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Abstract: Diet has been speculated to be a factor in the pathogenesis of inflammatory bowel disease
and may be an important factor in managing disease symptoms. Patients manipulate their diet
in attempt to control symptoms, often leading to the adoption of inappropriately restrictive diets,
which places them at risk for nutritional complications. Health professionals struggle to provide
evidence-based nutrition guidance to patients due to an overall lack of uniformity or clarity amongst
research studies. Well-designed diet studies are urgently needed to create an enhanced understanding
of the role diet plays in the management of inflammatory bowel disease. The aim of this review is to
summarize the current data available on dietary management of inflammatory bowel disease and
to demonstrate that dietary modulation may be an important consideration in managing disease.
By addressing the relevance of diet in inflammatory bowel disease, health professionals are able to
better support patients and collaborate with dietitians to improve nutrition therapy.
Keywords: diet; diet therapy; nutrition; nutrition therapy; inflammatory bowel disease; ulcerative
colitis; Crohn’s disease

1. Introduction
Inflammatory Bowel Disease (IBD) is a chronic inflammatory condition that includes ulcerative
colitis (UC) and Crohn’s disease (CD). CD is a transmural inflammatory disease of the gastrointestinal
mucosa that can affect any component of the gastrointestinal tract including the small and/or large
intestine, the mouth, esophagus, stomach and anus. UC is non-transmural and primarily involves
only the colonic mucosa. Patients with IBD experience periods of relapse (active disease) and clinical
remission [1]. Clinical symptoms of IBD are diarrhea and/or constipation, passage of blood or mucus
in the stool and abdominal cramping. In addition, CD patients may also experience bowel obstruction,
strictures and abscesses.
Medications are the first-line of therapy in the management of IBD. Surgery is generally reserved
for those patients who are intolerant to medications or have refractory disease. The main classes
of drugs used in the treatment of IBD include 5-aminosalicylates (5-ASA) (e.g., sulphasalazine, and
mesalamine), corticosteroids (e.g., hydrocortisone, prednisone, and prednisolone), immunomodulators
(e.g., azathioprine, 6-mercaptopurine, methotrexate and cyclosporine) and biologics (e.g., infliximab,
adalimumab, and vedolizumab). Although many patients have a good response to pharmacotherapy,
medications can have severe adverse side effects. Drug hypersensitivity, nephrotoxicity, fever, rash,
lymphadenopathy, hepatitis, pancreatitis, diarrhea exacerbation, nausea, vomiting, abdominal pain,
myalgia and an increased risk for lymphoma with the use of immunomodulators are some of the
reported side effects. In addition, medication adherence is a concern, as a recent study reported that
approximately one quarter of patients with IBD attending at a tertiary care practice did not use the
prescribed IBD-specific medications [2]. It is clear the adoption of novel strategies and preventative
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medicine is crucial to the well-being of patients with IBD to avoid complications and side-effects
related to both the disease, as well as the treatments.
Exclusive enteral nutrition is a nutritional therapy where 100% of a patient’s nutritional
requirements are met via a liquid nutrition formula and administered orally or through a feeding tube.
Exclusive enteral nutrition is provided for 6–8 weeks and then an oral diet is gradually reintroduced [3].
In children with active CD, exclusive enteral nutrition can be used in place of corticosteroid therapy
and has been shown to improve time to relapse [4]. This approach has also been shown to positively
impact inflammatory changes, mucosal healing, enhance growth and overall nutritional status in
children [4]. Outside of Japan, exclusive enteral nutrition is not routinely used as first-line therapy in
adults. There is some evidence to support the use of exclusive enteral nutrition as a treatment modality
in a select group of adult patients with CD, specifically those with a new diagnosis of CD, those with
ileal involvement and those that are motivated to adhere to the exclusive enteral nutrition regimen [5].
IBD is associated with nutritional complications during both relapse and clinical remission. Some
of the nutritional complications include reduced dietary intake, nutrient malabsorption, macro- or
micronutrient deficiencies, weight loss and osteoporosis [6–10]. IBD patients are concerned about food
and diet [11,12] and use various dietary strategies in attempt to control or minimize gastrointestinal
distress [13], as well as improve overall health. Up to 71% of patients with IBD believe diet affects
their disease symptoms, with 90% of CD patients and 71% of UC patients employing elimination diets
while in remission [14,15]. Dietary modification can be of concern if patients drastically reduce or
completely avoid nutritionally important foods/food groups, as this may place them at increased risk
for developing nutritional deficiencies [16], as well as poorer quality of life. Up to 77.1% of patients
with IBD report avoidance of particular foods [14]. A case-control study found significantly lower
mean daily intakes of carbohydrates, monounsaturated fat, fiber, calcium, and vitamins C, D, E, and K
compared to controls, as a result of the exclusion of dairy products, vegetables and fruit [17].
There is a plethora of information on the internet that assert that certain diets improve or
exacerbate symptoms, yet few rigorous nutrition studies have examined specific dietary factor(s)
as being detrimental or protective against UC or CD. Implementation of diet strategies and approaches
into clinical practice are slow and limited. Common barriers to implementation into practice include
issues relating to knowledge management, such as access to research evidence sources, time to
review evidence-based sources and a lack of skills to appraise and understand research evidence [18].
In addition to knowledge management, financial barriers, inappropriate skill mix and problems
working with and across professional disciplines contribute to the lag in knowledge translation [18].
This review attempts to consolidate the existing evidence on diet/pharmoconutrition and maintenance
of remission in IBD, including studies that evaluate the association between pre-illness intake of
nutrients and food groups and the risk of a subsequent diagnosis of IBD, diet intervention studies
in maintaining remission in IBD, as well as existing guidelines [19–21], in light of the most current
limitations in evidence and practice. Evidence-based dietary recommendations for IBD patients are
summarized in Tables 1 and 2 and Figure 1.
Table 1. Evidence-based diet recommendations for the maintenance of remission in IBD.
Statement

Recommendation

Encourage high dietary fiber intake from foods,
especially from fruits and vegetables [22–25]

Strongly Recommend *

Avoid n-6 PUFA (safflower oils, corn oils, margarine) and
trans-unsaturated fatty acid consumption [23,24,26,27]

Strongly Recommend

Encourage consumption of dairy products [28,29]

Recommend † (if tolerated)

Limit/avoid refined carbohydrates, especially sweetened
beverages and soft drinks [30]

Recommend
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Table 1. Cont.
Statement

Recommendation

Limit red meat consumption, especially from beef, pork,
lamb and processed meats [22,31]

Recommend

FODMAP Diet [32–34]

Optional ‡ (for the management of IBS-overlay)

Mediterranean Diet Pattern [35–37]

Optional

Specific Carbohydrate Diet [38–41]
Low Residue Diet [42]
Semi-vegetarian Diet [43]
IgG4-guided Elimination Diet [44]
IBD-AID [45]

No Recommendation β

Paleo Diet

No Recommendation

Evidence graded according to the American Academy of Pediatrics, Steering Committee on Quality Improvement
and Management—“Classifying recommendations for clinical practice guidelines” [46]. * Strongly Recommend:
The quality of the supporting evidence is excellent, based on well-designed randomized control trials (RCTs) and/or
consistent evidence from observational studies. Benefit clearly outweighs harm. † Recommend: The quality of
the supporting evidence is good, but RCTs and/or evidence from case-control/cohort studies has limitations.
Anticipated benefits outweigh harm. ‡ Optional: The quality of evidence is suspect, further well-performed
studies needed. May be of limited advantage, however there is still unclear balance between benefit and harm.
β No recommendation: There is a lack of or poor evidence. Unclear balance between benefit and harm.

Table 2. Evidence-based nutrition recommendations for supplements in the maintenance of remission
in IBD.
Statement

Type of IBD

Recommendation

Vitamin D (minimum 1200 IU/day) [47–51]

Both

Strongly Recommend *
(aim for levels of serum 25 (OHD)
>75 nmol/L

Psyllium (minimum 4 grams/day) [52,53]

UC

Recommend †

Curcumin (1-gram bid) [54–56]

UC

Optional ‡

Oat bran supplementation (20 grams/day) [57]

UC

Optional

Germinated Barley Foodstuff
(minimum 20 grams/day) [58–60]

UC

Optional

Wheat bran (1/2 cup daily) [61]

CD

Optional

Evidence graded according to the American Academy of Pediatrics, Steering Committee on Quality Improvement
and Management—“Classifying recommendations for clinical practice guidelines” [46]. * Strongly Recommend:
The quality of the supporting evidence is excellent, based on well-designed randomized control trials (RCTs) and/or
consistent evidence from observational studies. Benefit clearly outweighs harm. † Recommend: The quality of
the supporting evidence is good, but RCTs and/or evidence from case-control/cohort studies has limitations.
Anticipated benefits outweigh harm. ‡ Optional: The quality of evidence is suspect, further well-performed
studies needed. May be of limited advantage, however there is still unclear balance between benefit and harm.
β No recommendation: There is a lack of or poor evidence. Unclear balance between benefit and harm.
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A systematic literature search was conducted using PubMed, EMBASE and Medline from 1966
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Diet
Migration from a country with a history of low-incidence to a country of a higher incidence increases
composition has long been suspected to contribute to IBD. Thus, dietary patterns and nutrients are
the risk of developing IBD, particularly in the first generation children [70]. Diet composition has long
important environmental factors to consider in the etiology of IBD [22,71].

