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diagnosis
EIM EIM ‘VIHNI EIM EIM
| 1 | | | >
5 months 92 months

l(0—25 months) i (29-183 months)

| |
26% 74%

Rogler, G. et al. (2021) ‘Extraintestinal manifestations of inflammatory bowel disease: Current concepts, treatment, and

implications for disease management’, Gastroenterology, 161(4),

pp. 1118-1132. doi:10.1053/j.gastro.2021.07.042.
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Greuter, T. et al. (2020) ‘Emerging treatment options for
extraintestinal manifestations in IBD’, Gut, 70(4), pp. 796-
802. doi:10.1136/gutjnl-2020-322129.

Table 7. Management of axial and non-axial spondyloarthropathy in IBD
[adapted from Greuter et aF*

Agent Axial Non-axial

spondyloarthropathy  spondyloarthropathy

Sulfasalazine

Methotrexate
TNF-
antagonisr
JAK inhibitor
Anri-integrin Vedolizumab

Ann-1L-12/23  Ustekinumab

S1P-R. modu- Ozanimod
lator

“Does not apply for etanercept.
Green: can be used.

Yellow: may be used.

Red: should not be used.



> Aliment Pharmacol Ther. 2020 Feb;51(4):435-445. doi: 10.1111/apt.15577. Epub 2019 Nov 22.

Prevalence of endoscopic improvement and
remission according to patient-reported outcomes in
ulcerative colitis

K)\_ L '\) L K l’/] Parambir S Dulai 1, Siddharth Singh T Vipul Jairath 2 Christopher Ma 3 Neeraj Narula 1
Niels Vande Casteele 1, Laurent Peyrin-Biroulet 2, Severine Vermeire ®, Geert D'Haens 7,
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Y L (X # PMID: 31755121 PMCID: PMC6989392 DOI: 10.1111/apt. 15577
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* 80% TV aoBevdVv e vopuoAomnoinon Twv PROs -
> £VOOOKOI LKL aVvIAIOKQLON

Dulai, P.S. et al. (2019) ‘Prevalence of endoscop‘ic iﬁpoo%em:;@\éncgggigsyg)lvacaggii%qug?&%iyngé]ougc@m¥s PIROS -
ulcerative colitis’, Alimentary Pharmacology &amp;, Th}ra@%@ok]dﬁlkpﬂ 4%%éqdoi:lO.llll/apt.l5577.



> Dig Dis. 2018;36(3):184-193. doi: 10.1159/000487589. Epub 2018 Mar 7.

Multiparametric Evaluation Predicts Different Mid-
Term Outcomes in Crohn's Disease

K)\ L \) L K f] Lucrezia Laterza ', Anna Chiara Piscaglia ' 2, Laura Maria Minordi 3, lolanda Scoleri 7,
Luigi Larosa 3 Andrea Poscia 4, Fabio Ingravalle 1 Arianna Amato 2, Sergio Alfieri _
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X * AUVOTOTNTIA TWV KALVLIKOV — €VOOOKOILKQOV —
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KA LV LKL éxPoon
* Jupewvia Tov 3 : 18% Twv acbBevov
* ZUPPOVIiA KALVLKQV KOl £VOOOKON LKAV
gupnuatov: 39% Twv acdevev
Laterza, L. et al. (2018) ‘Multiparametric evaluation predicts different mid-term outcomes in crohn’s disease’, Digestive Diseases,

36(3), pp. 184-193. doi:10.1159/000487589.
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KoaAmpotextlvn Kompdvwv
(FCal)

* lpwTelvn TOU KUTTUPOMIAXOUATOC TWV OoUdETEROPLADV
(e PLKPOTEPN OUVKEVIPWON OTA HAKPOPAYN KL TO
HMOVOKUTTOP)

* 36-kDa mpwtelvn deoucUtouoca aoBEOTLO, WEAOC TINC
oLkoyéveLac S100

* JUUHETEXEL O UNYov LopoUuc eAsyuovicg,
OVOOOAOY LKNC pUBULONG, KUTTIWXPLKAC
dLapopomolinonc Kol omIOITWwoNC

* lpwtelvn ofelac e&onc

* AelKINC €VIEPLKNC QAEYUOVNC: N HNopoucia Tng oOtTd
KOTIpovVa €lval OUVEIe Ll TNC PpeTovdoTEUONC
OUdEeTEPOP LAWY OTOV YUOTIPEVIEQLLKO LOTO AOYVW®
Aoluwénc N pAsypovodoucg dLadLKaolac.

