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prevalence of osteoporosis in CD patients has 
been associated with the localization of the dis‑
ease in the small intestine and with the intesti‑
nal resection causing vitamin D absorption dis‑
turbances, malnutrition, and estrogen deficien‑
cy.7 Some studies have shown that IBD patients 
have a genetic predisposition to develop osteo‑
porosis.8,9 However, other studies did not con‑
firm this predisposition.10

According to Frei et al,11 the risk factors for os‑
teoporosis in patients with CD include high dai‑
ly doses of glucocorticoids and long therapy du‑
ration, young age at diagnosis (usually meaning 

INTRODUCTION Low bone mineral densi‑
ty (BMD) is an established complication in pa‑
tients with inflammatory bowel disease (IBD), 
both Crohn disease (CD) and ulcerative colitis 
(UC).1 However, data on the prevalence of skeletal 
system disorders in different populations of IBD 
patients show much variability due to different 
methodologies and sample sizes as well as differ‑
ent geographic locations.1 In literature, the prev‑
alence of osteoporosis and osteopenia in IBD pa‑
tients ranges from 2% to 56%.1-4 The mechanism 
of osteoporosis development in patients with IBD 
seems to be multifactorial.5,6 The subtly higher 
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ABSTRACT

INTRODUCTION The incidence of osteoporosis in patients with inflammatory bowel disease (IBD) varies 
across different populations.
OBJECTIVES The aim of this study was to evaluate the prevalence of osteoporosis in Polish patients 
with IBD, as well as the effect of the body mass index (BMI), disease duration, the number of hospital 
stays, and the use of glucocorticoids on bone mineral density (BMD).
PATIENTS AND METHODS BMD of 208 patients with IBD (103 with Crohn disease [CD] and 105 with 
ulcerative colitis [UC]) and 41 healthy controls was measured using dual ‑energy X ‑ray absorptiometry. 
The association of BMD with the other parameters was analyzed using statistical methods.
RESULTS Osteoporosis of the lumbar (L2–L4) spine (T ‑score) was observed in 11.7% of patients with CD 
and in 3.8% of those with UC, whereas that of the femoral neck (FN), in 5.8% and 2.9% of the patients 
with CD and UC, respectively. Osteopenia occurred in 35.9% (FN) and 36.9% (L2–L4) of CD patients, and 
in 25.7% (FN) and 29.5% (L2–L4) of UC patients. In CD patients, BMI was associated with lumbar and 
femoral BMD and with L2–L4 T ‑score, whereas FN T ‑score correlated with BMI. In UC patients, the cumula‑
tive glucocorticoid dose correlated with L2–L4 T ‑score, FN BMD, FN T ‑score, and FN Z ‑score; the disease 
duration correlated with FN BMD, while the FN T ‑score, with the number of hospital stays and FN BMD.
CONCLUSIONS Osteoporosis and osteopenia are frequent in Polish patients with IBD. BMD correlated 
with BMI in all patients. In UC patients, BMD was associated with the cumulative glucocorticoid dose, 
disease duration, and number of hospital stays.
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(ACG; 2009 for CD21 and 2010 for UC)22 and of 
the American Gastroenterological Association 
(AGA; 2003)23 for DXA in IBD patients are simi‑
lar. DXA is recommended for patients treated with 
glucocorticoids for over 3 months or for shorter 
cyclic periods as well as for patients with persis‑
tent active disease. Furthermore, the AGA recom‑
mends bone densitometry for IBD patients with 
a history of bone fractures following a relatively 
minor trauma, for postmenopausal women, men 
over 50 years old, and for individuals with hypo‑
gonadism.23 According to the ACG recommenda‑
tion for osteoporosis screening in IBD patients, 
also smoking, low BMI, sedentary lifestyle, hy‑
pogonadism, increased familial risk, nutritional 
deficiencies, and age above 60 years are indica‑
tions for a densitometric analysis.21,22 According 
to the European Crohn’s and Colitis Organisation 
guidelines (2010 for CD,24 and 2013 for UC),25 fre‑
quent use of steroids, persistent disease, and long 
disease duration are indications for densitometry 
screening in IBD patients. A control DXA is rec‑
ommended after 2 to 3 years in patients with nor‑
mal BMD at the first analysis, and after 1 year in 
patients treated with glucocorticoids. The major 
indication for DXA in IBD patients is a long ‑term 
steroid therapy (92% of cases), followed by post‑
menopausal status and history of a low ‑energy 
fracture (both about 7% of cases).24,25 The fact 
that several organizations associate glucocorti‑
coid use with an increased risk of osteoporosis is 
noteworthy. Although glucocorticoids are an im‑
portant group of medications, their prolonged use 
is associated with side effects, including those in‑
volving bone tissue. Glucocorticoids have been 
shown to impair osteoblast function, induce os‑
teocyte and osteoblast apoptosis, reduce intesti‑
nal calcium absorption, increase renal excretion 
of calcium, and lead to early increase in fracture 
risk prior to loss of BMD.14,15,26-28 In direct ste‑
roid effects on osteoclasts, the role of the RANK/
RANKL/OPG system is emphasized.29 Except for 
the negative effects on bone tissue (osteopenia, 
osteoporosis, aseptic bone necrosis, and myopa‑
thies), glucocorticoids have also shown numer‑
ous other side effects, including esophagitis, gas‑
tritis, peptic ulcer disease, digestive hemorrhage, 
arterial hypertension, neuropsychiatric and psy‑
chiatric disorders, glaucoma, cataract, and meta‑
bolic diseases.14,15

