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Abstract

Background and aims

In inflammatory bowel disease (IBD), the impact of established cardiovascular risk factors

and disease-related factors on the risk of acute arterial events is still unclear. We aimed to

identify risk factors of acute arterial events in patients with IBD.

Methods

All consecutive patients followed at Saint-Antoine Hospital between 1996 and 2015 with

subsequent occurrence of acute arterial events (acute coronary syndrome or ischemic

stroke) were identified. Traditional cardiovascular risk factors, treatment exposure, systemic

inflammation (mean serum CRP level greater than or equal to 5 mg/L) and IBD clinical activ-

ity were assessed. A nested case-control study was performed including cases and controls

without arterial ischemic event, matched on age, gender, and disease extent.

Results

A total of 30 patients (median age at acute vascular event occurrence: 42 years (interquar-

tile range: 25–59)) developed acute coronary syndrome (n = 22) or ischemic stroke (n = 8).

In univariate analysis, clinical disease activity and the persistence of systemic inflammation,

diabetes, dyslipidemia and hypertension were significantly associated with an increased

risk of acute arterial events. Neither protective nor aggravating effects associated with treat-

ment exposure were identified. In multivariate analysis, the presence of diabetes (Odds

ratio (OR): 14.5, 95% confidence interval (CI): 1.1–184.7) and clinical disease activity (OR:

10.4, 95% CI: 2.1–49.9) remained significantly associated with the risk of acute arterial

event.

PLOS ONE | https://doi.org/10.1371/journal.pone.0201991 August 31, 2018 1 / 10

a1111111111

a1111111111

a1111111111

a1111111111

a1111111111

OPENACCESS

Citation: Le Gall G, Kirchgesner J, Bejaoui M,

Landman C, Nion-Larmurier I, Bourrier A, et al.

(2018) Clinical activity is an independent risk factor

of ischemic heart and cerebrovascular arterial

disease in patients with inflammatory bowel

disease. PLoS ONE 13(8): e0201991. https://doi.

org/10.1371/journal.pone.0201991

Editor: Emiko Mizoguchi, Kurume University

School of Medicine, JAPAN

Received: May 8, 2018

Accepted: July 25, 2018

Published: August 31, 2018

Copyright: © 2018 Le Gall et al. This is an open

access article distributed under the terms of the

Creative Commons Attribution License, which

permits unrestricted use, distribution, and

reproduction in any medium, provided the original

author and source are credited.

Data Availability Statement: All relevant data are

within the paper and its Supporting Information

files.

Funding: The authors received no specific funding

for this work.

Competing interests: The authors have declared

that no competing interests exist.

Abbreviations: IBD, Inflammatory bowel disease;

CD, Crohn’s disease; UC, Ulcerative colitis; PSC,

https://doi.org/10.1371/journal.pone.0201991
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
http://crossmark.crossref.org/dialog/?doi=10.1371/journal.pone.0201991&domain=pdf&date_stamp=2018-08-31
https://doi.org/10.1371/journal.pone.0201991
https://doi.org/10.1371/journal.pone.0201991
http://creativecommons.org/licenses/by/4.0/


Conclusion

Disease activity may have an independent impact on the risk of acute arterial events in

patients with IBD. These findings may highlight new potential benefits of optimizing anti-

inflammatory treatment in patients with persisting clinical activity.

Introduction

Inflammatory bowel disease (IBD) including Crohn’s disease and ulcerative colitis are charac-

terized by chronic intestinal and systemic inflammation, while chronic systemic inflammation

plays a central role in atherogenesis and consequently increases the risk of atherosclerosis

[1,2]. In patients with IBD, it has been constantly reported an increased risk of acute arterial

events, including ischemic heart disease, cerebrovascular disease and peripheral artery disease

[3–6]. In addition, this increased risk was also reported in patients with other systemic inflam-

matory diseases, such as rheumatoid arthritis [7,8]. However, the association between chronic

systemic inflammation and the risk of acute arterial events remains unclear in patients with

IBD. Two studies based on medico-administrative databases concluded that IBD disease activ-

ity was an independent predictor of acute arterial events [5,6]. However, the disease activity

was assessed trough indirect markers, including hospitalizations, surgical procedures, and

treatment exposure [6,9]. Systemic inflammation was not monitored in these two studies.

