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Objectives

•Review the approach to assessment of nutritional 
status in the IBD patient

•Examine dietary interventions that are 
appropriate in different clinical situations



Nutrition Assessement and Malnutrition in IBD

• How common is malnutrition?
• How much do current practices worsen malnutrition in hospital?
• How should we screen IBD patients for malnutrition?
• How should we assess nutrition in IBD?



Which Patients Receive a Dietitian Consult
NUTRITION CARE IN CANADIAN HOSPITALS STUDY

• Type of hospital, presence of diet technician, surgery vs. medical 
patient did not influence if a dietitian consult occurred

• Only 1 of 18 hospitals had standardized screening program

• Dietitians saw 23% of patients, typically based on referral

• 45% of these patients were well nourished

• 36% had mild/moderate and 19% had severe 
malnutrition

• 75% of mild/moderate and 60% of severely malnourished 
patients were missed using a referral process

• Nutrition screening can help make sure dietitians are seeing 
the RIGHT patients. 

(Keller et al., Clin Nutr 2015)
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Malnutrition Is Associated With Increased 
In-hospital Mortality

• 3,122 patients
• 56 hospitals

• 32% malnourished
• 2x odds of 

90-day in-hospital 
mortality if 
malnourished
• (CI: 1.09-3.34, p=0.023)

Agarwal E, et al. Clin Nutr. 2013;32:737-745.
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The German Hospital Malnutrition Study

Risk Factors for 
Malnutrition by Multivariate Logistic 

Regression Models

Pirlich M, et al. Clin Nutr. 2006;25:563-572.
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Iatrogenic Malnutrition

• Hospitalized patients with Ulcerative Colitis (UC)
• 158 patients, 187 admissions
• “Justifiable” NPO or clear fluids

• intractable nausea or vomiting
• Pancreatitis
• bowel obstruction
• toxic megacolon
• awaiting endoscopy
• alternative enteral nutrition provided

Gallinger ZR et al. Inflamm Bowel Dis. 2017 Oct;23(10):1790-1795. doi: 10.1097/MIB.0000000000001244.



Iatrogenic Malnutrition

• 252 NPO orders in 142 admissions (76%)
• 112 (44%) unjustified – average 3 days duration
• 32 admissions (17%) had RD referral
• 68 (36%) had weight recorded

Gallinger ZR et al. Inflamm Bowel Dis. 2017 Oct;23(10):1790-1795. doi: 10.1097/MIB.0000000000001244.



Iatrogenic Malnutrition

• Hospitalized patients
• 46.6% of admissions – at least one NPO order

• Mean duration 12 hours (2 missed meals)
• 23% of NPO orders avoidable
• 42% unavoidable but too long in duration

44% of missed meals in one year did not need to be missed

Sorita A et al. Mayo Clin Proc. 2015 Sep;90(9):1225-32. doi: 10.1016/j.mayocp.2015.07.013.



Iatrogenic Malnutrition
• General medical patients

• 924 NPO orders assessed
• Indicated intervention was not performed for 183 (19.8%) orders

• due to a change in plan (75/183, 41.0%)
• scheduling barriers (43/183, 23.5%)

• Median duration of NPO orders
• from 8.3 hours for kidney ultrasound to 13.9 hours for upper endoscopy

Sorita A et al. J Hosp Med. 2017 Jan;12(1):36-39.



NPO Too often
NPO Too long

NPO for too many (incorrect) reasons
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Nutrition Screening: What is it?
• A process to identify an individual who is:

 At risk of malnutrition (risk factors are present that impair intake 
and/or increase the body’s needs for nutrients and/or energy)

 Malnourished

 Likely to  benefit from further nutrition assessment and treatment

• It is a rapid and simple process conducted by admitting or front line staff, 
typically a nurse not a nutrition professional.

A.S.P.E.N. 2010 / ADA EAL © 2012 / Chen et al. 2001 / ADA 2003 / ESPEN 2008 / Reuben, 1995 /Mueller et al., 
2011 / Kondrup et al., 2003 / Chen et al., 2001



Canadian Nutrition Screening Tool (CNST)

• Simple, easy to use, 2 question tool

• These results indicate that screening can be readily and reliably completed 
by a staff member with minimal training.

• Rigorously validated and tested for reliability in 3 Canadian hospitals using regular 
personnel (n=140). 