The knowledge about the need for osteoporo‑
sis prophylaxis during glucocorticoid use is insuf‑
ficient.28-30 Therefore, the aim of this study was 
to assess the BMD and the prevalence of osteo‑
penia and osteoporosis in patients with IBD, as 
well as to evaluate the correlation of BMD with 
BMI, disease duration, number of hospital stays, 
and glucocorticoid treatment.

PATIENTS AND METHODS The study included 
208 adults diagnosed with IBD (103 patients 
with CD and 105 patients with UC) at the De‑
partment of Gastroenterology, Dietetics and In‑
ternal Medicine, Poznan University of Medical 

a more aggressive disease), history of intestinal 
resections, use of azathioprine, low body mass, 
and low body mass index (BMI). Vitamin D and 
calcium deficiency can also play an important 
role.12,13 The etiology of osteoporosis in IBD is 
multifactorial. Risk factors for osteoporosis in 
IBD are shown in TABLE 1.8-16 Dual energy X ‑ray 
absorptiometry (DXA) is the gold standard for 
the measurement of BMD. BMD values are ex‑
pressed in relation to the mean BMD for young 
adults (T ‑score) or to BMD values for individuals 
matched by age (Z ‑score). The World Health Orga‑
nization defines osteopenia as BMD greater than 
1 standard deviation (SD) below the mean BMD 
value for young adults but lower than 2.5 SDs be‑
low that value (–1< T ‑score <–2.5), and osteopo‑
rosis, as BMD equal to 2.5 SDs below the mean 
BMD for young adults or lower (T ‑score <–2.5).17

There is no consensus on screening for osteopo‑
rosis in IBD patients, with a plethora of guidelines 
issued by various organizations. In 2007 guide‑
lines, the British Society of Gastroenterology rec‑
ommended DXA scans in patients with IBD in case 
of an ongoing glucocorticoid therapy with doses of 
7.5 mg/d or higher for 6 months or longer, or for 
over 3 months if at least 2 additional risk factors 
were present out of the following: persistent ac‑
tive IBD, weight loss >10%, BMI <20 kg/m2, or age 
over 70 years. DXA scan is also recommended for 
IBD patients under the age of 65 years, in whom 
glucocorticoid therapy is planned even if there are 
no other known risk factors for osteoporosis.18-20 
Other osteoporosis risk factors which are indica‑
tions for bone densitometry in IBD patients in‑
clude age above 70 years, persistent disease with 
an increased activity, disease with poor response 
to treatment, poor nutritional state, lack of phys‑
ical activity, use of anticonvulsant medications, 
osteoporotic fractures, female sex, early meno‑
pause (<45 years old), late menarche (>15 years 
old), short period of fertility (<30 years), famil‑
ial history of osteoporotic fractures, low calcium 
intake, poor visual acuity, neuromuscular distur‑
bances, and high alcohol consumption. The guide‑
lines of the American College of Gastroenterology 

