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Medical Presentation: Case Study Adm
  

• M.A.: 28 year old male 

• Presented to Emergency Department at Thornton Hospital 

with severe ulcerative colitis (UC) flare 

•  recurrent bloody stools (4-5BM/day), severe abd pain, bloating 

• Clostridium difficile (C. diff) positive (likely from previous 

adm) 

• Admitted January 3, 2013 through April 2, 2013  

•  Length of Hospital Stay: 89 days  



Previous Adm: Dec 13-21, 2013 
• Presentation: UC flare 

•  severe bloody stools (12-15BM/day) 
•  abdominal pain 
•  bloating 
•  Additional Dx: Cronh’s Disease (CD) 

•  Treatment 
•  Prednisone taper  

•  Glucosteroid- monitor blood glucose 
•  Remicade 

•  Tumor necrosis factor alpha (TNF-α) blocker used to treat severe, 
unresponsive UC  

•  Discharge 
•  Clinical Improvement 
•  Noted rising CRP (Table 1) 



Anthropometrics/Weight Loss Hx 
• UBW: 155-160lb 
• December Adm Weight: 156lb 

•  74’’ (6ft 2in.)  
•  BMI 20, IBW 190lb, 82%IBW 

• Case Study Adm Weight: 132lb 
•  BMI 17, 69%IBW 

•  Lowest Weight during Case Study Adm: 102lb  
•  BMI 13, 54%IBW 

• Discharge Weight: 114lb 
•  BMI 14.6, 60%IBW   





CASE STUDY ADMISSION: 
CLINICAL INTERVENTIONS 



Initial Procedures  
• C. Diff+: Surgery postponed to January 9, 2013 
•  Initial Surgical Intervention:   

•  Laparoscopic-assisted total abdominal colectomy 
•  End ileostomy  
•  Mucous fistula 

•  discharge mucous or gasses from the non-functioning portion of the 
colon and rectum 

•   Laparascopic assisted splenic flexure mobilization:  
•  COMPLICATIONS: stool spillage into abdomen d/t torn bowel 

during surgery  
•  Abd irrigated, drained 



Clinical Course: Numerous Complications 
•  1/3 Detection of C. Diff 
•  1/9 OR: Laparocopic-assisted total abdominal colectomy with end ileostomy and mucous fistula and laparascopic assisted 

splenic flexure mobilization: stool spillage into abdomen d/t torn bowel  
•  1/16 Ileus pattern on KUB  
•  1/17: IR unable to drain intraabdominal abscess  
•  1/20 Blair MD: CT abdomen and pelvis: “slightly interval worsening of the multiple dilated loops of small bowel with several 

areas of narrowing compared to prior CT abdomen and pelvis imaging; persistent fluid collection within the right posterior pelvis 
and under the right rectus abdominal muscle” 

•  1/25 EGD: 450cc bilious fluid detected, removed via suction 
•  1/30 Febrile, bandemia 
•  2/1 Continued fever (101.6F max), emesis, >5L ileostomy OP. Sigmoidocopy: mild patchy erythema and loss of vascularity 

throughout the terminal ileum, severe ulcerated and denuded rectal stump not consistent with diversion colitis. A larger ulcer 
(8mm) was also seen 25cm from the stoma 

•  2/4 OR: Complete protectomy, repair of small bowel enterotomy, and abdominal abscess washout. Intubated 
•  2/6: Extubated 
•  2/7 Re-intubated d/t increasing respiratory effort 
•  2/9 OR:  Soft tissue infection 2/2 enterocutaneous fistula: exploratory laparotomy, takedown enterocutaneous fistula, small 

bowel section, abdominal washout 
•  2/10 OR: abdominal washout, abthera wound vac placement, intra-operative ileoscopy 
•  2/11 OR: abdominal washout, end ileostomy, abthera wound vac placement  
•  2/13 OR: abdominal washout, retention sutures for partial abdominal wound closure, abthera wound vac placement  
•  2/15 OR: abdominal washout with abdominal closure, wound vac placement  
•  2/18: Extubated, ~2L bloody stool output  
•  Post 2/18 complications: wound vacuum malfunction due to obstructions, high fistula output with leakage, and continued high 

ileostomy output/leakage 



Summary of Complications 
• Non-draining, intraabdominal absess à N/V 
• EGD: 450cc bilious fluid  
•  Fever, bandemia, emesis, high ileostomy/fistula output 
•  Further surgical interventions:  

•  Protectomy (removal of anus) 
•  numerous fistula closures 
•  5 abdominal washouts 

