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Do you suffer from heartburn? Is an ulcer bothering you? Are the difficult symptoms of irritable
bowel syndrome compromising your life? If so, you are not alone. You are that one out of every
three Americans that suffers from chronic digestive problems.Whether it's constipation,
diarrhea, gas, hemorrhoids, ulcers, heartburn, colitis, gallstones, or one of the many other
digestive tract problems, Dr. Steven Peikin's self-help nutritional program will help keep you out
of the doctor's office—and feeling great.Based on the latest research and his own clinical
experience, Dr. Peikin prescribes a healthy diet high in fiber and low in fat, spices, lactose, and
caffeine. He provides a detailed list of "flag foods" to avoid in the case of specific problems;
shows you how to use exercise, over-the-counter drugs, prescription drugs, and stress
management to complement the program; and offers advice for coordinating the program with
weight loss (or weight gain), working with medical professionals, and measuring
progress."Highly recommended for its thorough coverage, sound advice, and healthy
suggestions,"* Gastrointestinal Health—now revised and updated with the latest information on
new drugs and research—is everything you need to know to find fast relief from a wide range of
gastrointestinal difficulties.Library Journal

About the AuthorPaul Jenner is a writer and journalist specializing in lifestyle subjects. He lives
with his partner, three horses, two dogs and two sheep, in the foothills of the Spanish Pyrenees,
where, when he`s not working, he enjoys hiking, riding, cycling, sailing, swimming, diving and
snowboarding. His other books include Teach Yourself Living Longer, Living Well and Teach
Yourself Happiness.
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Gastrointestinal Health in 1991, there have been many new and exciting developments in the
field of gastroenterology. Most notable is confirmation of the discovery that many diseases of the
upper gastrointestinal tract (ulcers, gastritis, stomach cancer) are caused by a bacterial
infection. It may surprise some people that almost a third of American adults are currently
infected with the bacteria Helicobacter pylori and this may, in part, explain why so many people
suffer from upper gastrointestinal diseases. The reader will learn of new ways to diagnose (one
which can give you an answer in four minutes using just a drop of blood) and new ways to treat
Helicobacter pylori infection.In the second edition I added a chapter on colon cancer and in the
third edition this has been expanded to include many ways to avoid developing colon cancer, the
second most-common cause of death in the United States, and how to diagnose it early while it



is still curable. I discuss a new blood test that can tell certain individuals who have a family
history of colon cancer whether they are likely to develop the disease. A new stool test can
predict who has polyps and cancer.Important information recently has been published about
irritable bowel syndrome, the most common gastrointestinal disease affecting young women.
New theories on what causes irritable bowel syndrome and the latest ways to improve
symptoms of diarrhea, constipation, and abdominal pain are discussed.Millions of Americans
suffer from ulcerative colitis and Crohn’s disease, and the new edition of Gastrointestinal Health
contains an expanded chapter on inflammatory bowel disease. The latest information on
combination drug regimens to treat inflammatory bowel disease and dietary recommendations
for each stage of ulcerative colitis and Crohn’s disease have been added.Many new over-the-
counter and prescription drugs have reached the market since 1991. Four new over-the-counter
and one new prescription drug have been approved by the Federal Drug Administration (FDA)
for the management of gastroesophageal reflux. All but a few people can now be rid of their
heartburn by taking medications and following the nutritional advice outlined in this book. Eight
drug regimens designed to eradicate Helicobacter pylori have been approved by the FDA since
1991 and are outlined in the chapter on peptic ulcer disease.Several new endoscopic
procedures are included in the third edition. Many are used to treat acid reflux and one
(videocapsule endoscopy) involves the swallowing of a pill containing a camera to investigate
disorders of the small intestine.Since 1991, several old drugs have been shown to be useful in
treating new diseases. The use of tricyclic antidepressant medication in the treatment of
noncardiac chest pain, non-ulcer dyspepsia, and irritable bowel syndrome; high doses of
pancreatic enzymes to treat the pain of chronic pancreatitis; better antibiotic regimens to treat
patients with Crohn’s disease and ulcerative colitis, are just a few examples of the great strides
that have been made recently in the pharmacologic management of gastrointestinal
symptoms.The third edition of Gastrointestinal Health contains new information on dietary
supplements and herbal treatments for those individuals with gastrointestinal problems since
many more Americans are treating their symptoms with alternative medicine remedies. In this
section Liz Emery, M.S., R.D., has outlined those tinctures, supplements, and probiotics
beneficial in treating gastrointestinal disorders. The third edition continues to express the
importance of nutritional management for most gastrointestinal problems. The reader is offered
the latest up-to-date nutritional recommendations. Meal plans and recipes are included for your
convenience.It was my intention in writing Gastrointestinal Health that the book be practical,
useful, and easy to refer to when you or a family member develops heartburn, abdominal pain,
diarrhea, constipation, hemorrhoids, or any of the other myriad yet common problems that affect
almost all of us from time to time.IntroductionYou have a problem that’s driving you crazy.
Stomach pain, cramps or spasms, queasiness, frequent constipation or intermittent diarrhea,
heartburn—all are signs that something is out of whack with your digestive system. Maybe
you’ve been told you have irritable bowel syndrome (IBS) or “colitis,” a catch-all term used to
describe bouts of severe spasm followed by diarrhea or constipation or both. Perhaps when



you’re under stress you suddenly double over with stomach cramps and have to race to the
bathroom. You might wake up in the mornings with what a patient of mine calls a “grungy”
stomach. Or maybe in the middle of the night you feel acid rise in your throat, waking you out of a
sound sleep. Or maybe, like many people who come to me at Cooper Hospital/University
Medical Center in Camden and Voorhees, New Jersey, you have been diagnosed with more
than one gastrointestinal (GI) problem—perhaps diverticulitis and constipation. Your doctor has
told you to adhere to a low fiber diet for your diverticulitis but the low fiber content of that diet has
aggravated your constipation. GI disturbances often trigger each other, and perhaps the most
frustrating part of solving these problems is that what’s soothing for one set of symptoms seems
to aggravate another.Virtually everyone, even people with cast-iron stomachs, suffers a bout of
gastrointestinal distress from time to time as a reaction to stressful living, erratic diet, or
temporary illness. Generally, as the event that triggered the symptom passes, so does the
symptom. For many people, however, digestive problems are long-standing, provoked by almost
anything, and often unrelieved, or only partly relieved by medication.More than 80 million
Americans live with and suffer from chronic digestive problems. These sufferers may be of any
age and background, for GI problems cross all barriers of age and economics, but a surprising
number of sufferers are between twenty-five and forty-five years of age. More than 60 percent
are women. Next to the common cold, digestive ailments account for more absences from work
and more visits to the doctor than any other condition. Symptoms may be continuous, with daily
pain or discomfort, or they may subside for days or weeks at a time, only to come back again,
without seeming provocation. Symptoms may be always mild or always severe, or they may
swing from bad to worse.GI symptoms are impossible to ignore, often revolving around meals,
business lunches, and social occasions. The pleasure/pain syndrome becomes integrated into
daily life: you enjoy eating something, then suffer the consequences. Chronic GI symptoms don’t
just go away. In fact, many tend to worsen with age: the longer you have them, the more
aggravating they become.Most treatments for GI problems involve medication. Year after year,
GI drugs top the pharmaceutical bestseller lists. The cost of ulcer disease in America is more
than $10 billion annually. Omeprazole (Prilosec), a drug used to treat heartburn and ulcers, sold
worldwide well in excess of $6 billion last year. Americans spend almost half a billion dollars a
year on laxatives.For many people gastrointestinal medications are miracle cures: Protonix and
Nexium to treat heartburn; Asacol, Pentasa, Prednisone, Imuran, and Remicade to treat
inflammatory bowel disease; Metaclopramide to treat heartburn, regurgitation, nausea, and
vomiting related to a sluggish stomach; Imodium A-D, Kaopectate, and Sandostatin to treat
difficult diarrhea; Metamucil, Zelnorm, or Konsyl to treat constipation. Yet, overall, drug therapy
for many GI problems has been notoriously unreliable. The most common and troublesome
conditions, such as IBS, respond poorly to drugs of any kind. Although some GI drugs seem to
correct problems virtually overnight, many are only partly effective and laden with potentially
serious side effects. And often, the relief offered by drugs is only temporary, so taking the
medication becomes a steady routine.The Link Between Nutrition and DiseaseIt has taken



science a long time to make the connection between diet and disease. Only in recent years has
the medical field made a strong case for dietary treatment of some of our most severe medical
problems, including heart disease.The current interest in nutrition as treatment began with a
scientific study initiated nearly forty years ago in Framingham, Massachusetts. The National
Heart Institute selected a community of 28,000 people for a study that has since provided the
most important, well-documented evidence of the role diet and exercise play in heart
disease.The results of the first batch of statistics, which were collected and analyzed over a
period of fourteen years, documented for the first time the major risk factors for heart disease
besides age and heredity: obesity, smoking, lack of physical exercise, and high levels of
cholesterol and other fats in the blood.The Framingham study continues today, and many more
studies have sprung from this early work, linking nutrition to many of our more common ailments.
It is now generally accepted that diet can play an important role in countering high blood
pressure, heart disease, and some cancers.Ironically, little work has been done on the effect of
diet on GI diseases. Diet—the first thing people think about when they suffer digestive symptoms
—is also the last thing most people, including some physicians, know anything about. We are so
confused about the effect of diet on the GI tract, that until very recently, doctors believed that
people suffering from peptic ulcer disease should consume milk and cream—the exact opposite
of what we now know to be true (the calcium in milk stimulates acid secretion, worsening the
condition). Even gastroenterologists, who specialize in digestive disease, are often poorly
trained in diet and nutrition. Physicians treat GI symptoms, if they treat them with diet at all, with
general “tips”: “Eat more fiber” or “Stay away from fatty foods.” It is up to the patient to figure out
how to apply this advice. This means that most fail to take advantage of new advances in diet
therapy that could greatly improve symptoms.Some of us follow spartan diets in an attempt to
reduce symptoms. Others eat foods that actually make the condition worse, or resign
themselves to suffering in silence. Many people with chronic heartburn, for example, never know
which foods cause the stomach to produce more acid or allow the acid to back up into the
esophagus. Many people suffer from bloating, belching, or flatulence without knowing exactly
which foods produce excessive gas. Others suffer unnecessarily from diarrhea, constipation, or
ulcer attacks. Hundreds of thousands of people walk around with packets of antacid in their
pockets at all times.Yet, a logical way to treat GI disorders is by diet. GI problems are aggravated
by what we eat because food comes into direct contact with the GI tract. If the wrong food
causes the problem, the right foods may solve the problem, or at least help.The main reason
doctors have been slow to recommend diet therapy is that it’s complicated and hard for both
physician and patient. Each patient with a GI disorder has a slightly different problem. There are
many different kinds of disorders, and each has its own set of food responses. Different parts of
the GI system react to different foods, and some foods affect the digestive tract in more than one
site. As a result, it is common for people to have multiple GI problems. For example, a person
with IBS, which affects the lower GI tract, may also suffer from upper GI symptoms, including
gas pains, nausea, and heartburn. Even those of us experienced in nutritional therapy may have



trouble designing a menu plan that offers good nutrition and at the same time detours around
troublesome foods for every patient.For these reasons, a comprehensive nutritional program to
relieve many common GI problems is a difficult undertaking. There are hundreds of weight loss
books and dozens of heart disease diets—but no single GI program.The Self-Help Nutritional
ProgramIn my GI practice at Cooper Hospital/University Medical Center in Camden and
Voorhees, New Jersey, I used to design (with the help of dietitians) an individual nutritional
program for each patient—a time-consuming process. I realized that we could help many more
people if we could come up with one program that almost everyone could follow.We began by
listing all the common gastrointestinal disorders and their primary symptoms. We then identified
the foods and eating habits associated with each symptom. We soon saw that many of the same
factors were involved with most troublesome symptoms. We reviewed the list and finally isolated
the six most notable culprits, the factors responsible for a long list of symptoms.Applying the
latest nutritional research to these six diverse factors, we turned them into nutritional principles.
These principles, in turn, became the foundation of a nutritional program that almost all of our GI
patients could use to help themselves. It is a program designed to treat the full spectrum of
common digestive disorders, from heartburn to constipation to gas to irritable bowel syndrome. It
can also help prevent diverticulitis, appendicitis, hemorrhoids, and gallstones; help heal ulcers
and prevent ulcer recurrence; help conquer obesity; and may lessen the likelihood of developing
bowel cancer.The six principles of the program are:High fiberLow fatLow lactoseLow spiceLow
gas-forming legumesLow caloriesThe six principles have been incorporated into a Two-Week
Master Program. Each recipe in the Master Program incorporates all six principles, and is
precisely calculated to fit the nutritional specifications of the Program. Each has been analyzed
for macronutrient content, fiber, and calories.The initial Two-Week Master Program is for
everyone. After that, you can continue to repeat the Master Program, interchanging the recipes
with any that appear in Part Nine of this book, and you can adapt your own recipes, using the six
concepts of the program described in Part Six.All of the recipes in Gastrointestinal Health were
developed and tested by Cheryl Clifford Marco, R.D., manager of Thomas Jefferson University
Hospital’s outpatient nutritional counseling service, and a superb recipe writer. Each menu is
designed to be easy on your digestive tract while offering flavor and variety.This Self-Help
Nutritional Program represents a breakthrough in the treatment of digestive problems, because it
is not a one-note theory. It doesn’t depend on drugs or on severe restriction of many foods. It is a
high-fiber, low-fat, totally balanced diet that works in harmony with your digestive tract. It takes
into account your appetite and your cravings for “comfort” foods. It also regulates the delicate
biochemical balance between the brain and the digestive system so that you feel satisfied and
gratified. It recognizes that foods are chemicals and that certain ratios must be maintained to
soothe the digestive system, satisfy hunger, and meet nutritional needs.The Self-Help
Nutritional Program cannot always be individualized. For instance, some people with irritable
bowel syndrome actually do better with a low-residue diet than a high-fiber diet. Most diseases
of the small intestine, such as adhesions that cause kinks in the intestine, are not helped by



using a high-fiber diet. Nutritional advice for patients with inflammatory bowel disease depends
on the severity of their colitis and ileitis. For instance, when the disease is mild, a high-fiber diet
seems to help, whereas, when the disease is severe, a low-residue diet is preferable. These
conditions require medical treatment and special dietary planning. Where possible I have
customized the Self-Help Nutritional Program to help those individuals with more complex
problems, but there is always the chance that the dietary recommendations outlined in the Self-
Help Nutritional Program could worsen your symptoms rather than improve them. If you feel this
is happening, you should stop the program and consult your physician.Immediate HelpLearning
how to treat your GI problem properly with diet does not mean blindly following a nutritional
regimen for years in the hope that it is helping you. Rather, it means that your symptoms are
almost immediately relieved. This quick response is rarely seen with other chronic ailments that
have a dietary component. For instance, diet has no direct effect on the symptoms of coronary
artery disease. Eating fatty foods does not cause chest pain, nor will avoiding fatty foods
alleviate chest pain. In the long run (twenty to thirty years), if you eat a heart-healthy diet you
may avoid clogged arteries and you may live longer, but at the time you’re eating it you can’t tell
that it’s helping you.In addition to quick relief of GI symptoms, the long-term benefits of changing
your diet can also be impressive: fewer incapacitating attacks; help in controlling serious
diseases such as diverticulitis; and, over years, help in the prevention of colon cancer. Such a
preventive approach now could spare much grief in the future.The Self-Help Nutritional Program
makes it easy for you to change your eating habits. The initial Two-Week Master Program will
prove to you just how beneficial a change in diet can be for your symptoms. After that, it is up to
you to make the program work by incorporating each of the six principles into your daily meals.
Relief of symptoms will be your greatest motivator: if you go back to your old habits, the
symptoms will often quickly return.Because you will continue to feel well, you may soon forget
what it was like to wake up every day with nausea, or to strain every time you went to the
bathroom, or to have burning pain in your chest at night when you were trying to sleep. If you
start slipping on the diet and begin to eat indiscriminately again, your symptoms could recur in a
hurry. The GI complaints we’re talking about are “diet responsive,” which means that they are not
usually permanently cured. So your symptoms will be your own built-in motivators.The goal of
this book is to help you minimize your dependence on drugs and maximize your control over
your own health. Just as new information about the effect of nutrition on disease has steered
potential heart disease patients away from coronary bypass operations, the goal of the program
is to reduce your GI symptoms without drugs whenever possible. This is a new way of thinking
about treating GI problems. And not only is it good for your GI symptoms, it’s good for your heart,
good for your blood pressure, good for your blood sugar, and good for your cholesterol count. By
all modern nutritional standards, it would be difficult to devise a healthier diet regimen.Finally,
you have the upper hand over your digestive problems. This is a program to live with; the only
lifetime diet you should need. Rigid self-discipline is not central to the program. When we speak
of a high-fiber, lowfat diet, we’re not talking about eating bagfuls of crude bran. We are speaking



of shifting the ratio of fat to fiber and fat to carbohydrates, lowering the one, while raising the
other.Dietary therapy for gastrointestinal disorders has been dramatically effective for scores of
patients, some of whom have suffered for years from GI complaints that responded to no other
therapy. For many people, following the principles of the program is enough to relieve all
digestive symptoms; flare-ups occur rarely if at all. For those with serious underlying disease, the
Self-Help Nutritional Program can be used as an adjunct to a drug therapy program prescribed
by your physician (information about most over-the-counter and prescription GI drugs is included
throughout Part Two). In these instances, following the program’s principles may allow you to
reduce the amount of medication you take and gain a greater measure of control over your
problem.Whether you’ve been plagued by GI symptoms for years and nothing has ever helped,
or whether your ailment is so minor that you think you can live with it, you should try a dietary
approach. Dietary management of GI problems really works for real people. If you suffer from
any common digestive problem, this may be the program you’ve been waiting for.PART
ONEGastrointestinal Health1The Self-Help Nutritional Program: A Healing DietThe science of
nutrition is a changing field, and different concepts become fashionable almost weekly. New
reports seem to contradict what has gone before and, invariably, new fads based on incomplete
data emerge.Amid the confusion, American eating habits have undergone profound changes.
Today, one-third of our meals are consumed outside the home; when we do eat at home, we
often resort to prepared convenience foods. All of us have to struggle harder to maintain
nutritional balance, and the struggle is more difficult for people with GI disorders who are subject
to severe and debilitating symptoms.Many become fixated on their next meal, worrying in
advance about their reactions. They know instinctively that some foods make their problems
worse, but don’t know how to establish a nutritional routine they can depend on. In frustration,
some people end up eating almost nothing. Existing on too little food, smoking too much for oral
gratification, which makes the GI disorder worse, they are often irritable and frustrated.Double
TroubleOne patient of ours was a twenty-eight-year-old ballet dancer who constantly yo-yoed on
and off weight-loss diets to maintain a perfectly slim body. At the same time, she was under high
performance stress. While still in her teens Margo began to have severe and sudden stomach
cramps, followed by diarrhea; she had her first ulcer attack on her twenty-first birthday. She had
suffered on and off from both problems ever since. Although Margo had taken many different
drugs in an effort to control the various symptoms, she was still vulnerable to sudden, painful
attacks that sometimes lasted weeks at a time. And as so commonly happens with GI patients,
the foods recommended for one condition were problems for the other.Some Myths and
FactsHere are a few more of our common misconceptions about diet and GI disorders.Myth: A
bland diet relieves ulcer symptoms. The traditional ulcer diet includes milk, cream, rice, fish, and
other bland food. It was believed that eating small, tasteless meals would help ulcers heal by
reducing acid secretion and setting up a buffer against stomach acid.Fact: A diet high in milk
products can actually be harmful to ulcers because milk and cream increase acid production in
the stomach, which can delay ulcer healing. A bland diet is often a low-fiber diet. Fiber is now



thought to aid ulcer healing. Fiber may also help prevent relapse of duodenal ulcers by slowing
the rate at which the stomach empties. The only foods to be avoided by someone with ulcer pain
are specific “Flag Foods” (see chapter 26).Myth: Constipation is a normal part of life, especially
as you grow older, and is best treated by laxatives as needed.Fact: Many people have become
dependent on laxatives or enemas, claiming that this is the only way they can move their bowels.
After long-term laxative abuse, many people develop “lazy bowel,” and the bowel ceases to
function normally. Stimulant laxatives also cause colicky pain by strengthening bowel
contractions against dry, hard stool. For the great majority of people, the best way to treat and
prevent constipation is by a high-fiber diet.Myth: Heartburn is caused by eating spicy foods.Fact:
Many foods that are not spicy can promote heartburn, including chocolate, tea, coffee, and fatty
foods. Spicy foods by themselves will not cause inflammation of the esophagus or the stomach,
but can make symptoms worse if the lining is already inflamed.Margo came to us after a long
bout of cramps and diarrhea that had left her frustrated and weak. We diagnosed her symptoms
as irritable bowel syndrome, and recommended that she follow the Two-Week Master Program.
We also suggested that she join a stop-smoking group because we felt certain that cigarettes
were aggravating her symptoms.Even though Margo had voluntarily sought our help, she
seemed ambivalent about taking our advice. I wondered if there was something about her illness
that she was keeping from me. After talking with her about her profession it became obvious that
Margo liked one of the side effects of her GI disorder—it helped keep her weight down. Margo’s
symptoms were often so severe that she couldn’t eat anything at all. She would go to parties and
dinners and smoke cigarettes—but never touch a morsel of food. The cigarettes, which raised
her already high rate of metabolism even further, supplied the oral gratification she missed from
food.There was another element working against any program to treat her disorder—she had a
high tolerance for pain. Her profession sometimes required that she endure extreme muscle
pain, and dance through periods of exhaustion. Physical suffering seemed fairly normal to
her.The magic words that finally convinced Margo to get serious about the Self-Help Nutritional
Program were “You can eat three meals a day on the Two-Week Program and you will not gain
weight.”Margo was a hard case. Interestingly enough, however, once she “got” it—once she
accepted the fact that she could eat real food and be free from pain without gaining weight—it
was a snap for her to start the program and stick to it. She was so naturally disciplined that she
thought nothing of following the regimen.One element of the program especially appealed to her.
Even though the Two-Week Master Program is recommended for most common digestive
disorders, each problem has its own set of “triggers”—foods or other factors that make the
disorder flare—because specific foods irritate specific parts of the GI system. We call these
triggers Flag Foods. When we developed the Self-Help Nutritional Program we identified Flag
Foods for each GI disorder. (Lists of Flag Foods for each disorder are given in chapter
26.)Knowing which Flag Foods affect your particular problem(s) lets you fine-tune the Self-Help
Nutritional Program to your individual needs. Some people have to be wary of only one or two
Flag Foods, while others have to avoid a whole list of Flag Foods to keep their symptoms under



control. Flag Foods give you an easy way to loosen or tighten the reins on the Self-Help
Nutritional Program.Margo quickly learned all of her Flag Foods. When faced with a rushed
lunch hour or late-night snack after the theater she could pick out her Flag Foods and avoid
them. She selected the lowest-calorie recipes from recipes low in calories to begin with, and she
ate them regularly.Margo’s abdominal cramps subsided almost immediately, and she had no
counterresponse from the ulcers. No one was more surprised than we were when she came in
for a routine follow-up visit and told us she had stopped smoking—cold turkey. That was Margo’s
nature. Once she made up her mind, it was done. Ultimately, Margo became one of our greatest
success stories. To date, she has gone a full year without an attack from either of her GI
disorders.For some people who lead hectic lives, switching to new eating habits can seem
impossible. Not everyone is as self-disciplined as Margo.I remember George, a young trial
attorney who popped antacid tablets throughout the day to try to cope with overwhelming
heartburn. If he had an attack while in court he would suffer through it without the antacid
because he didn’t want the opposing lawyer or the jury to know he had a problem. Often his
attacks occurred at night when he went to bed, especially after grabbing a late-night snack on
his way home from the office.Finally, his symptoms were nonstop, and he came for treatment. He
wanted me to give him a bigger and better antacid tablet. George didn’t have a clue about why
he had heartburn. “I think it’s because I’m a few pounds overweight,” he told me. He was partly
right, but there were other reasons as well.George’s life was complicated. He lived alone. He
often worked around the clock, consuming chocolate shakes, hamburgers, and French fries at
his desk in the middle of the night. If he had time off he went out partying with his friends. If
George knew where his kitchen was he gave no sign of it.I explained the mechanisms that
caused his heartburn and told him there was no way to control his attacks in the courtroom or in
the middle of the night—short of chronic heavy doses of drugs—unless he changed his
destructive eating habits. I explained the principles of the Self-Help Nutritional Program, and
also gave him a list of the Flag Foods known to aggravate heartburn.George seemed
overwhelmed by the prospect of these changes, but I insisted he give the program a try.
George’s mother helped him get started by going grocery shopping for him and stocking his
kitchen pantry with enough high-fiber, low-fat foods to last a month. She prepared some of the
entrees recommended in the Two-Week Master Program and put them in his freezer. Then she
taped his list of Flag Foods to the door of his refrigerator. Under this she added a hand-lettered
poster citing one of George’s worst heartburn-provoking habits. It said, DO NOT EAT BEFORE
GOING TO BED. She then browbeat her son into trying the first week of the Two-Week Master
Program.Within forty-eight hours George felt 100 percent better. Without ever resorting to drug
therapy and taking only occasional antacids, George felt immediate relief of his symptoms. By
the end of the week his roll of Tums was gathering dust on top of his dresser. His excellent
response was typical of the remarkable improvement that can be achieved with proper dietary
treatment of heartburn.George’s mother wasn’t in the mood to baby him forever, however. After
the first week, George had to manage the nutritional program on his own. Fortunately, the



guidelines and recipes for the program are so simple that even George was able to incorporate
them into his hectic life. One year later, he is still following the program. He slips from time to
time, but renewal of the old heartburn symptoms quickly puts him back on track. Overall, George
says the program isn’t nearly as difficult as he expected. For him, the rewards far outweigh the
effort needed to change his eating habits.Even if you think “culinary” is a foreign word, you can
manage the Self-Help Nutritional Program. Even if you’re like George, who would rather have a
magic pill to make it all go away, you can get with the program and personally take control of
your health.The Self-Help Nutritional Program lends itself particularly to the treatment of the
most common GI problems—heartburn, peptic ulcers, chronic pancreatitis, gallbladder disease,
gas, constipation, mild diarrhea, hemorrhoids, IBS, and diverticulosis.*The program is designed
for people who already have significant digestive symptoms, which means that it is much more
than a healthy diet. It is a healing diet. It is naturally low in calories. It avoids excessive caffeine
and keeps alcohol to a minimum. It tells you to stop smoking because smoking makes most GI
disorders worse. Most importantly, the Self-Help Nutritional Program shows you how to identify
the Flag Foods that trigger GI problems in you.2How the GI Tract WorksThe digestive tract is a
long, intricate system that comprises many separate organs, each performing different functions.
To successfully treat a GI problem with diet means understanding the complex workings of the
gastrointestinal system, and how the food you eat affects it.The body runs itself by absorbing
nutrients processed by the digestive system. At the center of the digestive system is the
alimentary canal, or gastrointestinal tract, which travels from mouth to anus in 30 feet of tightly
packed coils. From beginning to end, food is ingested and processed, nutrients are absorbed,
and residue is propelled to the end of the tract and finally eliminated.Your GI tract will digest
about 23,000 pounds of solid food in your lifetime, which makes it a very efficient, hard-working
system. It takes between twelve and fifteen hours for a single morsel of food to be fully
processed, although it can take much longer, depending on the kind of morsel it is. Meat goes
slower, grain goes faster.From top to bottom, the GI tract is made up of the mouth, pharynx,
esophagus, stomach, small intestine, and large intestine.Mouth, Pharynx, and
EsophagusDigestion begins in the mouth. When you chew, salivary glands in the cheek and
glands at the back of the tongue produce enzymes that break the food into fragments. Specific
enzymes break down carbohydrates and fats respectively.When you swallow, complex
controlling mechanisms within the pharynx, the common passageway for food and air, ensure
that food goes into the esophagus, instead of into the windpipe (trachea).The esophagus is the
passageway between the mouth and the stomach. The delicate lining of the esophagus is the
site of heartburn, the most common GI complaint. Swallowed food quickly passes through the
esophagus into the stomach, where it is temporarily stored.StomachThe stomach is a large,
tough organ with three layers of muscle, running up and down, across, and crosswise. As these
muscles contract, the food mixture is churned up. The stomach adds quantities of the digestive
enzyme pepsin and strong hydrochloric acid to the churning mixture, which help to break down
dietary protein. The stomach lining normally withstands the noxious acid by forming a mucus



barrier against it. If acid production is excessive, however, or if the barrier is weak, the stomach
lining may be eroded. The result is an ulcer.Although a few substances, such as aspirin, may
enter the bloodstream directly through the stomach walls, most food is stored here until
contractions of the smooth muscle wall pump it into the small intestine. It may take between two
and four hours or longer for an average-sized meal to be pumped into the small intestine. Even
when the stomach is empty, the muscles continue their steady pumping action. The wavelike
contractions, called peristalsis, create the familiar pangs that signal “hunger” to the brain. The
growling sound made by the continuous contractions tends to be louder when the stomach is
empty. Anxiety causes an even louder noise because the smooth muscle is responsive to
stress.Small IntestineMost of the serious business of digestion and absorption occurs in the
long, narrow, small intestine. The food mixture first enters the duodenum, another likely place for
ulcers to develop because the mixture is still acidic. The major work of digestion begins here
with action from certain hormones. One hormone, called cholecystokinin, or CCK, draws in bile
from the gallbladder to make fat more digestible. This same hormone also draws juices from the
pancreas to calm the acidity left in the food mixture and to aid digestion of fat, protein, and
carbohydrates.The food mixture travels along the small intestine allowing time for refined
processing and absorption. Proteins are split by various enzymes into individual amino acids;
carbohydrate becomes simple sugar; and fat becomes glycerol and fatty acid. In this form, food
can be absorbed by the body. Millions of tiny fingerlike projections called villi line the interior of
the small intestine, increasing its surface area. As the nutrients pass by, the villi pick them out
and transport them into the bloodstream.The digestive system now begins to interact with
another body system, the circulatory system. Nutrients travel through the bloodstream to the
liver, a giant chemical factory that is the key organ of human metabolism.The liver works around
the clock to secrete bile, make various proteins, and remove toxic substances from ingested
food. Blood that has circulated through the liver is ready to be used as fuel by body cells. If the
liver fails, the body dies.Large IntestineAfter all possible nutrients have been absorbed through
the walls of the small intestine, a watery mix of undigested material is left. This residue of fecal
matter is propelled toward the large intestine, or colon. The large intestine, which is shorter (only
3 feet, compared to the 20-foot length of the small intestine) and fatter than the small intestine,
absorbs excess water from the fiber residue and stores the feces. Eventually the feces are
evacuated by the last portion of the colon, the rectum, and discharged through a muscular canal
called the anus.Beside fiber, feces also contain large quantities of living and dead bacteria,
along with debris shed by the lining of the intestines. People who consume highly refined, low-
fiber foods may have little actual fiber residue in the feces. Those who eat substantial quantities
of vegetables and grains will have much more residue.Many digestive problems arise here in the
lower GI tract. Diverticulosis, a condition in which little ballooned sacs of intestinal membrane
have been forced outward by high pressure, is one of the most common lower GI tract disorders.
Appendicitis, although not a digestive disorder per se, is another problem that arises here. The
appendix is a fingerlike projection hanging from the large intestine that helps certain animals



