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Compétences CanMEDS

X Expert médical (En tant qu’experts médicaux, les médecins assument tous les réles CanMEDS et

s‘appuient sur leur savoir médical, leurs compétences cliniques et leurs attitudes professionnelles pour
dispenser des soins de grande qualité et sécuritaires centrés sur les besoins du patient. Pivot du référentiel
CanMEDS, le role d’expert médical définit le champ de pratique clinique des médecins .)

Communicateur (En tant que communicateurs, les médecins développent des relations professionnelles avec le
patient et ses proches ce qui permet I'échange d’informations essentielles a la prestation de soins de qualité.)

Collaborateur (En tant que collaborateurs, les médecins travaillent efficacement avec d’autres professionnels de la
santé pour prodiguer des soins sécuritaires et de grande qualité centrés sur les besoins du patient.)

X Leader (En tant que leaders, les médecins veillent a assurer l'excellence des soins, a titre de cliniciens,
d’administrateurs, d’érudits ou d’enseignants et contribuent ainsi, avec d’autres intervenants, a I'évolution d’un
systeme de santé de grande qualité.)

Promoteur de santé (En tant que promoteurs de la santé, les médecins mettent a profit leur expertise et leur
influence en oeuvrant avec des collectivités ou des populations de patients en vue d’améliorer la santé. Ils collaborent
avec ceux qu’ils servent afin d’établir et de comprendre leurs besoins, d’étre si nécessaire leur porte-parole, et de
soutenir l'allocation des ressources

permettant de procéder a un changement.)

X Erudit (En tant qu’érudits, les médecins font preuve d’un engagement constant envers I'excellence dans la pratique
médicale par un processus de formation continue, en enseignant a des tiers, en évaluant les données probantes et en
contribuant a I'avancement de la science.)

X Professionnel (En tant que professionnels, les médecins ont le devoir de promouvoir et de protéger la santé et le

bien-étre d’autrui, tant sur le plan individuel que collectif. lls doivent exercer leur profession selon les normes
médicales actuelles, en respectant les codes de conduite quant aux comportements qui sont exigés d’eux, tout en
étant responsables envers la profession et la société. De plus, les médecins contribuent a l'autoréglementation de la
profession et voient au maintien de leur santé.)

© Le College royal des médecins et chirurgiens du Canada, 2014.



Maladies inflammatoires de l'intestin
chez I'enfant
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SHORT ILEAL MICROVILLUS LENGTH
AT DIAGNOSIS OF PEDIATRIC CROHN’S
DISEASE IS AN INDEPENDENT
PREDICTOR OF AGGRESSIVE DISEASE -
A STUDY OF 690 CHILDREN

Microvillus Length (um)

Cont CD

VanDussen...Stappenbeck. Osterman...Liu. IBD J, 2021 Haberman...VanDussen.

Gastroenterol, 2018 Inflamm Bow Dis, 2025

Authors: Kelli L. VanDussen'?, Ruiwen Zhou?, Courtney A. Bartel'2,
Rachel Cooke?, Kathleen Lake!, Laura Linneman?3, Thomas Aviles!,
Charles Samson3, Ajay S. Gulati4, Ta-Chiang Liu?
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@DDWNMeeting | #DDW2026 diagnosed CD patients « Age at diagnosis, sex, race

Site 1 + Disease location
1,65 pm

WUSTL [ | * Perianaldisease

A; : * Body mass index (BMI)
é“s“‘!,“ Jh ""‘"/ [: « weighted PCDAI (wPCDAI)

Site 2 ; }
CCHMC « C-reactive protein (CRP)
Measured MVL . Iprotectin
Site 3 « Aggressive disease course outcomes
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lleal MVL phenotype Long (n=335) Short (n=324) P value

190 (40.6%) 206 (65.6%) 0.119

n=320 n=314
30.0(20.0-45.0) 35.0(25.0-45.0) Predictor OR 95% Cl P-value
n2237 nz-238 sPCDAI 1.04 1.01-1.06 0.0047

Normalized CRP 2.8(0.2-8.1) 4.2(1.5-9.4) MVL 0.24 0.09-0.67 0.0058

g
Normalized fecal 16.0(7.0-102.1)  17.6(8.2-96.6) Calprotectin 1.00 1.00-1.00 0.052

calprotectin n=121 n=104 | CRP 1.00 0.998-1.01 0.119
lleal location (L1 or L3) 221 (66.0%) 261 (80.6%) >0.0001 Female 1.46 0.75-2.84 0.266

lleal 0.99 0.48-2.19 0.981

sPCDAI score

Any USB location (L4) 192 (57.3%) 185 (57.1%) >0.999

Perianal disease 61/301(20.3%) 0.071

5.6% avait développé une maladie
aggressive dans les premiers 5 ans
apres Dx

lleal MVL phenotype Long (n=335) Short (n=324) P value

Follow-up (months) 59.4 (40.5-87.2) 52.0(36.3-80.8) 0.063

B2 and/or B3 (%) 9 (2.7%)

