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Abstract

Crohn’s disease (CD) is a chronic inflammatory condition that can affect any part of the
gastrointestinal tract. The human gut microbiome is altered in patients with Crohn’s
disease. This knowledge has led to research directed at altering the microbiome for
therapeutic  potential.  Probiotics  are an attractive therapy,  both from a researcher’s
perspective and also from the patients’ perspective. In this chapter, we will review the
current clinical evidence for the use of probiotics in the treatment of Crohn’s disease.
These studies are divided into three categories: induction of remission, maintenance of
medically  induced  remission,  and  maintenance  of  surgically  induced  remission.
Unfortunately, there is insufficient evidence to support the use of probiotics in the
management of Crohn’s disease at this time.
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1. Introduction

Crohn’s disease (CD) is one of the inflammatory bowel diseases (IBD) that can affect any part
of the intestinal tract, from the gums to bum. This disease was first described in 1932 as
regional ileitis; at that time, treatment was palliative [1]. It was known even then that this
disease could cause perforation and fistulas. Crohn’s disease is characterized by transmural
inflammation, ulceration—from superficial aphthous ulcers to those that are deep and cause
penetration, with skip lesions, and granulomas on pathological specimens. The pathogenesis
of Crohn’s disease is multifactorial—genetic susceptibility, altered host immune response,
interplay with the environment, and altered gut microbiome.

The mainstay of treatment for Crohn’s disease is medical with surgical intervention reserved
for managing strictures and fistulas and for medically refractory disease. While there is no cure
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for Crohn’s disease, therapies are used to induce remission and maintain remission. When
surgery is used to induce remission, strategies to prevent post-operative recurrence are
important. Standard therapies for Crohn’s disease focus on altering the immune system with
corticosteroids, immunosuppressants, and biologic therapies that are directed at altering the
immune system. Knowledge of the role of the enteric bacteria in the pathogenesis of Crohn’s
disease has led to interest in using probiotics for the treatment of this disease.

2. The altered microbiome in Crohn’s disease

The microbiome of patients with Crohn’s disease is known to be different than healthy controls.
This difference is frequently called dysbiosis. The faecal microbiota in patients with CD has
less complexity compared to the healthy controls [2]. Further, the temporal stability of
dominant species of bacteria is lower in patients with CD compared to the controls [3]. Biopsy
specimens of patients with IBD showed an abundance of Enterobacteriaceae compared to the
controls [4]. Interestingly, in another study, biopsies from affected and unaffected areas of
tissue of patients with IBD show significant differences in diversity [5]. It is uncertain whether
the changes in the microbiota in IBD contribute to the disease development or the reverse is
true. The Genetics, Environmental, Microbial (GEM) Project is looking for insight into this
question by recruiting healthy first-degree siblings and offspring of patients with CD
(www.gemproject.ca). Alterations of the microbiome may prove to be an effective approach
for the treatment of IBD, especially if these changes in microbiome precede the onset of the
disease.

Altering the microbiome as a way to treat active Crohn’s disease (induce remission) or maintain
remission induced by surgery or medications is being explored. Current methods to alter the
microbiome include diet, antibiotics, probiotics, and more recently faecal microbial transplan-
tation.

The use of enteral nutrition (EN) to induce remission in children with Crohn’s disease has long
been described [6]. In the recent ECCO/ESPGHAN guidelines, exclusive enteral nutrition is
recommended as first-line therapy to induce remission in children with active luminal CD [7].
Recently, a systematic review of EN to maintain remission has also shown that EN is associated
with a lower risk of relapse compared to a regular diet (34% vs. 64%, p < 0.01) [8]. Dietary
therapy has rapid effects on microbiota composition and reduces inflammation [9].

