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Second Korean Guidelines for the Management of Crohn’s Disease
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Crohn’s disease (CD) is a chronic, progressive, and disabling inflammatory bowel disease (IBD) with an uncertain etiopathogenesis.
CD can involve any site of the gastrointestinal tract from the mouth to the anus, and is associated with serious complications, such
as bowel strictures, perforations, and fistula formation. The incidence and prevalence rates of CD in Korea are still lower compared
with those in Western countries, but they have been rapidly increasing during the recent decades. Although there are no definitive
curative modalities for CD, various medical and surgical therapies have been applied for the treatment of this disease. Concerning
CD management, there have been substantial discrepancies among clinicians according to their personal experience and preference.
To suggest recommendable approaches to the diverse problems of CD and to minimize the variations in treatment among physicians,
guidelines for the management of CD were first published in 2012 by the IBD Study Group of the Korean Association for the Study
of the Intestinal Diseases. These are the revised guidelines based on updated evidence, accumulated since 2012. These guidelines
were developed by using mainly adaptation methods, and encompass induction and maintenance treatment of CD, treatment based
on disease location, treatment of CD complications, including stricture and fistula, surgical treatment, and prevention of post-
operative recurrence. These are the second Korean guidelines for the management of CD and will be continuously revised as new
evidence is collected. (Korean J Gastroenterol 2017;69:29-54)
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Table 1. Eight Guidelines Selected with AGREE Il Instrument®™®

No. Title Country/ Journal Year Volume/Page
Language
1 The London Position Statement of the World Congress of UK/English Am J Gastroenterol 2011 106:199-212

Gastroenterology on Biological Therapy for IBD With the European
Crohn’s and Colitis Organization: When to Start, When to Stop,
Which Drug to Choose, and How to Predict Response?
2 The Italian Society of Gastroenterology (SIGE) and the Italian Group  Italy/English Dig Liver Dis 2011 43: 1-20
for the study of Inflammatory Bowel Disease (IG-IBD) Clinical
Practice Guidelines: The use of tumor necrosis factor-alpha
antagonist therapy in Inflammatory Bowel Disease

3 Guidelines for the management of inflammatory bowel disease in UK/English Gut 2012 60:571-607
adults (British Society of Gastroenterology)

4 Crohn's Disease: Management in Adults, Children and Young UK/English NA 2012 NA: 1-398
People*

5 American Gastroenterological Association Institute Guideline on the  USA/English Gastroenterology 2013 145:1459-1463

Use of Thiopurines, Methotrexate, and Anti-TNF-a Biologic Drugs
for the Induction and Maintenance of Remission in Inflammatory
Crohn’s Disease

6 Evidence-based clinical practice guidelines for Crohn’s disease, Japan/English J Gastroenterol 2013 48:31-72
integrated with formal consensus of experts in Japan

7 A global consensus on the classification, diagnosis and Netherlands/ Gut 2014  63:1381-1392
multidisciplinary treatment of perianal fistulising Crohn’s disease English

8 The Asia Pacific Consensus Statements on Crohn’s Disease Part 2: Australia/ J Gastroenterol 2016 31:56-68
Managementl (Asia Pacific Association of Gastroenterology English Hepatol

[APAGE] Working Group on Inflammatory Bowel Disease.)

AGREE, appraisal of guidelines research and evaluation; NA, not applicable.
“Guideline is freely available on the web (https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0068978/).

Table 2. Definitions or Implications of the Levels of Evidence and Recommendations™**

Level Definitions/implications

Quality of evidence

High We are very confident that the true effect lies close to that of the estimate of the effect.

Moderate We are moderately confident about the effect estimate: The true effect is most likely to be close to the
estimate of the effect, but there is a possibility that it is substantially different.

Low Our confidence in the effect estimate is limited: The true effect may be substantially different from the
estimate of the effect.

Very low We have very little confidence in the effect estimate: The true effect is most likely to be substantially

different from the estimate of the effect.
Classification of recommendations
Strong Most patients should receive the recommended course of action.
Weak Clinicians should recognize that different choices would be appropriate for different patients and that they
must help patients to arrive at a management decision consistent with his or her values and preferences.
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Table 3. Crohn’s Disease Activity Index
No Items Description Multiplier
1 Number of liquid or very soft stools ~ Sum of 7 days. x2
2 Abdominal pain Sum of 7 days. 0 =none, 1 = mild, 2 = moderate, 3 = severe x5
3 General well-being Sum of 7 days. 0 = generally well, 1 = slightly under par, x7
2 = poor, 3 = very poor, 4 = terrible
4 Number of 6 listed categories Number of six listed 1) Arthritis/arthralgia x20
patient now has categories 2) Iritis/uveitis
3) Erythema nodosum/pyoderma
gangrenosum/aphthous stomatitis
4) Anal fissure, fistula, or abscess
5) Other fistula
6) Fever > 37.8°C (100°F) during the past week
5 Antidiarrheal drug use Use in the previous 7 days 0=no,1=yes x30
6 Abdominal mass 0 = none, 2 = questionable, 5 = definite x10
7 Hematocrit Expected-observed Males: [47-hematocrit] x6
Hematocrit Females: [42-hematocrit]
8 Body weight Percent below standard weight (normogram) x1
Table 4. Harvey-Bradshaw Simple Index
Variable Description Scoring
1 General well-being (O=very well, 1=slightly below par, 2=poor, 3=very poor, 4=terrible)
2 Abdominal pain (O=none, 1=mild, 2=moderate, 3=severe)
3 Number of liquid stools daily 1 per occurrence
4 Abdominal mass (O=none, 1=dubious, 2=definite, 3=definite and tender)
5 Complications 1 per item:
® Arthralgia ® Uveitis ® Erythema nodosum ® Aphthous ulcer ® Pyoderma gangrenosum
® Anal fissure ® New fistula ® Abscess
Total score Sum of variable scores
450 nute 25T SE T (moderate activity), 450 ©|AFS relapse)S I3 T2 & 370 ojUjof] Addt= Aor A
22 FE T (severe activity)® 22HcH® 38, HBIE A 3} 2~ Qlrh®
At o] BExFSE CDAIE Ted)olo] oty Y &5 % 9 AH Eo|E &8 ZZ(steroid-refractory disease) pre-
7t Aeg GA B JAERT A E ] Qltk HBI A4~ dnisolone 0.75 mg/kg/day® 45 o X wdtol k. 2g/o]
5UlYRe: T3, 5ol 8Uluke: A% WEE, 8 ol 16 U[URS  A&HE ASE WA AHRO|E oEH(steroid-de-
TR UEL, 16 o2 $5 BEER AR pendency)& 44 EE fito] AHRo|= A% 3744 of
o]l prednisolone 10 mg/day (budesonide 3 mg/day) ©]
2) 8019 X9 SR IS 4 gl A B AFHR0|E S0 374 oy
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At (relapse)> /A wefoll U™ FApefA Fdo] ThA] Al AWEEE A2l Creactive protein (CRP) 59
aHets A1 olujeln], AuA o2 CDADY 160% xitel ol 9% EAA, calprotectin 59| B 9% EAA EX
38 e aa 35
= AR AoHnt” d5 A=A CDAI >1500] H HAHA G AL S5 7HsohH Algshe Aol AAE
Bho] 70 = 100 o4 A5 A4S A ejsiolir]
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Table 5. Montreal Classification for Crohn's Disease

Age at diagnosis A1l below 16 year
A2 between 17 and 40 year

A3 above 40 year

Location L1 ileal

L2 colonic

L3 ileocolonic

L4 isolated upper disease*
Behavior B1 non-stricturing, non-penetrating

B2 stricturing
B3 penetrating
p perianal disease modifier’

“L4 is a modifier that can be added to L1-L3 when concomitant
upper gastrointestinal disease is present.
“p" is added to B1-B3 when concomitant perianal disease is present.
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of el 5 Aol Al SlokTo] vl SUB KT HYE

tl(pooled risk ratio 1.38),*® ©]&3} sulfasalazine®] LI}=
el ol Sl SRRSOl AR et on Ao =3t
AEgelAE whol fsict ™

1990 tholl Al 9foF R dAtEclA 5-amino-
salicylic acid (5-ASA) A|A|¢l AE9 39
5 A=A Eabdolets BIEPPo] 91910m mesal
sgo] 7Histol YelA o
2] ARg-E|o] it dhE, B4 EHollA] mesalamine 1Y
4 g Fol9] gzof et Al 71e] tiatR - wEHEA o A
182 mesalamined ¢JoF+ty} H|wste] A =2 3
Ako] CDAI #axof EAA SR {23t Aol(p=0.04)5 K31
AWt A% H3F CDAI 22X X}o](mesalamine: -63,
Q]oft: 45, oF o+ 7+9] CDAI gt *fe] 18)7} & - 7tof| w]m]
stof 1 QHH fEe AREoln

Budesonide controlled ileal release 74&= pH 5.5 ©]A}

AT SHAZF Srelsl) Aol ekl o e el
R el KNS Yehing £ SUNE W 2
28 3xto] X H5o AFHLHETE® Cochrane 2504 enteric-
coated budesonider= AE-F5E TEA J=2HoA 85
olyjo] 3 G L} ¢krelative risk [RR] 1.96, 95%
confidence interval [CI] 1.19-3.23)7} mesalamine AA|(RR
1.63, 95% CI 1.23-2.16)Kt} oJn] glA © =91th® Budesonide
L opgEsh 02 AuelA] e A3} thakhigh first pass

mesalamine©|

amineY 280 v A A3l

O

The Korean Journal of Gastroenterology



AXBR EAA O] HAl AHROIE AAE

metabolism)&
t} HA-8o] i HHRR 0.64, 95% CI 0.54-0.'76).56 Budesonide
9] B 858 9 mg/day AT Folojy EAMAOFE 65 7}
o] 3ol ] 2455 3 mg ek, B, WAjel A
tﬁ LsE7t =2 Aol A4l AHEo|E AA|7}F budeso-
nideo] W3} T Swo] TS wapHel],  Aje] ApEeT
BAlo] ogtH el GE9| pooled risk ratio= 0.52 (95%
CI 0.28-0.95)2 Al AH|Zo|E A|A|7} budesonide E.Ch —?—
Qe S BT ueby PSS Ee] wHeg
3R] =ohE FEH o= budesonide Xﬂxﬂﬂ Ao R
vEd 5 qlom AW ZEhrt o w2 SRl HAl
AE|Ro|= AA| Folzh HAE wheF, Adet 7t 53k
budesonide AAE FATFoNE FE2t AIE Ho|A|
A 3]

L O -
O 5ol A

B= = A4l &

12. E8=-835 A&Y

6. SSE-55 3 EY 09| s L0 MM AH|Z0|=(prednisolone
0.5-1 mg/kg/day EE= 40-60 mg/day)5=0{7} 1k} K| HO|CHZ
HeE: 57L HOISE: 4.

o 27} 0|74: MEOZ =0|8k38%), K2 =
H2%), HZ &

7. 74 AHZO0|SE BX10| SBES AIRUISS AToH0] 85 T2
717101 2 MAS| ZYBTHIASE: $S, BDSS: Y.
o 27t of7k: MO SO|BH39%), N2 SOIEH61%), Tt 2
(0%), LHHIZ SOISH| 21S(0%), HECZ S2I6tX] 242(0%)
8. Al AE|20|E X|20) HIH3t ZP HTNF HIHIS ALS
4753, W1ST P,
e M7} 0|74 MHMOZ Z0|5H48%), LIME Z|SH48%), Tt &
2(4%), TYHIZ SOISHK| Q5S(0%), HEIO2 SOI6tR| 2S(0%).

