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ABSTRACT

Objective The second iteration of the Selecting
Therapeutic Targets in Inflammatory Bowel
Disease (STRIDE-II) initiative recommends use of
the Simple Endoscopic Score for Crohn'’s disease
(SES-CD) as a treatment target for patients with
CD. We aimed to assess whether the STRIDE-

Il endoscopic endpoints are achievable and
whether the degree of mucosal healing (MH)
affects long-term outcomes.

Design/method \We performed a retrospective
observational study between 2015 and 2022.
Patients with CD who had baseline and follow-
up SES-CD scores after biological therapy
initiation were included. The primary outcome
was treatment failure, defined as the need

for: (1) change of biological therapy for active
disease (2) corticosteroid use (3) CD-related
hospitalisation or (4) surgery. We compared
rates of treatment failure with the degree of

MH achieved. Patients were followed up until
treatment failure or study end (August 2022).
Results 50 patients were included and followed
up for median 39.9 (34.6-48.6) months. Baseline
characteristics: 62% male, median age 36.4
(27.8-43.9) years, disease distribution (L1: 4,

L2: 11, L3: 35, perianal: 18). The proportion of
patients achieving STRIDE-Il end-points were: SES-
CD<2-25 (50%) and >50% reduction in SES-
CD—35 (70%). Failure to achieve SES-CD<2 (HR
11.62; 95% Cl 3.33 to 40.56, p=0.003) or >50%
improvement in SES-CD (HR 30.30; 95% Cl 6.93
to 132.40, p<0.0001) predicted treatment failure.
Conclusion Use of SES-CD is feasible in real-
world clinical practice. Achieving an SES-CD<

2 or a greater than 50% reduction, as set out
by STRIDE-II, is associated with reduced rates of
overall treatment failure including CD-related
surgery.

1

INTRODUCTION
Crohn’s disease (CD) is a chronic inflam-
matory gastrointestinal disease in which
transmural inflammation can lead to irre-
versible bowel damage with progression
to fibrosis and/or penetrating disease.
Clinical symptoms are clearly impor-
tant when evaluating patients but disease
activity scores have their limitations as
treatment goals; 40% of the CD Activity
Index (CDAI a score commonly used as
an outcome measure in clinicals trials)
derives from subjective reporting of symp-
toms' and the weak correlation between
clinical disease scores and mucosal healing
(MH) has been described several times.
In the early 1990s, the GETAID group
performed a prospective multicentre
study demonstrating a weak correlation
between CDAI and CD Endoscopic Index
of Severity (CDEIS) (r=0.26, p<0.001)*
and clinical response to treatment with
corticosteroids was shown to have no
correlation with endoscopic response.’ In
the ACCENT 1 study, only 18% of patients
with moderate to severely active CD (as
per CDAI) had evidence of MH.* Subse-
quently, a post hoc analysis of the SONIC
trial demonstrated that of the patients
with ulceration at baseline who achieved
clinical remission at week 26, only 72/136
patients (53%) also achieved endoscopic
remission. The sensitivity, specificity and
accuracy of CDAI predicting MH were
80.0%, 34.7% and 56.4% respectively.’ ®
Assessment of mucosal disease severity
at endoscopy, therefore, provides a neces-
sary objective measure of disease activity,
particularly when validated scoring
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= Validated endoscopic indices for Crohn’s disease (CD),
such as the Simple Endoscopic Score (SES-CD), are used
routinely in clinical trials to provide objective evaluations
of disease activity. Although endoscopic CD scoring is
performed less frequently in clinical practice, Selecting
Therapeutic Targets in Inflammatory Bowel Disease-II
(STRIDE-II) has recommended that routine use of SES-
CD should be considered to assess the achievement of
treatment targets. However, the real-world feasibility
and long-term impact of using SES-CD in routine clinical
practice remains unclear.

