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Abstract: Eating disorders (EDs) are increasingly frequent. Their pathophysiology involves
disturbance of peptide signaling and the microbiota–gut–brain axis. This study analyzed peptides
and corresponding immunoglobulin (Ig) concentrations in groups of ED. In 120 patients with
restrictive (R), bulimic (B), and compulsive (C) ED, the plasma concentrations of leptin, glucagon-like
peptide-1 (GLP-1), peptide YY (PYY), and insulin were analyzed by Milliplex and those of acyl
ghrelin (AG), des-acyl ghrelin (DAG), and α-melanocyte-stimulating hormone (α-MSH) by ELISA
kits. Immunoglobulin G (in response to an antigen) concentrations were analyzed by ELISA, and their
affinity for the respective peptide was measured by surface plasmon resonance. The concentrations
of leptin, insulin, GLP-1, and PYY were higher in C patients than in R patients. On the contrary,
α-MSH, DAG, and AG concentrations were higher in R than in C patients. After adjustment for body
mass index (BMI), differences among peptide concentrations were no longer different. No difference
in the concentrations of the IgG was found, but the IgG concentrations were correlated with each
other. Although differences of peptide concentrations exist among ED subtypes, they may be due
to differences in BMI. Changes in the concentration and/or affinity of several anti-peptide IgG may
contribute to the physiopathology of ED or may be related to fat mass.
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1. Introduction

Eating disorders (EDs) are a public health issue, characterized by important disturbances of food
behavior, body image, and corpulence [1]. EDs are ubiquitous and the lifetime prevalence for all EDs
ranges from 3.3% to 18.6% for women and from 0.8% to 6.5% for men [2]. As an alternative to the DSM-5
precise ED definition (standard classification), some authors have proposed to classify ED according
to broad categories featuring the main symptom [3]. This classification based on pragmatic clinical
approach describes three broad categories: Restrictive (R), bulimic (B), and compulsive (C) disorders.

Eating disorders are multifactorial diseases depending on the combination of genetic [4] and
psychological factors [5,6], in close interaction with family, environmental, socio-cultural, and
homeostatic factors [7,8]. The mechanisms of homeostatic regulation of eating behavior are regulated
by numerous signaling pathways integrated in the hypothalamus [9]. Among these, peptides play a
key role as anorectic or orexigenic factors [10]. Several studies display alterations of these peptides’
plasma concentrations during ED, which could be indicative of or contribute to the onset and/or
maintenance of the pathology.

The main anorexigenic peptides are leptin, insulin, peptide YY (PYY), glucagon-like peptide-1
(GLP-1), and α-melanocyte-stimulating hormone (α-MSH). At this time, only one orexigenic hormone
has been demonstrated: Acyl ghrelin. This hormone comes from the non-octanoylated form, des-acyl
ghrelin, which would have an anorectic role [11].

These changes in peptide concentrations and/or effects could be related to dysbiosis of gut
microbiota, characterized by a change in the number or nature of bacteria present in the gut [12].

Moreover, the gut microbiota is also known to have an impact on the immune system and especially
its maturation [13]. The dysbiosis of the gut microbiota during ED could impact the concentration of the
circulating peptides but also modulate immunity by leading to an inappropriate process and thus by
having an impact on immunoglobulin (Ig) concentrations and their affinity [14–16]. In germ-free mice,
a decrease in Ig concentrations associated with an alteration of intestinal functions was observed [17].

The involvement of autoantibodies on the hypothalamic system and thus on the regulation of food
intake of AN and BN patients was already suggested in 2002. Indeed, anti-α-melanocyte-stimulating
hormone and anti-adrenocorticotropic hormone (anti-ACTH) antibodies from these patients were able
to bind to melanocortins and corticotrophin-containing neurons from the hypothalamus of rats. These
autoantibodies anti-α-MSH and anti-ACTH could be produced as a result of concomitant activation
of the hypothalamic-pituitary-adrenal axis and the immune system. In fact, the activation of the
hypothalamic-pituitary-adrenal axis is a characteristic feature of AN [18].

The different functional properties of these Ig, such as affinity and plasma concentration, could
either reduce or reinforce the biological activity of the peptide on eating behavior [19–21]. In fact, a
change in the affinity of IgG and IgM (in response to first contact with an antigen) against α-MSH
within the adaptive response to food deprivation was observed in rats [22]. The production of
α-MSH-directed Ig could be influenced by the combination of stress, food restriction, or altered
intestinal permeability [23]. Finally, we previously reported that some proteins, such as caseinolytic
peptidase B (ClpB), may share some effect with α-MSH by molecular mimicry [20,21]. Indeed, a part
of the ClpB protein produced by Enterobacteriaceae, such as E. coli or H. alvei, presents a molecular
mimicry with α-MSH, which can reduce food intake in rodents [19–21]. In a preliminary study,
plasma ClpB concentrations were increased in patients with ED as compared to controls, but without a
difference among AN, BN, and BED [21].

To allow a comprehensive assessment of clinical and biological features in patients with
well-characterized ED, the EDILS prospective cohort (Eating Disorders Inventory and Longitudinal
Survey) was launched at Rouen University Hospital. Based on the analysis of the first 120 patients
included in this cohort, the main objective of the present study was to measure the different peptides
involved in the regulation of eating behavior (leptin, insulin, GLP-1, PYY, α-MSH, and acyl and
des-acyl ghrelin) and their corresponding Ig in three groups of patients with ED of the restrictive
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(R), bulimic (B), or compulsive (C) types. This study also allowed study of the different associations
between biological data but also between clinical co-morbidities and biological parameters.

2. Materials and Methods

2.1. Study Design: EDILS Cohort

The EDILS cohort with biocollection was launched in 2015 after approval by the French national
committee “Informatique et liberté” (N◦ CNIL: 1787487) and the Ethics Committee (N◦ CPP/CE
002/2014). All patients aged 18 or older referring to the Nutrition Department for the first consultation
for a non-treated ED were potentially considered for inclusion. During the first consultation, the
physician established the ED diagnostic according to the DSM-5 classification. After agreeing to
participate and having given written consent, patients were invited to fill in the first questionnaire and
received a stool collection kit. The questionnaire collected at patients’ inclusion enabled description
of their clinical features, including anthropometric, sociodemographic, and addiction risk data. In
addition, standardized EDI-2, BSQ, and HAD questionnaires were filled in. The EDI-2 has been
validated to determine personality traits and comorbidities frequently associated in patients with
ED [24]. The Body Shape Questionnaire (BSQ) is a standardized questionnaire assessing patients’
bodily concerns [25]. Finally, the HAD questionnaire was used to evaluate anxiety and depression [26].
In order to determine significant differences according to EDI-2 and BSQ, the cut-off corresponds to the
median of the scores. For the HAD sub-item, the scores higher than the cut-off (11) mean that patients
have certain anxiety/depression and vice versa.

All data used in this article are from the first self-questionnaire provided to the 120 patients
enrolled between April 2015 and January 2018.

As part of their usual care, patients came back to the hospital within a few weeks for a
comprehensive evaluation on a morning day hospital basis. Patient plasma was collected between 8
and 11 in the morning after an overnight fast. In addition to routine blood samples, aprotinin- and
heparin-containing tubes were taken and shortly after centrifuged for 15 min at 4 ◦C at 3500 rpm; 1–3
aliquots of 600 µL per each tube were prepared and frozen at −80 ◦C until analyses.

