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My Bio
• Clinical Dietitian at East River Gastroenterology & Nutrition in New York City

• Specialize in medical nutrition therapy for digestive disorders for past 8 years

• Preceptor, DI Program at Teacher’s College, Columbia University

• Co-author, “Gastrointestinal Conditions in the Older Adult,” in Nutrition for the Older Adult, 
2nd and 3rd editions, Bernstein M and Munoz N, Eds. (Jones & Bartlett, 2016 and 2018)

• Author of the forthcoming book, “The Bloated Belly Whisperer” (St. Martin’s Press; December 
2018)

• Columnist for US News & World Report’s eat + run blog for 7 years
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Disclosures
• Consultant, Green Valley Organics Lactose Free

Objectives

1. Differentiate between evidence-based and non-evidence based food 
allergy/intolerance assays toward assessing medical necessity of diet 
restriction

2. Review common GI conditions in patients and their impact on food 
tolerance

3. Devise nutrition interventions that enable patients with medically 
necessary diet restrictions to consume the most  liberalized diet they 
can tolerate
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The Universe of Adverse Food Reactions

Immune mediated

IgE Mediated

Food allergy/ anaphylaxis
Oral allergy syndrome

Cell Mediated

Celiac disease
FPIES (pediatric)

Non celiac gluten sensitivity?

Non-Immune 
mediated

(Intolerance)

Metabolic/

Enzymatic

Lactose
Fructose

GSID
Other FODMAPs

Anaphylactoid/

Pharmacological

Histamine
Tyramine
Sulfites

MSG
Nitrites

Foodborne illness

Infection
Intoxication

Intoxification

Skypala IJ et al (2015); Taylor, S. L. and S. L. Hefle. 2005. Food allergies and intolerances. In: Modern Nutrition in Health and Disease, 10th ed., ed. M. E. Shils, M. Shike, A. C. Ross, B. 
Caballero, and R. J. Cousins

Eosinophilic Esophagitis

IgE Food Allergy 
Rarely, reactions can be delayed by up 

to a few hours
Tick-borne “Alpha gal allergy,” a.k.a. red 
meat allergy, (3-6 hours)

Food-dependent exercise-induced 
anaphylaxis
• Typically starts within 30 minutes of 

initiating exercise after having 
consumed a trigger food within 4-6 
hours prior

Symptoms typically onset within minutes of 
consuming a food 

• Hives
• Stuffy or itchy nose, sneezing or itchy, teary eyes
• Vomiting, stomach cramps or diarrhea
• Angioedema or swelling
• Anaphylaxis:

•Hoarseness, throat tightness or a lump in the throat
•Wheezing, chest tightness or trouble breathing
•Tingling in the hands, feet, lips or scalp

Sources: AAAAI; Minty B, 2017 6
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Objective Diagnosis of Food Allergy

Sampson HA et al, 2014; Santos AF et al, 2018

Emerging: Mast Activation Test

Paper published in Journal of Allergy & Clinical Immunology in 
May 2017 reported identification of highly specific test to dx 
peanut allergy

• Mast Activation Test (MAT)
• Peanut protein combined with pt’s serum mast cells 

produce biomarkers indicating allergy
• 98% specific in identifying peanut-allergic children

MAT test now being adapted to other allergens and will be 
validated

The next frontier of food allergy diagnosis?

Current: IgE testing +/- OFC
IgE tests (skin, serum or both) to foods suspected 
of provoking a reaction
• IgE tests alone NOT considered diagnostic of 

foods allergy (but often used as such)
• Determine whether reported hx of food allergy 

+ lab data sufficient for dx or whether oral food 
challenge necessary

Only a fraction of people with +IgE tests actually 
allergic to the food (high rate false positives)

• IgE tests show sensitization to an allergen, 
not necessarily clinical allergy

7

Oral Allergy Syndrome (OAS)
IgE-mediated allergy to environmental antigens (pollens) masquerading as 
a food allergy

Localized itching, tingling and/or swelling typically isolated to lips, mouth 
or throat triggered immediately upon eating raw fruits, vegetables or nuts 
whose proteins resemble those of an environmental allergic trigger 
(pollens)
Anaphylaxis is possible, but exceedingly rare (more likely with nuts)

