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Abstract

:

The vitamin A deficiencies are commonly observed in the case of ulcerative colitis individuals. The decreased antioxidant defence may influence the intestine, inducing higher susceptibility to oxidative damage of tissues and altering the symptoms and course of disease. Intestinal symptoms, ranging from diarrhea to constipation, occur more commonly in remission ulcerative colitis individuals than in general population. The aim of the study was to analyze the association between retinoid intake and gastrointestinal symptoms in Caucasian individuals in the remission phase of ulcerative colitis. Reitnoid (total vitamin A, retinol, β-carotene, α-carotene, β-cryptoxanthin, lycopene, as well as lutein and zeaxanthin) intakes were analyzed on the basis of three-day dietary records. Gastrointestinal symptoms (daily number of bowel movements, and the presence of painful tenesmus, flatulence, and constipation) were self-reported. The study was conducted in a group of 56 ulcerative colitis remission individuals, stratified by the gastrointestinal symptoms. One in every seven individuals reported recurring constipation. Higher intake of lutein and zeaxanthin (median 1386.2 µg, 289.0–13221.3 µg vs. median 639.0 µg, 432.7–1309.0 µg) may lower the incidence of constipation (p = 0.013). The intake of retinoids other than lutein and zeaxanthin was not associated with the incidence of constipation or other gastrointestinal symptoms.
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1. Introduction


In the European Prospective Investigation into Cancer and Nutrition, which was conducted in ten European Union countries, it was confirmed that retinoids were potentially beneficial for colon. Plasma retinol concentration and β-carotene intake have both been reported to be inversely correlated with the risk of colon cancer [1]. This effect is attributed to the antioxidative properties of different forms of vitamin A [2]. A meta-analysis of randomized controlled trials revealed that these antioxidative properties of vitamin A promote reduction of oxidative stress [3]. Therefore, the intake of vitamin A may be of a great value, especially for individuals with inflammatory bowel diseases, as oxidative stress contributing to carcinogenesis [4] is one of the factors commonly observed in patients with ulcerative colitis and Crohn’s disease [5].



An increase in the level of oxidative stress has been recognized to occur independent of the activity of ulcerative colitis [6]. This increase in oxidative stress may be associated with an increased turnover of nutrients [7]. Moreover, a lower absorption of retinoids, which are fat-soluble compounds [8], may be observed in patients with inflammatory bowel diseases due to impaired fat digestion and lower fat absorption [9,10].



As a result of poor absorption, vitamin A deficiencies are commonly observed in individuals with inflammatory bowel diseases [11]. In addition, vitamin A intake is generally lower than recommended in individuals with ulcerative colitis. A reduced intake of vitamin A was observed in 40% of patients with ulcerative colitis [12] and 26% of patients with inflammatory bowel diseases in previous studies [13]. As a result of reduced intake, decreased antioxidant defense may affect the intestine, inducing higher susceptibility to oxidative damage of tissues, as well as hindering the recovery of the mucosa and improvement of epithelial cell layer integrity, both of which are observed in individuals with inflammatory bowel diseases [14]. Based on these findings, retinoids are considered to influence the symptoms and course of the ulcerative colitis [15], but taking it into account, especially valuable may be retinoids, which are characterized by the strong antioxidant activity, such as lutein and zeaxanthin [16].



The symptoms of inflammatory bowel diseases, including altered intestinal motility and functioning, may be observed even during remission, due to the course of the disease and psychological factors [17]. Intestinal symptoms, ranging from diarrhea with fecal incontinence to constipation, are observed to occur more commonly in groups of individuals in the remission phase of inflammatory bowel diseases than in the general population [18]. Moreover, these intestinal symptoms may modulate other symptoms of inflammatory bowel diseases [19] and impair the general quality of life of the affected patients [20]. Hence, the effective treatment of intestinal symptoms would be of a great significance to improve the functioning and well-being of patients with inflammatory bowel diseases.



The aim of the study was to analyze the association between retinoid intake (total vitamin A, retinol, β-carotene, α-carotene, β-cryptoxanthin, lycopene, as well as lutein and zeaxanthin) and self-reported gastrointestinal symptoms (daily number of bowel movements, and the presence of painful tenesmus, flatulence, and constipation) in Caucasian individuals in the remission phase of ulcerative colitis.




2. Experimental Section


2.1. Study Design


The study was conducted at the Dietetic Outpatient Clinic of the Department of Dietetics, Warsaw University of Life Sciences (WULS-SGGW). The study was carried out according to the guidelines that were laid down in the Declaration of Helsinki and all of the procedures involving human subjects were approved by the Bioethical Commission of the Central Clinical Hospital of the Ministry of Interior in Warsaw (No 35/ 2009) and the Bioethical Commission of the National Food and Nutrition Institute (No 1604/ 2009). Written informed consent was provided by all participants.




2.2. Study Participants


The study was carried out on Caucasian male and female individuals with ulcerative colitis in remission. The participants were recruited and monitored at the following Warsaw Gastroenterology Outpatient Clinics: Gastroenterology Outpatient Clinic in Maria Skłodowska-Curie Memorial Cancer Center and Institute of Oncology, Gastroenterology Outpatient Clinic in Central Clinical Hospital of the Ministry of Interior in Warsaw, and Gastroenterology Outpatient Clinic in Public Central Teaching Hospital in Warsaw.



A total of 56 Caucasian individuals with ulcerative colitis in remission (19 males and 37 females) were recruited for the study (Table 1). Inclusion criteria were the same as in the previously published studies [21,22]: nonhospitalized patients with endoscopically diagnosed ulcerative colitis and with confirmed remission (endoscopic remission: image without any changes or disappearance of vascular network, erythema, inflammatory polyps allowed; clinical remission: assessed based on the Mayo Scoring System and Rachmilewitz index for the assessment of the ulcerative colitis activity), aged 18–80 years, in clinical remission for a duration of at least six weeks, and on drugs at a constant dose for at least six weeks. For the Mayo Scoring System, the cut-off of two points in a 12-points scale and for the Rachmilewitz index the cut-off of four points in a 31-points scale were chosen to recruit the remission individuals, as it is commonly indicated [23]. Pregnant women, patients with diagnosed cancer, and those who had underwent gastrointestinal resections were excluded. An excessive weight was observed in a number of included participants, as it is typical for individuals with ulcerative colitis in the remission phase [24].