Although the DSM-5 is recognized as the gold standard for the diagnosis of ED, the difference
among typical and atypical ED in this classification is mainly related to the degree of severity while
the clinical features are essentially similar. In addition, it has been proposed that broad categories of
ED (restrictive, bulimic, and compulsive) are useful for the clinical approach of ED [2,27]. Finally, in
the biological analysis of the present study, there were no statistically significant differences between
results from patients with typical versus atypical ED, the only exception being for PYY. Therefore,
in order to combine biological and clinical profiles, we pooled the patients included in this study in
3 broad categories of restrictive (R), bulimic (B), and compulsive (C) ED. The R category includes
AN, restrictive food intake disorder, and atypical AN; B category includes BN or atypical BN of low
frequency or duration; and the C group includes BED, BED of low frequency or duration, and night
eating syndrome. “Restrictive” patients are characterized by a Body Mass Index (BMI) lower than
normal according to the WHO [BMI <18.5]. “Bulimic” patients are normal weight or overweight [18.5
< BMI < 30]. On the contrary, “compulsive” patients have obesity and therefore a BMI greater than 30.

Clinical and biological data will be presented in the following sections according to these 3 broad
groups, except for PYY concentrations for which data will be presented separately according to typical
and atypical ED.

2.2. Peptide Concentrations

GLP-1(7-36), PYY (3-36), leptin, insulin, α-MSH, and des-acyl ghrelin (DAG) were the anorexigenic
peptide concentrations measured; acyl ghrelin (AG) was the orexigenic peptides measured.
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Plasma concentrations of AG, DAG, and α-MSH were measured using an enzyme-linked
immunosorbent assay kit (ELISA kit) and following the supplier instructions. The coefficients
of variation for the measurement of peptide concentrations were less than 10%.

Plasma concentrations of leptin, insulin, GLP-1, and PYY were measured using a Milliplex Map
Kit with the associated protocol (Merck Millipore, Darmstadt, Germany). The coefficient of variation
for these 2 peptide concentrations was less than 15%. The choice of the form of the peptide studied
was also chosen according to the literature. PYY (3-36) is more potent than PYY (1-36) in inhibiting
gastric emptying [28]. GLP-1(7-36) analysis was chosen because it is the major circulating bioactive
species in humans [29].

2.3. IgG Concentrations

Plasma concentrations of IgG anti-acyl ghrelin, des-acyl ghrelin, PYY, GLP-1, insulin, and leptin
were measured using an enzyme-linked immunosorbent assay technique (ELISA) according to an
already published protocol [30]. The total and free IgG concentration for each peptide was measured.
The coefficients of variation of the IgG concentrations were less than 10%.

2.4. Affinity Measurements

First, the IgG was purified with the MelonGel® Purification kit (LifeTechnologies, Carlsbad, CA,
USA) and according to supplier instructions. After purification, the IgG concentration of each sample
was measured using Nanodrop 2000 C (ThermoFisher Scientific, Waltham, MA, USA) with HBS-EP
buffer as the blank.

The affinity of patients’ IgG for each peptides of interest were determined by surface plasmon
resonance (SPR) with BIAcore T200 (GE Healthcare, Velizy Villacoublay, France). For the coating,
peptides were diluted at 0.5 mg/mL in 10 mM sodium acetate buffer (pH 5.0) and 250RU of peptides
were covalently coated on 3 cells of the CM5 sensor chip (GE Healthcare), using an amine coupled kit
(GE Healthcare). Affinity kinetic analysis was performed using a single-cycle method with five serial
dilutions at 1

2 of each IgG sample from 840 mM to 52.5 nM. Here, 60 µL of each sample dilution were
injected at 30 µL/min followed by 5 min of dissociation. Finally, the binding surface was regenerated
with 50 mM NaOH resulting in the return of the sensorgram baseline. The affinity kinetic data were
analyzed with the BioEvaluation 4.1.1 program (GE Healthcare) and kinetics curves were fitted using
Langmuir’s 1:1 model after correction with the reference cell. For affinity measurements, the coefficients
of variation are less than 5%.

2.5. Statistical Analysis

Data were analyzed in the Xlstat and R statistical software (version 3.5.0, The R Foundation for
Statistical Analysis). Comparison of clinical data among ED subtypes groups was performed by the
Kruskal–Wallis test, but the comparison of the sex ratio was performed by Fisher’s exact test.

All biological data were rank transformed before multivariable analysis to be consistent with
rank tests; then, ranks were divided by the number of observations and multiplied by 100 in order to
express these variables as empirical percentiles of the overall distribution (three ED groups pooled).
Unadjusted, age- and sex-adjusted, then age-, sex-, and BMI-adjusted general linear models were then
estimated on the transformed variables (percentiles). The small number of patients in the bulimic group
did not allow a reliable statistical interpretation; the results were thus presented just as descriptive
data. So, the C group was compared to the R group.

The correlogram (graphical representation of a correlation matrix) was made using the Spearman’s
correlation coefficient.

Three principal component analyses (PCAs) were performed after percentiles transformation
for: (1) All IgG quantifications, (2) all IgG affinities, and (3) all peptides measures. These PCAs were
designed to perform a dimensional reduction of the data set and their performances were analyzed by
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scree plots, showing eigenvalues of the data set associated to the eigenvalues of 20 simulated PCAs in
a dataset of the same size but with no correlation between any biological variable.

Twenty-three fully adjusted (adjusted on age, sex, and BMI) comparisons of percentiles of raw
biological variables among ED subtypes were performed with a Bonferroni multiple testing procedure
keeping a family-wise error rate (FWER) equal to 5%. The two comparisons of the first component
of PCAs of IgG concentrations and IgG affinities were performed with a second Bonferroni FWER
equal to 5%. Ninety-two age-, sex-, ED subtype-, and BMI-adjusted tests were performed in general
linear models to assess the correlations between four clinical variables (BSQ, EDI-2, anxiety subscale of
HAD, depression subscale of HAD) and biological variables; a third FWER at 5% was applied for these
comparisons. Eight more tests were performed with the first components of PCAs of IgG concentrations
and IgG affinities; a fourth FWER at 5% was applied for these comparisons. Comparisons of clinical
variables among ED subtypes were performed at the 5% significance threshold without multiple
testing corrections.

3. Results

3.1. Characteristics of the Patients

As described in the methods section, the 120 patients included were pooled in 3 broad categories.
The R group included 35 patients (17 with typical AN, 5 patients with atypical AN, and 13 patients
with restrictive eating disorder). The B group included 12 patients (7 with typical BN and 5 with
atypical BN). Finally, the C group included 67 patients (38 with typical BED, 29 with atypical BED and
6 with night eating syndrome).

The population was composed of mainly female patients, with only 14% of men (Table 1). As
expected, the mean BMI was significantly lower in the R than in the B and C group (16.4 kg/m2 vs.
23.2 kg/m2 and 38.1 kg/m2; p < 0.001). Patients from the R group were significantly younger than those
from the C group but not from the B group (29.4 vs. 39.4 years and 36.0; p < 0.001 and p = 0.13).

Table 1. Characteristics of patients according to the form of ED (n = 120).

Characteristics Restrictive Bulimic Compulsive p-Value

Men/Women 2/33 1/11 14/59 0.98
BMI (kg/m2) 16.4 ± 2 23.2 ± 6 38.1 ± 6.8 <0.001
Age (Years) 29.4 ± 11.2 36.0 ± 16.5 39.4 ± 12.3 <0.001

EDI-2 77.5 ± 41.8 85.3 ± 29.2 90.4 ± 34.1 0.18
Drive for thinness 9.1 ± 6.9 12.1 ± 5.2 10.2 ± 5.1 0.28

Bulimia 2.1 ± 4.4 8.8 ± 5.2 5.6 ± 5.9 <0.001
Body dissatisfaction 11.1 ± 7.0 13.9 ± 7.0 20.3 ± 7.4 <0.001

Ineffectiveness 9.8 ± 7.3 8.5 ± 6.8 9.6 ± 7.4 0.92
Perfectionism 6.7 ± 4.6 7.0 ± 4.7 5.3 ± 4.1 0.23

Interpersonal distrust 5.7 ± 4.3 4.8 ± 3.5 5.0 ± 3.7 0.83
Interoceptive awareness 8.2 ± 6.8 9.3 ± 4.5 8.3 ± 6.6 0.59