Surgery 0.369



Infliximab Pharmacokinetics Reveal
Sonographic Transmural Healing in
Children with Inflammatory Bowel Disease

Ertug Toroslu, Perseus V. Patel, Ruben J. Colman

Presenter: Ruben J. Colman, MD, PhD
Endowed Faculty Scholar for Pediatric IBD and Celiac Disease
Assistant Professor of Pediatrics
Director of Intestinal Ultrasound

9 Stanford coversorieo

MEDICINE  andCeiac Disease %Y @ColmanMD Colman Lab

Chikdren's Health “ @ColmanMD.bsky.social Stanford| Precision Therapeutics for IBD

Results — Demographics

Diagnosis Age, yrs (sd) (1-17) 10 (4.2) | Prior biologics (vedolizumab) 4% (2) |

IFX induction age, yrs (sd) (1-17) 11.6 (4.0) Albumin (g/dL) median, IQR 3.6 (3.3-4.1)

Sex, F 58% (26) ESR (mm/hr), IR 20(7.5-41)
Calprotectin (pg/g) 916 (366-1753)

Diagnosis Rk

Crohn’s disease 53% (24) Weight, kg (IQR) 29.9(23-44)

Ulcerative colitis/IBD-unclassified 47% (21) Baseline Clearance (L/d), IQR 0.24 (0.15-0.32)

Paris CD location: | Baseline weight-based IFX dose (mg/kg) 10.8 (10-11.6)

21% (5)
8% (2) + 45 patients (67 IFX cTrough-IUS pairs)

71% (17) * median of 17 (8-31) infusions per patient.

Paris UC location:

E2 20% (4)

E3 5% (1)

E4 75% (15)
Severe UC (S1) 75% (15)

* The Adult Framework

2 Adult bowel wall thickness Cutoffs:
Adult healing targets < 3.0 mm

< PK Limitations: Analysis restricted
primarily to static trough levels

< Static Timing: Associations at Week-

14 and maintenance

International Bowel UltraSound
(IBUS) acquisition consensus.?

* Transmural healing — Bowel

IFX cTrough (ug/mL)

wall thickness <2.5mm in all
segments. +/- normal color
doppler [pediatric consensus].?

Induction Trough level

39.5pg/m
(24.5-50)

P=0.042

Heallng NO'nEahng
Transmural healing by 1US

IFX Clearance (L/d)

¥ The Pediatric Challenge

= Early Evidence: IFX exposure linked to

endoscopic and MRE healing

= Dynamic Need: Lack of validated |US-

specific PK targets during induction

Mucdsa
Subkaticosa
«. “MGStularis

Sqos"a
B NG s
\ Terminal leum

Infliximab Clearance

=
=

0.26L/d

Healing Ho-healing
Transmural healing by 1US




Infusion-3 level that Predicts Transmural Healing

Sensitivity
=
S

Predictors of Transmural Disease (Non-healing)

AUROC m Predictors of Transmural Disease (non-healing)
Odds ralios (log scale) with 95% profile likelihood Cls 95% ClI P-value
0.92 1.00 0.78 0.67 .
q Stanford  coverror o0

— — — — - Diagnasis: CD vs UC —— - Diagnosis (CD) 18.47 2.42 -276.42 0.003
MEDICINE andCeliac Disense h 1 - Specificity
Children's Health

*Compared to 218pg/mL literature recommended to predict infusion-4 >5 and clinical response

‘ Drug clearance (per SD) F—e——— p=0o0t —) Clearance 11.74 2.66-87.74 0.0003

IFX trough level {per SD) Trough level 149 0.66-3.65 0.338

Albumin (per SD) p-0 albumin 108 0.41-2.384 0.869

Age (per SD) 7. age 089 0.37-1.96 0.772

o Female . Sex (Female) 0.41 0.06-2.12  0.295

Odds Ratio
Continuous prediciors standardized (per 1 SD). Firth penally applied 1o address complete separation

q Stanford coveroreo

MEDICINE and Celiae Disease

Firth penalized multivariable logistic regression
Children's Health

Continuous variables normalized (z-scores)

WkO Wk-2 W6/
Infusion-3

Sensilivity
s
2

:
s
[ auroc sers [ spec Lorw [
0.75 1.00 071 0.67 1

MEDICINE andCeliac Disease X 0.25 0.50
1 - Specifici
Children's Health pectety

E?' Stanford comerrorien

075 1.00




* 107 patients: 67 UC; 37 CD; 4 IBD-U
* Age:15[13.8-16] years-old

» All anti-TNF exposed
— 54% failed >2 advanced therapies

Baseline Disease Activity
@ Sta‘nford PUCAI (n=60) 47.5 [25-65]

MEDICINE Short PCDAI (n=32) 27.5[10, 40]
Chim C-reactive protein (n=91) 1.1 [0.5-3.1] mg/dL
Albumin (n=95) 3.9[3.4-4.2] g/dL
Center for IBD Hemoglobin (n=97) 12 [10.2-13.9] g/dL

and Celiac Disease Fecal calprotectin (n=55)