Other studies on persons without IBD concluded that systemic inflammation based on serum

C-reactive protein (CRP) level predicts ischemic heart disease, cerebrovascular disease, and

cardiovascular death, even after adjustment for the traditional cardiovascular risk factors

[10,11]. Hence, the impact of intestinal and systemic inflammation on the risk of acute arterial

events in patients with IBD remains unclear and needs further investigation.

The aim of our study was to assess the impact of intestinal and systemic inflammation on

the risk of acute arterial event in patients with IBD.

Methods

Data source

The MICISTA database is a cohort of patients with IBD followed by the same medical team of

gastroenterologists at the Rothschild Hospital from 1994 to 2002 and at the Saint Antoine Hos-

pital since 2003 in Paris [11]. The prospective data collection began in 1994 and has since con-

tinued. The diagnosis of IBD was confirmed by endoscopy, pathology and imaging. Recorded

variables include: (1) demographic characteristics; (2) disease phenotype, initial and cumula-

tive disease extension; (3) clinical disease activity; (4) treatment related o IBD; (5) associated

diseases, notably cancer and cardiovascular disease. The study was approved by the French

Data Protection Supervisory Authority (Commission Nationale de l’Informatique et des Liber-

tés [CNIL—1 104 603]).

Patients with acute arterial event

All patients, aged 18 or older with an occurrence of acute arterial event between 1996 and 2015

were identified from the MICISTA database. Only patients with regular follow-up were ana-

lyzed. Regular follow-up was defined as a follow-up greater than one year and at least one visit

per year in our IBD unit.

Patients with an occurrence of acute arterial event prior to the diagnosis of IBD were

excluded. Cases were selected based on a variable corresponding to the vascular manifestation.
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Among these patients, the type of arterial ischemic event was assessed through medical rec-

ords. Acute coronary syndrome was defined by chest pain with electrocardiogram modifica-

tion, documented elevation in cardiac troponin and evidence of a culprit lesion on coronary

[12]. Stroke was defined by neurologic clinical modification and confirmed ischemia in mag-

netic resonance imaging [13]. Patients were excluded in case of active neoplasia or occurrence

of neoplasia in the previous 5 years before acute arterial event, and in the absence of clinical or

biological monitoring prior to the date of acute arterial event occurrence.

Nested case-control study

Since the level of systemic inflammation is not reported in the MICISTA database, a nested

case-control study assessing the impact of systemic inflammation was conducted in the

MICISTA cohort. As defined previously, patients with an occurrence of acute arterial event

were selected as cases. Patients without an occurrence of acute arterial event were selected as

controls. Matching criteria were sex, the date of birth (within five years), the date of diagnosis

(within five years), and the phenotype of IBD (Crohn’s disease or ulcerative colitis), patients

with unclassified IBD were included in the ulcerative colitis group. All variables were assessed

from MICISTA database and medical records of cases and matched controls in the year prior

to the occurrence of acute arterial event.

Variable related to systemic and intestinal inflammation were assessed as follows: clinical

activity was characterized according to the MICISTA database classification [14–16], (0: quies-

cent disease; 1: minor symptoms (chronic or intermittent gastrointestinal symptoms) with

questionable link with IBD activity, and without impact on professional life; 2: mild symptoms

(chronic or intermittent gastrointestinal symptoms) whose link with IBD is likely, but without

impact on professional life; 3: flare or chronic disease activity affecting professional life; 4: hos-

pitalization related to IBD disease activity; 5: surgical procedure related to IBD disease activity)

Clinical activity was defined as the most severe condition within the year preceding the acute

arterial event. Two groups were formed: the quiescent disease group (0) and the clinical active

disease group (1 to 5). Average CRP> 5mg / L, platelet count, and hemoglobin level were

recorded in the year and in the three years preceding the arterial ischemic event. Traditional

cardiovascular risk factors (arterial hypertension, dyslipidemia, diabetes, active smoking, obe-

sity and age) were also collected. Diagnoses of diabetes, dyslipidemia, and arterial hypertension

were based on the medical file information on exposure to anti-diabetics, lipid-lowering drugs

and anti-hypertensive drugs, respectively. Patients were considered exposed to IBD-related

treatment (corticosteroids, 5 amino-salicylates, thiopurines, methotrexate, and anti–tumor

necrosis factor agents [anti-TNFs]) in case of any treatment exposure within the year preced-

ing the acute arterial event. We chose arbitrarily as the marker of the impact of exposure to

corticosteroids the highest dose (mg per day) used within the year preceding the acute arterial

event in cases.

