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Abstract: Background. Insulin resistance (IR) has been linked to inflammatory states. The aim of
this study was to determine whether IR is increased in a cohort of inflammatory bowel disease
(IBD) patients with low disease activity. We additionally intended to establish which factors were
the determinants of IR in this population, including the presence of nonalcoholic fatty liver disease
(NAFLD). Methods. Cross-sectional study encompassing 151 IBD patients and 174 non-diabetic
controls. Insulin and C-peptide serum levels and IR and beta cell function (%B) indices based on
homoeostatic model assessment (HOMA2) were assessed in patients and controls. Liver stiffness as
measured by transient elastography, and the presence of NAFLD detected via ultrasound were addi-
tionally assessed. A multivariable regression analysis was performed to evaluate the differences in IR
indexes between patients and controls, and to determine which predictor factors were associated with
IR in IBD patients. Results. Neither HOMA2-IR (beta coef. −0.26 {95%CI −0.64–0.13}, p = 0.19) nor
HOMA2-%B (beta coef. 15 {95%CI −14–44}, p = 0.31) indexes differed between patients and controls
after fully multivariable analysis. Among classic IR risk factors, obesity, abdominal circumference,
and triglycerides significantly and positively correlated with IR indexes in IBD patients. However,
most features related to IBD, such as disease patterns, disease activity, and inflammatory markers,
were not associated with IR. The presence of NAFLD was independently and significantly associated
with beta cell dysfunction in patients with IBD (HOMA2—B grade 4, 251 ± 40 vs. grade 1, 107 ± 37,
p = <0.001). Conclusions. IR is not increased in IBD patients with low disease activity compared to
controls. However, the presence of NAFLD favors the development of IR in patients with IBD.

Keywords: inflammatory bowel disease; insulin resistance; nonalcoholic fatty liver disease

1. Introduction

Insulin resistance (IR) refers to a state in which a given concentration of insulin is
associated with a subnormal glucose response. It most commonly occurs in association
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with obesity, but may result from multiple underlying causes. In recent years, IR has been
linked to inflammation [1]. In this sense, known systemic inflammatory diseases such
as rheumatoid arthritis [2], spondyloarthritis [3], and systemic lupus erythematosus [4]
have been associated with a higher degree of IR. Important long-term consequences of IR
include the development of type 2 diabetes and cardiovascular disease.

Inflammatory bowel disease (IBD) is a chronic inflammatory state of the gastroin-
testinal tract that can be classified into two main categories: Crohn’s disease (CD) and
ulcerative colitis (UC). Some controversy exists as to whether IBD is associated with IR. In
this context, previous data have shown that IBD patients in a remission phase of the disease
had whole-body glucose uptakes (as determined by the euglycemic hyperinsulinemic
clamp) and IR indexes similar to those of control subjects [5,6]. In contrast, evidence from
other studies suggests that inflammation contributes to IR in these patients [7].

Liver abnormalities are common in IBD and may occur due to the effects of the
chronic inflammation present with the disease, or to the medications administered to
these patients [8]. In this sense, there is a higher prevalence of nonalcoholic fatty liver
disease (NAFLD) among IBD patients compared to the general population [9]. Similarly,
liver stiffness—as measured by transient elastography—has been shown to be present in
patients with IBD [10]. Liver fat and fibrosis have been associated with IR in the general
population [11].

In the present study, we aimed to determine whether IR was higher in IBD patients
compared to controls based on full multivariable analysis. We additionally intended to
establish which factors are the determinants of IR in this population. Because hepatic
disease has been found to be present in IBD, we further sought to establish whether liver
abnormalities are related to IR in patients with IBD.

2. Methods
2.1. Study Participants

This was a cross-sectional study that included 151 consecutive patients with IBD and
174 controls. All participants were 18 years old or older, and IBD patients had a clinical
diagnosis based upon clinical, endoscopic, and histological criteria during the previous
12 months. IBD patients had been diagnosed by a gastroenterologist and were periodically
followed-up at gastroenterology outpatient clinics. For the purpose of inclusion in the
present study, IBD disease duration had to be ≥1 year. Although long-term anti-tumor
necrosis factor α therapy has been associated with improved IR [6,12], those undergoing
anti-tumor necrosis factor α or other biological therapies were not excluded from the
present study. The controls were community-based, and recruited by general practitioners
in primary health centers. None of the patients or controls were under glucocorticoid
treatment. Diabetes mellitus patients and controls were also excluded. Therefore, all
patients and controls had glycemia < 110 mg/dL, and none were on glucose-lowering
drugs or insulin therapy. Patients with alcoholic liver disease or hepatitis virus C infection
were not included in this study. The study protocol was approved by the Institutional
Review Committee at Hospital Universitario de Canarias and Hospital Universitario
Nuestra Señora de La Candelaria, both in Spain, and all subjects provided informed written
consent (approval no. CHUC_2019_103). The study protocol conformed to the ethical
guidelines of the 1975 Declaration of Helsinki (6th revision, 2008) as reflected in a priori
approval by the institution’s human research committee.

2.2. Data Collection

Surveys in IBD patients and controls were performed to assess cardiovascular risk
factors and medication. Hypertension was defined as a systolic or diastolic blood pressure
higher than 140 and 90 mmHg, respectively. Dyslipidemia was defined if one of the
following factors was present: total cholesterol > 200 mg/dL, triglycerides > 150 mg/dL,
high-density lipoprotein cholesterol (HDL) < 40 mg/dL in men or <50 mg/dL in women,
or low-density lipoprotein cholesterol (LDL) > 130 mg/dL. Disease activity in CD was
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assessed using the Crohn’s Disease Activity Index (CDAI) and the Harvey-Bradshaw
Index (HBI) [13]. CDAI was broken down into asymptomatic remission (0 to 149 points),
mildly to moderately active (150 to 220 points), moderately to severely active (221 to
450 points), and severely active to fulminant disease (451 to 1100 points) categories as
previously described [14]. Similarly, the Harvey-Bradshaw Index categorized remission
as 0 to 4 points, mildly active disease as 5 to 7 points, moderately active disease as 8 to
16 points, and severely active disease as 17 to 100 points [13]. Disease activity in UC was
calculated through the partial Mayo Clinic score [15].