digest plant matter. In humans, the appendix is probably useless. However, when it collects
bacteria and undigested food, it can swell and may even burst, which is a life-threatening
situation. People who consume a high-fiber diet are much less likely to develop appendicitis. The
reason is that fiber keeps the food moving through the intestines, and this regular, fairly rapid
transit prevents the accumulation of trapped food residue.Colon cancer, second in prevalence
only to lung cancer when statistics for men and women are combined, is another potentially
dangerous condition that arises in the lower GI tract.Despite its complexity, the digestive system
works in a remarkably smooth fashion for most people most of the time. When all is well with the
GI tract, the only thing you have to think about is eating when you are hungry and moving your
bowels when pressure builds up in the rectum. You may hear your stomach growl when you are
hungry or hear gurgling as peristaltic contractions propel food along the GI tract, but you should
not actually feel these actions. Digesting and absorbing food should be as effortless and
comfortable as breathing. At least that’s what nature intended.How Civilization Has Altered
DigestionIn our evolutionary past it’s unlikely that our ancestors ever had many of the types of
digestive problems we frequently experience today. Cave dwellers and some of their
descendants had cast-iron stomachs, which processed anything put into them. Our earliest
ancestors ate nuts, seeds, roots, and wild plants. They brought every animal that ever moved to
the dinner table—game and birds, as well as ants and bees, grubs and worms, snakes and
mice. As they became agriculturists and began to grow their own plants and raise domestic
livestock, some built villages along the coastlines and rivers and added quantities of fish and
shellfish to their diets. Our prehistoric food pattern may not have been ideal in every respect, but
it served the human body reasonably well because it contained extensive nutrients and minimal
pollutants.In different cultures, in different parts of the world, at different times in history, humans
have eaten a startlingly wide array of materials. Joseph Addison, who lived in England in the
sixteenth century, observed, “Every animal, but man, keeps to one dish. Man falls upon
everything that comes in his way; not the smallest fruit or excrescence of the earth, scarce a
berry or a mushroom can escape him.”One thing this wide variety of foods had in common was
that it came in its natural state: stems and roots, husks and skins, seeds and pits. Once inside
the GI tract it required quite a bit of processing to digest. Over several million years the human
body developed a highly efficient processing plant that could squeeze every possible nutrient
from the items we ate. Anything left over after the processing plant did its job was efficiently
eliminated through the colon.Then a sudden drastic change occurred in our diet, with no time
allowed for evolutionary adjustment. A real machine took over the processing job. With the
development of the rolling mill in the nineteenth century, the bran and germ of cereal grains was
removed in the processing of flour. Sugar was processed from cane; oil was processed from
seeds. Bread consumption fell by two-thirds.Losing NutritionFood went through a sudden
evolution of its own, and began to arrive on store shelves in small boxes instead of bushel
baskets. Soon processed foods turned into Twinkies and Oreos, and “junk foods” proliferated in
both supermarkets and restaurants. The small amount of fiber remaining in foods was lost.Of all



the many weird and spectacular creatures and plants that humans had consumed, none ever
came close to resembling a chocolate shake or a hamburger bun topped with a fatty beef patty,
processed cheese, mayonnaise, pickles, and catsup. None ever looked like soda pop or a sugar-
coated doughnut with custard or jelly filling. Even our remarkable adaptability could not deal with
the steady stream of refined sugar, bleached white flour, hydrogenated fat, and salt that poured
into the typical American diet. Even rats could not survive on white bread, which was (and is) the
most commonly eaten food in America.The change in our eating habits was akin to suddenly
starting to pour paste through a highly complex engine. Our GI engine became clogged and
sluggish. Functioning was impaired. Constipation became common and caused much
unnecessary discomfort, along with the pain associated with hemorrhoids, diverticulosis, and
varicose veins.The incidence of appendicitis doubled. The appendix tends to collect debris
when there is not enough bulk to keep residue moving rapidly through the colon. This leads to
clogging and infection. One study that analyzed the diets of 135 children with appendicitis and
212 children without it showed that children who consumed low-fiber diets were twice as likely to
develop appendicitis.At the same time, our consumption of alcohol, tobacco, and caffeine has
also increased. In an era when the body needed more nutrients to fight environmental toxins,
stress, drugs, alcohol, and tobacco, we were getting even less.The radical shift in diet and
environment over the past hundred years is directly related to the GI ailments that we face today.
Everyone of us has a GI upset sometimes, and many Americans—in fact, 80 million—have
chronic symptoms.3What Your Symptoms MeanPressure, burning pain, and spasm are the
primary symptoms of digestive disorders that you may feel. Other symptoms that you may
experience, but don’t necessarily feel, are constipation, diarrhea, bleeding, belching, flatulence,
and weight loss.Although the range of symptoms appears limited, the number of possible
disorders is long. It’s not always easy to identify a GI disorder by the symptom it produces. Nor is
the degree of pain always an indication of the severity of the disorder. Some serious disorders
produce relatively little pain, while minor problems can create pain out of proportion to their
importance.You may mistakenly believe you have one kind of GI problem, and really have
another. Or more than one. Spasms, for example, can occur anywhere along the digestive tract.
When spasm occurs in the esophagus it is often indistinguishable from a heart attack. Spasm of
the esophagus may also cause difficulty in swallowing. It can occur suddenly without cause, or in
response to cold or hot liquids, acid reflux, or stress.A spasm farther down the GI tract may
produce a sharp pain in the abdomen that makes you double over. Spasm here may be
associated with diarrhea, blockage of the bowel, gallstones, or irritable bowel syndrome
(IBS).So, location of the symptom can sometimes help determine the cause. Burning pains
usually involve the upper GI tract. Burning may be felt in the middle of the chest just beneath the
breastbone (heartburn) or in the upper abdomen (ulcers or pancreatitis).Feelings of abdominal
distension and cramping are symptoms often involving the middle and lower GI tract (small and
large intestines). Irritable bowel syndrome, diverticulitis, and excessive intestinal gas are typical
problems that arise in this region.Note: Unexplained weight loss, difficulty swallowing, rectal



bleeding, frequent urge to move your bowels, and recent onset of constipation are symptoms
that should receive prompt attention and diagnosis from your physician as they may be signs of
serious disease.Find Your Gut Reaction QuotientIf you suffer from GI distress but have never
had your symptoms properly diagnosed by a physician it is important to do so before embarking
on the Self-Help Nutritional Program. The program is a healthy diet for almost everyone, but
digestive symptoms can sometimes signal serious disease that requires medical therapy.
Relying solely on self-diagnosis is risky because symptoms of a mild disorder such as irritable
bowel syndrome may be identical to symptoms of a life-threatening disease such as bowel
cancer. Only your physician can make a specific diagnosis of your GI problem. Often diagnosis
can be made during a regular office visit, but sometimes further tests are required.The following
quiz can help you inventory your GI complaints. Many GI sufferers ultimately come to accept as
normal levels of distress that healthier individuals would find unacceptable. The quiz will let you
gain a sense of control over what may seem to be an escalating range of symptoms. Answering
yes to any of the questions listed below means that you should see your physician for specific
diagnosis. If the diagnosis falls within the range of the common digestive disorders discussed in
this book, you are a good candidate for the Self-Help Nutritional Program.1 Do you frequently
have a sour taste in your mouth when you lie down or bend over? (This means acid has refluxed
from the stomach up the esophagus to your mouth.)2 Do you occasionally regurgitate
undigested food? (You may have a defective sphincter [valve] at the end of your esophagus,
which allows gastric contents to reflux back up into the esophagus.)3 Do you frequently wake up
in the middle of the night coughing? (This could be caused by acid reflux being aspirated into
the lungs when you lie down. If you have this particular symptom your physician will first rule out
a heart or lung problem.)4 Do certain foods such as citrus juice burn on the way down to your
stomach? (Burning indicates that the esophagus is inflamed, usually caused by acid reflux. If
you are immune compromised in any way—if you take drugs that suppress the immune system
or if you have advanced cancer or AIDS—your physician will first rule out infection of the
esophagus caused by yeast or herpes simplex.)5 Do you experience heartburn, that burning
feeling underneath the breastbone, more than twice a month?6 Do you frequently belch? (If the
belching occurs because you are swallowing air, therapy such as counseling or relaxation
techniques can help treat the underlying cause of anxiety. If the belching is caused by reflux
problems, the Self-Help Nutritional Program is for you.)7 Do you have trouble swallowing solids
or liquids? (Your esophagus may be obstructed or it may not be contracting properly. See your
physician before embarking on any dietary changes.)8 Do you get a burning or gnawing pain in
the upper abdomen between the breastbone and the navel? (This could be a symptom of gastric
ulcers, gastritis [inflammation of the stomach lining], duodenal ulcers, duodenitis [inflammation
of the duodenum], or pancreatitis. Much less commonly this symptom is associated with cancer
of the stomach.)9 Do you ever get black, tarry bowel movements? (You may have a bleeding
ulcer. See your doctor immediately.)10 Do you feel full right after you start eating? (This so-
called “early satiety” may indicate significant stomach problems, especially if it is recent in onset.



Slow stomach emptying, called gastroparesis, or even a stomach tumor can cause early satiety.
See your doctor as soon as possible.)11 Have you recently had an episode of waxing and
waning sharp or dull pain just below your rib cage on the right side? (This symptom suggests
gallstones. After correct diagnosis, the Self-Help Nutritional Program can help relieve
symptoms.)12 Do you have a yellowish tinge to your skin or the whites of your eyes (best seen in
natural sunlight)? This may be associated with itching, dark amber urine, and light clay-colored
stools. (These symptoms may mean you have liver disease or your bile duct system is blocked.
See your doctor right away.)13 Do you have frequent episodes of pain in both sides of the lower
abdomen? (If your doctor says you have irritable bowel syndrome, start the Self-Help Nutritional
Program.)14 Do you have frequent episodes of pain in the left lower abdomen? (If your doctor
says you have IBS or diverticulosis, start the Self-Help Nutritional Program. If the diagnosis is
diverticulitis, meaning that the little pouches, or diverticula, are inflamed, postpone the program
until you have received appropriate medical treatment for the acute inflammation.)15 Do you
have frequent episodes of pain in your right lower abdomen? (See your doctor. You may have
appendicitis, ovarian cysts, or ileitis [Crohn’s disease]. If your physician rules out these
conditions and makes a diagnosis of IBS, you can start the Self-Help Nutritional Program.)16 Do
you have a history of chronic diarrhea and rectal bleeding? (You could have inflammatory bowel
disease [ulcerative colitis or Crohn’s disease], colon polyps, hemorrhoids, or dysentery
[bacterial infection of the bowel]. See your doctor.)17 Do you have a long history of loose stools,
constipation, or constipation alternating with diarrhea? (This is a likely case of IBS, which
responds well to the Self-Help Nutritional Program. If this is a new symptom, however, it’s
important to see your doctor for diagnosis.)18 Have you recently become constipated? (This
could signal a tumor blocking the colon, especially if you are more than forty years old. Other
possible causes of constipation are recent travel, irritable bowel syndrome, and side effects of
drugs such as Procardia and Carafate. See your doctor as soon as possible.)19 Are your stools
pencil-thin in shape? (Again, this could reflect a blockage of the colon by a tumor. See your
doctor.)20 Do you constantly feel the need to move your bowels, even if you can’t, or even if
you’ve just had a bowel movement? (This symptom, called tenesmus, is sometimes caused by
partial blockages of the colon. See your doctor right away.)21 Do you experience frequent
episodes of flatulence that bother you? (Some flatulence is normal, but some people have
excessive flatulence. The Self-Help Nutritional Program can help. See chapters 10 and 26.)22
Are you losing weight without trying? (Unexplained weight loss is associated with several
potentially serious diseases. See your doctor as soon as possible.)23 Do you suffer from
hemorrhoids or anal fissures? (The Self-Help Nutritional Program can definitely help you, but
your doctor will first want to make certain that you do not have an associated colon problem.)24
Do you notice blood on the surface of the stool? (This usually means you have hemorrhoids or a
fissure. Occasionally, inflammatory bowel disease confined to the rectum known as proctitis can
cause this symptom. See your doctor.)25 Do you notice blood mixed in the stool? (This usually
means that the blood has entered the stool higher up in the colon. You could have a polyp,



tumor, bleeding diverticulum, or inflammatory bowel disease. See your doctor.)26 Do you have
itching around the anus? (You could have hemorrhoids, but pinworms is another possibility,
especially if you have small children. See your doctor.)In most cases, having GI symptoms does
not necessarily mean that you have a serious disease. Nevertheless, I recommend that you see
your doctor so your problem can be diagnosed properly.How a Doctor Diagnoses Your
ProblemOn the initial visit the physician usually makes a working diagnosis based on the most
likely cause of your symptoms. Often there is also a “differential diagnosis,” a list of various
possibilities that could also account for your symptoms. For example, if you are a young woman
with long-standing constipation occasionally alternating with diarrhea and cramps in the lower
abdomen, but no sign of fever, weight loss, or blood in the stool, then the most likely diagnosis is
irritable bowel syndrome. But other possibilities would include inflammatory bowel disease
(ulcerative colitis or Crohn’s disease), bowel cancer, endometriosis, and several other less likely
possibilities.Your physician may recommend treatment based on the symptoms alone. Or, if
there is a possibility of serious underlying disease, he or she is likely to carry out one or more GI
tests to clearly pinpoint the diagnosis and rule out other diseases.Here are some of the common
tests used to evaluate the GI tract.Upper GI Series (Barium Swallow). You swallow barium, a
radiopaque liquid (a substance is radiopaque when it cannot be penetrated by X-rays and will
therefore show up as a white area on an X-ray film), and a radiologist uses a fluoroscope
connected to a TV monitor to observe the progress of barium through your digestive tract. The
radiologist takes individual X-rays to review. The upper GI series examines the esophagus,
stomach, and the first part of the small intestine (duodenum). The test may also include a small
bowel follow-through, performed immediately afterward, to examine the entire length of the small
intestine. Sometimes the procedure is carried out using “double contrast” media, meaning that
you also swallow tablets to release gas in your stomach. The gas helps show the stomach lining
in greater detail.The upper GI series is performed if you have one or more of the following
symptoms: difficulty swallowing, ulcer symptoms, heartburn, gastrointestinal bleeding. It can
help diagnose narrowing of the esophagus, inflammation or strictures of the esophagus, hiatal
hernia, or spasms. It can identify gastric and duodenal ulcers or tumors. The small bowel follow-
through may reveal ileitis (Crohn’s disease).Sometimes additional studies are needed to directly
visualize the upper GI tract (see below).Endoscopy.* Endoscopy allows direct visualization of the
upper GI tract. The endoscope is a long thin tube containing a powerful light source that works
on the principle of fiber optics, or as a video camera. The endoscope is inserted through your
mouth (after appropriate sedation) and then gently advanced down into the esophagus,
stomach, and duodenum.This allows the physician to look directly into the upper GI tract for
ulcers, inflammation, tumors, or bleeding. Tissue samples can be collected by biopsy through
the endoscope. Polyps can be removed, and bleeding can often be stopped by applying an
electrical current to the site (electrocautery).Endoscopic Retrograde Cholangiography and
Pancreatography (ERCP).* A special side-viewing endoscope is passed through the mouth and
the tip is placed in the duodenum (first portion of the small intestine) where the common bile



duct and pancreatic duct empty through a valve called the sphincter of Oddi. A catheter
connected to a syringe containing radiopaque dye is inserted through the endoscope. The
physician then tries to thread the tip of the catheter through the sphincter of Oddi into the
common bile duct and/or pancreatic duct. Dye is injected and X-rays obtained that outline the
duct(s). ERCP is useful in detecting common bile duct stones, chronic pancreatitis, and cancers
of the bile duct and pancreas. ERCP can be used to treat problems as well as diagnose them.
Stones can be extracted from ducts (see chapter 7) and blocked ducts can be opened by
placing a special tube known as a stent through the obstructed area.Bernstein Test. Sometimes
this test is used to distinguish heart pain from heartburn. A small tube is inserted through the
nose into the esophagus so that one end rests near the end of the esophagus. First saltwater is
infused through the tube into the esophagus, and then a weak solution of hydrochloric acid
follows. If you feel the typical burning sensation of heartburn or chest pain only with the acid
solution, but feel nothing unusual with the saline solution, the test is considered positive for
reflux esophagitis.pH Probe. A thin tube that can measure pH (acid content) is inserted through
the nose into the esophagus and left in place for twelve to twenty- four hours. The pH study is
performed on a day while you are working, eating, and sleeping, to determine how many
episodes of acid reflux you have and how long each lasts. When a symptom such as chest pain
correlates on a temporal basis with a drop in the pH of the esophagus, then the pain is caused
by acid reflux.Esophageal Motility Study. A small tube that can measure pressure is passed
through the mouth and into the esophagus. The patient is asked to swallow sips of water and the
pressure caused by the contracting esophagus is recorded. Esophageal motility abnormalities
like nutcracker esophagus, diffuse esophageal spasm, achalasia, scleroderma esophagus, and
nonspecific motor disorder of the esophagus that cause trouble swallowing and/or chest pain
can be diagnosed.Electrocardiogram. Sometimes an electrocardiogram (EKG) is done to rule
out heart problems and distinguish heartburn from angina.Lower GI Series. After an overnight
fast and a bowel-cleansing regimen that includes laxatives and enemas, barium is placed by
enema into the colon and X-rays are taken. This test is used to detect polyps, inflammation of
the colon, and colon cancer. The test may be single (barium only) or double contrast (barium
and air).Flexible Sigmoidoscopy. The flexible sigmoidoscope is a 2-foot-long tube similar in
principle to the endoscope (see above). The instrument allows a physician to directly examine
the lining of the rectum and a portion of the lower colon. The procedure is used to investigate
unexplained rectal bleeding, change in bowel habits, or rectal pain. Sigmoidoscopy is also used
to evaluate abnormalities found on barium X-rays, and to monitor progress of inflammatory
bowel disease. The physician can also remove small polyps and tissue samples through the
sigmoidoscope.Colonoscopy.* This procedure is similar to sigmoidoscopy, but the entire length
of the colon is investigated. It is most often used to evaluate unexplained blood in the stool,
abdominal pain, persistent diarrhea, or polyps found on barium X-rays or at the time of
sigmoidoscopy. Sometimes colonoscopy is used to determine the type and extent of
inflammatory bowel disease (ulcerative colitis and Crohn’s disease) and to screen patients who



are known to be at high risk for colon cancer, such as patients with a long history of ulcerative
colitis or a family history of colon cancer. Colonoscopy is recommended to screen for colon
cancer if you are over 50 years old.Gallbladder Studies. Imaging of the gallbladder may be
carried out by using radiopaque tablets and X ray (oral cholecystography), ultrasound, or
nuclear medicine (HIDA) scan.Oral Cholecystography. After a high-fat dinner, special
radiopaque tablets are swallowed. The tablets get absorbed, taken up by the liver, secreted into
bile, and stored in the gallbladder. The patient eats no food after dinner and the next morning
gets a series of X-rays of the abdomen (right upper quadrant) that will demonstrate the
gallbladder. Stones appear as lucencies (dark circles) within the whitened gallbladder. If the
gallbladder is severely inflamed and not functioning well, or if a stone is blocking the duct to the
gallbladder (cystic duct), the gallbladder will not show up on the X-ray.Ultrasound. Disease of the
gallbladder, liver, and sometimes the pancreas can be found by imaging these organs by
ultrasound. An ultrasound probe that looks like a microphone or a wand is pressed over the
abdomen. Gallstones, liver cysts and tumors, blockage of the bile duct, and pancreatic tumors
and cysts can be seen. The test is best at diagnosing gallstones and liver cysts and poor in
evaluating pancreatic disease.HIDA. After an overnight fast a slightly radioactive substance
(tracer) is injected intravenously, taken up by the liver, secreted into the bile and stored in the
gallbladder. A machine then scans the abdomen for radioactivity. If a stone is blocking the cystic
duct, no tracer will be found in the gallbladder. If a stone is blocking the common bile duct, no
tracer will be found in the small intestine. After the gallbladder is imaged, the person may be
given the hormone cholecystokinin (CCK) to contract the gallbladder. The amount of
radioactivity (counts) before and after gallbladder contraction is determined and the gallbladder
ejection fraction calculated. A low ejection fraction means the gallbladder is contracting poorly
due to chronic inflammation (chronic cholecystitis).Computerized Tomography (CT scan). CT
scan is an excellent way to image the liver and pancreas. After administration of a radiopaque
substance by mouth and intravenously, the patient is placed in a large tubelike structure and
multiple X-rays are taken and computer synthesized to form a clear image of the internal
organs.Magnetic Resonance Imaging (MRI). The body is placed in a tubelike structure
containing a strong magnetic field. Radiowaves transmitted by the machine “excite” hydrogen
nuclei in the body, which in turn give off their own radiowaves. The body’s radiowaves are
detected by a special antenna called a coil and the signal processed by a high-speed computer
to generate a clear image of the internal organs. No radiation is involved. Patients with certain
implanted metal devices (for example, pacemaker) cannot have an MRI. The MRI constructs
incredibly clear images of the liver and pancreas.Endoscopic Ultrasound (Echoendoscopy). The
echoendoscope contains an ultrasound probe built into the tip of an endoscope. Depending on
the area of interest the tube is either inserted through your mouth or through the anus. The
ultrasound probe can be placed next to a rectal, esophageal, stomach, or pancreatic tumor and
the size and depth of the tumor can be determined (tumor staging). Abnormal appearing lymph
nodes and tumors lying beneath the lining of the esophagus, stomach, and intestine can be



biopsied (fine needle aspiration or FNA) through some echoendoscopes. The echoendoscope
is also very good at finding small stones in the gallbladder and common bile duct that cannot be
detected by conventional (transabdominal) ultrasound.Video Capsule Endoscopy. Video
capsule endoscopy is intended to diagnose disorders of the small intestines. Upper endoscopy
can reach only the duodenum; enteroscopy can usually reach the mid-jejunum; colonoscopy can
reach only the most distal portion of the ileum. There is a large area in between the mid-jejunum
and distal ileum that cannot be seen endoscopically.Upper GI and small bowel follow-through
(see above) looks at this area but is not as sensitive as endoscopy and could miss small lesions
such as arteriovenous malformations (AVM). Patients undergoing video capsule endoscopy
swallow a large pill that contains a TV camera, which sends images by telemetry every three
seconds to sensors placed on the surface of the abdomen. The sensors are connected to a
recording device, which the patient wears around his or her waist. The patient performs activities
of daily life for the next eight hours until the procedure is stopped by taking off the sensors. The
capsule eventually passes through the digestive system and is excreted during a bowel
movement and not recovered. Images received are downloaded onto a computer and read by a
gastroenterologist. These images can detect extremely small lesions that can be missed by
radiographic procedures and are out of the reach of more standard endoscopic procedures.A
proper diagnosis will allow you to receive treatment targeted specifically to your condition. Read
on to find out what it means when all of the diagnostic tests turn out to be normal.4Is Your GI
Disorder Psychosomatic?The Brain-Gut ConnectionMany people get the idea that their GI
complaints aren’t “real” because their doctor can’t find any reason for their trouble.Digestive
disorders are classified as either functional or organic. Disorders like gastroesophageal reflux
(esophagitis), inflammatory bowel disease (Crohn’s disease; ulcerative colitis), and colon cancer
are defined as organic. “Organic” means that the problem arises from a disease state, such as
an inflamed colon or large intestine, which causes structural damage that can be detected with
various tests.For instance, when I insert a colonscope into the colon of a patient with active
ulcerative colitis, I can readily see the damage. Instead of the usual normal pinkish color, the
lining of the colon is bright red, there is a sore or break in its surface, and it bleeds
easily.“Functional” means that something isn’t working properly, but there is no recognizable
organic or structural damage. In the case of functional GI disorders, something is amiss with the
fine-tuning of the system, even though the individual parts appear normal. Subtle biochemical
defects may be causing the problem. Or perhaps the parts are poorly coordinated, so that the
system doesn’t function optimally.Functional and organic problems may produce similar
symptoms, but may not respond to the same kind of treatment. Organic disorders, for example,
often require drug therapy, along with dietary changes. Functional disorders, which are usually
less dangerous, often do not respond well to drug therapy, but they may respond remarkably
well to dietary change.Many of my patients seem to be disappointed when no organic cause is
found on the diagnostic tests and relieved when something is found, even when the problem is
potentially serious. This seems unreasonable—I would much rather learn that my lower



abdominal cramps are caused by irritable bowel syndrome than by ulcerative colitis or bowel
cancer. The functional disorder is relatively harmless; the others are more serious. But many
people are afraid they might be labeled as nuts, crocks, or hypochondriacs if they have a
functional disorder. In truth, the functional label does not mean that your GI problem is all in your
head or that you brought the symptoms upon yourself.When a patient’s symptoms are evaluated
and all the tests ordered come back normal, some doctors might say the symptoms are
psychosomatic. “Psychosomatic,” as the word implies, means that in some way the mind or brain
is causing dysfunction of the body. This may imply to the patient that the doctor feels the
problem is not “real.” That’s why doctors don’t use the term very much anymore. Although there
is little evidence that the mind can actually cause disease, it can certainly make preexisting GI
conditions worse. The so-called brain-gut connection is very real.There are nerves that travel
from the brain to the esophagus, stomach, gallbladder, pancreas, small intestine, and colon.
That is why just looking at or smelling food can stimulate stomach and intestinal contractions, as
well as stomach acid and pancreatic enzyme secretion.It’s no wonder that in periods of stress,
when nervous discharge is on overload, excessive gastrointestinal motility can cause cramps,
excessive acid secretion, and burning abdominal pain in certain predisposed individuals. Many
people can handle stress without experiencing gut-wrenching problems, but if you have irritable
bowel syndrome, your pain threshold may be lower.In fact, it appears that the brain has an
important effect not only on functional bowel problems but on organic problems as well. Stress
can make symptoms worse in organic disorders such as inflammatory bowel disease, peptic
ulcer disease, and gastroesophageal reflux disease. Studies have even shown that stress and
mental attitude can have a negative effect on survival from cancer.So don’t be too upset if your
doctor can’t find an organic cause for your symptoms, and don’t worry if your symptoms act up
under periods of stress. Having a functional problem or having a psychosomatic component to
your disorder should not carry a stigma.One of our patients, a thirty-two-year-old woman named
Sara, suffered from severe cramps in the lower abdomen. She had pain at various times during
the month, which did not appear to be associated with her menstrual periods. Sara did notice a
correlation between her symptoms and episodes of stress in her job selling computer software.
The gut-twisting cramps were often followed by severe bouts of diarrhea; then she might have
several days of constipation. The constipation made her feel bloated and she said her waistline
seemed to increase by two or three inches. Her symptoms became so severe at times that they
interfered with her job and her social life.Sara had been to several doctors who performed many
tests, including a barium enema, upper GI series, sigmoidoscopy, and pelvic exam with
ultrasound. All test results were normal. According to the tests there was nothing organically
wrong with Sara. One doctor told her that her symptoms were psychosomatic. Another finally
told her that she had a condition called irritable bowel syndrome (IBS), or spastic colon, for
which there is no identifiable cause. IBS affects almost three out of every ten young women. It
isn’t a life-threatening problem, but unfortunately drugs rarely work to control symptoms.Since
IBS appears to be stress related, Sara’s doctor had suggested she relax more. Good advice, but



not always easy to follow. Sara didn’t know how to relax. And she resented the doctor’s
implication that she was causing her own problem. But she tried. She went on a European
vacation and experienced IBS symptoms almost every day she was away. Catching trains and
planes, moving from one hotel to another, along with an erratic diet, was producing enough
stress to keep her GI symptoms in full force.When Sara came to us, she said she knew she
should probably change her diet, but she didn’t know what to change. It seemed that no matter
what she ate, she got sick. We started Sara on the Two-Week Master Program. Even though the
program is naturally high in fiber, which has been shown to be effective against IBS, we added
some supplemental Metamucil, which is a natural fiber. After years of suffering, Sara saw a
marked improvement in her symptoms in one week. Her swings from diarrhea to constipation
straightened out, and the episodes of cramps became fewer and milder.It’s unlikely that we will
understand the true cause of IBS any time soon. We know that some people seek medical help
for IBS while others live with their symptoms. Researchers have tried to make something of this,
distinguishing between psychological patterns of patients and nonpatients and attributing the
disease to those patterns. But this has led us no closer to the answer. Why mostly young
women? If stress is experienced at work, what kind of stress? If muscles contract irregularly in
the bowel, is it caused by a genetic factor? If a biochemical factor is involved, what kind is it?For
the time being, we can at least relieve the symptoms. The Self-Help Nutritional Program is
designed to help people suffering from both functional and organic digestive disorders. In many
cases, particularly for a functional problem like IBS, the nutritional program alone is enough to
completely eliminate symptoms. When serious underlying disease is present, the nutritional
program can be a useful adjunct to drug therapy, often permitting lower drug doses and helping
to speed recovery and prevent recurrence. For the most part, all of the disorders that follow can
be improved by following the Self-Help Nutritional Program.PART TWOGastrointestinal Problems
—and How to Alleviate Them5GERD: Heartburn and Other Symptoms of Gastroesophageal
Reflux DiseaseHeartburn, a burning sensation or pressure in the middle of the chest, usually
occurs within an hour after eating, and is often brought on by certain types of food. According to
a Gallop poll about 36 percent of all Americans suffer heartburn at least once a month, and
about 7 percent experience it daily. For some people heartburn is so severe that it becomes
incapacitating. Most heartburn sufferers feel it right behind the breastbone, but occasionally a
“referred” burning is felt in the back between the shoulder blades or in the jaw and teeth.Why are
some people bothered by heartburn while others are not? Heartburn is a symptom of a disorder
called GERD (gastroesophageal reflux disease). The cause of the disorder is a small one-way
valve, called the lower esophageal sphincter (LES), located between the esophagus and the
stomach. When functioning properly, the LES allows food and water to pass into the stomach,
but prevents backward flow. If the LES is loose or weak, ferocious stomach acids can back up
into the esophagus, causing a powerful burning sensation as the acid comes in contact with the
sensitive lining of the esophagus. Over time the esophagus may become inflamed, a condition
called reflux esophagitis.Sometimes heartburn is caused, in part, by a hiatal hernia, an



oversized opening in the diaphragm that allows the stomach to protrude into the chest cavity,
making reflux of acid easier. Although there is a connection between hiatal hernia and acid
reflux, many people with a hiatal hernia have no symptoms at all and many people with
heartburn do not have a hiatal hernia.Not everyone with heartburn has a persistently weak LES.
Normally the LES relaxes completely after a swallow in order to let food or saliva pass into the
stomach. In some people the LES relaxes for no reason at all. These so-called transient lower
esophageal sphincter relaxations (TLESRs) are now thought to be an important cause of acid
reflux.Certain foods are known to weaken or “relax” the valve, making reflux more likely. For
instance, greasy or fatty foods cause release of the hormone cholecystokinin (CCK), which
causes the LES to relax. Caffeinated beverages not only relax the LES but also stimulate acid
secretion. Chocolate contains both fat and caffeine (a double whammy!). Peppermint oil, which
contains menthol, is a calcium channel blocker similar to verapamil and diltiazem used to treat
high blood pressure. Since gut muscle needs calcium to contract, calcium blockers can relax the
LES.Excessive pressure on the abdomen can also make it easier for stomach acid to flow back
into the esophagus. As a rule, anything that increases the pressure on the abdomen—obesity,
straining, or tight-fitting garments—can promote backflow of stomach contents to the
esophagus. For this reason, heartburn is especially common during pregnancy. And some
people experience heartburn only when weight passes a particular limit. Certain drugs may also
contribute to heartburn by relaxing the LES or stimulating acid secretion by the stomach (see
box).For some sufferers of heartburn the burning sensation is the only problem. Although
heartburn is the most common symptom of GERD, regurgitation is also frequently present.
Regurgitation is caused by stomach contents flowing backward up the esophagus all the way to
the mouth. Sour-tasting material in the back of your throat usually brought on by bending over
(which increases abdominal pressure) is what we call regurgitation.Less frequent but by no
means rare GERD symptoms include chest pain indistinguishable from heart pain known as
angina (see noncardiac chest pain at the end of this chapter) and so-called extraesophageal
(outside the esophagus) symptoms including hoarseness, throat clearing, the feeling that
something is sticking in your throat (also known as globus), cough (especially at night), and
asthma. Regurgitation of acid to the throat can inflame the sensitive laryngeal and pharyngeal
(throat) tissues leading to hoarseness, vocal cord polyps, and, rarely, laryngeal cancer. Frequent
throat clearing and a feeling that something is present in the throat is also caused by inflamed
throat tissue. Patients who have these symptoms often see otolaryngologists (ENT doctors) who
can diagnose GERD by looking directly at the larynx and throat with a thin flexible instrument
called a nasopharyngoscope.Drugs That Can Cause HeartburnDrugBrand Name Disease
TreatedRelaxes LESStimulated Aciddicyclomine(Bentyl)spastic colonXaminophylline
 (Theodur)asthmaXXpropranolol(Inderal)hypertension: anginaXdiltiazem(Cardizem)hypertension
Xverapamil(Calan)hypertensionXisosorbide(Isordil)anginaXPeople who have a chronic cough or
asthma are often seen by lung specialists (pulmonologists). Pulmonologists recognize that acid
reflux to the throat and larynx is a common cause of cough. Pulmonologists also recognize that