The collection of variables of interest was carried out from the MICISTA database (pheno-

type of the disease, clinical activity, smoking status, type of treatment, age at diagnosis) and

from medical records (date and type of acute arterial event, traditional cardiovascular risk fac-

tors). In matched controls, all variables were collected after the same time interval as in cases

between the date of diagnosis and the date of the acute arterial event occurrence.

Statistical analysis

Quantitative variables were compared by a Wilcoxon-Mann-Whitney test. Qualitative vari-

ables were compared by a Chi-2 or Fisher test, as appropriate. The statistically significant dif-

ference level was defined as p <0.05 (bilateral test). An univariate conditional logistic
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regression was performed in order to quantify the relationship between occurrence of acute

arterial event and the variables of interest. All variables significantly associated with occurrence

of an acute arterial event with p-value <0.20 in univariate conditional logistic regression and

all traditional cardiovascular risk factors (due to their established association with acute arte-

rial event) were included in a multivariate logistic regression model with a backward variable

elimination procedure to assess the strength of the associations while controlling for possible

confounding variables.

Results

Characteristics of patients

Among 8164 patients identified with IBD in the 1994–2015 MICISTA database, 3539 patients

were regularly followed in our unit during the study period. Among them, an acute vascular

event occurred in 112 patients. Additionally, 82 of these patients were not eligible for inclu-

sion: 35 patients had a venous thromboembolic event, 3 patients had a hemorrhagic stroke, 2

patients had active neoplasia, 14 patients did not have monitoring prior the acute arterial event

and 28 patients had acute arterial event prior to the diagnosis of IBD. In total, 8 patients with

an ischemic stroke and 22 patients with acute coronary syndrome after the diagnosis of IBD

were finally included in the study (Fig 1).

As expected, no statistically significant differences were observed between the two groups

for any of the matching criteria. Overall, patients were predominantly male (53 [59%]) with a

median age at IBD diagnosis of 47 years (interquartile range, IQR: 32–57) and 43 years (IQR:

32–54) in cases and controls (p = 0.27), respectively. The disease location was predominantly

colonic or ileocolonic for Crohn’s disease and distal or left-sided for ulcerative colitis accord-

ing to the Montreal classification. Patient characteristics according the occurrence of acute

arterial event are provided in Table 1.

Among patients with of acute arterial event, the median interval between IBD diagnosis

and occurrence of acute arterial event was 15.4 years (IQR: 1.9–24.3). Regarding traditional

cardiovascular risk factors, 23.3% (N = 7) of patients had diabetes, 33.3% (N = 10) had dyslipi-

demia, 63.3% (N = 19) were older than 50 years at the occurrence of acute arterial event. In the

year prior to acute arterial event, 46.7% (N = 14) reported active smoking, 33.3% (N = 10) had

active chronic disease, 23.3% (N = 7) had been hospitalized related to IBD disease activity in

the year prior to acute arterial event. Regarding treatment exposure, 6.7% (N = 2), 23.3%

(N = 7), 30.0% (N = 9) of patients were exposed to anti-TNFs, immunosuppressants (thiopur-

ines and methotrexate), and corticosteroids, respectively.

Impact of systemic inflammation

In univariate analysis, clinically active IBD was associated with an increased risk of acute ische-

mic event (Odds ratio (OR): 12.3, 95%CI: 2.8–53.6). Regarding systemic inflammation, the

presence of an average CRP level greater than 5mg/L in the year or in the preceding 3 years

were all associated with an increased risk of acute ischemic event (OR: 3.2, 95%CI: 1.2–8.5).

No statistically significant differences between cases and controls were observed for exposure

to immunosuppressants, anti-TNFs or corticosteroids. As expected, diabetes, dyslipidemia

and arterial hypertension were associated with an increased risk of acute arterial event. For

univariate regression analysis refer to Table 2.