* JUYKEVIPWON OTO KOMPAVX: OUYKEVIPWON OTO0 TTAXCUX

16 E’a]_hirana WGW, Chubb SP, Gillett MJ, Vasikaran SD., ‘Faecal Calprotectin’, Clin Biochem Rev. 2018 Aug;39(3):77-90. PMID: 30828114; PMCID: PMC6370282.
2. Murray, J., Kok, K.B. and Ayling, R.M. (2023) ‘Fecal calprotectin in gastrointestinal disease’, Clinical Chemistry, 69(7), pp-.
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Jukic, A. et al. (2021) ‘Calprotectin:
From Biomarker to biological function’,
Gut, 70(10), pp. 1978-1988.
doi1:-10.1136/cgut 3 nl1-2021-324855 .



Fecal calprotectin

L | RSNy R Range of FC
- » o/ b J ) increase (ug/g)
Colon polyp Colorectal Bactelzial / vjral ) | C?|°“ ) Gl bleeding
1-117.7 neoplasia gastrointestinal diverticulosis <20-429
57-133 infection <50-160
0-994 Range of FC increase (ug/g)
Lifestyle
= PPI Obesity™ 5-185
‘/’ 50-150 Physical inactivity*” 25-60
IBS Other
16-294 Microscopic @& -
COI itis NSAI DS Age <9 years— 18-213
130-480 AEURD 5T 5-520 Age > 65 years™ 14-118
Bowel preparatlo'r‘i for 51-17,379
colonoscopy—
Proctitis after &
Rheumatologic diseases™ 14-513
radiation thera : : :
50 ;7)'0 Liver cirrhosis Perianal disease®’ 207-1705 H
- sttt Stoma® <150-1130 §
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> J Crohns Colitis. 2020 Jun 19;14(5):688-693. doi: 10.1093/ecco-jcc/jjz205.

Faecal Calprotectin for the Diagnosis of Bowel
Inflammation in Patients With Rheumatological
Diseases: A Systematic Review

Marine Fauny ', Ferdinando D'Amico 2 2, Stefanos Bonovas 2 4, Patrick Netter , Silvio Danese

Damien Loeuille 7 2, Laurent Peyrin-Biroulet 3

Affiliations + expand
PMID: 31858121 DOI: 10.1093/ecco-jcc/jjz205

(2019)
Journal of Crohn’s and Colitis,

Fauny, M. et al.
A systematic review’,

2

4

688-693.

SR 6 mpoontTLlkOV & 1 avadpouLKAC
HeEAETNC TTOPATAPNONG OXET LKA HUE TN
xpnon FC oe aobBeveicg (691) us
CEUNAT LKEC TmabhoeLc (SpA & AS)
21.7-70.7% 10V acBeviv auénuévn
Fcal
* MOKQPOOKOIILKEC aANOLOoeLg 2 11-80%
TOV A00eVOV (6 ueAéTeq)
* MLKPOOKOIILKEC aANOLOoeLg 2> 41.7-
100% TV aoBevav (4 peAéTecg)
FCal range: 14-513 ug/g
Movo oceg 1 peAétn pe 204 OUPUETEXOVIEC
ovapépetal ota S5étn f/u:

e CD: 1.5%
(+) : MZA®, PPIs / (-) antiTNFa / (ns)
anti-IL 17, CSs, sulfasalazine

‘Faecal calprotectin for the diagnosis of bowel inflammation in patients with rheumatological diseases:
14(5), pp.

doi1:10.1093/ecco-jcc/j3z205.