2.3. Assessments

The homeostatic model assessment (HOMA) method was performed to determine
IR. Briefly, the HOMA model enabled an estimation of insulin sensitivity (%S) and β-cell
function (%B) based on fasting plasma insulin, C peptide, and glucose concentrations.
In this study, we used HOMA2, the updated-computer HOMA model [16]. This model
can be used to assess insulin sensitivity and beta cell function from paired fasting plasma
glucose and specific insulin, or C peptide, concentrations over a range of 1–2200 pmol/L
for insulin and 1–25 mmol/L for glucose. C peptide better estimates β-cell function as it is
a marker of secretion; moreover, insulin data are preferable when calculating %S because
HOMA-%S is derived from glucose disposal as a function of insulin concentration. In our
study, IR and %S were calculated using insulin serum levels. Otherwise, %B was calculated
using C-peptide serum levels. The computer model provided a value for insulin sensitivity
expressed as HOMA2-%S (in which 100% is normal). HOMA2-IR (insulin resistance index)
is simply the reciprocal of %S. Additionally, standard techniques were used to measure
plasma glucose, C-reactive protein, serum lipids, and fecal calprotectin.

Abdominal ultrasonography was performed in patients with IBD in B mode in order
to define the degrees of steatosis based on the existing fat infiltration. Fat infiltration was
classified into three degrees as previously described [17,18]: mild, when there was a discreet
diffuse increase in hepatic echogenicity, clearly displaying the diaphragmatic line and
intrahepatic vascular structures; moderate, when intermediately hepatic echogenicity was
observed compared to that of the kidney, as well as mean attenuation of the diaphragmatic
wall and intrahepatic vessels, and severe, when there was a significant difference in hepatic
and renal echogenicity, an absence of diaphragm visualization, and attenuation of vessels
without being able to visualize them at the hepatic posterior pole. Transition elastography
(ET) or Fibroscan® was used to noninvasively establish the degree of hepatic fibrosis. Ten
valid measurements were made, with a success rate greater than or equal to 60% and an
interquartile range less than 30%, when deciding whether or not the result was valid. The
degree of hepatic fibrosis was established according to F0 (no fibrosis) to F4 (cirrhosis)
stages. Fibroscan® values correlated with liver fibrosis as follows: <7.6 KPa = F0–F1,
7.7–9.4 KPa = F2, 9.5–14 KpPa = F3, >14 KPa = F4 [19,20]. Both abdominal ultrasound and
elastography procedures were performed after 6 h of fasting.

2.4. Statistical Analysis

Demographic and clinical characteristics are shown as frequencies for binary variables.
Continuous variables data are expressed as mean ± standard deviation (SD) or as median
and interquartile ranges (IQR) for non-normally distributed variables. Univariable differ-
ences between patients and controls were assessed using T Student, U Mann–Whitney, Chi
squared or Fisher Exact tests according to normal distributions or the number of subjects.
Differences between patients and controls regarding IR indexes were assessed using multi-
variable linear regression analysis, adjusting for those variables with a p value less than
0.20 in their univariable differences. Any associations between disease-related features and
liver abnormalities and IR indexes were assessed through linear multivariable regression
analysis. All of the analyses used a 5% two-sided significance level and were performed
using SPSS software, v. 25 (IBM, Chicago, IL, USA) and STATA software, v.15/SE (Stata
Corp., College Station, TX, USA).
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3. Results
3.1. Demographic, Laboratory, and Disease-Related Data

A total of 151 IBD patients and 174 controls with a mean ± SD age of 50 ± 16 and
48 ± 10 years, respectively, were included in this study. Demographic and disease-related
characteristics of the participants are shown in Table 1. Body mass index (30 ± 3 vs.
27 ± 5 kg/m2, p = < 0.001) and waist circumference (98 ± 6 vs. 93 ± 24 cm, p = < 0.001)
were higher in controls than in IBD patients. Regarding traditional cardiovascular risk
factors, although the presence of hypertension, dyslipidemia, and current smoking did
not differ between patients and controls, the latter were more frequently obese compare
to those patients with IBD (40% vs. 28%, p = 0.034). Moreover, lipid profiles were similar
between populations with the exception of LDL-cholesterol serum levels, which were
significantly lower in IBD patients.

Table 1. Characteristics of IBD patients and controls.

Controls IBD Patients

(n = 174) (n = 151) p

Age, years 50 ± 16 48 ± 10 0.10
Male, n (%) 56 (32) 65 (43) 0.043

Body mass index, kg/m2 30 ± 3 27 ± 5 <0.001
Abdominal circumference, cm 98 ± 6 93 ± 12 <0.001

Systolic blood pressure, mmHg 129 ± 10 125 ± 18 0.011
Diastolic blood pressure, mmHg 75 ± 8 74 ± 11 0.13

Cardiovascular co-morbidity

Smoking, n (%) 34 (20) 25 (17) 0.49
Hypertension, n (%) 49 (28) 26 (17) 0.20
Dyslipidemia, n (%) 113 (65) 109 (72) 0.16

Type 2 diabetes, n (%) 0 (0) 0 (0) -
Obesity, n (%) 69 (40) 43 (28) 0.034

Analytical and lipid profile

CRP, mg/L 1.8 (1.0–3.9) 1.71 (0.9–3.9) 0.56
Cholesterol, mg/dL 204 ± 42 196 ± 44 0.11

Triglycerides, mg/dL 138 ± 73 141 ± 80 0.74
HDL cholesterol, mg/dL 54 ± 15 55 ± 16 0.73
LDL cholesterol, mg/dL 122 ± 34 113 ± 37 0.026

Atherogenic index 3.97 ± 1.10 3.81 ± 1.19 0.21
IBD-related data

Crohn’s disease, n (%) 105 (70)
Ulcerative colitis, n (%) 46 (30)

Disease duration since diagnosis, years 13 (8–20)
Crohn’s disease-related data, n (%)

A1 below 16 years 16 (15)
A2 between 17 and 40 years 65 (62)

A3 above 40 years 23 (22)
L1 ileal 40 (38)

L2 colonic 21 (20)
L3 ileocolonic 43 (41)

L4 isolated upper disease 10 (10)
B1 non-stricturing, non-penetrating 58 (55)

B2 stricturing 35 (33)
B3 penetrating 12 (11)

CDAI score 38 (5–78)
Asymptomatic remission 93 (89)

Mildly to moderately active CD 8 (8)
Moderately to severely active CD 3 (3)

Severely active to fulminant disease 0 (0)
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Table 1. Cont.

