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      WHAT DOCTORS ARE SAYING ABOUT IS YOUR THYROID MAKING YOU FAT?

      “Dr. Siegal deserves to be commended for prescribing thyroid hormone the way he does and for having the courage to write about
         it.”
      

      —Alan R Gaby, M.D., past president of the American Holistic Medical Association and author of The Patient’s Book of Natural Healing

      “Supplemental ‘natural’ thyroid is often the Rosetta Stone of good health and should not be overlooked or underestimated.
         IS YOUR THYROID MAKING YOU FAT? makes a valuable contribution to the thyroid literature.”
      

      — Stephen E. Langer, M.D., president of the American Nutritional Medical Association and author of Solved: The Riddle of Illness&M

      “IS YOUR THYROID MAKING YOU FAT? brings to light many heretofore unappreciated aspects of the dynamic between thyroid activity
         and a number of maladies.”
      

      — Dennis Gage, M.D., F.A.C.P., former acting director of the Obesity Center at St. Lukes-Roosevelt Hospital

      . . .

      WHAT PATIENTS ARE SAYING ABOUT DR. SIEGAL’S PROGRAM

      “My doctors told me that there was nothing wrong with my thyroid, but I just couldn’t lose weight. Dr. Siegal found that my
         thyroid was underactive. After I started taking the natural thyroid, the weight seemed to fall off. I followed his diet and
         went from 184 pounds to 122 in about six months. I’ve got a new body.”
      

      —Virginia Brunson

      “I was losing my hair, I had chills, and I was so worn out, I couldn’t get my work done. I wasn’t losing any weight until
         Dr. Siegal started me on the thyroid medication. No one ever told me I had that problem. Not only did the weight start coming
         off, but all these other problems went away. I’m not at my goal yet. I can’t wait to get there.”
      

      — Elaine Lyons

      
         “No one ever found a thyroid problem. Thank goodness Dr. Siegal realized what the problem was. I’ve lost 65 pounds. I don’t
         even recognize myself when I look in the mirror. I can’t believe it!”
      

      —Myra Garcia

      “I went to Dr. Siegal last July because of his reputation for getting weight off his patients. I never dreamed that my other
         problems might be helped. I started taking thyroid hormones in August and I no longer have those horrendous mood swings. I
         sleep better, and best of all, I’m losing weight steadily.”
      

      — Cindy Kirsh

      . . .

      WHAT READERS ARE SAYING ABOUT IS YOUR THYROID MAKING YOU FAT?

      “If after you’ve read this book, taken all the tests, filled out the checklists, kept track of your temperature, and tried
         his 28-day eating test, you don’t think you got your money’s worth I’d besurprised…. Dr. Siegal also gives strong arguments
         for the use of natural thyroid supplementation as opposed to the use of synthetics.”
      

      — Amy Shellase

      “This book is great —I am giving it to my daughters to read, as they have a similar problem as me and are getting fed up with
         doctors who only go by lab results. Thanks for giving me some hope and having the courage to speak out against the ‘establishment.’
         Wish there were more like Dr. Siegal.”
      

      — Roslyn Hodgins, Hammondville, NSW, Australia

      “As a doctor of pharmacy candidate and published reviewer of medical literature, I am in constant contact with patients who
         complain that their doctor dismisses a metabolic problem as the cause of their obesity. While hypothyroidism certainly is
         not the cause of all obesity, Dr. Siegal makes a very convincing argu ment that, for many, it may be	This book offers hope
         to those who don’t overeat but can’t seem to lose weight on any diet.”
      

      — S. Hileman, Ft. Lauderdale, FL

   
      Copyright

      The information herein is not intended to replace the medical advice of your physician. You are advised to consult your health-care professional with regard to matters relating to your health, and in particular regarding matters that may require diagnosis or medical attention.

      Copyright © 2000 by Sanford Siegal

      All rights reserved. Except as permitted under the U.S. Copyright Act of 1976, no part of this publication may be reproduced,
         distributed, or transmitted in any form or by any means, or stored in a database or retrieval system, without the prior written
         permission of the publisher.
      

      Wellness Central

      
      Hachette Book Group

      237 Park Avenue

      New York, NY 10017

      Visit our website at 
         www.HachetteBookGroup.com
      

      
      Wellness Central is an imprint of Grand Central Publishing.

      The Wellness Central name and logo are trademarks of Hachette Book Group, Inc.

      
      First eBook Edition: November 2009

      Originally published in hardcover by Hachette Book Group.

      ISBN: 978-0-446-57115-9

   
      Acknowledgments

      
         Many people helped write this book; in a sense, thousands. They are the patients I’ve known for the last forty years.
      

      Of the more recent contributors, I sincerely thank: my wife, Lyndol, for keeping my enthusiasm manageable; my friend, Peter
         Nguyen, for allowing me access to his knowledge of the biological world; my friends, Carmen and Greg Anderson, for their sage
         advice; my editor, Rick Horgan, for keeping me focused; my agent, Barbara Lowenstein, for her encouragement; my copy editor,
         Karen Thompson, for possessing the eye of an eagle; my son Marc Siegal, for making incomprehensible databases comprehensible;
         another son, Matthew Siegal, for his treasure chest of suggestions; a third son, Jason Siegal, for his critical input; and
         two great people, Cindy Hernandez and Beth Geisler, for dedicated slavery.
      

   
      Foreword

      by Alan R. Gaby, M.D.

      
         In this book, Dr. Sanford Siegal argues that hypothyroidism (underactive thyroid) is a common condition that is frequently
         overlooked by the average doctor. While conventional medicine relies primarily on blood tests to diagnose hypothyroidism,
         Dr. Siegal points out that these tests are unreliable and often fail to detect the problem. Siegal further differs from most
         doctors by recommending the use of desiccated thyroid, an extract from animal thyroid glands that modern medicine has repeatedly
         labeled “obsolete.”
      

