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Abstract: We performed an epidemiologic study to assess the prevalence of chronic viral hepatitis in
inflammatory bowel disease (IBD) and to detect their possible relationships. Methods: It was a single
centre cohort cross-sectional study, during October 2016 and October 2017. Consecutive IBD adult
patients and a control group of non-IBD subjects were recruited. All patients underwent laboratory
investigations to detect chronic hepatitis B (HBV) and C (HCV) infection. Parameters of liver function,
elastography and IBD features were collected. Univariate analysis was performed by Student’s t
or chi-square test. Multivariate analysis was performed by binomial logistic regression and odds
ratios (ORs) were calculated. We enrolled 807 IBD patients and 189 controls. Thirty-five (4.3%) had
chronic viral hepatitis: 28 HCV (3.4%, versus 5.3% in controls, p = 0.24) and 7 HBV (0.9% versus
0.5% in controls, p = 0.64). More men were observed in the IBD–hepatitis group (71.2% versus 58.2%,
p < 0.001). Patients with IBD and chronic viral hepatitis had a higher mean age and showed a higher
frequency of diabetes, hypertension and wider waist circumference. They suffered more frequently
from ulcerative colitis. Liver stiffness was greater in subjects with IBD and chronic viral hepatitis
(7.0 ± 4.4 versus 5.0 ± 1.2 KPa; p < 0.001). At multivariate analysis, only old age directly correlated
with viral hepatitis risk (OR = 1.05, 95%CI 1.02–1.08, p < 0.001). In conclusion, the prevalence of
HBV/HCV in IBD is low in our region. Age may be the only independent factor of viral hepatitis–IBD
association. Finally, this study firstly measured liver stiffness in a large scale, showing higher values
in subjects with both diseases.
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1. Introduction

Inflammatory bowel disease (IBD) is a heterogeneous group of inflammatory disorders of the
gastrointestinal tract characterized by chronic inflammation of the mucosa, with transmural damage
for Crohn’s disease, with the recurrent clinical course [1]. IBD encompasses two major clinical forms,
i.e., Crohn’s disease (CD) and ulcerative colitis (UC). Since the treatment of IBD is based in selected
cases on immunosuppressive agents (thiopurines and biologic drugs such as monoclonal antibodies),
an accurate clinical and laboratory assessment is preliminarily required to look for chronic infections that
may have a severe flare under biologic drugs [2]. Among these, chronic viral hepatitis and in particular
chronic hepatitis B (CHB) and chronic hepatitis C (CHC) are advised to be investigated by guidelines
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before starting immunosuppressive treatment [3]. Indeed, all HBsAg positive subjects should start
antiviral agents before undergoing biologic treatment to prevent potentially serious hepatitis B flares [3].
According to current guidelines, CHC is not considered as a contraindication to IBD treatment even if it
should be considered that immunomodulators could increase viremia thus worsening the progression
towards severe liver fibrosis and, therefore, caution is advisable in this context [3]. On the other
hand, patients with IBD may suffer from a concomitant liver disorder (primary sclerosing cholangitis,
autoimmune hepatitis and overlap syndromes [4–6]) or assume drugs (thiopurines) that may provoke
liver damage [7]. Additionally, it has been demonstrated that IBD subjects are more prone to develop
non alcoholic fatty liver disease [8]. For these reasons, it is important to identify patients with both
IBD and chronic viral hepatitis, since the interplay between the management of these conditions may
accelerate the progression of liver damage. Previous reports demonstrated a quite variable prevalence
of CHB/CHC in IBD, ranging from 6% to 25% [9,10]. Therefore, we aimed to perform an epidemiologic
study to assess the prevalence of chronic viral hepatitis in IBD in our geographic area (Southern Italy)
and to detect the possible relationship of viral liver infection and specific peculiarities of IBD.

2. Results

We totally enrolled 807 subjects with IBD, of whom 438 (54.3%) were affected by CD and 369
(45.7%) by UC. Of these, 35 (4.3%) patients had chronic viral hepatitis, in particular we found 28 CHC
(3.4%) and 7 CHB (0.9%). Among the 189 controls, the prevalence of CHB and CHC was 0.5% and
5.3% respectively, not statistically significant compared to the IBD group. Additionally, the control
group was similar for age and sex, while we observed a higher number of smokers and subjects with
hypertension in the control group. IBD and controls had similar liver stiffness values and fibrosis stage.
Even the finding of steatosis did not differ between IBD and controls. Further details are reported
in Table 1.

Table 1. Comparison of demographic/clinical characteristics of inflammatory bowel disease (IBD) and
non-IBD controls patients.