Controls IBD Patients

Harvey-Bradshaw Index 1 (0–3)
Clinical remission 90 (86)

Mildly active disease 9 (9)
Moderately active disease 4 (4)

Severely active disease 1 (1)
Ulcerative colitis-related data, n (%)

Proctosigmoiditis 6 (13)
Left-sided colitis 17 (37)

Pancolitis 21 (46)
Partial Mayo score 1 (0–1)

<2 38 (83)
≥2 8 (17)

Fecal calprotectin, mcg/g
<300 104 (69)
≥300 19 (13)

Perianal disease, n (%) 14 (9)
Previous surgery, n (%) 44 (29)

Extraintestinal manifestations
Arthritis, n (%) 4 (3)
Uveitis, n (%) 3 (2)

Erythema nodosum, n (%) 2 (1)
Psoriasis, n (%) 2 (1)

Oral mesalazine, n (%) 53 (35)
Methotrexate, n (%) 20 (13)
Azathioprine, n (%) 47 (31)

Anti-TNF therapy, n (%) 48 (32)
Adalimumab, n (%) 20 (13)

Infliximab, n (%) 28 (19)
Ustekinumab, n (%) 6 (4)
Vedolizumab, n (%) 5 (3)

Data represent mean ± SD or median (interquartile range) when data were not normally distributed. BMI: body
mass index; CRP: C-reactive protein; LDL: low-density lipoprotein. HDL: high-density lipoprotein; TNF: tumor
necrosis factor; CDAI: Crohn’s Disease Activity Index. Dyslipidemia was defined if one of the following was
present: total cholesterol > 200 mg/dL, triglyceride > 150 mg/dL, HDL cholesterol < 40 in men or <50 mg/dL
in women, or LDL cholesterol > 130 mg/dL. CDAI was categorized as 0 to 149: Asymptomatic remission; 150
to 220 points: Mildly to moderately active; 221 to 450 points: Moderately to severely active; 451 to 1100 points:
Severely active to fulminant disease. Harvey-Bradshaw Index was categorized as 0 to 4 points: Clinical remission;
5 to 7 points: Mildly active disease 8 to 16 points: Moderately active disease; 17 to 100 points: Severely active
disease. Disease-related data percentages refer to the number of each of the IBD types. Significant p-values are
depicted in bold.

The median disease duration of IBD was 13 years (IQR 8–20). Patients with IBD were
diagnosed with CD and UC types in 70% and 30% of cases, respectively. CD patients
generally presented colonic and non-stricturing, non-penetrating types of disease. The
median CDAI score was 38 (IQR 5–78), and 93% of the patients were classified as being
in the asymptomatic-remission category. Similarly, the Harvey-Bradshaw index was 1
(IQR 0–3), and most of the patients (81%) were in the remission category of this index.
Regarding UC, 49% were pancolitis, while 76% had a partial Mayo score of less than 2
points. Additional information regarding disease-related data is shown in Table 1.

3.2. Differences in Glucose Homeostasis Molecules and IR Indexes between Controls and Patients

Differences between glucose homeostasis molecules and IR indexes were adjusted
for age, gender, body mass index, abdominal circumference, cholesterol serum levels, and
the presence of hypertension and dyslipidemia. After this adjustment, IR indexes and
C-peptide and insulin serum levels did not differ between patients with IBD and controls
(Table 2).
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Table 2. Multivariable regression analysis of the differences between controls and patients in terms
of glucose homeostasis molecules and IR indexes.

Beta Coef. (95% CI), p

Insulin, µU/mL −1.74 (−4.76–1.28), 0.26
C-peptide, ng/mL −0.39 (−1.10–0.31), 0.27

HOMA2-IR −0.26 (−0.64–0.13), 0.19
HOMA2-S% 17 (−31–66), 0.48

HOMA2-B%-C-peptide 15 (−14–44), 0.31

Beta coefficients are expressed using controls as the reference category. Controls and patients are considered
the independent variables. p’ values are adjusted for age, gender, body mass index, abdominal circumference,
cholesterol serum levels, and the presence of hypertension and dyslipidemia. HOMA2-IR and -S%: Homeostatic
assessment model for the assessment of insulin resistance using insulin and glucose serum levels. HOMA2%B-C
peptide: Homeostatic assessment model for the assessment of beta cell function using C peptide and glucose
serum levels.

3.3. Association of Disease-Related Data with Insulin Resistance and Beta Cell Function Indexes

The relationships between disease-related data and IR and beta cell function indexes
are shown in Table 3. Traditional IR-related factors such as body mass index, abdominal
circumference, and the presence of obesity were significantly and positively associated
with both HOMA2-IR and -%B indexes. Moreover, the presence of hypertension was also
associated with both indexes. CRP showed no relation to IR indexes. Regarding the lipid
profile, some associations were found. In this sense, while triglycerides serum levels and
the atherogenic index were significantly and positively related to both IR and beta cell
function indexes, HDL-cholesterol was negatively associated with them.

Table 3. Disease-related data association with insulin resistance and beta cell function indexes in IBD patients.