TABLE 1 Risk factors for osteoporosis in inflammatory bowel disease8-16

Increasing age

Use of corticosteroids and long therapy duration

Malnutrition

Low BMI, low body mass

Malabsorption of vitamin D, calcium, and vitamin K

Immobilization, number of exacerbations, number of hospital stays

Previous fragility fracture

Hypogonadism, estrogen deficiency

Smoking

Chronic inflammatory state including imbalance of the RANK/RANKL/OPG system

Genetic predisposition to develop osteoporosis

Abbreviations: BMI, body mass index; OPG, osteoprotegerin; RANK, receptor activator 
of NF ‑κB; RANKL, receptor activator of NF ‑κB ligand
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group, there were 51 women and 52 men (mean 
[SD] age, 40.0 [14.1] years and 31.7 [9.9] years, re‑
spectively). In the UC group, there were 55 wom‑
en and 50 men (mean [SD] age, 39.2 [15.4] years 
and 39.9 [14.6] years, respectively). The control 
group included 20 women and 21 men (mean 
[SD] age, 33.8 [10.8] years and 27.1 [3.7] years, 
respectively). There were significant differences 
in age between group. Patients with UC were sig‑
nificantly older than controls (TABLE 2).

In the CD group, osteoporosis of the lum‑
bar spine (evaluated based on the L2–L4 T ‑score) 
occurred in 12 patients (11.7%), osteopenia in 
38 patients (36.9%), and normal bone mass in 
70 patients (66.7%). For the FN, osteoporosis 
was observed in 6 patients (5.8%), osteopenia in 
37 (35.9%), and normal bone mass in 60 (58.3%). 
Among UC patients, 4 (3.8%) had osteoporosis in 
the lumbar spine and 3 (2.9%) in the FN, while 
31 (29.5%) had osteopenia in the lumbar spine 
and 27 (25.7%) in the FN. Normal bone mass 
in the lumbar spine was found in 70 patients 
(66.7%) and in the FN, in 75 patients (71.4%). 
The control group had normal bone mass.

Correlations between the analyzed param‑
eters in study groups are presented in TABLE 2. 
L2–L4 BMD and L2–L4 T ‑score in patients with 
IBD was different from that of controls (P <0.01). 
Controls had higher BMD than patients with CD 
(P <0.01) and those with UC (P = 0.03). There 
were significant differences in the L2–L4 Z ‑score 
between patients with IBD and controls and be‑
tween patients with CD alone and controls. Sig‑
nificant differences were also found in BMD and 
T ‑scores of the FN between all patients with IBD 
and controls, with both patients with CD and UC 
showing significantly lower FN BMD than con‑
trols. The FN T ‑scores were also significantly low‑
er in patients with CD and UC patients than in. 
The groups differed significantly in FN Z ‑scores, 
with significant differences also between patients 
with CD alone and controls. The groups also dif‑
fered significantly in BMI. Controls had a signif‑
icantly higher BMI than patients with CD, and 
there were significant differences between pa‑
tients with CD and UC. The number of exacer‑
bations and hospital stays was also significant‑
ly different between patients with CD and UC.

The prevalence of osteoporosis, osteopenia, 
and normal BMD (lumbar spine and FN) in pa‑
tients with UC and CD in comparison with con‑
trols is shown in TABLE 3, while TABLE 4 presents 
data on the prevalence according to sex. Corre‑
lations of L2–L4 and FN BMD with age and BMI 
are shown in TABLES 5 and 6. In CD patients, we 
found a significant correlation between BMD in 
the lumbar spine and BMI as well as between 
the L2–L4 T ‑score and BMI. A significant corre‑
lation was also shown between FN BMD and 
age and BMI as well as between FN T ‑score and 
age and BMI. FN Z ‑score values correlated with 
BMI. In UC patients, a significant correlation was 
shown between FN BMD and age, as well as be‑
tween the FN T ‑score and age. Finally, in controls, 

