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‘Food is Better Medicine than Drugs provides a welcome rebalancing between
the reductionist medical approach and a more holistic and patient centred
approach to health and care. It ambitiously aims not only to re-orientate thinking
— it ranks with the great intellectual polemics such as Illich’s Medical Nemesis. It
is also an extremely practical piece of work, which both emancipates and
enables patients to remove their straitjackets and take a practical new approach
towards improving their health and welfare. It is packed with useful and original
information for patients with various long term diseases or those who are simply
seeking to live a healthier life. It challenges all of us as patients or doctors to
look beyond our obsession with drugs and procedures and recognise the
enormous added health benefits of nutrition, exercise, an altered perspective and
the importance of patients becoming an active part of their own treatment and
health. You may not agree with everything in this book but the underlying
messages are robust and this is packed with interesting facts and practical
information, which patients will find useful and which physicians cannot ignore.
In as much as we are all innocent victims of a system — patients, therapists and
pharmaceutical companies — this book is a crusade against ignorance and should
have a major impact not only on health policy and the way clinicians behave but
also on the way that individual patients look after themselves and the care that
they will look for.’

Dr Michael Dixon, Chairman of the NHS Alliance

‘Food is Better Medicine than Drugs contains a goldmine of nutritional advice...
This book will change your attitude to drugs. Read it, and never again will you
pill pop without first thinking of the cover-ups, side effects and risks — not to
mention the powerful marketing mechanism that is the pharmaceutical industry.’



Irish Independent

“This book is brilliantly researched, authoritative and full of compelling in-depth
research and fascinating case studies. In fact, this is a groundbreaking work and
one which T strongly feel should be read by all complementary medical
practitioners, tutors and patients...and doctors.’



CMA Forum

‘Should be on the core recommended reading list for all medical students.’
Jonathan Waxman, Professor of Oncology at the Hammersmith Hospital,
London

“This book advances our knowledge of recent scientific research, and throws in
some fascinating new ideas...with more dedication to lifestyle issues there may
be less reliance on drugs, and even if drugs are still necessary they should be
accompanied by nutritional measures as described by Patrick Holford and

Jerome Burne.’
Dr David Haslam, Chair of the National Obesity Forum
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Guide to Abbreviations
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Abbreviations and measures

1 gram(g) = 1,000 milligrams (mg) = 1,000,000 micrograms (mcg, also written
ng).

All vitamins are measured in milligrams or micrograms. Vitamins A, D and
E used to be measured in International Units (ius), a measurement designed to
standardise the various forms of these vitamins that have different potencies.

6mcg of beta-carotene, the vegetable precursor of vitamin A is, on average,
converted into 1mcg of retinol, the animal form of vitamin A. So, 6mcg of beta-
carotene is called ImcgRE (RE stands for retinol equivalent). Throughout this
book beta-carotene is referred to in mcgRE.

1 mcg of retinol (mcgRE) = 3.3ius of vitamin A
1 mcgRE of beta-carotene = 6mcg of beta-carotene
100ius of vitamin D = 2.5mcg
100ius of vitamin E = 67mg
1 pound (1b) = 16 ounces (0z)
2.21b = 1 kilogram (kg)

1 pint = 0.6 litres
1.76 pints = 1 litre
In this book ‘calories’ means kilocalories (kcals)
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Introduction

THESE pAYS 1T’s practically impossible to turn on the TV or open a paper

without seeing some kind of evidence that eating poor-quality food can make
you ill or at least below par, while eating fresh, wholesome food gives you a
much better chance of staying fit and healthy.

Morgan Spurlock’s movie Super Size Me was a vivid and shocking
illustration of just how bad a month’s worth of hamburgers, cola and milkshakes
can make you feel, while Jamie Oliver’s British TV series chronicling his heroic
attempts to provide decent food for schoolchildren made it clear not just how
hard it is to turn round an institution, but also what a differ ence proper food can
make in our children. Shortly before we finished this book, a report was
published in the US showing that a teenager drinking one can of fizzy drink a
day could put on 14lbs (6.4kg) a year! — thus moving a step closer to developing
diabetes or heart disease later in life.

Meanwhile, studies showing more specific benefits from the right sort of
nutrition are proliferating, too. Last January, scientists on a very big UK project
— 14,000 women followed up over 15 years — reported that the amount of
omega-3 essential fats in a pregnant woman'’s diet helps to determine her child’s
intelligence and fine motor skills as well as their ‘propensity to anti-social
behaviour’.2

So food is powerful stuff. Even so, it’s well known that many of us don’t
eat that well and that we also have low levels of various essential vitamins and
minerals. And this ties in with statistics showing that quite a few of us — like that
teenager clutching a daily bottle of cola — are heading for various chronic



diseases as we get older.

For example, one in six are set to develop diabetes, and one in six are
expected to die prematurely, the most likely cause being heart disease, strokes or
cancer. Obesity, linked to type 2 diabetes and a range of other health problems,
is becoming more common too: by the age of 50, one in three of us will be
officially obese. And it gets worse. A quarter of us will spend the last 30 years of
our lives with the pain of arthritis, and a quarter of those who make it through to
80 will have Alzheimer’s. Perhaps most depressing of all is the statistic that on
any given day in the UK, three in ten people are sick or in pain. Precise figures
may vary a bit in other Western countries, but the general picture is much the
same.

That’s the bad news. The good news is that it doesn’t have to be like this.
We can prevent these disorders, and we can also change the way we treat them
in people who do develop them. This book is all about what needs to be done
and why.

Bitter pill

At the moment, what happens to all these people hit by disease? In a word, drugs
— perhaps two or three to start with, then a dozen or more towards the end to help
deal with the symptoms of these diseases. Many more of us will be put on drugs
for less serious conditions such as high blood pressure or raised cholesterol, with
the promise that they will reduce our chances of joining the ranks of the
chronically ill. But is this really the best way to deal with the rising tide of poor
health?

So many of us view doctors as a kind of one-stop pill dispensary that we
rarely consider how limited this way of thinking is. To begin with, the drugs
almost never do anything about the underlying cause. They’re designed to treat
symptoms — raised blood pressure, the pain in your joints. And in the end, they
don’t do the job. Imagine that your health problem was a leaking roof and the
symptom was water dripping into the bedroom. Putting buckets under the drips
year after year would treat the symptom, but a more sane and satisfactory
solution would be to replace the missing tile.

Suppose you’ve been to your doctor and have been told that your blood-
sugar level is getting dangerously high — in fact, that you have type 2 diabetes.
You will very likely be given a drug called metformin, which will bring your
blood-sugar level down fast. Once it’s done its job, however, metformin will
obviously not get to the root of why you’ve got blood-sugar problems in the first



place. It’s the classic ‘bucket’ approach.

Getting to grips with your illness — replacing the tile — demands a solution
that goes much deeper. A drugless, and painless, way to treat the specific
condition while enhancing overall health. In essence, you need to avoid foods
that raise blood sugar. But just handing out diet sheets, as many doctors now do,
is worse than useless. We need to know how specific foods can fix specific
conditions, and how we can put both the basics of good health together with
those to make a nutritional blueprint that’s best for us.

Food for thought

More and more of us realise that the chronic diseases of the West are caused by
poor diet and an unhealthy lifestyle. As the evidence in this book will make
crystal-clear, we are digging our own graves with a knife and fork. So for both
prevention and cure, the logical route is to change what you put in your mouth.
And, as we’ll see, exercise more, and learn to handle stress better.

This is the approach that I (Patrick) have been championing for the last 20
years. For me it all began when I heard that a Canadian doctor was using
nutritional therapy to treat schizophrenia, with extraordinary success. I went to
meet Dr Abram Hoffer, the director of psychiatric research in Saskatchewan.
Hoffer had treated over 5,000 schizophrenic patients. I asked him what his
success rate was. He said, ‘Eighty-five per cent cured.’

As I am also a psychologist specialising in mental illness, I knew that the
drugs given for schizophrenia don’t cure anything, but act as a kind of chemical
straitjacket. This means they help the relatives more than the patient! Hoffer’s
definition of cure was ‘free of symptoms, able to socialise with family and
friends and paying income tax’. I was so impressed that I became his student and
learned how the right combination of diet and supplements really can cure a
wide range of serious health problems.

As you’ll see the further you get into this book, most doctors know very
little about this sort of detailed nutritional approach to preventing and treating
chronic diseases. They rely almost exclusively on drugs. But the problem with
instantly reaching for the prescription pad isn’t just that pharmaceuticals
generally only target symptoms. It’s also that many of the most widely used
drugs turn out to have dangerous and debilitating side effects. One of the
revelations of this book is that not only are adverse drug reactions or ADRs more
common than most people believe — but that the drug companies go to
remarkable lengths to conceal them from both doctors and their patients for as



long as possible.

This is one of the areas that I (Jerome) have been researching. I first
realised just how extensive and determined a drug company’s cover-up of a
dangerous side effect could be about six years ago, when I spent an evening
interviewing the psychiatrist David Healy in Wales. For several years he had
been campaigning to have a possible link between the antidepressant SSRI drugs
and suicide officially recognised and properly investigated by the drug
regulatory agency. During the evening he regularly amazed me with the amount
of data he had uncovered — internal company memos, clinical trials that had
never been published. All pointed to the fact that in a small proportion of
patients these drugs could increase the risk of suicide, and that the companies
were going to alarming lengths to conceal it. It took about five years before the
regulators acknowledged there was a problem.

As a journalist, I felt this was a shocking story that wasn’t being told
properly, and at a basic human level it just seemed wrong. The more I researched
it, the more it became clear that the way the truth about SSRIs had been
concealed was not an aberration but the norm. If people are going to make real
choice about how to treat health problems and disease, they should be aware of
just how much of the bad news about drugs is kept from them — and how much
of the good news owes more to marketing than science.

None of this is to say that drugs don’t have a major part to play in medicine.
If you had just been in a serious accident or needed a hip replacement or a
coronary bypass, there is little doubt that you would get expert and possibly life-
saving treatment at your local hospital. But what if, like millions of others, your
problem wasn’t acute? What if instead you were developing the early signs of
one of those chronic diseases that have now been indisputably linked with poor
nutrition?

Raised risks
Christine, for example, suffered from arthritis — nasty but not life-threatening —
and was given a prescription for the anti-inflammatory drug Vioxx. Her doctor
recommended it as a great improvement over aspirin. Shortly after starting on
the drug, she suffered a stroke which left her blind and paralysed on one side and
epileptic. She believes the drug, later withdrawn because it raised the risk of
cardiovascular problems (see Chapter 1), was responsible. Had she been treated
nutritionally, her story would have been quite different.

A clinical nutrition centre like the one run by Patrick would have advised
her to make sure she included good amounts of fish and fish oils in her diet and
to cut back on meat. She might have been given an allergy test to see if there



were any foods she should avoid, and she would also be advised to up her intake
of both antioxidants and B vitamins, and to take glucosamine. Natural painkillers
such as curcumin — an extract from the spice turmeric — and ginger might have
been suggested.

Ed Smith, who had suffered from arthritis for years, gave up anti-
inflammatory drugs and switched to a similar regime. ‘I used to have constant
pain in my knees and joints and I couldn’t play golf or walk more than ten
minutes without resting my legs,” he says. ‘Since following your advice my
discomfort has decreased 95 to 100 per cent.’

In this book we look at evidence, often hidden away in medical journals,
suggesting that bestselling drugs for chronic diseases — such as anti-
inflammatories for joint pain, cholesterol-lowering drugs and antidepressants —
may not be as safe and effective as we are led to believe. It’s only when you
know about this research that you can decide how taking the drugs compares to
an approach involving diet, supplements and simple lifestyle changes. In
essence, we’re giving you the basics for making choices in how you look after
your health.

We realise that making changes in the most fundamental aspects of life —
eating, exercising, dealing with day-to-day challenges — might seem much more
daunting than popping a pill. It’s not the usual default path. Many people only
make a move to change the way they’ve been living when they suddenly
experience, say, severe pain. So they’ll visit their doctor.

And rightly so. Doctors go through lengthy training to learn how to
diagnose disease. You need to get yourself properly checked out so that you
know what you are dealing with. If you’ve become ill, you need to understand its
origins — why you’ve lost blood-sugar control or thyroid function, or why your
arteries have deteriorated in such a way that you are now more vulnerable to
heart attack or stroke.

But once you’ve got a diagnosis, we hope you’ll use this book to make a
more informed choice about what course to take. Your doctor may well tell you
that this choice is between scientific, properly tested medicine (drugs, in short)
and untested ‘folk’ medicine that depends on exaggerated claims and ignorance,
and works — if at all — only through the placebo effect. We view that choice very
differently.

Good vs profitable
One of the most striking findings of this book is that much of the supposed



scientific basis for the top-selling drugs owes more to skilful marketing than a

detached assessment of the evidence. We too believe in scientific medicine — in

properly conducted controlled trials and accurate reporting of results.

Unfortunately, many drugs never go through this process — as we will show. So

the real distinction is actually between good medicine and profitable medicine.
We define good medicine very simply.

e It works — relieves the pain and removes the cause of the disease
e [t’s safe — has minimal side effects or risk of harm

¢ It’s doable — doesn’t cost too much and is practical.

Profitable medicine is just as easy to define, but completely different.

e It’s hugely expensive
e It’s synthetic because it must be to be patentable
e It’s designed only to relieve symptoms, so patients have to keep taking it

e It’s supported by multi-million dollar marketing campaigns.

We have plenty of evidence that many of today’s bestselling medicines are
money-making devices rather than effective, safe, affordable and practical
remedies. A large number of drugs, as will become clear, are brought on to the
market not because they represent a significant improvement over what is there
already, but simply so that the company can continue charging high prices for a
drug covered by a new patent.

What you need is some way of telling good medicine from profitable
medicine, so in Chapter 4 we set out the ten questions you need to ask your
doctor to find out which sort you are being offered.

We also believe in the Hippocratic principle — ‘First do no harm’ — so that if
there is a nutritional treatment that works just as well as a drug but is safer, then
we recommend it as a priority.

If you are fortunate enough to be fit and healthy, and plan to stay that way,
this book will help you to define the diet and lifestyle most likely to keep you
disease-free and drug-free.

How this book is organised



In Part 1 you will find out how modern pharmaceutical medicine, and especially
drugs aimed at the most common major diseases, has strayed away — for reasons
largely to do with profit and power — from the true science of healing and
keeping people healthy and free of pain. You will find out how, after the
dazzling discoveries of valuable new drugs in the middle of the twentieth
century, the relentless search for a new pill for every ill has given us a
prescription-based approach to chronic disease that owes more to marketing than
science. You’ll see how the truth about many of these drugs has been kept from
patients and doctors alike, making it impossible to practise a true science of
healing. This part of the book is for the many people who would like to handle
chronic conditions without the long-term use of drugs, but have up to now
lacked the right information to question the value of the drugs they are offered.

In Part 2, we explain why food really is better medicine than drugs, and
how to build your own perfect nutrition plan. You will discover a different way
of looking at your body and your health. Prescription drugs are often said to be
‘scientific’ because they contain one purified substance and target a single
pathway in the body. This is essentially a nineteenth-century view of the body as
machine: pull a lever here, shut off a valve there. But the body doesn’t work like
that at all.

Cutting-edge science now sees it more as an ecosystem, like a forest or a
coral reef, where all parts eventually affect all the others. A food such as an
omega-3 fat affects many parts of this system in a healing way: the walls of your
cells, your brain tissue, the stickiness of your blood, even the rhythm of your
heart. Most drugs actually affect more than one pathway, but the effect on most
of the unintended ones can cause harm — in other words, side effects. In this part
you’ll also find out how to give yourself a health check-up, and what needs to
change for you to pass the test.

In Part 3 we look in detail at the top nine chronic disorders, including
diabetes, depression, heart disease, joint pain and asthma and eczema. (We have
not addressed the many types of cancer because of its complexity, both in
prevention and treatment — a subject that warrants a book in its own right.) We
describe the main drugs you would normally be prescribed for them, and tell you
honestly just how good the evidence is that they are safe and effective. We then
go through the evidence for a range of non-drug treatments, concentrating on
nutrition and supplements. You will learn, for instance, how and why chromium
can be very effective in treating diabetes, why niacin is more effective in
normalising your cholesterol than statins, and just how poor the evidence is, in
comparison to safer nutritional alternatives, for antidepressants, sleeping pills
and the Ritalin-type drugs often prescribed for ADHD (Attention Deficit



Hyperactivity Disorder).

Finally, in Part 4, we look to the future and how we might all benefit from a
better system of medicine — one that is primarily committed to improving
people’s health rather than solely concerned with profits. We suggest some of
the changes that need to happen to make this a reality, such as significantly
increasing the tiny amount currently spent on researching the alternatives to drug
therapies. We expose the shoddy science behind the various vitamin scares — for
instance, the ones proclaiming that vitamin E is no good for protecting against
heart disease or that vitamin C can be damaging in large doses. We also describe
the work of a number of doctors who are already practising a form of medicine
that integrates nutrition, exercise and drugs. In these medical practices, serious
attention is paid to helping people change rather than just giving them offhand
lifestyle advice and then resorting to drugs when that, unsurprisingly, fails.

We all want to keep ourselves and our family and friends free of pain and
illness. And very few people want to keep taking drugs on a daily basis. Yet
many continue to swallow them, because they believe they’re safe and effective
and that other treatments can’t possibly pack the same scientific punch.

We wrote this book, however, to put the evidence that this isn’t the case
into your hands. We hope the advice in this book will restore your health if you
are unwell, and keep you healthy if you are free from disease. We invite you to
show this book to your doctor, your family and anyone you care about who is
currently suffering from any of the health problems or taking any of the
medications we cover. In this way, you will be playing your part in creating a
better future.

Mark Twain once said, ‘Everybody complains about the weather but no one
does anything about it.” Here’s your chance. You don’t have to swallow what the
drug companies tell you and you don’t have to suffer. Food really is better
medicine.

Wishing you the best of health,



Patrick Holford and Jerome Burne



Part 1

The Truth about Drugs



=

The Prescription Addiction
Why we need to kick the habit

Have you Ever fantasised about going back in time to an earlier,

simpler age? You may have dreamed of life as an Edwardian aristocrat, a citizen
of ancient Rome or a scion of the Baghdad caliphate. But whatever the era, there
is one modern advance you would find yourself missing desperately — medical
care.

Scientific medicine is undoubtedly one of the triumphs of the late twentieth
century. It is extraordinary to think that just under 70 years ago, on the eve of the
Second World War, doctors were relatively powerless at staving off disease.

They could make a careful diagnosis and say what the likely outcome was, but

after that nature was pretty much allowed to take her course.l

About the only effective remedies in British medicine cabinets at the time
were aspirin from willow bark, given for rheumatic fever; digoxin from
foxglove, a remedy for heart conditions; immunisation for some infections; and
salvarsin for syphilis. Meanwhile, children were dying from diseases like polio,
diphtheria and whooping cough, while adults succumbed to various infectious
diseases such as tuberculosis or puerperal fever, which killed 1,000 women a



year during childbirth.

Over the next 30 years, this bleak scenario was utterly transformed through
a series of remarkable discoveries. Among the treatments and medical
breakthroughs that emerged were penicillin, kidney dialysis, general anaesthesia
with curare, cortisone, a cure for tuberculosis, open-heart surgery, polio
vaccination, the contraceptive pill, hip replacements, kidney transplants, heart
transplants and the cure for childhood cancer.

The most highly publicised drugs coming out of this medical revolution
were antibiotics, which vanquished such major killers as septicaemia, meningitis
and pneumonia. But they didn’t only save lives. They also created the potent
myth that drugs would soon be able to cure most if not all of our illnesses and
afflictions. Folklore, luck and personal skill would give way to treatments based
on scientific principles that were testable and repeatable. It was a noble vision —
the application of science to benefit the health of humanity — and it is one that
most people still believe in today.

A darker side

But for all its remarkable successes in medical emergencies such as physical
trauma after a car crash, the performance of drug-based medicine has been far
less impressive in preventing and treating the chronic conditions that now plague
us — arthritis, depression, diabetes, heart disease. Not only do the drugs
concentrate on alleviating the symptoms rather than tackling the underlying
cause, but they inevitably have unpleasant and sometimes deadly side effects.
And these side effects are made even more damaging by drug companies’
practice of downplaying and concealing them.

Fred Myers, who is 68 and from Mattishall in Norfolk, used to love golf,
but now, following a heart attack, just practising his golf swing leaves him
breathless. He is one of 500,000 people in the UK who took the anti-
inflammatory drug Vioxx, which was withdrawn from the market in 2004 after
research showed that it doubled the risk of heart attacks. ‘I’ve kept fit all my life
— and done all the things doctors tell you you should do,” he says. ‘I don’t
smoke, don’t drink too heavily, don’t eat fatty food. The heart attack has altered
my life so much in the things I can do.” Myers started taking the drug for his
arthritis because he was told it wouldn’t cause the side effects he experienced
with traditional painkillers. Nineteen months later, he suffered a heart attack.2

There are now an estimated 10,000 court cases outstanding against Merck —
the makers of Vioxx — brought by patients in the US who claim to have been



damaged by the drug and not properly warned about the risks. One expert
estimates that 140,000 Americans were killed or now suffer from vascular
problems as a result of the drug, and the cost of legal actions to Merck has been

put at between $5 and $50 billion.2 As of April 2006, just six cases had been
heard. In three, the plaintiffs were awarded damages running into millions of
dollars. Myers is among 400 people from the UK who are now trying to sue
Merck in the American courts. No cases can be brought in the UK because
claimants have been refused legal aid and insurers will not fund no-win, no-fee
cases.

However, the Vioxx scandal is just one of a series involving widely used
drugs whose damaging side effects, it is claimed, were concealed from doctors
and public alike for years.

The SSRI (selective serotonin reuptake inhibitor) antidepressants are a
well-known case in point. Research done in the mid-1990s revealed a link
between these drugs and suicide in children, but no formal warning was issued
until 2003, by which time tens of thousands of young people had been prescribed
them. According to one study summarising a number of trials, the total number
of children who experienced a ‘suicide related event’ was 74 of the 2,298 on the

drug, versus 34 of the 1,952 on the placebo.# Though small, the risk is there.
Very recently, the makers of the SSRI Seroxat announced that, despite previous

statements, the drug could also cause a raised risk of suicide in young adults.>

An earlier disaster involved the heartburn medication Propulsid, which
could cause irregular heart rhythms. This was also widely prescribed to very
young children, even though there was never any evidence that it was effective
and it had been linked with a number of deaths. It was withdrawn from sale in
2000. For more details see page 49.

“The public are being allowed to believe that their drugs are safer and more
effective than they really are,” says Dr Marcia Angell, who for two decades was
editor-in-chief of the New England Journal of Medicine and is now a trenchant
critic of the pharmaceutical industry. ‘Journalists as well as the public and
physicians have bought, hook, line and sinker, the idea that these drugs are

getting better.’®

Food finds a way

The fact that people are being damaged unnecessarily by drugs that are being
prescribed to millions is bad enough. But the myth that these drugs are all firmly
science-based has led to another, possibly even more harmful long-term effect



on our health. It has meant that any non-drug treatments that do tackle the
underlying problem and don’t inevitably have side effects are not researched
properly, and end up regarded by mainstream doctors as unscientific and
ineffective.

After the drug revolution in the 1960s and 1970s, it became clear that food
and supplements directly affect many of the same biochemical pathways in the
body that drugs target, but with far fewer side effects. But patients are rarely told
about this. For instance, omega-3 fats lower production of the same
inflammatory chemicals that Vioxx does — without damaging the heart. Yet this
information is still only filtering through to public consciousness, and is
certainly not widely distributed by doctors. That diet, nutrition and supplements
can do much, much more — alleviate arthritis, as well as a range of other chronic
conditions like depression, angina, high cholesterol or high blood pressure — is
almost certainly never passed on, partly because the vast majority of doctors
have no training in nutritional medicine.

If your doctor qualified more than ten years ago, chances are he or she had
fewer than 12 hours of training in nutrition per se. Of course every doctor will
advise patients to eat healthily and take exercise, but with no specialist
knowledge, their advice can be too general to effectively target what’s actually,
specifically wrong. And it is important to get up to speed with this, as we’ll be
seeing throughout this book. When combined with other non-drug approaches
such as exercise and stress reduction, nutritional medicine has the potential to
cure many chronic conditions rather than just calm symptoms. And there is
plenty of evidence to back this up.

For instance, as we’ll see later, more drugs are dispensed to reduce the risk
of heart disease than anything else, yet omega-3 fatty acids are pretty effective at
this. To take just one study from dozens, a follow-up study of 84,000 nurses over
16 years — that’s a large number over a long period — found that ‘higher
consumption of fish and omega-3 fatty acids is associated with a lower risk of

coronary heart disease (CHD), particularly CHD deaths’.Z Drugs for depression
are also prescribed in large quantities but again there are plenty of studies
showing that omega-3 can have a beneficial effect on mood as well. Another
study compared 264 depressed elderly people in a home with 461 from the
general population and found a link between the amount of omega-3 in their
blood and how depressed or cheerful they felt. “There is a direct effect of fatty

acid composition on mood’, the authors concluded.?



STATINS VS THE MEDITERRANEAN DIET

Statins work by reducing the amount of cholesterol in the blood through
inhibiting a pathway in the liver that produces an enzyme that helps
produce cholesterol. These drugs are supposed to work best in people who
have already had a heart attack. But how well do they work when compared
with a change in diet?

A study published in 2002 gave patients either regular dietary advice
about low-fat eating from their doctor, or advice on eating a Mediterranean
diet. (This features fresh vegetables and fruit, fish, beans, seeds and nuts,
olive oil and moderate amounts of dairy products such as yogurt.) After
four years, those on the Mediterranean diet had a 70 per cent lower
incidence of heart disease — three times better than the usual risk reduction

in similar patients given statins.2

Another study published in 200512 looked at 74,000 people to see how
closely they were following the Mediterranean diet and what effect that had
on how long they lived. The patients were rated using a scale of one to ten —
a point for so much fish, one for grains and so on.

It was found that for every two points they got closer to the ideal
Mediterranean diet, their chances of dying within a period set by the trial
went down by eight per cent. People who followed the full Mediterranean
diet cut their chances of dying in the set period by 40 per cent. In many
groups of people, even though statins reduce heart attacks, they don’t cut
mortality rates at all.

The doctors’ view

At this point, you might be feeling real concern about what we’re saying — that
nutrition can prevent heart attacks more effectively than a drug marketed to do
the job. How can olive oil, fish, tomatoes and beans possibly quell a killer
disease better than these drugs? Many doctors think this way, and your doctor
may be one of them. After all, our view goes against many aspects of traditional
medical training.

Let’s look at the classic objections to a regime of optimal nutrition,
supplements, exercise and stress reduction as an alternative to pharmaceutical
drugs.



Argument 1 — Isn’t the nutritional approach simply unworkable?

There’s nothing new about eating healthily! After all, Hippocrates himself came
up with the phrase ‘Let food be your medicine.” Everyone knows that you should
eat well and exercise to avoid heart disease or diabetes. The problem is that
people don’t do it, and only a few would put up with all that nannying and
checking up that would be needed to make it work on a large scale. Anyway,
even if it did work, it would be hugely expensive and completely impractical.

All you need to stay healthy is a proper balanced diet. We don’t know what
the long-term effects of taking lots of supplements are, although we do know
that some of them, like vitamin E to prevent heart attacks, don’t work. And
while there may be some impressive case histories about people who cured
themselves by having lots of fruit juice or cutting out potatoes, you can’t base a
whole system of medicine on that.

Argument 2 — The medical approach is tried and tested

Modern medicine has made enormous strides and saved millions of lives over
the past 60 years. The whole point of modern medicine is that it’s based on
rigorous testing of drugs which are trialled first on animals and then in large-
scale, double-blind trials on humans to make sure that they are both safe and
effective. Only then are they given a licence. The trouble with trying to treat
illnesses with special diets and supplements is that the evidence that they work
just isn’t there. Many of the claims just haven’t been tested properly.

Then there’s a whole range of new drugs, based on the latest genetic
research, just around the corner, which will make a drug regime even more
effective. If all this diet and supplement stuff really works, then the people
involved should test it properly — and if it passes the tests it will become part of
regular medical practice.

What needs to change and why

As you may well have heard your doctor saying some of the above, it might
sound very familiar and reasonable. However, we believe that it is wrong — and
moreover, that it’s actually damaging.

We will be showing how nutrition-based, non-drug approaches to illness
are far safer and often demonstrably more effective than prescription drugs for
chronic diseases — and how, if this approach were taken up in a big way, it would
mean a dramatic reduction in the national drugs bill and in the numbers of



people damaged by drugs. If this happened, many more people could live
healthy, active lives rather than joining the ranks of the walking wounded.

But first, we will all need to look clearly at the available evidence for the
relative efficacy of drug regimes and the nutritional approach. We go into this
below, and investigate it in detail in Part 3. But beyond this, there will have to be
a number of changes in the way medicine is practised.

Optimum nutrition — getting the real message out

Doctors need to understand ‘healthy eating’ beyond the level of basic food
pyramids and often outdated nutritional advice. Many talk confidently about the
lack of evidence for the nutritional approach but, as we indicated above, they
receive next to no training in nutrition. If pushed they will talk about a ‘balanced
diet’, but give very few details about what that actually is, and how best to help
the many people who are living on unhealthy diets — fast foods, sugary or
starchy snacks and stimulants such as coffee and cola.

We propose that doctors could benefit from working much more closely
with nutritionists. Once a critical mass of such clued-up doctors is reached, the
idea of entire populations living healthier, more energetic, drug-free lives
becomes a distinct possibility.

Drug-based regimes — getting at the truth

Doctors need to stay abreast of findings about drugs, and take a more
disinterested approach to them. Many tend to be rather casual about side effects
— some studies show that they are not as concerned about them as patients. Yet
side effects are a far more serious issue than is generally accepted, as we will
reveal. We are calling for a proper monitoring and tracking of side effects and a
full investigation when a drug has been found to cause serious problems.

The claim that drug-based medicine is based firmly on science is clearly
often not the case, as we’ll see shortly. We are in favour of scientific, evidence-
based medicine and believe that drug companies’ marketing regularly conceals
or distorts inconvenient scientific findings. This needs to be controlled in
patients’ interests.

Another problematic issue is that a large proportion of doctors’ ongoing
education about the effectiveness and safety of drugs is paid for by drug
companies. As you will see, much of this information is heavily spun and biased,
and this needs to change.

Drug companies also claim that much of their income goes on developing
new and valuable drugs. In fact, the number of genuinely innovative drugs they



produce is small and declining. Much of their resources go on producing copycat
versions of bestselling existing drugs so they can keep selling a patented product
at much higher prices. This provides very little benefit to patients and also needs
to be changed.

Becoming an informed medical consumer

If you’re shocked or confounded by what we’ve said, it’s not surprising. These
are the kinds of things we don’t really want to hear. When you are ill or worried
about being ill, you want to be able to trust your doctor and believe that the
treatment they recommend is designed only to make you better. But in the real
world, marketing can oversell any product — people are given bad financial
advice, products don’t do what they claim to — and as grown-up consumers, you
have to seek out unbiased information before you buy. The same is now true of
medicine, and we hope this book will give you the knowledge to make informed
choices.

One thing we must stress again is that drugs per se are not ‘bad’. They have
a vital part to play in medical treatment and are indispensable in acute situations:
no one would wish to be without antibiotics when faced with meningitis, for
instance. Drugs have made a big difference in the treatment of AIDS, multiple
sclerosis and the kidney damage that can come with diabetes. But the old adage
about a man with a hammer seeing everything as a nail applies especially to
drugs.

They can work brilliantly, but they’re not the only way to provide medicine,
and especially not as the starting point to treat or prevent the chronic diseases
that increasingly affect us. There are good reasons why drugs have come to
dominate medicine and we’ll look at some of them later, but first let’s look at
scientific medicine’s scorecard. It claims to be safe, effective and based in well-
conducted research. Is it?

Vioxx: a cautionary tale

The story of what happened to the painkiller Vioxx provides a valuable lens
through which to look at just how the drug industry, govern mental agencies and
the medical profession actually behave in the real world. In 2004, Vioxx was
withdrawn because of links with heart problems. The events that led up to that
are a disturbing eye-opener for anyone who believes our safety always wins out
in the face of commercial interests.



The big selling point of Vioxx, as with many other drugs as we will see,
was that it didn’t cause a side effect that had plagued the previous generation of
painkillers, NSAIDs (nonsteroidal anti-inflammatory drugs), which include
aspirin. This side effect is gastrointestinal damage bad enough to put 12,000

people in hospital and cause 2,600 deaths in the UK annually.lX NSAIDS work
by inhibiting an enzyme — cyclooxygenase-2 or COX-2 for short — that causes
inflammation and pain. The trouble is, they also block another version of the
enzyme, COX-1, which is needed to produce protective mucus in the gut. Hence
the gastrointestinal damage. COX-2 inhibitors like Vioxx promised reduced
inflammation without gut damage because they only block COX-2.

However, as also regularly happens with new drugs, this caused a different
adverse drug reaction, or ADR. Blocking only COX-2 had a side effect: it
boosted the ability of the body to produce blood clots. Throwing a spanner in the
works of a system as complex and interdependent as our bodies invariably has
unexpected effects somewhere else. (We’ll find out more about this — and why
non-drug treatments rarely suffer from it — in Chapter 5.)

To the general public and many doctors, the withdrawal of Vioxx came as a
shock. After five years on the market it was a billion-dollar blockbuster,
prescribed to 80 million people worldwide, including 20 million Americans and
400,000 in the UK. It had been dubbed ‘super aspirin’, a drug that gave you
better pain relief and no gut problems.

Ignoring the link

Given Vioxx’s high profile, you might have reasonably assumed that its safety
was backed up by plenty of evidence. Not so. It rapidly emerged that quite the
opposite was the case. In fact, behind the scenes and in the medical literature,
alarm bells had been ringing for years about the link with heart attacks. It’s just
that they had been deliberately ignored. Here are just a few of them:

e In 1998 a researcher at the University of Pennsylvania sent the results of a
trial to Merck showing the possibility of a link with heart disease. They

ignored it.12

e In 2000, a big trial involving 8,000 people found that compared with an old
NSAID, Vioxx caused between four and five times as many heart attacks.2

e In 2001, a big analysis of trials involving 18,000 patients getting Vioxx or
another major selling COX-2 drug called Celebrex found increased risk of



heart problems.1

e In February 2001 the US Food and Drug Administration (FDA) Arthritis

Advisory Committee met to discuss concerns about the potential

cardiovascular risks associated with Vioxx.12

e In May Merck sent out an announcement — ‘Merck reconfirms
cardiovascular safety of Vioxx’ — and ran numerous seminars and ‘medical

education’ symposia to ‘debunk’ concerns about cardiovascular effects.1®

e As aresult, the US Food and Drug Administration (FDA) ordered Merck to
send out a letter to doctors warning them of the dangers. It also said that the
company had ‘misrepresented the safety profile of Vioxx’ in their

promotional campaign.1Z18

e Between 1998 and 2001, two placebo-controlled trials involving over 2,000
Alzheimer’s patients and Vioxx found a higher death rate among those on
the drug. The result was passed to the FDA but not published until 2004.
The FDA did not require the company to warn doctors, nor did the

company say anything.12

A system in trouble

The precise details of the case are being chewed over in the courts and look like
they will be for years but, whatever the legal niceties, it is clear that the system
went badly wrong. The drug was clearly not safe nor, as research covered in the
next chapter suggests, was it any more effective than the drugs it was supposed

to replace. ‘Something is very wrong,” writes Dr John Abramson of Harvard

University in his brilliant and disturbing book Overdosed America,?® ‘with a

system that leads patients to demand and doctors to prescribe a drug that
provides no better relief and causes significantly more side effects.’

But what should be even more worrying for anyone who believes that we
have a scientific system with proper protection and checks and balances is that
this disaster has not prompted any very strenuous efforts to make sure it never
happens again.

Of course, it could just be that this was an unfortunate accident, the sort that
happens in the best-run industries. Planes crash, buildings go up in smoke, but in
general we are confident that systems are in place to keep such preventable
disasters to an absolute minimum. One of the reasons for our confidence in these
cases is that in the wake of such disasters, there is an enquiry to find out what
went wrong and what can be done to prevent it in the future.



Unfortunately, however, this kind of enquiry never happens in the wake of
drug disasters. To understand why, we need to look at a deal that was struck with
the drug companies back in the middle of the last century.

A lack of enquiries

In essence, the companies said we will develop powerful new chemicals that can
change the working of the body for good, but may also harm some in the process
— because bodies are very varied and unpredictable. Doctors and patients had
expected that in return they would be warned about possible problems so they
could either find ways round or stop taking the drugs. In fact, drug companies
have proved to be extremely ‘economical with the truth’ while the regulators
have all too often looked the other way.

This appears to be precisely what happened with Vioxx. In the UK it was
licensed by the MHRA (Medicines and Healthcare products Regulatory Agency,
part of the Department of Health) in June 1999. As we have seen, over the next
four years, various reports had appeared in scientific literature suggesting there
could be a problem. Yet no apparent action was taken.

Quite by chance, immediately after Vioxx was withdrawn, the UK’s
parliamentary committee for health had just begun hearings on the relationship
between the pharmaceutical companies and the NHS and the way it was
regulated by the MHRA. It was a wide-ranging investigation with over 50
medical and health experts — including academics, journalists, doctors, NHS
officials and government ministers — giving evidence.

The committee’s report, The Influence of the Pharmaceutical Industry,
published in April 2005, received remarkably little coverage and prompted
almost no discussion. But it provided for the first time a fascinating and far from
reassuring insight into the way the MHRA works. Previously, anyone concerned
about drug regulation in the UK could only point to the apparent shortcomings
of its far more transparent American equivalent, the Food and Drug
Administration (FDA). In the wake of the Vioxx scandal, the FDA had been
heavily criticised for not responding fast enough to problems with drugs, for
being too close to the drug companies and for not devoting enough attention and
resources to safety once a drug had been licensed.

Some in the UK had suggested that the MHRA was no better, but since
little information about its workings were ever made public, it was hard to tell.
However, the committee’s report indicated that the critics were largely right. It
concluded that the way drugs are monitored after they are launched was
‘inadequate’, that medical institutions were ‘indifferent’ to what happened to



patients, and that the MHRA knew very little about ‘the overall impact of drug-
related illnesses in the community’. Doctors, it said, should take some
responsibility for the problems with Vioxx because they were too ready to
believe drug company PR.

Almost exactly a year later, in May 2006, a report into the FDA by the US
government’s General Accounting Office made similar damning criticisms of
the American agency. It found that the FDA ‘did not have clear policies for
addressing drug safety issues and that it sometimes excluded its best safety
experts from important meetings’. Not only was it slow to respond but ‘the
agency’s entire system for reviewing the safety of drugs already on the market

was too limited and broadly flawed’ .21

The UK committee’s report called for a whole range of changes, among
them that the MHRA should actively be on the lookout for problems with ADRs,
that there should be a public enquiry whenever a drug is withdrawn, that there
should be ‘research into adverse health effects of medicalisation’ and that non-
drug treatments should be investigated properly. The government has chosen not
to take action on any of these.

Whether the American government will take any steps to reform the FDA
remains to be seen. It seems unlikely that other developed countries have
regulatory agencies that are any more robust and proactive, not least because the
drug company reactions to such concerns have been steadfastly hard-nosed.

Safety vs ‘innovation’

At the beginning of 2005, the Pharmaceutical Research and Manufacturers of
America commented: ‘It’s not clear to us that there needs to be change. Less

than 3 per cent of medicines have been withdrawn in the last 20 years.’22 A
spokesman from the Association of the British Pharma ceutical Industry
explicitly referred to the existing state of affairs between all the parties
concerned — except for patients — and implied that as far as they were concerned,
it was working fine. ‘The challenge is to acknowledge there is a contract

between industry, regulators and health service which recognises that there is a

trade-off between risks and benefits.’23

In the same article Sir Tom McKillop, recently retired from the drug firm
AstraZeneca, was even more blunt, expressing ‘frustration that the increased
priority over drug safety has eclipsed the importance of innovation and
discovering new treatments’.

So we now have a rather clearer idea about what is meant by the trade-off



between risks and benefits that lies at the heart of modern medicine. If 140,000
people whose initial problem was aching joints are either killed or made
seriously ill, this is actually seen as acceptable and not an indicator of a need for
any serious change. Not least because it might put the brakes on innovation.

And how much innovation are we getting in return for putting up with that
much death and disability? According to Dr Marcia Angell’s The Truth About
Drug Companies, published in 2004,

Out of seventy-eight drugs approved by the FDA in 2002, only
seventeen contained new active ingredients, and only seven of these
were classified by the FDA as improvements over older drugs. The
other seventy-one drugs were variations of old drugs or deemed no

better than drugs already on the market.2

This is an industry that drives a hard bargain, one that you might not want to be
part of unless absolutely necessary.

A very modern death rate

So both the regulators and the drug companies regard a certain amount of
casualties from drug’s ‘friendly fire’, as it were, to be both inevitable and
acceptable. But just how many do they see as OK? The figure might come as a
surprise.

In the UK, 10,000 people are killed every year by adverse drug reactions or
ADRs — which happen when the prescription drug that is supposed to be curing

you kills or harms you instead.22 That is more than the number of people who
die from the following causes combined: cervical cancer (927), taking illegal
drugs (1,620), mouth cancer (1,700) and passive smoking by people aged
between 20 and 64 (2,700). It is also greater than the number of men who die
from prostate cancer (9,937). Yet while all these conditions are the focus of
campaigns to cut the numbers, nothing comparable is happening to cut deaths
from ADRs, nor are there patient groups to help survivors from drug disasters.
Let’s look at the figure in another way. Which is more likely — that you will
die in a traffic accident or as the result of a visit to your doctor? Surprisingly to
say the least, the answer is visiting your doctor. In 2004, traffic accidents were
responsible for a relatively modest 3,221 deaths. ADRs, remember, account for
10,000 deaths in the UK alone, and a further 40,000 people are made sick



enough by them to be forced to go to hospital at a cost of £466 million.2% Then
there are all the people who just feel bad after taking a drug, but whose new
symptoms are never spotted or recorded.

In the US, the problem of ADRs is even bigger. An estimated 106,000
people die from them every year, and over two million are seriously

affected 2728

The extent of the problem is shown in how widespread the lack of concern
about ADRs is. The dangers of passive smoking or illegal drugs are frequently
aired in health campaigns and outraged newspaper editorials, but ADRs — which
exact a far greater toll of misery — very rarely trigger the same level of
indignation. And quite apart from the human cost, they are a huge and
unnecessary financial drain. In the UK, for instance, the hospital beds the

victims of ADRs take up are 4 per cent of the total, and cost the National Health

Service nearly half a billion pounds a year.22

Yet if you were to ask most doctors about ADRs, you would very probably
be told two things. First, that the risks of any one person having a problem is
pretty small; and secondly, that if a medicine doesn’t have any side effects, it’s
almost certainly not effective. They might admit that things go wrong
occasionally, but say that, thanks to a system of proper scientific trials and
regulation, modern medicine by and large successfully balances the risks of
drugs against the undoubted benefits they offer.

Doctors have been trained using the pharmaceutical model, and the vast
majority believe in it. In fact, much of their skill comes from juggling a range of
drugs for a particular problem so the patients suffer the fewest side effects, or
knowing which drugs best alleviate the ADRs caused by the first drug. But is
this really a sane or effective approach?

A tale of two drugs

To show you just how unscientific and unhelpful this system can be, let’s look at
two very different classes of drugs: the hypnotics and the antibiotics.

Bad dream — insomnia ‘cures’

The drugs prescribed for people complaining of sleep problems are also known

as hypnotics. They have a long charge sheet of side effects,2? but still regularly
feature in the top 20 most prescribed drugs in both the UK and US.
Astonishingly, they’re not very useful, either, according to a report in the British



Medical Journal,2 which concludes that there is plenty of evidence that they

cause ‘major harm’ and that there was ‘little evidence of clinically meaningful
benefit’.

Despite the rhetoric and these findings, ‘evidence-based medicine’ is
cheerfully jettisoned when there is a billion-dollar market at stake.

So are hypnotics being prescribed because there is nothing else? On the
contrary: there is a form of treatment for insomnia that has been shown to be

both safe and effective, according an extensive review in The Lancet.22 In this
article, various forms of counselling and psycho logical help were found not
only to be much more effective than pills, but also virtually free of side effects.

In any scientific system of medicine that is what patients would be getting.
But in fact, counselling for people suffering from insomnia is rarely available
outside specialist sleep labs. ‘Doctors receive little education about the diagnosis
and non-pharmacological treatment of insomnia,’ noted the paper in The Lancet.
And who pays for much of your doctor’s further education? The drug
companies, as we shall see in Chapter 3.

Many doctors have woken up to the fact that hypnotics pose real problems.
But instead of exploring less well-trodden avenues, they have turned to another
drug to treat insomnia: sedating antidepressants. Between 1987 and 1996, the
overall use of these drugs went up by 146 per cent. Yet there is no evidence that
they work for insomnia — in fact, almost no research has been done on the

issue.23 Prescriptions are written on the basis of the doctor’s clinical judgement
that they might work, a practice known as ‘off-label’ prescribing. (As we will
see in Chapter 2, doctors prescribed SSRIs to children on an off-label basis for
years before trials showed they doubled the risk of suicide in that age group.)

So despite an almost total lack of evidence that treating insomnia with
drugs is either safe or effective — except as a very temporary measure — the
amount spent by the US on advertising hypnotics in 2004 was estimated at $145
million, and sales for these drugs in that country alone is soon expected to hit

$5.5 billion.2# Brilliant marketing — but not ‘scientific medicine’.

If you happen to be discussing insomnia treatments with your doctor and
you mention nutritional approaches, such as lowering blood-sugar levels or
taking a nutritional supplement that increases the amount of the sleep hormone
in the brain, the response you are likely to get is that there is really not enough
evidence to show that it is effective. That is probably a good time to point out
the major holes in that argument — by showing the comparable lack of evidence
for hypnotics and sedating antidepressants doing anything to alleviate insomnia.



The case of the vanishing antibiotics

So far, we’ve just looked at how doctors prescribe pills that cause ADRs or are
ineffective. But this isn’t the only absurdity in this scenario. The same
commercial imperative that turns sleeping pills into a billion-dollar product also
ensures that certain drugs that could save your life simply aren’t available. The
most striking example of this is the search for new antibiotics needed to counter
the growing threat of drug-resistant bacteria such as MRSA. Or rather, the lack
of one: as the research has virtually ground to a halt. Why? Because they just
don’t make enough money.

Antibiotics are the drugs that gave rise to the myth of modern medicine’s
ability to develop so-called ‘magic bullets’. They are the foundation of the drug
industry, and yet between 2000 and 2004 many of the large drug companies
actually abandoned antibiotic development and closed their microbiology

departments.22 As a result, out of 506 new drugs from major firms in the final
stages of testing, only six were antibiotics and none of them was aimed at the
new targets (that is, proteins or enzymes) thrown up by genetic research.

