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Abstract
Purpose of Review Diet and nutrition have emerged as key factors in the development and course of inflammatory bowel 
disease (IBD), including the approach to therapy. We present an overview of evidence-based recommendations and recent 
research in dietary therapy and nutrition management for patients with IBD.
Recent Findings Patients with IBD should undergo a comprehensive nutrition assessment with the assistance of a registered 
dietitian (RD), including screening for micronutrient deficiencies. Multiple specialized whole foods and liquid formula diets 
have been evaluated as part of induction and maintenance therapy for IBD. Nutritional status should ideally be optimized 
in the perioperative setting as well.
Summary Nutritional issues are prevalent among IBD patients and should be addressed by a multidisciplinary team, tailored 
to each patient’s disease type, severity and course, including response to medical therapy and need for surgical management, 
as well as relevant psychosocial considerations.
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Introduction

The management of inflammatory bowel disease (IBD) has 
increasingly become multifaceted, involving medical, surgi-
cal and nutritional expertise in the approach to patient care. 
Diet has been recognized as a potential risk factor for IBD 
development, as well as a modifiable effector for patients 
with IBD. Diet can result in disruption of the gut micro-
biome and dysregulation of intestinal immune responses, 
which may, in turn, contribute to chronic inflammation of the 
gastrointestinal (GI) tract [1]. The Western diet, in particu-
lar, has evolved to include more processed foods and addi-
tives that may promote pro-inflammatory cytokine and endo-
toxin production, leading to IBD [2]. As a result, increasing 
research of nutrient-dense whole foods diets, with or with-
out additional modifications, is being performed to evalu-
ate whether dietary modification may improve symptoms, 

dysbiosis, inflammation and the long-term clinical course 
for patients with IBD. Data on this complex interplay is still 
emerging. Utilizing data from recently published studies, as 
well as recommendations for dietary management in IBD, 
we present a practical clinical approach to the assessment 
and management of diet and nutrition in patients with IBD.

While diet refers to food and liquid intake, nutrition 
refers to the ability to utilize food for growth, metabolism 
and tissue repair. According to the World Health Organiza-
tion (WHO), malnutrition may be defined as “deficiencies, 
excesses or imbalances in a person’s intake of energy and/
or nutrients,” and includes both undernutrition (i.e., poor 
growth, underweight status, micronutrient deficiencies) and 
overnutrition (i.e., overweight status, obesity, diet-related 
noncommunicable diseases, such as diabetes, heart disease, 
etc.) [3]. While rates of undernutrition among adults with 
IBD have declined in recent decades, the associated morbid-
ity remains of significant concern, especially in the Crohn’s 
disease (CD) population, given that small intestinal disease 
may put these patients at higher risk of malabsorption [4••]. 
On the other hand, obesity affects about 15–40% of the 
IBD population, which can impact nutritional status, drug 
clearance, response to therapy and perioperative risk [5]. 
Screening tools, such as the Malnutrition Universal Screen-
ing Tool (MUST), Subjective Global Assessment (SGA) and 
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Saskatchewan Inflammatory Bowel Disease Nutrition Risk 
questionnaire (SaskIBD-NR), may be utilized to identify 
patients who are at risk for malnutrition [4••]. However, 
these tools are better at identifying undernutrition, carry 
variable sensitivity in the IBD population and may not be 
routinely utilized in clinical practice.

In general, IBD patients with highly restricted diets, dif-
ficulty maintaining oral intake, unintentional weight loss 
or moderate-to-severe symptoms should be referred to a 
GI-specific registered dietitian (RD) for further evalua-
tion and management. Baseline evaluation with a GI RD 
may be helpful for most patients with IBD, to facilitate 
comprehensive dietary assessments and evaluate nutri-
tional status. Eating patterns should be carefully reviewed, 
including screening for disordered eating behaviors, eat-
ing disorders (i.e., anorexia nervosa, bulimia) and avoid-
ant restrictive food intake disorder (ARFID), as well as 
other comorbid psychiatric conditions, such as anxiety and 
depression, which may impact eating behaviors, treatment 
plan adherence and IBD disease course [6, 7]. Moreover, 
additional psychosocial influences on eating patterns, 
including cultural and religious background and food 
insecurity, should be considered. In addition to routine 
physical examination and calculation of body mass index 
(BMI), GI RDs may also perform point-of-care analyses 
measuring waist or arm circumference or dynamometer 
measurements of muscle group strength, since myope-
nia (lean muscle mass depletion) and sarcopenia (mus-
cle wasting with associated functional loss) may be more 
clinically relevant parameters with prognostic significance 
in the IBD population [8–10]. To this end, GI RDs may 
advise clinicians to consider obtaining specialized imag-
ing, including ultrasound, CT, MRI and/or dual energy 

X-ray absorptiometry (DEXA), to help assess muscle 
mass, bone density and fat content [11].

