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Crohn’s disease (CD) is a chronic, progressive, and destructive granulomatous inflammatory bowel disorder that can

involve any part of the gastrointestinal tract. This is a review on diet and Crohn's disease; It is important for practitioners

and patients with IBD.
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1. Introduction

Crohn’s disease (CD) is a chronic, progressive, and destructive granulomatous inflammatory bowel disorder that can

involve any part of the gastrointestinal tract from mouth to anus, predominantly the terminal ileum, ileocaecal region,

colon, and perianal region . The digestive symptomatology includes bloody mucopurulent diarrhea, abdominal pain,

nausea, emesis, weight loss, perineal pain, and urgency to defecate while arthritis, anorexia, uveitis, and skin rash

represent the main extra-intestinal manifestations. CD patients frequently experience periods of symptomatic relapse and

remission . While no gold standard for the diagnosis of Crohn’s disease exists, the diagnosis is made by a

combination of clinical, endoscopic, histological, imagistic, and biochemical criteria. World Health Organization diagnostic

criteria for CD include: discontinuous or segmental lesions, as well as a cobblestone appearance or longitudinal ulcer,

noted on radiologic studies, endoscopy, and resected specimens; transmural inflammation, as evidenced by clinical

evaluation, radiologic studies, biopsy findings, and resected specimens; noncaseating granulomas, as revealed on biopsy

samples and resected specimens; fissures and fistulas, as evidenced by clinical evaluation, radiologic studies, and

resected specimens; perianal disorders upon clinical evaluation . Nevertheless, for 15% of patients initially

diagnosed with CD, the diagnosis changes to ulcerative colitis (UC) during the first year .

A low-“fermentable oligo-, di-, mono-saccharides and polyols” (FODMAP) diet is often used in irritable bowel syndrome

(IBS) patients because symptoms of bloating, cramping, and diarrhea may be reduced by a diet that will limit foods high in

fructose, lactose, fructans, galactans, and polyols . FODMAPs are osmotic short-chain carbohydrates that are not

completely absorbed in the small intestine, absorb water and are fermented by the bacteria in the distal small and

proximal large intestine. The result of this cycle is the production of gas, which could partially explain the bloating and

flatulence . The daily intake of FODMAPs in a normal diet ranges from 15 g to 30 g per day. If the low-FODMAP

diet (LFD) was considered an “avoidance diet” in the past, the present approach is also considering it as a diagnostic tool

test in several gastrointestinal and non-gastrointestinal disorders . FODMAPs have considerable osmotic

properties, compelling water into the gastrointestinal lumen. Inside the colon, FODMAPs are easily and quickly

metabolized by gut microbiota followed by the process of fermentation, and the result is an increased quantity of gas,

which leads to abdominal distention and diffuse abdominal pain .

The Mediterranean diet (MD) is characterized by a high intake of plant-based foods, unrefined cereals, fruit, vegetables,

legumes, olive oil as the main source of fat, moderate to high consumption of fish, moderate consumption of dairy

products (mostly as cheese and yogurt) and low consumption of non-fish meat products . Although all the

countries from the Mediterranean region have different diets, influenced by geographical, economic, historical, or religious

parameters, it is considered that these subtypes are variations of the same MD diet with insignificant differences .

MD is associated with low risk of late-onset CD and because it frequently presents high adherence among patients, it has

been demonstrated to improve quality of life and reduce intestinal inflammation.

2. Discussion

Studies show that dietary intervention in CD may have a positive impact regarding a patient’s quality of life, symptom

reporting, inflammatory markers and overall disease progression, while, for the vegetarian (and derivates such as ovo-

lacto vegetarian and semi-vegetarian diets) and low-lactose diets, the evidence is not yet compelling . For
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Mediterranean and FODMAP diets, there are numerous studies presenting the benefits of these interventions 

.

In the past five decades, the overall FODMAP intake has considerably increased in the Western world because of the use

of high-fructose corn syrup in almost all processed foods, ranging from juice, bread, yogurt, frozen junk food, salad

dressings and even granola bars, macaroni, cheese and canned fruit . Because FODMAPs distend the

small bowel, as a consequence of increased intraluminal secretion of water and increased gas production, the hypothesis

that an LFD could prevent FGID symptoms was widely tested in IBS patients.

Nevertheless, in the last decade, the same hypothesis was tested not only in FGID but also in organic gastrointestinal

disorders. Several systematic reviews and meta-analyses investigated the efficiency of an LFD on the clinical and

biological outcomes of CD patients. The majority of those studies concluded that an LFD had the following effects:

amelioration of gastrointestinal symptoms, the number of diarrheic stools decreased, decreasing of the inflammatory

markers, and improved scores in QoL questionnaires indicating an improvement of general well-being .

Because current guidelines have insufficient recommendations for diet indications in CD, international cooperation is

needed in order to overcome the present limitations represented by the lack of comparative studies analyzing different

types of diets and the small number of patients included in the available studies. More studies are required to increase the

level of evidence for dietary intervention in CD.

The main limitations of our study were the insufficient number of studies about the efficiency of VD and LLD (only two

articles for each diet) and the small number of patients included in the majority of studies. Another limitation was the fact

that a considerable number of studies analyzed the effect of different types of diet in both CD and UC patients. Our search

did not find sufficient data about the efficiency of other types of diet in CD patients (vegan diet, low fiber diet, gluten-free

diet, ketogenic diet), and the available studies include a limited number of patients with inconclusive results .

Although there considerable progress has been made with regard to enteral nutrition in CD, containing macro- and micro-

nutrients , we did not analyze this subject because our search included only data about oral nutrition. Other studies

provide evidence of the efficiency of the different types of diets in CD , but no official

guidelines regarding nutrition in CD are available. Even though the majority of studies have demonstrated the efficiency of

an LFD in CD patients , the fact that an LFD is highly restrictive, expensive and difficult to follow requires

the active support of a dietician. Only a small percentage of the initially excluded foods are excluded until the end of the

study, and this must be mentioned as a major limitation of those studies, this being the source of the heterogeneity among

the overall results.

3. Conclusions

An LFD has a favorable impact on gastrointestinal symptoms in CD patients. Notwithstanding the evidence, it remains to

be established whether an LFD is more efficient than other types of diets in the short term and especially in the long term.
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