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Background/Aims: We investigated whether patients with inflammatory bowel disease (IBD) in Korea have an increased 
risk of hepatitis A virus (HAV) and hepatitis C virus (HCV) infections and sought to identify the risk factors for these infec-
tions.
Methods: We performed a nationwide population-based study using 2013–2021 data from the Korean National Health 
Insurance Claims Database. We calculated the incidence rates and standardized incidence ratios (SIRs) of HAV and HCV infec-
tions in patients with IBD compared with the overall Korean population.
Results: A total of 43,513 patients were included in this study. A total of 317 cases of HAV were identified in 276,007 per-
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CCoonncclluussiioonn HCV showed an increasing trend in Korean patients with inflammatory bowel disease (IBD), 
especially those with CD. Corticosteroids use is a risk factor for hepatitis in patients with IBD.

• At IBD diagnosis:

OOuuttccoommeess RRiisskk  ffaaccttoorr

= risk factor for HAV & HCV

HHCCVV  ((HHeeppaattiittiiss  CC))

HHAAVV  ((HHeeppaattiittiiss  AA))

SSIIRR  ≈≈  11..0011  

SSIIRR  ≈≈  11..1188  

SSIIRR  11..0077  

UC CD IBD

• Not significantly increased
• Trend ↑ in CD

SSIIRR  ≈≈  11..0055  

SSIIRR  11..6633  

SSIIRR  11..1199  

UC CD IBD

• Higher in CD

(NS)

(NS) (NS)

VS

UUllcceerraattiivvee  ccoolliittiiss  ((UUCC))  
28,771

CCrroohhnn''ss  ddiisseeaassee  ((CCDD))  
1144,,774422

GGeenneerraall  KKoorreeaann  ppooppuullaattiioonn  
(expected cases for SIR)

• Nationwide population-based cohort
• SIR standardized by age/sex/year 

CCoohhoorrtt  //  DDaattaa

HHIIRRAA  ccllaaiimmss  22001133––22002211

Systemic 
corticosteroids 

• Minimize steroid exposure via 
inflammation control

Check anti-HAV IgG 
→ vaccinate if 

negative

Screen anti-HCV → 
confirm with HCV 

RNA if positive

http://crossmark.crossref.org/dialog/?doi=10.3904/kjim.2025.210&domain=pdf&date_stamp=2026-01-01


96 www.kjim.org

The Korean Journal of Internal Medicine Vol. 41, No. 1, January 2026

https://doi.org/10.3904/kjim.2025.210

INTRODUCTION

Inflammatory bowel disease (IBD) is a chronic inflamma-
tory disease that affects the digestive tract and is divided 
into ulcerative colitis (UC) and Crohn's disease (CD). With 
the increasing incidence worldwide [1,2], the treatment of 
IBD has been revolutionized over the past decade with the 
increasing use of immunomodulators and biologic agents. 
Due to the increased use of drugs related to the immune 
response, the risk of opportunistic infections caused by bac-
teria or viruses also increases [3]. The risk of developing hep-
atitis may increase in patients with long-term IBD due to the 
increased frequency of procedures with a risk of infection, 
such as endoscopy, blood transfusion, and surgery [4,5].

Hepatitis A virus (HAV) can be transmitted via the fe-
cal-oral route through contaminated water or food. In 
Korea, less than 10% of young people under 30 have im-
munity to HAV, as exposure to HAV has decreased due to 
social and economic development and improved hygiene 
standards [6]. There have been no studies on the incidence 
of HAV in patients with IBD. Although patients with IBD are 
not considered a high-risk group, acute HAV infection can 
be severe or even fatal. In particular, there is a high risk of 
fulminant liver failure when HAV infection occurs in immu-
nocompromised patients [7].