Maturity fears 6.3 ± 5.1 4.0 ± 3.8 5.8 ± 4.3 0.26
Asceticism 5.3 ± 3.3 5.9 ± 2.9 5.5 ± 3.3 0.65

Impulse Regulation 5.5 ± 6.2 5.8 ± 4.6 7.2 ± 4.6 0.04
Social Insecurity 7.8 ± 3.4 5.1 ± 3.1 7.0 ± 4.0 0.10

BSQ 74.6 ± 34.0 96.2 ± 28.9 101.4 ± 24.3 <0.01
Using laxatives and vomiting in order to reduce body dissatisfaction 5.9 ± 3.9 7.7 ± 3.1 5.3 ± 2.0 0.03
Unsuited cognitions and behaviors in order to control the weight 16.0 ± 7.1 21.5 ± 6.6 19.0 ± 4.7 0.01

Body dissatisfaction compared to the lower parts of the body 32.7 ± 16.9 43.1 ± 13.1 47.2 ± 12.2 <0.01
Social avoidance and shame of the exposure of the body 19.9 ± 8.2 23.9 ± 10.4 30.0 ± 8.6 <0.001

HAD
Anxiety 11.3 ± 4.6 12.3 ± 4.3 10.5 ± 4.6 0.17

Proven anxiety (Score > 11) 68% 81% 49%
Depression 8.4 ± 4.2 7.9 ± 4.1 8.1 ± 4.3 0.79

Proven depression (Score > 11) 29% 72% 31%

BMI: Body Mass Index; EDI-2: Eating Disorder Inventory; BSQ: Body Shape Questionnaire; HAD: Hospital anxiety
and depressive scale; Mean ± SD. The significant differences are in bold.
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No significant differences in the EDI-2 total score among the three ED forms were found. However,
the sub-items of EDI-2 body dissatisfaction and impulse regulation were significantly higher in C
patients than R and B patients. As expected, bulimia was significantly higher in B groups compared to
others (Table 1).

The total BSQ and each sub item were significantly higher in the C group than in the R and B
groups (Table 1).

3.2. Peptide Concentrations

Plasma concentrations of the anorexigenic hormones leptin, insulin, GLP-1, and PYY were higher
in C compared to R patients (Figure 1). In contrast, α-MSH, des-acyl ghrelin, and acyl-ghrelin
concentrations were higher in R compared to C patients (Figure 1). Statistical comparisons for
non-adjusted and adjusted data are presented in Table 2. Adjustment on age and sex did not notably
change the level of statistical significance. After additional adjustment on BMI, peptide concentrations
were no longer statistically different.

Table 2. Linear models explaining peptide concentrations associated with food intake according to
different adjustments.

Peptides Conc.
Restrictive vs.
Compulsive *

Unadjusted Models
p **

Restrictive vs.
Compulsive *

Adjusted Models 1 †
p **

Restrictive vs.
Compulsive *

Adjusted Models 2 ‡
p **

Leptin −51.3 [−58 to −44.5] <0.0001 −51.8 [−59.1 to −44.5] <0.0001 −11.1 [−22.3 to 0] 1.00

Insulin −39.1 [−48.5 to −29.8] <0.0001 −35.8 [−45.7 to −25.9] <0.0001 −19.8 [−38.9 to −0.8] 0.96

GLP-1 −17.6 [−28.7 to −6.5] 0.05 −17.8 [−29.7 to −5.8] 0.09 −10.3 [−33.6 to 13] 1.00

PYY −15.9 [−27.3 to −4.5] 0.15 −18.1 [−30.4 to −5.8] 0.10 −21.6 [−45.6 to 2.4] 1.00

α-MSH 10.8 [−0.8 to 22.5] 1.00 16.2 [3.9 to 28.5] 0.23 24.2 [0.3 to 48.1] 1.00

Des-acyl ghrelin 29.2 [18.8 to 39.6] <0.0001 29 [18.2 to 39.8] <0.0001 14.4 [−6.4 to 35.2] 1.00

Acyl ghrelin 25.7 [14.9 to 36.5] 0.0002 25.7 [14.3 to 37.1] 0.0004 14.6 [−7.4 to 36.7] 1.00

* Interpretable as a difference of percentile means of the considered value; ** p-value adjusted by the Bonferroni
method on the 23 comparisons (between all biological studied factors); † adjusted on age (linear effect) and sex; ‡

adjusted on age (linear effect), sex, and BMI (linear effect).
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Figure 1. Plasma concentration of peptides associated with food intake according to broad categories
of ED. * Significance after adjustment on age and sex. The standard deviation is represented by the
error bar.

3.3. Immunoglobulin Concentrations and Affinity

The concentrations of free and bound IgG were measured. Since the level of free IgG is much lower
than the concentration of bound IgG (four times, except for anti-ClpB IgG) and since no significant
difference was found for free IgG among ED groups, the results were presented as total IgG.
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Except for the anti-DAG IgG, all IgG profiles are broadly similar, i.e., a lower rate in bulimic
patients compared to the other two groups (Figure 2).
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With or without adjustment, there was no significant difference between the concentrations of
different IgGs among C and R patients (Table 3).
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Table 3. Linear models explaining plasma IgG concentrations of peptides associated with food intake according different adjustments.

Plasma Anti-Peptide
IgG/ Kd

Restrictive vs.
Compulsive *

Unadjusted Models
p **

Restrictive vs
Compulsive

Adjusted Models 1 †
p **

Restrictive vs
Compulsive *

Adjusted Models 2 ‡
p **

Plasma
anti-peptide IgG

Anti-leptin −6.5 [−18.2 to 5.2] 1.00 −8.5 [−21.1 to 4.2] 1.00 −17.6 [−42.2 to 7] 1.00
Anti-insulin 8 [−3.5 to 19.5] 1.00 7.8 [−4.4 to 19.9] 1.00 0.2 [−23.4 to 23.9] 1.00
Anti-GLP-1 10.1 [−1.3 to 21.5] 1.00 10.1 [−2 to 22.2] 1.00 −0.7 [−24.2 to 22.9] 1.00
Anti-PYY 5.9 [−5.6 to 17.5] 1.00 3.5 [−8.9 to 15.8] 1.00 −5.9 [−30 to 18.1] 1.00

Anti-α-MSH 4.3 [−7.3 to 15.9] 1.00 −0.7 [−12.8 to 11.5] 1.00 −1.1 [−24.9 to 22.7] 1.00
Anti-Acyl ghrelin 4.1 [−7.5 to 15.7] 1.00 −0.2 [−12.5 to 12.2] 1.00 −12.9 [−37 to 11.1] 1.00

Anti-Des-acyl ghrelin −9.3 [−21 to 2.3] 1.00 −10 [−22.6 to 2.6] 1.00 −5.2 [−29.7 to 19.3] 1.00
Anti-ClpB 4.9 [−6.6 to 16.4] 1.00 6.8 [−5.6 to 19.1] 1.00 5.1 [−19 to 29.1] 1.00

Kd of plasma IgG

Anti-leptin −5.5 [−17.2 to 6.3] 1.00 −6.5 [−19.2 to 6.2] 1.00 −18.3 [−43 to 6.4] 1.00
Anti-insulin −6 [−17.7 to 5.8] 1.00 −6.9 [−19.6 to 5.7] 1.00 −11.4 [−36.2 to 13.4] 1.00
Anti-GLP1 −5.4 [−17.1 to 6.3] 1.00 −4.2 [−16.9 to 8.5] 1.00 −9 [−33.8 to 15.7] 1.00
Anti-PYY −5.6 [−17.3 to 6.2] 1.00 −4.9 [−17.5 to 7.8] 1.00 −7.5 [−32.2 to 17.2] 1.00