Nutritional Evaluation

Even in the absence of a GI RD, the clinician can assess diet 
and nutritional status of IBD patients. The initial evaluation 
of patients with IBD should include evaluation of symptoms 
(especially as they relate to or affect oral intake), IBD his-
tory, current disease activity, anatomy and/or IBD-related 
complications, such as strictures and fistulas. Dietary intake, 
utilization of specialized diets, individual intolerances and 
psychosocial factors can be obtained through the history. 
Physical examination, BMI, recent changes in weight or 
oral intake and serum albumin levels can help evaluate 
nutritional status, though it is important to interpret these 
measures in the context of other parameters, including IBD 
activity, course and medical history.

Micronutrients

As part of the assessment of nutritional status, IBD patients 
should be routinely screened for micronutrient deficiencies, 
with the understanding that levels may fluctuate based on 
underlying inflammation, as they can be positive or negative 
acute phase reactants. Baseline evaluation should include 
iron studies (iron panel and ferritin, in addition to com-
plete blood count), vitamin D, vitamin B12 and zinc levels, 
with consideration of other potential deficiencies based on 
concurrent conditions, medication use and surgical history 

Table 1  Micronutrient management in IBD

Adapted from the Crohn’s & Colitis Foundation [15]

Micronutrient Replacement dosing Monitoring

Calcium • 19–50 y/o: 1000 mg daily
• 51–70 y/o: 1000 mg (male), 1200 mg (female) daily
• > 71 y/o: 1200 mg daily

Obtain with standard labs

Iron • Inactive IBD: 20–40 mg (elemental iron) PO every other day for 
improved tolerance with vitamin C for enhanced absorption

• Active IBD, chronic anemia: consider IV iron

Following IV therapy, recheck labs in 
one month (CBC, iron panel, ferritin)

Vitamin B9 (folate) • 1 mg daily Variable
Vitamin B12 (cobalamin) • Level < 300: 1000 mcg IM weekly x4, then monthly

• Level 300–400: 5000 mcg PO daily
• Consider ppx with 1000 mcg IM monthly with ileal resections

Recheck in one month

Vitamin D • Level < 20: 50,000 IU weekly x8-12 weeks, then 5000 IU daily
• Level 20–25: 5000 IU daily
• Level > 25: 2000 IU daily

Not specific, recheck with next set of labs

Zinc • Women: 16–24 mg daily
• Men: 22–36 mg daily

Not specific, recheck with next set of labs
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(Table 1). Micronutrient levels should also be monitored 
closely in patients who undertake elimination diets, discussed 
below [12••]. Vitamin D and iron often require dedicated 
supplementation beyond a daily multivitamin. Vitamin D 
has been associated with immune regulation and is recom-
mended in conjunction with calcium to help prevent low bone 
density, especially in patients who are treated with steroids. 
With respect to anemia, the Crohn’s & Colitis Foundation 
published the Anemia Care Pathway in 2017 for evaluation 
and management of anemia in patients with IBD [13••]. 
Iron can be provided orally or intravenously to help replen-
ish stores and normalize hemoglobin when ferritin is less 
than 100 ng/mL or transferrin saturation is less than 20%. 
IV iron should be utilized in the setting of active disease and 
if there is inadequate response to or intolerance of oral iron 
supplementation (i.e., hemoglobin does not increase by at 
least 2 g/dL after one month of oral therapy) [13••]. In CD 
patients who have had greater than 20 cm of distal ileum 
resected, B12 monitoring is recommended and supplementa-
tion is indicated. Similarly, patients with ostomies and fistu-
las may lose zinc through the GI tract or ineffectively absorb 
it in the setting of active inflammation and should increase 
dietary intake and consider zinc supplementation. Correction 
of zinc deficiency has been associated with improved clini-
cal outcomes in IBD patients [4••]. Folic acid supplementa-
tion is generally indicated in women of child-bearing age, as 
well as patients treated with methotrexate and sulfasalazine, 
which may affect folate absorption. Nutritional status should 
be monitored closely in patients who may become pregnant, 
are pregnant or are breastfeeding [14••].