Sciences, and 41 adult healthy controls (volun‑
teers) from Greater Poland Province, an admin‑
istrative region in Poland. All patients gave their 
written consent to participate in the study, and 
the study was approved by the local ethics com‑
mittee. IBD was diagnosed on the basis of stan‑
dard endoscopic, histopathologic, and radiolog‑
ic criteria. The exclusion criteria were as follows: 
age below 18 years old, pregnancy, presence of 
other diseases that may affect the BMD (diabe‑
tes, liver diseases, chronic kidney diseases, thy‑
roid diseases, rheumatoid arthritis, chronic ob‑
structive pulmonary disease, celiac disease, ac‑
tive neoplastic diseases, other serious diseases, 
immune diseases, and chronic inflammatory pro‑
cesses), and lack of written consent to participate 
in the study. All patients included in the study 
were treated according to the current standards 
of the Polish Gastroenterology Society and Euro‑
pean Crohn’s and Colitis Organisation, depend‑
ing on the clinical situation.

Densitometric measurements of the lumbar 
spine (L2–L4) and femoral neck (FN) of the pa‑
tients were carried out using DXA with the Lunar 
DPX ‑Plus instrument (Lunar Corporation, Mad‑
ison, Wisconsin, United States). The following 
densitometric parameters were recorded: BMD, 
T ‑score, and Z ‑score. The T ‑score was calculated 
as the difference between the obtained BMD mea‑
surement and mean BMD for young adults, divid‑
ed by SD for young adults. The Z ‑score was cal‑
culated as the difference between the measured 
BMD value and the mean BMD matched by age 
divided by SD in the general population.

All patients answered a detailed questionnaire 
concerning the course of the disease, including 
questions about the disease duration, the num‑
ber of hospital stays, and treatment with gluco‑
corticoids during the entire disease course. Glu‑
cocorticoid doses were expressed as prednisolone 
equivalents and converted into a cumulative life‑
time dose (mg).

Statistical analysis Data were analyzed using 
the t test. The Mann–Whitney test was used if 
the variables did not follow the normal distri‑
bution, and the Kruskal–Wallis and Dunn’s post 
hoc tests were used for simultaneous compari‑
sons of the study groups (controls, CD patients, 
and UC patients). Associations between the an‑
alyzed variables were evaluated using the Spear‑
man rank correlation coefficient, and their sig‑
nificance was assessed using the t test. Nomi‑
nal data were analyzed by the χ2 test of indepen‑
dence. The analyses were conducted using statis‑
tical software package Statistica PL12 (StatSoft, 
Inc., Tulsa, Oklahoma, United States). All tests 
were 2 ‑tailed and considered significant at a P val‑
ue of less than 0.05.

RESULTS Clinical characteristics and bone‑
‑related parameters of all study participants are 
summarized in TABLE 2. The mean (SD) age of all 
patients with IBD was 37.7 (14.0) years. In the CD 
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brief, CD patients were more often treated with 
glucocorticoids during the entire disease course 
than UC patients (85 [82.5%] and 71 [67.6%], re‑
spectively; P = 0.01).

In UC patients, cumulative prednisolone dose 
significantly correlated with the L2–L4 T ‑score and 

L2–L4 BMD was significantly correlated with BMI, 
while L2–L4 T ‑score values correlated with BMI.