Beta Coef. (95%CI), p

HOMA2-IR p * HOMA2-%B p *

Age, years 0.00 (−0.01–0.01), 0.52 0.44 (−0.33–1.21), 0.26
Male 0.05 (−0.15–0.26), 0.61 0.49 (−15.43–16.41), 0.95

Body mass index, kg/m2 0.06 (0.04–0.08), <0.001 4 (3–6), <0.001
Abdominal circumference, cm 0.02 (0.02–0.03), <0.001 2 (1–2), <0.001

Systolic blood pressure, mmHg 0.01 (0.00–0.01), 0.10 0.39 (−0.05–0.82), 0.082
Diastolic blood pressure, mmHg 0.01 (0.00–0.02), 0.044 0.40 (−0.31–1.11), 0.27

Cardiovascular co-morbidity

Smoking 0.05 (−0.23–0.32), 0.74 14 (−7–36), 0.18
Hypertension 0.48 (0.22–0.74), <0.001 44 (24–63), <0.001
Dyslipidemia 0.19 (−0.04–0.42), 0.097 0.74 (−16.85–18.34), 0.93

Obesity 0.60 (0.39–0.81), <0.001 48 (33–64), <0.001
Laboratory and lipid profile

CRP, mg/L 0.01 (−0.01–0.03), 0.48 1 (0–3), 0.12
Cholesterol, ×10 mg/dL 0.00 (−0.03–0.02), 0.78 −2 (−3–0), 0.063

Triglycerides, ×10 mg/dL 0.04 (0.03–0.05), <0.001 2 (2–3), <0.001
HDL cholesterol, ×10 mg/dL −0.01 (−0.18–−0.05), <0.001 −1 (−2–−1), <0.001
LDL cholesterol, ×10 mg/dL −0.02 (−0.05–0.01), 0.19 −2 (−5–−0), 0.020

Atherogenic index 0.21 (0.13–0.29), <0.001 14 (8–20), <0.001
IBD-related data

Crohn’s disease −0.17 (−0.39–0.08), 0.14 0.95 −11 (−28–6), 0.19 0.75Ulcerative colitis
Disease duration, years 0.00 (−0.01–0.01), 0.89 0.40 (−0.45–1.24), 0.35

Crohn’s disease-related data
A1 below 16 years 0.06 (−0.30–0.42), 0.73 −2 (−29–26), 0.91

A2 between 17 and 40 years 0.08 (−0.18–0.34), 0.54 2 (−18–22), 0.84
A3 above 40 years −0.15 (−0.46–0.16), 0.33 −2 (−26–22), 0.87

L1 ileal −0.09 (−0.35–0.18), 0.51 −11 (−32–9), 0.27
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Table 3. Cont.

Beta Coef. (95%CI), p

HOMA2-IR p * HOMA2-%B p *

L2 colonic −0.13 (−0.45–0.19), 0.43 −11 (−36–13), 0.36
L3 ileocolonic 0.21 (−0.04–0.47), 0.10 0.26 22 (3–42), 0.027 0.061

L4 isolated upper disease −0.26 (−0.69–0.18), 0.25 −8 (−42–26), 0.64
B1 non-stricturing,

non-penetrating −0.03 (−0.28–0.22), 0.81 2 (−17–22), 0.82

B2 stricturing 0.07 (−0.20–0.34), 0.62 7 (−14–27), 0.54
B3 penetrating 0.05 (−0.36–0.46), 0.82 −12 (−44–19), 0.43
log CDAI score −0.13 (−0.37–0.11), 0.29 −4 (−26–17), 0.69

Asymptomatic remission ref. ref.
Mildly to moderately active −0.18 (−0.67–0.31), 0.46 −12 (−49–26), 0.55

Moderately to severely active −0.37 (−1.15–0.41), 0.35 −8 (−68–52), 0.79
Severely active to fulminant - -
log Harvey-Bradshaw Index −0.08 (−0.24–0.09), 0.38 0.42 (−12.56–13.40), 0.95

Clinical remission ref. ref.
Mildly active disease 0.05 (−0.41–0.52), 0.82 12 (−24–47), 0.52

Moderately active disease 0.36 (−1.04–0.33), 0.30 4 (−48–56), 0.88
Severely active disease −0.38 (−1.72–0.96), 0.58 −62 (−165–41), 0.23

Ulcerative colitis-related data
Proctosigmoiditis −0.38 (−0.85–0.09), 0.11 0.28 −38 (−73–−2), 0.038 0.26
Left-sided colitis −0.11 (−0.45–0.23), 0.53 13 (−13–38), 0.34

Pancolitis 0.24 (−0.08–0.56), 0.14 0.52 3 (−23–28), 0.84
log Partial Mayo score −0.17 (−0.45–0.12), 0.24 −24 (−45–−3), 0.027 0.048

<2 ref. ref.
≥2 −0.27 (−0.69–0.15), 0.20 0.14 −22 (−55–11), 0.19 0.080

Fecal calprotectin, mcg/g
<300 ref. ref.
≥300 −0.25 (−0.58–0.08), 0.13 1 (−24–26), 0.95

Perianal disease 0.31 (−0.04–0.66), 0.080 0.42 39 (12–65), 0.005 0.024
Previous surgery 0.10 (−0.12–0.33), 0.37 7 (−11–24), 0.45

Extraintestinal manifestations
Arthritis −0.16 (−0.80–0.48), 0.63 −31 (−80–18), 0.21
Uveitis 0.08 (−0.66–0.82), 0.83 −3 (−60–53), 0.90

Erythema nodosum −0.18 (−1.08–0.71), 0.69 38 (−30–107), 0.27
Psoriasis −0.15 (−1.05–0.75), 0.75 −5 (−74–64), 0.89

Oral mesalazine 0.11 (−0.11–0.32), 0.32 11 (−5–28), 0.18 0.11
Methotrexate −0.04 (−0.34–0.27), 0.81 −2 (−25–21), 0.85
Azathioprine 0.04 (−0.18–0.26), 0.73 −12 (−30–4), 0.14 0.28