Symptoms typically worse during height of allergy seasons

Reaction typically triggered only by raw versions of the 
cross-reactant food… most can tolerate COOKED versions of the food

8
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Source: American Academy of Allergy, Asthma & Immunology 

Potential OAS Cross-Reactants (Raw)

Birch

Ragweed

Mugwort

Grass 
(Orchard, 
Timothy)

Apple Pear Kiwi Parsley Hazelnut
Peach Cherry Carrot Peanut Soybean
Plum Apricot Celery Almond

Cantaloupe Banana White Potato
Honeydew Cucumber
Watermelon Zucchini

Bell pepper Cauliflower Garlic Aniseed Caraway seed
Broccoli Chard Onion Coriander Black pepper
Cabbage Parsley Fennel

Peach Tomato
Watermelon White potato
Orange

9

Other Immune-Mediated Conditions:
Eosinophilic Esophagitis (EoE)

Inflammatory allergic/immune condition in which excess numbers of white blood cells (eosinophils) infiltrate 
the esophagus

• Symptoms: dysphagia, food impactions, heartburn, nausea/vomiting
• Diagnosed via biopsies of the esophagus obtained via EGD
• May present similarly to GERD clinically
• May be PPI responsive or not
• Incidence rapidly increasing

Vast majority of cases have a food trigger, but reactions can be delayed, making triggers hard to identify 
subjectively

• 50-80% have prior history of atopic symptoms
• Food triggers may not show up in IgE food allergy testing
• Medically supervised elimination diet protocol with re-challenges only way to identify food triggers

• Wheat and dairy are most common triggers, followed by eggs and soy… followed by peanuts, tree 
nuts, fish and/or shellfish

10
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Other Immune-Mediated Conditions:
Celiac Disease

Autoimmune condition in which self-directed immune response 
mounted in response to ingestion of gluten containing grains 
(wheat, barley, rye)

Inflammatory process damages villi, impairing nutrient absorption

Diagnosis:
o Positive tTG-IgA (or IgG) antibodies + signature histological 

changes in the small bowel via biopsies
Cannot be made in a patient already following a GFD

o Genetic testing can essentially rule it out, but can’t diagnose

• Gastrointestinal (diarrhea, 
constipation, gas/bloating)

• (New) lactose intolerance
• Unintentional weight 

loss/FTT
• Iron deficiency anemia, 

early onset osteoporosis 
(2* micronutrient 
malabsorption)

• Miscarriage/infertility
• Neurological: ataxia, 

migraines, neuropathy…

Symptoms

11

A STRICT gluten-free diet for life is the ONLY treatment for Celiac disease!!

What about “non celiac gluten sensitivity”?
Adverse symptoms related to ingestion of gluten containing foods in 
absence of celiac disease/wheat allergy

◦ Intestinal: gas, bloating, pain, diarrhea, constipation
◦ Extra intestinal: fatigue, headache, numbness, “brain fog,” 

anxiety/depression, fibromyalgia-like symptoms

THERE IS NO OBJECTIVE TEST OR BIOMARKER for “gluten intolerance” 
or “gluten sensitivity” 

Multiple recent RCTs suggest vast majority of suspected NCGS cases 
are actually CHO intolerances (fructans) ~60-95%
o True NCGS far less common than previously believed

Lionetti E, et al (2017)

Sourdough bread makes a great 
litmus test to differentiate  

gluten vs. FODMAP sensitivity

12
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Food Intolerance 

Sources: AAAAI; Ferguson A (1992); Taylor, S. L. and S. L. Hefle. 2005. Food allergies and intolerances. In: Modern Nutrition in Health and Disease, 10th ed., ed. M. E. Shils, M. Shike, 
A. C. Ross, B. Caballero, and R. J. Cousins. 13

“A reproducible, unpleasant… reaction, not psychologically 
based, to a specific food or food ingredient. Mechanisms 

responsible include enzyme deficiency… pharmacologic effects… 
nonimmunologic histamine-releasing effects…and direct 

irritation …”

(Ferguson A, 1992)