been suspected to contribute to IBD. Thus, dietary patterns and nutrients are important environmental
factors to consider in the etiology of IBD [22,71].
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3.1. The Western Diet Pattern
The diet of today is considerably different from the traditional diet of previous generations,
when the prevalence of IBD was considerably lower. The Western diet pattern is dominated by
increased consumption of refined sugar, omega-6 polyunsaturated fats and fast food, combined with
a diet deficient in fruit, vegetables, and fiber [72]. Much of today’s food supply has been processed,
modified, stored and transported great distances, in contrast to the traditional diet, where food that
was produced locally was consumed shortly after harvest. This shift to the Western diet pattern is
hypothesized to increase pro-inflammatory cytokines, modulate intestinal permeability, and alter the
intestinal microbiota promoting a low-grade chronic inflammation in the gut [73]. A diet that contains
pro-inflammatory foods is an important risk factor in the development of UC. A case-control study
completed in Iran with newly diagnosed UC patients (n = 62 UC patients, 124 controls) found that
subjects that had a higher dietary inflammatory index (pro-inflammatory diet) had an increased risk
of developing UC (Odds Ratio (OR): 1.55, 95% Confidence Interval (CI): 1.04–2.32) [23]. The authors
concluded that encouraging intake of more anti-inflammatory dietary factors, such as plant-based
foods rich in fiber and phytochemicals, and reducing intake of pro-inflammatory factors, such as
fried or processed foods rich in trans-fatty acids, could be a potential strategy for reducing risk of
UC. This was one of the first studies that has examined dietary inflammatory index as an outcome for
developing UC. Several large scale studies have attempted to elucidate the dietary components that
are associated with IBD risk [22,24,26,27]. Overall, this suggests that the Western diet pattern is a risk
factor for IBD.
3.2. Carbohydrate Intake as a Risk Factor for IBD
A systematic review (n = 19 studies with 2609 IBD subjects) reported a negative association
between dietary fiber (OR 0.12, 95% CI: 0.04–0.37) and fruit intake (OR: 0.2, 95% CI: 0.1–0.9) and CD
risk [22]. Soluble fiber from fruit may have a protective effect on CD [24]. High vegetable intake
may be associated with decreased risk of UC (OR range 0.32–0.75) [22]. The European Investigation
into Cancer and Nutrition study (n = 366,351 with 256 incident cases of UC and 117 of CD, and four
matched controls per case) reported that an increased consumption of sugar and soft drinks with low
vegetable intake was positively associated with UC risk (OR 1.31, 95% CI: 0.85–2.02; p = 0.05) [25].
Increased consumption of sweets is positively associated with CD (OR: 2.83, 95% CI: 1.38–5.83) and UC
(OR: 2.86, 95% CI: 1.24–6.57) [30]. Overall, this suggests that while refined and processed carbohydrates
and intake of sweetened beverages are risk factors for IBD, complex carbohydrates including fruit,
vegetables and fiber should be included in the diet to manage IBD.
3.3. Protein Intake as a Risk Factor for IBD
A large prospective cohort study (n = 67,581) completed over a 10.5-year period found that high
protein intake, specifically animal protein (meat, not dairy products) was positively associated with
an increased risk of IBD [31]. A systematic review (n = 2609 IBD patients; 19 studies) reported an
association with high total protein intake with the development of UC (OR range 0.2–3.7) and CD
(OR range 0.45–3.34) [22]. High protein intake was associated with a 3.3-fold increased risk of IBD,
suggesting a diet high in animal protein is a major risk factor for the development of IBD.
3.4. Dairy Intake as Risk Factor for IBD
The European Investigation into Cancer and Nutrition study found that individuals that
consumed milk had significantly reduced odds of developing CD (OR: 0.30, 95% CI: 0.13–0.65),
suggesting a protective effect with dairy product consumption [28]. Individual dairy products
consisted of milk, yogurt, and cheese with varying fat content (e.g., full fat, skimmed, semi-skimmed,
and unspecified). This is supported by a case-control study in children (n = 130 CD patients and
n = 202 controls) that demonstrated that consumption of dairy products was not associated with CD
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(OR: 0.86, 95% CI: 0.42–1.76, p = 0.65) [29]. Overall, the consumption of dairy products is not a risk
factor for IBD.
3.5. Dietary Fat Intake as a Risk Factor for IBD
There have been conflicting data on the association between dietary fat intake and the
development of IBD, as many of the studies are retrospective and use small sample sizes. However,
a very large, long-term, prospective study (n = 170,805) completed over 26 years did not observe
a significant association with increased risk of developing CD or UC with total dietary fat intake,
saturated fatty acids (SFA) and monounsaturated fatty acids (MUFA) [26], which has been well
supported by other research studies [74–76]. A growing body of scientific evidence indicates that the
Mediterranean diet pattern has been associated with significant improvements in health status [77,78]
and decreases in inflammatory markers in humans [79]. The protective effect is hypothesized to be
derived from the balance in fats, which includes incorporating MUFA, SFA and fish intake [80]. While a
few studies do show that MUFAs are beneficial during colitis, studies on the effects of SFA and PUFAs
on gut health are controversial.
Dietary n-6 PUFA, in particular linoleic acid, have been implicated in the etiology of IBD. Dietary
n-6 PUFAs are essential fatty acids present in high amounts in red meat, cooking oils (safflower and
corn oil) and margarines. A prospective cohort study (n = 203,193) conducted over four years found
that intake of linoleic acid was associated with an increased risk of UC (OR: 2.49, 95% CI: 1.23 to
5.07, p = 0.01) [27]. Further analysis of the European Investigation into Cancer and Nutrition study
(n = 260,686) over five years found an increased risk of UC with a higher total PUFA intake (trend
across quartiles OR = 1.19 (95% CI: 0.99–1.43) p = 0.07) [74], which was also supported by a systematic
review (n = 2609 patients with IBD) that examined pre-illness intake of nutrients and subsequent
development of UC [22]. A case-control study in CD found that increased total PUFA consumption
was positively associated with CD risk (OR: 2.31, 95% CI: 1.12–4.79) [30].
The Nurses’ Health Study cohorts (n = 170,805 women with 269 incident cases of CD and 338
incident cases of UC) reported high, long-term intake of trans-unsaturated fatty acids was associated
with a trend towards an increased incidence of UC (HR 1.34, 95% CI: 0.94–1.92) but not CD [26].
An increased relative risk of developing IBD has also been associated with frequent intake of fast
foods (fast foods are high in trans-unsaturated fatty acids) [81,82]. The relative risk associated with the
consumption of fast foods at least two times a week was estimated at 3.4 (95% CI: 1.3–9.3) for CD and
3.9 (95% CI: 1.4–10.6) for UC [82]. Frequent fast food intake, defined as more than once a week, was
significantly associated with a risk of UC (43%, OR: 5.78, 95% CI: 2.38–14.03) and CD (27%, OR: 2.84,
95% CI: 1.21–6.64) [81].
It has been speculated that the intake of long-chain n-3 PUFAs (docosapentaenoic acid,
eicosapentaenoic acid, docosahexaenoic acid), known as omega-3s, may be of benefit to patients
with IBD. The beneficial effects are believe to be derived from the anti-inflammatory properties of n-3
PUFAs; however, clinical and experimental studies have shown conflicting results [83]. Meta-analyses
have failed to show benefit with supplementation with fish oils in the maintenance of remission in
CD and UC [84–86]. Dietary intake of n-3 PUFAs were inversely associated with risk of UC, whereas
no association has been found with CD [26]. The European Investigation into Cancer and Nutrition
study (n = 203,193) found a negative association with the development of UC with increasing dietary
intake of the n-3 PUFA, specifically docosahexaenoic acid (OR: 0.23, 95% CI: 0.06 to 0.97) [27], and
is supported by the European Investigation into Cancer and Nutrition -Norfolk study (n = 26,639)
(OR: 0.43, 95% CI: 0.22–0.86) [57]. Two case-control studies in CD report that a diet with regular
consumption of fish had a protective effect on the development of CD (OR 0.52, 95% CI: 0.33–0.80,
p = 0.003) and (OR 0.46, 95% CI: 0.20–1.06, p = 0.02) [29,69].
The total ratio of n-3 PUFA: n-6 PUFA found in the diet has been hypothesized to be an important
consideration. One prospective cohort [87] and one case-control study [29] report that a high n-3PUFA:
n-6 PUFA ratio in the diet is inversely associated with the risk of IBD. In support of this explanation,
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a dietary intervention trial that focused on increasing the n-3 PUFA: n-6 PUFA ratio was found to
be effective in maintaining disease remission in patients with both UC and CD, through increasing
n-3 PUFA intake [88]. Overall, it does not appear that full fat diets should be avoided, however fat
including diets rich in olive oil, dairy products and fish but not fish oil pills should be consumed while
avoiding large intakes of vegetable oils rich in n-6 PUFA.
In summary, several epidemiological studies provide compelling evidence for the role of food in
IBD pathogenesis. Furthermore, the rise in incidence of IBD in countries that previously have had a
very low incidence suggests that industrialization and adoption of the westernized diet may be a risk
factor in the development of IBD. Reduced consumption of fruits and possibly vegetables, resulting in
a reduced overall intake of fiber, with high intake of meats, fast foods and trans-fatty acids appears to
be associated with an overall increase in the risk of developing IBD [71].
4. Diet Interventions and IBD
Diet interventions have been studied in IBD in attempt to manage active disease or to maintain
remission. A number have been shown to be efficacious, however, the precise components that are
important for each diet are not clearly delineated or often contradict one another. With no gold
standard, nutrition guidance provided at this time by health professionals is based on the “best
available evidence”.
4.1. Low Residue Diet
A low-residue diet is often recommended for the management of an acute flare of IBD, especially
in patients that have intestinal strictures or narrowing. Although the low-residue diet is prescribed for
short-term use, in clinical practice, patients often follow the diet long-term. The primary purpose of
a low residue diet is to reduce the frequency and volume of stools and reduce the risk for intestinal
obstruction [89]. In the literature, there have been discrepancies as to the actual composition of
low-fiber and/or low-residue diets. A low-residue diet requires the elimination of whole grains,
legumes and all fruits and vegetables (except for bananas and skinless potatoes), dairy and fibrous
meats [89]. This is not the same as a low-fiber diet which excludes only insoluble fiber. A prospective
study in subjects with active CD (n = 70) that compared a low-residue diet to an unrestricted diet
found no differences in outcome including symptoms, need for hospitalization, need for surgery, new
complications, nutritional status, or postoperative recurrence [42]. Due to lack of evidence, there
appears to be no reason to restrict residue from the diet, however anecdotally CD patients with
obstructive symptoms and strictures report improvement in symptoms when following a diet reduced
in fiber (total daily fiber intake < 10 g) [89,90].
Research is still in its infancy, however there is growing evidence for an association between IBD
and an alteration in the gut microbiota. The Westernized diet, characterized by increased consumption
of PUFA, animal protein, and sugar as well as decreased consumption of fiber has been implicated as
factor contributing to dysbiosis [91–93]. A small pilot study in CD (n = 6), reported a marked decrease
in microbial diversity with a low-residue diet [94]. This is concerning considering that low diversity of
the microbiota has been linked to a variety of chronic diseases [95]. Furthermore, improvements in
inflammatory markers have not been demonstrated with a low-residue diet in CD [96]. More research is
required; however, a low-residue diet could potentially have negative consequences on IBD, therefore
prolonged avoidance of fiber is discouraged [90].
4.2. Semi-Vegetarian Diet
A prospective trial conducted in Japan in hospitalized subjects with CD (n = 22) examined the
effect of a semi-vegetarian diet on maintaining remission [43]. The diet was lacto-ovo vegetarian, in
which eggs and milk were allowed with small portions of meat offered once every two weeks and
fish weekly. Remission rate achieved with the semi-vegetarian diet was 100% after one year and
92% after two years. A semi-vegetarian diet showed significant prevention of relapse compared to that
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of individuals following an omnivorous diet (p = 0.003 log rank test). Based on these observations,
the semi-vegetarian diet may be a highly effective way to maintain remission CD. While this study is
promising, large, randomized control studies are required to validate the efficacy of this type of diet
for IBD patients.
4.3. FODMAPs Diet
The low Fermentable Oligosaccharide, Disaccharide, Monosaccharide, and Polyol diet
(FODMAPs) consists of eliminating foods high in fermentable but poorly absorbed carbohydrates
and polyols for six to eight weeks [97]. FODMAPs comprise fructose, lactose, fructo- and galactooligosaccharides (fructans and galactans), and polyols (sorbitol, mannitol, xylitol and maltitol) [97].
Common food sources of foods containing FODMAPS are as follows: (1) fructans: onion,
garlic and wheat; (2) fructose: fruits and fruit products, honey, and foods with added high-fructose
sweeteners; (3) lactose: mainly dairy products; (4) oligosaccharides: legumes, nuts, seeds, some grains;
and (5) polyols: fruits and vegetables, and sugar-free products. After symptom resolution, patients
are guided by a dietitian on how to gradually reintroduce foods high in fermentable carbohydrates to
determine individual tolerance to specific FODMAPs.
Fair evidence supports the effectiveness of a low-FODMAP diet for the symptom management of
irritable bowel syndrome (IBS), especially a reduction in abdominal bloating, pain, and diarrhea [98,99].
IBS-like symptoms are common in IBD and have been reported in 57% of patients with CD, and 33%
of patients with UC [100], therefore a low-FODMAP diet has been proposed for the management
of patients with IBD with IBS-overlay. There have been three retrospective studies evaluating the
low-FODMAP diet in IBD [32–34]. A retrospective study of 72 IBD patients who received dietary
intervention focusing on low-FODMAP diet, reported one in two patients reported a significant
improvement in abdominal symptoms, abdominal pain, bloating, wind and diarrhea (p < 0.02 for
all symptoms) [32]. Second, a case-note review of electronic medical records of 88 IBD patients
with functional gut symptoms who received low-FODMAP diet advice found a significant reduction
in symptoms of any severity (mild, moderate, or severe) for abdominal pain (p < 0.001), bloating
(p < 0.001), flatulence (p = 0.041), belching (p = 0.001), incomplete evacuation (p = 0.012), nausea
(p = 0.011), and heartburn (p =0.035) [33]. Improvements in stool consistency and frequency were
observed, including an increase in “normal” stool form (p = 0.002) and “normal” stool frequency
(p < 0.001) [33]. A retrospective, cross-sectional study (n = 49) was conducted to investigate long-term
adherence and effect on disease course in IBD patients treated with the low-FODMAP diet [34].
Forty-three percent of the IBD patients reported full efficacy (p = 0.08) with greatest improvements
seen in abdominal pain (63%) and bloating (83%) while on the low-FODMAP diet. The proportion of
patients having normal stools increased by 66% in the IBD group (p < 0.001). Twenty-four percent of
IBD patients became asymptomatic while following the diet. In summary, while there have been no
prospective intervention trials completed in IBD, retrospective data suggests that a low FODMAP diet
may be a strategy to manage concurrent functional gut symptoms in this population.
4.4. Exclusion Diets
Enteral feeding is often used as an adjunctive therapy for maintenance of remission in CD,
particularly in Japan. In a randomized control trial, subjects were provided half of the nutrition
requirements by an elemental formula (taken orally (n = 21) or by nasogastric tube (n = 5)), with the
remaining 50% of the nutrition requirements met by consuming an unrestricted diet [101]. The relapse
rates in the half elemental diet group were significantly lower (34.6% vs. 64.0%; multivariate hazard
ratio 0.40 (95% CI: 0.16–0.98)) than the control group after a mean follow-up of 11.9 months. A follow-up
report on this study stated that the elemental diet as a maintenance therapy for CD contributed to
keeping subjects in a clinically stable state, without affecting their quality of life, nor leading to
additional medical expenses [102].
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Exclusion diets can be unpalatable and difficult to follow, therefore in a double blind, randomized
control trial, the efficacy of a IgG4-guided exclusion diet in subjects with CD was evaluated [44].
The objective of the study was to identify which components of the diet are most important to avoid
due to the induction of IgG4, an antibody produced in response to chronic exposure to an antigenic
stimulus like a food antigen. It is hypothesized that dietary protein antigens might perpetuate
inflammation in CD as a result of previous sensitization. IgG4 titers were tested against 16 common
food types. Subjects in the treatment group removed the four food types with the highest antibody
titer for four weeks, whereas controls removed the four food types with the lowest antibody titer.
The researchers found significant improvements in quality of life, measured by the short inflammatory
bowel disease questionnaire (3.05 (0.01–6.11) p < 0.05) and disease activity scores, measured by Crohns
Disease Activity Index (41 (10.4–71.5) p = 0.009). Forty-one percent of subjects receiving the treatment
experienced an improvement in Crohns Disease Activity Index score of >100, whereas 16% of controls
experienced an improvement. The exclusion of milk, pork, beef and egg was most strongly associated
with improvement. This study was underpowered, however, it did demonstrate clinical improvement
and this novel approach to dietary management of IBD does warrant further investigation.
4.5. Novel Anti-Inflammatory Diet Therapies
While the exact etiology of IBD remains unclear, increasing evidence suggests that the
gastrointestinal microbiome plays a critical role in disease pathogenesis [103,104]. Manipulation of the
gastrointestinal microbiome through diet interventions, in attempt to reduce systemic inflammation, is
increasingly recommended as adjuncts to ongoing medical therapy. The Anti-Inflammatory Diet
(IBD-AID) is a nutritional approach designed to address nutrient adequacy, malabsorption and
symptoms [45]. IBD-AID restricts the intake of particular carbohydrates (lactose, refined and processed
complex carbohydrates), includes the ingestion of pre- and probiotic foods, and modifies dietary
fatty acid intake specifically decreasing the total fat, saturated fats, the elimination of hydrogenated
oils, and encouraging the increased intake of foods rich in n-3 PUFA. A retrospective case series
using IBD-AID found that subjects who attempted the diet (n = 40), 60% reported reduced symptoms,
including reduced stool frequency (patient self-report). A small subset of the subjects (n = 7) was able
to discontinue at least one of their IBD medications. An intervention trial with a rigorous study design
that examines both biomarkers of inflammation, as well as histological changes is needed to further
assess efficacy.
4.6. Fiber Supplements
The benefits of fiber in IBD are more commonly seen for the use of supplements rather than diet
interventions and for the management of UC and CD [105]. Although the evidence is still not clear,
interventions with fiber have the potential to relieve symptoms and/or to maintain disease remission
in IBD patients. The type of fiber may be an important consideration.
4.6.1. Oat Bran
A controlled intervention study adding 60 grams/day of oat bran (equivalent to 20 grams oat
fiber/day) to the diet of subjects (n = 22) with quiescent UC reported no signs or symptoms of colitis
relapse after 12 weeks [57]. A subgroup of subjects noted a decrease in abdominal pain, reflux and
diarrhea (p < 0.05). The greatest impact of the oat bran intervention was seen on the fecal short chain
fatty acid (SCFA) concentrations found in the stool. Fifteen subjects demonstrated a 36% increase in fecal