Anti-TNF therapy 0.13 (−0.09–0.35), 0.26 9 (−8–26), 0.31
Adalimumab −0.03 (−0.33–0.28), 0.87 8 (−15–32), 0.47

Infliximab 0.20 (−0.06–0.46), 0.14 0.64 6 (−14–26), 0.56
Ustekinumab −0.17 (−0.69–0.36), 0.53 −3 (−43–38), 0.88
Vedolizumab −0.14 (−0.72–0.43), 0.62 −9 (−53–35), 0.68

Data represent mean ± SD or median (interquartile range) when data were not normally distributed. BMI: body mass index; CRP:
C-reactive protein; LDL: low-density lipoprotein; CDAI: Crohn’s Disease Activity Index. HDL: high-density lipoprotein; TNF: tumor
necrosis factor. Dyslipidemia was defined if one of the following was present: total cholesterol > 200 mg/dL, triglyceride > 150 mg/dL,
HDL cholesterol < 40 in men or <50 mg/dL in women, or LDL cholesterol > 130 mg/dL. CDAI was categorized as 0 to 149: Asymptomatic
remission; 150 to 220 points: Mildly to moderately active; 221 to 450 points: Moderately to severely active; 451 to 1100 points: Severely
active to fulminant disease. Harvey-Bradshaw Index was categorized as 0 to 4 points: Clinical remission; 5 to 7 points: Mildly active
disease; 8 to 16 points: Moderately active disease; 17 to 100 points: Severely active disease. Beta coef. inferior to 1 are expressed in decimals,
otherwise in integer numbers. HOMA2IR: Homeostatic assessment model for the assessment of insulin resistance using insulin and glucose
serum levels. HOMA2%B-C peptide: Homeostatic assessment model for the assessment of beta cell function using C peptide and glucose
serum levels. Univariable relations with a p value inferior to 0.20 were further analyzed and adjusted for body mass index, abdominal
circumference, hypertension, obesity, triglycerides, and HDL cholesterol. Ref. denotes reference category (* represents p values adjusted for
covariables). Significant p-values are depicted in bold.

Disease-specific patterns and features were, in general, not associated with IR or beta
cell dysfunction. For example, disease duration, CD or UC patterns, CD disease activity
scores (CDAI and Harvey-Bradshaw indexes), and treatments showed no relation to IR
indexes. Only the partial Mayo score (beta coef. −24 {95%CI −45–−3}, p = 0.027) and the
presence of perianal disease (beta coef. 39 {95%CI 12–65}, p = 0.005) were significantly
related to HOMA2-%B after conducting a multivariable analysis (Table 3).
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3.4. Liver Abnormalities in Relation to IR in Patients with IBD

Liver stiffness averaged 5.0 ± 2.0 kPa in IBD patients. Transient elastography was
positively and significantly associated with insulin and C-peptide serum levels, and with
IR and beta-cell function, in the univariable analysis. However, when these relations were
adjusted for traditional factors related to both IR and liver disease, these associations
were lost (Table 4). Besides, patients taking biological treatments did not show degrees of
NAFLD different from those who did not.

Mild and moderate NAFLD grades were present, respectively, in 26% and 13% of
the patients with IBD. As NAFLD grades increased, significantly higher insulin and C-
peptide and IR indices were evident in the univariable analysis. When this analysis was
adjusted for confounders, some associations remained significant. In this sense, patients
with severe fat infiltration (grade 4) had higher serum levels of insulin and C-peptide, as
well as higher HOMA2-IR and HOMA2-%B indices. Moreover, adjusted-trend analysis
showed significant values for C-peptide and HOMA2-%B, indicating that as NAFLD grades
increased, values for both C-peptide and HOMA2-%B rose as well (Table 4). Moreover, the
addition of IBD type as an interaction factor in the regression analysis yielded no significant
values, showing that this relation did not differ between the two IBD types (Table 4).
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Table 4. Relation of fibroscan and NAFLD to glucose homeostasis-related molecules and IR indexes.

Glucose, mg/dL Insulin, U/mL C-peptide, ng/mL HOMA2-IR HOMA2-B%
Beta Coef. (95% CI), p

Fibroscan, kPa

5.0 ± 2.0 −0.36
(−1.18–0.46) 0.38 0.46

(0.09–0.84) 0.017 0.11
(0.03–1.91) 0.010 0.06

(0.01–0.11) 0.023 6 (3–10) 0.001

Adjusted * −0.36
(−1.20–0.48) 0.40 0.08

(−0.27–0.43) 0.64 0.03
(−0.05–0.10) 0.51 0.01

(−0.04–0.05) 0.72 3 (−1–6) 0.11

Ultrasound grade of steatosis

Mean ± standard deviation, p
Grade n p p ** p p ** p p ** p p ** p p **

0 73 89 ± 9 - - 6 ± 4 - - 1.6 ± 0.9 - - 0.8 ± 0.5 - - 107 ± 37 - -
1 40 89 ± 10 0.92 0.95 9 ± 5 <0.001 0.18 2.3 ± 1.0 <0.001 0.28 1.2 ± 0.6 <0.001 0.18 137 ± 42 <0.001 0.17
2 19 88 ± 10 0.49 0.073 10 ± 5 0.009 0.77 2.6 ± 1.3 0.001 0.52 1.3 ± 0.6 <0.001 0.73 153 ± 57 <0.001 0.040
3 4 85 ± 6 0.37 0.29 19 ± 13 <0.001 0.006 4.7 ± 1.5 0.002 0.000 2.4 ± 1.6 0.010 0.011 251 ± 40 <0.001 <0.001

Trend p 0.34 0.10 <0.001 0.18 <0.001 0.024 <0.001 0.22 <0.001 0.001
CD x CU Interaction p 0.46 0.84 0.59 0.75 0.96