Diagnosis of Food Intolerance
Hydrogen breath testing 

Elimination diet +/-
Controlled challenge

Carbohydrate intolerances:
• Lactose
• Fructose (DFI)
• Sucrose (GSID)

• Other Carbohydrate intolerances 
(“FODMAPs”)

• Pharmacological/anaphylactoid  
reactions, e.g, Histamine, 
Tyramine, Sulfites, Nitrites…

Duodenal biopsies Carbohydrate intolerances:
• Lactose
• Sucrose

O
bjective

Subjective

14
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Carbohydrate Intolerances
Non-inflammatory gastrointestinal reactions r/t poorly absorbed carbohydrates (e.g. FODMAPs) 

◦ Osmotic diarrhea
◦ Flatus
◦ Abdominal pain
◦ Vomiting (much less common)

Mixed etiology
◦ Enzyme deficiency (lactase, sucrose-isomaltase)
◦ Under expression of GLUT-5 receptor (fructose-specific transporter)

Symptoms typically onset 4-8 hours after ingestion; are dose dependent

15

Where are FODMAPs Found?

16

FODMAP
family

Type of 
carbohydrates

Commonly Found in:

Oligo-saccharides • Fructans
• Galacto-

oligosaccharides 
(GOS)

Fructans:
• Wheat, rye
• Onion, garlic, leeks,shallots
• Inulin (chicory root fiber)
GOS:
• Beans/legumes/soybeans
• Beets, cashews, pistachios

Disaccharides Lactose • Milk, milk powder, milk chocolate
• Soft/young cheeses & yogurt
• Whey protein concentrate

Monosaccharides Fructose • Higher-fructose fruits and derived foods (jams/jellies)
• Fruit juice, soda, sports nutrition products
• Sweeteners (honey, agave, HFCS)

Polyols • Sorbitol
• Mannitol
• Xylitol

• Sorbitol: Stone fruits, pears, avocado, medications/supplements
• Mannitol: Mushrooms, snowpeas, low carb snacks/bars
• Xylitol/erythritol: sugarless gum, diet/sugar-free foods and soft drinks, 

low cal/low CHO ice cream pints
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Diagnosis and Management of CHO 
Intolerances

Use food/symptom hx to hypothesize re: malabsorbed CHOs
o Refer for breath testing when available
o Elimination diet when no breath testing available
o R/o organic causes with objective testing (e.g., SIBO, Celiac disease)

Educate patient on food/beverages that contain their poorly-absorbed CHO
o Provide lists of well tolerated foods and appropriate substitutes

Recommend enzyme supplementation to enable ongoing intake/tolerance
o Lactase Lactose
o Alpha-galactosidase (Beano/Beanzyme) GOS
o Xylose isomerase (Xylosolv) Fructose
o Sucraid (rx only)- Sucrose/Maltose

Look for enzyme 
supplement 

brands that do 
not contain 

FODMAPs as 
fillers!

17

Pharmacological/Anaphylactoid Food 
Intolerances (I)

Metabolite of amino acid histidine that acts as a 
signaling molecule
• Present in certain foods naturally (e.g., tomatoes, 

spinach) and as spoilage/fermentation byproduct
• In excess, causes vasodilation, bronchoconstriction,

secretion of HCl in the stomach
• In predisposed people, may present as GERD, acute 

onset diarrhea/bloating or anaphylactoid reactions

Histamine

Low Histamine Diet +/-
• H1/H2 blocker meds
• Mast cell stabilizer meds
• DAO enzyme supplements

Metabolite of amino acid tyrosine that plays a role in 
catecholamine release 
• Created as a byproduct of bacterial fermentation of 

certain protein foods
• Also exists naturally in other foods
• Can cause hypertensive crisis in people on MAO-

Inhibitor medications
• Can trigger migraines in predisposed people

Tyramine

Low Tyramine Diet
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Pharmacological/Anaphylactoid Food 
Intolerances (II)

Food additive used to prevent bacterial spoilage/browning:
• May trigger asthma attacks in people with asthma
• In sensitive people, can cause: abdominal pain, diarrhea, 

nausea vomiting, wheezing / breathing difficulty, 
swallowing problems, dizziness, hives, facial swelling, skin 
rashes/irritation or low BP