butyrate concentrations within four weeks (p < 0.01) of intervention which was maintained throughout
the 12-week intervention. This finding is important as increasing evidence suggests SCFAs play an
essential role in maintaining the health of colonic mucosa as butyrate is the main energy substrate
for colonocytes [106]. Butyrate also plays an important role in the prevention and treatment of distal
UC [107]. Supplementation with oat bran in this population warrants further investigation with a larger
sample size, over a longer-term to determine the overall benefit as a maintenance therapy for UC.
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4.6.2. Wheat Bran
A randomized control trial completed in CD (n = 7) where subjects were instructed to consume a
high fiber diet, including consumption of whole wheat bran cereal (1/2 cup daily) and restrict refined
carbohydrates, reported improved health-related quality of life as measured by the Inflammatory
Bowel Disease Questionnaire (p = 0.028) [61]. Significant improvements were seen in the clinical disease
activity scores, as measured by partial Harvey-Bradshaw index (p = 0.008). This was a feasibility study
with a very small sample size (n = 4 receiving intervention) that did not include subjects receiving
biologic therapies. A much larger sample size, over a longer term, including subjects receiving a
variety of medications, is needed to verify the results of this study.
4.6.3. Psyllium
A randomized control trial in subjects with UC in remission (n = 105) comparing psyllium fiber
(10 g bid) versus mesalamine (500 mg tid) versus psyllium fiber plus mesalamine (10 g bid + 500 mg
tid) reported continued remission at 12 months and slightly lower relapse rates in the mesalamine plus
psyllium fiber group [52]. Probability of continued remission was similar between all three groups
(Mantel-Cox test, p = 0.67; intent-to-treat analysis). Hallert et al. (1991) conducted a randomized
control trial with UC in remission over four months (n = 29) found psyllium (7 g/day testa ispaghula)
to be superior to placebo in relieving gastrointestinal symptoms (p < 0.001), especially for diarrhea and
constipation [53]. Although the dosage of psyllium needs to be elucidated, weak evidence suggests
that psyllium fiber may be efficacious in maintaining remission in UC.
4.6.4. Germinated Barley Foodstuff
Germinated barley foodstuff is an insoluble dietary fiber made by milling and sieving brewer’s
spent grain [108]. Germinated barley foodstuff has prebiotic properties, containing glutamine-rich
protein and hemicellulose-rich fiber which has been shown to reduce clinical activity and prolong
remission in UC [58–60]. An open-label trial with 41 patients (21 controls, 20 germinated barley
foodstuff intervention) with UC in remission received 30 grams (three times daily) of germinated
barley foodstuff in addition to conventional medication for two months [59]. A statistically significant
reduction in mean CRP was seen in the germinated barley foodstuff intervention group (p = 0.017),
as well as a significant reduction in abdominal pain and cramping (p = 0.017). A similar designed
study found that 20 grams of germinated barley foodstuff (n = 41) reduced levels of TNF-α, IL-6 and
IL-8, with significant reductions in IL-6 (p = 0.034) and IL-8 (p = 0.013) [60]. Length of remission has
also been prolonged with long-term administration (12 months) of 20 grams of germinated barley
foodstuff [58]. Germinated barley foodstuff appears to be a safe and effective maintenance therapy to
prolong remission in patients with UC.
4.7. Role of Fat in the Diet
Systematic reviews of the efficacy of n-3 PUFA supplementation in maintaining remission in IBD
have shown no clear evidence of their efficacy [84,85,109]. However, it may be the type of fatty acids
consumed in the diet that are important in maintaining remission. Uchiyama et al. implemented a
diet therapy in IBD subjects (n = 230) that involved the use of an “n-3 PUFA food exchange table”
(n-3 PUFA diet plan)) to achieve a dietary n-3/n-6 ratio of [almost equal to]1 [88]. In this regimen,
to achieve an n-3/n-6 ratio of ~1, the n-6 PUFA intake was restricted to 50% of the mean intake, and
the n-3 PUFA intake was increased. The subjects were prohibited from consuming the main sources
of dietary n-6 PUFA, i.e., vegetable oil; seasonings such as margarine, dressings, and mayonnaise;
food cooked in vegetable oil; and snacks. In a subset of subjects, the mean n-3/n-6 ratio significantly
increased after intervention. The mean n-3/n-6 ratios in the remission were significantly higher than
relapse groups (0.65 ± 0.28 and 0.53 ± 0.18, p < 0.001) and increase in the n-3/n-6 ratio was seen in the
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erythrocyte membrane of IBD subjects. This study concluded that n-3/n-6 ratio may influence disease
activity in IBD subjects.
The Mediterranean diet pattern may have a protective effect on IBD, as the incidence of IBD in the
south of Europe is lower than in northern Europe [110]. The Mediterranean diet pattern is a diet that is
high in fiber-rich plant-based foods (e.g., cereals, fruits, vegetables, legumes, nuts, seeds and olives),
with olive oil as the principle source of added fat, along with high to moderate intakes of fish and
seafood, moderate consumption of eggs, poultry, dairy products (cheese and yogurt), wine and low
consumption of red meat [111]. A growing body of scientific evidence indicates that the Mediterranean
diet pattern has been associated with significant improvements in health status and [77,78] decreases
in inflammatory markers [79]. The protective effect is hypothesized to be derived from the balance in
the omega-6/omega-3 ratio of the Mediterranean diet pattern (35% total fat: 15% MUFA (mainly from
olive oil), 13% SFA, and 6% PUFA [80]. The mechanisms of how MUFA might be beneficial in colitis are
unknown, although adherence to the Mediterranean diet pattern has been shown to beneficially affect
the gut microbiome and gut metabolites (metabolome) [35]. A recent case-control study (n = 264 IBD
subjects and 203 controls) found that low adherence to the Mediterranean diet pattern was a significant
risk factor in the development of pediatric UC (OR: 2.3; 1.2–4.5) [36]. An intervention study examining
the impact of the Mediterranean diet pattern in CD (n = 8) demonstrated a trend for reduction in
inflammatory biomarkers (p = 0.39) and a tendency for “normalization” of the gut microbiota [37].
The challenge of this study was the lack of statistically significant results and the small sample size.
Although a clearer understanding of the role of the Mediterranean Diet Pattern and its impact on IBD
is needed, the Mediterranean Diet Pattern may offer a promising approach to reducing markers of
inflammation and normalizing the microbiota, but this will need to be confirmed in future clinical trials.
4.8. Popular Diet Plans with Patients
The Specific Carbohydrate Diet™ is one of the most popular diets in the lay literature used by
patients with IBD. Unfortunately, there is a lack of evidence-based published data on this diet. To date,
the evidence for this diet is based on retrospective surveys and case reports. Based on the book
“Breaking the Viscous Cycle”, the diet is a strict grain free, sugar-free and complex carbohydrate free
diet regimen [112]. An Internet survey (n = 451) that examined the IBD patient’s perceptions of the
Specific Carbohydrate Diet™, reported that symptoms decreased (abdominal pain, diarrhea, and blood
in stool) [38]. Forty-two percent of patients believed the diet helped them achieve remission. A smaller
internet survey (n = 51) of patients that had used the Specific Carbohydrate Diet™ for management
of IBD reported 84% improved on the diet with 75% reporting improved symptoms [113]. Fifty-four
percent reported that they maintained remission through use of the Specific Carbohydrate Diet™. In a
case-series report (n = 50), thirty-three subjects (66%) noted complete symptom resolution at a mean
of 9.9 months (range 1 to 60 months) after starting the Specific Carbohydrate Diet™ [41]. Patients’
self-report of the effectiveness of the Specific Carbohydrate Diet™ was rated as a mean of 91.3%
effective in controlling acute flare symptoms (range = 30% to 100%) and a mean of 92.1% effective
at maintaining remission (range = 53% to 100%). There are two retrospective studies conducted in
pediatric subjects that have examined the outcomes of the Specific Carbohydrate Diet™ on clinical
outcomes and laboratory parameters in IBD [39,40]. Twenty six patients with IBD (n = 20 with
CD, 6 with UC) plus 10 controls were analyzed [39]. A comparative analysis of the subjects on the
Specific Carbohydrate Diet™ versus controls, revealed significant improvement in Pediatric Crohn’s
Disease Activity Index, CRP, and fecal calprotectin over time for both groups (p = 0.03, 0.03 and 0.03,
respectively). Successful maintenance of remission with the Specific Carbohydrate Diet™ allowed
some subjects to discontinue medications and maintain disease control on the Specific Carbohydrate
Diet™ alone. A small retrospective chart review (n = 11) where pediatric patients followed the Specific
Carbohydrate Diet™ for one year found significant improvements in hematocrit, albumin and ESR
(p = 0.006, 0.002, 0.002, respectively) [40]. Ten children had improvements in weight percentile and
nine children had increases in height percentile while following a strict Specific Carbohydrate Diet™.
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Rigorous prospective, RCTs in pediatrics and adults are needed to determine the merits of this diet for
management of IBD.
The Paleo Diet is another popular diet amongst patients with IBD. It recommends avoidance
of processed food, refined sugars, legumes, dairy, grains and cereals, and instead it advocates for
grass-fed meat, wild fish, fruit, vegetables, nuts and “healthy” saturated fat [114]. While it makes
sense that a diet that promotes avoidance of refined and extra sugars and processed energy dense food
would have health effects, there are no clinical trials that have examined the efficacy of this diet for
IBD. Randomized controlled studies are required to determine whether the Paleo diet has beneficial
effects over other diet advice.
5. Pharmaconutrition
5.1. Curcumin (Turmeric)
Curcumin is the active ingredient found in turmeric, a common Indian spice. Turmeric is
commonly used in Ayurvedic medicine for managing a variety of inflammatory diseases. The yellow
pigment (curcumin) present in turmeric has been shown to exhibit numerous anti-inflammatory
properties [115]. Curcumin is mainly administered orally in the form of capsules filled with its
powder. A randomized controlled trial of 82 subjects with UC demonstrated that curcumin at a dose
of 2 g/day (1 g/day following breakfast and 1 g/day following supper), when added to standard
therapy, significantly reduced relapse rates [54]. Two subjects relapsed during 6 months of therapy
with concurrent curcumin therapy (4.65%), whereas 8 of 39 subjects (20.51%) in the placebo group
relapsed (p = 0.040). Clinical Activity Index and Endoscopic Activity Indices in the curcumin group
significantly improved at six months in subjects with UC in remission (Clinical Activity Index: p = 0.038
and Endoscopic Activity Indices: p = 0.0001). A systematic review [55] and one Cochrane review [56]
conclude that curcumin may be an effective and safe therapy for maintaining remission in UC for up
to six months when provided with standard therapy (sulfasalazine and mesalamine). More extensive,
well-controlled clinical trials are needed to confirm the benefits of curcumin, at present it appears to be
a safe, low cost option for maintenance of remission in UC when added to standard medical therapy.
5.2. Probiotics
The use of probiotics in the maintenance of remission in IBD has been investigated in several
clinical trials, however results are inconsistent. The clinical studies have significant heterogeneity,
including a variety of different genera, species, strains and doses of probiotics that have been
examined, which makes it difficult to draw firm conclusions about efficacy. A meta-analysis of
the probiotic strain Escherichia coli Nissle 1917 in maintenance of remission in UC found that E.coli
Nissle 1917 maintained remission as well as standard therapy with mesalazine (OR = 1.07, 95% CI:
0.70–1.64) [116]. Similarly, another meta-analysis showed that probiotics could prevent relapse of
UC as effectively as mesalazine (n = 638; 316 probiotic group, 322 mesalazine group; RR = 1.0, 95%
CI: 0.79–1.26) [117]. The strains shown to be effective were E. coli Nissle 1917, E. coli (serotype
O6:K5:H1), Lactobacillus GG and Probio-Tec AB-25 (L.s acidophilus La-5 and Bifidobacterium animalis
subsp. lactis BB-1). Shen et al., (2013) also found that probiotics were comparable to 5-ASA in
maintaining therapy in UC (p = 0.69, RR = 0.96) [118]. In contrast, a Cochrane collaboration found
no difference between probiotics and mesalazine for maintenance of remission in UC (3 studies;
555 patients: OR 1.33; 95% CI: 0.94–1.90) [119]. Supplementation with probiotics in the maintenance of
remission in CD is also unfavorable. Two meta-analyses found that the probiotic strains Lactobacillus GG
and Lactobacillus johnsonii LA1 could not prevent relapse in CD (RR = 1.18, 95% CI: 0.81–1.70) [118,120]
and concluded that probiotics had no significant benefit in CD with probiotic supplementation (p = 0.71,
RR = 1.09) [120]. The probiotic strain Lactobacillus GG was shown to have significantly benefit in favor
of relapse versus the placebo (RR 1.68, 95% CI: 1.07 to 2.64) [118]. Future studies examining probiotics
in the maintenance of remission in IBD need to focus on the effects of different probiotic strains and
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different dosages, together with the homogeneous patient populations to determine which patients are
most likely to benefit from probiotic treatment.
5.3. Vitamin D
Vitamin D deficiency is common in IBD patients with a frequency ranging from 16% to 95% [121].
One study reports that patients with UC had more than double the odds of vitamin D deficiency
when compared with normal controls (OR = 2.28; 95% CI: 1.18–4.41; I = 41%; p = 0.01) [47]. There is
also evidence to suggest that vitamin D deficiency may influence the severity of inflammation in
IBD [48–50]. A cross-sectional study revealed that subjects with active disease had more frequent
low vitamin D levels (80% vs. 50.4%, p = 0.005) when compared to subjects in remission [49].
A large prospectively collected cohort of 230 subjects demonstrated an inverse association between
serum 25(OH)D concentrations and mucosal inflammation, as assessed by the Mayo endoscopy
score (p = 0.01), disease activity as indicated by the total Mayo score (p = 0.001), and histologic
activity (p = 0.02) in subjects with UC [48]. Serum 25(OH)D concentrations have been found to be
inversely correlated with fecal calprotectin (r = −0.207, p = 0.030), particularly among CD subjects in
clinical remission (r = −0.242, p = 0.022) [50]. Furthermore, a large cohort of over 3200 IBD patients
demonstrated that low plasma 25(OH)D level (<50 nmol/L) was independently associated with an
increased risk of subsequent surgery (OR: 1.76; 95% CI: 1.24–2.51) and hospitalization (OR: 2.07; 95% CI:
1.59–2.68) in CD with similar results found in UC [51]. A study that followed IBD patients for five
years (n = 965) found that patients with low mean vitamin D levels (<50 nmol/L) had worse pain,
disease activity scores, health care utilization and quality of life (p < 0.05) compared with subjects with
normal mean vitamin D levels (>75 nmol/mL) [122]. A large-multi-institutional cohort of IBD patients
found that patients with vitamin D deficiency (<50 nmol/L) had an increased risk of cancer (OR: 1.82;
95% CI: 1.25–2.65) compared to those patients that had sufficient levels [123].
Given that vitamin D status appears to be an independent risk factor for potential poorer outcomes
in IBD, supplementation of vitamin D in this population is judicious. Patients with CD who were
deficient in vitamin D (<75 nmol/L) and normalized their 25(OH)D had a reduced likelihood of
surgery (OR: 0.56; 95% CI: 0.32–0.98) compared with those who remained deficient [51]. A prospective
study in UC (n = 70) demonstrated that low vitamin D levels (<88 nmol/L) increased the risk of
clinical relapse over 12 months, as well as was associated with increased presence of endoscopic
inflammation (OR: 1.29; 95% CI: 1.07–1.85; p < 0.01) or histologic inflammation (OR: 1.46; 95% CI:
1.13–1.88; p = 0.005) [124]. The optimal concentration for patients with IBD remains unknown, but
targeting serum 25(OH)D concentrations above 75 nmol/L appears safe and may have benefits for IBD
disease activity, improving bone health, preventing colo-rectal cancer, and alleviating depression [125].
Daily doses of 1800–10,000 IU of vitamin D3 (cholecalciferol) are probably necessary, depending on
the baseline vitamin D serum concentration, ileal involvement in CD and body mass index [125]. In a
clinical trial by Jorgensen et al. (2010) (n = 108), in CD, oral vitamin D3 treatment with 1200 IU daily
increased serum 25(OH)D from mean 69 nmol/L to mean 96 nmol/L after three months of treatment
(p < 0.001) [126].
6. Challenges in Creating Evidence-Based Guidelines
Although there are diet intervention trials that show promise in maintaining remission, their
efficacy remains in question. The short duration of the interventions (less than 12 weeks), the lack
of a proper control group in some instances, and the small sample sizes (less than 20 individuals)
make it very challenging for clinicians to draw firm conclusions from existing data. There is an overall
lack of objective clinical and endoscopic disease markers. For example, many studies are completed
retrospectively and they rely on patient questionnaires regarding disease symptoms, such as pain and
stool frequency. Well-designed clinical trials in IBD are urgently required to define the precise role of
each of these diets in the prevention or management of IBD. Up until now, the role of diet in IBD is
highly undermined by lay and anecdotal reports without sufficient scientific proof.
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High quality diet intervention studies for the treatment of IBD need to include the following:
(1) quantification of baseline intake of the habitual diet; (2) monitoring of diet adherence through food
recalls; (3) large prospective, control trials over a longer-term; (4) use of a control diet to determine
the specificity of observed effects to the intervention; (5) use of a variety of endpoints (symptoms,
quality of life, clinical biomarkers, endoscopic indices, diet and fecal assessment) to monitor response
to diet interventions; and (6) consider the use of IBD animal models (e.g., gnotobiotic mouse model) to
discover the mechanisms of pathogenesis.
As research in this field moves forward, a personalized approach to nutrition for individuals
or for subsets of patients may be the next frontier. A personalized approach may not only be useful
for primary prevention of IBD but also treating disease. We must be mindful that a generalized diet
treatment for all patients may not work. Certainly, we are seeing emerging research to suggest that
microbiota-targeted approaches have demonstrated some promise for managing chronic disease [127].
7. Conclusions
As our knowledge of the associations between a disrupted intestinal microbiota (dysbiosis) and
chronic inflammatory diseases expands, the influence of diet becomes increasingly important. Clearly,
diet and nutrition are of major interest for patients with IBD. Patients use a variety of diet strategies in
attempt to manage underlying disease, as well as to provide relief from symptoms. Diet plays a key
role in IBD pathogenesis, and there is a growing appreciation that the interaction between diet and
microbes in a susceptible person contributes significantly to the onset of disease [128]. Several lines
of evidence point to aspects of the typical Western diet that may promote the development of IBD.
A low-residue diet is frequently recommended for IBD by health professionals [19] to reduce symptoms
may be adding further insult. A diet that lacks dietary fiber may accelerate dysbiosis in IBD [94,95].
Pre-illness studies in IBD and intervention trials provide convincing evidence that a plant-based
diet, with increased consumption of fruit/vegetables and less red meat intake could be suggested to
patients with IBD in remission. Several of the diets/supplements discussed in this review appear to
hold promise for in the maintenance of remission in IBD, especially when provided in addition to
standard medical therapy.
Acknowledgments: Grant funding from the Canadian Foundation for Dietetic Research to NH and DLG support
this work. Grant funding to DLG through the Crohn’s and Colitis Canada support this research.
Author Contributions: Both authors actively contributed to the conceptual development of this review paper.
Both authors have primary responsibility for the final content.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.
2.

