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Diet in Inflammatory Bowel Disease

My musings on the quality of dietary research and practice

Exclusive Enteral Nutrition (EEN)

Special diets in IBD (CDED, CD-Treat, SCD, MedDiet)

Ultra-processed foods and food additives in IBD

New diet guidelines published



The reasons that foods and diets can affect IBD
And why this makes it so difficult for us all to research!

Food or Diet has a 
physiological effect

The special food or special diet 
contains “good things” and less “bad 
things” that have been shown to help 

my IBD

For example,
More fibre, probiotics

Less sugar, fat, UPFs, additives

Food or Diet has 
a placebo effect

“My gastro said the diet was good”
“The dietitian listened to my concerns”

“I’d read good things about it online”
“My friend with IBD recommended it”

“I went shopping with less worry”
“I now know what to eat”

“I felt supported”
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Not all scientific research is equal!

Intervention studies

Observational studies

Experience and opinion



Exclusive enteral nutrition in Crohn’s

Narula, Cochrane Database 2018; 4



EEN is difficult to tolerate, how can we 
obtain the benefits but through diet?

Reduce to partial 
enteral nutrition 
alongside eating 
some food

Crohn’s

Disease

Exclusion

Diet

Replace all EEN 
with food

CD-
Treat



Reduce: partial enteral nutrition with
Crohn’s disease exclusion diet (CDED)
CDED excludes:
Gluten
Dairy products
Animal fat and Processed meats
Emulsifiers
Baked goods and breads
Canned foods
Packaged products
(increase specific fruits & vegetables)

Exclusive Enteral Nutrition (EEN) vs
Partial Enteral Nutrition (PEN) + CDED
78 children with active Crohn’s disease
Primary outcome “tolerance” (did they withdraw or not)

Levine, Gastroenterology 2019; 157: 440–450



Yanai. Lancet Gastro Hep. 2022; 7: 49-59

CDED + Partial Enteral Nutrition
vs CDED
40 adults with active Crohn’s 
treated for 24 weeks

Reduce: comparative trial of 
CDED/PEN vs CDED

No difference in remission, response, HBI, endoscopic remission, CRP or calprotectin



Svolos. Gastroenterology. 2019; 156: 1354–1367

5 children active Crohn’s disease, 
Pilot study of CD-TREAT

Reduced disease activity (PCDAI)
Reduced faecal calprotectin

Recreate EEN through normal diet 

Exclude:
Gluten
Lactose
Alcohol

Restrict:
Starch (in favour of protein)
Fibre (c. 50% reduction)

Matching EEN for:
Macronutrients
Micronutrients

Replace: CD-Treat proof-of-concept

Experience 
and opinion



Specific carbohydrate diet (SCD)

Exclude Include
Grains 
e.g. wheat, barley, corn, rice

Almond flour
Coconut flour

Added sugar Honey

Milk products Fermented yogurts

Experience 
and opinion



191 adults with mild-to-moderate Crohn’s disease
(CDAI 150-400, but objective inflammation not essential)

SCD vs Mediterranean diet for 12 weeks
Feeding trial

Lewis, Gastroenterology, 2021;161:837–852

Specific carbohydrate diet 
vs Mediterranean diet 

Remission at 6 weeks (CDAI<150) 
Specific Carbohydrate Diet  43.5%
Mediterranean diet  46.5% 

No difference in symptom response, 
calprotectin response, weight loss at any time



Ultra-processed foods

Srour, Lancet Gastro Hep, 2022; 7: 1128-1140.



Narula, Clin Gastro Hep, 2023; 21: 2483-2495

Crohn’s Disease: 71% higher risk of developing Crohn’s Disease 
Ulcerative Colitis: No greater risk of developing Ulcerative Colitis 

UPF and risk of IBD



Narula, Clin Gastro Hep, 2023; 21: 2483-2495

Risk of developing Crohn’s disease among 10,000 
people in the UK (about 1 person might develop 

Crohn’s disease in the next year)

What does a 71% increased risk look like?



Narula, Clin Gastro Hep, 2023; 21: 2483-2495

Risk of developing Crohn’s disease among 10,000 
people in the UK if you eat lots of UPF

(about 1.71 people might develop Crohn’s disease 
in the next year)

What does a 71% increased risk look like?