There is no pretence about the reason behind this trend — the drugs’ inherent
unprofitability. As top science journal Nature put it: ‘Antibiotics are the worst

sort of pharmaceutical because they cure the disease.’3® After all, people
generally take a course of antibiotics for a week, then stop. Blockbuster drugs
that sell billions, the article says, come from developing treatments that people
take for a lifetime, say for chronic disorders like high cholesterol or
hypertension.

In a genuinely scientific system of medicine, doctors would prescribe non-
drug treatments if they were shown to be more effective than drugs, and research
wouldn’t be limited to the big sellers. In Part 4, we look at proposals for a
public—private partnership to run trials on treatments that could improve your
health but that might not have huge commercial potential. At the moment,
however, marketing trumps science every time in drug development.

THE POWER OF MARKETING

Some time soon — in 2007 or earlier — it’s very likely that a testosterone
patch made by Proctor and Gamble will be licensed to treat ‘female sexual
dysfunction’ — that is, a lack of interest in sex which women who suffer
from this condition find distressing. It is expected to rack up large sales.



Here’s how it’s done, with the facts taken from an analysis in the British
Medical Journal.

e Sponsor key scientific meetings in sexual medicine and hire leading
researchers, as well as three public relations firms and a major advertising
agency.

e Set aside an advertising budget of $100 million.

e Be ready for concerns about ADRs. For the patch, the major ones
highlighted by the FDA include heart disease and breast cancer, while
minor ones are a small increase in acne, hair growth and weight gain.

e Then simply ignore them at international conferences and describe the
patch as ‘well tolerated’.

e Don’t worry about publishing in peer-reviewed journals — just present
papers at conferences instead.

e Put out a press release claiming the patch produces ‘a 74 per cent increase
in frequency of satisfying sexual activity’.

e Ignore the fact that the absolute numbers were less impressive — an extra
two episodes of sex a month on top of a baseline of three episodes. Play
down the fact that those getting the placebo had one extra episode a month.

e Emphasise that what is important is the decrease in distress in patients on
the patch.

e Ignore the fact that this decrease was only six or seven points on a 100-
point scale. Ignore also that the increase in desire with the patch was only
five to six points.

e Give yourself a pat on the back when the FDA declares these results are
‘clinically meaningful.’

e Feel confident that you will be able to meet the FDA requirement to
produce evidence of long-term safety.2”

Once again, brilliant marketing — but can anyone seriously claim that this is
scientific medicine?

What you can do to protect yourself



By now it should be pretty obvious that we have a medical system prepared to
accept pretty high casualty rates, and that if you or your family or friends are
damaged by their drugs that is — so the argument runs — just the cost we all have
to bear for having an innovating and highly profitable pharmaceutical industry.
What’s more, this is not an attitude that is about to change any time soon. That
might be all right, if the drugs were highly effective. But as we’ve seen, many of
the treatments for non-life-threatening disorders are of pretty marginal benefit.

But you aren’t locked into this system. If you develop a chronic disorder,
you will probably like to handle it with treatments that aren’t going to harm you
and that, if possible, will tackle the underlying problem. And in many cases, that
is precisely what good nutritional medicine can do. This approach will target the
same biochemical pathways that drugs do — it’s not voodoo. Nutritional
therapists are just as keen on good scientific procedure as regular doctors — only
you can be sure that what they are offering you hasn’t been heavily influenced
by a billion-dollar advertising campaign.
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The Dark Side of the Blockbusters
What else aren’t they telling us?

ALASTAIR HAY REMEMBERS the moment very clearly.

I walked down to the garage, which is about 100 yards from the house.
Rather surprisingly, the door was locked but when I tried to unlock it,
the key wouldn’t go in. I peered into the keyhole and saw it had been
locked from the inside. I had a very bad feeling and went round to the
side window. Through it I saw a pashmina scarf tied to a ladder. ‘Oh
my God,’ I cried. I just knew. I remember screaming ...

A professor of environmental toxicology at Leeds University in the UK, Hay
was describing for the coroner’s court in June 2003 how his wife Wendy had
committed suicide a couple of weeks after being prescribed the SSRI
antidepressant drug Prozac for depression. The court heard evidence that
depressed people on SSRIs were twice as likely to kill themselves as those not
on a drug. Earlier that year a Welsh coroner, Geraint Williams, had asked for an



investigation into the safety of another SSRI, Seroxat, after hearing of a suicide

case involving it.3® And two years before that the plaintiffs in a case against
GlaxoSmithKline who claimed their father had been driven to kill by the drug

Seroxat were awarded $6.4 million.32

Hiding the truth

These are just a few of the tens of thousands of people who have had reason to
believe they have been damaged by an SSRI — a class of top-selling drugs. And
three years after Alastair Hay’s ordeal, there is plenty of evidence that not only
do SSRIs do harm and are not particularly effective, but that the drug companies
were aware of the dangers for some time, and did their best to keep them
concealed from doctors and patients.

Dreadful as the SSRI saga has been for those involved, it points to a wider
problem with blockbuster drugs (defined as those which sell over $1 billion per
year) — the enormous financial pressure to keep them on the market. A year
before the anti-inflammatory blockbuster Vioxx was withdrawn (see page 20)
and while the company was discussing warnings about heart problems with the
US Food and Drug Administration, the advertising budget for the drug was $150

million — more than Pepsi-Cola’s.22 A few years before these two scandals
broke, a very similar scenario played out featuring the heartburn drug Propulsid
(see page 48). This involved several hundred deaths of both adults and infants,
and there was also strong evidence of a cover-up.

To the outside observer, what seems astounding is that none of these
failures prompted any kind of independent enquiry to discover what went wrong
and how regulation could be improved; a fact that might well make you think
twice before taking a blockbuster in the future. In any other industry, when the
actions of a private company damage members of the public, there is an attempt
to identify the failures and learn from them. The 1999 Paddington rail crash in
the UK a few years ago, in which 31 people died, prompted a long enquiry. So
did the 1987 capsizing of the UK ferry Herald of Free Enterprise, in which
some 190 people died. Yet after an estimated 140,000 Americans were damaged
by Vioxx,2! it was business as usual.

As we saw in Chapter 1, the industry sees no need for any change, which
means that you as consumers of their products have to ask: ‘So what else aren’t
we being told?” What other inconvenient data — which may pertain to other
blockbuster drugs you’re taking right now — is being kept from public view?

One of the reasons nothing is being done is that until less than a decade ago,



almost no one would dream of even asking such a question. Medical knowledge
was carefully guarded by the profession, and patients were expected to take their
medicine and follow their doctor’s recommendation.

Getting informed

This book is a sign of a major change in that kind of thinking — a change that has
been prompted in part by the Internet, which has made all medical research
available at the click of a mouse. The safety and effective ness of medical
treatments can now be researched by active consumers in the same way we can
find ‘best buys’ in white goods. Consumers’ research is hampered, however,
partly by the drug companies’ decisions over what gets published and what
doesn’t, and by the medical profession’s solid backing of drug-based treatments.
We’ll see more on these two points in Chapter 3.

However there are a few independent critics who have studied specific
blockbuster drugs and made a serious and carefully argued case against them.
We have already encountered David Healy, the Welsh psychiatrist who, after
years of warning of the dangers of suicide from taking SSRIs, was finally shown
to be correct. The work of such people is invaluable when you are seeking to
inform yourself as fully as possible about pharmaceuticals. So this chapter brings
together for the first time criticisms of several of the top-selling types of drugs.
Such information can be hard to find elsewhere because ‘good news’ reports on
drugs get much greater prominence than the bad.

If you are already taking a drug, you may be doing fine. It may agree with
you, keep symptoms at bay and have no troubling side effects. But if you are
worried about long-term effects or thinking about taking one of the blockbusters,
you might consider these three points:

e Even if the clinical trials show no problems, that tells you nothing about the
possibility of a problem emerging when millions of people start taking it.

e If evidence of a problem does show up and the regulatory authority asks the
drug company to run a trial to test for it, that is unlikely to be done. A
recent report in the US revealed that 66 per cent of such studies requested

by the FDA had not even been begun.ﬂ

e So, if serious problems do emerge for some people, it could be a few years
or more before you get to hear about them.



ANATOMY OF A BLOCKBUSTER

What is needed to create a blockbuster drug? As it happens, quite a range of
factors play a part.

e It has to be patentable. Once you have found a target that has a health
benefit — more serotonin, less cholesterol — the chemical you develop has to
be new or it won’t make billions. It can’t be a drug that is already out there,
or some natural product such as fish oil or a vitamin.

e It doesn’t have to be better than anything already being used to get a
licence. It just needs to be more effective than nothing (that is, a placebo).

¢ [t has to treat something that lots of people have. That’s why there are many
drugs for depression and heart disease but few for, say, the much rarer
Raynaud’s disease.

e [t should only treat symptoms, so people will need to keep taking it. When
you stop, the symptoms return — as is the case with sleeping pills.

e So, by the same token, it mustn’t cure anything, which will ensure people
have to take it for a long time. A perfect example is metformin or
sulfonylurea drugs for type 2 diabetes. Companies are aiming for something
similar with statins. The official guidelines say any male over 55 should
take a statin a day to prevent heart disease — presumably for life.

¢ Ideally it should be possible to keep increasing the number of patients it can
be prescribed for. One way is by lowering the guidelines — as with statins.
Another is by prescribing off-label — that is, without needing trials to show
effectiveness.

The upshot of all this is that one of the first things you need to do to protect
yourself is to become aware of the problems that have emerged with existing
blockbuster drugs. That’s not nearly as difficult as it sounds: 24 of the top-
selling drugs are targeted at treating or preventing just six disorders, each one the
kind of chronic condition that responds to non-drug and nutritional therapies. In
2004, these 24 drugs racked up an astonishing $67 billion in global sales

between them.?2 Here are the disorders they are designed to treat:

e High cholesterol (four brands, total worth $20 billion)



High blood pressure (five brands, total worth $12.5 billion)

Heartburn and ulcers (six brands, total worth $12 billion)

Depression (four brands, total worth $10 billion)
Psychosis (three brands, total worth $9.4 billion)

e Joint pain (two brands, total worth $4.7 billion).

We will be examining some of these in more detail. First let’s look at the SSRIs
— the iconic drugs of the 1990s.

SSRIs — a tangled web

In the 1990s, when SSRIs first came on to the scene, there were even debates
about whether people at work would be at a disadvantage if they didn’t take
them, because the drugs were thought to be so safe and effective. By the middle
of that decade there were clear signs that there was a problem, yet the risks were
never made public. In fact, as late as 2002 newspaper articles were still
appearing with headlines such as this one: ‘Happiness ... Is a Pill that Makes
You Lose Weight, Sorts Out PMT, and Really Cheers You Up. Its name?

Prozac.”** The copy told how SSRI drugs were dubbed ‘vitamin P’, and had
become a ‘lifestyle choice’ that people turn to at the ‘slightest trough in their
fortunes’.

You might be one of the millions who received a prescription for an SSRI.
However, your doctor might have been less blithe about prescribing them, and
you about popping them, had you known some of the facts about SSRIs that at
the time were deliberately kept buried in the specialist literature. Here a just a
few of many:

e The first study to show a link between an SSRI and suicide was published
in 1990.42

e When Sweden’s drug regulatory body insisted in seeing all the data on
SSRI effectiveness in the mid-1990s, they found the companies had been
highly selective in publishing the studies, and had not made all of them

public.46

e Between 1995and 2002, a psychiatrist worried about the link between
SSRIs and suicide sent hundreds of pages of evidence about it to the UK



Medicines and Healthcare products Regulatory Agency. The MHRA
continued to insist there was no problem.*/

e In 2000, a patent for a new sort of Prozac was found to have been filed by
the manufacturers of the original version. It claimed that the new version

did not cause the suicidal thoughts the old version had.*8

e Also in 2000, a big study based on all the best evidence submitted to the US
Food and Drug Administration over ten years for SSRI licence applications
concluded that these drugs were no better than the older antidepressants

they had replaced.2

For all that time, doctors were writing an ever-larger number of prescriptions for
these drugs. In the UK, more adolescents were getting them than anywhere else
in Europe, even though the drugs had no licence for treating adolescents (see
‘Making kids suicidal’, overleaf). Both the manufacturers and the regulators
were claiming that side effects were minimal and that there was no cause for
alarm. In 2004, 3.5 million people received 20 million prescriptions for SSRIs,2!
and global sales of SSRIs were estimated at about $17 billion.22

MAKING KIDS SUICIDAL

In December 2003, the MHRA issued a warning to doctors not to prescribe
SSRIs to children because it increased their risk of suicide. This might look
like a case of the watchdog doing its job. In fact, it showed just how at risk
we all are. For instance:

e The research data showing a suicide risk for children dated back to 1996,
but over the next seven years the drugs was prescribed to tens of thousands

of children by doctors who were not informed about it.22

e That data involved three trials using Seroxat to treat major depression in

children, but only one was published. The summary claimed that Seroxat

was ‘well tolerated and effective’ 2%

e However an analysis of this trial, published in the top journal Science,
revealed that 6.5 per cent of children on the drug showed ‘emotional
liability’ (which includes suicidal thinking) compared with 1.4 per cent of



those on the placebo.2> The other two unpublished trials showed more
actual suicides in the group getting the drug than in those getting a

placebo.28

e [t was this distortion of the data that lead the New York state attorney to sue
manufacturers GlaxoSmithKline (GSK), alleging ‘persistent fraud’.

e GSK paid $2.5 million to settle the case but claimed the charges were
‘unfounded’ .2

Today, at least some of these facts have become more widely known and the
press are no longer so upbeat about SSRIs. Doctors are now advised not to
prescribe them for children because they double the risk of suicide (apart from
Prozac, which is the one SSRI licensed for use in children). Psychological

counselling is recommended instead.2® According to a major study, SSRIs are no

better than a placebo,?? and the manu facturers of Seroxat have admitted that a
least a quarter of patients may have withdrawal problems.

If you took an SSRI you might have found it helped, or it might have made
you feel a bit fuzzy. You might have been one of the 40 per cent who have
reported sexual problems on it, or you might have suffered something even more
serious. But even today, with a greatly raised level of scepticism about these
drugs, it is still pretty unlikely that your doctor will spend much or any time
discussing the other options for dealing with depression. Fortunately, we can
help you there. There is a range of effective routes you can take if you’re
suffering from depression.

Alternatives to SSRIs — the nutrition path

Take the case of the 48-year-old man who had suffered from depression, with
occasional manic spells, all his life. He’d tried both Prozac and Seroxat but
they’d made him feel worse and occasionally suicidal. Counselling and
homeopathy hadn’t helped either. Then he visited the Brain Bio Centre in
London, run by Patrick.

At the centre, he scored 22 on the Hamilton Rating Scale (the standard test
for depression), indicating major depression. Blood tests, among others, showed
he had low serotonin and suboptimum levels of many minerals, plus various
food allergies. He was given supplements including essential fatty acids, 5-HTP
(a naturally occurring chemical the brain uses to make serotonin) and a vitamin



B complex, and he was encouraged to exercise. Eight months later he reported
feeling ‘happy, healthy and fit’ and his score on the Hamilton Rating Scale had
dropped by 19 points. An SSRI drug can be licensed if it lowers that score by
just 3 points.

It’s also worth being aware of the dark history of SSRIs because the
problems that have now finally emerged haven’t in any way deterred the
pharmaceutical companies from developing new ones. In fact, there are currently
no fewer than 28 in the pipeline. One already on the market is Cymbalta, which
works by targeting not just serotonin but its fellow brain chemical, dopamine.
During trials, before it was licensed in 2004, there was at least one ‘unexplained’
suicide by a 19-year-old girl. In 2005 the FDA warned that a ‘higher than

expected rate of suicide attempts was observed’ among patients taking it.%2 Sales
of Cymbalta are expected to be worth £2.6 billion.

Statins — a life sentence?

Cholesterol-lowering statins are among the bestselling drugs of all time.
Governments and the medical profession stand firmly behind them. In the UK,
the National Institute for Health and Clinical Excellence (NICE) has just
recommended that 3.3 million more people should be eligible for them on the

NHS.5L If your cholesterol level is above the recommended level of 5,%2 or even
if you are just male and over 55, you could be advised to take statins for the rest

of your life.83

However, a few criticisms have disturbed this apparently solid consensus.
To begin with, there is the question of side effects, although they don’t seem to
be in the same league as the ones associated with Vioxx or SSRIs. With statins,
the best-known ADR is a form of muscle weakness. One brand, Baycol, was
withdrawn following a number of deaths linked to it, and there have been calls in
the US for the withdrawal of Crestor because of side effects, which can range
from nausea to fatal rhabdomyolysis, where muscle tissue is destroyed and the
kidneys can eventually fail. Less well known but possibly more serious in the
long run is the effect statins have on the natural antioxidant coenzyme Q10 (see
“Why statins can be bad for your heart’, on page 284).

STATINS AND THE HEART - THE Q10 CONNECTION

Statins block a biochemical pathway in the liver that makes cholesterol and



also coenzyme Q10. This worries some, such as Dr Peter Langsjoen of
Tyler, Texas, because CoQ10 is involved in producing energy in all the
major muscles, including the heart. Langsjoen uses it to treat cardiovascular
diseases. ‘The heart uses a huge amount of CoQ10,’ he says, ‘and it’s been
pretty well documented from biopsies that the severity of heart failure
correlates with people who have the lowest levels.’

A small study of Langsjoen’s found that 10 out of 14 patients with no
history of heart problems developed heart rhythm abnormalities when given
statins, while giving CoQ10 reversed the abnormality in eight out of nine of

the participants.®

Langsjoen has unsuccessfully petitioned the FDA to put a warning on
statins packets of the sort now mandatory in Canada, saying that CoQ10
reduction ‘could lead to impaired cardiac function in patients with
borderline congestive heart failure’.

Dr D. Mantle of Newcastle University in the UK believes that because
CoQ10 is involved in energy production, reducing it may be the cause of
muscle weakness. CoQ10’s other functions — such as the stabilisation of
cell membranes — may be linked with other statin-induced ADRs, including
gastrointestinal upset, liver problems, cataracts, loss of memory and
peripheral nerve damage.

Drug companies are well aware of statins’ effect on CoQ10. In fact,
Merck has a patent on a statin/CoQ10 combo that has yet to be marketed. If
you are on statins, discuss supplementing between 100 and 300mg a day of
CoQ10 with an expert (see Resources, page 403, and for the benefits of

CoQ10 see page 298).

One of the leading critics of statins is John Abramson,%> an author and member

of the Harvard Medical School clinical faculty who has analysed the evidence
usually used to support their ever wider use. Abramson is very sceptical of their
benefits. He has looked particularly closely at how effective they are in staving
off heart attacks and prolonging life in people who don’t have heart disease — so
called primary prevention. (It is generally agreed that once you’ve had an attack,
taking statins — in this context called ‘secondary prevention’ — will reduce your
chances of another. See ‘Just how many statins do you need?’, page 43, for some
of Abramson’s criticisms about the effectiveness of these drugs.)

Other critics of statins also complain that studies that find evidence in
favour of the benefits of lowering cholesterol are six times more likely to be

mentioned in the literature than ones that don’t.88



The debate over statins can get a bit complex, as it is all too easy to become
mired in interpretations of trial results and biomedical statistics. There are,
however, three vital points about why we should handle them with care.

First off, if you just have raised risk factors for heart disease — for instance,
you’re overweight, you smoke or you have raised cholesterol — rather than actual
heart disease, the evidence that taking statins will stave off a heart attack is much
weaker than is generally presented. Secondly, in very large populations of
primary-prevention patients given statins, only a vanishingly small number of
heart attacks have been prevented, as we’ll see below. And finally, for two
groups of people — the elderly and women — there are no proper clinical trials to
show that, in primary prevention, statins reduce your chance of having a heart
attack. In fact, there is some evidence to show that people over 65 with raised

cholesterol actually live longer.®
Let’s take a look at some of the evidence for these conclusions:

e Statins are taken to reduce high cholesterol, yet 50 per cent of heart-attack
patients have normal cholestero].5
e Another marker for heart-attack risk that is as accurate as cholesterol is

your blood level of the amino acid homocysteine. The way to reduce it is
with B vitamins (see Part 3, page 301, for details on this).

e One recent report says that 19,600 people categorised as having as mild to

moderate risk of having a heart attack would need to take a statin every day

for five years to prevent one death from heart disease.%2

e Current guidelines recommend that women and old people take statins.
However, according to an open letter signed by 36 senior academics, not
only is there no proper evidence that this is beneficial — but a number of

studies suggest it could be harmful.Z%

e The UK is the only country where you can go and buy a statin drug over the
counter; a move which as been denounced as a nation-wide experiment.”t

e Treating 250 diabetic patients (who have a raised risk of developing heart

disease) with statins would prevent one death. Getting 250 diabetic patients

to take exercise saves four times as many lives.”2

JUST HOW MANY STATINS DO YOU NEED?



Statin supporters claim that they reduce the risk of a heart attack by
between 20 and 30 per cent. The West of Scotland Coronary Prevention

Study,’2 a classic of its kind, reported a 31 per cent reduction in heart
attacks among men at high risk. This may sound good, but as John
Abramson of the Harvard Medical School points out, there is another way
of looking at these figures.

What hasn’t been factored into this scenario is that heart attacks, even
among people at risk, are pretty rare. In the West of Scotland study, for
every 100 men on statins there was an average of 1.1 heart attacks per year,
while those on the placebo had 1.6. That is indeed a 31 per cent reduction,
but it’s not the sort of benefit that most patients think they are getting when
they see the bald statistic.

Abramson  analysed  another  key  study, known as

AFCAPS/TexCAPS,”# and found the results equally unimpressive. In this
study, 6,600 healthy middle-aged people with slightly raised cholesterol
took statins or a placebo for five years. The risk of having heart disease
among those who got the drug fell by 37 per cent. That looks impressive —
until you take into account that the risk of developing any serious disease
(that is, one that requires hospitalisation and/or results in death) was
identical for both groups. So a lower risk for heart disease effectively meant
the risk of another, equally onerous condition stepped into its place.
‘“Treating with statins,” commented Abramson, ‘simply traded coronary
artery disease for some other serious disease.’

You could describe the issue here as a numbers game. From the point of view of
the government, giving millions of people statins might be worth it on the
ground that they save several thousand lives. But from your position as one
person wanting to stay healthy, the odds of one in 90 or perhaps one in several
hundred (the figures vary) that they will make a difference to you directly might
not seem a worthwhile gamble, especially when non-drug and dietary changes
are far more likely to be of direct benefit.

There’s another issue here. One of the features of our drug-based medical
system is that the number of people who need to take drugs is constantly
increasing. Between 2001 and 2004, the number of people officially in need of
statins tripled. This boom could be because people are so unhealthy that the
drugs are all that stands between them and a heart attack. But there is another
way of looking at it. Could it be that the net to catch people at risk of heart
disease has been cast so wide that it falls on huge swathes of the population?



And if that’s the case, do you really need the drug?

Evidence that something like this is going on comes from a recent
Norwegian study. The scientists found that when they applied the latest 2003
European guidelines on who was at risk of a heart attack (and so ought to be
treated with drugs), 85.9 per cent of the men studied were not just at risk, but at
high risk by the age of 40. What’s more, three out of four Norwegians aged 20 or
older were classed as in need of counselling because of high cholesterol or

blood-pressure levels.”2

Are Norwegians just astoundingly unhealthy? This wasn’t what the
researchers thought. As they commented in the British Medical Journal: “When
guidelines class most adults in one of the world’s longest living and healthiest
populations as at high risk and therefore in need of maximal clinical attention
and follow up, it raises several scientific and ethical questions.’

The drive to bring national cholesterol levels ever lower by prescribing
higher doses of statins to more and more people was strongly challenged in the

British Medical Journal last June.”8 The side effects of these drugs, the authors
claim, have been consistently underplayed. In one recent major trial comparing
two leading brands, they note the alarming fact that ‘almost 60% of the
participants in both groups experienced side-effects’, nearly half of them serious.
What’s more, the study failed to comment on this, merely saying side effects
were the same in both groups. Among the ADRs discussed are heart failure,
muscle weakness, cognitive problems and cancer.

Statins and ‘diagnostic creep’

It’s not just statins that are effectually blanket-bombing entire populations.
Something extraordinary is happening in the US. Dubbed ‘diagnostic creep’, it is
the practice of classifying more and more people as in need of medication
because they exceed some guideline — which is, at the same time, constantly
being lowered. It is estimated that over 40 per cent of Americans are now taking
drugs to prevent one or more disease and that 75 per cent of them are at risk for

some lifestyle disorder according to those official guidelines.”Z In the UK, 70 per
cent of the population is taking medication to treat or prevent ill health or to

enhance well-being.”8

You don’t have to be particularly cynical to see that diagnostic creep is a
brilliant marketing tool. The two conditions which have been most affected by it
are high cholesterol and high blood pressure — currently Nos 1 and 2 in the
bestselling drugs chart. The current spend on drugs for hypertension in the US,
for instance, is an astonishing $16 billion dollars a year. The bestselling statin,



Lipitor, pulls in $11 billion on its own.

CHOLESTEROL - HOW LOW CAN YOU GO?

At the beginning of 2001, if your cholesterol level was below 5 mmol/l

(200mg/dl in the US)22 you were considered pretty much all right,
depending on your other risk factors. Around 13 million Americans had
higher cholesterol levels, however, and were said to be at risk from heart
disease because of raised cholesterol. They were advised to take statins.
Then a report by the US National Cholesterol Education Program
slashed the safe level to 130mg/dl, tripling the number of Americans with
an officially raised risk for heart disease. Suddenly, 39 million of them were

eligible for treatment with statins.2? The guidelines were lowered yet

again®l in 2004, recommending them for people with cholesterol levels as
low as 100mg/dl.

One of the analyses carried out by John Abramson of the Harvard
Medical School on a large statin trial found that tripling the number of
people needing to take statins made no difference to the number of heart

attacks.82

So it has to be relevant that the majority of members of the committees that set
the guidelines making these levels of profit possible have financial links with the
companies making the drugs. Eight out of nine authors of the most recent set of
guidelines setting lower cholesterol targets had financial links with statin
manufacturers, as did nine of the eleven members of the committee that set

lower levels for hypertension in 2001.83

Bringing down blood pressure

The debate around hypertension drugs is nearly as complex as that over statins.
Much of it centres round the largest hypertension study ever, known as
ALLHAT (the Antihypertensive and Lipid-Lowering Treatment to Prevent Heart
Attack Trial). This is funded solely by the US federal government — rather than
by a drug company — and has produced several major papers showing that the
newer and more expensive drugs are no more effective, and in fact are more
likely to cause problems, when compared with the older and far cheaper



ones.84-85

It’s a complicated issue, and if you are interested in finding out more from
sources that are sceptical about the value of the drug approach in this case, and
which explain why these very respectable findings didn’t drive the newer drugs

off the market, see an article in the Seattle Times, available on the web,86 and

also in John Abramson’s book.8” Abramson comments: ‘If medical practice were
truly “evidence based” these results would have been a major problem for the
manufacturers of the ... brand-name drugs.’

However, the picture gets even more complex with a recent trial in The

Lancet that concluded the newer drugs were more effective after all.28 A press
release, dated 5 Sept 2005, from the Blood Pressure Association puts it in
layman’s language (see www.bpassoc.org.uk/media_centre/ media_centre.htm).
It is at this point that you really need an informed and sympathetic doctor. But
that certainly isn’t the final word. A paper earlier this year made the case for
using more psycho logical treatments, such as cognitive behavioural therapy,
which can lower blood pressure ‘sometimes more effectively than prescribed

drugs’.82 There is also evidence that hypertension drugs may be doing more
harm than good. Research from Sweden involving 1,860 men followed for 17
years found that those who had been treated with beta blockers and diuretics to
lower blood pressure actually came out worse than those with no treatment. Not
only had their blood-glucose levels gone up, putting them at risk for diabetes,

but they had a ‘significantly higher’ number of heart attacks.2® Finally, when
looked at from a wider perspective, hypertension drugs may be having no effect
at all. A big study called MONICA run by the World Health Organisation
involving 21 countries found that between the mid-1980s and mid-1990s blood
pressure overall dropped, but it concluded that ‘no effect from improving
treatment of hypertension was detected’.

But the key point, as with statins, is that an awful lot of people have to take
hypertension drugs for just one person to benefit. One study found that 95 per
cent of patients who dutifully take their tablets for five years will be no better

off 21

Is it really a rational system for so many people to be defined as sick, and
taking vastly expensive medication for so little return? The notion that the safest
and most effective way to treat lifestyle disorders is with lifestyle changes seems
so obvious as to hardly be worth saying. Yet unimaginably large sums are spent
on trying to do it with drugs of doubtful efficacy and possible dangers.

Take heart: the alternatives to statins


http://www.bpassoc.org

Passing up drugs as a way of lowering cholesterol and blood pressure for a
nutritional and non-drug approach not only offers a much wider range of
options, but is also likely to have a beneficial effect on any other chronic
problems. The B vitamins and exercise that help with the heart, for instance —
such as walking, swimming or running — will also reduce your chance of
developing Alzheimer’s. You’ll also get a different treatment depending on what
various tests show that you need. You might start to lower your blood pressure
by boosting your vitamin C intake, which will make your arteries more flexible,
as well as taking more magnesium and calcium.

Omega-3 fish oils thin your blood without the gut-damaging side effects of
aspirin — and help balance your moods and alleviate joint pains into the bargain.
You would also learn about what cholesterol actually does in the body, and why
ever more aggressive attempts to lower it may not be such a good idea, as well
the possibility of using niacin to raise your levels of the beneficial HDL
cholesterol. Finally, you’d be looking at two other markers for heart disease —
homocysteine and lipoprotein (a) — which rarely get discussed in a doctor’s
surgery. Yet they can be substantially reduced simply by B vitamins and vitamin
C, respectively. (See Chapter 15 for more on working towards heart health
without drugs.)

Dying to treat heartburn

Heartburn has become another arena for the blockbuster brigade. This painful
condition occurs when acid creeps out of the stomach and up into the
oesophagus, the tube leading to the mouth, and an estimated 40 per cent of
Americans suffer from it at any one time. Pills that reduce the acid are an easy
and effective solution — the most recent and powerful a class called proton pump
inhibitors (PPI). PPIs are also given for gastrointestinal damage in people who
regularly take aspirin-like NSAIDs (nonsteroidal anti-inflammatory drugs).
Given the number of people suffering from these conditions, it adds up to a good
recipe for a blockbuster.

However, even if you are familiar with drug company practices, what
happened with two of the PPIs still comes as a shock. One of them, Propulsid —
also known as cisapride — was sold for years despite evidence about its dangers,
while the other, Nexium, was launched as a new drug costing ten times as much
as the one it replaced, even though it was virtually chemically identical.

What happened with Propulsid is described in shocking detail in a major
investigation by the New York Times, published on 10 June 2005. The drug was



granted a licence for night-time heartburn in 1993. By 1995, the FDA had
received reports that it was linked with 18 cases of severe disruption to heart
rhythm and the death of an infant. By the following year the number of adult
cases was up to 57 and there were seven more involving children. None of this
was made public.

By 1998, the Propulsid-linked death toll was numbered in the dozens, and
some hundred people were reckoned to have suffered serious heart problems.
That year, the FDA was sufficiently concerned to propose changes to the drug’s
label so it would say: ‘Despite more than 20 clinical trials in pediatric patients,
safety and effectiveness has not been demonstrated in pediatric patients for any
indication’.

However, this did not stop the company — Johnson & Johnson — from
organising ‘educational’ seminars for paediatricians to tell them of the benefits
of Propulsid. By 1998 over 500,000 prescriptions for children were being written
a year and 20 per cent of infants in neonatal care were on the drug. When it was
finally withdrawn in 2000, following the threat of the first public hearing of
these safety concerns, the FDA had reports of 80 deaths and 341 serious heart

problems among patients taking Propulsid.22

The company later asserted that its ‘marketing was appropriate’ and that it
had withdrawn the drug ‘because physicians had continued to promote it
inappropriately’.

In 2004 Johnson & Johnson agreed to settle outstanding claims — by then
risen to 300 deaths and 16,000 injured — with a total of $90 million. Many of the
details contained in the New York Times piece about official concern about the
safety of the drug only came to light when reporters got to see documents the
company had been required to release by the courts. It is hard to see how any of
this counts as properly controlled, scientific medicine. No other PPI is currently
said to pose this sort of risk — but if it did, how would we know?

A particularly tragic footnote to the Propulsid saga involved women in the
UK who were charged with damaging their babies because they, the mothers,
suffered from the condition Munchausen’s syndrome by proxy (MSBP). In 2004
it emerged that many of the children allegedly harmed by these mothers had
been on Propulsid. Children who die from taking the drug often show symptoms
that look like suffocation. Since the withdrawal of Propulsid, the number of

MSBP cases has dropped dramatically.23

It is also hard to see where science or benefit to patients came into the
launch of Nexium in 2003. Nexium replaced another PPI, Prilosec, as its patent
was just about to run out. (Patents, as we briefly saw on page 19, are at the heart



of the drug companies’ business model. During the years that a drug is covered
by a patent it can be sold at a very high price. Once the patent expires, other
companies can copy the drug and sell it far more cheaply. So much of drug-
company research and development is devoted to producing new drugs to
replace those about to lose their patent protection. (For more details on all this,
see Chapter 3.)

However, Nexium was chemically very similar to Prilosec, so it was hard to
show that it was worth paying ten times the price. Three studies compared the
two, but two found no difference and one found that 90 per cent of the ulcers in
patients on Nexium had healed after eight weeks, compared with 87 per cent for
those on Prilosec. This was despite the fact that in these studies, the participants
were getting double the dose of Nexium. The two negative trials were never

released. 2 The day was saved by marketing. A $257 million advertising
campaign ensured that Nexium was widely prescribed, and sales are now
running at $3.8 billion. In 2004 a case was filed by the American Federation of
Labor—Congress of Industrial Organisations (AFL—CIO) alleging that consumers
had been misled over the superiority of Nexium by a massive advertising

campaign.®2

How else to heal the gut?

There are many ways to reduce inflammation in a gut damaged by NSAIDs or as
a result of indigestion or heartburn with nutrition. These include avoiding what’s
irritating your gut in the first place — usually coffee, alcohol or an unidentified
food allergy. You can also take an inexpensive digestive enzyme to digest your
food properly, and various gut-healing nutrients such as a spoonful (5g) of
glutamine powder in water the last thing at night. In most cases, simple and safe
changes like these can render the need for drugs obsolete.

Building choices

All of the information in this chapter has been reported in proper scientific
journals and should form part of any informed discussion about the best way to
treat any condition you have. Many doctors are aware of these problems but with
drugs as their only form of treatment, there is little they can do to change the
situation. You, as an informed patient however, have other options.

The next chapter shows how the drug companies ensure that a positive and
optimistic picture of the safety and efficacy of drugs is promoted to doctors.



Once you know how it is done, you will be in a much better position to help in
making decisions about your own health.



&

Full Spectrum Dominance
How the drug companies keep control

4 . . .
FuLL spEcTRUM DOMINANCE’ is the stated aim of the American

military. It involves being ready ‘to defeat any adversary and control any
situation across the range of military operations’. Not a bad description of what
the pharmaceutical industry has achieved across the whole field of prescription
drugs, from creating to selling. Besides dominating the clinical trials production
line, the drug companies have also found ways of exerting control over such
vital theatres of their commercial operations as the researchers, the medical
journals and the doctors.

The industry’s strategy for maintaining their full spectrum dominance all
the way down the drug chain is very simple — they pay for it. Drug companies in
America spend around $15 billion a year on marketing, about half the amount

they spend on research and development.2® And just in case you think these
companies behave differently elsewhere, in the UK for instance, this is what the
2005 Parliamentary health committee investigation, The Influence of the
Pharmaceutical Industry, found: ‘[it] buys influence over doctors, charities,
patient groups, journalists and politicians, whose regulation is sometimes weak



or ambiguous.’%

The sums involved are not small either. The global industry is worth over
$600 billion, while the UK industry alone is worth £10 billion and employs
8,000 salespeople. In 2003, the UK drug bill was £7.2 billion, which is about 13
per cent of total National Health Service spending. Some companies spend up to

£10,000 per doctor on promotion.28

And all of this affects you, because the ultimate aim of these companies is
to ensure that when you arrive in the doctor’s surgery feeling anxious or with
aching joints, you and the doctor believe that there is a safe, effective pill to
make it better. However, as we’ve seen in the last two chapters, there is often a
gap between that image and the reality. It’s a gap that, quite apart from putting
patients’ lives at risk, makes it impossible to make an informed choice about the
treatment you do want.

Full spectrum dominance is about making that gap invisible. It’s an
ingenious, if wildly expensive, trick but once you understand how it works, there
is a good chance that you won’t get fooled again. We hear a lot about how much
pharmaceutical companies spend on research. This is the story, and one that is
far less well known, about what they spend on getting the results they want.

Where the money goes

So who are the drug companies funnelling money to?

e They pay for the trials that test the safety and effectiveness of their drugs.

Commercial drug-testing centres are four times more likely to come up with

favourable results than independent ones.22

e They pay the medical journals. Besides advertising, they pay for reprints of
favourable articles, and the sums involved can be as high as a million
dollars.

e They pay the academics. Clinical practice guidelines advise doctors on the
drugs to use for various conditions. However, 80 per cent of the academics
who write them have financial links with the companies whose products

they are recommending.100-101
e They pay for doctors’ further education. Doctors go regularly to seminars,

lectures and courses to keep up to date, and fully 60 per cent or more of that
education is paid for by drug companies.



e They pay the regulator. Both the American FDA and the UK’s MHRA rely
for their income on fees for licensing drugs. Until 2004 there was nothing to
stop MHRA members from having financial links with drug companies.

e They schmooze the legislators. Drug companies spend more money than
any other industry lobbying Congress in the US — $177 million.1%2192 They
also actively lobby the UK Parliament.19

Stated as baldly as that, these claims may sound wildly exaggerated to you. If
that’s the case, think about this. When you buy something like a new computer
or a washing machine, you assume it’s not going to blow up or electrocute you
because it will have passed various independent safety checks. Similarly, if you
go out to a restaurant, you know your chances of getting food poisoning are
pretty low because there are local food safety inspectors checking up on hygiene.

But suppose you then found out that the companies that made the household
goods picked up the tab for the safety checks and that restaurants paid hygiene
inspectors. How confident would you feel then? And imagine it then emerged
that the regulatory bodies, whose job it was to ensure the safety testers and the
hygiene inspectors were following the rules, were also being paid by the
business involved. Wouldn’t you feel your safety might not be in such good
hands after all?

Amazingly, that is precisely the situation when it comes to policing the
drug trials that form the basis of scientific medicine. Who checks up they are
being done properly? Most people, including most doctors, don’t have a very
clear idea. If they did, they might not trust these trials to the extent they do.

The semi-secret drug-testing machine

Running clinical trials is a vast and almost invisible $14 billion industry in the
US, where there are an estimated 15,000 private drug-testing centres that ran
nearly 40,000 trials for the pharmaceutical industry between 2001 and 2004 —
amounting to around 75 per cent of the total. But the drug companies don’t just
pay the testing centres. They also, remarkably, fund up to 5,000 ‘institutional
review boards’ in the US, responsible for ensuring the testing centres follow
medical and ethical guidelines. Many countries have some form of drug-testing
centres, and it is very unlikely that they are more closely regulated.

A lengthy account of this system, published recently on the website
bloomberg.com — a leading financial information provider — painted an alarming
picture of a setup that is ‘poorly regulated and riddled with conflicts of interest’.



The few existing independent investigations of this hidden world have found
‘poorly trained and unlicensed physicians’ running the centres where there are
‘significant objectionable conditions’.

What might those be? In one case, the head of the review board was the
wife of the man running one of the clinics it was entrusted with overseeing. In
another, the same man headed both a trial centre and its review board. Members
of the review boards do not have to be trained or certified and many keep the
names of their members secret. There has never been an audit of the

effectiveness of the review boards, nor are there any records of the number of

test subjects injured or killed each year.1%2

This is a system that has a direct impact on your health — and beyond. The
results of trials run in the American system can be used to license drugs around
the world. Many other countries also have their own commercial testing centres,
but the American one is by far the largest. However, the products that come out
of it have not been made with your health in mind. The driving force behind this
production line is a simple financial imperative — to find replacements for drugs
that are about to lose their patent.

As we saw in Chapter 2, when a drug company finds a promising new
chemical, it is patented. Once the drug gets a licence, the company can charge
high prices for the seven or so years the patent has to run to recoup their costs.
Then, when the patent expires, the price per pill plummets from maybe $5 to 50
cents because anyone can make copies. Between 2003 and 2008, a total of 28 of
the top-selling drugs are coming off patent, losing the drug companies around
$50 billion. But there’s that safety net: the system is designed to produce results
that will allow patented replacements to be brought to market.

As we saw with Nexium (page 49), it is sometimes a tricky business to
show that the new drug is actually any better. The official reason for this system
— to generate new life-saving drugs — is a secondary consideration, as will soon
become clear.

How clinical trials produce the results companies want

You may be surprised at the way the regulation of clinical trials works, but the
tentacles of drug-company influence are even more all-embracing. Until about
15 years ago, most drug trials were run by universities independently of the drug
companies. Since then, that work has increasingly been taken over by private
firms.

According to an investigation a few years ago, many of these private



research firms are actually owned by the same major advertising companies,
such as Omnicom, Interpublic and WPP, that handle the drug companies’ multi-
million dollar advertising accounts. The results of these trials are then used to

promote drugs in the UK and the rest of the world.1%

Executives of these agencies deny that they do anything to distort the
findings. Studies of the testing scene suggest otherwise. ‘The evidence is strong
that drug companies are getting the results they want,” writes Dr Richard Smith,
long-time editor of the British Medical Journal. ‘This is especially worrisome
because between two-thirds and three-quarters of the trials published in the

major journals are funded by the industry.’10Z
So what is the evidence? These are the kind of practices Smith is referring
to:

e A study in the 1990s found that out of all 56 of the studies conducted by
drug companies themselves into painkilling drugs, not a single one was

unfavourable to the company that sponsored the trial 12

e Trials funded by a drug company were four times more likely to have

results favourable to the company than studies funded from other

sources.102

e At the annual meeting of professionals in one medical speciality, six in ten
of the papers had been sponsored by the drug industry, and every single one

of them ‘supported the product use.’11°

In the UK, the extent to which drug companies finance trials is even greater than
in the US. According to the Parliamentary health committee report, the
pharmaceutical industry spends £3.3 billion a year on research in the UK,
financing about 90 per cent of all clinical drug trials.

How the medical journals are bought on board

Once a favourable trial has been completed, it needs to be published in one of
the reputable journals that doctors, right from the start of their training, are
taught to rely on. In theory, the results of trials and studies, once written up and
properly presented in these journals, is what distinguishes scientific medicine
from the traditional or ‘folk’ medicine that preceded it. In reality, the
relationship between the journals and the drug industry is, according to The
Lancet editor Richard Horton, ‘somewhere between symbiotic and parasitic’.



In giving evidence to the Parliamentary health committee, Horton described
how drug companies ‘regularly try to exert pressure on a journal to run a
research paper’. When a favourable research paper is printed, it is often reprinted
and bought in bulk by the company involved, which gives them leverage. For
example, on one occasion, after Horton had been querying a lot of points in a
paper on a COX-2 inhibitor drug such as Vioxx, he was contacted by an
executive of the drug company involved and asked to ‘stop being so critical’.

Otherwise, warned the executive, they would pull the paper and The Lancet

would lose lucrative reprint rights. 11

This is not to suggest that journals are all in the pay of the drug companies.
Far from it. Most of the revelations about the extent to which drug-company
money buys influence has come from papers published in top medical journals.
But the potential for distortion is obviously enormous.

The Influence of the Pharmaceutical Industry found that the British industry
‘influences the interpretation and reporting of results of trials’. Negative results
can be dismissed as erroneous (‘failed trials’), whereas positive ones can be
published repeatedly in different guises. Some astoundingly misleading articles
have appeared in reputable journals (see the ‘When hospitalisation isn’t an
ADR’ box opposite).

WHEN HOSPITALISATION ISN’T AN ADR

What happens when a company-sponsored trial doesn’t produce favourable
results? Sometimes, as a team of independent scientists found with a paper
on the antidepressant Seroxat, the summary says otherwise.

Summaries or abstracts of trials are usually all that gets quoted in the
marketing literature. In the case we’re looking at here, drug-company
researchers compared the effects of Seroxat with a placebo on adolescents.
The summary said the drug was ‘generally well tolerated’ and that ‘most
adverse effects were not serious’.

But when a team of independent scientists looked at the whole paper,
they found this: ‘Out of 93 children given Seroxat, 11 had serious ADRs
compared with 2 in the placebo group’. Just how serious? ‘Seven of these
children were admitted to hospital during treatment.” How many
hospitalisations would it take for the drug not to count as ‘well tolerated’?

The researchers also found that the drug was only 2.7 points more

effective than a placebo on a 113-point scale.112 How effective is that?



How academics are encouraged to do what the companies want

With favourable results published in a top-line journal, the next step in
establishing full spectrum dominance is to recruit academics who will give talks
and lectures supporting the use of the drug in question. Details of how the
system works emerged in a major investigation by the Los Angeles Times into
the relationship between the prestigious National Institutes of Health (NIH) in

the US and the drug companies.:'2 Many Americans assumed that the NIH were
bastions of independence, staffed by independent academics, who impartially
advised the US government on medical matters and contributed to major
journals.

But the investigation showed some had extensive financial links with drug
companies and supported them in return. For instance:

e Between 2000 and 2004, at least 530 NIH scientists received fees and
stocks from biomedical companies. They did not break the law because
there was no requirement to reveal such links.

e One of them, Dr Bryan Brewer, received over $100,000 dollars from the
manufacturers of the statin drug Crestor. Brewer wrote an article in a
leading heart journal dismissing concerns over the links between the
Crestor and a serious muscle-wasting ADR.

e Just two months later an editorial in The Lancet said: ‘Physicians must tell
the truth about Crestor ... [which] has an inferior evidence base supporting
its safe use.’

e Brewer was one of the nine authors of the guidelines that lowered the
recommended safe levels of cholesterol so sharply that 23 million more
Americans became eligible to take them. Seven other members of that
committee also had financial links with the makers of statin drugs.

But this is not just an American oddity. Not only do these practices directly
affect most other countries — many follow American statin guidelines, for

instance — but in the UK, evidence has recently emerged that some
pharmaceutical companies offer bribes to consultants not to publish inconvenient
findings.

Giving evidence at a Parliamentary health committee hearing, Dr Peter
Wilmshurst, a consultant cardiologist at Royal Shrewsbury Hospital, told how he
has been offered bribes by a pharmaceutical company not to publish



unfavourable research results. He also claims that he knew of three professors of
cardiology who were told their results were aberrant and were persuaded by the
pharmaceutical company who had sponsored the study not to publish. ‘I suspect
this is as common now as it ever was,’ said Dr Wilmshurst.

He also told the committee that key opinion leaders can be paid in the
region of £5,000 for an hour’s talk about a drug they have no experience of
using, and that their influence can have a big impact on practice. (For an
example of the way academics can support a drug launch, see the following box
‘Building a bestseller”).

BUILDING A BESTSELLER

A vivid example of how much an obliging academic and some free
entertainment can contribute to the building of a blockbuster comes from a
New York Times investigation into what happened when a drug company
called Forest was threatened with a dramatic drop in revenue because the
patent on one of its bestsellers was about to run out.

