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A growing number of primary care doctors 
are discovering that onsite exercise centers 
are a good “fit” for their patients’ physical 
health, and for their own fiscal health.

Thanks to a sophisticated, turnkey model 
called Integrative Health Network (iH3), 
many more doctors will soon be able to 
bring exercise centers into their practices. 
The iH3 model builds bridges between clini-
cians, patients, and fitness coaches, and 
makes safe medically-guided exercise acces-
sible to people who might never set a sneak-
ered foot in a commercial fitness club.

The iH3 concept was developed by Dan 
Lynch, founder and CEO of VisionBridge 
(www.thevisionbridge.com), a medical fitness 
company drawing on over 30 years’ experi-
ence implementing fitness centers in hospitals 
and clinics.

A key feature of iH3 is that it puts creden-
tialed fitness coaches in the role of physician 
extenders. Not only do coaches assist patients 
with exercise, they can also monitor adher-
ence with medical therapies, teach stress 
management, give nutrition guidance, gather 
vital signs like blood pressure, body mass 
index, finger stick glucose and lipid measure-
ments. In short, they can do a lot of the 
ancillary, relationship-building that, sadly, 
has been squeezed out of primary care.

The coaches are health educators, exercise 
physiologists and clinical nutritionists, who 
receive special training in how to interface 

with physicians and other medical profes-
sionals. “Fitness instructors can see so 
many more patients per day than can a 
doctor,” said Mr. Lynch, noting that some 
centers he’s built serve more than 1,000 
clients per day.

Smart Machines, Safer Workouts
The other cornerstone of the iH3 model is a 
radiofrequency identification (RFID) system 
that enables doctors to encode specific exer-
cise programs onto each patient’s “Smart 
Key.” The patient then uses the key to pro-
gram state of the art exercise machines 
made by a company called TechnoGym 
(www.technogym.com). The data on the 
key sets the machines for the right number 
of reps, tensions, weights, calorie burn tar-
gets, speeds and run times.

The system also records a host of patient 
vital signs and biometrics as they work out, 
and these are fed back to the doctors. One 
can quickly amass a large volume of data to 
track each patient’s progress, and guide 
further therapy.

“The goal is really to help patients 
practice good health habits, which include 
exercise, smoking cessation, careful man-
agement of pharmacotherapy, good nutri-
tion. We also want to track improvement. 
With this technology, we can connect directly 
to the patient’s electronic medical record 
and/or provide paper reports. It all feeds 
back to the doctor,” Mr. Lynch told Holistic 
Primary Care.

Phoenix ,  AZ • Just a few years 
ago, Kathryn Simpson was bed-ridden, in 
constant pain, and unable to manage even 
basic daily tasks. Multiple sclerosis had all but 
claimed the life of this once vibrant biotech 
executive.

Today, at 54 years old, she’s completely 
symptom free, highly active, and dedicating 
her considerable energies to helping others 
with MS, especially women.

What enabled her to bounce back from a 
disease most physicians deemed untreat-
able? Comprehensive hormone balancing 
therapies aimed at re-calibrating the endo-
crine system, normalizing glucose/insulin 
metabolism, and reducing inflammation. 
Speaking at the annual meeting of the Amer-
ican Association of Naturopathic Physicians, 
Ms. Simpson told her story and outlined the 
hormone-based strategies she discovered 
through her own diligent research.

“This is not a cure. It’s a set of treatments 
that can resolve symptoms,” explained Ms. 
Simpson. “If I stop treatment the symptoms 
come roaring back. So this is not a definitive 
therapy. But it is very effective for reducing 
symptoms.” It is also a testament to what a 
motivated, science-minded patient can do 
for herself when conventional medicine has 
little to offer.

Fairway introduced the policy last Spring, 
in California, with a broader roll-out con-
tinuing throughout 2009. It is currently 
available in 18 states (AZ, CO, FL, GA, ID, IL, 
IA, KS, MD, NE, NM, NY, NC, OH, SC, WA, 
NE and MT), with introductions into further 
states planned later this year. Roughly 1,000 
physicians have bought in so far.

The new plan is the fruit of several years’ 
work between Fairway, a team of holistic 
physicians, and lawyers with expertise on 
medicolegal issues in holistic/integrative 
care.

“We got input from all the various asso-
ciations in the holistic and integrative 
fields,” said Peter Muran, MD, founder/
director of the Longevity Healthcare Center, 
an integrative clinic in San Luis Obispo, CA. 
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Exercise Centers are a Good 
“Fit” For Primary Care Clinics
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Hormone Therapies 
Improve Symptoms and 
Delay Progression of MS

Fairway Insurance, a small California insur-
ance company has launched a first-of-its-
kind malpractice policy specifically designed 
for holistic/integrative physicians.

The new policy was developed in col-
laboration with the American College for 
the Advancement of Medicine (ACAM), 
with input from other holistic organiza-
tions. It is designed to meet a longstanding 
need for a full-scope malpractice policy that 
also covers intravenous vitamin infusions, 
chelation, prolotherapy, and a host of holis-
tic/natural treatments typically excluded 
from conventional malpractice insurance.

Practice Development

Fairway Introduces Holistic 
Malpractice Insurance

By Erik L. Goldman
Editor  in Chief

By August West
Contr ibut ing Writer
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By putting health coaches in the role of physician extenders and utilizing sophisticated 
information technology to guide and monitor workouts, VisionBridge has created a turnkey 
medical fitness model that makes safe exercise accessible to people with medical conditions 
while creating new revenue streams for primary care.  Photo courtesy VisionBridge.
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Hormone Therapies
cont’d from page 1

TO THE EDITOR

Readers Weigh in on Oximation
In the article, “Hypothyroidism, Candida & 
“Oximation: Toward a New Model of 
Chronic Disease” (Winter 2008), Dr. Roby 
Mitchell states that, “Vitamin D2, for 
instance, is a component of the yeast cell 
wall. As yeast proliferates, it may cause defi-
ciencies of the ‘vitamone’ D3, for which D2 
is a precursor.”

I spoke to Dr. John Cannell of the Vitamin 
D Council, who informed me that D2 is not 
a precursor for D3.

Thank you for your attention.

Sincerely,
Nina A. Tomei, MD
North Shore Medical Group
Huntington, NY

It was a pleasant surprise to see Roby Mitch-
ell’s article in the Winter 2008 issue. The 
instructors at the American College for 
Advancement in Medicine (ACAM) and the 
International College for Integrative Medi-
cine (ICIM) had always emphasized the 
importance of low and borderline thyroid, 
and cautioned that the machines for thyroid 
values were nearly always inaccurate, and 
often give out false negatives.

Many of them advised that we adhere to 
Broda Barnes’ basal temperature test, and the 
test utilizing a “silver dollar” size spot of 
iodine tincture (applied to the patient’s skin). 
While I did these tests and corresponding 
treatments for many years, my patients did 
not always make good progress against the 
yeast until we had a Candida albicans antibody 
test; this was the IGG M005 set on a graduated 
scale by Laboratory Corporation of America.

Behind most human diseases is inflamma-
tion, and years ago our professors at ACAM 
and ICIM urged the use of relatively new 
testing: C-reactive protein, and if called for, 
homocysteine (coronary inflammation) test.

Many of my friends, who had chelation-
nutrition practices like mine, treated inflam-
mation via diet (Dr. William Crook), short 
term systemic, and very long-term non-
systemic statins, along with a long list of 
anti-yeast treatments. One particularly good 
therapy was C4, or chlorine dioxide, 
designed by Prof. Robert Bradford, notable 
for his interpretation of peripheral blood 
smears by his special microscope and tech-
niques. Combined with natural thyroid 
hormones, C4 gave a synergistic effect on 
inflammation. This gave a positive outcome 
in upwards of 95% of these patients.

All of us in integrative medicine have 
long sought a name for what we were doing, 
and Dr. Mitchell has given us the mecha-
nism: Oximation. For that, we all owe him 
a debt of gratitude.

Art LaBruce, MD
Southeastern Integrative Medicine
Summerville, SC

ERRATUM
In our Winter 2008 edition, we incorrectly 
reported that Dr. Rebecca Asmar was the 
owner of Natural Choices Health Clinic in 
Portland, OR. Natural Choices is owned by 
Judy Neall, ND. Dr. Asmar is owner of the 
Bambu Clinic, also in Portland. We humbly 
apologize for the error.

If it strikes you as far-fetched that MS—the 
quintessential neurodegenerative disease—
is related to hormone dysregulation, con-
sider the epidemiology. MS has a 4-fold 
higher prevalence among women versus 
men. The mean age of onset in women is 
around 32 years, just at the time that thy-
roid and sex hormones begin to decline. 
Further, symptoms tend to abate during 
pregnancy, when there’s a big hormone 
surge, and then rebound post-partum.

Symptoms also stabilize and progress very 
slowly from the mid 30s, to the early 50s, at 
which point there’s an accelerated progression 
right around menopause. “The disease moves 
to the ‘secondary progressive’ phase in the 
same general time frame as hormone levels 
decline,” said Ms. Simpson. Roughly 50% of 
all cases become progressive within 10 to 15 
years of diagnosis, with an additional 40% 
progressing within 25 years of onset.

Further, many MS symptoms are also 
symptoms of hormone deficiency: numb-
ness and tingling; chronic fatigue; bladder/
bowel problems; balance loss; decreased 
coordination; vision abnormalities; cogni-
tive impairment; sleep problems; reflux; 
emotional problems; mood swings; depres-
sion; sexual dysfunction; muscle stiffness; 
cramps; and neuralgia. “All of this points to 
a hormonal connection,” she suggested.

Various Doctors, Various 
Diagnoses
Ms. Simpson’s personal saga began in her 
early 30s, with debilitating hand numb-
ness. Various physicians came up with vari-
ous diagnoses: carpal tunnel syndrome; 
degenerative arthritis; “the effects of 
aging.”

After the birth of her second child she 
developed severe low back pain, disrup-
tions of balance, and difficulty walking. 
The neuromuscular problems were accom-
panied by stomach cramps and visual dis-
turbances, which were seldom considered 
by the specialists, none of whom could 
provide effective therapies.

The crisis came in her early 40s, when 
the right side of her face grew numb, and 
she nearly choked on a piece of steak. At 
this point, a neurologist told Ms. Simpson 
she had MS. The diagnosis was confirmed 
by MRI, which showed multiple brain and 
spinal cord lesions.

Ms. Simpson began thinking holisti-
cally. “My father had just died from pro-
gressive supranuclear palsy, another slow 
neurological disease. So I started thinking 
about family history and environmental 
toxins.” Heavy metal testing showed very 
high mercury and cadmium, which Ms. 
Simpson attributes to having grown up in 
Manila, where heavy metal exposure is 
widespread. Chelation and replacement of 
amalgam fillings helped a bit, but not 
significantly.

Thinking Holistically
Applying a scientific acumen she’d honed in 
the biotech world, she studied everything 
she could find about the epidemiology and 
pathogenesis of MS. That’s when the hor-
mone connection jump out at her.

“I decided to get my hormones tested.” 
Initially, her primary care doctor thought 
the idea was crazy, but given what little con-
ventional medicine has to offer for MS, he 
was open-minded enough to take a look.

“It turned out I had very, very low estro-
gen, progesterone, testosterone, and thyroid 
hormones.” Many other aspects of her 
endocrine profile were out of balance. In 
researching her family history, she found 
out that her mother had been taking thy-
roid hormone since she was in her mid-40s; 
her grandmother and sister were all hypo-
thyroid, too.

A trial of estrogen and thyroid hormone 
replacement led to “a huge symptom 
improvement,” and this opened a pathway 
to recovery, one she’s followed ever since. In 
the interest of helping others with MS, Ms. 
Simpson published her story, and her thera-
peutic protocols in, The MS Solution: How I 
Solved the Puzzle of My Multiple Sclerosis (Los 
Olivos Publishing, 2008).

Inflammation & Demyelination
How do hormones affect nerve function? 
Why does hormone replacement attenuate 
MS? The answers aren’t entirely clear, but 
Ms. Simpson stressed that, “The neurologi-
cal system does not exist independent of the 
rest of the body.”

Histologically, MS is defined by gradual 
myelin degeneration, leading to scar tissue 
and plaque formation. This ultimately 
impairs nerve impulse propagation. Myelin 
deterioration is driven in part by genetic 
and environmental factors, but the process 
is fueled by inflammation. She hypothe-
sized that the decline of thyroid and sex 
hormones with age predisposes people to 

chronic, systemic inflammation, which 
speeds demyelination. “Inflammation begets 
inflammation.”

Widespread inflammation is fostered by 
high glycemic diets, excess insulin produc-
tion, abdominal adiposity, high arachidonic 
acid levels, and elevated cortisol, all of which 
are common among women with MS.

Ms. Simpson described four core goals of 
MS management: normalization of insulin 
and glucose metabolism; normalization of 
cortisol levels, elimination of infections; and 
restoration of optimal hormone levels. There 
are many different therapeutic tools that can 
be brought into play in a given case, but hor-
mone modulation is key, she said.

Estrogen & Testosterone
With estrogen, “it’s very important for 
women to have enough and for men to not 
have too much,” she said. Several studies of 
estriol in women with MS showed marked 
resolution of symptoms as the hormone 
increases (Zych-Twardowska E, Wajgt A. 
Med Sci Monitor. 2001; 7(5): 1005–12. Soldan 
SS, et al. J Immunol. 2003; 171(11): 6267–
6274. Sicotte NL, et al. Ann Neurol. 2002; 
52(4): 421–428). Animal studies show exog-
enous estriol can even reverse CNS lesions 
analogous to those in humans with MS 
(Polanczyk M. American Journal of Pathology. 
2003; 63: 1599–1605).

Men with MS typically have very high 
estrogen levels, often greater than 30 ng/
ml, and very low testosterone, a very pro-
inflammatory situation. Chronic estrogen 
elevation in men increases sex hormone 
binding globulin, which binds testoster-
one, creating a vicious cycle of hormonal 
imbalance.

Elevated estrogen “tricks” the hypothal-
amus, which stops telling the pituitary to 
stimulate testosterone production. Estrogen 
also attaches to testosterone receptors, 
effectively blocking testosterone’s action.

continues on next page



Spring 2009 3Chronic Disease

Hormone Therapies
cont’d from page 2

Immune System Balance

Since cytokines are involved in the function of the immune system, the binding 
to cytokines and the removal of cytokines by the activated α-2- macroglobulin 
proteins can help support a balanced and properly functioning immune system.†

Be certain you receive 
the authentic formula.

Manufactured for: MUCOS 
Pharma GmbH, made in Berlin, 
Germany. Distributed by: Douglas 
Laboratories®, Pittsburgh, USA.

The Authentic Wobenzym® N formula is proudly presented to you by Mucos, LLC. By providing 

“Systemic Enzyme Support,” Wobenzym® N assists the body’s immune, regulatory and communication systems. 

Counterfeit products have previously been marketed in the U.S., but now you can purchase the authentic 

formula—manufactured in Berlin, Germany—directly from the exclusive distributor of Wobenzym® N in the U.S., 

Douglas Laboratories. Wobenzym® N is the leading natural solution in systemic enzymes. Enzymes support healthy 

blood flow, as well as immune, joint, muscle and tendon health.† The ingredients are backed by decades of clinical 

research with a positive history of use by over 100 million people worldwide. The all natural active ingredients are 

safe and effective with a consumer loyalty of over 80 percent.

Call us today at 1-888-DOUGLAB (1-888-368-4522) or 1-800-245-4440.
600 Boyce Road • Pittsburgh, PA 15205, U.S.A.

Available to healthcare professionals exclusively through Douglas Laboratories®

† These statements have not been evaluated by the Food and Drug Administration. This product is not intended to diagnose, treat, cure, or prevent any disease.

www.douglaslabs.com

www.wobenzym-usa.com

Wisdom
Wobenzym®

of

    Systemic Enzyme Support
for balanced immune function.