Hepatitis C virus (HCV) leads to chronic hepatitis in 70% 
of patients infected with the virus, and according to 2015 
data, approximately 1% of patients worldwide are chronic 
HCV patients [8]. In Korea, according to a 2020 study, 0.7% 
of the total population tested positive for HCV antibodies, 
showing an increasing trend with age [9]. However, with 
the recent rapid development of HCV treatment, the rate of 
chronic HCV infection is decreasing. Because infection can 

occur through blood, syringes, or sexual intercourse [10], the 
incidence of HCV may increase in patients with IBD. There 
have been several studies on the incidence of HCV infection 
in patients with IBD, but the results have been conflicting. 
In addition to its incidence, it is important to consider the 
presence of IBD when treating HCV, because interactions 
may occur between HCV and IBD drugs, which may increase 
drug toxicity or reduce drug efficacy [11].

Many studies have reported on the onset and reactiva-
tion of hepatitis B, but there are few studies on HAV, and 
the results regarding HCV infection have differed between 
studies. Accordingly, this study aimed to determine the in-
cidence of HAV and HCV in patients with IBD compared to 
the general population and to suggest appropriate manage-
ment.

METHODS

Data source
This study used data from the Health Insurance Review and 
Assessment Service (HIRAS). The HIRAS reviews all health 
insurance claims from Korean hospitals and clinics, including 
claims submitted under the National Health Insurance (NHI) 
system and medical benefit program, which covers 97.2% 
of the entire population of Korea. Approximately 46 mil-
lion claims are filed annually nationwide, including claims 
from more than 80,000 healthcare facilities. The Korean 
government launched rare intractable disease (RID) registra-
tion program in 2006 within the NHI system, which provides 
co-payment relief for medical expenses related to 167 RIDs, 
including UC and CD [12]. Accordingly, patients must have 
their diagnosis certified by a physician using established di-

son-years, while 297 cases of HAV developed in the Korean general population. The SIR of HAV in the patients with IBD was 
1.07 (95% confidence interval [CI], 0.96–1.19) and the increase of HAV infection in patients with IBD was not statistically 
significant. A total of 289 cases of HCV infection were identified in 276,538 person-years, while 242 cases of HCV infection 
developed in the Korean general population. The SIR of HCV in patients with IBD was 1.19 (95% CI, 1.06–1.34) and the in-
crease of HCV infection in patients with Crohn's disease (SIR, 1.63; 95% CI, 1.31–2.04). Corticosteroid use was identified as 
a risk factor for HAV and HCV infections in patients with IBD.
Conclusions: HCV showed an increasing trend in Korean patients with IBD, especially those with Crohn's disease. Cortico-
steroids use is a risk factor for hepatitis in patients with IBD.
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agnostic criteria provided by the NHI and must then under-
go review by the relevant medical institution and the NHI. 
Therefore, data on RIDs in Korea can be considered reliable 
[12]. After registration, all RID-related claims will include a 
specific code assigned to each RID, in addition to the diag-
nosis code [12].

Study design 
This retrospective cohort study used data from January 
2013 to December 2021, as requested by the HIRAS. The 
requirement for informed consent was waived because of 
the retrospective nature of the study.

Patient selection and ascertainment of 
hepatitis
Patients with IBD must (1) have a disease code of UC (K51.0-
51.9) or CD (K50.0-50.9) as a primary or secondary diagno-
sis, (2) have a prescription for IBD-related medication, and 
(3) meet both RID registrations for UC (V131) or CD (V130). 

Prescriptions for IBD-related medications include at least 
two times prescription of oral or topical 5-aminosalicylic acid 
(5-ASA) drugs, steroids, thiopurines (azathioprine or 6-mer-
captopurine), or anti-tumor necrosis factor (TNF) agents 

(infliximab or adalimumab). As systemic corticosteroids may 
be widely used for other indications, we did not include pa-
tients who were prescribed only systemic corticosteroids. 
Patients whose diagnosis changed from UC to CD or vice 
versa during the study period and who had concurrent di-
agnosis codes for UC and CD were excluded from the study 
population because they could not be classified correctly 
[13,14].

HAV was defined as a patient meeting one of the follow-
ing diagnostic codes: hepatitis A with hepatic coma (B15.0) 
or without hepatic coma (B15.9). HCV was defined as a pa-
tient meeting one of the following diagnostic codes: acute 
hepatitis C (B17.1) or chronic hepatitis C (B18.2).