      While most doctors are strongly opposed to—or even horrified by—the idea of giving a potent hormone to people whose blood
         tests are normal, my own clinical experience with more than a thousand “thyroid cases” unequivocally confirms Dr. Siegal’s
         observations. Moreover, while only about 30 percent of patients can tell the difference between desiccated thyroid and the
         most frequently prescribed form of thyroid hormone (levothyroxine), those who can tell the difference nearly always prefer the natural preparation.
      

      The symptoms of hypothyroidism are well known and include 
         fatigue, depression, constipation, cold hands and feet, dry skin, fluid retention, slow thinking, weight gain, menstrual irregularities,
         and an increase in serum cholesterol. Although these symptoms can have many different causes, I’ve found hypothyroidism to
         be one of the most common causes. And yet, approximately 85 percent of my patients whose symptoms improved (often dramatically)
         with thyroid treatment had normal thyroid blood tests, including TSH (thyroid-stimulating hormone).
      

      The idea that blood tests often fail to detect hypothyroidism is not as far-fetched as it might seem. By analogy, many diabetics
         require injections of insulin, even though the level of this hormone in the bloodstream may be normal or above normal. This
         phenomenon is known as insulin resistance. While there is plenty of insulin circulating in the blood, the hormone receptors
         on cell membranes are inefficient in responding to insulin’s message. As a result, some diabetics require higher-than-normal
         concentrations of insulin in their bloodstream in order to achieve a normal insulin effect. Thyroid-hormone resistance is
         also known to occur, although it is thought to be a rare condition. However, it is possible that a more subtle form of thyroid-hormone
         resistance is present in a relatively large proportion of the population. If that is the case, then some individuals would
         need to maintain their thyroid hormone level near the top of the normal range in order to feel well. While the existence of
         subtle thyroid-hormone resistance has not been proven, it could explain the dramatic results seen by Dr. Siegal, myself, and
         hundreds of other doctors who diagnose and treat hypothyroidism on clinical grounds.
      

      Nor should it be surprising that desiccated thyroid works better for some individuals than does synthetic levothyroxine. The
         former contains two different molecules with known hormonal effects and two other compounds whose functions are unknown, whereas
         the latter contains only one of these four molecules.
      

      Doctors who oppose the use of thyroid hormone on clinical grounds and rely instead on blood tests point out that inappropriate
         use of thyroid hormones can put stress on the heart and promote the development of osteoporosis (bone loss). While it’s 
         true that overtreatment can cause these problems, I would argue that empirical use of thyroid extract, when done carefully,
         is neither inappropriate nor overtreatment. I have not seen any cardiac problems with thyroid therapy, although a few patients
         developed chest pain, which was resolved when the dosage was reduced. Nor have my patients shown any evidence of accelerated
         osteoporosis, although, to be on the safe side, I always recommend a bone-building nutritional supplement along with thyroid
         hormone.
      

      Dr. Siegal deserves to be commended for prescribing thyroid hormone the way he does and for having the courage to write about
         it.
      

      Alan R. Gaby, M.D.

      Past President of the American Holistic Medical Association

      and author of The Patient’s Book of Natural Healing and
      

      Preventing and Reversing Osteoporosis

      Seattle, Washington

      November 1999

   
      Foreword

      by Stephen E. Langer, M.D.

      
         
         World-famous actor-director Woody Allen once said, “The brain is my second favorite organ.” If, as I suspect, his favorite organ is the thyroid gland, we agree.
      

      The thyroid is a butterfly-shaped organ in the neck that releases approximately one ounce of hormone a year. This hormone
         controls the metabolism of every cell in the body, from your hair follicles to your toenails, and is as necessary for life
         as food and oxygen. I learned decades ago from my mentor, Dr. Broda Barnes (whom I consider the father of modern thyroid medicine),
         that as many as 40 percent of the American public are suffering from undetected hypothyroidism (underactive thyroid), and
         that relying on thyroid blood tests (T3, T4, FTI, TSH) for a diagnosis is misleading and often unsuccessful.
      

      In the book you’re about to read, Dr. Siegal discusses Dr. Barnes’s Basal Temperature Test (which Dr. Barnes published in
         a JAMAarticle and which was promptly forgotten) and shares his own metabolic function index (MFI), which can be performed by anyone—at
         home, and without cost. This test can frequently serve as a much more sensitive indication of an underactive thyroid than
         the most commonly used laboratory tests.
      

      A good doctor, however, should look at all the evidence: i.e., he or she should perform a thorough medical history and physical examination, and do all appropriate
         lab work—including the 
         Barnes test and the MFI—and only then rely on his or her own best clinical judgment as to whether or not supplemental thyroid
         is appropriate (usually it is).
      

      In all my years of practicing preventive medicine, clinical nutrition, and anti-aging, I have found that prescribing thyroid
         medication when appropriate to patients suffering from the chronic problems enumerated in this book is the most important
         thing I can do to help my patients get well.
      

      Without thyroid treatment, eating the best food and taking handfuls of nutritional supplements are wasted. Because of a sluggish
         metabolism, digestion suffers and the immune system does not perform optimally. A typical hypothyroid patient is therefore
         exhausted, prone to infections, overweight, has poor concentration, and suffers with many of the dozens of other symptoms
         known to accompany an underactive thyroid gland. The chronic debilitating symptoms of hypothyroidism are often misdiagnosed
         as chronic depression and treated with powerful antidepressant medication rather than thyroid hormone. This is not only wrong,
         it trivializes and patronizes a sick patient.
      