Fibroscan and ultrasound grades are considered the independent variables. Ultrasound steatosis grades were 0: absent, 1: mild; 2: moderate; 3: severe. HOMA2IR: Homeostatic assessment model for the
assessment of insulin resistance using insulin and glucose serum levels. HOMA2%B-C peptide: Homeostatic assessment model for the assessment of beta cell function using C peptide and glucose serum levels.
CD: Crohn’s disease; UC: Ulcerative colitis. Significant p values are depicted in bold. * Adjusted for abdominal circumference, HDL cholesterol and triglycerides. ** Adjusted for BMI, abdominal circumference,
hypertension obesity, triglycerides, and HDL-cholesterol.
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4. Discussion

IR has been linked to inflammatory states. In this regard, increased IR has been
described in patients with inflammatory diseases such as rheumatoid arthritis and systemic
lupus erythematosus [2,4]. However, our data do not support that it may be the same
for IBD, in particular in patients with low disease activity, despite the fact that it is also
considered a disease with a high inflammatory component. In this regard, in our study,
CRP was not higher in patients compared to controls. Furthermore, most of the patients
presented low disease activity scores. For this reason, we cannot rule out the possibility
that patients with a higher burden of disease activity might present a higher IR. However,
our findings indicate that the presence of the disease itself, regardless of its activity, is not
associated with increased IR.

Previous studies about IR in IBD are scarce, and most have lacked statistical power
because the numbers of patients recruited have been, in general, low. For example, a
previous study involving 40 patients with IBD and 40 controls reported a higher IR in
patients [21]. However, this work did not include a multivariable adjustment, C-peptide
was not assessed, and the IR calculation was not made using the updated HOMA2 model,
which takes account of variations in hepatic and peripheral glucose resistance. Similarly, a
study involving 17 patients with CD showed that they had significantly higher IR indexes
than did the controls [22]. Interestingly, patients with active disease (CDAI ≥ 150) showed
significantly lower values for HOMA (i.e., had a lower degree of IR) than those with
inactive disease (CDAI < 150). Regarding this finding, the authors argued against chronic
inflammation as a possible cause for IR. The low recruitment of patients in this study did
not allow for a multivariable analysis. Similarly, in a previous study involving 102 IBD
patients without cardiovascular risk factors and 74 matched controls, IR calculated via
the non-updated HOMA index was found to be higher in IBD [7]. However, again, this
report lacked a multivariable adjustment. In another study of 20 patients with IBD and
40 controls, no differences in IR were found [5]. Our work is the first to recruit a large
number of patients for the study of IR in IBD. Moreover, our study assessed full glucose
homeostasis molecules, including C-peptide. Furthermore, our sample size allowed for a
multivariable analysis and control of confounding factors. For this reason, we believe that
the reported conclusions in the current work are of greater strength than those of previous
studies.

In our study, disease-related factors such as disease duration, disease phenotypes, CD
activity, and/or the use of different treatments were not associated with IR indexes. Only
some significant associations were found after the multivariable analysis. In this sense,
while CU’s Mayo score was negatively associated with beta cell function, the presence
of perianal disease was positively related to it. In contrast, traditional IR factors such as
obesity, abdominal circumference, body mass index, and lipid profile were significantly
and highly associated with both IR and beta cell function indexes. For this reason, we
believe that IR in these patients was driven by these classic factors associated with IR and
that the disease, through its different features, was not influencing the presence of IR.

Strong epidemiological, biochemical, and therapeutic evidence supports the premise
that the primary pathophysiological derangement in most patients with NAFLD is IR [23].
Insulin resistance leads to increased lipolysis, triglyceride synthesis, increased hepatic
uptake of free fatty acids, and accumulation of hepatic triglyceride. It is known that IR is a
characteristic feature of NAFLD even when subjects are not obese or have normal glucose
tolerance. On the other hand, NAFLD is highly prevalent among patients with type 2
diabetes (up to 70%) that show increased hepatic triglyceride accumulation independently
of BMI. Insulin-resistant subjects with NAFLD show reduced insulin sensitivity not only at
the level of the muscle but also at the level of the liver and adipose tissue [24].

On the other hand, the liver plays a central role in the systemic regulation of glucose,
and aberrant hepatic insulin action is thought to be a primary driver of IR [25]. Therefore,
it is thought that liver disease is an important source of IR in the general population. IBD
is accompanied by liver injury, which can include the presence of NAFLD and fibrosis.
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In this context, sonographic evidence of fatty liver tissue is not an uncommon finding in
patients with IBD, In fact, a recent study of 511 IBD patients showed a prevalence of up
to 35% [26], while liver fibrosis (as detected by transient elastography) was also found to
be present [10]. In keeping with the aforementioned concepts, we sought to determine
whether IR could be related to those liver abnormalities that might potentially be present in
IBD. In our study, NAFLD was associated with beta cell dysfunction after the multivariable
analysis. We therefore believe that NAFLD is adding IR to the disease, but not to the point
of causing higher levels than in controls.

We acknowledge the limitation that we did not assess NAFLD or liver fibrosis in
controls. Nevertheless, we were interested in how both of these were related to IR in IBD
patients compared to controls. If we had had such data for controls, we could have studied
whether the effect of liver disease on IR differed between patients and controls.

In conclusion, unlike patients with other inflammatory states, IBD patients with low
disease activity do not present increased IR compared to the general population. NAFLD
and classic factors associated with metabolic syndrome account for the presence of IR in
these patients.

Author Contributions: Conceptualization, I.F.-A., M.C.-P., A.H.-C., M.Á.G.-G., and M.H.-G.; method-
ology, I.F.-A. and M.Á.G.-G.; formal analysis, I.F.-A., A.H.-C., and M.C.-P.; data curation, N.H.A.-B.,
L.R., I.A.-A., A.H.-P., M.V., and L.A.; writing—original draft preparation, I.F.-A. and M.Á.G.-G.;
writing—review and editing, I.F.-A. and M.Á.G.-G.; funding acquisition, I.F.-A., M.C.-P., and A.H.-C.
All authors have read and agreed to the published version of the manuscript.