Study population
A total of 85,830 patients diagnosed with IBD (UC or CD) 
were enrolled between 2013 and 2021. We excluded pa-
tients who were prescribed only systemic corticosteroids, 
patients who had no history of prescriptions for IBD-related 
medications, patients whose diagnosis changed from UC 
to CD or vice versa, patients who had simultaneous diag-
nosis codes for UC and CD, and patients who were with 
viral hepatitis within 3 years prior to the index date. Patients 

Figure 1. Flow-diagram illustrating patient enrollment. IBD, inflammatory bowel disease; UC, ulcerative colitis; CD, Crohn's disease.

Patients diagnosed with inflammatory  
bowel disease from 2013 to 2021  

(n = 85,830)

Study subjects  
(n = 43,513)

UC  
(n = 28,771)

CD  
(n = 14,742)

Exclusion
1�. �Patients who have not used drugs for IBD within 3 years before the index date  

(n = 15,063)
2. �Patients diagnosed with viral hepatitis within 3 years prior to the index date  

(n = 1,551)
3. �Patients who have only been prescribed systemic steroids within 3 years prior  

to the index date (n = 24,800)
4. �Patients whose diagnosis changed from UC to CD and from CD to UC  

(n = 2,002)
5. Patients with missing gender and age (n = 109)
Total (n = 42,317)
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with missing sex or age data were also excluded. A total of 
43,513 patients, including 28,771 with UC and 14,742 with 
CD, were included in the study (Fig. 1).

Statistical analysis
We calculated the incidence of hepatitis (per 1,000 per-
son-years) in Korean patients with IBD and the overall Kore-
an population, assuming a Poisson distribution. We used the 
standardized incidence ratio (SIR) to investigate whether the 
incidence of hepatitis was higher in patients with IBD than 
in the general population. SIR was calculated as the ratio 
of the observed number of hepatitis cases to the expected 
number of hepatitis cases for the general population strat-
ified by 10 years of age, sex, and year in Korea. In Korea, a 
national infectious disease surveillance system is implement-
ed based on Infectious Disease Control and Prevention Act. 
This system allows us to determine the incidence of each 
infectious disease based on reported cases. Hepatitis A is 
classified as a Group 2 infectious disease in Korea, and hep-
atitis C is classified as a Group 3 infectious disease. Using 
this system, we calculated the expected number of hepatitis 
cases and determined the SIR. The confidence intervals (CIs) 
of SIR were estimated assuming a Poisson distribution. 

All statistical analyses were performed using SAS Enter-

prise Guide software version 6.1 (SAS Institute, Cary, NC, 
USA), and a p value < 0.05 was considered statistically sig-
nificant. The study protocol was approved by the Institu-
tional Review Board of Hanyang University Hospital (HYUH 
2023-05-047).

RESULTS

Characteristics of patients
The characteristics of the 43,513 patients with IBD (2013–
2021) comprising 28,771 patients with UC and 14,742 pa-
tients with CD are reported in Table 1. The proportion of 
men was significantly higher in patients with CD than in 
those with UC, while age was significantly lower in patients 
with CD. Patients with UC had a higher rate of 5-ASA use 
than those with CD, whereas patients with CD had a higher 
rate of thiopurine and anti-TNF use than those with UC.

Incidence of HAV in patients with IBD
A total of 317 cases of HAV were identified during 276,007 
person-years (incidence rate [IR], 1.15/1,000 person-years; 
95% CI, 1.03–1.28), while 297 cases of HAV developed 
in the Korean general population. The SIR of HAV in pa-

Table 1. Baseline characteristics of the patients

Characteristics  UC (n = 28,771) CD (n = 14,742) p value

Sex < 0.001

Male 17,150 (59.6) 10,550 (71.6)

Female 11,621 (40.4) 4,192 (28.4)

Age (yr) < 0.001

0–19 1,030 (3.6) 2,402 (16.3)

20–29 4,413 (15.3) 4,964 (33.7)

30–39 5,203 (18.1) 3,353 (22.7)