WHAT THIS STUDY ADDS

= SES-CD endoscopic targets, as set out by STRIDE-II,
appear feasible and achievable in real world practice.
Achieving an SES-CD<2 or a reduction of greater than
50% is associated with a reduction in rates of overall
treatment failure including CD-related surgery.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= IBD services should consider incorporating follow-up
endoscopy, including objective scoring, into management
pathways for patients with CD commencing new
treatments. Failure to achieve specified endoscopic
targets appears associated with less favourable outcomes
and should lead to consideration of optimisation or a
switch in therapy. Collection of objective endoscopic and
clinical data routinely will also enable evaluation of real-
world outcomes and help further define optimum targets
for treatment in this setting.

systems are employed. The Simple Endoscopic Score
for CD (SES-CD, online supplemental table 1) was
developed and validated in 2002 as a simplified score
derived from, and well correlated to, CDEIS.” A major
component of SES-CD is the degree of ulceration
which has been shown to be the most likely lesion
to change with therapy.® ? It includes characteristics
deemed to contribute to clinical symptoms that are
also easily reproducible with improved inter-rater and
intrarater variability.® 1°

Importantly, MH is associated with favourable
long-term outcomes thereby providing an attractive
treatment target. In a post hoc analysis of the SONIC
study, both MH and a reduction in SES-CD > 50% at
week 26 were predictive of corticosteroid-free clinical
remission, clinical remission and clinical response at
week 50."

With the expanding availability of biological agents
and small molecules these objective endoscopic targets
are increasingly achievable. However, recommended
targets for response and remission differ and largely
empirical thresholds are used in clinical trials. The
Selecting Therapeutic Targets in Inflammatory Bowel
Disease (STRIDE) initiative of the International Organ-
isation for the Study of Inflammatory Bowel Diseases
provided evidence and consensus-based guidance in
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2015 on goals for treatment targets recommended for
use in routine clinical practice.'? Clinical disease scores
such as Harvey Bradshaw Index (HBI) and CDAI were
recommended but were deemed insufficient without
simultaneous objective measures of disease activity.
Absence of ulceration was considered the most appro-
priate endoscopic target. However, the minimum
degree of MH required for long-term clinical benefit
remains unclear. Recently, the guidance on treatment
targets has been updated with a recommendation to
use objective scores (STRIDE-II). Endoscopic response
has been defined as >50% reduction in SES-CD while
remission has been defined as an SES-CD<2 or the
absence of ulceration. '

We aimed to assess how achievable the endoscopic
targets, set out in STRIDE-IL, are in real-world clin-
ical practice. Further, we aimed to assess long-term
outcomes based on the degree of MH achieved.

MATERIALS AND METHODS

We performed a retrospective observational study in a
tertiary IBD unit including consecutive adult patients
who fulfilled the following criteria: (1) active CD (2)
with paired, baseline and follow-up SES-CD scores (3)
recorded after biological therapy initiation. All endos-
copies were performed as part of routine clinical care
and all endoscopists were experienced IBD clinicians
who have had training in the use of SES-CD through
clinical trial involvement and local departmental
training (senior IBD research fellows, who are also
independent endoscopists and/or consultants).

The primary outcome of interest was treatment
failure, defined as the need for: (1) change of biolog-
ical therapy or treatment discontinuation due to active
disease, (2) initiation of corticosteroids, (3) CD-related
hospitalisation or (4) CD-related surgical resection.

The secondary outcome of interest was to compare
rates of treatment failure with the degree of MH
achieved. Patients were followed up until treatment
failure or until study end (August 2022).

Electronic patient records were searched using
a custom-built package (EndoMineR) in R V.3.6.1
(R Foundation for Statistical Computing, Vienna,
Austria). Patients with CD receiving biological therapy
between 2015 and 2020 were cross-referenced with
endoscopies reporting an SES-CD score. Subsequently,
biological multidisciplinary meeting (MDM) lists were
screened from May 2019 onwards until a total of
50 patients were included. Where endoscopies were
reported as ‘normal’ and/or ‘quiescent or no inflamma-
tory disease’, we assigned an SES-CD of 0. Endoscopy
reports with subjective descriptors suggesting abnor-
mality, without SES-CD scoring, were excluded as they
would prohibit objective and comparative SES-CD
assessment which was the aim of this study. Among
those patients discussed at the MDM (irrespective of
inclusion in our study) we also calculated the propor-
tion of endoscopies with a reported SES-CD score.
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Figure 1 Patient disposition.

The components of the SES-CD are shown in online
supplemental table 1 and thresholds investigated for
definitions of endoscopic remission were SES-CD <2
or absence of ulceration (as per STRIDE-II), and also
SES-CD<3. Endoscopic response was defined by a >
50% decrease in SES-CD.

