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Inflammartory Bowel Disease

» Incidence of Ulcerative colitis ;: 10/100,000
» Incidence of Crohn's disease : 7/100,000
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Inflammartory Bowel Disease

 Incidence of Ulcerative colitis : 10/100,000
* Incidence of Crohn's disease : 7/100,000
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Inflammartory Bowel Disease

« Average time to diagnosis 7 — 15 months (CD)
«  3-7months (UC) t t
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Inflammartory Bowel Disease

« 2-41times more likely to need surgery
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When to Refere

Inflammatory Bowel Disease Pathway

* GP Diagnostics and Management-

T

60 years with Persistent rectal bleeding (>6 weeks)
OoR

change in bowel habe [>6 weeks)
or

symptoms suggestive of colorectal cancer

1 Patients of allages

2. Patients with known or suspected 180

Patient presents with: e~ i Follow NCCP Colorectal
sersistent (more than 6 weeks) GI change in bowel habit (6 weeks) Cancer pathway
symptoms ie. abdominal pain,
wdigestion, change in bowel habit, (40 unges dfor’
ntermittent PR bleeding, nausea, ‘change in bowe! habit
loss of appetite, weight loss to:

g 2 Famiy hitory of 180/ colorectal Ca
[ Unexplamed iron deficiency anaem:a ]_
0 i

p——> [mmm»mwunnm.ddowm]_
cancer

muumm—*

| Suspected colorectal cancer on abdominal/ peivic
imaging +/- metastatic dsease

I Suspected colorectal cancer otherwise not fitting
criteria for direct referral to endoscopy

l Patients with suspected bowel obstruction or

Anaemia Pathway ‘ e “MMM

Follow Coelfiac Disease Full bloods and TTG serology suggestive of Coellac
Pathway Disease
Follow Upper Gt Pathway Query M. Pylort
None of the above: “ .

Raised faecal
calprotectin (FC)

¥

Family History of IBD

FC= Moderate (100-250)

FC = Mild (100)

"+ raecal calprotectin

e

* Gl Bloods including CRP, FBC, ESR, LFT, TTG, Stool C&

« FIT Testing 1
* Urea Breath Test

Other alarm features suggestive of 18D:
New inflammatory Perianal Disease

High inflammatory markers
Concurrent Extra-intestinal symptoms

FC = Severe ’)mlwu*mmsm_nmhnm_m

Nursa lod
180 climkes
Virtual and 121 review

incs, matarmy

servces

—~

Scheduled Care Pathways
Acute Inpatient

Gastroenterology
Outreach Community or Hospital
Sevvice Team: ONS/ ANP Gastroenterologhtt,
Qetetir, paychoiogy, adma

E-referral to Gastroenterology Service

v

E-referral to Gastroenterology Service

A 4

Where appiicable, ongoing management and mositoring 1 )
v

Gastroenterology
Service Triage

Oneharge

Post-operative MOT Input
Stoma CNS Support,
Dietetics, psychology

Invasive and Non-invasive Diagnostics:
1 colonoscopy
2. +/-upper or capsule

3. imaging MRY CT
4. Bloods/ Stools C&S
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When to Refere

«  Chronic diarrhoea (> 4 weeks)
*  Bloods +/- mucus in stool
Abdominal pain

«  Weight loss

- Fatfigue

«  Anaemia

~

& Beacon Hospital



When to Refere

«  Chronic diarrhoea (> 4 weeks)
« Bloods +/- mucus in stool
Abdominal pain

«  Weight loss
- Fatfigue

«  Anaemia
EIMs
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When to Refere

«  Chronic diarrhoea (> 4 weeks)

« Bloods +/- mucus in stool 1,100 -
«  Abdominal pain 1,000 muc
«  Weight loss

- Fatigue

¢ Anaemia

EIMs

Number of IBD patients

Age at diagnosis
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Treatment Goals

S

Decrease in
calprotectin to Endoscopic
Symptomatic acceptable range, healing, normalized
Symptomatic remission and normal growth in QoL and absence of )
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Active Therap'y Crohn’s disease:
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IBD to risk :
| LB healing
Ulcerative colitis:
e Histological
healing
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Treatment
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Managing Flares

 Isitaflare?
- F.Cdal
« Stool MC+S

- Should | give steroidse
 Prednisolone
« Budesonide

Uceris™ : MMX® Technology Allows Budesonide to Target

the Full Length of the Colon

Uceris (budesonide)
Ucerisis indicated for the

induction of remission in Usiertsy ke

e @G i Entocort®EC,
patients ) ; Y o A is designed for
with active, mild to A > 3 targeted local

moderate UC (. = =\ 4 action at the entire
X o, site of UC

Target:
Fulllength of colon

MMX technology:

Pill dissolves at pH 27.0, the
approximate pH level near the
entry to the colon

Dosage:
9mg tablet QD

Entocort® EC (budesonide)