40–49 5,949 (20.7) 1,908 (12.9)

50–59 5,751 (20.0) 1,036 (7.0)

60–69 3,823 (13.3) 631 (4.3)

≥ 70 2,602 (9.0) 448 (3.0)

Use of medication

5-ASA 25,855 (89.9) 12,814 (86.9) < 0.001

Steroid 21,576 (75.0) 10,914 (74.0) 0.030

Immunomodulator 7,430 (25.8) 10,353 (70.2) < 0.001

Anti-TNF 3,248 (11.3) 6,123 (41.5) < 0.001

Values are presented as number (%). 
UC, ulcerative colitis; CD, Crohn’s disease; 5-ASA, 5-aminosalicylic acid; Anti-TNF, anti-tumor necrosis factor.
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tients with IBD was 1.07 (95% CI, 0.96–1.19) (Table 2). In 
patients with UC, 175 cases of HAV were identified over 
176,476 person-years (IR, 0.99/1,000 person-years; 95% 
CI, 0.85–1.15), while 178 cases of HAV developed in the 
Korean general population. The SIR of HAV in the patients 
with UC was 0.98 (95% CI, 0.85–1.14). In patients with CD, 
142 cases of HAV were identified over 99,531 person-years 
(IR, 1.43/1,000 person-years; 95% CI, 1.20–1.68), while 
119 cases of HAV developed in the Korean general popula-
tion. The SIR of HAV in patients with CD was 1.19 (95% CI, 
1.01–1.40) (Table 2, Fig. 2A, 3A). There was a tendency for 
the HAV IR to increase in patients with IBD under 29 years 

of age and over 60 years of age; however, there was no 
difference in the HAV IR between patients with IBD and the 
general population among those aged 30–59 years. Over-
all, the incidence of HAV did not increase in patients with 
IBD; however, an increasing trend was confirmed in patients 
with CD.

Incidence of HCV in patients with IBD
A total of 289 cases of HCV infection were identified during 
276,538 person-years (IR, 1.05/1,000 person-years; 95% CI, 
0.93–1.17), while 242 cases of HCV infection developed in 
the Korean general population. The SIR of HCV in patients 

Table 2. Incidence rates and standardized incidence ratios of HAV in Korean patients with ulcerative colitis (UC) and Crohn’s 

disease (CD) from a nationwide population-based study (2013–2021)

HAV cases Person-years
Incidence rate of HAV per 

1,000 person-years (95% CI)
Expected  
HAV cases

Standardized incidence 
ratio of HAV (95% CI)

Total 317 276,007 1.15 (1.03–1.28) 297 1.07 (0.96–1.19)

UC 175 176,476 0.99 (0.85–1.15) 178 0.98 (0.85–1.14)

Sex

Male 112 103,141 1.09 (0.89–1.31) 114 0.99 (0.82–1.19)

Female 63 73,335 0.86 (0.86–1.10) 64 0.98 (0.77–1.25)

Age (yr)

0–19 6 5,081 1.18 (0.43–2.57) 1 11.76 (5.28–26.17)

20–29 45 23,918 1.88 (1.37–2.52) 23 1.92 (1.43–2.57)

30–39 39 30,862 1.26 (0.90–1.73) 65 0.60 (0.44–0.83)

40–49 38 38,541 0.99 (0.70–1.35) 64 0.59 (0.43–0.81)

50–59 17 38,442 0.44 (0.26–0.71) 18 0.96 (0.60–1.55)

60–69 19 24,000 0.79 (0.48–1.24) 5 3.73 (2.38–5.85)

≥ 70 11 15,633 0.70 (0.35–1.26) 2 4.58 (2.54–8.27)

CD 142 99,531 1.43 (1.20–1.68) 119 1.19 (1.01–1.40)

Sex

Male 105 71,091 1.48 (1.21–1.79) 92 1.15 (0.95–1.39)

Female 37 28,440 1.30 (0.92–1.79) 28 1.33 (0.97–1.84)

Age (yr)

0–19 17 11,939 1.42 (0.83–2.28) 1 14.00 (8.70–22.51)

