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Introduction: A Shifting Landscape 
in IBD And Obesity

The notion of obesity as a disease remains 
controversial. A recent consensus from the Lancet 
Diabetes & Endocrinology Commission reframes 
obesity by distinguishing between “preclinical 
obesity,” defined as a state of excess adiposity 
with preserved organ function, and “clinical 
obesity,” defined as a chronic, systemic illness 
caused by excess adiposity and characterized 
by measurable dysfunction in organ systems or 
limitations in daily living activities.1 This distinction 
provides a medically meaningful basis to identify 
when obesity constitutes a disease in its own right. 

Historically, inflammatory bowel disease 
(IBD) was associated with undernutrition and 
weight loss, a reflection of both disease activity 

and malabsorption. However, with shifting 
demographics, improved therapeutic options, and 
global lifestyle changes, obesity has emerged as 
an increasingly relevant coexisting condition in 
patients with IBD. While the current prevalence 
of overweight and obesity among Canadians 
with IBD remains unknown, population-level data 
from Statistics Canada show that 35.8% of adults 
in urban centers are classified as overweight, 
and 29.0% as obese.2 

This epidemiologic shift has important 
clinical ramifications. Obesity contributes to 
systemic inflammation and is associated with 
increased healthcare utilization and reduced 
quality of life (QoL), which are burdens already 
faced by patients with IBD. The intersection 
of these two chronic conditions introduces 
complex challenges for disease management, 
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health outcomes, and healthcare systems. This 
review explores the clinical impact of obesity 
in patients with IBD, including its influence on 
disease phenotype, treatment response, surgical 
outcomes, and QoL.

Measuring Obesity in IBD: 
Moving Beyond BMI

While body mass index (BMI) remains 
the most common clinical tool for classifying 
overweight (BMI ≥25 kg/m2) and obesity 
(BMI ≥30 kg/m2), it fails to distinguish between 
lean and fat mass or account for fat distribution 
and adipose tissue function. In a meta-analysis 
comparing anthropometric tools to imaging 
standards, BMI showed low sensitivity (51.4% in 
women, 49.6% in men) albeit high specificity 
(95.4% and 97.3%, respectively) for detecting 
obesity.3 Waist circumference and waist-to-height 
ratio had similar limitations, with modest sensitivity 
and variable specificity.

In IBD, visceral adipose tissue (VAT), and 
specifically mesenteric adipose tissue (MAT), is 
emerging as a critical player in disease biology. 
Mesenteric fat is known to expand in inflammation, 
a phenomenon known as “creeping fat.” This 
“creeping fat,” first described by Crohn himself,4 
has been associated with stricturing phenotypes 
and may predict postoperative recurrence.5-7 
MAT lies adjacent to inflamed bowel, making it 
more than a systemic marker of adiposity; it may 
actively drive local inflammation by producing 
cytokines such as interleukin (IL)-6, tumour 
necrosis factor (TNF)-α, and leptin that amplify 
intestinal inflammation.7 Yet MAT and VAT remain 
largely invisible when relying on BMI. 

Imaging tools such as dual-energy X-ray 
absorptiometry (DXA), magnetic resonance 
imaging (MRI), computed tomography (CT) and 
point-of-care ultrasound offer more granular 
insight into adipose tissue distribution and 
composition. Though not yet standard in routine 
care, they are increasingly used in research. 
Future studies should prioritize validating these 
direct measures of adiposity as clinical biomarkers 
to improve prognostication and guide personalized 
management in IBD. Many of these assessments 
could be incorporated into clinical practice using 
imaging-based tools such as point-of-care 
ultrasound, which is increasingly utilized for 
bedside evaluation in IBD.

Clinical Consequences of Obesity in IBD

Impact on Disease Phenotype 
Obesity appears to influence disease 

phenotype. In ulcerative colitis (UC), obesity has 
been linked to more extensive disease, particularly 
pancolitis.8 In Crohn’s disease (CD), paradoxically, 
higher BMI has been linked to a lower risk of 
penetrating or fistulizing complications in some 
cohorts.9 However, increased MAT in CD has 
been associated with transmural inflammation, 
stricturing phenotypes, and postoperative 
recurrence.6 This further supports the hypothesis 
that body composition rather than body size may 
better define disease phenotype, highlighting the 
need for imaging-based adiposity measures. 

