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Therapeutic drug monitoring (TDM) guided anti-tumour necrosis factor (anti-TNF) drug therapy in Inflammatory Bowel Disease (IBD) can optimise clinical 
outcomes and reduce overall treatment cost beyond fixed or clinically guided dosing. Barriers to using TDM for anti-TNF drugs among gastroenterologists include 
lack of awareness of when to perform testing and how to act on results. This has been addressed this by developing evidence-based consensus statements. 
The recommendations for interpreting TDM results among patients with active disease on anti-TNF therapy were summarised in an Algorithm 1.
The recommendations for TDM among patients in clinical remission were summarised in Algorithm 2.
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A consensus committee of 22 national and international experts was formed. A literature search aided 
in the initial drafting of statements. A modified Delphi Method with three iterations was used. Panellists 
rated their level of agreement with individual statements as: A) agree without reservation, B) agree 
with minor reservation, C) agree with major reservation, D) disagree with some reservation, E) disagree 
without reservation, or F) reserved.  Statements with ≥80% agreement without or only minor reservation 
(A+B) at the third voting round were accepted as consensus. Level of evidence (EL) and grades of 
recommendations (GR) for each statement were determined as per NHMRC recommendations.
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Abbreviations:              ADA:     Anti-drug antibodies              IBS:     Irritable bowel syndrome              IMM:     Immunomodulator              TDM:     Therapeutic drug monitoring              TL:    Trough level
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