
Gut: Stool Testing - Part 8

Tracey O’Shea: Let’s talk about secretory immunoglobulin A [(IgA)] since I’ve already mentioned

it several times in this presentation. I’m going to refer to it as secretory IgA, so we don’t have to

refer to it as secretory immunoglobulin A every time. It’s a class of antibodies produced by and

secreted from mucosal surfaces, especially the gastrointestinal [(GI)] and respiratory tract.

IgA is the first line of defense against the entry of enteric toxins and pathogenic organisms from

the colon, and secretory IgA plays a number of important roles. It regulates the balance of

beneficial bacteria, prevents colonization by pathogens, [and] promotes recognition and

tolerance of commensal organisms. So even in that sense, it could protect against inflammatory

bowel disease, which is thought to be an autoimmune attack against commensal bacteria. It

maintains [GI] barrier function, and it promotes the formation of healthy biofilms in the gut, which

contain beneficial organisms. It’s important to understand that secretory IgA is not an

independent marker of anything. So it’s really best used as a marker to determine the outcome of

treatments of gut pathologies, and it’s also important to note that it can take several months after

the removal of the trigger to normalize. And addressing high or low secretory IgA requires

rebuilding the gut and stress management and all the things that we’re going to talk about

throughout the treatment protocol section. So it’s not by itself a marker that you can just throw a

supplement at. It really does take a more well-rounded gut rebuilding approach.

kresserinstitute.com 1



There [are] no validated correlations between secretory IgA levels and disease states; it’s most

commonly used as an outcome measure in clinical trials. So, for example, they measure it before

they do an intervention, and then they measure it after an intervention, and they use that as the

markers to determine the effect of that intervention. That said, there are some great general

inferences that we can make from secretory IgA levels. High levels may indicate activation of the

gut immune system, and this may be a normal transit response to the intestinal viral or bacterial

pathogen, or it may indicate something more chronic and pathological. [For] the patient on this

slide, we saw this result before; they had a history of [gastroesophageal reflux disease] (GERD)

and GI issues, and lysozyme was significantly elevated, suggesting inflammation. [The patient]

also had fungal overgrowth and Blastocystis hominis. So it’s not surprising to see that the

secretory IgA was elevated in this case.
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Low secretory IgA may be more indicative of chronic problems, though research is not super

clear on this. As mentioned, secretory IgA has several important functions. If low, [the] risk for

dysbiosis, pathogen invasion, and leaky gut goes up. The Doctor’s Data example is a 52-year-old

female with Lyme [disease] and mold and [chronic inflammatory response syndrome]. And the

[Diagnostic Solutions Laboratory] example is a 67-year-old female with rheumatoid arthritis,

Hashimoto’s [disease], and [Helicobacter] pylori infection. So I’ve also seen this happen or [have]

seen chronically low secretory IgA in some of my [patients with] autoimmune [disease].
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Sometimes you’ll see undetectable levels of secretory IgA as you do on this test result. The range

is 51 to 204, and this patient had less than 0.1. So it was literally undetectable. [A] 45-year-old

male with Blastocystis hominis, Endolimax nana, and Entamoeba hartmanni. So this patient was

under severe GI distress. In this case, when we see undetectable secretory IgA levels where one

quantitative immunoglobulin panel that measures the total levels of IgE, IgA, IgG, IgM, with either

Labcorp or Quest because some people do have genetic deficiencies in IgA production where

they can’t make any at all. So we want to know if that’s present.
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In this case, we ran the panel for this particular patient, and as you can see, it was normal. The

levels of immunoglobulins all fall within [the] normal range. So, in that case, it was not a genetic

inability to produce IgA, but there was some specific pathology that we were dealing with that

was causing the depletion in IgA, and sometimes we’ll see that in cases of fungal overgrowth, as I

mentioned before.
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The next marker we’re going to talk about is short-chain fatty acids. Short-chain fatty acids are

produced by beneficial bacteria in the gut, specifically Bacteroides and Clostridia, and

Lactobacillus and [Bifidobacterium] to a lesser extent. Fecal short-chain fatty acid concentrations

are dependent on short-chain fatty acid production. So epithelial absorption, cross-feeding

interaction, but for the most part, low fecal short-chain fatty acids reflect low production.

Short-chain fatty acids decrease the pH of the colon, making the environment unsuitable for

pathogens, like bacteria and yeast. Short-chain fatty acids are the end products of bacterial

fermentation of fermentable carbohydrates. This is one reason why these carbs are so important

and why we’re not huge fans of very-low-carb diets for most people for extended periods of time.

Short-chain fatty acids can be low when inflammation is high. The T reg cell production and

differentiation that produces this balance in the immune system can stimulate growth and repair

of enterocytes. If you see the markers of low production, then you can take a look at your key

butyrate producers like Clostridia in the Firmicutes section in the GI Effects and the Bacteroides

phylum for acetate and propionate production. So we see Clostridia and butyrate mostly

connected, and then the Bacteroides for acetate and propionate production. If anything is out of

range here, the prebiotics or increased fermentable carbohydrate in the diet [is] an effective

treatment for most individuals. Typically, those with higher gut diversity, or [who] were in better

shape to start with, will do a little bit better with prebiotic fiber. So you have to be cautious

because sometimes it could exacerbate symptoms or increase inflammation if low gut diversity is
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a problem and you have a lot of gut microbes that are not producing a lot of short-chain fatty

acid.

Supplemental colon-targeted butyrate is typically better tolerated in these individuals and

engages a positive feedback loop that supports the growth of butyrate producers. The Doctor’s

Data example on this slide is a 28-year-old female with SIBO, dysbiosis, and Hashimoto’s

[disease]. And you can see the low percentage of acetate, butyrate, and valerate, up above you

couldn’t see, but they also had pretty low levels of some of those producers. The Genova

Diagnostics sample is a 43-year-old female with insufficiency dysbiosis, pathogenic bacteria, and

low elastase levels. You can see that her short-chain fatty acids are low normal, but her

beta-glucuronidase levels are very high.

The last markers that we have are for general intestinal health. As discussed previously, red

blood cell markers are generally a marker of parasitic or bacterial infection, or can be present in

IBD or colitis. Also, you’ll want to rule out colorectal cancer, fistulas, or hemorrhoids when you do

see red blood cells present. pH is largely dependent on short-chain fatty acid production, so you

can often see a correlation. Occult blood can be indicative of free hemoglobin in the stool often

caused by bleeding in the GI tract. So we see the occult blood on the Doctor’s Data tests be

really variable. We’ve done a lot of follow-up testing with Labcorp or Quest and other labs when

they’re positive. And a lot of times, that follow-up test can come back negative. Now, is the test
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not accurate, or was it just a transient hemorrhoid, something else that was in the stool that was

causing the occult blood? But you always want to double-check with Labcorp or Quest.

I’ll usually do three samples, [on] three different days just to make sure that [I’m] not missing

anything. At the very least, I do two. That way, you’re just confirming; you’re not worried about a

false negative. If the occult blood is positive and it stays positive, then you may want to consider

sending to a gastroenterologist if it’s getting worse, for a colonoscopy. But again, most of the time

when we retest, it ends up being negative. But you want to do your due diligence.

This particular patient was a 48-year-old woman with chronically loose stools and had fungal

overgrowth specifically, and we treated, boosted short-chain fatty acid production and these

numbers improved.
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