Obesity and IBD-related Complications

 The relationship between obesity and 
IBD-related complications is complex. Several 
large cohort studies have found no association 
between obesity and increased steroid use, 
adverse events, emergency visits, hospitalization, 
or IBD-related surgery.10-14 In UC, patients with 
obesity were found to have a lower proportion of 
years with chronic active disease, were less likely 
to be prescribed anti-TNF therapy, and had lower 
rates of hospitalization or surgery.8,15

Conversely, other studies have shown that 
higher BMI is associated with persistent disease 
activity, relapse, and a higher risk of colectomy.16 
In patients with IBD and Clostridioides difficile 
infection, obesity is associated with longer hospital 
stays, increased colectomy rates, and increased 
healthcare costs.17

Obesity and Response to Therapy

Despite theoretical concerns that obesity may 
attenuate response to therapy through altered 
pharmacokinetics and a pro-inflammatory cytokine 
milieu, current evidence remains mixed. In a large 
multicenter cohort of over 3,000 biologic-treated 
patients with IBD, obesity was not associated 
with an increased risk of hospitalization, surgery, 
or serious infections within one year of biologic 
initiation (including TNF antagonists, vedolizumab, 
and ustekinumab).13 Similarly, a pooled individual 



32

Canadian IBD Today  |  Vol. 3, Issue 1, Spring 2025

Obesity in Inflammatory Bowel Disease (IBD): Recognizing a Critical Modifier In Modern Disease Management

participant data analysis from randomized clinical 
trials of infliximab (ACCENT-I/II, SONIC, ACT-1/2) 
found no association between obesity and rates 
of clinical or endoscopic outcomes in either CD 
or UC.10

In contrast, a study of infliximab-treated 
patients with CD has shown that higher VAT 
was independently associated with a reduced 
likelihood of mucosal healing after induction 
therapy.18 A large real-world study using the 
TriNetX database has demonstrated that obesity 
was significantly associated with higher risks of 
therapy failure across multiple advanced therapies 
in UC, including TNF antagonists, vedolizumab, 
ustekinumab, and Janus kinase (JAK) inhibitors.19 
These patients had higher rates of corticosteroid 
use, therapy switching, and colectomy within 
two years compared to propensity-matched 
non-obese controls (adjusted hazard ratios [HR]s 
ranged from 1.26 to 1.38 depending on therapy).19 

Evidence for small molecule therapies 
remains limited. In a post hoc analysis of OCTAVE, 
BMI did not affect treatment efficacy or safety 
in patients with UC, with similar remission and 
response rates across BMI categories.20 Further 
studies are needed to disentangle the roles of 
pharmacokinetic variability and obesity-related 
pathophysiology. Future work should integrate 
clinical outcomes with mechanistic measures such 
as VAT distribution, adipokine profiles, and drug 
levels to optimize therapy in this population.

Surgical Risk and Outcomes in 
Patients with IBD and Obesity 

Obesity is increasingly recognized as a 
contributor to adverse surgical outcomes in 
patients with IBD. A meta-analysis of over 
12,000 patients has shown that obesity 
was associated with increased risks of 
overall postoperative complications (odds 
ratio [OR] 1.45, 95% confidence interval 
[CI] 1.15–1.84), infectious complications (OR 1.48, 
95% CI 1.17–1.88), and conversion to laparotomy 
(OR 1.90, 95% CI 1.32–2.72).21 Beyond BMI, 
body fat distribution also appears to influence 
outcomes. A high subcutaneous-to-visceral 
fat ratio was independently associated with 
postoperative infectious complications in CD 
(OR 2.01, 95% CI 1.20–3.19).22 In addition, patients 
with excessive visceral fat area had more than 
twice the risk of endoscopic recurrence at  
18 months following surgery (relative risk [RR] 2.1, 
95% CI 1.5–3.0).23

These findings have led to growing interest in 
the mesentery as a surgical target in CD. Extended 
mesenteric resection, which involves the removal 
of affected mesenteric fat along with the bowel 
segment, has been proposed as a strategy to 
reduce disease recurrence. A recent meta-analysis 
of 4,358 patients has found that extended 
mesenteric resection significantly reduced surgical 
recurrence compared to mesenteric preservation 
(OR 4.94, 95% CI 2.22–10.97; I2 = 0%) without 
increasing postoperative morbidity or length of 
hospital stay.24 Together, these data support 
incorporating visceral adiposity assessment into 
preoperative planning and suggest that targeting 
mesenteric disease may help reduce postoperative 
complications and recurrence in IBD surgery.