9. 385E-53 I EH | Hll R0 thiopurined HSE X|2&= &
X FethEHSE: 7L IS 4.
o MET} o7 MMO=2 Zo3H19%), IMZ S2TH65%), T R
H(14%), THH| 2 S2SHK| §4S(2%), MM O 2 FSOISHK| 4S(0%).

10. 3553 22H A R0l FTNF MAZF MEE 4= AT
(ZAHSE: 2, BUSE: A4E).
o ME7}L AA: MHO= FAsK37%), M2 S (63%), TH 7
E(0%), tHHZ S2[SHA| BS(0%), TH2Z SO[SHA| BiS(0%).

11. Thiopurine AF2 20| = SXIUA B SEES 9|3 SITNF AR

Al, thiopurineZto| HEQ 0| ETNF B X|SHLCH 2UF0|2

Z thiopurineS &7 £0{E &= UCHAHSE: =7t HISE: OFsh).

o MEJo: MHO = F2IEH34%), EHHIE S9e(62%), HH R
H(2%), iHl= S2ISHA| A3(2%), TH L2 SOI6HK| 4S(0%).

2. ZELZZ gEHO| Bl Q0| 22 methotrexate (MTX)E A}
8Y 4 UCHEZHSZE: 53, BISS: 4.

* M2} o7 HHOE SOIBH11%), LIKIZ SO
H4%), N2 =

9l2l(60%), T 7
OlSHA| 245(0%), HHL= SOISIA| 24Z(0%).

BITHEA

|2H85%), T |
OISIX| UZ(0%), WX = S2ISHK| AS(0%).

A TEYolA AA AHRO|E AR 344_ Al
FA 2t AF-E9 Cochrane g0 W=
o= §Jokof vlg| ou] A o ¥ J&rﬁﬂ +

1> n?ﬁ
Rigges

Z A
1__
13

H‘Ir

e
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HITHRR 1.99, 95% CI 1.51-2.64).% g|Ho| z3ts 74
ALELS AR, WA Summers =2 16299] T4 3
24 35S prednisone (0.5-0.75 mg/kg/day, £ & &
) ROl e erRo 4 At e
] 17540l thRtoll A= 30%0lA] a7t FEE e
B 20| Foliof A= 60%014 Fa7t -5 % thnumber
need to treat, NNT=3).* 3}#, Malchow £©°] A3} A1
(1059 &34 I=2Y IIHoAE= 18F 7|7F ot gz
9] 38%ofA 7} SE= HFH, 6-methylprednisolone(48
mg/day, °]% 15 7HA 08 kS AHERE wHoll A= 83%9]
A B GEE I CHNNT=2).*
A7 S5 AEH O X504 prednisoloned] thet
LeFdke A By glon EAMA O R prednisolone
05-1 mg/kg/day T 40-60 mg/day Eoj7} 2EE-FZ
a2 el Bo) 9 Am2 AT AfRolte B
AR e Atk ofA7bAl #el Ak Hivh glow
ko Pape] FEwel ket Rof ARt 2YHG
WAt o] 5% BAOIAL AdRolE 43 Rop}
S=ju] 1 9] Aol ATR Rojtit Adzo|Eel
2 W W QuoR AT Rolol Aol o 24
5 o|jol] AlFst A Folo] Hfoll= 1-25 o] o
th A4l A Re|E AR Fo] 3 Rt FFEo wE A=
IH-Z B7sto] SE% AR vtk aeEE A
A gEgeor st whe A 27] A o] qlof
= Zo] Aagr’
AN AH R0 S5 A2 B fieole e A
f ] Fom A77F AHES
& g A RS o 4 k™
Infliximab-& chimeric IgG1 3TNF W& A2 I=
W Az HZE A=Y YTNF AA o[t} 5-ASA, AHEO
C, "z dA o ¥kEstA] o= 1089 S5 k-5 A=Y
SEAHATEAIZE FA] 69% 9] 2hAfEo] A4l /\Eﬂeolc AR
infliximab 5, 10, 20 mg/kg = ¢
G S LI WTY A7
o] 43 7e] MEES 22
fliximab Fo]w-(AA| HF 65

ut

©

Fl[‘

o] ¥

Nﬁiﬂrwru

T

d

I

ok

_& mlo

o4, 5, 10, 20 mg/kg
81%, 50%, 64%= in-
(HA 9 %) YFt(I-SE 17%)3}

H] 3 Al g E& HR-ES HYthp<0.001)." 3t 4574 9]
o GA| infliximabFo]w-2 33%, 2 4% = 2]
A= Aol H3Ithp=0.006). Infliximab X &8/H-3-2] 7|7k
Skt ok Aolsh GI9IAE Fol 1254 infliimabat]
HFEES 41%E F1oF9] 12%E Tt B %0oHp=0.008) °F&
o] &AL FelE 4= 9)th” Adalimumaba A QI7HE
(fully human) S}TNF AAZ, 13} subcutaneous) 2%
Fofgtrt CLASSIC (Clinical Assessment of Adalimumab

b ogh
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36 UMiE 5. 32E A= 70|=24Ql M

Safety and Efficacy Studied as Induction Therapy in
Crohn’s Disease)-I AT-o|A= o]A 9 infliximab =6]& 4t
2 o) gt 2009] FEE-2% 22 WHATAL
Al 20%2] $HAE0] A4l AHREO|E AMN)E 079} 250 7}
7+ 40/20 mg, 80/40 mg, 160/80 mg, ¢JoF Fojto g FAF
91 wigskelar, 44 Tl Z17F 18%, 24%, 36%E 919F
9] 12%2}F Bl WEFGlE wf 160/80 mg Foltol Al &fn| QA
t1 =9ktHp=0.001)." A4+<3t infliximab 4!
SolA HA A Ro|E Ao Auid SAETe] A8

ﬁ# 237 T2 AAEo O]le ool 11 2AEO|A
TNF A4 3= 43| & = §lth & ohE IJTNF AA|
o] certolizumab pegol (certohzumab)t SFTNF Fab'of
polyethylene glycol ©] Bx= He| 2 infliximabo|U ada-
limumabdt= €9 TAZ 9 S8+ 5o AEAEAL
(apoptos1s)E FEolA] b= AoR dEA Qe F5%-
To A=Y SAE Lo R o 9fof tixat Aol &4

s 314"5 AFE] A HolA| Fapgiet
%719 HE} BA oA thiopurine (azathioprine [AZA] or
6-mercaptopurine [6-MP]S =4l T =2H 9] T) ST of
T/ Qb BRuE A 718 H 9] Cochrane 2|5
of 29 thiopurine2 &EA A HHO I3 = (RR
1.23, 95% CI 0.97-1.55)¢} & W] 4 T AH(RR
2.00, 95% CI 0.67-5.93)°] glo] $joFo] vj3] St avr}
glotal RuE Ik matA,

adalimumab

SONIC (Study of Biologic and Immunomodulator Naive
Patients in Crohn's Disease) 911+ AZA F
S Eo] "ke Ho] gl 2Er 22 021 RS infliximab
T AZAC] WX R, infliximab T, = AZA ©5 A&
som mael wigslel AWHULh AApe] WA PP
(primary outcome variable)Ql 2654 AH|ZEo|E Fo] 9l
E(steroid-free) HWdfof st 3HA}9] H]-E-L infliximabi}
AZAS] Wt Eto] A infliximab THE(56.8% vs. 44.4%,
p=0.02) = AZA TGEXF(56.8% vs. 30.0%, p<0.01)%]
ule) o B9hhY W3 267419 Mt HGRIAE in-
fliximaby} AZAQ] WX F L infliximab TEX T Lo
Hlgf Hdh A f-go] o =2 AFE EHUOM(43.9% vs.
30.1%, p=0.06) AZA TEX ko] H|3] oJv] QA ¢ &
Ak %982 RATh43.9% vs. 16.50%, p<0.01).%° 3tH,

+ infliximab

adalimumab¥} WAZEA ot ol gilo] st fefREA
of oJstH A=Wl o] FEo] adalimumeb TEAEE

adalimumab¥} HYZAA| Hex g H|g] ¥ a5

=
4 tHodd ratiolOR] 0.78, 95% CI 0.64-0.96, p=0.02). }A|

ah, B-GA] G| A= T o 7hof| X7} YIRITHOR 1.08,
95% CI 0.79-1.48, p=0.48)."° ¢t4 SONIC oq;tﬂ thio-

purine AH§-El0] gl IAFES o R XY JA|T ada-
limumab WEHEA ] x3H AHEA LSS HYZEA AMH
g3} B 23EH S HFOE AIE 7] wEe]

5 a7 Astel vmsjae] Fosh asich
MTX+ dihydrofolate reductases 202 JA8l=
S A A ZA] dihydrofolateZ} A WoflA] DNA 34 9
AEEA] B0l AG T AE ekl AlEEA T3S U
Q'LHE]- 71,72 46].;(] Eu]-E] /\_L}/’G oﬂJ/]_ 7 % %}\é ;q%]_oﬂH
MTXO] 3= NEZA 7

leukin E+ eicosanoid @'*é% 1A
H

rE
O
l-m
rlr
i
oEL
i)
A
o
ok
_EL
5
@

5 Ao Hofst= AoR
W e o R AlE MTXO| A2 s = a2
3t 9JoF iRt ATto] o8 MTX 25 mg/weekS
& Fo] e oixpso] Qfofgtol Hls) 167419 HdflE
o] QA T E=9th39% vs. 19%, p=0.025, NNT=5).”*
. B854 IZEdoA A83(12.5-225 mg/week)2]
TXE 7 Fodto *]f—i‘i}va B7FeE loF tiRt A+
EollAl= MTX7} 9lofo] vle -9t a3 Kol 34 3}
ATk AL Aol EekE DT} AL Algo] 9l
23 SEA g=2Y dxjo A MTXS Aot Fogeky 4
2ol ot dA7F asirt

-1N

1 et ol 2
ﬂsg

e

1.3. Ut X2 284 324

13. L2t X|20]| HFSOIA| Y= F2 & XIZE DHGHOF 6HH, 25}
7|LHRtOIAY, 2| TOJAL, T2 1 BHA} Z2H0] ZE T oA WES S
& 62 E ZFHOF ATHE2AHSF: R RS, AISE: A4).

o MEJ} o1 MMOZ = |or 61%), N2 = |or(34% o e
E(5%), M= S2ASHA| ¢i5(0%), ML= SOYSHA| GA5(0%).

14. FINF X| 20| HSRE| HIZE HO|X| §i= R4 REIZ) &
Ao B0l Tt MBI} HH K|z HHO] BRSICK 171—.—-’.-_‘-:
RS, dUSE: THE LA 8S).

o ME7} oA THL =2 FO|eh(42%), M= Seh(58%), TH 7
E(0%), M= S2ASHA| ¢i5(0%), MH2= SOYSHA| GA5(0%).