Variable IBD
(n = 807)

Non-IBD
(n = 189) p Value

Age, years (mean ± standard deviation) 46.2 ± 13.2 45.8 ± 17.8 0.73
BMI, Kg/m2 (mean ± standard deviation) 24.5 ± 5.0 24.4 ± 4.3 0.79

Male sex, n (%) 474 (58.7) 105 (55.5) 0.42
Smokers, n (%) 132 (16.3) 45 (23.8) 0.01

Alcohol intake, n (%)
<10 g/day
>10 g/day

90 (11.1)
5 (0.6)

53 (28.0)
0 (0)

0.22

Diabetes, n (%) 39 (4.8) 7 (3.7) 0.69
Hypertension, n (%) 79 (17.0) 41 (21.7) <0.001

Abdominal circumference, n (%) * 138 (17.1) 13 (6.8) <0.001
Liver stiffness kPa (mean ± standard deviation) 5.1 ± 2.1 4.9 ± 1.7 0.22

Fibrosis stage
• F0
• F1
• F2
• F3
• F4

725 (90.0)
52 (6.4)
9 (1.1)

13 (1.6)
8 (0.9)

164 (86.9)
12 (6.3)
6 (3.2)
5 (2.6)
2 (1.0)

0.15

Ultrasound picture of steatosis, n (%) 231 (28.6) 44 (23.3) 0.14
Chronic hepatitis B 7 (0.9) 1 (0.5) 0.64
Chronic hepatitis C 28 (3.4) 10 (5.3) 0.24

* Subjects with a value >102 cm for males and >88 cm for females. IBD: inflammatory bowel disease and BMI: body
mass index.

A serology indicative of HBV effective vaccination (anti-HBsAg > 100 mIU/mL) was observed
in 232 (28.7%) patients, and vaccinated patients were younger than non-vaccinated ones (43.1 ± 14.1
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versus 45.9 ± 16.2 years, p = 0.02). Previous contact with hepatitis B virus, landmarked by HBc IgG
positivity and HBV DNA negativity, was found in 62 patients (7.7%).

The results of the comparison of demographic and anthropometric data of the two cohorts (IBD
with and without viral hepatitis) are summarized in Table 2. Patients with chronic viral hepatitis
had a higher mean age and lower frequency of smoking and alcohol consumption. More men were
observed in the IBD–hepatitis group (71.2% versus 58.2%, p < 0.001). Age at diagnosis was 25.6 ± 6.1 in
IBD without hepatitis and 26.9 ± 4.6 in the IBD with the hepatitis group (p = 0.21). From a metabolic
point of view, these subjects showed a higher frequency of diabetes, hypertension and wider waist
circumference. No differences were observed in the lipid and glycemic profile.

Table 2. Comparison of demographic, anthropometric and metabolic characteristics of patients with
IBD with or without chronic viral hepatitis.

Variable IBD with Chronic Viral
Hepatitis (n = 35)

IBD without Chronic
Viral Hepatitis (n = 772) p Value

Age, years (mean ± SD) 57.3 ± 14.5 44.5 ± 15.6 <0.001
Female sex (%) 28.8 41.8 <0.001
Smokers (%) 8.6 16.7 0.001

Ethanol assumption (%)
<10 g/day
>10 g/day

11.4
0

11.1
0.6

<0.001

Diabetes (%) 5.7 4.8 <0.001
Hypertension (%) 22.8 16.9 <0.001

Waist circumference * (%) 28.5 21.6 <0.001
BMI, Kg/m2 (mean ± SD) 23.4 ± 17.1 21.2 ± 11.2 0.36
Total cholesterol (mg/dL)

(mean ± SD) 171 ± 45 177 ± 41 0.59

HDL (mg/dL)
(mean ± SD) 66 ± 38 54 ± 17 0.06

LDL (mg/dL)
(mean ± SD) 101 ± 40 101 ± 34 0.96

Triglycerides (mg/dL)
(mean ± SD) 96 ± 27 112 ± 59 0.30

Fasting blood glucose
(mg/dL)

(mean ± SD)
112 ± 59 96 ± 30 0.42

IBD: inflammatory bowel diseases; BMI: body mass index; HDL: high density lipoprotein; LDL: low density
lipoprotein. * Subjects with a value >102 cm for males and >88 cm for females.

The results of the comparison of IBD features of the two cohorts (IBD with and without viral
hepatitis) are summarized in Table 3. Subjects with chronic viral hepatitis suffered more frequently
from UC. Instead, CD patients with CHC/CHB had undergone less surgical operations; in detail,
the 50% (4 out of 8) of patients with surgical procedures performed before 1990 had CHC, while patients
undergoing surgery after 1990 did not show any type of viral hepatitis (p < 0.001). Furthermore, it was
found that patients with CHC/CHB were less frequently exposed to infliximab, antibiotics or probiotics,
while no differences were found with other biologic or immunomodulatory drugs. Most of the IBD
patients in both groups were in the remission phase, as highlighted by clinical indexes.



Pathogens 2020, 9, 0870 4 of 10

Table 3. Comparison of main IBD features of patients with IBD with or without chronic viral hepatitis.