      When a patient is placed on a small dose of thyroid hormone and gets appropriate medication and nutritional counseling, chronic
         problems like recurrent infections, migraine headaches, fibromyalgia, joint pain, high cholesterol, menstrual irregularities,
         acne and eczema, depression, and many others disappear like ice in the hot sun.
      

      If it seems like I’m rhapsodizing about the benefits of supplemental “natural” thyroid, I am—it’s often the Rosetta Stone
         of good health and should not be overlooked or underestimated. Is Your Thyroid Making You Fat? makes a valuable contribution to the thyroid literature.
      

      Stephen E. Langer, M.D.

      President of the American Nutritional Medical Association

      and author of Solved: The Riddle of Illness

      Berkeley, California

      November 1999

   
      Author’s Note

      
         In this age of political correctness, to avoid the appearance of gender bias, I might very well have written something like
         this:
      

      “I always instruct a new patient that when he or she consults his or her family doctor, he or she must inform him or her of
         exactly what medications I have prescribed for him or her.”
      

      That’s probably more pronouns than you can tolerate at one sitting, hence I’ve decided to adopt the following approach: Since
         most of my patients are female, I’ve referred to the generic patient as she. However, since male physicians still outnumber females, doctors are referred to as he.

      All of the tales of my patients are true, though to protect their privacy, I have used only first names and they are all pseudonyms.
         Where both a first and a last name are used, the name is real.
      

      Dr. I. M. Conformist in Chapter 16 exists only in my imagination.

   
      Preface

      
         
         I’m a practical man.
      

      That’s not to say that I don’t sometimes do silly things, that I don’t indulge in fantasies, that I don’t take chances. But
         more often than not, I’m practical. I try to do what reason tells me is the best choice, the thing that is most apt to succeed.
         That aspect of my personality probably operates even more rigidly in my medical practice than in my personal life. This makes
         sense to me. I’m dealing with the well-being of my patients, and that is an area where I shouldn’t let my emotions get in
         the way of my good sense.
      

      I try to do for them what works. This book is about what works. Specifically, it is about the method I’ve developed for evaluating
         and treating people who are overweight, with the goal of improving their health. I’ve long since accepted that I can best
         do this by helping them to achieve a normal weight and to do it safely. I believe that my methods are practical.
      

      We’re bombarded with weight-loss diets. They come from every source imaginable: books, magazine articles, the Internet, the
         government, commercial “clinics,” and, yes, even doctors. Many are based on theories. Sometimes these theories are stated
         in terms designed to make us believe they are facts. Researchers publish scads of scientific papers that are intended to add
         to the 
         total knowledge of the subject, and doctors pick and choose from the information available and apply what they’ve read to
         the care of their patients.
      

      This book isn’t about theory, although I certainly touch upon it frequently. It is about what works. I’ve had forty years
         of treating nothing but overweight patients, hundreds of thousands of them in the United States and in foreign countries,
         and I’ve certainly seen what works and what doesn’t work. This book is about a method of uncovering one specific and frequent
         cause of overweight, a cause that is more often overlooked than discovered. It is also about how to treat that problem properly
         after it is discovered. As a bonus, this book is also about how to lose weight, no matter what caused the weight gain.
      

      My methods are practical. They’ve worked for me and my patients. I know they will work for you.

   
      1

      But Doctor, I’m Telling the Truth

      
         My patient looks troubled.
      

      “I don’t care what that doctor says, there has to be something wrong with my metabolism.”

      She’s one of today’s new patients. Her name is Marie. We’ve just met. She doesn’t hesitate to tell me of her dissatisfaction
         with the last doctor she saw. I gather that her former doctor thinks she just eats too much.
      

      “He said the tests showed that my thyroid was just fine. I followed his diet but it was just like all the others. It didn’t
         work. I just want to be thin. What’s wrong with me?”
      

      Her words and her manner don’t startle me. I’ve heard such words spoken too many times in the past. I truly sympathize, but
         at the same time I’m impatient. There’s work to be done. I’ve a lot of questions to ask. I will do an examination. Then there
         will be much explaining.
      

      Clearly Marie wants to vent her feelings, and it may be doing her good. From experience with many others, I know those feelings.
         At this point, I can see that she will repeat her complaint 
         for emphasis, but I don’t want to be impolite, so I let her go on. And she does.
      

      There’s no complaint I’ve heard more frequently during that most important first patient visit than what Marie has just expressed.
         Her monologue is so typical that after the first few words I could have completed her remarks. In the last thirty-eight years,
         I’ve had literally thousands of patients voice that same complaint. Of course, they aren’t all as bold as this patient. They
         don’t all blame their former doctors. They do express this same discontent, but they phrase it in many different ways:
      

      “I don’t understand why I’m so fat; I eat very little.”

      “I’ve had my thyroid tested. There’s nothing wrong. Why can’t I lose weight?”

      “Will you give me something to burn up this fat? Nothing seems to work.”

      “Maybe I have a thyroid problem or something.”

      “No matter what I do, it won’t come off.”

      Let’s make it clear why they’re telling this to me in the first place. It is because I specialize in treating overweight problems.
         In my medical practice, those are the only kinds of patients I see. I don’t accept those whose complaint is a sore throat,
         a broken arm, a nasty rash, or a nose that needs to be reshaped. For forty years, I’ve limited myself to helping people whose
         ailment is an excess of fat. My experience has been acquired from hundreds of thousands of overweight patients. (I’ve truly
         lost count.)
      

      True, a formidable number of my new patients do admit to major indiscretions. “I eat like a pig” isn’t that infrequent. Marie
         is clearly not in that camp.
      

