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“Das neue Normal” fur Patienten mit IBD

Viele Patienen mit IBD

sehen ihre aktuelle GI SYMPTOME NICHT-GI SYMPTOME
Gesundheilt als das

cc ’ . « Stuhldrang - Fatigue
neue normal” aber sie « Bauchschmerzen « Depression
fihlen sich haufig * Durchfall * Angste
frustriert mit ihren s

Herausforderungen

wie...13

ABER: Patienten empfinden dass die HAz nicht
interessiert sind, diese Symptome anzugehen?

CD=Crohn’s Disease; HCP=Healthcare Professional; Gl=Gastrointestinal.
1. Norton B, et al. Patient Prefer Adherence. 2012;6:509-520. 2. Keefer L, et al. Gastroenterology. 2022;162(5):1439-1451. 3. Kitchen H, et al. Crohns Colitis 360. 2020;2(2):0taa033.



Common Symptoms in Patients With IBD

Abdominal Frequent

.4 loose
pain’-4
stools':3:4

@ in coAl and HBI
€9 Not in CDAI or HBI

~ Bowel /

urgency?

CD=Crohn’s Disease; CDAI=Crohn’s Disease Activity Index; HBI=Harvey-Bradshaw Index.
1. Best R, et al. Gastroenterology. 1976;70(3).0:439-444. 2. Keefer L, et al. Gastroenterology. 2022;162(5):1439-1451. 3. Kemp K, et al. J Crohns Colitis. 2018;12(7):760-776. 4. Best WR. Inflamm Bowel Dis. 2006;12(4):304-310.



Up to 85% of Patients With CD Experience Fatigue

The proportion of patients with CD who
experience fatigue ranges from...-8

to

25% 85%

CD=Crohn’s Disease.

1. D'Silva A, et al. Clin Gastroenterol Hepatol. 2022;20(5):995-1009.e7. 2. Chavarria C, et al. J Crohns Colitis. 2019;13(8):996-1002. 3. Frigstad SO, et al. World J Gastroenterol. 2018;24(29):3293-3301.
4. Hashash JG, et al. J Clin Gastroenterol. 2018;52(5):423-430. 5. Jelsness-Jargensen LP, et al. World J Gastroenterol. 2012;18(5):445-452. 6. Villoria A, et al. PLoS One. 2017;12(7).e0181435.

7. Williet N, et al. J Crohns Colitis. 2017;11(2):165-174. 8. Bogale K, et al. Sci Rep. 2022;12(1):10577.



Pain and Fatigue are frequently observed at
diagnosis of IBD

5 :
Diarrhoea 89.5% 96.4%
Bloody stools 23.3% 89.3%
Pain

Fatigue

Weight loss 59.6% 38.4%
Arthralgia 29.2% 27.7%
Fever 24.7% 20.5%
Skin manifestations 14.2% 15.2%

Rath HC, et al. Med Klin (Munich) 1998;93:395-400



The Impact of Fatigue on Patients With CD'-3

Depression Hobbies
Sexual

impact

Socialising FATIGU =\ m;" Work/

. school

Anxiety Family life

Housework Stress

CD=Crohn’s Disease.
1. Regueiro M, et al. J Patient Rep Outcomes. 2023;7(1):75. 2. Czuber-Dochan W, et al. Aliment Pharmacol Ther. 2013;37(5):505-516. 3. Rubin DT, et al. Presented at: AIBD 2023. Poster 03.



Modifiable factors associated with IBD-
fatigue

Gut microbiota
(probiotic supplementation)

Psychological

iliness Obesity
: (exercise training & nutritional
(psychosocial therapy, intervention)

neurotransmitter manipulation)

IBD-fatigue

Nutrient deficiency
(thiamine, vitamin D, vitamin
B12, iron supplementation)

Deconditioning
(exercise training & nutritional
intervention)

Inflammation
(IBD therapy)

Adapted from McGing 2021 Figure 2

IBD=Inflammatory Bowel Disease
McGing et al. Aliment Pharmacol Ther 2021;54(4):368-387. doi: 10.1111/apt.16465.



