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PATIENT HISTORY AND DIAGNOSIS
· HP, a patient who has a current diagnosis of ulcerative-colitis, was admitted with bloody bowel movements, and gastrointestinal bleeding, which are reoccurring. 
· Past medical history includes gastroesophageal reflux disease (GERD), hypertension, insomnia, ulcerative colitis, diverticular disease, urinary tract infection, thyroid problems, and colitis. 
· HP husband states that she lost 10-15 pounds last year due to abdominal discomfort, nausea, vomiting, and diarrhea. Her food intake was poor and has been decreasingly worse over the past three weeks. Total parental nutrition (TPN) was administered last year. 
· HP lives at home and is married with three children. She does not smoke or drink alcohol.
PATHOPHYSIOLOGY	
            According to Centers for Disease Control and Prevention (CDC), IBD is defined as “a broad term that describes conditions with chronic or recurring immune response and inflammation of the gastrointestinal tract. The two most common inflammatory bowel diseases are ulcerative colitis and Crohn’s Disease” (1). IBD has no known cause but is thought to be caused by a few factors including, inherited, immunologic, and environmental factors. Ulcerative colitis affects the large bowel but more specifically affects the upper layers of the colon (1). Usual symptoms include, loose stool, bloody stool, abdominal pain, and a feeling of the need to have a bowel movement (1).  
Certain genetic predispositions and unknown irritants such as, viral, bacterial, or autoimmune factors are suggested causes of IBD (2). Through these factors, abnormal activation of the mucosal immune response occurs along with a secondary systemic response (2). This causes damage to the cells of the small and/or large intestine leading to malabsorption, ulceration, or stricture (2). Symptoms then include diarrhea, weight loss, poor growth, and hyperhomocysteinemia (2). There are medical and nutritional management approaches that should be followed to control these symptoms. Some medical management suggestions include corticosteroids, anti-inflammatory agents, immunosuppressants, antibiotics, and anticytokine medications. Nutritional management approaches include, oral enteral formula and use of foods that are well tolerated. Also, parenteral nutrition in patients with severe disease or obstruction as well as multivitamin supplements containing folic acid, B12, and B6 (2). 
Diagnosis of IBD is done through blood tests, stool samples, colonoscopy, small bowel imaging, computerized tomography (CT) scan, and magnetic resonance imaging (MRI). Before diagnosing IBD all other possible causes for signs and symptoms must be ruled out, “including, ischemic colitis, infection, irritable bowel syndrome (IBS), diverticulitis and colon cancer” (3). 
	Environmental factors which are said to cause IBD include, contact to unsanitary surroundings during growth which allow for the intestinal atmosphere to develop ideal mucosal immune changes and regulation, which stops any future inflammatory reactions (4). Smoking is another environmental factor which leads to more severe symptoms and higher risk of problems (3). Diet is considered an environmental factor that triggers relapses of IBD. Foods, microbes, and individual nutrients and incidental contaminants provide a large number of potential antigens (2). 
[bookmark: _GoBack]There are several treatments available for IBD. Drugs are used for treatment of IBD to reduce the inflammation that triggers your signs and symptoms. Anti-imflammatory drugs such as, sulfasalazine (Azulfidine), mesalamine (Apriso, Asacol, Lialda), or corticosteroids are used. Immune system suppressors can be used. These include Azathioprine and mercaptopurine, Cyclosporine, Infliximab. Antibiotics and other medications like anti-diarrheals, pain relievers, iron supplements, vitamin B-12 shots, calcium and vitamin D supplements or pain relievers can be used. (3). Drugs are used to help lower the severity of symptoms (3). Surgery is used after medications and dietary plans fail. 
Effects of disease and treatment play a significant role to the individual. According to CDC, “IBD is one of the most prevalent gastrointestinal disease burdens in the United States, with an overall health cost of more than $1.7 billion. Each year, in the US, IBD accounts for more than 700,000 physician visits, 100,000 hospitalizations, and disability in 119,000 patients” (1). 
MEDICAL NUTRITION THERAPY
 “The reported prevalence of protein-energy malnutrition in IBD is in the range of 20-85% of hospitalized patients with Crohn’s disease and ulcerative colitis” (5). Supportive and primary therapies are used to treat IBD. Primary therapy believes in the uses of corticosteroids as a most successful treatment in adult IBD patients (5). It is said that the remission rate when using corticosteroids is considerably less than with those who used enteral nutrition (5). Supportive therapy aims to correct malnutrition and macronutrient deficiencies and reverse their metabolic pathological consequences, in addition to providing advice on specific dietary regimes (5). This treatment includes enteral and parenteral nutrition therapy. The main goal of supportive nutrition is to increase the nutritional standing of an undernourished patient, with the enteral route being the preferred way. “Increasing oral intake with nutritional supplements, food fortification and a high protein, high-energy diet may be considered initially to improve nutritional status” (5). It has been suggested that probiotics and prebiotics are options in therapeutic interventions. Intakes of probiotics, which are live micro-organisms, are thought to manipulate the intestinal microbiota in an attempt to reduce the inflammatory response (4). Prebiotics are thought to “elevate the endogenous numbers of beneficial bacterial strains” (4). 