      She has come to me because she has an acquaintance who seems to have undergone some sort of metamorphosis. Her friend, a once
         pudgy, dull, couch potato, has a new svelte figure and radiates an astounding personality change. She’s given up her menial
         employment and is going to school to learn court reporting.
      

      Marie knows that her friend has been my patient for a while and that I must have had something to do with that transformation.
         She believes that the effect of the diet I prescribed for the 
         lady was to reduce her weight and that all the other benefits were derived from some newfound confidence. Her remade friend
         is now proud of her body and has acquired a self-image that causes her to regard the world as her personal oyster.
      

      She’s wrong about her friend in a lot of ways.

      First of all, it isn’t diet alone that is responsible for the drastic improvement in the friend’s shape. And it isn’t newfound
         confidence that makes that lady get up and go. It is the medication I prescribed for her previously undiscovered ailment that
         is responsible for all the changes. Taking that medication, she would have emerged from hibernation even if she hadn’t been
         fat and lost weight. Her friend has hypothyroidism.
      

      Marie clearly doesn’t know the whole story. She’s hoping I have some sort of magic diet that will finally get the weight off
         of her. Unlike her friend, she doesn’t need her psyche altered. She has enough motivation to do things and she would do them
         if she weren’t so tired all the time. Of course, she blames that on the extra weight she is carrying.
      

      She isn’t going to find a magic diet at my office. She has already been on too many diets. She’s hostile toward her last doctor
         because his diet didn’t work. She followed it faithfully for almost a month and lost barely four pounds. At that rate it would
         take her forever to get thin. He didn’t seem to listen to her when she told him that she loses poorly even on the strictest
         of diets.
      

      Now she’s trying again. What she’s telling me is that there’s something wrong with the way she handles food. It’s her “metabolism
         or something.” I sense that she isn’t sure of this. After all, the last doctor spent a fair amount of her money at the medical
         laboratory and proved to her that there’s nothing wrong with her metabolism. He said that her thyroid was fine and then explained
         to her that “thyroid” and “metabolism” were sort of the same thing. In making his explanation, he used such mysterious terms
         as TSH and T3 and T4. Who can argue when such scientific proof is presented? Does any ordinary mortal dare question TSH, T3,
         and T4?
      

      Like Marie, at least half of my new patients believe that something 
         has gone wrong inside of them. They declare that, given their eating habits, they shouldn’t be as fat as they are.
      

      Many of these people have been to other doctors and have had various laboratory tests intended to show whether there was some
         sort of metabolic problem. More often than not, the tests come back with the results quite normal. The lab asserts that there’s
         nothing wrong with this person’s thyroid. This is one of the few instances in which a patient is truly disappointed to find
         out that the lab tests rule out some disease. Were the tests to have suggested a metabolic abnormality, the patient’s own
         character would nicely be off the hook. That would prove that the obesity isn’t from a lack of discipline or from some character
         flaw. It would show that the patient’s metabolism was the culprit. No such luck for the lady sitting across from me.
      

      On the basis of laboratory tests, doctors often form their opinions. The problem is that many of them have more confidence
         in laboratory results than in their own good sense. Too often, they ignore the basic principles they learned during their
         training and rely upon high-tech innovations to show them the way. If we doubt our own perceptions when they are inconsistent
         with the output of high-tech procedures, we increase the chance for a faulty diagnosis. Consequently, I believe that a large
         number of people suffer from an ailment that causes them to be overweight and that this condition isn’t diagnosed, or perhaps
         it is even ignored, by a lot of physicians. The ailment is hypothyroidism.
      

      It might not be possible to find another doctor in my area who has done more thyroid testing of patients than I have. After
         all, I have forty years under my belt and each patient during that time has had at least a potential thyroid problem. By the
         time I had perhaps seen my five thousandth or ten thousandth patient, I was already pretty disillusioned with the value of
         thyroid tests. Today, years later, I regard those tests as practically useless. This awareness was the major motivation for
         my writing this book.
      

      Since my particular interest is the patient’s weight and how to get her to part with the excess portion, the subject of metabolism
         and the thyroid gland has become my passion. The problems that 
         are associated with an improperly functioning thyroid gland and the resulting abnormal metabolism extend way beyond weight.
         After all, the thyroid gland is a major controller of how we feel, how we act, how we look, and how we function.
      

      People know I’m obsessed with my patients’ weight. That’s what brings the patients to me in the first place. As with any other
         complaint, an early step in the process of managing weight is establishing a diagnosis. When I make a correct diagnosis of
         hypothyroidism, the weight problem is on its way to being solved, and the fallout from this success extends far beyond the
         pounds that are lost.
      

      In the course of attacking my patients’ obesity, I’ve seen the most fortuitous “cures” you can imagine. I’ve been given undeserved
         credit for benefits I never even contemplated. I’ve seen a moderately obese woman who was resigned to the fact that she was
         sterile become pregnant in her later years. What joy! All I was trying to do was get twenty-five pounds off her. Of course,
         such surprises were more dramatic in those early days. Today, I’ve come to expect these little miracles, even though I’m really
         not looking for them. I focus on my patient’s weight problem. Whatever else happens is medical serendipity.
      

      I have seen years of excruciatingly painful periods disappear in a flash as if by magic.

      I have seen phlegmatic, depressed individuals who could barely motivate themselves to get up in the morning suddenly become
         upbeat dynamos.
      

      I have seen debilitating pain that flits from one location to another, pain that had confounded a bevy of specialists over
         the years, quietly depart without fanfare.
      

      I have seen hair come back, anemia disappear, memory return, laxatives discontinued, and chronic fatigue become a bad dream.