The

B
le

ed
: n

o
n

e 
Tr

im
: 7

.3
75

” 
x 

9.
87

5”
 

 
K

rö
m

e 
M

ed
ia

 C
od

e:
 D

L_
W

ob
en

_D
r_

HP
C_

W
in

te
r_

v1
  

 
Pu

b
: H

o
lis

ti
c 

Pr
im

ar
y 

C
ar

e 
- J

r. 
St

an
d

ar
d 

Pa
g

e 

1436 DL Woben_Dr_HPC_Winter_v1.indd   1 10/21/08   4:42:25 PM

Low testosterone is also common among 
MS women, and it correlates with more 
inflammation and increased CNS lesions 
(Tomassini V. J Neurol, Neurosurg & Psych. 
2005; 76: 272–275). Overly high levels of 
testosterone can also be problematic. “You 
don’t want too much or too little,” said Ms. 
Simpson.

One of the challenges is that the “nor-
mal” range in standard lab assays is very 
wide, typically from 230–1,200 ng/ml. “A 
level of 260 is read as ‘normal’ though it’s 
not enough testosterone to keep a bird 
going,” Ms. Simpson said. “Don’t just look 
at total testosterone, look at free T levels. 
That’s how you get a sense of the androgenic 
effect. Dihydrotestosterone is the active 
metabolite. You need to look at that.”

Progesterone Is Protective
In both women and men, progesterone is 
neuroprotective. There’s a wealth of recent 
data to suggest it preserves and restores 
myelin integrity, and may actually regener-
ate nerves even after lesions have developed, 
by promoting myelin formation and increas-
ing neuronal survival (Schumacher M, et al. 
Endocrine Reviews. 2007; 28(4): 387–439. 
Ghoumari AM, et al. J Neurochem. 2003; 86: 
848–859).

Ms. Simpson said MS in women tends to 
break out when ovulation slows down, in 
part because loss of ovulation means loss of 
the progesterone-rich luteal phase. Men 
have lower baseline progesterone levels, but 
still need this hormone. “I encourage you to 
measure progesterone in both men and 
women with MS.”

Thyro-centrcity
Many MS patients are hypothyroid, and 
the “soft” symptoms accompanying MS 
such as visual abnormalities and bladder 
dysfunction are also common in non-MS 
hypothyroid patients. It is interesting that 
MRI studies have shown more brain lesions 
in hypothyroid versus euthyroid MS 
patients.

“I’m very thyrocentric,” said Ms. Simp-
son, pointing to a study showing that mean 
T3 levels were markedly lower in MS patients 
versus matched non-MS individuals. Inter-
estingly, thyroid disorders are roughly three 
times more common in women versus men 
with MS (Zych-Twardowska E, Wajgt A. Med 
Sci Monitor. 2001; 7(5): 1005–1012).

Hypothyroidism slows liver function, 
which in turn slows clearance of estrogen 
and estrogen levels build up. That may not 
be a problem for MS women, but it can be 
detrimental to MS men.

Good thyroid function is essential for 
neural health. Many common complaints 
like “sciatica” and low back pain are strongly 
associated with low thyroid, and usually 
improve with thyroid therapy. If a patient 
does not respond to T3, check reverse T3; if 
that is high, it can block responsiveness to 
the exogenous T3.

“If the problem is ‘upstream’ in the 
sense that it is between the pituitary and 
the thyroid, it won’t show up as a T4 or 
TSH abnormality,” Ms. Simpson explained. 
“You really need to look at levels of free T3, 
the active metabolite. Low T3 is very com-
mon among MS women.”

Ridged nails and loss of eyebrows are 
common and very suggestive signs of 
functional hypothyroidism. “These people 
will show nice normal T4 and TSH levels, 
but if you look at free T3, it will be very, 
very low.”

Thyroid dysfunction can be caused by 
many of the same things that cause pitu-
itary-hypothalamic dysfunction, including 

chronic stress, toxin exposures and physi-
cal trauma. “My symptoms started within 
a year of a severe whiplash injury,” Ms. 
Simpson said.

Hypothyroidism often precedes adrenal 
fatigue and vice versa, because the endo-
crine glands are interrelated. “If you are try-
ing thyroid treatment and you get either no 
response or a hyper-response, it is usually 
due to adrenal dysfunction. The exogenous 
thyroid hormone is trying to increase 
metabolism, which puts pressure on the 
adrenals. But if the adrenals are burnt out, 
they cannot step up properly.” In this situa-
tion, it is very important to get the patient 
on an adrenal support program with vita-

mins, minerals, adrenal glandular formulas 
and low dose cortisol. “MS patients are 
almost always going to need low dose 
cortisol.”

There are many aspects and nuances of 
hormonal therapy for MS, and almost by defi-
nition, treatment must be individualized. 
When done right, it can make a world of dif-
ference in restoring MS patients to more or 
less normal life. “I have a lot of energy and I’m 
in much better shape than most of my girl-
friends,” said Ms. Simpson, who now works a 
solid 12–14 hours per day.

This approach requires considerable 
patient effort, and it is not cheap. Hormone 
testing may be covered by insurance, but 

the bioidentical hormone treatments and 
other ancillary supplements can cost 
patients over $300 per month. Still, that’s 
not bad given that conventional immuno-
modulatory drugs cost roughly $1,500 per 
month, have many side effects, and little 
disease-modifying benefit. 

Ms. Simpson, along with Dr. Barney Van Valin, 
established the Hormone Research Center, a 
clinic in Solvang, CA (tel. 805-693-8700) spe-
cializing in hormone-based treatment of MS 
and other neurodegenerative diseases. She is 
currently a co-investigator on a study of the 
impact of bioidentical estrogen (E2) and pro-
gesterone (P4 ) in women with MS.
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Putting a “Dent” in CVD
Want to take a bite out of cardiovascular 
disease? Get your teeth cleaned. At least, 
that’s the implication of a small but 
compelling Italian study showing con-
sistent reduction in endothelial dysfunc-
tion and carotid intimal medial thickness 
when people with mild to moderate 
periodontitis got their teeth and gums 
scrubbed.

Many holistic physicians have claimed 
that gum disease correlates with CVD, 
with the two conditions sharing a com-
mon factor of systemic inflammation. 
Previous studies have shown associations 
between the gum bug, Porphyromonas 
gingivalis, and atherosclerotic plaque, as 
well as correlations between gum dis-
ease and inflammatory markers like 
C-reactive protein.

But this study, by Dr. Mario Clerici of 
the University of Milan, is the first to 
document actual physical changes in the 
cardiovascular system following perio-
dontal intervention. Dr. Clerici and col-
leagues studied 35 people, mean age 46, 
with mild to moderate gum disease. They 
underwent basic periodontal care consist-
ing of tartar removal and cleaning of the 
gums—and nothing else, no drug thera-
pies or gum surgery.

Echo Doppler showed clear and con-
sistent IMT reductions at three carotid 
sites, following the dental intervention 
and persisting for as much as 12 months. 

Patients also showed marked reductions 
in oral bacterial loads, as well as C-reac-
tive protein and other serum inflamma-
tory markers. The data were reported last 
December in the Journal of the Federation 
of American Societies for Experimental Biol-
ogy (FASEB).

Dr. Clerici said he was pleasantly sur-
prised by the results, and the size of the 
beneficial effect. The cohort was small, and 
there was no control group, so the investiga-
tors refrained from making definitive direc-
tives, but you might want to add “visit the 
dentist” to your list of advice for patients at 
high CVD risk.

Source: ACC Heartwire/WebMD

Let’s Face It
Radiology can be a pretty cold, unfeeling 
specialty: you spend the day looking at 
x-rays, CT scans or MRIs and dispassion-
ately doling out the good or bad news with 
little cognizance of the actual people behind 
the images.

A recent study by researchers at the 
Shaare Zedek Medical Center, Jerusalem, 
showed that inserting digital photographs 
of patient’s faces into a CT scan not only 
increased radiologists’ empathy, it improved 
their diagnostic attention.

The study involved 15 radiologists and 
318 patients undergoing CT scans who 
agreed to be photographed. The investiga-
tors looked at the extent to which radiolo-
gists captured and reported incidental 
findings beyond the primary disorder for 
which the scan was ordered (i.e., recogni-
tion of kidney cysts in an appendicitis case). 

The radiologists were not aware of the inten-
tion of the study, and the patient photos 
showed up at the top of the CT images 
unannounced.

When the patient’s faces were included, 
the radiologists detected and reported inci-
dental findings in 81 of 318 cases (26%). 
Three months later, unbeknownst to the 
radiologists, they were asked to read the 
exact same scans, only without photographs 
and with different identifying information, 
This time, they failed to report 80% of the 
incidental findings they’d reported previ-
ously. The study was presented at the 2008 
meeting of the Radiological Society of North 
America.

Irith Hadas-Halpern, MD, one of the co-
authors, noted that seeing the patient’s face 
engenders empathy and calls on the radi-
ologists to really pay attention to the fine 
details that might be important.

Though it would certainly add a degree 
of human warmth to the diagnostic process, 
putting faces on radiographic images might 
also introduce potential for triggering racial/
ethnic prejudices or other personal biases 
that might cloud a radiologist’s clarity. Even 
if the benefits clearly outweighed this risk 
odds are, this idea would never fly in the 
US; HIPAA and other confidentiality laws 
would preclude it.

Source: Associated Press (thanks to  
Cell2Soul.com for pointing it out)

NY State Ponders Pop Tax
It would raise billions in state revenue, 
while lowering prevalence of diabetes and 
obesity? Sa-weeeet!

At least that’s how a lot of health-con-
scious New Yorkers feel about Gov. David 
Paterson’s proposed 18% tax on all sugar-
containing sodas, juice-drinks and other 
gluco-charged beverages. The governor’s 
office argues that the tax, akin to the 
heavy sales taxes many states have put on 
cigarettes, would help fill ghastly holes in 
the state’s budget, provide increased state-
level healthcare funding, and probably 
help a lot of citizens lose weight.

There’s some fairly sound science 
behind the proposal, including studies 
that show soft-drink consumption to be 
a primary driver of both diabetes and 
obesity especially in children. Physiologi-
cally, the body treats soda pop as if it were 
water; since we did not evolve drinking 
copious amounts of corn syrup, there’s 
no mechanism that lets us feel the caloric 
weight of all the soda we’re drinking. 
And, as a nation, we drink A LOT. The 
average American sucks down 35 gallons 
of sugared soda every year.

Gov. Patterson estimates that putting 
an end to cheap, super-sized soft-drinks 
with a sizeable tax could raise up to $400 
million annually, while creating a strong 
financial incentive for New Yorkers to 
kick the sugar habit. It won applause 
from New York Times columnist Nicho-
las Kristof, who called it a “landmark 
effort that, if other states follow, could 
help make us healthier.”

It’s a safe bet that the beverage industry 
sees it differently, and will flex consider-
able lobbying muscle to try and defeat the 
proposal. 

Source: NY Times
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the real problem is. This is important 
because the patient needs to be clear that 
I’m not there to heal him, but to facilitate 
his innate healing process. His participation 
is more important than mine.

I assessed this patient’s hormonal bal-
ance and provided the requisite hormone 
replacement, in this case thyroid and testos-
terone, with the goal of increasing anabolic 
activity and improving conversion of T4 to 
T3. I also instructed him on some primary 
nutrient replacement, specifically B vita-
mins and magnesium. I’m a firm believer 
that all diabetics should be loaded with 
magnesium, as it improves glucose utiliza-
tion. I also recommended he take the VSL 3 
probiotic (Sigma Tau).

His most important lesson from me, 
however, was about the impact of diet on 
the ability of fungal and microbial patho-
gens to survive. Organisms like Candida 
provoke strong and relentless immune cas-
cades, leading to inflammation and oxida-
tion. In the interest of getting rid of existing 
Candida, I treated the ulcer itself with 
Germ-a-Clenz (North American Herb & 
Spice), a broad-spectrum OTC botanical 
antimicrobial containing essential oils of 
oregano and cumin that will kill MRSA and 
Candida. He was also given a round of oral 
Oregabiotic (also made by North American 
Herb & Spice), an excellent natural therapy 
for reducing systemic Candida.

The net result is that the ulcer has healed, 
we saved the patient’s leg, he’s a very happy 
camper, and his allopathic nurse practitio-
ner was impressed enough to tell him to 
“do whatever Dr. Mitchell tells you to do.”

This is not an isolated case. Many seem-
ingly intractable conditions will resolve 
fairly well, if you focus on treating the 
underlying disease drivers.

Same Disease, Different Tissues
The oximation process, aimed at destroying 
pathogens, is therapeutic in the presence of 
optimal levels of primary nutrients and hor-
mones required for anabolism. In their 
absence, oximation becomes pathogenic 
resulting in much collateral damage.

In atheromatous plaques, for instance, 
oximation leads to erosion of vascular 
endothelium to the point of plaque rupture 
with subsequent thrombus formation and 
infarction. Virchow himself described 
inflammation as part of his initial descrip-
tion of the “fatty streak” precursor to ather-
omatous plaques.

Nearly the same inflammatory process 
occurs in rheumatoid arthritis, as eloquently 
described in a 2002 article from the Annals 
of Internal Medicine:

“The natural history of the disease in most 
patients involves chronic, low grade inflam-
mation. The clinical manifestations of rheu-

matoid arthritis are initiated by lymphocytes 
that localize to synovial tissues where, when 
activated, they cause pain and swelling. 
These lymphocytes produce protein media-
tors (cytokines) that initiate inflammation, 
attract other immune cells to the site, acti-
vate resident cells, and cause excess synovial 
fluid production. After the T cells have arrived 
in the synovium, they can interact with resi-
dent macrophage-like type A synoviocytes.… 
As a consequence of this interaction, the T cells 
are activated and various cytokines are 
produced.” The authors add that, “… this 
process is not specific to rheumatoid arthritis 
or synovial tissue. Migration of immune cells 
into areas of tissue inflammation is a non-
specific phenomenon, with specific activa-
tion occurring at the site.”

Note the similarity of that description 
with this depiction of psoriasis found in the 
New England Journal of Medicine:

“Pro-inflammatory cytokines induce the 
expression of adhesion molecules on endothe-
lial cells and keratinocytes, allowing them to 
interact with leukocytes. This results in leu-
kocyte extravasation at the site of inflamma-
tion, along with migration through the 
cutaneous matrix toward the epidermis. 
Numerous studies have identified tumor 
necrosis factor alpha as a particularly rele-
vant cytokine regulating this complex inflam-
matory cascade.”

The process is recapitulated across the 
spectrum of specialty journals. Another 
NEJM review on multiple sclerosis reads: 
“A central mission in multiple sclerosis 
research has been to determine he 
sequence of events underlying the devel-
opment of the inflammatory plaque.” 

Journal of Alzheimer’s Disease (2004) echos 
this oximation pathophysiology: “Injury 
begins as local micro-inflammation that 
can trigger localized, self perpetuating 
cytokine cascades.”

In regards to obesity, an article from the 
December 2003 The Journal of Clinical Inves-
tigations reads: “… adipose tissue mac-
rophages are responsible for almost all 
adipose tissue TNF-alpha expression and 
significant amounts of iNOS and IL-6 
expression. Adipose tissue macrophage 
numbers increase in obesity and participate 
in inflammatory pathways that are activated 
in adipose tissues of obese individuals.”

Whether you’re reading about sinusitis, 
asthma, autism, osteoporosis, cancer, dia-
betes, glomerular nephritis, hypertension, 
both types of thyroiditis, depression, most 
auto-immune diseases, pregnancy dyscra-
sias, etc., the “usual suspects” of inflamma-
tion and oxidation appear. They represent a 
fundamental, systemic response—to 
something.

By Roby Mitchell, MD
Contr ibut ing Writer

5Chronic Disease

Vanquishing Vultures

The question is, why is the immune system 
so over-active in all these diverse diseases? 
The immune system has an innate intelli-
gence, and it is not likely that it suddenly 
loses this, and decides to start destroying 
normal cells, tissues and organs. Some-
thing’s driving the process.