15. SITNF X|28 HESI517IL 14} 2812 52 §SAuel 201 7Y
Ofl 101 SHTNF ARF 5= U Bl ZMS KB40l gt BTS0|
QUXIEE, 715101 A7} IROITHIASE: RS, ATSa: OfE).

o M7} O|74: MO 2 Z0|8K13%), IHIE S2eH83%), Tt 2
2(4%), THHIZ SOOH| 0S(0%), HEOE SO5H| QS (0%).

16. $I7IX] STNF KIH0] LH2F0| RiALE X2 S‘E’ HOIX| g= B2
CE SINF HFE AEE & UCHEHSLET: inflixkimab - =S,
adalimumab- ¥, A11S5: infliximab — {,F%*, adalimumab ofsh).

.I1E'7}_|7:| I1x-|o§ EOloI-?%) EHﬂli |6l 80% ,IH':._HC-)r
(13%), LHM|= S2SHK| $U2(0%), MH2 2 S2ISHK| 24Z(0%).

a2 A ARE it Aol £&S F2 PHFE
OF QI3 FAL AN BHOE AWHLS £52 o3
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OJAHETE o et ABE/|WRkOIAl Yl BEApTEe] FHE3E o) W
St =98 Fo AAdfof gt

FTINF AAE HES YESA A (biologics)= AE|Zo]
Sy "R EA 5 7S ARl vheekA] = A=W 3
o] el Fiof vle- mIpHon, AR AAJolA AME 7hsSt
7H 7 st *LEJﬂOlEP wpeta] AJESHAA ] BHEOIA] =
4% W3k (5ol ¥heolA] =t o 4= 9tk AR
YTNF A 5o ¥hgohA] o= 14} Fukg-9] Joj= o
wo] QA gt %‘TNF A5 A2 °1k Al A= W
7l AE A Q
A2 81253 OlToﬂ 12 ‘j‘ﬂ&% 04%‘—% %LO}E% Harst

QU 14 RG] Wlms o

Ao AL 10-20% HER B
olgt 7]7te] 21 oo 7l
%, CRP7} AARYl A 5

Zﬂoﬂjl g1l ‘rrﬂx} =] *3

2,
o

[e)

H A

A A A% A A FAL Lastolo
AR A=) ZANAIAANA A =
S)7F QR el ol dao] $Ae] S o] 9

A Ags] Frisfor gtk dA A5 vn|SAE AR
2| %_ T o
=]

@2 5 ok Aelo] ofs) Aol WA Hlolehe FTNF X|

2ol W AkA] 9 THsAo] 7] WEolth. kA STNF

AR ) S 22l gl o s0G0nel B o
“

SHpharmacokinetics)® {¢lo] 83t 9&-& @ 7/4\2§_ /‘Jj
ZHtt &, oFEXAE(drug clearance)©] %ﬂﬂ‘ﬂ A
Slo|u} 202 HE okRo] W2 AAHOZH X kR
57} Yol okge] Al fals} ABEth Aol *S W
oA (immunogenicity), = okt'oﬂ i3t 3}A4|(anti-drug
antibody, ADA)2] <ﬁ’\40] F& dty 9l=9|, ADAV} o=}
At oFERAg0] SRR OFEel A W Fa
7l AoR HuEI Q7] figolch AAR ofg] koA
GTNF AA] E55=7F Bil ADAZ} EA8t= 790l A=
Hk2-o] E3Fs9ict A=Y 2R} A adalimumab 160/80 mg
W % ARS W A9 8040 mg HEE B Al w2
458 =57} ¢ &=9r31(11.6 vs. 3.6 ng/mL, p=0.0001)
FITHOR 0.02, 95% CI 0.003-0.2,
p=0.012)."° &t} 14} FHHS-S o3}l o Ei= N5 e
of Slof GTNF A|A2] EF-5= ADA Z749] -84 Hf
A o B A7t adk Aok g 9] 13 Fukg
o] 7| om= G50 TNF |99 & dF AEE &

_l

(ot

2 o
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2 WA 49, @30 e Hele] Fold YTNF u
BA 2= B B ool =E5H7] dof ojn] FTNF
of Mgt AHA FA7F EA: B ol AAEHL 2
]—4’8485

47 integrinol] 3t S H|Q] vedolizumab2 7]E
of YTNFI: Wl e 247188 712 shA|RA, e
B9 YE o5& AAF o BN FHSRIE LETE o]
A GTNF X zofl Asfdxt Fukg, w4y, e By
A) 222 32H XS gite R o GEMINI 3d+
Qe fioke] Hig 654 T3l
xpol7F A0 LH15.2% vs. 12.1%, p=0.433) 10574 3l&
o] ou] QA =UTH26.6% vs. 12.1%, p=0.001, RR=2.2,
95% CI 1.3-3.6).%

& 2 7|A2] AESH AIA2] ustekinumab-<- interleukin-12
9l interleukin-239] p40 subunite] 3 GE= A= AL
A 5ol e FAloIAT X dA AEY TAJAME &
7t ekl B ch” GINF AR o] (1A Fuke,
22k WRgAaA, Be EUWA) 5% A2 4 7418 us-
tekinumab 130 mg, 6 mg/kg, T $oFato] F2H9] w43}
o] AHES o % gyE H7}SE UNITI-1 o)l Al usteki-
numab 130 mg, 6 mgkg Foli9 6574 ®HrReEL 7M7)
34.3%, 33.7%% YFL(21.5%)7 vl A o =& uRSES
ACHEFER 217t p=0.0029} p=0.003).” o]4}e] ATEL
S}TNFO] 14} FHlE T EjAe H el Xfof|A vedolizu-
mab¥} ustekinumab®] 22} FAIE MefE 5 QLSS AARRITH

E4 FTNFo Webdo] gl B5ol= tE FTNF A4
o A& "k B 4 Qlth GAIN (Gauging Adalimumab
Efficacy in Infliximab Nonresponders) Oq—_r’—oﬂ/ﬂ infliximab

Az BRESHAl AV Hobdo] gle EAE tde=m
adalimumab 160 mg/80 mg &3f| -‘P.—E AZE S 45
A HAE 21%, ¥H-5-5 52% = flofate] HIdl oJw]gl= Aol
£ R on(@3ye 7%, HHE 34%, p<0.05), infliximabo]
e HolA]| ohotd STt ioRdol §lie EAtolA
ARt A& avs Bg”

o A] vedolizumab &

l-u:

2. Wit X|=0f ofoh o7t R=E IEHS RAK=E

1. 5-ASA M= &7t R 32

17. 5-ASAS HIAIR0| B2 X|2HO[X|2t 20| Tl KX Zotot
HISHHoICH@A4E: 52, 1SS 28,
o FRT} oJ7: MHOR So|8k(33%), [HZ SO%HE5%), TEt 8
H(2%), HHIZ SOISHA| $S(0%), HHOZ SO|5HK| 842(0%).

5-ASAZ T|7F SE AL A3} %ZlilEOH tﬁﬂ il
= A9 Qlek U3 X gg ¥
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38 HUiiE 5. 32E A= 710|=24Ql T

5-ASA T S X =} ¢Jeke] ayE u|wdl WERE
T3 7ol 208k Kol ¢lt” o] Ao wotw
ATEL 5-ASA AFEE W7t =g
S AL ofYAIT, Wt ARE BTt H

™

? EET G7e] X
) A 24 19 ol AdRo|EY MR AR glo] T
2 4 39 PAEL oz Seek Teit wet 22

2 HelE Ao A pH7-dependent mesalamine -§-A| X &
L s} 32 & ARE Vel SEE 229 84 25
A glokatell Hld oAl Aol 19 AAAIZTHOR
0.28, 95%CI 0.12-0.65, p=0.003).” WA, pH6-dependent
mesalamine®|} controlled-release mesalamine $]2ko]
W[5} Selat Mol molA] gsiet? 271Ael A9t Bad
Aol A, thE oblo] ule) Habgo] A1 kst
& 311 U, 5-ASAR B} 1w Ao] Al 48
6-ASA FAXNRE efdlE 5 Qi

2.2, Ml AHIZO0|IEZ 20H7F REE B2

18. MAl AH|20|= FE budesonide= I 2HO| RAX[22 AL
A Y=ti2HLE: 55, #USE: 48).
* MEIt o RO 2 FZ2Igh(75%), M2 S22 (23%), HH R
2(0%), IMZ S2ISHK| 4S(2%), HE2 2 Z2ISHX| 4S(0%).

19. MM AHZ0|E X222 B6|7} LEH AL, thiopurine SX|X|2
E NI ASE: 57 A5 4.
* MEJt ol MO = 0|8k (48%), LiM= S2eH(50%), HH
H(2%), tHHZ S2ISHX| 24=2(0%), THL = S2|6HK| 242(0%).

o
=)
%)
a1
=
Q
fr
o
R
N
[N}
N
=
e
)

b |
Z¥z} 0.71 (0.39-1.31), 0.82 (0.47-1.43), 0.72 (0.38-1.35)%C}.
FESF A R0l AY] ARgo R QI3 ZrfyFol; WA B
Hakgo] EA7}F El1e}k.” Budesonidelr F2e] A ot
o] 9Jek} o]zt $ITHRR=0.93, 95% CI, 0.83-1.04).”

AHRo|E XHn & I3fr} §5% A, thiopurine 84| 4|
g7} 2IAoIth*® Candy 59| ATolA AH|Ro|=E #j7}
FEg SpellA AZA 26mg/kg/day FAIAEE BF 7% 1ok
ool vjg 194 AdEe] 2n] A o WOITHRR=0.47, 95%
CI 0.28-0.77)* o]¢}= HhE 1]3to] National Cooperative
Crohn'’s Disease (NCCD) ¢17ol|4]= AZA 1 mg/kg/day=
238 ZF FAARE o A okt vl AjEgol Ao|7t
gl 184 NCCD 19 2%, AZA §eFo] Wokl, A
H2o|= AR o7t & &xp o]efo] &R AH7F f =
AL A 3R o] Q1S 7] wiitell A3t sjAo] F9
7h Fosich® waka o] 22 AR Tlo|=akelol =

A4 AEH RO EE |7t fEE - thiopurines )-89t

2.3. ¥TNF HHZ &7t REE 32

20. YTNFE o7t RH FL ATNF RAXZE BHTHHZAHS
£ =8, d1SE: 4Y)
o TE7H oA MO = SO[e(80%), LiMZ S2[2f(20%), TH 7
B(0%), HHIZ S2ISHK| 24S(0%), MHOZ S26HK| 24S(0%).

21. XK= S| YINF= ZHHHo = R0{ot= A HOt H7|F2
E Bo5h= A2 A2 HSE: =32, d1SE: ).
* ME7} oA THOo = FI2l(87%), UiMZ S2e(13%), TH 7
2(0%), M= S2ISHK| §4S(0%), HH = FS2I6HK| 4S(0%).

22, BITNF2} thiopurine HEIX|Z 2 #6li7} R AL, EAe| A4
H E40 x| 2288 UE{SIK YINF HE E= F N9 8
g RAXEE 2ofg & ALH2ZASE: RS, HOST: ofh).
o HE7t A MHOZ SO H(30%), HHZ SAeh(70%), BT 7
2(0%), HHIZ S2USHK| 4S(0%), MH22 SO|SHA| US(0%).

