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Inflammatory Bowel Disease

Multifactorial background Heterogeneous presentation
and treatment response

Nature Reviews | Gastroenterology & Hepatology

( \"’/ Maastricht UMC+ % Maastricht University



Q AGE 17

* Since weeks
— 4 soft stools a day
— Tired +++
— Perianal abces

* Clinical examination
— L 162 cm, W 47 kg

— Pain deep palpation right lower
abdomen
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Treatment IBD

cycle of care Crohn’s disease
== == §p cycle of care severe, complicated or refractory Crohn’s disease

symptoms
visit objectivation = = = =~ -
diagnostics * location hospitalisation = = o

= severitiy |
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L1y =+ surgery 4_..—'

visit start drug «===", \

1 A

visit corticosteroid no remission i

diagnostics freeremission A=~ _ _ _ _ - -’

TDM
visit/eHealth monitor

diagnostics = goals * increase symptoms

= site effects * elevated markers
= TDM = severe side effects
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Crohn en Colitis Ulcerosa
Vereniging Nederland

chirurgie

biologicals

immunosupressiva

corticosteroiden

mesalazine
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Treatment IBD

CONTROL INFLAMMATION
- More agressive approach

DIGESTIVE DAMAGE

- New goals: endoscopic remission

Fistulalabscess

\

|

onset disease

Pre-clinical Clinical

Pariente B et al Inflamm. Bow. Dis. 2011
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Inflammatory Bowel Disease
Description of the population

HOSPITALISATIONS
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SURGERY DISEASE PROGRESSION

0 5 10 15 20 0 5 10 15 20
Disease duration in years Disease duration in years

DIRECT HEALTH CARE COSTS

€ 7.000,00
€6.000,00
€ 5.000,00
€ 4.000,00
€ 3.000,00
€ 2.000,00
€ 1.000,00

Jeuring et al. Am. J. Gastroenterol 2017
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Q AGE 17

A Hematologie - EDTA
Hemoglobine

Mcv

Trombocyten
Leucocyten

A Chemie - Serum
Kreatinine

eGFR CKD-EPI

Alk. fosf.

gamma-GT

ALAT

Bilirubine

Lipase

CRP

Albumine

A Chemie specieel - Serum/Plasma
Ferritine

A Chemie - Faecesportie
Calprotectine (FEIA)
Calprotectine refw.
Calprotectine

Ref. calprotectine

A Biologics - Serum
Infliimab concentratie
Infliximab antistoffen
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« Diarrhoea after meals, not eating during day

« Fears incontinence and stays home from school

« Smokes at parties
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Crohn en Colitis Ulcerosa
Vereniging Nederland
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Quality of Care for people with IBD
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Communication

* Quality communication
with specialist

« Speed of advice flare
« Duration of visits
« Access to dietician,
psychologist,..
« Shared decision making
« Personalised information
« Patient empowerment
« Indirect costs

et al Intest. Research 2018
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Novel Statistical Approach to Determine Inflammatory Bowel
Disease: Patients’ Perspectives on Shared Decision Making
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perspectives of shared decision-making
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Shared Decision Making and Treatment
Satisfaction in Japanese Patients with
Inflammatory Bowel Disease
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Patients’ Preferences regarding Shared Decision-
Making in the Treatment of Inflammatory Bowel
Disease: Results from a Patient-Empowerment Stud
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Key Words
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Abstract
Bockground: Shared deciion-making i< gaining favor in
climical practice, although the extent towhich patients want
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cantly associated with a disease du
0.03). Gender and type of 130 were
ated with patients’ preferences. G
demanstrates [BD patients’ desire te
the decisian-making process, Furthe
phydicians” perigectives on shared d
finding predictive factors for develo)
decision-making in IBD. Cog
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sions: Physicians should expect best patient compliance
when they and their patients are in agreement with the ex-
tent to which treatment decisions are shared. This in turn
maximizes the likelihood of successful treatment outcome,

©2017%. Karger AG, Basel

N

ORIGINAL ARTICLE

Gastroenterologists’ Views of Shared Decision Making
for Patients with Inflammatory Bowel Disease
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Abstract

Backgrownd  There 15 Bmited information on gastroen-
terologists” perspectives of shared decision making (SDM)
in discussions of therspeutic agents with inflammatory
bowel disease (IBD) patients.