3.
4.
5.
6.
7.

Baumgart, D.C.; Sandborn, W.J. Inflammatory bowel disease: Clinical aspects and established and evolving
therapies. Lancet 2007, 369, 1641–1657. [CrossRef]
Bhasin, S.; Singh, H.; Targownik, L.E.; Israeli, E.; Bernstein, C.N. Rates and reasons for nonuse of prescription
medication for inflammatory bowel disease in a referral clinic. Inflamm. Bowel Dis. 2016, 22, 919–924.
[CrossRef] [PubMed]
Whitten, K.E.; Rogers, P.; Ooi, C.K.Y.; Day, A.S. International survey of enteral nutrition protocols used in
children with Crohn’s disease. J. Dig. Dis. 2012, 13, 107–112. [CrossRef] [PubMed]
Day, A.S.; Whitten, K.E.; Sidler, M.; Lemberg, D.A. Systematic review: Nutritional therapy in paediatric
Crohn’s disease. Aliment. Pharmacol. Ther. 2008, 27, 293–307. [CrossRef] [PubMed]
Wall, C.L.; Day, A.S.; Gearry, R.B. Use of exclusive enteral nutrition in adults with Crohn’s disease: A review.
World J. Gastroenterol. 2013, 19, 7652–7660. [CrossRef] [PubMed]
Vidarsdottir, J.B.; Johannsdottir, S.E.; Thorsdottir, I.; Bjornsson, E.; Ramel, A. A cross-sectional study on
nutrient intake and -status in inflammatory bowel disease patients. Nutr. J. 2016, 15, 61. [CrossRef] [PubMed]
Piodi, L.P.; Poloni, A.; Ulivieri, F.M. Managing osteoporosis in ulcerative colitis: Something new?
World J. Gastroenterol. 2014, 20, 14087–14098. [CrossRef] [PubMed]

