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Induction of 
Remission

• Turning “off” the inflammation

• Feeling well

• Normalization of labs, growth, development and nutrition

Maintenance 
of Remission

• Stable disease control and optimization of therapy

• NO STEROIDS

• Prevention of relapse over time (sustained and durable)

• Changing the natural course of the disease

Disease 
Monitoring and 

Prevention

• Monitoring for early relapse

• Monitoring therapies

• Prevention of infections

• Cancer prevention

Disease 

Modification

Modern Goals of IBD Management 





Preferred Outcomes

• Cure

• Improved quality of life

• Stable Remission

• No surgery/repeat surgery

• No cancer

• No hospitalization

• No infections

• Affordable care

Surrogates of Outcomes

• Symptom improvement

• Avoidance of steroids

• Healed mucosa

What Are the Preferred Outcomes in IBD?



Why Outcomes ARE Improving in IBD

• Improvements in therapies

– Achieve more stable disease control, modify natural history

– Achieve deeper levels of remission, i.e. mucosal healing

• Improvements in goals of management

– More emphasis on steroid-free care

– Movement to proactive management rather than reactive management 

(from “crisis care” to “chronic care”)

– Inclusion of long-term improved outcomes in goals

• Better evidence

– Are we just performing better research? Asking better questions?

• Other interventions have improved

– i.e. surgery, surveillance colonoscopy

• The diseases have changed.

– People with IBD now are less ill than those of the past.



Preventing Complications in IBD

• Disease control: deep remission

• Disease monitoring, leading clinical 

recurrence/adverse events

• Drug monitoring (toxicity and efficacy)

• Vaccinations for vaccine preventable illnesses

– Pneumococcal, influenza, herpes zoster, 

HPV, COVID-19

• Cancer prevention

– Colorectal, lymphoma, skin, cervical, anal

• Mental health screening and treatment

– Anxiety, depression

• Emerging co-existent medical issues

– Cardiovascular morbidities

– Sleep quality and disorders



Key Drivers for Costs in IBD Patients

• Age

• Treatment with Specific 

therapeutics (biologics, 

opioids or steroids)

• ED use

• Healthcare services 

associated with relapse, 

anemia, mental health 

comorbidities

Park KT et al. Inflamm Bowel Dis. 2020;26(1): 1–10.



Challenges to Preventing Complications in IBD

• Limitations of existing therapeutics 

• Current disease management paradigms are too slow

• Available testing 

• Diffusion of responsibility: who is the appropriate person 

to arrange vaccines, dermatology visits, etc?

• Time!

• Payers

• Patient acceptance and adherence 



How IBD Is Currently Managed: 
Delays and Disease Progression
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How IBD Is Currently Managed: 
Delays and Disease Progression



What We’ve Learned About Therapy and 
Achieving Preferred Outcomes in IBD

• Effective therapies improve QoL (of course!)

• Proactive disease monitoring is essential

• As therapies evolve, so does our ability to achieve preferred outcomes

• A personalized approach to management can optimize therapy

• Timing matters

• Individual pharmacokinetics matter

• Adherence to therapy matters



Improvements in Quality of Life in IBD 
Associated With Effective Therapy

• ECCO-Epicom Study (2014) 

compared quality of life of 1560 

unselected IBD patients from 

Eastern and Western Europe.

• Quality of life during the first 

year of diagnosis improved if 

disease activity reduced.

Burish J et al. J Crohns Colitis. 2014; 8:1030-1042.



Earlier Use of Anti-TNF Biologic Therapy in 
Crohn’s Disease Has Better Outcomes

• Claims data assessment

• >3700 patients all who received anti-TNF at some point

*P < 0.05 IS-to-TNF group versus other groups.

Rubin DT et al. Inflamm Bowel Dis. 2012;18(12):2225-2231.

CD-related Surgery 

during anti-TNF therapy
Continuous corticosteroid use 

during anti-TNF therapy.



Early Initiation of Biologics in Crohn’s Disease Associated 

With Decreased Hospitalization and ER Visits

• Retrospective study on CD patients from 

2010-2016

• Groups:

– Early biologic users (≥1 biologic claim ≤12 

months post diagnosis)

– Late biologic users (≥1 biologic claim 12-24 

months post diagnosis)

– Non-biologic users

• Results:

– Early biologic users had a statistically 

significant decrease in ER visits and 

hospitalizations compared to late biologic 

users in 12-24 month period relative to 0-12 

month period

Ungaro RC, et al. Presented at DDW. May 2020. Abstract Su1966.