The basic characteristics of the disease observed in the study participants with ulcerative colitis in the remission phase are presented in Table 2. The frequency of concurrent diseases was compared between male and female individuals and it did not differ for diseases of the blood and blood-forming organs (D50–D89), disorders of thyroid gland (E00–E07), diabetes mellitus and other disorders of glucose regulation and pancreatic internal secretion (E10–E16), disorders of lipoprotein metabolism and other lipidaemias (E78), mental and behavioural disorders (F00–F99), diseases of the nervous system (G00–G99), hypertensive diseases (I10–I15), diseases of the respiratory system (J00–J99), diseases of the digestive system other than noninfective enteritis and colitis, as well as other diseases of the intestines (K00–K46; K65–K93), diseases of the skin and subcutaneous tissue (L00–L99), diseases of the musculoskeletal system and connective tissue (M00–M99), inflammatory diseases of female pelvic organs, as well as noninflammatory disorders of female genital tract and other disorders of the genitourinary system (N70–N99, based on International Statistical Classification of Diseases and Related Health Problems (ICD-10) [25]).



The gastrointestinal symptoms of the patients were assessed based on the self-reported data. All of the patients were asked about daily frequency of bowel movements, and the presence of painful tenesmus, flatulence, and constipation during remission of ulcerative colitis. They were asked to compare the frequency and intensity of symptoms before the diagnosis of ulcerative colitis (painful tenesmus, flatulence, and constipation) with their current conditions. Constipation was defined as less than one bowel movement per three days, while the presence of painful tenesmus and flatulence was subjectively assessed by patients.



The interview protocol for the subjective assessment was identical for all of the patients. The time frame were specified as three independent periods: before the first onset of ulcerative colitis, during the exacerbation of ulcerative colitis and during the remission of ulcerative colitis. Firstly, they were asked about their well-being and specific symptoms before the first onset of the disease and they were asked to characterize all of the symptoms with the leading questions, if needed. The leading questions were as follows: was the specific symptom observed, what was the frequency of observing the symptom, what was the intensity of the symptom assessed on a scale from 0 to 10, were there any additional factors that in a noticeable way influenced the symptoms (including the dietary factors). Afterwards, patients were asked in an identical way about their well-being and specific symptoms during the exacerbation of ulcerative colitis and after, in an identical way about their well-being and specific symptoms during the remission of ulcerative colitis. Afterwards, the patient was asked to summarize the answers for each symptom separately, and finally, he was asked to indicate if his well-being and specific symptoms changed while comparing the situation before the first onset of the disease and the situation during remission (with the leading question suggesting that his well-being may be now better or worse). Lack of painful tenesmus, flatulence, and constipation during remission or the frequency and intensity of the symptoms not higher than that observed before the diagnosis of ulcerative colitis were interpreted as an absence of the mentioned symptoms. The obtained information were precisely based on the subjective observation and the assessment of indicated symptoms by patients, but it must be indicated that some uncertainty also results from the remembrance of patients (in health research so-called recall bias) [26].



The potential interfering influence of medications was also assessed. The sub-groups stratified by the medications applied (in the groups of 5-aminosalicylic acid medications, corticosteroid medications, and immunosuppressive medications) were compared and no significant differences were observed, so the medications that were applied due to ulcerative colitis were stated to not interfere with the observed associations.




2.3. Analysis of Diet


The three-day dietary records of patients with ulcerative colitis in remission were collected and analyzed. Due to the fact that the symptoms during the remission of ulcerative colitis were analyzed, the diet was assessed for the same time frame. Assessment of the diets was based on the self-reported data from dietary records and it was conducted in three typical nonconsecutive random days (two weekdays and one weekend day). The dietary record was conducted based on the widely accepted and applied rules [27]. To obtain reliable estimates of food intake, participants were instructed about the principles of maintaining proper dietary record, as well as about the necessity of accurate and scrupulous recording of all consumed food products and beverages, while they were allowed to report either weight in grams (while using a kitchen scale or consuming packed product with such information presented) or size described using a household measures (while not having a kitchen scale). The serving sizes were verified for each participant individually, using the Polish Atlas of Food Products and Dishes Portion Sizes [28]. For each product or dish that was reported in three-day dietary record of patient, he was shown the relevant photographs (three serving sizes: small, medium, and large) and was asked about more detailed description of his serving size in comparison with the photographs. Additionally, the patient was asked about the specific ingredients of dishes, if they were not declared in details. The whole procedure was conducted by a dietitian, as commonly conducted in the nutritional research [29].



The intake of retinoids (total vitamin A (µg retinol activity equivalent), retinol (µg), β-carotene (µg), α-carotene (µg), β-cryptoxanthin (µg), lycopene (µg), and lutein and zeaxanthin (µg)) was assessed using the National Nutrient Database for Standard Reference of the United States Department of Agriculture [30] due to the lack of Polish database. The average intake levels of the analyzed nutrients (mean values from three recorded days) were the basis for further analysis.



The fiber intake (g) was assessed as an additional variable that may influence the other factors [31], because even individuals in the remission phase may reduce their fiber intake due to the fear of disease complications [32]. This variable was assessed using the Polish dietician software Dieta version 5.0 (National Food and Nutrition Institute, Warsaw, Poland) and the Polish database of the nutritional value of the products [33].



No specific recommendations have been formulated for vitamin A intake for individuals with inflammatory bowel diseases. The content of total vitamin A in the diets of the affected individuals was typical in comparison with the Estimated Average Requirement level that is recommended for healthy men and women (630 µg retinol activity equivalent for males and 500 µg retinol activity equivalent for females) [34]. In the study of Vagianos et al. [13], it was observed that vitamin A intake in 26% of the analyzed inflammatory bowel diseases individuals was lower than recommended, which was comparable with the share of 27% of patients in the own study. For single retinoids (retinol, β-carotene, α-carotene, β-cryptoxanthin, lycopene, as well as lutein and zeaxanthin), no intake recommendations are formulated for either healthy individuals or individuals with ulcerative colitis.




