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Abstract
Several new classes of drugs have recently been developed for the management of Inflammatory Bowel Disease (IBD). In response, 
updated international guidelines have been published providing recommendations on how to incorporate these agents into existing 
treatment algorithms. Recent approval of these new therapies in South Africa has however raised many questions on how they should 
best be used in a local setting. Since no formal guidance is available, the South African Gastroenterology Society (SAGES) has put 
forward, in the present position paper, guidance on the best use of both existing and novel drug therapies in the management of IBD in 
the South African setting.

Introduction
The term inflammatory bowel disease (IBD) refers by 
and large to two chronic disorders of the gastrointestinal 
tract, Crohn’s disease (CD) and ulcerative colitis (UC). 
Both conditions are progressive and destructive, often 
require surgery, and negatively impact quality of life. 
Ultimately IBD is responsible for considerable health care 
expenditure. Historically, the management of IBD involved 
the use of oral and topical 5-aminosalicylates (5-ASAs) and 
immunomodulators (IMMs) in the form of azathioprine, 
6-mercaptopurine, and methotrexate.1-6 Unfortunately, these 
agents fail to alter the natural history of IBD to any great 
degree.

With the development of anti-tumour necrosis factor (anti-
TNF) drugs two decades ago it became possible for the 
first time to significantly improve IBD outcomes, and these 
monoclonal antibodies have revolutionised the management 

of moderate to severe UC and CD. There are currently three 
anti-TNFs approved in South Africa for the treatment of IBD: 
infliximab, adalimumab, and golimumab. They all target the 
cytokine TNF-alpha which is the key inflammatory cytokine in 
the pathogenesis of both UC and CD.1-6

However, treatment failure is seen in a significant 
proportion of patients treated with anti-TNFs. Approximately 
30% of patients will not respond to initial treatment (primary 
non-response), and 40% of those who initially respond will 
lose response at some point in the course of the disease 
(secondary loss of response). In addition, anti-TNF drugs 
carry the risk of serious adverse effects, the most important in 
South Africa is tuberculosis. As such there has been a plethora 
of research investigating therapies with different mechanisms 
of action to address the unmet need in the management of 
IBD. Over recent years, several new classes of drugs have 
been developed and approved for the management of IBD.1-6 
Two of these agents have recently received approval in South 
Africa for use in IBD. The first is ustekinumab, which targets 
interleukin 12 and 23; cytokines pivotal in the pathogenesis 
of IBD. The second vedolizumab, blocks the interaction of 
α4β7integrin on the surface of circulating white blood cells 
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with its corresponding adhesion molecule MADCam on the 
gut endothelium, essentially inhibiting leucocyte trafficking 
into the gut mucosa. Following development of these newer 
biologics, several international guidelines have recently 
been published.1-6 These focus on populations very different 
from ours in South Africa. The recent approval of these new 
therapies in SA has raised a number of questions on how they 
should best be used in a local setting such as ours. To date 
there has been no formal guidance in SA.

Scope and purpose of this position statement on the 
management of IBD in South Africa
The overall objective is to improve the medical management 
of patients with IBD in a local setting, addressing new and 
existing therapies, and providing strategies to optimise their 
use in clinical practice. The health questions addressed are 
specifically for patients with IBD and the target population is 
patients with IBD who are managed at district, regional and 
tertiary hospitals. Only medications currently approved in 
South Africa are addressed in this document

Methods 
1. Stakeholder involvement 
The position statements in this document were developed by 
IBD experts from SAGES and the Gastroenterology Foundation 
of sub Saharan Africa and included representation from 
all academic Gastroenterology divisions in SA, as well as 
representatives from the Private sector.

2. Rigour of development 
The position statements in this document are based on the 
available literature and includes expert opinion. Recently 
published international guidelines were used as a template 
and all recommendations in this document concur with 
their suggestions.1-6 A working group met in Cape Town in 
February 2020. Experts from all the mentioned stakeholders 
were invited to participate. Prior to the meeting each expert 
was tasked with answering key questions, following a detailed 
review of the literature. A draft document was then compiled 
and forwarded to all participants. The proposed position 
paper was then discussed in detail by those present and the 
content was modified with a 100% consensus.

3. Editorial independence 
Funding for the development of these guidelines was obtained 
from SAGES. Takeda SA sponsored the meeting logistics. 
There was no participation by any pharmaceutical company. 
Conflicts of interest are reported below.
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5-aminosalicylates (5-ASA) in IBD
1. 5-ASA agents in Crohn’s disease
5-ASA should not be used for either the induction or 

maintenance of remission in patients with Crohn’s 
disease.
In general, 5-ASAs have not been shown to be effective in the 
management of CD.1-3,8,9 Sulphasalazine may however have 
some benefit in a sub-group of patients with mild colonic CD 
and a trial of therapy can be used in this clinical scenario.1

2. 5-ASA agents in ulcerative colitis
Oral and topical 5-ASAs are considered first line therapy for 
mild to moderately active UC. The choice of oral or topical 
therapy, or the use of both in combination, depends on the 
extent and activity of the disease.3-7

2.1 5-ASAs for the induction of remission in patients with 
active ulcerative colitis
1. For isolated proctitis, rectal 5-ASA therapies at a dose 
of 1 g/d is recommended.
A meta-analysis of 38 studies of active proctitis or left sided 
UC found that rectal 5-ASA was superior to placebo for both 
symptomatic and endoscopic remission. There were no 
significant differences with regards to dose (1 or 4 g/day) or 
formulation (liquid, gel, foam, or suppository).10

2. If rectal 5-ASA is not adequate to control active 
proctitis, oral 5-ASAs can be used in addition.

3. In more extensive colitis, oral 5-ASA (at a dose of at 
least 2 g/day) is recommended.
A meta-analysis of 11 randomised controlled trials of patients 
with UC treated with oral 5-ASAs demonstrated superiority of 
5-ASAs in inducing remission compared with placebo.11

4. Combining oral 5-ASA and rectal 5-ASA therapies 
confers additional benefit over either alone.
In left-sided UC, a meta-analysis of four randomised 
controlled trials using a combination of rectal 5-ASA enemas 
(1 g/day) combined with oral 5-ASAs (at least 2 g/day) 
was more effective than oral 5-ASA alone for induction of 
remission.12 Patients with extensive UC also appear to benefit 
from combination therapy.13

5. Low dose oral 5-ASA (2-2.4 g/day) is preferred 
wherever possible over higher doses (4-4.8 g/day) in 
mildly active ulcerative colitis, as there is no difference 
in remission rates.
In a recent meta-analysis, a low dose of 2–2.4 g/day of 5-ASA 
was found to be just as effective as a higher dose (4.8 g/day) 
(RR, 0.91; 95% CI, 0.85–0.98). A subgroup analysis indicated 
that patients with more active (moderate) UC may benefit from 
the higher dose of 4.8 g/day.14

6. Once daily dosing is as effective as split dosing and is 
likely to improve adherence.15

7. There are no differences in the various 5-ASA 
formulations in terms of efficacy. In patients who fail to 
reach remission with appropriately dosed 5-ASA therapy, 
changing to an alternate 5-ASA formulation is not 
recommended to induce remission.
Several meta-analyses have not shown any therapeutic 
differences between different 5-ASA formulations.16,17

8. Patient preference for the type of formulation (such as 
tablet size) should be taken into consideration.
There is little to choose between the different formulations 
of 5-ASA in terms of efficacy, and the best drug should be 
selected taking into account patient preference for formulation 
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(for instance granules or tablets, tablet size and number 
required daily), in order to maximise treatment adherence 
and considering cost.18 Patients may develop side effects to 
sulphasalazine, and if so will need to switch to a sulpha-free 
mesalazine product.

9. Additional therapy is usually required to induce 
remission in moderate to severely active ulcerative 
colitis as 5-ASA monotherapy is unlikely to be 
sufficient.3-7

2.2 Maintenance of remission in patients with ulcerative 
colitis
1. In ulcerative proctitis rectal 5-ASA at a dose of 1 g/day 
is recommended to maintain remission.19

2. In patients with more extensive ulcerative colitis oral 
5-ASA therapy (at least 2 g/day) as well as rectal 5-ASA 
therapy is recommended.
Maintenance 5-ASA therapy is recommended to decrease 
the risk and frequency of flares. A recent Cochrane analysis 
demonstrated greater efficacy with higher doses (2 g/day or 
more).20

3. In patients on biologic therapy who have previously 
failed 5-ASAs, concomitant use of 5-ASA agents is not 
recommended. 
Several large studies have recently demonstrated that 
discontinuing 5-ASA in patients with UC starting anti-TNF 
therapy did not increase the risk of adverse clinical events.21,22

4. It is not clear whether concomitant use of 5-ASA 
agents with anti-TNFs or thiopurines has additional 
benefit in maintaining remission in patients who have 
not failed 5-ASAs.23

Corticosteroid use in IBD 
1. In both Crohn’s disease and ulcerative colitis, 
corticosteroids should be used for the induction of 
remission only; they are not indicated for maintenance 
therapy because of lack of efficacy and adverse effects.
In patients with IBD in whom remission is achieved with 
corticosteroids, immunomodulators should be considered as 
maintenance therapy. In those unresponsive to corticosteroids, 
escalation to more effective therapies such as biologics and 
immunomodulators should be considered.1-7

2. All patients treated with systemic corticosteroid 
should receive a calcium and vitamin D supplement.

3. Corticosteroid use in ulcerative colitis for the 
induction of remission
1. Topical rectal corticosteroids are indicated in patients 
with limited ulcerative colitis or ulcerative proctitis who 
are intolerant of or refractory to mesalazine therapy.
Four RCTs compared rectal corticosteroids (three trials of 
budesonide foam 2–4g/day, one trial of budesonide enema) 
with placebo for the induction of remission in patients with 
mild to moderate ulcerative proctosigmoiditis, treated for 
4 weeks. On meta-analysis, rectal corticosteroid therapy 
was significantly more effective than placebo for inducing 
remission (RR, 0.73, 95% CI 0.66–0.80). In a single trial 
comparing budesonide foam with hydrocortisone foam, there 
was no difference in efficacy.24 Suppositories may be more 
effective for proctitis while enemas or foams are preferable in 
more extensive left sided disease.

2. Systemic corticosteroid therapy is recommended in 

patients with moderate to severe disease activity and in 
those with mild activity who do not respond to optimal 
5-ASA therapy regardless of the extent of disease. 
The threshold for the introduction of oral corticosteroids 
in patients with mild to moderate UC depends upon the 
response to and tolerance of 5-ASA, patient’s preference and 
the physician’s practice. Dosing at 1 mg/kg is recommended 
and doses higher than 60 mg/day do not appear to confer 
additional benefit. Courses should be tapered over 8–12 
weeks.3-7

Colonic release budesonide MMX 9 mg/day may be 
considered in patients with mild to moderate disease who are 
intolerant or refractory to 5-ASA, however this is not available 
in SA. In contrast to budesonide MMX, oral non-MMX 
budesonide does not appear to be effective in the treatment 
of UC.25,26

3. Intravenous hydrocortisone and methylprednisolone 
are considered first line therapy in acute severe 
ulcerative colitis (see Section 9).

4. Corticosteroid use in Crohn’s disease in the induction 
of remission
1. Controlled ileal release budesonide is indicated as 
first line therapy in mild to moderately active ileocaecal 
Crohn’s disease.1-3

In a randomised double-blind trial, budesonide 9 mg was 
found to be as effective as prednisolone 40 mg daily at 8 
weeks in inducing remission in patients with mild to moderate 
ileocaecal CD at 51% and 52.5%, respectively, and with much 
fewer side effects.27

2. Patients with more extensive or severe 
Crohn’s disease should be treated with systemic 
corticosteroids.1-3

Doses higher than 60 mg/day do not appear to confer 
additional benefit. Courses should be tapered over 8–12 
weeks. The role of topical corticosteroids in the treatment of 
Crohn’s colitis is unclear.

3. Patients with severe Crohn’s disease requiring 
admission should be treated with intravenous 
corticosteroids.1-3

Immunomodulators in IBD
In this position paper the term immunomodulators refers to 
azathioprine, 6-mercaptopurine, and methotrexate.