      I don’t mean to suggest that I’m the only doctor who knows about all of this. Plenty has been written about the miseries of
         hypothyroidism. There are even quite a few doctors who specialize in the thyroid gland alone. They and I do part company when
         it comes to the method of determining who has the ailment and 
         who doesn’t, and to a certain extent, what to do about it when we find that it exists.
      

      As I’ve said, I specialize in treating overweight problems. Because I’ve seen so many patients over the years, I’ve developed
         some very definite and perhaps unique opinions on the subject. In the course of treating thousands of patients, one may change
         his opinion about ideas that he had previously believed to be incontrovertible.
      

      It is my belief that when it comes to diagnosing problems involving metabolism, the laboratory not only fails us, it even
         gives us deceptive information about the patient. As a result, many of the patients who consult me have been told that their
         metabolisms are normal even though they display many of the signs and symptoms of a low metabolism.
      

      The signs and symptoms of hypothyroidism are well known to most doctors. The subject has hardly been ignored in the literature
         that doctors read. I too read the literature. I’m sure that many doctors intuitively consider hypothyroidism when the patient
         gives them a history of her complaint. When my own intuition suggests to me that a patient has this affliction, I would naturally
         like some corroborating evidence. This is the point where doctors turn to the laboratory for help. The laboratory could supply
         the information that would confirm the diagnosis, but the fact is that it doesn’t. I’ve come to mistrust the laboratory when
         it comes to the thyroid. Where, then, can I turn for help?
      

      Years ago we had machines that were supposed to help us medical men with metabolic testing. I did thousands of basal metabolism
         tests with one of these machines, but I always regarded the results as suspect. There was another curious gadget that tested
         the response time of the Achilles tendon reflex in the ankle. It was an attempt to measure the known connection between the
         speed of our reflexes and thyroid function. I can still see that look the patient got when my nurse tapped her foot with a
         rubber hammer. Both of these machines were eventually discredited and yet as I look back, as imprecise as they were, they
         
         were probably more reliable than today’s lab when it comes to hypothyroidism.
      

      I haven’t given up on the laboratory approach, but the search for adequate laboratory tests of thyroid function must continue.

      In the 1970s there was a doctor who wrote on the subject. He also mistrusted the laboratory. He had great confidence in a
         test that he himself had developed. It was simple and easy to perform. Observing that those with hypothyroidism seemed to
         have a low body temperature, his patients were required to use the thermometer to help establish the diagnosis. I agree that
         the method has some value, but body temperature can be quite variable for a variety of reasons. I didn’t feel that his test
         by itself could be relied upon as definitive.
      

      Over the years, my own test evolved. Like so many nice discoveries, it was right “under my nose” all the time. It isn’t as
         though one day I decided to invent a test for hypothyroidism. For a long time I had been aware that the inconsistency between
         what some people weighed and what they actually ate pointed in the direction of hypothyroidism. This knowledge, combined with
         other factors I observed in the patient, would lead me to make the diagnosis. What gradually emerged was a step-by-step approach
         to organizing that information so it would serve as a test applicable to all patients. With the testing method I now use,
         I feel I have at least a 90 percent chance of diagnosing hypothyroidism correctly. What’s more, now you can actually do this
         on yourself, and in a later chapter I’m going to show you exactly how to do it. Stay calm. I’m not going to ask you to puncture
         yourself or to cause yourself any discomfort. You’re going to be asked to eat certain things and to jot down some numbers.
         When you’ve completed the task, I believe that you will have a better idea of the state of your metabolism than you might
         receive from any medical laboratory.
      

      The tests you will be performing will be the same tests that I use every day on my own patients. Whether your thyroid is at
         fault or not is information that could be invaluable to you if you’ve had difficulty losing weight, but the benefits could
         also 
         extend far beyond simply regulating your weight. After you’ve done the testing, I shall instruct you as to what to do with
         that information. A low metabolism is correctable and reversible, but that will require the assistance of an attentive physician.
         I’m going to help you get that information to your doctor or help you find a sympathetic doctor.
      

      If you learn that your thyroid is normal, and you have a weight problem, the testing will still be of value. You need to know
         that it is normal so that you may settle down to a serious diet with the confidence that it will certainly work.
      

      Hypothyroidism is the medical term that is applied to an underactive thyroid, a gland that doesn’t secrete sufficient hormone
         to allow the body to function normally. In many cases but not quite all, hypothyroidism results in an excess of weight. However,
         there are a host of other conditions and symptoms that also result from low thyroid function. Many who suffer from excessive
         fatigue are mistakenly told that they have chronic fatigue syndrome. A sizable number of women going through complicated and
         expensive treatment to facilitate pregnancy might have immediate success if their underactive thyroid glands were properly
         treated. Likewise, many menstrual abnormalities are the result of low thyroid function. Psychological problems are another
         manifestation of hypothyroidism. In general, a hypothyroid patient who receives proper treatment can experience an across-the-board
         improvement in her general sense of well-being.
      

      For whatever reason, and the reason is often the laboratory, many physicians seem to go off in other directions when patients
         present themselves with the characteristic signs and symptoms of hypothyroidism. An October 1996 article in McCall’smagazine, “The Disease Doctors Miss,” did a good job of explaining this phenomenon. It listed many of the symptoms that accompany
         hypothyroidism, and it was an appeal to the reader to prod her doctor into delving into the problem. This book has essentially
         the same general purpose, but it also invites you, the reader, and perhaps the victim, to take a very active role in determining
         whether you have a metabolic or thyroid problem.
      

      
         Doctors particularly seem to ignore the patient’s weight as a significant sign of hypothyroidism. This is probably because
         of the general tendency of the literature to downplay metabolic problems as the cause of obesity.
      