> Am J Gastroenterol. 2020 Jun;115(6):885-894. doi: 10.14309/ajg.0000000000000596.

Ve
Z [SAY 6 UdX Gu O C Incorporating Fecal Calprotectin Into Clinical
Practice for Patients With Moderate-to-Severely
F C ad l & P RO S Active Ulcerative Colitis Treated With Biologics or

Small-Molecule Inhibitors

Parambir S Dulai ', Robert Battat ', Maria Barsky i Nghia H Nguyen i Christopher Ma _
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e YuvekTlunon PROs & FCal -

ITI.RBS 2/3
KoL/ SES 2/3

T. RBS 0 + SFS II.Zuvex L {ouevn QmOAE L

0/1 - FC aflpatoc and 1o 00066 KoL/N

- FC 2250

3 OudC KeEVOOEWV
<50uq/ auénuéeEvoc apt
Bg/g ug/g

(RBS>0 xoaL/n SES 2/3) -
FC:50-250 ug/g

<5% FN results - <5% FP results -

May avoid May avoid
endosco_y endoscopy
Dulai, et a (2020) ‘Incorporating fecal calprotectin into clinical practice for patients with moderate-to=-s€verely active

ulcerative colitis treated with biologics or small-molecule inhibitors’, American Journal of Gastroenterology, 115(6), pp. 885-894.
doi:10.14309/ajg.0000000000000596.
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Metric Value Interpretation

o°

Review > Biomedicines. 2023 May 9;11(5):1408. doi: 10.3390/biomedicines11051408. Sensitivity 81 Correctly identifies 81% of patients

with active disease.

The Utility of Faecal Calprotectin, Lactoferrin and

Other Faecal Biomarkers 1n Discriminating Specificity 745% Correctly identifies 74% of patients
e o, e 1 e . e without active disease.
Endoscopic Activity in Crohn's Disease: A Systematic
Review and Meta—-Analysis
Diagnostic 0Odds 13.93 Indicates moderate-to-strong overall
Anuj Bohra ' 2, Ghada Mohamed 2, Abhinav Vasudevan ', Diana Lewis % 4, Ratio (DOR) test performance.
Daniel R Van Langenberg ! Jonathan P Segal >
Affiliations + expand Negative 0.27 Only 27% of negative tests truly
PMID: 37239079 PMCID: PMC10216423 DOI: 10.3390/biomedicines11051408 Predictive Value reflect no active disease.
(NPV)
Bohra, A. et al. (2023) ‘The utility of faecal calprotectin, lactoferrin and other faecal biomarkers in discriminating
endoscopic activity in crohn’s disease: A systematic review and meta-analysis’, Biomedicines, 11(5), p. 1408.

doi:10.3390/biomedicines11051408.
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Clinical Trial > Lancet. 2017 Dec 23;390(10114):2779-2789. doi: 10.1016/S0140-6736(17)32641-7.
Epub 2017 Oct 31.

Effect of tight control management on Crohn's
disease (CALM): a multicentre, randomised,
controlled phase 3 trial

Jean-Frederic Colombel ', Remo Panaccione 2, Peter Bossuyt 2, Milan Lukas 4, Filip Baert 2,
Tomas Vanasek ©, Ahmet Danalioglu T Gottfried Novacek &, Alessandro Armuzzi 2,

Xavier Hébuterne 19, Simon Travis 11, Silvio Danese 12, Walter Reinisch ¢, William J Sandborn 13,
Paul Rutgeerts 4, Daniel Hommes 1, Stefan Schreiber '®, Ezequiel Neimark 7, Bidan Huang "/,
Qian Zhou 17, Paloma Mendez '8, Joel Petersson 17, Kori Wallace 17, Anne M Robinson 7,