General Recommendations for Diet 
in Patients with IBD

While there is no consensus on any one specific diet best 
suited for patients with IBD, based on the best available 
data, the International Organization for the Study of Inflam-
matory Bowel Diseases (IOIBD) recommends a diet gener-
ally rich in omega-3 fatty acids, fruits and vegetables for 
patients with both CD and ulcerative colitis (UC) [16••]. In 
contrast, processed foods and artificial sweeteners should 
generally be avoided, as they may contribute to increased 
inflammation and GI symptoms. Based on the IOIBD 
guidelines and a recent Cochrane review of several differ-
ent dietary therapies for IBD, there is insufficient data to 
recommend any one specialized diet, including specifically 
restricting wheat, gluten or dairy if otherwise tolerated 
[17]. Alcohol should be consumed in moderation [16••]. 
According to the European Society for Clinical Nutrition 
and Metabolism (ESPEN), macronutrient and general energy 
requirements in patients with IBD are comparable to their 
healthy counterparts. Energy needs can be individualized 

based on BMI, inflammation and activity level. Optimal pro-
tein intake is approximately 1 g/kg/d. Daily protein should 
be increased to 1.2–1.5 g/kg/d during flares because of the 
catabolic response with subsequent proteolysis during such 
periods [4••, 18••]. Weight management counseling and 
resources should be provided to obese patients, especially 
during periods of remission [12••]. For prevention of IBD, 
ESPEN also advocates breastfeeding, as well as a diet rich 
in fruits, vegetables and n-3 fatty acids and low in n-6 fatty 
acids [18••].

Considerations During Flares 
or in Symptomatic Patients with Quiescent 
IBD

During IBD flares, food consistency can be modified to help 
with symptom control. Apart from those with chronic stric-
turing disease, patients in remission should not necessarily 
restrict fiber intake; however, decreasing insoluble fiber and/
or modifying the texture of fiber may be more tolerable dur-
ing periods of active disease. Cooking, chopping, blending 
or pureeing higher fiber foods, like fresh fruits and vegeta-
bles, can decrease food particle size and may be helpful to 
optimize digestion. Adding a soluble fiber supplement, like 
psyllium husk, can help in cases of high-volume stool output 
during significant flares or in patients with J pouches or osto-
mies. Increasing nutrient dense liquid intake by adding high 
calorie ingredients, like nut butters, avocado and olive oil, 
may also be beneficial to help maintain caloric needs. Avoid-
ing lactose and fermentable oligo-, di-, monosaccharides 
and polyols (FODMAPs) may provide symptomatic relief 
as well, especially for patients with quiescent disease, by 
reducing abdominal pain, bloating and diarrhea not related 
to underlying inflammation [19]. Bile acid sequestrants can 
be a very helpful adjunct in patients with a history of ileal 
resection or extensive small bowel disease. There is limited 
data to support the use of pre- and probiotics and antioxi-
dants for induction or maintenance of remission in IBD. 
However, therapy with multistrain probiotics may be con-
sidered for patients with mild-to-moderate UC or pouchitis 
unresponsive to antibiotics and for primary and secondary 
prophylaxis against pouchitis [20].

Specialized Whole Foods Diets

Multiple specialized diets have been studied in the context of 
IBD treatment induction and maintenance therapy. Prior to 
recommending or initiating a particular therapeutic diet, var-
ious factors should be considered, including patients’ overall 
clinical status and degree of malnutrition, if present, history 
of or current eating disorder, patients’ ability to adhere to 
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the diet based on their level of commitment and feasibility 
of the diet itself, with regard to access and other potential 
constraints. We will review a few of these specialized diets 
here (Table 2).