The immune system normally becomes 
activated when it detects antigens from 
pathogenic microbes. The cascade is set off 
when macrophages digest microbes and 
then project microbial antigen particles 
onto their cell membranes via the major 
histocompatibility complex (MHC). These 
antigens are presented to T cells, setting off 
the humoral and cellular cascades.

Part of the cellular cascade is production 
of reactive oxygen species (ROS), better 
known as “free radicals.” They are respon-
sible for damaging cell/mitochondrial 
membranes and DNA. These are fundamen-
tal breaches of cellular integrity that dom-
ino into many different diseases.

There’s ample reason to believe that in 
most patients, the most likely organism 
inciting the immune cascade is Candida 
albicans. Candida should normally be a 
symbiont in the GI tract. Given certain bio-
chemical cues, it morphs from being a 
benign unicellular organism into a patho-
genic, predatory, filamentous one. (See 
September 5, 1997, issue of the journal 
Cell and a paper from Cold Spring Harbor 
Laboratory, December 12, 2000, “Biologi-
cal Program Prevents Development of 
Pathogenic Form of Fungi,” by Dr. Martin 
Schroder.)

Like vultures seeking out dead or dying 
animals, filamentous Candida seek out cells 
that have been compromised by low ambi-
ent oxygen or low nutrient levels. The 
immune system will try to prevent this inva-
sion. This is what we see histologically and 
biochemically in diseases associated with 
oximation.

If you really grasp what’s going on 
beneath a patient’s surface symptoms, you’ll 
be better able to help the body move toward 
normal physiology and restore health.

I’m often able to accomplish this by 
focusing on restoring the body’s ability to 
maintain what I call “autonomic homeo-
stasis,” the ability to maintain a healthy 
environment. This is done with bioidenti-
cal hormone replacement (including thy-
roid hormone and vitamin D3), and 
replenishment of key vitamins, minerals, 
essential fats, and amino acids. I also try to 
bolster levels of natural antifungals such as 
stomach HCl and iodide/iodine. A big part 
is in teaching patients not to throw gaso-
line, in the form of grain-based, refined-
carb, and sugar-rich foods, on the 
inflammatory fire.

No doubt, some of you were practicing 
many of these methods while I was still 
learning how to focus a microscope. What 
I’ve tried to do is galvanize the concepts 
and come up with a catchy name. One of 
the tests of validity of an hypothesis is 
whether practitioners, operating indepen-
dently, come to the same results, repeat-
edly, by following protocols dictated by 
the hypothesis. While more work needs to 
be done, I know I’m not alone in finding 
that a lot of disease states clear up when I 
can help patients eliminate Candida, 
reduce inflammation, and restore healthy 
hormone levels.

The accompanying pictures are typical of 
what I see everyday. They reflect the body’s 
ability to heal if we restore its ability to main-
tain a healthful cellular environment. 

Oximation in Practice: Listen for the Fuse, Don’t Wait for the Bomb

Some of the most important things I learned 
in medical school I learned from an oncolo-
gist, Dr. Phillip Perriman. He stressed the 
importance of keeping up with medical 
research by reading journals, and gave me 
my first exposure to the power of fruits and 
vegetables to influence cancer risk.

But the most important lesson he taught 
was about the necessity of understanding 
pathophysiology—the mechanisms of dis-
ease. If you understand the process of how 
disease happens, you’re better able to pre-
vent, cure or abort that process. It’s about 
learning to recognize the hiss of the lit fuse, 
rather that waiting until you hear the blast 
of the bomb.

Wasn’t that the ultimate purpose of all 
the stacks of journals and books in the Har-
rington Medical Library, in Amarillo, where 
I studied? To enable us to understand the 
processes of disease? It is perplexing to con-
sider the vast mass of material written about 
disease, and compare it to the soaring inci-
dence of major chronic diseases. Somehow, 
there’s got to be a fundamental flaw in our 
understanding of pathophysiology. You 
couldn’t have that many books and journals 
about car repair with no one knowing how 
to fix a car.

The disconnect reminds me of the story 
of the man who visits his friend and finds 
the friend searching around the house for 
his keys. He asks the friend where he was 
the last time he had them. The friend says 
he was outside. The man then asks why he’s 
searching inside the house, when the keys 
are probably outside. The friend replies, 
“Because the light is better in here.”

I think we’ve avoided really understand-
ing the pathophysiology of many diseases 
because it has been much more profitable—
socially and economically—to search inside 
the house of pharmaceuticals, radiation and 
surgery. When we take a diligent look out-
side the “house” of our conventional expla-
nations and treatment modalities, we do 
indeed find some keys.

Common Denominators
In the Winter 2008 issue of HPC, I discussed 
some common denominators of disease 
under the rubric of “Oximation,” a neolo-
gistic confluence of the words “oxidation” 
and “inflammation”. Under the microscope, 
this is the fundamental process we observe 
that leads to chronic disease. Oxidation 
compromises the structural integrity of cell/
mitochondrial DNA and membranes, lead-
ing to premature cell dysfunction and death. 
Inflammation is the net result of an overac-
tive immune cascade, and it is the primary 
source of oxidation. By learning to mitigate 
these processes, we can dramatically modu-
late disease outcomes.

For example, I had a 60+ year-old dia-
betic gentleman come in and tell me his 
doctors wanted to amputate his leg. He had 
a “non healing” ulcerated wound just proxi-
mal to his left medial malleolus. As we all 
know, this type of lesion often becomes 
infected, sometimes leading to septicemia 
and death. In this situation, amputation can 
be lifesaving. That said, if it were my leg, I’d 
prefer to keep it.

As I stated in the previous article, I’ve 
stopped treating specific diseases like “leg 
ulcers.” My focus is on reversing systemic 
oximation. That’s not to say that I totally 
ignore the ulcer, hypertension, diabetes, 
Alzheimer’s, osteoporosis, asthma or what-
ever other disease form oximation has 
taken. But I make it clear to the patient what 

Non-healing, infected leg ulcer in a 60+ year old diabetic man before, and several 
months after comprehensive nutraceutical, botanical and dietary regimen aimed at 
quelling “oximation” and reducing Candida albicans.            Courtesy of Dr. Roby Mitchell.



Spring 20096 Functional Medicine

Dr. Muran worked closely with Dave 
Thorson, Fairway’s president, to design 
the plan.

“Dave provided the boiler plate 
aspects of the policy, and then we 
sought consultation with ACAM’s ‘Legal 
Quartet,’ a team of four lawyers who 
specialize in defending holistic/integra-
tive physicians. We will continue to 
seek input from ACAM, the Institute for 
Functional Medicine and other organi-
zations, and we will to continue to 
bring new things into the coverage pol-
icy. It’s a living, breathing thing,” Dr. 
Muran told Holistic Primary Care.

Alan Dumoff, JD, a member of 
ACAM’s Legal Quartet, will be a fea-
tured speaker at Holistic Primary Care’s 
upcoming “Heal Thy Practice: Trans-
forming Primary Care” conference in 
Tucson, June 5–7.

Arbitration, Not Court
Not only will it provide unprecedented 
coverage of “alternative” healthcare ser-
vices, the Fairway policy could reduce 
the hassle factor in the event of a medi-
colegal action, and will likely save phy-
sicians considerable money, to boot.

That’s because the new plan is based 
on an arbitration model under which 
patients sign an arbitration consent 
form stating that if there is a claim, the 
legal process will take place in an alter-
native dispute resolution office, not a 
courthouse. In an arbitration model, 
the doctor need only attend a trial when 
he or she is testifying, explained Mr. 
Thorson.

Because it avoids the courtroom, arbi-
tration safeguards against potential dam-
age to a physician’s reputation. “It’s all 
very private. In a public courthouse trial, 
a physician may be perceived as having 
done wrong, even if he or she wins the 
case—which, incidentally, happens 80% 
of the time,” Mr. Thorson said.

“Without arbitration, the doctor has 
to be in court sometimes for 3 or 4 weeks 
just to select a jury even before the trial 
begins. I’ve seen doctors go through trials 
and come out not wanting to practice 
medicine anymore.”

Arbitration has other advantages. 
“You can pick your arbitrator, you can-
not pick your judge [in a court case]. So 
it’s a better deal for doctors,” said Mr. 
Thorson. Bear in mind, however, that 
the plaintiff also has a say in the choice 

Fairway
cont’d from page 1

of arbitrator, so there can be some con-
flict. Generally, though, these resolve 
quickly.

Arbitration cases are much less vola-
tile than court cases, and if compensa-
tion is awarded, payouts are much 
smaller. “In California, the largest 
award in an arbitrated case was $1.5 
million. The largest jury court payout 
was $66 million.”

The cost savings with an arbitration 
model are substantial. Going to arbitra-
tion typically costs 40–50% less than 
going to court. This means that mal-
practice insurance based on arbitration, 
like Fairway’s new policy, is much less 
expensive than conventional plans.

Physician-Owned
The cost of the integrative medicine pol-
icy will vary by state and by type of prac-
tice, but Mr. Thorson said physicians 
should expect it to be 20–25% less than 
their current coverage. Most integrative 
doctors can expect to pay less than 
$10,000 per year. “We take the leading 
insurer in your state, look at their struc-
ture, and then apply a 20% reduction 
since we’re shifting to an arbitration 
model. There’s big savings.”

Fairway is essentially a physician-
owned mutual insurance group. “We 
make good money. We’re profitable 
and we’re over-reserved, but rather than 
paying out dividends, we put the money 
into lowering premiums for our physi-
cian members,” said Mr. Thorson. The 
main objective is to enable more physi-
cians to practice holistic/integrative 
medicine.

Mr. Thorson said he became inter-
ested in integrative medicine a few 
years ago when his son, then in the 8th 
grade, “blew out his knee playing 
lacrosse.” The Thorson’s family physi-
cian, Dr. Mark Gordon an integrative 
doctor and active member of the Amer-
ican Academy of Anti-Aging Medicine 
(A4M), treated the boy with growth 
hormone to speed the healing.

“My son recovered in half the 
expected time. We have an orthopedic 
surgeon on our advisory board, and he 
was amazed. So I got interested in what 
these A4M and ACAM doctors were 
doing. I found doctors who were smart, 
serious, and using what seemed to me 
very valid therapies.”

Insuring the Future
This began to change how he viewed his 
own health. “When you start eating right, 
detoxifying, getting your systems back 

into balance, a lot of things start to clear 
up. I’ve been through it myself. I began 
to feel much better after working with 
Dr. Gordon for a while.”

At the same time, Mr. Thorson learned 
that some integrative physicians were 
under attack from state medical boards, 
and that much of what they practiced 
was excluded from standard malprac-
tice plans. “I thought to myself, ‘Why 
wouldn’t we want to insure these guys? 
They’re lower-risk doctors!’ We feel 
strongly that integrative medicine is the 
future. We’re the first insurer to really 
move forward on this.”

Dr. Muran and Mr. Thorson both 
agreed that physicians should ask a lot 
more of their malpractice insurers than 
they usually do. In fact, most physi-
cians don’t even know which aspects of 
their practice are actually covered and 
which are not. Sometimes this leads to 
nasty surprises.

“Lots of doctors buy malpractice but 
they don’t ask the companies what’s 
covered. They don’t do their home-
work,” said Mr. Thorson. “Call them 
and ask them what’s covered. You really 
need to know—especially if you’re using 
modalities that fall outside the usual 
scope of conventional practice.”

Battling the Boards
In some states, including Texas, Califor-
nia and Arizona, medical boards have 
been increasingly aggressive toward 
integrative/holistic physicians, and Mr. 
Thorson believes that in many cases, the 
boards are acting unfairly.

“Some of these boards take the atti-
tude that if you’re not peddling phar-
maceuticals, you should be going to 
jail. Our new policy offers medical 
board defense coverage as an add-on. 
It’s a big risk for us but we believe that 
by standing together, we can fight these 
guys. We’ve learned that from ACAM 
and IFM. If we use the same attorneys, 
and share what we know wins, we don’t 
have to start from scratch each time.”

To this end, Fairway will be sharing 
case outcomes with the various integra-
tive medical organizations. “We’re cre-
ating a library of information to be 
owned by the associations, and avail-
able free to member physicians,” Mr. 
Thorson said.

Fairway is domiciled in Washing-
ton, DC, and Dr. Muran said that fed-
eral healthcare policy makers are 
aware of and interested in what the 
company is doing.

“We’ve gotten some interesting 
response from legislators. They want 
annual updates about integrative 
medicine, especially the cost savings. 
If we can show the government that 
integrative medicine saves money, 
what’s the risk? There’s no risk in get-
ting healthy. We need to stop the per-
secution of doctors that help people 
get healthy.”

For more information about the 
Integrative Medicine Insurance Plan, 
visit www.thorsonins.com, or call 800-
846-7766 and speak with either Stacey 
Schwenk (x108) or Vince Polimeni 
(x142). 
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Prevention Practice Pearls
First Morning Urine pH: A Window 
on Acid: Alkaline Balance
Chronic metabolic acidosis, often the result of 
poor diet and environmental toxins, fosters 
development of many common and deadly 
disorders. Fortunately, it is easy to assess, and 
can be reversed with diet and lifestyle change.

The body routinely uses overnight rest time 
to excrete excess acids. This capacity varies 
based on toxin load, an individual’s ability to 
make energy, and his or her capacity to inacti-
vate toxins and to excrete them.

Measurement of first morning urine pH 
gives a good indication of the body’s mineral 
reserve and its acid/alkaline state. It’s inexpen-
sive, easy to teach to patients, and gives impor-
tant clinical information.

The test can be done daily or at longer 
intervals. It involves these simple steps:

 1. Obtain a packet of pH (Hydrion™) test 
paper with a test range of 5.5 to 8. This is 
readily available at most pharmacies.

 2. Prior to the first urination of the morning, 
open the test tape packet and cut off two or 
three inches of the paper tape. Then, wet 
the test tape with urine. For best results, test 
only after a 6–8 hour period of rest.

 3. As the tape is moistened, it will change 
color. The color ranges from yellow to dark 
blue. Match the color of the test strip with 
the chart on test strip packet.

 4. Jot down the number that corresponds to 
that color.

The lower the number, the more acidic the 
sample. Any number below 7.0 means the 
urine is on the acidic side. The pH scale is loga-
rithmic; a reading of 5.0 indicates that the 

urine is 10 times more acidic than urine giving 
a reading of 6.0.

Ideally, the first morning urine pH should 
be between 6.5 to 7.5—a more or less neutral 
pH indicating that overall cellular pH is appro-
priately alkaline and that the small amount of 
acids built up from normal metabolism have 
been easily concentrated for excretion. Cellu-
lar function is best when the body is in an 
overall alkaline state.

If readings fall consistently below 6.5, the 
patient should begin changes aimed at alka-
linizing his or her diet. The acid-forming ten-
dency of the standard American diet means 
that many patients will show low pH 
readings.

At the other end of the spectrum, morning 
urine readings that are consistently greater 
than 7.5 represent a “false alkalinity,” and 
indicates a catabolic state involving tissue 
breakdown. This warrants further clinical 
attention.

Russell Jaffe received his MD and PhD from Bos-
ton University School of Medicine in 1972, and 
completed his residency in Clinical Pathology at the 
National Institutes of Health, where he was on the 
permanent staff as a practicing molecular biologist 
and molecular pathologist. He has educated him-
self in nutrition, and was the founding chairman 
of the Scientific Committee of the American Holis-
tic Medical Association. Dr. Jaffe developed the 
lymphocyte response assays (LRA) that enable phy-
sicians to rule in/out 436 common allergenic sub-
stances based on delayed hypersensitivity by 
functional LRA by ELISA/ACT or MELISA tests. 
He is also founder of Perque, a practitioner-only 
nutraceuticals company. 

By Russell M. Jaffe, MD
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stepped off the treadmill of insurance-dominated, 
Rx-centered “care” and into practice structures that 
enable them to work as healers, not just drug reps.

Along the way, we’ve also encountered nutraceu-
ticals companies, functional medicine testing labs, 
business consultants and information tech compa-
nies that all share a commitment to a more humane, 
health-centric vision of medicine.