Antibiotic exposure is known to be associated with dysbiosis, and this dysbiosis has been
shown to be decreased with reduced intestinal inflammation in CD [9]. There are several
studies looking at the antibiotics for the treatment of luminal Crohn’s disease with some
evidence to support the use of ciprofloxacin and metronidazole in treating luminal disease [10].
In surgically induced remission, antibiotics, in particular metronidazole and ornidazole, can
reduce recurrence rates at 1 year [10].

Finally, probiotics are being used to attempt to alter the microbiome in patients with IBD. To
date, the studies looking at probiotics to treat Crohn’s disease have shown a rather modest
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benefit [11]. Nevertheless, patients and physicians alike remain interested in the potential of
probiotics for use in the management of IBD. In a focus group study of patients with IBD and
IBS conducted at the Cleveland Clinic, patients viewed probiotics favourably and understood
them as a natural, low-risk option [12]. In addition to this, they had many unanswered
questions about the use of probiotics. This further supports the need for health care providers
to know and understand the evidence for the use of probiotics in the treatment of Crohn’s
disease.

3. Probiotic therapy in Crohn’s disease

Medical treatment of Crohn’s disease is often classified into the following categories: (1)
induction of remission, (2) maintenance of medically induced remission, and (3) maintenance
of surgically induced remission. The results of the available randomized and open-label clinical
trials examining the effectiveness of probiotics will be presented for each of these three
categories. In Crohn’s disease, traditionally, clinical indices have been used to assess clinical
efficacy for the treatment of Crohn’s disease, with an emphasis on improving patient’s
symptoms and quality of life. The Crohn’s disease activity index (CDAI) is most commonly
used with values <150 being associated with remission and scores >450 indicating severe
disease [13]. More recently, mucosal healing has emerged as an important and objective
treatment endpoint in evaluating the efficacy for the treatments of Crohn’s disease [14]. The
majority of the studies of probiotics in Crohn’s disease have used clinical endpoints, with the
exception of the post-operative recurrence studies [15].

3.1. Induction of remission

The data to support the use of synbiotics or probiotics to treat active Crohn’s disease are limited.
In an open-label trial, Fujimori et al. examined the effect of synbiotic therapy (Bifidobacterium
breve, Lactobacillus casei, Bifidobacterium longum, and psyllium) in 10 CD patients with active
disease, the CDAI significantly improved (255-136, P = 0.009) with only two of the six res-
ponders successfully discontinuing steroid therapy in 13 months [15]. In a randomized
controlled study of a different synbiotic (Bifidobacterium longum and Synergy 1 [inulin and
oligofructose]), the CDAI of 35 patients with active CD also significantly improved at 6 months
in the treatment group (219 ± 78 vs. 147 ± 74, p = 0.02) but not in the placebo group (249 ± 78
vs. 233 ± 155, p = 0.81) [16]. A criticism of this study is that baseline CDAI of the treatment
group was lower than the placebo group, even though this difference was not statistically
different (p = 0.35). Schultz et al. treated 11 CD patients with antibiotics and a tapering course
of steroids. At 2 weeks, antibiotics were discontinued and the subjects were randomized to
receive either Lactobacillus GG or placebo but found no difference in remission rates between
the groups (80% vs. 83%) [17]. Twenty-five patients with mild/moderately active CD taking 5-
acetylsalicylic acid (5-ASA) were treated in an open-label study with Lactobacillus salivarius for
6 weeks which resulted in significant improvement in clinical disease activity (217 vs. 150, p <
0.05) [18]. In a small open-label study of four paediatric CD patients using Lactobacillus GG for
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6 months, Gupta et al. [19] showed a significant improvement in paediatric CDAI scores (p <
0.05) and 3/4 were able to taper their steroids.

In a recent meta-analyses that included 12 randomized trials studying remission induction in
active IBD, subgroup analyses for CD showed no significant benefit with probiotics for
inducing remission or response in active disease (p = 0.35, RR = 0.89) [20]. Overall, based on
current evidence, probiotics cannot be recommended for use to induce remission in patients
with active Crohn’s disease.