GERD treatment (see below) may benefit some asthma patients, especially those who develop
asthma in adulthood and have more wheezing at nighttime and after eating.The Significance of
Nighttime HeartburnTwo large published surveys have shown that about 75 percent of heartburn
sufferers experience nighttime heartburn. Most episodes of acid reflux occur during the daytime
because that is when we usually eat. Refluxed acid is usually cleared rapidly back into the
stomach by several of our body’s defense mechanisms.First of all, during the daytime we are
erect and gravity helps to empty the esophagus of acid. Second, while we are awake we swallow
approximately two times per minute and this allows swallowed saliva, which is rich in
bicarbonate to neutralize any acid present in the esophagus. Third, the mechanical contractions
of the esophagus associated with swallowing (see peristalsis below) push the contents in the
esophagus back into the stomach. At nighttime these defense mechanisms barely work at
all.During sleep we make very little saliva or else we would be choking all the time. The
frequency of swallowing goes way down and gravity is now working against us because we are
supine. The result is that nighttime acid reflux lingers in the esophagus causing more injury to
the cells lining the esophagus. People with nighttime heartburn are more likely to have
esophageal ulcerations and other complications of GERD.Complications of GERDAlthough the
majority of GERD sufferers do not go on to develop any serious problems, in some people acid
reflux can lead to serious complications.• Reflux EsophagitisRepeated exposure to acid can
inflame the lining of the esophagus, making it so sensitive that sometimes swallowing is painful.
The irritated lining may start to bleed, or an ulcer may develop in the esophagus. Bleeding may
cause the person to vomit fresh, bright red blood or old “coffee ground” blood. Sometimes the
bleeding goes unnoticed until the individual passes black, tarry bowel movements, indicating the
presence of blood. Or blood may show up when the stool is tested by a physician.Continuous
inflammation over a long period of time may cause scar tissue to build up in the esophagus,
narrowing the opening. Such a stricture makes it difficult to swallow solid food, and the
esophagus will have to be dilated by a special nonsurgical procedure. Strictures are sometimes
malignant (cancerous). Fortunately, reflux esophagitis is only rarely associated with cancer of
the esophagus (see Barrett’s esophagus, below). Cancer of the esophagus can also be caused
by smoking and alcohol. So, even if you think you can live with the discomfort of daily heartburn,
it’s important for your future health to try to bring symptoms under control.• Barrett’s
EsophagusWhen heartburn goes on unabated and untreated over a long period of time, acid
reflux from the stomach can cause the lining of the esophagus to look like the lining of the small
intestine. This so-called Barrett’s esophagus—initiated by acid reflux—can at times (less than 10
percent of the time) turn to cancer. Adenocarcinoma of the esophagus arising from Barrett’s
esophagus is the most common form of esophageal cancer in Caucasian men.Since the risk of
cancer is increased in people with Barrett’s esophagus, they require regular checkups.
Checkups include endoscopy (see chapter 3) at which time biopsies of the esophagus affected
by Barrett’s are obtained. If the biopsies show no evidence of dysplasia (not quite cancer but
getting there), then endoscopy is usually repeated at three-year intervals. Endoscopy is



repeated at more frequent intervals in those patients whose biopsies show mild to moderate
dysplasia.If endoscopic biopsy demonstrates severe dysplasia (cancerous changes in the lining
of the esophagus but not yet invading deeper into the wall), then surgical removal of the Barrett’s
esophagus may be recommended. It is always a good idea to get a second opinion from another
pathologist and gastroenterologist before having surgery for Barrett’s esophagus.A procedure
using a laser called photodynamic therapy may someday replace surgery. It currently is used in
people who are poor candidates for surgery (for example, those with a bad heart). Research
studies are now under way to see if it can be effectively used for any person with severe
dysplasia or even in patients with Barrett’s without dysplasia.Treating Barrett’s esophagus with
medical or even surgical intervention (fundoplication—see below) will not usually reverse the
changes in the lining. Nevertheless, many gastroenterologists recommend using a strong
prescription anti-acid medication such as Protonix or Nexium (proton pump inhibitors—see
below) indefinitely for people with Barrett’s esophagus in an attempt to prevent further damage
and even the development of cancer.DiagnosisThere is no relationship between reflux
esophagitis and heart disease, although sometimes the symptoms seem similar. Because part
of the esophagus is located just behind the heart, heartburn can be confused with angina, chest
pain caused by inadequate blood flow to the heart. There are certain distinct differences in
symptoms, however.Heartburn is usually made worse by lying down and by eating fatty foods
and chocolate; on the other hand, it is made better by antacids. None of these things is true for
angina. Angina is usually brought on by exercise and is not helped by antacids. Even so, it is not
always easy to distinguish between the two problems, and anyone experiencing chest pain
should see a physician for correct diagnosis (see noncardiac chest pain below for other causes
of chest discomfort).Symptoms alone are usually enough to diagnose heartburn. However, many
doctors will want the suspected diagnosis confirmed by an upper GI series (barium swallow) or
endoscopy. A hiatal hernia can also be seen with these procedures. A barium swallow or
endoscopy is always ordered when an individual has difficulty or pain in swallowing.Many
gastroenterologists advise a “once in a lifetime endoscopy” to diagnose Barrett’s esophagus
especially in people over the age of 50 who have had long-standing GERD symptoms.To
distinguish heartburn from angina, a Bernstein test may be ordered. A 24-hour pH probe and
EKG may also be recommended (see chapter 3).• TreatmentHeartburn often responds
extremely well to the dietary guidelines established by the Self-Help Nutritional Program.
Nutrition along with some valuable changes in lifestyle, is excellent treatment for heartburn. The
dietary program is naturally low in fat, a major culprit behind heartburn. High-fat foods are
retained in the stomach longer and also tend to relax the LES valve between the esophagus and
the stomach, which makes it easier for acid to back up. (For more tips on preventing heartburn,
see chapter 26.)If you have a sudden attack of heartburn, sit up or stand up. Loosen restrictive
clothing such as a belt or waistband. Take a dose of a liquid antacid such as Mylanta, Maalox, or
Riopan. You can start with two tablespoons and go up to six tablespoons, if needed. Antacids
work almost immediately to neutralize acid and are therefore preferable to Tagamet HB, Zantac



75, Pepcid AC, Axid AR, and their prescription-dose equivalents in treating an acute attack of
heartburn. The exception is Pepcid Complete, which contains an antacid for quick relief, and
Pepcid to maintain heartburn relief. Don’t smoke or drink alcohol or coffee.People who suffer
from frequent heartburn can make the following lifestyle changes to ease the discomfort. They
may also need to take medication to either treat or avert attacks of heartburn.Meals. Avoid lying
down for at least three hours after meals.Sleeping Habits. Many people who suffer from
heartburn sleep with a pile of pillows under their head to keep stomach acid from backing up.
Sleeping on pillows is not always effective because only your head and neck are elevated while
your chest and torso remain flat. Sleeping on extra pillows can also cause your body to jackknife,
actually increasing pressure on the abdomen and making reflux worse.Heartburn can be vastly
relieved if you permanently elevate the head of your bed on 6-inch blocks. Elevating the head of
the bed means that your body is in a comfortable position while your whole torso is raised; to
back up into the esophagus, stomach acid would have to flow uphill.Clothing. Avoid wearing
tight clothingWeight. If you are overweight, especially if the excess weight is around your waist,
lose some weight. The Self-Help Nutritional Program will naturally keep your weight under
control, but you may first need to cut calories and increase exercise to establish your ideal
weight (see Part Seven).Flag Foods. Pay special attention to Flag Foods for heartburn (see
chapter 26). The idea is to avoid the foods that relax the LES valve and increase stomach acid.
The big culprits are fat, chocolate, peppermints, nuts, and caffeine-containing
beverages.Medication. A lot of heart medication such as calcium channel blockers, nitrates, and
beta-blockers decrease LES pressure and aggravate heartburn. If you take OTC or prescription
medications for any medical problems, check with your physician to make sure they are not
making your heartburn worse by inadvertently causing the LES valve to relax.Antacids. You can
further neutralize the acid in your stomach by taking antacids. Antacids are usually taken on an
“as needed” basis whenever you experience heartburn. The bad news about antacids is that
they are only modestly effective and the effect is often short-lived.Over-the-Counter H2
Blockers. The chemical histamine is a potent stimulus for stomach acid secretion. Several drugs
currently available in both over-the-counter (OTC) and prescription strengths can prevent or treat
heartburn by preventing histamine from attaching to the stomach cells that make acid. These so-
called H2 blockers can be added when diet and antacids alone are not sufficient to control
symptoms.Some people prefer to take pills rather than stick to a diet. People with daily
predictable heartburn often find it useful to take one of the OTC H2 blockers before bedtime or
before a meal that is expected to contain all the no-no foods that cause heartburn. When taken
before bedtime or a meal, Pepcid AC, Tagamet HB, Zantac 75, or Axid AR may prevent the
development of heartburn.Pepcid Complete is a unique product because it is a combination of
an antacid and an H2 blocker. The antacid portion offers quick relief by immediately neutralizing
any acid in the esophagus or stomach and the H2 blocker portion (Pepcid) inhibits further
secretion of acid from the stomach, giving a longer relief of heartburn than would be seen with
an antacid acting alone. Because it acts immediately to relieve heartburn, Pepcid Complete can



be taken like antacids on an “as needed” basis to treat heartburn episodes. A monograph on
GERD published by the American Gastroenterological Association in 2002 listed combination
antacid/ H2 blockers as the most effective OTC medication for the treatment of heartburn.Most
OTC H2 blockers are one-half the dose of their prescription equivalents. The exception is Extra
Strength Pepcid AC, which is the same dose as prescription-strength Pepcid (20 mg). Extra
Strength Pepcid AC is recommended when the other H2 blockers do not control all GERD
symptoms. You can also try the 20 mg dose right off the bat if you want.Over-the-Counter Proton
Pump Inhibitors. Proton pump inhibitors block the enzyme that pumps protons or hydrogen ions
(H+) from special cells in the stomach. Hydrogen ions combine with chloride to form
hydrochloric acid. By blocking the so-called proton pump these drugs can effectively shut down
acid production in the stomach.Prilosec OTC is the first OTC proton pump inhibitor. This class of
drug inhibits acid secretion more effectively than H2 blockers and this usually translates into
more effective heartburn relief. However, Prilosec’s onset of action is quite slow: hours or days as
opposed to 30 minutes to one hour for H2 blockers and literally a minute or less for antacids and
Pepcid Complete. Prilosec OTC can be given once a day for a 14-day course, which can be
repeated a second time in individuals who have frequent episodes of heartburn. Prilosec OTC is
not intended to be used to prevent a heartburn episode after a greasy meal (use OTC H2
blockers instead) or to treat an episode of heartburn (use antacids or Pepcid Complete). If you
experience an episode of heartburn while taking Prilosec OTC you can take an antacid. You
should not take an H2 blocker for several hours before taking Prilosec OTC because H2
blockers can decrease the effectiveness of proton pump inhibitors. Prilosec OTC works best
when taken 30 minutes to one hour before the first meal of the day. Prilosec OTC is the same
strength as prescription omeprazole (generic Prilosec). Some people who have prescription
plans with a low co-pay may find prescription omeprazole cheaper than Prilosec OTC.•
Advanced MeasuresThe measures mentioned above are all things you can do yourself to relieve
the daily discomfort of heartburn. If you still experience heartburn after following the Self-Help
Nutritional Program for four weeks and incorporating these recommendations, see your
physician. When the OTC H2 blockers fall short, your doctor can give you a prescription for
Tagamet, Zantac, Pepcid, or Axid (usually twice the strength of the OTC drugs, except for Extra
Strength Pepcid AC, which contains the same dose of Pepcid as the 20 mg prescription
strength). Many doctors use H2 blockers as a first-line treatment for heartburn because of their
overall safety and effectiveness. Frequently the recommended dosage of these drugs—for
example, 150 mg twice a day for Zantac—has to be doubled (300 mg twice a day or 150 mg four
times a day) in order to relieve symptoms. Rather than double the dose of the H2 blocker, which
also doubles the expense, I personally feel it is cheaper and more effective to switch from an H2
blocker to a so-called proton pump inhibitor (Prilosec, Prevacid, Aciphex, Protonix, or Nexium,
see below).Although blocking acid secretion is a useful strategy to treat heartburn and
esophagitis, another strategy is to fix the actual problem by strengthening the LES valve.
Promotility drugs (Reglan and Propulsid) work by increasing the tone of the LES. They also



improve esophageal contractions so that any refluxed acid gets cleared quickly back to the
stomach. Finally, they hasten emptying of stomach contents into the small intestine so there is
less acid to reflux into the esophagus when you lie down. These drugs work about as well as the
H2 blockers but not as well as the proton pump inhibitors and can be used as a first-line
treatment of GERD. These drugs can also be used in combination with a proton pump inhibitor
for those individuals who do not respond to Prilosec, Prevacid, Aciphex, Protonix, or Nexium
alone.Each of the promotility drugs has a potential for serious side effects and should be used
with caution. Metaclopramide (trade name Reglan) can cause lethargy, depression, and
abnormal muscle reactions. Cisapride (trade name Propulsid) can cause potentially fatal cardiac
arrhythmias when given to individuals with preexisting heart disease or those taking drugs that
can interact negatively with Propulsid (for example, toenail fungus drugs like Sporonox and
antibiotics like erythromycin and Biaxin). You should ask your pharmacist if any medication you
are taking might interact with Propulsid. You should avoid grapefruit products while on Propulsid.
In fact, Propulsid has essentially been taken off the market because of its potential to cause
cardiac arrhythmias. You can get the drug only if your doctor fills out a form requesting the drug. I
personally use the promotility drugs for patients who have regurgitation or nausea as a
prominent feature of GERD. I also use metaclopramide (sometimes in combination with a proton
pump inhibitor) in patients who have reflux symptoms aggravated by slow stomach emptying
(see gastroparesis, chapter 6).When the prescription-strength H2 receptor antagonists
(Tagamet, Zantac, Pepcid, Axid) or promotility drugs (Reglan) in combination with appropriate
dietary measures fail to control your reflux symptoms, the next step is usually substituting the H2
blocker or promotility drug with a proton pump inhibitor.Many gastroenterologists start their
patients on proton pump inhibitors since H2 blockers work effectively in GERD patients only
about 50 percent of the time. By using proton pump inhibitors right away, patients get relief more
quickly and some studies have shown that this results in overall cost savings (fewer trips to the
doctor, fewer endoscopic procedures).Proton pump inhibitors block the enzyme that pumps
protons or hydrogen ions (H+) from special cells in the stomach. Hydrogen ions combine with
chloride to form hydrochloric acid. By blocking the so-called proton pump omeprazole (brand
name Prilosec), lansoprazole (brand name Prevacid), rabeprazole (brand name Aciphex),
pantoprazole (brand name Protonix) and esomeprazole (brand name Nexium) can effectively
shut down acid production in the stomach. They are stronger than the H2 blockers and more
likely to alleviate symptoms of heartburn and heal esophageal inflammation (esophagitis). A
single dose of a proton pump inhibitor in the morning before breakfast is usually enough to
control symptoms all day and all night.The proton pump inhibitors (PPI) are just about equally
effective in their ability to heal esophageal inflammation caused by acid reflux (reflux
esophagitis); however, some people find that one PPI may work better than another to relieve
their heartburn and/or other GERD symptoms. Most of the time it is difficult to predict which PPI
may work best for any given patient. Most doctors will just prescribe their favorite PPI and see
what happens. If your GERD symptoms are not completely relieved after two to four weeks on a



PPI, there are several things you and/or your doctor can do.PPIs work best if taken 30 to 60
minutes prior to the first meal of the day. If you don’t eat breakfast, take the PPI before lunch.
Some doctors may recommend taking the PPI 30 to 60 minutes before dinner for their patients
with nighttime heartburn who continue to have symptoms when the drug is taken before
breakfast. PPIs should not be taken at bedtime because they work best if a meal is consumed
30 to 60 minutes later (the meal activates the proton pumps in the stomach cell and PPIs can
only knock out active proton pumps). PPIs should not be taken during a meal. This is especially
important when taking Prevacid or Nexium since food can decrease the absorption of these
drugs by one-third to one-half. Protonix and Aciphex do not seem to be affected by food but
ideally should still be given 30 to 60 minutes prior to the first meal of the day.People with severe
esophagitis may do better with a 40 mg. PPI (Protonix or Nexium), rather than a 20 mg PPI
(Prilosec or Aciphex) or a 30 mg PPI (Prevacid). Nexium has been shown to be more effective
than Prevacid in healing severe reflux esophagitis and Protonix has been shown to heal severe
esophagitis as effectively as mild to moderate esophagitis by eight weeks. In one study Protonix
and Nexium had equal effectiveness in healing esophagitis.In those individuals who take their
PPI intermittently whenever their heartburn acts up, choosing a PPI that has a fast onset of
action may be an advantage. (Remember antacids and combination antacid/H2 blockers such
as Pepcid Complete work much faster than PPIs) Among the PPIs Aciphex seems to work
quickly with approximately 80 percent of patients reporting some relief of heartburn on the first
day the drug is taken. Similar results have been reported for Protonix. Without direct head-to-
head studies comparing the different PPIs, it is difficult to know for sure that one PPI is truly
better than the next.For those individuals who continue to have nighttime GERD symptoms
despite treatment, Protonix may offer some advantage. After a single dose, Protonix seems to
be present in the blood at higher concentrations for a longer period of time than the other PPIs.
Furthermore, there is some evidence that Protonix, once bound to the proton pump, may inhibit
the pump’s activity for a longer period of time. This longer duration of action may help control
symptoms throughout the night. For some people, giving the PPI 30 to 60 minutes before dinner
rather than breakfast may improve nighttime symptoms. In some instances you may need to be
given a PPI before breakfast and before dinner to control GERD
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PUBLISHERPrefaceSince the release of Gastrointestinal Health in 1991, there have been many
new and exciting developments in the field of gastroenterology. Most notable is confirmation of
the discovery that many diseases of the upper gastrointestinal tract (ulcers, gastritis, stomach
cancer) are caused by a bacterial infection. It may surprise some people that almost a third of
American adults are currently infected with the bacteria Helicobacter pylori and this may, in part,
explain why so many people suffer from upper gastrointestinal diseases. The reader will learn of
new ways to diagnose (one which can give you an answer in four minutes using just a drop of
blood) and new ways to treat Helicobacter pylori infection.In the second edition I added a
chapter on colon cancer and in the third edition this has been expanded to include many ways to
avoid developing colon cancer, the second most-common cause of death in the United States,
and how to diagnose it early while it is still curable. I discuss a new blood test that can tell certain
individuals who have a family history of colon cancer whether they are likely to develop the
disease. A new stool test can predict who has polyps and cancer.Important information recently
has been published about irritable bowel syndrome, the most common gastrointestinal disease
affecting young women. New theories on what causes irritable bowel syndrome and the latest
ways to improve symptoms of diarrhea, constipation, and abdominal pain are discussed.Millions
of Americans suffer from ulcerative colitis and Crohn’s disease, and the new edition of
Gastrointestinal Health contains an expanded chapter on inflammatory bowel disease. The
latest information on combination drug regimens to treat inflammatory bowel disease and
dietary recommendations for each stage of ulcerative colitis and Crohn’s disease have been
added.Many new over-the-counter and prescription drugs have reached the market since 1991.
Four new over-the-counter and one new prescription drug have been approved by the Federal
Drug Administration (FDA) for the management of gastroesophageal reflux. All but a few people
can now be rid of their heartburn by taking medications and following the nutritional advice
outlined in this book. Eight drug regimens designed to eradicate Helicobacter pylori have been
approved by the FDA since 1991 and are outlined in the chapter on peptic ulcer disease.Several
new endoscopic procedures are included in the third edition. Many are used to treat acid reflux
and one (videocapsule endoscopy) involves the swallowing of a pill containing a camera to
investigate disorders of the small intestine.Since 1991, several old drugs have been shown to be
useful in treating new diseases. The use of tricyclic antidepressant medication in the treatment
of noncardiac chest pain, non-ulcer dyspepsia, and irritable bowel syndrome; high doses of
pancreatic enzymes to treat the pain of chronic pancreatitis; better antibiotic regimens to treat
patients with Crohn’s disease and ulcerative colitis, are just a few examples of the great strides
that have been made recently in the pharmacologic management of gastrointestinal
symptoms.The third edition of Gastrointestinal Health contains new information on dietary



supplements and herbal treatments for those individuals with gastrointestinal problems since
many more Americans are treating their symptoms with alternative medicine remedies. In this
section Liz Emery, M.S., R.D., has outlined those tinctures, supplements, and probiotics
beneficial in treating gastrointestinal disorders. The third edition continues to express the
importance of nutritional management for most gastrointestinal problems. The reader is offered
the latest up-to-date nutritional recommendations. Meal plans and recipes are included for your
convenience.It was my intention in writing Gastrointestinal Health that the book be practical,
useful, and easy to refer to when you or a family member develops heartburn, abdominal pain,
diarrhea, constipation, hemorrhoids, or any of the other myriad yet common problems that affect
almost all of us from time to time.PrefaceSince the release of Gastrointestinal Health in 1991,
there have been many new and exciting developments in the field of gastroenterology. Most
notable is confirmation of the discovery that many diseases of the upper gastrointestinal tract
(ulcers, gastritis, stomach cancer) are caused by a bacterial infection. It may surprise some
people that almost a third of American adults are currently infected with the bacteria
Helicobacter pylori and this may, in part, explain why so many people suffer from upper
gastrointestinal diseases. The reader will learn of new ways to diagnose (one which can give you
an answer in four minutes using just a drop of blood) and new ways to treat Helicobacter pylori
infection.In the second edition I added a chapter on colon cancer and in the third edition this has
been expanded to include many ways to avoid developing colon cancer, the second most-
common cause of death in the United States, and how to diagnose it early while it is still curable.
I discuss a new blood test that can tell certain individuals who have a family history of colon
cancer whether they are likely to develop the disease. A new stool test can predict who has
polyps and cancer.Important information recently has been published about irritable bowel
syndrome, the most common gastrointestinal disease affecting young women. New theories on
what causes irritable bowel syndrome and the latest ways to improve symptoms of diarrhea,
constipation, and abdominal pain are discussed.Millions of Americans suffer from ulcerative
colitis and Crohn’s disease, and the new edition of Gastrointestinal Health contains an
expanded chapter on inflammatory bowel disease. The latest information on combination drug
regimens to treat inflammatory bowel disease and dietary recommendations for each stage of
ulcerative colitis and Crohn’s disease have been added.Many new over-the-counter and
prescription drugs have reached the market since 1991. Four new over-the-counter and one new
prescription drug have been approved by the Federal Drug Administration (FDA) for the
management of gastroesophageal reflux. All but a few people can now be rid of their heartburn
by taking medications and following the nutritional advice outlined in this book. Eight drug
regimens designed to eradicate Helicobacter pylori have been approved by the FDA since 1991
and are outlined in the chapter on peptic ulcer disease.Several new endoscopic procedures are
included in the third edition. Many are used to treat acid reflux and one (videocapsule
endoscopy) involves the swallowing of a pill containing a camera to investigate disorders of the
small intestine.Since 1991, several old drugs have been shown to be useful in treating new



diseases. The use of tricyclic antidepressant medication in the treatment of noncardiac chest
pain, non-ulcer dyspepsia, and irritable bowel syndrome; high doses of pancreatic enzymes to
treat the pain of chronic pancreatitis; better antibiotic regimens to treat patients with Crohn’s
disease and ulcerative colitis, are just a few examples of the great strides that have been made
recently in the pharmacologic management of gastrointestinal symptoms.The third edition of
Gastrointestinal Health contains new information on dietary supplements and herbal treatments
for those individuals with gastrointestinal problems since many more Americans are treating
their symptoms with alternative medicine remedies. In this section Liz Emery, M.S., R.D., has
outlined those tinctures, supplements, and probiotics beneficial in treating gastrointestinal
disorders. The third edition continues to express the importance of nutritional management for
most gastrointestinal problems. The reader is offered the latest up-to-date nutritional
recommendations. Meal plans and recipes are included for your convenience.It was my intention
in writing Gastrointestinal Health that the book be practical, useful, and easy to refer to when you
or a family member develops heartburn, abdominal pain, diarrhea, constipation, hemorrhoids, or
any of the other myriad yet common problems that affect almost all of us from time to
time.IntroductionYou have a problem that’s driving you crazy. Stomach pain, cramps or spasms,
queasiness, frequent constipation or intermittent diarrhea, heartburn—all are signs that
something is out of whack with your digestive system. Maybe you’ve been told you have irritable
bowel syndrome (IBS) or “colitis,” a catch-all term used to describe bouts of severe spasm
followed by diarrhea or constipation or both. Perhaps when you’re under stress you suddenly
double over with stomach cramps and have to race to the bathroom. You might wake up in the
mornings with what a patient of mine calls a “grungy” stomach. Or maybe in the middle of the
night you feel acid rise in your throat, waking you out of a sound sleep. Or maybe, like many
people who come to me at Cooper Hospital/University Medical Center in Camden and
Voorhees, New Jersey, you have been diagnosed with more than one gastrointestinal (GI)
problem—perhaps diverticulitis and constipation. Your doctor has told you to adhere to a low
fiber diet for your diverticulitis but the low fiber content of that diet has aggravated your
constipation. GI disturbances often trigger each other, and perhaps the most frustrating part of
solving these problems is that what’s soothing for one set of symptoms seems to aggravate
another.Virtually everyone, even people with cast-iron stomachs, suffers a bout of
gastrointestinal distress from time to time as a reaction to stressful living, erratic diet, or
temporary illness. Generally, as the event that triggered the symptom passes, so does the
symptom. For many people, however, digestive problems are long-standing, provoked by almost
anything, and often unrelieved, or only partly relieved by medication.More than 80 million
Americans live with and suffer from chronic digestive problems. These sufferers may be of any
age and background, for GI problems cross all barriers of age and economics, but a surprising
number of sufferers are between twenty-five and forty-five years of age. More than 60 percent
are women. Next to the common cold, digestive ailments account for more absences from work
and more visits to the doctor than any other condition. Symptoms may be continuous, with daily



pain or discomfort, or they may subside for days or weeks at a time, only to come back again,
without seeming provocation. Symptoms may be always mild or always severe, or they may
swing from bad to worse.GI symptoms are impossible to ignore, often revolving around meals,
business lunches, and social occasions. The pleasure/pain syndrome becomes integrated into
daily life: you enjoy eating something, then suffer the consequences. Chronic GI symptoms don’t
just go away. In fact, many tend to worsen with age: the longer you have them, the more
aggravating they become.Most treatments for GI problems involve medication. Year after year,
GI drugs top the pharmaceutical bestseller lists. The cost of ulcer disease in America is more
than $10 billion annually. Omeprazole (Prilosec), a drug used to treat heartburn and ulcers, sold
worldwide well in excess of $6 billion last year. Americans spend almost half a billion dollars a
year on laxatives.For many people gastrointestinal medications are miracle cures: Protonix and
Nexium to treat heartburn; Asacol, Pentasa, Prednisone, Imuran, and Remicade to treat
inflammatory bowel disease; Metaclopramide to treat heartburn, regurgitation, nausea, and
vomiting related to a sluggish stomach; Imodium A-D, Kaopectate, and Sandostatin to treat
difficult diarrhea; Metamucil, Zelnorm, or Konsyl to treat constipation. Yet, overall, drug therapy
for many GI problems has been notoriously unreliable. The most common and troublesome
conditions, such as IBS, respond poorly to drugs of any kind. Although some GI drugs seem to
correct problems virtually overnight, many are only partly effective and laden with potentially
serious side effects. And often, the relief offered by drugs is only temporary, so taking the
medication becomes a steady routine.The Link Between Nutrition and DiseaseIt has taken
science a long time to make the connection between diet and disease. Only in recent years has
the medical field made a strong case for dietary treatment of some of our most severe medical
problems, including heart disease.The current interest in nutrition as treatment began with a
scientific study initiated nearly forty years ago in Framingham, Massachusetts. The National
Heart Institute selected a community of 28,000 people for a study that has since provided the
most important, well-documented evidence of the role diet and exercise play in heart
disease.The results of the first batch of statistics, which were collected and analyzed over a
period of fourteen years, documented for the first time the major risk factors for heart disease
besides age and heredity: obesity, smoking, lack of physical exercise, and high levels of
cholesterol and other fats in the blood.The Framingham study continues today, and many more
studies have sprung from this early work, linking nutrition to many of our more common ailments.
It is now generally accepted that diet can play an important role in countering high blood
pressure, heart disease, and some cancers.Ironically, little work has been done on the effect of
diet on GI diseases. Diet—the first thing people think about when they suffer digestive symptoms
—is also the last thing most people, including some physicians, know anything about. We are so
confused about the effect of diet on the GI tract, that until very recently, doctors believed that
people suffering from peptic ulcer disease should consume milk and cream—the exact opposite
of what we now know to be true (the calcium in milk stimulates acid secretion, worsening the
condition). Even gastroenterologists, who specialize in digestive disease, are often poorly