Multidisciplinary management of IBD-fatigue
( Fatigue D+ Assess for drug

l adverse effects

* Effect of comorbidity

Proposed algorithm

[ Evaluate for nutrient deficiency (including anaemia) )—» * Treat (iron or vitamin
B,, replacement)

« Owing to its complex,

* Correct anaemia multifactorial pathophysiology,
v effective treatment of IBD-
( Assess for active inflammation )—»( * Optimize IBD therapy) fatigue probab|y needs to be

multidisciplinary

® Treat mood and

v sleep disorders « Iron deficiency and anaemia
(Assess psychological comorbidities and sleep disturbance)—» (pharmacological or should be evaluated at an
V behavioural early stage and corrected

[ Persistent fatigue )

v v v

Psychological interventions Encourage Pharmacological interventions

* Cognitive behavioural therapy® physical * Psychostimulants®

* Solution-focused therapy? activity * Microbiota-directed therapy aGreater than one study available in IBD
®No studies available in IBD

IBD=Inflammatory Bowel Disease
Figure 4 in Borren et al. Nat Rev Gastroenterol Hepatol 2019;16(4):247-259. doi: 10.1038/s41575-018-0091-9.



Assessment of Fatigue in CD

Validated questionnaires’

- Functional Assessment of Chronic lliness Therapy-Fatigue (FACIT-Fatigue)?3
[ Y — - Fatigue Questionnaire (FQ)*

Q = - Inflammatory Bowel Disease Fatigue (IBD-F)>

- Multidimensional Assessment Fatigue (MAF)®

- Multidimensional Fatigue Inventory (MFI)’

IBD=Inflammatory Bowel Disease.
1. Nocerino A, et al. Adv Ther. 2020;37(1):97-112. 2. Regueiro M, et al. J Patient Rep Outcomes. 2023;7(1):75. 3. Tinsley A, et al. Aliment Pharmacol Ther. 2011;34(11-12):1328-1336. 4. Chalder T, et al. J Psychosom Res.
1993;37(2):147-153. 5. Czuber-Dochan W, et al. J Crohns Colitis. 2014;8(11):1398-1406. 6. Belza BL, et al. Nurs Res. 1993;42(2):93-99. 7. Smets EM, et al. J Psychosom Res. 1995;39(3):315-325.



The Functional Assessment of Chronic lliness Therapy —
Fatigue Scale (FACIT-Fatigue)

Notat Alittle Some- Quite Very

all bit what abit much
| feel fatigued 0 1 2 3 4
] | feel weak all over 0 1 2 3 4
Functional Assessment of | feel listless (“washed out’) 0 1 2 3 4
Chronic lliness Therapy — | feel tired 0 1 2 3 4
Fatigue (FACIT-Fatigue) | have trouble starting things 0 1 2 3 4
because | am tired
* FACIT-Fatigue is a reliable and | have trouble finishing things 0 1 2 3 4
validated tool, used in chronic because | am tired
ilinesses, including CD'  have energy _ Y L 2 £ e
| am able to do my usual activities 0 1 2 3 4
e 13-items’:2 | need to §Ieep during the day 0 1 2 3 4
| am too tired to eat 0 1 2 3 4
 Includes impact upon daily | need help doing my. usual aF:t|V|t|es 0 1 2 3 4
savites e MU Eren e | am frustrated by being too tired to 0 1 2 3 4
do the things | want to do
| have to limit my social activity 0 1 2 3 4
because | am tired
CD=Crohn’s Disease.
1. https://www facit.org/measures/FACIT -Fatigue (Accessed February 1, 2024).

2. https:/lwww.facit.org/_files/ugd/626819_3f37469b87fc4f779aa%31790c8c2f2.pdf (Accessed February 1, 2024).



Fatigue Management in CD’

Clinical and/or

— ' - 1
endoscopic activity Anemia work-up and treatment

Evaluate nutrition
(eg, vitamin B1/B12/D, probiotics)?-3

Adjust medical
therapy

(eg, change dosing,

switch medication)

Persistent

Fatigue in Assess
—

: . o Assess for sleep disorders’
patient with CD CD activity

fatigue

— Assess for mood disorders'

Evaluate potential culprit agents (eg,
alcohol, opioids, cannabis, medication)!4

Clinical remission AND Resolution

endoscopic healing of fatigue

CD=Crohn’s Disease.
1. Nocerino A, et al. Adv Ther. 2020;37(1):97-112. 2. Bager P, et al. Aliment Pharmacol Ther. 2021;53(1):79-86. 3. Borren NZ, et al. Clin Gastroenterol Hepatol. 2021;19(3):519-527 .€5.
4. Lamers CR, et al. Inflamm Bowel Dis. 2022;28(12):1791-1799.