20–29 71 35,119 2.02 (1.58–2.55) 34 2.08 (1.65–2.62)

30–39 35 25,211 1.39 (0.97–1.93) 55 0.63 (0.45–0.88)

40–49 12 14,154 0.85 (0.44–1.48) 24 0.49 (0.28–0.87)

50–59 4 7,061 0.57 (0.15–1.45) 3 1.22 (0.46–3.26)

60–69 0 3,833 0 (0–0.96) 1 0.00

≥ 70 3 2,214 1.36 (0.28–3.96) 0 9.26 (2.99–28.73)

Expected number of HAV cases was estimated using the Korean general population data. 
HAV, hepatitis A virus; CI, confidence interval.
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with IBD was 1.19 (95% CI, 1.06–1.34) (Table 3). In patients 
with UC, 212 HCV cases were identified over 176,597 per-
son-years (IR, 1.20/1,000 person-years; 95% CI, 1.04–1.37), 
while 195 cases of HCV developed in the Korean general 
population. The SIR of HCV in patients with UC was 1.09 
(95% CI, 0.85–1.14). In patients with CD, 77 cases of HCV 
were identified over 99,941 person-years (IR, 0.77/1,000 
person-years; 95% CI, 0.61–0.96), while 47 cases of HCV 
developed in the Korean general population. The SIR of 
HCV in patients with CD was 1.63 (95% CI, 1.31–2.04) (Ta-

ble 3, Fig. 2B, 3B). A tendency for the HCV IR to increase 
was confirmed in patients with CD, and an increase in the 
HCV IR was confirmed in patients with IBD under 39 years 
of age compared with the general population.

Incidence of HAV and HCV according to 
medication
The incidence of HAV was confirmed to increase in patients 
with IBD treated with 5-ASA, systemic steroids, and an-
ti-TNF. In patients with UC, the incidence of HAV increased 

Figure 2. (A) Incidence rate of HAV per 1,000 person-years (95% CI) in patients with IBD. (B) Incidence rate of HCV per 1,000 per-
son-years (95% CI) in patients with IBD. HAV, hepatitis A virus; CI, confidence interval; IBD, inflammatory bowel disease; HCV, hepatitis C 
virus; UC, ulcerative colitis; CD, Crohn's disease.
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with the use of systemic steroids and anti-TNF. In patients 
with CD, immunomodulators, 5-ASA, and systemic steroids 
were all associated with an increased incidence of HAV (Ta-
ble 4).

Only systemic steroids were associated with an increased 
incidence of HCV in patients with IBD. In patients with UC, 
an association between systemic steroids and HCV infection 
risk was confirmed. However, there was no significant re-
lationship between drug use and HCV infection in patients 
with CD (Table 5).

DISCUSSION

We demonstrated that the risk of HAV infection is not higher 
in Korean patients with IBD than in the Korean general pop-
ulation, and that the risk of HCV infection is slightly higher 
in patients with CD. It has been shown that corticosteroid 
use is associated with the development of HAV and HCV.

There was a tendency for the HAV IR to increase in pa-
tients with IBD under 29 years of age and over 60 years of 
age, but there was no difference in the HAV IR between IBD 
and the general population among those aged 30–59 years 
in our study. The incidence of HAV did not increase in pa-

Table 3. Incidence rates and standardized incidence ratios of HCV in Korean patients with ulcerative colitis (UC) and Crohn’s 

disease (CD) from a nationwide population-based study (2013–2021)

HCV cases Person-years
Incidence rate of HCV per 

1,000 person-years (95% CI)
Expected HCV 

cases
Standardized incidence 
ratio of HCV (95% CI)

Total 289 276,538 1.05 (0.93–1.17) 242 1.19 (1.06–1.34)

UC 212 176,597 1.20 (1.04–1.37) 195 1.09 (0.85–1.14)

Sex

Male 131 103,216 1.27 (1.06–1.51) 117 1.12 (0.82–1.19)

Female 81 73,382 1.10 (0.88–1.37) 79 1.03 (0.77–1.25)

Age (yr)