1. Immunomodulators in ulcerative colitis
1.1 Thiopurines in ulcerative colitis (6-mercaptopurine 
(6MP) and azathioprine)
Dosing is usually weight based at 2–2.5 mg/kg for 
azathioprine and 1–1.5mg/kg for 6MP.3 Genetic 
polymorphisms of thiopurine methyltransferase (TPMT) 
indicate that both the response and risk of side effects vary 
between patients. TPMT testing should be considered before 
the initial use of azathioprine or 6MP to treat patients with IBD. 
Monitoring of thiopurine metabolites is not available in SA.

Patients should be advised to use sunscreen and be 
monitored for skin cancers, and females should undergo 
regular PAP smears.27,28 It is important to be aware of the risk 
of lymphomas especially in young males and older patients.3,29

1. Thiopurines are not indicated for induction of 
remission in patients with active ulcerative colitis.
Based on the slow onset of action of thiopurines, they 
are not effective as monotherapy for the induction of 
remission in patients with active disease, in the absence of 
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corticosteroids.3-6

2. Thiopurines are effective in the maintenance of 
remission and should be considered in patients who are 
inadequately controlled on maximum 5-ASA therapy, 
those who are intolerant of 5-ASAs, or those who are 
steroid dependent or resistant on maintenance therapy. 
There are multiple studies and several meta-analyses 
reporting superiority of thiopurines over placebo in the 
maintenance of steroid induced remission but not in the 
induction of remission. The number-needed-to-treat (NNT) to 
prevent one disease recurrence is five.3-7,30-37

3. Thiopurines may be indicated in combination with 
certain biologics in order to reduce antibody formation.
Data from the SUCCESS study suggest that the combination of 
azathioprine with infliximab is better than monotherapy.3

4. The high risk of relapse following the discontinuation 
of thiopurines should be considered before choosing to 
discontinue these agents.
The average time to relapse is 18 months and almost 40% will 
relapse within 3 years. 
This is more likely in those with extensive UC and with 
evidence of disease activity at the time of discontinuing these 
drugs.39

2. Methotrexate
Studies do not support the use of methotrexate for the 
treatment of ulcerative colitis. It may however be of 
use in combination with a biologic to prevent antibody 
formation.3,40,41

2. Immunomodulatory therapy in Crohn’s disease
2.1 Thiopurines in Crohn’s disease
The recommended dose of azathioprine is 2–2.5 mg/kg/day 
and 6MP is 1.0–1.5 mg/kg/day.

1. Thiopurine monotherapy should not be used for 
induction of remission in active Crohn’s disease.
The slow onset of action of these drugs limits their use as 
induction therapy.1,2

2. The early introduction of maintenance therapy with 
thiopurines is recommended for patients requiring 
corticosteroids. 
Thiopurines are effective in the maintenance of CD and offer 
steroid sparing effects over the long term.1,2,42,43

3. Thiopurines may be indicated in combination with 
biologics in order to reduce antibody formation.
Data from the SONIC study showed that the combination 
of azathioprine with infliximab is better than monotherapy 
with either agent.44 This is largely due to reduced anti-
drug antibody formation.1,2,44 Combination therapy appears 
to be less important with adalimumab, likely due to lower 
immunogenicity.45

4. There is a high risk of relapse following the 
discontinuation of thiopurines and this should be born in 
mind. 
A recent systematic review summarised the published data on 
thiopurine withdrawal in patients in clinical remission.46 The 
relapse rate at 12 months ranged from 16.5% to 53%.46 Long-
term data are scanty, with relapse rates at 5 years ranging 
from 63% to 85%. Fortunately, most patients will regain control 
of the disease on reintroduction of thiopurines.

2.2 Methotrexate
1. Methotrexate monotherapy should not be used for the 
induction of remission in Crohn’s disease.
The slow onset of action of these drugs limits the use of MTX 
as induction therapy.1,2

2. Methotrexate is recommended for the maintenance of 
remission in Crohn’s disease.
There is good data from both a Cochrane review and a large 
randomised controlled trial to support the role of MTX in the 
maintenance of remission.47,48 Subcutaneous or intra-muscular 
administration has been proven to offer better bioavailability 
than oral methotrexate and wherever possible patients should 
administer MTX subcutaneously.1,2 Concurrent therapy of folic 
acid should be prescribed.

3. Methotrexate may be used in combination with 
biologics to reduce immunogenicity.
Data from the recently published UK Personalised Anti-TNF 
therapy in CD study (PANTs) study showed that combination 
of an anti-TNF biologic with an immunomodulator significantly 
reduced the formation of anti-drug antibodies.49

Anti - TNF drugs in IBD
Infliximab, adalimumab, and golimumab are monoclonal 
antibodies directed against tumour necrosis factor alpha 
(TNF-α). They have been shown to be highly effective in 
IBD.1-6 In South Africa, infliximab (IFX) and adalimumab 
are approved for both UC and CD, while golimumab is only 
approved for UC. 

The recommended dosing for infliximab is 5 mg/kg at 
week 0, 2, 6, and then every 8 weeks.

The recommended dosing for adalimumab is 160 mg SC 
at week 0, 80 mg SC at week 2, and 40 mg every other week 
thereafter.

The recommended dosing for golimumab is 200 mg SC at 
week 0, followed by 100 mg at week 2, and then 50–100 mg 
every 4 weeks.

Anti-TNF agents in Crohn’s disease
1. Patients with active Crohn’s disease either refractory 
or intolerant to conventional therapy (corticosteroid and 
immunomodulators, or either alone) can be treated with 
infliximab or adalimumab.1-3

In the seminal ACCENT I study infliximab was shown to be 
significantly more effective than placebo in inducing and 
maintain clinical remission in luminal CD.50 Real world data 
support these results and suggests an even better response 
and remission rates than were reported in ACCENT I study.51

In the CLASSIC I induction study of moderate to severe CD 
naïve to anti-TNF therapy, clinical remission was achieved in 
36% of patients receiving 160 mg/80 mg adalimumab induction 
therapy.52 In the CHARM maintenance study significantly more 
adalimumab responders were in clinical remission at week 56.53 
The GAIN trial showed efficacy of adalimumab in patients with 
active CD and secondary loss of response or intolerance to 
infliximab.54

2. Rapid escalation of therapy should be considered in 
patients with severe Crohn’s disease likely to have poor 
outcomes.
In patients with moderate to severe luminal CD, early use of 
anti-TNFs with or without immunomodulator therapy is indicated 
if there is a risk of a poor outcome, rather than gradual step-
up after the failure of conventional therapies. Patients who are 
more likely to develop complicated CD include those with a 
younger age at diagnosis, smokers, a need for corticosteroids 



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 5

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

at diagnosis, extensive disease, previous surgery, jejunal 
involvement and a stricturing or penetrating phenotype.1-3

3. Anti-TNF agents are considered equally efficacious in 
Crohn’s disease. Choice of the agent must always consider 
the patient and physician preference.
Factors that may influence this choice include mode 
and frequency of administration as well as consideration 
of the relative need for combination therapy with an 
immunomodulator.1-3 Increased immunogenicity of 
infliximab may increase the need for co-prescription of an 
immunomodulator, which may impact safety.49

4. Patients should be maintained on the same anti-TNF 
agent which induced a clinical response.1-3

5. Patients in remission on a given anti-TNF agent should 
not be switched to a different anti-TNF formulation.
In the prospective randomised SWITCH trial, 47% of CD 
patients in remission on standard doses of infliximab who 
were switched to adalimumab 40 mg every other week either 
required dose escalation or were switched back to infliximab 
to maintain remission.54

6. The dose of the anti-TNF agent can be adjusted in 
patients with secondary loss of response or in primary 
non-response, when considered appropriate based on 
therapeutic drug monitoring. 
For infliximab it is recommended to either reduce the dosing 
interval to 6 or 4 weekly or increase the dose to 10 mg/kg 8 
weekly. Doubling the dose is generally more convenient and 
cost-effective than interval shortening.55

For adalimumab it is recommended to reduce the dosing 
interval to 40 mg SC weekly. The use of therapeutic drug 
monitoring (TDM) can guide whether dose intensification is 
appropriate (see section 6).

Combination therapy of an anti-TNF agent together with 
an immunomodulator in Crohn’s disease
Combination therapy with an immunomodulator should 
be considered in order to maximise the benefits of anti-
TNFs and reduce treatment failure, This strategy reduces 
immunogenicity and increases drug trough levels.1-3 
Evidence is strongest for the combination of infliximab 
and thiopurines.45,49 53-56 Data supporting the combination 
of infliximab with methotrexate is less robust. Given 
reduced immunogenicity, adalimumab may be administered 
as monotherapy. In patients who are unable to receive 
combination therapy with an immunomodulator due to 
contraindications or intolerance, adalimumab is preferred 
over infliximab, unless other compelling reasons such as the 
presence of perianal disease prevail.1

Thiopurines should be avoided in patients over the age 
of 65 years unless other alternatives are not available.1 
Thiopurines should be used with caution in young males as 
combination therapy increases the risk of lymphoproliferative 
disease and hepatosplenic T cell lymphoma. Although 
controversial, similar precautions should be exercised in 
patients who test negative for Epstein Barr virus due to the 
risks associated with primary infection.

1. Whenever possible infliximab should be used in 
combination with a thiopurine for the induction and 
maintenance of remission in active Crohn’s disease.
The SONIC study showed that the combination of infliximab 
and azathioprine was superior to either drug administered 
alone, in achieving clinical remission or mucosal healing.44 
This was confirmed in subsequent studies where combination 

therapy also appeared to reduce the need for infliximab 
dose escalation and reduced the rate of drug switching.57 
In the PANTS 3-year observational cohort of 1601 Crohn’s 
patients treated with anti-TNF agents, combination therapy 
with an IMM reduced the risk of immunogenicity (HR=0.37, 
p<0.0001).49 In patients treated with combination therapy, 
reduced formation of anti- drug antibodies most likely 
accounts for the improved response rates.

2. Combination therapy of infliximab with methotrexate 
therapy may be used in Crohn’s disease to reduce 
immunogenicity.
Although the data supporting the use of methotrexate 
in combination with an anti-TNF agent is less robust, 
methotrexate is likely to reduce immunogenicity to infliximab 
and should be considered if thiopurines are ineffective or 
contraindicated.1-3

3. Combination therapy with an immunomodulator 
should be considered in patients receiving adalimumab 
in order to reduce immunogenicity and increase drug 
levels.
The value of combination therapy with an immunomodulator 
is not as clear in patients treated with adalimumab as it is for 
infliximab. The only randomised controlled trial to address 
this issue to date, the DIAMOND study, compared adalimumab 
monotherapy to combination therapy with azathioprine and 
showed similar remission rates at week 52.45 Similar results 
have been reported in other studies. There is however good 
data showing that combination therapy is associated with 
higher trough levels and fewer anti-drug antibodies.45,49 
In addition, the DIAMOND study showed an improvement 
in endoscopic response at week 26 in patients receiving 
combination therapy.45 In the UK Personalised Anti-TNF 
therapy in CD study (PANTS), a 3-year observational cohort 
of Crohn’s disease patients treated with anti-TNF agents, 
immunogenicity to adalimumab was present in 11% at 1 year 
and 23% at 3 years, and was associated with lower remission 
rates. Concomitant immunomodulator therapy reduced 
immunogenicity significantly (HR 0.34; 95% CI 0.21–0.56, 
p=0.0001).49

Anti-TNF’s in ulcerative colitis

Induction of remission
1. Patients with active ulcerative colitis either 
refractory or intolerant to conventional therapy (5-ASA, 
corticosteroids, immunomodulators in combination or 
as monotherapy) may be treated with an anti-TNF agent 
(infliximab, adalimumab, or golimumab).3-6

2. Rapid escalation of therapy should be considered in 
patients with severe ulcerative colitis likely to have poor 
outcomes.
In patients with moderate to severe UC, including those 
patients who do not meet the criteria for acute severe 
UC, the early use of anti-TNF agents with or without an 
immunomodulator after the failure of conventional therapies, is 
preferable to a gradual step-up regimen particularly if there is 
a risk of a colectomy, Clinical predictors of the likely need for 
a colectomy in patients with UC include extensive disease, the 
need for corticosteroids, non-smoking status, and the need for 
hospitalisation.6

3. There is strong evidence supporting the use of 
infliximab, adalimumab, and golimumab in inducing 
remission in moderate to severe ulcerative colitis.
 There are numerous randomised controlled trials 
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demonstrating the efficacy of anti-TNFs in inducing remission 
in moderate to severe UC. These include the registration trials: 
ACT 1 and ACT 2, which led to the registration of infliximab in 
2005, the ULTRA 1 and ULTRA 2 trials for adalimumab, and the 
PURSUIT trials for golimumab.58-62

4. Infliximab appears to be the most effective anti-TNF 
agent inducing remission in patients with moderate to 
severe ulcerative colitis naïve to biologic therapy. 
Although there have been no head-to-head trials comparing 
these agents, comparisons of the various anti-TNF agents 
based on network meta-analyses show superiority of 
infliximab over adalimumab (OR 2.10; 95% CI, 1.16–3.79).63 
Adalimumab or golimumb may be considered as first 
line therapy in patients where the convenience of self-
administered subcutaneous dosing outweighs the potential 
therapeutic benefit of infliximab, or if monotherapy is deemed 
necessary.