Fatigue assessment
Algorithm

In collaboration with:

PD Dr. med. Luc Biedermann

Dr. med. Sarah Lavina Florence Schiebler
Dr. med. Philipp Schreiner

Diana Studerus

Prof. Dr. med. Stephan Vavricka

PD Dr. med. Jonas Zeitz

Workaround possible by Gastroenterologists

E ion of other
es of fatigue

Among others, consider aother ini

diseases as well as addison’s disease, hyper-
thyreodism, sleep apnea, vasculitis, chranic in-
fection, chronical heart and lung diseases, dia-
betes mellitus, tumor diseses multiple sclerosis,
sarcoidosis, rheumatoid arthritis, collagenosis,
psychiatric diseases etc.

A for Y

Assess Fatigue Activity: For Fatigue eval-
uation consider e.g. Fatigue Severity Scale
(FSSF® cut off considered at 4 points.®% Or a
visual analog scale (VAS) known from pain as-
sessment also, cut off considered at 4 points.®*°

Optimize IBD therapy: check e.g. for prima-

ry or secondary non-response and consider op-
timization and combination therapy.****
EIM: Chronic systemic inflammation has been
linked to alterations in nervous system activity
and initiation of distressing symptoms, such as
fatigue.®=*

Drug Effect

Steroids: Long-term use can cause myopathy
and fatigue.

MTX: Folate deficiency is common in IBD pa-
ients and often |inked to sulfasalazine and/or
methotrexate (MTX) therapy.®

AZA and 6-MP: Anemia as a component of
bone marrow suppression is associated with
azathioprine (AZA) and 8-mercaptopurine (8-
MP) use, especially in those with thiopurine
S-methyltransferase (TPMT) deficiency or inter-
mediate levels.®

anti-TNF: In CD Patients treated with Adalim-
umab for 66 weeks, increases in albumin, calei-
um, total protein, hemaglobin, hematocrit, and
red blood cell counts were seen compared to
placebo treated patients.®™

Anti-Integrin: No data for effect of anti-integrin
on fatigue. However, one study showed an im-
provement in sleep quality in IBD patients treat-
ed with Vedolizumab and anti-TNF=

JAK: Although the mechanism is not fully under-
stood, Upadacitinib, Tofacitinib and Baricitinib
were able to reduce fatigue in patients with
rheumatoid arthritis #42

IL12/23: Ustekinumab was associated to re-
duce fatigue in patients with psoriatic arthritis.*"

pi and More com-
monly prescribed 1o patients with IBD than the
general population, can be associated with leth-
argy and somnolence

Cannabis: No studies have evaluated the effect
of cannabis or cannabis derivatives on fatigue
among patients with IBD. Gannabis use, espe-
cially by young patients with IBD, is associated
with depressive symptoms as well as a motiva-
tional syndrome, which may be interpreted as
fatigue.®

Non-IBD Drugs, such as: neurcleptics, anxio-
Iytics, (benzodiazepines), anti depressants (esp.
by ), ar ics, muscl 1ts, an-
tihistamines, alcohol, are known to have a nega-
tive effect on fatigue. 53545

Evaluation of Anemia

Hemoglobin and Hematocrit: Minimum he-
moglobin and hematocrit levels used to define
anemia in people living at sea level ¥

Age or sexgroup Hemoglobin | Hematoerit

[mmolf

lofdll | ™ gy

[l

Children % to 5 years 6.83 33

Children 6-11 years 714 34
Children 12-13 years 745 26

Nonpregnant women 745 38

Pregnant women 6.83 23

Men 8.07 29

Ferritin: Mormal value in nonanemic menstru-
ating women with low ferritin assumed: Ferritin
< B0 pg/l and Hemoglobin =12.0 g/dL** How-
ever, whether iron deficiency without anemia
improves fatigue and should be treated is de-
batable ®*#'%= ECCO recommends treatment if
ferritin <30 pg/liter in remission and if ferritin
<100 pg/liter in active disease (elevated inflam-
matory values).®
Vitamin B12 and folate should be treated to
avoid anemia:"
Vitamin B12: No effect on fatigue, normal value
assumed at = 160 pmol/I'
Folate (Vitamin B9). Normal value: > 3 ng/mL*
substitution considered: 1 mg/d.** However, no
data on fatigue.