trained in diet and nutrition. Physicians treat GI symptoms, if they treat them with diet at all, with
general “tips”: “Eat more fiber” or “Stay away from fatty foods.” It is up to the patient to figure out
how to apply this advice. This means that most fail to take advantage of new advances in diet
therapy that could greatly improve symptoms.Some of us follow spartan diets in an attempt to
reduce symptoms. Others eat foods that actually make the condition worse, or resign
themselves to suffering in silence. Many people with chronic heartburn, for example, never know
which foods cause the stomach to produce more acid or allow the acid to back up into the
esophagus. Many people suffer from bloating, belching, or flatulence without knowing exactly
which foods produce excessive gas. Others suffer unnecessarily from diarrhea, constipation, or
ulcer attacks. Hundreds of thousands of people walk around with packets of antacid in their
pockets at all times.Yet, a logical way to treat GI disorders is by diet. GI problems are aggravated
by what we eat because food comes into direct contact with the GI tract. If the wrong food
causes the problem, the right foods may solve the problem, or at least help.The main reason
doctors have been slow to recommend diet therapy is that it’s complicated and hard for both
physician and patient. Each patient with a GI disorder has a slightly different problem. There are
many different kinds of disorders, and each has its own set of food responses. Different parts of
the GI system react to different foods, and some foods affect the digestive tract in more than one
site. As a result, it is common for people to have multiple GI problems. For example, a person
with IBS, which affects the lower GI tract, may also suffer from upper GI symptoms, including
gas pains, nausea, and heartburn. Even those of us experienced in nutritional therapy may have
trouble designing a menu plan that offers good nutrition and at the same time detours around
troublesome foods for every patient.For these reasons, a comprehensive nutritional program to
relieve many common GI problems is a difficult undertaking. There are hundreds of weight loss
books and dozens of heart disease diets—but no single GI program.The Self-Help Nutritional
ProgramIn my GI practice at Cooper Hospital/University Medical Center in Camden and
Voorhees, New Jersey, I used to design (with the help of dietitians) an individual nutritional
program for each patient—a time-consuming process. I realized that we could help many more
people if we could come up with one program that almost everyone could follow.We began by
listing all the common gastrointestinal disorders and their primary symptoms. We then identified
the foods and eating habits associated with each symptom. We soon saw that many of the same
factors were involved with most troublesome symptoms. We reviewed the list and finally isolated
the six most notable culprits, the factors responsible for a long list of symptoms.Applying the
latest nutritional research to these six diverse factors, we turned them into nutritional principles.
These principles, in turn, became the foundation of a nutritional program that almost all of our GI
patients could use to help themselves. It is a program designed to treat the full spectrum of
common digestive disorders, from heartburn to constipation to gas to irritable bowel syndrome. It
can also help prevent diverticulitis, appendicitis, hemorrhoids, and gallstones; help heal ulcers
and prevent ulcer recurrence; help conquer obesity; and may lessen the likelihood of developing
bowel cancer.The six principles of the program are:High fiberLow fatLow lactoseLow spiceLow



gas-forming legumesLow caloriesThe six principles have been incorporated into a Two-Week
Master Program. Each recipe in the Master Program incorporates all six principles, and is
precisely calculated to fit the nutritional specifications of the Program. Each has been analyzed
for macronutrient content, fiber, and calories.The initial Two-Week Master Program is for
everyone. After that, you can continue to repeat the Master Program, interchanging the recipes
with any that appear in Part Nine of this book, and you can adapt your own recipes, using the six
concepts of the program described in Part Six.All of the recipes in Gastrointestinal Health were
developed and tested by Cheryl Clifford Marco, R.D., manager of Thomas Jefferson University
Hospital’s outpatient nutritional counseling service, and a superb recipe writer. Each menu is
designed to be easy on your digestive tract while offering flavor and variety.This Self-Help
Nutritional Program represents a breakthrough in the treatment of digestive problems, because it
is not a one-note theory. It doesn’t depend on drugs or on severe restriction of many foods. It is a
high-fiber, low-fat, totally balanced diet that works in harmony with your digestive tract. It takes
into account your appetite and your cravings for “comfort” foods. It also regulates the delicate
biochemical balance between the brain and the digestive system so that you feel satisfied and
gratified. It recognizes that foods are chemicals and that certain ratios must be maintained to
soothe the digestive system, satisfy hunger, and meet nutritional needs.The Self-Help
Nutritional Program cannot always be individualized. For instance, some people with irritable
bowel syndrome actually do better with a low-residue diet than a high-fiber diet. Most diseases
of the small intestine, such as adhesions that cause kinks in the intestine, are not helped by
using a high-fiber diet. Nutritional advice for patients with inflammatory bowel disease depends
on the severity of their colitis and ileitis. For instance, when the disease is mild, a high-fiber diet
seems to help, whereas, when the disease is severe, a low-residue diet is preferable. These
conditions require medical treatment and special dietary planning. Where possible I have
customized the Self-Help Nutritional Program to help those individuals with more complex
problems, but there is always the chance that the dietary recommendations outlined in the Self-
Help Nutritional Program could worsen your symptoms rather than improve them. If you feel this
is happening, you should stop the program and consult your physician.Immediate HelpLearning
how to treat your GI problem properly with diet does not mean blindly following a nutritional
regimen for years in the hope that it is helping you. Rather, it means that your symptoms are
almost immediately relieved. This quick response is rarely seen with other chronic ailments that
have a dietary component. For instance, diet has no direct effect on the symptoms of coronary
artery disease. Eating fatty foods does not cause chest pain, nor will avoiding fatty foods
alleviate chest pain. In the long run (twenty to thirty years), if you eat a heart-healthy diet you
may avoid clogged arteries and you may live longer, but at the time you’re eating it you can’t tell
that it’s helping you.In addition to quick relief of GI symptoms, the long-term benefits of changing
your diet can also be impressive: fewer incapacitating attacks; help in controlling serious
diseases such as diverticulitis; and, over years, help in the prevention of colon cancer. Such a
preventive approach now could spare much grief in the future.The Self-Help Nutritional Program



makes it easy for you to change your eating habits. The initial Two-Week Master Program will
prove to you just how beneficial a change in diet can be for your symptoms. After that, it is up to
you to make the program work by incorporating each of the six principles into your daily meals.
Relief of symptoms will be your greatest motivator: if you go back to your old habits, the
symptoms will often quickly return.Because you will continue to feel well, you may soon forget
what it was like to wake up every day with nausea, or to strain every time you went to the
bathroom, or to have burning pain in your chest at night when you were trying to sleep. If you
start slipping on the diet and begin to eat indiscriminately again, your symptoms could recur in a
hurry. The GI complaints we’re talking about are “diet responsive,” which means that they are not
usually permanently cured. So your symptoms will be your own built-in motivators.The goal of
this book is to help you minimize your dependence on drugs and maximize your control over
your own health. Just as new information about the effect of nutrition on disease has steered
potential heart disease patients away from coronary bypass operations, the goal of the program
is to reduce your GI symptoms without drugs whenever possible. This is a new way of thinking
about treating GI problems. And not only is it good for your GI symptoms, it’s good for your heart,
good for your blood pressure, good for your blood sugar, and good for your cholesterol count. By
all modern nutritional standards, it would be difficult to devise a healthier diet regimen.Finally,
you have the upper hand over your digestive problems. This is a program to live with; the only
lifetime diet you should need. Rigid self-discipline is not central to the program. When we speak
of a high-fiber, lowfat diet, we’re not talking about eating bagfuls of crude bran. We are speaking
of shifting the ratio of fat to fiber and fat to carbohydrates, lowering the one, while raising the
other.Dietary therapy for gastrointestinal disorders has been dramatically effective for scores of
patients, some of whom have suffered for years from GI complaints that responded to no other
therapy. For many people, following the principles of the program is enough to relieve all
digestive symptoms; flare-ups occur rarely if at all. For those with serious underlying disease, the
Self-Help Nutritional Program can be used as an adjunct to a drug therapy program prescribed
by your physician (information about most over-the-counter and prescription GI drugs is included
throughout Part Two). In these instances, following the program’s principles may allow you to
reduce the amount of medication you take and gain a greater measure of control over your
problem.Whether you’ve been plagued by GI symptoms for years and nothing has ever helped,
or whether your ailment is so minor that you think you can live with it, you should try a dietary
approach. Dietary management of GI problems really works for real people. If you suffer from
any common digestive problem, this may be the program you’ve been waiting
for.IntroductionYou have a problem that’s driving you crazy. Stomach pain, cramps or spasms,
queasiness, frequent constipation or intermittent diarrhea, heartburn—all are signs that
something is out of whack with your digestive system. Maybe you’ve been told you have irritable
bowel syndrome (IBS) or “colitis,” a catch-all term used to describe bouts of severe spasm
followed by diarrhea or constipation or both. Perhaps when you’re under stress you suddenly
double over with stomach cramps and have to race to the bathroom. You might wake up in the



mornings with what a patient of mine calls a “grungy” stomach. Or maybe in the middle of the
night you feel acid rise in your throat, waking you out of a sound sleep. Or maybe, like many
people who come to me at Cooper Hospital/University Medical Center in Camden and
Voorhees, New Jersey, you have been diagnosed with more than one gastrointestinal (GI)
problem—perhaps diverticulitis and constipation. Your doctor has told you to adhere to a low
fiber diet for your diverticulitis but the low fiber content of that diet has aggravated your
constipation. GI disturbances often trigger each other, and perhaps the most frustrating part of
solving these problems is that what’s soothing for one set of symptoms seems to aggravate
another.Virtually everyone, even people with cast-iron stomachs, suffers a bout of
gastrointestinal distress from time to time as a reaction to stressful living, erratic diet, or
temporary illness. Generally, as the event that triggered the symptom passes, so does the
symptom. For many people, however, digestive problems are long-standing, provoked by almost
anything, and often unrelieved, or only partly relieved by medication.More than 80 million
Americans live with and suffer from chronic digestive problems. These sufferers may be of any
age and background, for GI problems cross all barriers of age and economics, but a surprising
number of sufferers are between twenty-five and forty-five years of age. More than 60 percent
are women. Next to the common cold, digestive ailments account for more absences from work
and more visits to the doctor than any other condition. Symptoms may be continuous, with daily
pain or discomfort, or they may subside for days or weeks at a time, only to come back again,
without seeming provocation. Symptoms may be always mild or always severe, or they may
swing from bad to worse.GI symptoms are impossible to ignore, often revolving around meals,
business lunches, and social occasions. The pleasure/pain syndrome becomes integrated into
daily life: you enjoy eating something, then suffer the consequences. Chronic GI symptoms don’t
just go away. In fact, many tend to worsen with age: the longer you have them, the more
aggravating they become.Most treatments for GI problems involve medication. Year after year,
GI drugs top the pharmaceutical bestseller lists. The cost of ulcer disease in America is more
than $10 billion annually. Omeprazole (Prilosec), a drug used to treat heartburn and ulcers, sold
worldwide well in excess of $6 billion last year. Americans spend almost half a billion dollars a
year on laxatives.For many people gastrointestinal medications are miracle cures: Protonix and
Nexium to treat heartburn; Asacol, Pentasa, Prednisone, Imuran, and Remicade to treat
inflammatory bowel disease; Metaclopramide to treat heartburn, regurgitation, nausea, and
vomiting related to a sluggish stomach; Imodium A-D, Kaopectate, and Sandostatin to treat
difficult diarrhea; Metamucil, Zelnorm, or Konsyl to treat constipation. Yet, overall, drug therapy
for many GI problems has been notoriously unreliable. The most common and troublesome
conditions, such as IBS, respond poorly to drugs of any kind. Although some GI drugs seem to
correct problems virtually overnight, many are only partly effective and laden with potentially
serious side effects. And often, the relief offered by drugs is only temporary, so taking the
medication becomes a steady routine.The Link Between Nutrition and DiseaseIt has taken
science a long time to make the connection between diet and disease. Only in recent years has



the medical field made a strong case for dietary treatment of some of our most severe medical
problems, including heart disease.The current interest in nutrition as treatment began with a
scientific study initiated nearly forty years ago in Framingham, Massachusetts. The National
Heart Institute selected a community of 28,000 people for a study that has since provided the
most important, well-documented evidence of the role diet and exercise play in heart
disease.The results of the first batch of statistics, which were collected and analyzed over a
period of fourteen years, documented for the first time the major risk factors for heart disease
besides age and heredity: obesity, smoking, lack of physical exercise, and high levels of
cholesterol and other fats in the blood.The Framingham study continues today, and many more
studies have sprung from this early work, linking nutrition to many of our more common ailments.
It is now generally accepted that diet can play an important role in countering high blood
pressure, heart disease, and some cancers.Ironically, little work has been done on the effect of
diet on GI diseases. Diet—the first thing people think about when they suffer digestive symptoms
—is also the last thing most people, including some physicians, know anything about. We are so
confused about the effect of diet on the GI tract, that until very recently, doctors believed that
people suffering from peptic ulcer disease should consume milk and cream—the exact opposite
of what we now know to be true (the calcium in milk stimulates acid secretion, worsening the
condition). Even gastroenterologists, who specialize in digestive disease, are often poorly
trained in diet and nutrition. Physicians treat GI symptoms, if they treat them with diet at all, with
general “tips”: “Eat more fiber” or “Stay away from fatty foods.” It is up to the patient to figure out
how to apply this advice. This means that most fail to take advantage of new advances in diet
therapy that could greatly improve symptoms.Some of us follow spartan diets in an attempt to
reduce symptoms. Others eat foods that actually make the condition worse, or resign
themselves to suffering in silence. Many people with chronic heartburn, for example, never know
which foods cause the stomach to produce more acid or allow the acid to back up into the
esophagus. Many people suffer from bloating, belching, or flatulence without knowing exactly
which foods produce excessive gas. Others suffer unnecessarily from diarrhea, constipation, or
ulcer attacks. Hundreds of thousands of people walk around with packets of antacid in their
pockets at all times.Yet, a logical way to treat GI disorders is by diet. GI problems are aggravated
by what we eat because food comes into direct contact with the GI tract. If the wrong food
causes the problem, the right foods may solve the problem, or at least help.The main reason
doctors have been slow to recommend diet therapy is that it’s complicated and hard for both
physician and patient. Each patient with a GI disorder has a slightly different problem. There are
many different kinds of disorders, and each has its own set of food responses. Different parts of
the GI system react to different foods, and some foods affect the digestive tract in more than one
site. As a result, it is common for people to have multiple GI problems. For example, a person
with IBS, which affects the lower GI tract, may also suffer from upper GI symptoms, including
gas pains, nausea, and heartburn. Even those of us experienced in nutritional therapy may have
trouble designing a menu plan that offers good nutrition and at the same time detours around



troublesome foods for every patient.For these reasons, a comprehensive nutritional program to
relieve many common GI problems is a difficult undertaking. There are hundreds of weight loss
books and dozens of heart disease diets—but no single GI program.The Self-Help Nutritional
ProgramIn my GI practice at Cooper Hospital/University Medical Center in Camden and
Voorhees, New Jersey, I used to design (with the help of dietitians) an individual nutritional
program for each patient—a time-consuming process. I realized that we could help many more
people if we could come up with one program that almost everyone could follow.We began by
listing all the common gastrointestinal disorders and their primary symptoms. We then identified
the foods and eating habits associated with each symptom. We soon saw that many of the same
factors were involved with most troublesome symptoms. We reviewed the list and finally isolated
the six most notable culprits, the factors responsible for a long list of symptoms.Applying the
latest nutritional research to these six diverse factors, we turned them into nutritional principles.
These principles, in turn, became the foundation of a nutritional program that almost all of our GI
patients could use to help themselves. It is a program designed to treat the full spectrum of
common digestive disorders, from heartburn to constipation to gas to irritable bowel syndrome. It
can also help prevent diverticulitis, appendicitis, hemorrhoids, and gallstones; help heal ulcers
and prevent ulcer recurrence; help conquer obesity; and may lessen the likelihood of developing
bowel cancer.The six principles of the program are:High fiberLow fatLow lactoseLow spiceLow
gas-forming legumesLow caloriesThe six principles have been incorporated into a Two-Week
Master Program. Each recipe in the Master Program incorporates all six principles, and is
precisely calculated to fit the nutritional specifications of the Program. Each has been analyzed
for macronutrient content, fiber, and calories.The initial Two-Week Master Program is for
everyone. After that, you can continue to repeat the Master Program, interchanging the recipes
with any that appear in Part Nine of this book, and you can adapt your own recipes, using the six
concepts of the program described in Part Six.All of the recipes in Gastrointestinal Health were
developed and tested by Cheryl Clifford Marco, R.D., manager of Thomas Jefferson University
Hospital’s outpatient nutritional counseling service, and a superb recipe writer. Each menu is
designed to be easy on your digestive tract while offering flavor and variety.This Self-Help
Nutritional Program represents a breakthrough in the treatment of digestive problems, because it
is not a one-note theory. It doesn’t depend on drugs or on severe restriction of many foods. It is a
high-fiber, low-fat, totally balanced diet that works in harmony with your digestive tract. It takes
into account your appetite and your cravings for “comfort” foods. It also regulates the delicate
biochemical balance between the brain and the digestive system so that you feel satisfied and
gratified. It recognizes that foods are chemicals and that certain ratios must be maintained to
soothe the digestive system, satisfy hunger, and meet nutritional needs.The Self-Help
Nutritional Program cannot always be individualized. For instance, some people with irritable
bowel syndrome actually do better with a low-residue diet than a high-fiber diet. Most diseases
of the small intestine, such as adhesions that cause kinks in the intestine, are not helped by
using a high-fiber diet. Nutritional advice for patients with inflammatory bowel disease depends



on the severity of their colitis and ileitis. For instance, when the disease is mild, a high-fiber diet
seems to help, whereas, when the disease is severe, a low-residue diet is preferable. These
conditions require medical treatment and special dietary planning. Where possible I have
customized the Self-Help Nutritional Program to help those individuals with more complex
problems, but there is always the chance that the dietary recommendations outlined in the Self-
Help Nutritional Program could worsen your symptoms rather than improve them. If you feel this
is happening, you should stop the program and consult your physician.Immediate HelpLearning
how to treat your GI problem properly with diet does not mean blindly following a nutritional
regimen for years in the hope that it is helping you. Rather, it means that your symptoms are
almost immediately relieved. This quick response is rarely seen with other chronic ailments that
have a dietary component. For instance, diet has no direct effect on the symptoms of coronary
artery disease. Eating fatty foods does not cause chest pain, nor will avoiding fatty foods
alleviate chest pain. In the long run (twenty to thirty years), if you eat a heart-healthy diet you
may avoid clogged arteries and you may live longer, but at the time you’re eating it you can’t tell
that it’s helping you.In addition to quick relief of GI symptoms, the long-term benefits of changing
your diet can also be impressive: fewer incapacitating attacks; help in controlling serious
diseases such as diverticulitis; and, over years, help in the prevention of colon cancer. Such a
preventive approach now could spare much grief in the future.The Self-Help Nutritional Program
makes it easy for you to change your eating habits. The initial Two-Week Master Program will
prove to you just how beneficial a change in diet can be for your symptoms. After that, it is up to
you to make the program work by incorporating each of the six principles into your daily meals.
Relief of symptoms will be your greatest motivator: if you go back to your old habits, the
symptoms will often quickly return.Because you will continue to feel well, you may soon forget
what it was like to wake up every day with nausea, or to strain every time you went to the
bathroom, or to have burning pain in your chest at night when you were trying to sleep. If you
start slipping on the diet and begin to eat indiscriminately again, your symptoms could recur in a
hurry. The GI complaints we’re talking about are “diet responsive,” which means that they are not
usually permanently cured. So your symptoms will be your own built-in motivators.The goal of
this book is to help you minimize your dependence on drugs and maximize your control over
your own health. Just as new information about the effect of nutrition on disease has steered
potential heart disease patients away from coronary bypass operations, the goal of the program
is to reduce your GI symptoms without drugs whenever possible. This is a new way of thinking
about treating GI problems. And not only is it good for your GI symptoms, it’s good for your heart,
good for your blood pressure, good for your blood sugar, and good for your cholesterol count. By
all modern nutritional standards, it would be difficult to devise a healthier diet regimen.Finally,
you have the upper hand over your digestive problems. This is a program to live with; the only
lifetime diet you should need. Rigid self-discipline is not central to the program. When we speak
of a high-fiber, lowfat diet, we’re not talking about eating bagfuls of crude bran. We are speaking
of shifting the ratio of fat to fiber and fat to carbohydrates, lowering the one, while raising the



other.Dietary therapy for gastrointestinal disorders has been dramatically effective for scores of
patients, some of whom have suffered for years from GI complaints that responded to no other
therapy. For many people, following the principles of the program is enough to relieve all
digestive symptoms; flare-ups occur rarely if at all. For those with serious underlying disease, the
Self-Help Nutritional Program can be used as an adjunct to a drug therapy program prescribed
by your physician (information about most over-the-counter and prescription GI drugs is included
throughout Part Two). In these instances, following the program’s principles may allow you to
reduce the amount of medication you take and gain a greater measure of control over your
problem.Whether you’ve been plagued by GI symptoms for years and nothing has ever helped,
or whether your ailment is so minor that you think you can live with it, you should try a dietary
approach. Dietary management of GI problems really works for real people. If you suffer from
any common digestive problem, this may be the program you’ve been waiting for.PART
ONEGastrointestinal HealthPART ONEGastrointestinal Health1The Self-Help Nutritional
Program: A Healing DietThe science of nutrition is a changing field, and different concepts
become fashionable almost weekly. New reports seem to contradict what has gone before and,
invariably, new fads based on incomplete data emerge.Amid the confusion, American eating
habits have undergone profound changes. Today, one-third of our meals are consumed outside
the home; when we do eat at home, we often resort to prepared convenience foods. All of us
have to struggle harder to maintain nutritional balance, and the struggle is more difficult for
people with GI disorders who are subject to severe and debilitating symptoms.Many become
fixated on their next meal, worrying in advance about their reactions. They know instinctively that
some foods make their problems worse, but don’t know how to establish a nutritional routine
they can depend on. In frustration, some people end up eating almost nothing. Existing on too
little food, smoking too much for oral gratification, which makes the GI disorder worse, they are
often irritable and frustrated.Double TroubleOne patient of ours was a twenty-eight-year-old
ballet dancer who constantly yo-yoed on and off weight-loss diets to maintain a perfectly slim
body. At the same time, she was under high performance stress. While still in her teens Margo
began to have severe and sudden stomach cramps, followed by diarrhea; she had her first ulcer
attack on her twenty-first birthday. She had suffered on and off from both problems ever since.
Although Margo had taken many different drugs in an effort to control the various symptoms, she
was still vulnerable to sudden, painful attacks that sometimes lasted weeks at a time. And as so
commonly happens with GI patients, the foods recommended for one condition were problems
for the other.Some Myths and FactsHere are a few more of our common misconceptions about
diet and GI disorders.Myth: A bland diet relieves ulcer symptoms. The traditional ulcer diet
includes milk, cream, rice, fish, and other bland food. It was believed that eating small, tasteless
meals would help ulcers heal by reducing acid secretion and setting up a buffer against stomach
acid.Fact: A diet high in milk products can actually be harmful to ulcers because milk and cream
increase acid production in the stomach, which can delay ulcer healing. A bland diet is often a
low-fiber diet. Fiber is now thought to aid ulcer healing. Fiber may also help prevent relapse of



duodenal ulcers by slowing the rate at which the stomach empties. The only foods to be avoided
by someone with ulcer pain are specific “Flag Foods” (see chapter 26).Myth: Constipation is a
normal part of life, especially as you grow older, and is best treated by laxatives as needed.Fact:
Many people have become dependent on laxatives or enemas, claiming that this is the only way
they can move their bowels. After long-term laxative abuse, many people develop “lazy bowel,”
and the bowel ceases to function normally. Stimulant laxatives also cause colicky pain by
strengthening bowel contractions against dry, hard stool. For the great majority of people, the
best way to treat and prevent constipation is by a high-fiber diet.Myth: Heartburn is caused by
eating spicy foods.Fact: Many foods that are not spicy can promote heartburn, including
chocolate, tea, coffee, and fatty foods. Spicy foods by themselves will not cause inflammation of
the esophagus or the stomach, but can make symptoms worse if the lining is already
inflamed.Margo came to us after a long bout of cramps and diarrhea that had left her frustrated
and weak. We diagnosed her symptoms as irritable bowel syndrome, and recommended that
she follow the Two-Week Master Program. We also suggested that she join a stop-smoking
group because we felt certain that cigarettes were aggravating her symptoms.Even though
Margo had voluntarily sought our help, she seemed ambivalent about taking our advice. I
wondered if there was something about her illness that she was keeping from me. After talking
with her about her profession it became obvious that Margo liked one of the side effects of her
GI disorder—it helped keep her weight down. Margo’s symptoms were often so severe that she
couldn’t eat anything at all. She would go to parties and dinners and smoke cigarettes—but
never touch a morsel of food. The cigarettes, which raised her already high rate of metabolism
even further, supplied the oral gratification she missed from food.There was another element
working against any program to treat her disorder—she had a high tolerance for pain. Her
profession sometimes required that she endure extreme muscle pain, and dance through
periods of exhaustion. Physical suffering seemed fairly normal to her.The magic words that
finally convinced Margo to get serious about the Self-Help Nutritional Program were “You can
eat three meals a day on the Two-Week Program and you will not gain weight.”Margo was a hard
case. Interestingly enough, however, once she “got” it—once she accepted the fact that she
could eat real food and be free from pain without gaining weight—it was a snap for her to start
the program and stick to it. She was so naturally disciplined that she thought nothing of following
the regimen.One element of the program especially appealed to her. Even though the Two-Week
Master Program is recommended for most common digestive disorders, each problem has its
own set of “triggers”—foods or other factors that make the disorder flare—because specific
foods irritate specific parts of the GI system. We call these triggers Flag Foods. When we
developed the Self-Help Nutritional Program we identified Flag Foods for each GI disorder. (Lists
of Flag Foods for each disorder are given in chapter 26.)Knowing which Flag Foods affect your
particular problem(s) lets you fine-tune the Self-Help Nutritional Program to your individual
needs. Some people have to be wary of only one or two Flag Foods, while others have to avoid a
whole list of Flag Foods to keep their symptoms under control. Flag Foods give you an easy way



to loosen or tighten the reins on the Self-Help Nutritional Program.Margo quickly learned all of
her Flag Foods. When faced with a rushed lunch hour or late-night snack after the theater she
could pick out her Flag Foods and avoid them. She selected the lowest-calorie recipes from
recipes low in calories to begin with, and she ate them regularly.Margo’s abdominal cramps
subsided almost immediately, and she had no counterresponse from the ulcers. No one was
more surprised than we were when she came in for a routine follow-up visit and told us she had
stopped smoking—cold turkey. That was Margo’s nature. Once she made up her mind, it was
done. Ultimately, Margo became one of our greatest success stories. To date, she has gone a
full year without an attack from either of her GI disorders.For some people who lead hectic lives,
switching to new eating habits can seem impossible. Not everyone is as self-disciplined as
Margo.I remember George, a young trial attorney who popped antacid tablets throughout the
day to try to cope with overwhelming heartburn. If he had an attack while in court he would suffer
through it without the antacid because he didn’t want the opposing lawyer or the jury to know he
had a problem. Often his attacks occurred at night when he went to bed, especially after
grabbing a late-night snack on his way home from the office.Finally, his symptoms were nonstop,
and he came for treatment. He wanted me to give him a bigger and better antacid tablet. George
didn’t have a clue about why he had heartburn. “I think it’s because I’m a few pounds
overweight,” he told me. He was partly right, but there were other reasons as well.George’s life
was complicated. He lived alone. He often worked around the clock, consuming chocolate
shakes, hamburgers, and French fries at his desk in the middle of the night. If he had time off he
went out partying with his friends. If George knew where his kitchen was he gave no sign of it.I
explained the mechanisms that caused his heartburn and told him there was no way to control
his attacks in the courtroom or in the middle of the night—short of chronic heavy doses of drugs
—unless he changed his destructive eating habits. I explained the principles of the Self-Help
Nutritional Program, and also gave him a list of the Flag Foods known to aggravate
heartburn.George seemed overwhelmed by the prospect of these changes, but I insisted he
give the program a try. George’s mother helped him get started by going grocery shopping for
him and stocking his kitchen pantry with enough high-fiber, low-fat foods to last a month. She
prepared some of the entrees recommended in the Two-Week Master Program and put them in
his freezer. Then she taped his list of Flag Foods to the door of his refrigerator. Under this she
added a hand-lettered poster citing one of George’s worst heartburn-provoking habits. It said,
DO NOT EAT BEFORE GOING TO BED. She then browbeat her son into trying the first week of
the Two-Week Master Program.Within forty-eight hours George felt 100 percent better. Without
ever resorting to drug therapy and taking only occasional antacids, George felt immediate relief
of his symptoms. By the end of the week his roll of Tums was gathering dust on top of his
dresser. His excellent response was typical of the remarkable improvement that can be achieved
with proper dietary treatment of heartburn.George’s mother wasn’t in the mood to baby him
forever, however. After the first week, George had to manage the nutritional program on his own.
Fortunately, the guidelines and recipes for the program are so simple that even George was able



to incorporate them into his hectic life. One year later, he is still following the program. He slips
from time to time, but renewal of the old heartburn symptoms quickly puts him back on track.
Overall, George says the program isn’t nearly as difficult as he expected. For him, the rewards
far outweigh the effort needed to change his eating habits.Even if you think “culinary” is a foreign
word, you can manage the Self-Help Nutritional Program. Even if you’re like George, who would
rather have a magic pill to make it all go away, you can get with the program and personally take
control of your health.The Self-Help Nutritional Program lends itself particularly to the treatment
of the most common GI problems—heartburn, peptic ulcers, chronic pancreatitis, gallbladder
disease, gas, constipation, mild diarrhea, hemorrhoids, IBS, and diverticulosis.*The program is
designed for people who already have significant digestive symptoms, which means that it is
much more than a healthy diet. It is a healing diet. It is naturally low in calories. It avoids
excessive caffeine and keeps alcohol to a minimum. It tells you to stop smoking because
smoking makes most GI disorders worse. Most importantly, the Self-Help Nutritional Program
shows you how to identify the Flag Foods that trigger GI problems in you.1The Self-Help
Nutritional Program: A Healing Diet11The Self-Help Nutritional Program: A Healing DietThe Self-
Help Nutritional Program: A Healing DietThe science of nutrition is a changing field, and different
concepts become fashionable almost weekly. New reports seem to contradict what has gone
before and, invariably, new fads based on incomplete data emerge.Amid the confusion,
American eating habits have undergone profound changes. Today, one-third of our meals are
consumed outside the home; when we do eat at home, we often resort to prepared convenience
foods. All of us have to struggle harder to maintain nutritional balance, and the struggle is more
difficult for people with GI disorders who are subject to severe and debilitating symptoms.Many
become fixated on their next meal, worrying in advance about their reactions. They know
instinctively that some foods make their problems worse, but don’t know how to establish a
nutritional routine they can depend on. In frustration, some people end up eating almost nothing.
Existing on too little food, smoking too much for oral gratification, which makes the GI disorder
worse, they are often irritable and frustrated.Double TroubleOne patient of ours was a twenty-
eight-year-old ballet dancer who constantly yo-yoed on and off weight-loss diets to maintain a
perfectly slim body. At the same time, she was under high performance stress. While still in her
teens Margo began to have severe and sudden stomach cramps, followed by diarrhea; she had
her first ulcer attack on her twenty-first birthday. She had suffered on and off from both problems
ever since. Although Margo had taken many different drugs in an effort to control the various
symptoms, she was still vulnerable to sudden, painful attacks that sometimes lasted weeks at a
time. And as so commonly happens with GI patients, the foods recommended for one condition
were problems for the other.Some Myths and FactsHere are a few more of our common
misconceptions about diet and GI disorders.Myth: A bland diet relieves ulcer symptoms. The
traditional ulcer diet includes milk, cream, rice, fish, and other bland food. It was believed that
eating small, tasteless meals would help ulcers heal by reducing acid secretion and setting up a
buffer against stomach acid.Fact: A diet high in milk products can actually be harmful to ulcers