YINF AA= o7} e o355 2 288 94
oA FTNF AA9] ol 4] A= flofhet f-dst
Infliximabe]l ¥g-0] A% -S4 infliximab -F-4%] 5.9

2
g

Sick 3H, infliximab 6 mg/kg 8% 10 mg/kg 82 Hofe
oflA] xjolE HolA] kokrt* Adalimumabol ¥Ego] Id 3
At A adalimumab FAXE7F A T8 -A1(RR 3.28,
95% CI 2.13-506), YA HES- SX|(RR 269, 95% CI
1.88-3.86), W AHFolE AZEIKRR 4.25, 95% CI 1.57-11.47)
2ol A i jeFrt 9439 ® w3t adalimumab ol
oAl floftET) Fol 1d71A] Yee 9 A2% I p=E0l
o] Woph” $h, adalimumab 40 mg 23 7H2 B0l njs
Fol S BBl o el Holi= It Certolizumab
off ¥ E3l FEjof|A] certolizumab AR FA] 44
SJ(RR 1.68, 95% CI 1.30-2.16) X A4 HES{RR 1.74, 95%
CI 1.41-213) AJo] fIokwr} 9-Lspgiet %

ACCENT (A Crohn's Disease Clinical Trial Evaluating
Infliximab in a New Long-term Treatment Regimen) I &1
o] 3B A infliximab 47| $£9(scheduled infusion)
+8 Eo(episodic infusion)E.Cc} CDAI W AN whe-
9 Befe ZHolA o $LetAnk” Eek 7] Foli
A infliximabel]l et 34 Mg o W P* 32
A 99e 9 $EE 9A o WUtk HuXf 2wl A

infliximab o fXof ¥Hget AEW FAJA in-
fliximab®] 7] Fotol A 71 Foly- K} 6457 H 4|5}
Ao =& 44 F9%§(complete mucosal healing)&<

Ho(64% vs. 7%, p=0.007), 7] F9] f-dd& USIIA

it e

Ho
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0 g0 BYTNFE] 71 ol Az Aol 943
& 2778, £3] o|xo] MelzdA] Hso] A 4
oA A %ol o b

SONIC @170l wher Qb4 #3) g Ad|olt =] g

~

L oxbA W) ZHolA infliximabd} AZA B SF+ES 7
7o) gEARE T 0 SHYS 507 A%E 3R
7, SONIC 9= FAAS BIHE YA F7ReR =205
A oplgle® W A% B4 Azl b
fliximab¥} ¥ Z & A (thiopurine T MTX) WX &
A o Bt 18 S, o8 HALAAE
o THF FERE o] 10452 A471A] infliximab #5540 A}
o] Ho|x| gkoktty Huslgeh'? Iy, Wz F
ol A FAEE T 10454 CRPE H %11, 1nﬂ1x1mab9]
A G55 (trough level)= ¢ Ygo] HIEQlql, o]
A2 BRI $EAE AN G

2ol A infliximab 9% BEolZ H7|A o7 3= Aoty

L

AZXAA AT A, FEFY S, infliximab AT

J

A

n

rl& rlr
fEore g

2 93t adalimumab & WX =ZHHoA infliximab §E%
SISE} UL B} I AR HSfolAE
A HA AT GFALAR ALl 9L AL
THOR 052, 95% CI 0.36-0.79)."% |- o AR ALofA
= GTNF AAel AZA 8 6704 o|Hjol] AZAS FHdl=
Aol WINFOl ddt wkg 443} o] Yk MiLE %
oh % Wk, 2o 21 R0 A infliximabdt H Y2 EA|
EAAEE Bl fE § 2654 HAREAE FH FHn=39)
¥} A& dHn=4b)s BAF7HA] RSl W, A wR
AAE, FE pediatric CDAI (PCDAI) 9 SES-CD (simple

endoscopic score for Crohn's disease)o]] ¢lo] XJo]& Ho]
2] QI ® ok, 674 UX}-‘H Qlof 2ot A wEREA
A3} ool HeZHAE Folih Eato A, HA 2|9}
GTNF A 2ot FTNF E}F—Tﬂ»: 67h LA A
& % HRSEC] Qo] infliximab (AA & vs. G=A 8,
3f€: OR 1.73, 95% CI, 0.97-3.07, ¥I-3-&: OR 4.14, 95%
CI 0.52-32.68), adalimumab (HETAXF vs. =X 5, U3

OR 0.88, 95% CI 0.568-1.35, ¥I-3-&: OR 0.84, 95% CI 0.55—
1.27), certolizumab (A7 vs. TH=X 7, B3)L: OR 0.93,
95% CI 0.65-1.34, ¥-8-&: OR 0.97, 95% CI 0.66-1.43) &

X0l & Kol Qk9Ih'® Adalimumab ¢17-E9] WEHLA] ]
A% adalimumab T FAA ST HAZEA YT {4
AR 12708 DA BALEFEAR v, BAR O
1.08, 95% CI 0.79-1.48) 9 HFSE(GHEXR vs, tg A
OR 1.21 95% CI 0.74-1.99)°| A *}o|7} gigich. 70 TS X m
kS AAE 9I3} adalimumab £ 71 QAL F 7
o Zpol7} QATHIEXE vs. WA, OR 1.1, 95% CI

o]

E?i

-
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0.69-1.89)."° WelxAA|¢} infliximab WX ELAA in-
fliximab TFEX| 2 SLE T} Z29]8k-S(infusion reaction) WS
o] © WFFAWKOR 0.46, 95% CI 0.26-0.79),'% FZ7tal=,
oFAZoF BFAl Wl APEL Aoz} ¢l !® ARAog g
P o] PTNF HE5Folef GTNFO} 7o 22
g 2ol g% Hwiks ATELS Tt A9ES
Holal QJojA, o 3iA] WS sl ob4] &

— R T

ON

S

O

2.4. MethotrexateZ o7t QL= AL

23, MTX 2Z2 8|7 LEE 2 MTXE SX|X|EE AIRE 2 U}
(EHSE: =8, 1SS z;:r
o M2} 0|7 MO So[e19%), LA 2 Sole77%), TEt 9
E1(4%), HHZ SOI51X] 24S(0%), HEOZ SOI5HX| 24S(0%).

24. MTXE thiopurine0l] LI2FH0] SIAHL 27191 AR E= HZ0| Qe
M QAX[E ARE TE 4 JATHEANE: B7L HUSF: 4.

. I-I_,_7|- O|7:1 I~]I«| OE 1==Xe] ol'( 8% EHKHE gg|or(78% ), Ef'_:f o

E(4%), IHZ SOI6HX| 4S(0%), MEO 2 Z2|SIX| US(0%).

MTX 25 mg/week 55 H3f7} S 5% S MTX 15
STt SOk o R FARS] wiAske] 405714
o, MTXof| A& 65%, ¢kl A= 39%7F 40
FA A WS HYIT(RR 1.67, 95% CI 1.05-2.67),
MTXol A $]eFE R} prednisolone o7} L @9t Ate]
¥ T 7} B WortH28% vs. 58%, p=0.01)."""%® Lol ¥
A = oY MTX FJ8lAb AA] 54 e A=

of I¥tH o]l ehddtrh= ik k'™ A2 o] el &

A)of thiopurine?} MTX2] A4 v|nE ¢l ]J’, MTX%= thi-
opurineol| Wekgol gAY, 7181 ¢ 3 vhgo] §lod
790 olx} WA R wHt

mg/week
22319

Rz S

W E

40

25. HOXHH| QX|X|= F YD
HaE =S, UsSE: 4E).

e M2J} o|7: MMOZ =0|3K72%), LHH|Z S2|3H28%), Lt &
2(0%), M Z SISHR| 4S(0%), MHOE ZO[6HK| 4S(0%).
26. Infliximab (5 mg/kg) X|2& 37| ZASIHL S22, &

7t TtXSIALYE, B0 228 10mg/kgQ 2 St 4 QICkZ

HEE 58, HOSE: 4.

o XME27} o|A: MXOZ Z9o|8h(72%), LIKIE S2/$H28%), Tt &

H(0%), HHZ S2ISHK| $4=2(0%), MHOE SO|GHK| 24Z(0%).

27. Adalimumab (40 mg A3 £E0) X|22 7 ZASH7L 25825
42 0iF RoE £ U HSE: &3, HOSE: Z8).
o X2} 0|7 qu-log Z0[8K70%), LIHIE S2|8H30%), THEH
H(0%), A2 S2USHA| S43(0%), XL Z S2USHA| §4S(0%).

28. °*TNF EH7td HH0|L 3 POz a7t 2528 49, O
2 STNF M2 HAS 4 AT ASE: &8, BST: L.

. X-I_,_7|- 0[74 I—|I—|0§ E_Jo} 36%), [HX.”E |or (64%), II:H:I— _IQI_
2(0%), M= S2ISHA| 24Z(0%), HH 2 SOISHA| 24S(0%).

h= 3 ETNF K28 AFBITHE
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40 =iz 5. 3E2E K= J10|==42) HEH

FAAR T AL Celapse)dh= 4= wowet 95 £
ool 4145l ofet B, 5, w2 W% &
EUY|A(dietary intolerance), ¥}514]

AQ1E HiABof Sk Tk JAFAAL UAIHHAL CRP
GAHHAL ¥ calprotectin 2 EFRE HARRE E2TAS]
717 B e
ofe] A=l oJskd JTNF| gt ox} FHk-3{secondary
non-response)> A& 1F# 30-40%2] Ao TEE Q]
o} 799 ACCENT 1 7oA infliximabe]] that Lxpaks-
% §ANE % 5ol 24E 34 F 88%7F 10 ma/kg=
Fe ool WEe ARAYLY Che ATANE in-
fliximabo]] thet o]X} FHb-g-o] IHEE A5, S, Fol7|1t
U3 2o Ze) Eolv|gh tha] WO 75.9%¢) St
1nﬂ1x1rnab°ﬂ thA] vhetdtt T R uE o™ Infliximab

fAARF A oFBERel Anug e BAS Anin
Eﬂ F A &% (trough level)7} =& A 1nﬂ1x1rnab0ﬂ o
B ugo] o ASHoR $AEY, AABFHES HS 7
% 1nﬂ1x1mab°ﬂ i3t 58 A4 7}-—15—@0] %—7}5}041'4—6 T3}
Infliximab 4% o1& ¥+=
AABFEES 27 Feodn 495 34 25
ZAL-Ho} oA o] ] =9111(82% vs. 6%, p<0.001), U

A7 TAEE T =9rHes% vs. 33%, p<0.001)."” CHARM
(Crohn's Trial of the Fully Human Antibody Adalimumab
for Remission Maintenance) Q9] & B4 A3} adali-
mumab 40 mg A5 Folo]] §kgo] gAY, X 1 HRS Sof] ¥k
o] 405 7%, i A %ol v &
3] 63.4% (45/71)°]|4] CDAIZ} 70 oA TAEE v
3,7 #7)e] Ao M 71.6% (73/102)04] B8-S B
Adalimumab FA/X & ¥ adalimumab XA E5EL2| Ao
+ adalimumab T 9} on] Qe AWAL Y