5. In patients with moderate to severe ulcerative 
colitis infliximab should be used in combination with a 
thiopurine. 
Combination therapy of infliximab with a thiopurine compared 
to infliximab monotherapy was evaluated in the UC-SUCCESS 
trial. Combination therapy was more effective at inducing 
a corticosteroid-free remission at week 16 compared with 
infliximab monotherapy (RR 1.78; 95% CI, 1.08–1.94).38 
Although there are no direct trials favouring combination 
therapy of adalimumab and a thiopurine, there is indirect 
evidence in patients with CD indicating that this combination 
reduces immunogenicity.49 Although methotrexate has not 
been shown to effective in UC, low dose therapy may be 
of value in combination with an anti-TNF agent in order to 
reduce immunogenicity.

In patients with less severe disease, where there is concern 
regarding the adverse effects of an immunomodulator, the use 
of biologic monotherapy is a reasonable approach.

6. The anti-TNF agent used to induce remission should 
be continued to maintain remission.
There is a wealth of evidence supporting the efficacy of 
all three available anti-TNF agents in the maintenance of 
remission in patients with moderate to severe UC who have 
responded to induction therapy with that agent.3-6

7. In patients with moderate to severe ulcerative colitis 
who have achieved remission with anti-TNF agents 
with or without the addition of an immunomodulator, 
consideration should be given to stopping 5-ASA 
therapy. 
Several large studies have demonstrated that discontinuing 
5-ASA in patients with UC who commence anti-TNF therapy 
or vedolizumab did not increase the risk of adverse clinical 
events.20, 21

8. In patients on anti-TNF therapy who experience 
primary non-response or secondary loss of response, 
further management should be guided by the results of 
therapeutic drug monitoring.
Given the limited number of biologic agents available in SA 
and the cost of the newer classes of biologics, treatment with 
anti-TNFs should be optimised by measuring trough levels 
and anti-drug antibodies.64

Discontinuing anti-TNF biologic therapy in IBD
Structured de-escalation and discontinuing biologic therapy 
have only been studied in patients treated with infliximab 

and adalimumab. Presently there is a lack of data for exit 
strategies for all other biologic agents. 

Biologic therapy has proven efficacy in moderate to 
severe CD and UC.1-6 However, certain factors, such as cost, 
patient preference, infection and the risk of malignancy may 
prompt discontinuation of biologic therapy.3,65-72 The decision 
to stop anti-TNF treatment in patients with primary non-
response, secondary loss of response or severe side effects 
is straightforward. However, the decision to discontinue 
treatment in patients in remission is more difficult since the 
risk of disease relapse remains a concern. Studies assessing 
the outcome of discontinuing therapy after at least 12 months 
of anti-TNF treatment, indicate that the relapse rate at 1 year 
was 39% for CD and 35% for UC.65 The estimated relapse 
rates at 2 years were 54% for CD and 42% for UC. Among 
patients relapsing that were retreated with an anti-TNF agent, 
approximately 80% will regain remission on retreatment.65-72 
The clinical factors associated with a higher risk of relapse on 
discontinuing an anti-TNF agent are still not clearly defined 
but younger age, smoking, a longer disease duration, the 
presence of perianal CD, anaemia, a raised CRP, a raised 
faecal calprotectin, escalated dosages of the anti-TNF agent in 
the past, and post-operative recurrence are all risk factors that 
are associated with a higher risk of relapse.3,65-72 in contrast, 
mucosal healing and low serum drug levels are associated 
with a lower risk of relapse.3,72

1. Withdrawal of biologic therapy may be considered 
in highly selected patients who have achieved durable 
corticosteroid-free clinical, biochemical, and endoscopic 
remission.
The only group of patients that may be considered for 
discontinuation of therapy are those patients that are in deep, 
prolonged corticosteroid-free remission. Deep remission is 
characterized by clinical remission, intestinal mucosal healing, 
normal inflammatory markers, and low faecal calprotectin. 
The decisions to withdraw biologic therapy should be 
individualized and factors that need to be taking into 
consideration include the specific patient, the disease history, 
and the consequences of relapse.

2. Biologic withdrawal in certain high-risk patient 
populations is relatively contraindicated.
High risk patients include those with:
• Perianal CD.
• Active disease on endoscopy or on cross sectional 

imaging.
• Elevated inflammatory markers or elevated faecal 

calprotectin.
• Patients requiring biologic switching, dose escalation, or 

re-introduction in the past.
• Patients who have undergone surgical intervention.

3. Retreatment strategies after the withdrawal of a 
biologic should involve re-induction with the same 
agent.

Therapeutic drug monitoring of anti-TNF agents
One-third of patients treated with an anti-TNF agent will have 
a primary non-response while secondary loss of response 
during maintenance therapy occurs in roughly 20–40% of 
those who have an initial response.73,76 Therapeutic Drug 
monitoring (TDM) is used to assist with the appropriate 
utilization of anti-TNF agents in these situations and is called 
reactive TDM. TDM can also be performed proactively in 
patients who are in remission. TDM entails the measurement 
of drug trough levels (TLs) and anti-drug antibodies (ADAs). 
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Three scenarios are encountered with TDM.49,77,79

1. Low TLS with no ADAs should prompt an increase 
of the dose of the anti-TNF agent or the dosing interval 
should be shortened.49.77-79 
Increasing the drug levels of infliximab by doubling the dose 
to 10 mg/kg is generally more convenient and cost-effective 
than shortening the infusion interval to 6 weeks or even 4 
weeks.55 For patients treated with adalimumab increasing the 
dose to 40mg weekly may suffice.

2. Low TLs with high levels of ADAs should prompt a 
switch to another anti-TNF agent. 
It is unclear what antibody level is clinically meaningful. 
Low titer antibodies may be transient and non-neutralizing, 
and therefore shortening the dosing interval, escalating 
the dose, or adding an immunomodulator may suffice. In 
contrast, high titer ADAs, especially with undetectable trough 
concentrations, are generally persistent and neutralizing and 
therefore require a switch to another anti-TNF agent.49,77,79

3. Therapeutic or supra-therapeutic TLs should prompt a 
switch to another class of biologic.
In this situation the disease is not driven by TNF-α.5-7

Serum TLs and ADA of infliximab and adalimumab are 
routinely available in SA. Although vedolizumab assays 
are available, due to a paucity of data at this time, we have 
not addressed the role of TDM in patients treated with 
vedolizumab or ustekinumab.

4. In order to test TLs and ADA blood should be drawn as 
close to the next dose as possible and preferably within 
24 hours. This is more important for infliximab than for 
adalimumab.

Reactive TDM
1. TDM can aid clinical decision-making in patients with 
primary non-response.
TDM can assist if primary non-response is driven by 
inadequate TLs, the rapid development of ADAs, or from 
anti-TNF refractory disease. TDM should be considered at 
the end of induction therapy in primary non-responders. 
Recent data from the UK Personalised Anti- TNF therapy 
in CD study (PANTS) revealed that the only factor 
independently associated with primary non-response was a 
low drug concentration at week 14.49 Optimal week 14 drug 
concentrations associated with remission at both week 14 
and week 54 were 7 mg/L for infliximab and 12 mg/L for 
adalimumab.

2. TDM should be performed in patients with secondary 
loss of response to guide clinical decision-making. 
TDM may inform treatment strategies in patients with 
secondary loss of response. Results of TDM may aid in 
choosing dose intensification strategies, switching within 
a class, or switching out-of-class. While reactive TDM has 
not been shown to improve clinical outcomes it has been 
shown to be cost effective.77 However, optimal target trough 
concentrations for achieving clinical, endoscopic and 
biochemical targets are uncertain and continue to evolve.80-82 
Higher TLs may be required to achieve mucosal healing than 
those suggested for achieving clinical remission, and higher 
trough levels may also be required for patients with perianal 
fistulising disease in order to achieve remission.82

Proactive TDM
The role of proactive TDM is more controversial than reactive 

TDM.
There is little consensus among recently published 

international guidelines which present contrasting 
recommendations. Proactive monitoring is not advocated by 
the American Gastroenterology Association (AGA)77 but other 
associations consider it in order to optimise therapy.78,79

1. We concur with the Australian and BRIDGE guidelines 
that proactive TDM could be considered periodically in 
patients in clinical remission if the results are likely to 
impact management.78,79

As with reactive TDM optimal TLs are unclear.

Vedolizumab in IBD
Vedolizumab is a humanised monoclonal antibody targeting 
the α4β7 integrin, which is expressed on circulating B and 
T lymphocytes. It is gut specific, selectively blocking gut 
lymphocyte trafficking. It is given intravenously at a dose 
of 300 mg intravenously at 0, 2, and 6 weeks followed by 8 
weekly infusions. 

Vedolizumab has an excellent safety profile. A recent 
integrated safety review of six trials (2830 patients had 4811 
patient years of vedolizumab exposure) failed to reveal an 
increased risk of any infection or serious infection associated 
with vedolizumab exposure.83 Another recent post-marketing 
safety data review showed a low frequency of tuberculosis 
and there was no reactivation of hepatitis B/C viral infections.84

Induction of remission in ulcerative colitis 
1. Vedolizumab is indicated in the induction of remission 
for patients with moderate to severe ulcerative colitis 
who have either failed anti-TNF therapy, are intolerant of 
anti-TNF therapy, or are who biologic naïve. 
In the seminal GEMINI 1 study vedolizumab was shown to 
be more effective than placebo in inducing clinical remission 
and endoscopic improvement in patients with moderately 
to severely active UC.85 Head-to-head comparison of 
vedolizumab and adalimumab in the VARSITY trial showed 
vedolizumab to be superior in achieving clinical remission 
(31.3% vs. 22.5%, p=0.006) and endoscopic improvement 
(39.7% vs. 27.7%, p<0.001).86 Recent AGA guidelines support 
the use of vedolizumab as first line biologic therapy 87 
Vedolizumab is more effective in biologic naïve patients than 
patients previously exposed to anti-TNFs.85

2. The value of combination therapy with 
immunomodulators remains unclear. However, given the 
very low immunogenicity of vedolizumab, monotherapy 
is a consideration.

Maintenance of remission in ulcerative colitis
1. Vedolizumab is indicated for the maintenance of 
remission in patients with moderate to severe ulcerative 
colitis who have responded to this biologic.
Following induction of remission, vedolizumab may be 
continued in the maintenance of remission.85 In the GEMINI 
1 study, vedolizumab was shown to be more effective than 
placebo in maintaining clinical and endoscopic remission in 
severe ulcerative colitis.85

2. The value of combination therapy with an 
immunomodulator in the treatment of ulcerative 
colitis remains unclear. However, given the very low 
immunogenicity of vedolizumab, monotherapy is 
currently recommended.

3. Vedolizumab is not recommended for use in acute 
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severe ulcerative colitis (ASUC)
Vedolizumab should not be used to achieve remission in 
ASUC as it has not been evaluated prospectively in this 
setting. It is however recommended in maintaining remission 
following induction with cyclosporin.88

4. There is currently insufficient data to support the 
routine use of TDM in the management of IBD patients 
receiving vedolizumab.