2.4. Statistical Analysis


The obtained data are presented as median with minimum and maximum values, due to the nonparametric distribution. The distribution of the analyzed factors was verified using the Shapiro–Wilk test. The differences between groups were analyzed using the t-Student test (applied for parametric distribution) and Mann–Whitney U test (applied for nonparametric distribution). The analysis of categorized variables was conducted using the chi2 test. The analysis of correlation was conducted using Spearman’s rank correlation (applied for nonparametric distribution). The level of significance p ≤ 0.05 was accepted. The statistical analysis was carried out using Statistica software version 8.0 (StatSoft Inc, Tulsa, OK, USA).





3. Results


During the assessment of the daily number of bowel movements, the participants reported that they had high frequency of defecation (ranging from one to nine bowel movements, with a median of three; nonparametric distribution). The vast majority of them reported that they had two to four bowel movements per day (two bowel movements: 45%, three bowel movements: 27%, and four bowel movements: 18%). The analysis of correlation between the levels of retinoid intake and the daily number of bowel movements in the patients with ulcerative colitis revealed no statistically significant association for any of the analyzed retinoids.



Subsequently, the retinoid intake in the participants was analyzed in reference to declared painful tenesmus (18% of assessed individuals), flatulence (16% of assessed individuals), and constipation (13% of assessed individuals).



The vitamin A intake in the groups of individuals that were stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 1. No differences in the levels of vitamin A intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.740; Mann–Whitney U test), flatulence (p = 0.947; Mann–Whitney U test), and constipation (p = 0.742; Mann–Whitney U test).



The retinol intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 2. No differences in the levels of retinol intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.740; Mann–Whitney U test), flatulence (p = 0.964; Mann–Whitney U test), and constipation (p = 0.674; Mann–Whitney U test).



The β-carotene intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 3. No differences in the levels of β-carotene intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.181; Mann–Whitney U test), flatulence (p = 0.842; Mann–Whitney U test), and constipation (p = 0.638; Mann–Whitney U test).



The α-carotene intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 4. No differences in the levels of α-carotene intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.244; Mann–Whitney U test), flatulence (p = 0.858; Mann–Whitney U test), and constipation (p = 0.980; Mann–Whitney U test).



The β-cryptoxanthin intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 5. No differences in the levels of β-cryptoxanthin intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.227; Mann–Whitney U test), flatulence (p = 0.806; Mann–Whitney U test), and constipation (p = 0.181; Mann–Whitney U test).



The lycopene intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 6. No differences in the levels of lycopene intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.290; Mann–Whitney U test), flatulence (p = 0.216; Mann–Whitney U test), and constipation (p = 0.785; Mann–Whitney U test).



The lutein and zeaxanthin intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 7. No differences in the intake of lutein and zeaxanthin were identified between the groups, with respect to the incidence of tenesmus (p = 0.760; Mann–Whitney U test) and flatulence (p = 0.294; Mann–Whitney U test). However, significant differences in intake were found between the groups with respect to the incidence of constipation (p = 0.013; Mann–Whitney U test).



The fiber intake in the groups of individuals stratified by the incidence of tenesmus, flatulence, and constipation is presented in Figure 8. No differences in the levels of fiber intake were identified between the groups, with respect to the incidence of tenesmus (p = 0.231; Mann–Whitney U test), flatulence (p = 0.514; Mann–Whitney U test), and constipation (p = 0.448; Mann–Whitney U test).



The results of the analysis of correlation between fiber intake and retinoids intake are presented in Table 3. No significant association was found for any of the assessed retinoids.




4. Discussion


4.1. Constipation in Individuals with Inflammatory Bowel Disease


Based on the analysis of the self-reported data on gastrointestinal symptoms of individuals with ulcerative colitis, it was found that a significant association existed only between constipation and retinoid intake.



Constipation is not a typical symptom of ulcerative colitis [35]. While diarrhea is common, chronic constipation without diarrhea may sometimes occur as an unusual presentation of the disease [36]. However, in some individuals with ulcerative colitis, mixed symptoms are also observed, as patients simultaneously declare an increased frequency of defecation and constipation [37].



In the research of Gearry et al. [38], constipation was identified as a symptom of the disease that is not modified by reducing the intake of short-chain carbohydrates, both in individuals with ulcerative colitis and individuals with Crohn’s disease. The modified diet (FODMAP-restricted diet—Fermentable Oligo-Di-Monosaccharides and Polyols-restricted diet) that was mentioned in a systematic review was observed to be effective only for short-term treatment of selected patients with irritable bowel syndrome and constipation [39]. The possible application of other diet modifications for the reduction of constipation has not been tested in individuals with inflammatory bowel diseases thus far. Crohn’s and Colitis UK recommends increasing the intake of fluids and fiber for these individuals, but it has been indicated that a high fiber intake will not be beneficial for all of the patients with inflammatory bowel diseases [40]. However, high fiber intake is considered as especially important, as it may increase the production of short-chain fatty acids, which are believed to have therapeutic potential [41].



On the other hand, dietary modifications for treating constipation in individuals with inflammatory bowel diseases may not always be effective. This is because fiber intake does not diminish painful defecation and it may not reduce constipation in these individuals. Constipation that is observed in the case of individuals with inflammatory bowel diseases may result from their subconscious attempts to minimize pain during bowel movements, which may be associated with an altered pattern of abdominal wall and the activation of pelvic and sphincteric muscles [42]. Simultaneously, it has been observed that patients with inflammatory bowel diseases are characterized by lower intake of fluids and fiber than healthy individuals [43], so even recommended increase in fluids and fiber intake may not effectively modify the diet of individuals with ulcerative colitis.



It should also be noted that the low intake of fluids and fiber might contribute to the development of inflammatory bowel diseases, as it leads to a decrease in the volume of colonic content, as well as increase in colonic concentration of toxic compounds and mucosal exposition on them [44]. However, it cannot be confirmed that only these mentioned factors are associated with the incidence of inflammatory bowel diseases, as the same observation was also noted for retinol intake [43].