Fol} FORH BT gl gl A% T

oO
TNF AAZ W88 = lou, F WA FTINFo|| 5 7}
&
[e]

i

(3

o, oln il

A2 A HA FTINFO ¥Hg 7}%*&15"/} H e} ® AR

7Fs3t GTNF AA o o o] &t
O 71HE 7H A2 WA sk Ao] E}E}ﬂ‘ﬂrs 019} Sl
sto] 2 S O E By integrine] et FEE &
A|°l vedolizumab &35 A|E3F GEMINI2 oAl vedo-
lizumab #3] % A5 6574 ®Ego] UNH A=
vedolizumab 85 712 o, 43 IH4 Fof, T 9oLl
2 9] Wil 52771 Azaer™ 1 A, o] ol
STNF AAo] et BRpo] A 5254 B2 8% 717
Eolit, 4% 7HE Eolit, QJekitollA ZHZF 28.0%, 27.3%,
12.8%% vedolizumab Fo] 9F of Ho|A] QoFtHTE &4
A8 7HE EoFF vs. Yokt p=0.01, 45 7H4 EoF

=

E

vs. 9ok p=0.02).""°

SHA, Y TNFO] ot A5 A4 IR T
UNITI-1 Lo A interleukin-12/239] ot == 34| us-
tekinumab2- 9]9Ftol| HIg} Z2H 9] S ol ¢
3 a7t QQek® E3 UNITI-13 UNITI-2 1o A] us-
tekinumab©]] X THF-S H 9l 3R}E-E ustekinumab 90 mg
B4, 127044 Rolz, Bl Slokmo RS ujglol
4R 9] Toles 3 7P5}°ﬂ£ mj ustekinumab FoJ7-83
53.1%, 1273 48.8%)2 $JoK(35.9%)0] v]3] oJn] Q)7 o &=
o FES BYthEe] 1AM R 77} p=0.006%} p=0.04)% o]
Aro] AW=L YTNFO HFSAAl Ao vedolizumab}t
ustekinumabol TSl T4 oA B % 9 AeS A4t

Ry

235 9d

3. 28 B0 ME IEY Kz
3.1. R 280 =ctd 3=2Y

20. HYR o F0| ZoE SRS -9 X129 0|t 9, &
& MY e, S| M5 52 R0 L Xz 9f ThHot

O 7| $48 T2 4 UNTHLE: %3, HDSS: 8.
o MEJ}O|7: MEO R Z0|3H13%), HHIR S2|H76%), THTH S
H(9%), N2 S2ISHX| §U5(2%), FHLE S26HK| UF(0%).
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ek g 2t Aol B

(cost-effectiveness)o] H|X|&= F3FS v|1 H7|ot= kA
@77} Eolof o Aot}

3.2, Al 39|, HOIXIE IEY

30. 30| Y= YEAYT AP0 YYRED XK £0IE 1
HBCHASE: 1 WS, ADS: o).

« B2} 0|7t WEO 2 So|K(15%), LIHIZ S2I3H(76%), T |

2(9%), HHIZ S2ISHR] %S(0%), HEOR S2I6HX| 24S(0%).

31. A AHZ0|E X|20| #180] 2™ STNF X|2E 1232
AE: IR RS, HLSE: 2.
o MEJ} Ol MO 2 Folek(30%), M2 Soleh65%), TE ]
H(5%), HHZ SOI5IX| 242(0%), MEO 2 Z9|6HX| AbS(0%).

32. A WAt SEHE SRAZH IE2H0E UG B =
&8 NN AHTE: R RS, BUST: ofeh.
o ME7t of7h: MHO 2 SOUB(27%), HHZ SIeH(73%), BH |
H(0%), HHIZ S2I5HR| %S(0%), MHOZ SI6HR| QUS(0%).

N5 Eb g AelAHE GRoR HYd AL v
S2e] 10 o) o] ae] o] Gl LB WAL A
oF UGN 24 EL o PR TR YHS Furd
A5 AT, ARG ARl NPde Ao
2 4 9 gl A wsle] mhet ARSI gl
AT AU B STol AACIAZAY U F4L okt
A7 5 /] R AHEEeAA Folrt o neld
ohII% ok ol Helo] 5-ASAL ARSI Hu] 2
8h4 9] W], Sobe HuReE 2Aske] Folsh A
S7F Qglont, oleidt Folupe] kst YA FR
FEA) ghoreh! AEYol o AR At 2yt
9 A9, WAY FHRLE AEd] B 5 glow] 121
o 5910 e s s Balel e BRI 49
A7 ARE TR S ek et % A A selE B
St Yol o Fol okl ASol Lo, AAE
EL YAHYES B S8 PHOR NEY 5 U
4, @A, 30| SurE G240l A2

33. 43t B2 SHIB HAOIS T AB|R0|ES SOBICHIAHS

= : oFh.
o TR} o7t MY O 2 So3H(18%), LhHIZ So3H(71%), HEF @
5(9%), LHHIZ S2ISHR| %S (2%), HE O 2 S2ISHA| 48(0%).

34,918 X|2 EE Zera0 SHO| G I, WAIZSE 20| 7t

Park JJ, et al. Guidelines for the Management of CD 41

SOt Bl 22 T HA0|2HH AIE SHEES 1Sict
(ZH+E: R S, HISS: IE).

e ME7t: MH O 2 FTH22%), thHHl= S2leh(76%), HH R
H(0%), HNIZ S2ABHK| 42(2%), DH L2 S2ISHX| 24S(0%).

35. Lijdt x| =0l 20| YoM &5 MBI} (2HSE: 1R S,
HISE: o).
* ME7} oA FHO= FO/eh40%), HMZ S2I2H(58%), TH 7
H(2%), iHZ S2SH| 43(0%), XL Z S2USHA| §4S(0%).

AENA 8 A 9Tl A% e BE ®
© TAToRE QI3 o A5 AdRstel o3 2Aag
T ok Aerkee] o3l e, F2 g4 95e® A%
Hupigo] ofsf WA P2 AHRolE e Wik A me]
o HE 4 At T, YHF N ReE AL Kol
e Arole sl o3t @& 7Fede Aol Folof
of, @&rel dol, g 7919 A, Al FHE RS 2L
gsto] YA FAEES] AW 7hsd& BRstefof S
WA sASEeS d5 Aldel ARHAAY dasds
o Algdh= Zlo] dAE: @&l o H4 S/l St
A4 69799l A2 AHEGF B2 631, vlEgT 82
6%9) el ¥ Aol e WAlE SAdes 3 3¢
2971149l 2717t Fbell 41%2] DAE(17%= o A<
P& Aol T4 THE Bk & A A oJgt

H AR, A, A 5 Rl S ke g3l
AT 55 ] A2 FAfol A FATES AlBEE
68%2] $AHE0] BTt $&E A 4 AAgh™

CRP 4% % WA EE 94 dAelA 254 959
APH ) SA7} Qi AR3) BXjo] Fuke T2 duky
©2 YTNFI| B X2 -2 Holu=, STNF A4}
=R et A, BE @2olA YTNFV} 371 of

o] TREAT registry®] A8Z 243 IEAL P M % in-
fliximabAH8<-0] 7|ef oA ARSLETE F&to] o o] Uy
Bkl o 1H10081EE 1.95 vs. 0.9971, p<0.001), infliximab
ARG SRS FEETE B =l s

oz 43
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50% o] gaetgle 2 Folsn, £7het gurelE mE
-

oJAFA e (clinical remission)® Teksic)
", oe] TF FEsolAl ATl A
o B Sl 574 B} BEE

o
vl
2]
T, 50 EE A% A8 Al AR F
j
—a-

421, EFHEZAHY A=

FEZollA XF] 72 WYES 180 oF 10%, 61 16%,
“1ejar 101de] 20%o]e] i dwle] Qi Aol o &k,
248 WSt 79 2% = FREE™ o] b <
TFAME 22 Ak A 36%2] TAEL T AT FEo]
iom 28%2] IAEL X2E Eapsly QIQich

i

29| W] AEBEE i3 F40] Sjolu], H7] AR
E R Y] A4, WAT B4 A4 F A0 4 o U
A WA FREAT 2L S5 TSR Flolrk? AR W
o 0] 91X, Be, ko] Bk o]

, 123 AR Sk
°

AW M| LAT A5 BB} A SN FTEL A
ol Aol glck W - Slaka A87k ¥ ejs P 2
204 25e] ARWE 2l glol BRI R, 1)

A Aads B9 =Jet AragE ol 2 4 Slrh

O] Aot A5 fldiAle WA A9 FFE 40l
ok A2 83T ARE deA Tt BAAFE Bt
u)=tA 317 8+9](American Gastroenterological Association,
AGA)Q| BF 7]50] go] AME T k™ g g
AR R B9l0] A8 GRS HFol glol
o) o5 ATRE 2 Agolt. v, ByX
urh RS nglo] G0 ofa A9 g AT

=
=2 XN
AR PRES S A WY, 4G T P B

B £ 2 WHF WA BAo] Tk NF9 A
o

fr
B
S~
2
ook %

rok e

Ak} 78-S 984l ZHE magnetic resonance imaging
(MRI), A *217AHendoanal ultrasonography), T+
u}-38} 4 AHexamination under anesthesia, EUA) 59| 4
Aol ALGEI YAAS Agetel 4% Mol 9%

FE BBk Ho] Basitt

4211. GEXF

36. 30| Qi HAXIZE SHE IX7H BRI YTHEASE:
S &3, ANSE: PHN BTN 8S).

o M7} 021 MO E SOI$(18%), LYIZ SOI8H62%), HEt R

(13%), LHIZ SOISHX| 242(7%), HEOZ S261X] 243(0%).

37. 40| Y= HEX|Z2E metronidazole (750-1,500mg/day) E
£ ciprofloxacin (1,000mg/day) £0{& HATHHZHEE: IS
= 0if K3, d1ss: 2.
* X2} 07 MEOZ So|3K20%), LYHIZ SIEHT1%), Bt @
H(0%), HHIZ SO[SHX| 242(0%), MMOZ ZO|6tX| IS(0%).

38. Z440| A= HEK|ZR &= HIBH ME(noncutting seton) = +3
Hj&(fistulotomy)S BHTCHZASE: RS EE IR RS,
HUSE: 4.

o HE7tojzt: MO Solel27%), YHZ S (71%), B §
B(0%), HHIZ S2SHK| 24S(2%), MHOZ S26HK| 24S(0%).