Variable IBD with Chronic Viral
Hepatitis (n = 35)

IBD without Chronic
Viral Hepatitis (n = 772) p Value

Crohn’s disease (%) 45.7 54.6 <0.001
HBI (mean ± SD) 0.3 ± 0.4 0.2 ± 0.5 0.49
CD behavior (%)
B1 inflammatory

B2 stenosing
B3 penetrating

p Perianal

60
10
30
0

55.6
30.2
14.1
0.7

0.80

CD localization (%)
L1 Ileal

L2 Colon
L3 Ileocolic

L4 upper + L3
L4 + L1

25
20
25
5
0

24.9
31.3
41.6
1.9
0.3

0.57

Previous surgery for CD (%) 8.6 13.7 <0.001
Ulcerative colitis (%) 54.3 45.4 0.002

Mayo partial score
(mean ± SD) 1.7 ± 1.6 1.6 ± 0.9 0.56

UC localization (%)
E1 Proctitis

E2 left colitis
E3 subtotal/pancolitis

66.6
26.6
6.6

47.1
16.5
36.4

0.64

Azathioprine (%) 25.7 37.6 0.10
Systemic steroids (%)

<3 courses/year
>3 courses/year

65.7
5.7

58.0
12.8

0.30

Topical steroids (%)
In course

Used previously
20

14.3
11.4
23.7

0.03

Infliximab (%) 14.3 18.4 <0.001
Adalimumab (%) 11.4 16.5 0.20
Golimumab (%) 5.7 3.4 0.11
Biosimilars (%) 0 1.8 0.06
Antibiotics (%) 60 55.7 0.03
Probiotics (%) 74.3 63.6 0.008

Fecal calprotectin # (%) 5.5 5.7 0.99
ESR (mm/h)
(mean ± SD) 13.3 ± 13.9 15.1 ± 14.8 0.57

CRP (mg/dL)
(mean ± SD) 4.1 ± 12.6 1.7 ± 5.9 0.09

IBD: inflammatory bowel diseases; UC: ulcerative colitis; CD: Crohn’s disease; HBI: Harvey Bradshaw Index; ESR:
erythrocyte sedimentation rate; CRP: C reactive protein; # >200 µg/g.

In terms of liver function, the two populations were homogeneous, except for the basal liver
stiffness, measured by Fibroscan, which was greater in subjects with chronic viral hepatitis than in those
without this condition (7.0 ± 4.4 KPa versus 5.0 ± 1.2 KPa; p < 0.001). Moreover, patients with advanced
fibrosis, i.e., F3 or F4, were significantly more in the hepatitis group (8.6% and 5.7% respectively),
than in IBD without hepatitis (1.3% and 0.8%). This subgroup of IBD patients, however, was affected by
the following non-viral liver chronic disorders: 5 cases of primary sclerosing cholangitis, 2 autoimmune
hepatitis, 2 primary biliary cholangitis and 7 non-alcoholic steatohepatitis. Results are summarized
in Table 4.
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Table 4. Comparison of characteristics of liver profile in patients with IBD with or without chronic
viral hepatitis.

Variable IBD with Chronic Viral
Hepatitis (n = 35)

IBD without Chronic
Viral Hepatitis (n = 772) p Value

Ethanol assumption (%)
<10 g/day
>10 g/day

11.4
0

11.1
0.6

<0.001

Basal Liver stiffness, kPa
(mean ± SD) 7.7 ± 4.4 5.0 ± 1.2 <0.001

Severity of fibrosis, n (%)
• F0
• F1
• F2
• F3
• F4

28 (80)
2 (5.7)
0 (0)

3 (8.6)
2 (5.7)

697 (90.3)
50 (6.5)
9 (1.1)

10 (1.3)
6 (0.8)

<0.001

Ultrasound picture of steatosis,
n (%) 10 (28.6) 221 (28.6) 0.22

AST (× ULN) 0.72 ± 0.41 0.59 ± 0.58 0.17
ALT (× ULN) 0.69 ± 0.54 0.77 ± 0.62 0.94
GGT (× ULN) 0.45 ± 0.29 0.58 ± 0.93 0.08
ALP (× ULN) 0.90 ± 1.21 0.58 ± 0.54 0.04

Total bilirubin (mg/dL)
(mean ± SD) 0.79 ± 0.64 0.74 ± 0.64 0.77

Conjugated bilirubin (mg/dL)
(mean ± SD) 0.27 ± 0.12 0.23 ± 0.67 0.47

Platelets (×103)
(mean ± SD)

253 ± 77 265 ± 88 0.46

APRI score
(mean ± SD) 0.41 ± 0.66 0.37 ± 1.79 0.92

IBD: inflammatory bowel diseases; AST: aspartate transaminase; ULN: beyond the upper normality limit; ALT:
alanine transaminase; GGT: gamma glutamyl transpeptidase; ALP: alkaline phosphatase; APRI: AST to Platelet
Ratio Index.

At multivariate analysis, based on the significant factors at the univariate analysis, only the age
directly correlated with the risk of viral hepatitis (OR = 1.05, 95% CI 1.02–1.08, p < 0.001).