Nutrients 2017, 9, 259

8.
9.
10.
11.

12.
13.

14.
15.
16.
17.

18.
19.
20.
21.

22.
23.

24.

25.

26.

27.

28.

15 of 20

Qin, J.; Li, Y.; Cai, Z.; Li, S.; Zhu, J.; Zhang, F.; Peng, Y. A metagenome-wide association study of gut
microbiota in type 2 diabetes. Nature 2012, 490, 55–60. [CrossRef] [PubMed]
Weisshof, R.; Chermesh, I. Micronutrient deficiencies in inflammatory bowel disease. Curr. Opin. Clin. Nutr.
Metab. Care 2015, 18, 1. [CrossRef] [PubMed]
Filippi, J.; Al-Jaouni, R.; Wiroth, J.; Hébuterne, X.; Schneider, S.M. Nutritional deficiencies in patients with
Crohn’s disease in remission. Inflamm. Bowel Dis. 2006, 12, 185–191. [CrossRef] [PubMed]
Ballegaard, M.; Bjergstrøm, A.; Brøndum, S.; Hylander, E.; Jensen, L.; Ladefoged, K. Self-reported food
intolerance in chronic inflammatory bowel disease. Scand. J. Gastroenterol. 1997, 32, 569–571. [CrossRef]
[PubMed]
Kinsey, L.; Burden, S. A survey of people with inflammatory bowel disease to investigate their views of food
and nutritional issues. Eur. J. Clin. Nutr. 2016, 70, 852–854. [CrossRef] [PubMed]
Cohen, A.B.; Lee, D.; Long, M.D.; Kappelman, M.D.; Martin, C.F.; Sandler, R.S.; Lewis, J.D. Dietary patterns
and self-reported associations of diet with symptoms of inflammatory bowel disease. Dig. Dis. Sci. 2013, 58,
1322–1328. [CrossRef] [PubMed]
Holt, D.Q.; Strauss, B.J.; Moore, G.T. Patients with inflammatory bowel disease and their treating clinicians
have different views regarding diet. J. Hum. Nutr. Diet. 2016, 30, 66–72. [CrossRef] [PubMed]
Owczarek, D.; Rodacki, T.; Domagała-Rodacka, R.; Cibor, D.; Mach, T. Diet and nutritional factors in
inflammatory bowel diseases. World J. Gastroenterol. 2016, 22, 895–905. [CrossRef] [PubMed]
Walton, M.; Alaunyte, I. Do patients living with ulcerative colitis adhere to healthy eating guidelines?
A cross-sectional study. Br. J. Nutr. 2014, 112, 1628–1635. [CrossRef] [PubMed]
Sousa Guerreiro, C.; Cravo, M.; Costa, A.R.; Miranda, A.; Tavares, L.; Moura-Santos, P.; Leitão, C.N.
A comprehensive approach to evaluate nutritional status in Crohn’s patients in the era of biologic therapy:
A case-control study. Am. J. Gastroenterol. 2007, 102, 2551–2556. [CrossRef] [PubMed]
Grimshaw, J.M.; Eccles, M.P.; Lavis, J.N.; Hill, S.J.; Squires, J.E. Knowledge translation of research findings.
Implement. Sci. 2012, 7, 50. [CrossRef] [PubMed]
Brown, A.C.; Rampertab, S.D.; Mullin, G.E. Existing dietary guidelines for Crohn’s disease and ulcerative
colitis. Expert Rev. Gastroenterol. Hepatol. 2011, 5, 411–425. [CrossRef] [PubMed]
Richman, E.; Rhodes, J.M. Review article: Evidence-based dietary advice for patients with inflammatory
bowel disease. Aliment. Pharmacol. Ther. 2013, 38, 1156–1171. [CrossRef] [PubMed]
Lee, J.; Allen, R.; Ashley, S.; Becker, S.; Cummins, P.; Gbadamosi, A.; Wilson, S. British Dietetic Association
evidence-based guidelines for the dietary management of Crohn’s disease in adults. J. Hum. Nutr. Diet. 2014,
27, 207–218. [CrossRef] [PubMed]
Hou, J.K.; Abraham, B.; El-Serag, H. Dietary intake and risk of developing inflammatory bowel disease:
A systematic review of the literature. Am. J. Gastroenterol. 2011, 106, 563–573. [CrossRef] [PubMed]
Shivappa, N.; Hebert, J.R.; Rashvand, S.; Rashidkhani, B.; Hekmatdoost, A. Inflammatory Potential of Diet
and Risk of Ulcerative Colitis in a Case-Control Study from Iran. Nutr. Cancer 2016, 68, 404–409. [CrossRef]
[PubMed]
Ananthakrishnan, A.N.; Khalili, H.; Konijeti, G.G.; Higuchi, L.M.; De Silva, P.; Korzenik, J.R.; Chan, A.T.
A prospective study of long-term intake of dietary fiber and risk of Crohn’s disease and ulcerative colitis.
Gastroenterology 2013, 145, 970–977. [CrossRef] [PubMed]
Racine, A.; Carbonnel, F.; Chan, S.S.M.; Hart, A.R.; Bueno-de-Mesquita, H.B.; Oldenburg, B.; Key, T. Dietary
patterns and risk of inflammatory bowel disease in Europe. Inflamm. Bowel Dis. 2016, 22, 345–354. [CrossRef]
[PubMed]
Ananthakrishnan, A.N.; Khalili, H.; Konijeti, G.G.; Higuchi, L.M.; de Silva, P.; Fuchs, C.S.; Chan, A.T.
Long-term intake of dietary fat and risk of ulcerative colitis and Crohn’s disease. Gut 2014, 63, 776–784.
[CrossRef] [PubMed]
Tjonneland, A.; Overvad, K.; Bergmann, M.M.; Nagel, G.; Linseisen, J.; Hallmans, G.; Palmqvist, R.; Sjodin, H.;
Hagglund, G.; Berglund, G.; et al. Linoleic acid, a dietary n-6 polyunsaturated fatty acid, and the aetiology
of ulcerative colitis: A nested case-control study within a European prospective cohort study. Gut 2009, 58,
1606–1611. [PubMed]
Opstelten, J.L.; Leenders, M.; Dik, V.K.; Chan, S.S.M.; van Schaik, F.D.M.; Khaw, K.-T.; Grip, O. Dairy
Products, Dietary Calcium, and Risk of Inflammatory Bowel Disease: Results From a European Prospective
Cohort Investigation. Inflamm. Bowel Dis. 2016, 22, 1403–1411. [CrossRef] [PubMed]