In multivariate analysis, the presence of diabetes (OR: 14.5, 95% CI: 1.1–184.7) and clinical

disease activity (OR: 10.4, 95% CI: 2.1–49.9) remained significantly associated with the risk of

acute arterial event (Table 3).
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Fig 1. Flow chart.

https://doi.org/10.1371/journal.pone.0201991.g001
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Table 1. Characteristics of patients included in the case-control study.

Case n = 30 Controls n = 60 p-value

General characteristics

Age at diagnosis of IBD (years) 41.9(25.3–58.7) 43.3(31.7–54.6)

Male 18 (60) 35 (58.3) 0.27

Type of IBD

Crohn’s disease 20 (66.7) 42 (70.0)

ileum 5 (25.0) 11 (26.2)

colonic 8 (40.0) 19 (45.2)

ileocolonic 7 (35.0) 12 (28.6)

Ulcerative colitis 8 (26.7) 17 (28.3)

Proctitis 3 (37.5) 6 (35.3)

Left-sided UC 4 (50.0) 9 (52.9)

Extensive UC 1 (12.5) 2 (11.8)

Unclassified IBD 2 (6.7) 1 (5.9)

Type of ischemic event

Stroke 8 (26.7)

Acute coronary syndrome 22 (73.3)

Results are expressed as median (interquartile range) or n (%).

https://doi.org/10.1371/journal.pone.0201991.t001

Table 2. Univariate regression analysis.

Cases Controls Odds ratio P
n = 30 n = 60 (CI 95%)

Clinical activity 25 (83.3) 26 (43.3) 10.0 (2.2–44.3) 0,002�

Average CRP level over 3

years >5mg/L

25 (83.3) 41 (68.3) 2.5 (1.1–6.4) 0,04�

Average CRP level the year

>5mg/L

18 (60) 21 (35) 3.2 (1.2–8.5) 0,02

Platelet count�� (×109/L) 259 (209–312) 250 (209–308) 1.0 (0.9–1.1) 0.83

Smoking status 14 (46.7) 24 (40) 1.3 (0.3–5.5) 0,67�

Diabetes 7 (23.3) 2 (3.3) 11.2 (1.4–92.4) 0,02�

Dyslipidemia 10 (33.3) 8 (13.3) 5.8 (1.2–28.5) 0,03�

Arterial hypertension 16 (53.3) 15 (25) 3.6 (1.2–10.3) 0,02�

Immunosuppressants

(methotrexate,

azathioprine)

Corticosteroids

0 21 (70) 44 (73.3) Ref -

0-20mg/j 8 (26.7) 15 (25) 1.1 (0.4–3.0) 0.98

> 20mg/j 1 (3.3) 1 (1.7) 1.1 (0.1–17.6)

Results are expressed as median (interquartile range) or n (%). CI 95%: 95% Confidence interval

�: variables included in multivariate analysis

�� Odds ratio for 10 000 units increase

https://doi.org/10.1371/journal.pone.0201991.t002
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Discussion

In the present nested case-control study, clinical disease activity was associated with an

increased risk of acute arterial events in patients with IBD. Chronic systemic inflammation

was associated with an increased risk of acute arterial events in univariate analysis but not in

multivariate analysis. Traditional cardiovascular risk factors were expectedly associated with

an increased risk of acute arterial event.

We reported a trend between the risk of acute arterial event and chronic systemic inflam-

mation defined by mean CRP level greater than 5mg/L in the year or in the 3 years preceding

acute arterial event. This association was statistically significant in univariate regression analy-

sis although not significant in multivariate analysis. This finding is in accordance with previ-

ous studies reporting elevated levels of CRP as an independent cardiovascular risk factor

[9,17]. It also suggest that the persistence of residual acute or chronic inflammation is associ-

ated with an increased risk of acute arterial events and supports the concept of zero tolerance

of residual inflammation, in order to avoid long-term ischemic vascular complications.

The main strength of our study is that the entire patient population was drawn from the

MICISTA cohort, ensuring accurate assessment of risk factors and IBD clinical activity based

on our access to over 20 years follow-up and full medical records for all included patients.