• Post Surgeries: Sepsis à progression to SIRS 
•  Further Complications: 

•  wound vac malfuction d/t obstructions 
•  high fistula and ileostomy output (max 6.4L) and leakage 



Output Hx: Table 2 



INFLAMMATORY BOWEL 
DISEASES:  

CRONH’S DISEASE, 
ULCERATIVE COLITIS 



Crohn’s Disease vs Ulcerative Colitis   
• Cronh’s Disease (CD) 

•  transmural inflammation of the 
digestive tract  

•  affects any portion of GI tract from the 
mouth to the most distal bowel in a 
discontinuous fashion  

• Ulcerative Colitis (UC) 
•  Inflammation generally restricted to 

mucosa 
•  contiguous disease that usually begins 

in the rectum and progresses up the 
colon at varying lengths  



Pathophysiology: CD and UC  
• Etiology unknown: likely involves complex interactions 

between the GI immunologic system, gut microflora, 
genetics, and environmental factors  

• Both conditions: Inappropriate T-cell activation à release 
of inflammatory cytokines  

• GI Dysbiosis:  
•  Increases in Enterobacteriaceae, Bacteroidetes, Enterococci, 

Clostridium difficile, E. coli, Shigella flexneri, and Listeria spp  
•  Decreases in Firmicutes, Eubacterium rectale, Bacteroides fragilis, 

B. vulgatus, Ruminococcus albus, R. callidus, R. bromii, and F. 
prausnitzii  



Medications, FDIs, Surgical Management 
•  Corticosteroids 

•  Monitor BG 
•  Ca-Vit D suppl recommended with long term use.  

•  Anti-inflammatory agents (aminosalicylates) 
•  Immunosuppressive agents (cyclosporine, azathioprine, 

mercaptopurine) 
•  Monitor renal & hepatic function 

•  Antibiotics (metronidazole) 
•  Diarrhea: losses of Na/K, Zn, Mg 

•  Monoclonal antitumor necrosis factor (anti-TNF) (Remicade) 
•  CD: 50-70% will require surgery: resections of the intestine 
•  UC: 20% of will require a colectomy and ileostomy 



Complications, Symptoms, Prognosis  
•  CD complications 

•  abscesses, deep-ulcers, fistulas, fibrosis, submucosal thickening, 
localized strictures, narrowed segments of bowel, obstructions 

•  UC complications 
•  less common 
•  bleeding from deep ulcerations, bowel rupture, severe abdominal 

bloating 
•  Symptoms:  

•  diarrhea, abdominal pain and bloating, fever, weight loss, anemia, food 
intolerances, malnutrition, and growth failure in children 

•  bloody stools more common in UC 
•  Px 

•  Mortality ratio: 1.4 to 5 times the general population 
•  Increased risk of small bowel malignancy 



NUTRITION CARE PROCESS 



Medical Nutrition Therapy (MNT): 
Hospitalization  
•  Initial Nutrition Presentation:  

•  Weight Loss Trigger: 24lb in <1month (severe weight loss) 
•  BMI 17, 69%IBW 
•  Low Prealbumin 8 (12/15), CRP 22.2 (12/15) 
•  Low ionized Ca (1.11) 
•  Low Na/Cl (130/95) à likely related to loose stools 
•  Low Cr (0.57) 

• Nutrition Diagnosis:  
•  Inadequate protein-energy intake r/t medical condition, suboptimal 

appetite prior to admit AEB 24lb weight loss, depleted prealbumin. 
• Estimated Needs:  

•  Mifflin: 1621 x 1.3-1.5 
•  2100-2400kcal (35-40kcal/kg), 90-120g protein (1.5-2g/kg)  
•  Maintenance Fluids: 2100-2400kcal (1ml/kcal) 



Diet Order History: Table 4 



TPN Hx 
• Post initial surgery: Supplement to oral diet 

•  Continuous D15%, AA5% @40ml/hr + 20%IL 20ml/hr x 12hrs via 
PICC 

• Post proctecomy 2/9/13:  
•  Intubated: Penn State Equation 
•  Continuous TPN @90ml/hr + IL 
•  TG increased from 61 to 282: d/c IL 
•  Extubated: resumed oral diet, placed on cyclic TPN 

•  POCT-BS: 45-474 
•  d/c cyclic, restarted on continuous 

•  Continued high fistula and ileostomy output (max 6.4L/day) 
•  Made NPO, restarted on TPN @40ml/hr per MD (38% lower end needs) 

•  Energy needs NOT met via TPN until 5 days after NPO  
•  Weight decreased from 114lb to 106lb  



Tube Feeding: Appropriate? 
• Post Proctecomy  

•  Trickle TF Peptamen AF via NG @ 10ml/hr à advanced to 60ml/hr, 
then d/c 9 days after initiation  

•   Why were TF indicated now, but not after the first surgery? Need 
for weight gain?  

