IQANNHY ANAPOYAAKHY

“anti-TNF mapdyovtes Ko 1 xpiien Tovg KaTd T Stdpkseia T1g Konong”

ITEPIAHYH

H yopnynon avti-TNF mopaydviov cuvictdtolr 6€ Yuvaikeg avamopoy®yikng nikiog, yuo
acBéveleg Omwc mn vocog tov Crohn, 1 €Ak®ONG KOAITION, 1 PELVHATOEWNG KOU YOPLOGIKN
apBpitda, kabmg Kot 1 aykvAomomTiky omovovAitida. H yopnynomn tov mopaydviov avtdv
KOTA TO YPOVIKO OldoTnua TS Konong eival mhavo va evéyetl Kivdohvoug yia 1o EUPpuo, Oumg ta
AOTELECLLATO GYETIKMV LEAETAOV EIVOL OUPIAEYOUEVA.

Ot avti-TNF Broroyikol mopdyovteg eivor €ite yuouptkd 1 TANPOC «ovOpOTOTOUEVOY
AVTICOUOTO, €iTe O10AVTOL VTOJSOYEIS, €iTE AVOGLVOLUGUEVOL OVTOYOVIGTEG VITOJOYEMV. XTO
EUTOP10 KLKAOQOPOVV 5 yvwotol tétotol Tapdyovteg: To infliximab (Remicade), to adalimumab
(Humira), to etanecerpt (Enbrel), to certolizumab pegol (Cimzia) kot to golimumab (Simponi).
Xoupova pe tov FDA, o1 Brodoywcol mapdyovieg katatdosovior otny Katnyopio B.

Katd t dugpked g KOMong mopatnpobvtal opiopéves QoprokokvnTikég aAlayés. H
HETOPOPE TOL QapUAKoL 610 £UPpvo cvvtereitan Kvpimg péow Sidyvone ol HEGOL TOL
TAOKOUVTO, €V T KOTOVOUN TOL @opudkov oto EuPpvo, emnpedletor omd TO OTOUIKE
YOPAKTNPLOTIKA TOV EUPPHOV Kol Omd TNV 16TOEWIKOTNTA TOL QapudKkov. ['a va eppavictovv
dwtapayés oty omiacn tov eufpbov, 0 TEPATOYOVOG TOPAYOVTOS TPEMEL Vo, OPACEL GTO
GTAO10 TNG OPYOVOYEVESTG.

To infliximab, @aivetar va elvar ac@arés BpoayvmpdOeciio, vIdpPyYoLV ovnoLYiES, OLLMG, YL TIG
EMATAOCES TOL OTO OVOGOAOYIKO cvotnuo tov egufpvov. Ia 1o adalimumab dev €yel
wapatnpn el ToSikdTNTa Kot ToL dedopéva amd mepapatdlma vTodniovovy younio kivovvo. To
etanecerpt, 0ev gpeavilel to&ikn N TepATOoYOVO dpdom oe avamopaywyikovs eAéyyovs (dwv, og
d00ELg TOAD HeyOAVTEPES amd QVTEG TOL YOopPNYOoLVTAL KAVIKE. Ot HEAETEC TOV TTEPLYPAPOLV TN
ypnon tov mapdyovta certolizumab pegol, katd TV d1bpkeln TNG KUMNONG, Elval EAAYIOTES, EVD
dgv VILAPYOLV AVAPOPES TNS YPNoNG TOL golimumab, 6e avOp®OTIVEG KV OELS.

H andépaon dwaxonng tov avti-TNF napaydvrtov, katd ) didpkela tng Komong, eivor 00KoAn
TG0 Y10 TOV KAWVIKO Y1aTpd, 000 Kol Yo TV £YKvo yuvoika. Komdg eivar 1 eloyiotonoinon
TOGO TOV VTOTPOTAV, OGO Kol TNG EUPpLIKNG €kBeong oto papuako. H andpaon Ba mpémel va
Aoppavetor e£0TopIKELIEVE, SATNPOVTOS TAVTO KOTG VOU TO OKPLTO YOPOUKTNPIOTIKA TNG
acBevoig Kot TG acHEvelog.



“Safety of anti-TNF therapy during pregnancy”

ABSTRACT

Anti-TNF treatment is recommended for women of reproductive age, with diseases like
Crohn's, ulcerative colitis, rheumatoid and psoriatic arthritis, and ankylosing spondylitis. The use
of anti-TNF agents during the period of gestation is possible to cause deleterious effects to the
fetus, but the results of several related studies are controversial.

Anti-TNF biological agents are either fully chimeric or humanized antibodies, soluble
receptors, or recombinant receptor antagonists. There are 5 known, commercially available such
agents: infliximab (Remicade), adalimumab (Humira), etanecerpt (Enbrel), certolizumab pegol
(Cimzia) and golimumab (Simponi). According to the FDA, biological agents are classified in B
category.

During pregnancy, certain pharmacokinetic changes are observed. Transition of the drug to
the fetus occurs mostly via diffusion through the placenta, while the distribution of the drug, is
affected by the individual characteristics of the fetus and from the tissue specificity of the drug.
For developmental disorders to occur, the teratogenic factor must act on the stage of
organogenesis.

Infliximab, seems to be safe, in short term, however, there are concerns, about the effects of it
on the immunological system of the fetus. For adalimumab toxicity has not been observed and
data from laboratory animals indicate low risk. Etanecerpt, does not show toxic or teratogenic
effects in animal tests, at doses much higher than those administered clinically. Studies
describiong the use of certolizumab pegol agent, during pregnancy, are scarce, while there are no
reports of the use of golimumab in human pregnancies.

The decision to administer or not anti-TNF Agents, during pregnancy, is difficult for both the
clinician and the pregnant woman. The aim is to minimize both mother relapse of the disease and
fetal exposure to the drug. The decision should be personalized, always keeping in mind the
distinct characteristics of the patient and the disease.



	ΠΕΡΙΛΗΨΗ