Roopal B Thakkar 17, Geert D'Haens 1°

Affiliations 4+ expand
PMID: 29096949 DOI: 10.1016/50140-6736(17)32641-7




A Study design

Prednisone burst and taper

Clinical management group escalation driven by CDAl and prednisone use

i Treatment escalation:

Adalimumab
160 mg (week 0), Adalimumab Adalimumab
No adalimumab 80 mg (week 2), 40 mg, 40 mgrry week
treatment then 40 mg > + azathioprine
every other week 5 mgfkg per day

o 7 60 |
T L
21 £ 459%
" Iy randomisation 3
r I
"é i Adalimumab 40 mg everyotherweek De-escalation
o
= | Adalimumab 40 mg every other week + azathioprine 4
: 0
' . Clinical management.
! Tight control group escalation driven by CDAI, faecal calprotectin, CRP, and prednisone use O Laboratory v,ls,lt
| Q Treatment visit B Key secondary endpoints at 48weeks
| | — T T T @ Megement (1-122)
9 4 10 1 12 23 24 35 36 48 control (n-122)
Baseline Time (weeks)
Rescue group (patients who need escalation before next visit, decided during unscheduled visits)
— v, L2 \/ \/ P-D-ﬂa P—ﬂﬂ'ﬁ?
Zc LVOU U O O PO 1 1
B Treatment and failure criteri 508%
7/ A0
Laboratory visits B L 06 ELKTWV ;
R, AUEC SlodVle L A :
e omiton uédvouv Tnv mLbovoétnta emniteuénc £VVOYOV LKNC E
2
T Completz | Endoscoplc |
CDEIS <4 In resporse
Week 11, 23, and 35 1. CDAI decrease of <100 points compared with baseline or 1. CDAI=150 alsegments  remesion
(after randomisation) CDAI =200 2.CRP =5 mg/L C sterold-free remission at each visit
2. Prednisone use 3. Faecal calprotectin 2250 pg/g 10 [ Clinicz| manzgement (n-122)
4. Prednisone use CImight control (n-122)
804 pe=0-009 pe0-D03 p=C-007 pe0001
Figure 1: CALM study design _ 631% .
CDAI=Crohn’s disease activity index. CRP=C-reactive protein. % B0
;.;, . 1B3% 393
e ' [ 3.0%
* 244 oocBevelc blo-naive 20
' ' . ' 48 n
* Primary endpoint: mucosal healing (CDEIS < 0 L _

4)

with absence of deep ulcers (w48)

p=0-010




Patients (%)

Bl Adalimumab every week plus azathioprine  [] Adalimumab every other week (de-escalated

I Adalimumab every week

from adalimumab every week)

1 Adalimumab every other week plus B Adalimumab every other week
azathioprine (de-escalated from I No treatment
adalimumab every week plus azathioprine)

100+
90+
17%
80—
(13)
70—
60+
19%
50 (17)
40— 15%
(13)

30+

204 | 22%

ol @ 13 =

7 10% % 10%

. 9) (10) 5% (4) | (10) 3% (3) (8) 2% (2)
™M TC oM TC oM TC oM TC |
(n=78) (n=88) (n=78) (n=88) (n=78) (n=88) (n=78) (n=88)
Randomisation 12 weeks after 24 weeks after 36 weeks after

randomisation randomisation randomisation




Clinical Trial > Lancet Gastroenterol Hepatol. 2022 Apr;7(4):294-306.
doi: 10.1016/52468-1253(21)00474-X. Epub 2022 Feb 1.