3. Discussion

Chronic viral hepatitis is a worldwide health issue. It is estimated that about 120–200 million
people suffer from CHC and 240–350 million from CHB [11], with a mean world prevalence of 5% and
2% for HBV and HCV, respectively [11]. In Italy, a previous study in our region found HCV prevalence
of 2.6% in the period 2005–2009 [12]. Furthermore, several studies attempted to assess the epidemiology
of chronic viral hepatitis in IBD. Former studies described a prevalence much higher in IBD than in
the general population [9,10], while recent evidence [13–17] showed prevalence comparable between
the two groups, ranging from 1% to 9%. Herein, we found a prevalence of 3.4% for CHC and 0.9%
for CHB, a result that perfectly mirrors the situation in Italy and is in accordance to recent literature
reports [13,16,17]. In our series, we demonstrated that the prevalence of HBV and HCV was similar
between controls and IBD, and this is a confirmatory finding, since another study from our geographic
area has found a similar HCV prevalence of 2.6% [12]. Consequently, we could speculate that IBD may
not be associated to increased risk of HCV infection in our region.

It has been hypothesized that previous surgical procedures could be independent risk factors
for CHB/CHC [10]. However, our analysis showed a surprisingly opposite result, since subjects with
chronic hepatitis experienced less surgical interventions, and this may reflect the evolution of procedures
of tool sterilization and knowledge about transmission of viral hepatitis. Indeed, surgical exposure as a
risk factor was reported mainly in outdated studies. On the other hand, our analysis demonstrated that
only an advanced age was independently associated to increased risk of CHB/CHC (OR = 1.05); it is
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possible that surgery performed before the diffusion of presurgical hepatitis screening could explain
this result, and the fact that CHC were more common in subjects operated before 1990 could be a
confirmatory finding. Indeed, the introduction of the HBV vaccine and HCV routine detection allowed
an improvement in the prevention measures against viral hepatitis transmission during surgery or
blood donation, thus reducing the risk of infection in young generations [18]. As expected, vaccinated
patients were younger than non-vaccinated ones, and this may be another possible explanation of
our result.

Furthermore, it was found that these patients were less frequently exposed to infliximab, antibiotics
or probiotics, while no differences were found with other biologic or immunomodulatory drugs. In this
regard, the potential risks of hepatitis reactivation under biologic drugs may have induced a reduction
of infliximab prescription, as already suggested by Park et al. [19].

Another significant result was the higher basal liver stiffness in subjects with chronic viral hepatitis
than in those without this condition (7.0 ± 4.4 KPa versus 5.0 ± 1.2 KPa; p < 0.001). This was confirmed
by the higher proportion of F3–F4 fibrosis in the hepatitis group (8.6% and 5.7% respectively), than in
IBD without hepatitis (1.3% and 0.8%). We believe that, despite that this was an expected finding,
it may represent novel evidence since, at the best of our knowledge, liver elastography has been used
only for IBD patients assuming metotrexate [20,21] to monitor drug hepatotoxicity. However, this is
the first study that measured systematically liver fibrosis in all IBD subjects.

Another interesting finding at the univariate analysis was that IBD patients with chronic hepatitis
suffered more frequently from diabetes, hypertension and were characterized by a large waist
circumference. In this perspective, it has been shown that HCV may have a direct atherogenic
effect [22] and could promote diabetes by inducing gluconeogenic genes, accumulation of lipids and
targeting of lipid storage organelles, as suggested by basic and clinical studies [23–27]. Furthermore,
we demonstrated that IBD subjects with CHC/CHB assumed less alcohol and consumed fewer cigarettes,
and this event may be explained by the issue that patients with liver disease are frequently advised to
stop some voluptuary habits such as ethanol drinking. The prevalence of steatosis is a factor that may
overestimate stiffness measurement [28]; however in our cohort its prevalence was similar between
IBD with or without hepatitis, therefore a possible bias was ruled out.

The presence of a condition of double chronicity (IBD and concomitant CHC/CHB) may underlie
critical issues related to a possible different progression of liver damage. Currently, there are
no data available in the literature concerning a more rapid evolution of hepatic fibrosis in this
subgroup of patients, although it has been hypothesized that this process may be accelerated by
the immunosuppressive therapy employed for IBD [29]. This could be acknowledged as a possible
limitation of our study. Since this is a transversal cohort study, we were not able to assess the evolution
of liver fibrosis during a follow up period. So, we have no proof to demonstrate such a hypothesis.
However, a study is ongoing in our unit aimed to elucidate this topic.

4. Materials and Methods

4.1. Patients Enrolment

This study was planned as a single center cohort cross-sectional study. In the period October
2016–October 2017 patients followed-up in our IBD outpatient gastroenterology unit (Policlinico di Bari
University Hospital, Puglia, Italy) were consecutively recruited, regardless of age. The diagnosis of
IBD was performed, according to the current ECCO-ESGAR Guidelines, based on the combination of
clinical, laboratory and instrumental data (endoscopy, histology and radiology) [30]. Unclassified IBD
were not considered. In the same period of time, a control group of non-IBD patients, matched for
age and sex, attending the functional and motor disorders of gastrointestinal system outpatient unit,
was enrolled. Enrolled patients provided written informed consent. The study was approved by the
independent Ethics Committee of the Policlinico di Bari (protocol no. 4862) and performed according
to the statement of the Declaration of Helsinki.
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By considering a prevalence of viral hepatitis of 2.6% as reported in our geographic region [12],
a precision of 0.05 and a 90% level of confidence, a minimum sample size of 22 patients with chronic
viral hepatitis was needed for our purpose. We excluded HIV coinfected patients and subjects who did
not give or were unable to provide written informed consent.