Correlations between lumbar and femoral 
BMD and disease duration, the number of hos‑
pital stays, and cumulative prednisolone dose in 
patients with IBD are summarized in TABLE 6. In 

TABLE 2 Clinical characteristics and bone ‑related parameters of patients with Crohn disease, ulcerative colitis, and controls

Variable CD

(n = 103)

UC

(n = 105)

Controls

(n = 41)

P value

Sex, female, n (% ±1.96 SE) 51 (49.5 ±9.7) 56 (53.3 ±9.5) 20 (48.8 ±15.3) 0.40a

Sex, male, n (% ±1.96 SE) 52 (50.5 ±9.7) 49 (46.7 ±9.5) 21 (51.2 ±15.3)

Glucocorticoid treatment, n (% ±1.96 SE) 85 (82.5 ±7.3) 71 (67.6 ±9.0) – 0.01a

No glucocorticoid treatment, 
n (% ±1.96 SE)

18 (17.5 ±7.3) 34 (32.4 ±9.0) –

L2–L4 BMD, g/cm2, mean (SD) 1.1 (0.2) 1.2 (0.1) 1.2 (0.1) <0.01b

0.08c

<0.01d

0.03e

L2–L4 T ‑score, mean (SD) –0.9 (1.5)  – 0.4 (1.2) 0.1 (0.7) <0.01b

0.04c

<0.01d

0.03e

L2–L4 Z ‑score, mean (SD) –0.5 (1.3) –0.1 (1.2) 0.1 (0.6) 0.01b

0.65c

0.02d

0.11e

FN BMD, g/cm2, mean (SD) 0.9 (0.2) 1.0 (0.2) 1.18 (0.2) <0.01b

0.25c

<0.01d

<0.01e

FN T ‑score, mean (SD) –0.7 (1.3) –0.3 (1.2) 0.4 (1.0) <0.01b

0.21c

<0.01d

<0.01e

FN Z ‑score, mean (SD) –0.3 (1.1) 0.1 (1.1) 0.4 (1.0) <0.01b

<0.01c

<0.01d

0.43e

Age, y, mean (SD) 35.8 (12.8) 39.6 (15.0) 30.4 (8.6) <0.01b

0.26c

0.08d

<0.01e

BMI, kg/m2, mean (SD) 21.5 (3.7) 23.3 (4.3) 24.8 (3.5) <0.01b

<0.01c

<0.01d

0.08e

Cumulative prednisolone dose, mg,  
mean (SD)

3706.9 (5972.8) 2777.5 (4271.5) – 0.08f

Number of exacerbations, mean (SD) 6.4 (5.6) 5.4 (6.0) – 0.02f

Number of hospital stays, mean (SD) 6.8 (5.9) 3.3 (2.6) – <0.01f

Disease duration, y, mean (SD) 6.6 (5.1) 7.48 (7.0) – 0.79f

a χ2 test;   b CD vs UC vs controls (Kruskal–Wallis test);   c CD vs UC (post hoc test);   d CD vs controls (post hoc test);    
e UC vs controls (post hoc test);   f CD vs UC (Mann–Whitney test)

Abbreviations: BMD, bone mineral density; CD, Crohn disease; FN, femoral neck; L2–L4,  lumbar spine; UC, ulcerative colitis; others, see TABLE 1
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50 with UC), osteopenia was found in 50% of pa‑
tients and osteoporosis, in 15%. Furthermore, pa‑
tients treated with high doses of steroids were 
shown to have a higher risk of low BMD.31 In 
a study of 37 Italian IBD patients, osteopenia 
was shown in 43% of patients and osteoporosis, 
in 11%. The authors suggested performing densi‑
tometry in all women newly diagnosed with IBD 
and in all men above the age of 30 years.32 A high 
prevalence of osteoporosis and osteopenia was re‑
ported in a Tunisian population of IBD patients. 
Osteoporosis in the FN was found in 31.8% of 
CD patients and 13% of UC patients, while that 
in the lumbar spine, in 40.9% and 8.7% of the pa‑
tients, respectively. In CD patients, osteoporo‑
sis in the FN was more common.33 A high prev‑
alence of osteoporosis (24.1%) and osteopenia 

(50.3%) was also found in a study of 200 IBD pa‑
tients from Iran.34

A study of 95 Saudi patients with IBD (46% 
with CD and 54% with UC) showed a high risk of 
low BMD, which was associated with BMI and age, 
but not with steroid use and IBD type. The mean 
age of patients was similar to that of our subjects 
(30.9 years [SD, 11.6]). Osteopenia occurred in 
44.2% of patients and osteoporosis, in 30.5%, as 
diagnosed on the basis of the lower lumbar and 
femoral T ‑score values. The authors showed that 
BMI was positively correlated with the Z ‑score of 
both the lumbar spine and the FN.35 In our study, 
we showed a similar correlation, which allows to 
identify BMI as an independent risk factor for 
osteoporosis. A study of 1703 American patients 
with IBD showed that BMI was the strongest 

Z ‑score. The disease duration and the number of 
hospital stays significantly correlated with femo‑
ral BMD and T ‑score.