Treat to target versus standard of care for patients
with Crohn's disease treated with ustekinumab
(STARDUST): an open-label, multicentre,

randomised phase 3b trial

5

T

Silvio Danese ', Severine Vermeire 2, Geert D'Haens 2, Julian Panés *, Axel Dignass
Fernando Magro - Macie] Nazar 7 Manuela Le Bars 8, Marjolein Lahaye % Lioudmila Ni 19,
lvana Bravata 11, Frederic Lavie ®, Marco Daperno 2 Milan Lukag 13, Alessandro Armuzzi ",

Mark Léwenberg *, Daniel R Gaya '°, Laurent Peyrin-Biroulet '®; STARDUST study group

Collaborators, Affiliations + expand
PMID: 35120656 DOI: 10.1016/52468-1253(21)00474-X




Week 16 interim analysis
Treat to target Treat to target
ASES-CD score at ustekinumab ITE
baseline: Maintenance
if <25%, — qBw ™ dose adjustments
if =25%, —= ql2w based on symptoms
and biomarkers
Endoscopy i
Endoscopy Ustekinumab Ustekinumab Randomisation of Endoscopy Primary endpoint v
induction & mg/kg maintenance 90 mg CDAL7 0 responders Endoscopic response Week 104
intravenous at suboutaneous at L (50% reduction y
week 0 week 8 SES-CD vs baseling) B
Standard of care Standard of care
Diose assignment ustekinumab
atweek 16in Dose adjustment
compliance with [ asper label based
the EU SmPC solely on disease LTE
flare as confirmed
by physician
Tight control

‘ Week 0 | Week 4 ‘ Week 8

Firsttarget | Week 16
CDAI-FO Second target ASES-CD score at
response baseline:

if <25%, = q8w
if 225%, — ql2w

Week 48
Third target
Endoscopic
response

v 440 ooBevelc

v UST: 1st / 2nd line
BLoOAOYV LKL Bepamela

v Primary endpoint:

endoscopic response at

wi8

100— [ Treat-to-target group (n=219)
= Standard-of-care group (n=221)
50- e
£ i Nominal
a p=0-087 : p=0.045
g 60 i
o |
z a
B T | I
s 1 T s I
20 38% i 40%
30% ; ik
0 i
MRI LOCF

Figure 2: Endoscopic response at week 48







EAKOONC
KoAlT OO

Filal cut-off

Study Country complete muco

healing (pg/g)
Theede etal., 2015 Denmark 192
Lee et al., 2017 Korea 187
Drugg Hahnetal., 2024 Canada 123
Cannatellietal., 2020 UK 112
148

* Aev undpxouv RCTs pue mpoTtoapX LKO
KATOANKT LKO onuelo 1tov kaboplLoud cut-
offs

* Aedouéva amd UEAETEC TIOU €KTILPOUV TNV
coucxétiLon FCal — KALvikng Ueeong -
Evdookom KNG Ypeong — ICTOAOYLKAC Upeonc

l Metric Sensitivity Specificity

(%) (%)
1. Cannatelli, R. et al. (2020),
MES =0 75 858 Inflammatory Bowel Diseases,
27(5), pp. 647-654.
UCEIS =0 9 &7 doi:10.1093/ibd/izaal63.
MES =0 2. Drigg Hahn, G. et al. (2024),
85? 891 Journal of Crohn’s and Colitis,
or UCEIS 18 (Supplement 1), pp. 1851-1852.
doi1:10.1093/ecco-
jcc/3jJad212.0542.
MES =0 o8 70 3. Lee, S.-H. et al. (2017), BMC
Gastroenterology, 17(1).
MES =10 *HEEUTHEF 865.904 doi:10.1186/s12876-017-0669-7.
4. Theede, K. et al. (2015),
UCE'SEI *aﬂcurﬂcy BEB% Clinical Gastroenterology and

Hepatology, 13(11).
doi:10.1016/7.cgh.2015.05.038.