Evaluation of Nutritional Deficit

Vitamin B1 (Thiamine): No measurement re-
quired or suggested. Consider a 4 week empiric
treatment with Thiamine: Scale adapted accord-
ing to Bager et al **
Body weight | Dosing female | Dosing male
<60ky |  600mg 900 mg
6070ky | 900mg 1200mg
T1-80kg 1200mg 1500 mg

>81kg 1600 mg 1800 mg




FATIGUE

V l Exclusion of other causes of fatigue
Assess for disease activity

i Assess fatigue activity

? Optimize IBD therapy y Assess for drug effect
(el sl EL) . of IBD treatment and other drugs

y Evaluate for nutritional deficit
including anaemia

i Evaluat d treat i : F
valusieand freatanemia N Questions to the patient

«What is helping normally?
e.g. evaluation with diary

? Treat single deficiency .
or substitute with Multivitarmin B ?

= Helpful contacts (e.g.CCS)

- Enough physical activity
(eave: if CFS not advised)
* Sleep (quantity and quality)

+» Screen for depression (PHQS)

Persistent fatigue
(consider referral to other specialist)

Psychiatry and Psychotherapy y “p.|=:::‘n:ary

Assess . 1
ingnosis payenological P ey e
comorbidities
and sleep . :
Somatic disturbances : - Functional : Nutritional
and/or Medicine i Assessment for
psychiatric/ Fatigue : -TCM «. malnutrition and

psycho- and energy (Acupunclure atc.) :  microassessment
somatic management | (patient centered

* Meditation
and breathing
exercise, :
mindfullness Microbiota
e directed therapy

disorder: (e.g. occupational approach)
+CFS therapy)
+ Depression
* Anxiety Acceptance
*PTSD commitment
therapy in case
of psychiatric/
Censider psychosomatic
psychostimulants comorbidities
after consulting
neurologist/ CBTincase
psychiatrist (e.g. of psychiatric/
methylphenidate, psychosomatic
modafinil) comorbidities

with control) after 3 and 6
anymore present after 9 m

ing during

e research of stud
" jents has shown,

X
that it has a minimal effect on measus
depr

nd improving
medication adherence.

Review of management of fatigue in B pa-
tionts: Non-pharmacolgical interventions, such

tailed 10 show beneficial octs for CFS, with the
‘@xception of NADH and magnesium.”

thve cohort study with
166 patients with (8D of which 91 with fatigue.

homns) are reduced with IBD patents with fs-
Bigue and in remission*
‘CFS: Abundance of Actinobacieria and Firmic:
Utes (simiar to active [BD).*

lotica: Insuticient evidence for use in
‘CFS/ME. Limited study data and poor quaiy of
these studies:
Ginseng: Review of 10 studies showed a low

fisk of adverse events associated with ginseng
u

05 used that showed effect: > 400 mg da
Iy (4p 102000 mg) %

Mitochondrial Dystunction: Fatqgue 15 & hal-
mark symptom of mitochondrial disease, mok-
ing mitochondrial dystunction a putative biolog:
ical mechanism for fatiguo. In cinical practioe.
3, vitamin

gle acupuncture and single moxibustion have
a better effect on fatique compared 1o other
Chinese treatments(compared  treatments:
Chinesa herbal medicine, western medicine
and sham-acupuncture), However, rials have
relatively poor quakty:

Complementary and alternative medicines
(CAMY: Reviow of 26 RCTs inchided mind-body

provement in oventoen studies tested

E and other mitochondnal colactors inckusing

levo-camitine, ipoic acid, and cetyl-+car

are used as supplemental treatment for mito-

chonarial disorders, in order to enhance elec-

ton transport complex enzyme activity as 8

antioxdant .

