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Allergies, intolerances and food-group-excluding diets
Introduction 
The topics that will be discussed are food allergies and intolerances, how they affect the lives of those suffering from them, and how they have further encouraged individuals to follow fad diets. These topics are important, worthy of further research and discussion because of the increase in the prevalence of allergy/intolerance sufferers and those following fad diets (Tang and Mullins, 2017). Those suffering could be genuine i.e. consistently getting mild discomfort or serious side effects from consuming certain foods or food groups, or claims from individuals following a trend/falsely self-diagnosing. A study performed earlier this year had a 12% report rate of perceived allergies that the researchers did not deem to be properly diagnosed (Ali, 2017).  The main topics of discussion in this paper include the prevalence of allergies and intolerances; the differences between an allergy and an intolerance; diagnosis of allergies/intolerances; if and how allergies/intolerances can be treated; risk factors that could influence their development; if there are prevention measures, and if and how this has had an influence on the number of people following fad diets e.g. gluten/diary free without appropriate diagnosis of celiac disease or lactose intolerance. 
Discussion
The definitions and characteristics of food allergies and intolerances have clear, concise differences. The term food allergy or anaphylaxis has been defined by many, providing an explanation of the science behind the issue and the effects on the human body. According to a journal published in 2006 (Sampson et al), anaphylaxis is ‘a condition caused by an IgE-mediated reaction’ where these reactions ‘are often life-threatening and almost always unanticipated’. When an individual with a food allergy touches/ingests a material/item of food, an attack will occur which can range in severity depending on the individual and the extent of contact with the allergen i.e. duration of contact and whether ingestion occurred. Since ‘Anaphylaxis is a severe, potentially fatal, systemic allergic reaction that occurs suddenly after contact with an allergy-causing substance’, i.e. ‘serious’ and ‘may cause death’ (Sampson et al., 2006). This is clearly a serious issue which requires more research into means of prevention. 
 Food intolerance has a different set of defining characteristics. Lomer (2015) defines food intolerances as ‘non-immunological’ i.e. due to ‘intestinal defence in addition to humoral and cellular immunity’ (Sarker and Gyr, 1992). Food intolerance is ‘associated with gastrointestinal problems’ (Lomer, 2015) and have little impact on the rest of the body. 
 There has been a huge increase in the prevalence of food intolerances in recent years, and allergies. However, ‘there is uncertainty about the prevalence of food allergy in communities’ (Rona et al., 2007). Considering the age of the source, more research may have been carried out on the topic providing exact figures. There will also be a small number of people whose allergies are manageable and therefore aren’t reported. The prevalence of food allergies is generally higher in richer areas where there is greater ingestion of highly processed foods, and resistance to antibiotics. Skypala and Vleig-Borstra (2014) support this notion saying, ‘The increasingly processed nature of the Western diet, in combination with influences on the gut microbiome, may contribute to the rising prevalence of allergic disease, including food allergy’. With each leap forward humans make in science, comes another drawback. The same journal states, state ‘recent findings from studies in infants and children indicated that a Western diet could enhance the development of allergic disease, possibly due to an effect on the homeostasis of the gut microbiome, impacting the immune status of individuals’ (Skypala and Vleig-Borstra, 2014). Certain foods, especially heavily processed ones, are having negative impacts on the gastrointestinal and digestive tracts causing adverse reactions. As noted above, these reactions can be fatal i.e. we are contributing to our own downfall. Ultimately, the main issue here is the processed diet of the current generation. 
Food intolerances are thought to affect a larger proportion of the population than food allergies. Lomer (2015) states ‘Food intolerance affects 15–20% of the population and may be due to pharmacological effects of food components, noncoeliac gluten sensitivity or enzyme and transport defects’. Both intolerances and allergies have been affected by diet. There are certain conditions that increase the likelihood of being diagnosed with a food intolerance, or assuming/self-diagnosing as having one. Lee and Lee (2017) state ‘perceived food intolerance is high (70%) in subjects with IBS’ as both have very similar symptoms i.e. both involve problems with the gastrointestinal tract. Again, have obvious links to the types of foods included in ones diet. 