Anti-α-MSH 0.5 [−11.2 to 12.3] 1.00 0.9 [−11.7 to 13.5] 1.00 9.3 [−15.2 to 33.9] 1.00
Anti-Acyl ghrelin 13.9 [2.4 to 25.5] 0.42 13.1 [0.6 to 25.5] 0.92 16.7 [−7.7 to 41] 1.00

Anti-des-acyl ghrelin −3.6 [−15.3 to 8.2] 1.00 −4.7 [−17.3 to 8] 1.00 −6.1 [−30.8 to 18.7] 1.00
Anti-ClpB 15.8 [4.3 to 27.2] 0.17 16.4 [4 to 28.8] 0.23 0.2 [−23.7 to 24.1] 1.00

* Interpretable as a difference of percentile means of the considered value; ** p-value adjusted by the Bonferroni method on the 23 comparisons (between all biological studied factors); †
adjusted on age (linear effect) and sex; ‡ adjusted on age (linear effect), sex, and BMI (linear effect). Statistically significant results are in bold.
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The affinity profiles among the three broad categories of TCA were different according to IgG
(Figure 3). Before adjustment, the affinity of anti-acyl ghrelin and anti-ClpB IgGs was significantly
lower in the R group compared to the C group (Table 3). Adjustment on age and sex did not change
the results, whereas after adjustment on the BMI, the affinity difference among the C and R group was
no longer significant.
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3.4. Association between Biological Data/Principal Component Analyses (PCAs)

The correlogram (Figure 4) showed that IgG concentrations had weak to medium correlations
with each other. The same was observed for the affinities of various IgG. On the other hand, the
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affinities and concentrations of the IgG were not correlated. Finally, peptide concentrations had weak
positive and negative correlations with each other (Figure 4).
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The first principal component of the principal component analysis (PCA) of IgG concentrations
explained 56% of the variance of all IgG concentrations, which was considered acceptable to use the
first principal component as a new variable for analysis. Variance explained by the first principal
component of IgG affinities explained 48% of the variance, but the explained variance for peptide
concentrations (38%) was considered as too low for analysis as the variance explained by chance
assuming no correlation between concentrations was 20%.

Therefore, the PCAs allowed construction of two variables respectively representing the IgG
concentration and their affinity.

The first principal component of the IgG concentration was expressed as the following
linear combination:

0.36 × Leptin IgG conc + 0.38 × Insulin IgG conc + 0.37 × GLP1 IgG conc + 0.45 × PYY IgG conc +

0.40 × α-MSH IgG conc + 0.43 × Acylghrelin IgG conc + 0.19 × Desacylghrelin IgG conc.
The first principal component of the IgG affinity was expressed as the following linear combination:
0.36 × Leptin IgG KD + 0.38 × Insulin IgG KD + 0.37 × GLP1 IgG KD + 0.45 × PYY IgG KD + 0.40

× α-MSHIgG KD + 0.43 × Acylghrelin IgG KD + 0.19 × Desacylghrelin IgG KD.
The first component of the IgG concentrations was not significantly increased in R patients

compared to C patients, without adjustment (+4.3, 95% CI: −7.2 to +15.8, p = 0.92 on the percentile
scale) and with adjustment on age, sex, and BMI (−6.8, 95% CI: −30.7 to +17.0, p = 1.00). The first
component of IgG affinities was not significantly decreased in R patients compared to C patients,
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without adjustment (−5.9, 95% CI: −17.6 to 5.8, p = 0.64 on the percentile scale) and with adjustment on
age, sex, and BMI (−5.7, 95% CI: −30.4 to +19, p = 1.00).

3.5. Association between Clinical and Biological Data

Unadjusted correlations of clinical variables to biological variables showed a significant correlation
between leptin concentration and BSQ (p = 0.0007 after multiple testing correction for 92 tests). An
increase in 100 percentiles of BSQ was associated to an increase of 39.6 (95% CI: 22.8 to 56.3) percentiles
of leptin without adjustment. After adjustment on age, sex, and ED subtype, no association was
significant. After further adjustment on BMI, no association was significant (all p-values > 0.10)

The analysis of correlations between the clinical variables and the first components of
IgG concentrations and affinities PCAs showed no significant correlation without adjustment or
with adjustment.

4. Discussions

This study provides for the first time a comprehensive pattern of peptides and their plasma IgG
concentrations in three groups of untreated patients with well-characterized ED (Figure 5). In terms of
prevalence, the population included is fairly representative of the usual clinical population, with R, B,
and C patients accounting for 29%, 10%, and 61% of the recruitment. The C disorders prevail over R
and B in accordance with previous prevalence studies, and this case mix is close to the estimation of
the prevalence of ED in France [31]. Most interestingly, all these patients were included before the
initiation of care in the Rouen University Hospital, and may thus be considered as “naive” patients,
which prevents from bias related to previous therapeutic interventions. However, a few patients
in each group did receive some non-specific symptomatic treatments, such as anxiolytics (mainly
benzodiazepins) or spasmolytics (e.g., phloroglucinol) for abdominal discomfort, which is commonly
associated to ED.Nutrients 2020, 12, 522 13 of 18 
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The mean interval between the onset of disease and the first specialized consultation was 5, 7, and
10 years for the R, B, and C group, respectively, and patients with C were older than in patients of
other groups. This is a common finding that the severity and the earlier onset in the life of R and B
disorders lead to a referral for care at a younger age and conversely for C patients [32].

In this study, patient plasma was collected in the morning in the fasting state. In addition, a
statistical test analyzing the results of the plasma analyses according to the time of collection (between
8 and 11 a.m.) was performed and showed no significant difference.

In humans, obesity is associated with an increase in leptin concentrations, suggesting that leptin
signaling is impaired. In our cohort, the leptin concentration was higher in C patients compared to R
ones. As expected, this difference was no longer significant after adjustment on BMI and it is impossible
to determine the influence of BMI regardless of the diagnostic group. In fact, BMI is a clinical parameter
that generally facilitates the diagnosis (and reflects the patient’s ED form). Resistance to leptin in C
patients could thus be induced by weight gain and therefore by hyperphagia. This may be related to a
change in its transport at the blood–brain barrier, leading to ongoing ingestion of rewarding foods,
and reinforcing the addictive hyperphagic behaviors [33,34].

GLP-1 and PYY are secreted by the endocrine cells of the proximal small intestine and distal small
intestine during the passage of nutrients [35–37]. These two peptides induce delayed gastric emptying
and satiety signaling [38]. The concentrations of both were increased in the C group compared to the R
group, suggesting resistance to these peptides in these patients, as previously reported in obese and
binge-eating patients [39]. Binge eating is characterized by massive ingestion of high-fat and high-sugar
food, which may stimulate an increased release of PYY and GLP-1 by endocrine cells either directly,
by a nutrient effect, or indirectly [21,40] with the induction of dysbiosis and the overstimulation of
endocrine cells by microbiota-derived signals.

Increase of plasma insulin in response to food intake, mostly glucose and some amino acids,
also contributes to the signaling of satiety acting at the hypothalamic level [41], as evidenced by the
reduction of food intake after an intracerebroventricular injection of insulin. The increased insulin
plasma concentrations observed in C patients in the present study could result from two additive
mechanisms: The direct endocrine response to massive carbohydrate ingestion and the reduced
central clearance of insulin resulting from downregulation of insulin receptors’ expression in the
hypothalamus [42] in response to repeated binging [43].