Funding: This work was supported by a grant to I.F-A. from the Spanish Ministry of Health,
Subdirección General de Evaluación y Fomento de la Investigación, Plan Estatal de Investigación
Científica y Técnica y de Innovación 2013–2016 and by Fondo Europeo de Desarrollo Regional-
FEDER-(Fondo de Investigaciones Sanitarias, FIS PI14/00394, PI17/00083).

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee of Hospital Universitario de Canarias
and Hospital Nuestra Se ora de la Candelaria (protocol code CHUC_2019_103 date of approval 4
February 2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Data Availability Statement: The data presented in this study are available on request to the corre-
sponding author.

Conflicts of Interest: The authors declare that there are no conflict of interest. Nevertheless, Iván
Ferraz-Amaro would like to acknowledge that he has received grants/research support from Ab-
bott, MSD, Jansen, and Roche, as well as consultation fees from company-sponsored speakers
bureaus associated with Abbott, Pfizer, Roche, Sanofi, Celgene, and MSD. M.A. González-Gay has
received grants/research support from Abbvie, MSD, Jansen, and Roche, as well as consultation
fees/participation from company-sponsored speakers bureaus tied to Abbvie, Pfizer, Roche, Sanofi,
Lilly, Celgene and MSD.

References
1. Shoelson, S.E.; Lee, J.; Goldfine, A.B. Inflammation and insulin resistance. J. Clin. Investig. 2006, 116, 1793–1801. [CrossRef]
2. Ferraz-Amaro, I.; García-Dopico, J.A.; Medina-Vega, L.; González-Gay, M.A.; Díaz-González, F. Impaired beta cell function is

present in nondiabetic rheumatoid arthritis patients. Arthritis Res. Ther. 2013, 15. [CrossRef]
3. Genre, F.; Rueda-Gotor, J.; Quevedo-Abeledo, J.C.; Corrales, A.; Hernández-Hernández, V.; Fañanas-Rodríguez, N.; Lavín-Gómez,

B.; Delgado-Frías, E.; de Vera-González, A.; González-Delgado, A.; et al. Insulin resistance in non-diabetes patients with
spondyloarthritis. Scand. J. Rheumatol. 2020, 49, 1–8. [CrossRef]

4. Sánchez-Pérez, H.; Tejera-Segura, B.; de Vera-González, A.; González-Delgado, A.; Olmos, J.M.; Hernández, J.L.; Corrales, A.;
López-Mejías, R.; González-Gay, M.Á.; Ferraz-Amaro, I. Insulin resistance in systemic lupus erythematosus patients: Contributing
factors and relationship with subclinical atherosclerosis. Clin. Exp. Rheumatol. 2017, 35, 885–892.

5. Capristo, E.; Mingrone, G.; Addolorato, G.; Greco, A.V.; Gasbarrini, G. Glucose metabolism and insulin sensitivity in inactive
inflammatory bowel disease. Aliment. Pharmacol. Ther. 1999, 13, 209–217. [CrossRef]

http://doi.org/10.1172/JCI29069
http://doi.org/10.1186/ar4149
http://doi.org/10.1080/03009742.2020.1751272
http://doi.org/10.1046/j.1365-2036.1999.00461.x


J. Clin. Med. 2021, 10, 3062 12 of 12

6. Paschou, S.A.; Kothonas, F.; Lafkas, A.; Myroforidis, A.; Loi, V.; Terzi, T.; Karagianni, O.; Poulou, A.; Goumas, K.; Vryonidou, A.
Favorable effect of anti-TNF therapy on insulin sensitivity in nonobese, nondiabetic patients with inflammatory bowel disease.
Int. J. Endocrinol. 2018, 2018. [CrossRef] [PubMed]

7. Korkmaz, H.; Sahin, F.; Ipekci, S.H.; Temel, T.; Kebapcilar, L. Increased pulse wave velocity and relationship with inflammation,
insulin, and insulin resistance in inflammatory bowel disease. Eur. J. Gastroenterol. Hepatol. 2014, 26, 725–732. [CrossRef]
[PubMed]

8. Restellini, S.; Chazouillères, O.; Frossard, J.L. Hepatic manifestations of inflammatory bowel diseases. Liver Int. 2017, 37, 475–489.
[CrossRef]

9. Lin, A.; Roth, H.; Anyane-Yeboa, A.; Rubin, D.T.; Paul, S. Prevalence of Nonalcoholic Fatty Liver Disease in Patients With
Inflammatory Bowel Disease: A Systematic Review and Meta-analysis. Inflamm. Bowel Dis. 2020. [CrossRef] [PubMed]

10. Thin, L.W.Y.; Lawrance, I.C.; Spilsbury, K.; Kava, J.; Olynyk, J.K. Detection of liver injury in IBD using transient elastography. J.
Crohn’s Colitis 2014, 8, 671–677. [CrossRef]

11. Yki-Järvinen, H. Fat in the liver and insulin resistance. Ann. Med. 2005, 37, 347–356. [CrossRef] [PubMed]
12. Miranda-Filloy, J.A.; Llorca, J.; Carnero-López, B.; González-Juanatey, C.; Blanco, R.; González-Gay, M.A. TNF-alpha antagonist

therapy improves insulin sensitivity in non-diabetic ankylosing spondylitis patients. Clin. Exp. Rheumatol. 2012, 30, 850–855.
13. Harvey, R.F.; Bradshaw, J.M. A SIMPLE INDEX OF CROHN’S-DISEASE ACTIVITY. Lancet 1980, 315, 514. [CrossRef]
14. Lichtenstein, G.R.; Loftus, E.V.; Isaacs, K.L.; Regueiro, M.D.; Gerson, L.B.; Sands, B.E. ACG Clinical Guideline: Management of

Crohn’s Disease in Adults. Am. J. Gastroenterol. 2018, 113, 481–517. [CrossRef] [PubMed]
15. Schroeder, K.W.; Tremaine, W.J.; Ilstrup, D.M. Coated Oral 5-Aminosalicylic Acid Therapy for Mildly to Moderately Active

Ulcerative Colitis. N. Engl. J. Med. 1987, 317, 1625–1629. [CrossRef]
16. Wallace, T.M.; Levy, J.C.; Matthews, D.R. Use and abuse of HOMA modeling. Diabetes Care 2004, 27, 1487–1495. [CrossRef]
17. Mishra, P.; Younossi, Z.M. Abdominal ultrasound for diagnosis of nonalcoholic fatty liver disease (NAFLD). Am. J. Gastroenterol.