Forest’s patented drug was an antidepressant called Celexa and its
replacement — Lexapro (known as Cipralex in Europe) — contained an only
slightly modified version of the drug molecule, escitalopram. The problem
lay in persuading doctors to switch to the new (and far more expensive)
version.

114

According to the New York Times investigation,~= the key piece of
evidence in Lexapro’s favour was a review of three earlier studies that had
found it acted more quickly — the work of academic Dr Jack M. Gorman.
But it was hardly objective science. Not only was the author a paid
consultant for Forest. He was also the editor of the journal that had
published it, in a special supplement paid for by Forest.

Undaunted, Forest organised a two-day conference in New York and
flew in one student from nearly every medical school in the country as
attendees, saying it was to ‘get medical students interested in psychiatric
research’. Dr Gorman gave a talk on antidepressants and the students stayed
in the Plaza Hotel and went to a Broadway show. Meanwhile, a not-for-
profit newsletter — The Medical Letter — with no pharmaceutical links had
analysed the same three studies on Lexapro and found no advantages. It’s
not recorded whether the newsletter’s findings were presented in New
York.



Forest held a whole series of sessions to educate doctors about
psychiatry and the use of antidepressants, and the value of Lexapro’s sales
reached $1.1 billion in 2004. Subsequent trials have reported it was
effective in ‘treating panic disorder and generalised and social anxiety
disorders’. Sales are estimated to reach over $2 billion a year before the
patent runs out.

How doctors are encouraged to do what the companies want

The ultimate aim of this chain of influence is to affect the behaviour of the
doctors who are at the sharp end: unless they actually prescribe a new drug in
favour of the old one going off patent, the whole project has failed. Doctors are
targeted in two main ways: through continuing medical education and directly
by visits from drug sales teams.

Lifelong learning?

Medical research advances at such a fantastic rate that it is impossible for
individual doctors to keep up, so every doctor in the UK is required to attend

about 50 hours of ‘medical education’ a year.1> Very sensible, you might think,
and so do the drug companies. Currently in the US, over $1.5 billion goes on
‘continuing medical education’. As a result, American third-year medical
students receive on average one gift or attend one activity sponsored by a

pharmaceutical company per week.119
In the UK, the industry funds over half of all postgraduate medical
education, and much of the education of nurses, from its annual marketing

budget of £1.65 billion.llZ By way of contrast, the UK Department of Health

spends just 0.3 per cent of this on publishing independent information on

drugs.118

If ever you have wondered just why doctors seem so sceptical about non-
drug treatments, even when you tell them how well a change of diet or some
supplements have been working for you, it’s worth bearing in mind the source of
the information they are relying on when making decisions. Not only will any
new positive findings about non-drug treatments have been ignored as part of
this ongoing education — but so will any new evidence that a particular drug is
causing problems. (For an example of how doctors on educational trips were
kept in the dark about HRT problems, see the following box ‘Don’t mention the



heart attacks’.)

DON’T MENTION THE HEART ATTACKS

In 2000, doctors across the US received a letter from the pharmaceutical
company Wyeth telling them about a new campaign to educate consumers
about the menopause. It featured the actress Lauren Hutton and warned of
the horrifying consequences of ‘oestrogen loss’. These included heart
attacks, Alzheimer’s disease, night sweats, vaginal dryness and bone
fracture. The solution to these dangers was, of course, to take HRT.

It was a particularly one-sided sort of education, however, that made
no mention of the finding from the first properly randomised controlled trial
of HRT, published two years earlier. This found that if you’d had a heart

attack, HRT actually made another slightly more likely.12 It also kept mum
about an independent analysis of trials that detected a raised risk of heart

attack with HRT.12 Most misleadingly, it ignored the fact that the
organisers of the huge Women’s Health Initiative trial of HRT and healthy
women had just taken the highly unusual step of writing to the thousands of
women involved to warn them of a slightly raised risk of strokes and heart
attacks on the treatment.

The information in this letter, “‘WHI HRT update from the Women’s
Health Initiative’, was based on the results of ongoing research, later
published as an article in the Journal of the American Medical

Association.!2L The full story is told in Chapter 3 of the excellent book
Selling Sickness: How Drug Companies are Turning Us All into Patients by
Ray Moynihan and Alan Cassels (see Recommended Reading, page 400).

This situation represents the kind of one-sided information about drugs
your doctor is likely to be getting from the drug companies, and it directly
affects the advice you are going to get in your doctor’s surgery. Drugs
become the obvious choice because all the problems have been airbrushed
out. No wonder nutrition and other non-drug approaches barely register on
their radar.

Selling the product
But by far the largest chunk of the marketing budget goes on targeting doctors



directly. Currently, the spend in the US alone is $12 billion to $18 billion dollars
(precise figures are hard to come by), according to the same study that gave the
figures for the cost of educating doctors. ‘All this,” commented the authors

delicately ‘may be inconsistent with evidence-based guidelines.’ 122

In the UK, we know that some drug companies can spend up to £10,000 a
year targeting an individual doctor with drug reps or salespeople who provide
information about the latest drug developments. In the past some doctors have
been rather cavalier about all this. They were trained, they said, they could
handle it; they knew how to separate the hype from the hard evidence.
Unfortunately for them and their patients, there’s considerable evidence that that
is just a comforting delusion.

What happened with Vioxx, for instance, is not reassuring, as an article in
The Lancet shows. ‘The COX-2 drugs were adopted as the preferred NSAID by
55 per cent of physicians within 6 months of their being marketed,’ it declared.
“This was due not to what the patient needed but was based on “physician

preference”.’123-124 We have already seen that a close reading of the research
data would have told any doctor that there were potential problems with Vioxx,
so they must have been persuaded not by the journal evidence but by the
education and marketing material they received from the company.

Certainly the Parliamentary health committee felt there was a problem. In
The Influence of the Pharmaceutical Industry it commented in general on the
‘aggressive promotion of medicines shortly after [their] launch’ as well as the
‘absence of effective countervailing forces’, and concluded that ‘all contribute to
the inappropriate prescription of medicine’.

Its recommendation, which the government rejected, was that there should
be a limit to the amount of information doctors receive in the first six months of
a launch, and stricter control on the promotions by the drug reps. The reason was
blunt and to the point. ‘[Doctors] do not keep abreast of medicines’ information
and are sometimes too willing to accept hospitality from industry and act
uncritically on the information supplied by the drug companies.’

New doesn’t mean better — just more expensive

In the end, full spectrum dominance has one simple aim — to ensure that you get
prescribed the latest drugs because they are the ones covered by a patent and so
highly profitable. That would be fine if they represented a big improvement on
the older ones. But do they? Not according to a recent Canadian study, which
found that during the 13 years between 1990 and 2003, out of 1,147 newly



patented drugs classified by the Canadian Patented Medicines Prices Review
Board, only 5.9 per cent were considered to be ‘breakthrough drugs’, that is,

those providing a ‘substantial improvement over-existing drug products.’122

And yet according to the same research, spending on prescription drugs in
Canada doubled between 1996 and 2003, and 80 per cent of that was accounted
for by new drugs ‘that did not offer substantial improvements on less expensive
alternatives available before 1990°. The shift from Prilosec to Nexium described
in Chapter 2 is a good example of the process at work. And it’s not just Canada
that is affected. The report concludes that ‘me-too drugs probably dominate
spending trends in most developed countries’.

Just how important protecting and extending patents is in comparison to
developing genuinely innovative drugs is dramatically illustrated by another set
of figures. According to these, the number of patent lawyers retained by drug
firms is rising faster than the spend on drug research and development. In 1987,

46 lawyers were employed for every billion spent on R&D, whereas ten years

later it was 75 per billion.125

It is this concentration on patents and copycat drugs offering minimal
improvements that explains why there has to be so much tweaking of results and
wining and dining of doctors. You wouldn’t need to spend £10,000 pounds on
each doctor to get them to prescribe a drug that cured 90 per cent of cases of
people infected by the antibiotic-resistant bug MRSA. The trouble with this
approach is not just that it doubles our drug bills for very little return, but that it
actively denies funds to non-drug treatments.

For instance, the authors of the Canadian study estimate that a saving of just
half its copycat drug bill could have paid for 1,000 new doctors. Alternatively, it
could have been spent on researching the best ways to help people switch to a
healthy diet combined with nutritional medicine and an exercise regime.

The watchdog that didn’t bark

Every country has a drug regulatory agency that, in theory, could counterbalance
or at least restrain the drug companies’ full spectrum dominance. Bodies like the
UK’s MHRA and the FDA in the US are charged with first licensing drugs —
reviewing the evidence to make sure that they are safe and effective — and then
monitoring what happens to patients once they are being widely used. But the
FDA has been heavily criticised for its failings over Vioxx, and the far more

secretive MHRA doesn’t seem to be doing either job very effectively. Not only

is it almost entirely funded by the drug companies to the tune of £65 million,2Z



but it’s also very poor at picking up problems once they appear.

A little too cosy?

It wasn’t until the beginning of 2005 that MHRA members were banned from

having shares and financial links with drug companies.l22 The MHRA is
currently headed by Sir Alasdair Breckenridge, previously on the scientific
advisory committee of the pharmaceutical giant GlaxoSmithKline. Documents
obtained recently via the UK’s Freedom of Information Act showed that the
industry privately drew up its own detailed blueprint of how the MHRA should
be run, proposing to ‘build on the excellent working relationship between the
industry and the regulator’. They also revealed that the industry was ‘agitated

about the ministers’ unrealistic plans to tighten the rules on conflicts of

interest’.129

The sense that drug companies’ interests were the agency’s first priority
and patients’ a distant second was reinforced by Richard Brook, director of the
mental health charity Mind and the first patient’s representative to sit on an
MHRA review committee. He declared himself ‘horrified’ to find that the
agency had kept quiet about the possible dangers of higher doses of SSRIs for at

least a decade. When he resigned, he declared that the MHRA was either guilty

of ‘extreme negligence or worse dishonesty’ 139

Are they experimenting with you?

Although properly run clinical trials can tell if a drug is more effective than a
placebo or another drug, they are poor at spotting if it is likely to cause
damaging side effects once it is being widely used. This may be because the type
of people in the trial — younger males, for instance — are not the ones most likely
to get the drug (who may be elderly women). Or it may simply be a question of
numbers — a few thousand people at most will get the drug in a trial, while
millions may get it on prescription. What this means, however, is that when you
are prescribed a newly licensed drug you are, and people are rarely told this,
effectively taking part in a huge experiment to discover whether it has rare
(usually) but possibly deadly complications.

You could also easily be prescribed a drug that hasn’t gone through any
trials at all to target the problem you’ve got. That’s because many drugs — 21 per
cent, according to a recent study — are prescribed off-label (see also page 66).
The idea is that doctors are able to use their skill and judgement to work out that
a certain drug licensed for one thing might help with another. That may well be



appropriate at times, but it is certainly open to abuse. Drug companies heavily
push off-label prescribing to increase sales.

One example is the drug Neurontin. In a court case it emerged that it was
being promoted by the manufacturer for 11 conditions it wasn’t actually licensed

for.13l An even worse case of off-label prescribing, actively encouraged by the
company, was Propulsid for children (see Chapter 2, page 48), even though
unpublished trials showed it was neither effective nor safe.

Children are, in fact, particularly at risk from this practice because few
drugs are actually tested on them. The 60,000 children who got SSRIs for
depression were treated off-label. Recently, the journal Science reported that
‘between 50 per cent and 90 per cent of drugs used on adults have never been
tested or licensed for use on children, as a result 100 million children in the

European Union are often prescribed off-label products or unauthorised

drugs’ 132

But it’s not only children who are affected. Until very recently, hard data
about just how many prescriptions in general are written for drugs used off-label
was hard to come by. But last May a major study reported that on average, 21
per cent of the 160 most commonly prescribed drugs in the US were given to
people on an off-label basis. What’s more, the evidence for using nearly three-
quarters of them had, wrote the authors, ‘little or no scientific support’.

In other words, rather than being backed up by clinical trials, their use was
based on observational studies, case reports or no discernible evidence at all. In
some specialities, the level of off-label prescribing was higher than others. In
psychiatry, for example, a staggering 96 per cent of off-label prescriptions
lacked strong scientific support.133

This is precisely the sort of charge levelled at non-drug therapies and used
as grounds for dismissing them. This wasn’t a small-scale study either, being
based on an analysis of an American national database that tracks the prescribing
habits of a representative 3,700 doctors around the country. Whether the pattern
is the same in other countries is impos sible to say — in the UK, for instance, no
central record is kept of what drugs are actually prescribed for what conditions —
but it would be surprising if the pattern was very different.

The agency that polices itself

In the light of all this, you might reasonably expect that systems would be in
place to actively check for such problems and respond quickly. And because
such a system would essentially involve policing how well the licensing experts
had done their job, you might expect it to be done by a separate and independent



agency. In fact, both the UK and the US agencies do both jobs, effectively
policing themselves. The system the MHRA uses to check for problems post-
licensing was described by the Parliamentary health committee in The Influence

of the Pharmaceutical Industry as ‘extremely passive’.12* It relies on the
“Yellow Card scheme’, which depends on doctors voluntarily filling in reports of
ADRs.

One witness giving evidence to the committee commented: ‘We track the
fate of the parcels though the post 100 times more accurately than we track the
fate of the people who have been killed by SSRIs or other drugs.” Only between

one and ten per cent of adverse reactions are ever reported, and even those ‘are

not always investigated or pursued with sufficient robustness’.132

However, recommendations that the system should be beefed up and made

independent!2® were ignored by the UK government. Exactly the same
recommendation has been made by American and Canadian safety experts about

the drug regulation agencies in their countries — and also ignored.137-138

Such governmental stonewalling is perhaps the ultimate triumph of full
spectrum dominance. But while this system can, and possibly should, be an
embarrassment to doctors who have to live with it, you don’t have to. Now you
are armed with a much better sense of what actually lies behind the drug
companies’ facade of scientific healing, you can start to ask the questions about
any drug you are prescribed that should give you a clearer and more truthful idea
of what you are getting. This is what is covered in Chapter 4.



-

On Guard
How to tell good medicine from bad

IN ocToBER 2005 Nancy Yost, a 73-year-old New Yorker, did something

rather remarkable. She sued a drug company. Now in America that in itself is not
remarkable — it happens all the time. But what made Nancy Yost’s case so
unusual was that she hasn’t actually suffered any harm. However, for the last
eight years she has been taking the bestselling statin, Lipitor, and she doesn’t
have heart disease. Therein lies the crux.

Yost is now the figurehead of a class action against the manufacturer Pfizer
that alleges the drug was prescribed under false pretences. The action claims that
the company aggressively promoted the drug to patients like Nancy, even though

‘there is no proof that statins prevent heart attacks in women and seniors who

aren’t already suffering from heart disease or diabetes’.132

The coming revolution

Nancy Yost is part of a revolution in the way we take our medicine. If you’ve
read this far, you may be part of it too. All that is needed to join is a change in



attitude. You don’t need to regard a prescription as an instruction, but instead, as
more of a suggestion. And if you are going to put a chemical into your body for
months, if not years, you want to know far more about it than was normal in the
past. For Nancy Yost, the issue was that the revolution wasn’t really underway
eight years ago, when she started on the drugs.

One of the triggers for this revolution has been the failures, damage and
cover-ups described in the last three chapters. The story they tell is how an
earlier revolution, the arrival of drug-based scientific medicine that kicks off
Chapter 1, has gradually gone sour. Its big promise had been that all the
somewhat messy, human elements of medicine — herbal remedies, good food,
fresh air, the personality of the doctor, exercise — could be swept away and
replaced with single chemical molecules, measured and tested.

This ‘appliance of science’ approach was one of the defining faiths of the
1950s. Modernist architects tried to do something similar with their severe,
unadorned buildings, described as ‘machines for living’. But just as few people
actually wanted to live in modernist machines, so the older forms of medicine
gradually began creeping back, often with impressive support from the scientific
system that was supposed to outlaw them. Plain geometric blocks of flats proved
a bad fit for our complex lifestyles and complicated social networks, and now
modernist pharmaceutical medicine seems similarly narrow-minded and
inhumane compared with the range the non-drug approach has to offer. They are
also out of step with the ‘networked’ design of our body, a complex adaptive
organism, which we explore in Chapter 5.

However, the second revolution wouldn’t have grown up organically
without the internet. This not only allows you to examine just how strong or
weak the evidence for the claims of modernist medicine are, but also to swap
your experiences and what you’ve learnt with others. The web is now full of
sites where you can learn what it’s like taking a particular drug and where
warnings of dangerous but still largely hidden side effects can be swapped. (See
Resources, page 401, for more details.)

Manifesto for the new medicine

All this has given rise to a new breed of informed health consumers, networked
via the web. This is a revolution anyone can join. And networks have another
effect: they are great levellers. The first modern medical revolution set up a
classic hierarchy. Pharmaceutical companies produced the drugs according to
commercial potential rather than patients’ needs, and doctors doled them out. In



the second revolution it is patients who are becoming involved in setting the
agenda and demanding treatments from our doctors that better fit with some of
medicine’s more ancient values.

If there was a manifesto setting out what the second revolution means by
good medicine it might look something like this:

Treatments target the underlying problem rather than just the
symptoms.

For example, you and your doctor could focus on finding out whether your
child’s ear infections are triggered by allergy rather than just relying on
antibiotics every time.

Treatments cure the underlying disorder or ensure it considerably
improves.

For example, a diet designed to control blood-sugar levels, plus exercise,
could be used to help control diabetes rather than just relying on drugs.

Treatments are safe and don’t cause further problems which then have
to treated.

Treatments don’t have to repackaged to be launched in new and more
expensive versions every few years.

Treatments are researched and developed because they work
regardless of whether or not they can be patented.

Treatments may be safely used in combination.

Treatments for the same condition may be different for different
patients depending on the underlying cause.

For example, you may work out your own personal nutrition programme,
tailored to specific health needs.

Like all manifestos, there is a lot of hope in there, but that’s no reason why you
shouldn’t try to ensure that, as far as your own treatment is concerned, it’s
followed as closely as possible. One of the things you certainly can do is to take
reasonable steps to protect yourself from the damaging effects of drugs.

We are not talking here about emergencies or a serious health crisis, where



drugs have their place. The main area in which to be wary is when one of the
blockbuster drugs is being offered. They may be just what you need, perhaps in
the short term; but it’s worth finding out more about it if you feel you’re not
getting the full story on possible side effects or efficacy. Before we get on to a
list of the top ten questions to ask your doctor about a drug, let’s just look at the
major issues it’s worth keeping in mind when deciding whether to go on one.

Prescription drugs: the biggest issues

Is it a new drug?

New drugs come in two forms, both of which have their drawbacks. Some, as
we’ve seen, are designed to overcome a known problem with an earlier version.
Vioxx, for example, was promoted as the solution to the gut damage that older
painkillers cause. Very often the old problem still lingers, though: the new range
of sleeping pills has turned out to be no better than the old ones, for instance.

Others do work in a new way, and always promise to be a great
improvement. But the very fact that they are focusing on a new pathway means
that, inevitably, not all possible side effects will have shown up in the trials.
Combine that with the fact that we don’t have a dynamic or independent system
for picking up problems — as we saw in Chapter 2 — and the reality is that you are
essentially going to be taking part in a huge experiment.

As we saw in Chapter 3, new drugs are also heavily marketed, so you will
need to bear in mind that your doctor’s practice will probably have been the
target for some skilful promotion.

Is it a blockbuster?

If it is (see page 35), then it is worth asking whether it is really right for you and
why your doctor thinks you need it. For instance, even if your cholesterol is
high, that may not be a problem for you. As you’ll see in Chapter 15, having a
slightly raised cholesterol level isn’t a problem if your ‘good’ HDL (High
Density Lipoprotein) cholesterol is high. Statins do next to nothing to raise HDL.
And even the best-run clinical trials only tell you what happens to people on
average. The assumption behind all the drugs prescribed for prevention is that
there’s a norm that is best for everyone, but maybe you don’t fit it. Relief from
symptoms may be worth having for a while but it’s not good as a sole, long-term
strategy.

The trials of drugs given to millions probably weren’t tested on lots of



different types of people. You need to ask yourself whether they were conducted
with participants like you. Indeed, given the problems with off-label prescribing
(see page 65), there may not have been any trials of the drug at all for the
conditions you’ve got. Ask your doctor about this.

Remember the relatives

This refers to statistics rather than your family. Presentation plays a big part in
drug promotion: new drugs often claim they can produce a 25 or 30 per cent
drop in, say, your chances of having a heart attack. But, as covered in the section
on statins (page 43), you need to know if that is a relative or absolute drop. If
only four per cent of people on the placebo have a heart attack, compared with
three per cent on the drug, that is certainly a relative drop of 25 per cent.
However, the absolute improvement is just one per cent, and that simply doesn’t
sound as impressive. Ask your doctor what the real benefit of the drug is likely
to be.

‘Numbers needed to treat’ or NNT

This is another set of numbers not often bandied about in drug-company
promotions. It refers to how many people have to receive this drug over a certain
period of time to achieve one successful treatment. An NNT of one means that
everyone who is treated benefits — this would be the result you’d get with a
treatment for head lice. Aspirin scores two for ‘reducing the pain of severe
sprain by 50 per cent within minutes’, and glucosamine is not bad, with an NNT
five, for improving arthritis over three to eight weeks. It’s certainly better than
the flu vaccine, which scores 23.

Ironically, the point where NNTs start to go off the scale is precisely with
those drugs that head the bestseller list — the ones for cholesterol lowering and

hypertension. According to the website Bandolier (www.jr2.ox.ac.uk/bandolier),

which is devoted to evidence-based medicine,14? you have to give the drug

Privastatin to 641 people for 4.9 years to prevent one stroke a year. Giving a
diuretic drug and a beta-blocker to 70 patients with high blood pressure for 5.8
years will prevent one stroke a year. Is it worth it? The choice is yours.

LEARNING FROM THE PAST

The history of drug disasters is a very good example of the old adage about


http://www.jr2.ox.ac.uk/bandolier

being doomed to repeat things if you keep forgetting them. Below we list
some conditions that have been linked with problem drugs in the past. Use
it to help decide if a similar treatment might or might not be right for you.

Weight loss: An SSRI-type drug called Pondimin plus an amphetamine,
phentermine, formed a popular combo known as ‘fen-phen’. However, it
caused heart disease and hypertension and was withdrawn in 1997. The
manufacturers, Wyeth, have set aside $22 billion to pay damages to

600,000 people. 14

Cholesterol lowering: The statin Baycol was banned in 2001 after being

linked with 31 deaths in the US and at least nine more elsewhere. So far,

the company Bayer has paid out $1.1 billion in 3,000 cases.142

Diabetes: Rezulin resensitises the body to insulin, but it has been officially
linked to 90 cases of liver injury — with some people needing transplants —
and 63 deaths. Settlements by Pfizer are reckoned to have reached $1
billion.

Heartburn: As we have seen, Propulsid was withdrawn in 2000 after it was

linked to 300 deaths, some of them of children, from heart problems.

Estimate of cost run at $1 billion.143

Often the warning signs later turn out to have been there early on. For
example, in the case of Redux — a drug very similar to Pondimin and also
used in the same combination — 20 academics wrote to the FDA at the time

of its licensing warning about the possibility that it might cause brain

damage that appeared later.144

Questions to ask your doctor

If you join the second medical revolution, it’s going to have a major effect on
your relationship with your doctor. Not only will you be treading on their
professional toes — as, after all, they’re supposed to be the knowledge able ones
asking questions — but you will also be pushing them into areas not covered at
medical school, such as nutrition. Some may welcome your input, especially if
you are involved in managing a chronic disorder. But others will find it
threatening.

You may find yourself tempted to abandon doctors altogether. But that
would be giving up a valuable resource. Not only have they had years of



training, especially in diagnosis; remember that not all are hidebound by
convention, some are eager to learn more, and if they sympathise with what you
are doing, they can be a valuable ally. So treat them with respect and sensitivity
rather than just bombarding them with your ‘informed consumer’ questions.

In an ideal world, your doctor would give you reliable and up-to-date
information about the drugs you were getting and your other options. But given
all the ways that we’ve seen the truth about drugs can be spun, and until we have
a drug-regulation system that is independent and proactive, you are going to
have to be rather more proactive yourself.

Note that the ‘you’ in all the questions below refers to your doctor, and the
‘me’ to you, the patient.

Prescription drugs

Here are the crucial questions to ask if your doctor is about to prescribe a drug.

e Is this a drug that has only recently been licensed, and if so have you
received a lot of promotional material from the manufacturer about it?

e [s this a replacement for a drug that has just run out of patent (in which case
it is likely to be very similar but a lot more expensive)? What are the
figures for absolute vs relative risk and the NNT?

e [s this being prescribed off-label — in other words, has it been specifically
licensed for the condition it’s treating or is there no actual evidence that it is
effective?

e Have there been any trials of the drug run by researchers who are not
financed by the manufacturers?

e Was the drug tested on people like me, who belong to the group most likely
to use it? In other words, if older people were most likely to take it, was it
tested on them or on younger, fitter people?

e Has the drug been tested against any other drugs already in use, and if so
how did it perform?

e Are there any non-drug treatments that are more effective than drugs for
this condition?

e Have all the trials that have been done on the drug been registered
anywhere so I will know what all the results were? Did any trials show no
effect or signs of problems?



e Do you think it is worth filling in Yellow Cards (see page 66) reporting side
effects? Did you fill in any cards for any of your patients taking SSRIs,
Vioxx or any earlier problem drugs?

e Is this drug likely to cause any vitamin or mineral deficiencies such as
statins do with coenzyme Q107?

Your doctor’s relationship with drug companies

Given what we have learnt about the way drug companies keep control, it is also
useful to ask your doctor about drug PR. Here’s a list of good questions to ask if
you are in the process of finding or changing a doctor.

e How often to drug reps visit you every month? Do you see them or send
them away?

e How many further-education sessions do you go to a year?
¢ How many of them were funded by drug companies?

e How much promotional literature have you received about the drug you are
about to prescribe me?

e How many seminars have you attended on it?
¢ How many independent sources have you consulted about it?

e How much do you believe drug-company promotion influences your
judgement?

Non-drug alternatives

Assuming you have a good relationship with your doctor, it makes sense to
discuss non-drug therapies and nutritional changes. Doctors almost certainly
have a better knowledge of biochemistry than you do, and yours may be able to
talk to you about the pathways a drug is targeting so you can check if non-drug
treatments are acting in a similar way. However, it is worth reading this book
first as there are some common misconceptions about the safety and
effectiveness of vitamins which are covered in Chapter 18.

A medical system where all this isn’t necessary

What we all want is a medical system that is responsive to what patients actually
need and doesn’t threaten to do them any damage while treating them. In the



next chapter we explore what such a system might look like, and why drug-
based medicine can’t ever deliver that. Part 3 looks in detail at how you can treat
the top nine chronic diseases with non-drug approaches, while Part 4 deals with
some of the ways that this revolution is going to have to change the existing
system if it is to have any realistic chance of delivering good medicine rather
than a brand that is simply profitable.




Part 2

A Different Way of I.ooking
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How to Regain Your Health
Getting to the true causes of disease

EiNsTEIN ONCE saID that ‘the problems we have created cannot be solved

at the same level of thinking we were at when we created the problems’. In
relation to most of today’s major health problems, the fundamental underlying
causes relate to a combination of lifestyle factors, including suboptimum
nutrition, psychological factors such as stress, physical factors such as a lack of
exercise, other environmental factors such as smoking, pollution or poverty and,
to a very small extent, as we’ll show you, genetic predispositions. None of the
major diseases is caused by a lack of drugs.

So even if a drug can suppress a symptom, it makes little sense to keep
doing what you are doing in terms of diet and lifestyle and expect better health
in the long term. Many drug-based approaches allow the patient to do just that.
For instance, instead of eating a diet that restores blood-sugar balance, diabetic
drugs allow you to keep eating the wrong stuff and get away with it — at least for
a while.

It makes a lot more sense to find a way of living that really does resolve
your health issues. And this is not just a nice idea, but a reality that you could



achieve. A simple illustration of this is the fact that for almost every disease,
there’s a country that doesn’t have it.

For example, Chinese women rarely get menopausal symptoms or breast
cancer, and Chinese men rarely get prostate cancer. In rural China, the lifetime
risk of developing prostate cancer is less than one in 20,000, whereas in the UK
the risk is more than one in ten. The Japanese, at least those on the traditional
diet, don’t get heart disease. Pacific island children have a fraction of the
diabetes incidence of European children. Cases of depression are the lowest in
regions of the world where fish-eating is the norm. So the question is — what are
you doing that’s different from what people are doing in countries where your
disease is extremely rare?

Throughout Part 2, you will discover the factors that tip you over into less
than perfect health, and in Part 3 you’ll discover what to do about it. There is
hardly ever a single cause, and the causes aren’t usually immediately obvious.
You don’t, for example, smoke a cigarette and instantly develop asthma or lung
cancer, or eat a bag of sweets and develop diabetes. Most diseases develop over
years, as a result of a number of factors that eventually push your complex
biology over the edge. The fact that most diseases are multi-factorial explains
why food and lifestyle changes have to be better medicine than drugs — although
at first sight, that could seem like a ridiculously ambitious claim.

Your body as an ecosystem

To understand why this claim is not unrealistic, consider this scenario. Imagine
that it is possible to identify your level of health with the ultimate body scanner.
This would be a super machine that combines brain scanners with thermography
(warmer and cooler areas show up as different colours) and some not-yet-
invented devices that show genes being turned on and off in every cell, the
activity of your immune system, the flow of blood around the body, the levels of
various fats and the changes in blood pressure.

If you were to watch yourself being scanned by this sci-fi device, several
things would soon become obvious. The first would be that your body is in a
state of constant dynamic flux, changing from moment to moment. Not only
would your brain cells be flicking on and off as thoughts and feelings coursed
through the brain, but your heart rate, blood pressure, and balance of hormones
in your blood would all be fluctuating in interconnected, complex and seemingly
chaotic patterns. But if you analysed the data with a sophisticated computer,
you’d see that the changes, at least in a healthy person, all stayed within a certain



range.

As you watched for longer — and let’s assume the scanner was so advanced
that it allowed you to move about, walk, talk, eat — you’d see that this
astonishingly complex network also changed moment by moment as you reacted
to the environment. If you started exercising, you would immediately see
changes in blood pressure and blood flow, as well as new patterns of activity in
the brain and in individual cells.

Now let’s suppose that someone came in and stressed you by being angry
with you or very critical. You’d see a very different pattern activated, at first in
the brain but then almost instantly, the new rhythms would flow around the rest
of your body, changing what was happening in the blood, guts, stomach and
immune system. Eating would provoke changes in the levels of hormones, fresh
activity in the brain, a shift in blood-sugar level and, if the meal came after the
stress, the patterns would be different again.

What you would be seeing in this scanner would be a sort of ecosystem at
work, a web of life with all the parts interacting and affecting one another,
constantly changing but also programmed to stay within certain limits for
optimum health.

It’s a way of looking at the body that is becoming increasingly common in
cutting-edge medical research (see “The body as an ecology’ box opposite), but
it’s also very useful in explaining why food is better medicine than drugs.

Let’s suppose that you are on the brink of becoming chronically ill. You’ve
been under a lot of pressure, you haven’t been taking care of yourself and your
personal ecosystem is shifting out of the optimum range and settling into a series
of less efficient patterns. It’s a state you might experience as being tired all the
time, rather depressed and irritable, possibly with raised blood pressure and an
overactive immune response. In short, precisely the kind of poor functioning that
is the target of blockbuster drugs.

THE BODY AS AN ECOLOGY

While nutritional and other non-drug practitioners have always treated the
body as a whole system, mainstream medical researchers have tended to
look at its parts in isolation. They are only now edging towards the notion
that they should perhaps consider some of the elements of the body as part
of a wider system.

‘It’s the ecology, stupid!’, was the headline of a recent Nature article



on stem cells (the basic cells which can develop into different types of more
specialised cells), reported that trying to understand them by looking at the
way they behave in a Petri dish doesn’t work. The latest model describes
them as inhabiting a ‘niche’, a term borrowed from ecology. The article
points out that stem cells, like other cells, depend on support cells, protein
scaffolds, blood vessels and biochemicals — a network which ‘may be every
bit as complex as a forest ecosystem’..

Even the hallowed ‘magic bullet’ — the goal of drug design for half a
century — is being rethought because of problems with the new generation
of cancer drugs like Gleevec or Iressa, which are designed to precisely
target molecules involved in carcinogenesis — the process whereby normal
cells become cancerous. (Many tumours were found to develop resistance
to Gleevec, for instance, while Iressa was very effective in only a few
patients.) ‘Common disorders tend to result from multiple molecular

abnormalities, not from a single defect,” observes another Nature article.?
So the latest idea is for the ‘magic shotgun’ that will hit multiple targets in
the system. There is now an ‘emerging field of network biology’ aiming to
‘model all the complex interactions between all the molecular constituents
of a cell’.

This could take some time. In the meantime, for some chronic
disorders, something as simple as vitamins, minerals and omega-3 essential
fats are a pretty good magic shotgun: after all, our bodies have evolved to
use them in myriad ways, affecting almost every element of the overall
network.

Why drugs fail to fit the new paradigm

So are drugs the best way of shifting your body network back into a healthier
pattern? To see why not, consider this simple question. If the UK’s National
Health Service could dispense an unlimited amount of drugs, and had no waiting
lists for surgical procedures, would we be healthier? Would this free us from the
major chronic diseases — Alzheimer’s, arthritis, cancer, cardiovascular disease,
depression, diabetes and obesity? One reason it wouldn’t is because we know
that there is no relationship between the amount spent on medical treatment and
overall health (see the ‘More money doesn’t add up to better health’ box below).



MORE MONEY DOESN’T ADD UP TO BETTER HEALTH

When trying to estimate the benefit of the money a country spends on
medical services, researchers use a measurement known as DALE
(disability adjusted life expectancy) — in other words, the average number
of years people can expect ‘to live in full health’.

The people of Greece, for example, can expect a DALE score of 72.5
years, which is among the highest in the developed countries. But in 2000
they spent the least on health services of any developed country — $964 per
head per year. At the other end of the scale, Americans got the fewest years
(70) for the most money — $3,724. The UK spent a hundred dollars more

than Greece — $1,193 — but only got 71.7 years.2 The reasons for these big
gaps are disputed, but lifestyle factors such as stress and diet play a part;
they affect the entire body ‘ecosystem’ and drugs can’t influence them.
Similarly, you might think that countries with more doctors per
population would live longer, but they don’t. Take the US. There are more
than 300 doctors per 100,000 and people live to be 71.5, on average. Yet
England, with a slightly longer life expectancy of 72, has nearly half that
number — a mere 160 doctors per 100,000. Italy has even more doctors than
the US — 550 — but an identical lifespan to the English. Whichever way you
cut it, there’s no statistical link between numbers of doctors and lifespan,
according to economics professor Andrew Oswald of Warwick University

in the UK 4

The reason there’s no correlation between the amount spent on so-
called healthcare, or the numbers of doctors in a country, is likely to be
because neither the healthcare system, nor doctors, are making much impact
on the true causes of disease.

The high cost of health services

But there is a more fundamental reason why unlimited medical treatments
wouldn’t make us all healthy. Not only are most drugs not designed to remove
the causes of sickness but, taken for any length of time to relieve symptoms, they
very often create new problems. And that costs, in health and cash alike.

We are spending more and more on health. British taxpayers, for example,

according to another set of calculations, spend over £2,500 per year each,2 a
figure echoed in other developed countries — and 70 per cent of the UK



population is taking medicines to treat or prevent ill health.2 One professor of
medicine described the health service as ‘the fastest-growing failing business’.

If you are one of the people on this kind of treatment, you are likely to be
taking at least one or more of the three most widely prescribed drugs — aspirins,
statins and antidepressant SSRIs. We’ve already seen some of the problems with
each of these classes of drugs, but recent research suggests they may well be
disrupting your body’s biological balance, and damaging your body in other
ways. Let’s look at these three.

If you take aspirin to help ease the pain of a broken bone, the healing
process in the bone will slow. A COX-2 inhibitor painkiller like Vioxx or

Celexib will slow down soft-tissue healing as well.Z NSAIDs such as aspirin
damage stomach and gut linings, as we’ve seen, and cause around 2,300 deaths a

year in the UK from gastrointestinal bleeding — and now it turns out that if you

combine aspirin with an SSRI, your risk of such bleeding goes up 2.5 times.8

Although many people over 70 will be taking low-dose aspirin to cut the risk of

a heart attack, the benefit may well be cancelled out by the gastrointestinal risk.2

Statins don’t seem to cause so many ADRs as aspirins, but they account for
the largest chunk of the NHS drugs bill — so are they a good way of bringing
your body’s ecosystem back into health? Recently, the manager of an NHS

primary care trust reported on their cost-effectiveness.l? He pointed out that 71
patients with cardiovascular risk factors have to be treated with a statin for five

years to prevent one heart attack or stroke.ll That leaves 70 people taking a drug
for five years and gaining no benefit from it. So the cost of preventing that one
heart attack would run at between £33,000 and £55,000.

SSRIs, as we’ve seen (see page 36), have been shown to increase the risk of
suicide and to be little more effective than a placebo, but according to a report
from the International Center for the Study of Psychiatry and Psychology, based
in the US, they could also actually be increasing the rate of mental illness. It
says, ‘Selective serotonin reuptake inhibitors commonly cause or exacerbate a
wide range of abnormal mental and behavioral conditions.” Since the massive
increase in prescribing these drugs, rates of mental health problems have soared:
“The number of mentally disabled people in the US has been increasing at a rate

of 150,000 people per year since 1987.’12
Similarly, since the introduction of anti-psychotic drugs for the treatment of

schizophrenia, the rate of suicide has gone up twentyfold.12 The fact is that most
drugs work against the body’s design, not with it, and consequently run the very
real danger of making matters worse in the long run. Peter Smith discovered the
hard way that SSRIs were not for him.



Peter was a civil engineer who for years had been working on
contracts in developing countries. The hours were long, he was
endlessly juggling competing interests, and sometimes there was
danger from terrorists.

The workload took an increasingly heavy toll on his health, and
he began having chronic and persistent headaches, stomach disorders,
problems with sleeping and nightmares, and low energy. Here was a
clear example of the way that stress and psychological pressures can
have a very definite system-wide effect, loading the body’s ecology
with more disruption than it can cope with.

So Peter took some leave in the hope that a rest would allow him
to recover. A year later, however, he was worse — depressed, with a
failing short-term memory and poor concentration. He often felt
lethargic and nauseated during the day — feeling unwell, but unable to
pin it down to a specific local problem. The only solution that drug-
based medicine had to offer was increasingly powerful pills to target
some of the symptoms.

Peter’s doctor tried three different antidepressants, including
Seroxat. A headache consultant handed out migraine pills, painkillers
and the original heavyweight anti-psychotic drug, chlorpromazine.
None of them helped and all had unpleasant side effects. Then a
psychiatrist prescribed two more antidepressants plus an anti-epileptic
drug that is also used in bipolar disorder, or manic depression.

In the end, it wasn’t the cascade of pills that helped restore
Peter’s system-wide imbalance. It was something much more basic
and decidedly drug-free: learning how to breathe properly. A well-
known effect of chronic stress is that it causes people to breathe too
quickly and too shallowly. The result is a drop in the amount of carbon
dioxide (CO,) in the bloodstream — and that has wide-ranging and

largely unappreciated effects.

This may come as a surprise because as we all know, we breathe in life-giving
oxygen, while CO, is the waste product we breathe out. But it’s standard

textbook knowledge that the body needs a tightly controlled amount of CO, to
function properly. Too little and you can develop hypocapnia, which can trigger
all sorts of harmful changes in your metabolism because CO, plays a crucial role

in maintaining the acid/alkaline balance in the body.1#



Remember the sci-fi scanner? If you were go into it after breathing too
quickly and shallowly for some time, a whole range of changes would show up,
flashing across the entire network. Your blood pressure would drop, as would
the amount of oxygen getting to cells in both the brain and the muscles. You
would also be making less of the ‘feel-good’ neurotransmitter (or ‘messenger’
chemical in the brain) serotonin.

How people experience this varies, but you might suffer from a lack of
energy, tingling in hands and feet, and headaches and depression, and you might
also have trouble sleeping — all symptoms that were immediately recognisable to
Peter and all of which began to clear up as his breathing became better regulated
and his ability to relax improved. (We’ve provided a simple breathing exercise
that you can do on page 394 in Appendix 2.)

Drugs for chronic disorders are always going to cause complications and
the medical solution if they get too bad is another drug to deal with the side
effects. If you are on aspirin long-term, the add-on drug could be an acid
suppressant to help with gastrointestinal bleeding. It’s rather like the remedy
followed by the old lady in the nursery rhyme beginning, ‘I know an old lady
who swallowed a fly ...” And if you go down the drug route, it’s one you are
likely to become familiar with as you get older.

How to work with the body’s design

There is a basic reason why food is better medicine than drugs. Drugs are
designed to work in such a way that they are almost guaranteed not to push the
system back into a state of optimum health. What showed up very clearly on our
‘super-scanner’ was that when something happens at one point in the network —
when you’re made to feel stressed and under attack, for instance — the effect is
felt all over the system.

But what would show up on the scanner if you took a painkiller? Like
nearly all drugs, it’s designed to target a single protein, in this case one involved
in inflammation. So you’d see a very limited and precise flicker of action. Any
extra activity would likely be a sign of an ADR — perhaps a protein involved in
blood clotting would be turned off, or the protective lining of the gut would be
disrupted.

You’d see something very different, however, if the substance you took was
an omega-3 fish oil. Responses would be seen lighting up all over the body.
There would be activity in the brain because omega-3 fatty acids are an essential
part of cell walls, including those of neurons. These special fats would also



home in on the same protein involved in inflammation that Vioxx was going for
— but rather than turning off a pathway in the blood that made clotting more
likely, it would boost one that kept clotting within healthy limits. (And its
actions wouldn’t end there, as you’ll see in Part 3.)

Food works in a way drugs can’t because the body’s ecosystem has been
designed to work with it. It’s obvious: we have evolved to depend on nutrients.
That’s why they are called nutrients — because they feed us and keep us healthy
and functional. It’s also obvious, when we stop to think, that the most highly
nutritious foods would have this beneficial, system-wide effect. Omega-3s are
hardly alone in this — all nutrient-rich foods and supplements have this systemic
capability. Vitamin C, zinc, magnesium, or carrots, broccoli, garlic — all trigger
many positive responses all over the body. Not only that, these nutrients work
synergistic ally, and to isolate each one and study it as if it were a drug is to miss
the point that we humans are a complex ecosystem that interacts with the
complex natural chemistry of a varied wholefood diet.

And the same is true of a range of other non-drug treatments, such as
psychotherapy, meditation, relaxation, exercise and learning how to breathe
properly. If you combine these treatments, they work together to reinforce one
another rather than interacting in potentially dangerous ways, as drug
combinations can do. The reason, again, is simply that our biological interaction
with the world involves our entire body ‘ecosystem’. Beneficial interactions
such as learning a relaxation exercise or taking a long walk in the countryside
will engage that complex bio logical system completely, and the more such
activities we engage in, the richer the response from the system — in other words,
the healthier (calmer, more focused, fitter and so on) we will get. This is literally
how we are designed. We are a complex adaptive system.

You can see that clearly if you look at why we get sick. As we saw at the
start of this chapter, environment is the overall causative factor: the major
disorders that afflict us are caused by faulty nutrition, lack of exercise, excess
drinking, smoking and drugs (both ‘recreational’ and prescribed), too much
stress and simply being poor. None of these has an isolated effect on us. If you
were watching yourself in the super-scanner as you indulged in any one of them
for a month or two, patterns of reduced functioning would begin to show up
right across your network.

One big piece of evidence for this comes from a major study by the US
Centers for Disease Control and Prevention, which found that over a third of the
deaths that occurred in the US in 2000 were the result of smoking, poor diet,

drinking alcohol and a lack of exercise.l2 So under a rational health system, a
large portion of spending would target these environmental factors.



Not so. Another big study by the American Institute of Medicine estimated
that 95 per cent of health costs go on medical care and biomedical research —
leaving just five per cent for everything else, including prevention. This study
also put the contribution to avoidable deaths achieved by changes in behaviour

and environment, including diet, at 70 per cent.l® So we know what makes
people ill; we just have a system of ‘scientific medicine’ that largely ignores this,
and spends 95 per cent of the money elsewhere.

Going for what’s safe and effective

Nutritional medicine and the other non-drug therapies offer a much more
sophisticated way of taking responsibility for your own health. At the moment,
as we’ve seen from those big American studies, there is a huge gap between
what is actually making us ill and the mainstream remedies for healing. Large-
scale public health programmes, such as banning smoking in public places,
improving food in schools and so on, could well improve the national health in
the long run. But where does that leave you now?

If you opt for drugs, you have very few options if your system shifts out of
optimum functioning — perhaps because you’ve gone through a period of being
very stressed. But if you follow the nutritional and non-drug approach, all sorts
of possibilities are open to you. Just as different harmful influences in the
environment can cause similar network problems, so different non-drug
treatments can target the same problems, giving you much more of a choice.

For example, if you are mentally stressed, it’s known that your ability to
think clearly becomes poorer. But recently it has also been found that a bad

junk-food diet and lack of exercise gives rats a much poorer memory.Z
Exercise, however, can reverse that. In humans, regular meditation on

compassion, for instance, increases activity in an area of the brain that integrates

emotions, thoughts and senses.18

Perhaps even more surprising is that not only can taking vitamins reduce
the harmful effect of certain inflammatory chemicals in your body, but so can
just getting some additional social support. The inflammation is caused by the
immune system chemical IL-6, which has been linked with a number of chronic
disorders such as arthritis, heart disease, cancer and Alzheimer’s. It’s pushed up
by stress and a study has found that older women can bring it down simply by

sleeping well and having good social support.12 But you can also bring down IL-

6 with a combination of vitamins C and E.2
Of course, one of the best examples of a non-drug way of shifting your



whole system in a healthier direction is with exercise.

Mavis was a nurse. In her mid-sixties she began suffering from severe
asthma and frequent pneumonia and was hospitalised twice a year. She
was given antibiotics to clear her lung infections, but with each bout
her lung function deteriorated. She seemed to be losing ground, and in
the face of a bleak, short future, she became depressed.

However, Mavis roused herself to go a lecture by an exercise
physiologist, who recommended running for people with problems
similar to hers. He suggested they start with simple walking, then fast
walking, then jogging. Despite never really having been interested in
exercise, she was convinced and decided to go for it.

Mavis is now in her eighties and has run more than 20 marathons.
She completed her latest one in a little over four hours — not bad for an
82-year-old. She no longer has lung problems and is a model of
fitness. Simply by changing her lifestyle, she knocked 25 years off her
biological age. (Case supplied by Dr Jeffrey Bland.)