Clinical disease activity was also recorded (HBI)
using a threshold of <5 to define clinical remission (as
per STRIDE-II recommendations). Combined remis-
sion was defined as SES-CD <2 and HBI<S. HBI data
were retrieved from endoscopy reports or from the
clinical notes within 3 months of the relevant endos-
copy. Patient charts were reviewed for demographic,
Montreal score, IBD medical and surgical history and
treatment failure (as defined above).

Statistics were performed using GraphPad V.9.1.0
Software (San Diego, California, USA). Continuous
data are presented as medians with the IQR in brackets.
Fisher’s exact test and Mann Whitney-U test were
used where applicable. The Kaplan-Meier method was
used to assess the cumulative risk of treatment failure
reported as logrank HR with 95% CIL.

RESULTS

Figure 1 shows the patient selection process. We
identified 1303 patients from our electronic patient
records and 781 patients from the biological MDM.
We included the first 50 consecutive patients who met
our inclusion criteria.

To understand the frequency of SES-CD reporting
in our institution, we reviewed multiple colonos-
copy reports between 2015 and 2022 among the 100
patients from the biological MDM who were initiated
on biological therapy. SES-CD was formally scored in
83/178 procedures (46.6%). Of 95, 39 reports with no
SES-CD score had alternatively reported a Rutgeerts
score (41%) in the postoperative setting.

The baseline characteristics are shown in table 1. The
majority of patients were male (31/50, 62%), median
age 36.4 (27.8-43.9) years, with ileocolonic distri-
bution (35/50, 70%) and inflammatory phenotype
(28/50, 56%). Perianal disease was present in 18/50
(36%). Patients received anti-TNF therapy (31/50,
62%), ustekinumab (17/50, 34%), vedolizumab (1/50,

Table 1 Baseline characteristics
Baseline characteristics n (%)
Female sex 19 (38)

36.4 (27.8-43.9)
23.0(19.8-35.0)
4.5(1.0-14.8)

4(8): 11(22): 35 (70)

Median age (years, IQR)
Median age at diagnosis. (IQR)
Median disease duration (IQR)
Disease location (L1:L2:L3)

+L4 4(8)
+p 18 (36)
Disease behaviour (B1: B2: B3) 28 (56): 11(22): 11 (22)
Prior surgery 12 (24)
(54):

No prior biologics (0:1:2:> 3)
Biologicaltherapy initiated

Adalimumab 27 (54)
Infliximab 4(8)
Ustekinumab 17 (34)
Vedolizumab 1(2)
Risankizumab 1(2)

L1:L2:L3:L4—Montreal score for disease location (ileal: colonic,
ileocolonic, upper gastrointestinal; +p—perianal disease; B1: B2:
B3—NMontreal score for disease behaviour—inflammatory, stricturing,
penetrating.

290), or risankizumab (1/50, 2%). 27/50 (54%) patients
were bio-naive, 12/50 had undergone prior CD-related
surgery (249%) and 23/31 patients on anti-TNF therapy
received concomitant immunomodulation. Since this
was a real-world study, patients enrolled in clinical
trials were excluded and the patient receiving risanki-
zumab did so via a compassionate use scheme.

The median time to biological initiation after the
baseline colonoscopy was 1.5 (0.7-3.3) months.
Follow-up colonoscopy occurred median 15.7 (11.6—
21.2) months after biological therapy initiation. Online
supplemental table 2 displays HBI and SES-CD results
at baseline and follow-up endoscopy with the correla-
tion between the two scores at baseline and follow-up
endoscopy shown in online supplemental figure 1a,b,
respectively. Thirty-eight per cent of HBI scores were
recorded on the day of the procedure. Despite 50%
of patients being in clinical remission (HBI <S§) at
the time of baseline endoscopy, all patients had active
endoscopic disease as assessed by SES-CD (76%
moderate to severe): baseline HBI versus SES-CD
Spearman’s correlation coefficient r=0.14 (—0.15 to
0.41), p=0.33. Only eight (16%) patients underwent
follow-up endoscopy within 6-9 months, the time
frame specified by STRIDE 1."?