0–19 6 5,086 1.18 (0.43–2.57) 0 78.75 (35.38–175.30)

20–29 17 24,055 0.71 (0.41–1.31) 2 8.51 (5.29–13.68)

30–39 28 30,962 0.90 (0.60–1.31) 8 3.53 (2.44–5.12)

40–49 36 38,593 0.93 (0.65–1.29) 34 1.06 (0.77–1.47)

50–59 43 38,376 1.12 (0.81–1.51) 64 0.67 (0.50–0.90)

60–69 46 23,953 1.92 (1.41–2.56) 44 1.04 (0.78–1.39)

≥ 70 36 15,572 2.31 (1.62–3.20) 43 0.84 (0.61–1.17)

CD 77 99,941 0.77 (0.61–0.96) 47 1.63 (1.31–2.04)

Sex

Male 49 71,423 0.69 (0.51–0.91) 147 1.23 (1.06–1.42)

Female 28 28,517 0.98 (0.65–1.42) 96 1.14 (0.94–1.37)

Age (yr)

0–19 9 11,967 0.75 (0.34–1.43) 0 47.87 (24.91–92.00)

20–29 19 35,379 0.54 (0.32–0.84) 3 6.83 (4.35–10.70)

30–39 14 25,328 0.55 (0.30–0.93) 6 2.28 (1.35–3.86)

40–49 12 14,181 0.85 (0.44–1.48) 13 0.93 (0.53–1.64)

50–59 8 7,062 1.13 (0.49–2.23) 12 0.67 (0.34–1.34)

60–69 9 3,805 2.37 (1.08–4.49) 7 1.29 (0.67–2.49)

≥ 70 6 2,218 2.71 (0.99–5.89) 6 0.96 (0.43–2.14)

Expected number of HCV cases was estimated using the Korean general population data. 
HCV, hepatitis C virus; CI, confidence interval.
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tients with UC, but an increasing trend was observed in pa-
tients with CD. No studies have investigated the association 
between HAV infection and IBD. HAV can be transmitted via 
the fecal-oral route (contaminated water or food) and pre-

vented through vaccination. It occurs sporadically or epidem-
ically around the world, and the IR varies depending on the 
social and economic level [6,15]. High-risk groups for HAV 
include those traveling to or working in countries with high 

Table 4. Incidence rates of HAV according to agents in Korean patients with ulcerative colitis (UC) and Crohn’s disease (CD) 

from a nationwide population-based study (2013–2021)

Medication

UC CD

HAV cases Person-years
Incidence rate of HAV 

per 1,000 person-years 
(95% CI)

HAV cases Person-years
Incidence rate of HAV 

per 1,000 person-years 
(95% CI)

5-ASA

No 5 16,279 0.31 (0.10–0.72) 11 12,228 0.90 (0.45–1.61)

Yes 170 160,196 1.06 (0.91–1.23) 131 87,303 1.50 (1.25–1.78)

Steroid

No 19 124,907 0.15 (0.09–0.24) 26 27,364 0.95 (0.62–1.39)

Yes 156 51,568 3.03 (2.57–3.54) 116 72,167 1.61 (1.33–1.93)

Immunomodulator

No 95 31,763 2.99 (2.42–3.66) 24 23,591 1.02 (0.65–1.51)

Yes 80 144,713 0.55 (0.44–0.69) 118 75,940 1.55 (1.29–1.86)

Anti-TNF

No 140 153,934 0.91 (0.77–1.07) 76 55,076 1.38 (1.09–1.73)

Yes 35 22,541 1.55 (1.08–2.16) 66 44,455 1.48 (1.15–1.89)

HAV, hepatitis A virus; CI, confidence interval; 5-ASA, 5-aminosalicylic acid; Anti-TNF, anti-tumor necrosis factor.