Only few studies have reported plasma concentrations of α-MSH during ED, limiting the
knowledge on these biological changes in AN [44,45]. Circulating α-MSH may be from peripheral or
central origin. One study showed a decrease in the plasma α-MSH concentration in AN compared to
controls all along the day [44] while another study reported no significant difference among AN and
controls [45]. In the physiological situation, α-MSH is secreted by the activation of POMC neurons
in the arcuate nucleus by some signals, such as leptin, an increased leptin concentration signaling
replenishment of energy stores leads to increased POMC expression, and α-MSH release, which
finally reduces food intake [46]. For the first time, our results show a comparison of plasma α-MSH
concentrations among the three main groups of ED and no significant difference was found among ED.
In rats, repeated exposure to mild stress increased the concentrations and affinity of α-MSH-reactive
IgG that could modify α-MSH signaling [22]. In another study, anti α-MSH IgG concentrations
decreased during gut mucositis in rats, a model associated with prolonged anorexia [47]. Different
types of stress may have different effects on the anti-MSH IgG concentration. In the present study,
we observed no significant difference in the anti-α-MSH IgG concentrations and their affinity among
the three groups. This is in agreement with another report from our group comparing anti-MSH IgG
concentrations among AN, BN, and BED (DSM-IV) patients [48]. It is worth discussing if some bacterial
signaling molecules may contribute to the induction of satiety in a way that is similar to endogenous
α-MSH. Indeed, a part of the ClpB protein produced by Enterobacteriaceae, such as E. coli or H. alvei,
presents a molecular mimicry with α-MSH, which can reduce food intake in rodents. In a preliminary
study, plasma ClpB concentrations were increased in patients with ED as compared to controls, but



Nutrients 2020, 12, 522 14 of 18

without differences among AN, BN, and BED [21]. In this same study, no significant difference was
observed for anti-ClpB Ig among groups. In the present study, in well-defined groups of naïve patients
from a single center, we observed increased anti-ClpB Ig in R and C patients as compared to B. In
addition, the affinity of anti-ClpB Ig was increased in C as compared to R patients. This may contribute
to blunting the satiating effect of ClpB in C patients by limiting the binding of this peptide on its
receptor, and also limit the effect of α-MSH by cross-reaction between this peptide and anti-ClpB Ig.

Several studies have reported increased total ghrelin concentrations during AN while it is reduced
during BED. In our study, we confirmed the increased total ghrelin in R patients as compared to B
and C groups. Interestingly, both AG and DAG concentrations were increased in R patients, and
DAG accounted for 96% of total ghrelin, which confirms a previous study where AG concentration
represented only 2–5% of total ghrelin in rodents and 10% in humans. DAG may act both as a direct
inhibitor of AG and also by decreasing plasma AG concentration. The acylation of ghrelin may be
modulated by the diet [49,50], especially by lipid intake; indeed, a high consumption of medium-chain
fatty acids increased the AG concentration [51]. Thus, during restrictive ED, the limitation of energy
intake may elicit increased ghrelin secretion and may simultaneously impair the activity of ghrelin
O acyl transferase (GOAT), resulting in an increased proportion of DAG, and finally to a resistance
to the effect of AG perpetuating reduced food intake. Some previous studies in the literature have
shown that modulation of the signaling of ghrelin would be possible through Ig. In a former study in
a small group of patients with AN, anti-AG IgG was decreased as compared to healthy volunteers
while anti-DAG IgG was not different [52]. Another study reported similar results [53]; the affinity of
anti-AG IgG was decreased in AN patients compared to obese [53,54]. Increased affinity of anti-AG IgG
in obese patients was associated with in vitro protection of ghrelin and potentiation of its orexigenic
effect after passive transfer in mice [53]. In this study, the affinity of anti-AG IgG tented to be lower in
the R than C group, which could limit AG protection and reduce its orexigenic effect. It looks unlikely
that the anti-DAG IgG concentration influences the biological actions of DAG, since DAG is found
mainly in the unbound form in AN as well as obese patients and in controls [53]. Thus, elevated DAG
by itself, regardless of Ig, may play a key role in the perpetuation of reduced food intake.

No significant difference in the concentrations of the different IgGs against peptides on food intake
was found. However, the correlogram underlines an association between the concentrations of the
different IgGs (except for anti-DAG IgG), which may mean that IgG concentrations altogether may
reflect the presence of an ED. For logistic and regulatory reasons, the inclusion of healthy volunteers in
the EDILS study started after the inclusion of ED patients. The future comparison of a larger group of
patients to healthy volunteers paired on age, sex, and BMI (in the case of B patients) will determine
whether an increase or decrease in IgG concentrations is representative of the change in eating behavior
or only modifications of body mass.

Indeed, all patients in the present study displayed high anxiety and depressive HAD scores, with
a mean total HAD score of 19 as compared to the usual value of 8.4 in the general population [55].
Similarly, EDI-2 scores in our ED patients ranged between 73 and 86 while the usual score in the general
population is around 33.5 [56]. Finally, the mean BSQ score in the C group (101) was higher than the
mean of 74.5 reported in the general population [57]. Bodily dissatisfaction is tightly correlated with
low self-esteem in women [58] and also promotes depressive behavior [59]. Thus, EDs are tightly
associated with anxiety, depression, and bodily dissatisfaction, which are comorbidities well known to
have an important link with intestinal dysbiosis, suggesting that the comorbidities associated with ED
might be at the origin or the intricated consequences of dysbiosis altering peptide signaling directly or
via the modulation of IgG [12,60].

Before closing, a limitation of our manuscript should be mentioned. In particular, in the present
study, we evaluated the circulating levels of gut peptides in a single time-point. As demonstrated in
medical literature [61–63], the altered secretion in eating disorders should be investigated dynamically
with more time-points. Nevertheless, as specified in our protocol, the sampling conditions were strictly
standardized: The patient’s blood sample was drawn at 08.00–11.00 a.m. after an overnight fast. In
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addition, we found no statistical association between circulating levels of each gut peptide and the
exact time of blood sampling.

A that stage, due to the limited number of patients in the different groups, these results
should be considered as preliminary and generate hypotheses that need to be confirmed on a
larger study population.

In conclusion, this study provides new information about orexigenic and anorexic peptides
and corroborates some previous indication of peptide-altered signaling in different groups of ED.
Figure 5 proposes an integrative view of our data on peptides and Ig in the different groups of ED
studied. Although differences in the peptide concentrations exist among ED subtypes, they may be
due to the differences in BMI. In some but not all instances, we can speculate that ED- or BMI-related
peptide-resistance patterns are related to the modulation of the respective IgG concentration or affinity.
Further studies are ongoing to establish whether intestinal dysbiosis is implicated in the modulation of
the production by the microbiota of peptides or peptide mimetics regulating food intake and eliciting
the intestinal or systemic production of antipeptide IgG. An ongoing recruitment of healthy volunteers
in our service opens the perspective of a comparative analysis of these peptides and immunoglobulins
with a larger population of ED patients over a wide range of body mass.
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α-MSH alpha-Melanocyte-stimulating hormone
AN Anorexia nervosa
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ED Eating Disorder
EDI-2 Eating Disorder Inventory
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References

1. Schmidt, U.; Adan, R.; Böhm, I.; Campbell, I.C.; Dingemans, A.; Ehrlich, S.; Elzakkers, I.; Favaro, A.; Giel, K.;
Harrison, A.; et al. Eating disorders: The big issue. Lancet Psychiatry 2016, 3, 313–315. [CrossRef]

2. Galmiche, M.; Déchelotte, P.; Lambert, G.; Tavolacci, M.P. Prevalence of eating disorders over the 2000–2018
period: A systematic literature review. Am. J. Clin. Nutr. 2019, 109, 1402–1413. [CrossRef] [PubMed]

3. Mitchison, D.; Morin, A.; Mond, J.; Slewa-Younan, S.; Hay, P. The Bidirectional Relationship between Quality
of Life and Eating Disorder Symptoms: A 9-Year Community-Based Study of Australian Women. PLoS ONE
2015, 10, e0120591. [CrossRef] [PubMed]

4. Cui, H.; Moore, J.; Ashimi, S.S.; Mason, B.L.; Drawbridge, J.N.; Han, S.; Hing, B.; Matthews, A.; McAdams, C.J.;
Darbro, B.W.; et al. Eating disorder predisposition is associated with ESRRA and HDAC4 mutations. J. Clin.
Investig. 2013, 123, 4706–4713. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S2215-0366(16)00081-X
http://dx.doi.org/10.1093/ajcn/nqy342
http://www.ncbi.nlm.nih.gov/pubmed/31051507
http://dx.doi.org/10.1371/journal.pone.0120591
http://www.ncbi.nlm.nih.gov/pubmed/25812047
http://dx.doi.org/10.1172/JCI71400
http://www.ncbi.nlm.nih.gov/pubmed/24216484