4.2. Data Collection

For all patients, the following data were collected: clinical history, anthropometric parameters (sex,
age, height, weight, body mass index (BMI), smoking, alcohol intake, simultaneous liver disorders other
than viral hepatitis and comorbidities) and IBD diagnosis and staging related data (year of first diagnosis,
extension/behavior of disease according to the Montreal classification, disease activity using partial
Mayo (for clinical UC activity), Harvey Bradshaw index (for clinical CD activity) scores, ongoing and
previous therapy and previous surgical procedures) [31,32]. Unfortunately, endoscopic activity scores
were not available for all patients, therefore they were not analyzed Then we collected laboratory data
performed within 3 months of enrollment: full blood count, creatinine, erythrocyte sedimentation rate
(ESR), C-reactive protein (PCR), fecal calprotectin, aspartate transaminase (AST), alanine transaminase
(ALT), gamma-glutamyl transpeptidase (GGT), alkaline phosphatase (ALP) and total and conjugated
bilirubin. Hepatitis B virus (HBV) markers (in detail HBsAg, anti-HBs and anti-HBc IgG) and hepatitis
C (HCV) markers (anti-HCV) were collected. CHB and CHC were diagnosed, respectively, if HBsAg
and anti-HCV were positive for at least 6 months. Only for patients who tested positive for HBV
and/or HCV chronic infection, determination of HBV-DNA or HCV-RNA was performed. Additionally,
we carried out liver ultrasound and liver elastography.

4.3. Evaluation of Hepatic Fibrosis Stage Using Fibroscan

Each patient, fasting for at least 12 h, underwent the determination of the liver stiffness by
Fibroscan (Echosens, Paris, France) at the time of enrollment. Measurements of the liver stiffness
were performed on the right lobe of the liver, on a site localized by previous ultrasound evaluation,
through the intercostal spaces with patient in supine position. Ten valid measurements were performed
on each patient and only exams with a success rate of at least 60% and an interquartile interval <30%
were considered reliable [33]. We excluded from the study conditions that technically prevented
the execution of liver elastography (severe obesity, narrowness of intercostal spaces). Liver stiffness
values ≥7.0 KPa, 8.7 KPa, 10.3 KPa and 14 kPa were considered as representative of mild (F1),
moderate (F2), advanced fibrosis (F3) and cirrhosis, respectively.

4.4. Statistic Analysis

The enrolled population was divided into two cohorts: IBD with and without concomitant CHB
and/or CHC. The continuous variables were expressed as mean ± standard deviation, while categorical
variables as percentages. On univariate analysis, the comparison between continuous variables
was performed by a Student’s t test, while the chi-square test was used for categorical variables.
Multivariate analysis was performed by means of a binomial logistic regression to determine which
factors could influence the presence of CHB/CHC in IBD patients. For the independent variables the
odds ratios (ORs) were calculated and their 95% confidence interval (CI). All statistical tests were
two-tailed and statistical significance was set at OR < 0.05. The statistical analysis was performed
using the software SPSS version 23.0 for Windows, Armonk, NY: IBM Corp.

5. Conclusions

In conclusion, our study suggests that the age may be the only independent factor of viral
hepatitis–IBD association and a possible explanation may be related to HBV vaccination and HCV
screening in young people. Moreover, other factors such as biological therapy and metabolic syndrome
need to be investigated in prospective studies on large series. As expected, the presence of HBV and
HCV are associated to an increased risk of liver fibrosis in patients of IBD.



Pathogens 2020, 9, 0870 8 of 10

Author Contributions: Conception or design of the work: G.L., A.I., E.I., A.D.L., M.P.; acquisition of data: G.L.,
A.I., A.C., M.B.; analysis and interpretation of data: G.L., E.I., M.P.; Drafting the work G.L., E.I.; Final approval:
all authors. All authors have read and agreed to the published version of the manuscript.