The proportion of patients achieving the STRIDE-II
clinical and endoscopic end-points were: SES-CD < 2
- 50% (25/50), absence of ulceration—56% (28/50)
and endoscopic response (>50% reduction in SES-
CD)—70% (35/50). SES-CD <3 was achieved in in
64% (32/50) and combined remission was achieved in
38% of patients (19/50).
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Table 2 Impact of achievement of clinical and endoscopic targets on subsequent disease course
Risk of corticosteroids,

Frequency Risk of treatment failure* admission or surgery Risk of surgery if target
Endoscopic observed, if target not achieved if target not achieved not achieved (logrank
target n (%) (logrank HR, 95% CI) P value (logrank HR, 95% CI) P value HR, 95% Cl) P value
SES-CD <2 25(50) 11.62 (3.33 to 40.56) 0.003 5.74 (1.16 to 28.56) 0.07 3.44 (0.48 to 24.53) 0.25
Absence of 28 (56) 6.45 (1.80 to 23.09) 0.007 2.80(0.55 to 14.18) 0.23 4.21(0.58 to 30.73) 0.18
ulcers
>50% 35 (70) 30.30 (6.93 to 132.40) <0.0001 13.74 (2.25 to 83.84) 0.002  8.28(0.90 to 76.02) 0.031
reduction in
SES-CD
SES-CD< 3 32(64) 24.13 (5.99 to0 97.20) <0.0001 11.21 (1.98 to 63.40) 0.005 6.68(0.81 to 55.64) 0.06
Combined 19 (38) 6.78 (1.94 to 23.70) 0.04 2.69 (0.53 to 13.74) 0.23 2.26 (0.38 to 13.57) 0.37
remission
(SES-CD <2
and HBI <5)
Combined 24 (43) 11.07 (3.18 to 38.49) 0.004 5.43 (1.10 to 26.95) 0.08 3.15(0.44 to 22.35) 0.29
remission
(SES-CD <3
and HBI <5)

Bold values signify statistical significance (p value <0.05).

*Treatment failure defined as the need for: (1) change of biological therapy for active disease (2) corticosteroid use (3) CD-related hospitalisation or (4)

surgery.
TNon-significant due to 95% Cl.

HBI, Harvey Bradshaw Index; SES-CD, Simple Endoscopic Score for Crohn's Disease.

Table 2 shows the rates of MH achieved and the
impact on subsequent disease course. Patients were
followed up for median 22.5 (16.2-30.9) months from
their second endoscopy. The median time to treatment
failure was 3.1 (0.7-5.4) months. Overall, 12/50 (24%)
patients met our treatment failure criteria including:
switch in biological therapy (5/50, 10%), requirement
for corticosteroids (5/50, 10%), CD-related acute
admission (2/50, 4%), CD-related surgery (4/50, 8%).
Bionaive patients, or those who had received just one
prior biological therapy, were less likely to experience
treatment failure than patients who had previously
used two or more biological therapies (p=0.006).
Rates of biological switch (n=5) and use of corticoste-
roids (n=35) were significantly higher in patients failing
to achieve SES-CD<2 (both SES-CD<2: 0/25, (0%) vs
SES-CD>2: 5/25 (20%), p=0.05). Rates of surgery
were significantly higher in patients failing to achieve
an SES-CD<3 (SES-CD<3: 1/32 (3%) vs SES-CD>3:
4/18 (22%), p=0.05) or >50% reduction in SES-CD
(>50% reduction: 1/35 (3%) vs <50% reduction 4/15
(27%), p=0.02. Failure to achieve >50% reduction
in SES-CD at follow-up was the strongest predictor
of subsequent treatment failure (HR 30.30; 95% CI
6.93 to 132.40, p<0.0001). Failure to achieve SES-
CD< 2 (HR 11.62; 95%CI 3.33 to 40.56, p=0.003),
absence of ulceration (HR 6.45; 95% CI 1.80 to 23.09,
p=0.007) an SES-CD< 3 (HR 24.13; 95%CI 5.99 to
97.20, p<0.0001) or combined remission (SES-CD< 2
and HBI<S (HR 6.78; 95% CI 1.94 to0 23.70, p=0.04)
also predicted subsequent treatment failure. Of note,
the median baseline SES-CD in those achieving >50%

reduction at follow-up was 11 (8-17), in keeping with
moderately active disease. Failure to achieve >50%
reduction in SES-CD was also associated with increased
rates of requiring corticosteroids, admission or surgery,
but not surgery alone (table 2). Figure 2A-D shows
Kaplan-Meier curves for the cumulative risk of thera-
peutic failure according to endoscopic targets as well
as combined endoscopic and clinical remission. No
significant difference in therapeutic failure was noted
when comparing different definitions of MH: SES-CD
< 2 vs absence of ulcers (p>0.99) and SES-CD < 2 vs

A Absence of ulceration B SES-CD<2

- SESCD=2

100 “ Apsenceofuicers g 100,
st SES-CD>2

Presence of ulcers.