4.2. Role of Vitamin A in Individuals with Inflammatory Bowel Disease


Andersen et al. [45] hypothesized that vitamin A may exert a significant influence on the intestinal inflammation and protect the intestine from pathogens via initiating the immune response. It was indicated that metabolites of vitamin A trigger dendritic cells to activate regulatory T cells, while the lack of such metabolites stimulates dendritic cells to induce inflammation-promoting Th17 cells. Simultaneously, it was indicated that retinoic acid takes part in the translocation of antigen-presenting B and T cells to the gut [45]. This corresponds with the general observation that serum carotenoids are inversely associated with inflammatory markers [46].



Gastrointestinal symptoms may be especially associated with vitamin A intake, which is confirmed by the present study. In addition, in the research of Nagórna-Stasiak and Wawrzeńska [47], it was observed that vitamin A and vitamin D, but not vitamin E, influenced the intestinal motility in the animal model. This might be due to the fact that retinoic acid increases neuronal differentiation [48]. It must be emphasized that the constipations incidence observed in the presented own study is only one of elements of intestinal motility. Moreover, constipations incidence may be related to motility, but also may result from a number of other reasons that are not related to motility per se. Among such factors, there are some diet-related ones, such as fiber intake, which in the presented own study was excluded as a potential reason, due to a lack of significant association with the assessed symptoms.



In another study, the enteric neurons developing in the retinoid-deficient conditions were found to have neurites of significantly lower length when compared to those developing in the presence of high retinoic acid concentration [49]. This indicated that vitamin A forms may play an important role not only in constipation, as observed in the present study, but also in other diseases, including Hirschsprung’s disease [49], due to their association with enteric nervous system [50].




4.3. Role of Lutein and Zeaxanthin in Individuals with Inflammatory Bowel Disease


The influence of intake of retinoids, which are a chemical form of vitamin A, may vary. Lutein and zeaxanthin are the only forms of vitamin A that affect constipation frequency, as was observed in the present study. This may be attributed to the fact that lutein is a powerful antioxidant that can decrease intestinal oxidation [51,52] and prevent intestinal damage [53,54]. In the animal model of inflammation, lutein was found to be the only retinoid to selectively inhibit the activation of transient receptor potential ankyrin 1 (TRPA1) and the resultant inflammation [55]. Additionally, lutein and zeaxanthin were observed to modulate proinflammatory cytokines (IL-1β, IL-6, and IFN-γ) in the liver, duodenum, jejunum, and ileum, as well as anti-inflammatory cytokine (IL-10) in the liver and jejunum in the animal model [56].



Based on the results of the mentioned research, it may be suggested that the intake of lutein and zeaxanthin is a factor influencing the inflammatory process and the course of the inflammatory bowel diseases, and thus it may also modify several symptoms of the disease, such as the incidence of constipation. In the present study, the intake of lutein and zeaxanthin was not modified by fiber intake, as no significant difference was found between groups declaring constipation and declaring lack of constipation. Moreover, a previous analysis that was conducted in the studied group revealed that lycopene, lutein, and zeaxanthin might also reduce the incidence of fecal blood, mucus, and pus [20].



In the present study, an association was only observed between the intake of lutein and zeaxanthin and constipation. This observation is especially important as decreased levels of lutein and zeaxanthin are identified in general in individuals with inflammatory bowel diseases. In the research of Mózsik et al. [57], the total blood levels of vitamin A and zeaxanthin were found to be lower than expected in the patients with inflammatory bowel diseases. Similarly, in the study of Rumi et al. [58], the blood levels of total vitamin A, lutein, and zeaxanthin were significantly lower in patients with inflammatory bowel diseases when compared to healthy participants.




4.4. Possible Recommendations for Individuals with Inflammatory Bowel Disease


Taking into account the numerous studies indicating the role of lutein and zeaxanthin in the course of inflammatory bowel diseases, it may be suggested that these nutrients have a substantial anti-inflammatory effect. Moreover, as very low levels of lutein and zeaxanthin are observed in individuals with inflammatory bowel diseases, the recommendation of a higher intake of these nutrients could be of a great value. Based on the results of the present research, it can be concluded that modification of diet may be beneficial especially in the case of individuals suffering from constipation.



Practical guidelines regarding dietary habits may be suggested for the individuals with inflammatory bowel diseases to reduce the incidence of constipation and the resultant discomfort. Foods that are rich in lutein, especially vegetables, which are also quite rich in fiber, should be recommended. This is also in agreement with the general recommendations for individuals with inflammatory bowel disease [59]. Appropriate food products should be chosen instead of other fiber sources that are sometimes avoided in diet by individuals with inflammatory bowel diseases.



As vegetables are the main source of lutein, not only in the Polish diet [60], but also in the diet of other western countries [61], they should be recommended in order to minimize the negative symptoms of disease. If well tolerated, spinach (8950 µg of lutein per serving), pumpkin (2820 µg), green peas (2230 µg), broccoli (1970 µg), young beetroot leaves (1960 µg), celery (1680 µg), and zucchini (1140 µg) should be included in diet to increase lutein levels [62].



The recent review study by Oliveira et al. [63] emphasized the role of retinoids for inflammatory diseases, and particularly, for the inflammatory bowel diseases, as well as it was indicated that more studies are necessary for better understanding of role of retinoids in inflammatory processes. Taking it into account, all the relevant analysis, even if their findings do not specify the association, may enable the future understanding. Especially, the studies of the potential influence of retinoids on the constipation incidence may be valuable, due to the suggested role of retinoids in the prevention of colon cancer [1] and the commonly studied association between constipations and colon cancer [64]. Taking it into account, it may be suggested that the intake of specific retinoids may be especially valuable for inflammatory bowel diseases patients as a complementary treatment, due to a comprehensively beneficial potential effect and further studies are needed to obtain the important public health purpose.




