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for ulcerative colitis (UC) in both remission induction
and maintenance therapy. However, what indicator to
use when reducing dose of oral 5-ASA during remission
is still uncertain. Our aim was to investigate the clinical
characteristics and evaluate the risk factors of relapse
after reducing dose of oral 5-ASA from high dose to low.
Materials and methods : We investigated the medical
records of UC patients whose dose of oral 5-ASA was
reduced from high dose to low from 2012 to 2017. The
following clinical features were compared between
patients with relapse and remission at 52 weeks : gender,
age, age at onset of disease, duration of disease, duration
of disease remission, location of disease, type of oral
5-ASA, laboratory findings, medical history of
corticosteroids use, thiopurines use, and acute severe
colitis (ASC).

Mayo (pMayo) score of < 1, and relapse was defined as

The remission was defined as partial
pMayo score of >3. We excluded patients who
received combination therapy, such as thiopurines, anti
tumor necrosis factor (TNF) agents, corticosteroids,
tacrolimus, cytapheresis at reducing dose.

Results : 70 patients were eligible for inclusion in this
analysis. 52 maintained remission and 18 relapsed in
the follow-up period. Multivariable analysis indicated
that medical history of ASC was independent predictive
factor for clinical relapse (p <0.001, OR : 7.50, 95%
CI: 2.9-14.33).

Conclusions : Attention should be paid to relapse when
reducing dose of 5-ASA in patients with medical history
of ASC.
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Prognosis prediction of colon cancer by artificial
intelligence
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For colon cancer, oncological staging by the TNM
classification is used for diagnosis and treatment in
Japan. However, discrepancies are present between
staging and clinical practice regarding both prognosis
and choice of treatment. Therefore, the 2019 Japanese
Society for Cancer of the Colon and Rectum Guidelines
for the treatment of colon cancer has recommended that
some clinicopathologic elements are added to the staging,
but specific criteria have not been established to date.

Therefore, identification of a true prognostic factor for
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