because milk and cream increase acid production in the stomach, which can delay ulcer
healing. A bland diet is often a low-fiber diet. Fiber is now thought to aid ulcer healing. Fiber may
also help prevent relapse of duodenal ulcers by slowing the rate at which the stomach empties.
The only foods to be avoided by someone with ulcer pain are specific “Flag Foods” (see chapter
26).Myth: Constipation is a normal part of life, especially as you grow older, and is best treated
by laxatives as needed.Fact: Many people have become dependent on laxatives or enemas,
claiming that this is the only way they can move their bowels. After long-term laxative abuse,
many people develop “lazy bowel,” and the bowel ceases to function normally. Stimulant
laxatives also cause colicky pain by strengthening bowel contractions against dry, hard stool. For
the great majority of people, the best way to treat and prevent constipation is by a high-fiber
diet.Myth: Heartburn is caused by eating spicy foods.Fact: Many foods that are not spicy can
promote heartburn, including chocolate, tea, coffee, and fatty foods. Spicy foods by themselves
will not cause inflammation of the esophagus or the stomach, but can make symptoms worse if
the lining is already inflamed.Margo came to us after a long bout of cramps and diarrhea that
had left her frustrated and weak. We diagnosed her symptoms as irritable bowel syndrome, and
recommended that she follow the Two-Week Master Program. We also suggested that she join a
stop-smoking group because we felt certain that cigarettes were aggravating her
symptoms.Even though Margo had voluntarily sought our help, she seemed ambivalent about
taking our advice. I wondered if there was something about her illness that she was keeping from
me. After talking with her about her profession it became obvious that Margo liked one of the
side effects of her GI disorder—it helped keep her weight down. Margo’s symptoms were often
so severe that she couldn’t eat anything at all. She would go to parties and dinners and smoke
cigarettes—but never touch a morsel of food. The cigarettes, which raised her already high rate
of metabolism even further, supplied the oral gratification she missed from food.There was
another element working against any program to treat her disorder—she had a high tolerance
for pain. Her profession sometimes required that she endure extreme muscle pain, and dance
through periods of exhaustion. Physical suffering seemed fairly normal to her.The magic words
that finally convinced Margo to get serious about the Self-Help Nutritional Program were “You
can eat three meals a day on the Two-Week Program and you will not gain weight.”Margo was a
hard case. Interestingly enough, however, once she “got” it—once she accepted the fact that she
could eat real food and be free from pain without gaining weight—it was a snap for her to start
the program and stick to it. She was so naturally disciplined that she thought nothing of following
the regimen.One element of the program especially appealed to her. Even though the Two-Week
Master Program is recommended for most common digestive disorders, each problem has its
own set of “triggers”—foods or other factors that make the disorder flare—because specific
foods irritate specific parts of the GI system. We call these triggers Flag Foods. When we
developed the Self-Help Nutritional Program we identified Flag Foods for each GI disorder. (Lists
of Flag Foods for each disorder are given in chapter 26.)Knowing which Flag Foods affect your
particular problem(s) lets you fine-tune the Self-Help Nutritional Program to your individual



needs. Some people have to be wary of only one or two Flag Foods, while others have to avoid a
whole list of Flag Foods to keep their symptoms under control. Flag Foods give you an easy way
to loosen or tighten the reins on the Self-Help Nutritional Program.Margo quickly learned all of
her Flag Foods. When faced with a rushed lunch hour or late-night snack after the theater she
could pick out her Flag Foods and avoid them. She selected the lowest-calorie recipes from
recipes low in calories to begin with, and she ate them regularly.Margo’s abdominal cramps
subsided almost immediately, and she had no counterresponse from the ulcers. No one was
more surprised than we were when she came in for a routine follow-up visit and told us she had
stopped smoking—cold turkey. That was Margo’s nature. Once she made up her mind, it was
done. Ultimately, Margo became one of our greatest success stories. To date, she has gone a
full year without an attack from either of her GI disorders.For some people who lead hectic lives,
switching to new eating habits can seem impossible. Not everyone is as self-disciplined as
Margo.I remember George, a young trial attorney who popped antacid tablets throughout the
day to try to cope with overwhelming heartburn. If he had an attack while in court he would suffer
through it without the antacid because he didn’t want the opposing lawyer or the jury to know he
had a problem. Often his attacks occurred at night when he went to bed, especially after
grabbing a late-night snack on his way home from the office.Finally, his symptoms were nonstop,
and he came for treatment. He wanted me to give him a bigger and better antacid tablet. George
didn’t have a clue about why he had heartburn. “I think it’s because I’m a few pounds
overweight,” he told me. He was partly right, but there were other reasons as well.George’s life
was complicated. He lived alone. He often worked around the clock, consuming chocolate
shakes, hamburgers, and French fries at his desk in the middle of the night. If he had time off he
went out partying with his friends. If George knew where his kitchen was he gave no sign of it.I
explained the mechanisms that caused his heartburn and told him there was no way to control
his attacks in the courtroom or in the middle of the night—short of chronic heavy doses of drugs
—unless he changed his destructive eating habits. I explained the principles of the Self-Help
Nutritional Program, and also gave him a list of the Flag Foods known to aggravate
heartburn.George seemed overwhelmed by the prospect of these changes, but I insisted he
give the program a try. George’s mother helped him get started by going grocery shopping for
him and stocking his kitchen pantry with enough high-fiber, low-fat foods to last a month. She
prepared some of the entrees recommended in the Two-Week Master Program and put them in
his freezer. Then she taped his list of Flag Foods to the door of his refrigerator. Under this she
added a hand-lettered poster citing one of George’s worst heartburn-provoking habits. It said,
DO NOT EAT BEFORE GOING TO BED. She then browbeat her son into trying the first week of
the Two-Week Master Program.Within forty-eight hours George felt 100 percent better. Without
ever resorting to drug therapy and taking only occasional antacids, George felt immediate relief
of his symptoms. By the end of the week his roll of Tums was gathering dust on top of his
dresser. His excellent response was typical of the remarkable improvement that can be achieved
with proper dietary treatment of heartburn.George’s mother wasn’t in the mood to baby him



forever, however. After the first week, George had to manage the nutritional program on his own.
Fortunately, the guidelines and recipes for the program are so simple that even George was able
to incorporate them into his hectic life. One year later, he is still following the program. He slips
from time to time, but renewal of the old heartburn symptoms quickly puts him back on track.
Overall, George says the program isn’t nearly as difficult as he expected. For him, the rewards
far outweigh the effort needed to change his eating habits.Even if you think “culinary” is a foreign
word, you can manage the Self-Help Nutritional Program. Even if you’re like George, who would
rather have a magic pill to make it all go away, you can get with the program and personally take
control of your health.The Self-Help Nutritional Program lends itself particularly to the treatment
of the most common GI problems—heartburn, peptic ulcers, chronic pancreatitis, gallbladder
disease, gas, constipation, mild diarrhea, hemorrhoids, IBS, and diverticulosis.*The program is
designed for people who already have significant digestive symptoms, which means that it is
much more than a healthy diet. It is a healing diet. It is naturally low in calories. It avoids
excessive caffeine and keeps alcohol to a minimum. It tells you to stop smoking because
smoking makes most GI disorders worse. Most importantly, the Self-Help Nutritional Program
shows you how to identify the Flag Foods that trigger GI problems in you.2How the GI Tract
WorksThe digestive tract is a long, intricate system that comprises many separate organs, each
performing different functions. To successfully treat a GI problem with diet means understanding
the complex workings of the gastrointestinal system, and how the food you eat affects it.The
body runs itself by absorbing nutrients processed by the digestive system. At the center of the
digestive system is the alimentary canal, or gastrointestinal tract, which travels from mouth to
anus in 30 feet of tightly packed coils. From beginning to end, food is ingested and processed,
nutrients are absorbed, and residue is propelled to the end of the tract and finally
eliminated.Your GI tract will digest about 23,000 pounds of solid food in your lifetime, which
makes it a very efficient, hard-working system. It takes between twelve and fifteen hours for a
single morsel of food to be fully processed, although it can take much longer, depending on the
kind of morsel it is. Meat goes slower, grain goes faster.From top to bottom, the GI tract is made
up of the mouth, pharynx, esophagus, stomach, small intestine, and large intestine.Mouth,
Pharynx, and EsophagusDigestion begins in the mouth. When you chew, salivary glands in the
cheek and glands at the back of the tongue produce enzymes that break the food into
fragments. Specific enzymes break down carbohydrates and fats respectively.When you
swallow, complex controlling mechanisms within the pharynx, the common passageway for food
and air, ensure that food goes into the esophagus, instead of into the windpipe (trachea).The
esophagus is the passageway between the mouth and the stomach. The delicate lining of the
esophagus is the site of heartburn, the most common GI complaint. Swallowed food quickly
passes through the esophagus into the stomach, where it is temporarily stored.StomachThe
stomach is a large, tough organ with three layers of muscle, running up and down, across, and
crosswise. As these muscles contract, the food mixture is churned up. The stomach adds
quantities of the digestive enzyme pepsin and strong hydrochloric acid to the churning mixture,



which help to break down dietary protein. The stomach lining normally withstands the noxious
acid by forming a mucus barrier against it. If acid production is excessive, however, or if the
barrier is weak, the stomach lining may be eroded. The result is an ulcer.Although a few
substances, such as aspirin, may enter the bloodstream directly through the stomach walls,
most food is stored here until contractions of the smooth muscle wall pump it into the small
intestine. It may take between two and four hours or longer for an average-sized meal to be
pumped into the small intestine. Even when the stomach is empty, the muscles continue their
steady pumping action. The wavelike contractions, called peristalsis, create the familiar pangs
that signal “hunger” to the brain. The growling sound made by the continuous contractions tends
to be louder when the stomach is empty. Anxiety causes an even louder noise because the
smooth muscle is responsive to stress.Small IntestineMost of the serious business of digestion
and absorption occurs in the long, narrow, small intestine. The food mixture first enters the
duodenum, another likely place for ulcers to develop because the mixture is still acidic. The
major work of digestion begins here with action from certain hormones. One hormone, called
cholecystokinin, or CCK, draws in bile from the gallbladder to make fat more digestible. This
same hormone also draws juices from the pancreas to calm the acidity left in the food mixture
and to aid digestion of fat, protein, and carbohydrates.The food mixture travels along the small
intestine allowing time for refined processing and absorption. Proteins are split by various
enzymes into individual amino acids; carbohydrate becomes simple sugar; and fat becomes
glycerol and fatty acid. In this form, food can be absorbed by the body. Millions of tiny fingerlike
projections called villi line the interior of the small intestine, increasing its surface area. As the
nutrients pass by, the villi pick them out and transport them into the bloodstream.The digestive
system now begins to interact with another body system, the circulatory system. Nutrients travel
through the bloodstream to the liver, a giant chemical factory that is the key organ of human
metabolism.The liver works around the clock to secrete bile, make various proteins, and remove
toxic substances from ingested food. Blood that has circulated through the liver is ready to be
used as fuel by body cells. If the liver fails, the body dies.Large IntestineAfter all possible
nutrients have been absorbed through the walls of the small intestine, a watery mix of
undigested material is left. This residue of fecal matter is propelled toward the large intestine, or
colon. The large intestine, which is shorter (only 3 feet, compared to the 20-foot length of the
small intestine) and fatter than the small intestine, absorbs excess water from the fiber residue
and stores the feces. Eventually the feces are evacuated by the last portion of the colon, the
rectum, and discharged through a muscular canal called the anus.Beside fiber, feces also
contain large quantities of living and dead bacteria, along with debris shed by the lining of the
intestines. People who consume highly refined, low-fiber foods may have little actual fiber
residue in the feces. Those who eat substantial quantities of vegetables and grains will have
much more residue.Many digestive problems arise here in the lower GI tract. Diverticulosis, a
condition in which little ballooned sacs of intestinal membrane have been forced outward by high
pressure, is one of the most common lower GI tract disorders. Appendicitis, although not a



digestive disorder per se, is another problem that arises here. The appendix is a fingerlike
projection hanging from the large intestine that helps certain animals digest plant matter. In
humans, the appendix is probably useless. However, when it collects bacteria and undigested
food, it can swell and may even burst, which is a life-threatening situation. People who consume
a high-fiber diet are much less likely to develop appendicitis. The reason is that fiber keeps the
food moving through the intestines, and this regular, fairly rapid transit prevents the
accumulation of trapped food residue.Colon cancer, second in prevalence only to lung cancer
when statistics for men and women are combined, is another potentially dangerous condition
that arises in the lower GI tract.Despite its complexity, the digestive system works in a
remarkably smooth fashion for most people most of the time. When all is well with the GI tract,
the only thing you have to think about is eating when you are hungry and moving your bowels
when pressure builds up in the rectum. You may hear your stomach growl when you are hungry
or hear gurgling as peristaltic contractions propel food along the GI tract, but you should not
actually feel these actions. Digesting and absorbing food should be as effortless and
comfortable as breathing. At least that’s what nature intended.How Civilization Has Altered
DigestionIn our evolutionary past it’s unlikely that our ancestors ever had many of the types of
digestive problems we frequently experience today. Cave dwellers and some of their
descendants had cast-iron stomachs, which processed anything put into them. Our earliest
ancestors ate nuts, seeds, roots, and wild plants. They brought every animal that ever moved to
the dinner table—game and birds, as well as ants and bees, grubs and worms, snakes and
mice. As they became agriculturists and began to grow their own plants and raise domestic
livestock, some built villages along the coastlines and rivers and added quantities of fish and
shellfish to their diets. Our prehistoric food pattern may not have been ideal in every respect, but
it served the human body reasonably well because it contained extensive nutrients and minimal
pollutants.In different cultures, in different parts of the world, at different times in history, humans
have eaten a startlingly wide array of materials. Joseph Addison, who lived in England in the
sixteenth century, observed, “Every animal, but man, keeps to one dish. Man falls upon
everything that comes in his way; not the smallest fruit or excrescence of the earth, scarce a
berry or a mushroom can escape him.”One thing this wide variety of foods had in common was
that it came in its natural state: stems and roots, husks and skins, seeds and pits. Once inside
the GI tract it required quite a bit of processing to digest. Over several million years the human
body developed a highly efficient processing plant that could squeeze every possible nutrient
from the items we ate. Anything left over after the processing plant did its job was efficiently
eliminated through the colon.Then a sudden drastic change occurred in our diet, with no time
allowed for evolutionary adjustment. A real machine took over the processing job. With the
development of the rolling mill in the nineteenth century, the bran and germ of cereal grains was
removed in the processing of flour. Sugar was processed from cane; oil was processed from
seeds. Bread consumption fell by two-thirds.Losing NutritionFood went through a sudden
evolution of its own, and began to arrive on store shelves in small boxes instead of bushel



baskets. Soon processed foods turned into Twinkies and Oreos, and “junk foods” proliferated in
both supermarkets and restaurants. The small amount of fiber remaining in foods was lost.Of all
the many weird and spectacular creatures and plants that humans had consumed, none ever
came close to resembling a chocolate shake or a hamburger bun topped with a fatty beef patty,
processed cheese, mayonnaise, pickles, and catsup. None ever looked like soda pop or a sugar-
coated doughnut with custard or jelly filling. Even our remarkable adaptability could not deal with
the steady stream of refined sugar, bleached white flour, hydrogenated fat, and salt that poured
into the typical American diet. Even rats could not survive on white bread, which was (and is) the
most commonly eaten food in America.The change in our eating habits was akin to suddenly
starting to pour paste through a highly complex engine. Our GI engine became clogged and
sluggish. Functioning was impaired. Constipation became common and caused much
unnecessary discomfort, along with the pain associated with hemorrhoids, diverticulosis, and
varicose veins.The incidence of appendicitis doubled. The appendix tends to collect debris
when there is not enough bulk to keep residue moving rapidly through the colon. This leads to
clogging and infection. One study that analyzed the diets of 135 children with appendicitis and
212 children without it showed that children who consumed low-fiber diets were twice as likely to
develop appendicitis.At the same time, our consumption of alcohol, tobacco, and caffeine has
also increased. In an era when the body needed more nutrients to fight environmental toxins,
stress, drugs, alcohol, and tobacco, we were getting even less.The radical shift in diet and
environment over the past hundred years is directly related to the GI ailments that we face today.
Everyone of us has a GI upset sometimes, and many Americans—in fact, 80 million—have
chronic symptoms.2How the GI Tract Works22How the GI Tract WorksHow the GI Tract
WorksThe digestive tract is a long, intricate system that comprises many separate organs, each
performing different functions. To successfully treat a GI problem with diet means understanding
the complex workings of the gastrointestinal system, and how the food you eat affects it.The
body runs itself by absorbing nutrients processed by the digestive system. At the center of the
digestive system is the alimentary canal, or gastrointestinal tract, which travels from mouth to
anus in 30 feet of tightly packed coils. From beginning to end, food is ingested and processed,
nutrients are absorbed, and residue is propelled to the end of the tract and finally
eliminated.Your GI tract will digest about 23,000 pounds of solid food in your lifetime, which
makes it a very efficient, hard-working system. It takes between twelve and fifteen hours for a
single morsel of food to be fully processed, although it can take much longer, depending on the
kind of morsel it is. Meat goes slower, grain goes faster.From top to bottom, the GI tract is made
up of the mouth, pharynx, esophagus, stomach, small intestine, and large intestine.Mouth,
Pharynx, and EsophagusDigestion begins in the mouth. When you chew, salivary glands in the
cheek and glands at the back of the tongue produce enzymes that break the food into
fragments. Specific enzymes break down carbohydrates and fats respectively.When you
swallow, complex controlling mechanisms within the pharynx, the common passageway for food
and air, ensure that food goes into the esophagus, instead of into the windpipe (trachea).The



esophagus is the passageway between the mouth and the stomach. The delicate lining of the
esophagus is the site of heartburn, the most common GI complaint. Swallowed food quickly
passes through the esophagus into the stomach, where it is temporarily stored.StomachThe
stomach is a large, tough organ with three layers of muscle, running up and down, across, and
crosswise. As these muscles contract, the food mixture is churned up. The stomach adds
quantities of the digestive enzyme pepsin and strong hydrochloric acid to the churning mixture,
which help to break down dietary protein. The stomach lining normally withstands the noxious
acid by forming a mucus barrier against it. If acid production is excessive, however, or if the
barrier is weak, the stomach lining may be eroded. The result is an ulcer.Although a few
substances, such as aspirin, may enter the bloodstream directly through the stomach walls,
most food is stored here until contractions of the smooth muscle wall pump it into the small
intestine. It may take between two and four hours or longer for an average-sized meal to be
pumped into the small intestine. Even when the stomach is empty, the muscles continue their
steady pumping action. The wavelike contractions, called peristalsis, create the familiar pangs
that signal “hunger” to the brain. The growling sound made by the continuous contractions tends
to be louder when the stomach is empty. Anxiety causes an even louder noise because the
smooth muscle is responsive to stress.Small IntestineMost of the serious business of digestion
and absorption occurs in the long, narrow, small intestine. The food mixture first enters the
duodenum, another likely place for ulcers to develop because the mixture is still acidic. The
major work of digestion begins here with action from certain hormones. One hormone, called
cholecystokinin, or CCK, draws in bile from the gallbladder to make fat more digestible. This
same hormone also draws juices from the pancreas to calm the acidity left in the food mixture
and to aid digestion of fat, protein, and carbohydrates.The food mixture travels along the small
intestine allowing time for refined processing and absorption. Proteins are split by various
enzymes into individual amino acids; carbohydrate becomes simple sugar; and fat becomes
glycerol and fatty acid. In this form, food can be absorbed by the body. Millions of tiny fingerlike
projections called villi line the interior of the small intestine, increasing its surface area. As the
nutrients pass by, the villi pick them out and transport them into the bloodstream.The digestive
system now begins to interact with another body system, the circulatory system. Nutrients travel
through the bloodstream to the liver, a giant chemical factory that is the key organ of human
metabolism.The liver works around the clock to secrete bile, make various proteins, and remove
toxic substances from ingested food. Blood that has circulated through the liver is ready to be
used as fuel by body cells. If the liver fails, the body dies.Large IntestineAfter all possible
nutrients have been absorbed through the walls of the small intestine, a watery mix of
undigested material is left. This residue of fecal matter is propelled toward the large intestine, or
colon. The large intestine, which is shorter (only 3 feet, compared to the 20-foot length of the
small intestine) and fatter than the small intestine, absorbs excess water from the fiber residue
and stores the feces. Eventually the feces are evacuated by the last portion of the colon, the
rectum, and discharged through a muscular canal called the anus.Beside fiber, feces also



contain large quantities of living and dead bacteria, along with debris shed by the lining of the
intestines. People who consume highly refined, low-fiber foods may have little actual fiber
residue in the feces. Those who eat substantial quantities of vegetables and grains will have
much more residue.Many digestive problems arise here in the lower GI tract. Diverticulosis, a
condition in which little ballooned sacs of intestinal membrane have been forced outward by high
pressure, is one of the most common lower GI tract disorders. Appendicitis, although not a
digestive disorder per se, is another problem that arises here. The appendix is a fingerlike
projection hanging from the large intestine that helps certain animals digest plant matter. In
humans, the appendix is probably useless. However, when it collects bacteria and undigested
food, it can swell and may even burst, which is a life-threatening situation. People who consume
a high-fiber diet are much less likely to develop appendicitis. The reason is that fiber keeps the
food moving through the intestines, and this regular, fairly rapid transit prevents the
accumulation of trapped food residue.Colon cancer, second in prevalence only to lung cancer
when statistics for men and women are combined, is another potentially dangerous condition
that arises in the lower GI tract.Despite its complexity, the digestive system works in a
remarkably smooth fashion for most people most of the time. When all is well with the GI tract,
the only thing you have to think about is eating when you are hungry and moving your bowels
when pressure builds up in the rectum. You may hear your stomach growl when you are hungry
or hear gurgling as peristaltic contractions propel food along the GI tract, but you should not
actually feel these actions. Digesting and absorbing food should be as effortless and
comfortable as breathing. At least that’s what nature intended.How Civilization Has Altered
DigestionIn our evolutionary past it’s unlikely that our ancestors ever had many of the types of
digestive problems we frequently experience today. Cave dwellers and some of their
descendants had cast-iron stomachs, which processed anything put into them. Our earliest
ancestors ate nuts, seeds, roots, and wild plants. They brought every animal that ever moved to
the dinner table—game and birds, as well as ants and bees, grubs and worms, snakes and
mice. As they became agriculturists and began to grow their own plants and raise domestic
livestock, some built villages along the coastlines and rivers and added quantities of fish and
shellfish to their diets. Our prehistoric food pattern may not have been ideal in every respect, but
it served the human body reasonably well because it contained extensive nutrients and minimal
pollutants.In different cultures, in different parts of the world, at different times in history, humans
have eaten a startlingly wide array of materials. Joseph Addison, who lived in England in the
sixteenth century, observed, “Every animal, but man, keeps to one dish. Man falls upon
everything that comes in his way; not the smallest fruit or excrescence of the earth, scarce a
berry or a mushroom can escape him.”One thing this wide variety of foods had in common was
that it came in its natural state: stems and roots, husks and skins, seeds and pits. Once inside
the GI tract it required quite a bit of processing to digest. Over several million years the human
body developed a highly efficient processing plant that could squeeze every possible nutrient
from the items we ate. Anything left over after the processing plant did its job was efficiently



eliminated through the colon.Then a sudden drastic change occurred in our diet, with no time
allowed for evolutionary adjustment. A real machine took over the processing job. With the
development of the rolling mill in the nineteenth century, the bran and germ of cereal grains was
removed in the processing of flour. Sugar was processed from cane; oil was processed from
seeds. Bread consumption fell by two-thirds.Losing NutritionFood went through a sudden
evolution of its own, and began to arrive on store shelves in small boxes instead of bushel
baskets. Soon processed foods turned into Twinkies and Oreos, and “junk foods” proliferated in
both supermarkets and restaurants. The small amount of fiber remaining in foods was lost.Of all
the many weird and spectacular creatures and plants that humans had consumed, none ever
came close to resembling a chocolate shake or a hamburger bun topped with a fatty beef patty,
processed cheese, mayonnaise, pickles, and catsup. None ever looked like soda pop or a sugar-
coated doughnut with custard or jelly filling. Even our remarkable adaptability could not deal with
the steady stream of refined sugar, bleached white flour, hydrogenated fat, and salt that poured
into the typical American diet. Even rats could not survive on white bread, which was (and is) the
most commonly eaten food in America.The change in our eating habits was akin to suddenly
starting to pour paste through a highly complex engine. Our GI engine became clogged and
sluggish. Functioning was impaired. Constipation became common and caused much
unnecessary discomfort, along with the pain associated with hemorrhoids, diverticulosis, and
varicose veins.The incidence of appendicitis doubled. The appendix tends to collect debris
when there is not enough bulk to keep residue moving rapidly through the colon. This leads to
clogging and infection. One study that analyzed the diets of 135 children with appendicitis and
212 children without it showed that children who consumed low-fiber diets were twice as likely to
develop appendicitis.At the same time, our consumption of alcohol, tobacco, and caffeine has
also increased. In an era when the body needed more nutrients to fight environmental toxins,
stress, drugs, alcohol, and tobacco, we were getting even less.The radical shift in diet and
environment over the past hundred years is directly related to the GI ailments that we face today.
Everyone of us has a GI upset sometimes, and many Americans—in fact, 80 million—have
chronic symptoms.3What Your Symptoms MeanPressure, burning pain, and spasm are the
primary symptoms of digestive disorders that you may feel. Other symptoms that you may
experience, but don’t necessarily feel, are constipation, diarrhea, bleeding, belching, flatulence,
and weight loss.Although the range of symptoms appears limited, the number of possible
disorders is long. It’s not always easy to identify a GI disorder by the symptom it produces. Nor is
the degree of pain always an indication of the severity of the disorder. Some serious disorders
produce relatively little pain, while minor problems can create pain out of proportion to their
importance.You may mistakenly believe you have one kind of GI problem, and really have
another. Or more than one. Spasms, for example, can occur anywhere along the digestive tract.
When spasm occurs in the esophagus it is often indistinguishable from a heart attack. Spasm of
the esophagus may also cause difficulty in swallowing. It can occur suddenly without cause, or in
response to cold or hot liquids, acid reflux, or stress.A spasm farther down the GI tract may



produce a sharp pain in the abdomen that makes you double over. Spasm here may be
associated with diarrhea, blockage of the bowel, gallstones, or irritable bowel syndrome
(IBS).So, location of the symptom can sometimes help determine the cause. Burning pains
usually involve the upper GI tract. Burning may be felt in the middle of the chest just beneath the
breastbone (heartburn) or in the upper abdomen (ulcers or pancreatitis).Feelings of abdominal
distension and cramping are symptoms often involving the middle and lower GI tract (small and
large intestines). Irritable bowel syndrome, diverticulitis, and excessive intestinal gas are typical
problems that arise in this region.Note: Unexplained weight loss, difficulty swallowing, rectal
bleeding, frequent urge to move your bowels, and recent onset of constipation are symptoms
that should receive prompt attention and diagnosis from your physician as they may be signs of
serious disease.Find Your Gut Reaction QuotientIf you suffer from GI distress but have never
had your symptoms properly diagnosed by a physician it is important to do so before embarking
on the Self-Help Nutritional Program. The program is a healthy diet for almost everyone, but
digestive symptoms can sometimes signal serious disease that requires medical therapy.
Relying solely on self-diagnosis is risky because symptoms of a mild disorder such as irritable
bowel syndrome may be identical to symptoms of a life-threatening disease such as bowel
cancer. Only your physician can make a specific diagnosis of your GI problem. Often diagnosis
can be made during a regular office visit, but sometimes further tests are required.The following
quiz can help you inventory your GI complaints. Many GI sufferers ultimately come to accept as
normal levels of distress that healthier individuals would find unacceptable. The quiz will let you
gain a sense of control over what may seem to be an escalating range of symptoms. Answering
yes to any of the questions listed below means that you should see your physician for specific
diagnosis. If the diagnosis falls within the range of the common digestive disorders discussed in
this book, you are a good candidate for the Self-Help Nutritional Program.1 Do you frequently
have a sour taste in your mouth when you lie down or bend over? (This means acid has refluxed
from the stomach up the esophagus to your mouth.)2 Do you occasionally regurgitate
undigested food? (You may have a defective sphincter [valve] at the end of your esophagus,
which allows gastric contents to reflux back up into the esophagus.)3 Do you frequently wake up
in the middle of the night coughing? (This could be caused by acid reflux being aspirated into
the lungs when you lie down. If you have this particular symptom your physician will first rule out
a heart or lung problem.)4 Do certain foods such as citrus juice burn on the way down to your
stomach? (Burning indicates that the esophagus is inflamed, usually caused by acid reflux. If
you are immune compromised in any way—if you take drugs that suppress the immune system
or if you have advanced cancer or AIDS—your physician will first rule out infection of the
esophagus caused by yeast or herpes simplex.)5 Do you experience heartburn, that burning
feeling underneath the breastbone, more than twice a month?6 Do you frequently belch? (If the
belching occurs because you are swallowing air, therapy such as counseling or relaxation
techniques can help treat the underlying cause of anxiety. If the belching is caused by reflux
problems, the Self-Help Nutritional Program is for you.)7 Do you have trouble swallowing solids



or liquids? (Your esophagus may be obstructed or it may not be contracting properly. See your
physician before embarking on any dietary changes.)8 Do you get a burning or gnawing pain in
the upper abdomen between the breastbone and the navel? (This could be a symptom of gastric
ulcers, gastritis [inflammation of the stomach lining], duodenal ulcers, duodenitis [inflammation
of the duodenum], or pancreatitis. Much less commonly this symptom is associated with cancer
of the stomach.)9 Do you ever get black, tarry bowel movements? (You may have a bleeding
ulcer. See your doctor immediately.)10 Do you feel full right after you start eating? (This so-
called “early satiety” may indicate significant stomach problems, especially if it is recent in onset.
Slow stomach emptying, called gastroparesis, or even a stomach tumor can cause early satiety.
See your doctor as soon as possible.)11 Have you recently had an episode of waxing and
waning sharp or dull pain just below your rib cage on the right side? (This symptom suggests
gallstones. After correct diagnosis, the Self-Help Nutritional Program can help relieve
symptoms.)12 Do you have a yellowish tinge to your skin or the whites of your eyes (best seen in
natural sunlight)? This may be associated with itching, dark amber urine, and light clay-colored
stools. (These symptoms may mean you have liver disease or your bile duct system is blocked.
See your doctor right away.)13 Do you have frequent episodes of pain in both sides of the lower
abdomen? (If your doctor says you have irritable bowel syndrome, start the Self-Help Nutritional
Program.)14 Do you have frequent episodes of pain in the left lower abdomen? (If your doctor
says you have IBS or diverticulosis, start the Self-Help Nutritional Program. If the diagnosis is
diverticulitis, meaning that the little pouches, or diverticula, are inflamed, postpone the program
until you have received appropriate medical treatment for the acute inflammation.)15 Do you
have frequent episodes of pain in your right lower abdomen? (See your doctor. You may have
appendicitis, ovarian cysts, or ileitis [Crohn’s disease]. If your physician rules out these
conditions and makes a diagnosis of IBS, you can start the Self-Help Nutritional Program.)16 Do
you have a history of chronic diarrhea and rectal bleeding? (You could have inflammatory bowel
disease [ulcerative colitis or Crohn’s disease], colon polyps, hemorrhoids, or dysentery
[bacterial infection of the bowel]. See your doctor.)17 Do you have a long history of loose stools,
constipation, or constipation alternating with diarrhea? (This is a likely case of IBS, which
responds well to the Self-Help Nutritional Program. If this is a new symptom, however, it’s
important to see your doctor for diagnosis.)18 Have you recently become constipated? (This
could signal a tumor blocking the colon, especially if you are more than forty years old. Other
possible causes of constipation are recent travel, irritable bowel syndrome, and side effects of
drugs such as Procardia and Carafate. See your doctor as soon as possible.)19 Are your stools
pencil-thin in shape? (Again, this could reflect a blockage of the colon by a tumor. See your
doctor.)20 Do you constantly feel the need to move your bowels, even if you can’t, or even if
you’ve just had a bowel movement? (This symptom, called tenesmus, is sometimes caused by
partial blockages of the colon. See your doctor right away.)21 Do you experience frequent
episodes of flatulence that bother you? (Some flatulence is normal, but some people have
excessive flatulence. The Self-Help Nutritional Program can help. See chapters 10 and 26.)22