4.5. Limitations of the Study


This study was conducted in a relatively small group of individuals with ulcerative colitis in the remission phase. In spite of the fact that the group was homogenic, taking into account the remission phase, the symptoms of the disease, and concurrent diseases, there is a limited possibility to generalize the results to patients with inflammatory bowel disease. Moreover, in the present study, only limited data were assessed, as retinoids were the main objective of the study and not all nutrients were analyzed.



The patients’ diet was assessed based on their three-day dietary record, and the assessment was conducted during nonconsecutive days. This is the most commonly applied method of assessment of diet and recommended by a number of institutions, including the National Institutes of Health/National Cancer Institute [65]. However, the limitation that is associated with this method must also be indicated, as researchers never know whether the obtained record is really reliable and even longer records do not guarantee it.



Another limitation of the study was multiple comparisons, as the observed levels of retinoid intake were not independent variables but all resulted from the same diet. The possibility of influence of other nutrients on the analyzed association was also a limitation. However, this issue is always stated in any nutritional analysis, as it is almost impossible to assess only one nutrient in a diet with no possible influence of the others. In order to minimize the possible interference, all of the retinoids were analyzed and fiber content was included as the most important interfering factor. However, the analysis of correlation between fiber content and retinoids showed that there was no possible influence of fiber content.





5. Conclusions


	
One in every seven individuals with ulcerative colitis in remission report not only increased frequency of bowel movements, but also recurring constipation.



	
Higher intake of lutein and zeaxanthin may be a potential dietary factor to decrease the incidence of constipation in these individuals.



	
The present study showed that the intake of retinoids other than lutein and zeaxanthin was not associated with the incidence of constipation or other gastrointestinal symptoms in the case of individuals with ulcerative colitis.










Author Contributions


D.G. (Dominika Głąbska) made conception; D.G. (Dominika Głąbska), D.G. (Dominika Guzek), P.Z. performed the research; D.G. (Dominika Głąbska), analyzed the data; D.G. (Dominika Głąbska), D.G. (Dominika Guzek), P.Z., G.L. wrote the paper. All authors read and approved the final manuscript.




Funding


This research was funded by Polish Ministry of Science and Higher Education within funds of Faculty of Human Nutrition and Consumer Sciences, Warsaw University of Life Sciences (WULS), for scientific research.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Leenders, M.; Leufkens, A.M.; Siersema, P.D.; van Duijnhoven, F.J.; Vrieling, A.; Hulshof, P.J. Plasma and dietary carotenoids and vitamins A, C and E and risk of colon and rectal cancer in the European Prospective Investigation into Cancer and Nutrition. Int. J. Cancer 2014, 135, 2930–2939. [Google Scholar] [CrossRef] [PubMed]

	



Lofano, K.; Principi, M.; Scavo, M.P.; Pricci, M.; Ierardi, E.; Di Leo, A. Dietary lifestyle and colorectal cancer onset, recurrence, and survival: Myth or reality? J. Gastrointest. Cancer 2013, 44, 1–11. [Google Scholar] [CrossRef] [PubMed]

	



Chen, J.; Song, Y.; Zhang, L. Effect of lycopene supplementation on oxidative stress: An exploratory systematic review and meta-analysis of randomized controlled trials. J. Med. Food 2013, 16, 361–374. [Google Scholar] [CrossRef] [PubMed]

	



Seril, D.N.; Liao, J.; Yang, G.Y.; Yang, C.S. Oxidative stress and ulcerative colitis-associated carcinogenesis: Studies in humans and animal models. Carcinogenesis 2003, 24, 353–362. [Google Scholar] [CrossRef] [PubMed]

	



D’Odorico, A.; Bortolan, S.; Cardin, R.; D’Inca’, R.; Martines, D.; Ferronato, A. Reduced plasma antioxidant concentrations and increased oxidative DNA damage in inflammatory bowel disease. Scand. J. Gastroenterol. 2001, 36, 1289–1294. [Google Scholar] [PubMed]

	



Rana, S.V.; Sharma, S.; Prasad, K.K.; Sinha, S.K.; Singh, K. Role of oxidative stress & antioxidant defence in ulcerative colitis patients from north India. Indian J. Med. Res. 2014, 139, 568–571. [Google Scholar] [PubMed]

	



El Muhtaseb, M.S.; Talwar, D.; Duncan, A.; St J O’Reilly, D.; McKee, R.F.; Anderson, J.H. Free radical activity and lipid soluble anti-oxidant vitamin status in patients with long-term ileal pouch-anal anastomosis. Colorectal. Dis. 2009, 11, 67–72. [Google Scholar] [CrossRef]

	



Rosenthal, M.D.; Glew, R.H. Medical Biochemistry: Human Metabolism in Health and Disease; Wiley: Oxford, UK; Chichester, UK; Hoboken, NJ, USA, 2009. [Google Scholar]

	



O’Keefe, S.J. Nutrition and gastrointestinal disease. Scand. J. Gastroenterol. 1996, 220, 52–59. [Google Scholar] [CrossRef]

	



Kuisma, J.; Nuutinen, H.; Luukkonen, P.; Järvinen, H.; Kahri, A.; Färkkilä, M. Long term metabolic consequences of ileal pouch-anal anastomosis for ulcerative colitis. Am. J. Gastroenterol. 2001, 96, 3110–3116. [Google Scholar]

	



Bousvaros, A.; Zurakowski, D.; Duggan, C.; Law, T.; Rifai, N.; Goldberg, N.E. Vitamins A and E serum levels in children and young adults with inflammatory bowel disease: Effect of disease activity. J. Pediatr. Gastroenterol. Nutr. 1998, 26, 129–135. [Google Scholar] [CrossRef]

	



Urbano, A.P.; Sassaki, L.Y.; Dorna, M.S.; Carvalhaes, M.A.; Martini, L.A.; Ferreira, A.L. Nutritional intake according to injury extent in ulcerative colitis patients. J. Hum. Nutr. Diet. 2013, 26, 445–451. [Google Scholar] [CrossRef] [PubMed]

	



Vagianos, K.; Bector, S.; McConnell, J.; Bernstein, C.N. Nutrition assessment of patients with inflammatory bowel disease. J. Parenter. Enteral. Nutr. 2007, 31, 311–319. [Google Scholar] [CrossRef] [PubMed]