All sorts of non-drug approaches allow you to improve your body’s
intricate biological balance — a balance we’ve seen drugs do little about. One of
the most reliable signs that any one part of your body’s ecosystem is in good
health is that its rhythms are changing all the time, usually in unpredictable
ways. In a healthy heart, for instance, the time between beats is constantly
changing, and when this gap (known as ‘heart rate variability’ or HRV) starts to
become regular and predictable, it’s a sign that all is not well. Among the non-
drug treatments that can raise your HRV and push you back towards health are

omega-3 oils?l — and even reciting religious mantras such as the ‘Ave Maria’,
which synchronises the blood pressure and breathing rhythms that in turn raises

HRV.22 Another study has found that just losing weight can lead to an improved

HRV.2

So this approach offers safer treatments and much more flexibility and
precision. But there is yet another benefit. All the methods require you to
become actively involved. They give you something specific to do. You can
decide to improve your breathing, practise meditation or biofeedback, start up a
new exercise regime and make healthier choices about the kind of food you eat.
This kind of active participation and increased awareness also helps improve
your health through biofeedback. By becoming aware of your thoughts in



meditation, your pattern of thinking changes; by becoming aware of your
breathing patterns, your breathing changes; by becoming aware of the effect
food has on your health, your diet changes; and by becoming aware of your body
through exercise, your relationship with your body changes. Drug-based
medicine, on the other hand, leaves you ignorant and unempowered.

Il health is frightening, not least because your body is functioning in a
faulty way and you don’t know why or what to do about it. Taking a pill, quite
apart from the risks, leaves you in a passive state, but being able to do something
that will benefit the whole system gives you back some power — and just feeling

you are more in control has further health benefits in and of itself.24

Genes or environment?

It may come as a surprise to learn that genes — as we saw in our sci-fiscanner —
can be switched on and off in our cells. The popular view is that genes are
immortal, unchanging strings of code that pass down the generations. We also,
quite mistakenly, believe there’s an absolute quality to them — so if you’ve got
the gene for some disease, that’s it. It’s a life sentence.

However, because of the ability of genes to switch on and off, you can
change the way your genes behave. And one of those ways is with nutrition and
supplements. This constitutes an entirely new approach to genetics that fits very
well with the network approach to health we’ve looked at above. We’ll explain
how the ‘new genetics’ works in a minute. But first, let’s get rid of the notion
that genes predict disease in any significant way. Even though biotech
companies have spent billions trying to find the gene for asthma or the gene for
heart disease, our bodies simply don’t work like that.

One major study, for instance, looked at the medical records of 44,788 pairs
of identical twins (who have identical genes) and found the risk of both getting
any one of 28 different kinds of cancer was very small — between 11 and 18 per

cent. The researchers concluded that ‘the overwhelming contributor to the

causation of cancer was the environment’,22 meaning what you eat and how you

live. The influence of our genetic makeup only goes so far, it seems.

The same holds for Alzheimer’s. ‘A mere fraction of people with
Alzheimer’s disease, perhaps only 1 per cent, develop the condition because of
mutations in certain genes,” says David Smith, Emeritus Professor of
Pharmacology at the University of Oxford and one of the world’s top experts on
this devastating condition.



Reprogramming your genes

Even if you do have genes that predispose you to certain diseases, the good news
is that you can reprogramme your genes for health by improving your nutrition.
This field of study, and associated treatments and therapies, is called epigenetics.

The key point here is methylation — a way some of the genes in every cell
can be turned on and off (see the ‘Inside epigenetics’ box overleaf for the
details). This is another of those network-wide, flexible systems, like breathing,
that allows your cells to respond moment by moment to what’s happening in the
environment. In fact, there’s a billion of these methylation adjustments every
second! Methylation can be directly affected by food supplements such as
vitamins and amino acids as well as by good early parenting. So, what you eat
and how you live literally changes your genes.

Clear evidence that genes can be affected so simply and directly came a few

years ago from Professor Randy Jirtle of Duke University Medical Center.2
Jirtle worked with pregnant mice that had a gene mutation giving them yellow
coats and a tendency to put on weight. After giving these mice a basic over-the-
counter vitamin supplement, they gave birth to lean pups with normal brown
coats. Thus, the supplement had effectively switched the so-called ‘agouti’ gene
off, thereby changing the gene expression — the process whereby instructions in
genes are activated. They still had the same programming; it’s just that the
program wasn’t running.

More recently, Professor Moshe Szyf at McGill University in Montreal,
Canada, found that in deprived baby rats that hadn’t been properly licked and
groomed after birth, the programming of a gene that controls the level of a stress
hormone changed. So as adults, these rats produced more stress hormones and

responded badly to being put under pressure.2Z This is evidence that simple
behaviours can also affect the way genes work — and, more, that nothing is set in
stone.

INSIDE EPIGENETICS

Most people know that our genes are carried in DNA, the ‘double helix’ or
twisted, chain-like molecule that sits in the centre of nearly every cell of the
body and contains instructions for the cell’s activities. What’s often not
appreciated is that much of the DNA in any one cell is turned off for much
of the time. You don’t want liver cells producing teeth, for instance, and all



women have one of the two X chromosomes ‘silenced’ or switched off in
each cell — two would cause a deadly overproduction of proteins.

So how is this done? When you see pictures of DNA, the double helix
looks all smooth and pure. Inside a cell, however, its look might be
described as hairy, because each gene has a sort of tail that sticks out into
the surrounding cell, known as a histone. It’s histones that allow genes to be
silenced or switched off, and they are crucial to epigenetics.

The cell can put certain molecules known as ‘methyl tags’ on to these
histone tails, which can affect how active a particular gene is. It may be
switched off completely — silenced — or it may be just toned down. The
methyl tags can also be taken off, which means the gene becomes activated
or expressed again. Methylation, doesn’t actually change the gene itself but
it does change the way genes behave. Nutrients that help boost methylation
are vitamins B2, B6, B12, folic acid, zinc, magnesium and TMG
(Trimethylglycine). Ensuring you have an optimal intake of these
effectively raises your ‘biological 1Q’, with amazing health benefits — as
we’ll see in more detail in Part 3.

The new model of health

So finally it looks as if we are ready to answer our original question — how can
we justify the claim that food is better medicine than drugs and, most
importantly, how can we regain our health? The answer is, by finding our
personal ‘optimum’ nutrition and lifestyle that literally reprogrammes our
complex biological network or ecosystem for health.

Far from being non-scientific, the fact that the changes we’ll be
recommending affect many body systems simultaneously, without causing more
damage, is not only highly scientific, but much safer and usually more effective.
Be aware that even if the drug model was cleaned up, properly regulated and
freed of all the spin and cover-up that comes with being dominated by
marketing, it would still be a very narrow and limited approach that can’t tackle
the underlying causes of disease or restore people to health.
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The new model of health

So we are evolving a new model of health. As you can see in the figure on the
previous page, in this ‘network’ model your state of health is a result of the
interaction between your inherited adaptive capacity (your genes) and your
environment. If your environment is problematic — say, you eat badly and live in
a heavily polluted place rife with viruses and toxins — and you take little exercise
and suffer from stress, you are highly likely to exceed your ability to adapt and
you may eventually develop disease.

Whatever disorder you have — allergies, angina, arthritis or atherosclerosis —
in this model, each is seen as what happens when your total environmental load
(meaning everything you eat, drink, breathe and think) exceeds your particular
capacity to adapt.

Instead of having only one possible genetic program running, you have
thousands, if not millions of possible genetic expressions, determined by a huge
range of epigenetic factors. As medical biochemist Dr Jeffrey Bland, founder of
the Institute for Functional Medicine in Gig Harbor, Washington, author of
Genetic Nutritioneering says,

Those codes, and the expression of the individual’s genes, are
modifiable. The person you are right now is the result of the
uncontrolled experiment called ‘your life’ in which you have been
bathing your genes with experience to give rise to the outcome of that
experiment. If you don’t like the result of the experiment that makes
up your life thus far, you can change it at any moment, whether you

are 15 or 75 or 90.28

And the way you can change it is by changing the chemical environment that
your genes bathe in and by changing their expression, either by putting those
methyl tags on or by taking them off.

One cause of faulty methylation is damage caused by free radicals or
oxidants — molecules that are being constantly created in our bodies as well as
being generated in the environment by sources such sunlight, pollution,
radiation, fried food, poor diet and smoking. According to geneticist Bruce
Ames at the University of California, Berkeley, ‘By the time you’re old, we’ll
find a few million oxygen lesions per cell.” As an antidote to this damage caused



by oxidation, our bodies create antioxidants to neutralise them, and of course we
also get antioxidants such as vitamins A, C and E from our foods.

An imbalance between our oxidant exposure and our antioxidant supply can
disrupt the methylation process, sometimes triggering cancer. ‘One in four gene
changes that cause human disease can be attributed to methyl groups on our
genes,’ says genetic scientist Dr Adrian Bird from Edinburgh University. So it is
vital to know about another way of keeping your methylation on track. That
involves boosting your intake of vitamins B6, B12, folic acid and other key
nutrients (all of which are described at greater length in Chapter 15).

Chemical cocktails

Some of the most damaging factors in the environment are pesticides and other
toxic chemicals that we are now constantly exposed to from birth. Just how
extensively they have colonised our bodies was vividly illustrated by a report
from the conservation charity the World Wildlife Fund (WWF), published in

2004.22 The WWEF tested 47 members of the European parliament and found that
on average they each carried 41 synthetic chemicals in their blood, including, in
many cases, the banned pesticide DDT — a suspected cause of breast cancer.
Another WWF report found 350 contaminants in breast milk, including flame
retardants, DDT and dioxins. Some of these highly carcinogenic chemicals are
still in widespread use.
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Many of them, such nonylphenol — found in paints, detergents, lubricating
oils, toiletries, spermicide foams and agrochemicals among other substances —
have an effect similar to that of oestrogen, a hormone that encourages growth.

Such hormone-disrupting chemicals can activate genes, but not necessarily
in the right ways; so eventually they can change the way our biology works,
depending on how much of them you are exposed to, and how ‘receptive’ your
cells are to them. The oestreogen-mimicking chemicals, for example, can trigger
an overgrowth of breast or prostate cells, leading to cancer. But as with harm
from oxidants, certain foods provide a way to reduce the damaging effects. Soya
beans also contain an oestrogen-like molecule known as a phytoestrogen
(‘phyto’ meaning plant), and because it can also occupy the same ‘receptors’ on
cell surfaces that the hormone-disrupting chemicals attach themselves to, it can
colonise them instead and so help maintain hormonal balance.

Find the ‘wobble’ — and fix it

The network approach makes it obvious that the way to stay healthy is to focus
on changing the circumstances that lead to a disease like diabetes or heart
disease, rather than simply trying to fix the damage once it has happened. After
all, if you’ve been driving your car too hard, without enough oil, there’s not
much point fixing the damage if you don’t also replace the oil and start driving
more carefully.

Contrast the difference between the network approach and the
pharmaceutical approach in treating Alzheimer’s. If you’re diagnosed, you are
likely to be offered a drug like Aricept, which works by temporarily increasing
levels of the neurotransmitter acetylcholine, which is a crucial player in memory.
Taking Aricept does nothing to deal with the underlying cause or the progression
of the disease, however. In fact, one recent study found it had ‘no significant

benefits’ over a placebo.2 Some patients do feel better for a couple of years, but
then rapidly degenerate and soon are no better off than those who never took the
drug. Few people with dementia, or their families and carers, are told there is
another way — that increasing fish oils, B vitamins, and vitamin E and other
antioxidant nutrients in food can make a big difference, as we’ll see in Chapter
11.

The network approach makes life an awful lot easier and more enjoyable
for the patients, and it can also be far more cost-effective. A recent computer
simulation compared the cost of saving the life of a diabetic with drugs or with
lifestyle changes, and found that while a lifestyle programme costs about $8,800



per year of healthy life saved, the cost with drugs was $29,000.21 And while diet
and exercise delayed the onset of diabetes by 11 years, the drug only held it off
for three.

So the goal is to find out where the wobble is in your biological ecosystem
and what adjustments to your diet and lifestyle will most rapidly restore balance
and reverse the disease process. While our super-scanner is still only sci-fi, an
emerging science of health — as you’ll see in the next chapter — will allow you to
find your own prescription for drug-free health.
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The Road to Health
Six key steps to recapture well-being

M 0DERN MEDICINE MIGHT know a lot about disease, but it doesn’t know

that much about health. Many doctors, in fact, are liable to call a person
‘healthy’ when they can’t find any obvious signs of identifiable disease, even
though that person may be very far from the glowing, energetic reality of true
health.

Consider Joan. She suffered from chronic tiredness and headaches;
painkillers eased them somewhat but, if anything, the symptoms were getting
worse. Her doctor gave her a physical and ran a blood test. There was no
obvious cause of disease — no diabetes, no high blood pressure, no
musculoskeletal problem. “You’re completely healthy,” he said. ‘No, I’'m not,’
said Joan, repeatedly, each time leaving with a new prescription for a different
painkiller.

Ask yourself this question: if you woke up 100 per cent healthy tomorrow,
how would you know? Take a piece of paper and a pen and write down at least
six concrete signs that would tell you something had improved.

Once you’ve finished, your list might include some of these:






e More energy



e More motivation



e Better mood



e No PMS or hot flushes



e No aches and pains



e More focused concentration

e Better skin, hair and nails



e [ess fat

e Normal blood pressure, cholesterol or homocysteine



e Better digestion

e Deeper, more even breathing patterns



o Better sleep patterns

e Better sex drive.

Most people have a pretty good idea of what it would feel like to be healthier.
But all too few achieve it or, in our experience, have fully experienced how good
it can feel. Essentially, as we’ll see in a moment, it’s all down to six key factors.
Just now let’s look at an unusual survey that pinned down how tens of thousands
of UK residents actually feel.

This — the ‘Optimum Nutrition UK’ (ONUK) survey published in 2004 by
the Institute for Optimum Nutrition — was Britain’s biggest ever. Over 37,000
people filled in an online questionnaire asking how they felt. Here’s what they
told us. (You might like to compare yourself by answering this small selection of
the 170 questions and scoring your ‘yes’ answers.)

As one child said in an exam howler, ‘Modern man is a knackered ape’ —
and judging by the results of this survey, they weren’t far wrong. In fact, the
average health score was 55 per cent, where 100 per cent means effectively no
symptoms of ill health at all. At the Institute for Optimum Nutrition we’ve
treated close to 100,000 people and know that, by changing a person’s diet,
giving appropriate supplements and recommending simple lifestyle changes,
most people achieve a health score of above 80 per cent, which we call
‘optimum health’, within three months. In the ONUK survey, only six per cent
of people were in this optimum health category, while 44 per cent were in the
poor or very poor health category.
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Results of Optimum Nutrition UK (ONUK) survey 2004

If you too are in what could be described as ‘average poor health’, probably
eating what you might describe as a ‘reasonably well-balanced diet’, you are
what we call one of the ‘vertically ill’ — upright, certainly, but not feeling great.
Feeling just ‘all right’ isn’t all right.

Either you get better and attain optimum health, or you could get worse and
join the horizontally ill (that is, too ill to function) by developing diabetes,
becoming obese, chronically tired, or experiencing chronic pain, perhaps from
joint aches, headaches or indigestion — or, even worse, developing
cardiovascular disease or cancer. Most of mainstream medicine deals with the
horizontally ill. Your doctor’s job is to get you back into action, often by
prescribing a drug. But a much greater proportion of people are walking around
vertically ill.
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The point is that the horizontally ill start off as vertically ill. In Chapter 7,
you’ll find an overall health check that will help you take action sooner rather
than later. Or you may decide you’d like to take Patrick’s 100% Health Profile

(see Appendix 1, page 392).

Elaine was a case in point. After having a 100% Health Profile, she
found that her health was rated at a mere 33.6 per cent, which we can
say was poor. Here’s how she described herself: ‘I have been suffering
with PMS for as long as I can remember. As my period approaches my
moods are terrible, my stomach is churning, my breasts are sore and I
go nuts. It is so bad that my family leave the house!’ In fact, her PMS
was so severe that, on one occasion, the neighbours were so concerned
by the screaming, shouting, and smashing that they called the police,
who assumed the worst and wrongfully arrested her husband!
Concerned about her terrible PMS, Elaine then embarked on a
new diet and supplement programme. She had an allergy test and
eliminated her food allergies, cut the sugar and caffeine from her diet,
started eating more fish and seeds — high in essential fats and minerals
— and also took supplements of essential fats, vitamin B6, zinc and
magnesium and some herbs (dong quai and Vitex agnus-castus). Her
‘prescription’ was very similar to that in Chapter 9 (‘Balancing
Hormones in the Menopause’), based on the evidence of what actually



works. Within four weeks she was feeling almost completely better.
All her symptoms have improved.
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Elaine’s 100% Health profile: before and after

In her own words,

In her own words, ‘I haven’t had any PMT - it should be really bad
right now. I’ve had none of my outbursts. I’ve stuck to the diet
completely. My energy has gone through the roof. I just feel like a
completely different person. I can’t believe it’s happened so quickly.
My husband can’t believe the change. No breast tenderness. My
middle daughter said, “What have you been doing to your skin? You
look so much younger.” I explained to my doctor, who said he should
have considered this approach. He’s so relieved. I'm really enjoying
the diet. I’m trying new foods and they taste great. This is the best
week my husband has had in years.’



Elaine retested herself on the questionnaire and, as you can see,
the improvement was dramatic. She is delighted, and her doctor is
delighted — but why isn’t this kind of medicine the first rather than the
last resort? Why aren’t doctors trained to think in this way? After all,
as you’ll see in Part 3, it’s not because there isn’t good science to back
up the ‘new medicine’ approach. The evidence is there: it does the job,
it’s safe and it’s cost-effective.

The six key health factors

Our health profile is based on a ‘systems’ way of thinking — an understanding
that there are six key functions going on inside us that, once out of balance,
inevitably lead to ill health. These six are shown in the figure overleaf.

Elaine’s profile assessed how each of these six core processes was working
— her blood sugar (16 per cent), hormonal balance (14 per cent) and
neurotransmitters balance (mind and mood in the profile report — 14 per cent)
were all at rock bottom.

You’ll notice how each process in the profile is interconnected. For
example, if your blood sugar becomes unbalanced — perhaps because you eat too
much sugar or too many starchy snacks, drink too many caffeinated drinks, have
a stressful job and don’t exercise — your hormonal balance might suffer, leading
to PMS (if you’re a woman). That has a knock-on effect on the brain’s
neurotransmitter balance. Your level of serotonin, the ‘happy’ neurotransmitter,
might be too low, making you depressed, while your adrenalin levels from all
that stress, sugar and caffeine, might be too high.
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Six keys to 100 per cent health

This kind of dynamic isn’t just a theory — it’s exactly what happens. For
example, researchers at Yale University in the US gave 25 healthy children a
drink containing the equivalent amount of glucose found in a can of cola. The
body overeacts to this flood of glucose by producing loads of insulin, which
causes a rebound low blood sugar. The rebound blood-sugar drop boosted their
adrenalin to over five times the normal level for up to five hours after consuming
the sugar. Most of the children had difficulty concentrating and were irritable
and anxious, which are normal reactions to too much adrenalin in the

bloodstream.22 Meanwhile, stress is known to lead to low serotonin, more so in
women than men.22 PMS is also now known to cause specific changes in the

brain,2* and to lead to increased cravings for sugar and stimulants, and many of
the symptoms of blood-sugar imbalances — low energy, irritability, depression,
anxiety and cravings for sugar and stimulants.

As you can see, there can be a circularity to all this — with health problems
leading on to poor lifestyle habits and vice versa — that can eventually build up
to a classic vicious circle.

Going back to Elaine’s original profile, you can see she also had a poor
digestion score (51 per cent) and plenty of symptoms of food sensitivity (39 per
cent). These two imbalances often go together. The reason is that if you eat
foods you are unknowingly allergic to or that you don’t digest very well — for
example gluten in wheat — or drink alcohol or take painkillers frequently, all
these things can end up irritating your digestive tract. This can add up to a pretty



hefty problem, as its surface area is the size of a small football pitch. Gradually,
if you continue to consume the irritants, your gut will become less healthy and
more ‘leaky’.

This condition, known as gastrointestinal permeability, has been the focus
of some 1,500 studies. What it means is that undigested foods, such as whole
proteins, get into the bloodstream, triggering a reaction in the immune system.
This is the source of most food allergies. Over time the leakiness leads to more
inflammation and, eventually, weaker immunity. So you might develop irritable
bowel syndrome, asthma, eczema or arthritis (all of which are inflammatory
diseases that have been strongly linked to food allergy), or become more prone
to infections. If you are given a nonsteroidal painkiller, such as aspirin or
ibuprofen, or a course of antibiotics, this further irritates the gut and makes it
more permeable. You can see this cycle in the diagram overleaf.

This shows just how most states of ill health develop — they knock your
body’s ecosystem out of balance. It also explains a key dynamic of many drugs.
They may make you instantly feel better, but don’t solve the underlying disease.
And in this case they make matters worse. So you’ve got to keep taking the drug,
but the longer you take it, the more side effects you get. In the case of NSAIDs
in the US it amounts to an $8.5 billion dollar industry — $6.5 billion for the

drugs® and $2 billion for treating the side effects.2®

The alternative to all this is an approach that aims to restore health to your
physical ecosystem. These days, if you go and see a nutritional therapist, each
element of the cycle can be tested, from ‘leaky-gut syndrome’ to whether or not
your body is reacting allergically to foods by producing antibodies. It’s hard
science rather than throwing pills at symptoms.



Gut infactions!

(Poordiet )  ( Allergies ) antibiotics

Intestinal
permaakbility
Detoxification Anti-inflammataory
problems drugs
Inflarnmation




The cycle of inflammation

The tests a nutritional therapist might give you aren’t for disease. They
don’t diagnose cancer or colitis. They are tests of function. They measure how
well you are functioning in relation to the six vital key steps to 100 per cent
health we outlined above. They pick up functional imbalances while you’re still
‘vertically ill” and, with the right action, stop you ever becoming horizontally ill.
Some of the tests nutritional therapists and doctors commonly use are shown in
the table below.

Key function Test and what it shows

Blood sugar  Blood glucose
Glycosylated haemoglobin
Insulin sensitivity

These blood tests don’t just show if you have diabetes, they
show if you are losing your blood-sugar control and need to
take action to prevent diabetes.

Hormone Oestradiol, progesterone, testosterone Cortisol, DHEA
balance

These hormone tests, often measured in saliva, show if your
hormonal system is out of balance and the action you need to
take to bring it back into line.

Mind and Homocysteine
mood Platelet serotonin, adrenalin, noradrenalin, dopamine and
acetylcholine

Homocysteine is an indicator of how good you are at
methylation reactions, which help to keep neurotransmitters in
balance, while platelet levels of serotonin, for example,
indicate deficiency and the need for amino acids that help
restore health and mood.

Digestion Gastrointestinal permeability

This test involves drinking a solution, then taking a urine
sample to find out if your digestive tract is working properly. If
not, you’re more likely to develop allergies.

Immunity IgE and IgE ‘ELISA’ allergy tests
These blood tests, which can be done using a pinprick of



blood from a home-test allergy kit, identify if your body is
producing antibodies that attack the food you eat, identifying
food sensitivities.

Inflammation Erythrocyte Sedimentation Rate C-Reactive protein

If raised, these indicate your body is in a state of
inflammation. Rather than just suppress the resulting pain, the
ultimate goal is to find out why.

Gut feelings

Zoe, for instance, had suffered for six years with irritable bowel syndrome, an
unpleasant condition characterised by bloating, extreme pain, urgency and wind.
She also suffered from PMS. She’d seen her doctor many times and tried
Fybogel, a kind of fibre, but it didn’t work, and her condition got steadily worse.
IBS was ruining her nights out and other social occasions. She noticed it was
worse when she ate late at night, and that bread and stress seemed to exacerbate
it too. So she eliminated wheat from her diet, which made a little difference, but
she was struggling and still getting worse — effectively slipping towards a
‘horizontal’ state.

Zoe’s 100% Health Profile, shown opposite, identified that her digestion,
blood sugar and hormonal balance were all well below par, while her food
sensitivity was heightened. She decided to have a food allergy test and sent off
for a home-test kit. This involved a tiny pinprick to obtain a small blood sample,
which Zoe then sent off to a laboratory. The sample was tested for the presence
of what are called IgG antibodies, a kind tailor-made to attack certain food
proteins. (Conventional allergy tests measure IgE antibodies, but these are less

frequently the cause of food intolerances associated with IBS.)2Z The results
showed that her immune system was reacting to cow’s milk and egg white.

Zoe eliminated these foods, improved her diet and supplemented digestive
enzymes to boost her digestion. She also took probiotics, which are beneficial
bacteria to restore digestive health, and every night had a heaped teaspoon of
glutamine powder in water. This amino acid helps to heal the digestive tract and
make it less permeable. She also supplemented chromium, a mineral that reduces
sugar cravings (see Chapter 8, page 150).

Within three days, Zoe was better. Within a month, she was much better.
Here’s what she said at that point:

‘I’'m enjoying the change of foods. No IBS (I had it once only — I had



fajitas and sour cream, and I got it bad that night). I've had one
headache. I have much more energy. I’'m not tired in the afternoons.
Occasionally I have a craving for sweet foods. I have my porridge
every morning. Then I have a banana or oat cakes as a snack. I'm very
happy with the results and I’ve lost a couple of pounds.’

Foe M - Defore
Overall health score — 64.4% Level C
Key health factors

Cptimum
Meoderate

Paar
Very poar

Blzad Hormeonal  Mind and Digestion  Detoxification Focd Imrnunity
gar health e sensitivity

Foe M —arter
Overall health score — 81.3% Level B

Key health factors

Cptimum
Meoderate

Paar
Very poar

Blzad Hormanal Mlnd and Digestion  Detoxification ImrAun ity
aar health sensrtl.'rt;.'

Zoe’s 100% Health profile: before and after

When Zoe retested herself, her overall health score had gone from 64 per
cent health to 81 per cent health. That put her into the ‘optimum’ health
category, and showed she was making rapid improvement.

Prevention is a better cure

This kind of approach is highly effective partly because the earlier you take
action the better. It is much safer than popping a pill, as it’s based on healthy
changes in diet and a judicious use of non-toxic food supplements. It works fast



— most people start to feel better within a week and certainly within a month. It’s
relatively inexpensive, although supplement programmes can cost from 30p to
£1 a day if you’re out of balance and need quite a few to get your system back to
health. This is cheaper than many drugs, but since they’re not prescribed, the
patient has to pay. Once people feel the difference, most are more than happy to.
Also, as a person gets healthier they need less additional supplements.

Each element of Zoe’s food cure is well proven by proper scientific
evidence — for instance, the benefits of digestive enzymes, probiotics and
glutamine, and IgG food allergy as causative factor in IBS. A study conducted
by researchers from York University in the UK, and published in the prestigious
science journal Gut, which is widely read by gastrointestinal experts, tested 150
IBS sufferers with the same test kit Zoe had used. The team then gave the
participants’ doctors real or fake results, and an ‘allergy-free’ diet sheet that was
either real or fake, yet equally difficult. Neither the patient nor the doctor knew
which diet they were on. So this was a double-blind trial.

Three months later, they compared the results. Those on their real allergy-
free diet had significantly better results, reporting fewer allergic reactions and a
reduction in the severity of symptoms like bloating, wind, abdominal pain and
urgency.28

Zoe was angry that she’d suffered for six years and her doctor hadn’t
explored the nutrition link. But was her doctor to blame? Why isn’t this kind of
approach part of mainstream medicine? It’s a combination of factors. Doctors
don’t have time to read all the medical journals. Even if they did, they might not
put all the pieces together. This kind of ‘network thinking’, focusing on health
and function rather than on symptom reduction isn’t part of the medical
curriculum, and certainly wasn’t when most doctors trained. There are no reps
flogging enzymes or glutamine, no sponsored conferences pushing non-
patentable probiotics and, even if there were, most of the tests and supplements
we’ve described can’t be prescribed in most healthcare systems.

It also takes time. This kind of medicine can’t be dispensed in five minutes.
It’s a paradigm shift and one that we hope this book will help along. In Part 4 we
explore ways in which you can help make this happen. One way is to go to your
doctor when you’ve got better to share what worked first hand. In Zoe’s case,
she went back to her doctor who sat back in his chair and listened, but she
wasn’t convinced he was going to take this approach on board.

Leaving that aside, how healthy are you and what changes do you need to
make to feel great and stay free of disease, without the need for drugs? How do
you find out what your level of health is, and your balance across the six key
pillars of health? The next chapter shows you how.
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Your 100% Health Check-up

Find out how healthy you are and how healthy you
could be

JusT LIKE zoE and Elaine, you too can find out how healthy you really

are out of 100 per cent — and how to improve your health and prevent disease in
the future. In much the same way that you get your car checked every couple of
years, it’s well worth assessing your own health before something breaks down —
and you go from ‘vertical’ to ‘horizontal’ and are more at risk of having to take
prescription drugs.

To get a picture of your basic health, answer the questionnaires below. This
is like a snapshot of how healthy you are in relation to the six essential body
functions — blood sugar and neurotransmitter balance, digestion, hormonal
health, inflammatory response and immune response. Your ‘health snap’ allows
you to understand which areas of your health need the most attention.

If you want to go for a more comprehensive health profile, more in-depth
advice on how to make nutritional and lifestyle changes, and support while
you’re doing it, see Appendix 1, page 392, for details on the 100% Health
Profile and related services.



Your basic health profile

For a basic check-up across the six key systems, answer these questions,
scoring 1 for each answer to which you’d answer ‘often’ or ‘frequently’ or
‘always’. Add up your score for each section.

Blood-sugar balance
[ Are you rarely wide awake within 15 minutes of rising?

[] Do you need tea, coffee, a cigarette or something sweet to get you going in
the morning?

[1 Do you crave chocolate, sweet foods, bread, cereal or pasta?

[] Do you add sugar to your drinks, have sugared drinks or add sugared sauces,
such as ketchup, to your food?

[1 Do you often have energy slumps during the day or after meals?
[ ] Do you crave something sweet or a stimulant after meals?

[1 Do you often have mood swings or difficulty concentrating?

[] Do you get dizzy or irritable if you go six hours without food?
[ ] Do you find you overreact to stress?

[1s your energy now less than it used to be?

[] Do you feel too tired to exercise?

[] Are you gaining weight, and finding it hard to lose, even though you’re not
noticeably eating more or exercising less?

[ ] Do you have diabetes?
Total

Male hormonal balance (men only)
[] Are you gaining weight?
[1 Do you often suffer from mood swings or depression?

[] Have you at any time been bothered with problems affecting your
reproductive organs (prostate or testes)?

[ Do you have difficulty urinating?

[ ] Do you suffer from reduced libido or loss of interest in sex?



[] Do you suffer from impotence?

[] Do you awake less frequently with a morning erection or have difficulty
maintaining an erection?

[ Do you suffer from fatigue or loss of energy?

[] Have you had a drop in your motivation and drive?
[1 Do you feel that you are ageing prematurely?

[] Have you had a vasectomy?

[ Do you have an underactive or overactive thyroid?
Total

Female hormone balance (women only)

[] Do you use the contraceptive pill or are you on HRT, or have you been on
either for more than three years in the last seven years?

[1 Do you often suffer from cyclical mood swings or depression?
[ Do you experience cyclical water retention?
[ Do you especially crave foods premenstrually?

[] Have you at any time been bothered with problems affecting your
reproductive organs (ovaries, womb)?

[] Do you have fertility problems, difficulty conceiving or a history of
miscarriage?

[] Do you suffer from breast tenderness?

[ Do you experience cramps or other menstrual irregularities?

(] Are your periods often irregular or heavy?

[] Do you suffer from reduced libido, impotence or loss of interest in sex?

[ Do you have menopausal symptoms such as sweats, hot flushes, weight gain,
pain with intercourse, loss of libido and depression?

[ Do you have an underactive or overactive thyroid?
Total



Mind and mood

[1s your memory deteriorating?

[] Do you find it hard to concentrate and often get confused?

[ Are you often depressed?

[1 Do you easily become anxious or wake up with a feeling of anxiety?
[ ] Does stress leave you feeling exhausted?

[1 Do you often have mood swings and easily become angry or irritable?
[ Are you lacking in motivation?

[ Do you sometimes feel like you’re going crazy or have distorted perceptions
where things don’t look or sound right or you feel distant or disconnected?

[ Do you suffer from insomnia?
[ ] Does your mind ever go blank?

[] Do you often find you can remember things from the past but forget what
you did yesterday?

[ Do you wake up in the early hours of the morning?
[ Are you prone to premenstrual tension?

[ 1s your mood noticeably worse in the winter?
Total



Digestion
[ Do you fail to chew your food thoroughly?
[] Do you suffer from bad breath?

[] Do you get a burning sensation in your stomach or regularly use indigestion
tablets?

[1 Do you often have an uncomfortable feeling of fullness in your stomach?
[1 Do you find it difficult digesting fatty foods?

[ Do you often get diarrhoea?

[] Do you often suffer from constipation?

[ Do you often get a bloated stomach?

[ Do you often feel nauseous?

[] Do you often belch or pass wind?

[ Do you fail to have a bowel movement at least once a day?

[1 Do you feel worse, or excessively sleepy, after meals?
Total



Detoxification
[] Do you suffer from headaches or migraine?

[] Do you have watery or itchy eyes or swollen, red or sticky eyelids, bags or
dark circles under your eyes?

[1 Do you have itchy ears, earache, ear infections, drainage from the ear or
ringing in the ears?

[1 Do you suffer from excessive mucus, a stuffy nose or sinus problems?

[] Do you suffer from acne, skin rashes or hives?

[1 Do you sweat a lot and have a strong body odour, including from your feet?
[1 Do you have joint or muscle aches or pains?

[ ] Do you have a sluggish metabolism and find it hard to lose weight, or are you
underweight and find it hard to gain weight?

[ ] Do you suffer from nausea or vomiting?
[1 Do you have a bitter taste in your mouth or a furry tongue?

[ ] Do you easily get a hangover and feel considerably worse the next day even
after a small amount of alcohol?

Total



Allergy and inflammation

[ ] Do you suffer from allergies?

[ ] Do you suffer from IBS?

L] can you gain weight in hours?

[1 Do you sometimes get really sleepy and tired after eating?
[] Do you suffer from hayfever?

[1 Do you suffer from rashes, itches, eczema or dermatitis?

[] Do you suffer from asthma or shortness of breath?

[ ] Do you suffer from headaches?

[] Do you suffer from joint aches or arthritis?

[] Do you suffer from colitis, diverticulitis or Crohn’s disease?
[] Do you suffer from other aches or pains?

[1 Do you get better on holidays abroad, when your diet is completely different?

[] Do you use painkillers most weeks?
Total



Immunity

[ Do you get more than three colds a year?

[ Do you get a stomach bug each year?

[ ] Do you find it hard to shift an infection (cold or otherwise)?

[ Are you prone to thrush or cystitis?

[ ] Do you take at least one course of antibiotics each year?

[] Has more than one member of your immediate family had cancer?
[] Had you been diagnosed with cancer, or any precancerous condition?
[] Do the glands in your neck, armpits or groin feel tender?

[] Do you suffer from allergy problems?

[ Do you have an auto-immune disease?

[ ] Do you have an inflammatory disease such as eczema, asthma or arthritis?
Total

Hair, skin and nails

[ Do you have dry or greasy hair?

[ Do you have acne?

[ ] Do you have eczema or dermatitis?

[ Do you have red pimples on your skin?

[1 Do you have white spots on your fingernails?
[] Do your nails peel, crack or break easily?

[ ] Do you have stretch marks?

[ Do you bruise easily?

[ 1s your hair thinning or are you losing your hair?
[ ] Do you often get mouth ulcers?

[] Does your skin take a long time to heal?
Total



Health indicators
(You will find information on these tests in Part 3)

(] Is your homocysteine level above 7?

[ Do you have a raised cholesterol level (above 5.5mmol/1)?
(] Are you overweight (BMI above 25)?

[1 Do you have high blood pressure (above 140/90)?

[ ] Is your pulse more than 70 beats a minute?

[ Do you exercise less than one hour a week?

What’s your health score?

Blood-sugar balance
Hormonal balance

Mind and mood
Digestion

Detoxification

Allergy and inflammation
Immunity

Hair, skin and nails
Health indicators

Your total health score subtract from 100 = per cent
If you have answered yes to:

e Less than 4 in any section: you are unlikely to have a problem with this
key function.

e 4 to 7 in any section: you are beginning to show signs of suboptimal
function in that system.

e 7or more in any section: that key function needs a boost.
The ideal is to not answer ‘yes’ to any of these questions, which would give you

a score of 100 per cent health. Your total health score is your number of ‘yes’
answers, subtracted from 100. If you score:



80—-100 You are in optimum health
60-79  You are in moderate health
40-59  You are in poor health

0-39 You are in very poor health

Tuning up your health

Now you have some sense of where you are on the scale of health, and where
there’s room for improvement, what do you do about improving your health and
reducing your risk of becoming ‘horizontally ill’ in the future?

If you have a specific problem — for example, diabetes or depression, high
blood pressure or asthma — turn to the chapters in Part 3 where we compare
nutritional approaches to the current most commonly prescribed drugs, so you
can decide which avenue you wish to pursue. At the end of each chapter there’s
an action plan for you to follow.

If you don’t have any specific health problems but do wish to up your
health rating by tuning up your digestion or your blood-sugar balance, for
example, you’ll find an action plan below that details changes to make to your
diet and your lifestyle, and the most effective supplements to take for each key
factor. Focus on the two key factors that are most out of balance and commit to
these changes for three months. Reassess using this questionnaire after three
months and adjust your supplement regime accordingly. The healthier you
become, the less you’ll need, although everyone can benefit from basic
supplementation:

e A high-strength multivitamin and mineral (ideally one twice a day)
e Extra vitamin C (500mg to 1,000mg twice a day)

e Omega-3s (600mg of EPA and 400mg of DHA) and omega-6s (200mg of
GLA) a day.

The details and science behind these recommendations are explained in Part 3.

Action points for balancing your blood sugar

Diet and lifestyle



e Supplement the ‘energy’ nutrients (vitamin C and the Bs, plus chromium,
which help turn food into energy)



Exercise every day

Follow a low-glycemic load (GL) diet (see Chapter 8) and eat low-GL
foods — maximum 40 GLs to lose weight and 60 GLs a day to maintain it

Graze rather than gorge, eating three meals and two snacks a day

Eat carbs with an equal amount of protein



Avoid sugar

Avoid caffeine (tea, coffee, caffeinated drinks), choosing non-caffeine
drinks

Don’t smoke

Minimise alcohol.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1
Chromium 200mcg 1

Adrenal support formula™ 2

* If you’re tired or coming off stimulants, try supplementing 1g of tyrosine or ‘adapto genic’ herbs such as
rhodiola, ginseng, Siberian ginseng (eleutheroccus) or reishi mushroom. These appear to regulate adrenal
hormones.

Also read Chapter 8 which gives you more guidance on balancing your blood
sugar, especially if you have diabetes.

Action points for balancing your hormones



Diet and lifestyle

e Balance your blood sugar (as above) — reduce stress



e Eat organic

o Filter all drinking water or drink natural mineral water

e Reduce your intake of animal fats and milk

e Ensure optimal intake of essential fats from seeds, fish and supplements

e Eat organic/wild salmon, trout, sardines, mackerel, herring or kippers three
times a week. (If you like tuna steak, eat it only twice a month maximum
due to its higher mercury content. Tinned tuna has little omega-3 in it
because of the way it is processed)

e Ensure a regular intake of phytoestrogens from soya, beans and lentils.
e Don’t go on the pill
e Avoid HRT with oestrogen or progestin

e Ask a nutritionist to check your salivary hormone levels. If progesterone is
low, consider progesterone cream.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg
Omega-3s and omega-6s

N

1

1

Agnus castus*/dong quait (women) 1
or saw palmetto}/pygeum (men) 1

* 90mg per day of standardised extract with one per cent agnusides

T 600mg per day of standardised extract with one per cent lingustilides

T 240mg per day

Also read Chapter 9, which will give you more guidance on balancing your
hormones, especially if you have PMS or menopausal problems.

Action points for your mind and mood



Diet and lifestyle

¢ Balance your blood sugar (as above)



e Avoid colourings and additives
e FEat seeds and fish for essential fats
¢ FEat fish and organic/omega-3 eggs for the phospholipids

e Ensure adequate protein for amino acids, the precursors for
neurotransmitters

e Drink water and diluted juice, not caffeinated drinks

e Minimise caffeine, nicotine and alcohol.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1

Omega-3s and omega-6s 1 1
‘Brain food’ formula with phospholipids® 1 1
5-HTP 100mg 12 12

* Phospholipids include phosphatidyl choline, serine and DMAE. These are all found in the brain

Also read Chapters 10 and 11, which give you more guidance on balancing your
mood and improving your memory, especially if you suffer from depression and
memory problems.

Action points for digestion



Diet and lifestyle

e Test for and avoid your food allergies

e Minimise wheat and other gluten grains



Limit alcohol

Limit fried foods, especially deep-fried foods

Eat something raw with every meal

Eat some fermented foods, such as yogurt

Choose whole, not refined, foods.

Supplements AM PM

High-strength multi 1 1

Vitamin C 1,000mg 1

Omega-3s and omega-6s 1 1

Digestive enzymes 1 with each main meal

A probiotic supplement or 1 L-glutamine powder (5g) 1 tsp in water last
powder™ thing at night

* Look for supplements that provide both Lactobacillus acidophilus and Bifido bacteria and millions of
viable organisms per serving or capsule

Action points for detoxification



Diet and lifestyle

e Begin your detox at the weekend for nine days (two weekends and the week
in between)

e Do yoga, t’ai chi or Psychocalisthenics (see Resources, page 405) every day
¢ Drink two litres of natural mineral water a day

e Have a large glass of fruit or vegetable juice — carrot/apple juice with water
with grated ginger, or fresh watermelon juice — every other day

e Eat fruit, and especially berries, in abundance

e FEat vegetables such as tenderstem broccoli, asparagus, kale, spinach and
artichokes

e Eat in moderation grains such as brown rice, corn, millet and quinoa, and
oily fish such as salmon, mackerel, sardines and herring (limit tuna steak to
twice a month maximum because of its higher mercury content)

e Use cold-pressed oils only
e Have a handful a day of raw nuts or seeds a day

e Avoid all wheat, meat and dairy produce.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1
Omega-3s and 6s 1 1
Antioxidant formula®™ 1 1

1

MSM 1,000mg

* Antioxidants are team players. A good antioxidant formula should provide a combination of key players,
namely vitamin E, C, coenzyme Q10, lipoic acid, beta-carotene, and glutathione or N-acetyl-cysteine

Action points for allergy and inflammation



Diet and lifestyle

e Reduce environmental toxins (eat organic)



o Identify and avoid allergens



Balance blood sugar

Reduce oxidants and increase antioxidant-rich foods

Eat garlic, ginger and turmeric

Increase fish and flax seeds (sources of omega-3s)

Reduce meat and milk (sources of arachidonic acid).

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1

1
Omega-3s and omega-6s 1 1
MSM/glutamine/quercetin for allergies 1 1
Or MSM/glucosamine for joint problems 1 1

Also read Chapter 13, which gives you more guidance on how to reduce

inflammation, especially if you have an inflammatory health problem such as
arthritis. If you suffer from eczema or asthma, read Chapter 14 too.

Action points for your immune system



Diet and lifestyle

Don’t smoke

No more than one unit of alcohol a day, and preferably not every day

Get enough sleep — between six and a half and eight hours a night is ideal

Exercise regularly, preferably in natural daylight



e Eat a carrot every day

e FEat something blue/red every day

e Eat lots of fresh fruit and vegetables

e Don’t eat foods you are allergic to

e Have half your diet raw and avoid fried foods

e Supplement 2—4g of vitamin C a day.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1-2 1-2
Omega-3s and omega-6s 1 1
Antioxidant formula 1 1

Echinacea/black elderberry 1 1

Action points for skin, hair and nails

Diet and lifestyle

¢ Follow an ‘optimum nutrition’ diet
¢ Drink two litres of water/non-caffeine teas a day
¢ Get enough omega-3 and omega-6 fats and severely limit fried food

¢ Avoiding sugar and foods with a high glycemic load



¢ Identify and avoid food allergens

e Apply vitamin A and C to the skin, plus sunscreen, daily.

Supplements AM PM
High-strength multi 1 1
Vitamin C 1,000mg 1 1
Omega-3s and omega-6s 1 1
Antioxidant formula 1 1

Also read Chapter 14, which gives you more guidance on reducing inflammation
in the skin, especially if you suffer from eczema or dermatitis.

Weighing it all up

In this part of the book we’ve seen how the body is, in essence, an ecosystem.
Anything we put into it or do with it will affect the whole for better — or worse.
Prescription drugs, designed to target one aspect of this complex system, end up
affecting more of it than they should because of the body’s myriad
interconnections. Like ripples in a pool from a thrown stone, these unwanted
side effects can disrupt the equilibrium of the whole and set up vicious circles,
where drugs generate new symptoms of ill health that then need to be treated
with new drugs.

But as we’ve been saying all along, you don’t have to go that way.
Optimum nutrition, exercise and keeping stress at bay can ensure you stay
healthy and drug-free, with your six key body functions operating smoothly, as
we’ve explored in this chapter.

What if one or more of those six key functions has already gone awry,
though? You may be facing anything from type 2 diabetes to the menopause,
depression or memory loss. In Part 3, we look at all these conditions in detail
and at how nutrition, exercise and simple lifestyle changes weigh up against the
pharmaceutical heavyweights.



Part 3

Drugs vs Food as Medicine



&

Arresting Diabetes
Diabetes drugs vs balancing your blood sugar

EvErY FIVE MINUTES, someone in the UK is diagnosed with diabetes.

There are currently at least two million diabetic Britons, and by decade’s end
there could be a million more. In Australia, 275 people develop diabetes every
day, and most developed countries are seeing a massive rise in this insidious

disease.l Meanwhile, in South Africa, 40 per cent of the female population is
classified as obese or overweight, making the prediction that every second or

third woman in the country will be diabetic by 2025 all too possible.2

In short, we’re in the middle of a diabetes epidemic — type 2 diabetes, that
is. This used to be known as ‘mature onset’ because it usually develops after the
age of 40, and in fact if you are over 40, you have a one in ten risk of developing
the condition. (Type 1 diabetes is the rarer form, often developing in childhood
and treated with daily insulin injections. We focus on type 2 in this book.)

If trends hold, the incidence of type 2 diabetes in the over-forties will be
one in six for most countries where the Western diet prevails. Your risk is even
higher if you are Asian and have a family history of diabetes, cardio vascular
disease and high cholesterol.



Even more disturbing than all this is the possibility that as many as half the
over-forties in the West have ‘dysglycemia’ — the technical term for the blood-
sugar imbalance that is the forerunner of type 2 diabetes. So the odds are not in
your favour.

The prevalence of diabetes has led to a raft of drug treatments. But there are
simple, extremely effective ways of controlling this condition that don’t involve
drugs and focus instead on balancing blood sugar. We’ll look at both later. For
now, let’s examine the condition in more detail.