3.2. Maintenance of medically induced remission

To date, the only study that demonstrated a statistically significant prolongation of medically
induced remission in CD was that of Guslandi et al. [21], who compared Saccharomyces boulardii
plus mesalamine versus mesalamine alone for 6 months. In this study, only 6.25% patients
treated with probiotic plus mesalamine had a clinical relapse compared to 37.5% treated with
mesalamine alone (p = 0.04). Prior to this, Malchow [22] completed a randomized, double-
blind, placebo-controlled study of Escherichia coli Nissle 1917 in a group of 28 patients with
active colonic CD with corticosteroid-induced remission. In this study of the patients that were
able to successfully wean from steroids, 30% of the probiotic group relapsed compared to 70%
of the controls; this difference was not statistically different.

Currently, in regards to Lactobacillus, there continues to only be one randomized, placebo-
controlled trial in the adult population to evaluate if Lactobacillus GG is effective in inducing
or maintaining medically induced remission [17]. All patients received a 2-week course of
ciprofloxacin and metronidazole, along with a 12-week tapering course of corticosteroids
starting at 60 mg. Eleven patients with moderate to active CD were initially enrolled to receive
probiotic, LGG (2 × 109CFU/day), or placebo at week 2 of the study for six months. The primary
endpoint was sustained remission defined as the absence of relapse at the 6-month follow-up
visit. Relapse was defined as an increase in CDAI of >100 points. This study did not identify a
benefit of Lactobacillus GG in maintaining remission in CD. However, a limitation of this study
was inadequate power as the sample size was only 11 patients with only 5/11 patients com-
pleting the study. Of the five patients who remained in the study, two patients in each of the
placebo and the probiotic groups had sustained remission. Systematic reviews and meta-
analyses have also identified no benefits of Lactobacillus as a single probiotic agent in main-
taining remission or preventing clinical or endoscopic relapses [20, 23, 24].

Bousvaros et al. [25] conducted a study in which 75 paediatric CD patients in remission were
randomly assigned to receive either Lactobacillus rhamnosus strain GG (LGG) or placebo for 2
years. There were no significant differences between the groups with respect to the median
time to relapse (9.8 vs. 11.0 months, p = 0.24 for the LGG and placebo groups, respectively) or
the number of patients who relapsed (p = 0.18).

Most recently, Bourreille et al. [26] have conducted the only randomized-controlled trial
(FLORABEST) in 165 patients with corticosteroid- or aminosalicylate-induced remission;
patients were randomized to Saccharomyces boulardii or placebo for 1 year. The rate of relapse
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was similar between the groups (47.5% were in the S. boulardii group vs. 53.2% were in the
placebo group, p > 0.05) with no difference in the median time to relapse.

In a recent meta-analysis from 2014, subgroup analyses assessing seven studies recruiting CD
patients revealed no significant difference in maintaining clinical remission with probiotics
and placebo. The strains assessed included E. coli Nissle and Bifidobacterium longum [20]. Study
limitations include the lack of consistency with probiotic, dose, concurrent IBD medications
and the absence of endoscopic assessment of remission. Thus, there remains inconclusive
evidence to support the use of probiotics to maintain remission in Crohn’s disease and well-
designed studies are required.

3.3. Maintenance of surgically induced remission

Recurrence of Crohn’s disease post-resection continues to be an ongoing challenge in its
management. The Rutgeerts score is a widely accepted scoring system for assessment of
endoscopic recurrence post-ileocolonic resection. A number of studies have looked at different
probiotics to prevent disease recurrence in CD patients with surgically induced remission.

