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Patients Characteristics All patients (n=93) (%) Patients IFX (n=60) (%) Patients ADA
OBJECTIVE (n=33) (%)
In Crohn’s disease there Is clear benefit from Malegender 47 (50) 30 (50) 17 (51,5)
. . . .. CHU center 84 (90) 55 (91,7) 29 (87,9)
combination therapy with Infliximab (IFX) and , . . i.oooss vears medianso) ot 1c 8 1c
Immunosuppressive drugs (IS), while the benefit IS AgeMontreal Al 6 (6,4) 3(5) 3(9,1)
- . . . A2 61 (65,6) 40 (66,7) 21 (63,6)
limited for Adalimumab (ADA). Although some studies A3 26 (27,9) 17 (28,3) 9 (27,3)
Suggest a beneflt Of Comblnatlon therapy Wlth ”:X In Extension disease at diagnosis El 18 (19,3) 12 (20) 6(18,2)
_ N _ _ E2 56 (60,2) 37 (61,7) 19 (57,6)
ulcerative colitis (UC) few data are available. Our aim E3 19 (20,4) 11 (18,3) 8 (24,2)
h ff f : TNF h Smoking Never 61 (65,6) 36 (60) 25 (75,8)
was to assess the efficacy of anti- monotherapy Yes 8 (8.6) 7(11,7) 1(3)
(IFX and ADA) and anti-TNF+IS for maintenance No 24(258) 17(28,3) 721,2)
] Family No 80 (86) 51 (85) 29 (87,9)
therapy In UC. 1st degree 4 (4,3) 3 (5) 1(3)
> 1st degree 9 (9,6) 6 (10) 3(9,1)
METHODS IFX before semester 26 (27,9) 3 (5) 23 (69,7)
IFX: reason stop Primary no response 5 (20) 0 (0) 5(22,7)
. . . . f
Retrospective study of patients with UC treated with IFX Foss of response L 333 s
! 1 . ! Infusion reaction 6 (24) 0 (0) 6(27,3)
o.r .ADA. In Liege, Belgium. Treatment. perlods were v @) 0 (0) (4
divided into 6-month semesters. A combination therapy Other 4 (16) 1(33,3) 3(13,6)
. . ADA before semester 2 (2) 2 (3,3) 0 (0)
semester was defined as anﬂ—'_l'NF+IS fpr at least 3 , " oo primary no response 2 (100 2 (100 0 (0
months, a semester as anti-TNF withdrawal for Loss of response 0 (0) 0 (0) 0 (0)
secondary loss of response, Intolerance or surgery. PATIENTS DISPOSAL
Treatment optimisation during semester was defined as IFX ADA

dose escalation or starting steroids. Semesters with
and without flares and with or without optimisation were
compared through univariate and multivariate analysis.
Patients receiving > 6 months anti-TNF+IS during the
first semesters were separately analysed.

RESULTS SURVIVAL WITHOUT ANTI-TNF WITHDRAWAL
IFX ADA

478 semesters In 60 patients with [IFX and 175
semesters in 33 patients with ADA were Included for the
maintenance analysis. The mean IFX and ADA
treatment duration were respectively 49 (£33) months
and 38 (£19) months. Within patients treated with IFX,
32/60 patients received IFX+IS during the first
semester. IFX was administrated as monotherapy In
361/478 semesters (7/76%) and as combination therapy L o . . : -
in 117/478 semesters (24%). 90% and 34% of o o U e o0 ot et — prasic it e

semesters with |IFX required dose escalation and IS DURING SEMESTER
corticosteroids course respectively. [FX+IS was IFX ADA
associated with more semesters with failure (5% vs 3%, & Thiopurine + during sem B

p=0.02). IS+IFX was not associated with less semesters e ' =
with dose escalation (64% vs 31%, p=0.06) or _
corticosteroids use (p=0,63). IS during the first semester S5

was not associated with lower risk of IFX failure 5 ASA during semester
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Mean IFX duration: 49 (+33) months N Mean ADA duration: 38 (+19) months

5 ASA during semester

(p=0.41) nor with a higher survival without IFX 741478 (15,5%) 2175 (12%)

withdrawal (p=0.20). Continuing the IS treatment SURVIVAL WITHOUT IEX/ADA WITHDRAWAL

beyond the first semester was not associated with fewer IFX ADA

semesters with failure (p=0.18). Within patients treated |

with ADA, 19/33 patients received IFX+IS during the

first semester. ADA was administrated as monotherapy -

In 93/175 semesters (53%) and as combination therapy T : | O O

in 82/175 semesters (47%). 86% and 46% of semesters -

with ADA required dose escalation and corticosteroids

course respectively. ADA+IS was not associated with p =087 p=0,57

less semesters with failure (7% vs 5%, p=0.58), less _ _ e

semester with corticosteroids use (p=0,63). MoOre o it Ll t S;Jrviv;;\l vgthout IFX wi:r:grdawgl fo; 1tst anti-'I;NF

semesters with ADA+IS required ADA dose escalation  TNF treatments. Comparison of IFX vs. ADA reatimen S'Wii’r:gﬂi‘ﬁgmﬁng 1;:22219;;6%5 crvs.

(60% vs 30%, p=0,01). IS during the first semester was SEMESTERS WITH FAILURE

not associated with lower risk of ADA failure (p=0.84) IFX ADA

nor with a higher survival without ADA withdrawal mSurgery - o0 = Surgery -

(p=0.78). Continuing thg 1S tre.atment beyond the fil.rst Ei‘;ﬁ“ﬂ‘:ﬂ;‘:Ep‘j":f;?”m'1”=”=”EE}_ ) o Eﬁ;‘ﬁ:i;’;ﬁ:ﬁi{fgi? doses (p=0.005%)

semester was not associated with fewer semesters with Corticoids (p=0.63) Corticoids (p=0,44)

- _ F - - mRe-induction (p=0,77)
failure (p=0.20). :EEE::?HE:;ZEE[p:[l:[IEIEiE} ’ - MDoseincrease :
CONCLUSION * 75 ) ) )

Anti-TNF+IS did not decrease IFX and ADA fallure 60 —

other time. Anti-TNF+IS during the first semester . B 20 —

was not associated with lower anti-TNF failure nor i ) o B

longer treatment duration over time. Dose x — — 4

escalation with IFX and ADA was necessary in more T REET Y AR S _— - iy
5+ s, 5+ 5

than 85% of the patients.
77/117 semesters (65,8%) 152/361 semesters (42,1%) 60/82 semesters (73,1%) 31/93 semesters (33,3%)
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