• Relatively rare condition

Sulfites

Avoid foods preserved with sulfites, e.g,:
• Wines and many grape juices
• Frozen shellfish, frozen/dried potatoes
• Dried fruits, desiccated coconut
• Shelf stable citrus juices, hot sauces, condiments

VERY RARE, but not impossible:
• Nitrites (food preservative)
• Monosodium Glutamate (flavor enhancer)
• Benzoates (food preservative)
• Tartrazine (FD&C  Yellow 5)

Other food additives

Refer for medically supervised oral challenge via 
allergist to verify if suspected

These are NOT evidence based ways to 
diagnose ANY adverse food reactions
◦ IgG or IgM-based “food sensitivity” testing (blood)
◦ MRT/LEAP
◦ ALCAT
◦ Applied Kinesiology (“Muscle Response Testing”)
◦ Stool tests
◦ Saliva tests
◦ Hair tests
◦ Blood typing
◦ DNA tests/Genetic profiling

… or anything administered by a chiropractor
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Common gastrointestinal complications of eating 
disorders may present as food intolerance

ANOREXIA NERVOSA

BINGE EATING 
DISORDER

BULIMIA

• SMA syndrome
• Cholelithiasis (gallstones)

• GERD
• Functional 

Dyspepsia • Abdominophrenic
dyssynergia

• Gastroparesis

• Rumination
• Constipation

IBS

All of these conditions may 
result in post-prandial 
symptoms that may:
◦ Mimic food 

allergy/intolerance 
symptoms (bloating, 
abdominal pain, reflux, 
diarrhea…)

◦ Create negative feedback 
associated with eating 
and/or psychological 
aversions



9/11/2018

12

Modifying Texture, Meal Size May Improve 
Diet Tolerance for Many GI Disorders 

Food choices and meal patterns that 
minimize gastric/bowel distension and 

facilitate gastric emptying:

• GI soft textures
• Moderate/low in fat (as tolerated)
• Small meals Q3-4 hours

Gastroparesis

delayed stomach 
emptying

Functional 
Dyspepsia

disorder of 
sensation/ 

peristalsis in the 
upper GI tract 

GERD/
Rumination

post-prandial 
reflux of gastric 

contents

SMA Syndrome

Compression of 
distal duodenum 

by superior 
mesenteric artery

Irritable Bowel Syndrome (IBS)
functional bowel disorder marked by 

visceral hypersensitivity and altered bowel patterns

Refer to Gastroenterologist for Medical 
Management When Indicated

Laxatives (OTC and Rx)

Cholinergic agents Pelvic floor physical therapy/biofeedback

Laxatives (OTC and Rx)

Cholinergic agents Pelvic floor physical therapy/biofeedback

Antacids PPIs

H2 blockers

Antacids PPIs

H2 blockers

Prokinetics Pyloric dilation/botox

Anti-emetics Surgery (when severe)

Prokinetics Pyloric dilation/botox

Anti-emetics Surgery (when severe)

TCAs/SSRIs Anticholinergics/antidiarrheals         Fiber supplements

• Antispasmodics Cholinergics/laxatives Peppermint oil

TCAs/SSRIs Anticholinergics/antidiarrheals         Fiber supplements

• Antispasmodics Cholinergics/laxatives Peppermint oil

Constipation

GERD

Gastroparesis

IBS
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SUMMARY: Tips for normalizing intake for 
food allergic/intolerant patients (I)

1. Obtain objective, evidence-based diagnostic data on patient’s medical condition to inform 
appropriate dietary modifications
• Breath testing when available
• Gastroenterologist/allergist-immunologist consult when indicated
• Critically assess quality of lab/diagnostic data and appropriateness of its interpretation 

provided by patient (e.g., food allergy/sensitivity testing)

2. Consider utility of texture/volume modification rather than overt food restriction
• Cooked vs. raw in OAS
• GI Soft textures for variety of functional GI disorders (soups, smoothies, purees, 

cooked versions of foods)

SUMMARY: Tips for normalizing intake for 
food allergic/intolerant patients (II)