• Criterion validity: SE 73% & SP 86%;  
• Inter-rater reliability (n = 122): Kappa = 0.88; 95% CI (0.80-0.97)
• Nursing personnel say that the CNST was easy to use

Laporte et al. 2014 EJCN



Canadian Nutrition Screening Tool

Laporte et al. 2014 EJCN



Subjective Global Assessment: Components

History:   Changes in dietary intake
Gastrointestinal and other symptoms that impair food intake/absorption
Functional capacity
Potential stress of disease and/or cachexia
Changes in weight over past 6 months

Physical:  Loss of subcutaneous fat: triceps, chest, trunk
Muscle wasting: deltoids, quadriceps, biceps, …
Edema: ankle, sacral, ascites (only due to malnutrition)

Detsky et al.1987 JPEN



Why use SGA?

• Predicts outcome
• Independent of body weight
• Intervention improves outcome



Obesity and IBD

• ~20–40% of patients with IBD in Western countries are obese 
• Premorbid obesity, in particular visceral adiposity, might increase the risk of 

developing Crohn’s disease 
• Obesity might contribute to the pathogenesis of IBD through dysbiosis, mucosal 

barrier dysfunction with bacterial translocation and activation of adipocytes 
• Risk of complications, such as surgery, hospitalization and infection, might be 

increased in patients with IBD who are obese 
• Obesity is associated with rapid clearance of biologic agents, resulting in low 

trough concentrations, and could result in suboptimal response to biologics 
• Treating obesity could be a potential adjunct therapeutic target in patients with 

IBD who are obese 
• Malnutrition and obesity can coexist in patients with IBD



Diet and Crohn Disease: What’s out there?

Grant et al. JPGN 
2019;69:317-23.



Dietary Interventions in IBD:

• What advice do you currently give to your patients when 
they ask about diet?

Need to differentiate between:
1. Dietary support/rehabilitation
2. Advice on diet for IBD:

- What to avoid
- What to eat

3. Diet as primary (or adjuvant) treatment (e.g., 
EEN, CDED, SCD…)



Dietary support/rehabilitation
• Fluid and electrolyte balance and hydration are the priority for sick 

patients.

• Avoid development of catabolic state – give enough protein.

• Avoid frequent NPOs.

• Bowel rest is not a treatment for IBD (but may reduce number of 
BMs).

• Oral nutrition is the default; if not tolerating consider NG and only 
then TPN.

• Watch out for refeeding syndrome in severely malnourished patients.

• Oral iron is less effective during active disease; prefer IV in most 
cases.



General Advice on Diet in IBD
• What I always used to say to my patients:

 No single diet has been shown to cause 
IBD and no single diet will treat or 
prevent the disease.

 If anything makes your symptoms 
worse… avoid it!

 As a general rule, we recommend to 
follow the Canada Food Guide for a 
healthy diet.

However… this is an evolving field!



What do the guidelines say?



General Advice on Diet in IBD
• What am I saying today?

 No single diet has been shown to cause 
IBD and no single diet will treat or 
prevent the disease.

 Beware of unsupervised exclusion diets! 
Especially those driven by serum IgG.

 As a general rule, we recommend to 
follow the Canada Food Guide for a 
healthy diet, but there are emerging data 
to specifically support the following:



General Advice (poor human data…)
• Diet is likely a factor in IBD pathogenesis – we just don’t understand how.

• These is an association with a ‘Western diet’.

• Animal data suggest negative effects of preservatives, emulsifiers, animal fat, 
and a few other ingredients.

• Diet is an important part of your QOL – be careful not to suffer too much when 
the evidence is not there.

• Overall, following the CFG, or a Mediterranean-like diet should be encouraged.

• Eat fresh.

• Eat diverse.

• Make your own food (from scratch).

• Eat more plant-based food.

• Think of your bacteria (and what they like to eat).

However… this is 
an evolving field!



Limketkai et al., Cochrane Review, Feb, 2019

Diet as primary (or adjuvant) treatment for IBD



Mucosal Healing: 
EEN is superior: OR 
4.5 (1.46, 12.23)

Swamimanth et al., AP&T 2017;46:546-56.