Obesity and Metabolic 
Comorbidities in IBD 

Obesity, while not the sole defining feature 
of metabolic syndrome (MetS), is a central 
component. Its rising prevalence in the global 
population has prompted growing interest in 
associated metabolic comorbidities in patients 
with IBD, including MetS, type 2 diabetes mellitus 
(T2DM), and metabolic dysfunction-associated 
steatotic liver disease (MASLD).  

A recent meta-analysis estimated the pooled 
prevalence of MetS in patients with IBD to be 
19.4% (95% CI 15.1–23.8%), with significantly higher 
rates in UC compared to CD (38.2% vs. 13.6%).25 
In a large prospective cohort, the prevalence of 
T2DM among patients with IBD was approximately 
5%, and its presence was associated with greater 
systemic inflammation, worse clinical disease 
activity, lower QoL, and increased healthcare 
utilization.26 In a meta-analysis including over 
14,000 patients with IBD, the global pooled 
prevalence of MASLD in patients with IBD was 
30.7%, nearly twice the odds compared to healthy 
controls (OR 1.96, 95% CI 1.13–3.41).27 Moreover, 
13.6% of patients with IBD and MASLD had 
advanced liver fibrosis. Higher BMI was significantly 
associated with increased risk of MASLD in patients 
with IBD, with a pooled adjusted odds ratio of 1.27 
(95% CI 1.22–1.32), reinforcing the contribution of 
obesity to hepatic comorbidity in this population.

Given the prevalence of these conditions 
in IBD and their strong association with obesity, 
routine screening for metabolic comorbidities 
should be considered in patients with IBD 
and elevated adiposity to identify high-risk 
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individuals and optimize both IBD and metabolic 
clinical outcomes.

Obesity and QoL: 
Patient-Centred Outcomes 

Emerging evidence suggests that both 
obesity and related metabolic comorbidities 
negatively impact patient-reported outcomes. In 
a prospective cohort, patients with IBD and T2DM 
had significantly lower QoL scores based on the 
Short Inflammatory Bowel Disease Questionnaire 
(SIBDQ); (49.3 vs. 54.8; P <0.001), higher disease 
activity and increased healthcare use.26 A large 

longitudinal cohort study from the IBD Partners 
cohort found that obesity was independently 
associated with inferior patient-reported outcomes 
across multiple domains, including anxiety, 
depression, fatigue, pain interference, and social 
function. These effects were evident in both UC 
and CD, with exposure-response relationships and 
longitudinal worsening observed in patients with 
class II/III obesity.16 

In a prospective cohort of patients with 
CD, a higher visceral-to-subcutaneous fat ratio, 
but not BMI, was independently associated with 
lower SIBDQ scores over 24 months, particularly 
in patients with ileal disease.5 In a cross-sectional 

Domain Key Findings Clinical Implications Research Gaps

Assessment  
of Obesity

BMI poorly reflects fat 
distribution and adipose 
function. VAT and MAT 
are more strongly linked to 
IBD outcomes.

Clinicians should consider 
tools that reflect adiposity, 
such as imaging-based tools, 
rather than rely on BMI alone.

Validation of VAT/MAT 
measures as biomarkers. 
Need for definition of 
clinical thresholds for 
risk stratification.

Disease 
Phenotype

Obesity is linked to more 
extensive UC. 
MAT is associated with 
stricturing CD.

VAT/MAT imaging may help 
refine IBD phenotyping 
and prognosis.

Need for prospective studies 
linking fat distribution 
to disease behaviour 
and histology.

IBD-Related 
Complications

Findings are mixed: some 
show no effect; others 
report higher relapse or 
colectomy risk.

Consider individual 
body composition and 
comorbidities when 
evaluating prognosis.

Harmonize definitions and 
stratify by fat distribution 
and metabolic profiles in 
future studies.

Response  
to Therapy

Obesity may attenuate the 
response to biologics, but 
JAK inhibitors appear to be 
weight-neutral.

Account for adiposity 
when selecting or 
optimizing therapies.

Study pharmacokinetic 
mechanisms; integrate 
adiposity and drug levels in 
treatment-response models.

Surgical 
Outcomes

Obesity and VAT increase 
the risk of complications and 
post-op recurrence.

Use VAT assessment in 
pre-op planning; consider 
mesenteric resection in select 
CD cases.

Prospective trials evaluating 
mesenteric resection 
vs. preservation and its 
long-term outcomes.