The bitter truth — type 2 rising

Basically, diabetes is what happens when you have too much sugar in your
blood. This is risky because glucose — blood sugar, which fuels our brain and
body — is highly toxic in large amounts, damaging arteries, brain cells, kidneys
and the eyes. Glucose also feeds infections, chronic inflammation and promotes
the formation of blood clots; some 80 per cent of people with diabetes die from
cardiovascular disease. Every year, a thousand people with diabetes start kidney
dialysis, while others go blind. Half of all diabetics have one or more of these
complications. So the human cost is very high.

Unsurprisingly, diabetes is also a drain on health services in the West. In
the UK alone, diabetes costs the National Health Service more than £5 billion a
year — over £10 million a day. In Australia, it’s one of the top five causes of
death.

As we’ve seen, the chances are that you already have some degree of blood-
sugar imbalance. This is the prerequisite to developing diabetes. Check yourself
out on the questionnaire below.

How is your blood sugar balance?

(] Are you rarely wide awake within 15 minutes of rising?

[ ] Do you need tea, coffee, a cigarette or something sweet to get you going in
the morning?

[ Do you crave chocolate, sweet foods, bread, cereal or pasta?

[1 Do you often have energy slumps during the day or after meals?
[ ] Do you crave something sweet or a stimulant after meals?

[1 Do you often have mood swings or difficulty concentrating?

[] Do you get dizzy or irritable if you go six hours without food?



[] Do you find you overreact to stress?
(] Is your energy now less than it used to be?
[] Do you feel too tired to exercise?

[] Are you gaining weight, and finding it hard to lose, even though you’re not
noticeably eating more or exercising less?

[] Are you losing weight, and find it hard to gain?

[1 Do you get very thirsty and pee a lot — especially at night?
[] Do you get blurred vision?

[ ] Do you get genital itching or frequent thrush?

If you answered yes to:

Less than 4: your blood-sugar balance is reasonably good. The ideal is to have
no ‘yes’ answers.

4 to 9: you have the indications of a potential blood-sugar problem and need to
take our advice in this chapter seriously. Recheck your score in one month. If
your number of yeses hasn’t gone down, see a nutritional therapist.

10 or more: you have a major blood-sugar problem. The last four questions,
particularly, are potential indicators of undiagnosed diabetes. We recommend
you go to your doctor or practice nurse and get your blood-sugar level checked.

See page 136 below for a discussion of diabetes tests you might encounter at
your doctor’s.

Normally the amount of glucose in your blood is kept within a healthy
range by a set of hormones. Insulin is the one involved in lowering blood sugar,
whereas three other hormones — glucagon, cortisol and adrenalin — help
counterbalance the effect of insulin and raise blood sugar if it is falling rapidly or
when it is low.

After a meal, the carbohydrates that you have eaten are broken down into
the simplest sugar, glucose, which is absorbed from the gut into your
bloodstream. Then specific cells in the pancreas, called beta cells, begin to pump
out insulin, whose job it is to clear the glucose away, stashing it either in the
muscles where it provides instant energy, or in fat cells, where it’s stored. As
part of this system, glucose is also stored and released by the liver.

If this system goes wrong and your blood-sugar levels start skyrocketing,
it’s for one of two reasons: either you are not making enough insulin, or the



insulin you produce isn’t doing its job. Both of these are most commonly the
result of a combination of genetic predisposition, a lack of physical activity,
chronic stress and overloading your bloodstream with glucose, over and over
again, until your cells either become ‘resistant’ to insulin or just can’t produce
enough any more.

Glucose overload will happen if you’re eating lots of refined carbohydrates
— say, cornflakes, white bread, white pasta, cakes and biscuits. Eating a big bowl
of refined cereal or a large portion of refined pasta, for instance, will cause
sudden peaks of blood glucose, triggering the release of extra insulin to deal with
it. As this is ‘fast-release’ carbohydrate, you’ll then experience a sudden slump.
Eating refined carbohydrates at every meal puts you on a blood-sugar
rollercoaster.

Eventually, you can develop type 2 diabetes. This accounts for eight out of
every ten cases. This form of diabetes is a diet and lifestyle disease that simply
doesn’t happen in countries where a traditional, wholefood diet and a lot of
physical activity still prevail. After 30 or 40 years of a typical Western diet with
little exercise, the excessive demands for insulin take their toll and eventually
the pancreas just can’t produce enough any more. So about a third of type 2
diabetics end up needing insulin injections in order to sustain this unhealthy diet
and lifestyle.

Insulin resistance and obesity

But there is also a change in the way the body responds to insulin. As a person
edges towards diabetes, their cells become less sensitive to its effects. Normally
insulin sends a message to cells like those in your muscles and fat deposits,
telling them to open up and start storing glucose. But after years of levels that
are higher than the system was designed for, the storage cells start to ignore the
message insulin is sending out. Known as ‘insulin resistance’, this state is made
worse by the damage that raised glucose levels have been inflicting on your
arteries.

There’s another factor at work here, also related to our lifestyle, and that’s
obesity. There’s a strong link between overweight and type 2 diabetes (around
80 per cent of people with diabetes are also overweight), and as everyone knows,

obesity levels in the West are soaring. Until recently it wasn’t clear why, but

current thinking is that fatty acids and proteins released from fat stores® —

especially the fat around your middle, known as ‘visceral fat’ — actively interfere
with the messages that normally allow glucose to be stored.
Although it might seem strange to think of it this way, insulin resistance in



muscles and fat stores may have originated as a valuable adaptation to maintain
glucose supplies in times of starvation and other forms of stress, giving the brain

enough to keep going.# So you can think of this common combination of health
problems, often called ‘syndrome X’ — fat round the middle (the so-called ‘apple
shape’), insulin resistance, blood sugar problems and cardiovascular disease
(itself a combination of high cholesterol and blood pressure) — as your body’s
best effort to adapt to an unhealthy diet and lifestyle that’s become the norm in
the twenty-first century.

Testing, testing

If you’ve done the questionnaire on page 133 or feel you fit the criteria for
syndrome X, you may want to ask your doctor to run a diabetes test on you. The
standard way of testing is to check how efficiently your body can clear glucose
out of the bloodstream. So after you haven’t eaten for a while — such as
overnight — a blood test is taken. Then you have a drink containing a measured
amount of glucose, and over the next two hours several more blood samples are
taken to see how fast you are getting rid of it. By the end of the two-hour period,
the level of glucose in your blood should normally be below 7.8 mmol/l
(equivalent to 120mg/dl in the US). If it is between 7.8 and 11 mmol/l you’ve
got dysglycemia, which means your system is not handling glucose as well as it
should. Over 11mmol/1(200mg/dl) and you’ve probably got diabetes.

Another blood test measures how sugar-coated your red blood cells have
become from too much blood glucose. It’s called glycosylated haemoglobin,
abbreviated to HbAlc. This should not be above eight per cent and ideally
should be closer to four per cent.

Caught before it has done too much damage, type 2 diabetes should be a
fairly straightforward disorder to treat. As we’ve seen, the main causes are a
particular sort of diet and a lack of exercise, and the remedy is simply to eat a
diet and follow a lifestyle that stabilises your blood sugar levels and restores
insulin sensitivity. But this approach takes some time and effort to be effective,
so most people with diabetes are prescribed drugs. Let’s examine how effective
these are.

Diabetes drugs

Diabetes drugs are big business. In Britain sales are now worth close to £1
billion a year and rising. They work by affecting different parts of the body’s
glucose balancing act — either by making cells more responsive to insulin or by



boosting insulin production. If you’ve got diabetes, chances are you’ll be on one
or more of these drugs.
There are three main types of diabetes drugs on the market.

Biguanides

Metformin is the main one in this class. It’s been around for about 30 years
and is still the most widely used. Metformin works to lower your levels of blood
sugar by increasing insulin sensitivity in the muscles so they take up more
glucose. It also increases sensitivity in the liver, which means that organ doesn’t
release so much glucose. It doesn’t cause weight gain — which other treatments
do — and may even result in some weight loss. It’s the best of the bunch, but is
even more effective if you are following the diabetes-friendly diet and lifestyle
outlined later in this chapter.

SIDE EFFECTS When you start using metformin, it frequently causes
gastrointestinal symptoms such as mild nausea, cramps and vomiting, and soft or
loose stools, although a new, slow-release formulation minimises the likelihood
of these side effects.

It has a black-box warning (the most serious sort) in the US because of a
very small risk of a potentially fatal condition known as ‘lactic acidosis’. That
said, it’s probably one of the better diabetic drugs.

Few doctors are aware that metformin knocks out vitamin B12 and may

cause vitamin B12 deficiency in about a third of those who take it.2 This in its
turn is likely to allow homocysteine levels to rise (see page 301), which in turn
increases the risk of heart attack. You can counter this by increasing your intake,
perhaps by taking a supplement specifically designed to lower your
homocysteine level, containing vitamin B6, B12 and folic acid (see page 304).
Because metformin is processed in the kidneys, it shouldn’t be used if you have
serious kidney problems.

Sulfonylureas

Brands include Amaryl, Euglucon and Diamicron. These drugs stimulate the
beta cells in the pancreas to produce more insulin. Most type 2 diabetics produce
too much insulin already — the problem is that the insulin that’s produced just
does not function properly. It makes little sense to stimulate the pancreas to
produce even more in order to accommodate the very same poor dietary choices
that lead to the development of diabetes in the first place. When you get your
diet right, these drugs often become unnecessary.



SIDE EFFECTS The most common side effect with sulfonylureas is an excess
of insulin, causing too much glucose to the taken out of blood. This can lead to a
potentially serious drop in glucose supplies to the brain, known as a ‘hypo’,
which can lead to feeling dizzy, or fainting, as blood-sugar levels go too low.
Watch out if you’ve suddenly improved your diet, as this side effect may
become more common as your need for the drug decreases. For instance, within
six weeks of eating our recommended ‘low-glycemic load diet’ (see page 143),
one patient’s blood-sugar level normalised and she started experiencing hypos
when she took her Amaryl. Her doctor then stopped the drug.

Sulfonylureas can also cause gastrointestinal problems including nausea,
vomiting and diarrhoea, or constipation and weight gain. The weight gain can be
significant, triggered by rising insulin levels in people who typically have
dangerously high levels to begin with. There is also evidence that they flog the
pancreas into early failure, so control of sugar, although quick, is brief. Not
surprisingly, we feel sulphonylureas are bad news.

Glitazones

Brands of this drug family include Actos (Pioglitazone) and Avandamet®
(Rosiglitazone). Also known as thiazolilinediones, these are relatively new drugs
that work by making cells more sensitive to the effects of insulin.

SIDE EFFECTS The first of these drugs to arrive on the market (Rezulin) was
banned in the US in 2000 due to deaths from liver failure. In 2002 it was found

that later versions can also damage the liver.® Glitazones may, according to a
study published in 2003, also cause heart failure and a buildup of fluid in the

lungs (pulmonary oedema).”

There is evidence that these drugs can cause weight gain.8 This is, in part,
the result of increased body water and more subcutaneous fat (that is, fat under
the skin throughout the body), although visceral fat (fat in the abdomen and
between the abdominal organs) is reduced, which is positive.

Newer drugs

The latest variant on glitazones both increases insulin sensitivity and increases
levels of the ‘good’ cholesterol HDL. One of these, Pargluva (Muraglitazar) was
recently approved by the US Food and Drug Administration. However, a
controlled trial published at the same time, in 2005, found it more than doubled
the incidence of deaths, heart attacks or strokes, even though this trial had



excluded people with cardio vascular problems.2

Muraglitazar can also promote significant weight gain. Our advice is to
tread carefully with these new drugs. Their long-term effects are largely
unknown.

Yet more drugs?

It’s very clear that the individual drugs used to control insulin and blood sugar
levels come with a fairly hefty range of side effects, perhaps with the exception
of metformin. People with diabetes also usually have two related problems —
high blood pressure and overweight or obesity, which may have increased even
more as a side effect of the insulin-boosting drugs they’ve taken. If this applies
to you, your doctor might have recommended you take a drug to lose weight.

The main two are orlistat (Xenical) and sibutramine (Meridia/ Reductil),
but their effectiveness is not impressive and they come with side effects that can
be lethal.

A recent review of 22 studies involving Xenical and Reductil (18 of which
were carried out by the drug companies involved — see Chapter 3 for how that

can skew the results) concluded that they ‘may help type 2 diabetes patients to

lose small amounts of weight’ but that ‘long term health benefits are unclear’

That is putting it politely. The actual average weight loss was 131lb (about
6kg) — after taking these drugs for four years — with patients who weighed nearly

2501b (113kg).LL The side effects are such that the American consumer activist
group Public Citizen has petitioned the Food and Drug Administration (FDA) to
take both of them off the market. This is same group that petitioned the FDA to
remove Vioxx three years before it was finally withdrawn.

Xenical may reduce your risk of diabetes but, because it reduces fat
absorption in the gut, it can interfere with your absorption of fat-soluble vitamins

and cause loose stools and anal leakage. More seriously, it has been linked with

causing precancerous changes to the lining of the intestines.2

Reductil has been found to reduce glucose levels, but because it works by
raising serotonin levels it can also cause raised blood pressure (serotonin
constricts blood vessels). In his testimony to Congress in the wake of the Vioxx
scandal, Dr David Graham, associate safety director of the FDA, named five
drugs that he believed should also be withdrawn on safety grounds — one of them

was Reductil 12 According to the journal Science, ‘Between February 1998 and

September 2001, 150 patients taking Reductil worldwide were hospitalized and

29 died, 19 from cardiovascular problems.’14



For hypertension, the American Diabetic Association recommends
treatment with drugs that lower blood pressure. A 2003 study following 1,860
Swedish men, however, found that those with raised glucose levels had a higher
risk of heart attack but that those who had been treated with the blood pressure-

lowering drugs beta-blockers and diuretics had an added risk of heart attack.12
Recent research also shows that diabetics on the popular insulin-increasing
sulfonylurea drugs are also further raising the risk of death from cardiovascular
disease. A five-year study of 5,500 diabetics, published in 2006 in the Canadian
Medical Association Journal, found that the higher the drug dose and the more
consistently the patients took the drugs, the greater the risk of cardiovascular

death.l® So being on both blood pressure-lowering drugs and sulfonylureas is
particularly bad news for some people.

Going down the drug route leads you into a maze of competing side effects,
and yet more drugs to control them. Even if the drugs achieve the short-term
goals of controlling your blood-sugar levels, there’s evidence — which we’ll
come to below — that you can do it more effectively in the longer term with diet
and exercise.

Natural alternatives

So just how effective is a healthy diet plus exercise in preventing or treating
diabetes in the longer term? We should note that trials on lifestyle are much
harder to do than trials on pills, but a good attempt was made by researchers at
George Washington University in Washington DC, who published their findings
in 2005.

The team selected volunteers who had signs of dysglycemia (glucose
intolerance) and were therefore at high risk of developing diabetes, then split
them into three groups. One received placebos, the next 850mg of metformin
twice a day, and the third began to make lifestyle changes designed to lower
weight by seven per cent, including two and a half hours of exercise a week (20
minutes a day). At the end of three years, among those who made the lifestyle
changes, 41 per cent were no longer glucose intolerant. Among those who took

metformin, 17 per cent were no longer glucose intolerant, compared to the

placebo. So the lifestyle change was more than twice as effective.l”

What’s more, despite the prevailing medical view, the dietary approach is
likely to be more cost-effective. Based on the data from a massive diabetes
prevention programme launched in the US in 2002, Dr William Herman,
professor of internal medicine at the University of Michigan School of Medicine,



built a computer simulation to estimate the cost-effectiveness of changing one’s

lifestyle versus taking diabetes drugs.12

“There’s been a debate about how to implement lifestyle intervention. Many
say it can’t be done. It’s too expensive,” says Herman. However, his study —
published in 2006 — showed that taking metformin might delay the onset of
diabetes by three years, while diet and exercise change delays it by 11 years. His
team estimated that the drug would cost $29,000 per year of healthy life saved,
while the diet and exercise regime would cost $8,800. ‘The bottom line,” says
Herman, ‘is that lifestyle intervention is more cost-effective than a pill.’

Another landmark study, which also found diet and exercise twice as
effective as metformin in preventing at-risk patients from developing diabetes,

estimated that the non-drug approach was also very cost-effective.l2 In this
study, published in 2002, one case of diabetes was prevented in every seven
people treated for three years.

A trial published in 2005 and involving obese and overweight people with
diabetes or insulin resistance showed a 50 per cent reversal of insulin resistance
and diabetes after only three weeks when placed on a high-fibre, low-fat diet,

combined with 45 to 60 minutes of exercise on a treadmill each day.2 The 31
volunteers in this residential trial at the Pritikin Longevity Center in California
took on a diet that didn’t even restrict the amount of food, but just gave better
choices of unrefined carbohydrates, wholefoods and low-fat foods. In only three
weeks the volunteers, aged 46 to 76, had lower glucose levels, better insulin
resistance and a lower body-mass index. Not bad for three weeks!

The perfect diet for diabetes prevention

This kind of trial makes it glaringly obvious that the solution to diabetes is not
going to be drugs — they just slow down the inevitable. The solution is changing
the way of eating, and living, that led to diabetes in the first place. Then we need
to find out what the best anti-diabetes diet is — along with the best way to
motivate people to change.

The low-GL route

Luckily, we already know what the best diet to help people recover from type 2
diabetes is. It’s the low-glycemic load (GL) diet, which we’ve already
mentioned a few times in this book. Currently this is a very popular and effective
way of losing weight, but on top of that, it is the absolute state-of-the-art diet for
controlling blood sugar, preventing diabetes, and also for regaining energy.

This is how it works. The carbohydrates contained in foods are turned into



glucose at different speeds. For example, the carbohydrates in strawberries are
‘slow-releasing’, which means they raise your blood-sugar level fairly gradually.
But eat a date, and your blood-glucose level will begin climbing within minutes
— they are very fast-releasing. The rate at which a food releases its sugar is
known as its glycemic index (GI). The fastest-releasing food is pure glucose,
which is given a score of 100 on the index, while apples, which raise blood sugar
at less than half the rate of pure glucose, score 38.

The GI is a useful way of rating foods if you want to stabilise your blood
glucose because it allows you to choose slow-releasing carbohydrates. But it has
one big limitation. It doesn’t tell you how much carbo hydrate there is in a
particular food. Watermelon, for example, has very little carbohydrate in it, as
it’s mostly water; but the carbs in it are fast-releasing, so it does have a very high
GI. Sweet potatoes, on the other hand, have a low-GI carbohydrate, but lots of it.
Basing your choice on GI alone, you’d probably opt for sweet potatoes and
avoid watermelons, but in fact, the large amount of sugar in a portion of sweet
potato would push your blood glucose up much more than a large slice of
watermelon would.

This is where glycemic load comes in. A food’s GL takes into account not
just the type of carbohydrate in it — slow or fast-releasing — but also how much
there is of that carbohydrate in the food. You work it out by multiplying a food’s
GI by the amount of carbohydrate in it. One date, for example, is five GLs, as is
a large punnet of strawberries. Two bowls of oat flakes is five GLs — as is half a
bowl of cornflakes!

To control your blood sugar, you need to eat no more than 65 GLs a day
(45 if you want to lose weight), spread out throughout the day at roughly 10 to
15 GLs per meal plus 5 to 10 GLs for a snack (you should have two in-between
snacks a day), with 5 GLs to spare for drinks or desserts. So if you were diabetic
and wanted to stabilise your blood sugar, you’d eat a bowl of oat flakes or
porridge with berries for breakfast. Your blood sugar level would stay even, you
wouldn’t need to produce so much insulin and, in time, you would actual regain
insulin sensitivity and stabilise your blood sugar. Gradually, if you stuck with it,
the need for diabetic drugs would become increasingly un necessary.

The Holford Low-GL Diet explains how you put a low-GL diet together in
detail, but for now the tables below give you an idea of which foods are high and
which low GL, what to avoid, and how a day’s healthy menu might look.

10 GL serving of common foods



Low-GL foods

2 large punnets of strawberries

6 oatcakes
4 bowls of oat flakes
A large bowl of peanuts

1 pint (550ml) of tomato juice

High-GL foods

2 dates

1 slice of white bread
1 bowl of cornflakes
A packet of crisps
Half glass of Lucozade

6 tablespoons of xylitol (a natural low-GL sugar) 2 teaspoons of honey

10 handfuls of green beans

‘GOOD’ LOW-GL DAY’S

DIET

Breakfast
A bowl of porridge
Half a grated apple
A small tub of yogurt
and some milk
Total

Snack
A punnet of strawberries

Lunch
Substantial tuna salad,
plus 3 oatcakes

Snack
A pear
and a handful of peanuts

GL

O NN W N

10

10 French fries

‘BAD’ HIGH-GL DAY’S
DIET

Breakfast
A bowl of cornflakes

A banana
Milk

Total

Snack
Mars bar

Lunch
Tuna salad baguette

Snack
Bag of crisps

GL
21
12

35

26

15

11



Dinner Dinner
Tomato soup, salmon Pizza with Parmesan and
Sweetcorn, green beans 12 tomato sauce and some salad 23

‘GOOD’ DAY’S TOTAL GL 40 ‘BAD’ DAY’S TOTAL GL 110



The protein connection

Going for slow-release carbohydrates is only part of the story, however. Another
way to lower the GL of your diet is to eat more protein, fibre and healthy fats, as
well as cutting out refined, sugary carb-rich foods such as biscuits. The
controversial low-carbohydrate/high-protein Atkins Diet, for instance, has
recently been shown to lead to both weight loss and improved glucose control in
two small studies.

One, published in 2005, put ten obese diabetic patients on the Atkins Diet
for two weeks. They spontaneously reduced their calorific intake by 1,000

calories a day2! as well as improved their insulin sensitivity. And a 2004 study at
the Metabolic Research Laboratory of the VA Medical Center in Minneapolis,
Minnesota, put eight patients on a diet with 20 per cent carbs, 30 per cent protein

and 50 per cent fat, which reduced glucose levels ‘dramatically’.22 While high-
protein diets, especially those based on meat, milk and cheese, may create other
problems such as a heightened risk of kidney problems, osteoporosis, breast and
prostate cancer, it seems that eating protein with low-GL carbohydrates does
help stabilise blood-sugar levels. Examples would be chicken kebabs with a
piece of brown pitta bread; chickpeas with a small portion of brown basmati
rice; or fish with wholewheat pasta.

So choosing the best low-GL carbs and combining those with quality
proteins is the cornerstone of diabetes treatment and prevention, and is also now
recommended by most diabetes associations. But the potential for certain foods
to lower glucose and improve insulin sensitivity and release will continue to
shape the perfect anti-diabetes diet (see ‘The best new anti-diabetic foods and
nutrients’ box below).

THE BEST NEW ANTI-DIABETIC FOODS AND
NUTRIENTS

A spoonful of cinnamon
It’s now been found that just half a teaspoon of cinnamon a day
significantly reduces blood-sugar levels in diabetics, and could also benefit
millions of non-diabetics who have blood-sugar problems but are unaware
of it.

The discovery was initially made by accident. Dr Richard Anderson at
the US Department of Agriculture’s Human Nutrition Research Center in



Beltsville, Maryland, was looking at the effect of common foods on blood
sugar. He was surprised to discover that apple pie (spiced with cinnamon)
was actually not bad for blood sugar.

The active ingredient in cinnamon turned out to be a water-soluble
polyphenol compound called MHCP. In the lab, MHCP mimics insulin,
activates its receptor, and works synergistically with insulin in cells —
improving glucose metabolism twentyfold. In short, it helps insulin do its
job of getting excess sugar out of the bloodstream and into the cells.

To see if it would work in people, volunteers with type 2 diabetes were
given 1, 3 or 6g of cinnamon powder per day, in capsules after meals. As
the paper, published in 2003, shows, all responded to the cinnamon within
weeks, with blood-sugar levels 20 per cent lower on average than those of a

control group.23 Some of the volunteers taking cinnamon even achieved
normal blood-sugar levels. Tellingly, blood sugar started creeping up again
after the diabetics stopped taking cinnamon.

Cinnamon has other significant benefits. In the diabetic volunteers, it
lowered blood levels of fats (triglycerides) and ‘bad’ LDL cholesterol, both
also partly controlled by insulin. In the lab experiments, it neutralised
damaging free radicals.

Luckily, cinnamon is a versatile spice. You’ll need about half a
teaspoon a day, added perhaps to oatmeal, fruit salads, marinades, stews or
curries.

Get your oats — and xylitol

Oats, or specifically oat bran, contain a powerful anti-diabetes nutrient. It’s
called beta-glucan. Diabetic patients given oatmeal or oat-bran rich foods
experienced much lower rises in blood sugar compared to those who were
given white rice or bread. In fact, it’s been known for nearly a decade that
having ten per cent of your diet as beta-glucans can halve the blood-sugar

peak of a meal.2422

This level of effect is far greater than you’ll get from taking metformin
(see page 137), at a fraction of the price and with none of the side effects.
Practically, that means eating half oat flakes, half oat bran, cold or hot as
porridge, with a low-GL fruit such as berries, pears or apples, and snacking
on oat cakes (rough oat cakes have the most beta-glucans). With over 1,000
studies on beta-glucans, the evidence really is overwhelming. (Oats have a
relatively low GL, too.)

Other big contenders for anti-diabetic foods include buckwheat, green
tea, cherries and plums and other fruits high in a very low-GL sugar called



xylitol.2® Xylitol has a ninth of the GL of sugar or honey; so while you

can’t scoff it indiscriminately, switching to it and using it sparingly will
certainly cut your total GLs significantly if you like to indulge a sweet
tooth.

Chromium — the forgotten mineral

While drugs like metformin increase sensitivity to insulin, there’s a mineral
that does the same thing — but with no significant downsides. It’s called
chromium, and insulin can’t work properly without it.

Trivalent chromium was discovered to be an essential mineral back in
the 1960s. This form of chromium, the kind found in foods, is completely
different from the kind you find in old car bumpers. (This is called
hexavalent chromium and can be quite toxic.) In the 1970s, chromium was
proven to be essential for insulin to do its job properly, but the mechanism

hadn’t been discovered.2” Now we know how it manages the job.

Chromium does two things. Firstly, insulin has to dock on to cells to
open them up for the next delivery of glucose. Chromium is part of the
docking port, or receptor, for the insulin. It also helps stop insulin from
being changed in a way that stops it working. Both of these improve your
sensitivity to insulin.

Today we also know that many of us are deficient in this mineral,
which is absolutely essential for good health.28 In other words, your doctor
should really check that you are not chromium deficient, since this alone
can cause blood-sugar problems and insulin resistance.

But how do you know if you’re chromium deficient? Without testing,
this isn’t easy to ascertain.

Tell-tale signs are low energy, especially in the morning, feeling
groggy, craving sweet foods and depression. The more sugar or refined
food you eat the more likely you are to be deficient, not only because
processed foods are low in chromium, but also because they rob the body of
chromium. Every time your blood sugar goes up, whether due to sugar,
stress or a stimulant such as coffee or a cigarette, you lose chromium. The
older you are and more stressed you are, the lower your levels. And if
you’re diabetic, it is very likely indeed that you’re deficient. (See page 150
for the evidence on chromium as a treatment for diabetes.)

So what’s the evidence?



Now let’s look at the evidence for all these claims, from low-GL diets to
chromium supplementation as a way of regulating blood-sugar levels.



The lowdown on low GL

“There is no question that low-GL is pushing back the boundaries in terms of
safe, rapid and permanent weight-loss diets and for diabetes. The evidence has
been mounting for some time,” says Dr David Haslam, medical doctor and
clinical director of the UK National Obesity Forum. Study after study has shown
that low-GL diets not only cause rapid weight loss but also improve insulin
resistance and fasting glucose (which is the concentration of glucose remaining

in your blood after you have not eaten for eight to 12 hours).2220 In animal

studies, it’s well known that a low-GL diet rapidly improves blood-sugar control

and pancreatic function.2!

All of this translates into a massive reduction in risk of developing diabetes,
as well as the ability to stop and even reverse the condition, especially for those
in the early stages of type 2 diabetes.

Back in the early 1990s, researchers at the Harvard School of Public Health
in the US monitored the health of over 100,000 middle-aged men and women for
six years and found that those who ate a high-GL diet were one and a half times

more likely to develop diabetes than those who ate a low-GL diet.22733 In a study
published in 2003, another group of researchers at Harvard put obese adolescents
on either an unlimited low-GL diet or a low-calorie, low-fat diet. In addition to

losing more weight, those on the low-GL diet experienced less insulin resistance,

while those on the conventional low-fat, low-calorie diet worsened theirs.3*

There’s really no question that a low-GL diet rapidly improves blood sugar
and the symptoms of diabetes. More than that, its side effects are side benefits:
increased energy, better sleep, better mood and less craving for carbohydrates.
This is exactly what we found in our own research, a survey of 72 people who
had followed the Holford Low-GL Diet, followed by a study of 20 people we
placed on this diet. The weight loss was 1.7lb (0.8kg) a week in the survey and
10.251b (4.6kg) in eight weeks (1.3lb, or about 0.6kg, a week) in the study,
which was published in 2006. Most people’s blood-sugar levels normalised and

most reported more energy.2>

A DOZEN ANTI-DIABETIC FOODS



e Apples



e Berries



¢ Buckwheat



e Cherries



e Chickpeas



e (Cinnamon



e (reen tea



e Lentils



e (Qat bran and flakes



e (at cakes



e Pears



e Plums

Can chromium take the place of drugs?

We know chromium restores blood-sugar balance and hence prevents or
improves the symptoms of diabetes. But is it an alternative to drugs like
metformin? There have been over 20 trials on chromium, not all of which have
shown positive results. Generally, those that gave patients below 250mcg a day
were less effective. Also, those using less bioavailable (that is, easily useable by

the body) forms of chromium such as chromium chloride didn’t work as well as

those giving chromium picolinate, which is a highly bioavailable form.2®

There aren’t enough decent trials that have given sufficient chromium in the
right form, but those that have are very encouraging. For example, a Chinese
study published in 1999 gave 833 patients with type 2 diabetes 500mcg of
chromium picolinate for 10 months. As you can see from the figure opposite,
there was a major improvement in both the participant’s fasting blood-sugar

levels and blood-sugar levels after meals, and it also reduced the incidence of

diabetes symptoms, including fatigue, thirst and frequent urination.2Z

Another study published in 1999 showed that the combination of chromium
and the B vitamin biotin appears particularly effective, since biotin is essential

for the release of insulin.28 In the 30-day study, 12 type 2 diabetics took a daily
dose of 600mcg of chromium picolinate and 2mg of biotin, while another 12
took a placebo. All the subjects had previously taken anti-diabetic drugs, but still
had difficulty managing sugar levels.
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Length of time taking chromium supplements
The effects of chromium on blood sugar and insulin resistance

Those taking the chromium and biotin supplement had a 26mg/dl
(1.43mmol/l) drop in fasting blood glucose with more than 70 per cent of the
supplement group experiencing significant drops. LDL (bad) cholesterol levels
also decreased substantially.2? Compare that with what happened to patients

taking metformin in a key 2002 study comparing metformin with diet.#? During
the first six months of taking metformin, the subjects’ average fasting blood
glucose dropped by only about 3mg/dl (0.17mmol/l).

There’s also good evidence that chromium can help prevent diabetes in
people at risk. In a study published in 1999, a group of 29 people who were both
overweight and had a family history of diabetes were given 1,000mcg of
chromium a day for eight months or a placebo. Their insulin sensitivity
improved dramatically on chromium, but not on the placebo, as the trial
progressed.tl

The US Food and Drug Administration is sufficiently convinced by the
evidence so far, and have allowed one US supplement company to state that
‘chromium picolinate may reduce the risk of insulin resistance, and therefore



possibly may reduce the risk of type 2 diabetes’. However, any such claim in
Europe or Australia, where laws on nutritional supplements are exceptionally
tight, would lead to chromium being banned and classified as a medicine! (See
Chapter 17.)

What are chromium’s side effects? Fortunately, it is remarkably safe.
According to a report published by the World Health Organization, based on a
trial with rats, you’d need to take 20,000,000mcg of chromium — that’s 100,000

regular chromium supplements a day — to reach toxic levels.#2 Suffice it to say

that up to 1,000mcg is perfectly safe, even in pregnancy. Long-term studies of

up to five years, published in 2004, have shown this to be the case.®2

Finding the motivation

Tony is a typical example of someone who has benefited from a low-GL diet
plus chromium. A year ago he was diagnosed with borderline diabetes following
a minor stroke. He was put on medication to lower his high blood pressure, but
not for his diabetes. Instead, he was told to monitor it twice a day and eat a low-
sugar diet. His blood sugar, which should be below 7mmol/l, would fluctuate
between 6.3 and 12.8mmol/l despite his attempts to eat healthily. He was also
gaining weight.

Then he switched to a low-GL diet plus chromium. After eight weeks, his
blood-sugar levels normalised and consistently fell below the ideal of 5.5mmol/Il.
As he says,

‘I have a lot more energy, I feel fitter. I’'m sleeping better, but fewer
hours, and feeling less tired. I’ve also lost 28lb [13kg] in weight and I
have also seen an improvement in my cholesterol, homocysteine and
blood-sugar levels, and as a consequence I have been fully discharged
by my hospital consultant. I’'m managing to keep it off without too
much difficulty. My blood pressure is now normal and my next goal is
to reduce my medication for that.’

Linda experienced something very similar. Within six weeks on a low-GL diet
plus chromium, she had not only stabilised her blood-sugar levels, lost her
craving for sweet foods and 16lb (almost 8kg) to boot, she had to reduce her
medication because she was getting hypos — low blood sugar. She had been
taking Amaryl, a sulfonylurea drug, plus metformin (see pages 138 and 137



respectively). Once her blood sugar had normalised, she was able to stop her
Amaryl. Six months later, eating low GL has become part of her life, she’s lost
35lb (16kg), her blood sugar has remained stable and she no longer gets sugar
lows. Her doctor has kept her on metformin.

It’s best to approach changing your diet much as you would redecorating
your house. You need to do the preparation, such as shopping for your new
foods. Expect a week or two of disruption, then look forward to the results. For
Tony and Linda, this way of eating has become the norm.

Food or drugs? The verdict

For diabetes and its precursors dysglycemia and insulin resistance, there is no
doubt that making the right diet and lifestyle changes is essential. Eating a low-
GL diet, taking supplements, staying away from sugar and taking regular
exercise can both prevent and significantly reverse insulin resistance and
diabetes, at least in the early stages, far more so than currently available
medication. For those with more advanced diabetes these changes are highly
likely to reduce the need for medication and, in the case of insulin-dependent
diabetes, for insulin too.

Unlike the side effects from the drugs we discussed at the start of the
chapter, the only ones you’ll get from a low-GL anti-diabetes diet are more
energy; a lowered risk for cardiovascular disease, cancer and arthritis; better
mood and concentration; and weight control — to name only a few. In other
words, no downsides and no risks.

What works

e Eat a low-GL diet (roughly 45 to 65 GLs a day)

e Combine protein foods with carbohydrate foods, which stabilise blood-
sugar levels even further

e Avoid all sugar, except xylitol

e Sprinkle half a teaspoon of cinnamon on your food daily

e Eat oats with oat bran for breakfast and snack on rough oat cakes
e Exercise every day — for at least 30 minutes

e Take a supplement of a high-strength multivitamin and mineral, plus 2g of



vitamin C and 200mcg of chromium (400 or 600mcg if you have diabetes,
taken in the morning or at lunch — chromium can over-energise so it’s best
not taken in the evening)

e Dig deeper by reading books (see Recommended Reading, page 398),
attending a workshop, seeing a nutritional therapist or joining a club or
evening classes that can help you get and stay on track. (See Resources,

page 392.)

Working with your doctor

Despite the undeniable evidence that changing your diet and lifestyle works
better than just popping pills, you may need to persuade your doctor that this is
the way you want to go. One of the best ways of doing this is to cite the
evidence.

For instance, the attitude among too many doctors is that no patient can be
bothered to make the necessary shifts. A major review of the causes of diabetes
in the leading journal Science, for instance, described a dozen genes and proteins
involved in the disorder and how they could all be targeted with new drugs.
‘Other drugs are urgently needed to treat the diabetes epidemic,’ it concluded,
‘because people are unlikely to cut back on food intake and start exercising any

time soon.’#4
To add to the malaise, the most recent guidelines from NICE (the National
Institute for Health and Clinical Excellence), which your doctor is likely to rely

on for guidance, are distinctly lukewarm about non-drug treatments.*2 The main
type of diet it considers is the low-fat/high-carbohydrate diet, which these days
looks an odd way to handle a blood-glucose problem. The research it quotes
found only ‘modest improvements’ and that they were ‘short lived’. Educating
people about their condition and teaching them to change their behaviour was
‘partially effective’ although none of these efforts at education was any better
than the rest. But the issue here may be more about failing to motivate people to
make the right kind of changes. For some ideas on how to change your
relationship with your doctor see Chapter 21.

If you’re lucky, your doctor will be delighted straightaway at your wish to
pursue a low-GL diet and exercise. Others will need a bit of convincing, but you
shouldn’t give up. Just keep what we’ve discussed in mind. For instance, despite
the evidence, most doctors are not that informed about chromium — so you can
point out the studies that will do the job.

It’s particularly important to work with your doctor if you’re on drugs for
your diabetes. If you are on sulfonylurea drugs, these should be the first to go as



your blood sugar stabilises, but be aware that your blood-sugar level and use of
these drugs will need careful monitoring as you improve your nutrition. Your
doctor will be invaluable for helping you keep within safe blood-sugar limits.



°

Balancing Hormones in the Menopause

The HRT scandal vs natural control

For maNY woMEN approaching middle age, the most worrying aspect of

the menopause is not the increased risk of illness — osteo porosis, breast cancer
or heart disease. It’s having to cope with the debilitating symptoms that will
affect nearly half of them: hot flushes, fatigue, headaches, irritability, insomnia,
depression and a decreased sex drive.

For years, doctors faced with women stressed out by feeling snappish,
depressed or hounded by their own hot flushes handed out hormone replacement
therapy, or HRT, as a kind of panacea. Many of these doctors promised that
HRT would not only fend off disease and banish the symptoms, but even
maintain sexual allure — although this wishful medical thinking had never been
tested in proper clinical trials. In fact, by the 1970s HRT had become linked to a
raised risk of endometrial cancer, and by the 1980s to breast cancer and blood
clots.

Prescriptions plummeted, but HRT is still very much with us, and patients
now have to juggle the risks: if you haven’t got cancer in the family but are
worried about osteoporosis, or suffering menopausal symptoms, is popping the



pill worth the risk? Officially, doctors in the UK are now told that the risks
outweigh the benefits, and not to prescribe it for osteoporosis prevention. But it
is still commonly prescribed for this reason in other parts of the world.

Oestrogen and progesterone: a balancing act

What is it that makes the menopause so potentially dramatic in effect? It happens
when a woman’s production of the hormones oestrogen and progesterone begins
to decline because they are no longer needed to prepare the womb lining for
pregnancy. As oestrogen levels fall, the menstrual flow becomes lighter and
often irregular, until eventually it stops altogether. Even before the menopause,
often when a woman is in her forties, many cycles occur in which an egg is not
released. These are known as anovulatory cycles. Whenever this happens, levels
of progesterone, produced from the sac that’s left once the egg has been
released, decline rapidly.

Progesterone is oestrogen’s alter ego and you need to keep the two in the
right balance. Too much oestrogen relative to progesterone — the so-called
‘oestrogen dominance’ — results in too many growth signals to cells of the breast
and womb, raising the risk of cancer. Consequently, many women in their
forties, although low in oestrogen, are in a state of oestrogen dominance because
their progesterone levels are even lower.

Symptoms of oestrogen dominance can include water retention, breast
tenderness, mood swings, weight gain around the hips and thighs, depression,
loss of libido and cravings for sweets. The symptoms of progesterone deficiency
overlap these, and also include insomnia, irregular periods, lower body
temperature and menstrual cramp.

Many of these symptoms also show up during menopause along with the
usual hot flushes, vaginal dryness, joint pains, headaches and depression. So if
your hormones are in real disarray, you can end up with a distressing burden of
symptoms. There is much you can do about this, but women are rarely told by
their doctors how they can help themselves to cope with the menopause
naturally. The best way to start is to find out from the list below how well
balanced your hormones are at the moment.

How is your hormone balance?

[_] Have you ever used or do you use the contraceptive pill?

[] Have you had a hysterectomy or have you been sterilised?



[ Do you experience cyclical water retention?
[1 Do you have excess hair on your body or thinning hair on your scalp?
[] Have you gained weight on your thighs and hips?

[] Have you at any time been bothered with problems affecting your
reproductive organs (ovaries or womb)?

[] Do you have fertility problems, difficulty conceiving or a history of
miscarriage?

(] Are your periods often irregular or heavy?

[ Do you suffer from lumpy breasts?

[ Do you suffer from a reduced libido or loss of interest in sex?
[1 Do you often suffer from cyclical mood swings or depression?
[] Do you suffer from insomnia?

[ Do you experience cramps or other menstrual irregularities?
[1 Do you suffer from anxiety, panic attacks or nervousness?

[1 Do you suffer from hot flushes or vaginal dryness?

If you answered yes to:

4 or less: you have a few symptoms of hormonal imbalance. This chapter will
give you clues on how to further reduce any symptoms you do have.

5 to 10: you have a mild to moderate symptoms of hormonal imbalance. It’s
worth your while getting your hormone levels checked and working with a
nutritional therapist to balance your hormones naturally (see page 392).

More than 10: you definitely have hormone imbalances. Besides following the
advice in this chapter, we recommend you see a nutritionally oriented doctor.

HRT — hormonal hell?

Raising the risk of womb cancer

The first generation of HRT gave women massive amounts of oestrogen, usually
in the form of ‘conjugated equine oestrogens’. The equine stands for ‘horse’,
since the oestrogens are derived from horse urine. While their chemical structure



is close to human oestrogens, they are not identical. Premarin, one of the top
selling brands, contains two — equilin and equilenin — that don’t even occur in

the human body.48

The real problem, however, is the dose. Women vary a lot in the amount of
oestrogen they produce. Some women are naturally low oestrogen producers,
making 50 to 200mcg a day. Others make up 700mcg a day. HRT provides an
oestrogen dose of between 600 and 1,250mcg a day. For most women, this is
just too high. (See the ‘Inside story: oestrogens’ box below for more
information.)

Early trials of HRT, which contained only oestrogen, showed a vastly
increased risk of endometrial or womb cancer because one of the jobs of
oestrogen is to stimulate cell growth there, preparing the womb for a potential
pregnancy. The increase ranged from 200 to 1,500 per cent, depending how long
you had been taking it; and your risk would still be significantly raised several

years after you stopped taking it.2Z So a synthetic progesterone-like hormone
called progestin was added to the mix starting in the 1960s. The idea was that,
by counteracting unopposed oestrogen, the womb lining would be protected
from excess cell growth.

INSIDE STORY: OESTROGENS

Oestrogen is not one hormone but a family of three, namely oestradiol,
oestrone and oestriol.

Oestradiol is the strongest, most often used in HRT preparations and
most associated with side effects, including increased risk of breast and
uterine cancer.

There is one HRT preparation, Hormonin, which contains all three —
oestradiol, oestrone and oestriol. Physiologically this is more balanced, as it
provides what the body produces. For postmenopausal women with low
oestrogen and progesterone level this, taken together with progesterone
cream in equivalent amounts to those a woman produces, is a more logical
way to restore hormone balance.

Oestriol only is available as a cream and in tablets as Ovestin. The
cream is excellent for vaginal dryness, while the tablets often help women
with hot flushes, with a fraction of the associated risk of oestradiol. It is
best given together with natural progesterone cream (see page 167).

Phytooestrogens are plant-based oestrogens that are very weak in



comparison and appear to protect against oestrogen overload by occupying
the same hormone receptor sites as oestrogen. These are found in beans,
lentils, nuts and seeds and especially soya.

Xeno-oestrogens are environmental chemicals that mimic oestrogen
and often attach to the same hormone receptor sites as oestrogen, triggering
a growth message and potentially promoting cancer. These include
alkylphenols, nonylphenols, octylphenols and bisphenol A, found in
plastics and some detergents, PCBs and dioxins (which are industrial
pollutants), and DDT, DDE, Lindane, Toxaphene, dieldrin, endosulphan,
methoxychlor and heptachlor (used as pesticides and herbicides). One of
the best ways to limit your exposure is to eat organic food.

Adding progestins to HRT did reduce the risk of endometrial cancer, although it

didn’t stop it.28 However, the new progestins had to have a slightly different
chemical structure to natural progesterone, so they could be patented. This
turned out to be a serious problem because only the exact natural progesterone
molecule can trigger a precise set of instructions that maintain pregnancy, bone
density, normal menstruation and other ‘acts’ of the hormonal dance that occurs
in every woman. Natural progesterone also has, even at levels considerably
higher than those produced by the human body, remarkably little toxicity.

Yet almost without exception, every contraceptive pill or HRT prescription,
be it a pill, patch or injection, contains synthetic progestins (also called
progestagens) — altered molecules that are similar to but different from genuine
progesterone. They are like keys that open the lock, but don’t fit exactly —
consequently generating a wobble in the body’s biochemistry. They might be
more profitable, but that profit comes at a high price in the form of an increase in
the risk of breast cancer.

Raising the risk of breast cancer

Breast cancer is a major concern for any woman. The average risk of developing
breast cancer during one’s life is one in ten and its incidence is going up, not
down, unlike that for other cancers. Survival, fortunately, is improving.

The first major warning sign of a link between breast cancer and HRT came
in 1989. A study by Dr L. Bergkvist and colleagues involving 23,000
Scandinavian women showed that if a woman is on HRT for longer than five

years, she doubles her risk of breast cancer.#2 But it also revealed that adding
progestins to cut down the womb-cancer risk raised the risk of breast cancer.



This was confirmed in a large-scale study, published in the New England
Journal of Medicine in 1995, which showed that postmenopausal women in their
sixties who had been on HRT for five or more years increased their risk of

developing breast cancer by 71 per cent.22

The longer you were on HRT, the greater the risk. Overall, there was a 32
per cent increased risk among women using oestrogen HRT, and a 41 per cent
risk for those using oestrogen combined with synthetic progestin, compared to
women who had never used hormones. Another study in 1995, carried out by the
Emory University School of Public Health, followed 240,000 women for eight
years and found that the risk of ovarian cancer was 72 per cent higher in women

given oestrogen.2l
Evidence continued to accumulate year on year, but the real clincher came
with the ‘million women’ trial in 2003. This trial, published in The Lancet,

followed a million women aged 50 to 64, half of whom had used HRT.22 It was
found that those who had used oestrogen and progestin HRT doubled their risk
of breast cancer.

The conclusion of the paper written by Professor Valerie Beral from the UK
Cancer Research Epidemiology Unit at Oxford, who was in charge of this study,
was: ‘Use of HRT by women aged 50 to 64 years in the UK over the past decade
has resulted in an estimated 20,000 extra breast cancers, 15,000 associated with
oestrogen-progestagen; the extra deaths cannot yet be reliably estimated.’

THE DARK HISTORY OF HRT": 1940-1980

In the 1940s, Wyeth Pharmaceuticals produced what they described as a
‘natural’ oestrogen replacement called Premarin, extracted from (pre)gnant
(ma)res’ u(rine).