So we thought to ourselves, What if we brought 
all this together? What if we created a forum where 
those who’ve forged or discovered new, successful 
models of holistic/preventive care could share their 
knowledge and hard-won experience with those 
seeking these pathways? What if we created a forum 
that empowers more doctors to practice the sort of 
health care our nation so desperately needs?

This is the vision that prompted us to start Heal Thy 
Practice, and it’s what sustains our commitment to it.

No doubt, the Obama administration will even-
tually propose some sort of healthcare reform. But 
we believe the reform we really need is already hap-
pening at the grass roots level. It emerges as doctors 
and patients work together to restore the bond of 
trust, the therapeutic alliance that should never have 
been broken. It evolves as we re-establish the values 
of prevention and health promotion as the central 
tenet of medical practice, not as an afterthought if 
there’s any money left over.

The wisdom and know-how are out there, in the 
hearts and minds of doctors who’ve “done it.” So is 
the wish for change and the willingness to meet the 
healthcare challenges of our time in new ways. Heal 
Thy Practice will provide a gathering point, a venue 
for sharing and learning, a forum for exchange of 
fresh visions and best practices.

We’ve got a great roster of speakers, including:

Brian Forrest, MD: A family physician in 
Apex, NC, who “just said no” to insurance, Dr. For-
rest has become one of the nation’s role models for 
fee-for-service primary care. His low-overhead, 
high-service model enables him to spend 50 min-
utes of every hour with patients, while breaking 
even after the first 4 visits of the day.

Given the current economic conditions, it is reason-
able to ask why anyone would try to launch a new 
medical conference, let alone one focused on such 
a specific niche as humanistic, holistic medicine.

Meg and I have certainly asked ourselves this 
question many times over the last few months, as we 
work toward production of Heal Thy Practice: Trans-
forming Primary Care, our new conference on practice 
development for holistically-minded physicians 
(June 5–7, Westin La Paloma, in Tucson).

The answer, though, remains quite clear. We’re 
launching Heal Thy Practice because we see the need.

In the nine years since we began Holistic Primary 
Care, we’ve attended many clinical conferences on 
holistic, integrative and naturopathic medicine. 
We’ve had the privilege of meeting thousands of 
dedicated, compassionate physicians. What we’ve 
learned from you about the state of American health 
care is both heartening and frightening.

We’ve met many who are deeply troubled by the 
status quo of medical practice, with its relentless 
pressures and paperwork hassles, its irrational incen-
tives, its rewarding of procedures and prescriptions 
at the expense of the caring and counseling that 
could prevent many of the scourges of our time.

We’ve met good doctors who’ve learned the 
clinical aspects of nutrition, stress reduction, botan-
ical medicine, biofeedback and other aspects of 
holistic and naturopathic care, but who run up 
against the hard walls of existing health financing 
systems when they try to put these into practice. 
We’ve met young or mid-career doctors so disillu-
sioned with health care that they’re thinking of 
leaving the field altogether unless they can find a 
better way—and soon.

At the same time, we’ve met visionaries who 
boldly set out—often with little more than faith that 
it could be different, and an earnest wish to serve 
their patients—and developed new models for suc-
cessful holistic practice. We’ve met doctors who 

Heal Thy Practice: Business Strategies That  
Put the Health Back into Health Care

By Erik L. Goldman
Editor  in Chief

Elson Haas, MD: In his more than 30 years of 
holistic family practice, Dr. Haas has worked in just 
about every conceivable practice structure from the 
“barefoot doctor” model of the early 1970s to his cur-
rent role quarterbacking the multidisciplinary Preven-
tive Medicine Center of Marin. Dr. Haas will share his 
experiences with diverse business models for holistic/
preventive health care. The real key, he says, is to articu-
late your core values and then let them guide your 
clinical as well as business decisions.

Rebecca Asmar, ND: A young naturopath who 
built her Bambu Clinic according to the Health of 
Business and the Business of Health (HBBH) principles 
pioneered by Dickson Thom, ND. These principles 
view a medical practice as a living “organism.” You’ll 
learn how to evaluate the flow of energy, attention, 
currency, and resources in your practice, to better 
identify excesses, deficiencies and imbalances, and 
develop a strategy to restore health and vitality.

Alan Dumoff, JD: The medicolegal aspects of 
holistic practice are in flux, governed by a patch-
work of federal and local regulations that vary 
markedly from state to state. Few know more about 
it than Mr. Dumoff. A member of the American 
College for the Advancement of Medicine’s “Legal 
Quartet,” Mr. Dumoff offers a wealth of expertise 
on how to avoid legal problems, and how to handle 
them if they arise.

Lee Lipsenthal, MD: A pioneer in preventive 
medicine, Dr. Lipsenthal is immediate Past-President 
of the American Board of Integrative Holistic Medi-
cine, and worked for many years with Dr. Dean 
Ornish. Dr. Lipsenthal’s current passion is focused 
on the health of his brothers and sisters in medicine. 
He will offer a special Saturday evening mini-work-
shop on “Finding Balance in a Medical Life.”

Victoria Maizes, MD: As Executive Director of 
the University of Arizona’s Center for Integrative 
Medicine, Dr. Maizes has been training physicians in 
integrative practice for more than 10 years. She’ll share 
the aggregate experience and wisdom of more than 
500 fellows of the Program in Integrative Medicine as 
they’ve translated integrative practice from academia 
into the trenches of community health care.

Russell Jaffe, MD: After a distinguished immu-
nology career at the National Institutes of Health, 
Dr. Jaffe grew interested in the broader question of 
how to shift health care from end-stage disease care 
toward proactive prevention. For more than 20 
years, he has worked on federal and state-level 
policy to support preventive medicine. Dr. Jaffe will 
anchor our special “Sunday Brunch” session on 
public policy and healthcare reform. The Brunch 
session will also feature Dr. Eve Shapiro, of Physi-
cians for a National Health Program, who will 
share her thoughts and projections about broader 
healthcare reform.

Grace Keenan, MD: Our conference chair-
woman is director of NOVA Medical Group, a 4-site 
integrative care group in Northern Virginia. A testa-
ment to physician-driven innovation, NOVA has 
quietly emerged as a national model for holistic, 
collaborative care offering everything from urgent 
care to spa services, and employing a broad spec-
trum of healers. Dr. Keenan will share “nuts & 
bolts” business wisdom, as well as an in-depth look 
at how to create the sort of “five-star” care that 
patients truly value.

If you’re yearning to practice a more holistic, 
humanistic form of medicine, come to Heal Thy 
Practice and learn from peers who are a few steps 
ahead of you, and who are doing well as they work 
to do good for their patients. Meet like-minded col-
leagues who are also working to transform their 
practices, and enjoy the restorative atmosphere of 
one of the Southwest’s most beautiful resorts.

Whether you’re just starting out in medicine 
and want to learn how to build a thriving holistic 
practice, or you’re a seasoned veteran interested in 
comparing notes with others who share your vision 
Heal Thy Practice will offer you equal measures of 
inspiration, empowerment and practical business 
skill-building. 
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Flexible Options; Healthy Revenue
An iH3 fitness center can create a strong 
monthly revenue stream for prevention-
minded primary care doctors. Patient-mem-
bers pay a monthly fee, which is on par with 
or often lower than fees at boutique health 
clubs. Because it is a purely retail business 
in the sense that neither patient nor physi-
cian bills 3rd party insurance, the fitness 
centers are not subject to Stark regulations. 
These laws, prohibiting self-referral, only 
apply to reimbursed services.

VisionBridge has flexible business plat-
forms: in one arrangement, a physician or phy-
sicians’ group can own the iH3 center outright, 
whether part of their main clinic or at a free-
standing site. VisionBridge, functioning as a 
partner, provides the TechnoGym machines, 
RFID technology, marketing and management 
guidance, and training for fitness coaches.

In other cases, VisionBridge holds the real 
estate, and the physician or group practice 
operates as a partner providing medical over-
sight and patient care. The iH3 model can 
work as well for risk-averse doctors as for 
entrepreneurial risk-takers. For solo and small 
group practices, the earning potential is great. 
“If a group of 5 doctors is seeing 2,000–5,000 
patients, you can easily fill a fitness center 
with several hundred patients paying any-
where from $40–85 per month, depending 
on your location and patient base.”

Before opening a new center, Vision-
Bridge does a lot of outreach to local physi-
cians, letting them know the new medical 
fitness center is on the horizon and soliciting 
referrals. Later they market directly to the 
public. “We can often pre-sell 1,500–2,000 
members before a center opens.” He added 

that 70% of those who join medical fitness 
centers are first-time gym joiners; most come 
via referrals from other physicians.

Mr. Lynch said the core idea for this 
model came to him while working in Mobil 
Oil’s medical department, where he 
designed executive fitness programs utiliz-
ing what was then cutting edge NASA tech-
nology for heart rate-guided exercise. Since 
the late 1990’s, he’s built and marketed18 
medically-integrated fitness centers in hos-
pitals. The goal is two-fold: to generate fresh 
revenue for beleaguered community hospi-
tals and clinics, and to make physician-
guided exercise medicine available to 
elderly, impaired, and high-risk people who 
would never join their local Equinox club.

“There’s People to Help You …”
Angelo Mallozzi, MD, is a primary care doc-
tor based at the Stanford Hospital, in Con-
necticut. Several years ago, the hospital 
opened the Tully Fitness Center, designed 
and implemented by VisionBridge. Tully is 
a hospital-based version of the iH3 clinic 
model. It offers everything from cardiac 
rehab and comprehensive strength training, 
to spin classes and yoga, and logs in about 
200,000 patient visits per year, returning 
roughly $1 million to the hospital.

Dr. Mallozzi, who does not hold a finan-
cial interest, estimated that about 10% of 
his patients now work out there. “I recom-
mend it to all my patients who have issues 
like diabetes, high cholesterol, obesity. I 
also tell them to take advantage of the lec-
tures. The ones who go tend to do well,” he 
told Holistic Primary Care.

“If we just put more dollars into preven-
tion, not just disease care, we’d save a lot of 
money, and that could be re-invested in 
more promotion of wellness and health. 
I’m hoping the Obama administration will 
take a serious look at this.”

On a crisp December afternoon, the gym 
downstairs from Dr. Mallozzi’s office was hum-
ming with clients many of whom were clearly 
dealing with significant health challenges. Liz, 
a retired nurse in her 70s, who struggles with 
pulmonary problems, and works out regularly 
at Tully, said she feels reassured by the Center’s 
coaches, and the fact that her doctor stays 
abreast of her workouts.

“I wouldn’t go anywhere else. I’ve been to 
other places before, and I would often hurt 
myself, because there was nobody to guide 
me. Here, they have everything. There’s peo-
ple to help you, and your doctor knows 
everything you’re doing.”

Beyond inertia, the biggest hurdle for 
many patients is cost, said Dr. Mallozzi. Tully 
charges $82 per person per month. While 
that’s less than many commercial gyms, it is 
still beyond the budget of many poor, elderly, 
and health-challenged people who could 
really benefit from regular, guided exercise.

Bringing Fitness to the  
“Corridor of Shame”
Mr. Lynch said he’s well aware of the financial 
barriers to exercise medicine, and he’s actively 
working with public and private sector part-
ners to subsidize clinic-based iH3’s in some of 
the country’s poorest, sickest communities.

VisionBridge recently obtained roughly 
$9 million in special Treasury Department 
loans earmarked for development in poor, 
rural areas. The money is funding new IH3’s 
around Lake City, SC. The town is located in 
the Pee Dee River valley, known to some as 
the state’s “Corridor of Shame,” for its stag-
gering rates of poverty, obesity, diabetes, 
heart disease and early death. The majority 
of Lake City residents are poor, under-edu-
cated, and under-employed. They have little 
access to health care in general, let alone fit-
ness centers or wellness clinics.

“We’re the home of the high-salt, high-fat 
barbecue pork stand, and we have the high-
est stroke incidence in the US. About 800,000 
of the 4 million people in this area are unin-
sured, and another 800,000 are on Medicare 
or Medicaid,” said Albert Mims, MD, who’s 
practiced comprehensive primary care in 
Lake City for nearly 30 years. He will head 
the new IH3 center currently under construc-
tion, and slated to open in November. Two 
others will follow in 2010.

Dr. Mims hopes the centers will become 
hubs for low-cost, high-return preventive 
medicine among people at very high-risk. It’s 
the precise approach that health insurers and 
policy makers so often advocate but so sel-
dom fund. He and his colleagues will collect 
heaps of outcomes data, in the hope of con-
vincing state Medicaid officials to pay for this 
kind of fitness program.

The Lake City team is also working with 
the local IGA grocery stores on a corporate 
wellness plan for employees, as well as a con-
sumer education program in the stores. The 
latter involves a simple food labeling system 
from A (fresh produce, whole grains, mini-
mally processed foods) to F (high-fat, high 
sugar, junk foods). The goal is to teach peo-

ple to eat more “A,” and less “F.” iH3 fitness 
coaches will reinforce this message as they 
work with patients.

The iH3 team is also working to create 
local farmers’ markets and encourage con-
sumption of fresh, local produce. “Much of 
the land down here is agricultural. Local 
food is much healthier and should be much 
cheaper. We just need to get the people eat-
ing more of it,” said Mr. Lynch.

Down-Home Healthcare Reform
Dr. Mims sees the iH3 model as an opportunity 
for primary care doctors to once again become 
patient advocates. “Managed care wants us to 
be gate-closers, not gate-keepers, and this cre-
ated an adversarial role with patients rather 
than an advocacy role. We should be their 
advocates all through the healthcare system,” 
he told Holistic Primary Care.

He also sees it as a way for doctors to be 
proactive about changing health care, a grass 
roots healthcare reform of sorts. “I don’t 
think we can leave it to insurance executives 
to fix it for us. About 42% of every premium 
gets diverted into reserve funds, high man-
agement costs, or payout to stockholders. 
They have no incentive for prevention. They 
just pass the buck until it gets to Medicare. 
It’s a mindset we really need to change.”

Mr. Lynch said he is trying to interest cor-
porate leaders in making iH3 centers part of 
employee wellness programs; he hopes to 
put “WorkWell” fitness centers in industrial 
parks. “For every dollar a company invests in 
wellness, there’s a $3 return. It’s great for self-
insured companies.”

VisionBridge is part of a broader exercise 
medicine movement. The Medical Fitness 
Association (www.medicalfitness.org), the 
American College of Sports Medicine (www.
acsm.org), and Harvard Medical School’s 
Institute of Lifestyle Medicine (www.institu-
teoflifestylemedicine.org) are trying to move 
fitness from the periphery to the center of the 
healthcare dialog.

VisionBridge is among a number of com-
panies actively promoting clinic-based fitness 
models. Among them are: Power Wellness 
(www.powerwellness.com); Healthtrax (www 
.healthtrax.com); Healthplex Associates (www 
.healthplexassociates.com), and Five Star 
Unlimited (www.fivestarunltd.com).

Mr. Lynch says he sees a bright future for 
iH3 clinics, and the doctors who quarterback 
them. “I can envision hundreds of these. 
They’re small and easily reproducible. It’s not 
rocket-science. It’s a template that can be 
recreated in many places.” He is already 
scouting future IH3 sites in other parts of 
South Carolina, Florida, North Carolina, 
Georgia and Virginia, but he is open to work-
ing with doctors anywhere in the US.

“Our interest is in ultimately creating net-
works of primary care doctors who have iH3 
fitness centers, and to link them together, so 
they can learn from each other and share 
best practices.”

For more information about iH3, visit 
www.visionbridge.com. 

INSTITUTE OF WOMEN’S HEALTH  
AND INTEGRATIVE MEDICINE

Topic: Midlife Women
Menopause, Neuroendocrinology,  

Metabolic Syndrome, & Osteoporosis
Portland, OR • May 1–3, 2009

Program Director: Tori Hudson, N.D.
503-222-2322 womanstime@aol.com
Advanced training in women’s health, natural therapies and 
integrative medicine for primary care practioners. We provide 
you the opportunity to develop expert knowledge and practical 
skills in women’s healthcare. We help you to integrate natural 
therapies with conventional medical management.
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THREELAC
A probiotic blend for people 
who may have Yeast and 
Fungus Overgrowth.