 Sicherer and Sampson (2010) found that ‘Adverse immune responses to foods affect approximately 5% of young children and 3% to 4% of adults in westernized countries and appear to have increased in prevalence’. This source implies that children can become less sensitive to allergens as they get older.  However, the difference in the prevalence among the age groups could largely be due to the diet the adults had as children, which would have been less processed than the current children’s diet. In a study conducted earlier on this year, it was found that any given allergy ‘is estimated to afflict up to 8% of children and 5% of adults’ (Ali, 2017). Clearly the figures have changed, but the diets of the children and adults would differ i.e. now more heavily processed. The immunity to different illnesses and medicines may have decreased in this time. Antibiotics are used much more widely today and could have affected this figure as germs/viruses/allergens are developing immunity. Prevalence has only increased by 1-2% for adults, but has nearly doubled for children. A recent study explained, ‘Epidemiological studies have demonstrated that the prevalence and severity of food allergy may be increasing, particularly in children’ (Nurmatov et al., 2017). Again, this could be due to the heavily processed diet, the increased use of antibiotics and germ-killing chemicals, decreasing natural immunity of humans and negatively affecting the gut.
Other factors that may increases one’s chances of developing an allergy or food intolerance include ‘vitamin D insufficiency, unhealthful dietary fat, obesity, increased hygiene, and the timing of exposure to foods, but genetics and other lifestyle issues play a role as well’ (Sicherer and Sampson, 2014). The majority refer to a development of an allergy or intolerance in later life from personal dietary choices as opposed to being pre-disposed. Having an insufficient amount of vitamin D in the diet could complicate things further if someone is following a dairy-free diet regardless of their dietary needs as they would then be susceptible to developing more allergies/intolerances. The journal goes on to identify and briefly describe more risk factors which increase the risk of an individual being diagnosed with an allergy. This list can be seen below,  
‘A plethora of risk factors are proposed to influence food allergy or sensitization, including sex (male sex in children), race/ethnicity (increased among Asian and black children compared with white children), genetics (familial associations, HLA, and specific genes), atopy (comorbid atopic dermatitis [AD]), vitamin D insufficiency, dietary fat (reduced consumption of omega-3-polyunsaturated fatty acids), reduced consumption of antioxidants, increased use of antacids (reducing digestion of allergens), obesity (being an inflammatory state), increased hygiene, and the timing and route of exposure to foods (increased risk for delaying allergens with possible environmental sensitization)’ (Sicherer and Sampson, 2014). 
 This source states that the most at-risk individuals are genetically pre-disposed and have a poor diet. Diets mainly consisting of processed food is a recurring theme that is clearly affecting ones susceptibility to intolerances and allergies. 
 The risk factors associated with food intolerances are less associated with pre-disposed factors as they are general life stressors, ‘Logistic regression identified medical co-morbidity, anxiety/depression, and life event stress as independent risk factors for these disorders’ (Sasaki et al., 2017). Most food intolerances are discovered/developed in early adulthood when stress is rife. However, as is stated before, food components can increase the risk of developing a food intolerance. Recent research on the substances found to have high intolerance rates found, ‘Fructans, fructose, and lactose found in these products are common causes of food intolerance due to fermentation of undigested nutrients in the colon’ (Sasaki et al., 2017). Each body is slightly different in shape, size etc. and some will not process certain food products in the same way as others. 
Once it is clear an individual has a diagnosed allergy the only way to prevent the onset of anaphylaxis is strict avoidance of that allergen(s). If the allergy is classed as severe/fatal, it may be necessary not to consume foods that have been in contact with an allergen, so contamination does not occur. Despite the lack of ways to prevent an attack, experts in the field have published articles explaining how to manage an allergy.
 Prevention is better than cure, thus researchers have made a conscious effort to recommend certain prevention measures. One journal states ‘the prevention of allergic disorders through modification of early nutritional interventions is of great interest’ (Vandenplas et al., 2017). Clearly nutrition in the early stages of life can make a great difference on the development of allergy in later life. The authors detail these interventions, which if followed would be beneficial to the economy as medical supplies and staff would not be needed as frequently to diagnose or treat anaphylaxis. The recommendations given are as follows, ‘Infants with a documented hereditary risk of allergy (i.e., an affected parent and/or sibling), who cannot be breastfed exclusively, should receive either a partially or extensively hydrolysed formula as a means of preventing allergic reactions’ (Vandenplas et al., 2017). Any young child with risk factors contributing to the development of an allergy should be breastfed if possible because there are proteins and fatty acids in breast milk that help protect the infant’s immune system (Cashin, 2017). If breast feeding is not appropriate, the infant should be provided with a formula containing similar compounds to mimic the beneficial effects of breast feeding. 