Funding: Gilead science for the award “Fellowship program 2016”.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Weimers, P.; Munkholm, P. The natural history of IBD: Lessons learned. Curr. Treat. Options Gastroenterol.
2018, 16, 101–111. [CrossRef] [PubMed]

2. Borman, Z.A.; Côté-Daigneault, J.; Colombel, J.F. The risk for opportunistic infections in inflammatory bowel
disease with biologics: An update. Expert Rev. Gastroenterol. Hepatol. 2018, 12, 1101–1108. [CrossRef]
[PubMed]

3. Rahier, J.F.; Magro, F.; Abreu, C.; Armuzzi, A.; Ben-Horin, S.; Chowers, Y.; Cottone, M.; de Ridder, L.;
Doherty, G.; Ehehalt, R.; et al. Second European evidence-based consensus on the prevention, diagnosis and
management of opportunistic infections in inflammatory bowel disease. J. Crohns Colitis 2014, 8, 443–468.
[CrossRef] [PubMed]

4. Ballotin, V.R.; Bigarella, L.G.; Riva, F.; Onzi, G.; Balbinot, R.A.; Balbinot, S.S.; Soldera, J. Primary sclerosing
cholangitis and autoimmune hepatitis overlap syndrome associated with inflammatory bowel disease: A case
report and systematic review. World J. Clin. Cases 2020, 8, 4075–4093. [CrossRef]

5. Klein, M.; Núñez, P.; Bay, C.; Pizarro, C.; Sedano, R.; Quera, R. Liver disorders in inflammatory bowel disease.
EMJ Hepatol. 2020, 8, 26–32.

6. Yaccob, A.; Mari, A. Practical clinical approach to the evaluation of hepatobiliary disorders in inflammatory
bowel disease. Frontline Gastroenterol. 2019, 10, 309–315. [CrossRef] [PubMed]

7. Silva, J.; Brito, B.S.; Silva, I.N.N.; Nóbrega, V.G.; da Silva, M.C.S.M.; Gomes, H.D.N.; Fortes, F.M.;
Pimentel, A.M.; Mota, J.; Almeida, N.; et al. Frequency of hepatobiliary manifestations and concomitant liver
disease in inflammatory bowel disease patients. Biomed. Res. Int. 2019, 2019, 7604939. [CrossRef]

8. Principi, M.; Iannone, A.; Losurdo, G.; Mangia, M.; Shahini, E.; Albano, F.; Rizzi, S.F.; La Fortezza, R.F.;
Lovero, R.; Contaldo, A.; et al. Nonalcoholic fatty liver disease in inflammatory bowel disease: Prevalence and
risk factors. Inflamm. Bowel Dis. 2018, 24, 1589–1596. [CrossRef]

9. Longo, F.; Hebuterne, X.; Tran, A.; Staccini, P.; Hastier, P.; Schneider, S.; Benzaken, S.; Tirtaine, C.; Rampal, P.
Prevalence of Hepatitis C in patients with chronic inflammatory bowel disease in the region of Nice and
evaluation of risk factors. Gastroenterol. Clin. Biol. 2000, 24, 77–81.

10. Biancone, L.; Pavia, M.; Del Vecchio Blanco, G.; D’Incà, R.; Castiglione, F.; De Nigris, F.; Doldo, P.; Cosco, F.;
Vavassori, P.; Bresci, G.P.; et al. Hepatitis B and C virus infection in Crohn’s disease. Inflamm. Bowel Dis.
2001, 7, 287–294. [CrossRef]

11. Basnayake, S.K.; Easterbrook, P.J. Wide variation in estimates of global prevalence and burden of chronic
hepatitis B and C infection cited in published literature. J. Viral Hepat. 2016, 23, 545–559. [CrossRef]

12. Cozzolongo, R.; Osella, A.R.; Elba, S.; Petruzzi, J.; Buongiorno, G.; Giannuzzi, V.; Leone, G.; Bonfiglio, C.;
Lanzilotta, E.; Manghisi, O.G.; et al. Epidemiology of HCV infection in the general population: A survey in a
southern Italian town. Am. J. Gastroenterol. 2009, 104, 2740–2746. [CrossRef]

13. Sansone, S.; Guarino, M.; Castiglione, F.; Rispo, A.; Auriemma, F.; Loperto, I.; Rea, M.; Caporaso, N.;
Morisco, F. Hepatitis B and C virus reactivation in immunosuppressed patients with inflammatory bowel
disease. World J. Gastroenterol. 2014, 20, 3516–3524. [CrossRef]

14. Loras, C.; Saro, C.; Gonzalez-Huix, F.; Mínguez, M.; Merino, O.; Gisbert, J.P.; Barrio, J.; Bernal, A.; Gutiérrez, A.;
Piqueras, M.; et al. Prevalence and factors related to hepatitis B and C in inflammatory bowel disease patients
in Spain: A nationwide multicenter study. Am. J. Gastroenterol. 2009, 104, 57–63. [CrossRef]