In the 1950s, oestrogen replacement therapy was being prescribed to
women as an aid to easy and successful pregnancy and to help with
‘women’s problems’ on the flimsiest of medical evidence. Millions of
women, particularly in North America, were prescribed DES, one of the
first synthesised oestrogens. Although it was originally given as a
contraceptive, it was eventually given as a ‘miracle cure’ for any female
reproductive problem, even prophylactically to prevent miscarriage.

In the 1960s, sensing a billion-dollar market, pharmaceutical
companies developed the argument that the menopause was a medical
condition. HRT could, they suggested, relieve the adverse effects of



menopause and return women to their younger sexual selves by resolving
oestrogen imbalances, which occur naturally in women at menopause and
also occur in women following surgical removal of their ovaries.

In the 1970s it became apparent that the use by menopausal women of
HRT increased their chance of endometrial cancer. One study found that
women using the treatment for seven years or more had a 14-fold increase

in the incidence of this cancer.22> The drug companies’ answer to this
‘problem’ was to add progestin to oestrogen in replacement therapy in the
hope that this would suppress the action of the oestrogen. There was also a
drive by some doctors and some pharmaceutical companies to get women
to have their uteruses removed so that they could continue to take ‘safe’

oestrogen.2* In 1977, Drs McDonald, Annegers and O’Fallon reported the
growing incidence of endometrial cancer in relation to exogenous

oestrogen. Their paper cited long-term therapy with estrogens for

menopausal symptoms as the usual history in such cases.22

In the 1980s, there was a flow of studies linking hormone replacement
therapy to a variety of conditions, the evidence for which became
undeniable in the 1990s.2% Doctors also began to find a rare vaginal cancer
in young women whose mothers had taken DES — a synthetic form of
oestrogen. After a series of costly court cases, DES was taken off the
market. Later research showed not only that the mothers who had taken

DES had a slightly increased risk of breast cancer,Z but that thousands of
‘DES sons’ and ‘DES daughters’ had cancers and malformations of the
genitals.

Also in the 1980s, a series of studies showed that synthetic human
hormones, introduced into women’s bodies as contraceptives or as hormone
replacement therapies, even as anti-cancer drugs, had the capability to
produce cancer, thrombosis and cardiovascular problems. The fact that
HRT could cause cancer had been known by manufacturers since the 1950s
in any case. A British study published in the British Journal of Obstetrics
and Gynaecology in 1987, which followed 4,544 women for an average of
five and a half years, showed that breast cancer risk was one and a half
times greater in HRT users, while the risk of endometrial cancer nearly

trebled.?8 In 1989 a study in the New England Journal of Medicine showed

that taking HRT for longer than five years doubles risk of breast cancer.2

The following background is taken from Martin Walker’s book HRT —
Licensed to Kill and Maim: The Unheard Voices of Women Damaged by
Hormone Replacement Therapy (see page 400 for further details).



Here’s what happened in the 1990s:

1995 HRT for five plus years increases breast cancer risk by 71 per
cent. New England Journal of Medicine.

1995 Ovarian cancer risk is 72 per cent higher on oestrogen HRT.
American Journal of Epidemiology.

1997 Oxford University review of all research up to 1997 concludes
‘HRT raises the risk of breast cancer by 25 per cent’.

2002 Combined oestrogen and progestin HRT for five years increases
risk of invasive breast cancer by 26 per cent, strokes by 41 per cent and
heart disease by 22 per cent. Journal of the American Medical Association.

2003 Combined oestrogen and progestin HRT for five years doubles
the risk of breast cancer. The Lancet.

2004 Combined oestrogen and progestin HRT doubles the risk of

developing blood clots (venous thrombosis). Journal of the American

Medical Association.82

Still limping on

It was the death knell for HRT. Sales plummeted by almost a third from more
than £30 million a year as the government advised doctors to review the
medication on a case-by-case basis — and sales have continued to drop as more
and more press reports confirm associated risks.

Despite initial press coverage suggesting that HRT might reduce
cardiovascular disease, for instance, the evidence now clearly shows that it
doubles the risk of thrombosis, moderately increases the risk of strokes, and

slightly increases the risk of cardiovascular disease,®l although not all studies
have shown this. (For an account of how the drug companies ‘educated’ doctors
in the face of mounting evidence of a link between HRT and heart attacks, see
Chapter 3, page 61.)

You’d think all this negative science would finish off HRT. But to this day,
a rearguard action is still being fought to mitigate the damage of this highly
profitable medicine that has clearly killed thousands of women prematurely. In
his excellent book HRT — Licensed to Kill and Maim: The Unheard Voices of
Women Damaged by HRT, the investigative writer Martin Walker states:

One thing that could be seen with certainty following the publications



of these critical studies [quoted in the box on pp 163—4] was that, in
the main, pharmaceutical loyal doctors used science to defend
themselves only when it suited them. When science threatened the
financial base of the pharmaceutical industry they suddenly cease to
believe and put everything down to personal choice.

Over the period that the critical studies were published, all the research
scientists, Department of Health officials, FDA staff, drug companies’
representatives and general practitioners played the ‘risk game’. They washed
their hands of responsibility and suggested that it was patients who determined
what happened, who ‘make up their own minds’, once they had been told all the
facts by their physician.

Some medical experts did make plain statements about the catastrophe

which science had begun to structure. In Germany, Professor Bruno Muller-
Oerlinghausen, chairman of the German Commission on the Safety of Medicine,
compared HRT to thalidomide, saying that it had been a ‘national and
international tragedy.” By March 2004, even WHO officials were making clear
statements, distancing themselves from the treatment. On March 5th at a
conference in Sydney, Australia, the co-ordinator of the World Health
Organization said that hormone replacement therapy was ‘not good for women’.
Alexandre Kalache said that science sometimes makes big mistakes and it had
done so with HRT. Professor Jay Olshansky, a public health professor at the
University of Illinois, said ‘scientists now suggest that in most cases HRT should
not be used. It’s harmful for some and of no use to others.’
Even when the full truth is out about the number of premature deaths caused by
different forms of HRT, there are still questions to be answered. These questions
go to the very heart of the relationship between pharmaceutical companies and
doctors, the prescription of pharmaceutical medicines in a socialised healthcare
system and even the very nature of science and its links with medicine.

Does it work at all?

For a moment, let’s put aside the considerable risks for cancer and circulatory
disease laid on women who take HRT. And let’s ignore the horrendous side
effects that some women on HRT experience, which can include heavy or
irregular bleeding if taken before the cessation of periods, water retention,
weight gain, PMS-type symptoms and nausea.

Aside from these, just how effective is HRT as a treatment for menopausal



symptoms, which is the main reason women choose to use it?

Hot flushes and night sweats are often cited by women as the worst of the
menopausal symptoms. As a meta-analysis published in 2004 shows, there have
been 24 good-quality trials of HRT for symptom relief, involving over 3,000

women,®2 and they show that it comes up trumps. HRT reduces hot flushes or
night sweats by 74 per cent compared to placebos, although quite a few on HRT
in these trials dropped out because of side effects. Placebos themselves were also
quite effective, reducing reports of hot flushes or night sweats by 50 per cent,
showing how important placebo-controlled trials are in this area.

When we look at the evidence for the effectiveness of HRT in preventing
osteoporosis, however, it’s a much less impressive record. In the Women’s
Health Initiative, a large trial involving over 16,000 women in the US on HRT
for five years, researchers reported in 2002 that there was a small decreased risk

of hip fracture.%3 One study involving 670 women, of whom nearly a third were
taking HRT, found that bone mass was only preserved in those who had been on

it for seven years or more.® But even when you take it for that long, bone
mineral density rapidly declines once you stop taking it.

Younger women who use short-term HRT will probably gain little or no
protection against fracture beyond the age of 70, according to a study from

1993.%> At 75, the women’s bone mineral density was found to be only just over
3 per cent higher than that of women that had never taken HRT. So, unless you
are prepared to take HRT for life, it is unlikely to protect you against
osteoporosis — and the longer you take it, the greater your risk of developing
breast and womb cancer. (See ‘Beyond calcium — bone-friendly minerals’, page
170, for ways of building bone density nutritionally.)

If you don’t have menopausal symptoms, don’t go there. That’s the
conclusion of a 2004 review assessing the benefits versus the harms of HRT in
the British Medical Journal. It concludes: ‘HRT for primary prevention of
chronic diseases in women without menopausal symptoms is unjustified.
Women free of menopausal symptoms showed a net harm from HRT use.’% If
you are concerned about osteoporosis, research is showing that changes in diet
and exercise are a lot more effective, and certainly safer, than HRT. (See ‘“The
dark history of HRT: 1940-1980’ on page 162 for the full story.)

The natural alternatives

Fortunately, you can balance your hormones naturally. The main way is through
lifestyle changes and specific foods, nutrients and herbs, which can lessen the



severity of menopausal symptoms, and improve bone health safely and
effectively. We’ll look at those in a moment. But if you’d still like to go down
the hormonal route, there is natural progesterone — a safe and effective
alternative to HRT.

Natural progesterone — a safer way with hormones

If you still want to use a hormonal approach, ‘natural’ progesterone looks like a
far better bet. A skin cream that must be prescribed by your doctor, natural
progesterone is identical to the progesterone molecule your body produces. In
France there is a prescribed progesterone pill called Uterogestan. Although this
body-identical progesterone can be synthesised in a laboratory from diosgenein,
which is found in wild yams, it is quite different from wild yam extract, which
does not contain pro gesterone and is not effective — as was found in 2001 —

against hot flushes.®Z

Progesterone is given in amounts equivalent to that normally produced by a
woman who is ovulating (between 20 and 40mg a day) and, unlike oestrogen or
synthetic progestins, it has no known cancer risk — in fact, as the late Dr John

Lee discovered over a decade ago, quite the opposite.%8

Since the body can make oestrogen hormones from progesterone, as well as
the adrenal hormones and testosterone, which is important for sex drive, a
natural progesterone patch is more likely to prevent oestrogen dominance while
maintaining your libido. It’s also good for the other menopausal symptoms. In
one double-blind trial from 1999, some 83 per cent of women on progesterone
found that it significantly relieved or completely arrested menopausal symptoms,

compared to 19 per cent on the placebo.®2 As effective as HRT without the risks,
it also has the pleasant side effect of improving skin condition and reducing

wrinkles, according to a study published in 2005.72 If given with oestradiol (see

‘Inside story: oestrogens’, page 159), it works better at relieving symptoms

compared to oestradiol plus progestins and is better for you.”L

Dr Lee’s website (www.johnleemd.com), gives the full story on the use of
natural progesterone, as do his excellent books, What Your Doctor May Not Tell
You About Menopause and What Your Doctor May Not Tell You About Breast
Cancer (both, Warner Books).

Eat your isoflavones

Four trials published in 2003 have shown that the oestrogen-like, plant-derived
substances known as isoflavones, found in high concentrations in soy and red


http://www.johnleemd.com

clover, approximately halve the incidence and severity of hot flushes.”2 While
other studies have not found this effect (at least at a level of statistical
significance), they have shown that the higher the isoflavone levels in the urine

of the women studied, the lower the incidence of hot flushes.”2 This suggests
that a high intake of isoflavones from diet or supplements is likely to help reduce
hot flushes in some women, but not all, and not to the same extent as HRT.
However, unlike conventional HRT, isoflavones have also been shown to
protect against cancer. For example, we know that Asians who consume a diet
rich in phytooestrogens have much lower rates of breast, prostate and colon
cancer than we do in the UK, elsewhere in Europe or the US. A 2003 review of
the evidence by the Committee on Toxicology (COT), part of the UK’s Food
Standards Agency, also indicated that phytooestrogens may protect against
breast cancer. According to the draft report of the COT Working Group on
Phytooestrogens, ‘Most epidemiological studies ... have reported an inverse

association between soy consumption and breast cancer.’””? In other words, the
majority of research into the effects of one of the richest sources of
phytooestrogens, soya beans or their products such as tofu, shows they reduce
the incidence of breast cancer.

Nor are men left out of this equation. An American study from 1998
involving more than 12,000 men showed that frequent consumption (more than
once a day) of soya milk was associated with a 70 per cent reduction in prostate

cancer risk.”>

Our advice is to eat some tofu, beans or chickpeas every day. You probably
need the equivalent of 50g a day for an effect. An ideal intake is equivalent to a
340ml serving of soya milk or a 113g serving of tofu.

Isoflavone supplements, either soya or red clover, are an alternative,
although we favour food as the best source. The effective amount is the
equivalent of 80mg of isoflavones a day, as instructed on the supplements.
Isoflavones take time to work, so try these for a couple of months.

Blood-sugar balance and vitamins

Research at the University of Texas at Austin, published in 2003, has proven
what nutritionists have known all along. If you have dysglycemia — which means
your blood-sugar level goes up and down like a yo-yo — you are much more
likely to experience fatigue, irritability, depression and hot flushes. Specifically,
the research found that when you have a blood-sugar low this can trigger a hot

flush.Z% By keeping your blood-sugar level even through ‘grazing’ rather than
gorging, and by choosing low-GL foods, you can considerably reduce the



number of hot flushes you have. The advice here is no different to that for
preventing diabetes — eat a low-GL diet and also consider supplementing
chromium. For more details see page 143 in Chapter 8.

According to a 2003 study, other nutrients that may help during the

menopause are vitamin C,”Z vitamin E and essential fats (both omega-3 and
omega-6). Choose a vitamin C supplement that contains berry extracts rich in
bioflavonoids, as there’s some evidence that these help, too. Vitamin E has been
reported to help alleviate vaginal dryness.

B vitamins may also play an important role in preventing symptoms,
including osteoporosis. Two surveys from 2004 found a doubling to quadrupling
in the incidence of fractures in people with high blood levels of the amino acid

homocysteine.”222 As B vitamins lower levels of homocysteine, supplementing
B6, B12 and folic acid, plus TMG, could be a good idea (see Chapter 15).

BEYOND CALCIUM - BONE-FRIENDLY MINERALS

The story sounds good. Your bones are made of calcium, so the more
calcium you have, the stronger your bones. However, research has shown
mixed results from supplementing calcium. Similarly, some trials have
found an increased — not decreased — risk of fractures in people with a high
milk intake.

Vitamin D is also needed for your body to utilise calcium, and a meta-

analysis of five trials involving patients with corticosteroid-induced bone

mass loss showed that this combination of nutrients was effective.80

However, not all trials have tallied with this finding. A recent one involving
more than 3,000 women at risk for osteoporosis found no protective effect
from giving 1,000mg of calcium plus 800iu of vitamin D (as
cholecalciferol).8!

Another, published in the New England Journal of Medicine in 2006,
found a mild improvement in bone mass density, but no significant
reduction of risk for hip fracture from 1,000mg of calcium and 400iu of
vitamin D.8 Personally, we still recommend that you supplement calcium
(500mg) and vitamin D (400iu). But we’d do so by taking a bone-friendly
formula that also provides magnesium (250mg), silica (30mg) and boron
(1mg) — all of which are needed for good bone health.



Going for helpful herbs

The most promising of the herbs used to treat the symptoms of menopause is
black cohosh, which can help reduce hot flushes, sweating, insomnia and

anxiety. Three double-blind trials have been published.22 One showed no effect,
the other was beneficial and the third showed reduced sweating but no reduction
in the number of hot flushes. Also encouraging is new research that seems to

indicate black cohosh neither increases cancer risk nor is anti-oestrogenic.24 It
also helps relieve depression by raising serotonin levels. Even so, we’d
recommend that you take black cohosh three months on, one month off, and
avoid it if you are taking liver-toxic drugs or have a damaged liver. Take 50mg
twice a day.

The other ‘hot’ herb for hot flushes is dong quai, whose scientific name is
Angelica sinensis. In one placebo-controlled study from 2003, 55
postmenopausal women who were given dong quai and chamomile instead of
HRT had an 80 per cent reduction in hot flushes. These results became apparent

after one month.82 An earlier study didn’t find this effect, however.8® If you
want to try dong quai, which doesn’t appear to have oestrogenic or cancer-
promoting properties, we recommend 600mg a day for relief from hot flushes.

St John’s wort, a herb renowned for its antidepressant effects, has been
demonstrated to relieve other menopausal symptoms, including headaches,
palpitations, lack of concentration and decreased libido. In fact, a German study
found that 80 per cent of women felt their symptoms had gone or substantially

improved at the end of 12 weeks.2Z The combination of black cohosh and St
John’s wort (300mg a day) can be particularly effective for women who are

experiencing menopause-related depression, irritability and fatigue.88

SIDE EFFECTS There are no known serious adverse effects from black
cohosh. Dong quai may thin the blood and is therefore contraindicated for
women on the drug warfarin. St John’s wort, at this dosage, has no reported
serious adverse effects, but be aware that it is best to consult your doctor if you
are on an antidepressant (and read Chapter 10 to explore safer and more
effective options).

HERBS FOR PREMENOPAUSAL HORMONAL HEALTH

Another popular herb, Chasteberry, or Vitex agnus-castus, while less



helpful for menopausal symptoms, is proving very helpful for menstrual
irregularities, PMS, and especially for the symptoms of breast tenderness. It
has been used for at least 2,000 years by the Egyptians, Greeks and
Romans. Chasteberry’s therapeutic powers, proven in a series of double-
blind trials in 2005, are attributed to its indirect effects on decreasing

oestrogen levels while increasing progesterone and prolactin.®? Raised
prolactin is known to lower oestrogen levels. In most trials, 4mg a day of a
standardised extract (containing six per cent agnusides — one of the active
ingredients) was used.

Exercise — and take a deep breath

Both regular exercise and learning how to breathe deeply have proven benefits
for menopausal symptoms. According to a 2003 study conducted at Lund
University in Sweden, if you stay active, you can reduce the impact of
menopausal symptoms. Researchers interviewed nearly 4,500 women 58 to 68
years old about their sociodemographic, lifestyle and current health conditions.
They found that women who did more vigorous physical exercise were less

likely to suffer from hot flushes.2 Exercise also has profound effects on keeping
your bones strong and protecting you from osteoporosis (see the ‘Get moving on
the menopause’ box below).

GET MOVING ON THE MENOPAUSE

The two main forms of exercise that boost the health of your bones and
increase bone mass are weight-bearing exercise and resistance exercise.
Note that the recommendations here are for both younger people and
women in the menopause, as prevention is vital.

A weight-bearing exercise is one where bones and muscles work
against the force of gravity. This is any exercise in which your feet and legs
carry your weight. Examples are walking, jogging, dancing and climbing
stairs.

Resistance exercise involves moving your body weight or objects to
create resistance. This type of exercise uses the body areas individually,
which also strengthens the bone in that particular area.



For women before the menopause
You can either do all the following suggestions or a combination of them
based on your level of fitness:

Jumping or skipping on the spot (50 jumps daily)

Jogging or walking for 30 minutes (five to seven days per week)
Resistance weight training (two to three days per week)

High impact circuit or aerobic style class (one to two times per week).
For postmenopausal women (and men over 50)

You can either do all of the following suggestions or a combination of them
based on your level of fitness:

Weight training (one set of eight to 12 repetitions using maximum effort. If
12 can be reached on a regular basis then the weight is slightly too light)

Jogging/walking for ten to 20 minutes (five to seven days per week)
Stair climbing (ten flights of ten steps per day)

Exercise classes such as yoga or aqua aerobics (one to two per week).

With thanks to Joe Sharpe for compiling this information

BREATHING FROM THE BELLY

The basic principle of all breathing exercises is to use your diaphragm,
rather than the top of your chest as we tend to do when we are anxious or
stressed. If you’re unsure where the diaphragm is, it’s the dome-shaped
muscle at the bottom of the lungs. Three trials have shown that this type of

breathing can reduce the frequency of hot flushes by about 50 per cent.2!

Breathing in this way works best at the start of a hot flush. Breathing
from the diaphragm is part of many health systems such as yoga and the
martial arts. (See Appendix 2, page 394, for more precise instructions on
this kind of breathing.)



While you can try any of these recommendations individually, a combination of
all these herbs, nutrients, diet and lifestyle suggestions will yield the best results.

Food or drugs? The verdict

Conventional HRT does relieve hot flushes in many women, although only as
long as you take it, but are the long-term risks of HRT worth it? Many women
think not. Natural progesterone, although under-researched, seems to help many
women without the associated risks. Backed up with simple diet and lifestyle
changes, as well as herbal and dietary supplements, the chances are you’ll
achieve an equivalent result, but sleep easy for the lack of risk of any problems
in the future.

What works

e FEat beans, especially soya products such as tofu or soya milk, or chickpeas,
every day. You probably need the equivalent of 50g a day for an effect. An
ideal intake is equivalent to a 340g serving of soya milk or a 113g serving
of tofu. Alternatively, have an isoflavone supplements, either soya or red
clover, providing the equivalent of 80mg of isoflavones a day.

e Balance your blood sugar by eating a low-GL diet (see Chapter 8, page
143) and possibly supplementing chromium 200mcg in the morning.

e Take a high-strength multivitamin, with an additional vitamin C supplement
(1 to 2g) that also contains berry extracts, and an essential fat capsule with
both omega-3 and omega-6.

e Check your homocysteine level. If it’s high, supplement additional B12,
folic acid, B6 and B12 (see Chapter 15) accordingly.

e Consider using natural progesterone cream, prescribable by your doctor
(see below).

e Try these herbs: black cohosh (50mg a day) or dong quai (600mg a day)
with 300mg St John’s wort a day if you’re prone to depression, or Vitex
agnus-castus (4mg a day of a standardised extract).

e Get fit with frequent weight-bearing exercise to minimise your risk of
osteoporosis (see ‘Get moving on the menopause’, page 172).

e Learn ‘belly breathing’ (see Appendix 2, page 394, or join a yoga class).



Working with your doctor

Your doctor may not be aware of the science behind natural progesterone, and
they may not know they can prescribe it. The Natural Progesterone Information
Society (NPIS) produce an information pack for doctors (see Resources, page
404), so it is best to go armed with this information. If the combination of
natural progesterone and the nutritional and herbal recommendations above
don’t solve your symptoms, then there may be some value in a more balanced
oestrogen-based preparation such as Hormonin, provided it is taken with
progesterone cream to avoid oestrogen dominance. For vaginal dryness, Ovestin
cream can also be helpful.

If your doctor is not up on, or interested in, these more natural approaches,
the NPIS can refer you to a doctor who is.



Beating Depression

¢

Let them eat Prozac’ vs natural antidepressants

WE ALl kNow the hallmarks of depression — low mood, lack of

motivation and feelings of hopelessness. Most people experience these as a
fleeting reaction to life’s trials and tribulations. The ONUK survey carried out
by the Institute for Optimum Nutrition and involving 37,000 people in Britain
found that as many as one in three people say they sometimes or frequently feel

depressed and suffer from low moods.22 Perhaps you are one of them.

A small proportion of people may slide into deeper depression, and cry
uncontrollably, lose their appetite or have suicidal thoughts. People under this
kind of pressure are more likely to go to their doctor to seek help, where they
may be diagnosed with ‘clinical’ depression.

Whatever the degree, people in the industrialised world seem to be much
more depressed than they used to be. Although it is entirely possible that
depression is more readily diagnosed these days, the incidence has increased

tenfold since the 1950s and, according to research by London University and

Warwick University, has doubled in young people over the past 12 years.23

Depression affects more than 95,000 children and teenagers in Australia each



year, along with 800,000 adults.24

Overall in the UK, approximately 15 per cent of people are labelled
clinically depressed, and half of them will consult their doctor.2> In fact, an
estimated one in three doctor consultations concern patients with mental health
concerns such as depression.

One of the worst outcomes of depression is suicide, claiming 3,000 lives a
year; it is now the second most common cause of death in young people aged 15
to 24. All in all, depression is a vast and growing health problem that costs
Britain’s National Health Service an estimated £2 billion a year.2® The scale of
the problem is such that pharmaceutical antidepressants are out there in
abundance, but as you’ll see, this is hardly the whole story regarding ways to
tackle this debilitating condition.

Unlike a physical condition such as diabetes that can be diagnosed by blood
tests, depression is diagnosed by psychological tests, the most common being the
Hamilton Rating Scale of Depression. This lists questions about mood, guilt
feelings, suicidal thoughts, insomnia, agitation, anxiety, physical problems, sex
drive, and so on. Depending on your total score, you will be diagnosed with
either ‘mild,” ‘moderate,” or ‘severe’ depression. To compare the effectiveness
of drug and food-based approaches we’ll be using changes in the Hamilton
Rating Scale, or HRS for short, to provide a concrete measure of improvement.
You can too as you try out the approaches we’ll be recommending.

Here’s a simplified questionnaire to check your mood.

How depressed are you?

Check yourself out on this simplified Mood Check.
[ ] Do you feel downhearted, blue and sad?

[] Do you feel worse in the morning?

[ ] Do you have crying spells, or feel like it?

[1 Do you have trouble falling asleep, or sleeping through the night?
[1s your appetite poor?

[ Are you losing weight without trying?

[] Do you feel unattractive and unlovable?

[] Do you prefer to be alone?

[ ] Do you feel fearful?



(] Are you often tired and irritable?

[ Is it an effort to do the things you used to do?

(] Are you restless and unable to keep still?

[ Do you feel hopeless about the future?

[] Do you find it difficult to make decisions?

[1 Do you feel less enjoyment from activities that once gave you pleasure?
Score 1 for each ‘yes’ answer. If you answered yes to:

Less than 5: you are normal. You appear to be positive, optimistic and able to
roll with the punches. This chapter will give you clues on how to handle those
occasions when things aren’t going so well for you.

5 to 10: you have a mild to moderate case of the blues. Read on to see how this
can happen, and then, to the solutions. You might also consider seeking outside
help.

More than 10: you are moderately to markedly depressed. Besides following
the advice in this chapter, we recommend you seek professional help.

If you find you’re depressed and go to your doctor, there’s a good chance you’ll
be prescribed one of the antidepressant drugs. Approximately half of those who
seek help from their doctor are prescribed antidepressants, while a quarter are
referred for counselling. Psychological factors, including stress and not having
someone to talk through your problems with, play a big part, as does nutrition,
yet the emphasis on treatment usually veers towards pharmaceutical drugs.
Before we examine what works for dealing with depression, let’s look at just
how effective they are.

Prozac and other antidepressants

In 2004, some 3.5 million people in Britain received prescriptions for
antidepressants, costing the NHS about £300 million. But that pales into
insignificance compared with the annual antidepressant consumption in the US,
where over 60 million prescriptions for these drugs are written each year at a
cost of $10 billion.

One of the reasons so many people continue to take them, however, is that
they can’t get off them. Whether you call it ‘cessation effects’, ‘withdrawal
effects’ or addiction, it’s a major problem. More on this in a minute.



Most antidepressants fall into one of three categories: monoamine oxidase
inhibitors (MAOISs), tricyclic antidepressants (TCAs) and selective serotonin
reuptake inhibitors (SSRIs). There’s also a fourth generation of antidepressants
starting to replace the SSRIs as their patents run out. These are known as
serotonin and noradrenalin reuptake inhibitors, or SNRIs.

The model used by the drug companies to explain how antidepressant drugs
work is that depression is essentially a deficiency disease, the result of low levels
of the brain’s own ‘feel-good’ neurotransmitters — serotonin for mood and
noradrenalin for motivation. Neurotransmitters are the chemical signals that
allow messages to pass between brain cells; too little of one or other, so the story
goes, and you feel gloomier and less enthusiastic. The action of these drugs is to
increase the amount of one or more of these neurotransmitters. This is almost
certainly not all that is going on biologically in depression. It’s very likely, for
example, that inflammation is involved as well.2Z But let’s stick with this story
for now.

MAOI antidepressants

Monoamine oxidase inhibitors, including drugs such as Parnate, were the first
generation of antidepressants. They block the monoamine oxidase enzyme
(hence MAO inhibitor) that normally clears away the neurotransmitter
dopamine, which is linked with feelings of pleasure. This class of drugs includes
phenelzine (Nardil) and trifluoperazine (Parstelin).

SIDE EFFECTS They can cause dangerously high blood pressure if taken with
substances containing yeast, alcohol and caffeine.
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How antidepressants work

Tricyclic antidepressants

Tricyclics were the forerunners of today’s SSRIs. They work in a similar way to
MAQIs but they increase the availability of serotonin and noradrenalin.
Commonly prescribed brands are amitriptyline (Elavil), desipramine
(Norpramin), imipramine (Tofranil), and trimipramine (Surmentil).

SIDE EFFECTS These have the undesirable effect of depressing acetylcholine
— a neurotransmitter involved, among many other things, in memory and muscle
control. This in turn can cause such side effects as dry mouth, blurred vision and
drowsiness.

SSRI antidepressants

Most people are familiar with selective serotonin reuptake inhibitors or SSRIs,
as they’ve been heralded in books and debated hugely in the media. SSRIs have
largely replaced tricyclic antidepressants, although as a review of the research in

2005 showed, most studies show little difference in effectiveness.228 SSRIs are
more ‘selective’, in the sense that they only block the reuptake of serotonin, the
key mood neurotransmitter. Their major advantage was supposed to be fewer
side effects and it is less easy to overdose on them than on tricyclics. The most
commonly prescribed are fluoxetine (Prozac), paroxetine (Seroxat/Paxil) and
sertraline (Lustral/Zoloft).

SIDE EFFECTS SSRIs can increase the risk of suicide (for details of the long
concern over suicide links, see Chapter 2). SSRIs can also cause patients to feel
‘fuzzy’ and may promote sexual problems. On top of this, recent research at

Duke University is suggesting that SSRIs might dramatic ally increase the risk of

death in those with cardiovascular disease.22

SNRI antidepressants

Serotonin and noradrenalin reuptake inhibitors or SNRIs, such as Effexor and
Cymbalta, are being prescribed more frequently and are said to be more effective
at promoting motivation. Apathy, lack of drive and motivation is a hallmark of
depression, thought to be due to a lack of noradrenalin. Although targeting the



same neurotransmitters as tricyclics, SNRIs are said to be more precise.

SIDE EFFECTS Nausea, headaches, insomnia, sleepiness, dry mouth,
dizziness, constipation, weakness, sweating, nervousness and, as with SNRIs,
serious sexual dysfunction.

So what’s the evidence?



Effectiveness

Just how effective are these drugs? The short answer is: not very. A recent report
on all treatments for depression from the UK’s National Institute for Health and
Clinical Excellence (NICE) says: ‘There is little clinically important difference

between antidepressants and placebo for mild depression.’’®2 For mild
depression, NICE does not recommend antidepressants, favouring instead
exercise, ‘guided self-help’ (effectively, keeping a journal) and counselling.
Unfortunately, nutrition has not yet made it on to their agenda.

For moderate to severe depression, three major reviews show a significant

but hardly spectacular improvement comparing antidepressants to placebo.l%l
One from 2005, for example, found that 58 per cent of people taking an

antidepressant improved, compared to 45 per cent of those on placebos.1%? So,
not much difference.

Another found that the difference in HRS scores between those taking
SSRIs and placebos was only 1.7 points — a result that could have been obtained
by answering just two out of the 17 questions differently (for example, that
you’re sleeping better and have gained weight).

A major review in 2000 of all the published studies finds that these ‘state of

the art’ SSRI antidepressants lower HRS scores by a 10 to 20 per cent.1% This
might not mean much to you now, but when we look at the evidence for certain
key nutrients, you’ll find that these drugs are less than half as effective at dealing
with depression. And the most recent review of antidepressants, from 2005,
suggests that even this unimpressive difference may have more to do with the

way double-blind placebo controlled trials are conducted by the drug companies

than proof that these drugs are even slightly effective 12

The criticism goes like this. In a classic drug trial you compare two groups
— one getting the drug and one the placebo. You assume that any improvement in
the placebo group is because they think they are getting a drug, but that any
improvements in the drug group are believed to be due only to the drug. But
suppose the patients in the drug group correctly guess they are getting a drug
because they start getting side effects — dry mouth and so on? When that
happens, and there is good evidence that it often does, the placebo effect kicks in
to boost the drug’s effect because the volunteers think they’re getting the real
thing.

When researchers have used ‘active’ placebos that produce similar side

effects to those triggered by the drugs, the differences between the two were

even smaller.192



Another factor that makes antidepressants less effective in reality, as
compared to during drug trials, is compliance — that is, taking the drugs as
prescribed. While compliance is close to 100 per cent in drug trials, in real life
many people, perhaps as many as one in four, don’t take them as prescribed by
their doctor. That could make the antidepressants a quarter as effective in
practice.

Some studies show that neither antidepressants nor alternative remedies
such as St John’s wort are very effective on their own for severe depression. For
example, a 2002 study of 900 patients with severe depression gave a third an
SSRI antidepressant (sertraline), a third St John’s wort, and a third a placebo.

None worked.1%

As you’ll see in a minute, nutritional approaches, as well as exercise and
counselling, have already been proven to be much more effective — without the
side effects.

How bad are antidepressants’ side effects?

Antidepressants may work, although not spectacularly, but it’s the side effects
that are truly depressing. You had a taste of them in the discussion of
antidepressants above, so you can see they’re not pleasant and in some cases
constitute a huge risk.

Up to a quarter of the people taking antidepressants experience side effects
— the milder of which include nausea, vomiting, malaise, dizziness, and
headaches or migraines. Prozac, the original market leader and prescribed to
more than 38 million people worldwide, has 45 listed side effects. And more:
there is the increased risk of suicide, as we have seen, and there can also be
severe withdrawal problems with SSRIs. They are far from being the magic
bullet many believed they were in the 1990s.

The most comprehensive review, a study of 702 trials involving 87,650

patients published in the British Medical Journal in 2005,1% shows a doubling
to tripling of suicides in patients on SSRIs versus placebos. As these are trials of
depressed patients, you would expect the opposite, so this really is a serious
indictment of these drugs. The study came in the wake of a decade of denial — by
both the pharmaceutical industry and the British government’s drug watchdog
the MHRA - that there was any cause for concern (see also Chapter 2, page 36).
Now, however, the official recommendation is not to prescribe most of these
antidepressants to children and teenagers.

Does that mean doctors should switch back to earlier ‘tricyclic’
antidepressants? According to the British Medical Journal review, there was no



difference in the incidence of suicides between tricyclic antidepressants and
SSRIs. And suicide is not the only major risk of these drugs.

According to a study from the British Journal of Cancer, published in 2002,
the heavy use of at least six different tricyclics was shown to double your risk of

breast cancerl%® The ones that caused an increased risk were amoxapine,
clomipramine, desipramine, doxepin, imipramine and trimipramine. A similar
study from 2000, published in the American Journal of Epidemiology, found that

women who used tricyclics for more than two years could double their risk of

breast cancer.192

What about the new generation of SNRI antidepressants such as Effexor
and Cymbalta, which are said to be superior because they affect both serotonin,
for mood, and noradrenalin, for motivation? Here again the news is far from
good.

Dr David Healy, the psychiatrist in the North Wales Department of Psycho
logical Medicine in Bangor who blew the lid on the link between suicides and
SSRIs, says this about SNRIs: “We can have absolutely no confidence at all that
SNRIs will be any better. At this stage Effexor appears, from adverse event
reports worldwide, to have just the same rates of people becoming suicidal as the
SSRIs.” In a ‘healthy volunteer’ trial (when a drug is given to people with no
illness to check for reactions) of duloxetine (Cymbalta), one volunteer
committed suicide. However, just as with the SSRI saga, it will probably take
some years before enough evidence accumulates, and probably even longer
before the authorities will take action.

If ‘guilty’ is the verdict from the court of science, what about the court of
law? There have now been 90 legal actions against the manufacturers of SSRIs

in the US, one ending with the plaintiffs being awarded $6.4 million dollars.}1%
‘I estimate that about one person a day in the UK alone has committed suicide as
a direct result of taking SSRIs since they were introduced,’ says Healy, who has
been petitioning the MHRA for years to issue a warning to doctors and users
about these potential adverse reactions. In the US they could have resulted in up

to 10,000 suicides and 100,000 attempts.m

Are they addictive?

The MHRA now tells pharmaceutical companies to change the wording on their
list of cautions from ‘cessation effects’ to ‘withdrawal effects’. Of all the side
effects, the addictive quality of most antidepressants may be the most worrying,
and a major reason why so many people are taking these potentially dangerous
and rather ineffective medicines. There is now considerable evidence that some



50 per cent of those who try to quit get alarming withdrawal effects. One study
testing withdrawal showed that as many as 85 per cent of the volunteers — people
with no previous hint of depression — suffered agitation, abnormal dreams,

insomnia and other adverse effects on withdrawal.l12 In studies on duloxetine,
the new kid on the block, 44 per cent of people report adverse symptoms on

discontinuation, compared to 22 per cent on placebo.l2 A Canadian study also

found about a quarter of people had withdrawal symptoms on stopping SSRIs. 114

Christianne is a case in point. At the age of 18, she was prescribed Prozac
and then Seroxat for her depression and panic attacks. Here’s what happened
when she started taking the drug, and then when she tried to stop.

Since being on Seroxat I’ve started self-harming, cutting myself, and I
also have a disturbed sleep pattern. When I do sleep, I have very vivid
weird dreams and violent nightmares and sweat excessively. I have
feelings of inadequacy and suicidal thoughts on a daily basis and I hate
myself for it. I often wanted to overdose on my sleeping tablets so I
wouldn’t have to wake up in the morning and sometimes took two
instead of one before I went to bed. I feel more withdrawn than before,
I have difficulty getting up in the mornings and have violent mood
swings, which is quite out of character for me. I suffer from extreme
headaches and spells of light-headedness which makes me sometimes
lose my balance. I also become confused quickly and have spells of
feeling ‘spaced-out’ and an awful span of concentration. I get upset
and emotional very quickly, sometimes for the silliest of reasons.
Sometimes I have no appetite at all.

I feel worse now than I ever did before. I mentioned these
feelings to my doctor at the mental heath clinic and she told me that
these feelings weren’t side effects from the drug, but totally
psychological and down to the development of my condition, which I
do not believe to be the case. When I asked her what she was going to
do about the way I was feeling, she said she would refer me to a
psychologist. Six months later, I am still waiting for an appointment to
come through. She also suggested upping the dosage to 40mg, which I
refused.

My last spell of self-harm led to an argument between my long-
term boyfriend and me. It was after this that I decided to come off my
tablets completely as my thought was that I couldn’t feel much worse
than I do now. However, no more than a day or two after, I began



suffering severe withdrawal symptoms. These included an extreme
feeling of weakness, excessive and painful diarrhoea, and stomach
cramps, intense nausea and shakes and I felt as though I needed to cry.
I felt so ill that I began taking the tablets again that evening and I am
still taking them today.

I am still on these tablets and want to come off them. I wonder if I
will ever feel ‘normal’ again. These tablets have ruined my life. I
believe that it is these tablets that make me feel and behave the way I
do. I feel enormously angry with the doctors and medical associations
for dismissing these symptoms out of hand.

That was three years ago. Since then Christianne has attended the Brain Bio
Centre in London, where she was treated with the nutritional approach suggested
below. It has been so effective that she no longer needs antidepressants and no
longer suffers from depression or panic attacks.

Like Christianne, many people have huge difficulty in getting off these
drugs. For more details on withdrawal problems, see
http://www.socialaudit.org.uk.

Natural alternatives

A truly scientific approach

There is a curious contradiction at the heart of the drug-based approach to
depression. The treatment is based on correcting a biochemical imbalance in the
brain. So you might think a scientific approach would be to check whether
depressed patients actually had an imbalance and if so, exactly which
neurotransmitters were low so they could be given a boost. But that is not what
happens. Instead, the diagnosis of depression is based solely on a checklist of
psychological symptoms, which doesn’t tell you anything about what is going on
with brain or indeed body chemistry.

In fact, it has taken a nutritionally minded doctor to take this obvious
scientific step. Professor Tapan Audhya from New York University Medical
Center in the US first showed that the level of serotonin found in platelets, which
are tiny disc-like bodies in the blood, correlates with the level of these

neurotransmitters in the brain.ll> Next he investigated whether people with
depression do actually have abnormal levels of platelet serotonin by measuring


http://www.socialaudit.org.uk

platelet levels in 52 normal and 74 depressed volunteers. The difference was

striking. In 73 per cent of depressed patients, serotonin levels were barely a fifth

of those in the normal subjects.115

Knowing that this neurotransmitter is made directly from amino acids found
in food, Audhya then gave his patients 5-hydroxytryptophan (5-HTP), the amino

acid that’s a direct precursor to serotonin, from which it is made. This corrected

the deficiency and resulted in major and rapid relief from depression.}”

When it comes to treating depression or any other chronic condition,
nutrition is a real alternative as it is based on finding out what is actually going
on in the patient’s system and then sorting out any specific imbalances. That
makes a lot more sense, and is far more scientific, than giving millions of people
precisely the same chemical regardless of what is actually wrong with them.

At the Brain Bio Centre, filling in the Hamilton Rating Scale questionnaire
is just the beginning. You will also be asked about your diet and other health
symptoms and then given blood and urine tests to discover how well you are
functioning in four key areas that can affect depression:

e Serotonin levels — do they need boosting?
¢ Your homocysteine level — is it too high?
¢ Essential fats — are your levels high enough?

¢ Blood-sugar balance — is yours within the healthy range?

Each of these can, if necessary, be improved with one or other of the top five
natural antidepressants, which include B vitamins, omega-3 fats and amino
acids.

Unlike drugs for related problems such as anxiety, depression and
insomnia, which often interact with each other in damaging ways, the various
elements of a nutritional approach all complement one another. As we saw in
Chapter 5, to begin to cure any chronic disorder you need to be sure that the
various biochemical elements involved are balanced in an optimum way. So
what has to happen to lift depression?

First, you’ll need the building blocks for the relevant neurotransmitters (see
diagram below). These are tryptophan or 5-hydroxytryptophan (5-HTP), both
amino acids found in protein foods. But they are no good without the catalysts
that turn them into neurotransmitters, which are B vitamins, magnesium, zinc
and something called trimethylglycine (or TMG for short). These nutrients will
also keep levels of an amino acid known as homocysteine low in the blood,



which is important for holding depression at bay.
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Mood-friendly nutrients

Omega-3 fats, especially one called EPA, are vital. Not only do they act as
catalysts, but they are also needed to build the receptors — the docking ports in
brain cells that serotonin and the other neurotransmitters attach themselves to.
Finally, the whole system needs a constant and stable supply of energy, which is
why blood-sugar levels need to be maintained within healthy limits. Other
elements of the new medicine package for depression could include exercise and
increased exposure to natural light, both of which raise serotonin, along with
psychotherapy.

But what is the evidence that each one of these elements not only works on
its own but is more effective than antidepressants? Just one of them may do the
trick for you or you may benefit from several in combination. However, once
you see how they all work together, it becomes clear just how limited the
standard drug style clinical trials are for testing this sort of medicine.

So what’s the evidence?

5-HTP
We’ve now seen how serotonin is made in the body and brain from 5-HTP. In its



turn, 5-HTP is made from another amino acid, tryptophan. Both can be found in
food: many protein-rich foods such as meat, fish, beans and eggs contain
tryptophan, while the richest source of 5-HTP is the African griffonia bean. Not
getting enough tryptophan is likely to make you depressed: people fed food

deficient in tryptophan became rapidly depressed within hours.118 Both have
been shown to have an antidepressant effect in clinical trials, although 5-HTP is

more effective. There have been 27 studies, involving 990 people to date, most

of which proved positive. 112

So how do they compare with antidepressants? Eleven of the 5-HTP trials
were double-blind placebo controlled, and seven of those measured depression
using the HRS. The studies differed in design, so you cannot just add up the
scores to get an average, but the improvement rated 13, 30, 34, 39, 40, 56 and 61
per cent. It doesn’t take a scientist to realise these results are a lot better than the
average 15 per cent improvement reported for antidepressants.

In play-off studies between 5-HTP and SSRI antidepressants, 5-HTP comes
out slightly better. One double-blind trial headed by Dr W. P. Poldinger at the
Basel University of Psychiatry gave 34 depressed volunteers either the SSRI
fluvoxamine (Luvox) or 300mg of 5-HTP. At the end of the six weeks, both
groups of patients had had a significant improvement in their depression.
However, those taking 5-HTP had a slightly greater improvement, compared to
those on the SSRI, in each of the four criteria assessed — depression, anxiety,

insomnia, and physical symptoms — as well as their own self-assessment.120
Since in some sensitive people, antidepressant drugs could theoretically
induce an overload of serotonin called ‘serotonin syndrome’ — characterised by
feeling overheated, high blood pressure, twitching, cramping, dizziness and
disorientation — some concern has been expressed about the possibility of
increasing the odds of serotonin syndrome with the combination of 5-HTP and
an SSRI drug. However, a recent review on the safety of 5-HTP concludes that
‘serotonin syndrome has not been reported in humans in association with 5-HTP,

either as monotherapy [on its own] or in combination with other medications.’12!

Are there any side effects with 5-HTP? Some people experience mild
gastrointestinal disturbance on 5-HTP, which usually stops within a few days.
Since there are serotonin receptors in the gut, which don’t normally expect to get
the real thing so easily, they can overreact if the amount is too high, resulting in
transient nausea. If this happens, just lower the amount you take and take it with
a fruit snack.

B vitamins and the homocysteine link



People with either low blood levels of the B vitamin folic acid, or high blood
levels of the amino acid homocysteine, are both more likely to be depressed and
less likely to get a positive result from antidepressant drugs.

A study published in 2003 found that having a high level of homocysteine

doubles the odds of a woman developing depression, for instance.l22 Ensuring
homocysteine stays low means that your brain will methylate well, keeping its
chemistry ticking over and in balance. So one way of staving off depression is to
keep your homocysteine levels in check (see pages 197 and 301 for how this
works). The ideal level is below six, and the average level is 10—11. The risk of
depression doubles with levels above 15.

Normalising homocysteine levels is mainly down to getting enough
vitamins B2, B6, B12, zinc, TMG - and folic acid. In fact, the higher your blood
homocysteine level, the more likely folic acid will work for you. In a study from
2000, comparing the effects of giving an SSRI with either a placebo or with folic
acid, 61 per cent of patients improved on the placebo combination but 93 per
cent improved with the addition of folic acid.123

But how does folic acid, a cheap vitamin with no side effects, compare to
antidepressants? Three trials published in 2003 and involving 247 people

addressed this question.12* Two, with 151 participants, assessed the use of folic
acid in addition to other treatment, and found that adding folic acid reduced HRS
scores on average by a further 2.65 points. That’s not as good as the results with
5-HTP but as good, if not better, than antidepressants. These studies also show
that more patients treated with folic acid experienced a 50 per cent greater
reduction in their HRS after ten weeks, compared to those on antidepressants.

As for side effects, there are none, except a lower risk for heart disease,
strokes, Alzheimer’s and improved energy and concentration. However, if you
are vegan — which can potentially leave you B12 deficient — taking folic acid on
its own can mask symptoms of fatigue, but the underlying nerve damage caused
by B12 deficiency anaemia, the symptoms of which are tingling and numbness
of the extremities, can persist. So don’t take folic acid without also
supplementing vitamin B12. (Pregnant women should also ensure they take a
high strength multivitamin if they are supplementing folic acid.)