 There are still very few ways to treat or prevent the onset of an allergy; there are no medicines or patches etc that can effectively treat an allergy to prevent anaphylaxis occurring or decrease the severity of the allergy. The advice given to allergy sufferers is to avoid consumption of an allergen and treat an attack with a shot of adrenaline. This is reiterated in a journal explaining how to treat allergies, ‘strict allergen avoidance and the use of injectable epinephrine in emergency situations’ (Oyoshi et al., 2014). Although it is previously stated there are not many tried and trusted medicines around to treat allergies, a few Chinese remedies exist that appear to have had some good reviews. Zeiger (2003) explains that these remedies are herbal, and have been generating increased interest due to its ‘reported effectiveness, favourable safety profile and low cost’. They do require further research for unforeseen risks. However, the best way to prevent attacks is to eat a more natural diet consisting of less processed foods as they are the types of food that are more likely to be contaminated/contain the most common of allergens. 
Before one can remove risk, prevent and/or treat an attack, a diagnosis must be made. The following diagnostic methods are specific to food allergies and commonly used in practice, ‘precise in vitro and in vivo tests for immunoglobulin E-mediated food allergies, in vitro assays for predicting development of oral tolerance, and novel noninvasive tests for cell-mediated food allergies such as patch testing, cytokine assays, and detection of eosinophil activation markers’ (Zeiger, 2003). Although the research is over ten years old, there is little evidence of changes in diagnostic methods. It is important that the diagnosis is completed by a medical professional, especially in the diagnosis of food intolerance. Certain individuals will diagnose themselves as having an allergy/intolerance without having been seen by a medical professional. A study observing the prevalence of food allergy in university students found that ‘Of the 104 students in the perceived food allergy group, 90 (86.5%) reported self-diagnosis or consulting an acquaintance (e.g., a parent, friend, or colleague) without ever consulting any health care provider’ (Ali, 2017). Without medical training, one does not have the relevant knowledge to diagnose themselves. Some may mistake extreme dislike to the taste/texture of food for an allergy. Sicherer (2010) states ‘diagnosis requires a careful medical history, laboratory studies, and, in many cases, an oral food challenge to confirm a diagnosis’. Without one or more of these being presented and examined by a medical professional, one cannot state that they are allergic to a certain food or group of foods. 
  With the ever-increasing number of individuals self-diagnosing themselves as having a food allergy or intolerance, there has also been an increase in the number of people following ‘fad diets’ i.e. cutting whole food groups out of their diet without medical tests or instruction. Keterson (2017) groups fad diets into: ‘food-group-excluding diets, macronutrient-excluding diets, and overall energy-restricting diets’. When eating to incorporate a food intolerance, individuals tend to look at food-group-excluding-diets e.g. not eating any products which contain lactose or gluten (these being the most common will be the main examples used in this text). This can mean that certain vital vitamins and minerals will not be consumed in their correct quantities, for example, there is around half the amount of iron in gluten-free products (Jamieson and Gougeon, 2017). This is of the most concern regarding lactose-intolerance and calcium intake. Lactose and calcium are most commonly found in dairy products. Cutting out dairy to cut out lactose can cause a major decrease in the volume of calcium consumed per day which has negative links to bone health. This notion is held by Nordin and Morris (1989) who state, ‘calcium deficiency causes osteoporosis’. That view has been held ever since; ‘Deficient dietary consumption of calcium leads to lower bone mineral content and BMD, which in long-term leads to osteopenia and osteoporosis’ (Chon et al., 2017). Although there are ways to include calcium in the diet despite not consuming diary, calcium appears in much smaller quantities; dairy products are by far the best source of calcium. Increasing the risk of developing osteoporosis is just one of the dangers following a fad diet can cause which are often skimmed over. There was a time when celebrities, beauty bloggers and magazines boasted of the benefits a dairy-free diet can have on skin, weight loss, feelings of stress/anxiety and energy levels. Although these benefits may seem worth it in the short term, the research shows there are long-term implications. 