Nutrients 2020, 12, 522 16 of 18

5. Fairburn, C.G.; Cooper, Z.; Shafran, R. Cognitive behaviour therapy for eating disorders: A “transdiagnostic”
theory and treatment. Behav. Res. Ther. 2003, 41, 509–528. [CrossRef]

6. Hardaway, J.A.; Crowley, N.A.; Bulik, C.M.; Kash, T.L. Integrated circuits and molecular components for
stress and feeding: Implications for eating disorders: Integrated circuits and molecular components. Genes
Brain Behav. 2015, 14, 85–97. [CrossRef]

7. Stice, E.; Marti, C.N.; Durant, S. Risk Factors for Onset of Eating Disorders: Evidence of Multiple Risk
Pathways from an 8-Year Prospective Study. Behav. Res. 2011, 49, 622–627. [CrossRef]

8. Ford, E.S.; Zhao, G.; Tsai, J.; Li, C. Low-Risk Lifestyle Behaviors and All-Cause Mortality: Findings From
the National Health and Nutrition Examination Survey III Mortality Study. Am. J. Public Health 2011, 101,
1922–1929. [CrossRef] [PubMed]

9. Smith, P.M.; Ferguson, A.V. Neurophysiology of hunger and satiety. Dev. Disabil. Res. Rev. 2008, 14, 96–104.
[CrossRef]

10. Williams, K.W.; Elmquist, J.K. From neuroanatomy to behavior: Central integration of peripheral signals
regulating feeding behavior. Nat. Neurosci. 2012, 15, 1350–1355. [CrossRef]

11. Delhanty, P.P.J.D.; Neggers, B.S.J.C.M.M.; van der Lely, A.-J.A.-J. Ghrelin: The differences between acyl- and
des-acyl ghrelin. Eur. J. Endocrinol. 2012, 167, 601–608. [CrossRef] [PubMed]

12. Fetissov, S.O. Role of the gut microbiota in host appetite control: Bacterial growth to animal feeding behaviour.
Nat. Rev. Endocrinol. 2017, 13, 11–25. [CrossRef] [PubMed]

13. Littman, D.R.; Pamer, E.G. Role of the Commensal Microbiota in Normal and Pathogenic Host Immune
Responses. Cell Host Microbe 2011, 10, 311–323. [CrossRef] [PubMed]

14. Atkinson, W. Food elimination based on IgG antibodies in irritable bowel syndrome: A randomised controlled
trial. Gut 2004, 53, 1459–1464. [CrossRef] [PubMed]

15. Macpherson, A.J.; Uhr, T. Compartmentalization of the Mucosal Immune Responses to Commensal Intestinal
Bacteria. Ann. N. Y. Acad. Sci. 2004, 1029, 36–43. [CrossRef] [PubMed]

16. Whittingham, S.; Irwin, J.; Mackay, I.R.; Marsh, S.; Cowling, D.C. Autoantibodies in Healthy Subjects.
Australas. Ann. Med. 1969, 18, 130–134. [CrossRef]

17. Thompson, G.R.; Trexler, P.C. Gastrointestinal structure and function in germ-free or gnotobiotic animals.
Gut 1971, 12, 230–235. [CrossRef]

18. Fetissov, S.O.; Hallman, J.; Oreland, L.; af Klinteberg, B.; Grenback, E.; Hulting, A.-L.; Hokfelt, T.
Autoantibodies against -MSH, ACTH, and LHRH in anorexia and bulimia nervosa patients. Proc. Natl. Acad.
Sci. USA 2002, 99, 17155–17160. [CrossRef]

19. Fetissov, S.O.; Hamze Sinno, M.; Coquerel, Q.; Do Rego, J.C.; Coëffier, M.; Gilbert, D.; Hökfelt, T.; Déchelotte, P.
Emerging role of autoantibodies against appetite-regulating neuropeptides in eating disorders. Nutrition
2008, 24, 854–859. [CrossRef]

20. Tennoune, N.; Chan, P.; Breton, J.; Legrand, R.; Chabane, Y.N.; Akkermann, K.; Järv, A.; Ouelaa, W.; Takagi, K.;
Ghouzali, I.; et al. Bacterial ClpB heat-shock protein, an antigen-mimetic of the anorexigenic peptide α-MSH,
at the origin of eating disorders. Transl. Psychiatry 2014, 4, e458. [CrossRef]

21. Breton, J.; Legrand, R.; Akkermann, K.; Järv, A.; Harro, J.; Déchelotte, P.; Fetissov, S.O. Elevated plasma
concentrations of bacterial ClpB protein in patients with eating disorders. Int. J. Eat. Disord. 2016, 49,
805–808. [CrossRef] [PubMed]

22. Sinno, M.H.; Rego, J.C.D.; Coëffier, M.; Bole-Feysot, C.; Ducrotté, P.; Gilbert, D.; Tron, F.; Costentin, J.;
Hökfelt, T.; Déchelotte, P.; et al. Regulation of feeding and anxiety by α-MSH reactive autoantibodies.
Psychoneuroendocrinology 2009, 34, 140–149. [CrossRef] [PubMed]

23. Jésus, P.; Ouelaa, W.; François, M.; Riachy, L.; Guérin, C.; Aziz, M.; Do Rego, J.-C.; Déchelotte, P.; Fetissov, S.O.;
Coëffier, M. Alteration of intestinal barrier function during activity-based anorexia in mice. Clin. Nutr. 2014,
33, 1046–1053. [CrossRef] [PubMed]

24. Garner, D.M.; Olmstead, M.P.; Polivy, J. Development and validation of a multidimensional eating disorder
inventory for anorexia nervosa and bulimia. Int. J. Eat. Disord. 1983, 2, 15–34. [CrossRef]

25. Rousseau, A.; Knotter, R.-M.; Barbe, R.-M.; Raich, R.-M.; Chabrol, H. Étude de validation de la version
française du Body Shape Questionnaire. L’Encéphale 2005, 31, 162–173. [CrossRef]

26. Mykletun, A.; Stordal, E.; Dahl, A.A. Hospital Anxiety and Depression (HAD) scale: Factor structure, item
analyses and internal consistency in a large population. Br. J. Psychiatry 2001, 179, 540–544. [CrossRef]

http://dx.doi.org/10.1016/S0005-7967(02)00088-8
http://dx.doi.org/10.1111/gbb.12185
http://dx.doi.org/10.1016/j.brat.2011.06.009
http://dx.doi.org/10.2105/AJPH.2011.300167
http://www.ncbi.nlm.nih.gov/pubmed/21852630
http://dx.doi.org/10.1002/ddrr.13
http://dx.doi.org/10.1038/nn.3217
http://dx.doi.org/10.1530/EJE-12-0456
http://www.ncbi.nlm.nih.gov/pubmed/22898499
http://dx.doi.org/10.1038/nrendo.2016.150
http://www.ncbi.nlm.nih.gov/pubmed/27616451
http://dx.doi.org/10.1016/j.chom.2011.10.004
http://www.ncbi.nlm.nih.gov/pubmed/22018232
http://dx.doi.org/10.1136/gut.2003.037697
http://www.ncbi.nlm.nih.gov/pubmed/15361495
http://dx.doi.org/10.1196/annals.1309.005
http://www.ncbi.nlm.nih.gov/pubmed/15681741
http://dx.doi.org/10.1111/imj.1969.18.2.130
http://dx.doi.org/10.1136/gut.12.3.230
http://dx.doi.org/10.1073/pnas.222658699
http://dx.doi.org/10.1016/j.nut.2008.06.021
http://dx.doi.org/10.1038/tp.2014.98
http://dx.doi.org/10.1002/eat.22531
http://www.ncbi.nlm.nih.gov/pubmed/27038326
http://dx.doi.org/10.1016/j.psyneuen.2008.08.021
http://www.ncbi.nlm.nih.gov/pubmed/18842346
http://dx.doi.org/10.1016/j.clnu.2013.11.006
http://www.ncbi.nlm.nih.gov/pubmed/24290874
http://dx.doi.org/10.1002/1098-108X(198321)2:2&lt;15::AID-EAT2260020203&gt;3.0.CO;2-6
http://dx.doi.org/10.1016/S0013-7006(05)82383-8
http://dx.doi.org/10.1192/bjp.179.6.540