Are you losing weight without trying? (Unexplained weight loss is associated with several
potentially serious diseases. See your doctor as soon as possible.)23 Do you suffer from
hemorrhoids or anal fissures? (The Self-Help Nutritional Program can definitely help you, but
your doctor will first want to make certain that you do not have an associated colon problem.)24
Do you notice blood on the surface of the stool? (This usually means you have hemorrhoids or a
fissure. Occasionally, inflammatory bowel disease confined to the rectum known as proctitis can
cause this symptom. See your doctor.)25 Do you notice blood mixed in the stool? (This usually
means that the blood has entered the stool higher up in the colon. You could have a polyp,
tumor, bleeding diverticulum, or inflammatory bowel disease. See your doctor.)26 Do you have
itching around the anus? (You could have hemorrhoids, but pinworms is another possibility,
especially if you have small children. See your doctor.)In most cases, having GI symptoms does
not necessarily mean that you have a serious disease. Nevertheless, I recommend that you see
your doctor so your problem can be diagnosed properly.How a Doctor Diagnoses Your
ProblemOn the initial visit the physician usually makes a working diagnosis based on the most
likely cause of your symptoms. Often there is also a “differential diagnosis,” a list of various
possibilities that could also account for your symptoms. For example, if you are a young woman
with long-standing constipation occasionally alternating with diarrhea and cramps in the lower
abdomen, but no sign of fever, weight loss, or blood in the stool, then the most likely diagnosis is
irritable bowel syndrome. But other possibilities would include inflammatory bowel disease
(ulcerative colitis or Crohn’s disease), bowel cancer, endometriosis, and several other less likely
possibilities.Your physician may recommend treatment based on the symptoms alone. Or, if
there is a possibility of serious underlying disease, he or she is likely to carry out one or more GI
tests to clearly pinpoint the diagnosis and rule out other diseases.Here are some of the common
tests used to evaluate the GI tract.Upper GI Series (Barium Swallow). You swallow barium, a
radiopaque liquid (a substance is radiopaque when it cannot be penetrated by X-rays and will
therefore show up as a white area on an X-ray film), and a radiologist uses a fluoroscope
connected to a TV monitor to observe the progress of barium through your digestive tract. The
radiologist takes individual X-rays to review. The upper GI series examines the esophagus,
stomach, and the first part of the small intestine (duodenum). The test may also include a small
bowel follow-through, performed immediately afterward, to examine the entire length of the small
intestine. Sometimes the procedure is carried out using “double contrast” media, meaning that
you also swallow tablets to release gas in your stomach. The gas helps show the stomach lining
in greater detail.The upper GI series is performed if you have one or more of the following
symptoms: difficulty swallowing, ulcer symptoms, heartburn, gastrointestinal bleeding. It can
help diagnose narrowing of the esophagus, inflammation or strictures of the esophagus, hiatal
hernia, or spasms. It can identify gastric and duodenal ulcers or tumors. The small bowel follow-
through may reveal ileitis (Crohn’s disease).Sometimes additional studies are needed to directly
visualize the upper GI tract (see below).Endoscopy.* Endoscopy allows direct visualization of the
upper GI tract. The endoscope is a long thin tube containing a powerful light source that works



on the principle of fiber optics, or as a video camera. The endoscope is inserted through your
mouth (after appropriate sedation) and then gently advanced down into the esophagus,
stomach, and duodenum.This allows the physician to look directly into the upper GI tract for
ulcers, inflammation, tumors, or bleeding. Tissue samples can be collected by biopsy through
the endoscope. Polyps can be removed, and bleeding can often be stopped by applying an
electrical current to the site (electrocautery).Endoscopic Retrograde Cholangiography and
Pancreatography (ERCP).* A special side-viewing endoscope is passed through the mouth and
the tip is placed in the duodenum (first portion of the small intestine) where the common bile
duct and pancreatic duct empty through a valve called the sphincter of Oddi. A catheter
connected to a syringe containing radiopaque dye is inserted through the endoscope. The
physician then tries to thread the tip of the catheter through the sphincter of Oddi into the
common bile duct and/or pancreatic duct. Dye is injected and X-rays obtained that outline the
duct(s). ERCP is useful in detecting common bile duct stones, chronic pancreatitis, and cancers
of the bile duct and pancreas. ERCP can be used to treat problems as well as diagnose them.
Stones can be extracted from ducts (see chapter 7) and blocked ducts can be opened by
placing a special tube known as a stent through the obstructed area.Bernstein Test. Sometimes
this test is used to distinguish heart pain from heartburn. A small tube is inserted through the
nose into the esophagus so that one end rests near the end of the esophagus. First saltwater is
infused through the tube into the esophagus, and then a weak solution of hydrochloric acid
follows. If you feel the typical burning sensation of heartburn or chest pain only with the acid
solution, but feel nothing unusual with the saline solution, the test is considered positive for
reflux esophagitis.pH Probe. A thin tube that can measure pH (acid content) is inserted through
the nose into the esophagus and left in place for twelve to twenty- four hours. The pH study is
performed on a day while you are working, eating, and sleeping, to determine how many
episodes of acid reflux you have and how long each lasts. When a symptom such as chest pain
correlates on a temporal basis with a drop in the pH of the esophagus, then the pain is caused
by acid reflux.Esophageal Motility Study. A small tube that can measure pressure is passed
through the mouth and into the esophagus. The patient is asked to swallow sips of water and the
pressure caused by the contracting esophagus is recorded. Esophageal motility abnormalities
like nutcracker esophagus, diffuse esophageal spasm, achalasia, scleroderma esophagus, and
nonspecific motor disorder of the esophagus that cause trouble swallowing and/or chest pain
can be diagnosed.Electrocardiogram. Sometimes an electrocardiogram (EKG) is done to rule
out heart problems and distinguish heartburn from angina.Lower GI Series. After an overnight
fast and a bowel-cleansing regimen that includes laxatives and enemas, barium is placed by
enema into the colon and X-rays are taken. This test is used to detect polyps, inflammation of
the colon, and colon cancer. The test may be single (barium only) or double contrast (barium
and air).Flexible Sigmoidoscopy. The flexible sigmoidoscope is a 2-foot-long tube similar in
principle to the endoscope (see above). The instrument allows a physician to directly examine
the lining of the rectum and a portion of the lower colon. The procedure is used to investigate



unexplained rectal bleeding, change in bowel habits, or rectal pain. Sigmoidoscopy is also used
to evaluate abnormalities found on barium X-rays, and to monitor progress of inflammatory
bowel disease. The physician can also remove small polyps and tissue samples through the
sigmoidoscope.Colonoscopy.* This procedure is similar to sigmoidoscopy, but the entire length
of the colon is investigated. It is most often used to evaluate unexplained blood in the stool,
abdominal pain, persistent diarrhea, or polyps found on barium X-rays or at the time of
sigmoidoscopy. Sometimes colonoscopy is used to determine the type and extent of
inflammatory bowel disease (ulcerative colitis and Crohn’s disease) and to screen patients who
are known to be at high risk for colon cancer, such as patients with a long history of ulcerative
colitis or a family history of colon cancer. Colonoscopy is recommended to screen for colon
cancer if you are over 50 years old.Gallbladder Studies. Imaging of the gallbladder may be
carried out by using radiopaque tablets and X ray (oral cholecystography), ultrasound, or
nuclear medicine (HIDA) scan.Oral Cholecystography. After a high-fat dinner, special
radiopaque tablets are swallowed. The tablets get absorbed, taken up by the liver, secreted into
bile, and stored in the gallbladder. The patient eats no food after dinner and the next morning
gets a series of X-rays of the abdomen (right upper quadrant) that will demonstrate the
gallbladder. Stones appear as lucencies (dark circles) within the whitened gallbladder. If the
gallbladder is severely inflamed and not functioning well, or if a stone is blocking the duct to the
gallbladder (cystic duct), the gallbladder will not show up on the X-ray.Ultrasound. Disease of the
gallbladder, liver, and sometimes the pancreas can be found by imaging these organs by
ultrasound. An ultrasound probe that looks like a microphone or a wand is pressed over the
abdomen. Gallstones, liver cysts and tumors, blockage of the bile duct, and pancreatic tumors
and cysts can be seen. The test is best at diagnosing gallstones and liver cysts and poor in
evaluating pancreatic disease.HIDA. After an overnight fast a slightly radioactive substance
(tracer) is injected intravenously, taken up by the liver, secreted into the bile and stored in the
gallbladder. A machine then scans the abdomen for radioactivity. If a stone is blocking the cystic
duct, no tracer will be found in the gallbladder. If a stone is blocking the common bile duct, no
tracer will be found in the small intestine. After the gallbladder is imaged, the person may be
given the hormone cholecystokinin (CCK) to contract the gallbladder. The amount of
radioactivity (counts) before and after gallbladder contraction is determined and the gallbladder
ejection fraction calculated. A low ejection fraction means the gallbladder is contracting poorly
due to chronic inflammation (chronic cholecystitis).Computerized Tomography (CT scan). CT
scan is an excellent way to image the liver and pancreas. After administration of a radiopaque
substance by mouth and intravenously, the patient is placed in a large tubelike structure and
multiple X-rays are taken and computer synthesized to form a clear image of the internal
organs.Magnetic Resonance Imaging (MRI). The body is placed in a tubelike structure
containing a strong magnetic field. Radiowaves transmitted by the machine “excite” hydrogen
nuclei in the body, which in turn give off their own radiowaves. The body’s radiowaves are
detected by a special antenna called a coil and the signal processed by a high-speed computer



to generate a clear image of the internal organs. No radiation is involved. Patients with certain
implanted metal devices (for example, pacemaker) cannot have an MRI. The MRI constructs
incredibly clear images of the liver and pancreas.Endoscopic Ultrasound (Echoendoscopy). The
echoendoscope contains an ultrasound probe built into the tip of an endoscope. Depending on
the area of interest the tube is either inserted through your mouth or through the anus. The
ultrasound probe can be placed next to a rectal, esophageal, stomach, or pancreatic tumor and
the size and depth of the tumor can be determined (tumor staging). Abnormal appearing lymph
nodes and tumors lying beneath the lining of the esophagus, stomach, and intestine can be
biopsied (fine needle aspiration or FNA) through some echoendoscopes. The echoendoscope
is also very good at finding small stones in the gallbladder and common bile duct that cannot be
detected by conventional (transabdominal) ultrasound.Video Capsule Endoscopy. Video
capsule endoscopy is intended to diagnose disorders of the small intestines. Upper endoscopy
can reach only the duodenum; enteroscopy can usually reach the mid-jejunum; colonoscopy can
reach only the most distal portion of the ileum. There is a large area in between the mid-jejunum
and distal ileum that cannot be seen endoscopically.Upper GI and small bowel follow-through
(see above) looks at this area but is not as sensitive as endoscopy and could miss small lesions
such as arteriovenous malformations (AVM). Patients undergoing video capsule endoscopy
swallow a large pill that contains a TV camera, which sends images by telemetry every three
seconds to sensors placed on the surface of the abdomen. The sensors are connected to a
recording device, which the patient wears around his or her waist. The patient performs activities
of daily life for the next eight hours until the procedure is stopped by taking off the sensors. The
capsule eventually passes through the digestive system and is excreted during a bowel
movement and not recovered. Images received are downloaded onto a computer and read by a
gastroenterologist. These images can detect extremely small lesions that can be missed by
radiographic procedures and are out of the reach of more standard endoscopic procedures.A
proper diagnosis will allow you to receive treatment targeted specifically to your condition. Read
on to find out what it means when all of the diagnostic tests turn out to be normal.3What Your
Symptoms Mean33What Your Symptoms MeanWhat Your Symptoms MeanPressure, burning
pain, and spasm are the primary symptoms of digestive disorders that you may feel. Other
symptoms that you may experience, but don’t necessarily feel, are constipation, diarrhea,
bleeding, belching, flatulence, and weight loss.Although the range of symptoms appears limited,
the number of possible disorders is long. It’s not always easy to identify a GI disorder by the
symptom it produces. Nor is the degree of pain always an indication of the severity of the
disorder. Some serious disorders produce relatively little pain, while minor problems can create
pain out of proportion to their importance.You may mistakenly believe you have one kind of GI
problem, and really have another. Or more than one. Spasms, for example, can occur anywhere
along the digestive tract. When spasm occurs in the esophagus it is often indistinguishable from
a heart attack. Spasm of the esophagus may also cause difficulty in swallowing. It can occur
suddenly without cause, or in response to cold or hot liquids, acid reflux, or stress.A spasm



farther down the GI tract may produce a sharp pain in the abdomen that makes you double over.
Spasm here may be associated with diarrhea, blockage of the bowel, gallstones, or irritable
bowel syndrome (IBS).So, location of the symptom can sometimes help determine the cause.
Burning pains usually involve the upper GI tract. Burning may be felt in the middle of the chest
just beneath the breastbone (heartburn) or in the upper abdomen (ulcers or
pancreatitis).Feelings of abdominal distension and cramping are symptoms often involving the
middle and lower GI tract (small and large intestines). Irritable bowel syndrome, diverticulitis, and
excessive intestinal gas are typical problems that arise in this region.Note: Unexplained weight
loss, difficulty swallowing, rectal bleeding, frequent urge to move your bowels, and recent onset
of constipation are symptoms that should receive prompt attention and diagnosis from your
physician as they may be signs of serious disease.Find Your Gut Reaction QuotientIf you suffer
from GI distress but have never had your symptoms properly diagnosed by a physician it is
important to do so before embarking on the Self-Help Nutritional Program. The program is a
healthy diet for almost everyone, but digestive symptoms can sometimes signal serious disease
that requires medical therapy. Relying solely on self-diagnosis is risky because symptoms of a
mild disorder such as irritable bowel syndrome may be identical to symptoms of a life-
threatening disease such as bowel cancer. Only your physician can make a specific diagnosis of
your GI problem. Often diagnosis can be made during a regular office visit, but sometimes
further tests are required.The following quiz can help you inventory your GI complaints. Many GI
sufferers ultimately come to accept as normal levels of distress that healthier individuals would
find unacceptable. The quiz will let you gain a sense of control over what may seem to be an
escalating range of symptoms. Answering yes to any of the questions listed below means that
you should see your physician for specific diagnosis. If the diagnosis falls within the range of the
common digestive disorders discussed in this book, you are a good candidate for the Self-Help
Nutritional Program.1 Do you frequently have a sour taste in your mouth when you lie down or
bend over? (This means acid has refluxed from the stomach up the esophagus to your mouth.)2
Do you occasionally regurgitate undigested food? (You may have a defective sphincter [valve] at
the end of your esophagus, which allows gastric contents to reflux back up into the
esophagus.)3 Do you frequently wake up in the middle of the night coughing? (This could be
caused by acid reflux being aspirated into the lungs when you lie down. If you have this
particular symptom your physician will first rule out a heart or lung problem.)4 Do certain foods
such as citrus juice burn on the way down to your stomach? (Burning indicates that the
esophagus is inflamed, usually caused by acid reflux. If you are immune compromised in any
way—if you take drugs that suppress the immune system or if you have advanced cancer or
AIDS—your physician will first rule out infection of the esophagus caused by yeast or herpes
simplex.)5 Do you experience heartburn, that burning feeling underneath the breastbone, more
than twice a month?6 Do you frequently belch? (If the belching occurs because you are
swallowing air, therapy such as counseling or relaxation techniques can help treat the underlying
cause of anxiety. If the belching is caused by reflux problems, the Self-Help Nutritional Program



is for you.)7 Do you have trouble swallowing solids or liquids? (Your esophagus may be
obstructed or it may not be contracting properly. See your physician before embarking on any
dietary changes.)8 Do you get a burning or gnawing pain in the upper abdomen between the
breastbone and the navel? (This could be a symptom of gastric ulcers, gastritis [inflammation of
the stomach lining], duodenal ulcers, duodenitis [inflammation of the duodenum], or pancreatitis.
Much less commonly this symptom is associated with cancer of the stomach.)9 Do you ever get
black, tarry bowel movements? (You may have a bleeding ulcer. See your doctor
immediately.)10 Do you feel full right after you start eating? (This so-called “early satiety” may
indicate significant stomach problems, especially if it is recent in onset. Slow stomach emptying,
called gastroparesis, or even a stomach tumor can cause early satiety. See your doctor as soon
as possible.)11 Have you recently had an episode of waxing and waning sharp or dull pain just
below your rib cage on the right side? (This symptom suggests gallstones. After correct
diagnosis, the Self-Help Nutritional Program can help relieve symptoms.)12 Do you have a
yellowish tinge to your skin or the whites of your eyes (best seen in natural sunlight)? This may
be associated with itching, dark amber urine, and light clay-colored stools. (These symptoms
may mean you have liver disease or your bile duct system is blocked. See your doctor right
away.)13 Do you have frequent episodes of pain in both sides of the lower abdomen? (If your
doctor says you have irritable bowel syndrome, start the Self-Help Nutritional Program.)14 Do
you have frequent episodes of pain in the left lower abdomen? (If your doctor says you have IBS
or diverticulosis, start the Self-Help Nutritional Program. If the diagnosis is diverticulitis, meaning
that the little pouches, or diverticula, are inflamed, postpone the program until you have received
appropriate medical treatment for the acute inflammation.)15 Do you have frequent episodes of
pain in your right lower abdomen? (See your doctor. You may have appendicitis, ovarian cysts, or
ileitis [Crohn’s disease]. If your physician rules out these conditions and makes a diagnosis of
IBS, you can start the Self-Help Nutritional Program.)16 Do you have a history of chronic
diarrhea and rectal bleeding? (You could have inflammatory bowel disease [ulcerative colitis or
Crohn’s disease], colon polyps, hemorrhoids, or dysentery [bacterial infection of the bowel]. See
your doctor.)17 Do you have a long history of loose stools, constipation, or constipation
alternating with diarrhea? (This is a likely case of IBS, which responds well to the Self-Help
Nutritional Program. If this is a new symptom, however, it’s important to see your doctor for
diagnosis.)18 Have you recently become constipated? (This could signal a tumor blocking the
colon, especially if you are more than forty years old. Other possible causes of constipation are
recent travel, irritable bowel syndrome, and side effects of drugs such as Procardia and
Carafate. See your doctor as soon as possible.)19 Are your stools pencil-thin in shape? (Again,
this could reflect a blockage of the colon by a tumor. See your doctor.)20 Do you constantly feel
the need to move your bowels, even if you can’t, or even if you’ve just had a bowel movement?
(This symptom, called tenesmus, is sometimes caused by partial blockages of the colon. See
your doctor right away.)21 Do you experience frequent episodes of flatulence that bother you?
(Some flatulence is normal, but some people have excessive flatulence. The Self-Help



Nutritional Program can help. See chapters 10 and 26.)22 Are you losing weight without trying?
(Unexplained weight loss is associated with several potentially serious diseases. See your
doctor as soon as possible.)23 Do you suffer from hemorrhoids or anal fissures? (The Self-Help
Nutritional Program can definitely help you, but your doctor will first want to make certain that
you do not have an associated colon problem.)24 Do you notice blood on the surface of the
stool? (This usually means you have hemorrhoids or a fissure. Occasionally, inflammatory bowel
disease confined to the rectum known as proctitis can cause this symptom. See your doctor.)25
Do you notice blood mixed in the stool? (This usually means that the blood has entered the stool
higher up in the colon. You could have a polyp, tumor, bleeding diverticulum, or inflammatory
bowel disease. See your doctor.)26 Do you have itching around the anus? (You could have
hemorrhoids, but pinworms is another possibility, especially if you have small children. See your
doctor.)In most cases, having GI symptoms does not necessarily mean that you have a serious
disease. Nevertheless, I recommend that you see your doctor so your problem can be
diagnosed properly.How a Doctor Diagnoses Your ProblemOn the initial visit the physician
usually makes a working diagnosis based on the most likely cause of your symptoms. Often
there is also a “differential diagnosis,” a list of various possibilities that could also account for
your symptoms. For example, if you are a young woman with long-standing constipation
occasionally alternating with diarrhea and cramps in the lower abdomen, but no sign of fever,
weight loss, or blood in the stool, then the most likely diagnosis is irritable bowel syndrome. But
other possibilities would include inflammatory bowel disease (ulcerative colitis or Crohn’s
disease), bowel cancer, endometriosis, and several other less likely possibilities.Your physician
may recommend treatment based on the symptoms alone. Or, if there is a possibility of serious
underlying disease, he or she is likely to carry out one or more GI tests to clearly pinpoint the
diagnosis and rule out other diseases.Here are some of the common tests used to evaluate the
GI tract.Upper GI Series (Barium Swallow). You swallow barium, a radiopaque liquid (a
substance is radiopaque when it cannot be penetrated by X-rays and will therefore show up as a
white area on an X-ray film), and a radiologist uses a fluoroscope connected to a TV monitor to
observe the progress of barium through your digestive tract. The radiologist takes individual X-
rays to review. The upper GI series examines the esophagus, stomach, and the first part of the
small intestine (duodenum). The test may also include a small bowel follow-through, performed
immediately afterward, to examine the entire length of the small intestine. Sometimes the
procedure is carried out using “double contrast” media, meaning that you also swallow tablets to
release gas in your stomach. The gas helps show the stomach lining in greater detail.The upper
GI series is performed if you have one or more of the following symptoms: difficulty swallowing,
ulcer symptoms, heartburn, gastrointestinal bleeding. It can help diagnose narrowing of the
esophagus, inflammation or strictures of the esophagus, hiatal hernia, or spasms. It can identify
gastric and duodenal ulcers or tumors. The small bowel follow-through may reveal ileitis (Crohn’s
disease).Sometimes additional studies are needed to directly visualize the upper GI tract (see
below).Endoscopy.* Endoscopy allows direct visualization of the upper GI tract. The endoscope



is a long thin tube containing a powerful light source that works on the principle of fiber optics, or
as a video camera. The endoscope is inserted through your mouth (after appropriate sedation)
and then gently advanced down into the esophagus, stomach, and duodenum.This allows the
physician to look directly into the upper GI tract for ulcers, inflammation, tumors, or bleeding.
Tissue samples can be collected by biopsy through the endoscope. Polyps can be removed,
and bleeding can often be stopped by applying an electrical current to the site
(electrocautery).Endoscopic Retrograde Cholangiography and Pancreatography (ERCP).* A
special side-viewing endoscope is passed through the mouth and the tip is placed in the
duodenum (first portion of the small intestine) where the common bile duct and pancreatic duct
empty through a valve called the sphincter of Oddi. A catheter connected to a syringe containing
radiopaque dye is inserted through the endoscope. The physician then tries to thread the tip of
the catheter through the sphincter of Oddi into the common bile duct and/or pancreatic duct.
Dye is injected and X-rays obtained that outline the duct(s). ERCP is useful in detecting common
bile duct stones, chronic pancreatitis, and cancers of the bile duct and pancreas. ERCP can be
used to treat problems as well as diagnose them. Stones can be extracted from ducts (see
chapter 7) and blocked ducts can be opened by placing a special tube known as a stent through
the obstructed area.Bernstein Test. Sometimes this test is used to distinguish heart pain from
heartburn. A small tube is inserted through the nose into the esophagus so that one end rests
near the end of the esophagus. First saltwater is infused through the tube into the esophagus,
and then a weak solution of hydrochloric acid follows. If you feel the typical burning sensation of
heartburn or chest pain only with the acid solution, but feel nothing unusual with the saline
solution, the test is considered positive for reflux esophagitis.pH Probe. A thin tube that can
measure pH (acid content) is inserted through the nose into the esophagus and left in place for
twelve to twenty- four hours. The pH study is performed on a day while you are working, eating,
and sleeping, to determine how many episodes of acid reflux you have and how long each lasts.
When a symptom such as chest pain correlates on a temporal basis with a drop in the pH of the
esophagus, then the pain is caused by acid reflux.Esophageal Motility Study. A small tube that
can measure pressure is passed through the mouth and into the esophagus. The patient is
asked to swallow sips of water and the pressure caused by the contracting esophagus is
recorded. Esophageal motility abnormalities like nutcracker esophagus, diffuse esophageal
spasm, achalasia, scleroderma esophagus, and nonspecific motor disorder of the esophagus
that cause trouble swallowing and/or chest pain can be diagnosed.Electrocardiogram.
Sometimes an electrocardiogram (EKG) is done to rule out heart problems and distinguish
heartburn from angina.Lower GI Series. After an overnight fast and a bowel-cleansing regimen
that includes laxatives and enemas, barium is placed by enema into the colon and X-rays are
taken. This test is used to detect polyps, inflammation of the colon, and colon cancer. The test
may be single (barium only) or double contrast (barium and air).Flexible Sigmoidoscopy. The
flexible sigmoidoscope is a 2-foot-long tube similar in principle to the endoscope (see above).
The instrument allows a physician to directly examine the lining of the rectum and a portion of



the lower colon. The procedure is used to investigate unexplained rectal bleeding, change in
bowel habits, or rectal pain. Sigmoidoscopy is also used to evaluate abnormalities found on
barium X-rays, and to monitor progress of inflammatory bowel disease. The physician can also
remove small polyps and tissue samples through the sigmoidoscope.Colonoscopy.* This
procedure is similar to sigmoidoscopy, but the entire length of the colon is investigated. It is most
often used to evaluate unexplained blood in the stool, abdominal pain, persistent diarrhea, or
polyps found on barium X-rays or at the time of sigmoidoscopy. Sometimes colonoscopy is used
to determine the type and extent of inflammatory bowel disease (ulcerative colitis and Crohn’s
disease) and to screen patients who are known to be at high risk for colon cancer, such as
patients with a long history of ulcerative colitis or a family history of colon cancer. Colonoscopy is
recommended to screen for colon cancer if you are over 50 years old.Gallbladder Studies.
Imaging of the gallbladder may be carried out by using radiopaque tablets and X ray (oral
cholecystography), ultrasound, or nuclear medicine (HIDA) scan.Oral Cholecystography. After a
high-fat dinner, special radiopaque tablets are swallowed. The tablets get absorbed, taken up by
the liver, secreted into bile, and stored in the gallbladder. The patient eats no food after dinner
and the next morning gets a series of X-rays of the abdomen (right upper quadrant) that will
demonstrate the gallbladder. Stones appear as lucencies (dark circles) within the whitened
gallbladder. If the gallbladder is severely inflamed and not functioning well, or if a stone is
blocking the duct to the gallbladder (cystic duct), the gallbladder will not show up on the X-
ray.Ultrasound. Disease of the gallbladder, liver, and sometimes the pancreas can be found by
imaging these organs by ultrasound. An ultrasound probe that looks like a microphone or a wand
is pressed over the abdomen. Gallstones, liver cysts and tumors, blockage of the bile duct, and
pancreatic tumors and cysts can be seen. The test is best at diagnosing gallstones and liver
cysts and poor in evaluating pancreatic disease.HIDA. After an overnight fast a slightly
radioactive substance (tracer) is injected intravenously, taken up by the liver, secreted into the
bile and stored in the gallbladder. A machine then scans the abdomen for radioactivity. If a stone
is blocking the cystic duct, no tracer will be found in the gallbladder. If a stone is blocking the
common bile duct, no tracer will be found in the small intestine. After the gallbladder is imaged,
the person may be given the hormone cholecystokinin (CCK) to contract the gallbladder. The
amount of radioactivity (counts) before and after gallbladder contraction is determined and the
gallbladder ejection fraction calculated. A low ejection fraction means the gallbladder is
contracting poorly due to chronic inflammation (chronic cholecystitis).Computerized
Tomography (CT scan). CT scan is an excellent way to image the liver and pancreas. After
administration of a radiopaque substance by mouth and intravenously, the patient is placed in a
large tubelike structure and multiple X-rays are taken and computer synthesized to form a clear
image of the internal organs.Magnetic Resonance Imaging (MRI). The body is placed in a
tubelike structure containing a strong magnetic field. Radiowaves transmitted by the machine
“excite” hydrogen nuclei in the body, which in turn give off their own radiowaves. The body’s
radiowaves are detected by a special antenna called a coil and the signal processed by a high-