DISCUSSION Osteoporosis and osteopenia of‑
ten coexist in patients with IBD. In our study, 
BMD deficiency (osteopenia, osteoporosis) was 
more frequent in patients with CD than in those 
with UC. A high prevalence of osteopenia and os‑
teoporosis in the lumbar spine and FN (as eval‑
uated by the T ‑scores) was shown both in wom‑
en (43.4% and 45.3%, respectively) and in men 
(38.2% and 24.5%, respectively).

The results of other studies show consider‑
able discrepancies depending on the population 
studied, sample size, and the age of patients. In 
a French study of 84 IBD patients (34 with CD, 

TABLE 3 Prevalence of osteoporosis, osteopenia, and normal mineral bone density 
of the lumbar spine and of the femoral neck, based on T ‑scores, in patients with Crohn 
disease, ulcerative colitis, and controls

Study 
group

Osteoporosis Osteopenia Normal bone mass

L2–L4

CD 12 (11.7 ±6.2) 38 (36.9 ±9.3) 53 (51.5 ±9.7)

UC 4 (3.8 ±3.7) 31 (29.5 ±8.7) 70 (66.7 ±9.0)

Controls 0 (0 ±0) 0 (0 ±0) 41 (100 ±0)

FN

CD 6 (5.8 ±4.5) 37 (35.9 ±9.3) 60 (58.3 ±9.5)

UC 3 (2.9 ±3.2) 27 (25.7 ±8.4) 75 (71.4 ±8.6)

Controls 0 (0 ±0) 0 (0 ±0) 41 (100 ±0)

Data are presented as n (% ±1.96 SE)

Abbreviations: see TABLE 2

TABLE 4 Prevalence of osteoporosis, osteopenia, and normal mineral bone density of the lumbar spine (L2–L4 level) and femoral neck based on 
T ‑scores in patients with inflammatory bowel disease and controls according to sex

Total

number

(n)

Osteoporosis Osteopenia Osteoporosis and 
osteopenia

Normal bone mass

Women

L2–L4

IBD 106 12 (11.3 ±6.0) 34 (32.1 ±8.9) 46 (43.4 ±9.4) 60 (56.6 ±9.4)

Controls 20 0 (0 ±0) 0 (0 ±0) 0 (0 ±0) 20 (100 ±0)

FN T ‑score

IBD 106 7 (6.6 ±4.7) 41 (38.7 ±9.3) 48 (45.3 ±9.5) 58 (54.7 ±9.5)

Controls 20 0 (0 ±0) 0 (0 ±0) 0 (0 ±0) 20 (100 ±0)

Men

L2–L4

IBD 102 4 (3.9 ±3.8) 35 (34.3 ±9.2) 39 (38.2 ±9.4) 63 (61.8 ±9.4)

Controls 21 0 (0 ±0) 0 (0 ±0) 0 (0 ±0) 21 (100 ±0)

FN T ‑score

IBD 102 2 (2 ±2.7) 23 (22.5 ±8.1) 25 (24.5 ±8.3) 77 (75.5 ±8.3)

Controls 21 0 (0 ±0) 0 (0 ±0) 0 (0 ±0) 21 (100 ±0)

Data are presented as n (% ±1.96 SE).