Induction of remission in Crohn’s disease
1. Vedolizumab is indicated as an induction agent for 
moderate to severe Crohn’s disease who have either 
failed anti-TNF therapy, are intolerant of anti-TNF 
therapy, or who are biologic naïve. 
In moderately to severely active CD vedolizumab may be 
used for induction of remission.89,90 In the GEMINI 2 and 3 
trials vedolizumab was shown to be superior to placebo.89,90 
Biologic naïve patients treated with vedolizumab have 
superior outcomes compared to patients previously exposed 
to an anti-TNF.91,92

2. Recent ECCO guidelines support the use of either 
ustekinumab or vedolizumab equally for the treatment 
of moderate-to-severe active luminal Crohn’s disease in 
patients who have previously failed anti-TNF therapy.2

3.The value of combination therapy with 
immunomodulators in induction remains unclear. 
However, given the very low immunogenicity of 
vedolizumab, monotherapy is a consideration

Maintenance of remission in Crohn’s disease
1. Vedolizumab is indicated for the maintenance of 
remission in patients with moderate to severe Crohn’s 
disease who have responded to vedolizumab.
Vedolizumab has been shown to be effective in the 
maintenance of clinical remission in patients with CD. In the 
GEMINI 2 study, 39% of patients receiving vedolizumab every 
8 weeks and 36.4% receiving vedolizumab every 4 weeks 
were in clinical remission at week 52 compared with 21% of 
those receiving placebo (p<0.001 and p=0.004 for the two 
vedolizumab groups, respectively, vs. placebo).Vedolizumab 
maintenance therapy provides persistent clinical benefit with 
long-term treatment regardless of prior anti-TNF exposure.7-10 
In general, however, biologic naïve patients have superior 
outcomes than patients who have been previously exposed to 
an anti-TNF.89,91,92

2. The value of combination therapy with 
immunomodulators in maintenance therapy remains 
unclear. However, given the very low immunogenicity of 
vedolizumab, monotherapy may be considered.

3. There is currently insufficient data to support the 
routine use of TDM in the management of IBD patients 
receiving vedolizumab.

The role of vedolizumab in fistulising disease is unclear.
Data from the GEMINI 2 study suggested an improvement 
in perianal fistulas in patients treated with vedolizumab. 
This study, however, was not powered to assess this 
endpoint.94 A single, small randomised, double-blind phase 
4 trial, the ENTERPRISE study (only presented in abstract 
form), evaluated the role of vedolizumab in fistulising CD. 
Vedolizumab was shown to be superior to placebo, with 
higher rates of fistula closure and fistulae that closed more 

rapidly.95 Clinically relevant reductions in draining fistulae 
were seen as early as week 2 and maintained through to week 
30.12 This study however was terminated earlier due to issues 
with recruitment and clearly more data is required before 
vedolizumab is recommended for fistulising CD.

Ustekinumab
Ustekinumab is a monoclonal antibody targeting the shared 
40 sub-unit of interleukin-12 and interleukin-23. The main 
advantages of ustekinumab use are an excellent safety profile 
and very low rates of immunogenicity.96

Induction of remission in ulcerative colitis 
1. Ustekinumab is indicated as an induction agent for 
patients with moderate to severe ulcerative colitis who 
have either failed anti-TNF therapy, are intolerant of anti-
TNF therapy, or are who biologic naïve. 
In the Phase 3 UNIFI program, ustekinumab was superior to 
placebo for inducing clinical response and remission, as well 
as endoscopic improvement.97

As expected, patients who were biologic naïve had higher 
rates of clinical remission, endoscopic improvement, and 
histologic improvement than the subgroup of patients who 
had previously failed treatment with biologic agents.97 Recent 
AGA guidelines support the use of ustekinumab rather than 
adalimumab or vedolizumab in patients previously exposed to 
infliximab for inducing remission.87

2. The use of immunodulators in combination with 
ustekinumab in the treatment of ulcerative colitis has not 
been investigated in randomised controlled trials.
The UNIFI trial design did not address the issue of concurrent 
immunomodulator therapy and therefore the use of 
ustekinumab in combination with an immunomodulator is 
unclear.

Maintenance of remission in ulcerative colitis
1. Ustekinumab is indicated for the maintenance of 
remission in patients with moderate to severe ulcerative 
colitis who have responded to this biologic agent.
In the maintenance phase of the UNIFI study remission rates of 
38.4% and 43.8% were seen for the 130 mg and the 6 mg/kg 
ustekinumab arms. Although not statistically significant, there 
was a slight superiority of the 8 week versus the 12 week 
regimen.97

2. There is currently no data to support TDM with drug 
levels or antibodies in the management of ulcerative 
colitis patients receiving ustekinumab.

Induction of remission in Crohn’s disease
1. Ustekinumab is indicated as an induction agent for 
patients with moderate to severe Crohn’s disease who 
have either failed anti-TNF therapy, are intolerant to anti-
TNF therapy, or who are biologic naïve. 
Ustekinumab was shown to be superior to placebo for 
inducing clinical response and remission, as well as 
endoscopic and histologic improvement in the Phase 3 UNITI 
program.98

As expected, patients who were biologic naïve had higher 
rates of clinical remission, endoscopic improvement, and 
histologic improvement than the subgroup of patients who had 
previous treatment failure with biologic agents.

2. Recent ECCO guidelines support the use of either 
ustekinumab or vedolizumab equally for the treatment 
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of moderate to severe active luminal Crohn’s disease in 
patients who have previously failed anti-TNF therapy.2

3. The value of combination therapy with 
immunomodulators in induction remains unclear. 
However, given the very low immunogenicity of 
ustekinumab, monotherapy may be considered.

Maintenance of remission in Crohn’s disease
1. Ustekinumab is indicated for maintenance of 
remission in patients with moderate to severe Crohn’s 
disease who have responded to ustekinumab.
In the IM-UNITI maintenance trial, subcutaneous ustekinumab 
maintained remission in patients who had a clinical response 
to induction therapy; the percentage of patients who were in 
remission at week 44 was significantly higher in the groups 
that received 90 mg of ustekinumab every 8 weeks or every 
12 weeks (53.1% and 48.8%, respectively) than in the placebo 
group (35.9%), with an absolute difference between treatment 
every 8 weeks and placebo of 17.2% (95% CI, 5.3–29.2, 
p=0.005) and between treatment every 12 weeks and placebo 
of 13% (95% CI, 1.1–24.9, p=0.04).98 Real world data also 
support the efficacy of ustekinumab in maintaining remission 
in a high proportion of patients with CD who are resistant to a 
conventional immunosuppressant and an anti-TNF agent.99,100

Long term data are now available showing that continued 
treatment with subcutaneous ustekinumab maintained clinical 
response and remission through 3 years in most patients who 
responded to induction therapy and was well tolerated.101

2. The value of combination therapy with ustekinumab 
and an immunomodulator in maintenance therapy 
remains unclear. However, given the very low 
immunogenicity of ustekinumab, monotherapy is a 
consideration.

3. The role of ustekinumab in the management of 
fistulising and/or peri-anal disease is unclear as there is 
insufficient data.
Although there is some data suggesting that ustekinumab 
may be beneficial in fistulising CD, there are no prospective 
randomised trials that have been published to evaluate this 
specific scenario.102-103

4. There is currently insufficient data to support TDM 
with drug levels or antibodies in the management 
Crohn’s disease patients receiving ustekinumab.

Acute severe ulcerative colitis (ASUC) 
ASUC is a medical emergency as it carries the risk of toxic 
megacolon and perforation.

1. All patients with ASUC should be admitted and 
managed by a multi-disciplinary team.
ASUC is associated with a considerable risk of failed medical 
therapy and subsequent colectomy. As such, all patients 
with ASUC should be managed by a team including a 
stomatherapist and a colorectal surgeon.3

2. All patients should have an infectious disease work 
up on admission, including a stool sample to exclude 
C difficile infection and a flexible sigmoidoscopy with 
colon biopsies to exclude cytomegalovirus (CMV) 
infection.
C. difficile infection has been associated with a worse outcome 
in hospitalised ASUC.104,105 If C. difficile is detected treatment 
with oral vancomycin should be initiated.3

CMV is often present in the inflamed colon and in 
the setting of UC may render the disease refractory to 
corticosteroid therapy. On admission, flexible sigmoidoscopy 
is recommended to confirm the diagnosis of UC and obtain 
histology for CMV infection. If CMV is identified this infection 
should be treated in addition to therapies targeting the active 
UC disease.106,107

3. All patients should receive prophylaxis for venous 
thromboembolic disease.
Patients with IBD, especially those with active disease, are at 
high risk of VTE.108,109 All patients admitted with ASUC should 
receive prophylactic subcutaneous low molecular weight 
heparin. This strategy does not appear to increase the risk of 
bleeding.

3. Intravenous corticosteroids are first line treatment for 
ASUC. 
Once a flare has been confirmed, intravenous corticosteroids 
should be commenced as soon as possible, at doses 
equivalent to hydrocortisone 100 mg four times daily. It is 
not recommended to withhold steroids until stool or biopsy 
results are obtained. Approximately two thirds of patients 
with ASUC will achieve rapid control with intravenous 
corticosteroids.110 A systematic review of 1991 patients 
evaluating corticosteroid therapy for ASUC reported an 
overall response of 67%, with 29% failing corticosteroids and 
requiring colectomy.110

4. Patients should be assessed for a clinical and 
biochemical response after 3 days of intravenous steroid 
therapy to determine the response to corticosteroids. 
It is essential to identify corticosteroid failures early after 
admission as there is a small opportunity to save the colon 
with salvage therapies. This is best done using a validated 
index such as the Oxford criteria.111

5. Patients who fail to respond or have an incomplete 
response to corticosteroid therapy are candidates for 
salvage medical therapy or colectomy.
Infliximab and cyclosporine are equally efficacious as 
medical rescue therapy and the choice between these agents 
will depend on the individual patient and the attending 
physician.

Data from several prospective trials demonstrate similar 
efficacy and safety for infliximab compared to cyclosporin 
in patients with ASUC who are corticosteroid refractory.112,113 
Although infliximab is usually given at doses of 5 mg/kg, the 
use of higher doses as induction therapy or the use of an 
accelerated infliximab induction regimen has been proposed 
in very ill patients with ASUC. Protein loss through a very 
inflamed gut wall into the mucosa leading to low serum 
infliximab levels and reduced efficacy supports the rationale 
for this therapy.3 The dose and duration of infliximab therapy 
is at the discretion of the attending clinician.

There is insufficient data to recommend other available 
medical therapies or biologics for the treatment of ASUC.

6. Extending medical therapy beyond 7-10 days carries 
no additional benefit and increases side effects; patient 
who have not responded to medical therapy by 10 days 
or those with complications at any stage (such as toxic 
megacolon, severe haemorrhage or perforation) should 
be referred for colectomy.
Prolonged admission prior to surgery is a significant predictor 
of post-operative complications as well as mortality.114,115 
Colectomy therefore should not be delayed in patients failing 
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medical therapy.

The management of perianal fistulizing Crohn’s disease
1. Mesalamine and corticosteroids are ineffective 
treatments for fistulizing Crohn’s disease.1-3

2. Antibiotics are indicated for the treatment of sepsis 
and may reduce fistula drainage. Antibiotics are not 
effective in long term fistula healing.
Antibiotics are widely used in the treatment of perianal CD 
despite the fact that most published studies are uncontrolled. 
Despite the lack of evidence to support their role as 
monotherapy in closing perianal fistulae, antibiotics are 
recommended to treat and control perianal sepsis.2

3. Infliximab is the preferred first-line medical therapy for 
complex perianal fistulae.1-3

In the seminal ACCENT II trial, fistula closure was seen in 
69% of patients at 14 weeks. At 54 weeks 36% of infliximab-
treated patients had a complete absence of draining fistulae 
compared with 19% of placebo patients (p=0.009).116 Higher 
infliximab doses may be associated with better outcomes in 
patients with perianal fistulising disease and target levels of 
infliximab >10 μg/mL are associated with a better response.82

4. Adalimumab is effective in treating perianal fistulae 
but has never been assessed in a randomised controlled 
trial designed to test this endpoint.
Fistula closure or improvement has not been the primary 
outcome of any prospective randomised trials of adalimumab 
therapy. The CHARM trial revealed increased efficacy of 
adalimumab compared with placebo for the closure of 
abdominal or perianal fistulae as a secondary endpoint. 
Complete fistula closure at week 56 was seen in 33% of 
subjects on adalimumab versus 13% on placebo (p=0.016).117 
Of all the randomised patients in both arms, 90% of those with 
healed fistulae at week 56, maintained healing after a year of 
open-label adalimumab.118

5. Anti-TNF therapy should be withheld until any perianal 
sepsis has been treated.1-3

6. Combined surgical treatment with anti-TNF therapy 
appears to improve outcomes.
Several retrospective studies and a systematic review suggest 
improved outcomes with combined surgical and anti-TNF 
treatment, especially placement of setons followed by 
infliximab therapy.119,120

