9. ECCO CD Treatment GL [2019]

We recommend vedolizumab for induction of response VE DOLI 2 l |I\/IA We rocommend vedolizumab for maintaining clinical re-

and remission in patients with moderate-to-severe mission in patients with moderate-to-severe Crohn’s dis-
Crohn's disease with inadequate response to conven- ease who achieved remission with vedolizumab [strong

tional therapy and/or to anti-TNF therapy [strong recom- recommendation, moderate-quality evidence].
mendation, moderate-quality evidence].

Torres J et al, J Crohn's Colitis 2020; 122



PERIPHERAL ARTHROPATHY IN IBD'2

Type 1 (Pauciarticular)

<5 joints, mainly large
Asymmetric involvement
Course parallels IBD activit

Seltlimiting episodes
can last up to 10 week

Associated with EIMS

MCP=metacarpophalangeal joint. PIP=proximal interphalangeal joint.

N 4
7 N

4
 {

Occurrence
in UC

Occurrence
in CD

Type 2
~24%

Type 2
~20%

1. Vavricka SR, et &hflamm Bowel Di2015;21(8):1982992. 2. Levine JS, Burakofffastroenterol Hepatol (N ¥2011;7(4):23841.

Type 2 (Polyarticular)

5+ joints, mainly small

Symmetric or asymmetric;
may be erosive

Course independent
of IBD activity

Persistent inflammation
lasting months or years

Associated only with uveitis

obbvie 27




AXIAL ARTHROPATHIES IN IBD'-3

N 4
7 N\

4
 {

Sacroiliac joints

Sacrolliitis

Affects up to 25% of patients with IBD

Often symmetrical and asymptomatic

AS

Affects approximately-32% of patients with IBD
More common in males than females

Patients present with chronic back or buttock pain,
which is worse in the morning or after rest

Spinal pain often felt moving lumbar to cervical

Limited spinal flexion and reduced chest expansion may occur

Small facet
joint

Vertebra

1. Vavricka SR, et &hflammBowelDis 2015;21(8):1982992. 2. Levine JBurakoffR.GastroenteroHepatol(N'Y). 2011;7(4):23841. .
3. Friedman S, Blumberg RS. In: Kasper D, etal, ¢d®NNA 42 Y Q& t NA y OA, LHthSd 202571941964 SNy f a SRAOAY S aobbvie 2



_ aclimiRiRNun. tpf1sary asRrr

Anti- TINF infliximab N and bio- infliximab N and bio- UC &CD
adalimumab N and bio- K adalimumab N and bio- UC & CD
golimumab Golimumab ucC
certolizumab pegol certolizumab pegol CD
EtanerceptN and bio- U Zr nBRT Er &fr hfi 1 B ¢és

Anti-p40 (IL-12//L-23) Ustekinumab B Ustekinumab UC & CD

Anti-1L.-17A Secukinumab U Zr1 E&recvrf1nl [11]
Ixekizumab

Anti-1L.- 6R Tocilizumab Qlitpr 3z Eslnrpn?f [
Sarilumab U

Jak inhibitor tofacitinib U Tofacitinib ucC

Anti- CD20 Rituximab U CrpeRL Er Efrhf I1Bgés

lgGIFc- CTL4A Abatacept U CrnRY Er Ef t N1 wl) csBy ¢s

Anti- integrins FTEr tRSONCGCEL N b Vedolizumab UC & CD

Natalizumab CD
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H SocoAoyia twv Brodoyixwv doapudakwv StabdEpel LeTall pEVUATOAOYIKWVY, KOIL
Sepuaroloyixkwv rtaBnoswv kot IONE

Infliximab RA36Thr 2p 0 28wk 3F BHmg/kg* 0-2-6 wks
AS,PsA 5 mg/kg* 0-2-6 wks & 5mg/kg* every 8 wks
adalimumab 40 mg every2wks 160 mg 80mg 40 mg 02-4-wks

& 40 mg every2 wks

golimumab 50 mg every 4vks, 200 mg 100mg 40 mg 62-6-wks
(or 100 mg every 4vksif > 100kg) & 50 mg every 4 wks (< 80kg) or 100 m¢
every 4 wks (> 80kg)

Ustekinumab 45mgs.c: 04 wks, then every 12 6mg/kg* i.v. - 90mgs.cwk8
wks (or 90mg doses if > 100 kg ) & 90 mg every 8.2 wkss.c

Tofacitinib 5 mg bid 10 mg bi.dfor 8 wks
& 5 mgbid

1. Remicade SmPC, Merck, May 2018, 2. Humira SmPC, AbbVie, July 2018, 3. Simponi SmPC, Merck Sharp & Dohme, Apr 2018;
4. Stelara SmPC, Janssgitag, Mar 2018, 5. Xeljanz SmPC, Pfizer, July 2018
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Alta@opikn Stayvwon véov e€avOnuatoc os acOsvn ne
I®NE mov Aaupaver Ospoaneia pe avti-TNF

Spanish registry of biological therapies
Exposure to anttTNF: 17,329 person -years

4

I9Afu r1 1 LE8RALI AT SZs 1T RM{LZU)WU
53/1000 person-years

4 4 4
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28/1000 p-y ]5/100{0*;;/ c | Ffahobo 0-y



Wwploowkee BAaBec og aoBeveic pe IONE mouv AapBavouv
Oeparneio pe avtl-TNF mapayovteg

CD/UC 78/11 (%)
F/M ratio 1,3
80
L, 70 E<' 6L "h >p265(854)
g Infliximab 69.37%
g ., Adalimumab 22.52%
s Certolizumab 2.70%
2
E 20
“ i /.’ - m Palmoplantar psotiasis
2004 2005 2006 2007 2008 2009 2010 2011 mPalmoplantar pustular
psoriasis

A Guttate psoriasis

& Peoriasis capilliti

FlLAMmIBY | YU§s|i
ARML AZ2ARIY X

OPsoriatic alopecia

tl vy vl ZYAULL 1TRM[ | Z1 .
. 1 1r2ae Como | Asy
Journal of Crohn's and Colitis (2013)7, {324



Psoriasis

| Palmoplantar &
pustulosis