Upadacitinib is Safe and Effective for

Induction and Maintenance of

Remission in Pediatric IBD: A Pragmatic

Multi-center Study 2

Perseus V. Patel, Javier A. Lopez-Rivera, Paula Prieto, Evan Greenhall, Brad Pasternak, Keren Appel, Emily Wilks, Sabina Ali, Brad Pﬂglw'l'vION ENROLLMENT  (Weeks 8-12)
Constant, Michael 1. Rosen, Ruben J. Colman

May 3, 2026 : ﬁmﬂ ’: ‘ L ] Il/lf%

Stanford ceer o T — | A /' LONG-TERM
MEDICINE and Celisc Disease - L 5 A / Y & Y  OUTCOMES
Children's Health PEDIATRIC Clinical/ Clinical/ « Sustained

aseli
CENTERS PUCAV/SPCDAI  Biochemical Biochemical Remission
Pediatric Patients Retrospective Response Response « Growth Velocity

(<18 yrs) Data Collection > Analysis
Diagnosis: IBD (N=107)
(UC, CD, IBD-U)




Secondary Outcome: Modified Deep Remission (MDR)

Diagnosis: [l cronn's Diseass co) [ Uteerative coitis (uc)

&

p=0.21
58%

p=0. 57 _ - - -
Effective in a biologic-exposed cohort, with tolerable safety.
. — Including dual advanced therapy

Predictors of response

v=7s) — Milder disease
QStanford Cono o 0 — Youn tients
ger patients

Children's Health

Medified Deep Remission (%)

o
&

MDR: Endoscopic remission, CRP < 0.5 mg/dL, or calprotectin < 250 pg/g

Limitations reflective of retrospective, real-world data.
— Data heterogeneity

Primary Outcome: Corticosteroid-free Clinical Remission — Composite biochemical endpoint

Diagnosis: - Crohn's Disease (CD) . Ulcerative Colltis (UC)

Future work
— Prospective, endoscopic & transmural endpoints
— Phenotype-specific responses in CD
— Therapy positioning

Corticosteroid-free Clinical Remission (%)
,

Q Stanford -

MEDICINE an
Children's Health




Study Design & Timeline Secondary Outcomes

96 pediatric patients (<18 years) « Clinical Response (WPCDAI
Initiating Risankizumab monotherapy (2022-2025) decrease 217.5 at Weeks 12,
I 30, 54)

A7 k4
Clinically Active Inactive disease at start (n=28); + Corticosteroid-Free
(n=68, wPCDAI 212.5) commonly dermatitis to TNF Remission (Weeks 30, 54)

REAL'WORLD EFFECTIVENESS & : + Biomarker Normalization
Baseline H (Wee“ 12 H Week 30 |__,| (MWeek 54

Induction) aintenance) (e.g., CRP<5 mg/L)

SAFETY OF RISANKIZUMAB - Combined Cortoostercic-Free

Primary Outcome and CRP Remission

INDUCTION AND MAINTENANCE + Week 12 tesinal Ulvasound

Week 12 Corticosteroid-Free Remission Remission (BWT<3mm, no

THERAPY IN PEDIATRIC PATIENTS (CFR, wPCDAI <12.5) in clinically active cohort. . ;i:::;:)mverse el
WITH CROHN’S DISEASE: A

MULTICENTER RETROSPECTIVE

ANALYSIS
Elizabeth A. Spencer, Quentin Buck,

Lauren V. Collen, Ronen Stein, Tyler Babinski,
Dror S. Shouval, Firas Rinawi, Richard K. Russell,

Eyal Zifman, Chani Topf-Olivestone; Christos @D DDw2 026

Tzvinikos, Mordechai Slae, Raffi Lev-Tzion, Digestive Disease Week"

1 1 MAY 2-5, 2026 | CHICAGO, IL . .
Dan Turner, Marla C. Dubinsky, Amit Assa ' st dsesd ietionny st Induction (WO, 4, 8) Maintenance (Q8W)

@DDWMeeting | #DDW2026

—
600 mg IV (Adult Regimen) 360 mg SubQ

Bation Induction Maintenance
atien’
Bod: —» 30 to <40 kg —» 600 mg IV (Adult Regimen —
5 Yy yielded higher proportional 360 mg SubQ
We'th exposure but well tolerated)

Induction Maintenance

“» <30kg —» Weight-based IV (Median ™

13.4 mg/kg or ~383 mg/m?) 180:mg:SubQ




A Heavily Pre-Treated, Refractory
Pediatric Cohort

Median CRP Terminal lleum (Before) Terminal lleum (After)
4.0 mg/L .

E

Demographics Phenotype

Median age 15 [IQR 13-16] 78% lleacolonic (L3)

Age Range: 7-17 years 31% with growth
51% Male impairment history

w

Median CRP
2.1 mg/L

-
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0 12

Time (Weeks)

66% of the cohort achieved total 40% attained 1US
CRP remission by Week 12. Remission at Week 12.

