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BACKGROUND Pharmacodynamics: Biomarker levels
" Since approval, numerous inflammatory bowel disease (IBD) patients have " The level of fecal calprotectin and C-reactive protein of the overall population
been treated with subcutaneous (SC) infliximab (IFX), but real-life data based were also maintained stable up to 6M after switching (Fig 3).

on a large multi-national population of patients switching from intravenous (V) Figure 3. Biomarker levels up to 6 months after switching

to SC IFX is lacking.
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Treatment persistence

RESULTS " High persistence was observed in the overall population and regardless of
Baseline characteristics indication (Fig 4). Perianal CD patients (n=89) did not have a significantly worse
" The data of 428 patients were pooled from the three datasets (Table 1). treatment persistence rate than non-perianal CD patients (Fig 4B).
" 85.4% of patients were in clinical remission before switching from IV to SC IFX. Figure 4. Treatment persistence rates up to 6 months after switching
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é 50 " The rate of drug discontinuation was low (5.8%) and the most common reasons
o 0 BL, baseline; CD, Crohn’s disease; M, month; for drug discontinuation were lost to follow-up, consent withdrawal, or
UC, ulcerative colitis. . . . .
Bl 3IM 6M worsening of disease activity (Table 2).

= Two patients discontinued due to injection-site pain.

= 87.8% of patients maintained ADA negativity up to 6M after switching and 2.6%
of patients exhibited negative conversion of ADA status (ADA positive at
baseline to ADA negative at 6M after switching; Fig 6).

Table 2. Most common reasons

Efficacy outcomes: Disease activity scores

" The disease activity scores for CD and UC patients were maintained stable up to
6M after switching (Fig 2A for CD and Fig 2B-2C for UC).

Figure 6. Comparison of ADA

Figure 2. Disease activity scores up to 6 months after switching

] for drug discontinuation status between BL and 6M
A p=0.112
p=0.677 36 .
12.5 . e EErE Number 2.6 60 Percentage of patients
Q . .
=10.0 . , : of cases depending on ADA status (%)
& . : : Lost to follow-up 3 [INegative to Negative
o ! ! { Consent withdrawal 3 _IPositive to Negative
LT ¢ W : £ di tivit 3 87.8 [JPositive to Positive
o 2.5] Worsening of perianal disease 3
% :>-_T_<: %_T_% 5 P ADA, anti-drug antibody; BL, baseline; M, month.
0.0- L1
BL 3M 6M
k) CONCLUSIONS
Median score (IQR) 1(0,2) 1(0,2) 0(0,2) o o o - o
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9 new concerns in safety profiles
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