Metabolic 
Comorbidities

MetS, T2DM, and MASLD are 
more prevalent in patients 
with IBD and obesity.

Screen for metabolic 
diseases in patients with 
elevated adiposity.

Determine the impact of 
metabolic disease control on 
IBD outcomes.

Quality of Life Obesity and VAT are 
associated with worse 
patient-centered outcomes; 
lifestyle modification 
is beneficial.

Address body composition 
and lifestyle in routine care.

Longitudinal studies on the 
QoL impact of weight loss and 
body composition changes.

Table 1. Summary of Key Findings, Clinical Implications, and Research Gaps Related to Obesity in IBD; courtesy of  
Joëlle St-Pierre, MD, PhD.

Abbreviations: IBD: Inflammatory bowel disease, UC: ulcerative Colitis, CD: Crohn’s disease, BMI: body mass index, 
VAT: visceral adipose tissue, MAT: mesenteric adipose tissue, MetS: metabolic syndrome, MASLD: metabolic 
dysfunction-associated steatotic Liver Disease, T2DM: type 2 diabetes mellitus, QoL: quality of life
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study of 688 patients with IBD, those with an 
active or healthy lifestyle (Mediterranean diet 
plus physical activity) had significantly higher 
IBDQ-9 scores.28 Inactivity and poor dietary 
adherence were also independently associated 
with obesity, MASLD, MetS, and T2DM. Finally, 
Guardado et al. reported that surgical resection 
led to significant SIBDQ improvements across all 
BMI groups, with no pre- or postoperative QoL 
differences by BMI, suggesting obesity does 
not preclude postoperative QoL improvement.29 
Overall, these findings underscore the need for 
future studies that move beyond traditional clinical 
endpoints to understand better how obesity, 
visceral adiposity, and lifestyle factors affect QoL, 
which is an increasingly recognized and key target 
in the holistic management of IBD.

Clinical Practice Implications 
and Research Priorities

Obesity is an increasingly common coexisting 
condition in patients with IBD, influencing disease 
phenotype, treatment response, surgical risk, 
metabolic health, and QoL. These domains, 
summarized in Table 1, reflect a growing body of 
evidence highlighting the need for a more nuanced 
and proactive approach to care. For example, 
providers should move beyond BMI, incorporating 
image-based assessments of visceral adiposity to 
better stratify risk and guide management, though 
broader implementation in practice remains a 
future goal.

Therapeutic decisions should consider how 
obesity modifies drug response. Obesity may 
reduce the effectiveness of biologic therapies, 
while JAK inhibitors appear to maintain efficacy 
across weight categories. Routine screening for 
cardiovascular disease, diabetes, and MASLD 
should be incorporated into the standard of 
care for patients with IBD with excess adiposity. 
Multidisciplinary care, through collaboration with 
dietitians, psychologists, endocrinologists, and 
hepatologists, may help address the complex 
needs of this population and optimize both 
gastrointestinal and metabolic outcomes.

Despite progress, critical gaps remain. Future 
research should clarify the mechanistic links 
between adiposity and intestinal inflammation. 
Longitudinal studies are needed to assess 
the impact of obesity and its management on 
IBD-specific outcomes. Comparative effectiveness 

studies evaluating medical (e.g., glucagon-like 
peptide-1 receptor agonists), surgical, and lifestyle 
interventions across diverse IBD populations are 
needed. Finally, as weight management therapies 
become more widely used, consensus guidelines 
are urgently needed to support their safe and 
effective integration into IBD care.

Correspondence

Joëlle St-Pierre, MD, PhD
Email: jmlstpie@ucalgary.ca

Financial Disclosures

J.S.: None declared.

References
1.  Rubino F, Cummings DE, Eckel RH, Cohen RV, Wilding 

JPH, Brown WA, et al. Definition and diagnostic 
criteria of clinical obesity. Lancet Diabetes 
Endocrinol. 2025;13(3):221-262. doi:10.1016/s2213-
8587(24)00316-4

2.  Statistics Canada. Prevalence of selected chronic 
diseases and risk factors among Canadians aged 18 
and older, by rural area or population centre, 2023: 
Statistics Canada; 2023. [Accessed March 4, 2025]. 
Available from: https://www150.statcan.gc.ca/n1/
daily-quotidien/250305/dq250305a-eng.htm.