15. Chevaux, J.B.; Nani, A.; Oussalah, A.; Venard, V.; Bensenane, M.; Belle, A.; Gueant, J.L.; Bigard, M.A.;
Bronowicki, J.P.; Peyrin-Biroulet, L. Prevalence of hepatitis B and C and risk factors for non vaccination in
inflammatory bowel disease patients in Northeast France. Inflamm. Bowel Dis. 2010, 16, 916–924. [CrossRef]

http://dx.doi.org/10.1007/s11938-018-0173-3
http://www.ncbi.nlm.nih.gov/pubmed/29359275
http://dx.doi.org/10.1080/17474124.2018.1530983
http://www.ncbi.nlm.nih.gov/pubmed/30277409
http://dx.doi.org/10.1016/j.crohns.2013.12.013
http://www.ncbi.nlm.nih.gov/pubmed/24613021
http://dx.doi.org/10.12998/wjcc.v8.i18.4075
http://dx.doi.org/10.1136/flgastro-2018-101037
http://www.ncbi.nlm.nih.gov/pubmed/31281626
http://dx.doi.org/10.1155/2019/7604939
http://dx.doi.org/10.1093/ibd/izy051
http://dx.doi.org/10.1097/00054725-200111000-00002
http://dx.doi.org/10.1111/jvh.12519
http://dx.doi.org/10.1038/ajg.2009.428
http://dx.doi.org/10.3748/wjg.v20.i13.3516
http://dx.doi.org/10.1038/ajg.2008.4
http://dx.doi.org/10.1002/ibd.21147


Pathogens 2020, 9, 0870 9 of 10

16. Morisco, F.; Castiglione, F.; Rispo, A.; Stroffolini, T.; Sansone, S.; Vitale, R.; Guarino, M.; Biancone, L.;
Caruso, A.; D’Inca, R.; et al. Effect of immunosuppressive therapy on patients with inflammatory bowel
diseases and hepatitis B or C virus infection. J. Viral Hepat. 2013, 20, 200–208. [CrossRef] [PubMed]

17. Papa, A.; Felice, C.; Marzo, M.; Andrisani, G.; Armuzzi, A.; Covino, M.; Mocci, G.; Pugliese, D.; de Vitis, I.;
Gasbarrini, A.; et al. Prevalence and natural history of hepatitis B and C infections in a large population
of IBD patients treated with anti-tumor necrosis factor-alpha agents. J. Crohns Colitis 2013, 7, 113–119.
[CrossRef]

18. Fu, P.; Lv, Y.; Zhang, H.; Liu, C.; Wen, X.; Ma, H.; He, T.; Ke, L.; Wu, B.; Liu, J.; et al. Hepatitis C virus
prevalence and incidence estimates among Chinese blood donors. Transfusion 2019, 59, 2913–2921. [CrossRef]
[PubMed]

19. Park, S.H.; Yang, S.K.; Lim, Y.S.; Shim, J.H.; Yang, D.H.; Jung, K.W.; Kim, K.J.; Ye, B.D.; Byeon, J.S.; Myung, S.J.;
et al. Clinical courses of chronic hepatitis B virus infection and inflammatory bowel disease in patients with
both diseases. Inflamm. Bowel Dis. 2012, 18, 2004–2010. [CrossRef] [PubMed]

20. Barbero-Villares, A.; Mendoza Jiménez-Ridruejo, J.; Taxonera, C.; López-Sanromán, A.; Pajares, R.; Bermejo, F.;
Pérez-Calle, J.L.; Mendoza, J.L.; Algaba, A.; Moreno-Otero, R.; et al. Evaluation of liver fibrosis by
transient elastography (Fibroscan®) in patients with inflammatory bowel disease treated with methotrexate:
A multicentric trial. Scand. J. Gastroenterol. 2012, 47, 575–579. [CrossRef] [PubMed]

21. Laharie, D.; Zerbib, F.; Adhoute, X.; Boué-Lahorgue, X.; Foucher, J.; Castéra, L.; Rullier, A.; Bertet, J.;
Couzigou, P.; Amouretti, M.; et al. Diagnosis of liver fibrosis by transient elastography (FibroScan) and
non-invasive methods in Crohn’s disease patients treated with methotrexate. Aliment. Pharmacol. Ther. 2006,
23, 1621–1628. [CrossRef] [PubMed]

22. Macaluso, F.S.; Maida, M.; Minissale, M.G.; Li Vigni, T.; Attardo, S.; Orlando, E.; Petta, S. Metabolic factors
and chronic hepatitis C: A complex interplay. Biomed. Res. Int. 2013, 2013, 564645. [CrossRef] [PubMed]

23. Barone, M.; Viggiani, M.T.; Amoruso, A.; Schiraldi, S.; Zito, A.; Devito, F.; Cortese, F.; Gesualdo, M.;
Brunetti, N.; Di Leo, A.; et al. Endothelial dysfunction correlates with liver fibrosis in chronic HCV infection.
Gastroenterol. Res. Pract. 2015, 2015, 682174. [CrossRef]

24. García-Compeán, D.; González-González, J.A.; Lavalle-González, F.J.; González-Moreno, E.I.;
Villarreal-Pérez, J.Z.; Maldonado-Garza, H.J. Current concepts in diabetes mellitus and chronic liver
disease: Clinical outcomes, hepatitis C virus association, and therapy. Dig. Dis. Sci. 2016, 61, 371–380.
[CrossRef] [PubMed]

25. Losurdo, G.; Castellaneta, A.; Rendina, M.; Carparelli, S.; Leandro, G.; Di Leo, A. Systematic review with
meta-analysis: De novo non-alcoholic fatty liver disease in liver-transplanted patients. Aliment. Pharmacol. Ther.
2018, 47, 704–714. [CrossRef]