Omega-3s

The richest dietary source of omega-3 essential fats is fish, specifically
carnivorous coldwater fish such as salmon, mackerel and herring. As a 1998
Lancet article reveals, surveys have shown that the more fish the population of a

country eats, the lower their incidence of depression.t22 The omega-3 fat EPA



seems to be the most potent natural antidepressant.
There have been six double-blind placebo-controlled trials to date, five of

which show significant improvement in levels of depression.125-127 The first, by
Dr Andrew Stoll from Harvard Medical School, published in the Archives of
General Psychiatry, gave 40 depressed patients either omega-3 supplements or a
placebo, and found a highly significant improvement in those given the omega-
3s.128

The next, published in the American Journal of Psychiatry, tested the
effects of giving 20 people suffering from severe depression and who were
already on antidepressants, but still depressed, a highly concentrated form of
omega-3 fat called ethyl-EPA versus a placebo. By the third week, the depressed
patients on the EPA were showing major improvement in their mood, while
those on placebo were not.l22 A 2006 trial by Dr Sophia Frangou from the
Institute of Psychiatry in London gave a concentrated form of EPA, versus a
placebo, to 26 depressed people with bipolar disorder (otherwise known as
manic depression) and again found a significant improvement.30

In these trials, which used the HRS, the average improvement in depression
in those taking omega-3s over the placebo hovered around the 50 per cent mark.
Again, it doesn’t take a rocket scientist to realise that these results are a quantum
leap ahead of antidepressant drugs — and without the side effects. This is because
omega-3s help to build your brain’s neuronal connections as well as the receptor
sites for neurotransmitters, so the more omega-3s in your blood, the more
serotonin you are likely to make and the more responsive you become to its
effects.

Top fish for brain-boosting fats

Amount of EPA in 100g (30z)

Mackerel 1,400mg
Herring/kipper 1,000mg
Sardines 1,000mg
Tuna 900mg
Anchovy 900mg
Salmon 800mg

Trout 500mg



What about side effects? Participants in some earlier studies, who were
consuming 14 fish oil capsules a day, experienced mild gastrointestinal
discomfort — mainly loose bowels. However, nowadays you can buy more
concentrated EPA-rich fish oils, so you get more omega-3 with less oil.
Supplementing fish oils also reduces the risk of heart disease, alleviates arthritic
pain and may improve memory and concentration.



Balancing your blood sugar

If you went to your doctor complaining of depression, you’d hardly expect them
to say, ‘Eat less sugar.” But they should, because there is a direct link between
mood and blood-sugar balance. As we’ve already seen, all carbohydrate foods
are broken down into glucose and your brain runs on glucose. The more uneven
your blood-sugar supply, the more uneven your mood.

Eating lots of sugar is going to give you sudden peaks and troughs in the
amount of glucose in your blood. You will experience this as fatigue, irritability,
dizziness, insomnia, excessive sweating (especially at night), poor concentration
and forgetfulness, severe thirst, depression, crying spells, digestive disturbances
and blurred vision. (For more details on blood-sugar problems, see Chapter 8.)
Since the brain depends on an even supply of glucose, it is no surprise to find

that sugar has been implicated in aggressive behaviour,121713¢ anxiety,137-138

depression,132 and fatigue 149

Lots of refined sugar and refined carbohydrates (white bread, pasta, rice
and most processed foods) are also linked with depression because these foods
not only supply very little in the way of nutrients, but also use up the mood-
enhancing B vitamins. And the body needs B vitamins to turn each teaspoon of
sugar into energy. Sugar also diverts the supply of another nutrient we
highlighted in our discussion of diabetes in Chapter 8 — chromium. This mineral
is vital for keeping your blood-sugar level stable because insulin, which clears
glucose from the blood, can’t work properly without it. In fact, it turns out that
just supplying proper levels of chromium to certain depressed patients can make
a big difference.

CHROMIUM AND ‘ATYPICAL’ DEPRESSION

‘Atypical’ depression is so-called because it differs markedly from so-
called ‘classic’ depression, where sufferers have little appetite, don’t eat
enough, lose weight and can’t sleep. Let’s look at some of the symptoms of
atypical depression; if you answer yes to five or more of these questions,
you might be suffering from it.

¢ Do you crave sweets or other carbohydrates?

e Do you tend to gain weight?



Are you tired for no obvious reason?

e Do your arms or legs feel heavy?

Do you tend to feel sleepy or groggy much of the time?

Are your feelings easily hurt by the rejection of others?

Did your depression begin before the age of 30?

Atypical depression is estimated to affect anywhere from 25 to 42 per cent
of the depressed population, and an even higher percentage among
depressed women, so it’s actually extremely common (and misnamed).

A chance discovery by Dr Malcolm McLeod, clinical professor of
psychiatry at the University of North Carolina in the US, suggested that
people who suffer from it might benefit from chromium

supplementation.*t In a small double-blind study published in 2003,

McLeod gave ten patients suffering from atypical depression chromium

supplements of 600mcg a day, and five others a placebo, for eight weeks.142

The results were dramatic. Seven out of the ten taking the supplements
showed a big improvement, as opposed to none on the placebo. Their HRS
dropped by an unheard-of 83 per cent: that is, from 29 — major depression —
to five, which is classed as not depressed. A larger trial at Cornell
University in the US, involving 113 participants, confirmed the finding in

2005. After eight weeks, 65 per cent of the people taking chromium had

had a major improvement, compared to 33 per cent on placebos 142

SIDE EFFECTS None, except more energy, better weight control and less
risk of diabetes. Chromium has no toxicity, even at amounts 100 times
those used in the trials above.

Light, exercise, air and friends

Exercise is a key part of the new medicine model’s non-drug approach. It also
turns out to be as effective as taking antidepressants. A number of studies in
which people exercised for 30 to 60 minutes three to five times a week found a
drop of around five points in their HRS — more than double what you’d expect
from antidepressants alonel#* In an Australian study published in 2005,
involving 60 adults over the age of 60, half took up high-intensity exercise three
days a week, while the other half did low-intensity exercise. Of those doing



high-intensity exercise, 61 per cent halved their HRS, while only 29 per cent of

those doing low-intensity exercise halved their score.142

And if you exercise in bright light, you get a double dose of natural
‘antidepressant’, as a number of studies using full-spectrum lighting (versus
normal room lighting) have shown. Unlike normal ‘yellow’ lighting, sunlight is
white and contains a stronger and fuller spectrum of light. Although more
expensive, full-spectrum light bulbs are a worthwhile addition, especially if you
are prone to the winter blues — known as SAD or seasonal-affective disorder.
(See Resources, page 405, for suppliers of full-spectrum lighting.)

In one study published in 2004, a third of depressed volunteers who
exercised in full-spectrum lighting experienced a major improvement in their

depression (a 50 per cent or more decrease in their HRS).14® Other studies from
2005 have also found a definitive improvement, even among those not

specifically prone to SAD.14Z The effect could be due to the direct effect of light

on raising serotonin.148

One other gadget, or lifestyle change, you might want to consider to beat
the blues is an ioniser. These give off negative ions, which are naturally
generated by turbulent water — think waterfalls and the seaside — and are thought
to be good for you, while positive ions, produced especially by electronic
equipment such as computer screens, airconditioning and TV sets, are not. In

one controlled trial, depressed patients exposed to both full-spectrum lighting

plus a high-intensity ioniser reported major improvements in their depression.142

By leaving an ioniser on overnight you might substantially improve mood (see
Resources, page 405, for the best ionisers).



Counselling and psychotherapy

Probably the biggest non-nutritional factor in recovering from depression is
having someone to talk to about life’s inevitable problems and stresses. Much
depression is linked to, or triggered by, stressful life events such as a death, the
loss of a job, or the break-up of a relationship. Or you may have felt that your
life was out of Kkilter and lacking in essential elements — a circle of supportive
friends or relatives or good standing at work, for example — for some time, and
feel that you’re tipping over from the blues into a real depression.

Feeling bad about yourself and lacking someone supportive to listen to you

can be a major cause of depression however good your diet might be. 120 A
problem shared is a problem halved. While good nutrition might give you more
mental and emotional energy to solve your problems, it doesn’t take away the
underlying issues that fuel depression. For this reason, we recommend
counselling and psychotherapy as well as nutritional approaches.

Food or drugs? The verdict

The evidence suggests that the nutritional approach it not only more effective.
It’s also practically free of serious negative side effects. So why not do it? Well,
you could argue that there’s not enough research to conclusively prove all the
benefits we’ve discussed here. You might be thinking that many of the trials are
small, although well designed. That’s true to an extent, and it’s also unlikely to
change: there’s little profit to be made from non-patentable nutrients such as
omega-3, folic acid or 5-HTP.

Psychiatrist Dr Erick Turne from the Mood Disorders Center in Portland,
Oregon, who uses 5-HTP in his practice, says: ‘Unfortunately, because 5-HTP is
a dietary supplement and not a prescription pharmaceutical, there is
comparatively little financial incentive for extensive clinical research.” Also,
since no benefits for nutrients can be put on their packaging, and there’s no army
of reps or marketing budget, most people simply don’t know about these highly
effective, and considerably safer, nutritional options.

But then there’s the other, now-familiar problem: most doctors are also
unacquainted with food-based medicine. ‘A doctor receives virtually no training
in nutritional approaches to depression. It’s an obvious oversight, given the
wealth of evidence,” says André Tylee, professor of primary care mental health
at the Institute of Psychiatry. But that is no reason why you shouldn’t try it
yourself with the help of a nutritional therapist.



What works

e Set up the building blocks. Most of the studies we’ve cited used 300mg of
5-HTP, but we recommend ideally testing to see whether you are low in
serotonin with a platelet serotonin test (see Resources, page 406) and
starting with 100mg, or 50mg, twice a day. Be aware that 5-HTP is best
absorbed either on an empty stomach or with a carbohydrate snack such as
a piece of fruit or an oat cake. Otherwise, make sure you eat enough protein
from beans, lentils, nuts, seeds, fish, eggs and meat, which are all high in
tryptophan. If your motivation is low, you could also supplement 1,000mg
of tyrosine.

e Put the catalysts in place. Test your homocysteine level, which can be done
using a home-test kit (see Resources, page 406). Your doctor can also test
you, although few do. If your level is above 9mmol/l, take a combined
‘homocysteine’ supplement of B2, B6, B12, folic acid, zinc, and TMG,
providing at least 400mcg of folic acid, 250mcg of B12 and 20mg of B6. If
your homocysteine score is above 15mmol/l, double this amount. Also eat
whole foods rich in the B vitamins — whole grains, beans, nuts, seeds, fruits
and vegetables. Folic acid is particularly abundant in green vegetables,
beans, lentils, nuts and seeds, while B12 is only found in animal foods —
meat, fish, eggs and dairy produce.

e Take omega-3s. You need about 1,000mg of EPA a day for a mood-
boosting effect. That means supplementing a concentrated omega-3 fish oil
capsule providing 500mg twice a day, and eating a serving of either
sardines, mackerel, herring, or wild or organic salmon, three times a week.
Tuna steaks are also a good source but should be eaten only once a fortnight
because of possible mercury contamination, whereas tinned tuna has very
little omega-3s because of the way it’s processed. Very little, perhaps 5 per
cent, of the omega-3 fats found in flax or pumpkin seeds convert into EPA,
so while these are good to eat they don’t have the same antidepressant
effect.

e Keep your fuel supply stable. Eating a diet that will stabilise your blood-
sugar (see page 143), and supplementing 600mcg of chromium, will help
tremendously in keeping your moods stable. Chromium supplements
generally come in 200mcg pills. Take two with breakfast and one with
lunch. After a month, cut down to one with breakfast and one with lunch.
Don’t take chromium in the evening, as it can have a stimulating effect.



e Exercise for at least 15 minutes most days. Psychocalisthenics (see
Resources, page 405) is especially good for balancing your mood.

e Consider psychotherapy (see Resources, page 403, for help with referrals).

Working with your doctor

Much of what we recommend you can either do for yourself or by seeking the
guidance and support of a nutritional therapist. However, the process of weaning
yourself off antidepressants is something you must do with the support and
guidance of your doctor.

We recommend that 5-HTP not be taken in significant amounts, above

50mg, if you are on an antidepressant — 5-HTP helps the body make serotonin
while SSRI antidepressants stop it being broken down. If your doctor is willing
to wean you off antidepressants it helps, at the same time, to wean you on to 5-
HTP, gradually building the daily amount up to a maximum of 300mg, but no
more than 100mg before you are completely off the antidepressant. In our
experience, this minimises and shortens the withdrawal effects that many people
experience when coming off antidepressants.
All the other mood-boosting factors we’ve discussed — from omega-3s to
exercise — can safely be added while you’re on medication and will probably
help you reduce your need, them come off antidepressants with fewer
withdrawal effects.



Preventing Memory L.oss and Alzheimer’s
Memory drugs vs natural mind boosters

Ir You ARE over 35, it’s time to think about Alzheimer’s. As strange as

this may sound, we now know that it takes approximately 40 years to develop
Alzheimer’s and there are no obvious signs, except perhaps a minor deterioration
in memory and concentration, for at least the first 20 years of the disease
process. Many people think of this as ‘getting old’, but you can age without
excessive memory loss, as we’ll see in this chapter.

For many people over the age of 60, it becomes harder to concentrate. Their
short-term memory isn’t as good as it used to be, and problems become harder to
solve. When these symptoms become more severe, usually around age 80, a
person may be diagnosed with dementia. Every year in Europe, a million people
are diagnosed with memory decline, and 400,000 of them go on to be diagnosed

with dementia. In Australia, half a million people live with this harrowing

condition.12L

Devastating diagnosis



There are many causes of dementia — for example, poor blood supply to the
brain — and all these will be investigated and ruled out. If no other causes are
identified and the deterioration continues, a person may be diagnosed with
probable Alzheimer’s. About three out of four people diagnosed with dementia
end up with this diagnosis.

The human cost is, of course, massive, both for sufferers and their families.
And so is the cost to health services. In the UK, treating Alzheimer’s costs an
estimated £14 billion a year, paid for partly by the National Health Service and
partly by the families involved. That’s 20 per cent of the NHS budget!

But Alzheimer’s is not simply degeneration that happens as you get old. All
the evidence now points to a specific disease process that occurs in some people,
but not all, which causes brain cells in an area called the ‘median temporal lobe’
— involved in both memory and emotion — to begin to die off. The evidence also
suggests that it’s a long time coming, with the degeneration beginning perhaps
30 years before the first symptoms develop. That’s why prevention makes far
more sense than treatment — especially since there is currently no way to
significantly reverse the condition, although there may be ways to stop it from
getting worse. Check yourself out on the questionnaire below.

How is your memory and concentration?

[1s your memory deteriorating?
[] Do you find it hard to concentrate and often get confused?

[] Do you sometimes meet someone you know quite well but can’t remember
their name?

[] Do you often find you can remember things from the past but forget what
you did yesterday?

[1 Do you ever forget what day of the week it is?
[1 Do you ever go looking for something and forget what you are looking for?

[ Do your friends and family think you’re getting more forgetful now than you
used to be?

[1 Do you find it hard to add up numbers without writing them down?
[ ] Do you often experience mental tiredness?
[ Do you find it hard to concentrate for more than an hour?

[ Do you often misplace your keys?



[ Do you frequently repeat yourself?

[1 Do you sometimes forget the point you’re trying to make?
[ Does it take you longer to learn things than it used to?
Score one for each ‘yes’ answer. If your score is:

Below 5: you don’t have a major problem with your memory — but you’ll find
that supplementing natural mind and memory boosters will sharpen you up even
more.

5 to 10: your memory definitely needs a boost — you are starting to suffer from
some memory loss. Follow all the diet and supplement recommendations here.

More than 10: you are experiencing significant memory decline and need to do
something about it. As well as following all the diet and supplement
recommendations in this chapter, see a nutritionist.

Memory drugs — marginal benefits

As the brain cells of someone with Alzheimer’s start dying off, levels of the
memory neurotransmitter acetylcholine, which they produce, begin to decline.
Most of the current medications work by replacing the lost acetylcholine, but
they don’t deal with the underlying causes of the damage. The drugs seem to be
able to produce an improvement in about 20 per cent of people, but only as long
as they have enough neurons to produce the acetylcholine, which can then be
‘spared’ by the drug. As the disease progresses and more neurons die off, the
drugs soon stop working.

Acetylcholinesterase inhibitors

These drugs work by blocking an enzyme that normally clears acetylcholine
away — hence their name. The big brands include donepezil (Aricept),
rivastigmine (Exelon) and galantamine (Reminyl). They can temporarily
improve or stabilise the symptoms of dementia by improving communication
between neurons, but once you stop your prescription, you’ll deteriorate rapidly
and within six weeks you will be no better than someone who has never taken
the drug.

Just how marginal the benefits are was revealed in a five-year trial of
Aricept — the most widely prescribed brand — published in The Lancet in

2004122 Regardless of the dose given, it found no difference in ‘worthwhile



improvements’ in a range of categories: rates of disease progression, the rate at
which patients were placed in nursing homes, care-giver time, or how fast
behaviour deteriorated. The one benefit is that during the first two years of the
study, patients taking Aricept did do slightly better in tests measuring thinking
and functional ability.

Here, ‘slightly better’ means an improvement in the scores on a
questionnaire called the Mini Mental State Exam, or MMSE for short. It includes
questions like, ‘Count backwards from 50 in 5s,” “What street are we in?’ and
“You’ll be asked to name pictures of objects, and then remember them.” The
average score for someone aged 18 to 24 is 29 out of a possible 30, whereas a
healthy 80-year-old could expect to score 25. The NHS used to recommend
Aricept for people with a score of 12 or less. In the study quoted above, those on
the drug had an MMSE score 0.8 points higher after two years than those on the
placebo. So we are not talking about major improvement, and at the end of five
years there was no difference at all.

Even this study’s lead researcher, Richard Gray, admitted: ‘Realistically,
patients are unlikely to derive much benefit from this drug.” At best, one could
say that up to half those taking this kind of drug derive a ten per cent
improvement in memory for up to two years. They then decline rapidly to the
same place they would have been without the drug.

SIDE EFFECTS For one in three people taking acetylcholinesterase inhibitors
such as Aricept, the side effects can include nausea, vomiting, diarrhoea,
stomach cramps, headaches, dizziness, fatigue, insomnia and loss of appetite.

NMDA -receptor agonists

Another drug, Memantine — an NMDA -receptor agonist — works by regulating
the activity of a brain chemical called glutamate. Glutamate plays an essential
role in learning and memory, but too much glutamate allows excess calcium into
nerve cells, killing them off. This is where Memantine’s regulatory role comes
into its own. But a review of studies on Memantine, published in 2005, shows it

produces minor benefit after six months in moderate-to-severe Alzheimer’s, but

not in milder cases.123

What’s left out of this picture is that one of the causes of dangerously raised
levels of glutamate is excess homocysteine in the bloodstream, which is a
characteristic of Alzheimer’s. As we’ll see later, a safer alternative to preventing
excess of this otherwise vital brain chemical is to lower homocysteine levels
with B vitamins.



SIDE EFFECTS Possible side effects for Memantine include halluci nations,
confusion, dizziness, headaches and tiredness.

That’s the best current memory drugs have to offer: a short-lived improvement
for a few, but no change in the underlying disease progression. For many there is
no improvement and a range of what we can clearly see are undesirable side
effects. That’s why the UK’s National Institute for Health and Clinical
Excellence (NICE), which advises doctors on prescribing, concluded that drugs
such as Aricept — even at the relatively low cost of £1.20 a day — are not worth it.

They recommend that none of these drugs be used for mild to moderate

Alzheimer’s disease.124

Natural alternatives

The real solution to dementia and Alzheimer’s lies in prevention — and there’s
plenty of evidence that that is entirely possible. For instance, some one in five
people who end up with dementia are diagnosed with vascular dementia. The
cause of this is almost identical to cardiovascular disease: blood vessels become
increasingly blocked up, so the brain cells just don’t get enough oxygen and
nutrients. Chapter 15 goes into the nutritional solutions for this condition. But
the majority of people with dementia go on to be diagnosed with Alzheimer’s.

The real roots of Alzheimer’s

There are two common myths about Alzheimer’s that need debunking. The first
is that it’s caused by ageing, so there’s nothing you can do about it. The second
is that it’s ‘in your genes’.

There’s no question that Alzheimer’s is age-related. In other words, the
older you are, the more likely you are to get it: while only two in 100 people
aged 65 to 69 have dementia, one in four aged 90 or more are affected. For every
five years you age, your chances of developing dementia double. But that
doesn’t mean that ageing causes it. Heart attacks are more likely to happen the
older you are, but ageing doesn’t cause them, either. In fact, in some countries
and regions, such as rural China, there’s remarkably little incidence of
Alzheimer’s among 90-year-olds, which tells us something. We’ll come to that
shortly.

As for genes, it is true that there are specific gene variations that increase
your chance of developing Alzheimer’s. But they are exceedingly rare and
account for perhaps one in 100 cases. This kind of dementia starts early —



usually when people are in their fifties — and runs in families.

The rest of the cases are caused by a combination of risk factors (see
diagram overleaf), of which diet is probably the single most important. For
example, if you have the ApoE4 gene variation, you are far more likely to
develop the disease if you also have other risk factors: smoking, for instance,
raises risk four times. If you don’t have ApoE4 — and only ten per cent of the
population do — smoking makes no difference. In fact, there is some evidence
that nicotine has a protective effect (although this doesn’t cancel out the
considerable downsides of the habit!).

Conventionally, research into Alzheimer’s has involved trying to
understand the workings of a rogue protein, beta-amyloid. This is what forms the
plaques and ‘tangles’ that are the signature of the disease and are found with the
destroyed brain cells. The aim of this work has been to reduce the amount of
beta-amyloid — but so far, it hasn’t met with much success. However, there is
evidence that a nutritional approach can certainly reduce the risk of its
developing in the first place, so let’s examine the three hottest diet-related risk
factors — high homocysteine, a lack of omega-3s and oxidant exposure — and
what you can do to reverse them.

Age

Head injury Genas

\

Alzheimer’s
disease

| Low physical activity Myocardial infarction |
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Risk factors for Alzheimer’s disease
So what’s the evidence?

Homocysteine and Alzheimer’s prevention



At the moment, the single most important nutritional discovery is that your risk
of developing Alzheimer’s is strongly linked to the level of homocysteine in
your blood. The lower your level throughout life, the smaller your chances of
developing serious memory decline. Homocysteine is an amino acid, but it’s also
a neurotoxin capable of directly damaging the medial temporal lobe, which is the

area of the brain that rapidly degenerates in Alzheimer’s.122 Homocysteine, as
you will see, is easily lowered with inexpensive B vitamins such as folic acid.

A study in the New England Journal of Medicine, published in 2002,
charted the health of 1,092 elderly people without dementia, and measured their
homocysteine levels. Eight years later, 111 were diagnosed with dementia, and
83 of these participants were diagnosed with Alzheimer’s. Those with blood
homocysteine levels above 14 had nearly double the risk of getting

Alzheimer’s.126 There’s also evidence, in another study from 2002, that even
before a decline in mental function starts to show up in so-called ‘healthy’

elderly people, high homocysteine predicts physical degeneration in certain parts

of the brain.12Z

In Scotland, researchers have found that reduced mental performance in old
age is strongly associated with high homocysteine and low levels of vitamins
B12 and folic acid. Following up participants in the Scottish Mental Surveys of
1932 and 1947, which surveyed childhood intelligence, they found that the most
mentally agile had the highest levels of B vitamins and lowest levels of

homocysteine, whereas high homocysteine was linked with a seven to eight per

cent decline in mental performance.128

A similar Californian study from 2006 asked 579 men and women aged 60
and over to keep track of their diet and the supplements they took. After nine
years, 57 of them developed Alzheimer’s. Those with the highest folic acid

intake reduced their risk of developing Alzheimer’s by 55 per cent.122

A research group led by Dr Teodoro Bottiglieri at the Baylor University
Metabolic Disease Center in Dallas, Texas, suggests that low levels of folic acid
may cause brain damage that triggers dementia and Alzheimer’s. Their research
has found that a third of those with both dementia and homocysteine levels

above 14 units were deficient in folic acid.18%

So there is a lot of research that points to a link between high
homocysteine, low B vitamin intake and a raised risk of brain degeneration. But
why? What is the link between B vitamins and damaged brain cells? This is what
Bottiglieri has to say:



What is extraordinary is that B vitamins have been excluded from the
Alzheimer picture for so long. The link between brain deterioration —
memory loss, cognitive deficits, depression, and personality
breakdown — and B vitamin deficiency is standard neurology textbook
stuff. You get it with severe alcoholism, with some genetic disorders
that prevent B vitamins functioning properly and with pernicious
anaemia. The trouble is that there is a lot of money tied up in the
amyloid protein story.

The reason for the B vitamin-Alzheimer’s link is that the body needs B vitamins
to handle homocysteine. Normally, they turn homocysteine into two very useful
chemicals called glutathione, an antioxidant, and the amino acid SAMe. SAMe,
in turn, is vital for the manufacture of one of the main neurotransmitters —
acetylcholine. Alzheimer’s patients have very low levels of SAMe and also of
acetylcholine. So we can see how high homocysteine levels and low B vitamin
levels — indicating less homocysteine is being converted to SAMe — would make
for low levels of that vital neurotransmitter.

As we’ve seen already, the pharmaceutical approach is to raise
acetylcholine levels directly. But the nutritional one is to go to the other end of
that biochemical chain and supply the nutrients needed to produce acetylcholine
and other important brain neurotransmitters.

The theory makes sense, but does supplementing with vitamins prevent, or
actually reverse memory loss? In truth, it’s early days; but large amounts of the
Bs do seem to be effective. There are trials going on right now giving B vitamins
to people with age-related cognitive decline and Alzheimer’s. A Dutch study
involving 818 people aged between 50 and 75 was completed in 2005.
Participants either got a vitamin containing 800mcg of folic acid a day — almost
three times the RDA and the equivalent of the amount you’d get in 2.5lbs

(1.1kg) of strawberries — or a placebo.18L After three years, supplement users had
scores on memory tests comparable to people 5.5 years younger. On tests of
cognitive speed, the folic acid helped users perform as well as people 1.9 years
younger.

Megadoses are also being used in a trial currently being run by Professor
David Smith of the Optima Project at the University of Oxford. Smith is giving
people with age-related memory decline 1,000mcg of folic acid, 20mg of B6 and
500mcg of B12, which is 250 times the RDA and a far cry from the amount you
could get by eating ‘a well-balanced diet’.

Such high amounts are being used for the simple reason that they work.



“The lowest dose of oral cyanocobalamin [B12] required to normalize mild
vitamin B12 deficiency in older people is more than 200 times the recommended

dietary allowance,” concludes a paper by scientists at the University of

Wageningen in Holland, one of the world’s top B12 research centres.152

Although more needs to be done to find out both how early
supplementation has to begin in order to halt or even reverse memory loss, and
what is the most effective combination of diet and supplements, it certainly
makes sense to ensure an optimal intake of B6, B12 and folic acid. And along
with this, it’s a good idea to supplement the amino acid N-acetyl-cysteine
(NAC), which is used to make the valuable brain antioxidant glutathione. A look
at the case of Dr Tudor Powell will help make this real.

Tudor Powell, a retired teacher and doctor of philosophy, began to
have problems with his memory when he reached the age of 71. ‘Four
years ago my short-term memory was getting worrying. I often lost
things. Sometimes I’d go upstairs and didn’t know why. My wife was
becoming increasingly concerned about my driving.’

He went to see Dr Andrew McCaddon, a medical doctor in
Wrexham, Wales, who specialises in the nutritional approach to
Alzheimer’s. He did what every doctor should immediately do for
patients with worsening memory — gave Tudor a simple memory test
and measured his homocysteine level.

Tudor’s homocysteine level was 14.6 pmol/l, which is too high,
although quite common among people in their seventies. On a standard
memory test he scored 16 out of 39 (the higher the score the better).
This score certainly indicated that Tudor had dementia. (An actual
diagnosis of Alzheimer’s is hard to make without a specialised, and
very expensive, brain scan — which is why ‘probable Alzheimer’s’ is
so often diagnosed.)

McCaddon gave him high levels of supplements to take every
day, including B12 (1,000mcg), folic acid (5,000mcg) and N-acetyl-
cysteine (600mg). Within two weeks, Tudor started to notice a
difference. ‘I felt much better, my memory was sharper, I had more
energy. I rejoined the local choir because I could remember the
music.” After six months his homocysteine level had dropped to
8.3umol/l, which is close to ideal for his age and equates to more than
halving his Alzheimer’s disease risk. His score on the memory test
improved by 12.5 per cent.



Today, three years later, his memory has not declined any further
— exactly the opposite of what normally happens. ‘He’s reading again.
He interested in life once more,’ says his wife. ‘I feel like I’ve got my
husband back. We’ve always had a pretty good diet. It’s the nutritional
supplements that have made the world of difference.’

Nutritional supplements aimed at lowering homocysteine not only produce a
reduction in symptoms, but also potentially stop the progression of the disease.
Although this has not yet been proven in double-blind controlled studies, case
studies do show this type of improvement.

Reducing brain inflammation with omega-3s

In Chapter 10 we saw how omega-3 fats — most prevalent in carnivorous
coldwater fish such as sardines, mackerel, salmon and herrings — have
significantly helped people battling with depression and bipolar disorder. And
according to a recent study by Dr Martha Morris and colleagues at Chicago’s
Rush Institute for Healthy Aging, eating fish once a week reduces your risk of
developing Alzheimer’s by 60 per cent.

The researchers followed 815 people aged 65 to 94 for seven years, and
found that a dietary intake of fish was strongly linked to the risk of developing
Alzheimer’s. The strongest link was the amount of DHA, which along with EPA
is a primary omega-3 found in oily coldwater fish. In essence, the finding was
that the higher a person’s level of DHA, the lower their risk of developing
Alzheimer’s. The lowest amount of DHA per day that offered some protection
was 100mg. While the participants’ intake of EPA did not seem significant in

this study, possibly because the highest intake of EPA consumed was only 30mg

a day.103

But why exactly does fish have this protective effect? One theory is that it
helps to ease brain inflammation, which can damage brain cells (see Chapter 13
to read more about inflammation and the role of omega-3 fats). Omega-3 fats are
also a vital component of brain cell membranes and help control the flow of
calcium in and out of cells. This is important because too much calcium inside
brain cells is known to contribute to the production of beta-amyloid protein,
which is found in excessive levels in the brains of most people who develop
Alzheimer’s.

Boosting antioxidant levels



Along with inflammation in the brain, another characteristic of Alzheimer’s is a
rise in the level of free radicals or oxidants as a result of the spreading amyloid
plaques and the death of brain cells. This adds to the problem because oxidants
reduce the effectiveness of B vitamins in transforming homocysteine. Taking
antioxidants such as beta-carotene and vitamins A, C, and E, all of which have
been shown to be low in people with Alzheimer’s, can help counteract such
oxidative damage.

For instance, a study published in the Journal of the American Medical
Association in 2002 found that the risk of developing Alzheimer’s was 67 per
cent lower in those with a high dietary intake of vitamin E, as compared to those

with a low intake.1®? Vitamin E not only plays a key role in early prevention, but
also in slowing down the progression of the disease. In another study from 1997,
Alzheimer’s patients received either 2,000iu of vitamin E, the drug Selegiline or

a placebo.1®2 Of the three, vitamin E was shown to reduce progression most
significantly.

More studies are definitely needed but, to date, most of the evidence points
to a protective role for vitamin E.

Keeping mind and body active

There is plenty of evidence that keeping both your mind and body active will

help to prevent a decline in mental function.1%¢171 For example, researchers at

the Albert Einstein College of Medicine in New York tested the link between
leisure activities and the risk of developing dementia or Alzheimer’s in the
elderly.

In the study, published in 2003, they followed 469 people over the age of
75, who had no signs of dementia when the study began, over five years. The
team found that reading, playing cards and board games, doing crossword
puzzles, playing musical instruments and dancing were all associated with a
reduced risk of dementia, memory loss and Alzheimer’s. Overall, the study
participants who did these kinds of activities about four days a week were two-

thirds less likely to get Alzheimer’s compared with those doing them once a

week or less.172

At the Rush Alzheimer’s Disease Center in Chicago, researchers found the
same things in a group of 801 Catholic nuns, priests and brothers who showed
no signs of dementia over four and a half years. The team compared the amount
of mentally stimulating activity each person engaged in and measured their rate
of mental decline. The study, published in 2002, found that a boost in mental
activity was associated with a reduced decline in overall mental function by 47



per cent, memory by 60 per cent, and perception by 30 per cent.1Z3

But it’s not just your brain that needs a workout. Physical exercise has a
direct effect on mental powers, probably for a number of reasons. First, since
your brain and body are made up of the same stuff, and we know that exercise
keeps your body healthy, it stands to reason that exercise will keep your brain
healthy too. Also, people at greater risk of cardio vascular disease are at greater
risk of Alzheimer’s. Secondly, part of the benefit of exercise is likely to be
because exercise reduces stress (stress is a con tributor to dementia and the risk
of Alzheimer’s because high levels of the stress hormone cortisol cause
dendrites, the connections between neurons, to shrivel up). Thirdly, exercise

increases blood flow to the brain, bringing more oxygen and nutrients. 124175
And lastly, there is evidence that being overweight increases the risk of
Alzheimer’s, so part of the positive effect of exercise is likely to be that it helps
you keep to a healthy weight.

Evidence for the importance of keeping fit was found in a five-year study of
5,000 Canadian men and women over the age of 65, published in 2001. Those
who had high levels of physical activity, compared to those who rarely

exercised, halved their risk of Alzheimer’s disease.lZ® Another study, from 1995,
found that regular walking improved memory and reduced signs of dementia.
About 1,000 steps, or a little over a mile a day, was the minimum distance

required to achieve the positive effect.17Z

But the most convincing evidence for the value of exercise comes from a
six-year study, published in 2006, of 1,740 elderly people. Those who exercised
three or more times a week had a 30 to 40 per cent lower risk of developing
dementia, compared with those who exercised fewer than three times per

week 178

Exercise also prevents physical deterioration of the brain. Our brains
become less dense and lose volume as we age and with that loss of density and
volume comes mental decline. Researchers at the University of Illinois used
MRI scans to examine the brains of 55 elderly people. When they compared
their scans with their level of physical exercise they found that the people who

exercised more and were more physically fit had the densest brains.1”2 So the old
saying ‘Use it lose it’ takes on greater significance in this context. Basically, if
you don’t use your body, you’re at risk of losing your mind.

Exercise is not only protective against Alzheimer’s, it can also lift your
mood. In fact, it’s more effective than antidepressants for mild depression, as
we’ve seen. Depression is a common problem among Alzheimer’s patients. A
2003 study at the University of Washington in Seattle showed that exercise



significantly improved the mood and physical health of depressed Alzheimer’s

patients and meant they were less likely to need to be moved into a care
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Food or drugs? The verdict

What all this adds up to is that Alzheimer’s, which accounts for the vast majority
of cases of dementia, is preventable. What is equally clear is that there is no drug
that can do anything except, at most, briefly delay the debilitating symptoms.
The nutritional approach, however, could play a role beyond the preventative, as
valuable as that is. It may also reverse early signs of memory and mental
impairment without any associated side effects. If this proves to be so in ongoing
trials, the nutritional approach should certainly be the first port of call for anyone
with memory problems.

What works

e Test your homocysteine level. If you have a relative whose mental gears are
starting to slip, make sure they have a simple memory test, just to get a
measure of the situation, plus a homocysteine test (see page 406), which is
the best indicator of risk. If their (and in fact, your) homocysteine level is
above nine units and there any signs or symptoms of memory problems, we
recommend supplementing with a homocysteine-lowering formula. This
should provide a daily vitamin B6 (20 to 100mg), B12 (100 to 500mcg),
and folic acid (1,000 to 2,000mcg) or, better still, take an all-round
homocysteine-lowering formula containing TMG and B2 as well. Also
supplement N-acetylcysteine (500mg a day). Alternatively, choose a
homocysteine formula incorporating a special form of B12, methyl B12,
which works best for lowering homocysteine.

e Up your omega-3s. To help reduce brain inflammation, we recommend
supplementing with omega-3 fish oils, as well as eating oily fish two to
three times a week. The ideal amount for maximising memory and mental
health is likely to be in the region of 300mg of EPA and 200mg of DHA
daily, doubling this if you have age-related memory decline.

¢ Increase your antioxidants. To ensure you are getting the proper types and
amounts of antioxidants, eat lots of fruit and vegetables with a variety of
colours. Think blueberries, raspberries, apples, broccoli, red cabbage, sweet



potatoes, carrots and so on — antioxidants such as the anthocyanidins found
in red and purple fruit and vegetables are powerful and highly efficient at
scavenging free radicals. On top of this, supplement 2,000 mg of vitamin C
a day, taken in two divided doses, plus 400iu (300mg) of vitamin E, as part
of an all-round antioxidant that contains N-acetyl-cysteine and/or reduced
glutathione.

e Stay mentally and physically active. Keep learning new things and using
your mind, and exercise at least three times a week. Even walking 15
minutes a day makes a difference.

Working with your doctor

Doctors like Andrew McCaddon (see page 209) routinely measure homocysteine
in patients with memory decline, and there’s no reason why your doctor cannot
do the same. If your level is high, you should take a supplement with the B
vitamins (shown on page 213), as well as zinc, TMG and NAC, and top up daily
with plenty of B-rich fruit and green, leafy vegetables.

What if your doctor draws a blank or needs convincing? Show them the
evidence: either lend them a copy of The Alzheimer’s Prevention Plan by Patrick
Holford and colleagues, or refer them to the work of Oxford’s Optima Project or
the Alzheimer’s Research Trust.

If you, or a relative of yours, is prescribed Aricept, monitor changes in
memory. If it makes no difference, there’s little point in taking this drug.



Relieving Anxiety and Insomnia
The sleeping pill scandal vs natural insomnia busters

SLEEP 1s A wonderful thing, yet for quite a few of us it’s an elusive

pleasure. In the Institute for Optimum Nutrition’s UK survey of 37,000 people,
53 per cent said they had difficulty sleeping or experienced restless sleep, while
63 per cent said they needed more sleep.l8! Somewhere between 2.2 and 5
million adults in the UK have a serious problem with insomnia, finding it hard to
fall asleep, or wake in the night or the early morning and fail to get back to
sleep.

You are more likely to suffer from it the older you are and it’s more likely
to affect women. Long-term insomnia may be linked to an illness like diabetes or
a painful condition such as arthritis. If poor sleep continues for more than a week
or so, it may start to affect your days because you feel so drowsy and woozy.

When you can’t switch off

The problem usually begins before bedtime. You may feel unable to switch off
from feelings of stress, tension and anxiety — the buzz words for the twenty-first



century. According to the Institute for Optimum Nutrition’s UK survey 63 per
cent of people say they suffer from stress and more than half of all doctor visits
are for stress-related conditions, including anxiety and insomnia. And that is a
clue to the best way of treating it.

According to a review from 2004, published in The Lancet, 82 the various
forms of counselling and psychological help are not only more effective than
pills at tackling chronic insomnia — they are also, inevitably, far safer. But in the
UK, for instance, good therapeutic help can be hard to find on the National
Health Service. As a consequence, over 16 million prescriptions for what are
called hypnotic (sleeping) and anxiolytic (anxiety-reducing) drugs were written
out in 2004, at a cost of £37 million.

Do you suffer from insomnia/anxiety?

[ Do you have difficulty getting to sleep?

[ Do you wake in the night more than once?

[ Are you a light sleeper?

[ ] Do you wake up in the early hours of the morning feeling unrested?
[ Would you describe yourself as anxious?

[ Are you easily stressed?

[ Do you have difficulty relaxing?

[1 Do you find yourself feeling irritable?

[ ] Do you get angry easily?

[ Do you find you are impatient with others?

] Are you prone to low moods?

[ Are you easily upset or offended?

[] Do you suffer from tense muscles?

Score 1 for each ‘yes’ answer. If you answered yes to:

Less than 4: you are not particularly anxious or stressed although the ideal is to
have no ‘yes’ answers.

4 to 9: you have the indications of increased stress, anxiety or insomnia and
need to take our advice in this chapter seriously. Recheck your score in one
month. If your number of yes responses has not fallen, go and see a nutritional



therapist.

10 or more: you have a major issue with anxiety and sleep. We recommend you
pursue all the options here, including seeing a psychotherapist and a nutritional
therapist. If you are taking anti-anxiety medication or sleeping pills, you will
need to speak to your doctor about switching to some of these safer alternatives.

Before exploring the drugs and natural remedies on offer, it’s important to
understand what goes wrong in the brain to make a person more anxious and
unable to sleep. Many insomniacs suffer from ‘hyperarousal’ — their body stays
revved up towards evening, when most people are winding down. The root cause
is often psychological (stress, anxiety or depression), linked to a body chemistry
that’s out of balance. It is a state likely to be associated with increased amounts
of the hormone adrenalin.

Normally, in the evening as the light level decreases, we start to produce
less adrenalin as it is turned off by the inhibitory neurotransmitter GABA
(gamma aminobutyric acid). Alcohol, cannabis, benzodiazapine drugs such as
Valium and most sleeping pills all target GABA. Stress and stimulants such as
caffeine counteract GABA by promoting adrenalin, which is why they keep you
awake. Caffeine also suppresses melatonin, a neurotransmitter that helps you to
sleep. Melatonin is the cousin of serotonin, the happy neurotransmitter, and
without enough of it it’s hard to sleep through the night.

The sleeping pill scandal

Real downers — barbiturates

Remember the Rolling Stones’ song, ‘Mother’s Little Helper’? Written in the
late 1960s, it describes a woman relying on the ‘shelter’ of a yellow pill to get
her through her day.

From the early 1900s until the mid-1950s, barbiturates such as
phenobarbital and Seconal were the mainstay for treating both anxiety and
insomnia. Unfortunately, they were also associated with thousands of suicides;
accidental deaths, both of children who took them and adults who overdosed on
them; widespread dependency and abuse; and chemical incompatibility with
other drugs and alcohol. By 1954, they were being replaced by the new,
‘nonaddictive’ meprobamate (Miltown) as the calming agent of choice, which
turned out to be as addictive as the old drugs.



The new breed — benzodiazepines

Then, in the 1960s, a new group of drugs were launched — the benzodiazepines.
These included diazepam (Valium), chlordiazepoxide (Librium), clonazapine
(Klonopin) and then the shorter-acting alprazolam (Xanax), lorazepam (Ativan)
and temazepam (Restoril). In the UK, 16 million prescriptions are still written
annually for these so-called ‘minor tranquillisers’ to treat anxiety and insomnia.
Their calming effect is due to their action on GABA: by increasing GABA
activity, the benzodiazepines dull both awareness and overall brain activity.
However, they also turned out to be nearly as addictive as the older ones,
although not so easy to overdose on. What happened to Mary is an example of
what these drugs can do.

In her thirties, Mary found herself stuck in an unhappy marriage with a
young child, and she began taking large doses of Valium to shut out
the pain. One day, while filling yet another prescription for her, the
pharmacist said, ‘In case you don’t know it, you’re addicted. Speak to
me when you’re ready to stop.” This was Mary’s wake-up call.

In shocked response, she simply stopped the drug cold. She was
too ashamed to face the pharmacist, who would have advised a slow
withdrawal programme under medical supervision. Then, not knowing
she was suffering from withdrawal symptoms, she simply, in her
words, ‘went crazy’ for the next two months or so. It took that long for
her brain to readjust itself.

As with all addictive drugs, Valium had caused Mary’s brain to
‘down regulate’ its production of the brain chemical involved, in this
case GABA. Without its calming influence Mary suddenly found
herself in a state of extreme agitation, which is how withdrawal
symptoms generally manifest. Eventually, normal production of
GABA resumed as her brain readjusted itself.

‘When 1 finally got my mind back, I decided to leave my
husband. T never looked back. Nor did I ever dare take another
tranquilliser,” declares Mary, now, at 48, a successful writer and a
proud grandmother.

Mary was lucky with her pharmacist. Many other prescription-drug addicts,
however, go for years having their prescription refilled in large, impersonal
pharmacies, or rotate between several different stores so that nobody notices



there is a problem. Harried physicians who have little time to really listen to
patients find it easier to renew a prescription than to deal with someone’s
symptoms. And the prospect of detoxification is a tough one for both
pharmacists and their addicted customers to deal with.

Although benzodiazepines suppress the symptoms of anxiety for a few
hours, they do not treat underlying causes, and the anxiety returns as soon as the
drug wears off. Moreover, there is a ‘rebound effect’, where you experience
even worse symptoms than when you started because you have become
dependent on the drug. Often, they will develop tolerance, meaning that even
higher doses are needed for the same anti-anxiety effect. These factors —
difficulty with withdrawal and tolerance — describe an addiction that can be as
difficult to break as heroin. A combination of physical and emotional
dependency develops. Ignoring the National Institute for Health and Clinical

Excellence (NICE) warning that they ‘should not be used beyond two to four

weeks’,183 overburdened doctors may continue to renew a prescription for

months or even years.

The dangers and addictive qualities of benzodiazepines are well known.
Despite this, they are still widely prescribed, even though an editorial published
in a 2004 issue of the British Medical Journal concluded that not only was there

plenty of evidence that they cause ‘major harm’ but that there was ‘little

evidence of clinically meaningful benefit’ 184

A recent trial found that people on these drugs for 18 months had ‘negative
effects on crisis reaction, intensified defence mechanisms and reduced cognitive,
emotional and cognative [behavioural or active] functions and passive

coping’.18> A 2005 review of 37 trials examining whether benzo diazepines were
effective for insomnia concluded that none were well enough designed to reach

any conclusions.18® Despite this, 6.5 million prescriptions were written out in
2004 for Diazepam and Nitrazepam alone.

SIDE EFFECTS Tolerance is a problem: after taking them for some time, a
higher dose is required to get the same effect. People often experience
forgetfulness, drowsiness, accident-proneness and/or social withdrawal. Other
side effects include ‘rebound’ anxiety as a result of withdrawal and insomnia;
hangover (grogginess the next morning, accidents caused not only right after
ingestion, but the following day); and addiction (the person on the prescription
must continue to take it just to stay ‘even’). Benzodiazepines trigger serious
withdrawal effects on quitting, including anxiety, insomnia, irritability, tremors,
mental impairment, headaches — possibly even seizures and death. Combining



these drugs with alcohol is especially dangerous.

The next generation — getting some Zs

All these terrible side effects were the major motivator for the development of a
new class of drugs, the nonbenzodiazepines. These are a class of related but
more targeted drugs, colloquially known as the ‘Zs’ — zolpidem (Ambien),
zalephon (Sonata) and zopiclone (Zimovane). They were introduced in the 1990s
amid claims that they were a safe and nonaddictive alternative to earlier drugs.
However, a review in 2005 by NICE concluded that ‘there was no
consistent difference between the two types of drug for either effectiveness or

safety.’187 They too can cause tolerance and withdrawal. ‘This medicine is
generally only suitable for short-term use. If it is used for long periods or in high
doses, tolerance to and dependence upon the medicine may develop, and
withdrawal symptoms — rebound insomnia or anxiety, confusion, sweating,
tremor, loss of appetite, irritability or convulsions — may occur if treatment is

stopped suddenly,” advises one drug bulletin regarding zopiclone.188 You are
also not advised to take nonbenzodiazepines for more than a few weeks.