• Pleasant lemon tasting powder.

• 60 individually packed servings.

• No refrigeration required.

The Importance of 
DIGESTIVE HEALTH…

© Global Health Trax Inc. 2009

ACTIVE DIGESTIVE ENZYMES
A unique enzyme and probiotic blend 
for people who occasionally experience 
symptoms associated with:

• Lactose intolerance   • Indigestion   • IBS

• Diarrhea  • Other digestive issues

New Practitioner Distribution Program Offers 
Patient Convenience & Increased Practice Revenue.

TRY THE PRODUCTS YOURSELF FOR FREE!
Call: 1-800-305-5710 —Mention Code HPC

FOR MORE PRODUCT
INFORMATION VISIT:

ghtproducts.com
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For millions of people living with undiag-
nosed sleep apnea, home sleep monitor-
ing may be the best option for assessing 
this serious yet treatable disorder. State-of-
the-art mobile apnea assessment tools pro-
vide a less stressful and very cost-efficient 
alternative to traditional sleep evaluation 
centers.

Home sleep monitoring also gives pri-
mary care physicians a way to help patients 
with this common, sometimes life-threat-
ening condition. That’s important, given 
that a fairly large number of patients in 
any typical primary care practice have 
undiagnosed and untreated apnea.

In order to properly assess apnea, it is 
important to understand exactly what it is. 
“Apnea” is a Greek word meaning “without 
breath.” This refers to the lapses in breath-
ing that occur in patients with the condi-
tion. Cessation of breath for sleeping adults 
is defined as going 10 seconds or more with-
out a breath.

In children—and be aware that this dis-
order can occur at any age—apnea is defined 
as a breathless interval lasting for the equiv-
alent of two and a half missed breaths.

The National Institutes of Health has 
determined that more than 12 million 
Americans have been diagnosed with sleep 
apnea. An equally staggering number are 
thought to be undiagnosed but living with 
the condition.

Repeated Arousals
The most common type of apnea is termed 
“obstructive” sleep apnea, and occurs when 
the airway is blocked by tissue collapsing at 
the back of the throat. When we are awake, 
muscle tone keeps our airways open to 
allow for normal breathing. In an individ-
ual with apnea, decreased muscle tone as 
the body relaxes into sleep combines with 
the effect of gravity, resulting in airway 
narrowing.

This is when snoring ensues. There are 
theories that snoring results in repetitive 
airway trauma leading to inflammation and 
edema, which further decrease airway size. 
Submucosal fat may also contribute to com-
pression when electrical activity of pharyn-
geal muscles decreases during sleep.

The airway narrowing results in reduced 
blood oxygenation. The brain detects this, 
and subsequently triggers a sudden arousal, 
opening the airway to get a breath past the 
obstruction.

This cycle of relaxation leading to obstruc-
tion, reduced oxygenation and subsequent 
arousal may occur hundreds of times a night 
resulting in non-restful or poor quality sleep. 
People with sleep apnea often complain of 
fatigue; they’re never getting enough deep 
sleep.

Sleep Lost, Weight Gained
Chronic fatigue and sleep deprivation 
results in overproduction and under-expres-
sion of hormones called ghrelin and leptin. 
Leptin is secreted by adipose cells and trig-
gers the brain to reduce appetite. Ghrelin is 
secreted by the stomach and other organs 
and stimulates appetite.

Apnea-associated imbalance in these 
hormones results in increased appetite 
and greater calorie consumption. Coupled 
with decreased physical activity due to 
fatigue, this promotes weight gain and 
worsening sleep apnea, a vicious cycle 
that can be very difficult for patients to 
break without help.

Sleep apnea also results in insulin resis-
tance. Patients with apnea show impaired 

insulin secretion, decreased insulin effec-
tiveness in stimulating glucose uptake by 
skeletal muscles, and reduced ability to 
restrain hepatic glucose production.

The good news is that treating sleep 
apnea with Continuous Positive Airway 
Pressure (CPAP) has been shown to decrease 
levels of both ghrelin and leptin, and it has 
great benefit in normalizing metabolism 
and helping patients manage their weight.

The Apnea Profile
Most apnea patients share common charac-
teristics: they are overweight or obese, male, 
over age 40, smokers, and have a family his-
tory of the disorder. But be aware that apnea 
also occurs in many individuals not fitting 
that profile, including children.

The first recognizable symptom of sleep 
apnea is snoring, which is a factor in the 
low quality of sleep (for the patient and his/
her bed-mate) and chronic exhaustion. But 
snoring is one of the least threatening 
aspects of the condition.

More worrisome is the high blood pres-
sure and the markedly increased risk of 
cardiovascular events, attributed to the 
repeated cessation of oxygen flow during 
sleep. Ultimately, in severe cases, the low 
blood oxygen could trigger a cardiac event 
resulting in sudden death.

Medicare Awakens to the Problem
Until recently, diagnosis and treatment of 
sleep apnea were the province of sleep spe-
cialists, and it obliged patients to spend 
nights in sleep evaluation labs. While there 
is still a role for specialized sleep centers, 
particularly in severe and difficult cases, 
home monitoring technology now enables 
primary care doctors to diagnose a far 
greater number of these individuals in a 
manner that is more convenient for the 
patient and usually less expensive.

In March 2008, Medicare approved reim-
bursement for sleep apnea home evalua-
tion. Previously, Medicare would only pay 
for apnea treatment—and only in the 
elderly for that matter—but not the diag-
nostic testing. Medicare’s newfound will-
ingness to cover home monitoring reflects a 
growing scientific and clinical awareness of 
the dire health consequences of apnea. 
Other commercial insurance companies are 
starting to follow Medicare’s lead.

PAT Answers
Several companies now market excellent 
equipment for reliable home assessment 
of apnea, including Cleveland Medical 
Devices’ “SleepScout” (www.clevemed.com), 
Instant Diagnostic Services’ home sleep test-
ing systems (www.instantdiagnostic.com), 
Respironics “RUSleeping” event monitors 
(www.respironics.com) and ResMed’s “Apnea- 
Link” (www.resmed.com).

In my practice, I have been working 
with a device called the “Watch-PAT,” 
made by Itamar-Medical an Israeli com-
pany with a US office in Framingham, MA 
(www.itamar-medical.com, 888-748-2627). 
The system utilizes two probes that fit 
painlessly over a patient’s fingers. The 
probes plug into a small wrist-mounted 
device, similar to a wristwatch, that moni-
tors and records blood oxygen levels as 
well as peripheral arterial tone (PAT) while 
the patient sleeps.

The Watch-PAT gathers a wealth of data 
without having to hook patients up to 
uncomfortable chest or face sensors. Sud-
den changes in the PAT signal identify apnea 
events with a high degree of specificity and 

sensitivity. The Watch-PAT also measures 
oxygen saturation, heart rate, sleep and 
wake states, and REM and non-REM sleep.

A computerized algorithm programmed 
into the device compiles the data and gener-
ates a summary report..

Itamar’s PAT technology has been well 
validated in advanced research programs at 
the Framingham Heart Study, Mayo Clinic, 
Harvard School of Medicine, Boston Uni-
versity, New England Medical Center, Yale 
University, Pittsburgh University Medical 
Center, Mount Sinai NY, Cedars-Sinai, Johns 

Hopkins University, Emory University and 
others. These collaborations have yielded 
almost 50 peer-reviewed manuscripts.

Convenience, Comfort & Cost-Savings
Home sleep testing offers many advantages 
for both patients and physicians. Patients 
generally prefer sleep testing in the comfort 
of their own beds, rather than in an imper-
sonal, unsettling sleep lab where they must 
try to sleep among total strangers while 
hooked up to strange and uncomfortable 

Home Sleep Monitoring Opens Gateway for Better Apnea Control

see Home Sleep p. 12

Courtesy of Itamar Medical
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GreeninG Your Practice
by Joel Kreisberg, DC, MA

Taming the Healthcare 
Energy Hog
With money and energy on everyone’s minds these 
days, it’s a very opportune time for healthcare profes-
sionals to consider how our industry utilizes energy, 
and to take a more active role in the evolution of 
energy efficient health care.

Our current medical system is an intensive energy 
hog. The scary truth is that the US healthcare industry 
in aggregate uses 515 trillion BTUs annually. That’s 
9% of the country’s total energy consumption, though healthcare facilities only take up 
4% of total commercial office space. Hospitals use twice as much energy per square foot 
as non-medical office buildings (Energy Information Administration, http://www.eia.doe.
gov/emeu/cbecs/pba99/healthcare/healthcare.html).

Approximately 85% of this energy consumption is petroleum based. Petroleum 
products are also used in many pharmaceuticals, medical equipment and accessories 
like heart valves, radiological dyes, films, intravenous tubing, syringes, disposable plastic 
instruments and oxygen masks.

In his work on ecological economics, Joseph Tainter looked closely at how to reduce 
energy dependence in complex systems like healthcare facilities. Improving efficiency and 
looking for ways to trim energy use certainly have their place. But the biggest impact, 
according to Tainter, comes from reducing system complexity wherever possible (Tainter 
J. “Complexity, Problem Solving, and Sustainable Societies,” excerpt from Getting Down 
to Earth: Practical Applications of Ecological Economics, 1996, Island Press, http://dieoff.org/
page134.htm).

A method for reducing complexity was recently offered by Andrew Jameton, MD, of 
University of Nebraska, who offers a plan for reducing the scale of health care in the US 
by 50%. Dr. Jameton took a cue from the State of Oregon’s Health which was imple-
mented by “creating a prioritized list of diagnosis-treatment pairs in order to ensure that 
benefit reductions eliminate only the least effective and valuable treatments” (The Oregon 
Health Plan, http://www.cwru.edu/med/epidbio/mphp439/Oregon_Health_Plan.pdf).

In Jameton’s plan “we rank-order various healthcare services according to their value, 
as rated by public meetings, and according to their energy costs. Then cut out the half 
that offers the least value for the highest energy costs” (Jameton A. Is a Modest Health 
Care System Possible? Synthesis/Regeneration. Fall 2007; 44, http://www.greens.org/ 
s-r/44/44-08.html).

While this may seem a bit extreme, evidence from public health research provides a 
very convincing argument that overall population health indicators will not suffer from 
this type of reduction. Promoting a more conservation-oriented mindset across all 
industries and social strata, including health care, would actually benefit many people, 
while saving significant amounts of money and energy.

Jameton further suggests that promoting healthier lives provides even more savings. 
If we could harmonize preventive medicine and health promotion with efforts to reduce 
costs of buildings, power production, and transportation we’d be well on to our way to 
a healthier, low-energy healthcare system.

In the mean time, our small clinics and offices can make significant steps in this 
direction by focusing on energy efficiency and conservation. Begin with an energy audit. 
Many energy providers offer this—free of charge.

With a bit of evaluation and a commitment to reduced consumption, the typical 
medical clinic can save at least 20% on average energy bills. This adds up to quite a savings 
in bigger clinics. Here’s how to get there:

Evaluation: Conduct an energy audit, review energy bills monthly, and assess progress 
annually. Conduct monthly inspections and offer conservation incentives to staff.

Equipment: Use energy-saving features on all equipment; set computers to power 
down when not in use; turn off systems at the source; replace old equipment with 
Energy Star equipment; insulate heater pipes; recycle old electronic equipment.

Lighting: Replace incandescent bulbs with compact fluorescent, halogen, low voltage 
track-lighting or high pressure halides; install motion sensors and timers. Use task 
lighting for work stations rather than constant overheads.

Heating and Cooling: Obtain regular maintenance on heating/cooling systems to 
ensure optimal function; use ceiling fans; reduce sun exposure with shades or blinds; 
replace old windows with double pane windows; use UV coating on windows. Keep 
thermostats set at 68 for heating and 78 for cooling; Seal off unused areas of your 
building. Blinds, curtains and small fans reduce AC loads in summer.

Smart Work Station Placement: Arrange workstations to take advantage of natural 
light and turn off lights whenever possible.

“Green” is cool these days, so engage your staffmembers’ eco-enthusiasm and celebrate 
your successes. Tell your patients about the greening you are doing. In this way your 
office becomes a living example of how you support a healthy environment as well as 
a healthy economy. You’ll save money, and everyone will appreciate your efforts.

Joel Kreisberg, DC, MA, a chiropractor and clinical homeopath, is Founder and Executive 
Director of the Teleosis Institute, a non-profit organization in Berkeley, CA, dedicated to educating 
health professionals about the principles of ecologically sustainable medicine. Dr. Kreisberg 
maintains a private practice in Homeopathy and Holistic Healthcare in Berkeley, California.

sions using pain as a metaphor for 
dysfunction. Yet one cannot judge a 
person’s subjective experience of pain 
from any traditional physiological or 
pathological marker, according to Dr. 
Bland, founder of the Institute for 
Functional Medicine. The intensity, 
frequency, and duration of pain are 
highly individualized and relate to 
many variables, including the context 
of the painful situation coupled with 
the individual’s physiological and psy-
chological state before the event that 
triggered the pain.

“Pain is not a disease, it is a mes-
sage,” said Dr. Bland, calling for a 
fundamental change in the way doc-
tors manage pain. Among Dr. Bland’s 
main points:

• Pain occurs as a result of “a distortion 
in the neuroendocrine-immune web.” 
In order to assess and treat pain, one 
must examine this system as a whole; 
describing it in parts is like examining 
an elephant with a microscope. “You 
cannot describe a systems biology 
experience, which pain most certainly 
is, by looking at and describing its 
constituent parts.”

• There’s a reason fish oils seem to be 
so good for so many different condi-
tions, including chronic pain prob-
lems. It is because omega-3 fatty 
acids work at a “metabolic acupunc-
ture point.” They’re hormetic, mean-
ing they have an unexpectedly large 
effect based on a relatively small 
amount given. This is because they 
affect multiple aspects of the neu-
roendocrine web all at once.

• Probiotic cell wall materials bind to 
endocannabinoid receptors, which 
induce a systemic analgesic response. 
Therefore, in irritable bowel syn-
drome (IBS), for example, probiotics 
can reduce gut and systemic pain.

How We Filter Pain: Adaptation 
to Environmental Stimuli— 
Sonia Lupien, PhD

Pain is a complex, adaptive response 
involving several areas of the brain 
transmitting information back and 
forth. When there is an absolute threat 
to survival, it leads to tunnel vision for 
the brain which must direct all atten-
tion on what the organism needs to 
survive. Thus, threats of pain can lead 
to an attentional bias toward painful 
stimuli. Dr. Lupien, founder of the 
Centre for Studies on Human Stress, 
Douglas Hospital, Montreal, discussed 
the idea of attentional bias toward 
pain-related stimuli, how this develops, 
and how we can begin to modulate this 
phenomenon. She pointed out that:

Functional Approaches to Pain 
Management: Highlights of the 15th 
Symposium on Functional Medicine

By Allison Templet
Contr ibut ing Writer

Pain is a highly individual experience, 
and therefore demands a personalized 
approach for its management. For each 
patient, various psychosocial, biomedi-
cal, and environmental factors converge 
to produce pain that is unique to that 
individual. This understanding of how 
pain is experienced and how it should 
be treated was an underlying theme of 
several lectures presented at the 15th 
Symposium on Functional Medicine 
last May. In addition to the latest 
research findings, the conference pro-
vided practical and thought-provoking 
discussions from expert clinicians and 
scientists. Here are a few highlights 
from four of those presentations.

The Genetic Connection to Pain: 
Nurture and Nature— 
Jeffrey S. Mogil, PhD

Like many other complex biological 
phenomena, pain is now being studied 
at the level of the gene. Pain is a subjec-
tive experience that displays consider-
able variability compared to other 
sensory modalities. In some instances 
and in some people, intensely noxious 
stimuli are not perceived as causing 
pain, whereas other people can experi-
ence excruciating pain from light touch-
ing of the skin. Some patients are highly 
sensitive to pain relief from placebo 
administration, while others are insen-
sitive to even high doses of morphine.