Campieri et al. [27] reported in an abstract, a study of 40 patients treated with either rifaximin
for 3 months followed by VSL#3 for 9 months versus mesalamine for 12 months, endoscopic
recurrence rates at 1 year (80% for the probiotic group vs. 60% mesalamine group, no statistics
reported). In another study of VSL#3, this combination product significantly reduced CD post-
operative recurrence when the probiotic was administered immediately after surgery but not
when administered some months after surgery [28]. In this multicenter study, 120 patients were
randomly assigned to receive VSL#3 or placebo for 90 days, after 90 days of randomized
treatment, all patients demonstrating either no or mild endoscopic recurrence were given
VSL#3 for the remainder of this 365-day study. Colonoscopy was performed at days 90 and
365 to assess for endoscopic recurrence. At day 90, rates of severe endoscopic recurrence were
similar (9.3% for the VSL#3 vs. 15.7 for placebo, p = 0.19). Endoscopic assessment at 365 days
showed a trend toward less severe endoscopic recurrence if treated with VSL#3 for the year
than those treated later (10% vs. 26.7%, p = 0.09).

In a randomized, double-blind trial by Prantera et al. [29], 40 patients received either Lactoba‐
cillus GG versus placebo following surgical resection for 1 year, there were no significant
differences in clinical recurrence (16.6% vs. 10.5%, p = 0.948), or endoscopic recurrence (60%
vs. 35.2%, p = 0.297) between the two groups. In 2006, Marteau et al. [30] conducted a larger
trial (n = 98) over 6 months to investigate the efficacy of a single probiotic strain (Lactobacillus
johnsonii LA1) to prolong the time to relapse in CD patients. The per protocol analysis
confirmed that there was no significant difference between the two cohorts regarding endo-
scopic recurrence of disease at 6 months (64% vs. 49%, p = 0.15). Similarly, Van Gossum et al.
[31] examined the efficacy of this same probiotic Lactobacillus johnsonii LA1 in a multicenter
randomized controlled trial to prolong the time to relapse following elective ileocecal resection.
Subjects were randomized to probiotic or placebo for 12 weeks at which time endoscopic
recurrence was assessed; the proportion of patients with severe recurrence was similar (21%
vs. 15%, p = 0.33).
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In 2007, Chermesh et al. [32], conducted a small trial of Synbiotic 2000 (a commercial mixture
containing four probiotics and four prebiotics) versus placebo. A total of 30 subjects were
randomized 2:1 to probiotic: placebo. During the 2-year study, 21 subjects dropped out leaving
only nine patients for analysis. No significant difference was found.

In summary, the evidence to support the use of probiotics to prevent recurrence in surgically
induced remission is lacking.

4. Conclusion

The role of the microbiome as part of the pathogenesis of Crohn’s disease has provided the
impetus for much of the research at ways to influence the microbiome in patients with Crohn’s
disease. Probiotics, along with antibiotics, diet, and faecal microbial transplant, are being
studied as options to treat this chronic inflammatory disease. Probiotics are appealing to
patients likely due to them being perceived as natural, low-risk therapies for the treatment of
IBD, in contrast to standard therapy which focuses on modulating the immune system. To
date, the evidence to support the use of probiotics to induce and maintain remission in Crohn’s
disease is disappointing. Problems with probiotic research include the lack of knowledge about
which probiotic to choose and at what dose. For probiotics to have a role in the management
of Crohn’s disease, more research is needed to align the pathogenic mechanism of the disease
with the actions of the probiotics.

Author details

Karen Kroeker* and Cathy Lu

*Address all correspondence to: kkroeker@ualberta.ca

University of Alberta, Edmonton, AB, Canada

References

[1] Crohn BB, Ginzburg L, Oppenheimer GD. Regional ileitis: a pathological and clinical
entity. JAMA 1932:99(16):1323–1329.

[2] Manichanh C, Rigottier-Gois L, Bonnaud E, et al. Reduced diversity of faecal microbiota
in Crohn’s disease revealed by a metagenomic approach. Gut 2006; 55:205–211.

[3] Scanlan PD, Shanahan F, O’Mahony C, et al. Culture-independent analyses of temporal
variation of the dominant fecal microbiota and targeted bacterial subgroups in Crohn’s
disease. J Clin Microbiol 2006; 44:3980–3988.