	



Buffinton, G.D.; Doe, W.F. Depleted mucosal antioxidant defences in inflammatory bowel disease. Free Radic. Biol. Med. 1995, 19, 911–918. [Google Scholar] [CrossRef]

	



Ianco, O.; Tulchinsky, H.; Lusthaus, M.; Ofer, A.; Santo, E.; Vaisman, N. Diet of patients after pouch surgery may affect pouch inflammation. World J. Gastroenterol. 2013, 19, 6458–6464. [Google Scholar] [CrossRef] [PubMed]

	



Eisenhauer, B.; Natoli, S.; Liew, G.; Flood, V.M. Lutein and Zeaxanthin-Food Sources, Bioavailability and Dietary Variety in Age-Related Macular Degeneration Protection. Nutrients 2017, 9, 120. [Google Scholar] [CrossRef] [PubMed]

	



Simrén, M.; Axelsson, J.; Gillberg, R.; Abrahamsson, H.; Svedlund, J.; Björnsson, E.S. Quality of life in inflammatory bowel disease in remission: The impact of IBS-like symptoms and associated psychological factors. Am. J. Gastroenterol. 2002, 97, 389–396. [Google Scholar] [CrossRef]

	



Isgar, B.; Harman, M.; Kaye, M.D.; Whorwell, P.J. Symptoms of irritable bowel syndrome in ulcerative colitis in remission. Gut 1983, 24, 190–192. [Google Scholar] [CrossRef]

	



Perera, L.P.; Ananthakrishnan, A.N.; Guilday, C.; Remshak, K.; Zadvornova, Y.; Naik, A.S. Dyssynergic defecation: A treatable cause of persistent symptoms when inflammatory bowel disease is in remission. Dig. Dis. Sci. 2013, 58, 3600–3605. [Google Scholar] [CrossRef]

	



Minderhoud, I.M.; Oldenburg, B.; Wismeijer, J.A.; van Berge Henegouwen, G.P.; Smout, A.J. IBS-like symptoms in patients with inflammatory bowel disease in remission; relationships with quality of life and coping behavior. Dig. Dis. Sci. 2004, 49, 469–474. [Google Scholar] [CrossRef]

	



Głąbska, D.; Guzek, D.; Zakrzewska, P.; Włodarek, D. Lycopene, lutein and zeaxanthin intake may reduce fecal blood, mucus and pus, but not abdominal pain in remission colitis ulcerosa individuals. Nutrients 2016, 8, 613. [Google Scholar] [CrossRef]

	



Głąbska, D.; Guzek, D.; Grudzińska, D.; Lech, G. Influence of dietary isoflavone intake on gastrointestinal symptoms in ulcerative colitis individuals in remission. World. J. Gastroenterol. 2017, 23, 5356–5363. [Google Scholar] [CrossRef] [PubMed]

	



Peyrin-Biroulet, L.; Panés, J.; Sandborn, W.J.; Vermeire, S.; Danese, S.; Feagan, B.G.; Colombel, J.F.; Hanauer, S.B.; Rycroft, B. Defining Disease Severity in Inflammatory Bowel Diseases: Current and Future Directions. Clin. Gastroenterol. Hepatol. 2016, 14, 348–354. [Google Scholar] [CrossRef] [PubMed]

	



Głąbska, D.; Guzek, D.; Lech, G. Nutritional Status of Men with Ulcerative Colitis in Remission in a Pair-Matched Case-Control Study. J. Clin. Med. 2018, 13, 438. [Google Scholar] [CrossRef]

	



WHO, International Statistical Classification of Diseases and Related Health Problems 10th Revision, ICD-10 Version. 2016. Available online: http://apps.who.int/classifications/icd10/browse/2016/en (accessed on 27 December 2018).

	



Althubaiti, A. Information bias in health research: Definition, pitfalls, and adjustment methods. J. Multidiscip. Health 2016, 9, 211–217. [Google Scholar] [CrossRef] [PubMed]

	



Tucker, K.L. Dietary surveys. In Encyclopedia of Human Nutrition; Caballero, B., Allen, L., Prentice, A., Eds.; Elsevier Academic Press: Oxford, UK, 2005; pp. 27–32. [Google Scholar]

	



Szponar, L.; Wolnicka, K.; Rychlik, E. Atlas of Food Products and Dishes Portion Sizes; IŻŻ: Warsaw, Poland, 2000. (In Polish) [Google Scholar]

	



Hamułka, J.; Głąbska, D.; Guzek, D.; Białkowska, A.; Sulich, A. Intake of Saturated Fatty Acids Affects Atherogenic Blood Properties in Young, Caucasian, Overweight Women Even without Influencing Blood Cholesterol. Int. J. Environ. Res. Public Health 2018, 15, 2530. [Google Scholar] [CrossRef] [PubMed]

	



US Department of Agriculture, Agricultural Research Service. Nutrient Data Laboratory. USDA National Nutrient Database for Standard Reference, Release 27; 2015. Available online: http://www.ars.usda.gov/ba/bhnrc/ndl (accessed on 19 November 2018). [Google Scholar]

	



Yang, J.; Wang, H.P.; Zhou, L.; Xu, C.F. Effect of dietary fiber on constipation: A meta-analysis. World J. Gastroenterol. 2012, 28, 7378–7383. [Google Scholar] [CrossRef] [PubMed]

	



Principi, M.; Losurdo, G.; Iannone, A.; Contaldo, A.; Deflorio, V.; Ranaldo, N.; Pisani, A.; Ierardi, E.; Di Leo, A.; Barone, M. Differences in dietary habits between patients with inflammatory bowel disease in clinical remission and a healthy population. Ann. Gastroenterol. 2018, 31, 469–473. [Google Scholar] [CrossRef]

	



Kunachowicz, H.; Nadolna, I.; Przygoda, B.; Iwanow, K. Food Composition Tables; PZWL: Warsaw, Poland, 2017. (In Polish) [Google Scholar]

	



Jarosz, M. Human Nutrition Recommendations for Polish Population; Warsaw: IŻŻ, Poland, 2017. (In Polish) [Google Scholar]