Table 1 Assessment of disease activity according to endoscopic findings
Reference No. patients Montreal FC cutoff Sens Spec Endoscopic Pvalue Correlation .
(M:F) (L1:L2:L.3:L.4) (%) (%) score fs
N Denis 2007° 28 (9:19) 15:2:8:2 — — — CDEIS ns ns
(1 patient not
reported)
Sipponen 2008'® 61 (30:31) 16:17:43:11 — — SES-CD P < 0.001 lleocolonic/colonic
disease
r=0.642
Sipponen 2008'® 61(30:31) 16:17:43:11 — — — SES-CD P=0.161 lleal r=0.317
Sipponen 2008° 77 (39:38) 19:14:37:7 50 ng/g 44 CDEIS P < 0.001 r=0.729
Sipponen 2008° 77 (39:38) 19:14:37:7 100 ng/g 92 CDEIS P < 0.001 r=0.729
Sipponen 2008° 77 (39:38) 19:14:37:7, 200 ng/g 93 CDEIS P < 0.001 r=0.729
Schoepfer 2010 122 (51:71) 35:20:67: 50 pg/g 8 58 SES-CD P < 0.001 r=0.75
Schoepfer 2010* 122 (51:71) 35:20:67: 70 pg/g 8 72 SES-CD P < 0.001 r=0.75
Bjtrkesten 2012'° 64 (32:32) — 94 ng/g 8 74 SES-CD P < 0.001 r=0.56
Eder 2014"" 150 (76:74)  51:35:64:D — — — SES-CD P = 0.0008 and r=06
P < 0.0001"
Gecse 2015"3 44 (25:19) 9:20:15:3 —_ — —_ SES-CD P < 0.0001 r=0.76
Karczewski 20152 b5 (23:32) 17:20:15:B 76 ng/g 96 20 CDEIS P < 0.001 r=0.827
Inokuchi 2016° 71 (46:25) 22:16:33:0 180 pglg 8] 59 SES-CD P < 0.00071 r=0.67
Arai 20177 89 (78:11)  35:16:72:( 215 pg/g 8p.8 714 SES-CD P < 0.0001 r=0.6362
VazquezMorén 2017° 71 (33:38) 23:17:31:0 170 ng/g 6 955 SES-CD P < 0.001 —
Kawashima 2017'¢ b3 (38:15) 22:3:45:0 252.9 pa/g 6 83 SES-CD P < 0.001 r=0.77
Colombel 2018'° 244 (103:141) 35:71:129: 250 pg/g 7 67 CDEIS — —
lwamoto 2018"7 69 (56:13) — 92 mg/kg 94 88 SES-CD P < 0.007 r=0.66
< 10 and > 10 years from diagnosis, respectively. Cqrrelation was rgported according to\{ﬁ a?maq(% C ] r fectin an accurate marker in the management of

1sease OU rna

o oenterolo and Hepatology, 35(3 390-400.
: FC, fecal calprotectﬁbllﬁ [ﬁl?]@ﬁ"fi@iﬁ SES- D, tH RS0 for 3). pp.

—, not reported; CDEIS, Crohn's Disease Endoscopic In Simple Endoscopic Sco

Crohn's Disease.



Diagnosis

» Primary/secondary care
* Symptoms suggestive of IBD
- abdominal pain, diarrhoea

l

FCP measurement
Two separate occasions

<50 >50

IBS Possible IBD

Other conditions causing raised FCP
» Diverticular disease
¢ Infectious diarrhoea
¢ NSAID-induced enteropathy
* Decompensated cirrhosis
* Drugs - PPls, steroids, L-DOPA

Ulcerative colitis

Target: </= 100ug/g
Suggests endoscopic and
histologic remission

>250pg/9
Suggests endoscopically active
disease, Mayo >/=1

< 150p9/g
Suggests endoscopic remission
disease, Mayo =0

Check FCP:
e 6-12 monthly in clinical
remission
e 3-6 monthly in clinically active

Caution: measurement
unreliable in proctitis

Crohn's disease

Target: </=250ug/g
Post-op: </= 100ug/g
Suggests endoscopic and

histologic remission

If FCP raised on two occasions,
consider investigation to confirm
active disease

e Endoscopy

¢ Radiology - MRI, US

If active disease (>/= SES-CD 3),
consider treatment optimisation

Caution: measurement unreliable in
isolated small bowel disease

Figure 1. A quide to use and interpretation of FCP testing in clinical practice.