Food additivesFood additives



Impact of food additives on the gut

Whelan, Nature Gastro, 2024; 21: 406–427



ADDapt: double-blind, re-supplementation RCT

Professor Kevin Whelan (PI)
Professor James Lindsay (Co-I)
Professor Benoit Chassaing (Co-I)
Dr Megan Rossi (Co-I)
Dr Aaron Bancil
Dr Alicia Sandall
Dr Selina Cox
Dr Yifan Xu
Dr Katie Dalrymple
Christos Kelaiditis
Amy Buckley
Sinead Burke

19 amazing clinical sites across the UK!



154 people with 
Crohn’s disease
Mild to moderately active
CDAI 150-250, plus
• Faecal calprotectin >150, or
• Radiology or Endoscopy

Emulsifier-containing diet (n=75)
1. Restriction of emulsifiers (dietitian advice, barcode scan)
2. Re-supplementation with supermarket foods: emulsifier-containing
3. Re-supplementation with snacks x3/d: emulsifier-containing

Low emulsifier diet (n=79)
1. Restriction of emulsifiers (dietitian advice, barcode scan)
2. Re-supplementation with supermarket foods: emulsifier-free
3. Re-supplementation with snacks x3/d: emulsifier-free

Long term follow-up
Diet advice and support: low 
emulsifier diet (dietitian, app)

Baseline
Crohn’s Disease Activity index (CDAI)
Faecal calprotectin (ELISA)
Gut microbiota (16S, Metagenomics) 
Blood and urine (in subgroup, metabolomics)

    8 weeks
Numbers with CDAI Response (1° outcome)
CDAI (remission, absolute, delta)
Faecal calprotectin (ELISA)
Gut microbiota (16S, Metagenomics) 
Blood and urine (in subgroup, metabolomics)

24 weeks
Numbers with CDAI Response 

CDAI (remission, absolute, delta)

ADDapt: double-blind, re-supplementation RCT



ADDapt trial – implementing the diet

Restriction of emulsifiers (both groups)
Dietitian,
written information, 
barcode scanning app



ADDapt trial – implementing the diet

Restriction of emulsifiers (both groups)
Dietitian,
written information, 
barcode scanning app

Re-supplementation through supermarket foods
25% of foods provided 
Foods that made large contribution to energy intake 
Foods that patients reported missing during our feasibility study
Either… emulsifier-containing (control) or emulsifier-free (low emulsifier diet group)

Re-supplementation through snacks
Three snacks per day
Either… emulsifier-containing (control) or emulsifier-free (low emulsifier diet group)



Emulsifier-free Emulsifiers



Can you still tell which have emulsifiers in?



Snacks either with or without emulsifiers

3 snacks per day

Biscuits, flapjacks, desserts, 
muffins, cheese scone

± Carrageenan
± Polysorbate 80 (P-80)
± Carboxymethylcellulose (CMC)

Doses at standard UK levels



Results – primary outcome

Numbers who responded to the diet 
(70-point reduction in CDAI)

Intention-to-treat (n=154)

Low emulsifier diet 49.4%
Control 30.7% (p=0.019)

RR = 3.1 (p=0.003)

When you take into account other factors,
people were 3.1 times more likely
to have a response when following the 
low emulsifier diet 0%
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Low Emulsifier Diet Control

Reduction in CDAI ≥70 (ITT)



Results: clinical and inflammatory outcomes



ECCO – latest diet guidelines

Doctors, Dietitians, Patients
48 consensus statements based upon scientific 
literature
(i) Diet as therapy to induce remission of IBD
(ii) Diet as therapy to maintain remission of IBD
(iii) Dietary management of special conditions (e.g. stoma) 
(iv) Nutritional assessment and optimisation for IBD
(v) Diet as prevention of IBD development



We don’t know exactly the best diet yet, but apart from Exclusive Enteral Nutrition 
(EEN), the Crohn’s Disease Exclusion Diet (CDED) and Low Emulsifier Diet have the 
best scientific evidence so far

Specific Carbohydrate Diet (SCD) may work in Crohn’s, but only as well as the Mediterranean 
Diet which which is also much healthier for you, less restrictive and easier to follow!

It is very likely that some people with IBD respond more, and respond differently, to diet than 
others

If you are interested in following a special diet, you must always discuss this with your clinical 
team and get the support of a dietitian – some diets are restrictive

Do not mistake the (current) small amount of evidence to mean that diet is not important in IBD

(MUCH) More evidence is needed for diet in the treatment of Ulcerative Colitis

Take home messages for people with IBD



Thank you
Professor Kevin Whelan
Department of Nutritional Sciences
King’s College London @ProfWhelan
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