Is it possible to have inflammatory bowel disease and fatty liver? The results of a single-centre study in a Belgian secondary hospital
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Aim:
To assess the prevalence of metabolic dysfunction-associated steatotic liver disease (MASLD) in IBD patients and identify risk factors.

Methods:
This retrospective cohort study includes consecutive adult patients followed up in consultation in a Belgian secondary hospital (Hôpital de Jolimont-Helora) to monitor their IBD between November 2023 and May 2024. MASLD was defined by the evidence of fatty liver meeting the following criteria: presence of at least one cardiometabolic risk factor together with a fatty liver index > 60 or fatty liver index 30-60 with hyperechoic liver on imaging. Other causes of chronic liver disease were excluded. Clinical and biological data, the presence of a metabolic syndrome and detailed IBD data were recorded. In the case of MASLD, patients were offered transient elastography as part of their routine liver work-up.

Results:
Of the 110 IBD patients who were screened, 7 were excluded (6 with primary sclerosing cholangitis and 1 with mixed ALD-sclerosing cholangitis). Of the 103 patients, 34 had an FLI score > 60 (33 %), 27 a score between 30 and 60 (26%), and 42 an FLI score < 30 (40%). Of the patients with a FLI score between 30 and 60, 7 had steatosis on imaging, 6 had no imaging available and 14 had no evidence of steatosis. Collectively, out of 97 patients with available data (69% with Crohn’s disease et 31% with ulcerative colitis), 41 (42%) were considered MASLD and 56 (58%) non-MASLD. For the whole population, the mean age was 49.7 years, the mean BMI was 27 kg/m², obesity was present in 26% of patients, and type 2 diabetes in 24%. The mean age at diagnosis of IBD was 34.6 years. 60% had the disease for more than 10 years. Compared with non-MASLD patients, MASLD patients were older (55 years vs. 46 years, p=0.007), had a metabolic syndrome (61% vs. 14%, p=0.0001), were obese (56% vs. 4%, p=0.0001; mean BMI 31 vs 24 kg/m², p=0.001) and had a larger abdominal circumference (112 cm vs. 85 cm, p=0.0001), with more IBD diagnosed after age 40 (51% vs. 23%, p=0.017), stricturing phenotype (B2 Montréal classification) (62% vs. 37%, p=0.046) and less use of JAK-2 inhibitors (0% vs. 11%, p=0.027). There were no other differences in terms of disease manifestations, location or activity. Only twenty-four patients with MASLD (56%) agreed to undergo transient elastography during their follow-up. Of these, twenty-tree (96%) had confirmed hepatic steatosis, most often severe. Liver elasticity ranged from 4.3 kPa to 22.3 kPa.
Conclusions:
Forty-two percent of IBD patients have MASLD. The risk factors are the same as in the general population (obesity, metabolic syndrome, older age). Importantly, 39% of the IBD-MASLD patients do not present metabolic syndrome. Other risk factors specific to IBD include diagnosis of IBD at a later age, stricturing phenotype, as well as the absence of certain treatments. This high prevalence justifies screening these patients, as severe fibrosing MASLD has been diagnosed. Analysis of larger cohorts would be useful to confirm the specific risks associated with IBD and possibly propose more specific screening in this population.