Nutrients 2017, 9, 259

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.
41.
42.
43.

44.
45.
46.
47.

16 of 20

Amre, D.K.; D’Souza, S.; Morgan, K.; Seidman, G.; Lambrette, P.; Grimard, G.; Chotard, V. Imbalances in
dietary consumption of fatty acids, vegetables, and fruits are associated with risk for crohn’s disease in
children. Am. J. Gastroenterol. 2007, 102, 2016–2025. [CrossRef] [PubMed]
Sakamoto, N.; Kono, S.; Wakai, K.; Fukuda, Y.; Satomi, M.; Shimoyama, T.; Kobashi, G. Dietary risk factors
for inflammatory bowel disease: A multicenter case-control study in Japan. Inflamm. Bowel Dis. 2005, 11,
154–163. [CrossRef] [PubMed]
Jantchou, P.; Morois, S.; Clavel-Chapelon, F.; Boutron-Ruault, M.-C.; Carbonnel, F. Animal protein intake and
risk of inflammatory bowel disease: The E3N prospective study. Am. J. Gastroenterol. 2010, 105, 2195–2201.
[CrossRef] [PubMed]
Gearry, R.B.; Irving, P.M.; Barrett, J.S.; Nathan, D.M.; Shepherd, S.J.; Gibson, P.R. Reduction of dietary
poorly absorbed short-chain carbohydrates (FODMAPs) improves abdominal symptoms in patients with
inflammatory bowel disease-a pilot study. J. Crohn’s Colitis 2009, 3, 8–14. [CrossRef] [PubMed]
Prince, A.C.; Myers, C.E.; Joyce, T.; Irving, P.; Lomer, M.C.E.; Whelan, K. Fermentable Carbohydrate
Restriction (Low FODMAP Diet) in Clinical Practice Improves Functional Gastrointestinal Symptoms in
Patients with Inflammatory Bowel Disease. Inflamm. Bowel Dis. 2016, 22, 1129–1136. [CrossRef] [PubMed]
Maagaard, L.; Ankersen, D.V.; Vegh, Z.; Burisch, J.; Jensen, L.; Pedersen, N.; Munkholm, P. Follow-up of
patients with functional bowel symptoms treated with a low FODMAP diet. World J. Gastroenterol. 2016, 22,
4009–4019. [CrossRef] [PubMed]
De Filippis, F.; Pellegrini, N.; Vannini, L.; Jeffery, I.B.; La Storia, A.; Laghi, L.; Turroni, S. High-level adherence
to a Mediterranean diet beneficially impacts the gut microbiota and associated metabolome. Gut 2015.
[CrossRef] [PubMed]
Strisciuglio, C.; Giugliano, F.P.; Martinelli, M.; Cenni, S.; Greco, L.; Staiano, A.; Miele, E. Impact of
Environmental and Familial Factors in a Cohort of Pediatric Patients with Inflammatory Bowel Disease.
J. Pediatr. Gastroenterol. Nutr. 2016. [CrossRef] [PubMed]
Marlow, G.; Ellett, S.; Ferguson, I.R.; Zhu, S.; Karunasinghe, N.; Jesuthasan, A.C.; Ferguson, L.R.
Transcriptomics to study the effect of a Mediterranean-inspired diet on inflammation in Crohn’s disease
patients. Hum. Genom. 2013, 7, 24. [CrossRef] [PubMed]
Suskind, D.L.; Wahbeh, G.; Cohen, S.A.; Damman, C.J.; Klein, J.; Braly, K.; Lee, D. Patients Perceive Clinical
Benefit with the Specific Carbohydrate Diet for Inflammatory Bowel Disease. Dig. Dis. Sci. 2016, 61,
3255–3260. [CrossRef] [PubMed]
Obih, C.; Wahbeh, G.; Lee, D.; Braly, K.; Giefer, M.; Shaffer, M.L.; Suskind, D.L. Specific carbohydrate diet for
pediatric inflammatory bowel disease in clinical practice within an academic IBD center. Nutrition 2015, 32,
418–425. [CrossRef] [PubMed]
Burgis, J.C.; Nguyen, K.; Park, K.T.; Cox, K. Response to strict and liberalized specific carbohydrate diet in
pediatric Crohn’s disease. World J. Gastroenterol. 2016, 22, 2111–2117. [CrossRef] [PubMed]
Kakodkar, S.; Farooqui, A.J.; Mikolaitis, S.L.; Mutlu, E.A. The Specific Carbohydrate Diet for Inflammatory
Bowel Disease: A Case Series. J. Acad. Nutr. Diet. 2015, 115, 1226–1232. [CrossRef] [PubMed]
Levenstein, S.; Prantera, C.; Luzi, C.; D’Ubaldi, A. Low residue or normal diet in Crohn’s disease:
A prospective controlled study in Italian patients. Gut 1985, 26, 989–993. [CrossRef] [PubMed]
Chiba, M.; Abe, T.; Tsuda, H.; Sugawara, T.; Tsuda, S.; Tozawa, H.; Imai, H. Lifestyle-related disease in
Crohn’s disease: Relapse prevention by a semi-vegetarian diet. World. J. Gastroenterol. 2010, 16, 2484–2495.
[CrossRef] [PubMed]
Gunasekeera, V.; Mendall, M.A.; Chan, D.; Kumar, D. Treatment of Crohn’s Disease with an IgG4-Guided
Exclusion Diet: A Randomized Controlled Trial. Dig. Dis. Sci. 2016, 61, 1148–1157. [CrossRef] [PubMed]
Olendzki, B.C.; Silverstein, T.D.; Persuitte, G.M.; Ma, Y.; Baldwin, K.R.; Cave, D. An anti-inflammatory diet
as treatment for inflammatory bowel disease: A case series report. Nutr. J. 2014, 13, 5. [CrossRef] [PubMed]
Academy, A.; Pediatrics, O.F.; Recommendations, C.; Guidelines, C.P. Classifying recommendations for
clinical practice guidelines. Pediatrics 2004, 114, 874–877.
Del Pinto, R.; Pietropaoli, D.; Chandar, A.K.; Ferri, C.; Cominelli, F. Association Between Inflammatory
Bowel Disease and Vitamin D Deficiency: A Systematic Review and Meta-analysis. Inflamm. Bowel Dis. 2015,
21, 2708–2717. [CrossRef] [PubMed]

Nutrients 2017, 9, 259

48.

49.

50.

51.

52.

53.
54.

55.
56.
57.

58.

59.

60.

61.

62.

63.
64.
65.
66.
67.