=
>
il
[l
rir

=
WA A AR kel uhet elat NE 27k % 9l
o Q4ele] BYs Asel we £ AR WE 19
& gt
SEAFoIA 142 Tels oAl P40l metroni

dazoled} ciprofloxacin®] F& AREEHTl A= X F 9
= W7 A felk ke e AR AZEI 9l
Ak, A A {E R o, FEAE #oH of
obsl= Aol itk T3t metronidazole A717F ARS-A|
3go] WA = slof Folh Wasich Y

AE BUES Aol tE 2708l BAT ATl
o}
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9] PAf=o] N EHH-E Hol=tl oA s oll= Aol
A o] Auretdnt. 1 N2 ket 2510 22 3
ZFof| A ciprofloxacin®} metronidazole 5“"11]9] 23E v
St Ao A 1074 AT X7 HM-2 ciprofloxacing
40%, metronidazolewt 13.3%, $JeF+ 12.5% % ciprofloxacin
oA AR H O R =AY I Zhofl QJu|Ql= Aol $ldich
(p=0.430).""

e A% SRl ] Aol FurE
A< (fistulotomy) THO 2 & 3RE2] 85%
thal B g 3k, 23] 254

= 49 A el 4
1

==

o,
nd

O
> rlo

R

fl
[0k
oo
FIF olN é &

o M OH
fr R

x

]

o,
off -
i)

==

Jo
)
2

2

o

olN
op

7Vst7 v A|E(noncutting seton)©]
IHY &5 of tiet Aot Wakd A =7t HEy
olot Bt} HEL FEXFo| 9 X FEIHfistula tract)?)
dsol Bl H77HA] HisE AAAA S48 714417
o dubzo g X|Fgo] &) ARE Al wet HelS of

—

f
lo Oié
fl

o 2y
og, M

oN =2

it

M @ 4o @ do

)

_I

R Y
purine®] 235 ZA¥AoZ v 1‘3 713t DX}H gz d
T ob&] 7HA] ik 329 SFFof thiopurine ARE-9] 7]
= 1995 o] Hard 5709 floF iRt A7h 23 o
EFEA A= thiopurine2 F32] Ao thste] $]ekto
H3) oJn|9le AINE HYrHOR 4.44, 95% CI 1.5-13,2).%
SEAIRE, O] 379 FAR9] flofF txat AkE e R
A3l Hto] wlebEA Aol oJtH AZASE 6-MP= 919F
of vle} x5 4] Ao XN F7F @)= A Tske]
Golu|gl ZIHE Kol UYTHRR 2, 95% CI 0.67-5.93).%
SEAEE Wel R Aof ¥3kE SxFr) 187 o 7wl A3 )
H AFSolA AT A= oA} HrhHSsE AR E o] A
oF AIE 7] A= 7 b7 BRsit) oy} ol
Az X5 et thiopurine®| b= op4] A7} FE-5}
|= FANF AE7HEL thiopurineo] T2 X]Fof tjs}o]
21 (moderate)?] ATE B Aog AAsy )k 3
A, A& A5 AmolA YA A 5ot AAST x4
l JJr ek Aol oJohH, WA T TATE THE(83%)
o] A FE TR A2 dRfo| A 85:71e] oAy
<>ﬂ AZAZ 20J3F (299)7} T THE(19%)S
WSHHE 1 AZAT Fof ¥ o] | Hlg| 2054
Fo AmHkgEo] ulgAl o =9kTh48% vs. 15%,
) ol g3 EH XF XX T FAZA thiopurine?]
T84S AARE Aot
Thiopurine ©]¢]9] HAZXHAAEE A=
H17} 9lo]9k=1], cyclosporing X5

N

oEL ==

Fm
o 8

il oF

ok
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= AFE M A AA 7L LIS AT
A% So| = AolA] fARTE E%“iﬁk 514
g OFA] Al ok @Rpe] go] AdEkGar A ARG
= o] sutd 46%‘(7%E~ 42+
el 21 SApoll A tacrolimusE AlHRE FAH9] o
R4 3o A= B2 tacrolimus-O| H"#%Oﬂ
3| A WH43% vs. 8%, p=0.004), F2°] ¢4
7 3 2 tHtaclolimustt 10% vs. HQFE-
8%, p=0.860).""" MTxX9] HI}o} TATIIA = oA 7] A
Ko} A7} Zﬂ*WO o oF Aol
HollAl MTXE &

4212 EZAE

39. HEXIR= HME AXIE DT ALE: (i
= ).
o MEJ} o|7A: MXO R =o|sk

o
xEﬁ

0Il'|

23%), M2 S2BH77%), HH 7
H(0%), HHZE S2ISHK| 4S(0%), ELE S2I6HK| 4S(0%).

40. Eﬂil &1 Hallsto] ATNFE 1Xf OWIE HYBhZ
HEF: |an|X|mab =2, adalimumab - 57 HISg: 4&).
o MEJ} OJA: MMOoZ = |6+ (36%), A2 = |o|—46%) oo 2
H(16%), M2 S| 42(2%), MH 2 SOSHA| §AS(0%

0).
41. 2EK|RQ| @X| k|2 BHNF, thiopurine A1[ 2 M| xS
0 140]4 RXBCHZHSE: &S, LS *Er).
. I-IF,'J} _474 X—ix—l oz Eolol- (29%), [Hx-”g |$+ 62%), JIJ;H:l_[» _IC_DI_
H(9%), iHIZ2 S2USHA| 942(0%), THQE FISHA| 24S(0%).

-

AT AdA] Rk s 55 7P WA 2l
Skl qhoF ARt 9|7t viES -4 Algisfof it B
A Fol= AE 59 AAet visyt 3 YTNF AHg-o] H%
ot

=go] ZutE 94(XF g5 Foho] T2 Ao A
infliximab®] B5S AlAe A o 2t AGolA &

ST E 3 0F, 25, 65 infliximab2 5939 o in-
fliximab& 5 mg/kg Fo] T2 3AE9 68%, 10 mg/kg
ol e BAEY] SeuolA WA FASEEE 3
471 50% ol vk SAFO SlokEe 26%el At
H]—O LN = 1:]- 04 B.E]:l:ﬂe 71—71— p=0. 002% p=0. 020). =
St F3o WHEL 5 mg/kg 9 10 mg/kg Folot 27
65%9F 38% %1, ot 13%UThFY SFEE 77
p=0.001¢} p=0.040)."" ol A7E Foto] 22W 3ol of
3t infliximab?] W3l G5 &IV} Folx o 5 mg/kgo]
Ao 9}015]041:]- =3rof thdt infliximab?] 84| &
7= H7lst ACCENT II 04—7-01]/\1 infliximab T3l S& X
Ro] §gS Hel XSS

=~

S 851t} infliximab b mg/kg &
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44 0z 5. 32y

olf B flofto g 2] igsto] FAslle uf b4
A infliximabwo Al B #2350 Wfes EHA
vs. 19%, p=0.009).""

5% A2l thet adalimumab®] X5 AE At
haw 298 ot o2 ATs b A got, A%
o] Nztrizo] o]% HhSR UAHUH CHARM 217
o8hH adalimumabs 40 mg W5 £ 45 Fol W2
of gjerz] ulal Aze] Pejol olu] A EUCH2EA
30% vs. 13%, p=0.043, 565A]: 33% vs. 13%, p=0.016).”
3, adalimumabe) FAEA LIS BRE BA PHAY
oM s6Ael 3ol Tl wkE 3159 BAEel
adalimumab Fo& A& 1 90%2] $xEo] 1WA
A g0 W7 A= Ak $HH, CLASSIC-T €179}
GAIN o)A+ adalimumabd F39 X m 50| ¢oF
I Hlasto] Zo|7t ¢lgl=tl o5 A5 CHARMYAT]
W) TR SR A4S ARl ek

12 TR SSS el U4 AR Bl 2
TNFo) 59}E 7R A7EOIN 14 infticimab A1 A5) %
2X} A2 adalimumabsr Fo15131S o 39-50%2] 2hAteflA]
A0 Bl FAF ™ o1 13} adatimumab A5 3
24} infliximab®] &3}o] gt B = AT o]= 14 YTINF
of Aufgt B¢ 24k YTNE7} avprt ol AdS AlARR:

A 5o et GTNF X TA] A H-82 a5 g7t
ADAFI (ADAlimumab for the treatment of perianal
Flstulas in Crohn's disease) ¢17o] 9J3}#, 739 2] =X
X2 Ao A adalimumab T3 SE X 2(160/80 mg, O
£, 27F) %9 adalimumab 40 mg ZF £o15 FR|5}HA
ciprofloxacin 500 mg o}5 23] Fojt3} Yokt o s A9
w A le] 228192 ] SFTNFL} ciprofloxacin®] 3 X1
o] YTNF o= AgdtHuh 1254 A5 XgHh3-E
(71% vs. 47%, p=0.047)3} H3[L(65% vs. 33%, p=0.009)
B et AT YA E0 Fole wat 44

7] Folglon] 245Ae] T 2 7he] Kol 2AE gk
AEH AT A= o] A= FE Am 279 &,
AR AA, Bl HEIAA S Hy-AAe] Fojzt 3
gd 4 gloH %}8 FEAEY} FAANEE = 7H o2
& TE MR QAN HLET gl

A2 AT AgolA Wik A=} 3t X zo] HEa
o] ao] thoto] g7le] MmATE EFste] SaE A7
A FHEAT] oSt YTNF 7] Wil A 59t Al
& ZYRE TR S o] Aew o3t Aug 27t
A 50 F AR HEA RS vl o HEA
T AF A& SEARET] BE) ARsH o R w3ttt
(52% vs. 43%).""" B|Z, BAo] Zote APATE] &

2A%5E] ATES ol GAW, ol -2l3} FUANE
FEHS AN Aot
YTNF 59| Wl Qzek AE ANl

AR U= T
2

Q- 3|A 2 (diverting ostoma) T 2

< $AA ARoe 2]
éﬂxﬂé(proctectomy o] 1HE Z gt} TEA AL RIS
of =2, = 27| T3]

A Kol S A

%1_ 81%°ll ‘*@f BER AT 254
gt

H

Az (adipose tissue) el S71ME FUe2 AIE Al
Fot A flof izt Aol E7IAE Y

| vlel] A& 245A412] X5 Baf&o] ofu] 9IA H %QMSO%
vs. 34%, p=0.024)."" E3} Ao Yat X8
7} 3E3HE 4379 BAAA| R LAt A A7K autologous) A
224 feff Z7IHE F90ES ARYsHIE ol 8ol R
F7p7t o] Fofxl 3399 S 5 82% A A F2] Bevt
EFHAL ol % 19 o= 88%2] £t A7} FA]H
ATH!® o] ATEL AWRA fuf FVHE FU&o] HA

2,

A AFAe] A= dictol E 4 Alas AR =% A7)
FHIE A7t Zasi
422 HIE 739 A=
4221 Z-9F =¥
SSPEOl K| IOt 3 HY 3

42. 4% S0 WA B IR L3 3
= S HEX XRE HX At F, IS eI E5ET LY
AlZH0] it = EQA| —+—$§ ANYBHHEAHSE: 1R 2S, B

SE: A BIARE e

° 7:112'7} o|A: MXMo=Z E_lol— 9%), LHM|Z S 2|8H82%), Tt &
B(7%), A= S2ASH| 245(2%), TH2 2 SASHA| ¢S(0%).

43 UAHY HME S22 LT AZE AT 4 UL, UgtEoZ
SE(EYE Y HH)0| WRS FL7t BIHEHeE: e &
=, dUSE: TAE HIA elE

. I-|_,_7|. o|7d: XMoo=z Eo|6r(9%) N2 = |$+ (73%), oo
11%), HHIZ S2ISHK| §S(7%), O Z SOI6HK| U4S(0%).