Dr. Mogil, of the Centre for Research 
on Pain at McGill University, Montreal, 
reviewed the evidence for the hypoth-
esis that variations in pain and analge-
sic responsiveness can be attributed in 
part to genetic differences. He and his 
colleagues have found that:

• The genes that determine who gets 
osteoarthritis and the genes that 
determine how much the osteoar-
thritis hurts are different.

• 70% to 80% of redheads have com-
pletely nonfunctioning melanocor-
tin 1 receptors, making them 25% 
less sensitive to pain than blondes.

• Individual experience of pain is deter-
mined by both the experience of the 
patient and the experience of people 
in the patient’s environment.

• Pain can weaken one’s immune sys-
tem and increase susceptibility to 
infections or cancer.

Pain as a Metaphor for 
Dysfunction—Jeffrey Bland, PhD

“A pain in the neck.” “A pained expres-
sion.” “It was a painful reminder.” The 
English language is filled with expres- see Functional Approaches p. 12
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The NaturoPathic PersPective
by Michael Traub, ND & Monica Scheel, MD

Raising Vitamin D vs. Reducing Skin Cancer: 
Are They Mutually Exclusive Goals?
It is a strange paradox of nature that the wavelengths of solar UV light that drive 
cutaneous vitamin D photosynthesis are the very same ones that cause DNA damage 
and skin cancer. That conjunction of healthful and harmful effects has caused a good 
bit of consternation in medical circles in recent years.

As we’ve learned more about the importance of vitamin D, the extent of vitamin D 
insufficiency, and the negative effects of low D levels, some physicians now oppose skin 
cancer prevention efforts focused on avoiding sun exposure and diligent sunscreen use. 
They argue that on a population basis, gains in reducing skin cancers are outweighed 
by increased risk of colorectal cancer, diabetes, heart disease, depression, MS and osteo-
porosis associated with low vitamin D.

Since vitamin D is easily obtained from oral supplements, is there real cause for 
concern or is this a “pseudo-controversy”? We think it is the latter.

Be aware that arguments against UV protection are heavily promoted by the $5 billion/
year indoor tanning industry that encourages tanning bed use as a way to obtain vitamin 
D. Such a claim is illegal and is currently being litigated, but it is still prevalent. Indoor 
tanning does not focus on the frail elderly or inner-city ethnic minorities who are at great-
est risk of vitamin D deficiency, but rather on healthy Caucasian teens and young adults, 
who are at highest risk of UV photodamage and subsequent skin cancer later in life.

A Pseudo-Controversy
The basis of the pseudo-controversy is the assumption that vitamin D sufficiency is best 
achieved from UV exposure, even though all intervention studies showing benefit from 
increasing 25(OH)D were done with oral vitamin D, not increased sun/UV exposure 
(Wolpowitz D, Gilchrest BA. 2006 Feb; J Am Acad Dermatol. 54(2): 301–317).

Unfortunately, evolution has not kept up with civilization. Life expectancy was less 
than 40 years when we humans evolved the capacity for cutaneous vitamin D production; 
long-term photodamage was not a concern, and vitamin D deficiency, in the form of 
rickets, was fatal in early life.

To be sure, the notion of relaxing in the sun and making one’s own vitamin D has a 
back-to-nature holistic appeal. But the fact is, most people can obtain ample vitamin D 
levels from a combination of diet, supplements, and incidental protected sun exposure. 
(For more on this, join www.holisticprimarycare.net, and read “Vitamin D: New Findings, 
New Questions,” Vol. 9, No. 2, Summer 2008.)

What Should We Tell Our Patients?
The preponderance of medical literature and common sense indicate that light-skinned 
people benefit from regular, lifelong, safe sun practices. People who apply high-sun 
protection factor (SPF) sunscreen probably synthesize vitamin D maximally in exposed 
areas during incidental sun exposure (Gilchrest BA. J Natl Cancer Inst. 2008; in press).

Although some claim that sunscreens block all UV and all vitamin D photosynthesis, 
this is not the case. Sunscreens allow continuous transmission of a fraction of incident 
UV photons equal to 1/SPF. In other words, an SPF 15 product still allows 1/15 or 7% 
of UV photons into the skin.

Sunscreen users typically apply half or less of the FDA-stipulated amount of product 
needed to obtain the advertised protection level (Bech-Thomsen N, Wulf HC. Photodermatol 
Photoimmunol Photomed. 1992; 9(6): 242–244). Observation of people at parks and gardens, 
golf courses, tennis courts, pools and beaches showed a high degree of unprotected UV 
exposure, especially on golf courses (Dixon HG, et al. Cancer Epidemiol Biomarkers Prev. 2008 
Feb; 17(2): 428–434).

If people require 2–8 minutes of unprotected summer sun exposure to maximize 
vitamin D synthesis, they could attain this in approximately 10–20 minutes after applying 
SPF 15–30 sunscreens. But let’s not forget that oral vitamin D can completely compensate 
for any lack of cutaneous vitamin D photosynthesis.

We are often asked to recommend a “safe” sunscreen. The Centers for Disease Control 
published a national survey of 2,500 Americans, age 6 and up, showing that the UV filter 
oxybenzone readily absorbs into the skin and is present in 97% of Americans tested 
(Calafat AM, et al. 2008; Environ Health Perspect. 116(7): 893–897).

The problem is, oxybenzone, AKA, benzophenone-3, has been linked to allergies, 
hormone disruption, and cell damage (Schlumpf M, et al. Toxicology. 2004; 205(1–2): 
113–122). Typically, women and girls had higher levels than men and boys, probably 
due to greater use of body care products and sunscreens.

Oxybenzone is none-too-healthy for the environment. It can trigger outbreaks of 
viral infection in coral reefs; up to 10% of coral reefs are threatened by sunscreen-
induced bleaching (Danovaro R, et al. Environ Health Perspect. 2008; 116(4): 
441–447).

We can all minimize our negative impact on our inner and outer ecology by using 
sunscreens with physical filters, which reflect instead of absorb ultraviolet radiation; and 
choosing eco-friendly chemical sunscreens. One such product is Soleo, an organic, 
water-resistant, biodegradable formulation of 22.3% zinc oxide and other natural ingre-
dients. Other paraben-free physical sun blockers (zinc and/or titanium) we recommend 
are: MyChelle Sun Shield SPF 28 and DDF Organic Sun Protection SPF 30.

Lastly, don’t forget UV-protective clothing, hats, sunglasses, and lip protection! 

Michael Traub, ND, DHANP, FABNO, past-president of the American Association of Naturopathic 
Physicians, practices on the Big Island of Hawaii. He is designing a study to compare the relative efficacy 
of an emulsified liquid vitamin D with encapsulated vitamin D. Interested parties may contact him at 
michaeltraub@earthlink.net. 

Monica Scheel, MD is a dermatologist at Kaiser Permanente Kona Clinic. They are collaborating on a 
book about natural medicine for skin disorders.

For more information:
800.662.2544 x1 
prosales@nordicnaturals.com 
nordicnaturals.com
Research: omega-research.com
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• The level of attention we give to an 
event depends on its emotional 
valence. A stressful situation emo-
tionally charged and hard to ignore. 
Thus, threat processing produces an 
internal interference on usual cogni-
tive processes and can lead to an 
attentional bias toward painful stim-
uli. This attentional bias can produce 
painful memories and hypervigi-
lance, as in posttraumatic disorder.

• In IBS, the brain may become 
extremely sensitive to information 
about pain, which may be less rele-
vant for someone else who would 
therefore not pay attention to it. 
Thus, the initial pain creates an 
attentional bias leading to more 
pain perception. In other words, 
pain begets pain.

• Our early experiences shape our 
attentional processes and biases, 
determining which stimuli we 
respond to. This is evidenced by the 
fact that many chronic pain patients 
experienced childhood abuse. 
Research on abused children has 
shown that they are very sensitive to 
information that signals a potential 
threat and have more fear in response 
to these signals.

• After trauma, information about the 
traumatic situation is inhibited for 
14 days, so victims of abuse or other 
violence may have trouble recalling 

the facts of what happened during 
this 2-week period. Dr. Lupien thinks 
that in asking the victim to recall 
what happened, we are reactivating 
a memory that wants to sleep, and 
this can have long-term 
implications.

• Virtual reality systems have been 
used to modify attentional bias and 
push patients to pay attention to 
stimuli other than pain-related stim-
uli. For example, a burn patient may 
benefit from a virtual reality experi-
ence of a cold environment. In addi-
tion, listening to music you like can 
produce music-induced analgesia 
and reduce stress reactions.

Using Pharmacogenomics in 
Pain Management: Ready for 
Prime Time? 
—Patrick Hanaway, MD

Pharmacogenomics is the study of the 
interaction between genes and pharma-
ceuticals, herbs, or nutraceuticals. 
Recently there has been an explosion in 
knowledge relating to the genetics of 
drug metabolism. Inter-individual vari-
ability in response to drug therapy is 
the rule, not the exception, for almost 
all medications. But how much can we 
use pharmacogenomics to tailor our 
pain control therapies and to decrease 
between-patient variability?

In his talk, Dr. Hanaway, Chief Med-
ical Officer of Genova Diagonstics, 
Asheville, NC, reviewed the metabolic 

Functional Approaches
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machinery. The probes used in sleep 
centers may, in fact, impede sleep. On 
the other hand, devices like the Watch-
PAT are comfortable, non-intrusive, 
and well tolerated.

Because we’re studying a patient in 
his/her own environment, the findings 
obtained are much more representative 
of what’s actually happening in the 
patient’s life. Simply put, home testing 
provides a more natural and reliable 
assessment. It also enables us to do sleep 
studies in accord with the patient’s sched-
ule, not that of a sleep center or its staff.

Home monitoring makes it far easier 
to get people to take part in sleep stud-
ies, which will in turn increase our 
apnea detection rate.

There are some significant cost sav-
ings, as well. An apnea diagnosis made 
via home monitoring is typically 50%–
75% less costly than one made by a 
conventional sleep lab.

Home apnea assessment also enables 
us, as clinicians, to help patients who 
live far from a sleep center. Because of 
their ease of use, home monitoring 
devices make repeat testing a lot more 
feasible, allowing us to monitor the 
impact of apnea treatment.

New Revenue Streams
Home sleep testing can also benefit pri-
mary care doctors by providing us with 
an additional and much-needed reve-
nue stream. The ease of use and mini-
mal staff involvement can make it an 
optimal addition to our practices. Third 

Home Sleep
cont’d from page 9

party reimbursement varies from 
approximately $200–$750 for the 
global receipt.

In the future, physicians doing home 
monitoring may be required to obtain 
sleep board certification or affiliation 
with a sleep center headed by a physi-
cian boarded in sleep study interpreta-
tion and management. At this time, 
there are no such regulations specifying 
ownership of home monitoring equip-
ment and, therefore, no regulations 
against billing for it.

In my practice, I utilize home testing 
for the diagnosis of suspected sleep 
apnea and for evaluating the efficacy of 
CPAP. It also helps me determine when 
I need to send more difficult cases to a 
certified sleep center for CPAP titration. 
This allows for precise determination of 
ventilatory support (CPAP or BiPAP in 
the majority of cases) and may also 
identify other sleep disorders such as 
periodic limb movement or other para-
somnias not detectable by unattended 
home sleep testing.

I can recall many patients in my 
practice in whom apnea was not ini-
tially detected at a sleep center but who 
proved to have apnea on home moni-
toring. The false-negatives are likely 
due to the fact that these patients were 
not really able to sleep at the evaluation 
center, owing to the strange bed, moni-
toring equipment and the knowledge 
that they were being observed.

CPAP for Sleep Apnea
Although apnea has serious health 
implications, it does not necessarily 
call for surgical or pharmaceutical mea-
sures. In milder cases where there are 

fewer abnormal respiratory events per 
hour of sleep, lifestyle changes should 
be first line “treatment.” This includes 
weight loss, smoking cessation, and for 
some patients, avoidance of certain 
sleep positions. Many people who sleep 
on their backs have apneas that can be 
avoided if they sleep on their sides.

Even small weight loss can relieve 
throat constriction, and lessen fre-
quency of apnea. Alcohol and tran-
quilizers reduce pharyngeal muscle 
tone, so apneic patients should avoid 
them. Anti-inflammatory nasal sprays 
with low-dose steroids may be help-
ful if sinus congestion plays a role in 
airway obstruction.

For more significant sleep apnea, 
CPAP is usually effective. A CPAP 
device delivers air through a mask at 
greater pressure than the surrounding 
air, and keeps the upper airway open. 
Part of the art and science of treating 
apnea is in finding the correct pres-
sure for each patient; it must be indi-
vidualized. Once you find the correct 
settings (typically during a CPAP 
“titration” study), apnea is elimi-
nated very quickly.

CPAP takes some getting-used to. 
A patient must adapt to having a for-
eign object around his head and 
placed over the nose, in the nostrils or 
around the nose and mouth. Most 
people adapt fairly quickly and end 
up being able to use it every time they 
sleep (including afternoon naps). 
Some CPAP systems include memory 
chips that store information about 
compliance, enabling us to determine 
how well a patient is utilizing the 
device.

At this time, Medicare requires 
compliance assessments on a regular 
basis. Yearly assessments of efficacy 
are also suggested in the form of 
repeat sleep studies either at home 
while using CPAP or in a sleep 
center.

Read More
Flemons WW, et al. Home diagnosis 

of sleep apnea: A systematic review 
of the literature: An evidence 
review cosponsored by the Ameri-
can Academy of Sleep Medicine, 
the American College of Chest 
Physicians, and the American Tho-
racic Society. Chest. 2003 Oct; 
124(4): 1543–1579.

White DP. Monitoring peripheral 
arterial tone (PAT) to diagnose 
sleep apnea in the home. J Clin 
Sleep Med. 2008; 4(1): 73.

Collop NA. Portable monitoring for 
the diagnosis of obstructive sleep 
apnea. Curr Opin Pulmonary Med. 
2008; 14(6): 525–529. 

Lee A. Surkin, MD, completed a fellow-
ship in cardiology at Yale University and 
holds a medical degree from Hahnemann 
University School of Medicine in Phila-
delphia, PA. He also has a master’s 
degree in Nutrition from Columbia Uni-
versity School of Medicine and is board 
certified in cardiology and nuclear cardi-
ology. Dr. Surkin has additional training 
in the evaluation and management of 
sleep disorders from the Atlanta School of 
Sleep Medicine and Technology. For more 
information, visit www.wellcor.com.

variability found in Phase I and Phase 
II hepatic detoxification systems in 
order to highlight the importance of 
drug-drug interactions, as well as to 
evaluate the effect of genetic polymor-
phisms (i.e., single nucleotide poly-
morphisms or SNPs) on the metabolism 
of pain medications. Clinical pearls 
from his talk included the following:
• Many drugs rely on phase I detoxifi-

cation for activation. For example, 
codeine + hydroxyl group = mor-
phine. If a patient can’t convert 
codeine to morphine well (i.e., he or 
she is a “poor metabolizer”), codeine 
would be a poor analgesic choice. 
On the other hand, a patient who 
converts it very quickly (i.e., an ultra-
metabolizer) will experience spikes 
in codeine’s analgesic effect.

• The cytochrome P450 pathway 2C9 
is involved in metabolism of NSAIDs, 
tramadol, TCAs, sildenafil, sulfa 
drugs, phenobarbital, marijuana, 
losartan, and warfarin. People who 
have the two principal SNPs of 
CYP2C9 metabolize these drugs 
more slowly, and are at increased 
risk of adverse effects from these 
drugs.

• SSRIs, silymarin, and azole antifun-
gals are inhibitors of 2C9 and slow 
down that metabolic pathway even 
further, which could compound risk 
in patients on multiple drugs.

• Cytochrome P450 pathway 2C19 is 
responsible for metabolism of anti-
epileptics, PPIs, estrogen drugs, pro-
pranolol, prednisone, and warfarin. 

People with a SNP for this pathway 
cannot metabolize these drugs well; 
they usually need lower doses to 
ensure safety.