      Of the many systems I could use to categorize my overweight patients, the simplest would place each of them in one of two
         categories:
      

      
         	Those who eat too much.

         	Those who don’t eat too much.

      

      As simple as that sounds, it isn’t. In a sense, they all eat too much. But too much for what? The answer is too much for one’s
         body to maintain its weight. One patient might think she eats only one-third the calories her best friend eats, but it is
         still too much because she’s overweight and her friend isn’t. If the standard by which “too much” is to be judged is the amount
         necessary not to create obesity, then everyone who is obese eats too much.
      

      But “too much” may not be that much at all. I’m sure you know that each of us requires a somewhat different amount of food
         to maintain our respective weights. In some instances the variations among us are impressive. That is the essence of the differences
         in metabolism among various individuals of similar size. We do seem to burn up our calories at different rates.
      

      When the body fails to burn sufficient calories, I choose to define that condition as hypothyroidism. The trouble is that
         no one has yet invented a simple gauge that we can attach to ourselves that will read out how many calories we’re burning
         at a particular moment. Until such a device comes along, we’re forced to infer how many calories we burn from some rather
         unreliable tables.
      

      The questions of how many calories we need, how many we eat and how many we should eat, how many calories we burn and how
         many we should burn, have occupied me for a long time. 
         When I find someone who is out of kilter with what should be, I know I’m dealing with a thyroid problem.
      

      The thyroid gland is located in the front of your neck below your Adam’s apple, and normally it takes very trained fingers
         to feel it. If you do feel it easily, or, more important, if your doctor feels it, it could mean that there’s a problem there.
         If it is readily felt, then it is probably enlarged, and that could mean one of various abnormalities. If what your doctor
         feels are lumps or nodules, it is mandatory that you undergo further studies. But that isn’t the subject of this book. A generally
         enlarged thyroid gland could mean an underactive thyroid gland. Let’s leave it at that.
      

      This little gland is terribly important to your welfare. Let’s examine what it does and what happens when it doesn’t do what
         it is supposed to do.
      

      Since the thyroid gland supplies a couple of hormones that regulate our metabolic processes, abnormalities of the gland’s
         function are present with both overproduction of the hormones and underproduction. What is interesting and yet troublesome
         is that some of the symptoms of both conditions can be remarkably similar. Fortunately other symptoms aren’t, and that tends
         to differentiate clearly between the two. We generally speak of overproduction of hormones as producing hyperthyroidism, a serious condition where bodily processes are speeded up. The typical hyperthyroid individual is the nervous irritable individual
         who seems “keyed up.” Everything from eye problems to severe heart problems may accompany hyperthyroidism. The hyperthyroid
         sufferer is generally not overweight, and we shall not delve further into that condition.
      

      Of course, there are a number of other diseases of the thyroid gland. There are what are known as autoimmune diseases, where
         one’s own body attacks itself, and in this case the attack is on one’s own thyroid gland. One of these is Graves’ disease,
         a condition that got a lot of press when it was revealed that both President Bush and Mrs. Bush suffered from it. There are
         cancers of the thyroid and there are various nodules that can form and cause trouble. Everyone knows someone or has seen people
         with “goiter,” 
         which is extreme enlargement of the thyroid, usually but not always caused by too much thyroid hormone.
      

      As I’ve pointed out, it is the underproduction of thyroid hormone that will concern us within these pages. More symptoms can
         be attributed to this single ailment than to virtually any other in the entire medical repertoire. Soon we shall review what
         they are. Perhaps in an effort to confound us, the disease usually displays only a few for each individual. Yet different
         individuals with the ailment may have virtually no symptoms in common with one another. This makes diagnosis very confusing
         for the doctor, and it is easy to go off in the wrong direction, suspecting other ailments.
      

      The hyperthyroid patient often appears to be a bundle of energy; the hypothyroid one is the opposite. Slow movement, depression,
         and apathy are some of the qualities that are readily noticeable. In females, infertility and various menstrual abnormalities
         are common. The person may often feel cold (and actually may be cold!). The skin is dry, the hair lifeless, the cholesterol
         elevated, and, of more interest, obesity is often present. When you put these things together, you can almost bet that this
         is someone who has repeatedly tried to lose weight and failed.
      

      If you are one of those for whom the diagnosis of hypothyroidism has already been correctly established, there may be real
         benefit in concentrating on Chapter 7, “Natural or Synthetic Treatment?,” which deals with the medications used for treating
         hypothyroidism. Here again I’m at odds with the status quo. I believe that the drugs in standard use today for this malady
         aren’t the best choice. I will tell you why my experience has brought me to that conclusion. It may be an uphill battle trying
         to convince your doctor that another approach might be better, but it is worth the attempt.
      

      You will come across Chapter 15, which is intended to be read by your doctor. It is not strictly just for him or her. I won’t
         mind if you choose to read it. It is essentially a condensation of what is contained in the rest of the book. It is included
         in the hope that you can convince your doctor to consider seriously what I have 
         learned from my experience with these thousands of patients. I expect that there will be resistance on the part of the doctors
         who tend to reject ideas that don’t come from their customary sources. Old habits die hard. If you can get your doctor to
         contact me, I will endeavor to convince him. I will even keep a list of those physicians who are willing to embrace what we
         know to be true. I will make the list available to readers who would like the information.
      

      Because those who treat thyroid problems are so influenced by the dictates of the ivory-tower authorities who have ordained
         a rather monolithic approach to hypothyroidism, you may expect to hear, perhaps in the media, that what I have dared to include
         in this book is akin to heresy. I’ve preempted my critics by becoming my own critic, in a sense. I know what the criticism
         will be, and so I’ve constructed an imaginary conversation between one such expert and me. The debate ensues in Chapter 16,
         “Debating My Position.”
      