3.  Sommer I, Teufer B, Szelag M, Nussbaumer-Streit 
B, Titscher V, Klerings I, et al. The performance 
of anthropometric tools to determine obesity: a 
systematic review and meta-analysis. Sci Rep. 
2020;10(1):12699. doi:10.1038/s41598-020-69498-7

4.  Crohn BB, Ginzburg L, Oppenheimer GD. Regional 
ileitis; a pathologic and clinical entity. Am J 
Med. 1952;13(5):583-590. doi:10.1016/0002-
9343(52)90025-9

5.  Bryant RV, Schultz CG, Ooi S, Goess C, Costello 
SP, Vincent AD, et al. Visceral adipose tissue is 
associated with stricturing crohn’s disease behavior, 
fecal calprotectin, and quality of life. Inflamm Bowel 
Dis. 2019;25(3):592-600. doi:10.1093/ibd/izy278

6.  Gu P, Dube S, McGovern DPB. Medical and surgical 
implications of mesenteric adipose tissue in Crohn’s 
disease: a review of the literature. Inflamm Bowel Dis. 
2023;29(3):458-469. doi:10.1093/ibd/izac120

7. Rowan CR, McManus J, Boland K, O’Toole A. Visceral 
adiposity and inflammatory bowel disease. Int J 
Colorectal Dis. 2021;36(11):2305-2319. doi:10.1007/
s00384-021-03968-w

8.  Stabroth-Akil D, Leifeld L, Pfützer R, Morgenstern 
J, Kruis W. The effect of body weight on the 
severity and clinical course of ulcerative colitis. Int 
J Colorectal Dis. 2015;30(2):237-242. doi:10.1007/
s00384-014-2051-3



35

Canadian IBD Today  |  Vol. 3, Issue 1, Spring 2025

Obesity in Inflammatory Bowel Disease (IBD): Recognizing a Critical Modifier In Modern Disease Management

9.  Pringle PL, Stewart KO, Peloquin JM, Sturgeon 
HC, Nguyen D, Sauk J, et al. Body mass index, 
genetic susceptibility, and risk of complications 
among individuals with Crohn’s disease. Inflamm 
Bowel Dis. 2015;21(10):2304-2310. doi:10.1097/
mib.0000000000000498

10.  Singh S, Proudfoot J, Xu R, Sandborn WJ. Obesity 
and response to infliximab in patients with 
inflammatory bowel diseases: pooled analysis of 
individual participant data from clinical trials. Am J 
Gastroenterol. 2018;113(6):883-889. doi:10.1038/
s41395-018-0104-x

11.  Seminerio JL, Koutroubakis IE, Ramos-Rivers C, 
Hashash JG, Dudekula A, Regueiro M, et al. Impact 
of obesity on the management and clinical course of 
patients with inflammatory bowel disease. Inflamm 
Bowel Dis. 2015;21(12):2857-2863. doi:10.1097/
mib.0000000000000560

12.  Hass DJ, Brensinger CM, Lewis JD, Lichtenstein GR. 
The impact of increased body mass index on the 
clinical course of Crohn’s disease. Clin Gastroenterol 
Hepatol. 2006;4(4):482-488. doi:10.1016/j.
cgh.2005.12.015

13.  Gu P, Luo J, Kim J, Paul P, Limketkai B, Sauk JS, et al. 
Effect of Obesity on risk of hospitalization, surgery, 
and serious infection in biologic-treated patients 
with inflammatory bowel diseases: a CA-IBD cohort 
study. Am J Gastroenterol. 2022;117(10):1639-1647. 
doi:10.14309/ajg.0000000000001855

14.  Nic Suibhne T, Raftery TC, McMahon O, Walsh 
C, O’Morain C, O’Sullivan M. High prevalence of 
overweight and obesity in adults with Crohn’s 
disease: associations with disease and lifestyle 
factors. J Crohns Colitis. 2013;7(7):e241-248. 
doi:10.1016/j.crohns.2012.09.009

15.  Flores A, Burstein E, Cipher DJ, Feagins LA. Obesity 
in inflammatory bowel disease: a marker of less 
severe disease. Dig Dis Sci. 2015;60(8):2436-2445. 
doi:10.1007/s10620-015-3629-5

16.  Jain A, Nguyen NH, Proudfoot JA, Martin CF, 
Sandborn WJ, Kappelman MD, et al. Impact of 
obesity on disease activity and patient-reported 
outcomes measurement information system 
(PROMIS) in inflammatory bowel diseases. Am J 
Gastroenterol. 2019;114(4):630-639. doi:10.14309/
ajg.0000000000000197