But these are the sleeping pills you are more likely to be offered on
prescription these days: in 2004, there were close to 4 million prescriptions made
for Zimovane in the UK alone. They will certainly help if you have a short-term
problem with sleeping due to a crisis, but in the long term they are not what’s
needed. ‘If you have chronic insomnia,” says Professor Jim Horne of
Loughborough University’s Sleep Research Centre, ‘it’s because you have an
underlying problem and just getting an extra half an hour’s sleep, which is about
all the drugs give you, is not going to help tackle it.’

SIDE EFFECTS With nonbenzodiazepines, you can experience daytime
drowsiness, which normally diminishes after the first few days of treatment, and
a bitter taste in the mouth. Persistent morning drowsiness or impaired
coordination are signs that your dose is too high. Zopiclone failed to get licensed
in the US because of its association with cancer in animal studies. Combining
these drugs with alcohol is especially dangerous. Zolpidem, the most commonly
prescribed sleeping pill in the US, is associated with dizziness, difficulty with
coordination and amnesia — people don’t remember what has happened for
several hours after taking the pill.

Yet more drugs?

Because of the problems with benzodiazepines, their use declined by over 50 per



cent in the ten years since 1987, while at the same time the use of ‘sedating
antidepressant’ drugs went up by nearly 150 per cent. The most widely used of
these is trazodone, whose side effects, along with nausea, dizziness and
agitation, actually include insomnia! Yet again there was no evidence base for
this move — it is another example of off-label prescribing (see Chapter 3, page
65). In 2004, the chairman of the Department of Psychiatry and Behavioral
Medicine at Wake Forest University reported to the American National Institutes
of Health that none of the sedating antidepressants had actually been licensed to
treat insomnia.

Meanwhile, yet another generation of sleeping pills is coming off the
production line. First in the ring was eszopiclone (Lunesta), licensed in 2005 for
long-term use after studies apparently showed no addiction and no need for
increased dose after six months. It is a variation on zopiclone and is little
different in effect. Trials found it increased the amount of time people slept
before waking, but a common side-effect is drowsiness the next day.

Next is ramelteon (Rozerem) which, rather than targeting receptors on the
GABA molecule as all the hypnotics do, affects two of the receptors on the sleep
hormone melatonin. Because studies showed no signs of dependence, it is
available over the counter. On its way is Indiplon, described as a ‘unique non-
narcotic, nonbenzodiazepine agent’, although like the other hypnotics it also
targets one of the receptors on the GABA molecule. Remember, these are new
drugs and nobody knows for sure what their long-term effects are likely to be.

Competition between the companies for a share of this market, which could
rise to over $5 billion in a few years, has become so intense that commentators
are talking of ‘insomnia wars’. Spending on advertising is predicted to reach
$145 million in the US alone. However, Professor Horne noted drily that ‘claims
of greater effectiveness and safety have been made for all new sleeping pills’.

WARNING: WITHDRAWAL RISKS

Be very aware that if you are addicted to any of these drugs,
withdrawal needs to be taken seriously. It can be fatal if not done
correctly and under medical supervision. See
www.foodismedicine.co.uk/comingofftranquillisers for details about
how to come off hypnotics and minimise withdrawal symptoms using
safe, nonaddictive herbal remedies. The organisation Counselling for
Involuntary Tranquilliser Addiction (CITA) offers support,


http://www.foodismedicine.co.uk/comingofftranquillisers

information and advice for those who are suffering from withdrawal
and their families, and gives advice to health professionals to help
people through withdrawal. If you live in the UK contact CITA at
Cavendish House, Brighton Road, Waterloo, Liverpool L.22 5NG, or
call their National Telephone Helpline on 0151 932 0102, or visit

www.liv.ac.uk/~csunit/community/careorgs/cita.htm.

Natural alternatives

Given the addictive nature of most anti-anxiety and insomnia drugs, their
considerable side effects, and the fact that they don’t address the underlying
cause of the anxiety or insomnia in the first place, what are the natural,
nonaddictive alternatives?

These follow the same biochemical pathways in the body as the drugs —
switching off the ‘awake’ neurotransmitter adrenalin, boosting GABA and
restoring adequate levels of serotonin and melatonin — but without causing
addiction. In addition to the nutritional solutions, there are many lifestyle
solutions on offer. The first, and most obvious, is to deal with psycho logical
issues and reactions that stress you out in the first place.

Psychotherapy

A small study published in a 2004 issue of the Archives of Internal Medicine
found that just two hours of cognitive behavioural therapy (CBT) was able to
cure insomnia by encouraging patients to acknowledge the stress that was
preventing them from sleeping and then helping them develop ways of dealing

with it.1282 One way CBT works is by helping the patient identify negative or
unhelpful thoughts — ‘I just can’t sleep without my pills’ — and then encouraging
them to challenge them — ‘I didn’t have a problem until six months ago’, ‘I fell
asleep with no trouble after that long walk.’

Such techniques are often combined with progressive muscle relaxation or a
form of biofeedback to reduce the amount of active beta brain waves before
going to bed. This involves hooking a patient up to a machine that displays their
brain waves on a screen so they can see them slowing down as they do things
like slowing their breathing. ‘The challenge,” declared The Lancet review
(referred to on page 216), ‘is to move these therapies out of specialised sleep
clinics and into everyday appli cations.”t22 Ask your doctor about getting
psychological help or contact the Sleep Assessment Advisory Service (see


http://www.liv.ac.uk/~csunit/community/careorgs/cita.htm

Resources, page 405).

Sleep hygiene

A piece of essentially common-sense advice, rather quaintly known as ‘sleep
hygiene’, forms part of most sleep regimes. Keep the bedroom quiet, dark and at
a temperature that’s good for you, wear comfortable clothing, don’t have a big
meal in the evening and avoid coffee and alcohol at least three hours before bed.
Also exercise regularly but also not within three hours of bedtime. Be aware that
certain prescription medications can cause insomnia, such as steroids,
bronchodilators (used for asthma) and diuretics.

The idea is to create regular sleep-promoting habits. A similar but more
systematic approach is known as ‘stimulus control therapy’ (SCT). This involves
ensuring that the bed is only associated with sleeping. Patients are advised
against having naps, and to go to bed when sleepy, to get up within 20 minutes if
they haven’t fallen asleep, to do something relaxing till they feel drowsy and to
try again — but to get up again if it fails.

Although sleep hygiene is widely recommended, there have been very few
studies of it as an individual treatment and what ones there have been have only
found a ‘limited improvement’. The evidence for the effectiveness of SCT is
much stronger.

As a study from 2005 showed, doing regular exercise also helps you sleep

better.12L This may be because exercise helps ‘burn off’ excess adrenalin and
generally helps stabilise blood-sugar levels.

Brain music

New York psychiatrist Dr Galina Mindlin, an assistant professor at Columbia
University’s College of Physicians and Surgeons, uses ‘brain music’ — rhythmic
patterns of sounds derived from recordings of patients’ own brain waves — to
help them overcome insomnia, anxiety and depression. The recordings sound
something like classical piano music and appear to have a calming effect similar
to that generated by yoga or meditation. A small double-blind study from 1998,

conducted at Toronto University in Canada, found that 80 per cent of those

undergoing this treatment reported benefits.122

Another study found that specially composed music induced a shift in
brainwave patterns to alpha waves, associated with the deep relaxation before
you go to sleep, and that this induced less anxiety in a study of patients going to

the dentist122 This music, composed by John Levine especially to induce a



relaxation response, has also been shown to calm down hyperactive children.
Our favourite CD is called Silence of Peace (see Resources, page 405).

The right nutrition

Stay away from sugar and stimulants

Along with stress and stimulants like caffeine, there is one widely used
substance that can also raise the activity of the two adrenal hormones, adrenalin
and cortisol — sugar. When your blood sugar dips too low the adrenal hormones
start rising. Raised cortisol levels at night have another drawback: it suppresses
the growth hormone, essential for daily tissue repair, effectively speeding up the
ageing process.

So a sensible starting place for a good night’s sleep is to eat a low-GL diet,
as explained in Chapter 8. A nutritionist can run a saliva test for you to
determine whether your cortisol rhythm is out of sync, and give you specific
supplements to bring your system back into balance.

Caffeine keeps you awake not only because it is a stimulant but also
because it depresses the sleep hormone melatonin for up to ten hours. So avoid
caffeinated drinks in the afternoon. Coffee drinkers take twice as long to go to
sleep, and sleep on average one to two hours less than those given decaf,

according to research from 2002 at Tel Aviv University in Israel.124

Alcohol, although classified as a relaxant precisely because it promotes
GABA, which switches off adrenalin, actually promotes anxiety because of its
after-effects. A couple of hours after drinking some alcohol, you get rebound
low levels of GABA. To bring your brain chemistry back into balance, it’s better
to avoid alcohol as well, rather than depending on it to get you to sleep.



Get more GABA

If you suspect that switching off adrenalin is your problem, one obvious solution
is to raise your level of GABA, the main inhibitory or calming neurotransmitter.
Because GABA regulates the neurotransmitters noradrenalin, dopamine and
serotonin, it can both shift a tense, worried state towards relaxation, and a blue
mood to a brighter one. When your levels of GABA are low, you feel anxious,

tense and depressed and have trouble sleeping.122 When your levels increase,
your breathing and heart rate slow down and your muscles relax.

GABA, unlike the other neurotransmitters we’ve been looking at here, is
actually an amino acid. Logically, it’s an obvious alternative to GABA-
promoting drugs, but there’s no money in it as a non-patentable nutrient and, as a
consequence, not enough research has been done. In many parts of the world you
can buy it over the counter or on the Internet, but in the UK it’s recently been
classified as a medicine so you can’t buy it in health food stores (see Chapter 17
for how this catch-22 works). That’s a shame because taking 500mg twice daily
after meals is very calming.

Any side effects? Just don’t exceed the dose of 500mg twice a day, because
high amounts can cause nausea. Infrequently, this is also experienced with lower
amounts.

How serotonin and melatonin help you sleep

So far we’ve been talking about ways of switching off stress and adrenalin. Of
course, there are many other methods, from yoga to meditation, walking the dog
and listening to soothing music. However, there’s another factor at play here.
During the daytime, adrenalin levels are higher and keep you stimulated. As you
start to wind down, serotonin levels rise and adrenalin levels fall. As it gets
darker another neurotransmitter, melatonin, kicks in. Melatonin is an almost
identical molecule to serotonin, from which it is made, and both are made from
the amino acid tryptophan. Melatonin’s main role in the brain is to regulate the
sleep/wake cycle.

Many people, especially women, become serotonin deficient.12® A number
of theories as to why have been proposed, some psychological, some social, but
the truth is that women and men are biochemically very different. The research
of Mirko Diksic and colleagues at McGill University in Montreal demonstrates
this. They developed a technique using PET neuro-imaging to measure the rate

at which we make serotonin in the brain.l%Z What they found was that men’s
average synthesis rate of serotonin was 52 per cent higher than women’s. This,



and other research, has clearly shown that women are more prone to low
serotonin.
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How the brain makes melatonin

In any case, without enough serotonin, you don’t make enough melatonin.
Without melatonin it is difficult to get to sleep and stay asleep. Waking far too
early in the morning and not being able to get back to sleep is a classic symptom
of a deficiency in these essential brain chemicals.

One way to improve matters is to provide more of the building blocks that
are used to make serotonin and that means 5-HTP (5-hydroxytryptophan), which
in turn is made up of various nutrients including folic acid, B6, vitamin C and
zinc, plus tryptophan. So you’ve got a biochemical chain stretching straight from
foods that are particularly high in tryptophan, like chicken, cheese, tuna, tofu,
eggs, nuts, seeds and milk, up to melatonin. Other foods associated with
inducing sleep are lettuce and oats. To support your brain’s ability to turn
tryptophan into serotonin and melatonin, it’s best to supplement a high-potency
multivitamin that contains at least 200mcg of folic acid, 20mg of vitamin B6 and
10mg of zinc, as well as 100mg of vitamin C.

Or you could supplement with these natural chemicals directly. Melatonin,
which is a neurotransmitter, not a nutrient, is proven to help you get to sleep but

needs to be used much more cautiously than a nutrient. In controlled trials it’s

about a third as effective as the drugs, but has a fraction of the side effects.128

Even so, supplementing too much can have undesirable effects such as
diarrhoea, constipation, nausea, dizziness, reduced libido, headaches, depression
and nightmares. However, if you do sleep badly you may want to try between
3mg and 6mg before bedtime. In Britain melatonin is classified as a medicine
and is only available on prescription. Discuss this option with your doctor. It is
available in other countries, such as the US and South Africa, over the counter.

Another option is to take 5-HTP — which if you remember is the direct
precursor of serotonin. If you are deficient, this will allow you to normalise your
levels of both melatonin and serotonin.!2? 5-HTP is very highly concentrated in
the seeds of the African griffonia plant, an extract of which is used for
supplements. Supplementing 100 to 200mg of 5-HTP half an hour before you go
to bed helps you get a good night’s sleep.2%2 It’s also been shown to reduce sleep
terrors in children when given at an amount equivalent to 1mg per pound of
bodyweight before bed.22L 5-HTP is best taken on an empty stomach, or with a
small amount of carbohydrate such as an oatcake or a piece of fruit, one hour
before sleep.

Tryptophan has also proven consistently effective in promoting sleep if



taken in amounts ranging from 1 to 4g.222 Smaller doses have not proven
effective. You also need to take it at least 45 minutes before you want to go to
sleep, again ideally with a small amount of carbohydrate such as an oat cake.
The reason for this is that eating carbohydrate causes a release of insulin, and
insulin carries tryptophan into the brain.

Sometimes supplementing tryptophan, 5-HTP or melatonin for a month can
bring you back into balance, re-establishing proper sleep patterns. Doing this
will make it much easier for you to wean yourself off more harmful sleeping
pills. Once you’re off the sleeping pills, continue with melatonin or 5-HTP for a
month, then switch from melatonin to 5-HTP for a month or continue taking 5-
HTP, then try stopping this. By this time your brain chemistry should be back in
balance and you may find you sleep just fine. Pauline is a case in point.
Prescribed Zimovane, she managed to come off it with a carefully balanced
nutritional plan. As she says,

‘After a very bad viral infection my doctor put me on Zimovane
because I needed to sleep. I remained on it. I tried so many times to
come off it and failed. Once I didn’t have any for three days, couldn’t
sleep and drove into the back of a car! I decided I wanted to come off
it and followed your advice. I took a supplement containing 5-HTP, B
vitamins and magnesium, plus some valerian and, after a week, I was
off Zimovane. To this day I still take these nutrients and I feel great.
Goodbye Zimovane!’

And what about side effects? Tryptophan can make you drowsy if you take it in
the daytime. And there’s one important caution. If you are on SSRI
antidepressants, which block the recycling of serotonin, and you take large
amounts of 5-HTP, this could theoretically make too much serotonin. An excess
of serotonin can be as risky as too little (see Chapter 10, page 190). While this
hasn’t been reported, we don’t recommend combining the two.

Minerals that calm

If you’re not getting enough calcium and especially magnesium, that can trigger
or exacerbate sleep difficulties. That’s because these two minerals work together
to calm the body and help relax nerves and muscles, thus reducing cramps and
twitches. In fact, the sleeping pill Lunesta is believed to work by increasing the
amount of calcium flowing into brain cells, which in turn dampens down



activity.

If you are very stressed or consume too much sugar, your magnesium levels
may be low. Including some magnesium in the evening, perhaps even in a
supplement, may help. In one study, from 1998, it both helped insomnia and

restless legs.223 Your diet is more likely to be low in magnesium than in calcium
— so make sure you are eating plenty of magnesium-rich foods such as seeds,
nuts, green vegetables, wholegrains and seafood. Milk products, green
vegetables, nuts, seafood and molasses are particularly good sources of calcium.
Some people find it helpful to supplement 500mg of calcium and 300mg of
magnesium at bedtime.

Herbal nightcaps

It’s really best to resort to sleeping aids — whether natural or pharmaceutical —
only as a last resort. There are many herbs and other natural substances that can
help you sleep, although again, they should be used when other avenues have
been exhausted and then only occasionally. You’ll find a number of them,
especially the herbs, sold as blends. Although they’ve stood the test of time,
there’s a need for more research on these sleep-promoting and anti-anxiety

herbs.2%4

Valerian is sometimes referred to as ‘nature’s Valium’. As such, it can
interact with alcohol and other sedative drugs and should therefore be taken in
combination with them only under careful medical supervision. It seems to work
in two ways: by promoting the body’s release of GABA, and also by providing

the amino acid glutamine, from which the brain can make GABA. Neither of

these mechanisms make it addictive.292

One double-blind study in which participants took 600mg of valerian 30
minutes before bedtime for 28 days found it to be as effective as oxazepam, a

drug used to treat anxiety.2%% Another found it to be highly effective in reducing

insomnia compared with placebos.22 While the evidence for valerian’s
effectiveness is definitely growing, with nine positive trials reported so far, some
would say that the number and quality of these trials is not yet enough to get too

excited about.2%

Passion flower’s mild sedative effect has been well substantiated in
numerous animal and human studies. The herb encourages deep, restful,
uninterrupted sleep, with no side effects. The dosage varies with the formula, but
it’s generally 100 to 200mg of a standardised extract.

St John’s wort, or hypericum, has both serotonin and melatonin-enhancing



effects, making it an excellent sleep regulator. However, it takes time to work
and is better taken in the morning. It doesn’t create daytime drowsiness. The
dosage is 300mg to 900mg of a supplement standardised to 0.3 per cent
hypericin.

Hops have been used for centuries as a mild sedative and sleeping aid. Its
sedative action works directly on the central nervous system. Take around
200mg per day.

For more detailed advice on herbal remedies, contact the National Institute
of Medical Herbalists at www.nimh.org.uk/index.html.

Food or drugs? The verdict

Taking drugs for sleeping problems and anxiety is very dangerous. While this
route has a place in a short-term crisis when you’re completely stressed out and
need to sleep, most drugs on offer end up creating dependency if you take them
for anything longer than a week. Combinations of nutrients, herbs and lifestyle
changes are likely to be as effective, but without the downsides. These should be
the first resort, not the last, if you are feeling stressed or anxious, or can’t sleep.

What works

There are a number of routes you can take to vanquish anxiety and sleeplessness.
Although it’s safe to combine behavioural techniques such as sleep hygiene
with, say, taking GABA, it’s best to avoid taking a number of the substances
below in combination. Read this chapter carefully to see what’s safe. For
example, take either melatonin or 5-HTP or tryptophan, possibly with some
GABA or valerian, but not all of them together.

e Find the right kind of psychotherapy, especially cognitive behavioural
therapy.

e Take 500mg of GABA an hour before bed. (Be aware that GABA is not
available in the UK.) Don’t combine with drugs that target GABA, such as
most sleeping pills, unless under the guidance of a health professional.

e Take 3 to 6mg melatonin before bed; it’s available on prescription in
Britain, or take 100 to 200mg 5-HTP, or 2 to 4¢g of L-tryptophan, both one
hour before bed with a light carbohydrate snack. Don’t combine 5-HTP
with antidepressants unless under the guidance of a health professional.


http://www.nimh.org

e Practise sleep ‘hygiene’ (see page 224), and exercise regularly.
e Listen to alpha-wave-inducing music while in bed.

e Eat more green leafy vegetables, nuts and seeds to ensure you’re getting
enough magnesium, and consider supplementing 300mg of magnesium in
the evening with or without calcium (500mg).

e Consider taking valerian, hops, passion flower, St John’s wort or a ‘sleep
formula’ combining several of them. Choose a standardised extract or
tincture and follow the dosage instructions.

e Avoid sugar and caffeine and minimise your intake of alcohol. Don’t
combine alcohol with sleeping pills or anti-anxiety medication.

Working with your doctor

Many of the recommendations we have made above are easy for you to put into
action. You may wish to work with a nutritional therapist who can devise a more
personalised plan of action and support you through the process.

If you are currently taking sleeping pills, and have some level of
dependence, it is extremely important to enrol your doctor’s support to help you
come off gradually. Most sleeping pills create ‘down-regulation’ to GABA -
which means you become less responsive to your body’s own GABA — the net
consequence being rebound anxiety when you reduce the dose. The body can
‘up-regulate’, making you more sensitive to your own relaxing GABA, but this
takes time: hence the need to reduce the dose gradually.



Reducing Your Pain
Anti-inflammatories vs natural painkillers

THE sINGLE MOST common cause of pain is inflammation — the redness

and swelling that are the immune system’s way of responding to any kind of
challenge, such as infection or an imbalance in the system. Most chronic
diseases, including artery disease, cancer and Alzheimer’s, involve
inflammation. But it’s those that actively cause pain, particularly arthritis, that
are most often treated with drugs to bring down the inflammation.

Arthritis is a huge problem in the West. According to the UK’s Arthritis
Research Campaign, nearly nine million adults in Britain (that’s 19 per cent of
the adult population) have seen their doctors in the last year for arthritis or a

related condition, and as many as 13 million Britons suffer from it.2% Among
the over-sixties, approximately three-quarters have osteoarthritis, which is the
most common form. In Australia, 5.3 per cent of the total health spend for 2004
went on helping people with arthritis, who now make up 16.7 per cent of the
population and are estimated to nudge 20 per cent by 2020.212

‘Itis’ means inflammation, whether it’s inflammation of the joints
(arthritis), inflammation of the colon (colitis), inflammation of the lungs



(bronchitis), or inflammation of the sinuses (sinusitis). There are, however, some
linguistic exceptions such as eczema, which is inflammation of the skin; asthma,
which is inflammation of the air passages; and other conditions such as
headaches that often respond to anti-inflammatory drugs.

Pain and painkillers — double-edged swords

There’s a good and a bad side to inflammation and to the drugs used to treat it.
When it first appears, it’s a sign that your body is responding to a problem and
trying to deal with it. It’s the way we fight off infections, for instance. But if an
area is still inflamed after the problem has been dealt with, that can get in the
way of healing. When this happens, using anti-inflammatory drugs in the short
term can improve healing — as long as the problem that triggered the
inflammation in the first place has gone. If it hasn’t, then taking anti-
inflammatory drugs for any length of time just allows you to ignore the
underlying causes. In the case of arthritis, this could be a food allergy, a lack of
omega-3 fats or a physical misalignment.

But anti-inflammatory drugs don’t just mask the problem, they are also
dangerous. They come in several forms but by far the most commonly used are a
type known as NSAIDs (nonsteroidal anti-inflammatory drugs), which include
aspirin and ibuprofen. Prescriptions for NSAIDs cost the UK’s National Health
Service about £250 million a year.

It may seem extraordinary, but this class of drug is responsible for more
deaths than any other. Of the 10,000 deaths in the UK every year from
prescribed drugs, anti-inflammatory drugs account for 2,600. In the US, the
figure is 16,500 deaths a year — more than from asthma, cervical cancer or
malignant melanoma.

The other, more heavyweight drugs are the corticosteroids such as
prednisone. They are based on the steroid cortisone (hence the phrase
‘nonsteroidal’ to distinguish the aspirin-type drugs) and can be very dangerous
over the long term. This is because they suppress the production of cortisol, the
body’s natural anti-inflammatory hormone, which is reserved for emergencies
and acts as an immediate painkiller following serious accidents.

The long-term use of painkillers is also associated with ‘chronic daily
headache’. Painkillers should never be taken more than one day in four, or seven
days a month. Despite this danger the average person takes in excess of 300
doses of these painkillers a year! That’s six a week.

Before we look at what happens in your body when pain occurs, and the



mechanism behind painkilling drugs and natural painkilling nutrients and herbs,
let’s gauge your pain level.

Unlike diabetes, which is principally measured by your blood-sugar level,
the main indicator of pain and inflammation is simply how you feel. The
effectiveness of treatments is rated by how much patients say their pain has gone
down. Different types of questionnaires are used for different kinds of pain. (For
example, the WOMAC check is used for hip and knee pain, while the Oswestry
test is used for back pain.) Check yourself out on the questionnaire below.

How’s your pain?

[ Do you have aching or painful joints?

[ ] Do you suffer from arthritis?

[ ] Do you have painful or aching muscles?

[ ] Do you suffer from muscle stiffness which limits your movement?
[ Do you wake up with physical pain?

[] Do you suffer from headaches?

[ 1f so, how often? On average once a week (score 1), twice a week (score 2)
or more (score 3)?

[] Does your level of pain make you feel tired?

[ ] Does it make you feel weak?

[] Does it limit your ability to move around?

[] Does it limit your ability to sit for more than 30 minutes?

[] How intense is your pain, without medication? No pain (score 0); mild (score
1); discomforting (score 2); distressing (score 3); horrible (score 4);
excruciating (score 5)

Score 1 point for each ‘yes’ answer (unless the question states otherwise). If you
answered yes to:

Less than 5: your level of pain may be reduced by following the advice in this
chapter. If not, we recommend you seek advice from a nutritional therapist or
nutritionally oriented doctor.

5 to 10: you have a moderate level of pain and should definitely explore each of
the options in this chapter as well as seeking advice from a nutritional therapist



or nutritionally oriented doctor.

More than 10: you have a high level of pain and we advise you to consult a
nutritional therapist or nutritionally oriented doctor.

INSIDE STORY: PAIN

The experience we call pain is triggered by certain chemicals called
‘inflammatory mediators’, which our bodies produce in response to some
sort of damage. There are many of these, including interleukin, cytokines
and leukotrienes. These in turn promote the accumulation of the substances
that cause swelling and redness. Eventually, if pain and inflammation
persist over the long term, body tissues will begin to break down. In the
case of arthritis, for example, the joint becomes increasingly hard and
stiffened — calcified — until you can’t use it at all.

If you have joint problems you may have had your erythrocyte
sedimentation rate (ESR) measured. A high ESR means your body is in a
state of inflammation, as does a high level of C-reactive protein (CRP).

The problem with anti-inflammatories

By now it will probably come as no surprise that the drug approach to dealing
with pain is to block one or more of the inflammatory chemicals. NSAIDS, for
instance, work by stopping the formation of prostaglandins, which in turn are
made from one of the omega-6 fats, arachidonic acid, which is abundant in meat
and milk. The human body needs some of this fat, but too much can be harmful.
Here’s why.

Arachidonic acid makes two inflammatory chemicals known as type 2
prostaglandins and leukotrienes. The NSAIDs go to work on an enzyme
involved in a crucial step in these chain reactions, which turns arachidonic acid
into a type of prostaglandin called PGE2, which in turn causes pain. The
enzyme’s name is ‘cyclooxygenase’ or COX, which comes in two varieties.
Blocking one or both of these COX enzymes is where all the action is, as far as
NSAID drugs are concerned.
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How your body’s chemistry makes pain

Why some NSAIDS cause heart problems

As we have seen in this book, blocking some element — such as an enzyme — that
is part of a network as complex as the body almost never has just one effect,
which is why drugs nearly always have damaging side effects. To see exactly
why NSAIDS can be so harmful we need to delve a bit further into their
biochemical pathways. The diagram below shows the effect of blocking each of
the COX enzymes — COX-1 and COX-2.

We’ve encountered the COX enzymes in Chapter 1. You could think of
COX-1 as the ‘good’ COX, because it helps to protect the gut and the kidneys
and promotes normal blood clotting, while COX-2 is the ‘bad’ one because it
leads to the painful prostaglandins. One of the first NSAIDs was aspirin, which



targets both of these enzymes. Thus it’s good for stopping pain and
inflammation, but its also likely to put patients at risk by causing gastrointestinal
bleeding when used over the long term, and also taxes the liver. Ibuprofen also

targets both enzymes.
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How COX-1 and COX-2 painkillers induce side effects

Because of the gastrointestinal problems, the thinking was that the ideal
NSAID would be one that blocked only COX-2 and left COX-1 alone. And the
launch of drugs such as Vioxx and Celebrex caused huge excitement because
that’s exactly what they did. But problems with these drugs also began emerging
a few years after they appeared on the scene.

As you can see from the diagram on page 237, the COX-1 pathway, besides
making mucus to protect the guts, also makes a fatlike substance called
thromboxane A2. This promotes the narrowing of blood vessels and makes
blood cells called platelets more ‘sticky’. The COX-2 pathway, on the other
hand, makes what might be thought of as the antidote — a substance called
prostacyclin which helps prevent platelets from clumping together and helps



dilate the blood vessels.

In a healthy system, the action of these two would be balanced. But by
powerfully inhibiting the COX-2 pathway (and so blocking prostacyclin in the
blood), the new generation of so-called ‘coxib’ drugs created a fresh problem,

doubling or in some cases quadrupling a person’s risk of a heart attack.2lL This
effect of coxibs also caused another problem, increasing the level of damage to

brain cells in the event of a stroke.22 As discussed on page 33 in Chapter 2, as
many as 140,000 Americans may have been damaged or killed by just one of
them — Vioxx.

These ‘new-generation’, ‘safer’ painkillers were principally designed for
patients who were at increased risk of gastrointestinal damage from NSAIDS.
However, according to a study by researchers at the University of Chicago, ‘63%
of the growth in COX-2 use occurred in patients with minimal risk of suffering

gastrointestinal bleeding with NSAIDS.’212 Robert Green is a case in point.

‘I’ve had two heart attacks in the last four months,” says 57-year-old
Robert Green who is now suing Merck. He had been taking Vioxx for
four years, during which time his blood pressure rose and he began to
have chest pains. ‘I have no history of heart problems in my family,’
he says. ‘No one warned me about any dangers of heart attacks. I’'m
not taking anything for my arthritis now and getting out of bed in the
morning can be murder.’

Since these drugs were no better at controlling pain, there was probably no
benefit to switching them at all. In fact, the decision to prescribe them, say the
Chicago team, had nothing to do with science or the evidence but was simply
driven by ‘heavy marketing and the tendency of physicians and patients to
equate newer with better’. Until the withdrawal of Vioxx in September 2004, the
COX-2 drugs had made up 25 per cent of all NSAID drugs prescribed in the UK,
but accounted for 50 per cent of the costs.214 These were highly profitable drugs.

However, it isn’t just coxib drugs you need be concerned about. As a study

published in 2005 shows, other NSAIDs, including ibuprofen, can also raise the

risk of heart attacks, although not by as much as Vioxx.212

Back to aspirin?
Given the dangers of COX-2 inhibitor painkillers, should we be switching back
to aspirin, which also blocks COX-1? Unfortunately, it looks like a case of out of



the frying pan back into the fire. Out of every 1,000 people aged 55 to 59 who
take a low-dose daily aspirin, about two will be prevented from getting a heart
attack. But that comes at a high price.

SIDE EFFECTS The effect of preventing heart attacks is about evenly
weighted with the risk of having serious gastrointestinal problems — two in 1,000

will suffer a major gastrointestinal bleed at age 60.2%

Many other NSAIDs also cause gastrointestinal symptoms, including
ulcers, which kill several thousand people in the UK every year.2Z (In the UK,
there are 25 million annual NSAID prescriptions, 12,000 hospital admissions
and 2,600 related deaths.) One small study published in 2005, using new
scanning technology, has recently found that NSAIDS may damage more than

the stomach. Seventy per cent of patients who had been on NSAIDS for just

three months had visible damage to their small intestine.218

One other rarely mentioned side effect of aspirin and some other NSAIDs is
that they can actually make the damage caused by arthritis worse. They stop the
production of the collagen and other materials in the matrix that, with minerals
and water, makes up the substance of bone; and in the process they speed up the

destruction of cartilage in joints.22 They can also worsen the key problem
arthritis sufferers are wrestling with in another way: aspirin lowers blood levels
of vitamin C, which is vital for the formation of collagen.

So in the short term, the use of aspirin may relieve symptoms, but in the
long term it is more likely to cause further problems. When you do come off
NSAIDS you should do it slowly; stopping abruptly often makes symptoms flare

up.



Paracetamol and the liver

Paracetamol (called acetaminophen in the US), although classified as an NSAID,
works in a different way from the others. There is little evidence that it
suppresses the COX enzyme, or that its analgesic effect comes from reducing
inflammation and swelling. Instead, as a study from 2000 shows, it seems to

mainly reduce pain by boosting chemicals called opioids in the brain, making

you less sensitive to the pain.22

An Australian study from 2004 showed that 66 per cent of patients found

that paracetamol was better than ibuprofen, aspirin or the newer and much more

expensive COX-2 inhibitors,22L although most studies on arthritic patients has

shown the opposite — that it is less effective than other NSAIDs.222-223

SIDE EFFECTS The problem with paracetamol is that it is notoriously toxic to
the liver, an effect that lands thousands of people in the UK in hospital each
year, Kkills several hundred and is a major cause of the need for liver

transplants.?24 According to Professor Sir David Carter of Edinburgh University,

one in ten liver transplants is due to damage caused by paracetamol overdose.222

The cortisone dilemma

All of this brings us back to the original ‘miracle’ painkiller — cortisone and the
subsequent steroid-based drugs such as prednisone, prednisolone and
betamethasone. Cortisone is a derivative of a hormone produced naturally by the
body in the adrenal cortex, which sits on top of each kidney.

Steroid-based drugs were the most commonly prescribed for arthritic
conditions back in the 1980s. Since the discovery of cortisone more than 40
years ago, 101 uses have been found for it, including the relief of pain and the
treatment of arthritis.

Back in 1948 Philip S. Hench, who later won a Nobel prize, reported
miraculous results using cortisone on arthritis suffers disabled by the condition.
But the hope that it was a cure for arthritis didn’t last long. In one early case, a
ten-year-old girl -who had made an amazing recovery from severe arthritis when
given cortisone — quickly developed diabetes. When the cortisone was stopped,
the diabetes melted away — and the arthritis returned with a vengeance. Even so,
29 million prescriptions for cortisone are written for arthritis each year in the
US.

It’s still not completely understood exactly how cortisone works. It’s
known that it brings down inflammation by stopping production of the



inflammatory compound histamine. It also suppresses the immune system,
which could be good if your immune system is destroying healthy cells as in an
auto-immune disease like rheumatoid arthritis. And, in addition, it blocks COX-
2, which seems to be the main way it relieves pain.

SIDE EFFECTS The trouble is that once you start taking cortisone, the adrenal
glands stop producing it. Given in small amounts, cortisone seems manageable;
but in large amounts, particularly over long periods of time, it causes disastrous
and even deadly side effects.

‘The sad truth is that, like aspirin, cortisone does not cure anything. It
merely suppresses the symptoms of the disease,’ says Dr Barnett Zumoff of Beth
Israel Medical Center in New York City, and formerly of the Steroid Research
Laboratory at New York’s Montefiore Hospital. Withdrawal from high doses of
cortisone must be very gradual to allow the adrenal glands to start producing
their own cortisone again. Even so, a full recovery is often not possible, leaving
previous cortisone users unable to produce enough to respond to stressful
situations such as an accident or operation. Severe adrenal insufficiency can be
fatal. Congestive heart failure can also result from long-term use.

Some of the other consequences of taking this drug over a long period of
time may not be fatal, but they can certainly be extremely unpleasant. They
include obesity, a rounded ‘moon’ face, a higher susceptibility to infection, slow
wound healing and muscle wasting. ‘Using it,” says Dr Zumoff, ‘is like trying to
repair a computer with a monkey wrench.” While cortisone has undoubtedly
saved many lives, it is unlikely to cure arthritis if taken over months or years,

and may even speed up the disease because it can weaken cartilage and remove

minerals from bone.226

Painkillers — do the benefits outweigh the risks?

From any rational perspective, it’s clear that none of the anti-inflammatories
we’ve described is safe for handling joint pain in the long term. But does their
effectiveness outweigh the risks?

A review of 23 trials, including one involving 10,845 patients with arthritic
knee pain, published in a 2004 issue of the British Medical Journal concludes:
‘NSAIDs can reduce short term pain in osteoarthritis of the knee slightly better
than placebo, but the current analysis does not support long term use of NSAIDs
for this condition. As serious adverse effects are associated with oral NSAIDs,

only limited use can be recommended.’2%Z What’s particularly significant about



this review is that the only trial that looked at the long-term effects of NSAIDs
versus placebo on pain showed ‘no significant effect of NSAIDs compared with
placebo at one to four years’.

If you have been on painkillers for some time, all this is worrying, and you
might wonder why you weren’t told either about the risks or about the
alternatives. The answer is that for a long time the truth about the dangers of the
COX-2 drugs like Vioxx was deliberately kept from both you and your doctor,
and that — as we’ve seen — doctors get little or no training in nutritional
medicine.

The lengths to which drug companies will go to keep the problems with
drugs concealed has been covered in Part 1, but let’s just look a little closer at
the Vioxx case to see the extent of the problem. A Wall Street Journal

investigation in 2004228 claimed that an internal document about how to deal
with tough questions on Vioxx, which was intended for use by the sales teams
that visit doctors, was labelled ‘Dodge Ball Vioxx’. In other words, do
everything to avoid the question.

The investigation also revealed how the manufacturer of Vioxx, Merck,
targeted independent academics who questioned the drug’s safety. A Spanish
pharmacologist was sued in an unsuccessful attempt to force a correction of a
critical article, while a Stanford University researcher was warned that he would
‘flame out’ and there would be consequences for himself and the university
unless he stopped giving ‘anti-Merck’ lectures.

Yet more details about the way the company suppressed data showing a
link between Vioxx and heart attacks emerged in an article published in 2005 in

the New England Journal of Medicine.?22 In 2000, this journal had published a
key trial in favour of Vioxx (nicknamed VIGOR, for Vioxx gastrointestinal
outcomes research), which found that the drug caused fewer gastrointestinal
problems than an older NSAID. However, when the editor of the journal had
been required to testify in one of the ongoing court cases involving Vioxx, he
examined the original manuscript reporting the VIGOR trial and discovered ‘that
relevant data on cardiovascular outcomes had been deleted from the VIGOR

manuscript prior to its submission to the journal and that the authors had

withheld data on other relevant cardiovascular outcomes’.23%

So taking painkillers looks a risky business, long-term. If you over-block
COX-1 you get intestinal bleeding and kidney problems; if you over-block
COX-2 you increase your risk of having a heart attack. Among the most
dangerous are aspirin, diclofenac (such as Volterol), ibuprofen (such as
Nurofen), ketoprofen and naproxen (such as Naprosyn and Napratec,



respectively), and the coxib drugs rofecoxib (Vioxx) and celexib (Celebrex).
Paracetamol (or acetaminophen) overdose accounts for over half of the cases of
liver failure and death. In some combinations (such as taking aspirin with

ibuprofen), these drugs can become even more dangerous.22l Using them long
term when there are other, safer, nutrition-based options seems perverse.

Natural alternatives

Antioxidants, omega-3 essential fats and herbs and spices are important
ingredients of a healthy diet. What’s less well known is that, judiciously chosen,
they’re also effective at treating joint pain. This may sound beyond the pale.
After all if they were, the experts would be recommending them — right? But as
we’ve seen abundantly now, there are strong commercial reasons why
scepticism about this approach remains widespread. And you have to remember
that scepticism is quite different from a lack of evidence.

Joint effort — glucosamine

Take one of the best-known non-drug treatments for joint pain, glucosamine.
This amino sugar (a molecule combining an amino acid with a simple sugar) is
naturally occurring and found in almost all the tissues of your body. It is used to
make N-acetylglucosamine which, in turn, is one of the building blocks for the
making of cartilage. Daily wear and tear on our joints means that the connective
tissue that surrounds them — cartilage, tendons, and ligaments — needs to be
constantly renewed, and for that you need a constant supply of glucosamine.
When this rebuilding process slows down, the result is degenerative joint
diseases such as arthritis.

Although the body can make glucosamine, if you’ve got damaged joints
you are unlikely to make enough unless you are in the habit of munching on sea
shells, which is the richest dietary source. Taking a substantial quantity of
glucosamine as a nutritional supplement has been shown to slow down or even
reverse this degenerative process. There are about 440,000 joint replacements
every year in the US, and many could be avoided with the right nutrition. But
how does glucosamine do the job?

Cartilage protection

Glucosamine appears to be particularly effective in protecting and strengthening
the cartilage around your knees, hips, spine and hands. And while it can do little



to actually restore cartilage that has completely worn away, it helps to prevent
further joint damage and appears to slow the development of mild to moderate
osteoarthritis. As we’ve seen, traditional NSAIDs prescribed for arthritis actually
impair your body’s cartilage-building capacity.

In a 2001 study published in The Lancet, Belgian investigators reported that

glucosamine actually slowed the progression of osteoarthritis of the knee.232

Over the course of three years, they measured spaces between the patients’ joints
and tracked their symptoms. Those on glucosamine showed no further narrowing
of joints in the knee, which is an indicator of thinning cartilage. Put another way,
glucosamine appeared to protect the shock-absorbing cartilage that cushions the
bones. In contrast, the condition of the patients taking the placebo steadily
worsened.

In a Chinese study of individuals with osteoarthritis of the knee published
in 2005, investigators found that participants taking 1,500mg of glucosamine
sulphate daily experienced a similar reduction in symptoms as those given

1,200mg daily of ibuprofen. However, the glucosamine group tolerated their

medication much better.233



Speedier healing

Because glucosamine helps to reinforce the cartilage around your joints, it may
hasten the healing of acute joint injuries such as sprained ankles or fingers, and
of muscle injuries such as strains. In strengthening joints, glucosamine also helps
to prevent future injury.

Back-pain control

Glucosamine strengthens the tissues supporting the spinal discs that line the
back. It may therefore improve back pain resulting from either muscle strain or
arthritis, and speed the healing of strained back muscles. Glucosamine seems to
have similar effects on pain in the upper spine and neck.



Healthier ageing

As your body ages, the cartilage supporting and cushioning all of your joints
tends to wear down. By protecting and strengthening your cartilage, glucosamine
may help to postpone this process and reduce the risk of osteoarthritis.



Other benefits

In addition, most studies indicate that arthritis sufferers can move more freely
after taking glucosamine. Others report increased overall mobility. And several
studies suggest that glucosamine may be as effective as NSAIDs in easing
arthritic pain and inflammation. In four high-quality 2005 studies that gave
glucosamine sulphate versus NSAIDs, the glucosamine worked better in two,

and was equivalent to the NSAIDs in the other two.224 However, it was as well
tolerated as the placebo, without the stomach-irritating side effects associated
with NSAIDs.

There is some evidence that taking glucosamine in combination with
chondroitin, a protein that gives cartilage its elasticity, may be even more
effective. In a study funded by the US National Institutes of Health and
published in 2005, researchers gave a group of 1,500 osteoarthritis patients a
daily dose of either 1,500mg of glucosamine hydrochloride, 1,200mg of
chondroitin sulphate, a combination of both supplements, 200mg of the
prescription painkiller celeCoxib (Celebrex) or a placebo. Six months later, the
researchers found that both celeCoxib and the glucosamine-chondroitin
combination significantly reduced knee pain in those with moderate to severe
pain, compared to placebo, better than either glucosamine or chondroitin on its

own.232
This study, however, was widely reported as disproving the power of
glucosamine because overall the supplements didn’t reduce pain significantly

more than the drug — except in those with higher levels of pain.23® The abstract
(the summary at the beginning) and press release failed to point out this last,
extremely important positive result.

The trouble with chondroitin is that not all supplements are of the same
quality, and hence not similarly utilised by your body. And although there is

evidence that chondroitin works, the research does not show that it works better

than glucosamine.222238 Most of the research has been done using glucosamine

sulphate, but the most absorbable form is glucosamine hydrochloride.

The bone builder — sulphur
If you think of building bone as similar to building a house, glucosamine
supplies the body’s two-by-fours. These are essential for the framework, but you
also need nails — and that’s where sulphur comes in.

Although not often discussed in a health context, sulphur is involved in a
multitude of key body functions, including pain control, inflammation,



detoxification and tissue building. Extraordinary results are starting to be
reported for pain relief and relief from arthritis in people taking daily
supplements supplying 1 to 3g of one of the most effective sources of sulphur,

methylsulfonylmethane (MSM).222 A combination of both glucosamine and
MSM is particularly effective.

One trial from 2004, which gave a combination of glucosamine and MSM
to its participants, found this combination to be significantly more effective than

glucosamine alone.?4® An unpublished double-blind study from 2003 giving
750mg to half a group of arthritis patients and a placebo to the other showed an

80 per cent improvement after six weeks in the first group compared to a 20 per

cent improvement in the placebo group.?4.

One possible reason for this remarkable effectiveness is that sulphur
deficiency is far more common than realised. A study at the University of
California, Los Angeles, School of Medicine found that on 2,250mg of MSM a
day, patients with arthritis had an 80 per cent improvement in pain within six
weeks, compared with a 20 per cent improvement in arthritis patients who had

taken placebos.?*2 Foods particularly rich in sulphur include eggs, onions and
garlic, but it is also found in all protein foods.

If you have arthritis or joint pain we recommend that you supplement 1,500
to 4,000mg of glucosamine sulphate a day, or glucosamine hydrochloride,
together with 1,000 to 2,000mg of MSM. The lower end of the range is enough
if you’re looking to build joints and prevent their degeneration, while the higher
end of the range is for those who have aching joints or a history of joint
problems or arthritis, and are looking to maximise recovery.

A DOZEN ANTI-INFLAMMATORY FOODS



e Berries



e Flax seeds

e Omega-3-rich eggs



e Garlic



e Herring or kippers



e QOlives



e Red onions



e Mackerel



e Pumpkin seeds



e Salmon



e Sardines



e Turmeric

Omega-3s — fats that fight inflammation

It’s a popular misconception that fish oils lubricate your joints. What they
actually do is reduce pain and inflammation. This happens because they are
converted in the body to anti-inflammatory prostaglandins known as PG3s.
These counteract the inflammatory PG2s that NSAID drugs are used to suppress.

It is a story that comes up again and again when comparing drugs and
nutritional medicine. All over the body there are chemical accelerators and
brakes. We’ve already seen that COX-1 is involved in producing blood-
thickening thromboxane, while COX-2 is part of the pathway that makes the
prostacyclin that can reverse that. And the same thing goes on with the chemical
chain that produces inflammatory PG3 and anti-inflammatory PG2. But while
drugs inevitably create problems when they block part of our system, the food
and herbs that we eat don’t do that. Otherwise we’d have dismissed them as a
poison centuries or millennia ago, and they would never have become part of the
human diet.

Good research now shows conclusively that fish oil supplementation can
reduce the inflammation of arthritis. A 2002 study giving cod liver oil to
osteoarthritis patients scheduled for knee replacement surgery is a case in point.
Half the 31 patients were given two daily capsules of 1,000mg high-strength cod
liver oil, rich in the omega-3 fats DHA and EPA, and the other half were given
placebo oil capsules for ten to 12 weeks. Some 86 per cent of patients with
arthritis who took the cod liver oil capsules had no or markedly reduced levels of
enzymes that cause cartilage damage, as opposed to 26 per cent of those given a

placebo.243 Results also showed a reduction in the inflammatory markers that
cause joint pain among those who took the cod liver oil. An effective amount is
the equivalent of 1,000mg of combined EPA and DHA a day, which means two
to three of most fish oil capsules.

Talking of fats, there’s a special blend of fatty acids called Celadrin that has

proven highly effective, both as a cream and in capsules for reducing arthritic

pain, in recent double-blind trials.2#4242 Ljke so many natural remedies it seems

to work on many different fronts, but certainly helps damaged cells in inflamed
joints to heal more quickly.



Four herbs that kill pain



Turmeric

This bright yellow spice, an ingredient in many curry powders, contains the
active compound curcumin which has a vari