17 of 20

Meckel, K.; Li, Y.C.; Lim, J.; Kocherginsky, M.; Weber, C.; Almoghrabi, A.; Cohen, R.D.
Serum 25-hydroxyvitamin D concentration is inversely associated with mucosal inflammation in patients
with ulcerative colitis. Am. J. Clin. Nutr. 2016, 104, 113–120. [CrossRef] [PubMed]
Torki, M.; Gholamrezaei, A.; Mirbagher, L.; Danesh, M.; Kheiri, S.; Emami, M.H. Vitamin D Deficiency
Associated with Disease Activity in Patients with Inflammatory Bowel Diseases. Dig. Dis. Sci. 2015, 60,
3085–3091. [CrossRef] [PubMed]
Raftery, T.; Merrick, M.; Healy, M.; Mahmud, N.; O’Morain, C.; Smith, S.; O’Sullivan, M. Vitamin D Status Is
Associated with Intestinal Inflammation as Measured by Fecal Calprotectin in Crohn’s Disease in Clinical
Remission. Dig. Dis. Sci. 2015, 60, 2427–2435. [CrossRef] [PubMed]
Ananthakrishnan, A.N.; Cagan, A.; Gainer, V.S.; Cai, T.; Cheng, S.-C.; Savova, G.; Shaw, S.Y. Normalization
of plasma 25-hydroxy vitamin D is associated with reduced risk of surgery in Crohn’s disease.
Inflamm. Bowel Dis. 2013, 19, 1921–1927. [CrossRef] [PubMed]
Fernandez-Banares, F.; Hinojosa, J.; Sanchez-Lombrana, J.L.; Navarro, E.; Martinez-Salmeron, J.F.;
Garcia-Puges, A.; Gine, J.J. Randomized clinical trial of Plantago ovata seeds (dietary fiber) as compared
with mesalamine in maintaining remission in ulcerative colitis. Spanish Group for the Study of Crohn’s
Disease and Ulcerative Colitis (GETECCU). Am. J. Gastroenterol. 1999, 94, 427–433. [CrossRef] [PubMed]
Hallert, C.; Kaldma, M.; Petersson, B.G. Ispaghula husk may relieve gastrointestinal symptoms in ulcerative
colitis in remission. Scand. J. Gastroenterol. 1991, 26, 747–750. [CrossRef] [PubMed]
Hanai, H.; Iida, T.; Takeuchi, K.; Watanabe, F.; Maruyama, Y.; Andoh, A.; Yamada, M. Curcumin
maintenance therapy for ulcerative colitis: Randomized, multicenter, double-blind, placebo-controlled
trial. Clin. Gastroenterol. Hepatol. 2006, 4, 1502–1506. [CrossRef] [PubMed]
Taylor, R.A.; Leonard, M.C. Curcumin for inflammatory bowel disease: A review of human studies.
Altern. Med. Rev. 2011, 16, 152. [PubMed]
Kumar, S.; Ahuja, V.; Sankar, M.J.; Kumar, A.; Moss, A.C. Curcumin for maintenance of remission in
ulcerative colitis. Cochrane Database Syst. Rev. 2012. [CrossRef]
Hallert, C.; Bjorck, I.; Nyman, M.; Pousette, A.; Granno, C.; Svensson, H. Increasing fecal butyrate in
ulcerative colitis patients by diet: Controlled pilot study. Inflamm. Bowel Dis. 2003, 9, 116–121. [CrossRef]
[PubMed]
Hanai, H.; Kanauchi, O.; Mitsuyama, K.; Andoh, A.; Takeuchi, K.; Takayuki, I.; Bamba, T. Germinated barley
foodstuff prolongs remission in patients with ulcerative colitis. Int. J. Mol. Med. 2004, 13, 643–647. [CrossRef]
[PubMed]
Faghfoori, Z.; Shakerhosseini, R.; Navai, L.; Somi, M.H.; Nikniaz, Z.; Abadi, A. Effects of an Oral
Supplementation of Germinated Barley Foodstuff on Serum CRP Level and Clinical Signs in Patients
with Ulcerative Colitis. Health Promot. Perspect. 2014, 4, 116–121. [PubMed]
Faghfoori, Z.; Navai, L.; Shakerhosseini, R.; Somi, M.H.; Nikniaz, Z.; Norouzi, M.F. Effects of an oral
supplementation of germinated barley foodstuff on serum tumour necrosis factor-alpha, interleukin-6 and
-8 in patients with ulcerative colitis. Ann. Clin. Biochem. 2011, 48, 233–237. [CrossRef] [PubMed]
Brotherton, C.S.; Taylor, A.G.; Bourguignon, C.; Anderson, J.G. A high-fiber diet may improve bowel function
and health-related quality of life in patients with Crohn disease. Gastroenterol. Nurs. 2014, 37, 206–216.
[CrossRef] [PubMed]
Ng, S.C.; Tang, W.; Ching, J.Y.; Wong, M.; Chow, C.M.; Hui, A.J.; Li, M.F. Incidence and phenotype of
inflammatory bowel disease based on results from the Asia-pacific Crohn’s and colitis epidemiology study.
Gastroenterology 2013, 145, 158 e2–165 e2. [CrossRef] [PubMed]
Lovasz, B.D.; Golovics, P.A.; Vegh, Z.; Lakatos, P.L. New trends in inflammatory bowel disease epidemiology
and disease course in Eastern Europe. Dig. Liver Dis. 2013, 45, 269–276. [CrossRef] [PubMed]
Ukwenya, A.Y.; Ahmed, A.; Odigie, V.I.; Mohammed, A. Inflammatory bowel disease in Nigerians: Still a
rare diagnosis? Ann. Afr. Med. 2011, 10, 175–179. [CrossRef] [PubMed]
Al-Mofarreh, M.A.; Al-Mofleh, I.A. Emerging inflammatory bowel disease in saudi outpatients: A report of
693 cases. Saudi J. Gastroenterol. 2013, 19, 16–22. [CrossRef] [PubMed]
Archampong, T.N.; Nkrumah, K.N. Inflammatory bowel disease in Accra: What new trends. West Afr. J. Med.
2013, 32, 40–44. [PubMed]
Ng, S.C. Emerging leadership lecture: Inflammatory bowel disease in Asia: Emergence of a “Western”
disease. J. Gastroenterol. Hepatol. 2015, 30, 440–445. [CrossRef] [PubMed]

Nutrients 2017, 9, 259

68.
69.
70.
71.
72.
73.
74.
75.

76.
77.
78.

79.
80.

81.

82.
83.

84.
85.

86.
87.

88.

89.

18 of 20

Holmboe-Ottesen, G.; Wandel, M. Changes in dietary habits after migration and consequences for health:
A focus on South Asians in Europe. Food Nutr. Res. 2012, 56, 1–13. [CrossRef] [PubMed]
Pugazhendhi, S.; Sahu, M.K.; Subramanian, V.; Pulimood, A.; Ramakrishna, B.S. Environmental factors
associated with Crohn’s disease in India. Indian J. Gastroenterol. 2011, 30, 264–269. [CrossRef] [PubMed]
Legaki, E.; Gazouli, M. Influence of environmental factors in the development of inflammatory bowel
diseases. World J. Gastrointest. Pharmacol. Ther. 2016, 7, 112–125. [CrossRef] [PubMed]
Lee, D.; Albenberg, L.; Compher, C.; Baldassano, R.; Piccoli, D.; Lewis, J.D.; Wu, G.D. Diet in the pathogenesis
and treatment of inflammatory bowel diseases. Gastroenterology 2015, 148, 1087–1106. [CrossRef] [PubMed]
Devereux, G. The increase in the prevalence of asthma and allergy: Food for thought. Nat. Rev. Immunol.
2006, 6, 869–874. [CrossRef] [PubMed]
Huang, E.Y.; Devkota, S.; Moscoso, D.; Chang, E.B.; Leone, V.A. The role of diet in triggering human
inflammatory disorders in the modern age. Microbes Infect. 2013, 15, 765–774. [CrossRef] [PubMed]
Hart, A.R.; Luben, R.; Olsen, A.; Tjonneland, A.; Linseisen, J.; Nagel, G.; Appleby, P. Diet in the aetiology of
ulcerative colitis: A European prospective cohort study. Digestion 2008, 77, 57–64. [CrossRef] [PubMed]
Geerling, B.J.; Dagnelie, P.C.; Badart-Smook, A.; Russel, M.G.; Stockbrugger, R.W.; Brummer, R.J. Diet as
a risk factor for the development of ulcerative colitis. Am. J. Gastroenterol. 2000, 95, 1008–1013. [CrossRef]
[PubMed]
Reif, S.; Klein, I.; Lubin, F.; Farbstein, M.; Hallak, A.; Gilat, T. Pre-illness dietary factors in inflammatory
bowel disease. Gut 1997, 40, 754–760. [CrossRef] [PubMed]
Schwingshackl, L.; Hoffmann, G. Adherence to Mediterranean diet and risk of cancer: A systematic review
and meta-analysis of observational studies. Int. J. Cancer 2014, 135, 1884–1897. [CrossRef] [PubMed]
Schwingshackl, L.; Missbach, B.; König, J.; Hoffmann, G. Adherence to a Mediterranean diet and risk of
diabetes: A systematic review and meta-analysis. Public Health Nutr. 2015, 18, 1292–1299. [CrossRef]
[PubMed]
Estruch, R. Anti-inflammatory effects of the Mediterranean diet: The experience of the PREDIMED study.
Proc. Nutr. Soc. 2010, 69, 333–340. [CrossRef] [PubMed]
Serra-Majem, L.; Bes-Rastrollo, M.; Román-Viñas, B.; Pfrimer, K.; Sánchez-Villegas, A.;
Martínez-González, M.A. Dietary patterns and nutritional adequacy in a Mediterranean country.
Br. J. Nutr. 2009, 101, S21–S28. [CrossRef] [PubMed]
Niewiadomski, O.; Studd, C.; Wilson, J.; Williams, J.; Hair, C.; Knight, R.; Dowling, D. Influence of food and
lifestyle on the risk of developing inflammatory bowel disease. Intern. Med. J. 2016, 46, 669–676. [CrossRef]
[PubMed]
Persson, P.G.; Ahlbom, A.; Hellers, G. Diet and inflammatory bowel disease: A case-control study.
Epidemiology 1992, 3, 47–52. [CrossRef] [PubMed]
Feagan, B.G.; Sandborn, W.J.; Mittmann, U.; Bar-Meir, S.; D’Haens, G.; Bradette, M.; Hébuterne, X. Omega-3
free fatty acids for the maintenance of remission in Crohn disease: The EPIC Randomized Controlled Trials.
JAMA 2008, 299, 1690–1697. [CrossRef] [PubMed]
Lev-Tzion, R.; Griffiths, A.M.; Leder, O.; Turner, D. Omega 3 fatty acids (fish oil) for maintenance of remission
in Crohn’s disease. Cochrane Database Syst. Rev. 2014, 2, CD006320.
Turner, D.; Shah, P.S.; Steinhart, A.H.; Zlotkin, S.; Griffiths, A.M. Maintenance of remission in inflammatory
bowel disease using omega-3 fatty acids (fish oil): A systematic review and meta-analyses. Inflamm. Bowel Dis.
2011, 17, 336–345. [CrossRef] [PubMed]
Cabré, E.; Domènech, E. Impact of environmental and dietary factors on the course of inflammatory bowel
disease. World J. Gastroenterol. 2012, 18, 3814–3822. [CrossRef] [PubMed]
John, S.; Luben, R.; Shrestha, S.S.; Welch, A.; Khaw, K.-T.; Hart, A.R. Dietary n-3 polyunsaturated fatty acids
and the aetiology of ulcerative colitis: A UK prospective cohort study. Eur. J. Gastroenterol. Hepatol. 2010, 22,
602–606. [CrossRef] [PubMed]
Uchiyama, K.; Nakamura, M.; Odahara, S.; Koido, S.; Katahira, K.; Shiraishi, H.; Tajiri, H. N-3
polyunsaturated fatty acid diet therapy for patients with inflammatory bowel disease. Inflamm. Bowel Dis.
2010, 16, 1696–1707. [CrossRef] [PubMed]
Vanhauwaert, E.; Matthys, C.; Verdonck, L.; De Preter, V. Low-Residue and Low-Fiber Diets in
Gastrointestinal Disease Management. Adv. Nutr. 2015, 6, 820–827. [CrossRef] [PubMed]

Nutrients 2017, 9, 259

90.
91.

92.

93.
94.
95.
96.
97.
98.

99.

100.

101.

102.

103.

104.

105.

106.
107.
108.

109.