17.  Shrestha MP, Taleban S. Obesity is associated with 
increased risk of colectomy in inflammatory bowel 
disease patients hospitalized with clostridium 
difficile infection. Dig Dis Sci. 2019;64(6):1632-1639. 
doi:10.1007/s10620-018-5423-7

18.  Shen W, Cao L, Li Y, Cai X, Ge Y, Zhu W. Visceral 
fat is associated with mucosal healing of 
infliximab treatment in Crohn’s disease. Dis 
Colon Rectum. 2018;61(6):706-712. doi:10.1097/
dcr.0000000000001074

19.  Desai A, Sehgal P, Khataniar H, Lewis JD, Farraye 
FA, Lichtenstein GR, et al. Obesity Is associated 
with worsened outcomes in patients with ulcerative 
colitis on advanced therapies: a propensity matched 
cohort study from the U.S. Aliment Pharmacol Ther. 
2025;61(7):1197-1207. doi:10.1111/apt.18513

20. Farraye FA, Qazi T, Kotze PG, Moore GT, Mundayat 
R, Lawendy N, et al. The impact of body mass index 
on efficacy and safety in the tofacitinib OCTAVE 
ulcerative colitis clinical programme. Aliment 
Pharmacol Ther. 2021;54(4):429-440. doi:10.1111/
apt.16439

21.  Jiang K, Chen B, Lou D, Zhang M, Shi Y, Dai W, 
et al. Systematic review and meta-analysis: 
association between obesity/overweight and 
surgical complications in IBD. Int J Colorectal Dis. 
2022;37(7):1485-1496. doi:10.1007/s00384-022-
04190-y

22. Stidham RW, Waljee AK, Day NM, Bergmans CL, 
Zahn KM, Higgins PD, et al. Body fat composition 
assessment using analytic morphomics predicts 
infectious complications after bowel resection in 
Crohn’s disease. Inflamm Bowel Dis. 2015;21(6):1306-
1313. doi:10.1097/mib.0000000000000360

23. Holt DQ, Moore GT, Strauss BJ, Hamilton AL, De 
Cruz P, Kamm MA. Visceral adiposity predicts 
post-operative Crohn’s disease recurrence. Aliment 
Pharmacol Ther. 2017;45(9):1255-1264. doi:10.1111/
apt.14018

24. Vaghiri S, Alipouriani A, Knoefel WT, Kessler H, Prassas 
D. Extended mesenteric resection reduces the rate of 
surgical recurrence in Crohn’s disease: a systematic 
review and meta-analysis. Int J Colorectal Dis. 
2025;40(1):51. doi:10.1007/s00384-025-04845-6

25. Shen Z, Zhang M, Liu Y, Ge C, Lu Y, Shen H, et al. 
Prevalence of metabolic syndrome in patients with 
inflammatory bowel disease: a systematic review 
and meta-analysis. BMJ Open. 2024;14(3):e074659. 
doi:10.1136/bmjopen-2023-074659

26. Din H, Anderson AJ, Ramos Rivers C, Proksell 
S, Koutroumpakis F, Salim T, et al. Disease 
characteristics and severity in patients with 
inflammatory bowel disease with coexistent diabetes 
mellitus. Inflamm Bowel Dis. 2020;26(9):1436-1442. 
doi:10.1093/ibd/izz305

27.  Zamani M, Alizadeh-Tabari S, Singh S, Loomba R. 
Meta-analysis: prevalence of, and risk factors for, 
non-alcoholic fatty liver disease in patients with 
inflammatory bowel disease. Aliment Pharmacol Ther. 
2022;55(8):894-907. doi:10.1111/apt.16879

28. García-Mateo S, Martínez-Domínguez SJ, Gargallo-
Puyuelo CJ, Arroyo Villarino MT, Laredo De La 
Torre V, Gallego B, et al. Lifestyle can exert a 
significant impact on the development of metabolic 
complications and quality life in patients with 
inflammatory bowel disease. Nutrients. 2023;15(18). 
doi:10.3390/nu15183983

29. Guardado J, Carchman E, Danicic AE, Salgado J, 
Watson AR, Celebrezze JP, et al. Obesity does not 
impact perioperative or postoperative outcomes 
in patients with inflammatory bowel disease. J 
Gastrointest Surg. 2016;20(4):725-733. doi:10.1007/
s11605-015-3060-4