New Insights into Inflammatory Bowel Disease238



[4] Kotlowski R, Bernstein CN, Sepehri S, Krause DO. High prevalence of Escherichia coli
belonging to the B2+D phylogenetic group in inflammatory bowel disease. Gut 2007;
56(5):669–675.

[5] Sepehri S, Kotlowski R, Bernstein CH, Krause DO. Microbial diversity of inflamed and
noninflammed gut biopsy tissues in IBD. Inflamm Bowel Dis 2007;13:675–683.

[6] Raouf AH, Hildrey V, Daniel J, et al. Enteral feeding as sole treatment for Crohn’s
disease: controlled trial of whole protein v amino acid based feed and case study of
dietary challenge. Gut 1991;32:702–707.

[7] Ruemmele FM, Veres G, Kolho KL, et al. Consensus guidelines of ECCO/ESPGHAN
on the medical management of pediatric Crohn’s disease. J Crohns Colitis 2014; 8(10):
1179–1207.

[8] El-Matary W, Otley A, Critch J, Abou-Setta AM. Enteral Feeding Therapy for Main-
taining Remission in Crohn’s Disease: A Systematic Review. J Parenter Enteral Nutr.
2015. [Epub ahead of print]

[9] Lewis JD, Chen EZ, Baldassano RN et al. Inflammation, antibiotics, and diet as
environmental stressors of the gut microbiome in pediatric Crohn’s disease. Cell Host
Microbe. 2015; 18(4):489–500.

[10] Lal S, Steinhart AH. Antibiotic therapy for Crohn’s disease: A review. Can J Gastroen-
terol. 2006; 20(10):651–655.

[11] Isaacs K, Hans H. Role of probiotic therapy in IBD. Inflamm Bowel Dis 2008; 14(11):
1597–1605.

[12] Mercer M, Brinich MA, Geller G et al. How patients view probiotics: findings from a
multicenter study of patients with inflammatory bowel disease and irritable bowel
syndrome. J Clin Gastroenterol 2012; 46(2):138–144.

[13] Best WR, Becktel JM, Singleton JW, Kern F Jr. Development of a Crohn’s disease activity
index. National Cooperative Crohn’s Disease Study. Gastroenterology 1976; 70(3):439–
444.

[14] Kakkar A, Wasan SK, Farraye FA. Targeting mucosal healing in Crohn’s disease.
Gastroenterol Hepatol (N Y) 2011; 7(6):374–380.

[15] Fujimori S, Tatsuguchi A, Gudis K, Kishida T, Mitsui K, Ehara A, Kobayashi T, Sekita
Y, Seo T, Sakamoto C. High dose probiotic and prebiotic cotherapy for remission
induction of active Crohn’s disease. J Gastroenterol Hepatol 2007; 22(8):1199–1204.

[16] Steed H, Macfarlane GT, Blackett KL, et al. Clinical trial: the microbiological and
immunological effects of synbiotic consumption—a randomized double-blind placebo-
controlled study in active Crohn’s disease. Aliment Pharmacol Ther 2010; 32(7):872–
883.

Probiotics and Crohn’s Disease
http://dx.doi.org/10.5772/64870

239



[17] Schultz M, Timmer A, Herfarth HH et al.: Lactobacillus GG in inducing and maintain-
ing remission of Crohn’s disease. BMC Gastroenterol 2004; 4:5.

[18] McCarthy J, O’Mahony L, Dunne C. An open trial of a novel probiotic as an alternative
to steroids in mild/moderately active Crohn’s disease. Gut 2001; 49(Suppl III):A2447.

[19] Gupta P, Andrew H, Kirschner BS, Guandalini S. Is Lactobacillus GG helpful in children
with Crohn’s disease? Results of a preliminary, open-label study. J Pediatr Gastroenterol
Nutr 2000; 31:453–457.