Mucosal Healing With Infliximab Associated 
With Less Colectomy in Ulcerative Colitis

1 = MILD 2 = MODERATE 3 = SEVERE0 = NORMAL

Colombel JF et al. Gastroenterology. 2011; 141(4):1194-201.



Figure 2. Kaplan-Meier cumulative probability curves of treatment failure in patients undergoing either reactive (dotted line)

or proactive therapeutic drug monitoring (TDM) (solid line) based on the first infliximab (IFX) concentration measured (A), 

stratified also by the type of IBD, Crohn’s disease (B) or ulcerative colitis (C).

Clin Gastroenterol Hepatol. 2017 Oct;15(10):1580-1588.



JAMA. December 21, 2021 Volume 326, Number 23.

Randomized 1:1 

Proactive TDM (dose/interval adjustments 

based on scheduled serum drug levels and 

ADAs (TDM group; n = 228) or 

Standard infliximab therapy without drug and 

ADA monitoring (standard therapy group; n = 

230).

The primary outcome of sustained disease control without 

disease worsening was observed in 167 patients (73.6%) in the 

TDM group and 127 patients (55.9%) in the standard therapy 

group. 

Disease worsening: 
• major change in treatment, consensus btw pt and MD

• HBI/partial Mayo score 



Why Don’t We Achieve Preferred 
Outcomes in Everyone?

• We are too late

• Therapies don’t work

• Therapies are not optimized

• We are treating the wrong problem –

symptom improvement is “enough”

Errors of 

commission

vs.

Errors of omission



Treating to a Target as a Way to 
Individualize Therapy

• Systematic assessment of an identified “target” and serial 

adjustment of therapy until the target is reached or until 

the patient refuses or we run out of options

• Primary goal: maximize health-related quality of life

– Control of symptoms

– Normalization of function and social participation

– Prevention of progressive structural damage

• Presumption is that achievement of target may improve 

QoL, and change the natural history of the disease

Sofia MA, Rubin DT. Therap Adv Gastroenterol. 2016;9:548-559.



Treating to a Target and Disease Monitoring

Baseline assessment 

of disease activity by 

endoscopy paired 

with surrogate 

marker (Fecal 

Calprotectin, CRP)

3-6 

months

Re-assessment of 

disease activity 

directly or with 

surrogate marker

Choice of initial 

therapy based on 

severity and prognosis 

of patient

Target 

Achieved
YesNo

Clinical

follow-up

No

Adjust

therapy

Discussion with 

patient treatment 

options

Is patient willing to 

proceed with your 

recommendations?

Yes
3-6 

months

Clinical follow-up that includes

assessment of disease stability

6-12 

months

If no other treatment 

options left “Treat to Target”

“Disease Monitoring”



How Do We Monitor IBD?

• Symptom assessment 

– Patient Reported Outcomes

– Extra-Intestinal Manifestations

– Quality of Life (includes mental health)

• Endoscopic assessment 

– SES-CD

– Mayo Endoscopic Score, UCEIS

– Histological assessment (evolving)

• Biomarkers

– Serum (CRP, hemoglobin, albumin)

– Stool (calprotectin, lactoferrin)

– Composite markers (Endoscopic Healing Index1)

• Drug concentrations

D’Haens G et al. Gastroenterology. 2020 Feb;158(3):515.526.e10.



Continuous Glucose Monitoring

Glycated Hemoglobin at Wk 26 (%)

Tamborlane WV et al. N Engl J Med. 2008;359:1464-1476.



Sonar MD

• Patients automatically sent a 

survey to assess disease 

activity once a month

• Physician dashboard shows 

patients with risk assessment

• Providers instantly alerted with 

any potential downward trend

Sonar MD. https://sonarmd.com/.  

https://sonarmd.com/


The Near Future of Disease Monitoring in IBD

• Point of care testing 

– intestinal ultrasound

– finger stick assessments

• At home testing

• Artificial intelligence for 

endoscopic scoring

• Predictive therapeutic 

biomarkers

• Companion diagnostics

• Passive biosensors 

Takenaka K et al. Gastroenterology. 2020;158(8):2150-2157.



Vision for Future IBD Management

Confirmatory Biomarker 

Measurement

Intervention
(Call MD or change in therapy)

Continuous Data Collection 

and Prediction Analytics



Summary: Chronic Care Management Approaches 

and Preventing Complications in IBD

• Outcomes of IBD patients have improved for multiple reasons, one 

of which has been the evolution of treatment goals emphasizing 

objective disease control.

• We must shift from reactive care to proactive care in order to prevent 

disease- and drug-related complications

• We need managed care partnership to support preventive care and 

informed treatment adjustments

• Future modifications will include proactive therapeutic drug 

monitoring and more specific targets of inflammation control.
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