Nutritional Assessment for malnutrion and
icroassessment: Thers s & strong biolog-

tional and physiciog
inchuging pecceived physical and mental fatigue
3 woll as psychological and cognitive func:
tions. With the evaluation of the supply and sta-
ind minerals nutritional advice

ed food choxces and secondiy

With the use of wtamin and mineral supplemen-

Most of the supplems

Workaround possible by other specialist
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Eisenmangel: man findet nur wonach man sucht...

Gaps in diagnosing and treating Iron deficiency in anemic IBD

patients’

— Mehr als eln DS -] SanemisScs C. ulcerosa Patienten waren

JH \ J ‘_ [ \'%’ [IaAIY el YOlECSLC L -
— ... von denen, die getestet und m|t Elsenmangel diagnostiziert
wurden erhlelte ein DS

1.Khan N, IBD. 2016




Anamie

i ) HAMATOLOGIE

MUItI- aktorle" Resultat Ref.Wert Vorwert
= Eisenmangelanamie Hamoglobin 130 119-146 24/04/2025 120
.. . . ) Hamatokrit 0.39 0.37-0.44 0.37
= Anamie bei chronischer Krankheit Erythrozyten 411 3.90-5.10 3.98
. RDW (% Anisozytose) 13 12-15 12
= Gemischt MCH 32 2634 30

= andere: Vit. B12, Folsaure, MCHC 331 320-360
_ e MCV 96 82-98 92
Medikamente et Leukozyten 13.4 4.0-10.0 9.3

e Thrombozyten 273 150-400
e Mittleres Plattchenvolumen 95 9.0-12.0 9.3

Epidemiologie KLINISCHE CHEMIE
st*CRP . . 24/04/2025 6.5
= 6-74%

= Hohe Pravalenz bei hospitalisierten und

neu-diagnostizierten s Ferritin 15.0-175.0




Eisenmangel vs. chronische Entzundung

M Inflammation

Ferritin Die

Ursache einer
Serum Iron U’ U’ tiefen serum
Ferritin
Transferrin sat U' U’ Konzentration
Ist

sfTR / log Ferr ‘.‘ v. Eisenmangel.

Marrow Iron .v No A




Sometimes you
need to look deeper

as a
gastroenterologist




Take-home messages

* Eisenmangel ist haufig bei IBD und fuhrt zu Fatigue und
Beeintrachtigung der QoL

* Bestimmung der Tranferinsattigung



Der Schub bei IBD




Verlauf des Morbus Crohn uber die Zeit:
nicht alle Patienten sind gleich

Verlauf der Erkrankung in einer norwegischen Kohorte mit
10 Jahren Beobachtungszeit zeigt, dass uber 50% chronisch
rezidivierende Symptome aufweisen



A biomarker-stratified comparison of top-down versus

accelerated step-up treatment strategies for patients with
newly diagnosed Crohn's disease (PROFILE): a multicentre,
open-label randomised controlled trial

Nurulamin M Noor*, James C Lee*, Simon Bond, Francis Dowling, Biljana Brezina, Kamal V Patel, Tarig Ahmad, Paul ] Banim, James W Berrill,
Rachel Cooney, Juan De La Revilla Negro, Shanika de Silva, Shahida Din, Dharmaraj Durai, John N Gordon, Peter M Irving, Matthew Johnson,
Alexandra | Kent, Klaartje B Kok, Gordon W Moran, Craig Mowat, Pritash Patel, Chris S Probert, Tim Raine, Rebecca Saich, Abigail Seward,

Dan Sharpstone, Melissa A Smith, Sreedhar Subramanian, Sara S Upponi, Alan Wiles, Horace R T Williams, Gijs R van den Brink, Séverine Vermeire,

Vipul Jairath, Geert R D’Haens, Eoin F McKinney, Paul A Lyons, James O Lindsay, Nicholas A Kennedy, Kenneth G C Smith, Miles Parkes, on behalf

of the PROFILE Study Groupt

A
Randomisation 1:1
i Top-down Primary
endpoint
« Start « If remission, « If remission, « If remission, Sustained surgery-
infliximab continue infliximab and continue infliximab and continue infliximab and free ﬂndft‘j‘m'd’
and immunomodulator immunomodulator immunomodulator free remission
Active immuno- « If flare, escalate « If flare, escalate + If flare, escalate toweek 48
figure 1B figure 1B figure 1B