Probabllity of Surviv:

HR 6.45; 95% C1 1.80-23.09, p=0.007 HR 11.62;95% C1 3.33-40.56, p=0.003

1 2 H 4 0 1 2 3 4

C >50% reduction in SES-CD D Combined remission (SES-CD=2, HBI<5)

Combined remissi jon

5 100 . - 50% reduction SES-CD 5 100
E No combined remission

50% reduction SESCD 3

Probability of Surviv:

HR 30.30; 95% C1 6.93-132.40 , p<0.0001

———T——
o 1 2 3 4 0 1 2 3 4
Time Time (years)

Figure 2 Kaplan-Meier curves: survival without therapeutic

failure dependent on degree of mucosal healing achieved at

follow-up endoscopy. Treatment failure defined as the composite
end-point of: biological switch or discontinuation for active disease,
corticosteroid use, CD-related admission or surgery (A) endoscopic
remission: absence of ulceration (B) endoscopic remission: SES-CD

< 2 (C) endoscopic response: greater than 50% reduction in SES-

CD (D) combined remission: SES-CD < 2 and HBI <5. HBI, Harvey
Bradshaw Index; SES-CD, Simple Endoscopic Score for Crohn's Disease.

Meade S, et al. frontline Gastroenterology 2023;14:312-318. doi:10.1136/flgastro-2022-102309

315



Endoscopy

SES-CD <3 (p=0.36). Only three patients achieved
a greater than 25% but <50% reduction in SES-CD,
precluding comparative analysis with those patients
who achieved >50% reduction in SES-CD.

DISCUSSION

In a real-world cohort, treatment targets as set out by
STRIDE-II were achieved in about 50% of patients.
Failure to achieve an SES-CD <2 or ulcer healing
were significantly associated with subsequent treat-
ment failure. Results were similar in patients failing
to achieve SES-CD <3. Our data demonstrate that the
use of serial objective endoscopic assessments, in this
case with SES-CD, is feasible in real world practice and
that the STRIDE-II endoscopic remission targets are
achievable in a reasonable proportion of patients. In
addition, patients achieving these targets have more
favourable outcomes with fewer patients requiring
biological switch, corticosteroid use or surgery over
long-term follow-up. Endoscopic response, defined as
an improvement in SES-CD >50%, was also signifi-
cantly associated with decreased likelihood of treat-
ment failure, thus, highlighting the clear importance of
serial assessments in identifying an individual patient’s
overall trajectory. These findings are in keeping with
the post-hoc analysis of the SONIC trial where both
endoscopic response and MH predicted corticosteroid-
free remission, clinical remission and clinical response
at week 50."

HBI strongly correlates with CDAI'™ and similar
to other studies, we have demonstrated the well
documented mismatch with regard to clinical and
endoscopic remission. These findings reinforce the
importance of endoscopic evaluation, in addition to
symptom evaluation, to enable therapeutic optimisa-
tion and reduce the risk of adverse outcomes. A priori
we included HBI scores recorded within 3 months of
the endoscopy. While the clinical situation can change
in IBD care within a 3-month period, 38% of scores
were documented on the day of endoscopy and this
was a clinically feasible time frame for data collection
given the retrospective nature of our study.

The only baseline characteristic that was associ-
ated with treatment failure was prior biological use.
It is frequently reported that patients who have tried
multiple previous biological therapies may respond less
well to future therapy. However, this should not deter
clinicians from arranging endoscopic assessment in
patients on their first or second biologic as this group
still accounted for 42% (5/12) of treatment failures.