26. Barone, M.; Viggiani, M.T.; Losurdo, G.; Principi, M.; Leandro, G.; Di Leo, A. Systematic review with
meta-analysis: Post-operative complications and mortality risk in liver transplant candidates with obesity.
Aliment. Pharmacol. Ther. 2017, 46, 236–245. [CrossRef]

27. Montenegro, L.; De Michina, A.; Misciagna, G.; Guerra, V.; Di Leo, A. Virus C hepatitis and type 2 diabetes:
A cohort study in southern Italy. Am. J. Gastroenterol. 2013, 108, 1108–1111. [CrossRef]

28. Petta, S.; Wong, V.W.; Cammà, C.; Hiriart, J.B.; Wong, G.L.; Vergniol, J.; Chan, A.W.; Di Marco, V.;
Merrouche, W.; Chan, H.L.; et al. Serial combination of non-invasive tools improves the diagnostic accuracy
of severe liver fibrosis in patients with NAFLD. Aliment. Pharmacol. Ther. 2017, 46, 617–627. [CrossRef]

29. Berenguer, M.; Ferrell, L.; Watson, J. HCV-related fibrosis progression following liver transplantation:
Increase in recent years. J. Hepatol. 2000, 32, 673–684. [CrossRef]

30. Maaser, C.; Sturm, A.; Vavricka, S.R.; Kucharzik, T.; Fiorino, G.; Annese, V.; Calabrese, E.; Baumgart, D.C.;
Bettenworth, D.; Borralho Nunes, P.; et al. ECCO-ESGAR guideline for diagnostic assessment in IBD part 1:
Initial diagnosis, monitoring of known IBD, detection of complications. J. Crohns Colitis 2019, 13, 144–164.
[CrossRef] [PubMed]

31. Satsangi, J.; Silverberg, M.S.; Vermiere, S.; Colombel, J.F. The Montreal classification of Inflammatory Bowel
Disease: Controversies, consensus, and implications. Gut 2006, 55, 749–753. [CrossRef] [PubMed]

http://dx.doi.org/10.1111/j.1365-2893.2012.01643.x
http://www.ncbi.nlm.nih.gov/pubmed/23383659
http://dx.doi.org/10.1016/j.crohns.2012.03.001
http://dx.doi.org/10.1111/trf.15432
http://www.ncbi.nlm.nih.gov/pubmed/31271469
http://dx.doi.org/10.1002/ibd.22905
http://www.ncbi.nlm.nih.gov/pubmed/22337144
http://dx.doi.org/10.3109/00365521.2011.647412
http://www.ncbi.nlm.nih.gov/pubmed/22229701
http://dx.doi.org/10.1111/j.1365-2036.2006.02929.x
http://www.ncbi.nlm.nih.gov/pubmed/16696812
http://dx.doi.org/10.1155/2013/564645
http://www.ncbi.nlm.nih.gov/pubmed/23956991
http://dx.doi.org/10.1155/2015/682174
http://dx.doi.org/10.1007/s10620-015-3907-2
http://www.ncbi.nlm.nih.gov/pubmed/26462490
http://dx.doi.org/10.1111/apt.14521
http://dx.doi.org/10.1111/apt.14139
http://dx.doi.org/10.1038/ajg.2013.90
http://dx.doi.org/10.1111/apt.14219
http://dx.doi.org/10.1016/S0168-8278(00)80231-7
http://dx.doi.org/10.1093/ecco-jcc/jjy113
http://www.ncbi.nlm.nih.gov/pubmed/30137275
http://dx.doi.org/10.1136/gut.2005.082909
http://www.ncbi.nlm.nih.gov/pubmed/16698746


Pathogens 2020, 9, 0870 10 of 10

32. Sostegni, R.; Daperno, M.; Scaglione, N.; Lavagna, A.; Rocca, R.; Pera, A. Review article: Crohn’s disease:
Monitoring disease activity. Aliment. Pharmacol. Ther. 2003, 17, 11–17. [CrossRef] [PubMed]

33. Barone, M.; Iannone, A.; Brunetti, N.D.; Sebastiani, F.; Cecere, O.; Berardi, E.; Antonica, G.;
Di Leo, A. Liver stiffness and portal blood flow modifications induced by a liquid meal consumption:
Pathogenetic mechanisms and clinical relevance. Scand. J. Gastroenterol. 2015, 50, 560–566. [CrossRef]
[PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1046/j.1365-2036.17.s2.17.x
http://www.ncbi.nlm.nih.gov/pubmed/12786607
http://dx.doi.org/10.3109/00365521.2014.1003396
http://www.ncbi.nlm.nih.gov/pubmed/25614991
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Results 
	Discussion 
	Materials and Methods 
	Patients Enrolment 
	Data Collection 
	Evaluation of Hepatic Fibrosis Stage Using Fibroscan 
	Statistic Analysis 

	Conclusions 
	References