= Treatment History = Clinical Status
49% failed 22 advanced therapies 71% initiated with active disease
47% prior Infliximab exposure (WPCDAI 212.5)
38% prior Ustekinumab exposure Median baseline wPCDAI: 35
Only 10% advanced-therapy naive

Rapid Clinical Improvement by Week 12

Outcomes for the clinically active cohort (n=68)

Advanced Therapy Naive Prior Ustekinumab Prior Infliximab

g A

Outcome Funnel

32%
(22/68)

Deep Remission
CFR + CRP Remission
concurrently

(37/68)

Clinical Response

>17.5-point decrease in
WPCDAI

100% attained CFR (7/7) OR 1.08 (p=0.88) OR 0.34 (p=0.06)

High effectiveness Effectiveness is preserved; Effectiveness is attenuated
statistically identical to by prior anti-TNF exposure
Uste-naive patients

Median wPCDAI dropped from 35 at baseline down to 16 at Week 12 (p<0.001).



Pregnancy and Infant Outcomes
Following In Utero Exposure to JAK
Inhibitors in IBD
An ECCO Global Multicenter Cohort
Study

Cynthia H Seow, Dana Duricova, Sunanda Kane, Neha
Zacharias, Kristyna Zdychyncova, Rupert W Leong, Anneline Cremer,
Klaartje B. Kok, Anna Kagramanova, Barbora Pipek, Kristina Candido,

Irit A Biron, Rachel Cooney, Rafal Filip, Vytautas Kiudelis, Michal
Konecny, Sudarshan Paramsothy, Daniela Pugliese, Genoile Santana,
Edoardo V Savarino, Brigita Smolovic, Sophie Vieujean, Shu-Chen Wei,
Simon MD Baunwall, Uma Mahadevan

Uma Mahadevan MD
Lynne and Marc Benioff Professor of Gastroenterology
Director, Colitis and Crohn's Disease Center

University of California, San Francisco

Study Objective & Methods

METHODS .
International (25 centres, 17 countries) 4;;‘-”'\-
multicentre, retrospective, observational study M‘
Open Call (ECCO Newsletter) ;
Endorsed by ECCO Confer

RedCap:
* Disease activity,

Maternal & infant outcomes
Congenital abnormalities
Vaccine response
Childhood development

Wl i
Eunopean
9" ] Crohns and Colitis

Orgenisation

JAKi treatment in pregnancy (n=58)

Tofacitinib, n=38

« 5mgBIDor10mgBID

* 26 (68%) receivedtreatment throughout pregnancy

+ 12discontinued in pregnancy at median GW 7 (Range 5-31)

Upadaticinib, n=18

* 30mgdaily or 45 mg daily

* 12(80%) receivedtreatment throughout pregnancy

+ 3discontinuedin pregnancy at median GW 6 (Range 3-6)

Filgotinib, n=2

* 200 mg daily

« 1receivedtreatmentthroughout pregnancy
+ 1discontinuedin pregnancy at GW 11

Key Results: Pregnancy Outcomes

Spontaneous abortions, n (%) 5 (8.6)
Induced abortions, n (%) 6 (10.3)
Live born infants, n (%) 47 (81.1)
Median (IQR) gestational week for delivery 40 (38-41)
Cesarean section 24 (41.4)
* Elective CS 16 (66.6)
* Emergency CS 8 (33.3)
Median (IQR) birth weight 3050 (2870-3410)
Congenital abnormalities 0 -
Preterm 2 (3.4)
APGAR <7 at 5 minutes, n (%) 2 (3.4)
Small for Gestational Age (SGA) 4 (6.9)
Low Birth Weight (< 2500 gram) 6 (10.3)




Conclusion

Ongoing disease remission in pregnancy
results in optimal pregnancy outcomes

JAKi: Use only if no other viable option
for maternal health

Shared decision making is key

No adverse signals:
» Maternal complications

Pregnancy outcomes
Infant development
Infection risk
Vaccine response

Em el (rganization

Use JAKIi with caution:
Safety data in pregnancyA

remain very limited

ECCO ConferJAKi study recruiting:
contact mjn@clin.au.dk

1l p|mr~|D

Mette Julsgaard. min@clinau.dk; Linkedin, X@JulsgaardMette
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The Plasma Proteome R
Prognostically Importa
Molecular Endotypes i
Pediatric Cholestasis

Rupa S Kanchi, Kathleen Loomes, Keith Hazleton, Juliet Emamaullee, Kasper
Wang, Pamela Valentino, Ronald J Sokol, Phillip-.Rosenthal, Jean P Molleston,
Alexander-Miethke, John Magee, M. Kyle Jensen, Alyssa Kriegermeier, Saul J.
Karpen, Simon Horslen, Arianna Barbetta, Cristian Coarfa, Benjamin Shneider

CDDDW2026

Digestive Disease Week®
MAY 2-5, 2026 | CHICAGO, IL
EXHIBIT DATES: MAY 3-5, 2026

@DDWMeeting | #DDW2026

Research supported by

National Institute of
Diabetes and Digestive )
and Kidney Diseases C h i L D R-e N