7. The efficacy of thiopurine monotherapy in treating 
perianal fistulae is limited. The main advantage of 
thiopurine therapy is to reduce immunogenicity in 
patients treated with anti-TNF therapy.
A meta-analysis on a limited group of patients demonstrated 
that azathioprine is not superior to placebo for fistula healing 
(RR, 2.00; 95% CI, 0.67–5.93). There is however evidence in 
luminal CD of reduced immunogenicity in patients receiving 
combination therapy with anti-TNFs and immunomodulators.121

8. There is insufficient to support the efficacy of 
vedolizumab or ustekinumab for fistula healing.
A post hoc analysis of 57 patients with fistulae (site not 
specified) treated with vedolizumab in the GEMINI 2 study 
showed a higher rate of closure of draining fistulae at 1 year 
compared to placebo (p=0.03 vs. placebo).122

Data for the outcomes of those patients with fistulae at 
baseline treated with ustekinumab in the CERTIFI phase 2 
and UNITI phase 3 studies, have been reported in abstract 
form, showing a non-significant trend towards improved fistula 

healing in patients randomised to ustekinumab compared 
with placebo.123 Further controlled trial data are needed to 
confirm the role of ustekinumab or vedolizumab in perianal 
fistula healing. However, ustekinumab or vedolizumab may 
be considered in patients where anti-TNFs are ineffective or 
contraindicated and there are no treatment options, especially 
when concomitant luminal disease is present.2

Positioning biological therapies
With burgeoning new therapeutic options for the treatment 
of IBD it has become important to position our therapies in 
the various treatment algorithms. The VARSITY study is the 
only published head to head trial of biologics in the field 
of IBD. This trial showed vedolizumab to be superior in 
achieving clinical remission and endoscopic improvement in 
patients with ulcerative colitis when compared to adalimumab 
(31.3% vs. 22.5%, p=0.006 and 39.7% vs. 27.7%, p<0.001 
respectively).86 Many more such studies are currently 
underway and until these are published, we need to rely on 
indirect comparisons from systematic reviews and network 
meta-analyses.

For the first time, recent guidelines are making 
recommendations on positioning biologic therapies in terms 
of efficacy, and as more data emerge these will likely evolve. 
Besides efficacy when choosing therapies, treatment safety 
profiles is a vital factor for both patients and physicians. 
And in this regard vedolizumab and ustekinumab have very 
favourable safety profiles.

Positioning biologics in Crohn’s disease
Recent British Society of gastroenterology (BSG), European 
Crohn’s and Colitis Organisation (ECCO), and American 
College of Gastroenterology (ACG) guidelines on the 
management of Crohn’s disease make the following 
recommendations.1-3

1. Infliximab, adalimumab, ustekinumab, and 
vedolizumab are all appropriate as first line therapy in 
inducing remission in patients with moderate to severe 
active Crohn’s disease who are biologic naïve.1-3

2. Ustekinumab, and vedolizumab are both indicated 
as second line therapy in patients with moderate to 
severely active Crohn’s disease who have been exposed 
to anti-TNFs. ECCO recommends both ustekinumab and 
vedolizumab equally.2

Two systematic reviews and meta-analyses performed indirect 
comparisons of ustekinumab and vedolizumab for induction 
of remission in patients with moderate-to-severely active 
luminal CD who were previously exposed to anti-TNFs.124,125 
There were no significant differences between vedolizumab 
and ustekinumab in induction and maintenance of remission in 
TNF refractory CD patients.

3. The biologic agent used to induce remission should 
be continued as maintenance therapy.1-3

Positioning biologics in ulcerative colitis
Recent BSG, ACG, and American Gastroenterology 
Association (AGA) guidelines on the management of 
ulcerative colitis make the following recommendations

1. Infliximab, adalimumab, golimumab, ustekinumab, 
and vedolizumab are all effective as first line therapy in 
biologic naïve patients with moderate to severely active 
ulcerative colitis.4,5,87
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2. The AGA recommends infliximab and vedolizumab 
above adalimumab for the induction of remission in 
biologic naïve patients.87

The VARSITY study showed vedolizumab to be superior in 
achieving clinical remission and endoscopic improvement 
in patients with ulcerative colitis when compared to 
adalimumab.86 In a recent network meta-analysis, infliximab 
was ranked highest of the available biologics for induction of 
clinical remission in biologic-naïve patients (OR vs placebo, 
4.07; 95% CI, 2.67–6.21; SUCRA, 0.95) and endoscopic 
improvement (SUCRA, 0.95).126

3. In infliximab exposed patients the AGA recommends 
ustekinumab above adalimumab or vedolizumab for the 
induction of remission.6

In the VARSITY trial, 21% patients had received prior 
treatment with an anti-TNF. In these patients, there were no 
significant differences in rates of a clinical remission at week 
52 (20.3% vs. 16.0%).86 In a network meta-analysis in patients 
with prior exposure to TNF antagonists, ustekinumab (SUCRA, 
0.87) was superior to vedolizumab (OR vs. ustekinumab, 5.99; 
95% CI, 1.13–31.76) and adalimumab (OR vs. ustekinumab, 
10.71; 95% CI, 2.01–57.20).126

4. The biologic agent used to induce remission should 
be continued as maintenance therapy.

5. The benefit of switching to vedolizumab or 
ustekinumab over infliximab, in patients with prior 
exposure to adalimumab or golimumab, is uncertain.87

Biosimilars in IBD
Currently, an infliximab biosimilar CT-P13 and an adalimumab 
biosimilar have both been approved in SA for use in IBD. Most 
of the evidence presented below refers to CT-P13.

1. Locally approved anti-TNF biosimilars are considered 
appropriate for all clinical indications for which the 
reference product is licensed.
To attain regulatory approval a biosimilar has to have 
sufficient similarity in molecular structure, biological activity, 
efficacy, safety and immunogenicity. There should be no 
clinically meaningful differences between the biosimilar and 
the reference product in terms of safety, purity, and potency.127

2. All biologics and biosimilars should be prescribed 
by brand name and not by international non-proprietary 
name (INN).
Biosimilars should be clearly distinguishable from the 
reference product, as well as from other biosimilars. They 
should be easily identifiable for patients, doctors and 
pharmacists alike. The INN of a biosimilar is not different 
from the original product, which may result in confusion and 
compromise post-marketing monitoring and patient safety.128

3. In biologic-naïve patients a biosimilar is an 
appropriate choice in patients who are eligible for anti-
TNF therapy.
A meta-analysis of 11 studies were a biosimilar was used 
reported response rates for induction and maintenance 
therapy comparable to those published for the infliximab 
reference product in CD (79 and 77%, respectively) and 
UC (74 and 77%, respectively).129 In patients with CD 
the first head-to-head trial in anti-TNF-naïve patients has 
recently been published.130 Clinical response rates were 
not significantly different at week 54 with similar safety 
and immunogenicity profiles for the infliximab reference 

product and for CT-P13. Data from a large Italian cohort study 
supports this finding.131 Most recently a large, real-world 
cohort of 5050 infliximab-naïve patients with CD who received 
either the infliximab reference product or CT-P13 revealed 
no difference in clinical outcomes. There was no difference 
in the rates of serious infection, tuberculosis and solid or 
haematological cancers between the 2 groups of patients.132

5. Private health insurer, health administrator or 
regulator driven switches from reference product to a 
biosimilar of the same anti-TNF is not recommended 
without prior approval of the prescribing physician.

6. In patients with primary non-response, secondary loss 
of response or adverse events the anti-TNF reference 
product can be switched to a biosimilar of a different 
anti-TNF.

7. Patients with primary non-response, secondary loss 
of response, or adverse events due to immunogenicity, 
should not be treated with a biosimilar of the same anti-
TNF as this will not circumvent the problem.
In patients with IBD, cross-immunogenicity of CT-P13 and the 
IFX reference product has been demonstrated in a series of in 
vitro studies.135

8. Multiple switches between different anti-TNF 
biosimilars is not currently recommended due to lack of 
evidence.
9. Dispensing pharmacists should not substitute 
the reference product with a biosimilar without the 
permission from of the prescribing physician.
Substitution is the practice of dispensing one medical product 
to another interchangeable product at the pharmacy. This 
policy is widely adopted for generic medication where 
pharmacists can substitute the original product at their 
discretion. It 
is currently nor recommended for biologics.

10. Dosing, administration and TDM of anti-TNF 
biosimilars is similar to the reference product.
 Dose and treatment intervals should be maintained when 
switching from a biologic to the respective biosimilar. Similar 
clinical efficacy is present following the switch to a biosimilar 
without the need for dose adjustments.136 Laboratory tests 
developed to measure infliximab trough levels and to detect 
ADAs are equally sensitive for the biosimilar as for the 
reference product. In a recent publication, samples that tested 
positive for antibodies to an infliximab reference product 
were then retested using a CT-P13 or a SB2 bridging assay; all 
tested positive for infliximab antibodies resulting in 100% test 
agreement.137

References
1. Lichtenstein G, Loftus E. Isaacs K, et al. ACG clinical 

guideline: management of Crohn’s Disease in adults. 
Am J Gastroenterol 2018;113(4):481-517. https://doi.
org/10.1038/ajg.2018.27

2. Torres J, Bonovas S, Doherty G, et al. ECCO guidelines 
on therapeutics in Crohn’s Disease: medical therapy. 
Journal of Crohn’s and Colitis 2020;14(1):4-22. https://doi.
org/10.1093/ecco-jcc/jjz180

3. Lamb C, Kennedy N, Raine T, et al. British Society 
of Gastroenterology consensus guidelines on 
management of inflammatory bowel disease in adults. 
Gut 2019;68(Suppl 3):s1-s106. https://doi.org/10.1136/
gutjnl-2019-318484



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 12

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

4. Rubin D, Ananthakrishnan A, Segal C, et al. ACG 
Guidelines: Ulcerative Colitis in adults. Am J Gastroenterol 
2019;114(3):384-413. https://doi.org/10.14309/
ajg.0000000000000152

5. Cynthia W. Ko, Siddharth Singh, Joseph D. Feuerstein, 
et al. AGA clinical guidelines on management of mild 
to moderate Ulcerative Colitis. Gastroenterology 
2019;156(3):748-764. https://doi.org/10.1053/j.
gastro.2018.12.009

6. Harbord M, Eliakim R, Bettenworth D, et al. European 
Crohn’s and Colitis Organisation, third European 
evidence-based consensus on diagnosis and management 
of Ulcerative Colitis. Part 2: Current Management. Journal 
of Crohn’s & Colitis 2017;11(7):769-784. https://doi.
org/10.1093/ecco-jcc/jjx009

7. Ford A, Kane S, Khan K, et al. Efficacy of 5-aminosalicylates 
in Crohn’s disease: systematic review and meta-analysis. 
Am J Gastroenterol 2011;106(4):617-529. https://doi.
org/10.1038/ajg.2011.71

8. Hanauer SB, Stromberg U. Oral pentasa in the treatment 
of active Crohn’s disease: a meta-analysis of double-
blind, placebo-controlled trials. Clin Gastroenterol 
Hepatol 2004;2(5):379-388. https://doi.org/10.1016/s1542-
3565(04)00122-3

9. Marshall JK, Thabane M, Steinhart AH, et al. Rectal 
5-aminosalicylic acid for induction of remission 
in ulcerative colitis. Cochrane Database Syst Rev 
2010;20;(1):CD004115. https://doi.org/10.1002/14651858.
CD004115.pub2

10.  Ford AC, Achkar JP, Khan KJ, et al. Efficacy of 
5-aminosalicylates in ulcerative colitis: Systematic review 
and meta-analysis. Am J Gastroenterol 2011;106(4):601-
616. https://doi.org/10.1038/ajg.2011.67

11. Ford AC, Khan KJ, Achkar JP, et al. Efficacy of oral vs. 
topical, or combined oral and topical 5-aminosalicylates, 
in ulcerative colitis: Systematic review and meta-analysis. 
Am J Gastroenterol 2012;107(2):167–176. https://doi.
org/10.1038/ajg.2011.410

12. Probert CS, Lindgren S, et al. Combined oral and enema 
treatment with Pentasa (mesalazine) is superior to oral 
therapy alone in patients with extensive mild/moderate 
active ulcerative colitis: a randomised, double blind, 
placebo controlled study. Gut 2005;54(7):960-965. https://
doi.org/10.1136/gut.2004.060103

13. Feagan BG, Macdonald JK. Oral 5-aminosalicylic acid 
for induction of remission in ulcerative colitis. Cochrane 
Database Syst Rev 2012;4(4):CD000543. https://doi.
org/10.1002/14651858.CD000543.pub4