Clough, J. et al. (2024) ‘Biomarkers in inflammatory bowel disease: A practical guide’, Therapeutic Advances 1n
Gastroenterology, 17. doi:10.1177/17562848241251600.
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Cal & Relapse Re

Multiple threshholds
model for the
diagnostic accuracy

test

Table 4. Effect of pooled sensitivity and specificity of fecal calprotectin on patients.

Number of Results per 100 Patients

Number of Tested (95" CI) I
mportance
Test Result Participants . (Grade) * Comments
’ Prevalence Prevalence Prevalence
(Studies) - i o
2:!' o Jﬂ S ?5 i

True positive Benefit from early
(TP) 18(13to21) 36(26t043) 54 (40 to 64) 8 identification of relapse.

i Detriment from delays in
False negative

7(4to12) 14 (7to24) 21 (11 to 35) 9 identification of relapse
(FN) P
and treatment.
True negative v 56 (46 to 63) 37 (31t042) 19 (15 to 21) 8 Benefit from reassurance and
(TN) (24) relief of economic costs.

Detriment from undertake

False positive 19 (12 to 29) 13 (8 to 19) 6 (4 to 10) - unnecessary psychological

(FP) burden and
financial expenditure.
CIL: Confidence interval. * GRADE recommends classifying patient-important outcomes on a 9-point scale: 7-9
critical for decision making; 4-6: essential but not critical for decision making; and 1-3: of lower importance
to patients.
Shi, J.-T. et al. (2023) ‘Diagnostic accuracy of fecal calprotectin for predicting relapse in inflammatory bowel

disease: A meta-analysis’, Journal of Clinical Medicine, 12(3), p. 1206. doi:10.3390/3cml12031206.
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FCal & IUS
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> Clin Res Hepatol Gastroenterol. 2024 Aug;48(7):102387. doi: 10.1016/j.clinre.2024.102387.
Epub 2024 May 27.

Non-invasive evaluation of mucosal healing by

intestinal ultrasound or fecal calprotectin is efficient
in Crohn's disease: A cross-sectional study

Clara Yzet 1, Franck Brazier 2, Vincent Hautefeuille 2, Nicolas Richard 3, Catherine Decrombecque 2
Ruxandra Sarba 2, Philippe Aygalenq 4, Franck Venezia ®, Anthony Buisson ©, Raphael Pichois 7,
Audrey Michaud &, Mathurin Fumery 2

Affiliations + expand
PMID: 38810879 DOI: 10.1016/j.clinre.2024.102387

evOOOKOMILKNC Upeonc (CDEIS <3):

Test

(Se)
BWT < 3 mm 56%
< .
FC 92.9 -
pg/g

FC < 250 ng/g
+ BWT < 3 mm 58%

AAad <10 1T0TA/9 ~13nvre 2024 1T02RKR7

Sensitivity Specificity

Positive Negative Misclassifi
Predictive Predictive ed Patients

(Sp) Value (PPV) Value (NPV) (%)

885 95% 36% 2.5%
89% 965 675 2.25%
95% 975 432 1.33%

Yzpt, QI\.]Oet C5:zp.s(2024) ‘Non-invasive evaluation of mucosal healing by intestinal ultrasound or fecal calprotectin 1s efficient
in crohn’s disease: A cross-sectional study’,

Clinics and Research in Hepatology and Gastroenterology, 48(7), p. 102387.
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* Histological
healing
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Figure 2. Treatment targets in CD and UC.

Turner, D. et al. (2021) ‘Stride-II: An update on the selecting therapeutic targets in inflammatory bowel disease (stride)
initiative of the International Organization for the Study of IBD (IOIBD): Determining therapeutic goals for treat-to-target
strategies in IBD’, Gastroenterology, 160(5), pp. 1570-1583. doi:10.1053/j.gastro.2020.12.031.
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Fecal Calprotectin:

the Sherlock Holmes
of gut inflammation!