2007, 102, 2716–2717. [CrossRef]
18. Hamaguchi, M.; Kojima, T.; Itoh, Y.; Harano, Y.; Fujii, K.; Nakajima, T.; Kato, T.; Takeda, N.; Okuda, J.; Ida, K.; et al. The severity

of ultrasonographic findings in nonalcoholic fatty liver disease reflects the metabolic syndrome and visceral fat accumulation.
Am. J. Gastroenterol. 2007, 102, 2708–2715. [CrossRef]

19. Ganne-Carrié, N.; Ziol, M.; De Ledinghen, V.; Douvin, C.; Marcellin, P.; Castera, L.; Dhumeaux, D.; Trinchet, J.C.; Beaugrand, M.
Accuracy of liver stiffness measurement for the diagnosis of cirrhosis in patients with chronic liver diseases. Hepatology 2006, 44,
1511–1517. [CrossRef] [PubMed]

20. Yoneda, M.; Yoneda, M.; Mawatari, H.; Fujita, K.; Endo, H.; Iida, H.; Nozaki, Y.; Yonemitsu, K.; Higurashi, T.; Takahashi, H.; et al.
Noninvasive assessment of liver fibrosis by measurement of stiffness in patients with nonalcoholic fatty liver disease (NAFLD).
Dig. Liver Dis. 2008, 40, 371–378. [CrossRef] [PubMed]

21. Dagli, N.; Poyrazoglu, O.K.; Dagli, A.F.; Sahbaz, F.; Karaca, I.; Kobat, M.A.; Bahcecioglu, I.H. Is Inflammatory Bowel Disease a
Risk Factor for Early Atherosclerosis? Angiology 2010, 61, 198–204. [CrossRef]

22. Bregenzer, N.; Hartmann, A.; Strauch, U.; Schölmerich, J.; Andus, T.; Bollheimer, C.L. Increased insulin resistance and β cell
activity in patients with Crohn’s disease. Inflamm. Bowel Dis. 2006, 12, 53–56. [CrossRef]

23. Chitturi, S.; Abeygunasekera, S.; Farrell, G.C.; Holmes-Walker, J.; Hui, J.M.; Fung, C.; Karim, R.; Lin, R.; Samarasinghe, D.; Liddle,
C.; et al. NASH and insulin resistance: Insulin hypersecretion and specific association with the insulin resistance syndrome.
Hepatology 2002, 35, 373–379. [CrossRef] [PubMed]

24. Gaggini, M.; Morelli, M.; Buzzigoli, E.; DeFronzo, R.A.; Bugianesi, E.; Gastaldelli, A. Non-alcoholic fatty liver disease (NAFLD)
and its connection with insulin resistance, dyslipidemia, atherosclerosis and coronary heart disease. Nutrients 2013, 5, 1544–1560.
[CrossRef] [PubMed]

25. Santoleri, D.; Titchenell, P.M. Resolving the Paradox of Hepatic Insulin Resistance. CMGH 2019, 7, 447–456. [CrossRef] [PubMed]
26. Schlabitz, F.; Teich, N.; Riesner-Wehner, A.; Böhm, S.; Greinert, R.; Eisenmann, S.; Michl, P.; Walldorf, J. Inflammatory Bowel

Disease and COVID-19: How Have Patients Coped So Far? J. Clin. Gastroenterol. 2021. [CrossRef]

http://doi.org/10.1155/2018/6712901
http://www.ncbi.nlm.nih.gov/pubmed/29576769
http://doi.org/10.1097/MEG.0000000000000104
http://www.ncbi.nlm.nih.gov/pubmed/24901818
http://doi.org/10.1111/liv.13265
http://doi.org/10.1093/ibd/izaa189
http://www.ncbi.nlm.nih.gov/pubmed/32780094
http://doi.org/10.1016/j.crohns.2013.12.006
http://doi.org/10.1080/07853890510037383
http://www.ncbi.nlm.nih.gov/pubmed/16179270
http://doi.org/10.1016/S0140-6736(80)92767-1
http://doi.org/10.1038/ajg.2018.27
http://www.ncbi.nlm.nih.gov/pubmed/29610508
http://doi.org/10.1056/NEJM198712243172603
http://doi.org/10.2337/diacare.27.6.1487
http://doi.org/10.1111/j.1572-0241.2007.01520.x
http://doi.org/10.1111/j.1572-0241.2007.01526.x
http://doi.org/10.1002/hep.21420
http://www.ncbi.nlm.nih.gov/pubmed/17133503
http://doi.org/10.1016/j.dld.2007.10.019
http://www.ncbi.nlm.nih.gov/pubmed/18083083
http://doi.org/10.1177/0003319709333869
http://doi.org/10.1097/01.MIB.0000195975.97673.f5
http://doi.org/10.1053/jhep.2002.30692
http://www.ncbi.nlm.nih.gov/pubmed/11826411
http://doi.org/10.3390/nu5051544
http://www.ncbi.nlm.nih.gov/pubmed/23666091
http://doi.org/10.1016/j.jcmgh.2018.10.016
http://www.ncbi.nlm.nih.gov/pubmed/30739869
http://doi.org/10.1097/MCG.0000000000001504

	Introduction 
	Methods 
	Study Participants 
	Data Collection 
	Assessments 
	Statistical Analysis 

	Results 
	Demographic, Laboratory, and Disease-Related Data 
	Differences in Glucose Homeostasis Molecules and IR Indexes between Controls and Patients 
	Association of Disease-Related Data with Insulin Resistance and Beta Cell Function Indexes 
	Liver Abnormalities in Relation to IR in Patients with IBD 

	Discussion 
	References