Abbreviations: IBD, inflammatory bowel disease; others, see TABLE 2
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TABLE 5 Correlations between bone mineral density and age and morphological features in patients with 
inflammatory bowel disease compared with controls

Parameter CD UC Controls

L2–L4 BMD, g/cm2

Age, y r = –0.06; P = 0.54 r = –0.11; P = 0.34 r = 0.34; P = 0.12

BMI, kg/m2 r = 0.34; P < 0.01 r = 0.11; P = 0.21 r = 0.42; P < 0.01

L2–L4 T ‑score

Age, y r = –0.02; P = 0.93 r = –0.14; P = 0.26 r = 0.22; P = 0.19

BMI, kg/m2 r = 0.32; P < 0.01 r = 0.1; P = 0.24 r = 0.31; P = 0.04

L2–L4 Z ‑score

Age, y r = 0.11; P = 0.23 r = 0.05; P = 0.61 r = 0.33; P = 0.07

BMI, kg/m2 r = 0.12; P = 0.13 r = –0.04; P = 0.64 r = 0.02; P = 0.93

FN BMD, g/cm2

Age, y r = –0.23; P = 0.02 r = –0.34; P < 0.01 r = –0.08; P = 0.61

BMI, kg/m2 r = 0.33; P<0.01 r = 0.21; P = 0.07 r = 0.24; P = 0.14

FN T ‑score

Age, y r = –0.21; P = 0.03 r = –0.40; P<0.01 r = 0.01; P = 0.94

BMI, kg/m2 r = 0.34; P < 0.01 r = 0.10; P = 0.37 r = 0.14; P = 0.41

FN Z ‑score

Age, y r = –0.01; P = 0.94 r = –0.09; P = 0.31 r = 0.16; P = 0.34

BMI, kg/m2 r = 0.21; P = 0.03 r = 0.08; P = 0.48 r = –0.02; P = 0.93

Abbreviations: see TABLES 1 and 2

TABLE 6 Correlations between bone mineral density and disease duration, number of hospital stays, and cumulative 
prednisolone dose in patients with Crohn disease and ulcerative colitis

Parameter CD UC

L2–L4 BMD, g/cm2

Cumulative prednisolone dose, mg r = –0.09; P = 0.44 r = –0.11; P = 0.27

Disease duration, y r = 0.02; P = 0.93 r = –0.21; P = 0.11

Number of hospital stays r = 0.02; P = 0.93 r = –0.11; P = 0.27

L2–L4 T ‑score

Cumulative prednisolone dose, mg r = –0.05; P = 0.69 r = –0.24; P = 0.03

Disease duration, y r = 0.04; P = 0.71 r = –0.21; P = 0.07

Number of hospital stays r = 0.04; P = 0.71 r = –0.14; P = 0.19

L2–L4 Z ‑score

Cumulative prednisolone dose, mg r = –0.06; P = 0.53 r = –0.21; P = 0.06

Disease duration, y r = –0.04; P = 0.71 r = –0.04; P = 0.71

Number of hospital stays r = –0.06; P = 0.53 r = –0.05; P = 0.64

FN BMD, g/cm2

Cumulative prednisolone dose, mg r = –0.16; P = 0.17 r = –0.20; P = 0.07

Disease duration, y r = 0.01; P = 0.95 r = –0.23; P = 0.04

Number of hospital stays r = –0.05; P = 0.69 r = –0.24; P = 0.03

FN T ‑score

Cumulative prednisolone dose, mg r = –0.20; P = 0.08 r = –0.19; P = 0.06

Disease duration, y r = –0.01; P = 0.9 r = –0.24; P = 0.03

Number of hospital stays r = –0.05; P = 0.61 r = –0.24; P = 0.03

FN Z ‑score

Cumulative prednisolone dose, mg r = –0.20; P = 0.08 r = –0.22; P = 0.03

Disease duration, y r = –0.03; P = 0.87 r = –0.11; P = 0.27

Number of hospital stays r = –0.06; P = 0.53 r = –0.14; P = 0.19

Abbreviations: see TABLES 1 and 2
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In conclusion, our study confirms that it is nec‑
essary to implement bone densitometry screen‑
ing in patients with IBD, as well as to undertake 
preventive and therapeutic measures in patients 
who already suffering from or are at high risk of 
osteoporosis. Poor densitometric results will in‑
dicate a possible need to reduce glucocorticoid 
use to prevent further bone density reduction.
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