Childhaod Liver Disease Research Network

1. To identify molecular endotypes across pediatric cholestatic liver
diseases using plasma proteomics
2. To assess the association of these endotypes with clinical outcomes

Pediatric liver disease patients (ChiLDReN)
* FORCE (NIH/NIDDK): EibroScan in Pediatric Cholestatic Liver Disease
» Fibroscan-based measurements of liver stiffness, Shneider et al., Hep Comm, 2020, 4(11)
+ Collection of serum and plasma as an associated biorepository
* FORCE baseline: 170 samples; BA (n = 93), A1AT (n =31), ALGS (n =46)
Healthy controls
* From general pediatric gastroenterology clinic (n = 17)

» Patients being evaluated for constipation, with no known liver diagnoses

Albumin (g/dL)
INR

4.40 (4.00, 4.60)
1.10 (1.00, 1.14)

4.30 (3.90, 4.60)
1.04 (1.00, 1.10)

A1AT (n =31) ALGS (n = 46) BA (n =93)

| ]Age (years) 131 (9.7,16.2) | 11.5(8.3,16.0) 8.1 (4.5, 11.8)
Total bilirubin (mg/dL) | 050 (0.30,0.80) | 1.15(0.50,3.00) | 0.50 (0.40, 1.00)
ALT (mg/dL) 43 (29, 61) 137 (75, 198) 59 (36, 94)

4.30 (3.90, 4.50)
1.10 (1.00, 1.14)

PELD score -12 (-15, -8) -6 (-10, 1) -11 (-14, -5)
Platelet count 226 (167, 257) 251 (180, 305) 198 (98, 279)
n (%) < 150 7 (22.6%) 9(19.6%) 33 (35.5%)




Platelet Count

pvalue < 0.001

C1 C2 C3 C4 C5

pvalue < 0.001

C1 C2 C3 C4 C5

opEOm
(2 R Y

1 Always cluster
together

06

04

02

0 Never cluster
together

Consensus matrix of samples, K=5 -/A

Heatmap shows consistency/stability in clustering of pairs of samples

pvalue < 0.001

Fisher's exact tes! p-value: Se—04

Total Bilirubin

C1 C2 C3 C4 C5

pvalue < 0.001

n=37) (n=54) (=43 (=21) (=32 _ I ab a
c1 c2 c3 Cc4 cs 5 b
High LSM High Total Bilirubin z
Low Platelet Count High ALT
Low BMI s

C1 C2 C3 C4 C5

pvalue < 0.001

a

e,

C1 C2 C3 C4 C5

Hallmark Genesets

Fibrosis / ductal remodeling / epithelial structure
EPITHELIAL MESENCHYMAL TRANSITION
APICAL SURFACE

APICAL JUNCTION

ANGIOGEMNESIS

HEDGEHOG SIGNALING

NOTCH SIGMNALING|

3.67 | 2.42
283
227
2.08

Inflammation / Immune

ILE JAK STAT3 SIGNALING
COMPLEMENT

ALLOGRAFT REJECTION

IL2 STATS SIGNALING
INFLAMMATORY RESPONSE
THFA SIGNALING VIA NFKB
INTERFEROMN ALFPHA RESFONSE

Hepatic metabolism / detox|

OXIDATIVE PHOSPHORYLATION
XENOBIOTIC METABOLISM
FATTY ACID METABOLISM
CHOLESTEROL HOMEOSTASIS
ADIPOGENESIS

PEROXISOME

BILE ACID METABOLISM

HEME METABOLISM

Cellular stress /| ER stress

PROTEIN SECRETION

UNFOLDED PROTEIN RESPONSE

P53 PATHWAY

DNA REPAIR

APOPTOSIS

REACTIVE OXYGEN SPECIES PATHWAY

232 285 375 3.81

211 1.93 I 250

2.03 .a.oa 412 3.78

196 | 2.76 2.70 2.93
244 264 2.24

Proliferation / regeneration
PI3K AKT MTOR SIGNALING
MTORC1 SIGNALING

G2ZM CHECKPOINT

MITOTIC SPINDLE

MYC TARGETS V2

EZF TARGETS




Endoscopie
(et trouvailles
anormales...)



RARE PEDIATRIC GASTRITIDES
(AUTOIMMUNE, COLLAGENOUS
AND LYMPHOCYTIC):

A MULTICENTER COHORT STUDY
OF CLINICAL AND ENDOSCOPIC

CHARACTERISTICS

DDDbw2026

Digestive Di

MAY 2-5, 2026 | CHICAGO, IL
ES: MAY 3-5, 2026

@ODWMasing | SO0/ Distribution des gastrites chroniques non-Helicobacter

pylori:
e Gastrite auto-immune (AIG) : 0.2% [5.4% si anémie]

* Gastrite collagénique (CG) : 0.01%
« Multicenter International ESPGHAN * Gastrite lymphocitaire (LG) : 0.21%
collaboration