Crohn's modulator (gure 18) (figure 18) (Aigure 1)

disease Secondary
| Accelerated step-up endpoints
: « Endoscopic
i remission
i - If remission, « If remission, - If remission, = Quality of life
{ « Complete continue current step continue current step continue current step » Surgeries and
steroid wean « If flare, escalate - If flare, escalate « If flare, escalate « hospitalisations
: (figure 1B) (figure 1B) (figure 1B) » Disease flares
! - Steroid courses
; T T T

-2 4] 4 16 32 48
Time (weeks)
Steroid taper

Steroid and surgery-free remission (%)

B

3 Step-up
1 Top-down
64% 63% 63%
p<0-0001 p<0-0001 p<0.0001
1004 L e
79% 80% 77%
. 149/189 78/97 71192
60 4 .
404 7
15% e 14%
204 29/190 < 16/95 13/95
0 T |

Sustained steroid free
remission until week 48

Sustained steroid-free and
surgery-free remission
until week 48



PSC

(Bedeutung | o (-

von alk - A ‘rr‘ N—
Phos) Yy @




Enzyme

Alkalische Phosphatase (AP) ! 113 u/1

27.07.2023
06.12.2022 —_—

GGT (Gamma-Glutamyltranspept.) Morbus Crohn (ED 8/2019)
- letzte Koloskopie 7/2021: Stenose der lleoztkalklappe, Ballondilatation auf

13mm, Engstelle auf 2cm Lange der lleozokalklappe mit Ulzera, Divertikel im
Sigma; Therapie mit Entocort

ASAT (GOT) H - Stn. Cholezystektomie.
27.07.2023 Ausschluss einer PSC.

06.12.2022
ALAT (GPT) ! 37 u/1

27.07.2023
06.12.2022

. e Beurteilung
MRI Oberbauch nativ und mit i.v. KM, MRCP vom 22.11.2024 Geringe Dilatation und Unregelmassigkeiten der zentralen intrahepatischen Gallenwege, links etwas betonter als rechts,
suspekt auf geringe Veranderungen im Rahmen einer PSC.

Status nach Cholezystektomie mit lokal unauffalligen Verhaltnissen.
Geringe Lebersteatose.
Mehrere kortikale Nierenzysten von einfachem Aspekt beidseits.




PSC

= UC>CD
= M>F

= Wichtiger Risikofaktor fur: Cholangiokarzinom (10-
15%), Dickdarmkarzinom

= Diagnose mit MRI (MRCP) - ERCP

= CAVE dominante Striktur

= 5% in UC und 3%-4% in CD

= 90% der PSC Patienten haben eine IBD

= Erhahte alk Phos bei 5% der UC Patienten (85% davon
hatten eine PSC in einer ERCP, Schwedische Studie)

= Haufiger bei Mannern mit Pancolitis

= Haufiges Symptom: Pruritus, Lethargie aber 40%-50%
asymtpmatisch zum Zeitpunkt der Diagnose (mittleres
Alter 40-45)

Olsson R et al. Gastroenterology. 1991;100(5 Pt 1):1319-1323.
Saich R, Chapman R. World ] Gastroenterol. 2008;14:331-337.




PSC: Risiko fur die Progression und Krebsrisiko

IBD - PSC - PSC asympt.

14x7T

CRC cirrhosis CCC PancreasCA
10-18 years
y
OLT/death

Sokol H. World ] Gastroenterol. 2008;14(22):3497-503
Bergquist A. J Hepatology.2002;36:321




Osteoporose




O S t e O p o r o S i S Table 1 Bone density in patients with inflammatory bowel disease

Normal bmd Osteopenia  Osteoporosis Author

T>-1 T<-1>-2,5 T<-2,5

= Tiefe Knochendichte (Osteopenie) — Osteoporose (20-50%) {omsdseese 15 von Tiroitz et al.