Table 5. Incidence rates of HCV according to agents in Korean patients with ulcerative colitis and Crohn’s disease from a 

nationwide population-based study (2013–2021)

Medication

UC CD

HCV cases Person-years
Incidence rate of HCV 

per 1,000 person-years 
(95% CI)

HCV cases Person-years
Incidence rate of HCV 
per 1,000 person-years 

(95% CI)

5-ASA

No 14 16,258 0.86 (0.47–1.44) 7 12,253 0.57 (0.23–1.18)

Yes 198 160,339 1.23 (1.07–1.42) 70 87,688 0.80 (0.62–1.01)

Steroid

No 27 124,871 0.22 (0.14–0.31) 15 27,407 0.55 (0.31–0.90)

Yes 185 51,727 3.58 (3.08–4.13) 62 72,534 0.85 (0.66–1.10)

Immunomodulator

No 144 31,746 4.54 (3.83–5.34) 24 23,637 1.02 (0.65–1.51)

Yes 68 144,851 0.47 (0.36–0.60) 53 75,304 0.69 (0.52–0.91)

Anti-TNF

No 180 153,992 1.17 (1.00–1.35) 47 55,256 0.85 (0.62–1.13)

Yes 32 22,605 1.42 (0.97–2.00) 30 44,685 0.67 (0.45–0.96)

HCV, hepatitis C virus; CI, confidence interval; 5-ASA, 5-aminosalicylic acid; Anti-TNF, anti-tumor necrosis factor.
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or intermediate endemicity of HAV, men who engage in sex-
ual activity with men, users of all illicit drugs, those working 
with HAV-infected primates or with HAV in a research lab-
oratory, those with chronic liver disease, those with clotting 
factor disorders, and those in direct contact with others who 
have HAV [16]. Patients with IBD are not a high-risk group 
for HAV infection; however, if HAV infection occurs in im-
munocompromised patients, it can progress to acute liver 
failure and cause serious complications [7]. HAV infection is 
an important opportunistic infection in patients with IBD that 
can affect prognosis. Serological screening is recommended 
for patients with IBD, considering that many patients have 
weakened immunity owing to the use of immunomodula-
tors or biological agents. Therefore, in patients with IBD who 
have not been vaccinated against HAV, whose vaccination 
history is uncertain, or who have no history of HAV infection, 
testing for HAV infection by measuring serum IgG anti-HAV 
antibody levels is recommended. If the results are negative, 
preventive measures are recommended. It would be benefi-
cial to vaccinate all patients with IBD [17]. In patients aged 
30–49, the prevalence of hepatitis A was confirmed to be 
lower in patients with UC and CD than in the general popu-
lation. In most cases, antibody screening is performed before 
starting treatment for patients with UC and CD, and vaccina-
tion is recommended for those with preventable diseases if 
antibodies are absent. Therefore, the prevalence of hepatitis 
A is thought to be lower than in the general population.

Because HCV can be transmitted through blood, syringes, 
or sexual intercourse [10], it is known that the incidence of 
HCV may increase in patients with IBD who often undergo 
measures such as surgery or blood transfusion. In this study, 
the HCV IR increased in patients with CD, especially in pa-
tients under 39 years of age. The results of previous stud-
ies are diverse. A study conducted in France confirmed that 
HCV prevalence increased in patients with CD with a history 
of surgery compared to patients with UC. The seropositive 
prevalence of HCV was 5.98%, and blood transfusion was 
identified as a risk factor for HCV infection [18]. Addition-
ally, in two studies from Italy, anti-HCV positivity was more 
common in patients with CD than in controls among pa-
tients younger than 50 years. This age-related trend was not 
observed in patients with UC [19]. However, three recent 
studies reported no significant difference in the cumulative 
incidence of HCV infection among patients with IBD com-
pared to the general population [20-22]. A meta-analysis 
published in 2023 also showed that the HCV IR did not show 

a significant difference in patients with IBD but showed 
different results depending on the publication year [23]. If 
HCV is confirmed in a patient with IBD, treatment should be 
considered in the same way as in the general population. 
Additionally, because many immunosuppressive drugs used 
to treat IBD can impair liver function, it is recommended that 
patients with IBD should be screened for HCV infection at 
the time of diagnosis. However, in patients using biologics 
or small molecules, there may be interactions between HCV 
treatment drugs and IBD treatment drugs; therefore, care 
must be taken during treatment [17]. Therefore, when diag-
nosing IBD, screening tests are performed through anti-HCV 
measurement, and if positive, HCV RNA testing in the blood 
must be performed to confirm HCV infection [24-26].