« Currently 5 centers:
Europe (n=2) and Middle East (n=3)
* Retrospective: 2010-2025
* Population: 0-18 years
» Follow-up through 2031




 Total pediatric UGE: N=10,662
* N =60 (prevalence ~0.56% of UGE)

QAIG (n=11, ~0.1%), CG (n=18, ~0.2%) and LG (n=31, ~0.3%)

* Males: n=29 (48.3%)
* Age: 10.4 £ 4.9 years

e

Rare but real

» These Gastritides represent <1%
of pediatric UGE

* This multicenter cohort confirms
UGE prevalence rates AlG(0.1%),
CG(0.17%) and LG(0.29%)

AlG CG LG

(Autoimmune) | (Collagenous) | (Lymphocytic)
Abnormal 0% 11% 32% (10/31)
Weight Gain (Absent) (2/18) Significant (p=0.04
- : -~ o 51.6% Normal &

ndoscopic 100° 00%
Appeara:ce Inflamed / Polypoid Inflamed / Polypoid ‘ !\'nu‘(j?sal
i}";’:;;‘..'é
- IDA Signal * The normal scope “trap”
» LG presents unique diagnostic

* Iron deficiency anemia is the
universal anchor present in 78.3% of
cases

» |IDAis the primary prompt for
investigation across all three entities

challenge:

v -Highetst association with failure to gain
welght (32%)

v" -Highest rate of normal appearin
mu%osa (>50%) PP J

» Consider taking biopsy in IDA/Failure to
gain wlelght even if macroscopically
norma




ENDOSCOPIC APPENDICITIS I

DIAGNOSTIC INTERVENTION (EADI)
IN PEDIATRIC UNCOMPLICATED
APPENDICITIS:

A SINGLE CENTER STUDY

Retrospective a centre unique
Fevrier 2024 — Juin 2025

Yan-Ru Shen', De-Jin Zhong!, Hao Hong?2, Yang-Bor Lu!, Yung- Ning Huang', You-Xian Xie!, Yu-Chieh Weng! E nfa nts e nt re 5 et 1 8 ans
1Department of Digestive Disease, Xiamen Chang Gung Hospital, Hua Qiao University, Xiamen, Fujian, China. H H 74
2Department of Pediatrics, Xiamen Chang Gung Hospital, Hua Qiao University, Xiamen, Fujian, China. A p p e n d I C Ite n O n _CO m p | I q u e e a u S Ca n

CODDW2026

2 ¢ Digestive Disease Week"
MAY 2-5, 2026 | CHICAGO, IL

’ EXHIBIT DATES: MAY 3-5, 2026
@DDWMeeting | #DDW2026

A o B C
7 | ’ . | 83.3% 22.5min  25d
Y ; .
: , ; : CT-visible Median Median
o v - appendicolith procedure time hospital stay
™ > ' ‘ ' ‘ﬁ

— —

100% 94.4<,

D 3 0
-
v ", : Complete-case Conservative
) s analysis sensitivity analysis
O\ )

1717; 95% CI 80.5-100 17/18; 95% CI 72.7-99.9

'




Endoscopic Ultrasound-Guided
Liver Biopsy in Children Under 10
Years of Age: A Single Center
Experience on its Feasibility, Safety,
and Diagnostic Yield
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EUS Liver Biopsy

* Right lobe:
+ Approach from duodenal bulb
+ Needle primed with sterile saline and
negative pressure syringe suction applied
* Long pass (4-8 cm) of 19-gauge core needle
* 1 actuation

* Left lobe:
« Similar preparation and needle action
* Approach through gastric mucosa

Diehl et al Endoscopy Intl, 2015
Neito et al, Gastrointest Endoscopy, 2018
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Table 2. Liver Biopsy Sample Data, n=29

Maximum Intact Specimen Length (cm) 3.2(2.0-4.2)
Total Specimen Length (cm) 5.9(4.4-7.4)

Number of Complete Portal Tracts (All 12(7-17.25)
Specimens)

Both Lobes Biopsied 19 (66%)

Technical Success 28 (97%)

Diagnostic Success 28 (97%)
Adverse Events 0.0%




THE EMERGING FIELD OF ENDOHEPATOLOGY IN
THE PEDIATRIC POPULATION

-A SINGLE CENTER EXPERIENCE FROM THE UNITED STATES-

DDW 2026 — Chicago, IL
May 4, 2026
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Total Cases (n) 14
Diagnostic Sample 12 (86%)
Ambulatory Setting 11 (79%)
Mean total specimen length (cm) 3.8
Mean number of complete portal triads 24

Boston Children’s Hospital Experience

June 2020 — October 2025
* 20 unique patients
e 80% male
* Mean age 17 years (range 4-31

14 (70%) — EUS LB
3 (15%) — EUS PPG
3 (15%) — EUS GVC

0 adverse events

EUS GUIDED PORTAL PRESSURE GRADIENT
MEASUREMENT (EUS PPG) — BCH Experience

* Three patients (mean age 26 years, range 23-31) underwent EUS PPG

2 had Fontan Associated Liver Disease and were undergoing EUS PPG as part of the
transplant evaluation for possible combined heart-liver transplant