[20] Shen J, Zuo ZX, Mao AP. Effect of probiotics on inducing remission and maintaining
therapy in ulcerative colitis, Crohn’s disease, and pouchitis: meta-analysis of random-
ized controlled trials. Inflamm Bowel Dis 2014; 20(1):21–35. (Erratum in: Inflamm Bowel
Dis 2014;20(12):2526–2528).

[21] Guslandi M, Mezzi G, Sorghi M, Testoni PA: Saccharomyces boulardii in maintenance
treatment of Crohn’s disease. Dig Dis Sci 2000; 45:1462–1464.

[22] Malchow HA: Crohn’s disease and Escherichia coli. A new approach in therapy to
maintain remission of colonic Crohn’s disease? J Clin Gastroenterol 1997; 25:653–658.

[23] Ghouri YA, Richards DM, Rahimi EF, Krill JT, Jelinek KA, DuPont AW. Systematic
review of randomized controlled trials of probiotics, prebiotics, and synbiotics in
inflammatory bowel disease. Clin Exp Gastroenterol 2014; 7:473–487.

[24] Rahimi R, Nikfar S, Rahimi F, Elahi B, Derakhshani S, Vafaie M, Abdollahi M. A meta-
analysis on the efficacy of probiotics for maintenance of remission and prevention of
clinical and endoscopic relapse in Crohn’s disease. Dig Dis Sci 2008; 25(2):2524–2531.

[25] Bousvaros A, Guandalini S, Baldassano RN et al. A randomized, double-blind trial of
Lactobacillus GG versus placebo in addition to standard maintenance therapy for
children with Crohn’s disease. Inflamm Bowel Dis 2005; 11(9):833–839.

[26] Bourreille A, Cadiot G, Le Dreau G, et al; FLORABEST Study Group. Saccharomyces
boulardii does not prevent relapse of Crohn’s disease. Clin Gastroenterol Hepatol 2013;
11(8):982–987.

[27] Campieri M, Rizzello F, Venturi A: Combination of antibiotic and probiotic treatment
is efficacious in prophylaxis of post-operative recurrence of Crohn’s disease: a rando-
mised controlled trial vs mesalamine. Gastroenterology 2000; 118:A781.

[28] Fedorak RN, Feagan BG, Hotte N et al. The probiotic VSL#3 has anti-inflammatory
effects and could reduce endoscopic recurrence after surgery for Crohn’s disease. Clin
Gastroenterol Hepatol 2015; 13(5):928–935.

[29] Prantera C, Scribano ML, Falasco G et al.: Ineffectiveness of probiotics in preventing
recurrence after curative resection for Crohn’s disease: a randomised controlled trial
with Lactobacillus GG. Gut 2002; 51:405–409.

New Insights into Inflammatory Bowel Disease240



[30] Marteau P, Lemann M, Seksik P et al. Ineffectiveness of Lactobacillus johnsonii LA1 for
prophylaxis of postoperative recurrence in Crohn’s disease: a randomised, double
blind, placebo controlled GETAID trial. Gut 2006; 55(6):842–847.

[31] Van Gossum A, Dewit O, Louis E, de Hertogh G, Baert F, Fontaine F, De Vos M, Enslen
M, Paintin M, Franchimont D. Multicenter randomized-controlled clinical trial of
probiotics (Lactobacillus johnsonii, LA1) on early endoscopic recurrence of Crohn’s
disease after lleo-caecal resection. Inflamm Bowel Dis 2007; 13(2):135–142.

[32] Chermesh I, Tamir A, Reshef R, Chowers Y, Suissa A, Katz D, Gelber M, Halpern Z,
Bengmark S, Eliakim R. Failure of Synbiotic 2000 to prevent postoperative recurrence
of Crohn’s disease. Digestive Diseases and Sciences 2007; 52(2):385–389.

Probiotics and Crohn’s Disease
http://dx.doi.org/10.5772/64870

241