The retrospective nature of our analysis naturally
introduces bias. Our cohort comprised only a small
proportion of cases where biological therapy was initi-
ated due to study selection criteria requiring synchro-
nous serial endoscopy. There may be bias in both
directions: patients with active disease may be more
likely to accept invasive investigation; conversely non-
responders (particularly primary non-responders)

114

may have had an early switch of therapy before endo-
scopic assessment was indicated. Similar to our meth-
odology, patients included in the post hoc analysis
of the SONIC trial who did not proceed to a second
endoscopy at week 26 were excluded from the anal-
ysis (172/508 (34%) of the initial SONIC cohort was
included)."" We also do not have data on biochemical
parameters which provide a less sensitive/specific,
but also less invasive, objective assessment of disease
activity. STRIDE-II recommends normalisation of C
reactive protein and a reduction in faecal calprotectin
to <250 pg/g as an intermediate treatment target.
Since endoscopic remission is considered a long-term
treatment target, biochemical markers should be seen
as an adjunct to aid therapeutic optimisation en route
to follow-up endoscopy and not as an alternative."
In addition, the inter-rater and intrarater agreement
between the endoscopists in our study is unknown.
However, this is very difficult to assess outside the
setting of central reading as performed in clinical
trials. The wide Cls, the higher HRs for SES-CD < 3
when compared with SES-CD <2 and the significance
of only composite end-points on Kaplan-Meier anal-
ysis likely reflect the sample size and larger prospective
data would be of use to confirm the true effect sizes to
enable us to better inform our patients.

In STRIDE-I, the suggested time frame for endo-
scopic re-assessment was 6-9 months.'* * It should be
noted that the majority of our patients were assessed
after a longer duration of treatment (between 1 and 2
years). Comparison of outcomes in patients who had
endoscopic response within or beyond this time frame
is confounded by disease severity where patients with
more severe or active disease are more likely to undergo
earlier endoscopic assessment. The longer median
time interval to endoscopic assessment may reflect
the practicalities and financial impact of performing
routine early follow-up endoscopy, particularly in
patients with clinical and biochemical response or
remission, in whom an invasive procedure may be less
acceptable. In addition, transmural healing has been
recommended as an adjunct to endoscopic remission
(rather than a treatment target per se). Therefore, in
real-world clinical practice, if recent imaging has both
been performed and sufficiently informs management,
endoscopy is likely to be deferred to a clinically appro-
priate interval. Nonetheless, our findings, as well as
STRIDE recommendations, would still support the
notion that endoscopic reassessment has the potential
to provide important information that meaningfully
guides management. Further research is required to
determine whether the duration of treatment required
to achieve MH has any impact on long-term outcomes.

Although endoscopic indices (SES-CD and CDEIS)
have been incorporated into guidance on efficacy
considerations for investigational products in CD," '
their use in mainstream clinical practice is limited by
their perceived arduousness and complexity. More
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recently SEMA-CD has been proposed and inves-
tigated in a paediatric population.'” This score is
derived from SES-CD and aims to simplify scoring
even further by assessing the colon as a whole, rather
than in four distinct segments, with a multiplication
factor for the number of segments involved (regardless
of severity). There was a strong correlation between
SEMA-CD and SES-CD with good intrarater and
inter-rater variability. Central readers also favour-
ably rated SEMA-CD for ease of use. The fact that
the SEMA-CD has recently been proposed serves to
highlight that ease of use is paramount if we expect
endoscopic indices to become standard of care. 46.6%
of endoscopy reports from the patients discussed at
the biological MDM had SES-CD scores recorded at
endoscopy compared with 11%-30% described in
other centres.'” Simple measures, applied together as a
‘bundle’, have previously been shown to lead to greater
standardisation and quality improvement in terms of
IBD endoscopic scoring. This referred specifically to
UC but the principle is also likely to be applicable to
CD."® Although absence of ulceration may provide a
reasonable alternative where endoscopists or units are
unfamiliar with disease specific scores, this method
does not enable quantification of endoscopic response.
Given that a greater than 50% reduction in SES-CD
also has a bearing on outcomes (even in the presence
of ongoing ulceration), quantifying the degree of MH
with an objective score is preferable as findings may
alter patient management.

To conclude, our data demonstrate that endoscopic
assessments made using SES-CD provide a useful and
objective treatment target that appears feasible for
use in real-world clinical practice. Achievement of
an SES-CD defined endoscopic response or remis-
sion on biological initiation appears associated with
a better prognosis. The challenge going forwards is
to incorporate routine use of high-quality, objective
endoscopic assessments into standard clinical care. In
doing so, more outcome data will become available to
help us further define optimum real-world targets for
treatment.
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