1 had confirmed cirrhosis and was being evaluated for clinically significant portal
hypertension

All cases were performed in the ambulatory setting under general anesthesia
All had success HV/PV pressures measured with PPG successfully calculated

0 Adverse events



“Disorders of the Gut—Brain
Interaction”
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Functional Abdominal Pain Program.
Center for Motility and Functional
Gastrointestinal Disorders

Boston Children’s Hospital
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CYCLIC VOMITING
SYNDROME
GUIDELINES

46% missed by Rome IV, 48% missed by NASPGHAN —
need new criteria

CVS patients have specific characteristics — new
criteria will be evidence-based

Katja Karrento, MD
Professor of Pediatric Gastroenterology
Director of Research & Cyclic Vomiting Syndrome
Children’s Wisconsin hospital, Milwaukee
Medical College of Wisconsin

One time assessment is not sufficient — 8% incorrect,
need follow-up, e.qg. 6 months
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Episode de debut soudain, stéreotypés, de vomissements a répétition, plusieurs
fois par heure

4 ou plus épisodes dans les derniers 12 mois

Durée 2h - 7 jours

Au moins 1 semaine entre les épisodes

Retour au “baseline” entre épisodes

Trouvailles a faveur

v' ATCD personels ou familiales de migraine

v’ Léthragie, diaphorése, photophobie, nausée incessante, douleur abdominale
v' Symptdmes légers peuvent étre présents ENTRE les épisodes




Prophylaxie non-pharmacologique
Thérapies psychologique/congnitive
Eviter les déclencheurs
Hygiene sommeil
Neuromodulation
Supplements :

‘
PEDIATRIC CVS TREATMENT ' ‘  Riboflavin 100 mg (<40kg) / 200mg (=40 kg) BID
=

GUIDELINES e Coenzyme Q10 (essai) 100 mg (<40kg) / 200mg

(=40 kg) DIE ou BID
* Glycinate Mg : 9mg/kg/j HS (ad 400mg)

Received: 17 April 2024 | Accepted: 6 January 2025
DOI: 10.1002/jpn3.70020
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PRACTICE GUIDELINE

Gastroenterology

North American Society for Pediatric Gastroenterology, B-bl
Hepatology, and Nutrition 2025 guidelines for queurs _ - o )
management of cyclic vomiting syndrome in children * Securitaire, haute efficacite, bonne réponse

longue-terme
Katja Karrento' | JohnM.Rosen® | SallyE.Tarbell® | RobertM.Issenman® | . p ’ . h 7N
Amy A. Gelfand® | Heidi Gamboa® | Sumit Parikh’ | Kathleen Adams® | recaution astnme severe

Wojtek Wiercioch® | B U. K. Li' Antagonistes 5-HTr
Antagonistes NK-1r
Antidepresseur TCA : si pas de réponse aux autres
agents
Anticonvulsants si réfractaire




A four-week web-based video mind-gut

intervention improves functional

abdominal pain associated somatic : 3

stress and anxiety in children. A = 5. Gut-brain therapies are effective in pediatric FAPDs

3

; 2 : ] IBS or FAP = 53
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*For research purposes only; not acting in a clinical capacity

Controlling Your Gut Feelings ® (CYGF): a web-based video program

* Web-based self-paced video program

Designed to address Gl symptoms and related anxiety .
Intervention Group Intervention Group

Medical hypnosis _{base]in;ejpr:; . (V5 post
Cognitive behavioral therapy (CBT) strategies - el intervention)
Motivational Interviewing

Waitlist Control

G Waitlist Control
Toup

Group

Waitlist Control
Group

S1: Information for Parents (baseline) (Baseline pre- V5 post intervention

Downloadable Homework

S2: Information for Child and Parents intervention)

S3: Controlling That Worrying

S4: Controlling That Worrying Follow-Up
S5: Controlling Those Symptoms

S6: Controlling Those Symptoms Follow-Up
S7: Conclusion
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, frontiers
in Nutrition

» Front Nutr, 2025 Sep 3;12:1578181. doi: 10.3389/fnut.2025.1578181

Constipation symptoms are associated with worse cognitive outcomesin
older adults without dementia
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Pharmacological treatment: Disimpaction

Good Practice Statements
- The GDG suggests that consideration and management of fecal impaction is vital to ensure
long term therapeutic success with any maintenance therapy. The GDG acknowledges that
the lack of a clear definition for fecal impaction influences assessment in practice and is a
barrier to achieving successful disimpaction.
The GDG suggests that high dose polyethylene glycol or enemas can be used as treatment

Pharmacological treatment: Maintenance

The GDG also recognizes other treatments that have utility in disimpaction and may be

used under locally agreed standardized protocols. Good Practice Statements

The GDG suggests that lactulose has a therapeutic role for FC in children.
The GDG suggests that bisacodyl has a therapeutic role for FC in children.

TABLE 2 Diagnostic criteria for refractory constipation in
children (all four criteria must be present).

