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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.

Algorithm 1: Interpreting TDM results in patients with bowel symptoms while on anti-TNF therapy. (Evidence for this algorithm is mainly in secondary
loss-of-response; however, it may also be used to elicit mechanisms of failure and guide treatment decisions in primary non-responders).
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Algorithm 2: Interpreting TDM results in patients in clinical remission while on anti-TNF therapy. (High-risk features include risk factors for disease
relapse as well as risk factors for severe consequences in event of relapse).

TDM suggested for patients in clinical remission:
¢ Following anti-TNF agent induction

e Periodically if it is likely to change management \ v Consider drug holiday by
e Prior to a drug holiday High risk features No high risk features ———>| weighing up risks and
I benefits
¥ v v
Therapeutic TL Supra-therapeutic TL Sub-therapeutic TL
[
! } y }
| Continue same dose | |Consider dose reduction | | No/low titre ADA | | High ADA titres
v v
Add/optimise IMM Repeating TDM to differentiate
&/or dose escalation transient from persistent ADA

v

If persistent high titre anti-drug antibodies and sub-therapeutic
drug levels, consider switching within class or out-of-class

'

Repeat disease assessment +/— TDM if anti-TNF drug dose change

Abbreviations: ADA: Anti-drug antibodies IBS: Irritable bowel syndrome IMM:  Immunomodulator TDM: Therapeutic drug monitoring TL: Trough level
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