B3R =3&(non-perianal fistulizing) IE2%-2 A-H]|x
WA B0, A), A v D Buae] R
F3)e 2T o] Y= SEAFEC] w2 AFHAR
7} ol Basjel 2S4S NRAN o] Aol

NEP LTI R R I P e
2 B MR 10UR] 12%, 2094 24% % H A E S &)
o el A AL S AU A g, o

TNF AA7} =4 %7] o] Hol=
7k o] MR YA FTNF A4 E‘Q % Wr A
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Ha ot A2 FFof tist infliximab T+ adalimumab]
E IR QAP0 o £ F gaEo) ¥
S QAT E9E $27F A (AA 4269 F A-mE R 29
5[6.8%]), o] $AE ] EA A= 111/\]5101 UA| got A
S w5 WE ol

S, YINF A2/h Almg 4899 % w3 $a2
FapHoR A B0 sty vtk 2HRL BE o
33%2] WAl o] BehE Act o ATOIN WHol 5
HtE] =F(adjusted hazard ration[HR] 4.67, 95% CI

1.05-20.82)7} th¥l A Z(multiple tracts)s FHISH
(adjusted HR 5.80, 95% CI 1.07-31.5)2 &TNF X &
o] g0l of =01}

W r

K oft

4222 FHRAN7) w3

44. XY Z,F—‘?—-"m'-_rl-.-(low anal-introital fistula)= CHEE SA0| ¢
1, 0] 50| TS| Y2 H4E: IR J3, H1SE:
THH 'ELI-M%* AS)

. I-|E|7I_ O|71 I—|X—|O§ IBF (10%), [Hi."g Eolol-(69% _I<_DI_

2(21%), M2 S2I6HX| 245(0%), X2 SOI6HX| OJg 0%).

45, ZSM0| Y= Z-0{ HMALT| =T L YHIX O 2 23| EE (diverting
ostomy) 52| $°| EIQLOPE#(:U‘I-’F—’F- e %3, dise:
HE HDAS QLS

.x1_-?_7}_|71-x1x40§ SR (14%), M= S (75%), HEH &
H(9%), M2 S2USHK| 942(2%), HEH L 2 S2|SHK| 943(0%).

46. HEE K20 MINE HAY-E S22 40| M3t ZQ MA LH
(advancement flap) = EE I.ji}g fecal diversion) O_J a8
DHBCHEARE: R RS, HISE: 7HE EIARR 8l

e MEJI oA MM o2 £2|5H13%), EHXﬂE =9|5H82%), IHELI(_DI_
H(0%), A2 S2ISHK| %S(5%), HMHO 2 S2|SHK| US(0%).

47 47 EE PRI CYYAT| NOIS| £BL YurEoz Y
5 Fo| FAZ KD 4 UCHRASE: S RS, BISS: 7
HIE HDARY 91S).

« 27} ok HEO 2 SOI3H(5%), HHZ 5 2

6).

ofst(82%), T
5(5%), THHIZ SOletx| 248 °o>, HMHO 2 Zo|51X| %S

=

0%

48. Z-HUE 532 $20| MLt &S O X2 LYAALL B

**X}’o‘—?—il——l fIEio] *:'%8 BRI CE LT X2 E D EHHE
27 1S B2, AISE: THE ALY AS).

o M2} 0| 7: x-|x-|o§ 50|o+9% M2 =9|8H82%), Tt @

H(2%), A2 S| §4S(7%), VX2 SASHK| 4S(0%).

A

A&l ol w3l AR WS o Bl
o] Y=ol A AN A& aibe Q7 A mrh Wi A
ofl BB} S Ao WAAG GA| Lgo] W 47
8O o4 A2 ISl R A m Ee Y3 AmE
NS W BhR2 oA Fwol Het A 0%, el
AA| 183%, FTNF AA| 17%% HiEH, $&4 X5 A
e T 2% F WA & 30% Bes BT
3t#, ACCENT II A+ oAt & AA-2 F(rectovaginal
fistula)7} U 2670l A infliximabd 5% A5(1454)

of 45% % H4f)S Hon infliximab SAX TS ¢

)
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oFto] Hle g HaQl 7|zte] o At BEA AR
Afgt, FAdo] ATt Ao A7 e Rt o R tid
A3l (fecal diversion) 9] 40| T =T EoF, A2
F 3 5 ¢ 7Y qHFol Tk BS AdEAE]
I8 2k Stk = SFU o disiAde AE S

o ol wet AlFs] AAstofof gt
g gl shbE 3739 A= $HAF X8RS Bl
o=, Wik X5 3HEA|, d2dA, AHEC|E, infliximab,
E= HAsH)E 36.1%9] b0 +39 A7] el &
gEAT 4799 27| F¢ 5 I 5 A
b, Ao R ped W2 IAES tiE G| 4]
ol WHEEI} kil 4he] Mol FAE kAl B Hh ™
weba] A R VR0 R pao] ATEL, ofe A
g9 pas WAAY 2 ool FobA AT
Yol w2 AAofA = = A

(short bowel syndrome)?] ¢|&
_/’\_

ATF.

2% $4Mes e

4223 B 5%

49. B 5YS SEIEt AZHS YU, AL S 42 tisS A
S50F 51, LRA| KIY HHH2S Ay 4 ACHIASE: Y
S R, ANST: THY ALY YS).

« FRJ} oj2t HEHOR SOIB(30%), LHHIZ SOIEH67%), E R

(3%), K2 SOISR| $S(0%), HHOR SOISIX| BHZ(0%).

50. 7t5otH B R0t ZL HisS MYUTUEAHSE: e R
S, HISE: AY).
e K27} 9|74 MAO R Z9|8H30%), LHHIZ S2|8H65%), TEh 2
2(3%), HHIZ S2USHK| A4S (2%), HH2 2 SO|SHA| US(0%).

1
51. Z1 tiis = Y7L £B0| SHHE 221 5Y2 448 1
APLHDASE: U HS, HIST: Of),
o M7} o7 MO SoI8H34%), LYHIZ SOIEH64%), TEt R
2(0%), THIZ SISHR| $S(2%), HHOR SOISHK| 2HZ(0%).

=l

AZY Ao T, B, 55 odFol A= As 54U
&S YAsfof b, CTY Z5up7t 2de] Ego] Hrt
AEY Aol A BT B s FE A5 W
et AtE2 R SFHo gk Aol ot 4y
SAft Aot AE7E oA AT, B s A
A, 49 2 & 5 o® Agoh S Aol dig
oFE X 2% Hgsfor ehh” v WHoRE 53 CT
U 259 59 94 fEote] Ao wiwe] AuHch HT
A Az ddd 9A Ay viso] & A dE AR
(bridging therapy) %2 &2 4 AE2% HE=1l 9
ow Aul vizg AR 9219 50-69%04 Es wT
2 YUk B EE S sk, dsoo] o] ke S
o= Hiswo] AstAY FFol A 7HsAo] =7 di

01]168170 Z’:’\Xj jq o= 5184%} _/'\_, 9}\1:].

1
& Y ¥ HAREAE FAD A5 FUAE o= 7]

Vol. 69 No. 1, January 2017
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b HH, Ee

N
fu

7§18 mak gl W3k RS 254

A

X

Br
oy

=A%t

gl

g £oltjo}

Al

)
=

o

oyl
1o

'~

B Wt oAl 440] b}

ol

obx] BRAITE SHut A

A=

N
alg

A%

ok B=o] eEdt Ul o] Aol diste] ghajet

Apel7l B @iy

Aol 59ke] A 6ok A FA o] o

e

25 A

AR

=
o

=

a=
L

Al E= FTNF A

& Aol g5l

o 4
2 %

87] Aol ofe] 44| AALE
1

AL $5S A
9 ol Aot

=
ap

5 X
ﬂ ﬂ
o
I
on B
B U
°oF
TR

w N
T 8

e

m

o1

o
nq nd

AE|20]E 20 mg o149l

H
!
oF
Njo
o
ol
B
A
oF
£
<k

o])

2] £

A}

prednisolone 25 ©]

O] %ng"166,171,172 gq

;
c

&

]_1_4_ 178-180

2
pil

o

P & Aol Zsfiof

ER
[¢)

R

=

o

fol-

T;]- 169,173,174 &

A o] AuEu] "7 w3 Fado] glow ok X

ol

2
=

FHOR hFE T 9ol T Ao A

H SR} A 3144 A A|(ileo-colonic resection)
[e]

=

%o] 3.

AN
T

171 918l A4 P& (strictureplasty) S

(e} ]
o HES

7FsA W] &o] side-to-side strictureplasty2} 22 H|A

[

=

2, Lixt X2 0fl BrSSHX]

Z=0
=]

=. Ok3 ).

=kl
* W27} 0/21: HXO R SO|BH78%), M2 S2I8(22%),

T MM S0 = &2 PHBITHZ/+E: 1L HS, B

=

52. Y NS, ZHHX| = £, AY

(0%).
(0%).

o
L=
o

=

OF.
FXI ©4

[¢]

HHo2 50|

=
(35%), tiMl= S2lEH(65%),

h

=

S

t2ZASE: R RS, H1S

t

[

.

E(0%), M= SO[otA| ¢42(0%), BH2 2 SO[oHA|
[<)

53. WX HAOIL X2, L} XI=0f
E(0%), M2 S2ISHX| 24S(0%),

i Z2 "Xy g gEE, dX
54. 3XY YACR 22 Y

E
e ME7HA: ¥z F9

h

I=1
=

m_m
Z
ol
‘mo
)
i
T
8 N
o oy
% ﬂﬁ
e}
H
< &
- <+
ol
H ny wy
< R =
oﬁ o+ WH
.A
c o
e
NI ol
-
° m
X m
o Ne]
TB Ok
RO ma
A.._ = A o0
T OF o0
BT g
i [
ol = ol
o o
=
& w_m =
| = =
ok kil 3
M_H
N
]
T

5
et

B2 MQA B EE HOF U AT L0} B B0
« H27} ol HHOR S|

E(0%), M= SOISHA| ¢45(0%), BH22 SSHA| &

Ayggeg U

T 46.6% (95% CI, 37.7-57.7%)F k. ”® s}A|ak

)

o

oF

mo

ol

A

s A

[e)
R

TL]— 184,185

e
™
g

i

16-43%, 10WA ol 26-65%

=

AeHA, 1=

taL ot
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A3t o2 WS A7 tiEte] $AE2 el $
t}'® Rutgeerts 5-& Z2& ©.9] Auty} BAsto] A4 B
Hol| W2 7] A ALEL Aeesss S4H=,
XA A * 194 A e gEe] WA
HE 5THA R FLEB}OI(10: no lesions, il: <5 aphthous le-

sions, i2: >b aphthous lesions with normal mucosa, i3:
Diffuse aphthous ileitis with diffusely inflamed mucosa,
i4: Diffuse inflammation with large ulcers, nodules,
and/or narrowing)®E7}sIAth WA A A Ak 12 o]AFel
AR ORg u, sl IH ATEL 2014 30%,
i3 = 1491 ¢ 50-100%° EotH o i3 T i49] 2kt
< AleeEl] AdE Hle- 00T o, 0 B il A
109719] A ALFo] 10% HlFoR Fudt AU B
A} o) /\]7:114 AEre. o AFA Aol At WA
7ol Al o] Aot B9 ¥t EFE AUS AARIH: o]
S} gol, & 3 Bk AP 7} 9 AT o2 o
FUHAIE AR o 83k A Y] 2ol =eol
P gtk 2ol & T A YA ) Ue 1
o =13

=

>.

i
=X
ok
rir
>
ki
o
i
o
=
O
~ rH;

oM 1%

)

q’ 87,188

o) T
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N
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o
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=
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calprotectin
Shpol A WAE A AdE
| WAL B3

AU NI
o ]
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o
.
K io

ol o
>,
fin)
ok
i)
rir
i)
=
i
o
bl b
k=l
it
2
o

>
o,
o
fu)
2
i

o,
rlr
o
>,
rE
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6.1. & T HEY oY

55. RE XM & F
ofsh).

o HE7} oA XMoo= Fo/eh87%), iHIZ S2eh(13%), HH *

E(0%), LHMZ SOJ6HX| ¢2(0%), HEOZ Z2|6IX| 4S(0%).