Additionally, studies assessing the risk of acute arterial events in patients with IBD did not

accurately assess systemic inflammation[18]. In a 2015 US study, the introduction of cortico-

steroids in patients with IBD reduced the risk of arterial ischemic event (19). The group of

patients who experienced an acute ischemic event, in this study, had more cardiovascular risk

factors than the patients in our study. However, as key clinical and biological data did not

allow the identification of risk factors, less than 20% of the patients had biological marker as

CRP level[19]. This is the first study that gathers clinical activity data, systemic inflammation

and IBD treatment.

No protective factors against occurrence of acute arterial events, including corticosteroid

therapy, immunosuppressants or anti-TNFs were observed in our study. While these parame-

ters may be involved in decreasing the occurrence of such events, their true associations may

have been impossible to demonstrate in our study due to lack of sufficient statistical power as

the sample size was small. A study published in 2014, evaluating immunomodulatory mole-

cules used in IBD treatments ‘effect on the rigidity of arterial vascular wall, reported that sys-

temic inflammation was significantly involved in increasing arterial rigidity. This rigidity was

reduced by immunomodulatory treatments [20].

Traditional cardiovascular risk factors were associated with an increased risk of acute arte-

rial events. Since patients with IBD are at increased risk of acute arterial events, it would seem

reasonable to routinely screen for major cardiovascular risk factors in this population and to

ensure their appropriate management once detected. Guidelines regarding the cardiovascular

risk management in patients with rheumatoid arthritis and other forms of inflammatory joint

Table 3. Multivariate regression analysis.

Odds Ratio (95% CI) p

Diabetes 14.5 (1.1–184.7) 0.04

Clinical activity 10.4 (2.1–49.9) 0.01

Variables included in the model: diabetes, dyslipidemia, hypertension, smoking status, 3-year CRP mean, clinical

activity

https://doi.org/10.1371/journal.pone.0201991.t003
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disorders are published since 2009 [21]. However, the screening of cardiovascular risk factors

is generally not part of the management algorithm for patients with chronic inflammatory

bowel disease. A study published in 2011 found that among patients with IBD, less than 20%

were assessed for cardiovascular risk factors, while 100% were assessed for inflammatory bio-

markers. [22]. Yet, it seems necessary to assess major cardiovascular risk factors as part of

management of these patients as it is performed for extra-intestinal manifestations of IBD

[22]. The prevention of cardiovascular events requires management of both the cardiovascular

risk factors and the background chronic inflammatory pathology.

Some limitations should be noted. The definition of disease activity was prospectively

assessed according to the MICISTA database classification. Although this definition has been

used in several studies [14–16], the assessment of disease activity based on scores used in clini-

cal trials would have increased the generalizability of our findings. Second, although the defini-

tion of diabetes, dyslipidemia, and hypertension were based on related treatment exposure

(antidiabetic, lipid-lowering drugs and anti-hypertensive drugs, respectively) in individual

medical records, details on exposure to these drugs were not specifically collected. Similarly,

coagulation factors were not collected. Since atherosclerosis is a chronic inflammatory condi-

tion of the vessel wall, inflammatory biomarkers have been shown to predict risk, monitor

treatments, and guide therapy. Although several biomarkers were identified during the last

years, CRP measured by a highly sensitive assay remains the most widely studied. Several stud-

ies concluded that CRP level predicts ischemic heart disease, cerebrovascular disease, and car-

diovascular death even after adjustment for the traditional Framingham covariates [9,10].

In conclusion, our study demonstrates that clinically active IBD was significantly associated

with an increased risk of acute arterial event in patient with IBD. This key finding of increased

risk of acute arterial event among patients with clinically active disease highlights the need for

effective treatment, even in patient with low-grade symptoms but with persistent biological

inflammatory syndrome. Additionally, screening and management of cardiovascular risk fac-

tors appear to be essential to reducing this risk of acute arterial event. Further studies are

needed to assess the beneficial effect of IBD related treatment in reducing the risk of acute arte-

rial events.
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1. Hansson GK, Robertson A-KL, Söderberg-Nauclér C. Inflammation and atherosclerosis. Annu Rev

Pathol. 2006; 1:297–329. https://doi.org/10.1146/annurev.pathol.1.110304.100100 PMID: 18039117

2. Emerging Risk Factors Collaboration, Kaptoge S, Di Angelantonio E, Lowe G, Pepys MB, Thompson

SG, et al. C-reactive protein concentration and risk of coronary heart disease, stroke, and mortality: an

individual participant meta-analysis. Lancet Lond Engl. 9 janv 2010; 375(9709):132–40.