Meta-analysis: EEN vs. Steroids

Induction of 
remission: 
equivalent; OR 1.26 
(0.77, 2.05) 
favouring EEN



Ruemmele et al., JCC 2014;8:1179-207.





Elimination Diets for IBD (mostly Crohn disease)
Crohn’s disease 
exclusion diet 

(CDED)
Specific 

carbohydrate diet 

(SCD)

FODMAP 

Semi-vegetarian 
diet (SVD)

Anti-
inflammatory 

diet (IBD-AID)

Allergen 
elimination diet 

(IgG) 

Mediterranean 
Diet

CD-TREAT 

Lee et al. Gastroenterology 2015;148:1087–1106

Exclusion of  
processed and 
industrialized 
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processed and 
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food



Specific Carbohydrate Diet (SCD)

Disaccharide and polysaccharide 
carbohydrates are poorly absorbed 

in the gastrointestinal tract 

Causing bacterial and yeast 
overgrowth

Resulting in overproduction of 
mucus and inflammation/ injury in 

the intestinal wall

http://www.breakingtheviciouscycle.info/

James D. Lewis, Maria T. Abreu . Gastroenterology 2017;152:398–414



Clinical/Laboratory Improvements with SCD in Pediatric IBD

David L. Suskind. J Clin Gastroenterol. 2016 Dec 27

12 Children, 9 CD, 3 UC
SCD for 12 weeks

3 patients 
with 

normal  
intestinal 
mucosa

9 Children CD 
SCD for 12 weeks 

7 patients for 52 weeks
Cohen et al. JPGN 2014;59: 516–521



Gibson PR et al. Aliment Pharmacol Ther 2005; 21: 1399–1409.

FODMAP- Fermentable Oligosaccharides, 
Disaccharides, Monosaccharides and Polyols

Poorly 
absorbed in 
the small 
intestine

Highly osmotic

Rapidly 
fermented by 
bacteria in the 
gut

FODMAP

Which can increase IBS  symptoms.

James D. Lewis, Maria T. Abreu . Gastroenterology 2017;152:398–414



• Proof-of-concept… novel diet trialed in healthy volunteers, subsequently in rats with gut 
inflammation/dysbiosis similar to human CD, and in a pilot trial in children with active CD. 

• Efficacy of CD-TREAT on human CD clinical outcomes needs to be ascertained in large 
well-controlled clinical trials.

• CD-TREAT has the potential to be used interchangeably with EEN: adults; long-term 
dietary maintenance therapy.

Svolos et al., Gastroenterology Apr 2019;156:1354-67.



Levine, Wine, et al. Gastroenterology Aug 2019;157:440-50.

Crohn’s Disease Exclusion Diet is Equally Effective but Better Tolerated than Exclusive 
Enteral Nutrition for Induction of Remission in Mild to Moderate Active Paediatric 

Crohn’s Disease: A Prospective Randomized Controlled Trial



Dietary Interventions for IBD: Summary

• These are prescribed diets – they need training and 
support.

• Needs support from a specialized multidisciplinary team.
• Diet does not replace other treatments (in most cases).
• Some of these principles may be applicable to other 

setting but no evidence yet to support this.
• Urgent need for well-conducted, human research on diet 

in the pathogenesis and treatment of IBD.





Extra Slides



Results: Week 6 Primary and 
Secondary Endpoints
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Levine, Wine, et al. Gastroenterology Aug 2019;157:440-50.



Sustained Remission & Fecal Calprotectin are 
Superior at week 12 with CDED
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CDED diet details 
(available in the Suppl
of Gastro paper)



Fibre and/or Western Diet?
Anathakrishnan 2015 D’Souza et al.  IBD 2008

Prudent OR 0.2   P<0.001
Prudent OR 0.3   P=0.026
Western OR 4.7   P=0.006 

170,776 nurses 26 yrs follow up
Fruits: OR 0.57  P=0.02

 Some food patterns are associated with IBD, especially Crohn disease



EEN: Potential Mechanisms of Action

Levine & Wine, Inflamm Bowel Dis 2013;19:1322-9.



Cohen-Dolev et al., JCC 2018;12:306-12.

Induction of Remission   Height Z Score

ITT      Propensity  CS
EEN



EEN (13) Steroids (6)
Median CDEIS 1 (0-21) 7 (3-14) 

p<0.05
Pigneur et al., JCC 

2019;13:846-55.