Aims  To examine gastroenterologists’ perspectives about
SDM with TBDY patients, using a novel statistical hybrid
approech to analyze gualitative data.

Methods  Physician interviews and online surveys wene
conducted from 2 panel of gastroenteralogists in Aprl 2012,
Gastroenterologists were asked about their barriers to SDM,
SDM practices, relationship to their patients, knowledge of
SDM, and insights into SDM implementation. Key audio

These data have been presented in part ar the American College of
Giastroenterolopy Annual Meeting on Oclober 22, 2002, in Las Vegas,
MY,

Electronic supplementary material  The online version of this
article (doi: 10,1007/ 10620-015.3675-2) contains supplementary
material. which ix available w0 authorized weers.

excerpts adapted from the interviews were used for moment-
to-moment affect trace analysis in an online survey. Cluster
analysis was used 1o segment gastroenterologists into mu-
tually exclusive provider groups.

Results  One hundred and six gastroenterologists com-
pleted the survey (88 % male; 535 % < 30 years of age).
Over three-fourths of gastroenterologists were  familiar
with SDM (77 %), The vast majority of gastroenterclogists
(80 %) tried to use a form of SDM with their patients; only
12 % stated that they have a systematic, consistent, and
formally documented approach to SDM. Three unique
physician clusters were dentified: SDM Believers (20 %,
n = 20); SDM Skeptics (47 %, n = 47); and SDM En-
thusiasts (34 %, n = 34). The three key barriers to prac-
ticing SDM were lack of the following: time (74 %),
reimbursement (70 %), and tools (31 %). Twenty-two
percent of gastroenterologists do not currently use SDM
tools.

Conclusions  Gastroenterologists lack the systematic ap-
proaches and tools for implementing S0OM within their IBD



Initiatives to Improve Quality of Care

1. Initiatives that Define

IK EXgeRineNTEER
Quality Indicators m i
2. Value Based Care LA
Initiatives
3. Self Learning Health
Systems
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3. Value Based Health Care?

v

“Improving value requires improving outcomes per unit
of cost”

“Better health is inherently less expensive than poor
health”

“Earlier detection, correct diagnosis, appropriate
treatment, ........ and other steps that improve outcomes
can also dramatically lower direct costs & indirect costs
of poor health, such as lost work time

Treatment Goal for all = High value for patients

Value = Outcome from patient perspective
Costs

Structural measurement & transparent reporting

 Costs

« PROMSs

« PREMS
Maastricht UMC+
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STRATIFICATION

Q’/ Maastricht UMC+

S
DECISION O QUALITY
SUPPORT INDICATOR

DASHBOARwv

SMART-IBD

Measure, analyse and report all OUTCOMES
Healthcare Professional ROs
« PROs and PREs
« Disease modifiers
« Costs
Tight control
Improve stratification
Improve communication
Decision support
Patient empowerment
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DECISION QUALITY
SUPPORT INDICATOR

IMPROVED

STRATIFI-
CATION PROs, PREs
MODIFIERS

eHEALTH

b —n)

REGISTRATION
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WAARDE
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-IBD mijniBDcoach

www.mijnibdcoach.nl MYIBDCOACH

Monitoring module

9 Intensified monitoring module
Qutpatient visit module

I — l I. Follow-up plan

PATIENT

E-learning modules

g\l Communication
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BACK-OFFICE
IBD CLINIC
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https://www.mijnibdcoach.nl/

SMART-IBD: myIBDcoach

0000000000
Hee erg slct (Pp—
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mylBDcoach: RCT

Inclusion criteria: IBD 18-75 years
Exclusion criteria: No internet, insufficient knowledge Dutch language

Randomisation
\
Intervention Control group
mylIBDcoach Standard care
N= 465 N= 444
"
> L v T
Questionaire: PROs ;’ | VISItS‘ o |
Q of care (VAS 0-10) e | Hospitalisations |
Adherence.. z| 1 Flaires |
>\/ | Complications |
| |
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SMART-IBD: myIBDcoach