56. +& & 20| UHRAIZ YIoH 5-ASA £017 E20| B 4 U
CF @A4F: &8, ADSE: 948,

o 27} 2124 HEOZ SO3H(o%), HHIR S2/EH80%), HE ]

B(4%), M2 SOIBHA| 42(7%), HHO R SO5tX| %42(0%)
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Supplementary Table 1. Details of the Search Strategy

Search engine

Search details

PubMed

EMBASE

("crohn disease"[MeSH Terms] OR ("crohn"[All Fields] AND "disease"[All Fields]) OR "crohn disease"[All Fields] OR ("crohn's"[All
Fields] AND "disease"[All Fields]) OR "crohn's disease"[All Fields]) AND (("recurrence"[MeSH Terms] OR "recurrence"[All Fields])
OR ("recurrence"[MeSH Terms] OR "recurrence"[All Fields] OR "relapse"[All Fields])) AND (("surgery"[Subheading] OR "surgery"[All
Fields] OR "surgical procedures, operative"[MeSH Terms] OR ("surgical"[All Fields] AND "procedures"[All Fields] AND
"operative"[All Fields]) OR "operative surgical procedures"[All Fields] OR "surgery"[All Fields] OR "general surgery"[MeSH Terms]
OR ("general"[All Fields] AND "surgery"[All Fields]) OR "general surgery"[All Fields]) OR ("postoperative period"[MeSH Terms] OR
("postoperative"[All Fields] AND "period"[All Fields]) OR "postoperative period"[All Fields] OR "postoperative"[All Fields]) OR
postsurgical[All Fields]) AND (("infliximab"[Supplementary Concept] OR "infliximab"[All Fields]) OR
("adalimumab"[Supplementary Concept] OR "adalimumab"[All Fields]) OR (anti-tumor[All Fields] AND ("necrosis"[MeSH Terms]
OR "necrosis"[All Fields]) AND factor[All Fields]) OR ("biological agents"[MeSH Terms] OR ("biological"[All Fields] AND "agents"[All
Fields]) OR "biological agents"[All Fields] OR "biologics"[All Fields]) OR ("azathioprine"[MeSH Terms] OR "azathioprine"[All Fields])
OR ("6-mercaptopurine"[MeSH Terms] OR "6-mercaptopurine"[All Fields] OR "6 mercaptopurine"[All Fields]) OR ("immunologic
factors"[Pharmacologijcal Action] OR "adjuvants, immunologic"[Pharmacological Action] OR "immunologic factors"[MeSH Terms]
OR ("immunologic"[All Fields] AND "factors"[All Fields]) OR "immunologic factors"[All Fields] OR "immunomodulator"[All Fields] OR
"adjuvants, immunologic"[MeSH Terms] OR ("adjuvants"[All Fields] AND "immunologic"[All Fields]) OR "immunologic
adjuvants"[All Fields]) OR immunosuppressor[All Fields] OR ("immunosuppressive agents"[Pharmacological Action] OR
"immunosuppressive agents"[MeSH Terms] OR ("immunosuppressive"[All Fields] AND "agents"[All Fields]) OR
"immunosuppressive agents"[All Fields] OR "immunosuppressive"[All Fields]) OR ("mesalamine"[MeSH Terms] OR
"mesalamine"[All Fields] OR "5 aminosalicylate"[All Fields]) OR ("mesalamine"[MeSH Terms] OR "mesalamine"[All Fields] OR "5
asa"[All Fields]) OR ("mesalamine"[MeSH Terms] OR "mesalamine"[All Fields]) OR ("mesalamine"[MeSH Terms] OR
"mesalamine"[All Fields] OR "mesalazine"[All Fields]))

(‘crohn disease’) AND (‘adalimumab' OR 'immunomodulating agent' OR 'infliximab' OR 'methotrexate’/ OR 'monoclonal
antibody'/ OR 'tumor necrosis factor alpha' AND (‘case control study OR 'clinical article' OR 'clinical trial' OR 'cohort analysis' OR
'comparative study' OR 'controlled clinical trial'om/de OR 'controlled study' OR 'cross-sectional study' OR 'double blind
procedure' OR ' OR 'major clinical study' OR 'medical record review' OR 'multicenter study' OR 'observational study' OR 'open
study' OR 'pilot study' OR 'prospective study' OR 'randomized controlled trial' OR 'retrospective study')
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Supplementary Table 2. Summary of the Included Studies

A2 K= 7I0[=2!

18-24

Study

Patient age(years)

Site of resection

Study type

Intervention

Follow-up duration

Regueiro, 2009

Yamamoto, 2009

Sorrentino, 2012

Yoshida, 2012

Armuzzi, 2013

Savarino, 2013

Regueiro, 2016

43

30+3.9

36 (IQR: 33-52)

36.9+11.6

34 (IQR:24-37)

45 (22-66)

36.3£12.96

lleal or ileocolonic

lleocolonic

lleal or ileocolonic

lleal or lleocolonic

lleocolonic

lleal or lleocolonic

lleocolonic

RCT

NRCS

NRCS

RCT

NRCS

RCT

RCT

Infliximab (n=11)
Placebo (n=13)
Infliximab (n=8)
AZA(n=8)
Mesalamine (n=10)
Infliximab (n=13)
Mesalamine (n=11)
Infiximab (n=15)
Control (n=16)
Infliximab (n=11)
AZA (n=11)
Adalimumab (n=16)
AZA (n=17)
Mesalamine (n=18)
Infliximab (n=150)
Placebo (n=147)

54 weeks

6 months

54 weeks

3 years

1 year

2 years

76 weeks

IQR, interquartile range; RCT, randomized controlled trial; NRCS, nonrandomized comparative study; AZA, azathioprine.
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.§ Records identified through Additional records identified
.g database searching (Pubmed, through other sources
!;E', EMBASE) (n=0)
§ (n=5889)
S l v
. Records after duplicates removed
(n=2932)
=
c
. v
a Records screened R Records excluded
(n=1589) (n=550)
) v
Full-text articles assessed Full-text articles excluded,
2 for eligibility with reasons
E (n=39) (n=32)
20
= 9 Not relevant subject
A\ 8 Systematic review and
—_J Studies included in meta-analysis
qualitative synthesis 6 review publications
) (n=7) 4 Editorial, letter et al
3 Case series/no control
b} group
- Y 1 Pediatric patients
% Studies included in 1 Costeffective analysis
= quantitative synthesis
(meta-analysis)
- (n=7)

Supplementary Fig. 1. Flow diagram of the study selection process.

Vol. 69 No. 1, January 2017



4 iz s,

J2Y K= J101=24 HEH

Experimental Control
Study or Subgrou Events Total Events Total
1.3.2RCT
Regueiro 2009 1 1" " 13
Yoshida 2012 3 14 13 16
Savarino 2013 1 16 1" 17
Regueiro 2016 46 150 88 147
Subtotal (95% CI) 191 193
Total events 51 123
Heterogeneity: Chi* = 9.54, df = 3 (P = 0.02); I = 69%
Test for overall effect: Z=7.01 (P < 0.00001)
1.3.3non_RCT
Sorrentino 2012 6 13 1" 1"
Armuzzi 2013 1 " 1 10
Subtotal (95% CI) 24 21
Total events 7 12
Heterogeneity: Chi* =227, df =1 (P =0.13); = 56%
Test for overall effect: Z=2.12 (P =0.03)
Total (95%ClI) 215 214
Total events 58 135

Heterogeneity: Chi* = 11.81, df = 5 (P = 0.04); ¥ = 58%
Test for overall effect: Z = 7.34 (P < 0.00001)

Test for subgroup differences: Chi* = 0.17, df = 1 (P = 0.68), I’ = 0%

Odds Ratio

B

Odds Ratio o SE(00IORD

Weight M-H.Fixed. 95%Cl Year M-H.Fixed, 95%Cl ¥ ‘\
£
94%  002[0.00,023] 2009 .
97%  006[0.01,038] 2012 | /
102%  0.04[0.00,0.35] 2013 ¥ 2 i
629%  0.30[0.18,0.48] 2016 L :
92.3%  0.21[0.14, 0.33] L 2 \
T r'l \\
&
68%  004[000,077] 2012 ¥ #
10% 090[0.05, 16.59] 2013 I 159 = 8
7.7%  0.15[0.02, 0.86] i i
g i % OR
100.0%  0.21[0.14,0.32] L 2 s 04 ; 10 100

0.
|6 RCT O non_RCT

0.01 01 1 10 100
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Supplementary Fig. 2. (A) Forest plots of fixed-effects comparison of anti-tumor necrosis factor alphas vs

endoscopic recurrence. (B). Funnel plot for publication bias among studies with endoscopic recurrence.

The Korean Journal of Gastroenterology

, outcome: 1.3 1,3 Total.

. control for postoperative



Study or Sul
23.2RCT
Regueiro 2009
Regueiro 2016
Savarino 2013
‘Yamamoto 2009
Subtotal (95% CI)
Total events

Experimental

Events

0 10

19 150

2 16

8

184
21

Control

5
30
9
7

51

Heterogeneity: Chi* = 6.67, df = 3 (P = 0.08); I = 55%

Test for overall effect: Z = 3.61 (P = 0.0003)

23.3non-RCT
Armuzzi 2013
Sorrentino 2012
‘Yamamoto 2009
Subtotal (95% CI)
Total events

1 10
0 13
0 8

31

1

Heterogeneity: Chiz = 2.95, df = 2 (P = 0.23); I = 32%

Test for overall effect: Z = 2.40 (P = 0.02)

Total (95%CI)
Total events

215
22

61

Total Events Total Weight

13 84%
147  484%
18  135%
10 11.7%
188 82.0%
" 1.6%
1M 47%
10 11.7%
32 18.0%
220 100.0%

Heterogeneity: Chiz = 10.49, df =6 (P = 0.11); P =43%

Test for overall effect: Z = 4.29 (P < 0.0001)

Odds Ratio
M-H, Fixed,95%Cl

0.07[0.00, 1.53]
0.57[0.30, 1.06]
0.14[0.02, 0.82]

0.03[0.00,062]

0.37 [0.21, 0.63]

1.11[0.06, 20.49]

Odds Ratio
M-H, Fixed,95%ClI

—H

———

<>

0.14[0.01,3.28] * -

0.03[0.00,062] =

0.15 [0.03, 0.71]

0.33 [0.20, 0.55]

i

<>

0.01 0.1 1 10 100

Favours [experimental] Favours [control]

Test for subgroup differences: Chiz = 1.13,df =1 (P =0.29), P = 11.8%

Park JJ, et al.

B ..

05

SE(l0g[OR])

Guidelines for the Management of CD 5§

5

RCT

O non-RCT

Funnel plot of comparison: 2 Clinical recurrence, outcome: 2.3 Total.

Supplementary Fig. 3. (A) Forest plots of fixed -effects comparison of anti-tumor necrosis factor alphas vs. control for postoperative clinical
recurrence. (B). Funnel plot for publication bias among studies with clinical recurrence.
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