speed computer to generate a clear image of the internal organs. No radiation is involved.
Patients with certain implanted metal devices (for example, pacemaker) cannot have an MRI.
The MRI constructs incredibly clear images of the liver and pancreas.Endoscopic Ultrasound
(Echoendoscopy). The echoendoscope contains an ultrasound probe built into the tip of an
endoscope. Depending on the area of interest the tube is either inserted through your mouth or
through the anus. The ultrasound probe can be placed next to a rectal, esophageal, stomach, or
pancreatic tumor and the size and depth of the tumor can be determined (tumor staging).
Abnormal appearing lymph nodes and tumors lying beneath the lining of the esophagus,
stomach, and intestine can be biopsied (fine needle aspiration or FNA) through some
echoendoscopes. The echoendoscope is also very good at finding small stones in the
gallbladder and common bile duct that cannot be detected by conventional (transabdominal)
ultrasound.Video Capsule Endoscopy. Video capsule endoscopy is intended to diagnose
disorders of the small intestines. Upper endoscopy can reach only the duodenum; enteroscopy
can usually reach the mid-jejunum; colonoscopy can reach only the most distal portion of the
ileum. There is a large area in between the mid-jejunum and distal ileum that cannot be seen
endoscopically.Upper GI and small bowel follow-through (see above) looks at this area but is not
as sensitive as endoscopy and could miss small lesions such as arteriovenous malformations
(AVM). Patients undergoing video capsule endoscopy swallow a large pill that contains a TV
camera, which sends images by telemetry every three seconds to sensors placed on the
surface of the abdomen. The sensors are connected to a recording device, which the patient
wears around his or her waist. The patient performs activities of daily life for the next eight hours
until the procedure is stopped by taking off the sensors. The capsule eventually passes through
the digestive system and is excreted during a bowel movement and not recovered. Images
received are downloaded onto a computer and read by a gastroenterologist. These images can
detect extremely small lesions that can be missed by radiographic procedures and are out of the
reach of more standard endoscopic procedures.A proper diagnosis will allow you to receive
treatment targeted specifically to your condition. Read on to find out what it means when all of
the diagnostic tests turn out to be normal.4Is Your GI Disorder Psychosomatic?The Brain-Gut
ConnectionMany people get the idea that their GI complaints aren’t “real” because their doctor
can’t find any reason for their trouble.Digestive disorders are classified as either functional or
organic. Disorders like gastroesophageal reflux (esophagitis), inflammatory bowel disease
(Crohn’s disease; ulcerative colitis), and colon cancer are defined as organic. “Organic” means
that the problem arises from a disease state, such as an inflamed colon or large intestine, which
causes structural damage that can be detected with various tests.For instance, when I insert a
colonscope into the colon of a patient with active ulcerative colitis, I can readily see the damage.
Instead of the usual normal pinkish color, the lining of the colon is bright red, there is a sore or
break in its surface, and it bleeds easily.“Functional” means that something isn’t working
properly, but there is no recognizable organic or structural damage. In the case of functional GI
disorders, something is amiss with the fine-tuning of the system, even though the individual



parts appear normal. Subtle biochemical defects may be causing the problem. Or perhaps the
parts are poorly coordinated, so that the system doesn’t function optimally.Functional and
organic problems may produce similar symptoms, but may not respond to the same kind of
treatment. Organic disorders, for example, often require drug therapy, along with dietary
changes. Functional disorders, which are usually less dangerous, often do not respond well to
drug therapy, but they may respond remarkably well to dietary change.Many of my patients
seem to be disappointed when no organic cause is found on the diagnostic tests and relieved
when something is found, even when the problem is potentially serious. This seems
unreasonable—I would much rather learn that my lower abdominal cramps are caused by
irritable bowel syndrome than by ulcerative colitis or bowel cancer. The functional disorder is
relatively harmless; the others are more serious. But many people are afraid they might be
labeled as nuts, crocks, or hypochondriacs if they have a functional disorder. In truth, the
functional label does not mean that your GI problem is all in your head or that you brought the
symptoms upon yourself.When a patient’s symptoms are evaluated and all the tests ordered
come back normal, some doctors might say the symptoms are psychosomatic. “Psychosomatic,”
as the word implies, means that in some way the mind or brain is causing dysfunction of the
body. This may imply to the patient that the doctor feels the problem is not “real.” That’s why
doctors don’t use the term very much anymore. Although there is little evidence that the mind
can actually cause disease, it can certainly make preexisting GI conditions worse. The so-called
brain-gut connection is very real.There are nerves that travel from the brain to the esophagus,
stomach, gallbladder, pancreas, small intestine, and colon. That is why just looking at or
smelling food can stimulate stomach and intestinal contractions, as well as stomach acid and
pancreatic enzyme secretion.It’s no wonder that in periods of stress, when nervous discharge is
on overload, excessive gastrointestinal motility can cause cramps, excessive acid secretion, and
burning abdominal pain in certain predisposed individuals. Many people can handle stress
without experiencing gut-wrenching problems, but if you have irritable bowel syndrome, your
pain threshold may be lower.In fact, it appears that the brain has an important effect not only on
functional bowel problems but on organic problems as well. Stress can make symptoms worse
in organic disorders such as inflammatory bowel disease, peptic ulcer disease, and
gastroesophageal reflux disease. Studies have even shown that stress and mental attitude can
have a negative effect on survival from cancer.So don’t be too upset if your doctor can’t find an
organic cause for your symptoms, and don’t worry if your symptoms act up under periods of
stress. Having a functional problem or having a psychosomatic component to your disorder
should not carry a stigma.One of our patients, a thirty-two-year-old woman named Sara,
suffered from severe cramps in the lower abdomen. She had pain at various times during the
month, which did not appear to be associated with her menstrual periods. Sara did notice a
correlation between her symptoms and episodes of stress in her job selling computer software.
The gut-twisting cramps were often followed by severe bouts of diarrhea; then she might have
several days of constipation. The constipation made her feel bloated and she said her waistline



seemed to increase by two or three inches. Her symptoms became so severe at times that they
interfered with her job and her social life.Sara had been to several doctors who performed many
tests, including a barium enema, upper GI series, sigmoidoscopy, and pelvic exam with
ultrasound. All test results were normal. According to the tests there was nothing organically
wrong with Sara. One doctor told her that her symptoms were psychosomatic. Another finally
told her that she had a condition called irritable bowel syndrome (IBS), or spastic colon, for
which there is no identifiable cause. IBS affects almost three out of every ten young women. It
isn’t a life-threatening problem, but unfortunately drugs rarely work to control symptoms.Since
IBS appears to be stress related, Sara’s doctor had suggested she relax more. Good advice, but
not always easy to follow. Sara didn’t know how to relax. And she resented the doctor’s
implication that she was causing her own problem. But she tried. She went on a European
vacation and experienced IBS symptoms almost every day she was away. Catching trains and
planes, moving from one hotel to another, along with an erratic diet, was producing enough
stress to keep her GI symptoms in full force.When Sara came to us, she said she knew she
should probably change her diet, but she didn’t know what to change. It seemed that no matter
what she ate, she got sick. We started Sara on the Two-Week Master Program. Even though the
program is naturally high in fiber, which has been shown to be effective against IBS, we added
some supplemental Metamucil, which is a natural fiber. After years of suffering, Sara saw a
marked improvement in her symptoms in one week. Her swings from diarrhea to constipation
straightened out, and the episodes of cramps became fewer and milder.It’s unlikely that we will
understand the true cause of IBS any time soon. We know that some people seek medical help
for IBS while others live with their symptoms. Researchers have tried to make something of this,
distinguishing between psychological patterns of patients and nonpatients and attributing the
disease to those patterns. But this has led us no closer to the answer. Why mostly young
women? If stress is experienced at work, what kind of stress? If muscles contract irregularly in
the bowel, is it caused by a genetic factor? If a biochemical factor is involved, what kind is it?For
the time being, we can at least relieve the symptoms. The Self-Help Nutritional Program is
designed to help people suffering from both functional and organic digestive disorders. In many
cases, particularly for a functional problem like IBS, the nutritional program alone is enough to
completely eliminate symptoms. When serious underlying disease is present, the nutritional
program can be a useful adjunct to drug therapy, often permitting lower drug doses and helping
to speed recovery and prevent recurrence. For the most part, all of the disorders that follow can
be improved by following the Self-Help Nutritional Program.4Is Your GI Disorder Psychosomatic?
The Brain-Gut Connection44Is Your GI Disorder Psychosomatic?The Brain-Gut ConnectionIs
Your GI Disorder Psychosomatic?The Brain-Gut ConnectionMany people get the idea that their
GI complaints aren’t “real” because their doctor can’t find any reason for their trouble.Digestive
disorders are classified as either functional or organic. Disorders like gastroesophageal reflux
(esophagitis), inflammatory bowel disease (Crohn’s disease; ulcerative colitis), and colon cancer
are defined as organic. “Organic” means that the problem arises from a disease state, such as



an inflamed colon or large intestine, which causes structural damage that can be detected with
various tests.For instance, when I insert a colonscope into the colon of a patient with active
ulcerative colitis, I can readily see the damage. Instead of the usual normal pinkish color, the
lining of the colon is bright red, there is a sore or break in its surface, and it bleeds
easily.“Functional” means that something isn’t working properly, but there is no recognizable
organic or structural damage. In the case of functional GI disorders, something is amiss with the
fine-tuning of the system, even though the individual parts appear normal. Subtle biochemical
defects may be causing the problem. Or perhaps the parts are poorly coordinated, so that the
system doesn’t function optimally.Functional and organic problems may produce similar
symptoms, but may not respond to the same kind of treatment. Organic disorders, for example,
often require drug therapy, along with dietary changes. Functional disorders, which are usually
less dangerous, often do not respond well to drug therapy, but they may respond remarkably
well to dietary change.Many of my patients seem to be disappointed when no organic cause is
found on the diagnostic tests and relieved when something is found, even when the problem is
potentially serious. This seems unreasonable—I would much rather learn that my lower
abdominal cramps are caused by irritable bowel syndrome than by ulcerative colitis or bowel
cancer. The functional disorder is relatively harmless; the others are more serious. But many
people are afraid they might be labeled as nuts, crocks, or hypochondriacs if they have a
functional disorder. In truth, the functional label does not mean that your GI problem is all in your
head or that you brought the symptoms upon yourself.When a patient’s symptoms are evaluated
and all the tests ordered come back normal, some doctors might say the symptoms are
psychosomatic. “Psychosomatic,” as the word implies, means that in some way the mind or brain
is causing dysfunction of the body. This may imply to the patient that the doctor feels the
problem is not “real.” That’s why doctors don’t use the term very much anymore. Although there
is little evidence that the mind can actually cause disease, it can certainly make preexisting GI
conditions worse. The so-called brain-gut connection is very real.There are nerves that travel
from the brain to the esophagus, stomach, gallbladder, pancreas, small intestine, and colon.
That is why just looking at or smelling food can stimulate stomach and intestinal contractions, as
well as stomach acid and pancreatic enzyme secretion.It’s no wonder that in periods of stress,
when nervous discharge is on overload, excessive gastrointestinal motility can cause cramps,
excessive acid secretion, and burning abdominal pain in certain predisposed individuals. Many
people can handle stress without experiencing gut-wrenching problems, but if you have irritable
bowel syndrome, your pain threshold may be lower.In fact, it appears that the brain has an
important effect not only on functional bowel problems but on organic problems as well. Stress
can make symptoms worse in organic disorders such as inflammatory bowel disease, peptic
ulcer disease, and gastroesophageal reflux disease. Studies have even shown that stress and
mental attitude can have a negative effect on survival from cancer.So don’t be too upset if your
doctor can’t find an organic cause for your symptoms, and don’t worry if your symptoms act up
under periods of stress. Having a functional problem or having a psychosomatic component to



your disorder should not carry a stigma.One of our patients, a thirty-two-year-old woman named
Sara, suffered from severe cramps in the lower abdomen. She had pain at various times during
the month, which did not appear to be associated with her menstrual periods. Sara did notice a
correlation between her symptoms and episodes of stress in her job selling computer software.
The gut-twisting cramps were often followed by severe bouts of diarrhea; then she might have
several days of constipation. The constipation made her feel bloated and she said her waistline
seemed to increase by two or three inches. Her symptoms became so severe at times that they
interfered with her job and her social life.Sara had been to several doctors who performed many
tests, including a barium enema, upper GI series, sigmoidoscopy, and pelvic exam with
ultrasound. All test results were normal. According to the tests there was nothing organically
wrong with Sara. One doctor told her that her symptoms were psychosomatic. Another finally
told her that she had a condition called irritable bowel syndrome (IBS), or spastic colon, for
which there is no identifiable cause. IBS affects almost three out of every ten young women. It
isn’t a life-threatening problem, but unfortunately drugs rarely work to control symptoms.Since
IBS appears to be stress related, Sara’s doctor had suggested she relax more. Good advice, but
not always easy to follow. Sara didn’t know how to relax. And she resented the doctor’s
implication that she was causing her own problem. But she tried. She went on a European
vacation and experienced IBS symptoms almost every day she was away. Catching trains and
planes, moving from one hotel to another, along with an erratic diet, was producing enough
stress to keep her GI symptoms in full force.When Sara came to us, she said she knew she
should probably change her diet, but she didn’t know what to change. It seemed that no matter
what she ate, she got sick. We started Sara on the Two-Week Master Program. Even though the
program is naturally high in fiber, which has been shown to be effective against IBS, we added
some supplemental Metamucil, which is a natural fiber. After years of suffering, Sara saw a
marked improvement in her symptoms in one week. Her swings from diarrhea to constipation
straightened out, and the episodes of cramps became fewer and milder.It’s unlikely that we will
understand the true cause of IBS any time soon. We know that some people seek medical help
for IBS while others live with their symptoms. Researchers have tried to make something of this,
distinguishing between psychological patterns of patients and nonpatients and attributing the
disease to those patterns. But this has led us no closer to the answer. Why mostly young
women? If stress is experienced at work, what kind of stress? If muscles contract irregularly in
the bowel, is it caused by a genetic factor? If a biochemical factor is involved, what kind is it?For
the time being, we can at least relieve the symptoms. The Self-Help Nutritional Program is
designed to help people suffering from both functional and organic digestive disorders. In many
cases, particularly for a functional problem like IBS, the nutritional program alone is enough to
completely eliminate symptoms. When serious underlying disease is present, the nutritional
program can be a useful adjunct to drug therapy, often permitting lower drug doses and helping
to speed recovery and prevent recurrence. For the most part, all of the disorders that follow can
be improved by following the Self-Help Nutritional Program.PART TWOGastrointestinal Problems



—and How to Alleviate ThemPART TWOGastrointestinal Problems—and How to Alleviate
Them5GERD: Heartburn and Other Symptoms of Gastroesophageal Reflux DiseaseHeartburn,
a burning sensation or pressure in the middle of the chest, usually occurs within an hour after
eating, and is often brought on by certain types of food. According to a Gallop poll about 36
percent of all Americans suffer heartburn at least once a month, and about 7 percent experience
it daily. For some people heartburn is so severe that it becomes incapacitating. Most heartburn
sufferers feel it right behind the breastbone, but occasionally a “referred” burning is felt in the
back between the shoulder blades or in the jaw and teeth.Why are some people bothered by
heartburn while others are not? Heartburn is a symptom of a disorder called GERD
(gastroesophageal reflux disease). The cause of the disorder is a small one-way valve, called
the lower esophageal sphincter (LES), located between the esophagus and the stomach. When
functioning properly, the LES allows food and water to pass into the stomach, but prevents
backward flow. If the LES is loose or weak, ferocious stomach acids can back up into the
esophagus, causing a powerful burning sensation as the acid comes in contact with the
sensitive lining of the esophagus. Over time the esophagus may become inflamed, a condition
called reflux esophagitis.Sometimes heartburn is caused, in part, by a hiatal hernia, an
oversized opening in the diaphragm that allows the stomach to protrude into the chest cavity,
making reflux of acid easier. Although there is a connection between hiatal hernia and acid
reflux, many people with a hiatal hernia have no symptoms at all and many people with
heartburn do not have a hiatal hernia.Not everyone with heartburn has a persistently weak LES.
Normally the LES relaxes completely after a swallow in order to let food or saliva pass into the
stomach. In some people the LES relaxes for no reason at all. These so-called transient lower
esophageal sphincter relaxations (TLESRs) are now thought to be an important cause of acid
reflux.Certain foods are known to weaken or “relax” the valve, making reflux more likely. For
instance, greasy or fatty foods cause release of the hormone cholecystokinin (CCK), which
causes the LES to relax. Caffeinated beverages not only relax the LES but also stimulate acid
secretion. Chocolate contains both fat and caffeine (a double whammy!). Peppermint oil, which
contains menthol, is a calcium channel blocker similar to verapamil and diltiazem used to treat
high blood pressure. Since gut muscle needs calcium to contract, calcium blockers can relax the
LES.Excessive pressure on the abdomen can also make it easier for stomach acid to flow back
into the esophagus. As a rule, anything that increases the pressure on the abdomen—obesity,
straining, or tight-fitting garments—can promote backflow of stomach contents to the
esophagus. For this reason, heartburn is especially common during pregnancy. And some
people experience heartburn only when weight passes a particular limit. Certain drugs may also
contribute to heartburn by relaxing the LES or stimulating acid secretion by the stomach (see
box).For some sufferers of heartburn the burning sensation is the only problem. Although
heartburn is the most common symptom of GERD, regurgitation is also frequently present.
Regurgitation is caused by stomach contents flowing backward up the esophagus all the way to
the mouth. Sour-tasting material in the back of your throat usually brought on by bending over



(which increases abdominal pressure) is what we call regurgitation.Less frequent but by no
means rare GERD symptoms include chest pain indistinguishable from heart pain known as
angina (see noncardiac chest pain at the end of this chapter) and so-called extraesophageal
(outside the esophagus) symptoms including hoarseness, throat clearing, the feeling that
something is sticking in your throat (also known as globus), cough (especially at night), and
asthma. Regurgitation of acid to the throat can inflame the sensitive laryngeal and pharyngeal
(throat) tissues leading to hoarseness, vocal cord polyps, and, rarely, laryngeal cancer. Frequent
throat clearing and a feeling that something is present in the throat is also caused by inflamed
throat tissue. Patients who have these symptoms often see otolaryngologists (ENT doctors) who
can diagnose GERD by looking directly at the larynx and throat with a thin flexible instrument
called a nasopharyngoscope.Drugs That Can Cause HeartburnDrugBrand Name Disease
TreatedRelaxes LESStimulated Aciddicyclomine(Bentyl)spastic colonXaminophylline
 (Theodur)asthmaXXpropranolol(Inderal)hypertension: anginaXdiltiazem(Cardizem)hypertension
Xverapamil(Calan)hypertensionXisosorbide(Isordil)anginaXPeople who have a chronic cough or
asthma are often seen by lung specialists (pulmonologists). Pulmonologists recognize that acid
reflux to the throat and larynx is a common cause of cough. Pulmonologists also recognize that
GERD treatment (see below) may benefit some asthma patients, especially those who develop
asthma in adulthood and have more wheezing at nighttime and after eating.The Significance of
Nighttime HeartburnTwo large published surveys have shown that about 75 percent of heartburn
sufferers experience nighttime heartburn. Most episodes of acid reflux occur during the daytime
because that is when we usually eat. Refluxed acid is usually cleared rapidly back into the
stomach by several of our body’s defense mechanisms.First of all, during the daytime we are
erect and gravity helps to empty the esophagus of acid. Second, while we are awake we swallow
approximately two times per minute and this allows swallowed saliva, which is rich in
bicarbonate to neutralize any acid present in the esophagus. Third, the mechanical contractions
of the esophagus associated with swallowing (see peristalsis below) push the contents in the
esophagus back into the stomach. At nighttime these defense mechanisms barely work at
all.During sleep we make very little saliva or else we would be choking all the time. The
frequency of swallowing goes way down and gravity is now working against us because we are
supine. The result is that nighttime acid reflux lingers in the esophagus causing more injury to
the cells lining the esophagus. People with nighttime heartburn are more likely to have
esophageal ulcerations and other complications of GERD.Complications of GERDAlthough the
majority of GERD sufferers do not go on to develop any serious problems, in some people acid
reflux can lead to serious complications.• Reflux EsophagitisRepeated exposure to acid can
inflame the lining of the esophagus, making it so sensitive that sometimes swallowing is painful.
The irritated lining may start to bleed, or an ulcer may develop in the esophagus. Bleeding may
cause the person to vomit fresh, bright red blood or old “coffee ground” blood. Sometimes the
bleeding goes unnoticed until the individual passes black, tarry bowel movements, indicating the
presence of blood. Or blood may show up when the stool is tested by a physician.Continuous



inflammation over a long period of time may cause scar tissue to build up in the esophagus,
narrowing the opening. Such a stricture makes it difficult to swallow solid food, and the
esophagus will have to be dilated by a special nonsurgical procedure. Strictures are sometimes
malignant (cancerous). Fortunately, reflux esophagitis is only rarely associated with cancer of
the esophagus (see Barrett’s esophagus, below). Cancer of the esophagus can also be caused
by smoking and alcohol. So, even if you think you can live with the discomfort of daily heartburn,
it’s important for your future health to try to bring symptoms under control.• Barrett’s
EsophagusWhen heartburn goes on unabated and untreated over a long period of time, acid
reflux from the stomach can cause the lining of the esophagus to look like the lining of the small
intestine. This so-called Barrett’s esophagus—initiated by acid reflux—can at times (less than 10
percent of the time) turn to cancer. Adenocarcinoma of the esophagus arising from Barrett’s
esophagus is the most common form of esophageal cancer in Caucasian men.Since the risk of
cancer is increased in people with Barrett’s esophagus, they require regular checkups.
Checkups include endoscopy (see chapter 3) at which time biopsies of the esophagus affected
by Barrett’s are obtained. If the biopsies show no evidence of dysplasia (not quite cancer but
getting there), then endoscopy is usually repeated at three-year intervals. Endoscopy is
repeated at more frequent intervals in those patients whose biopsies show mild to moderate
dysplasia.If endoscopic biopsy demonstrates severe dysplasia (cancerous changes in the lining
of the esophagus but not yet invading deeper into the wall), then surgical removal of the Barrett’s
esophagus may be recommended. It is always a good idea to get a second opinion from another
pathologist and gastroenterologist before having surgery for Barrett’s esophagus.A procedure
using a laser called photodynamic therapy may someday replace surgery. It currently is used in
people who are poor candidates for surgery (for example, those with a bad heart). Research
studies are now under way to see if it can be effectively used for any person with severe
dysplasia or even in patients with Barrett’s without dysplasia.Treating Barrett’s esophagus with
medical or even surgical intervention (fundoplication—see below) will not usually reverse the
changes in the lining. Nevertheless, many gastroenterologists recommend using a strong
prescription anti-acid medication such as Protonix or Nexium (proton pump inhibitors—see
below) indefinitely for people with Barrett’s esophagus in an attempt to prevent further damage
and even the development of cancer.DiagnosisThere is no relationship between reflux
esophagitis and heart disease, although sometimes the symptoms seem similar. Because part
of the esophagus is located just behind the heart, heartburn can be confused with angina, chest
pain caused by inadequate blood flow to the heart. There are certain distinct differences in
symptoms, however.Heartburn is usually made worse by lying down and by eating fatty foods
and chocolate; on the other hand, it is made better by antacids. None of these things is true for
angina. Angina is usually brought on by exercise and is not helped by antacids. Even so, it is not
always easy to distinguish between the two problems, and anyone experiencing chest pain
should see a physician for correct diagnosis (see noncardiac chest pain below for other causes
of chest discomfort).Symptoms alone are usually enough to diagnose heartburn. However, many



doctors will want the suspected diagnosis confirmed by an upper GI series (barium swallow) or
endoscopy. A hiatal hernia can also be seen with these procedures. A barium swallow or
endoscopy is always ordered when an individual has difficulty or pain in swallowing.Many
gastroenterologists advise a “once in a lifetime endoscopy” to diagnose Barrett’s esophagus
especially in people over the age of 50 who have had long-standing GERD symptoms.To
distinguish heartburn from angina, a Bernstein test may be ordered. A 24-hour pH probe and
EKG may also be recommended (see chapter 3).• TreatmentHeartburn often responds
extremely well to the dietary guidelines established by the Self-Help Nutritional Program.
Nutrition along with some valuable changes in lifestyle, is excellent treatment for heartburn. The
dietary program is naturally low in fat, a major culprit behind heartburn. High-fat foods are
retained in the stomach longer and also tend to relax the LES valve between the esophagus and
the stomach, which makes it easier for acid to back up. (For more tips on preventing heartburn,
see chapter 26.)If you have a sudden attack of heartburn, sit up or stand up. Loosen restrictive
clothing such as a belt or waistband. Take a dose of a liquid antacid such as Mylanta, Maalox, or
Riopan. You can start with two tablespoons and go up to six tablespoons, if needed. Antacids
work almost immediately to neutralize acid and are therefore preferable to Tagamet HB, Zantac
75, Pepcid AC, Axid AR, and their prescription-dose equivalents in treating an acute attack of
heartburn. The exception is Pepcid Complete, which contains an antacid for quick relief, and
Pepcid to maintain heartburn relief. Don’t smoke or drink alcohol or coffee.People who suffer
from frequent heartburn can make the following lifestyle changes to ease the discomfort. They
may also need to take medication to either treat or avert attacks of heartburn.Meals. Avoid lying
down for at least three hours after meals.Sleeping Habits. Many people who suffer from
heartburn sleep with a pile of pillows under their head to keep stomach acid from backing up.
Sleeping on pillows is not always effective because only your head and neck are elevated while
your chest and torso remain flat. Sleeping on extra pillows can also cause your body to jackknife,
actually increasing pressure on the abdomen and making reflux worse.Heartburn can be vastly
relieved if you permanently elevate the head of your bed on 6-inch blocks. Elevating the head of
the bed means that your body is in a comfortable position while your whole torso is raised; to
back up into the esophagus, stomach acid would have to flow uphill.Clothing. Avoid wearing
tight clothingWeight. If you are overweight, especially if the excess weight is around your waist,
lose some weight. The Self-Help Nutritional Program will naturally keep your weight under
control, but you may first need to cut calories and increase exercise to establish your ideal
weight (see Part Seven).Flag Foods. Pay special attention to Flag Foods for heartburn (see
chapter 26). The idea is to avoid the foods that relax the LES valve and increase stomach acid.
The big culprits are fat, chocolate, peppermints, nuts, and caffeine-containing
beverages.Medication. A lot of heart medication such as calcium channel blockers, nitrates, and
beta-blockers decrease LES pressure and aggravate heartburn. If you take OTC or prescription
medications for any medical problems, check with your physician to make sure they are not
making your heartburn worse by inadvertently causing the LES valve to relax.Antacids. You can



further neutralize the acid in your stomach by taking antacids. Antacids are usually taken on an
“as needed” basis whenever you experience heartburn. The bad news about antacids is that
they are only modestly effective and the effect is often short-lived.Over-the-Counter H2
Blockers. The chemical histamine is a potent stimulus for stomach acid secretion. Several drugs
currently available in both over-the-counter (OTC) and prescription strengths can prevent or treat
heartburn by preventing histamine from attaching to the stomach cells that make acid. These so-
called H2 blockers can be added when diet and antacids alone are not sufficient to control
symptoms.Some people prefer to take pills rather than stick to a diet. People with daily
predictable heartburn often find it useful to take one of the OTC H2 blockers before bedtime or
before a meal that is expected to contain all the no-no foods that cause heartburn. When taken
before bedtime or a meal, Pepcid AC, Tagamet HB, Zantac 75, or Axid AR may prevent the
development of heartburn.Pepcid Complete is a unique product because it is a combination of
an antacid and an H2 blocker. The antacid portion offers quick relief by immediately neutralizing
any acid in the esophagus or stomach and the H2 blocker portion (Pepcid) inhibits further
secretion of acid from the stomach, giving a longer relief of heartburn than would be seen with
an antacid acting alone. Because it acts immediately to relieve heartburn, Pepcid Complete can
be taken like antacids on an “as needed” basis to treat heartburn episodes. A monograph on
GERD published by the American Gastroenterological Association in 2002 listed combination
antacid/ H2 blockers as the most effective OTC medication for the treatment of heartburn.Most
OTC H2 blockers are one-half the dose of their prescription equivalents. The exception is Extra
Strength Pepcid AC, which is the same dose as prescription-strength Pepcid (20 mg). Extra
Strength Pepcid AC is recommended when the other H2 blockers do not control all GERD
symptoms. You can also try the 20 mg dose right off the bat if you want.Over-the-Counter Proton
Pump Inhibitors. Proton pump inhibitors block the enzyme that pumps protons or hydrogen ions
(H+) from special cells in the stomach. Hydrogen ions combine with chloride to form
hydrochloric acid. By blocking the so-called proton pump these drugs can effectively shut down
acid production in the stomach.Prilosec OTC is the first OTC proton pump inhibitor. This class of
drug inhibits acid secretion more effectively than H2 blockers and this usually translates into
more effective heartburn relief. However, Prilosec’s onset of action is quite slow: hours or days as
opposed to 30 minutes to one hour for H2 blockers and literally a minute or less for antacids and
Pepcid Complete. Prilosec OTC can be given once a day for a 14-day course, which can be
repeated a second time in individuals who have frequent episodes of heartburn. Prilosec OTC is
not intended to be used to prevent a heartburn episode after a greasy meal (use OTC H2
blockers instead) or to treat an episode of heartburn (use antacids or Pepcid Complete). If you
experience an episode of heartburn while taking Prilosec OTC you can take an antacid. You
should not take an H2 blocker for several hours before taking Prilosec OTC because H2
blockers can decrease the effectiveness of proton pump inhibitors. Prilosec OTC works best
when taken 30 minutes to one hour before the first meal of the day. Prilosec OTC is the same
strength as prescription omeprazole (generic Prilosec). Some people who have prescription



plans with a low co-pay may find prescription omeprazole cheaper than Prilosec OTC.•
Advanced MeasuresThe measures mentioned above are all things you can do yourself to relieve
the daily discomfort of heartburn. If you still experience heartburn after following the Self-Help
Nutritional Program for four weeks and incorporating these recommendations, see your
physician. When the OTC H2 blockers fall short, your doctor can give you a prescription for
Tagamet, Zantac, Pepcid, or Axid (usually twice the strength of the OTC drugs, except for Extra
Strength Pepcid AC, which contains the same dose of Pepcid as the 20 mg prescription
strength). Many doctors use H2 blockers as a first-line treatment for heartburn because of their
overall safety and effectiveness. Frequently the recommended dosage of these drugs—for
example, 150 mg twice a day for Zantac—has to be doubled (300 mg twice a day or 150 mg four
times a day) in order to relieve symptoms. Rather than double the dose of the H2 blocker, which
also doubles the expense, I personally feel it is cheaper and more effective to switch from an H2
blocker to a so-called proton pump inhibitor (Prilosec, Prevacid, Aciphex, Protonix, or Nexium,
see below).Although blocking acid secretion is a useful strategy to treat heartburn and
esophagitis, another strategy is to fix the actual problem by strengthening the LES valve.
Promotility drugs (Reglan and Propulsid) work by increasing the tone of the LES. They also
improve esophageal contractions so that any refluxed acid gets cleared quickly back to the
stomach. Finally, they hasten emptying of stomach contents into the small intestine so there is
less acid to reflux into the esophagus when you lie down. These drugs work about as well as the
H2 blockers but not as well as the proton pump inhibitors and can be used as a first-line
treatment of GERD. These drugs can also be used in combination with a proton pump inhibitor
for those individuals who do not respond to Prilosec, Prevacid, Aciphex, Protonix, or Nexium
alone.Each of the promotility drugs has a potential for serious side effects and should be used
with caution. Metaclopramide (trade name Reglan) can cause lethargy, depression, and
abnormal muscle reactions. Cisapride (trade name Propulsid) can cause potentially fatal cardiac
arrhythmias when given to individuals with preexisting heart disease or those taking drugs that
can interact negatively with Propulsid (for example, toenail fungus drugs like Sporonox and
antibiotics like erythromycin and Biaxin). You should ask your pharmacist if any medication you
are taking might interact with Propulsid. You should avoid grapefruit products while on Propulsid.
In fact, Propulsid has essentially been taken off the market because of its potential to cause
cardiac arrhythmias. You can get the drug only if your doctor fills out a form requesting the drug. I
personally use the promotility drugs for patients who have regurgitation or nausea as a
prominent feature of GERD. I also use metaclopramide (sometimes in combination with a proton
pump inhibitor) in patients who have reflux symptoms aggravated by slow stomach emptying
(see gastroparesis, chapter 6).When the prescription-strength H2 receptor antagonists
(Tagamet, Zantac, Pepcid, Axid) or promotility drugs (Reglan) in combination with appropriate
dietary measures fail to control your reflux symptoms, the next step is usually substituting the H2
blocker or promotility drug with a proton pump inhibitor.Many gastroenterologists start their
patients on proton pump inhibitors since H2 blockers work effectively in GERD patients only