• People who do not have proper 2C9 
and/or 2D6 activity have a reduced 
ability to inactivate COX-2 inhibi-
tors. They will likely have increased 
circulating levels of COX-2 inhibi-
tors and therefore increased risk of 
kidney damage and cardiovascular 
disease.

• The UGT enzyme is involved in 
helping opioids bind to their recep-
tor. If UGT activity is decreased, 
morphine does not bind effectively, 
decreasing the response to pain 
medication.

• People with the COMT SNP have 
increased pain sensitivity and 
increased risk of chronic pain and 
fibromyalgia. Practitioners can 
help them by making sure they 
have enough B vitamin analogs so 
that they have enough methyl 
groups to fuel detox pathways. 
Supplementing with SAMe and 
antioxidants and limiting alcohol 
is also beneficial.

The IFM’s 16th International Symposium 
titled, “Illuminating the Path Forward: 
Integrating New Approaches for the Eval-
uation and Treatment of Mood Disor-
ders” will be held on May 27–30, 2009, 
at the Westin Diplomat Resort & Spa, 
Hollywood, FL. For more information, 
visit: www.functionalmedicine.org. 
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New Guidelines Give a Nod to Probiotics for Irritable Bowel

The American College of Gastroenterolo-
gy’s new position paper on Irritable Bowel 
Syndrome (IBS) includes a cautious 
endorsement of probiotics and psychoso-
cial interventions. The paper represents 
the first time this organization has for-
mally supported probiotics to treat this 
common but difficult condition.

That’s good news, as the need for safe, 
effective, minimally-invasive IBS therapies 
has never been greater. Up to 20% of US 
adults have IBS. The disorder predomi-
nantly affects reproductive-aged women, 
and often occurs in association with gyne-
cologic disorders. In 50% of those diag-
nosed, the age of onset is less than 35 years 
(Camilleri M, Choi M. Aliment Pharmacol 
Ther. 1997; 11: 3. Everhart J, Renault P. Gas-
troenterol. 1991; 100: 998).

ACG’s new guidelines, titled An Evi-
dence-Based Position Statement on the Man-
agement of Irritable Bowel Syndrome, and 
published with the January 2009 American 
Journal of Gastroenterology, state that, “Pro-
biotics possess a number of properties that 
may prove of benefit to patients with IBS.” 
They cite favorable data for probiotics con-
taining Bifidobacteria alone or in combi-
nation with other organisms like 
Lactobacilli.

With the caveat that “Interpretation … 
is hampered by difficulties in comparing 
studies using probiotics that varied widely 
in terms of species, strains, preparations, 
and doses,” ACG’s Task Force on IBS notes 
that, “the dichotomous data suggest that 
all probiotic therapies have a trend for 
being efficacious,” and that probiotics are, 
“well tolerated and free from serious 
adverse side effects.”

The Task Force also smiled on psycho-
social interventions, noting that “cognitive 
therapy, dynamic psychotherapy, and hyp-
notherapy, but not relaxation therapy, are 
more effective than usual care.”

The authors were less sanguine on 
dietary interventions. Though roughly 
60% of IBS patients, “believe that food 
exacerbates their symptoms, and research 
has suggested that allergy to certain foods 
could trigger IBS symptoms,” ACG’s review 
of 8 exclusion diet studies does not arrive 
at a clear conclusion. These studies did not 
include control groups, so it is difficult to 
know if response rates (ranging from 12% 
to 67%) reflect true therapeutic effects or 
placebo responses.

The role of food allergies or intoler-
ances in IBS is controversial, but most inte-
grative practitioners at least consider the 
possibilities. Several studies show associa-
tions between allergies and IBS (Jones V, 
et al. Lancet. 1982; 2: 1115–1117. Petitpi-
erre M, et al. Ann Allergy. 1985; 54: 538–
540. Nanda R, et al. Gut. 1989; 30: 
1099–1104. Gertner D, Powell-Tuck J. Prac-
titioner. 1994; 238: 499–504).

The following is a review of natural 
therapeutics I’ve found useful in treating 
women with IBS.

Probiotics
Like many holistic/naturopathic practitio-
ners, I’m a fan of probiotics, and I’m glad 
to see the ACG acknowledging their 
value.

Dysregulation in gut flora is very com-
mon in IBS (Riordan S, Kim R. Curr Opin 
Gastroenterol. 2006; 22: 669–673). Two 
recent trials underscore the efficacy of pro-
biotics. In one 5-month study, 86 patients 
were randomized to either a multispecies 
probiotic daily or placebo. The IBS score 
decreased 14 points from baseline with 

the probiotics versus only 3 points with 
placebo. In particular, probiotic-treated 
patients reported less abdominal disten-
sion and pain (Kajander K, et al. Aliment 
Pharmacol Ther. 2008; 27: 48–57).

In the second trial, 40 IBS patients were 
randomized to placebo or a Lactobacillus 
acidophilus probiotic. After 4 weeks, there 
was a 20% greater reduction in abdominal 
pain or discomfort in the probiotic group 
versus the placebo (Sinn DH, et al. Dig Dis 
Sci. 2008; 53: 2714–2718).

Fiber & Other Dietary Factors
Fiber from grain, fruits and vegetables 
should be a cornerstone of IBS treatment.

Constipation-dominant IBS patients 
may benefit more from fiber/bulking 
agents than those who have more diar-
rhea. Clinically, we see improvement by 
increasing fruit and vegetable intake. 
Cereal-based fiber is important as well.

For those with diarrhea-dominant IBS, 
cooked vegetables may be the best choice 
to help reduce symptoms.

In considering supplemental fiber, keep 
in mind there are two forms: Insoluble 
fiber increases stool bulk, softens stools, 
and shortens bowel transit time. Soluble 
fiber dissolves in water, forming a soft gel 
that eases elimination.

Psyllium husks and flax seeds are insol-
uble bulk-forming agents that absorb 
water, soften stool, increase stool weight 
and the number of bowel move-
ments per day. In diarrhea-
dominant IBS, psyllium 
makes the stools less 
watery. However, some-
times it can increase 
flatulence and bloat-
ing (Marlett J, et al. 
Am J Clin Nutr. 2000; 
72: 784–789).

Citrus pectin is a 
soluble fiber that also 
helps stabilize intesti-
nal flora. It can ease 
both constipation and 
diarrhea-associated IBS 
(Monograph. Modified Cit-
rus Pectin Altern Med Rev. 2000; 
5: 573–575). Guar gum is a soluble 
fiber from the seed of the guar plant; it can 
be used for treating diarrhea, constipation, 
and IBS (Biaccari S, et al. Clin Ter. 2001; 
152: 21–25).

The choice of fiber supplements needs 
to be individualized, so work with each 
patient to find what works best. When 
starting a patient on any type of fiber, 
begin with small doses and increase slowly 
over days to weeks. Make sure patients 
know to take fiber with at least 8 oz. of 
water.

If a particular form of fiber aggravates 
rather than ameliorates a patient’s symp-
toms, encourage her to try something else. 
If several types of fiber prove ineffective in 
someone with constipation-dominant 
IBS, consider osmotic laxatives such as 
magnesium. Magnesium citrate, sulfate 
and hydroxide are the most common 
forms; sulfate salt is the most potent.

Botanicals for IBS
Artichoke leaf extract (Cynara scolymus 
L.) can reduce severity of IBS in a subset of 
patients with dyspepsia (Walker A, et al. 
Phytother Res. 2001; 15: 58–61). In Dyspep-
sia/IBS patients randomly assigned to either 
320 or 640 mg capsules of a standardized 
(1:5) aqueous extract of artichoke leaves 
taken daily for 2 months, the herb pro-
duced a 41% mean reduction in total symp-
tom scores; quality of life scores showed a 
20% improvement (Bundy R, et al. J Altern 
Comp Med. 2004; 10(4): 667–669).

Peppermint oil, specifically enteric-coated 
peppermint oil (ECPO), inhibits gastroin-
testinal smooth muscle spasms and 
improves rhythmic intestinal contractions. 
Peppermint oil has been studied in chil-
dren and adults with IBS, but the results 
have been conflicting (Kline R, et al. J Pedi-
atr. 2001; 138: 125–128. Liu J, et al. J Gas-
troenterol. 1997; 32: 765–768).

A 1999 meta-analysis of 5 studies was 
inconclusive (Pittler M, Ernst E. Am J Gas-
troenterol. 1998; 93: 1131–1135). But in 
one of those studies, 110 IBS patients took 
either ECPO, 0.2 ml per dose, or placebo, 
3 or 4 times daily for a month. For all 
symptom categories (abdominal pain/dis-
tension, stool frequency, gas and borbo-
rygmi (GI “growling”), the ECPO group 
showed 2 to 3-fold improvement com-
pared to those on placebo (Liu H, et al. J 
Gastroenterol. 1997; 32: 765–768). One 
problem with ECPO is that it can be irritat-
ing for some patients who also have gas-
troesophageal reflux.

Turmeric (Curcuma longa) was shown to 
reduce IBS symptoms in a pilot study of 
207 patients taking either one or two 72 
mg tablets of a standardized extract for 8 
weeks. IBS symptom prevalence decreased 
53% in the once-daily group, and 60% in 
the twice-daily group. Two-thirds of all 
patients reported improvement (Bundy R, 
et al. J Altern Comp Med. 2004; 10(6): 

1015–1018).

Marshmallow root (Althaea 
officinalis) has a rich his-

tory of use to treat con-
stipation, diarrhea, 

gastric inflammation 
and peptic ulcers. 
The leaves and roots 
contain mucilagi-
nous polysaccha-
rides that soothe 
and protect intestinal 
mucous membranes, 

and help stool move 
more easily through the 

bowel, thereby increasing 
comfort and elimination 

(Fleming T, ed. Marshmallow. 
In: PDR for Herbal Medicines, 3rd ed., 

pp. 556–557, 2004, Montvale, NJ: Medical 
Economics Co.).

Wild yam (Dioscorea villosa), in tincture 
form, is one of my favorite herbs for 
abdominal cramping related to IBS. It has 
antispasmodic effects on smooth muscle. 
I’ve found that one teaspoon of tincture, 
twice daily, has helped many of my IBS 
patients.

“Bitters”: Western and Asian herbal tra-
ditions have included “bitters” in formu-
las for GI problems. These are alkaloid-rich 
herbs usually taken in liquid form 10–30 
minutes before a meal. They stimulate GI 
motility and increase gastric secretions. 
Common bitters include Ginger (Zin-
giber officinale), Dandelion (Taraxacum 
officinalis), Fumitory (Fumaria officianlis), 
Wormwood (Artemisia spp.), Gentian 
(Gentiana spp.), Candytuft (Iberis amara) 
and Artichoke (Cynara scolymus).

In Western botanical traditions, bit-
ters are often combined with cholagogues 
(stimulate bile flow), carminatives 
(reduce flatulence), antispasmodics, anti-
microbials, anti-inflammatories, astrin-
gents, and nervines (mild sedatives).

One such combination that has been 
studied in IBS contains the bitter Can-
dytuft (Iberis amara); along with Celan-
dine (Chelidonium majus) as a cholagogue; 
Caraway (Carum carvi), Peppermint (Men-
tha piperita), and Chamomile (Matricaria 

By Tori Hudson, ND
Contr ibut ing Writer

recutita) as carminatives; Licorice (Glycyr-
rhiza spp.) as an anti-inflammatory; 
Lemon Balm (Melissa officinalis), Angelica 
(Angelica archangelica), and Milk Thistle 
(Silybum marianum) as nervines.

In a 4-arm study, 208 IBS patients were 
randomized to receive: an alcohol extrac-
tion of the complete herbal combination; 
the same formula excluding the chol-
agogue and the nervines; a Candytuft 
extract only; or placebo. Patients took 20 
drops of the assigned remedy thrice daily 
for 4 weeks. The full combination for-
mula and the modified preparation 
yielded measurable reductions in IBS 
symptoms; The single-herb Candytuft 
extract and the placebo did not (Madisch 
A, et al. Alimentary Pharmacol Ther. 2004; 
19: 271–279).

Serotonin & Melatonin
L-tryptophan and 5-hydroxytryptophan 
(5-HTP) are both produced in the gut, 
not just the brain. In fact, roughly 95% of 
the body’s serotonin is found in the gut. 
Specific serotonin receptors regulate GI 
motor and secretory function as well as 
visceral sensation (Gerson M, Tack J. Gas-
troenterology. 2007; 132: 397–414).

Alosetron (Lotronex), a 5-HT3 receptor 
antagonist, was the first FDA-approved 
drug for severe IBS in women whose pre-
dominant symptom is diarrhea. It was 
introduced in 2000, but withdrawn 
within months, owing to serious, life-
threatening GI side effects. It was re-intro-
duced in June 2002, but the re-approval 
limited use only to women with severe 
diarrhea-dominant IBS, who did not 
respond to other therapies.

Modulation of serotonin pathways 
with L-tryptophan and 5-HTP certainly 
makes sense as a treatment approach, and 
is probably safer than pharmaceuticals 
like Alosetron. Common dosing for 
L-tryptophan is 500 mg up to 6,000 mg 
per day, before bed. For 5-HTP, it’s in the 
range of 50 mg–100 mg/day, also to be 
taken before bed. Be aware that trypto-
phan can sometimes cause heartburn, 
belching, flatulence, nausea, and other GI 
adverse effects.

Melatonin can really help some IBS 
patients. In an 8-week, placebo-controlled 
trial, those taking melatonin experienced 
a 3.5-fold improvement in IBS symptom 
scores. In addition, quality of life was 
nearly 3-fold better in the melatonin 
group (Saha L, et al. J Clin Gastroenterol. 
2007; 41(11): 29–32). Another placebo-
controlled trial of 40 individuals showed 
that melatonin reduced abdominal pain 
and rectal pain (Song G, et al. Gut. 2005; 
54(10): 1402–1407).

Lastly, in a study of young women 
with IBS, those taking melatonin for 8 
weeks had less abdominal pain, diarrhea 
and constipation than those on placebo. 
Interestingly, IBS symptoms improved 
without any measurable melatonin effect 
on sleep (Lu W, et al. Aliment Pharmacol 
Ther. 2005; 22(10): 927–934). Typical 
melatonin dosing is in the range of 0.3 
mg–5 mg nightly, before bed, although 
higher doses can be used.

Over the years, I’ve found that patients 
with IBS respond well to a holistic 
approach that includes avoiding food 
triggers, increasing dietary fiber, introduc-
ing probiotics, tailored use of herbal 
options, melatonin/tryptophan, and psy-
chological/behavioral therapies address-
ing the complex but intimate relationship 
between the gut and the brain. 

“The data suggest  
that all probiotic 
therapies have a 
trend for being  

efficacious…well tolerated, and 
free from adverse side effects.”  
       — American College 

of Gastroenterology’s  
Task Force on IBS
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Iodine & Breast Health:  
Think Beyond the Thyroid

should be concentrating iodine [Russo J. 
Medicina. 1997; 57(Suppl 2): 81–89]. When 
these tissues are iodine-deficient, they are actu-
ally more sensitive to the stimulatory and pro-
liferative effects of estrogen.” 

Though there’s no way to prove a causal 
relationship, it is interesting that the growing 
prevalence of iodine deficiency in the US over 
the last few decades tracks strongly with the 
rise in breast cancer, said Dr. Tenpenny.

Breasts, Babies & Iodine
It is clear why iodine is important for the thy-
roid; T4, the principal output of this gland, is 
a tyrosine molecule bonded to 4 iodine ions. 
Cells throughout the body are capable of 
clipping off one of the iodines, creating T3, 
the hormonally active form. But what does 
iodine have to do with breasts?

The answer is simple: babies need lots of 
this halide for neuroendocrine develop-
ment, and they’re supposed to get it from 
breast milk. Milk ducts are designed to draw 
iodine from the bloodstream, concentrate it, 
and transmit it to the baby via the milk.