The Mediterranean diet is largely plant-based and 
includes poultry, dairy products and alcohol in modera-
tion, while limiting red meat and sweets. It may be benefi-
cial in patients affected by various inflammatory diseases, 
including IBD, psoriasis and rheumatoid arthritis, and can 
be utilized as part of induction and maintenance therapy in 
IBD, given its multiple other health benefits. In 2020, the 
results of the DINE-CD randomized controlled trial (RCT) 
were published, comparing the efficacy of the Mediter-
ranean diet with the specific carbohydrate diet (SCD) in 
adults with active CD (short Crohn’s disease activity index 
or sCDAI of 176–399). The SCD focuses on elimination of 
highly processed foods, grains, starchy vegetables, dairy 
and refined sugars, as well as preservatives and artificial 
ingredients. Foods included in the SCD are fruits and veg-
etables, most nuts/nut flours/nut butters, fish, unprocessed 
meat, poultry, homemade yogurt (fermented for 24 hours) 
and some hard cheeses. The DINE-CD RCT found no sig-
nificant difference in rates of symptomatic remission or 
inflammatory markers in adults with mild-to-moderate CD 
[21]. At week 6 (primary outcome), there was no signifi-
cant difference in rates of symptomatic remission, even 
when stratified by baseline inflammation. However, at both 
weeks 6 and 12, 40–50% of patients in both arms achieved 
symptomatic or clinical remission and 30–35% of patients 
had an improvement in fecal calprotectin. No significant 
changes were noted in C-reactive protein (CRP). In this 
study, patients remained on stable doses of medications, 
with 50–60% on biologics at the time of study entry. This 
suggests that dietary modification, with the Mediterra-
nean diet being less restrictive, may improve symptoms 
and inflammation in patients with IBD, including as an 

adjunct to existing IBD therapy. A more recent study of 
IBD patients with active disease or in remission found 
the Mediterranean diet improved nutritional status, IBD 
activity, CRP, fecal calprotectin and quality of life over 
six months [26], lending further support to the original 
IOIBD recommendations.

Other whole foods diets that have been studied include 
the plant-based diet, diets low in fat, meat, emulsifiers and 
sulfur, the paleo autoimmune protocol (AIP), the novel UC 
exclusion diet (UCED) and food exclusion based on IgG 
antibodies. The low emulsifier diet involves limiting addi-
tives and natural emulsifiers, such as carrageenan, a seaweed 
extract, and has been studied for both induction and mainte-
nance therapy. Data in vitro and in animals have suggested 
that emulsifiers can potentially induce colitis, and a cohort 
of 20 patients with CD experienced symptom reduction and 
improved quality of life on this diet [27]. The low sulfur 
diet involves total and sulfur containing protein and addi-
tive reduction, with limited evidence of clinically significant 
efficacy to date [28]. The paleo AIP is perhaps the most 
restrictive diet during induction, with staged elimination 
of grains, dairy, legumes, nightshades, alcohol, processed/
refined foods and additives, though it focuses on nutrient 
dense intake, high in meats, and emphasizes other lifestyle 
factors. A small uncontrolled study of 15 adults with active 
CD and UC found 73% (11/15) achieved clinical remission 
(measured by partial Mayo score for UC or Harvey Brad-
shaw Index for CD), as well as improvements in fecal calpro-
tectin and quality of life, though patients were not followed 
into reintroduction [22]. The UCED is a two-phase diet used 
for treatment induction, limiting animal fats and sulfated 
amino acids, and was associated with 38% improvement 
in UC activity scores in a prospective, single-arm, open-
label study of 24 pediatric patients with mild-to-moderate 
UC [23]. A more recent trial, CRAFT UC, randomized 51 
adult UC patients to UCED with or without fecal microbiota 

Table 2  Study outcomes of specialized diets in IBD

Diet Outcomes

DINE-CD: Mediterranean diet vs.
Specific carbohydrate diet (SCD)

• RCT of adults with mild-to-moderate CD found no significant difference in symptomatic remis-
sion between groups at week 6

• 40–50% of patients in both groups had symptomatic or clinical remission and 30–35% had 
improvement in fecal calprotectin at weeks 6 and 12 [21]

Paleo autoimmune protocol (AIP) diet • Uncontrolled study of adults with active CD and UC found 73% achieved clinical remission), as 
well as improvements in fecal calprotectin and quality of life at weeks 6 and 11 [22]

UC exclusion diet (UCED) • Prospective study of pediatric patients with mild-to-moderate UC found 38% improvement in 
disease activity scores at week 6 [23]

CRAFT UC trial • RCT of adults with mild-to-moderate UC found higher rates of remission and mucosal healing 
with UCED alone compared to FMT +/- diet at week 8 [24]

CD exclusion diet (CDED) + PEN vs. EEN • RCT of pediatric patients with mild-to-moderate CD found that both CDED + PEN and EEN were 
effective at achieving remission at week 6

• CDED + PEN was superior in sustaining remission and reducing inflammation compared to EEN 
transitioned to PEN at week 12 [25]
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transplantation (FMT) or FMT with a free diet. The UCED 
alone achieved higher remission (~ 40%) and mucosal heal-
ing rates (27%) compared to FMT with or without dietary 
modification [24]. Finally, with respect to dietary modifica-
tions, patients often ask about the value of testing for IgG 
to identify potential sensitivities. Unlike IgE, which may 
suggest food allergy, IgG testing does not carry a patho-
physiologic basis for demonstrating food allergy, sensitivity 
or intolerance and is not recommended by guidelines [29].