Viral hepatitis is a very important problem in patients 
with IBD who use drugs associated with decreased im-
munity, because it can be fatal. Prevention and treatment 
of opportunistic infections in patients with IBD, especially 
viral hepatitis, are important not only for national policies 
on medical consumption, but also for patient disease man-
agement [27,28]. In this study, the incidence of HAV in the 
IBD patient group was not significantly different from that 
in the general population, and the incidence of HCV was 
somewhat higher in patients with CD. This result is not sig-
nificantly different from that of previous studies, and in this 
study, corticosteroid use was confirmed to slightly increase 
the incidence of HAV and HCV. Systemic corticosteroids are 
often used to treat UC or CD exacerbation. Therefore, to 
lower the risk of hepatitis, proper control of IBD is import-
ant. In addition, although the incidence of hepatitis in pa-
tients with IBD does not increase significantly, the use of 
immunosuppressive drugs is often necessary; therefore, it 
is necessary to perform HAV vaccination in advance, check 
HCV antibodies, and treat early if necessary.

This study reports the IR of HAV and HCV infections in 
patients with IBD compared to the general population and 
followed up all Koreans over 9 years using insurance claim 
data. However, this study had several limitations. First, be-
cause the recorded data were used for insurance claims, the 
patients’ medical history could not be verified. There was a 
possibility of misclassification in the context of the claims 
data [29]. To further increase the diagnostic accuracy of IBD, 
IBD medication prescriptions and RID codes were consid-
ered in addition to the IBD diagnosis codes. However, as not 
all patients with hepatitis visit the hospital and have a diag-
nosis code entered, some diagnoses may have been missed. 
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For HAV, there is no specific treatment drug, and for HCV, 
treatment drugs are expensive; therefore, treatment cannot 
be administered to all diagnosed patients. Because hepati-
tis was defined only by a diagnosis code without additional 
drug claims, misclassification of the diagnosis may have oc-
curred. This limitation may have led to an underestimation 
of the incidence of hepatitis in the general population. HAV 
and HCV infectious are diseases managed as national in-
fectious diseases in Korea, requiring national reporting of 
infectious disease outbreaks upon diagnosis. Therefore, it 
is unlikely that the use of ICD codes would significantly im-
pact diagnosis rates compared to other diseases. Neverthe-
less, the difficulty in identifying patients' clinical course and 
antibody status is a limitation of this study, which utilized 
national data. Second, the IR and SIR of HAV and HCV in 
Korean patients with IBD according to drug exposure during 
the study period were calculated using nationwide claims 
data; however, this has the disadvantage of lacking dis-
ease-related information (IBD duration, disease phenotype, 
and disease severity). Third, despite efforts to address the 
issue of confounding effects of disease severity, further re-
search is needed to incorporate additional factors, including 
comorbidities, that may influence hepatitis risk. Additionally, 
it was difficult to confirm the occurrence of complications 
related to hepatitis, such as liver failure, because medical 
records were not available. Additional research on this topic 
is needed in the future.

In conclusion, the risk of developing HCV infection is in-
creased in Korean patients with IBD, especially in patients 
with CD and young patients. Immunosuppression by cor-
ticosteroids is an important risk factor for the development 
of hepatitis in patients with IBD. Therefore, it is important to 
control intestinal inflammation in patients with IBD in order 
to minimize corticosteroid use. Patients with IBD should be 
screened for HAV and HCV infections at the time of diagno-
sis, and in the case of HAV, vaccination may be necessary if 
there is no antibody.

KEY MESSAGE
1.	 The prevalence of hepatitis C tended to increase in 

younger patients with CD.
2.	 In particular, a tendency toward an increase in the 

prevalence of hepatitis C was observed as the use 
of corticosteroids increased.

3.	Long-term, high-dose steroid use should be avoid-
ed in patients with IBD because it may increase the 
prevalence of viral hepatitis.
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