The importance of iodine for child devel-
opment should not be underestimated, said 
Dr. Tenpenny. The International Council for 
the Control of Iodine Deficiency Disorders 
(www.iccidd.org) produces a quarterly news-
letter packed with science on this topic. 
Researchers have shown that iodine-deficient 
children have mean IQ scores 10–15 points 
lower than iodine-replete kids. It is disturb-
ing, then, that roughly one-third of all lactat-
ing women in the US are iodine-deficient.

Lactating milk duct cells are covered with 
sodium iodide symporters—special glycopro-

teins akin to those in the thyroid—that move 
iodine. They also have enzymes called lac-
toperoxidases that bind iodine to casein and 
other milk proteins. Together with free Iodine, 
these iodolactones are secreted into milk.

During lactation, breast tissue actually 
outpaces the thyroid in iodine capture, show-
ing a particular preference for the molecular 
(I2) form. Until recently, many researchers 
believed non-lactating breast tissue did not 
absorb much because it does not express 
iodide symporters. But non-lactating tissue 
does express another iodide transporter pro-
tein called pendrin, and iodine is clearly 
important beyond lactation.

Like nearly all tissues of the body, breast 
tissues can cleave iodide ions from T4, to 
make active T3, and in euthyroid women, 
this forms a distinct iodine “pool” that has 
a primarily antioxidant function.

Does Iodine Protect Against Cancer?
Carmen Aceves, MD, of the Instituto de 
Neurobiologıa, Universidad Nacional 
Autonoma de Mexico, Juriquilla, is among a 
number of international researchers study-
ing iodine for breast cancer. She and others 
point out that iodine in its various forms has 
antiproliferative, anti-inflammatory and 
antioxidant effects in breast tissue.

Hormonal stimulation during lactation 
markedly increases iodide absorption into 
the breasts; it also increases production of 
free iodide molecules. The increased pres-
ence of iodine regulates mitosis, reduces 
free-radical induced DNA damage, and 
markedly reduces tissue fibrosis, all of which 
suggest a protective effect.

Dr. Aceves contends that the increased 
rates of breast cancer over the last century 
may, in part, reflect the fact that women now 
spend much more of their lives in non-lac-
tating states during which breast tissue has 
a higher mitotic rate: tissue that has never 
differentiated to produce milk divides 20 
times more often than tissue that has under-
gone the lactation transformation.

The notion that iodine may prevent 
breast cancer emerged from epidemiologic 
studies of Japanese versus Western women. 
The typical Japanese diet is rich in shellfish 
and seaweeds, like wakame, nori or mekabu. 
These contain high quantities of iodine in 
multiple forms. On average, Japanese 
women get 25 times more dietary iodine as 
American women, and on a population 
basis, this is associated with much lower 
incidence of breast cancer.

There’s reason to believe that supplemen-
tal iodine may be protective or even thera-
peutic for breast cancer. A number of rodent 
studies show that supplemental iodine can 
shrink chemically-induced mammary gland 
tumors. And there’s preliminary evidence 
that it can do the same in non-malignant 
human tumors.

In an excellent 2005 review paper on the 
role of iodine in breast health, Dr. Aceves 
stated that one of the primary effects of 
iodine is that it reduces breast tissue density 
and fibrosis, which are big risk factors for 
breast cancer [Aceves C, et al. J Mammary 
Gland Biol & Neoplasia. 2005; 10(2): 189–
196]. She advocates iodine as a potential 
preventive and therapeutic option.

“I2 supplement[ation] is not accompanied 
by any harmful secondary effects on the 
health of women or animals (body weight, 
thyroid economy, reproductive cycle). Thus, 
we propose that I2 supplementation should 
be considered for use in clinical trials of 
breast cancer therapies,” she wrote.

Bernard Eskin, MD, a gynecologist at 
Drexel University, has been at the forefront of 
research on iodine and women’s health for 
decades. At the 2005 meeting of the American 
Association for Cancer Research, he reported 
that women with breast cancer (14 with inva-
sive cancer; 6 with DCIS) had consistently 
lower urinary iodine excretion than similarly 
aged women without cancer. Low urinary 

iodine suggests deficiency, and the findings 
“imply potential diagnostic and therapeutic 
capabilities in the iodine pathway.”

Resolving Fibrocystic Disease
Regulation of breast tissue proliferation is 
complex. The precise role of iodine and its 
potential as a breast cancer treatment remains 
to be determined. What seems clear, though, 
is that supplemental iodine reduces fibrocystic 
breast disease (FBD) and cyclic mastalgia.

In 1993, Dr. Eskin, working with Dr. Wil-
liam Ghent at Queens University, Ontario, 
showed that daily dosing with molecular 
iodine (I2) markedly reduced breast pain, 
tenderness, and tissue density in a cohort of 
more than 1,300 women with severe FBD. 
Fifty-one percent had complete resolution of 
symptoms after a median treatment time of 
13 months (Ghent WR, et al. Can J Surg. 
1993; 36: 453–460).

More recently, Dr. Lucius Hill, at the Swed-
ish Medical Center, Seattle, studied a cohort of 
106 women with chronic FBD, randomized to 
treatment with daily oral doses of aqueous I2, 
10–25 mL, or placebo solution, for 7 months. 
The iodine doses corresponded to between 
1.95 and 4.88 mg per day. Of the 92 evaluable 
patients, those on active iodine had substan-
tially lower pain, tenderness, and overall 
symptom scores, as well as reduced breast 
nodularity and fibrosis.

However, Dr. Hill’s study was compro-
mised by the fact that 40% of those on iodine 
experienced interruptions owing to a shortage 
of the study preparation. I2 is inherently unsta-
ble, and difficult to formulate in supplemental 
forms. In fact, it was largely unavailable until 
recently, when Symbollon Pharmaceuticals 
(www.symbollon.com) introduced IoGen, a 
patented I2 formulation specifically for treat-
ment of FBD and mastalgia.

In a Symbollon-funded study, 111 other-
wise healthy women with history of cyclic 
mastalgia, were randomized to 6 months’ 
treatment with placebo or IoGen at daily 
doses of 1.5 mg, 3.0 mg or 6.0 mg. Those on 
the 3 and 6 mg doses showed significant 
improvements in self-assessed symptom 
severity and physician-rated severity; women 
taking the 1.5 mg dose or those on placebo 
showed no significant changes (Kessler JH. 
Breast J. 2004; 10(4): 328–336).

These findings echo a much earlier Russian 
study in which iodine supplementation reduced 
mastalgia severity in 72% of treated women 
(Vishniakova VV, Muravievna NI. Vestn Akad 
Med Nauk SSSR. 1966; 21: 19–22).

Changing Lives

Clinically, iodine can make a profound dif-
ference in the lives of women with chronic 
breast pain, said Dr. Tenpenny. Over the 
years, she has used a number of different 
iodine preparations to help women with 
mastalgia and FBD. She described a case 
involving a 45-year-old woman with very 
dense, hard breasts, intense cyclic pain, and 
frequent nipple discharges. She’d been suf-
fering for 18 years, and was even considering 
prophylactic mastectomy.

“I was using Iodoral at the time, and I 
had her take 2 per day. Within one week, the 
nipple discharge stopped, and the pain 
began to abate. Within three weeks, she was 
largely symptom free, and no longer had to 
take pain medications.”

That was a dramatic response. In other 
patients, the effect is subtler and takes lon-
ger. But most patients will show significant 
symptom resolution within 4–6 weeks. “If 
this is going to work, you’ll certainly know 
within three months.”

Given the widespread prevalence of iodine 
deficiency—according to the most recent 
World Health Organization data, 19.4% of 
the US population has low urinary iodine 
excretion (under 100 mg/mL)—supplementa-
tion makes sense, especially in women at risk 
of breast cancer.

Say the word “iodine” and most physicians 
automatically think, “thyroid.”

While the thyroid gland is an unques-
tionable iodine sponge, and iodine is a key 
constituent of thyroid hormone, it has other 
important physiologic effects, among them 
maintenance of healthy breast and ovarian 
tissue in women, and fostering optimal neu-
rocognitive development in babies.

Less than 30% of the body’s total iodine 
load goes to the thyroid. Between 60–80% 
of total iodine is non-hormonal and con-
centrated in extrathyroidal tissues (Venturi 
S. The Breast. 2001; 5: 379–382). This fact is 
sadly overlooked by most clinicians, to the 
detriment of their patients, says Sherri Ten-
penny, DO, a Strongsville, OH, holistic phy-
sician with a primary focus on women’s and 
children’s health.

“If you look at Braverman’s The Thyroid, 
one of the bibles of endocrinology, it says in 
the very first chapter that iodine is important 
for the eyes, prostate, breast, ovaries. But 
medicine has largely ignored these tissues for 
decades. The FDA never even bothered to give 
a total body RDA for iodine beyond the anti-
goiter recommendation of 150 mcg per day 
(in lactating women it’s 220–290 mcg) estab-
lished in the 1920s,” Dr. Tenpenny told Holis-
tic Primary Care.

“Since the early 1960s, we’ve known iodine 
deficiency was related to breast disease, includ-
ing breast cancers. Carcinomas are most likely 
to develop in the ductal tissues that normally 

continues on next page
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Helps maintain healthy blood pressure*

Introducing ameal bp™ – the new dietary supplement containing the naturally derived active ingredient
AmealPeptide®, clinically shown to maintain healthier blood pressure in prehypertensive patients.*

AmealPeptide® is a naturally occurring ACE inhibitor derived from enzymatically hydrolized 
casein (milk proteins). Fourteen double-blind, placebo-controlled studies have shown a 
clinically significant lowering of both systolic and diastolic blood pressure with AmealPeptide®. It has also

been shown to be safe and well-tolerated.

ameal bp™ is available online or at major drugstores in easy-to-swallow 
capsules and chewable tablets.

Start prehypertensive patients on ameal bpTM when you 
start them on a diet and exercise program.

Visit www.amealbp.com for more information.

I,m getting 

aggressive
with prehypertension,

naturally.

Significant difference from placebo (t-test): **P<0.01, ***P<0.001.
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Reference: 1. Data on file. Post-hoc analysis adapted from
AmealPeptide® clinical studies.

ameal bp™ and AmealPeptide® are trademarks of Calpis Co., Ltd.
©2007 Calpis Co., Ltd. A02

*This statement has not been evaluated by the Food and Drug Administration.
This product is not intended to diagnose, treat, cure, or prevent any disease.

How Much is Too Much?
In recent years, there’s been a surge of enthu-
siasm for iodine, due in part to greater aware-
ness of “subclinical” hypothyroidism, and the 
wide availability of Iodoral, a product that 
essentially concentrates Lugol’s solution (5% 
molecular iodine; 10% iodide) in tablet form. 
The increased awareness is due in large part to 
the work of Guy Abraham, MD, former profes-
sor of Obstetrics, Gynecology & Endocrinol-
ogy at UCLA, who has championed iodine 
supplementation for decades. (Join www.
holisticprimarycare.net, and read Iodine Ther-
apy Gains Favor for Thyroid Problems, Chronic 
Fatigue, from our Winter 2005 edition.)

Iodoral advocates often recommend that 
patients take 30–50 mg per day. Dr. Tenpenny 
and others have begun to question the wis-
dom of going that high. The issue, particularly 
when treating non-lactating women, is how to 
get optimal iodine supply to the breast tissue 
without overloading the thyroid.

There’s a built-in mechanism within the 
thyroid that shuts down T4 production when 
the gland is confronted with a big iodine 
load; this is to prevent over-production of T4 
and avert thyrotoxicity. Normally, the T4 pro-
duction kicks back on within 24–48 hours, 
once the iodine levels drop back down. The 
process, known as the Wolff-Chaikoff effect, 
was first documented in the late 1940s.

In most people, a large iodine dose won’t 
cause problems, but in some this mechanism 
doesn’t work properly. The thyroid may shut 
down and then fail to re-start, ultimately 
leading to a severely hypothyroid state, 
explained Elizabeth Pearce, MD, an endocri-
nologist at Boston University.

In others, the thyroid does not shut down 
after an iodine load and starts cranking out 

excess T4, leading to a hyperthyroid state. Part 
of the problem is that unless there’s overt thy-
roid disease, it can be difficult to determine 
in advance who will have problems. For this 
reason, Dr. Pearce takes a dim view of high-
dose iodine therapy.

“If you’re considering iodine supplementa-
tion for any reason, it’s a good idea to do a 
thyroid workup. This is not something that 
patients should be doing on their own, without 
physician guidance, especially high-dose iodine 
protocols. They really need careful monitor-
ing.” The good news is that outside of the thy-
roid, there are no other tissues known to be 
adversely affected by high iodine levels.

Dr. Tenpenny said she’s become a fan of 
the new IoGen product. It provides iodine 
in the molecular form, which is preferen-

tially absorbed by the breast and less thyro-
toxic than iodide. Patients with FBD or 
mastalgia need only take 3 mg per day. 
That’s still “supraphysiologic” in that it is 
above the 1,100 mg range that conventional 
endocrinologists consider the “upper limit,” 
but it is far less than what’s delivered in 
other supplemental forms.

Good for the Gander
Supplementation, though important, is only 
part of the picture. Dr. Tenpenny said she often 
recommends turmeric, in doses of 300–900 
mg/day. “It’s anti-angiogenic, and anti-inflam-
matory. It cools the hotspots in the breast.”

She’s also a big fan of di-indolyl methane 
(DIM), a compound derived from cruciferous 
vegetables that produces strong and favorable 

shifts in the ratio between anti-inflammatory 
and pro-inflammatory subtypes of estrogen. 
(Join www.holisticprimarycare.net, and read 
Cruciferous Indole at the Crossroad of Estrogen 
Metabolism, from our April 2002 edition.)

Generally speaking what is good for 
breast health in women tends to be good for 
prostate health in men. Iodine is no excep-
tion. Dr. Tenpenny said she’s treated three 
men with highly elevated PSAs, all of whom 
showed marked PSA reductions after a few 
months on daily iodine.

“I had one gentleman, who was about 
76 years old, and had PSA’s in the 22–23 
range. His urologist wanted to implant 
radioactive iodine pellets. I reasoned that 
we should just try iodine itself. After 6 
months, his PSA was down to 0.6.” 

“Spot” Testing 
Iodine Levels
Who needs iodine supplementation? How 
deficient is she?

The half-life of iodine in the blood is very 
short. It either gets absorbed by various tis-
sues or excreted out into the urine within 
6–24 hours. So blood measurements are of 
limited value when working up patients, said 
Dr. Sherri Tenpenny, a women’s health spe-
cialist, and iodine advocate.

Fortunately, there’s an old-fashioned, very 
inexpensive test that can give you a pretty 
good idea of who needs extra iodine and who 
does not.

Simply put 1–2 drops of 5% Lugol’s solu-
tion (aqueous I2 and iodide) on a patient’s 
wrist, ideally early in the morning. The solu-
tion will create a yellow stain about the size 
of a half-dollar. Then simply have the patient 
monitor how fast the stain disappears.

The faster it fades, the more iodine-defi-
cient he or she is. In a healthy patient with 
optimal iodine levels, the stain will be visible 
for 14–16 hours or even longer. If it’s gone in 
2–3 hours, she’s got a significant deficiency. 
In essence, the test is showing to what degree 
the patient’s system is “hungry” for iodine.

“This is a qualitative test, not really quan-
titative. It’s not a definitive test, but it can tell 
you if you need to look further,” said Dr. 
Tenpenny.

Iodine loading tests will give a better 
quantitative sense of a patient’s iodine levels, 
but in many cases it’s reasonable to simply 
move into treating the patient empirically, 
“especially if she has lumpy, bumpy breasts 
and a lot of cyclic pain.”

Breast thermography is an excellent, inex-
pensive and non-invasive tool for assessing 
breast health and monitoring tissue response 
to nutritional interventions like iodine sup-
plementation. (Join www.holisticprimary-
care.net and read our Fall 2008 cover story, 
Breast Thermography: Can It Open a Window 
for Breast Cancer Prevention?)

“You can actually see the improvement in 
breast tissue inflammation with iodine sup-
plementation. You can also feel the changes 
in tissue texture.” 