14. Wang Y, Parker CE, Bhanji T, et al. Oral 5–aminosalicylic 
acid for maintenance of remission in ulcerative colitis. 
Cochrane Database Syst Rev 2016;2016(5):CD000544. 
https://doi.org/10.1002/14651858.CD000544.pub4

15. Feagan BG, Chande N, MacDonald JK. Are there any 
differences in the efficacy and safety of different 
formulations of oral 5-ASA used for induction and 
maintenance of remission in ulcerative colitis? 
Evidence from Cochrane Reviews. Inflamm Bowel 
Dis 2013;19(9):2031-2040. https://doi.org/10.1097/
MIB.0b013e3182920108

16. Feagan BG, Macdonald JK. Oral 5-aminosalicylic acid for 
maintenance of remission in ulcerative colitis. Cochrane 
Database Syst Rev 2012;17;10:CD000544. https://doi.
org/10.1002/14651858.CD000544.pub3

17. Sandborn WJ. Rational selection of oral 5-aminosalicylate 
formulations and prodrugs for the treatment of ulcerative 
colitis. Am J Gastroenterol 2002;97(12):2939-2941. https://
doi.org/10.1111/j.1572-0241.2002.07092.x

18. Ford AC, Khan KJ, Sandborn WJ, et al. Efficacy of topical 
5-aminosalicylates in preventing relapse of quiescent 
ulcerative colitis: a meta-analysis.  Clin Gastroenterol 
Hepatol 2012;10(5):513-519. https://doi.org/10.1016/j.
cgh.2011.10.043

19. Wang Y, Parker CE, Feagan BG, et al. Oral 5-aminosalicylic 
acid for maintenance of remission in ulcerative colitis. 
Cochrane Database Syst Rev 2016;2016(5):CD000544. 
https://doi.org/10.1002/14651858.CD000544.pub4

20. Ungaro RC, Limketkai BN, Jensen CB, et al. Stopping 
5-aminosalicylates in patients with ulcerative colitis 
starting biologic therapy does not increase the risk of 
adverse clinical outcomes: analysis of two nationwide 
population-based cohorts. Gut 2019;68(6):977-984. https://
doi.org/10.1136/gutjnl-2018-317021

21. Ma C, Kotze PG, Almutairdi A, e al. Concomitant use of 
aminosalicylates is not associated with improved outcomes 
in patients with ulcerative colitis escalated to vedolizumab. 
Clin Gastroenterol Hepatol. 2019;17(11):2374-2376.e2. 
https://doi.org/10.1016/j.cgh.2018.11.062

22. Andrews JM, Travis SPL, Gibson PR, et al. Systematic 
review: does concurrent therapy with 5-ASA and 
immunomodulators in inflammatory bowel disease 
improve outcomes? Aliment Pharmacol Ther 
2009;29(5):459-469. https://doi.org/10.1111/j.1365-
2036.2008.03915.x

23. Ko CW, Singh S, Feuerstein JD, et al. AGA clinical practice 
guidelines on the management of mild-to-moderate 
ulcerative colitis. Gastroenterology. 2019;156(3):748-764. 
https://doi.org/10.1053/j.gastro.2018.12.009

24. Sherlock ME, Seow CH, Steinhart AH, et al. Oral 
budesonide for induction of remission in ulcerative colitis. 
Cochrane Database of Syst Rev 2010;(10):CD007698. 
https://doi.org/10.1002/14651858.CD007698.pub2

25. Gross V, Bunganic I, Belousova EA, et al. 3g mesalazine 
granules are superior to 9mg budesonide for achieving 
remission in active ulcerative colitis: a double-blind, 
double-dummy, randomised trial. Journal of Crohn’s 
& colitis 2011;5(2):129-138. https://doi.org/10.1016/j.
crohns.2010.11.006

26. Greenberg GR, Feagan BG, Martin F, et al. Oral 
budesonide for active Crohn’s disease. Canadian 
Inflammatory Bowel Disease Study Group .NEngl J 
Med 1994;331(13):836- 841. https://doi.org/10.1056/
NEJM199409293311303

27. Huang SZ, Liu ZC, Liao WX, et al. Risk of skin cancers in 
thiopurine-treated and thiopurine- untreated patients with 
inflammatory bowel disease: A systematic review and 
meta-analysis. J Gastroenterol Hepatol 2019;34(3):507-
516. https://doi.org/10.1111/jgh.14533

28. Parian A, Lazarev, M. Who and how to screen for cancer 
in at risk inflammatory bowel disease patients. Expert Rev 
Gastroenterol Hepatol 2015;9(6):731-746. https://doi.org/1
0.1586/17474124.2015.1003208

29. Subramaniam K, D’Rozario J, Pavli P. Lymphoma and other 
lymphoproliferative disorders in Inflammatory Bowel 
Disease: A Review. J Gastroenterol Hepatol 2013;28(1):24-
30. https://doi.org/10.1111/jgh.12015

30. Khan KJ, Dubinsky MC, Ford AC, et al. Efficacy of 
immunosuppressive therapy for inflammatory bowel 
disease: A systematic review and meta-analysis. Am 
J Gastroenterol 2011;106(4):630-642. https://doi.
org/10.1038/ajg.2011.64

31. Timmer A, McDonald JW, Tsoulis DJ, et al. Azathiprone 
and 6- mercaptopurine for maintenance of remission 
in ulcerative colitis. Cochrane Database Syst Rev 
2012;12(9):CD000478. https://doi.org/10.1002/14651858.



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 13

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

CD000478.pub3
32. Ardizzone S, Maconi G, Russo A, et al. Randomised 

controlled trial of azathioprine and 5-aminosalysylic acid 
for treatment of steroid dependent ulcerative colitis. Gut 
2006;55(1):47-53. https://doi.org/10.1136/gut.2005.068809

33. Chebli LA, Chaves LDM, Pimentel FF, et al. Azathioprine 
maintains long-term steroid-free remission through 
3 years in patients with steroid-dependent ulcerative 
colitis. Inflamm Bowel Dis 2010;16(4):613-619. https://doi.
org/10.1002/ibd.21083

34. Sood A, Kaushal V, Midha V, et al. The beneficial effect 
of azathioprine on maintenance of remission in severe 
ulcerative colitis. Journal of Gastroenterol 2002;37(4):270-
274. https://doi.org/10.1007/s005350200034

35. Timmer A, Patton PH, Chande N, et al. Azathioprine 
and 6 mercaptopurine for maintenance of 
remission in ulcerative colitis. Cochrane Database 
Syst Rev 2016;2016(5):CD000478. https://doi.
org/10.1002/14651858.CD000478.pub4

36. Khan KJ, Dubinsky MC, Ford AC et al. Efficacy of 
Immunosuppressive therapy for inflammatory bowel 
disease: A systematic review and meta-analysis. Am 
J Gastroenterol 2011;106(4):630-642. https://doi.
org/10.1038/ajg.2011.64

37. Fraser AG, Orchard TR, Jewell DP. The efficacy of 
azathioprine for the treatment of inflammatory bowel 
disease: a 30 year review. Gut 2002;50(4):485-489. https://
doi.org/10.1136/gut.50.4.485

38. Panaccione R, Ghosh S, Middleton S, et al. Combination 
therapy with infliximab and azathioprine is superior 
to monotherapy with either agent in ulcerative colitis. 
Gastroenterology 2014;146(2):392-400.e3. https://doi.
org/10.1053/j.gastro.2013.10.052

39. Moreno-Rincorn E, Benitez J M, Serrano-Ruiz F J, et al. 
Prognosis of Patients with Ulcerative Colitis in Sustained 
Remission after Thiopurine Withdrawal. Inflamm bowel 
Dis 2015;21(7):1564-1571. https://doi.org/10.1097/
MIB.0000000000000400

40. Wang Y, MacDonald J K, Vandermeer B, et al. Methotrexate 
for maintenance of remission in ulcerative colitis. 
Cochrane Database Syst Rev 2015;2015(8):CD007560. 
https://doi.org/10.1002/14651858.CD007560.pub3

41. Herfarth H, Barns E I, Valentine J F, et al. Methotrexate 
is not superior to placebo in maintaining steroid-
free response or remission in ulcerative colitis. 
Gastroenterology 2018;155(4):1098–1108.e9. https://doi.
org/10.1053/j.gastro.2018.06.046

42. Chande N, Patton PH, Tsoulis DJ, et al. Azathioprine or 
6-mercaptopurine for maintenance of remission in Crohn’s 
disease. Cochrane Database Syst Rev 2015;10:CD000067. 
https://doi.org/10.1002/14651858.CD000067.pub3

43. Hazlewood GS, Rezaie A, Borman M, et al. Comparative 
effectiveness of immunosuppressants and biologics 
for inducing and maintaining remission in Crohn’s 
disease: a network meta-analysis. Gastroenterology 
2015;148(2):344–354. https://doi.org/10.1053/j.
gastro.2014.10.011

44. Colombel JF, Sandborn WJ, Reinisch W, et al. Infliximab, 
azathioprine, or combination therapy for Crohn’s disease. 
N Engl. J Med 2010;362(15):1383–1395. https://doi.
org/10.1056/NEJMoa0904492

45. Matsumoto T, Motoya S, Watanabe K, et al. Adalimumab 
Monotherapy and a combination with Azathioprine for 
Crohn’s Disease: A prospective, randomized trial. J Crohns 
Colitis 2016;10(11):1259-1266. https://doi.org/10.1093/
ecco-jcc/jjw152

46. Torres J, Boyapati RK, Kennedy NA, et al. Systematic review 

of effects of withdrawal of immunomodulators or biologic 
agents from patients with inflammatory bowel disease. 
Gastroenterology 2015;149(7):1716–1730. https://doi.
org/10.1053/j.gastro.2015.08.055

47. Feagan BG, Fedorak RN, Irvine EJ, et al. A comparison 
of methotrexate with placebo for the maintenance 
of remission in Crohn’s disease. North American 
Crohn’s Study Group Investigators. N Engl J Med 
2000;342(22):1627–1632. https://doi.org/10.1056/
NEJM200006013422202

48. Patel V, Wang Y, MacDonald JK, et al. Methotrexate for 
maintenance of remission in Crohn’s disease. Cochrane 
Database Syst Rev 2014;8:CD006884. https://doi.
org/10.1002/14651858.CD006884.pub3

49. Kennedy NA, Heap GA, Green HD, et al. Predictors of 
anti-TNF treatment failure in anti-TNF-naive patients with 
active luminal Crohn’s disease: a prospective, multicentre, 
cohort study. Lancet Gastroenterol Hepatol 2019;4(5):341–
353. https://doi.org/10.1016/S2468-1253(19)30012-3

50. Hanauer SB, Feagan BG, Lichtenstein GR, et al. 
Maintenance infliximab for Crohn’s disease: the ACCENT 
I randomised trial. Lancet 2002;359(9317):1541–1549. 
https://doi.org/10.1016/S0140-6736(02)08512-4

51. Schnitzler F, Fidder H, Ferrante M, et al. Long-term 
outcome of treatment with infliximab in 614 patients 
with Crohn’s disease: results from a single-centre 
cohort. Gut 2009;58(4):492–500. https://doi.org/10.1136/
gut.2008.155812

52. Hanauer SB, Sandborn WJ, Rutgeerts P, et al. Human anti-
tumor necrosis factor monoclonal antibody (adalimumab) 
in Crohn’s disease: the CLASSIC-I trial. Gastroenterology 
2006;130(2):323–333. https://doi.org/10.1053/j.
gastro.2005.11.030

53. Colombel JF, Sandborn WJ, Rutgeerts P, et al. Adalimumab 
for maintenance of clinical response and remission 
in patients with Crohn’s disease: the CHARM trial. 
Gastroenterology 2007;132(1):52–65. https://doi.
org/10.1053/j.gastro.2006.11.041

54. Sandborn WJ, Rutgeerts P, Enns R, et al. Adalimumab 
induction therapy for Crohn’s disease previously treated 
with infliximab: a randomized trial. Ann Intern Med 
2007;146(2):829-838. https://doi.org/10.7326/0003-4819-
146-12-200706190-00159

55. Katz L, Gisbert JP, Manoogian B, et al. Doubling the 
infliximab dose versus halving the infusion intervals in 
Crohn’s disease patients with loss of response. Inflamm 
Bowel Dis 2012;18(11):2026–2033. https://doi.org/10.1002/
ibd.22902