It is important to recognize that specialized diets, like the 
SCD or other exclusion diets, often begin with an induction 
phase (lasting anywhere from 1–6 weeks), followed by a 
maintenance phase that is self-paced to allow for achieve-
ment and/or maintenance of remission. It is suggested that 
remission be maintained for anywhere from three months 
to two years before introducing foods initially excluded. 
Foods can generally be added back into the diet one at a 
time every few days and gradually thereafter, based on indi-
vidual tolerance.

Specialized Diets Involving Enteral Nutrition

In certain circumstances, liquid-based nutrition may be indi-
cated for patients with active disease (whether periopera-
tive, active disease, symptoms or complications affecting 
oral intake and/or as a form of induction therapy) or those 
in remission with associated malnutrition. In these cases, 
enteral nutrition (EN), with or without a whole foods diet, 
can be a helpful approach. Standard formulas of liquid sup-
plementation contain complete nutrition with carbohydrates 
(little or no fiber), fat and protein (typically polymeric, 
though can be elemental or semi-elemental). Administration 
of EN via oral intake is preferred, with polymeric formulas 
being more palatable and commercially available. However, 
nasogastric, nasoduodenal or percutaneous gastrostomy/jeju-
nostomy tubes are utilized when oral intake remains insuf-
ficient or is not feasible [4••]. EN may be given as exclusive 
enteral nutrition (EEN, comprising > 90% daily calories), 
partial enteral nutrition (PEN, comprising ~ 50% daily calo-
ries) or as a supplement (with < 50% calories from formula). 
When given as a supplement, EN is often referred to as oral 
nutrition supplementation (ONS). EN is preferred over par-
enteral nutrition (PN), which is administered intravenously, 
except when EN is contraindicated (i.e., patients with bowel 
obstruction, short bowel syndrome or those who are intoler-
ant of oral feeds). Of note, those with distal fistulizing CD 
with low output can generally receive EN, whereas partial 
parenteral nutrition (PPN) or total parenteral nutrition (TPN) 
should be used in those with more proximal, high output 
fistulas and is of primary importance for those who can-
not maintain adequate hydration orally. In contrast, PN is 

generally not recommended in UC except in cases of intesti-
nal failure. Regardless of approach (EN vs. PN), monitoring 
for refeeding syndrome should be undertaken in the setting 
of prolonged nutritional deprivation.

EEN has been widely studied and proven to be effective 
for induction or symptomatic relapses in the mild-to-moder-
ate pediatric CD population [30, 31]. It is also considered a 
safe adjunctive therapy in the pediatric UC population. EEN 
is typically administered over 6–12 weeks and results in high 
remission rates of 50–80%. Though it can be effective in 
adults as well, EEN is generally not tolerated for prolonged 
periods of time in the adult population, affecting adherence 
and response rates. The goal of EEN is to supply 100% of 
nutritional needs in the form of a nutrient-dense liquid sup-
plement, purposefully easing digestive function and allowing 
for bowel rest. It has been associated with superior mucosal 
healing (up to 80%) [25, 30]. However, EEN may not need 
to be used in lieu of medical therapy. A recent meta-analysis 
of nine studies suggested that EEN may improve response 
and remission rates for CD patients already on anti-tumor 
necrosis factor (TNF) therapy, again highlighting the syner-
gistic effects of diet and medical therapy for patients [32].

Consideration for use of EEN as first line nutrition 
therapy should focus on patients’ ability to maintain com-
pliance, as well as optimizing their quality of life. Given 
limitations of widespread adoption of EEN, Levine et al. 
recently conducted an RCT comparing EEN with a Crohn’s 
Disease exclusion diet (CDED) and PEN in 78 children with 
recently diagnosed mild-to-moderate CD. CDED excludes 
dairy, wheat, animal fat, additives, fried foods and pro-
cessed foods, but in a two-stage manner includes fruits, 
vegetables, rice, potatoes, lean meats and eggs. During the 
first six weeks of the study, CDED was given with 50% EN, 
whereas the other arm was 100% EN. The authors found 
that both were effective at achieving remission, but CDED 
plus PEN was better tolerated than EEN. In the second six 
weeks, CDED was given with 25% EN and the EEN arm 
was transitioned to 25% EN with a free diet. At week 12, 
they found CDED plus PEN was superior in sustaining 
remission and reducing inflammation, as measured by fecal 
calprotectin [25].