	



Walsh, A.J.; Radford-Smith, G.L. Ulcerative colitis and ulcerative proctitis: Clinical course and complications. In Inflammatory Bowel Disease: Translating Basic Science into Clinical Practice; Targan, S.R., Shanahan, F., Karp, L.C., Eds.; Wiley-Blackwell: Oxford, UK; Chichester, UK; Hoboken, NJ, USA, 2010; pp. 212–227. [Google Scholar]

	



D’Aleo, C.M.; Sabbi, T.; Gismondi, P.; Scattoni, R.; Ferrara, P. Crohn’s disease presenting as chronic constipation. Pediatr. Med. Chir. 2009, 31, 168–171. [Google Scholar]

	



Rao, S.S.; Holdsworth, C.D.; Read, N.W. Symptoms and stool patterns in patients with ulcerative colitis. Gut 1988, 29, 342–345. [Google Scholar] [CrossRef]

	



Gearry, R.B.; Irving, P.M.; Barrett, J.S.; Nathan, D.M.; Shepherd, S.J.; Gibson, P.R. Reduction of dietary poorly absorbed short-chain carbohydrates (FODMAPs) improves abdominal symptoms in patients with inflammatory bowel disease-a pilot study. J. Crohns Colitis 2009, 3, 8–14. [Google Scholar] [CrossRef]

	



Rao, S.S.; Yu, S.; Fedewa, A. Systematic review: Dietary fibre and FODMAP-restricted diet in the management of constipation and irritable bowel syndrome. Aliment. Pharmacol. Ther. 2015, 41, 1256–1270. [Google Scholar] [CrossRef] [PubMed]

	



Crohn’s and Colitis UK. National Association for Colitis and Crohn’s Disease, Food and IBD—Improving Life for People Affected by Inflammatory Bowel Diseases; Crohn’s and Colitis: Hertfordshire, UK, 2012. [Google Scholar]

	



Sun, J.; Shen, X.; Li, Y.; Guo, Z.; Zhu, W.; Zuo, L.; Zhao, J.; Gu, L.; Gong, J.; Li, J. Therapeutic Potential to Modify the Mucus Barrier in Inflammatory Bowel Disease. Nutrients 2016, 14, 44. [Google Scholar] [CrossRef]

	



Schlenker, C.; Eng, S.C.; Surawicz, C.M. Considerations in the differential diagnosis of colitis. In Inflammatory Bowel Disease: Translating Basic Science into Clinical Practice; Targan, S.R., Shanahan, F., Karp, L.C., Eds.; Wiley-Blackwell: Oxford, UK; Chichester, UK; Hoboken, NJ, USA, 2010; pp. 292–302. [Google Scholar]

	



Reif, S.; Klein, I.; Lubin, F.; Farbstein, M.; Hallak, A.; Gilat, T. Pre-illness dietary factors in inflammatory bowel disease. Gut 1997, 40, 754–760. [Google Scholar] [CrossRef] [PubMed]

	



Lubin, F.; Rozen, P.; Arieli, B.; Farbstein, M.; Knaani, Y.; Bat, L. Nutritional and lifestyle habits and water-fiber interaction in colorectal adenoma etiology. Cancer Epidemiol. Biomarkers Prev. 1997, 6, 79–85. [Google Scholar] [PubMed]

	



Andersen, V.; Olsen, A.; Carbonnel, F.; Tjønneland, A.; Vogel, U. Diet and risk of inflammatory bowel disease. Dig. Liver Dis. 2012, 44, 185–194. [Google Scholar] [CrossRef] [PubMed]

	



Jing, L.; Xiao, M.; Dong, H.; Lin, J.; Chen, G.; Ling, W.; Chen, Y. Serum Carotenoids Are Inversely Associated with RBP4 and Other Inflammatory Markers in Middle-Aged and Elderly Adults. Nutrients 2018, 25, 260. [Google Scholar] [CrossRef] [PubMed]

	



Nagórna-Stasiak, B.; Wawrzeńska, M. Effect of vitamins A, D3 and E on intestinal motility in rabbits in chronic experiments and in vitro. Pol. Arch. Weter. 1984, 24, 215–227. (In Polish) [Google Scholar] [PubMed]

	



Baldassarre, G.; Boccia, A.; Bruni, P.; Sandomenico, C.; Barone, M.V.; Pepe, S.; Angrisano, T.; Belletti, B.; Motti, M.L.; Fusco, A.; et al. Retinoic acid induces neuronal differentiation of embryonal carcinoma cells by reducing proteasome-dependent proteolysis of the cyclin-dependent inhibitor p27. Cell Growth Differ. 2000, 11, 517–526. [Google Scholar] [PubMed]

	



Sato, Y.; Heuckeroth, R.O. Retinoic acid regulates murine enteric nervous system precursor proliferation, enhances neuronal precursor differentiation, and reduces neurite growth in vitro. Dev. Biol. 2008, 320, 185–198. [Google Scholar] [CrossRef]

	



Heanue, T.A.; Pachnis, V. Enteric nervous system development and Hirschsprung’s disease: Advances in genetic and stem cell studies. Nat. Rev. Neurosci. 2007, 8, 466–479. [Google Scholar] [CrossRef]

	



Krishnaswamy, R.; Devaraj, S.N.; Padma, V.V. Lutein protects HT-29 cells against Deoxynivalenol-induced oxidative stress and apoptosis: Prevention of NF-kappaB nuclear localization and down regulation of NF-kappaB and Cyclo-Oxygenase-2 expression. Free Radic. Biol. Med. 2010, 49, 50–60. [Google Scholar] [CrossRef] [PubMed]

	



Courraud, J.; Charnay, C.; Cristol, J.P.; Berger, J.; Avallone, S. In vitro lipid peroxidation of intestinal bile salt-based nanoemulsions: Potential role of antioxidants. Free Radic. Res. 2013, 47, 1076–1087. [Google Scholar] [CrossRef] [PubMed]

	