      Let’s get started.
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      Hypothyroidism, the Greater Imitator

      
         This book is about hypothyroidism, how it interferes with weight loss, and how it can be remedied.
      

      Does this patient have hypothyroidism? That’s the first thing that comes to mind when I glance at my new patient. After forty
         years of viewing these overweight individuals, I have concluded that for perhaps one-fourth of them, the answer to that question
         will turn out to be yes. I’ve no reason to believe that a cross section of my patient population is much different from one
         of the general population, and therefore I must conclude that about one-fourth of those who are overweight suffer from some
         degree of hypothyroidism. This is a startling assertion, one that will probably cause your family doctor’s eyebrows to elevate.
      

      Medical textbooks and articles will disagree with my numbers. You may read various estimates as to the prevalence of hypothyroidism,
         and my guess is that the estimates will generally be below 5 percent of the population. I believe that the percentage of the
         population suffering from hypothyroidism is at least twice that. Why does Dr. Siegal believe this? I can only blame it upon
         my experience with thousands of patients over the years. The disparity 
         is probably the result of my unique definition of hypothyroidism. If other authorities are rather united in the 5 percent
         figure and I maintain that it is at least twice that, both sides may be correct if we accept that there can be more than one
         definition of the ailment.
      

      My definition is based on the kind of grass-roots logic that seems to come with age and experience. I adhere to the kind of
         thinking that believes that if it looks like a horse, it probably is a horse. Fortunately, the word probably gives me leeway if it were to become necessary for me to wriggle out of such a statement.
      

      As a doctor, it’s not hard to come up with a definition for a disease, particularly a new disease. You simply listen to the
         patients’ complaints, look them over, do some lab tests or X rays, and then declare, “These patients have Siegal’s disease.”
         And who can dispute that? The task becomes more difficult when some other doctor has already defined Siegal’s disease differently.
         I can hear him now: “How dare this upstart attempt to redefine my disease!”
      

      In the end, this should not turn out to be some sort of useless word game. What counts is whether the definition of the ailment
         contributes to helping the patient with that particular problem. I will make a strong case for the assertion that my definition
         of hypothyroidism does just that.
      

      Before we get to my definition of hypothyroidism, we will have to get to the meaning of some other words that will help you
         to understand hypothyroidism.
      

      Endocrine Glands

      These are rather miniature chemical manufacturing devices positioned at various locations in your body. They are sometimes
         called ductless glands because they discharge their chemicals (hormones) directly into the bloodstream. Other glands distribute
         what they produce through small tubes called ducts. An example of the latter are the several sets of salivary glands that
         are responsible for keeping the inside of your mouth wet.
      

      
         The thyroid gland is one of the endocrine glands. It sends its products directly into the bloodstream. The pituitary gland
         and the adrenal glands are other familiar examples of endocrine glands. Each of these glands produces its own unique chemical
         or chemicals that are needed to affect various processes in the body.
      

      Hormones

      The chemicals produced by the endocrine glands are called hormones. Some glands normally produce more than one hormone. These
         powerful chemicals function as regulators of important body processes. For example, in females, the menstrual cycle is under
         the control of various hormones secreted by the endocrine glands known as ovaries, as well as by other glands. Repeatedly
         in this book, I shall refer to the particular hormones that are secreted by the thyroid gland.
      

      Pharmaceutical companies manufacture a variety of hormone look-alikes. Birth-control pills that simulate the functions of
         the hormones of the ovaries are an example. We shall pay particular attention to the attempts that have been made to simulate
         the thyroid hormones.
      

      Occasionally, the actual hormones are removed from the endocrine glands of animals and are used in human medicine. Before
         synthetic thyroid hormones were introduced in the 1950s, many people were treated with thyroid hormone that came directly
         from cows and hogs. Many doctors who had prescribed these could argue that animal-derived thyroid hormone was a quite satisfactory
         replacement when one’s own hormone production was inadequate.
      

      The Thyroid Gland

      If we were to rate the various endocrine glands as to relative importance, most authorities would probably put the pituitary
         gland at the top of the list. Not only does it have a prestigious location, 
         attached to the brain, but it functions largely to regulate other endocrine glands. When its hormones reach other endocrine
         glands, it often causes those glands to secrete their own hormones. For this reason, the pituitary is often referred to as
         the Master Gland. One of the glands that is controlled by the pituitary gland is the thyroid gland.
      

      The runner-up in the gland importance competition would undoubtedly be the thyroid gland. The body processes affected by its
         hormones are very many and diverse. The thyroid gland in turn controls the functions of other glands. The entire endocrine
         system is a complex interaction of these glands and their hormones. The ultimate purpose is to keep the human machine running
         properly. When the thyroid gland malfunctions, the entire body is thrown into a chaotic disequilibrium.
      

      Your thyroid gland is located in front of the lower part of your neck. If you press your index finger into the very bottom
         of your neck in the front, you will find a distinct notch in the bone below. This is the top of a bone called the sternum,
         and the notch should distinctly cradle your finger. The next two or three inches above the notch to the left and the right
         is occupied by your thyroid gland. It actually has two parts, one on either side. Don’t be concerned if you can’t feel it.
         If the gland is normal in size, it is difficult to find. If it is enlarged, you may feel it; it has the consistency of a ripe
         peach. If you have considerable fat in this area, you will probably not be able to differentiate the gland from the surrounding
         fat. It is really not very important that you find your thyroid gland or even feel it. Let’s leave that to your doctor. I
         was obliged to locate it for you. After all, if you’re going to read a book about your thyroid gland, you should at least
         know where it is.
      