In patients which experience severe complications and symptoms, appetite is lowered which can cause malnutrition. Psychological effects such as, avoidance of food in general, is common among these patients and also causes malnutrition. These effects can impact the overall well being of life in an individual. Potential nutrition related problems associated with IBD include anemia related to blood loss and poor food intake, gastrointestinal narrowing and strictures leading to bloating, nausea, bacterial overgrowth and diarrhea is common (2). Malabsorption, food aversions or associations, anxiety, and fear of eating relating to abdominal pain, nausea, vomiting, bloating and diarrhea are all problems (2). Drug-nutrient interactions, true and perceived food allergies, dietary restrictions, both iatrogenic and self-imposed can impact patients with IBD (2). Also, complications including: growth failure, weight loss, micronutrient deficiencies, and protein-calorie malnutrition are all potential problems. Elevated serum homocysteine levels, representing depletion of B-complex vitamins, especially folate can occur (2). 
	The major goal of medical nutrition therapy for IBD is to restore and maintain the nutrition status of the individual patient (2). Steps taken to accomplish this are certain foods, dietary and micronutrient supplementation, and enteral or parenteral nutrition. Enteral and parenteral support can be used although there is controversy on its effects. This form of support can take four to eight weeks for results to be seen so patience is imperative. Energy needs for patients are not greatly increased although protein needs maybe increased depending on the severity of the disease (2). Supplementation of vitamins, especially folate, B-6, and B-12, may be needed since the patients cannot usually eat a complete diet (2). Usually diets for IBD are tailored to specific individuals because some foods may affect one patient’s symptoms while not affecting another. 
	A low residue diet is encouraged along with a healthy balanced diet to avoid disruptive events (5). Specific foods such as, fruits, vegetables, red meats, dietary fiber, and alcohol are all often times avoided in a patient’s diet for IBD since they cause adverse symptoms that trigger inflammation. This can cause risk factors that lead progression of the disease from an over-all poor quality diet. Strategies to avoid food intolerances are to increase amino acids, antioxidants, probiotics and prebiotics. Uncooked meats and eggs are suggested to be avoided and dietary precautions also need to be taken during travel to areas with poor standards of food handling practice since the intestines are more susceptible to food borne illnesses. Dietary calcium is recommended at 1.5g a day and 5mg is suggested for dietary folate to help make their diet complete. “Folate deficiency has been associated with DNA damage and is a putative mechanism in the pathogenesis of colitis associated cancer” (5). Dietary calcium is shown to improve the overall bone mineral density and used for strategies in preventing bone loss in IBD patients who have a high occurrence of corticosteroid usage (5. Other supplementations like fish oils, and vitamin D are important for IBD patients since food in general is often avoided when they cause complications. 
	Some lifestyle and home remedies for treating IBD include, limiting irritant foods, limiting dairy products, experiment with fiber, avoid problem foods, eat small meals, drink plenty of liquids, and consider multivitamins (3). Avoidance of stressful situations and smoking can also reduce symptoms and complications. A low carbohydrate diet is often used to “eliminate refined sugar to correct for the imbalance caused by restricting the carbohydrates available to intestinal bacteria and yeasts” (6).
	Educating the patient on a dietary plan is important for intervention since often time’s patients are confused with information provided by the media, family, health care providers, and other sources. Support groups and counseling is another alternative to reducing some symptoms and helps figure out ways to cope with the disease. 
PATIENT PROGRESS
· HP was placed on a continuous intravenous (IV) therapy at 80 milliliters (ml) an hour and low molecular weight (LMW) Dextran. IV was reduced to 50 ml an hour on day two. HP was also placed on a nothing by mouth (NPO) diet upon admission. On day two, a clear liquid diet was ordered. 
· Patient was given intravenous steroids which later changed to oral steroids as well as balsalazide. 
· HP had a good appetite on day two with no stomach pain or nausea while still on a clear liquid diet. She stated her preferences of Italian ice and chicken broth. She does not prefer sweet tea, grapefruit juice or Jell-O. 
· Calcium repletion was suggested by the dietitian to the doctor on day two. The doctor ordered a pre-albumin check.
· HP was discharged with a clear liquid diet while adding additional foods as tolerated after day three. Patient had controlled symptoms with no nausea, vomiting, or diarrhea. 
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