Entocort® ECis indicated for the

treatment

of active, mild to moderate
Crohn’s disease involving
the ileum and/or ascending
colon

Target:
lleum/ascending colon

Controlledileal release:
Pill dissolves at pH >5.5 the
approximate pH level of the
duodenum

Dosage:
3mgx 3 capsules QD

-~
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Managing Flares

 Isitaflare?
- F.Cdal
« Stool MC+S

- Should | give steroidse
 Prednisolone
« Budesonide

Oral Budesonide
Formulations

Budenofalk®

Indications
» Crohn’s disease
9mg cap OD mane o 3mg cap TDS, for up to 8
weeks
& 9mg granules OD mane, for up to 8 weeks

« Collagenous colitis
¢ Induction of remission:
* 9mg cap OD mane, for up to 8 weeks
*  9mg granules OD mane, for up 1o 8 weeks
Maintenance: 6mg cap OD mane or, 6mg cap OD
mane alternating with 3mg cap, for upto 8
weeks

* Autoimmune hepatitis
Induction of remission: Img TDS
¢ Maintenance: 3mg BD for at least 24 months

Gradually reduce dose over last 2 weeks

Formulations
+ 3mg capsules
o 9mg granules sachet

Release mechanism
pH-dependent modified release

Site of release
lleum and ascending colon

Wttt org ukf deugs adeseride
orgukfer
ttpssforw.cifal.co i faudenofaloral-preparations

r Jorveza®

Indications

+ Eosinophilic oesophagitis
1mg tab BD for & weeks (up to 12
weeks), to be taken after food

Formulations
o 1mgtablet

Site of release
QOesophagus

— Cortiment®

Indications.
« Ulcerative colitis, Collagenous colitis
¢ Induction of remission: 9mg tab OD mane, for up to 8
weeks
Avoid in patients with hypersensitivity to peanuts or soya
(contains soya lecithin).

Formulation
« 9mg tablet

Release mechanism
MMX® extended release

Site of release
Ascending, transverse and descending colon

Entocort®
Indications
» Crohn's disease
¢ 9mg (3 caps) OD mane, for up to 8 weeks.
» Collagenous colitis
0 Induction of remission: 9mg (3 caps) OD mane

mane
Gradually reduce dose for last 2-4 weeks of therapy

Formulation
+ 3mg capsules

Release mechanism
Contralled extended release

Site of release
Jejunum

0 Maintenance: 6mg (2 caps) or lowest effective dose, 0D

Vonvrirss..
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Managing Flares

Is it a flare?
- F.Cal
« Stool MC+S

Should | give steroidse
 Prednisolone
« Budesonide

Are the current tfreatments optimised?

Percent in Remission

UC Patients Maintaining Remission
Based on Adherence to 5-ASAs

100
80
G0
40

20

Adherent Mon-Adherant
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Managing Flares

Is it a flare?
- F.Cdal
« Stool MC+S

Should | give steroids?
 Prednisolone
« Budesonide

Are the current tfreatments optimised?

Orally given
local release of
mesalamine

reach the splenic flexure

reach the sigmoid colon

-~
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Managing Flares

Is it a flare?
- F.Cdal
 Stool MC+S

- Should | give steroidse
 Prednisolone
« Budesonide

« Are the current treatments optimisede

« Constipation under-treated

Suspected UCAC

l Yes

Disease activity? Consider
treatment

escalation*
No

Consider alternate
/concurrent

pathology

Lifestyle modification

- Avoid drugs that slow colonic transit e.g.
opiates, buscopan

- Adequate hydration

- Exercise

- Timed toilet training

-Trial increase dietary insoluble fibre +/-
ispaghula husk. Consider dietetic support**

|

Trial osmotic laxative e.g. movicol. Movicol
can be up-titrated up to 6 sachets per day if
needed. Liquid preparations can be
considered to ensure consistency of dosage

|

Add stimulant laxative e.g. senna or docusate

|

Switch to prucalopride (or intestinal
secretagogue)

|

Consider surgery in treatment refractory
cases



Healthcare Maintenance

« Surveillance

l

Screening colonoscopy should be offered to all IBD patients 8 years after symptom onset®

Lower risk Intermediate risk High risk
Colitis affecting <50% Extensive colitis with mild Extensive colitis with
colon to moderate endoscopic severe endoscopic and/or
Btrensve cahitie wish and/or histological histological inflammartion
minimal endoscopic or AT CRC in first-degree family
histological inflammation CRC in first-degree family member <50 years

member >50 years
PSC’ -

Stricture in past S years

Dysplasia in past 5 years***
| | |

Consider additional risk factors, such as age at diagnosis and male gender
when possible, surveillance colonoscopy should be performed during remission
DCE, VCE, or HD-WLE*®*** should be performed, with targeted biopsies