Similar recommendations for specialized diets apply to 
the use of EN, with staged introduction/induction, mainte-
nance and reintroduction of foods. With EN, the first 4–12 
weeks of the diet are used to induce remission, and when 
combined with a whole foods diet, it is helpful to initially 
limit insoluble fiber that could cause obstructive issues. Dur-
ing latter stages of induction or maintenance, once patients 
are feeling better, it may be feasible to gradually add soluble 
fiber from fruits and vegetables. For patients doing EEN 
initially, latter stages may also allow for reintroduction of 
whole foods and shift towards PEN and even ONS. Even-
tually, during reintroduction, movement should be towards 



188 Current Gastroenterology Reports (2022) 24:183–190

1 3

a Mediterranean style diet with minimization of processed 
foods and refined sugars. It is important to recognize that 
many specialized diets may involve unique sustained elimi-
nations, particularly as they relate to dairy and gluten, 
though there is insufficient data to recommend this.

Perioperative Nutritional Management

Perioperative nutritional management should be focused 
on optimizing nutritional status prior to elective surgery 
for IBD. Enhance Recovery After Surgery (ERAS) pro-
tocols offer perioperative nutrition support most often in 
the form of higher carbohydrate ONS a few weeks to days 
leading up to surgery, as well as aggressive nutrition sup-
port in the few days following surgery, with the intent to 
achieve early recovery by minimizing the stress response 
from surgical intervention [33]. Per ERAS protocols, ONS 
can be implemented as first line therapy, followed by EN 
support, if patients are unable to meet metabolic demands 
with oral supplementation alone. Multiple cohort studies 
have found that preoperative EN support is associated with 
decreased complication rates, including related to stoma 
function and infection, in patients undergoing surgical 
management of IBD, especially those with CD [34, 35]. 
A retrospective case-control study of stricturing or pen-
etrating CD patients undergoing planned surgery found 
that 25% of patients receiving EEN preoperatively were 
able to avoid surgery [36]. In this study, preoperative EEN 
(mean duration 6.3 weeks, SD 0.4) was associated with a 
shorter length of operation and lower rate of postopera-
tive complications [36]. The European Crohn's and Colitis 
Organisation (ECCO) Current Practice Position statement 
notes that EEN may improve nutritional status and reduce 
complications for preoperative CD patients, though opti-
mal duration and route of administration is best defined 
by a multidisciplinary team [37]. In malnourished patients 
who require emergency surgery, EN or TPN should be ini-
tiated as early as possible, especially if prolonged nil per 
os (NPO) status is anticipated. In all circumstances, EN is 
preferred over TPN, which is reserved for cases in which 
EN is contraindicated (i.e., ileus, obstruction, intestinal 
ischemia, severe shock). The significant metabolic impact 
of a surgical intervention is the result of total body protein 
catabolism and an increased postsurgical stress response, 
as evidenced by increased cardiac output, hyperglycemia, 
insulin resistance and mobilization of energy reserves 
for tissue repair and fuel optimization. In malnourished 
patients, this response can result in postoperative compli-
cations and longer hospitalizations. The primary goals of 
perioperative nutrition support are to minimize surgical 
stress, improve physiologic and functional recovery and 
reduce postoperative complications [18••, 38, 39].

Conclusion

Patients with IBD face several concerns regarding risk of 
malnutrition, micronutrient deficiency and change in dietary 
patterns during periods of remission and active disease. 
Malnutrition remains a common complication of IBD, both 
as a direct consequence of the disease itself and secondary 
factors, including decreased oral intake, disordered eating, 
malabsorption, increased nutrient losses and food insecu-
rity. Patients should undergo appropriate risk stratification 
with close monitoring of their nutritional status as part of 
routine IBD care and perioperative nutrition management 
under the guidance of an IBD specialized RD. The approach 
to each patient should be individualized based on disease 
subtype, extent of involvement/clinical severity, medical and 
surgical history and psychosocial determinants of disease. 
In most studies presented, dietary interventions were per-
formed in patients on stable medical therapy, rather than in 
lieu of therapy, suggesting that diet can be utilized alongside 
medical and/or surgical therapy to improve response rates and 
quality of life. Research is ongoing, and indeed we may find 
that a subset of patients may only need dietary manipulation 
for management of IBD. Larger, evidence-based studies are 
needed to further guide treatment decisions to help promote 
optimization of nutritional status and dietary approach.
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