The GDG suggests that senna has a therapeutic role for FC in children.

The GDG suggests that sodium picosulfate has a therapeutic role for FC in children.

1. Must meet ROME IV criteria for functional constipation The GDG suggests that liquid paraffin has a therapeutic role for FC in children. However,

2. Failure of age and developmantally appropriate conventional
therapies to improve symploms after a minimum of 3 months on
the following therapies

a_ Daily usa of a stimulant laxative at appropriate dosage (see
Table 3 for dosing recommen s) regardless of osmotic
laxative usa

b. Bahavioral interventions

c. Biomechanical interventions (i.e., correct positioning on the
tollet)

3. Ongoing symptoms of constipation
a. =2 voluntary defecations per week
andlor
b. 21 episode of fecal incontinence per week

4. Impaired QoL for the patient or family due to constipation
symploms

routine use is not recommended due to the potential significant side effects.

The GDG does not suggest the use of lubiprostone as a treatment for FC in children.

The GDG does not suggest the use of domperidone as a treatment for FC in children.
General statement regarding rectal therapies: The GDG acknowledges the potential
psychosocial impact of all per rectum therapies. The decision to consider such therapies
should be shared with children and their families, taking key factors into account.

The GDG suggests enemas have a maintenance therapeutic role for FC in select children.
The GDG suggests rectal suppositories have a therapeutic role for FC in select cases, either
as an adjunct or as an alternative when other therapies are not effective or appropriate.
The GDG suggests transanal irrigation has a therapeutic role for FC in select cases (where

other therapies are not effective or appropriate) and under specialized expert care.

The GDG suggests botulinum toxin A injections have a therapeutic role for FC in select cases

(refractory to conventional treatments) under specialized expert care.




Transition
Policy/Guide

Tracking/
Monitoring

Transition
Readiness

Transition
Planning

Transfer of Care

Transfer
Completion

Pediatric Experts

Have a trans policy
Review the transition policy with
patients/caregivers

Cess 10 identify
S at transition age and
n progress

g and
(PHQ-9, et
N and resources

gularly update goals
sition readiness

ment findings

Complet
package dical summary

jocuments, f
readiness assessment)
Communicate with selected adult
clinician about pending transfer of
care
Confirm date of first aduit
appointment

firm pediatric responsibility
until fir dult appointment
Obtain consent from patient for

monitonng

Confirm attendance at first adult
appointment
Track outcomes

rdical and psychosocial data
Obtain feedback from patient
parent/caregiver, and nsition
team on transition p
ommunicate with ad

rdback on transfer

main available for consultative
services as needed

Adult Experts

Be aware of pediatric trans policy
Willing 10 accept transitioni yatients

Patient Skills

Learn about the policy and partnering adult

'

Establish criteria and process for
transitioning adults

ers in practice
ing aduits
0 welcome and
orient new young adults into practice

exports

Appropriate health statusAcquired skills
and independence for transition to adult
care (see table 2)

Ensure receipt of transfer package
prior 1o first vise
Make a pre-visit appointment reminder

\

Review transfer package with
appropriate team members prior
to transfer

Initial visit

Address young adult’s needs
concems

Orient to new practice; review
differences between pediatric and
adult practices

Update medical plan of care
Ensure continued psychology and
nutrition support services
Establish preferred method of
communication

4

Assumes full care of young adult

Confirms transfer completion with

pediatric team

Obtain anonymous feedback about
transition process

Build ongoing and collaborative

partnerships with other primary and

specialty care chinicians

Schedules and is aware of appointment(s.
with aduit provider(s)

\

Able to express needs/concemsHave
insurance and other necessary
information for appointment

Available online 2 April 2026
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Establishment of clear
timelines for each
phase of the transition

The process should
start 1-2 years before ¥
transfer to adult care

Regular updates and
reminders for patients and
families as they approach

transition milestones

—+  Transfer




TRANSITION
READINESS DIFFERS
BY AGE AND
GENDER IN
CHILDREN AND
ADOLESCENTS WITH
DISORDERS OF GUT-
BRAIN INTERACTION
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Methods

Inclusion Criteria: Patients ages 15-25 years seen in DGBI clinic
between February 2021 and October 2025

Exclusion Criteria: Organic Gl disorders, neurodevelopmental
disorders

Transition Readiness Assessment

Questionnaire

Managing

Medications \

Appointment
ing

Keep
Tracking

bl  Health Issues




Tertile Difference By Age Cohort 000 Wilcoxon

Diagnosis Kruskall Wallace sum
FD vIBS 0.8139 0.5172

80
70 p=0.1557 p=0.022

60

L]

. FD v FNV 0.8867 0.4652
% 2 FNV v IBS 0.4415 0.7913
" I I I II I | FAP v FC 0.2088 04198

<18 Female  Male FD= functional dyspepsia, IBS= irritable bowel
Tertile syndrome, FNV= functional nausea and vomiting,
mlower ®Middle mUpper FAP = functional abdominal pain, FC = functional

constipation




Merci beaucoup de votre
attention
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