Surveillance colonoscopy Surveillance colonoscopy Surveillance colonoscopy
every 5 years every 2-3 years annually
*In patients who have no colonic involvement, or discase limited 1o the rectum, no further IBD specific surveillance is indicared
**Including post liver transplant

***In patienrs who have not undergone surgery
****Dye-based chromoendoscopy (DCE), virtual electronic chromoendoscopy (VCE), high definition white light endoscopy (HD-WLE)
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Healthcare Maintenance

«  Malignancy

Cancer risk associated with conventional and advanced IBD therapies

Drug Cancer
Thiopurine Lymphoproliferative
Myeloproliferative
NMSC
Cervical
TNF antagonist Lymphoma
Melanoma
TNF antagonist with thiopurine  Lymphoma
Vedolizumab None
Ustekinumab None
JAK inhibitors All except NMSC
Methotrexate NMSC

Evidence level
EL1
EL3
EL2
EL4

EL2
EL2

EL2

EL4

EL4

EL4

ELS

Additional considerations
EBV exposure

Age

Gender

Cervical cancer risk not replicated in all cohorts

Risk not replicated in all cohorts

Risk increased compared with both unexposed populations and monotherapy
Limited duration of follow-up
Limited duration of follow-up in IBD; data from non-IBD indications with lower doses

In high-risk RA population only
Not replicated in IBD

Risk not replicated NMSC in all cohorts

é Beacon Hospital
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Healthcare Maintenance

« Fatigue

Psychological comorbidity
and sleep disturbance

|

* Exercise
* Smoking
* Diet

Microbiota
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Healthcare Maintenance

« Fatigue
Psychological comorbidity
and sleep disturbance
Anaemia
Nutritional
deficiency

!

( Metabolomic alterations )

Lifestyle

* Exercise
* Smoking
* Diet

D o ADRENAL
__INSUFFICIENCY ...

{ CRIS\S

28] Peeanmw‘rmou

Agoomuac.
o Pand
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Healthcare Maintenance

« Fertility, pregnancy, breast-feeding

Global Consensus on the Management of
Pregnancy in Inflammatory Bowel Disease

Key Points Clinical Guidance:

Reduced fertility with ] - Continue all biclogics and
active disease and IPAA thiopurines throughout
pregnancy and lactation

=  Awvoid small molecules during

MNo ri: Lil «
o risk of flare with pregnancy and lactation

oocyte retrieval

= Provide preconception
counseling to improve
outcomes

Increased risk of pre-term delivery «

Increased risk of spontaneous -
abortion with active disease - Provide low dose aspirin 1o
Increased risk of VTE reduce pre-term preeclampsia

= Perform a cesarean section for
delivery if active perianal fistula,
rectovaginal fistula, IPAA

Increased risk of IBD if first = Inactive wvaccines should be
degree relative with IBD | given on schedule regardless
of medication exposure

Increased risk of low

birth weight with active = Live waccines should be given

maternal IBD on schedule EXCEPT BCG,
> which can be given after six

Increased risk of NICU months in infants exposed

to biologics in utero
Increased risk of SGA -
with active maternal IBD

Mo increased risk of infant
infections, malignancy, or

developmental delay with

biclogic exposure

.
P ——. R C—— i
WTE: Venous thmomboem bolism SGA: Small Gesistional Age

22 IBD: Infamematcry Bowel Dissase BOG: Bacillus Calmene-Guérin
[ ———

~
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Healthcare Maintenance

Fertility, pregnancy, breast-feeding

Table 9.1BD Medications From Preconception Through Pregnancy and Lactation

Medication

Preconception

First
trimester

Second
trimester

Third
trimester

Lactation

Aminosalicylates
o Folic acid supplementation with sulfasalazine

Thiopurine
o Monitor metabolites, liver enzymes

Methotrexate
o Teratogen
o Cessation 1-3 months prior to conception

Corticosteroids
o Minimize use
o Employ steroid-sparing therapy

Anti-TNF

Anti-integrin

Anti interleukin-12/23 or anti interleukin-23

JAKi
o Avoid
o Use only if no other viable option for maternal health

S1P receptor modulator
o Avoid
o Use only if no other viable option for maternal health
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Healthcare Maintenance

« Fertility, pregnancy, breast-feeding

~50% ~0.01%
digested . absorbed -
Studies of radiolabeled 1gG
mMAbs used in (after day 4)
IBD
Maternal Milk Infant Infant
Serum Gl-tract Serum

Figure 3. Relative infant dose: estimating infant exposure to monoclonal antibodies via breast milk.
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Last Points

* AIN with mesalazine

« Vaccinations

« Prescribe PJP prophylaxis if adding steroids in patients with anti-TNF/AZA
« Osteoporosis/osteopenia screening as per general population

« Rising LFTs think of PSC-IBD
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Thank you