FIntervent\eH]sl ‘ Mijn cliénten

MijnIBDcoach4.0

‘ Sessies

‘ Mededelingen ‘

‘ Clientgegevens || Controles H Zorgplan H Kenniskuren H Berichten H ICHOM |

[

‘ De periodieke g i | 4
© Aand i G t-2-2000 Questionnaire(s) @ 1122019
. . Algeheel welbevinden Heel erg slecht T Heel erg goed Kwaliteit van Leven ED-5Q-5L 25 o s
Ziekteactiviteit Ziekte van Crohn O 11-2-2019 -
) IBD Cantrol-8(14) Slechts O Best mogelijke
Ziekteactiviteit 1BD (8,418956) s Aantal doorgemaakte infecties (5] mogelijke controle
8 o o oo @ Meer controle
Groen = laag risico op actieve (o] (o]
Meer
‘ontsteking
Rood = verhoogd risieo op actieve Medicatietrouw Nooit @ Altijd
entataking Meer IBD Cantrol-VAS (100) Slechts © Best mogel
Blauw = meting van sessie in beeld mogelijke Sontole
s
o Werking medicatie Niet O Goed G
Meer
Percentage 100 () 0
Vermoeidheid Altijd Zelden
. o productiviteitsverlies
e dagelijkse activiteiten (WPAIL-
GH4)
Voedingstoestand Slecht O Goed Meer
Extra I i i ies en icati & 1122019 Meer
Extra Intestinale Manifestaties Exacerbatie management Niet Q Precies
© Heeft u last gehad van uw gewrichten? Nee Meer
© Heeft u last gehad van een aogontsteking? Nee Somberheid Altijd O Zelden
Meer
© Heeft u last gehad van erythema nodosum? Nee
Angst Altijd O Zelden
© Heeft u last gehad ven pyoderma gangrenosum? Nee Meer
© Heeft u last gehad van hidradenitis suppurativa? Nee Schaamte Altijd (o] Zelden
Meer
© Heeft u last gehad van hidradenitis suppurativa? Nee
Sociale steun Geen O Veel
© Heeft u last gehad van aften (>5)? Nee b
© Heeft u last gehad van een fissuur? Nee Staun byarog ave Geen Q jreel
© Heeft u last gehad van fistels rendom de anus? Nee, ik heb geen fistel Sport en beweging Nauwelijks O Dagelijks
> Meer
© Heeft u last gehad van een abces rond de anus? Nee
Belasting / stress Veel Q Geen
© Heeft u sinds de laatste keer dat u contact had met uw Nee Meer
behandelaars, wel eens ongewild ontlasting of vocht via de anus
verloren?
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SMART-IBD VALUE

- Efficient O3
« 37% reduction control visits 3@@ @ INDICATOR

.« 50% reduction hospitalisations \SHBOARw
« Reduction mean costs €554 per <> <>
T —

-_—r e’

patient per year 95%CI[€-

987,2.094]
« Safe
. High PRE quality of care MODIFIERS

« Increased PRO adherence

 Improved communication and
disease knowledge

eHEALTH

De Jong et al. Lancet 2017
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-IBD NETWORK

2. umce

Learning network for health care professionals
and the patient organisation CCUVN aiming to
improve the outcome of
Crohn’s disease and ulcerative colitis
e @@ @@ IH::CLATUR \.I‘: (\ 1)
2 Y DASHBOARD :
S—
—— : o
s
&
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e

Crohn en Co\ltls Ulcerosa
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OGRESSION

IMPR
PATIENT PE

1976 1989 2009 2019
Clinical end?scfopic radiologic i Integral management
: remission remission I remission : + PRO
l 1 + PRE
| ' + Modifiers
! + Costs
|
I

o

& il

: fecaal
' CRP | calprotectin
- 1981 - 2000
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Steroid free clinical
endoscopic
biochemical

radiologic remission
12017
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-IBD team
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dr. A. van der Meulen-de Jong
dr. J. Maljaars
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