3. Singh S, Singh H, Loftus EV, Pardi DS. Risk of cerebrovascular accidents and ischemic heart disease

in patients with inflammatory bowel disease: a systematic review and meta-analysis. Clin Gastroenterol

Hepatol Off Clin Pract J Am Gastroenterol Assoc. mars 2014; 12(3):382–93.e1: quiz e22.

4. Fumery M, Xiaocang C, Dauchet L, Gower-Rousseau C, Peyrin-Biroulet L, Colombel J-F. Thromboem-

bolic events and cardiovascular mortality in inflammatory bowel diseases: a meta-analysis of observa-

tional studies. J Crohns Colitis. juin 2014; 8(6):469–79.

5. Kirchgesner J, Beaugerie L, Carrat F, Andersen NN, Jess T, Schwarzinger M; BERENICE study group.

Increased risk of acute arterial events in young patients and severely active IBD: a nationwide French

cohort study. Gut. 2018 Jul; 67(7):1261–1268. https://doi.org/10.1136/gutjnl-2017-314015 Epub 2017

Jun 24 PMID: 28647686

6. Kristensen SL, Ahlehoff O, Lindhardsen J, Erichsen R, Jensen GV, Torp-Pedersen C, et al. Disease

activity in inflammatory bowel disease is associated with increased risk of myocardial infarction, stroke

and cardiovascular death—a Danish nationwide cohort study. PLoS One. 2013; 8(2):e56944. https://

doi.org/10.1371/journal.pone.0056944 Epub 2013 Feb 15 PMID: 23457642

7. Avina-Zubieta JA, Thomas J, Sadatsafavi M, Lehman AJ, Lacaille D. Risk of incident cardiovascular

events in patients with rheumatoid arthritis: a meta-analysis of observational studies. Ann Rheum Dis. 1

sept 2012; 71(9):1524–9. https://doi.org/10.1136/annrheumdis-2011-200726 PMID: 22425941

8. Maradit-Kremers H, Nicola PJ, Crowson CS, Ballman KV, Gabriel SE. Cardiovascular death in rheuma-

toid arthritis: a population-based study. Arthritis Rheum. mars 2005; 52(3):722–32.

9. Cosnes J, Gower-Rousseau C, Seksik P, Cortot A. Epidemiology and natural history of inflammatory

bowel diseases. Gastroenterology. mai 2011; 140(6):1785–94.

10. Shankar A, Li J, Nieto FJ, Klein BE, Klein R. Association between C-reactive protein level and peripheral

arterial disease among US adults without cardiovascular disease, diabetes, or hypertension. Am Heart

J. 2007 Sep; 154(3):495–501 https://doi.org/10.1016/j.ahj.2007.04.060 PMID: 17719297

11. Ridker PM. C-reactive protein and the prediction of cardiovascular events among those at intermediate

risk: moving an inflammatory hypothesis toward consensus. J Am Coll Cardiol. 2007 May 29; 49

(21):2129–38. Epub 2007 Apr 30. https://doi.org/10.1016/j.jacc.2007.02.052 PMID: 17531663

12. Thygesen K, Alpert JS, Jaffe AS, Simoons ML, Chaitman BR, White HD, et al. Third universal definition

of myocardial infarction. Glob Heart. déc 2012; 7(4):275–95.

13. Sacco RL, Kasner SE, Broderick JP, Caplan LR, Connors JJB, Culebras A, et al. An updated definition

of stroke for the 21st century: a statement for healthcare professionals from the American Heart Associ-

ation/American Stroke Association. Stroke. juill 2013; 44(7):2064–89. https://doi.org/10.1161/STR.