56. Colombel JF, Sandborn WJ, Reinisch W, et al. Infliximab, 
azathioprine or combination therapy for Crohn’s disease. 
N Engl J Med 2010;362(15):1383–1395. https://doi.
org/10.1056/NEJMoa0904492

57. Sokol H, Seksik P, Carrat F, et al. Usefulness of co-treatment 
with immunomodulators in patients with inflammatory 
bowel disease treated with scheduled infliximab 
maintenance therapy. Gut 2010;59(10):1363–1368. https://
doi.org/10.1136/gut.2010.212712

58. Rutgeerts P, Sandborn WJ, Feagan BG, et al. Infliximab 
for induction and maintenance therapy for ulcerative 
colitis. N Engl J Med 2005;353(23):2462–2476. https://doi.
org/10.1056/NEJMoa050516

59. Reinisch W, Sandborn WJ, Hommes DW, et al. Adalimumab 
for induction of clinical remission in moderately to 
severely active ulcerative colitis: results of a randomised 
controlled trial. Gut 2011;60(6):780-787. https://doi.
org/10.1136/gut.2010.221127

60. Sandborn WJ, Van Assche G, Reinisch W, et 



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 14

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

al. Adalimumab induces and maintains clinical remission 
in patients with moderate-to-severe ulcerative colitis. 
Gastroenterology 2012;142(2):257–265. https://doi.
org/10.1053/j.gastro.2011.10.032

61. Sandborn WJ, Feagan BG, Marano C, et al. Subcutaneous 
golimumab induces clinical response and remission 
in patients with moderate-to-severe ulcerative colitis. 
Gastroenterology 2014;146(1):85–95; quiz e14-5. https://
doi.org/10.1053/j.gastro.2013.05.048

62. Sandborn WJ, Feagan BG, Marano C, et al. Subcutaneous 
golimumab maintains clinical response in patients with 
moderate-to-severe ulcerative colitis. Gastroenterology 
2014;146(1):96–109.e1. https://doi.org/10.1053/j.
gastro.2013.06.010

63. Singh S, Murad MH, Fumery M, et al. First and second 
line pharmacotherapies for patients with moderate to 
severely active ulcerative colitis: An updated network 
meta-analysis. Clinical Gastroenterology and Hepatology 
2020;S1542-3565(20):30044-30046. https://doi.
org/10.1016/j.cgh.2020.01.008.

64. Feuerstein JD, Nguyen GC, Kupfer SS, et al. American 
Gastroenterological Association Institute guideline on 
therapeutic drug monitoring in inflammatory bowel 
disease. Gastroenterology 2017;153(3):827-834. https://
doi.org/10.1053/j.gastro.2017.07.032

65. Kennedy NA, Warner B, Johnston EL, et al. Relapse after 
withdrawal from anti-TNF therapy for inflammatory 
bowel disease: an observational study, plus systematic 
review and meta-analysis. Aliment Pharmacol Ther 
2016;43(8):910–923. https://doi.org/10.1111/apt.13547

66. Torres J, Boyapati RK, Kennedy NA, et al. Systematic review 
of effects of withdrawal of immunomodulators or biologic 
agents from patients with inflammatory bowel disease. 
Gastroenterology 2015;149(7):1716–1730. https://doi.
org/10.1053/j.gastro.2015.08.055

67. Papamichael K, Vermeire S. Withdrawal of anti-tumour 
necrosis factor alpha therapy in inflammatory bowel 
disease. World J Gastroenterol 2015;21(16):4773–4778. 
https://doi.org/10.3748/wjg.v21.i16.4773

68. Ben-Horin S, Chowers Y, Ungar B, et al. Undetectable 
anti-TNF drug levels in patients with long-term remission 
predict successful drug withdrawal. Aliment Pharmacol 
Ther 2015;42(3):356–364. https://doi.org/10.1111/
apt.13268

69.  69. Molander P, Farkkila M, Salminen K, et al. 
Outcome after discontinuation of TNFalpha-blocking 
therapy in patients with inflammatory bowel disease in 
deep remission. Inflamm Bowel Dis 2014;20(6):1021–1028. 
https://doi.org/10.1097/MIB.0000000000000052

70. Steenholdt C, Molazahi A, Ainsworth MA, et al. Outcome 
after discontinuation of infliximab in patients with 
inflammatory bowel disease in clinical remission: 
an observational Danish single center study. Scand J 
Gastroenterol 2012;47(5):518–527. https://doi.org/10.3109
/00365521.2012.660541

71. Louis E, Mary JY, Vernier-Massouille G, et al. Maintenance 
of remission among patients with Crohn’s disease on 
antimetabolite therapy after infliximab therapy is stopped. 
Gastroenterology 2011;142(1):63–70.e5. https://doi.
org/10.1053/j.gastro.2011.09.034

72. Fredericks, E. and G. Watermeyer, De-escalation of 
biological therapy in inflammatory bowel disease: Benefits 
and risks. S Afr Med J 2019;109(10):745-749. https://doi.
org/10.7196/SAMJ.2019.v109i10.14074

73. Ford AC, Sandborn WJ, Khan KJ, et al. Efficacy of 
biological therapies in inflammatory bowel disease: 
systematic review and meta-analysis. Am J Gastroenterol 

2011;106(4):644-659. https://doi.org/10.1038/ajg.2011.73
74. Billioud V, Sandborn WJ, Peyrin-Biroulet L. Loss of 

response and need for adalimumab dose intensification in 
Crohn’s disease: a systematic review. Am J Gastroenterol 
2011;106(4):674-684. https://doi.org/10.1038/ajg.2011.60

75. Gisbert JP, Panes J. Loss of response and requirement of 
infliximab dose intensification in Crohn’s disease: a review. 
Am J Gastroenterol 2009;104(3):760-767. https://doi.
org/10.1038/ajg.2008.88

76. Ben-Horin S, Chowers Y. Review article: loss of response 
to anti-TNF treatments in Crohn’s disease. Aliment 
Pharmacol Ther 2011;33(9):987-995. https://doi.
org/10.1111/j.1365-2036.2011.04612.x

77. Feuerstein JD, Nguyen GC, Kupfer SS, et al. American 
Gastroenterological Association Institute guideline on 
therapeutic drug monitoring in inflammatory bowel 
disease. Gastroenterology 2017;153(3):827-834. https://
doi.org/10.1053/j.gastro.2017.07.032

78. Melmed GY, IrvingPM, Jones J. Appropriateness of testing 
for anti–Tumor Necrosis factor agent and antibody 
concentrations, and interpretation of results. Clinical 
Gastroenterol and Hepatol 2016;14(9):1302–1309. https://
doi.org/10.1016/j.cgh.2016.05.010

79. Mitrev N, VandeCasteele N, Seow CH, et al. Review article: 
consensus statements on therapeutic drug monitoring of 
anti-tumour necrosis factor therapy inflammatory bowel 
diseases. Aliment Pharmacol Ther 2017;46(11-12):1037-
1053. https://doi.org/10.1111/apt.14368

80. Kennedy NA, Heap GA, Green HD, et al. Predictors of 
anti-TNF treatment failure in anti-TNF-naive patients with 
active luminal Crohn’s disease: a prospective, multicentre, 
cohort study. Lancet Gastroenterol Hepatol 2019;4(5):341-
353. https://doi.org/10.1016/S2468-1253(19)30012-3

81. Gibson DJ, Ward MG, Rentsch C, et al. Review article: 
determination of the therapeutic range for therapeutic 
drug monitoring of adalimumab and infliximab in patients 
with inflammatory bowel disease. Aliment Pharmacol Ther 
2020;51(6):612-628. https://doi.org/10.1111/apt.15643

82. Yarur AJ, Kanagala V, Stein DJ, et al. Higher infliximab 
trough levels are associated with perianal fistula healing 
in patients with Crohn’s disease. Aliment Pharmacol Ther 
2017;45(7):933-940. https://doi.org/10.1111/apt.13970

83. Colombel JF, Sands BE, Rutgeerts P, et al. The safety of 
Vedolizumab for ulcerative colitis and Crohn’s disease. 
Gut 2017;66(5):839-851. https://doi.org/10.1136/
gutjnl-2015-311079

84. Ng SC, Hilmi IN, Blake A. et al. Low frequency of 
opportunistic infections in patients receiving vedolizumab 
in clinical trials and post-marketing setting. Inflamm Bowel 
Dis.2018;24(11):2431-2441. https://doi.org/10.1093/ibd/
izy153

85. Feagan BG, Rutgeerts P, Sands BE et al. Vedolizumab as 
induction and maintenance therapy for Ulcerative colitis. 
N Eng J Med 2013 Aug 22;369(8):699-710. https://doi.
org/10.1056/NEJMoa1215734 

86. Sands B.E., Peyrin-Biroulet L, Loftus E. et al. Vedolozumab 
versus Adalimumab for moderate-to-severe ulcerative 
colitis. N Eng J Med 2019;381(13):1215-1226. https://doi.
org/10.1056/NEJMoa1905725

87. Feuerstein JD, Isaacs KL, Schneider Y, et al. AGA 
Clinical Practice Guidelines on the Management of 
Modrate to Severe Ulcerative Colitis. Gastroenterology 
2020;158(5):1450-1461. https://doi.org/10.1053/j.
gastro.2020.01.006

88. Rubin DT, Ananthakrishnan AN, Siegel CA, et al. 
ACG clinical guideline: Ulcerative colitis in adults. 
Am J Gastroenterol 2019;114(3):384-413. https://doi.



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 15

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

org/10.14309/ajg.0000000000000152
89. Sandborn WJ, Feagan BG, Rutgeerts P et al. Vedolizumab 

as induction and maintenance therapy for Crohn’s disease. 
N Eng J Med 2013;369(8):711-721. https://doi.org/10.1056/
NEJMoa1215739

90. Sands BE, Feagan BG, Rutgeerts P, et al. Effects of 
vedolizumab induction therapy for patients with Crohn’s 
disease in whom tumor necrosis factor antagonist 
treatment failed. Gastroenterology 2014;147(3):618–627.
e3. https://doi.org/10.1053/j.gastro.2014.05.008

91. Sands BE, Sandborn WJ, Van Assche G, et al. Vedolizumab 
as induction and maintenance therapy for Crohn’s 
disease in patients naive to or who have failed tumor 
necrosis factor antagonist therapy. Inflamm Bowel 
Dis 2017;23(1):97–106. https://doi.org/10.1097/
MIB.0000000000000979

92. Vermier S, Loftus EV, Colombel J-F et al. Long-term 
efficacy of Vedolizumab for Crohn’s disease. J Crohn’s 
Colitis 2017;11(4):412-424. https://doi.org/10.1093/ecco-
jcc/jjw176

93. Torres J, Bonovas S, Doherty G, et al. ECCO guidelines 
on therapeutics in Crohn’s Disease: medical treatment. 
J Crohn’s and Colitis 2020;14(1):4–22. https://doi.
org/10.1093/ecco-jcc/jjz180

94. Feagan BG, Schwartz D, Danese S, et al. Efficacy of 
Vedolizumab in fistulising Crohn’s disease: Exploratory 
analyses of data from GEMINI 2. J Crohn’s and Colitis 
2018;12(5)621-626. https://doi.org/10.1093/ecco-jcc/jjy019

95. Schwartz DA, Peyrin-Biroulet L, Lasch K, et al. Efficacy 
and safety of 2 Vedolizumab IV regimens in patients 
with perianal fistulising Crohn’s disease: Results of 
the ENTERPRISE study. Journal of Crohn s and Colitis 
2020;14(1):S418-S419. https://doi.org/10.1093/ecco-jcc/
jjz203.605

96. Papp K, Gottlieb AB, Naldi L, et al. Safety surveillance 
for ustekinumab and other psoriasis treatments from the 
Psoriasis Longitudinal Assessment and Registry (PSOLAR). 
J Drugs Dermatol 2015;14(7):706–714

97. Sands BE, Sandborn WJ, Panaccione R, et al. Ustekinumab 
as induction and maintenance therapy for ulcerative 
colitis. N Engl J Med 2019;381(13):1201-1214. https://doi.
org/10.1056/NEJMoa1900750

98. Feagan BG, Sandborn WJ, Gasink C, et al. Ustekinumab as 
induction and maintenance therapy for Crohn’s disease. 
N Engl J Med 2016;375(20):1946–1960. https://doi.
org/10.1056/NEJMoa1602773