3. Leverage available supplemental enzymes when available for digestive food intolerance 
(slide 17)

4. Explore/exhaust medical treatment options to improve food tolerance (slide 17,24)

5. Know when dietary restriction IS medically necessary– and to what extent-- as in the cases 
of:
• IgE-mediated food allergy/OAS
• Celiac disease
• Non PPI-responsive EoE
• Pharmacological food intolerances (histamine, tyramine)
• FODMAP-sensitive IBS
• Gastroparesis
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SUMMARY: Tips for normalizing intake for 
food allergic/intolerant patients (III)

6. When restriction is medically necessary, provide patients with extensive education on:
• Food lists of things they CAN eat 
• Grocery shopping guides of appropriate food choices
• Recipe suggestions
• Suitable restaurant menu items

7. Consult evidence-based sources to create patient education:
• Food Allergy: FARE allergen lists (www.foodallergy.org)
• Celiac Disease/Gluten: Tricia Thompson, MS, RD (“Celiac Disease Nutrition Guide”)
• FODMAPs: Monash University Low FODMAP Diet Guide/app; Kate Scarlata, RDN; Patsy 

Catsos, MS, RDN
• Histamine/Tyramine/Food additives:  Janice Vickerstaff Joneja, PhD, RDN (“Dealing with 

Food Allergies,” “The Health Professional’s Guide to Food Allergies & Intolerances”) 

Challenges of assessing food tolerance in 
ED populations

• Somatization of emotions/anxiety

• Subjectivity of symptoms in dysmorphic populations (e.g. “Bloating”)

• Balancing need to address restrictive behaviors vs. negative feedback loop from 
post-prandial symptoms

• Proliferation of culturally sanctioned self-restrictive practices (including 
bestselling books by MDs!)

• Non-evidence based diagnostics/diet advice dispensed by functional/integrative 
practitioners, naturopaths and chiropractors
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Subjectivity of bloating 
& conflation of bloating with “fat”

Common Dilemmas: When eating disorders 
clash with gastrointestinal realities

Binge Eating/
Celiac disease

Orthorexia/ 
Crohn’s 
Disease

Anorexia/
Gastroparesis

• Medically necessary to follow strict GF diet
• Can patient reliably abstain from gluten when bingeing and not fully in control of her food 

choices?  

• Orthorexic patient on vegetarian diet who self-restricts most grains (esp refined), dairy, 
sugar and meat

• Crohn’s disease flare results in severe abdominal pain and diarrhea associated with fiber 
and certain FODMAPs (e.g, beans)

• Can patient overcome her fear of refined carbs, lean animal protein to consume the low 
residue diet she will tolerate best? 

• Patient with decades-long anorexia develops gastroparesis 
• Poor appetite, chronic nausea/reflux interfere with nutritional rehabilitation: she cannot 

tolerate the volumes required by her IOP’s supervised meal program
• How do you normalize eating patterns and restore weight?
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Common Dilemmas: Alternative 
medicine can fuel eating disorders

Whole30

“Leaky gut”

• Healthy 20-something with brief hx of anorexia as teenager does Whole30 diet w/ 
boyfriend, loses 8# in one month

• Takes it as evidence that grains, legumes, dairy, sugar and baked goods were 
“inflammatory,” fears reintroducing

• Stays on plan, starts shaving portions, loses 30# in 4 months 
• Pt now struggles to stop restricting and regain her previously positive relationship with food

• Nut-allergic pt who actually had SIBO told she has “leaky gut syndrome” by functional MD
• Adverse food reactions to FODMAPs presented to pt as evidence of food sensitivity from 

her “leaky gut,” told to avoid gluten, dairy, soy, sugar
• Untreated SIBO worsens and pt told she has developed sensitivity to additional (high 

FODMAP) foods (veggies, beans, fruits) as result of her leaky gut
• New GI doc finds and treats the SIBO, but pt continues to believe she has leaky gut and is 

sensitive to all of these foods; resistant to challenge; cannot eat out, remains highly 
restricted

A parting thought…

“BELIEVE the patient’s symptoms…

…but VERIFY their interpretation of 
the symptoms”
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Questions? 

info@thebloatedbellywhisperer.com

@tamaraduker

@bloatedbellywhisperer