19 of 20

Hwang, C.; Ross, V.; Mahadevan, U. Popular exclusionary diets for inflammatory bowel disease: The search
for a dietary culprit. Inflamm. Bowel Dis. 2014, 20, 732–741. [CrossRef] [PubMed]
Asakura, H.; Suzuki, K.; Kitahora, T.; Morizane, T. Is there a link between food and intestinal microbes
and the occurrence of Crohn’s disease and ulcerative colitis? J. Gastroenterol. Hepatol. 2008, 23, 1794–1801.
[CrossRef] [PubMed]
Packey, C.D.; Sartor, R.B. Commensal bacteria, traditional and opportunistic pathogens, dysbiosis and
bacterial killing in inflammatory bowel diseases. Curr. Opin. Infect. Dis. 2009, 22, 292–301. [CrossRef]
[PubMed]
Sartor, R.B. Microbial Influences in Inflammatory Bowel Diseases. Gastroenterology 2008, 134, 577–594.
[CrossRef] [PubMed]
Walters, S.S.; Quiros, A.; Rolston, M.; Grishina, I.; Li, J.; Fenton, A.; Nieves, R. Analysis of Gut Microbiome
and Diet Modification in Patients with Crohn ’ s Disease. SOJ Microbiol. Infect. Dis. 2014, 2, 1–13. [CrossRef]
Zhang, Y.-J.; Li, S.; Gan, R.-Y.; Zhou, T.; Xu, D.-P.; Li, H.-B. Impacts of gut bacteria on human health and
diseases. Int. J. Mol. Sci. 2015, 16, 7493–7519. [CrossRef] [PubMed]
Bartel, G.; Weiss, I.; Turetschek, K.; Schima, W.; Puspok, A.; Waldhoer, T.; Gasche, C. Ingested matter affects
intestinal lesions in Crohn’s disease. Inflamm. Bowel Dis. 2008, 14, 374–382. [CrossRef] [PubMed]
Gibson, P.R.; Shepherd, S.J. Evidence-based dietary management of functional gastrointestinal symptoms:
The FODMAP approach. J. Gastroenterol. Hepatol. 2010, 25, 252–258. [CrossRef] [PubMed]
Rao, S.S.C.; Yu, S.; Fedewa, A. Systematic review: Dietary fibre and FODMAP-restricted diet in the
management of constipation and irritable bowel syndrome. Aliment. Pharmacol. Ther. 2015, 41, 1256–1270.
[CrossRef] [PubMed]
Marsh, A.; Eslick, E.M.; Eslick, G.D. Does a diet low in FODMAPs reduce symptoms associated with
functional gastrointestinal disorders? A comprehensive systematic review and meta-analysis. Eur. J. Nutr.
2016, 55, 897–906. [CrossRef] [PubMed]
Simrén, M.; Axelsson, J.; Gillberg, R.; Abrahamsson, H.; Svedlund, J.; Björnsson, E.S. Quality of life in
inflammatory bowel disease in remission: The impact of IBS-like symptoms and associated psychological
factors. Am. J. Gastroenterol. 2002, 97, 389–396. [CrossRef]
Takagi, S.; Utsunomiya, K.; Kuriyama, S.; Yokoyama, H.; Takahashi, S.; Iwabuchi, M.; Sasaki, I. Effectiveness
of an “half elemental diet” as maintenance therapy for Crohn’s disease: A randomized-controlled trial.
Aliment. Pharmacol. Ther. 2006, 24, 1333–1340. [CrossRef] [PubMed]
Takagi, S.; Utsunomiya, K.; Kuriyama, S.; Yokoyama, H.; Takahashi, S.; Umemura, K.; Funayama, Y. Quality
of life of patients and medical cost of “half elemental diet” as maintenance therapy for Crohn’s disease:
Secondary outcomes of a randomised controlled trial. Dig. Liver Dis. 2009, 41, 390–394. [CrossRef] [PubMed]
Gophna, U.; Sommerfeld, K.; Gophna, S.; Doolittle, W.F.; Van Zanten, S.J.O. Differences between
tissue-associated intestinal microfloras of patients with Crohn’s disease and ulcerative colitis. J. Clin. Microbiol.
2006, 44, 4136–4141. [CrossRef] [PubMed]
Ott, S.J.; Musfeldt, M.; Wenderoth, D.F.; Hampe, J.; Brant, O.; Fölsch, U.R.; Schreiber, S. Reduction in diversity
of the colonic mucosa associated bacterial microflora in patients with active inflammatory bowel disease.
Gut 2004, 53, 685–693. [CrossRef] [PubMed]
Wedlake, L.; Slack, N.; Andreyev, H.J.; Whelan, K. Fiber in the treatment and maintenance of inflammatory
bowel disease: A systematic review of randomized controlled trials. Inflamm. Bowel Dis. 2014, 20, 576–586.
[CrossRef] [PubMed]
Roediger, W.E. Utilization of nutrients by isolated epithelial cells of the rat colon. Gastroenterology 1982, 83,
424–429. [PubMed]
Vernia, P.; Marcheggiano, A.; Caprilli, R.; Frieri, G.; Corrao, G.; Valpiani, D.; Torsoli, A. Short-chain fatty acid
topical treatment in distal ulcerative colitis. Aliment. Pharmacol. Ther. 1995, 9, 309–313. [CrossRef] [PubMed]
Kanauchi, O.; Suga, T.; Tochihara, M.; Hibi, T.; Naganuma, M.; Homma, T.; Andoh, A. Treatment of
ulcerative colitis by feeding with germinated barley foodstuff: First report of a multicenter open control trial.
J. Gastroenterol. 2002, 37, 67–72. [CrossRef] [PubMed]
Turner, D.; Steinhart, A.H.; Griffiths, A.M. Omega 3 fatty acids (fish oil) for maintenance of remission in
ulcerative colitis. Cochrane Database Syst. Rev. 2007. [CrossRef]

Nutrients 2017, 9, 259

20 of 20

110. Shivananda, S.; Lennard-Jones, J.; Logan, R.; Fear, N.; Price, A.; Carpenter, L.; Van Blankenstein, M. Incidence
of inflammatory bowel disease across Europe: Is there a difference between north and south? Results of the
European Collaborative Study on Inflammatory Bowel Disease (EC-IBD). Gut 1996, 39, 690–697. [CrossRef]
[PubMed]
111. Bach-Faig, A.; Berry, E.M.; Lairon, D.; Reguant, J.; Trichopoulou, A.; Dernini, S.; Serra-Majem, L.
Mediterranean diet pyramid today. Science and cultural updates. Public Health Nutr. 2011, 14, 2274–2284.
[CrossRef] [PubMed]
112. Gottschall, E. Breaking the Viscous Cycle; Kirkton Press: Baltimore, MD, USA, 1994.
113. Nieves, R.; Jackson, R.T. Specific carbohydrate diet in treatment of inflammatory bowel disease. Tenn. Med.
2004, 97, 407. [PubMed]
114. Cordain, L. The Paleo Diet. 2016. Available online: http://thepaleodiet.com/ (accessed on 30 September 2016).
115. Goel, A.; Kunnumakkara, A.B.; Aggarwal, B.B. Curcumin as “Curecumin”: From kitchen to clinic.
Biochem. Pharmacol. 2008, 75, 787–809. [CrossRef] [PubMed]
116. Losurdo, G.; Iannone, A.; Contaldo, A.; Ierardi, E.; Di Leo, A.; Principi, M. Escherichia coli Nissle 1917
in Ulcerative Colitis Treatment: Systematic Review and Meta-analysis. J. Gastrointest. Liver Dis. 2015, 24,
499–505.
117. Fujiya, M.; Ueno, N. Kohgo, Probiotics for maintenance of remission in inflammatory bowel diseases:
A meta-anlysis of randomized controlled trials. Clin. J.Gastroenterol. 2014, 1, 1–13. [CrossRef]
118. Shen, J.; Ran, H.Z.; Yin, M.H.; Zhou, T.X.; Xiao, D.S. Meta-analysis: The effect and adverse events of
Lactobacilli versus placebo in maintenance therapy for Crohn disease. Intern. Med. J. 2009, 39, 103–109.
[CrossRef] [PubMed]
119. Naidoo, K.; Gordon, M.; Fagbemi, A.O.; Thomas, A.G.; Akobeng, A.K. Probiotics for maintenance of
remission in ulcerative colitis. Cochrane Database Syst. Rev. 2011. [CrossRef]
120. Shen, J.; Zuo, Z.X.; Mao, A.P. Effect of probiotics on inducing remission and maintaining therapy in ulcerative
colitis, Crohn’s disease, and pouchitis: Meta-analysis of randomized controlled trials. Inflamm. Bowel Dis.
2014, 20, 21–35. [CrossRef]
121. Mouli, V.P.; Ananthakrishnan, A.N. Review article: Vitamin D and inflammatory bowel diseases.
Aliment. Pharmacol. Ther. 2014, 39, 125–136. [CrossRef] [PubMed]
122. Kabbani, T.A.; Koutroubakis, I.E.; Schoen, R.E.; Ramos-Rivers, C.; Shah, N.; Swoger, J.; Baidoo, L. Association
of Vitamin D Level With Clinical Status in Inflammatory Bowel Disease: A 5-Year Longitudinal Study.
Am. J. Gastroenterol. 2016, 111, 712–719. [CrossRef]
123. Ananthakrishnan, A.N.; Cheng, S.-C.; Cai, T.; Cagan, A.; Gainer, V.S.; Szolovits, P.; Kohane, I. Association
between reduced plasma 25-hydroxy vitamin D and increased risk of cancer in patients with inflammatory
bowel diseases. Clin. Gastroenterol. Hepatol. 2014, 12, 821–827. [CrossRef] [PubMed]
124. Gubatan, J.; Mitsuhashi, S.; Zenlea, T.; Rosenberg, L.; Robson, S.; Moss, A.C. Low Serum Vitamin D During
Remission Increases Risk of Clinical Relapse in Patients With Ulcerative Colitis. Clin. Gastroenterol Hepatol.
2017, 15, 240–246. [CrossRef] [PubMed]
125. Hlavaty, T.; Krajcovicova, A.; Payer, J. Vitamin D therapy in inflammatory bowel diseases: Who, in what
form, and how much? J. Crohns Colitis 2015, 9, 198–209. [CrossRef] [PubMed]
126. Jorgensen, S.P.; Agnholt, J.; Glerup, H.; Lyhne, S.; Villadsen, G.E.; Hvas, C.L.; Dahlerup, J.F. Clinical
trial: Vitamin D3 treatment in Crohn’s disease—A randomized double-blind placebo-controlled study.
Aliment. Pharmacol. Ther. 2010, 32, 377–383. [CrossRef] [PubMed]
127. Zeevi, D.; Korem, T.; Zmora, N.; Israeli, D.; Rothschild, D.; Weinberger, A.; Suez, J. Personalized Nutrition by
Prediction of Glycemic Responses. Cell 2015, 163, 1079–1095. [CrossRef] [PubMed]
128. Dolan, K.T.; Chang, E.B. Diet, gut microbes, and the pathogenesis of inflammatory bowel diseases. Mol. Nutr.
Food Res. 2016. [CrossRef] [PubMed]
© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