99. Khorrami S, Ginard D, Marín-Jiménez I, et al. Ustekinumab 
for the Treatment of Refractory Crohn’s Disease: The 
Spanish Experience in a Large Multicentre Open label 
Cohort. Inflamm Bowel Dis 2016;22(7):1662–1669. https://
doi.org/10.1097/MIB.0000000000000842

100. Wils P, Bouhnik Y, Michetti P, et al. Subcutaneous 
Ustekinumab provides clinical benefit for two-thirds of 
patients with Crohn’s disease refractory to anti-tumor 
necrosis factor agents. Clin Gastroenterol Hepatol 
2016;14(2):242–250.e1-2. https://doi.org/10.1016/j.
cgh.2015.09.018 

101. Hanauer SB, Sandborn WJ, Feagan BG, et al. IM-UNITI: 
three-year efficacy, safety, and immunogenicity of 
Ustekinumab treatment of Crohn’s Disease. J Crohns 
Colitis 2020;14(1):23-32. https://doi.org/10.1093/ecco-jcc/
jjz110

102. Tsistrakis S, Oikonomou, I. Real-life data on the use of 
Ustekinumab for the treatment of fistulas in patients with 
Crohn’s disease. Am J Gastroenterol 2017;112(Suppl):S361

103. Sands BE, Gasink C, Jacobstein D, et al. Fistula healing 
in pivotal studies of Ustekinumab in Crohn’s disease. 

Gastroenterology 2017;152(5):S185. https://doi.
org/10.1016/S0016-5085(17)30930-7

104. Negron ME, Barkema HW, Rioux K, et al. Clostridium 
difficile infection worsens the prognosis of ulcerative 
colitis. Can J Gastroenterol Hepatol 2014;28(7):373–380. 
https://doi.org/10.1155/2014/914303

105. Horton HA, Dezfoli S, Berel D, et al. Antibiotics for 
treatment of Clostridium difficile infection in hospitalized 
patients with inflammatory bowel disease. Antimicrob 
Agents Chemother 2014;58(9):5054–5059. https://doi.org/ 
10.1128/AAC.02606-13

106. Sager K, Alam S, Bond A, et al. Review article: 
cytomegalovirus and inflammatory bowel disease. 
Aliment Pharmacol Ther 2015;41(8):725–733. https://doi.
org/10.1111/apt.13124

107. Romkens TE, Bulte GJ, Nissen LH, et al. Cytomegalovirus 
in inflammatory bowel disease: A systematic review. 
World J Gastroenterol 2016;22(3):1321–1330. https://doi.
org/10.3748/wjg.v22.i3.1321

108. Grainge MJ, West J, Card TR. Venous thromboembolism 
during active disease and remission in inflammatory 
bowel disease: a cohort study. Lancet 2010;375(9715):657-
663. https://doi.org/10.1016/S0140-6736(09)61963-2

109. Nguyen GC, Sam J. Rising prevalence of venous 
thromboembolism and its impact on mortality among 
hospitalized inflammatory bowel disease patients. Am 
J Gastroenterol 2008;103(9):2272–2280. https://doi.
org/10.1111/j.1572-0241.2008.02052.x

110. Turner D, Walsh CM, Steinhart AH, et al. Response to 
corticosteroids in severe ulcerative colitis: a systematic 
review of the literature and a meta-regression. Clin 
Gastroenterol Hepatol 2007;5(1):103–110. https://doi.
org/10.1016/j.cgh.2006.09.033

111. Travis SP, Farrant JM, Ricketts C, et al. Predicting outcome 
in severe ulcerative colitis. Gut 1996;38(6):905–910. 
https://doi.org/10.1136/gut.38.6.905

112. Laharie D, Bourreille A, Branche J, et al. Ciclosporin 
versus infliximab in patients with severe ulcerative colitis 
refractory to intravenous steroids: a parallel, open label 
randomised controlled trial. Lancet 2012;380(9857):1909–
1915. https://doi.org/10.1016/S0140-6736(12)61084-8

113. Williams JG, Alam MF, Alrubaiy L, et al. Infliximab versus 
ciclosporin for steroidresistant acute severe ulcerative 
colitis (CONSTRUCT): a mixed methods, open-label 
pragmatic randomised trial. Lancet Gastroenterol 
Hepatol 2016;1(1):15–24. https://doi.org/10.1016/S2468-
1253(16)30003-6

114. Coakley BA, Telem D, Nguyen S, et al. Prolonged 
preoperative hospitalization correlates with worse 
outcomes after colectomy for acute fulminant ulcerative 
colitis. Surgery 2013;153(2):242–248. https://doi.
org/10.1016/j.surg.2012.08.002

115. Kaplan GG, McCarthy EP, Ayanian JZ, et al. Impact 
of hospital volume on post-operative morbidity and 
mortality following a colectomy for ulcerative colitis. 
Gastroenterology 2008;134(3):680–687. https://doi.
org/10.1053/j.gastro.2008.01.004

116. Present DH, Rutgeerts P, Targan S, et al. Infliximab for 
the treatment of fistulas in patients with Crohn’s disease. 
N Engl J Med 1999;340(18):1398–1405. https://doi.
org/10.1056/NEJM199905063401804

117. Colombel JF, Sandborn WJ, Rutgeerts P, et al. Adalimumab 
for maintenance of clinical response and remission 
in patients with Crohn’s disease: the CHARM trial. 
Gastroenterology 2007;132(1):52–65. https://doi.
org/10.1053/j.gastro.2006.11.041

118. Colombel JF, Schwartz DA, Sandborn WJ, et al. 



POSITION PAPER ON THE USE OF DRUG THERAPIES IN THE MANAGEMENT OF INFLAMMATORY BOWEL DISEASE | 16

THE SOUTH AFRICAN GASTROENTEROLOGY SOCIETY (SAGES)

Adalimumab for the treatment of fistulas in patients with 
Crohn’s disease. Gut 2009;58(7):940–948. https://doi.
org/10.1136/gut.2008.159251

119. Yassin NA, Askari A, Warusavitarne J, et al. Systematic 
review: the combined surgical and medical treatment of 
fistulising perianal Crohn’s disease. Aliment Pharmacol 
Ther 2014;40(7):741–749. https://doi.org/10.1111/
apt.12906

120. de Groof EJ, Sahami S, Lucas C, et al. Treatment of 
perianal fistula in Crohn’s disease: a systematic review 
and meta-analysis comparing seton drainage and 
anti-tumour necrosis factor treatment. Colorectal Dis 
2016;18(7):667–675. https://doi.org/10.1111/codi.13311

121. Chande N, Patton PH, Tsoulis DJ, Thomas BS, MacDonald 
JK. Azathioprine or 6-mercaptopurine for maintenance of 
remission in Crohn’s disease. Cochrane Database Syst Rev 
2015:Cd000067(10). https://doi.org/10.1002/14651858.
CD000067.pub3

122. Sandborn WJ, Feagan BG, Rutgeerts P, et al. Vedolizumab 
as induction and maintenance therapy for Crohn’s 
disease. N Engl J Med 2013;369(8):711–721. https://doi.
org/10.1056/NEJMoa1215739

123. Sands BE, Gasink C, Jacobstein D, et al. Fistula healing 
in pivotal studies of ustekinumab in Crohn’s disease. 
Gastroenterology 2017;152(5):S185. https://doi.
org/10.1016/S0016-5085(17)30930-7

124.  Singh S, Fumery M, Sandborn WJ, et al. Systematic 
review and network meta-analysis: First- and second-line 
biologic therapies for moderate-severe Crohn’s disease. 
Aliment Pharmacol Ther 2018;48(4):394–409. https://doi.
org/10.1111/apt.14852

125. Kawalec P, Mocko P. An indirect comparison of 
ustekinumab and vedolizumab in the therapy of 
TNF-failure Crohn’s disease patients. J Comp Eff Res 
2018;7(2):101-111. https://doi.org/10.2217/cer-2017-0041

126. Singh S, Murad MH, Fumery M, et al. First- and second-
line pharmacotherapies for patients with moderate to 
severely active ulcerative colitis: An updated network 
meta-analysis. Clin Gastroenterol Hepatol 2020;S1542-
3565(20):30044-30046. https://doi.org/10.1016/j.
cgh.2020.01.008

127. US Food and Drug Administration. Biological Product 
Definitions 2017. USFDA, 2017. https://www.fda.gov/
downloads/Drugs/DevelopmentApprovalProcess/
HowDrugsareDevelopedandApproved/
ApprovalApplications/TherapeuticBiologicApplications/
Biosimilars/UCM581282.pdf.

128. Vermeer NS, Spierings I, Mantel-Teeuwisse AK, et 
al. Traceability of biologicals: present challenges in 
pharmacovigilance. Expert Opin Drug Saf 2015;14(1):63–

72. https://doi.org/10.1517/14740338.2015.972362
129. Komaki Y, Yamada A, Komaki F, et al. Systematic review 

with meta-analysis: the efficacy and safety of CT-P13, 
a biosimilar of anti-tumour necrosis factor-α agent 
(infliximab), in inflammatory bowel diseases. Aliment 
Pharmacol Ther 2017;45(8):1043–1057. https://doi.
org/10.1111/apt.13990

130. Ye BD, Pesegova M, Alexeeva O, et al. Efficacy and safety 
of biosimilar CT-P13 compared with originator infliximab 
in patients with active Crohn’s disease: an international, 
randomised, double-blind, phase 3 non-inferiority 
study. Lancet 2019;393(10182):1699–1707. https://doi.
org/10.1016/S0140-6736(18)32196-2

131. Fiorino G, Manetti N, Armuzzi A, et al. PROSIT-BIO Cohort. 
The PROSIT-BIO Cohort: A Prospective Observational Study 
of Patients with Inflammatory Bowel Disease Treated with 
Infliximab Biosimilar. Inflamm Bowel Dis 2017;23(2):233–
243. https://doi.org/10.1097/MIB.0000000000000995

132. Meyer A, Rudant J, Drouin J, et al. Effectiveness and Safety 
of Reference Infliximab and Biosimilar in Crohn Disease: A 
French Equivalence Study. Ann Intern Med 2019;170(2):99–
107. https://doi.org/10.7326/M18-1512

133. Goll GL, Jørgensen KK, Sexton J, et al. Long-term efficacy 
and safety of biosimilar infliximab (CT-P13) after switching 
from originator infliximab: open-label extension of the 
NOR-SWITCH trial. J Intern Med 2019;285(6):653–669. 
https://doi.org/10.1111/joim.12880

134. Srik AS, van de Vrie W, Bloemsaat-Minekus JPJ, et al. 
Serum concentrations after switching from originator 
infliximab to the biosimilar CT-P13 in patients with 
quiescent inflammatory bowel disease (SECURE): an 
open-label, multicentre, phase 4 non-inferiority trial. Lancet 
Gastroenterol Hepatol 2018;3(6):404–412. https://doi.
org/10.1016/S2468-1253(18)30082-7

135. Ben-Horin S, Yavzori M, Benhar I, et al. Cross-
immunogenicity: antibodies to infliximab in Remicade-
treated patients with IBD similarly recognise the biosimilar 
Remsima. Gut 2016;65(7):1132–1138. https://doi.
org/10.1136/gutjnl-2015-309290

136. Bergqvist V, Kadivar M, Molin D, et al. Switching from 
originator infliximab to the biosimilar CT-P13 in 313 
patients with inflammatory bowel disease. Therap Adv 
Gastroenterol 2018;11:1756284818801244. https://doi.
org/10.1177/1756284818801244

137. Fiorino G, Ruiz-Argüello MB, Maguregui A, Nagore 
D, Correale C, Radice S, et al. Full Interchangeability 
in Regard to Immunogenicity Between the Infliximab 
Reference Biologic and Biosimilars CT-P13 and SB2 
in Inflammatory Bowel Disease. Inflamm Bowel Dis 
2018;24(3):601–606. https://doi.org/10.1093/ibd/izx086

The publication of this printed position statement has been made possible by support from the following companies, with 
no influence on the content, in the interest of disseminating important clinical updates to the gastroenterology community.



The publication of this printed position statement has been made possible by support from the following companies, with 
no influence on the content, in the interest of disseminating important clinical updates to the gastroenterology community.

THE SOUTH AFRICAN 
GASTROENTEROLOGY SOCIETY 

(SAGES)

POSITION PAPER ON THE USE OF DRUG 
THERAPIES IN THE MANAGEMENT OF 

INFLAMMATORY BOWEL DISEASE