 Similar things can be said from going gluten free. Many people will follow this diet because of the media attention it has gained, and the benefits stated in magazines etc which tend to have very little scientific research behind them. It is often the case that a handful of famous people will make a statement about a diet they feel works for them, and the media will then encourage everyone to live off the same diet e.g. ‘The gluten-free diet, touted by celebrities for weight loss, and athletes for improved performance’ (Jones, 2017). Different diets work for different people, it is all down to personal preferences. Some people attempt to stick to these types of diets for the wrong reasons. Gluten free diets are the most common for this, ‘Although the gluten-free diet is an absolute necessity for people with celiac disease or nonceliac gluten sensitivity, people without diagnosed gluten issues are trying the diet to assist in the management of other medical issues’ (Jones, 2017).Those following the diet for medical reasons have a better understanding of the alternatives they can consume which contain the nutrient they will now lack, however there are still some people who will follow a gluten free diet for non-medical, media-driven reasons. For example, ‘A 2013 study found that 65% of American adults think gluten-free foods are healthier, and 27% choose gluten-free products to aid in weight loss’ (Jones, 2017). These are examples of people following a fad diet because celebrities/media say they should. 
 Practical implications
 Of course, if the allergy/food intolerance is genuine, as was said above, strict avoidance of the foods that cause reactions is mandatory. Allergy/intolerance sufferers would be made aware of this by a doctor. However, for those who self-diagnose or simply choose to live off a fad diet, there need to be more posters/advertisements containing information on what the public should do if they think they may have an allergy/intolerance; and the negative implications to be aware of when starting a new diet, especially if this is a diet which takes out entire food groups. There are signs/notices in numerous places about checking for various other diseases, there should be more notices stating what to look out for if you think you have an allergy, information disproving myths believed by the public and how to lower one’s chances of developing an intolerance i.e. encourage people to eat less processed food. It should also be made a necessity for websites/magazines etc who promote these kinds of diets to make a point of mentioning that it is necessary to see a doctor before starting such a diet whilst listing effects that can occur and possibly even including a link to a national health website detailing the ins and outs of allergies, intolerances and food-group-excluding diets. This way individuals get the correct information they need from recognised organisations rather than seeking information from self-named nutritionists/doctors etc who are only looking to increase their popularity or sales of specific diet books. In the most basic of terms, there needs to be more involvement from governments to stop people trying out unnecessary diets. 
Although there are lots of criticisms for food-group-excluding diets, it is good the media, companies and nutritionists are normalizing allergies/intolerances; incorporating this issue into their products; and thinking about diets for a wide range of people with specific dietary requirements. Not only have certain allergies become more recognised and mentioned/highlighted on the back of food packaging, but entire ranges of food have been developed for people with serious allergies, providing them with more options and reducing monotony of meals. The number of options available has increased, ‘the variety of GF products available to consumers has improved’ (Jamieson and Gougeon, 2017) (GF meaning gluten free). It could be said that without those extra people opting to follow a gluten/dairy free diet, the success of these ranges may not be so prominent. When companies see the increased demand for these types of products, they will increase supply to compensate. However, these foods require further experimentation to improve their ingredients as the products are still very expensive, have a much lower nutrient density and are extremely high in sugar (Jamieson and Gougeon, 2017). The greater expense of following a gluten free diet if celiac or gluten intolerant can be diminished by visiting a doctor to provide a prescription for gluten free foods, although not everywhere in the world caters for this/provides this same service, and it is still costly to both the consumer and the government when in a lot of cases it is not really necessary i.e. the allergy sufferer could self-cater and make their own bread using gluten-free flour for example, rather than buying a small loaf of gluten-free bread which can be quite costly. 
As is stated multiple times above, the best way to avoid fad diets, and allergy/intolerance episodes is to eat a more natural diet. Contamination is avoided, and it is more cost-effective to the consumer and the government (food on prescription does add to the overall medical costs). 
 In conclusion, allergies and intolerances are becoming more common and have encouraged people to follow fad diets that do not always contain the right proportions of vitamins and minerals. All of this could be avoided by simply eating a less processed, more natural diet.   
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