0b013e318296aeca PMID: 23652265

14. Cosnes J, Sokol H, Bourrier A, Nion-Larmurier I, Wisniewski A, Landman C, et al. Adalimumab or inflixi-

mab as monotherapy, or in combination with an immunomodulator, in the treatment of Crohn’s disease.

Aliment Pharmacol Ther. 2016; https://doi.org/10.1111/apt.13808 PMID: 27666569

15. Bergeron V, Vienne A, Sokol H, Seksik P, Nion-Larmurier I, Ruskone-Fourmestraux A, et al. Risk fac-

tors for neoplasia in inflammatory bowel disease patients with pancolitis. Am J Gastroenterol. 2010;

105: 2405–2411 https://doi.org/10.1038/ajg.2010.248 PMID: 20551939

16. Beaugerie L, Seksik P, Nion-Larmurier I, Gendre J-P, Cosnes J. Predictors of Crohn’s disease. Gastro-

enterology. 2006; 130: 650–656. https://doi.org/10.1053/j.gastro.2005.12.019 PMID: 16530505

17. Pepys MB, Hirschfield GM. C-reactive protein: a critical update. J Clin Invest. 15 juill 2003; 112(2):299.

Acute arterial event in IBD

PLOS ONE | https://doi.org/10.1371/journal.pone.0201991 August 31, 2018 9 / 10

https://doi.org/10.1146/annurev.pathol.1.110304.100100
http://www.ncbi.nlm.nih.gov/pubmed/18039117
https://doi.org/10.1136/gutjnl-2017-314015
http://www.ncbi.nlm.nih.gov/pubmed/28647686
https://doi.org/10.1371/journal.pone.0056944
https://doi.org/10.1371/journal.pone.0056944
http://www.ncbi.nlm.nih.gov/pubmed/23457642
https://doi.org/10.1136/annrheumdis-2011-200726
http://www.ncbi.nlm.nih.gov/pubmed/22425941
https://doi.org/10.1016/j.ahj.2007.04.060
http://www.ncbi.nlm.nih.gov/pubmed/17719297
https://doi.org/10.1016/j.jacc.2007.02.052
http://www.ncbi.nlm.nih.gov/pubmed/17531663
https://doi.org/10.1161/STR.0b013e318296aeca
https://doi.org/10.1161/STR.0b013e318296aeca
http://www.ncbi.nlm.nih.gov/pubmed/23652265
https://doi.org/10.1111/apt.13808
http://www.ncbi.nlm.nih.gov/pubmed/27666569
https://doi.org/10.1038/ajg.2010.248
http://www.ncbi.nlm.nih.gov/pubmed/20551939
https://doi.org/10.1053/j.gastro.2005.12.019
http://www.ncbi.nlm.nih.gov/pubmed/16530505
https://doi.org/10.1371/journal.pone.0201991


18. Xiao Z, Pei Z, Yuan M, Li X, Chen S, Xu L. Risk of Stroke in Patients with Inflammatory Bowel Disease:

A Systematic Review and Meta-analysis. J Stroke Cerebrovasc Dis Off J Natl Stroke Assoc. déc 2015;

24(12):2774–80.

19. Zakroysky P, Thai W, Deaño RC, Basnet S, Onandia ZG, Gandhi S, et al. Steroid exposure, acute coro-

nary syndrome, and inflammatory bowel disease: insights into the inflammatory milieu. Am J Med. mars

2015; 128(3):303–11. https://doi.org/10.1016/j.amjmed.2014.10.033 PMID: 25446295

20. Zanoli L, Rastelli S, Inserra G, Lentini P, Valvo E, Calcagno E, et al. Increased arterial stiffness in inflam-

matory bowel diseases is dependent upon inflammation and reduced by immunomodulatory drugs. Ath-

erosclerosis. juin 2014; 234(2):346–51. https://doi.org/10.1016/j.atherosclerosis.2014.03.023 PMID:

24732573

21. Peters MJL, Symmons DPM, McCarey D, Dijkmans B a. C, Nicola P, Kvien TK, et al. EULAR evidence-

based recommendations for cardiovascular risk management in patients with rheumatoid arthritis and

other forms of inflammatory arthritis. Ann Rheum Dis. févr 2010; 69(2):325–31. https://doi.org/10.1136/
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