Sato, Y.; Kobayashi, M.; Itagaki, S.; Hirano, T.; Noda, T.; Mizuno, S. Protective effect of lutein after ischemia-reperfusion in the small intestine. Food Chem. 2011, 127, 893–898. [Google Scholar] [CrossRef]

	



Chang, C.J.; Lin, J.F.; Chang, H.H.; Lee, G.A.; Hung, C.H. Lutein protects against methotrexate-induced and reactive oxygen species-mediated apoptotic cell injury of IEC-6 cells. PLoS ONE 2013, 8, e72553. [Google Scholar] [CrossRef] [PubMed]

	



Horváth, G.; Kemény, Á.; Barthó, L.; Molnár, P.; Deli, J.; Szente, L. Effects of some natural carotenoids on TRPA1- and TRPV1-induced neurogenic inflammatory processes in vivo in the mouse skin. J. Mol. Neurosci. 2015, 56, 113–121. [Google Scholar] [CrossRef]

	



Gao, Y.Y.; Xie, Q.M.; Jin, L.; Sun, B.L.; Ji, J.; Chen, F.; Ma, J.Y. Supplementation of xanthophylls decreased proinflammatory and increased anti-inflammatory cytokines in hens and chicks. Br. J. Nutr. 2012, 108, 1746–2755. [Google Scholar] [CrossRef]

	



Mózsik, G.; Nagy, Z.; Nagy, A.; Rumi, G.; Karádi, O.; Czimmer, J. Leiden mutation (as genetic) and environmental (retinoids) sequences in the acute and chronic inflammatory and premalignant colon disease in human gastrointestinal tract. J. Physiol. Paris 2001, 95, 489–494. [Google Scholar] [CrossRef]

	



Rumi, G., Jr.; Szabó, I.; Vincze, A.; Matus, Z.; Tóth, G.; Mózsik, G. Decrease of serum carotenoids in Crohn’s disease. J. Physiol. Paris. 2000, 94, 159–161. [Google Scholar] [CrossRef]

	



Haskey, N.; Gibson, D.L. An Examination of Diet for the Maintenance of Remission in Inflammatory Bowel Disease. Nutrients 2017, 10, 259. [Google Scholar] [CrossRef] [PubMed]

	



Hamułka, J.; Koczara, J.; Gronek, M. Lutein content of selected Polish foods and estimation of its intake. Pol. J. Food Nutr. Sci. 2005, 14, 201–206. [Google Scholar]

	



Wawrzyniak, A.; Hamułka, J.; Friberg, E.; Wolk, A. Dietary, anthropometric, and lifestyle correlates of serum carotenoids in postmenopausal women. Eur. J. Nutr. 2013, 52, 1919–1926. [Google Scholar] [CrossRef]

	



Włodarek, D.; Głąbska, D. Influence of the lutein-rich products consumption on its supply in diet of individuals with age-related macular degeneration (AMD). Klinika Oczna 2011, 113, 342–346. (In Polish) [Google Scholar]

	



Oliveira, L.M.; Teixeira, F.M.E.; Sato, M.N. Impact of Retinoic Acid on Immune Cells and Inflammatory Diseases. Mediat. Inflamm. 2018, 9, 3067126. [Google Scholar] [CrossRef]

	



Power, A.M.; Talley, N.J.; Ford, A.C. Association between constipation and colorectal cancer: Systematic review and meta-analysis of observational studies. Am. J. Gastroenterol. 2013, 108, 894–903. [Google Scholar] [CrossRef]

	



National Cancer Institute. Dietary Assessment Primer. Available online: https://dietassessmentprimer.cancer.gov/profiles/record/ (accessed on 6 December 2018).








[image: Jcm 08 00077 g001 550]





Figure 1. The box plots of vitamin A intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 2. The box plots of retinol intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 3. The box plots of β-carotene intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 4. The box plots of α-carotene intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 






Figure 4. The box plots of α-carotene intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared.



[image: Jcm 08 00077 g004]







[image: Jcm 08 00077 g005 550]





Figure 5. The box plots of β-cryptoxanthin intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 6. The box plots of lycopene intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 7. The box plots of lutein and zeaxanthin intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Figure 8. The box plots of fiber intake in groups of individuals stratified by the analyzed symptoms of tenesmus, flatulence and constipation. (-) symptom not declared; (+) symptom declared. 
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Table 1. The basic characteristics of the group of individuals with ulcerative colitis in remission phase recruited for the study.
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Total

(n = 56)

	
Male Individuals (n = 19)

	
Female Individuals (n = 37)

	
p-Value






	
Age (years)

	
47.4 ± 13.7

48.0 (19.0–69.0)

	
45.9 ± 13.9

45.0 (23.0–69.0)

	
48.2 ± 13.6

49.0 (19.0–68.0)

	
0.5614 a




	
Weight (kg)

	
76.7 ± 15.7

76.5 (48.0–115.0)

	
84.6 ± 12.9

80.0 (69.0–112.0) *

	
72.7 ± 15.6

72.0 (48.0–115.0)

	
0.0051 b




	
Height (cm)

	
168.2 ± 8.9

167.0 (153.0–186.0)

	
177.7 ± 6.4

180.0 (166.0–186.0)

	
163.3 ± 5.2

165.0 (153.0–175.0)

	
0.0000 a




	
Body Mass Index (BMI)

	
(kg/m2)

	
27.1 ± 5.1

26.7 (17.6–38.1)

	
26.8 ± 3.9

26.3 (20.2–34.6)

	
27.3 ± 5.7

27.7 (17.6–38.1)

	
0.7437 a




	
Underweight

	
3 (5.4%)

	
0 (0.0%)

	
3 (8.1%)

	
0.3026 c




	
Normal weight

	
18 (32.1%)

	
6 (31.6%)

	
12 (32.4%)




	
Overweight

	
19 (33.9%)

	
9 (47.4%)

	
10 (27.1%)




	
Obesity

	
16 (28.6%)

	
4 (21.0%)

	
12 (32.4%)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); a compared using t-Student test based on mean values (applied due to parametric distributions); b compared using Mann–Whitney U test based on median values (applied due to non-parametric distributions); c compared using chi2 test.
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