Nutrients 2020, 12, 522 17 of 18

27. Walsh, B.T.; Sysko, R. Broad Categories for the Diagnosis of Eating Disorders (BCD-ED): An Alternative
System for Classification. Int. J. Eat. Disord. 2009, 42, 754–764. [CrossRef]

28. Chelikani, P.K.; Haver, A.C.; Reidelberger, R.D. Comparison of the inhibitory effects of PYY(3-36) and
PYY(1-36) on gastric emptying in rats. Am. J. Physiol.-Regul. Integr. Comp. Physiol. 2004, 287, R1064–R1070.
[CrossRef]

29. Dailey, M.J.; Moran, T.H. Glucagon-like peptide 1 and appetite. Trends Endocrinol. Metab. 2013, 24, 85–91.
[CrossRef]

30. Fetissov, S.O. Neuropeptide Autoantibodies Assay. In Neuropeptides; Merighi, A., Ed.; Humana Press: Totowa,
NJ, USA, 2011; Volume 789, pp. 295–302. ISBN 978-1-61779-309-7.

31. Andreeva, V.A.; Tavolacci, M.-P.; Galan, P.; Ladner, J.; Buscail, C.; Péneau, S.; Galmiche, M.; Hercberg, S.;
Déchelotte, P.; Julia, C. Sociodemographic correlates of eating disorder subtypes among men and women in
France, with a focus on age. J. Epidemiol. Community Health 2019, 73, 56–64. [CrossRef]

32. Volpe, U.; Tortorella, A.; Manchia, M.; Monteleone, A.M.; Albert, U.; Monteleone, P. Eating disorders: What
age at onset? Psychiatry Res. 2016, 238, 225–227. [CrossRef] [PubMed]

33. Banks, W.A. Blood-Brain Barrier as a Regulatory Interface. Front. Eat. Weight Regul. 2010, 63, 102–110.
34. Meier, U.; Gressner, A.M. Endocrine Regulation of Energy Metabolism: Review of Pathobiochemical and

Clinical Chemical Aspects of Leptin, Ghrelin, Adiponectin, and Resistin. Clin. Chem. 2004, 50, 1511–1525.
[CrossRef] [PubMed]

35. Gibbons, C.; Caudwell, P.; Finlayson, G.; Webb, D.-L.; Hellström, P.M.; Näslund, E.; Blundell, J.E. Comparison
of Postprandial Profiles of Ghrelin, Active GLP-1, and Total PYY to Meals Varying in Fat and Carbohydrate
and Their Association With Hunger and the Phases of Satiety. J. Clin. Endocrinol. Metab. 2013, 98, E847–E855.
[CrossRef] [PubMed]

36. Murphy, K.G.; Bloom, S.R. Gut hormones and the regulation of energy homeostasis. Nature 2006, 444,
854–859. [CrossRef]

37. Williams, D.L.; Baskin, D.G.; Schwartz, M.W. Evidence that Intestinal Glucagon-Like Peptide-1 Plays a
Physiological Role in Satiety. Endocrinology 2009, 150, 1680–1687. [CrossRef]

38. Steinert, R.E.; Beglinger, C.; Langhans, W. Intestinal GLP-1 and satiation: From man to rodents and back. Int.
J. Obes. 2016, 40, 198–205. [CrossRef]

39. Culbert, K.M.; Racine, S.E.; Klump, K.L. Hormonal Factors and Disturbances in Eating Disorders. Curr.
Psychiatry Rep. 2016, 18, 65. [CrossRef]

40. Clarke, G.; Stilling, R.M.; Kennedy, P.J.; Stanton, C.; Cryan, J.F.; Dinan, T.G. Minireview: Gut Microbiota: The
Neglected Endocrine Organ. Mol. Endocrinol. 2014, 28, 1221–1238. [CrossRef]

41. Bruning, J.C. Role of Brain Insulin Receptor in Control of Body Weight and Reproduction. Science 2000, 289,
2122–2125. [CrossRef]

42. Obici, S.; Feng, Z.; Karkanias, G.; Baskin, D.G.; Rossetti, L. Decreasing hypothalamic insulin receptors causes
hyperphagia and insulin resistance in rats. Nat. Neurosci. 2002, 5, 566–572. [CrossRef]

43. Kullmann, S.; Heni, M.; Veit, R.; Scheffler, K.; Machann, J.; Häring, H.-U.; Fritsche, A.; Preissl, H. Selective
Insulin Resistance in Homeostatic and Cognitive Control Brain Areas in Overweight and Obese Adults.
Diabetes Care 2015, 38, 1044–1050. [CrossRef] [PubMed]

44. Galusca, B.; Prévost, G.; Germain, N.; Dubuc, I.; Ling, Y.; Anouar, Y.; Estour, B.; Chartrel, N. Neuropeptide
Y and α-MSH Circadian Levels in Two Populations with Low Body Weight: Anorexia Nervosa and
Constitutional Thinness. PLoS ONE 2015, 10, e0122040. [CrossRef] [PubMed]

45. Moriya, J.; Takimoto, Y.; Yoshiuchi, K.; Shimosawa, T.; Akabayashi, A. Plasma agouti-related protein levels in
women with anorexia nervosa. Psychoneuroendocrinology 2006, 31, 1057–1061. [CrossRef]

46. Nam, S.-Y.; Kratzsch, J.; Wook Kim, K.; Rae Kim, K.; Lim, S.-K.; Marcus, C. Cerebrospinal Fluid and Plasma
Concentrations of Leptin, NPY, andα -MSH in Obese Women and Their Relationship to Negative Energy
Balance. J. Clin. Endocrinol. Metab. 2001, 86, 4849–4853. [CrossRef] [PubMed]

47. Coquerel, Q.; Sinno, M.H.; Boukhettala, N.; Coëffier, M.; Terashi, M.; Bole-Feysot, C.; Breuillé, D.; Déchelotte, P.;
Fetissov, S.O. Intestinal inflammation influences α-MSH reactive autoantibodies: Relevance to food intake
and body weight. Psychoneuroendocrinology 2012, 37, 94–106. [CrossRef] [PubMed]