•  Contraindications: Need for bowel rest, high output fistula (>1L) 
indicating malabsorption 

•  *To confirm malabsorption: look at ileostomy output, compare to TF  



Regular vs Low Residue Diet 
• Advanced to Regular diet February 21 

•  Indication: need for weight gain 
•  Sample diet: pizza, French fries, hot dogs, cookies and ½ lb 

cheeseburger  
•  High Fat 

•  Increased output: >2L, Max 6.4L/day 
•  Fat malabsorption likely d/t CD, UC, and increased gastrointestinal 

inflammation 2/2 to multiple surgeries and recent SIRS  
•  At urgent request from family to control output, M.A. was made 

NPO March 14 and re-started on TPN @100ml/hr + 20ml/hr x 12 
hrs 

•  Discharged on cyclic (?) TPN 2400ml +IL 20ml/hr x 12 hrs nightly 



Low FODMAP Diet 
•  FODMAP: fermentable, oligosaccharides (fructans and 

galactans), disaccharide (lactose), monosacchride (fructose), 
and polyols  

•  FODMAPs: poorly absorbed in the small intestine, osmotically 
active, and rapidly fermented by bacteria à functional 
symptoms secondary to luminal distention  

•  Breath Hydrogen Testing  
•  Hydrogen>Methane = poor absorption 

•  Sustained reduction in symptoms of abdominal bloating and 
cramping in 74% of 62 patients with functional gastrointestinal 
disorders  

•  Pilot study: 10 ileostomates- frequency of pouch emptying 
reduced. Increasing FODMAPs was associated with a 22% 
effluent volume increase.   





Past Medical Hx, Family Medical Hx 
• PMH:  

•  UC Dx: 2008 (age 23). Sx of severe abd cramping/pain started 
after eating Carl’s Junior burger.  

•  ER 2010 à remission until Thanksgiving 2012 
•  Thanksgiving 2012: beginning of UC flare  
•  Severe soy allergy as baby: 3 hospitalizations  

•  “One in 20 million” allergy 
•  No longer has allergy 

•  FMHx 
•  Paternal Uncle: colon cancer survivor 
•  Paternal first cousin: Celiac Disease 
•  Mother: Diverticulosis 



Social Hx 
• Attended small Catholic private school K-8th grade 

•  30 classmates: 15 boys, 15 girls 
•  3 boys (including M.A.) dx with severe IBD, all required J-pouchs 

and semi/total colectomies 
•  10% of class with IBD vs 0.396% worldwide prevalence  

• Education: BA and MA in English Literature 
•  FODMAP Diet compliance associated with time availability, higher 

education status, and use of specific cookbooks 

• Support system:  
•  Married mother and father, 2 brothers 
•  Tight group of friends  
•  Does not attend support groups 



Potential triggers of UC Flare 
Thanksgiving 2012 
• Stress 

•  Sharing room with younger brother in parents house 
•  Trying to find job in struggling economy 
•  Hired for office job at County: increased stress 

• Dietary Intake 
•  Typical Western diet 

•  High fat, high animal protein, high omega 6:omega 3, low to moderate 
fruits and vegetables 

•  Increased alcohol consumption  
•  From rare EtOH intake to nightly glass of wine 



Sample Diet: Table 5 



Isotretinoin (Accutane®) 
• M.A. reports undergoing “2 rounds” of Accutane for severe 

acne as a teenager 
• Accutane:  

•  Maker: Roche Pharmaceuticals 
•  Vitamin A analog approved by FDA for severe nodulocystic acne in 

1982  
•  Pulled from the US market in 2009, citing “high costs from 

personal-injury lawsuits” (multi-million dollar settlements) 
•  Generic forms still available  



Isotretinoin (Accutane®) and IBD 
•   Several studies link IBD (particularly UC) to Accutane exposure 
•  Case-controlled analysis of claims data from 8,189 cases of IBD 

(4,428 UC, 3,664 cases CD)  
•  Accutane exposure strongly associated with increased risk of UC (OR 

4.36, 95%CI 1.97, 9.66), but not CD (Crockett) 
•  Dose-responsive relationship: higher doses, dose escalation, and longer 

durations associated with the highest risk of UC.  
•  As of January 2012, there were 6,000 cases pending against 

Roche Pharmaceuticals 
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