about 50 percent of the time. By using proton pump inhibitors right away, patients get relief more
quickly and some studies have shown that this results in overall cost savings (fewer trips to the
doctor, fewer endoscopic procedures).Proton pump inhibitors block the enzyme that pumps
protons or hydrogen ions (H+) from special cells in the stomach. Hydrogen ions combine with
chloride to form hydrochloric acid. By blocking the so-called proton pump omeprazole (brand
name Prilosec), lansoprazole (brand name Prevacid), rabeprazole (brand name Aciphex),
pantoprazole (brand name Protonix) and esomeprazole (brand name Nexium) can effectively
shut down acid production in the stomach. They are stronger than the H2 blockers and more
likely to alleviate symptoms of heartburn and heal esophageal inflammation (esophagitis). A
single dose of a proton pump inhibitor in the morning before breakfast is usually enough to
control symptoms all day and all night.The proton pump inhibitors (PPI) are just about equally
effective in their ability to heal esophageal inflammation caused by acid reflux (reflux
esophagitis); however, some people find that one PPI may work better than another to relieve
their heartburn and/or other GERD symptoms. Most of the time it is difficult to predict which PPI
may work best for any given patient. Most doctors will just prescribe their favorite PPI and see
what happens. If your GERD symptoms are not completely relieved after two to four weeks on a
PPI, there are several things you and/or your doctor can do.PPIs work best if taken 30 to 60
minutes prior to the first meal of the day. If you don’t eat breakfast, take the PPI before lunch.
Some doctors may recommend taking the PPI 30 to 60 minutes before dinner for their patients
with nighttime heartburn who continue to have symptoms when the drug is taken before
breakfast. PPIs should not be taken at bedtime because they work best if a meal is consumed
30 to 60 minutes later (the meal activates the proton pumps in the stomach cell and PPIs can
only knock out active proton pumps). PPIs should not be taken during a meal. This is especially
important when taking Prevacid or Nexium since food can decrease the absorption of these
drugs by one-third to one-half. Protonix and Aciphex do not seem to be affected by food but
ideally should still be given 30 to 60 minutes prior to the first meal of the day.People with severe
esophagitis may do better with a 40 mg. PPI (Protonix or Nexium), rather than a 20 mg PPI
(Prilosec or Aciphex) or a 30 mg PPI (Prevacid). Nexium has been shown to be more effective
than Prevacid in healing severe reflux esophagitis and Protonix has been shown to heal severe
esophagitis as effectively as mild to moderate esophagitis by eight weeks. In one study Protonix
and Nexium had equal effectiveness in healing esophagitis.In those individuals who take their
PPI intermittently whenever their heartburn acts up, choosing a PPI that has a fast onset of
action may be an advantage. (Remember antacids and combination antacid/H2 blockers such
as Pepcid Complete work much faster than PPIs) Among the PPIs Aciphex seems to work
quickly with approximately 80 percent of patients reporting some relief of heartburn on the first
day the drug is taken. Similar results have been reported for Protonix. Without direct head-to-
head studies comparing the different PPIs, it is difficult to know for sure that one PPI is truly
better than the next.For those individuals who continue to have nighttime GERD symptoms
despite treatment, Protonix may offer some advantage. After a single dose, Protonix seems to



be present in the blood at higher concentrations for a longer period of time than the other PPIs.
Furthermore, there is some evidence that Protonix, once bound to the proton pump, may inhibit
the pump’s activity for a longer period of time. This longer duration of action may help control
symptoms throughout the night. For some people, giving the PPI 30 to 60 minutes before dinner
rather than breakfast may improve nighttime symptoms. In some instances you may need to be
given a PPI before breakfast and before dinner to control GERD symptoms.5GERD: Heartburn
and Other Symptoms of Gastroesophageal Reflux Disease55GERD: Heartburn and Other
Symptoms of Gastroesophageal Reflux DiseaseGERD: Heartburn and Other Symptoms of
Gastroesophageal Reflux DiseaseHeartburn, a burning sensation or pressure in the middle of
the chest, usually occurs within an hour after eating, and is often brought on by certain types of
food. According to a Gallop poll about 36 percent of all Americans suffer heartburn at least once
a month, and about 7 percent experience it daily. For some people heartburn is so severe that it
becomes incapacitating. Most heartburn sufferers feel it right behind the breastbone, but
occasionally a “referred” burning is felt in the back between the shoulder blades or in the jaw and
teeth.Why are some people bothered by heartburn while others are not? Heartburn is a
symptom of a disorder called GERD (gastroesophageal reflux disease). The cause of the
disorder is a small one-way valve, called the lower esophageal sphincter (LES), located
between the esophagus and the stomach. When functioning properly, the LES allows food and
water to pass into the stomach, but prevents backward flow. If the LES is loose or weak,
ferocious stomach acids can back up into the esophagus, causing a powerful burning sensation
as the acid comes in contact with the sensitive lining of the esophagus. Over time the
esophagus may become inflamed, a condition called reflux esophagitis.Sometimes heartburn is
caused, in part, by a hiatal hernia, an oversized opening in the diaphragm that allows the
stomach to protrude into the chest cavity, making reflux of acid easier. Although there is a
connection between hiatal hernia and acid reflux, many people with a hiatal hernia have no
symptoms at all and many people with heartburn do not have a hiatal hernia.Not everyone with
heartburn has a persistently weak LES. Normally the LES relaxes completely after a swallow in
order to let food or saliva pass into the stomach. In some people the LES relaxes for no reason
at all. These so-called transient lower esophageal sphincter relaxations (TLESRs) are now
thought to be an important cause of acid reflux.Certain foods are known to weaken or “relax” the
valve, making reflux more likely. For instance, greasy or fatty foods cause release of the hormone
cholecystokinin (CCK), which causes the LES to relax. Caffeinated beverages not only relax the
LES but also stimulate acid secretion. Chocolate contains both fat and caffeine (a double
whammy!). Peppermint oil, which contains menthol, is a calcium channel blocker similar to
verapamil and diltiazem used to treat high blood pressure. Since gut muscle needs calcium to
contract, calcium blockers can relax the LES.Excessive pressure on the abdomen can also
make it easier for stomach acid to flow back into the esophagus. As a rule, anything that
increases the pressure on the abdomen—obesity, straining, or tight-fitting garments—can
promote backflow of stomach contents to the esophagus. For this reason, heartburn is



especially common during pregnancy. And some people experience heartburn only when weight
passes a particular limit. Certain drugs may also contribute to heartburn by relaxing the LES or
stimulating acid secretion by the stomach (see box).For some sufferers of heartburn the burning
sensation is the only problem. Although heartburn is the most common symptom of GERD,
regurgitation is also frequently present. Regurgitation is caused by stomach contents flowing
backward up the esophagus all the way to the mouth. Sour-tasting material in the back of your
throat usually brought on by bending over (which increases abdominal pressure) is what we call
regurgitation.Less frequent but by no means rare GERD symptoms include chest pain
indistinguishable from heart pain known as angina (see noncardiac chest pain at the end of this
chapter) and so-called extraesophageal (outside the esophagus) symptoms including
hoarseness, throat clearing, the feeling that something is sticking in your throat (also known as
globus), cough (especially at night), and asthma. Regurgitation of acid to the throat can inflame
the sensitive laryngeal and pharyngeal (throat) tissues leading to hoarseness, vocal cord
polyps, and, rarely, laryngeal cancer. Frequent throat clearing and a feeling that something is
present in the throat is also caused by inflamed throat tissue. Patients who have these
symptoms often see otolaryngologists (ENT doctors) who can diagnose GERD by looking
directly at the larynx and throat with a thin flexible instrument called a
nasopharyngoscope.Drugs That Can Cause HeartburnDrugBrand Name Disease
TreatedRelaxes LESStimulated Aciddicyclomine(Bentyl)spastic colonXaminophylline
 (Theodur)asthmaXXpropranolol(Inderal)hypertension: anginaXdiltiazem(Cardizem)hypertension
Xverapamil(Calan)hypertensionXisosorbide(Isordil)anginaXDrugDrugBrand Name Brand
Name Disease TreatedDisease TreatedRelaxes LESRelaxes LESStimulated AcidStimulated
Aciddicyclominedicyclomine(Bentyl)(Bentyl)spastic colonspastic colonXXaminophylline
aminophylline (Theodur)(Theodur)asthmaasthmaXXXXpropranololpropranolol(Inderal)
(Inderal)hypertension: anginahypertension: anginaXXdiltiazemdiltiazem(Cardizem)
(Cardizem)hypertensionhypertensionXXverapamilverapamil(Calan)
(Calan)hypertensionhypertensionXXisosorbideisosorbide(Isordil)
(Isordil)anginaanginaXXPeople who have a chronic cough or asthma are often seen by lung
specialists (pulmonologists). Pulmonologists recognize that acid reflux to the throat and larynx is
a common cause of cough. Pulmonologists also recognize that GERD treatment (see below)
may benefit some asthma patients, especially those who develop asthma in adulthood and have
more wheezing at nighttime and after eating.The Significance of Nighttime HeartburnTwo large
published surveys have shown that about 75 percent of heartburn sufferers experience nighttime
heartburn. Most episodes of acid reflux occur during the daytime because that is when we
usually eat. Refluxed acid is usually cleared rapidly back into the stomach by several of our
body’s defense mechanisms.First of all, during the daytime we are erect and gravity helps to
empty the esophagus of acid. Second, while we are awake we swallow approximately two times
per minute and this allows swallowed saliva, which is rich in bicarbonate to neutralize any acid
present in the esophagus. Third, the mechanical contractions of the esophagus associated with



swallowing (see peristalsis below) push the contents in the esophagus back into the stomach. At
nighttime these defense mechanisms barely work at all.During sleep we make very little saliva or
else we would be choking all the time. The frequency of swallowing goes way down and gravity
is now working against us because we are supine. The result is that nighttime acid reflux lingers
in the esophagus causing more injury to the cells lining the esophagus. People with nighttime
heartburn are more likely to have esophageal ulcerations and other complications of
GERD.Complications of GERDAlthough the majority of GERD sufferers do not go on to develop
any serious problems, in some people acid reflux can lead to serious complications.• Reflux
EsophagitisRepeated exposure to acid can inflame the lining of the esophagus, making it so
sensitive that sometimes swallowing is painful. The irritated lining may start to bleed, or an ulcer
may develop in the esophagus. Bleeding may cause the person to vomit fresh, bright red blood
or old “coffee ground” blood. Sometimes the bleeding goes unnoticed until the individual passes
black, tarry bowel movements, indicating the presence of blood. Or blood may show up when
the stool is tested by a physician.Continuous inflammation over a long period of time may cause
scar tissue to build up in the esophagus, narrowing the opening. Such a stricture makes it
difficult to swallow solid food, and the esophagus will have to be dilated by a special nonsurgical
procedure. Strictures are sometimes malignant (cancerous). Fortunately, reflux esophagitis is
only rarely associated with cancer of the esophagus (see Barrett’s esophagus, below). Cancer
of the esophagus can also be caused by smoking and alcohol. So, even if you think you can live
with the discomfort of daily heartburn, it’s important for your future health to try to bring
symptoms under control.• Barrett’s EsophagusWhen heartburn goes on unabated and untreated
over a long period of time, acid reflux from the stomach can cause the lining of the esophagus to
look like the lining of the small intestine. This so-called Barrett’s esophagus—initiated by acid
reflux—can at times (less than 10 percent of the time) turn to cancer. Adenocarcinoma of the
esophagus arising from Barrett’s esophagus is the most common form of esophageal cancer in
Caucasian men.Since the risk of cancer is increased in people with Barrett’s esophagus, they
require regular checkups. Checkups include endoscopy (see chapter 3) at which time biopsies
of the esophagus affected by Barrett’s are obtained. If the biopsies show no evidence of
dysplasia (not quite cancer but getting there), then endoscopy is usually repeated at three-year
intervals. Endoscopy is repeated at more frequent intervals in those patients whose biopsies
show mild to moderate dysplasia.If endoscopic biopsy demonstrates severe dysplasia
(cancerous changes in the lining of the esophagus but not yet invading deeper into the wall),
then surgical removal of the Barrett’s esophagus may be recommended. It is always a good idea
to get a second opinion from another pathologist and gastroenterologist before having surgery
for Barrett’s esophagus.A procedure using a laser called photodynamic therapy may someday
replace surgery. It currently is used in people who are poor candidates for surgery (for example,
those with a bad heart). Research studies are now under way to see if it can be effectively used
for any person with severe dysplasia or even in patients with Barrett’s without dysplasia.Treating
Barrett’s esophagus with medical or even surgical intervention (fundoplication—see below) will



not usually reverse the changes in the lining. Nevertheless, many gastroenterologists
recommend using a strong prescription anti-acid medication such as Protonix or Nexium (proton
pump inhibitors—see below) indefinitely for people with Barrett’s esophagus in an attempt to
prevent further damage and even the development of cancer.DiagnosisThere is no relationship
between reflux esophagitis and heart disease, although sometimes the symptoms seem similar.
Because part of the esophagus is located just behind the heart, heartburn can be confused with
angina, chest pain caused by inadequate blood flow to the heart. There are certain distinct
differences in symptoms, however.Heartburn is usually made worse by lying down and by eating
fatty foods and chocolate; on the other hand, it is made better by antacids. None of these things
is true for angina. Angina is usually brought on by exercise and is not helped by antacids. Even
so, it is not always easy to distinguish between the two problems, and anyone experiencing
chest pain should see a physician for correct diagnosis (see noncardiac chest pain below for
other causes of chest discomfort).Symptoms alone are usually enough to diagnose heartburn.
However, many doctors will want the suspected diagnosis confirmed by an upper GI series
(barium swallow) or endoscopy. A hiatal hernia can also be seen with these procedures. A
barium swallow or endoscopy is always ordered when an individual has difficulty or pain in
swallowing.Many gastroenterologists advise a “once in a lifetime endoscopy” to diagnose
Barrett’s esophagus especially in people over the age of 50 who have had long-standing GERD
symptoms.To distinguish heartburn from angina, a Bernstein test may be ordered. A 24-hour pH
probe and EKG may also be recommended (see chapter 3).• TreatmentHeartburn often
responds extremely well to the dietary guidelines established by the Self-Help Nutritional
Program. Nutrition along with some valuable changes in lifestyle, is excellent treatment for
heartburn. The dietary program is naturally low in fat, a major culprit behind heartburn. High-fat
foods are retained in the stomach longer and also tend to relax the LES valve between the
esophagus and the stomach, which makes it easier for acid to back up. (For more tips on
preventing heartburn, see chapter 26.)If you have a sudden attack of heartburn, sit up or stand
up. Loosen restrictive clothing such as a belt or waistband. Take a dose of a liquid antacid such
as Mylanta, Maalox, or Riopan. You can start with two tablespoons and go up to six tablespoons,
if needed. Antacids work almost immediately to neutralize acid and are therefore preferable to
Tagamet HB, Zantac 75, Pepcid AC, Axid AR, and their prescription-dose equivalents in treating
an acute attack of heartburn. The exception is Pepcid Complete, which contains an antacid for
quick relief, and Pepcid to maintain heartburn relief. Don’t smoke or drink alcohol or
coffee.People who suffer from frequent heartburn can make the following lifestyle changes to
ease the discomfort. They may also need to take medication to either treat or avert attacks of
heartburn.Meals. Avoid lying down for at least three hours after meals.Sleeping Habits. Many
people who suffer from heartburn sleep with a pile of pillows under their head to keep stomach
acid from backing up. Sleeping on pillows is not always effective because only your head and
neck are elevated while your chest and torso remain flat. Sleeping on extra pillows can also
cause your body to jackknife, actually increasing pressure on the abdomen and making reflux



worse.Heartburn can be vastly relieved if you permanently elevate the head of your bed on 6-
inch blocks. Elevating the head of the bed means that your body is in a comfortable position
while your whole torso is raised; to back up into the esophagus, stomach acid would have to flow
uphill.Clothing. Avoid wearing tight clothingWeight. If you are overweight, especially if the excess
weight is around your waist, lose some weight. The Self-Help Nutritional Program will naturally
keep your weight under control, but you may first need to cut calories and increase exercise to
establish your ideal weight (see Part Seven).Flag Foods. Pay special attention to Flag Foods for
heartburn (see chapter 26). The idea is to avoid the foods that relax the LES valve and increase
stomach acid. The big culprits are fat, chocolate, peppermints, nuts, and caffeine-containing
beverages.Medication. A lot of heart medication such as calcium channel blockers, nitrates, and
beta-blockers decrease LES pressure and aggravate heartburn. If you take OTC or prescription
medications for any medical problems, check with your physician to make sure they are not
making your heartburn worse by inadvertently causing the LES valve to relax.Antacids. You can
further neutralize the acid in your stomach by taking antacids. Antacids are usually taken on an
“as needed” basis whenever you experience heartburn. The bad news about antacids is that
they are only modestly effective and the effect is often short-lived.Over-the-Counter H2
Blockers. The chemical histamine is a potent stimulus for stomach acid secretion. Several drugs
currently available in both over-the-counter (OTC) and prescription strengths can prevent or treat
heartburn by preventing histamine from attaching to the stomach cells that make acid. These so-
called H2 blockers can be added when diet and antacids alone are not sufficient to control
symptoms.Some people prefer to take pills rather than stick to a diet. People with daily
predictable heartburn often find it useful to take one of the OTC H2 blockers before bedtime or
before a meal that is expected to contain all the no-no foods that cause heartburn. When taken
before bedtime or a meal, Pepcid AC, Tagamet HB, Zantac 75, or Axid AR may prevent the
development of heartburn.Pepcid Complete is a unique product because it is a combination of
an antacid and an H2 blocker. The antacid portion offers quick relief by immediately neutralizing
any acid in the esophagus or stomach and the H2 blocker portion (Pepcid) inhibits further
secretion of acid from the stomach, giving a longer relief of heartburn than would be seen with
an antacid acting alone. Because it acts immediately to relieve heartburn, Pepcid Complete can
be taken like antacids on an “as needed” basis to treat heartburn episodes. A monograph on
GERD published by the American Gastroenterological Association in 2002 listed combination
antacid/ H2 blockers as the most effective OTC medication for the treatment of heartburn.Most
OTC H2 blockers are one-half the dose of their prescription equivalents. The exception is Extra
Strength Pepcid AC, which is the same dose as prescription-strength Pepcid (20 mg). Extra
Strength Pepcid AC is recommended when the other H2 blockers do not control all GERD
symptoms. You can also try the 20 mg dose right off the bat if you want.Over-the-Counter Proton
Pump Inhibitors. Proton pump inhibitors block the enzyme that pumps protons or hydrogen ions
(H+) from special cells in the stomach. Hydrogen ions combine with chloride to form
hydrochloric acid. By blocking the so-called proton pump these drugs can effectively shut down



acid production in the stomach.Prilosec OTC is the first OTC proton pump inhibitor. This class of
drug inhibits acid secretion more effectively than H2 blockers and this usually translates into
more effective heartburn relief. However, Prilosec’s onset of action is quite slow: hours or days as
opposed to 30 minutes to one hour for H2 blockers and literally a minute or less for antacids and
Pepcid Complete. Prilosec OTC can be given once a day for a 14-day course, which can be
repeated a second time in individuals who have frequent episodes of heartburn. Prilosec OTC is
not intended to be used to prevent a heartburn episode after a greasy meal (use OTC H2
blockers instead) or to treat an episode of heartburn (use antacids or Pepcid Complete). If you
experience an episode of heartburn while taking Prilosec OTC you can take an antacid. You
should not take an H2 blocker for several hours before taking Prilosec OTC because H2
blockers can decrease the effectiveness of proton pump inhibitors. Prilosec OTC works best
when taken 30 minutes to one hour before the first meal of the day. Prilosec OTC is the same
strength as prescription omeprazole (generic Prilosec). Some people who have prescription
plans with a low co-pay may find prescription omeprazole cheaper than Prilosec OTC.•
Advanced MeasuresThe measures mentioned above are all things you can do yourself to relieve
the daily discomfort of heartburn. If you still experience heartburn after following the Self-Help
Nutritional Program for four weeks and incorporating these recommendations, see your
physician. When the OTC H2 blockers fall short, your doctor can give you a prescription for
Tagamet, Zantac, Pepcid, or Axid (usually twice the strength of the OTC drugs, except for Extra
Strength Pepcid AC, which contains the same dose of Pepcid as the 20 mg prescription
strength). Many doctors use H2 blockers as a first-line treatment for heartburn because of their
overall safety and effectiveness. Frequently the recommended dosage of these drugs—for
example, 150 mg twice a day for Zantac—has to be doubled (300 mg twice a day or 150 mg four
times a day) in order to relieve symptoms. Rather than double the dose of the H2 blocker, which
also doubles the expense, I personally feel it is cheaper and more effective to switch from an H2
blocker to a so-called proton pump inhibitor (Prilosec, Prevacid, Aciphex, Protonix, or Nexium,
see below).Although blocking acid secretion is a useful strategy to treat heartburn and
esophagitis, another strategy is to fix the actual problem by strengthening the LES valve.
Promotility drugs (Reglan and Propulsid) work by increasing the tone of the LES. They also
improve esophageal contractions so that any refluxed acid gets cleared quickly back to the
stomach. Finally, they hasten emptying of stomach contents into the small intestine so there is
less acid to reflux into the esophagus when you lie down. These drugs work about as well as the
H2 blockers but not as well as the proton pump inhibitors and can be used as a first-line
treatment of GERD. These drugs can also be used in combination with a proton pump inhibitor
for those individuals who do not respond to Prilosec, Prevacid, Aciphex, Protonix, or Nexium
alone.Each of the promotility drugs has a potential for serious side effects and should be used
with caution. Metaclopramide (trade name Reglan) can cause lethargy, depression, and
abnormal muscle reactions. Cisapride (trade name Propulsid) can cause potentially fatal cardiac
arrhythmias when given to individuals with preexisting heart disease or those taking drugs that



can interact negatively with Propulsid (for example, toenail fungus drugs like Sporonox and
antibiotics like erythromycin and Biaxin). You should ask your pharmacist if any medication you
are taking might interact with Propulsid. You should avoid grapefruit products while on Propulsid.
In fact, Propulsid has essentially been taken off the market because of its potential to cause
cardiac arrhythmias. You can get the drug only if your doctor fills out a form requesting the drug. I
personally use the promotility drugs for patients who have regurgitation or nausea as a
prominent feature of GERD. I also use metaclopramide (sometimes in combination with a proton
pump inhibitor) in patients who have reflux symptoms aggravated by slow stomach emptying
(see gastroparesis, chapter 6).When the prescription-strength H2 receptor antagonists
(Tagamet, Zantac, Pepcid, Axid) or promotility drugs (Reglan) in combination with appropriate
dietary measures fail to control your reflux symptoms, the next step is usually substituting the H2
blocker or promotility drug with a proton pump inhibitor.Many gastroenterologists start their
patients on proton pump inhibitors since H2 blockers work effectively in GERD patients only
about 50 percent of the time. By using proton pump inhibitors right away, patients get relief more
quickly and some studies have shown that this results in overall cost savings (fewer trips to the
doctor, fewer endoscopic procedures).Proton pump inhibitors block the enzyme that pumps
protons or hydrogen ions (H+) from special cells in the stomach. Hydrogen ions combine with
chloride to form hydrochloric acid. By blocking the so-called proton pump omeprazole (brand
name Prilosec), lansoprazole (brand name Prevacid), rabeprazole (brand name Aciphex),
pantoprazole (brand name Protonix) and esomeprazole (brand name Nexium) can effectively
shut down acid production in the stomach. They are stronger than the H2 blockers and more
likely to alleviate symptoms of heartburn and heal esophageal inflammation (esophagitis). A
single dose of a proton pump inhibitor in the morning before breakfast is usually enough to
control symptoms all day and all night.The proton pump inhibitors (PPI) are just about equally
effective in their ability to heal esophageal inflammation caused by acid reflux (reflux
esophagitis); however, some people find that one PPI may work better than another to relieve
their heartburn and/or other GERD symptoms. Most of the time it is difficult to predict which PPI
may work best for any given patient. Most doctors will just prescribe their favorite PPI and see
what happens. If your GERD symptoms are not completely relieved after two to four weeks on a
PPI, there are several things you and/or your doctor can do.PPIs work best if taken 30 to 60
minutes prior to the first meal of the day. If you don’t eat breakfast, take the PPI before lunch.
Some doctors may recommend taking the PPI 30 to 60 minutes before dinner for their patients
with nighttime heartburn who continue to have symptoms when the drug is taken before
breakfast. PPIs should not be taken at bedtime because they work best if a meal is consumed
30 to 60 minutes later (the meal activates the proton pumps in the stomach cell and PPIs can
only knock out active proton pumps). PPIs should not be taken during a meal. This is especially
important when taking Prevacid or Nexium since food can decrease the absorption of these
drugs by one-third to one-half. Protonix and Aciphex do not seem to be affected by food but
ideally should still be given 30 to 60 minutes prior to the first meal of the day.People with severe



esophagitis may do better with a 40 mg. PPI (Protonix or Nexium), rather than a 20 mg PPI
(Prilosec or Aciphex) or a 30 mg PPI (Prevacid). Nexium has been shown to be more effective
than Prevacid in healing severe reflux esophagitis and Protonix has been shown to heal severe
esophagitis as effectively as mild to moderate esophagitis by eight weeks. In one study Protonix
and Nexium had equal effectiveness in healing esophagitis.In those individuals who take their
PPI intermittently whenever their heartburn acts up, choosing a PPI that has a fast onset of
action may be an advantage. (Remember antacids and combination antacid/H2 blockers such
as Pepcid Complete work much faster than PPIs) Among the PPIs Aciphex seems to work
quickly with approximately 80 percent of patients reporting some relief of heartburn on the first
day the drug is taken. Similar results have been reported for Protonix. Without direct head-to-
head studies comparing the different PPIs, it is difficult to know for sure that one PPI is truly
better than the next.For those individuals who continue to have nighttime GERD symptoms
despite treatment, Protonix may offer some advantage. After a single dose, Protonix seems to
be present in the blood at higher concentrations for a longer period of time than the other PPIs.
Furthermore, there is some evidence that Protonix, once bound to the proton pump, may inhibit
the pump’s activity for a longer period of time. This longer duration of action may help control
symptoms throughout the night. For some people, giving the PPI 30 to 60 minutes before dinner
rather than breakfast may improve nighttime symptoms. In some instances you may need to be
given a PPI before breakfast and before dinner to control GERD symptoms.
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Jeff Marzano, “White Sugar Is A Poison. I read the earlier edition of this book and have the new
edition. I thought it was good enough to buy the second edition.If you ever watch the
commercials on TV during the evening news you would think pretty much everyone in the United
States has something wrong with their stomach. That is not too far off.I've seen tv commercials
encouraging teenagers to start taking laxatives.This book is good because it gives real life
examples and doesn't try to tell anyone to always eat pefectly which is basically impossible and
even if it is possible the person would die of monotony probably. For example I used to eat 3 or 4
pork chops at one meal but the book says meat should not be as significant a part of the diet.
This causes you to lose weight also in a safe way.The biggest thing I think is the part about
exercise. The book says go for a long walk every night.If you do this and also identify things you
may not be able to digest such as milk you shouldn't have too many stomach problems. There's
milk out now called 'Lactaid' which has the lactose enzyme added in.Those who don't do these
things will ultimately try to treat their problems with over the counter or prescription drugs rather
than attack the problems at the source.Updated 12/23/07-----------------Since I read this book and
wrote the original review I have learned more about diet. The hell that I went through with my
stomach was mainly caused by flooding my system with white sugar and other refined
sweeteners such as high fructose corn syrup. White sugar is basically a poison for the body.
The soft drink and candy companies are poisoning America and the the entire world really with
this crap.White sugar attacks and weakens the immune system. When I removed it from my diet
I lost my allergies for trees, grasses, molds, and ragweed.But you have to beware of so called
'sugar free' candy and other things also. These contain the sugar alcohols which are even worse
than white sugar.What you should look for is raw (not necessarily organic) sugar.An emerging
discovery in the area of natural health is maintaing the proper Ph level in the body's chemistry.
Jeff Marzano
  
Sugar in the Raw Raw Sugar, 24-Ounce Bags (Pack of 12)

  
  
    
  



Alkalize or Die

  
  
    
  
The Acid-Alkaline Diet for Optimum Health: Restore Your Health by Creating Balance in Your
Diet

  
  
    
  
McCann's Steel Cut Oatmeal, Traditional, 28-Ounce Tins (Pack of 4)”

Shirley N Ross, “Things you wanted to know but the doctor didn't tell you. This is an excellent
book for solving many chronic gastrointestinal problems without being on medication. The
material is written in layman's language so is easily understood. The diets suggested and
menus are extremely helpful. There is truth in the saying, "you are what you eat", and for some
us, many foods we ingest do not agree with our particular digestive system. Many doctors today
are prone to prescribing pills for everything, but often there are side effects from the pills, so if
you can restore your body to health a natural way, it is to your benefit!”

Ebook Library Reader, “Four Stars. A good reference book.”

JADE, “Great book. I bought this book for my doughter that suffers with IBS and she found this
author of great helpand very well written.So much detailed and accurate.Great help,since she



has been dealing with digestive disorder for over ten years.Must read for anyone with digestive
problems.”

Donna, “Five Stars. This information is so clear and easily understood. If you have
Gastrointestinal problems, this is the book for you.”

LISBON, “A VERY USEFUL BOOK AS IT IS WRITTEN IN A VERY EASY .... A VERY USEFUL
BOOK AS IT IS WRITTEN IN A VERY EASY TO UNDERSTAND MANNER, EXPLAINS SO
MUCH ABOUT THE GI TRACT, WORTH GETTING AS IT HELPS YOU TO HELP YOURSELF
IN IMPROVING YOUR GI TRACT HEALTH AND ADVISES YOU ABOUT OPTIONS ON
MEDICATION AND MEDICAL PROCEDURES SO YOU ARE ABLE TO MAKE A BETTER
CHOICE IN HOW YOU WISH TO GO AHEAD WITH TREATMENTS. MY ONLY COMPLAINT IS
THE BOOK IS SMALL SO FONT IS SMALL AND I HAVE TO USE A MAGNIFYING GLASS.”

John Kensinger, “Five Stars. Detailed and explanative!”

The book by Paul Jenner has a rating of  5 out of 3.9. 29 people have provided feedback.
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