48. Lucas, N.; Legrand, R.; Bôle-Feysot, C.; Breton, J.; Coëffier, M.; Akkermann, K.; Järv, A.; Harro, J.; Déchelotte, P.;
Fetissov, S.O. Immunoglobulin G modulation of the melanocortin 4 receptor signaling in obesity and eating
disorders. Transl. Psychiatry 2019, 9, 87. [CrossRef]

http://dx.doi.org/10.1002/eat.20722
http://dx.doi.org/10.1152/ajpregu.00376.2004
http://dx.doi.org/10.1016/j.tem.2012.11.008
http://dx.doi.org/10.1136/jech-2018-210745
http://dx.doi.org/10.1016/j.psychres.2016.02.048
http://www.ncbi.nlm.nih.gov/pubmed/27086237
http://dx.doi.org/10.1373/clinchem.2004.032482
http://www.ncbi.nlm.nih.gov/pubmed/15265818
http://dx.doi.org/10.1210/jc.2012-3835
http://www.ncbi.nlm.nih.gov/pubmed/23509106
http://dx.doi.org/10.1038/nature05484
http://dx.doi.org/10.1210/en.2008-1045
http://dx.doi.org/10.1038/ijo.2015.172
http://dx.doi.org/10.1007/s11920-016-0701-6
http://dx.doi.org/10.1210/me.2014-1108
http://dx.doi.org/10.1126/science.289.5487.2122
http://dx.doi.org/10.1038/nn0602-861
http://dx.doi.org/10.2337/dc14-2319
http://www.ncbi.nlm.nih.gov/pubmed/25795413
http://dx.doi.org/10.1371/journal.pone.0122040
http://www.ncbi.nlm.nih.gov/pubmed/25798605
http://dx.doi.org/10.1016/j.psyneuen.2006.06.006
http://dx.doi.org/10.1210/jcem.86.10.7939
http://www.ncbi.nlm.nih.gov/pubmed/11600552
http://dx.doi.org/10.1016/j.psyneuen.2011.05.008
http://www.ncbi.nlm.nih.gov/pubmed/21641724
http://dx.doi.org/10.1038/s41398-019-0422-9


Nutrients 2020, 12, 522 18 of 18

49. Al Massadi, O.; Tschöp, M.H.; Tong, J. Ghrelin acylation and metabolic control. Peptides 2011, 32, 2301–2308.
[CrossRef]

50. Kirchner, H.; Gutierrez, J.A.; Solenberg, P.J.; Pfluger, P.T.; Czyzyk, T.A.; Willency, J.A.; Schürmann, A.;
Joost, H.-G.; Jandacek, R.J.; Hale, J.E.; et al. GOAT links dietary lipids with the endocrine control of energy
balance. Nat. Med. 2009, 15, 741–745. [CrossRef]

51. Nishi, Y.; Hiejima, H.; Hosoda, H.; Kaiya, H.; Mori, K.; Fukue, Y.; Yanase, T.; Nawata, H.; Kangawa, K.;
Kojima, M. Ingested Medium-Chain Fatty Acids Are Directly Utilized for the Acyl Modification of Ghrelin.
Endocrinology 2005, 146, 2255–2264. [CrossRef]

52. Terashi, M.; Asakawa, A.; Harada, T.; Ushikai, M.; Coquerel, Q.; Sinno, M.H.; Déchelotte, P.; Inui, A.;
Fetissov, S.O. Ghrelin reactive autoantibodies in restrictive anorexia nervosa. Nutrition 2011, 27, 407–413.
[CrossRef] [PubMed]

53. Takagi, K.; Legrand, R.; Asakawa, A.; Amitani, H.; François, M.; Tennoune, N.; Coëffier, M.; Claeyssens, S.; do
Rego, J.-C.; Déchelotte, P.; et al. Anti-ghrelin immunoglobulins modulate ghrelin stability and its orexigenic
effect in obese mice and humans. Nat. Commun. 2013, 4, 2685. [CrossRef] [PubMed]

54. Lucas, N.; Legrand, R.; Breton, J.; Déchelotte, P.; Fetissov, S.O. Increased affinity of ghrelin-reactive
immunoglobulins in obese Zucker rats. Nutrition 2017, 39–40, 98–99. [CrossRef] [PubMed]

55. Spinhoven, P.; Ormel, J.; Sloekers, P.P.A.; Kempen, G.I.J.M.; Speckens, A.E.M.; Hemert, A.M.V. A validation
study of the Hospital Anxiety and Depression Scale (HADS) in different groups of Dutch subjects. Psychol.
Med. 1997, 27, 363–370. [CrossRef] [PubMed]

56. Nevonen, L.; Clinton, D.; Norring, C. Validating the EDI-2 in three Swedish female samples: Eating disorders
patients, psychiatric outpatients and normal controls. Nord. J. Psychiatry 2006, 60, 44–50. [CrossRef]
[PubMed]

57. Ghaderi, A.; Scott, B. Prevalence and psychological correlates of eating disorders among females aged 18–30
years in the general population. Acta Psychiatr. Scand. 1999, 99, 261–266. [CrossRef]

58. Furnham, A.; Badmin, N.; Sneade, I. Body Image Dissatisfaction: Gender Differences in Eating Attitudes,
Self-Esteem, and Reasons for Exercise. J. Psychol. 2002, 136, 581–596. [CrossRef]

59. Paxton, S.J.; Neumark-Sztainer, D.; Hannan, P.J.; Eisenberg, M.E. Body Dissatisfaction Prospectively Predicts
Depressive Mood and Low Self-Esteem in Adolescent Girls and Boys. J. Clin. Child Adolesc. Psychol. 2006, 35,
539–549. [CrossRef]

60. Dinan, T.G.; Cryan, J.F. Gut–brain axis in 2016: Brain–gut–microbiota axis—Mood, metabolism and behaviour.
Nat. Rev. Gastroenterol. Hepatol. 2017, 14, 69–70. [CrossRef]

61. Rigamonti, A.E.; Cella, S.G.; Bonomo, S.M.; Mancia, G.; Grassi, G.; Perotti, M.; Agosti, F.; Sartorio, A.;
Müller, E.E.; Pincelli, A.I. Effect of somatostatin infusion on peptide YY secretion: Studies in the acute and
recovery phase of anorexia nervosa and in obesity. Eur. J. Endocrinol. 2011, 165, 421–427. [CrossRef]

62. Rigamonti, A.E.; Sartorio, A.; Scognamiglio, P.; Bini, S.; Monteleone, A.M.; Mastromo, D.; Marazzi, N.;
Cella, S.G.; Monteleone, P. Different Effects of Cholestyramine on Postprandial Secretions of Cholecystokinin
and Peptide YY in Women with Bulimia Nervosa. NPS 2014, 70, 228–234. [CrossRef] [PubMed]

63. Monteleone, P.; Martiadis, V.; Rigamonti, A.E.; Fabrazzo, M.; Giordani, C.; Muller, E.E.; Maj, M. Investigation
of peptide YY and ghrelin responses to a test meal in bulimia nervosa. Biol. Psychiatry 2005, 57, 926–931.
[CrossRef] [PubMed]

© 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/10.1016/j.peptides.2011.08.020
http://dx.doi.org/10.1038/nm.1997
http://dx.doi.org/10.1210/en.2004-0695
http://dx.doi.org/10.1016/j.nut.2011.01.002
http://www.ncbi.nlm.nih.gov/pubmed/21392704
http://dx.doi.org/10.1038/ncomms3685
http://www.ncbi.nlm.nih.gov/pubmed/24158035
http://dx.doi.org/10.1016/j.nut.2016.11.007
http://www.ncbi.nlm.nih.gov/pubmed/28087223
http://dx.doi.org/10.1017/S0033291796004382
http://www.ncbi.nlm.nih.gov/pubmed/9089829
http://dx.doi.org/10.1080/08039480500504537
http://www.ncbi.nlm.nih.gov/pubmed/16500799
http://dx.doi.org/10.1111/j.1600-0447.1999.tb07223.x
http://dx.doi.org/10.1080/00223980209604820
http://dx.doi.org/10.1207/s15374424jccp3504_5
http://dx.doi.org/10.1038/nrgastro.2016.200
http://dx.doi.org/10.1530/EJE-11-0312
http://dx.doi.org/10.1159/000368160
http://www.ncbi.nlm.nih.gov/pubmed/25592490
http://dx.doi.org/10.1016/j.biopsych.2005.01.004
http://www.ncbi.nlm.nih.gov/pubmed/15820714
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Design: EDILS Cohort 
	Peptide Concentrations 
	IgG Concentrations 
	Affinity Measurements 
	Statistical Analysis 

	Results 
	Characteristics of the Patients 
	Peptide Concentrations 
	Immunoglobulin Concentrations and Affinity 
	Association between Biological Data/Principal Component Analyses (PCAs) 
	Association between Clinical and Biological Data 

	Discussions 
	References