. . (1999)°
= Risikofaktoren : chronische Entzindung, Steroide, Malabsorbtion durch 8% 55% 7% Ardizzone et al.
Entziindung/Resektion, Rauchen, wenige kréperliche Aktivitat . o . O et ol

= Diagnose: Knochendichtemessung (Dexa) Ulcerative colitis Y
15% 67% 18% Ardizzone et al.

(2000)*

Proportion of patients with normal bone mineral density (bmd),

Densitometric reference: L1-L4 osteopenia T<1and >-2.5 and osteoporosis in %.

PA Spine Bone
| BMD {g/m?) YAT-Score

Density

1.54 3
2 Crohn's disease Ulcerative colitis
1 0.6 0.6
0 0.4 1 0.4 1
1 0.2 1 0.2 1
5 é 0.01 f‘g 0.0 e
- € -02 £ -02 l %
S 0.4 l $ 0.4
-4 & -06] i & 06
58 -5 -081 [ -08{ | |
20 30 40 50 60 70 80 90 100 1'0 1'0
Age (years) ® ’ )
1 2 3 § =127 Active Remission Remission Remission =127 Active  Remission Remission Remission
BMD Young adult Adj. to age N (n=22) <1year 1-3years >3years (n=19) <1year 1-3years >3years
Region {gfm?) (%) T-score (%) Z-score ] (h=15) (r=86) (n=230) (n=11} (r=7) (n=27)
L1 0.883 78 21 80 -1.8 = 06y 0.6
L2 0.991 83 =17 85 1.5 0.4 4 0.4 1
L3 1.326 111 1.1 113 1.3 0.2 0.2
L4 1.217 101 0.1 104 0.4 o 0.0 2 00
L1-L4 1.122 95 -0.5 97 -0.3 £ £ [ ]
L2-L4 1.184 99 -0.1 101 0.1 @ —0.21 * @ —0.21 *
8 —0.41 8 -0.44
5 -os] | £ -os]
-0.81 -0.81
-1.01 -1.01
-1.2- -1.2- 1

Reinshagen M. J Crohns Colitis. 2008 Sep;2(3):202-7.




Osteopenie und Osteoporose

« Was heist “Knochengesundheit™??

Knochen wird poroser und schwacher

Mayo Foundation for Medical Education and Research



Bonehealth: Screening and treatment algorithm for IBD patients

Previous fragility
fracture? Risk factors

No Prolonged/high doses of
l corticosteroids

Uncontrolled inflammation
Weight loss

High-risk individuals Malabsorption
Little or no physical activity
1. Prolonged course of corticosteroids (>3 months) Alcohol excesses
2. Repeated courses of corticosteroids Smoking
3. Age > 40 years + high FRAX risk score (>20% major fracture
and >3% hip fracture)
4. Age < 40 years + multiple risk factors
5. IBD-related surgery

swiss _l
SMW -5 )

DXA-Measurement

Review article: Biomedical intelligence | Published 10 June 2024 | doi:https:/doi.org/10.57187/s.3407

Cite this as: Swiss Med WKly. 2024;154:3407

« Consider in 3-5 years

Bone health in patients with inflammatory bowel o o Gt e i

high risk : corticosteroids
low risk o Annually if BMD is

d i Se a Se / decreasing >3%

Treatment: A

Andrea S. Kreienbuehl?®, Gerhard Rogler?, Emanuel Burri®, Luc Biedermann?, Christian Meier®, Pascal Juillerat®, Sophie
Restellini'®", Petr Hruz!, Stephan R. Vavricka?, Daniel Aeberli, Frank Seibold'™, on behalf of the Swiss IBDnet (SIBDCS) «+ Calcium + vitamin D
investigators « Plus one of the following
o Bisphosphonates
= only with in women in
SERM
RANKL-Inhibitor*
Sclerostin-Inhibitor*
PTH analogue®
= 2ndline treatment « Ensure vitamin D & calcium intake
(dietary or supplementation)

“effectiveness limited to duration of treatment

DXA: BMD with high risk

« T-Score<-1.5

+ T-Score <-1.0
o Plus >= 2 risk factors
= Age > 50 years
= Postmenopausal
= Corticosteroids > 20 mg daily
o Or FRAX-risk score > 20% for an osteoporotic fracture in 10 years
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