      What It Does

      The thyroid gland has many functions, but the one I shall give the most attention to is how it controls the rate at which
         your 
         body uses energy. If that sentence seems somewhat mysterious, I could perhaps clarify it by making substitutions for some
         of the words. I could replace “the rate at which” with “how fast.” “Energy” could be “calories” or even “food.” I could use
         the timeworn analogy of the automobile. Your body is the car and it needs fuel to power the engine. The fuel could come from
         the outside—in other words, your food. But your food must first be converted into a more refined type of fuel before your
         engine can utilize it. Your fuel could also come from your storage tank, that layer of fat you would like to be rid of. But
         even that must be converted into a different form before it can be “burned.”
      

      I have said that the thyroid controls how fast the fuel is used. A better explanation is that it controls how much fuel is
         needed to perform a particular task. In an automobile, the task is to move some passengers from Point A to Point B. Of course,
         a heavier car or a heavier load will need more fuel. So will a heavier body or one that is performing a more strenuous task.
         There is a distinction between our objectives when we compare our bodies with our cars.
      

      With automobiles, fuel efficiency is what we strive for. Let’s get the most miles per gallon. The auto industry, if we’re
         to believe its spokespeople, is on a constant campaign to improve fuel efficiency, to build cars that will get more miles
         to the gallon. Strangely enough, those who are overweight would like to achieve the opposite effect. What they would hope
         for and what they probably don’t have is a real gas burner. They want a very inefficient engine that will guzzle fuel. Of
         course, the fuel you want to waste is your stored fuel, your fat. If there is a day when you’re too busy to eat, you will
         have to dip into your stored fat to supply energy to your engine. You would probably hope that your body would somehow use
         twice that amount of fuel (energy, calories) that day. At the same time, you would probably wish for your actual car to get
         twice the mileage from its fuel.
      

      Your thyroid gland in secreting its hormones regulates this use of fuel by your body. If it malfunctions by secreting too
         little hormone, your body processes slow down. That is another way of saying 
         that you use less fuel. This is one explanation for why some people weigh more than they should. There are other possibilities.
         It is quite possible that the gland doesn’t malfunction but some other mechanism does, but the result is the same. If the
         targets of the thyroid hormone, the cells that actually carry out the fuel consumption, somehow don’t interpret the stimulating
         effect of the thyroid hormone, fuel consumption doesn’t increase. As I’ve indicated, the effect is the same: less fuel consumption.
         The solution to the problem is also the same, but how this problem can be solved will come later.
      

      Part of my definition of hypothyroidism is derived from this concept. If the secretion of thyroid hormone isn’t sufficient
         to cause the body to burn calories at a normal rate, it is hypothyroidism. If a “normal” amount of thyroid hormone is secreted
         but it doesn’t achieve the calorie-consuming effect it should, we essentially have the same problem, and I still define it
         as hypothyroidism. The hypo- prefix to a medical term means “low” or “not enough.” The hyper- prefix means just the opposite. There is indeed a hyperthyroidism, a condition in which too many calories are consumed for a given task.
      

      The abnormal burning of calories is the component of hypothyroidism that may generate the most interest, but there are many
         more signs and symptoms. There are so many and they affect so many diverse bodily systems that it is easy to confuse hypothyroidism
         with a multitude of other diseases. Even though doctors have nicknamed another disease, syphilis, the “great imitator” because
         its many manifestations can suggest a variety of other ailments, hypothyroidism may well be an even greater imitator. Presently,
         I shall go into an exploration of many of the conditions that may accompany hypothyroidism. What often makes the diagnosis
         difficult for the physician is the fact that although a variety of signs and symptoms is possible, in reality, the usual sufferer
         displays a relatively small number of them. You can see how confusing the diagnostic task could be. One patient could have
         three of the signs of hypothyroidism while another has three entirely different signs, yet they both have hypothyroidism.
         This, 
         coupled with what I believe is a basic flaw in current theory regarding thyroid hormones, often leads to a missed diagnosis.
      

      There is one symptom that is always present, and that is the abnormal consumption of calories. But this is an invisible symptom.
         You can’t see it or feel that it is there. It operates silently and quite undercover. There are some who may dispute my statement
         that it is always present, but I declare it with the assurance that comes from viewing thousands of patients over many years.
         This is the common denominator of hypothyroidism, and this fact forms the basis of the MFI test that will be described later.
         This quirk of hypothyroidism is what enables me to single out those afflicted, often those who have previously been told there
         is nothing wrong with their thyroid gland.
      

      Those who would dispute what I’ve just said will probably be quick to ask, “If that is true, why aren’t all of those with
         hypothyroidism overweight?” That is indeed a good question, but it’s one that isn’t too difficult to answer. In order for
         anyone to become overweight, he or she must consume more calories than his or her body requires to function normally. The
         excess food (calories) is stored as fat. The hypothyroid patient who eats a normal quantity of food over a period of time will gain weight because his or her usage of calories is less than it should be. But
         a hypothyroid individual who eats less than a normal quantity of food may not gain. Remember, there are those who eat excessively, those who eat rather normally,
         and others who eat fewer calories than are generally needed to maintain a fixed weight, and this is irrespective of their
         thyroid function. Those who eat minimally may maintain their weight on a diet that would cause “normal” individuals to lose
         weight. In other words, the hypothyroid individual may still eat so little that the amount consumed is simply not enough to
         cause weight gain in spite of the low rate of metabolism.
      

OEBPS/images/9780446571159.jpg
The Doctor’s
Z5-Day Diet
that Tests Your

Metabolism as
You Lose Weight

Sanford Siegal, D.0, M.D.






