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  Preface

  This book is to serve as a thorough resource manual about diabetes, its causes, prevention, and treatment. Throughout the text, scientific research on medical complications and the causes thereof when ­people suffer from diabetes—the majority having been published in peer-reviewed medical journals—was relied upon. The preventative and therapeutic approach that is provided is based on a natural systems approach. In addition to suggested nutrition and dietary regimens, this also necessitates lifestyle changes, including exercise, mental composure, and living habits. Invaluable information on particular superfoods and recipes are offered to help you begin altering the attitudes and ways in which we eat.

  Having authored more than ninety books, I have discovered that personal testimonials by patients suffering from particular illnesses are very motivating for people. Therefore, a chapter has been included to offer individual stories by people who have beaten this seventh leading cause of death in the United States.

  There are many people who contributed to No More Diabetes. Jim Feast, who has edited several of my other publications, performed his usual expert job in developing many of the more complex scientific data into a manner readable to the layperson. Special appreciation goes to my research assistants Mitzi Flade Sampson, Nadia Abdo, Porochista Khakpour and Jeremy Stillman who have devoted hundreds of hours individually to gathering the most current and past scientific data about diabetes and natural ways to prevent and treat it, and to my producer Richard Gale who provided insights from his medical background and coordinated the publication. Doug Henderson and Jennifer Shagawat gathered testimonials and recipes. Thanks also to my Art Director Jay Graygor for his excellent work on the cover design.


  Chapter 1

  Pushing Back Against Diabetes

  “Thinking starts from doubt or uncertainty. It marks an inquiring, hunting, searching attitude.”

  —John Dewey, Democracy and Education

  Americans love to make lists, but sometimes these lists are just too short. Take the list of the leading killer diseases. If I asked you which diseases were the primary causes of death in the United States, you would probably correctly identify cancer and heart disease, and stop there. It’s more than likely you couldn’t name the seventh top cause—in fact, you might even be surprised to learn it is diabetes.

  This book is an in-depth study of diabetes, of the physical, behavioral and even mental causes that leads to its emergence, and of the practices that will block and reverse it.

  Anyone familiar with my ideas can anticipate some of the points I will cover. Three things they could correctly put on that list are: 1) a presentation of the latest, cutting-edge research on the topic, including lengthy and fact-packed interviews with doctors who have made a study of and successfully treated the disease, 2) an emphasis on how you can be proactive in ensuring or regaining health through such practices as exercising and adopting a more natural, vegetarian or near-vegetarian diet, and 3) a list of mouth-watering vegetarian recipes, along with a vitamin, mineral, and herbal supplement protocol that has proven useful in helping to abate or forestall the illness.

  There is much more inside, including some things that will not fit on any list of my favorite topics. Not many people realize that in my leisure moments I like to indulge my penchant for reading American literature and philosophy, and one philosopher who has proved particularly congenial to my way of thinking is John Dewey, a writer who was prominent from the early 1900s to 1950, and was long a fixture at Columbia University. Broadly speaking, in his whole life he made one argument: We will destroy ourselves unless we see life whole. This is the main reason I admire this man. That has also been one of my own driving thoughts and can be reformulated for this text along these lines: the scourge of diabetes will only be conquered through an ultra-holism that sees true bodily health as one component of natural living that includes not only a vegetarian or semi-vegetarian diet, exercise, and an aware lifestyle, but also the shape of our communities, our relationships, and our leisure and work habits.

  All of that will be touched on here. However, don’t be apprehensive. You will not suddenly come upon a lecture on metaphysics stuck in the middle of a talk on healthy living. That won’t happen, but you will find, at key junctures, we are suddenly glancing off the thought of Dewey.

  Now that you have some idea of what to expect in this book, let me begin with some facts about this disease, the illness that few people recognize as belonging on the list of leading killers.

  Diabetes mellitus affects over 24 million children and adults in the United States, and each year the problem worsens. To put it in the starkest terms, ones provided by the CDC, every twenty-four hours, four thousand adults are diagnosed with diabetes and two hundred people die from it. If things continue as they have been, roughly one quarter of the American population is facing a future of diabetes. Furthermore, over 57 million American adults have a health condition known as pre-diabetes. “Pre” is something of a euphemism. Make no mistake, pre-diabetes is a serious condition, and those who suffer from it are well on their way to full-blown diabetes.

  That’s the US. If we think of the rest of the world, we find the problem is found almost everywhere. Partially as one of the unexpected byproducts of globalization, which has encouraged fast-food diets in countries where such eating had been previously unheard of, in 2000 throughout the world over 171 million people were diagnosed with diabetes. By 2030, The World Health Organization predicts that over 360 million people worldwide will have it. This is an increase of more than 40 percent in industrialized nations, where fast food and other unhealthy lifestyle choices reign supreme, and a 170 percent increase in developing nations, where diets are beginning to change for the worse, helping the spread of the illness.

  Diabetes disproportionately affects certain ethnic groups. In Native Americans, Hispanic and Latino Americans, and African Americans, the disease is much more prevalent than in the non-­Hispanic white population.

  The disease is devastating, to put it lightly. If you have the illness, you can expect your life to be cut short on average by four to eight years. Diabetes can lead to blindness, renal disease, peripheral nerve damage, and non-traumatic amputations. Further, a person suffering from diabetes is also in danger for heart disease, stroke, cancer, inflammatory diseases, depression, and obesity.

  Causes

  When a detective arrives at a crime scene, the first question she or he asks is “Whodunit?” In the same way, when a doctor finds someone has a disease, the first question the practitioner should ask is “What is behind this manifestation?”

  To continue with my metaphor for one more step, if the ­detective found four people dead at a restaurant dinner table and the only dish they shared was the dessert, the sleuth might well suspect the chocolate mousse of being the culprit. A similar suspicion might be cast on food and eating habits in relation to diabetes since it has been found that the incidences of both diabetes and heart disease skyrocketed when Americans began to change their diet. The late complementary physician Dr. Robert Atkins put his finger on this when he paraphrased something he had read in the book The Saccharine Disease by Dr. T. L. Cleave (who had been a surgeon in the British Royal Navy). Atkins noted that Cleave cited “‘the law of 20 years,’ which says that after you introduce refined carbohydrates into a culture, two illnesses emerge two decades later: diabetes and heart disease.” Atkins elaborated, “We know a Third World diet without refined carbohydrates leads to substantially reduced heart disease and diabetes.” However, once a Third World culture is “civilized” by its people being encouraged to eat refined carbohydrates, the levels of these illnesses increases. “More often than not, when one illness emerges, so does the other,” Atkins goes on. So what is the connection between the three: refined carbohydrates, diabetes, and heart disease? To simplify matters, let’s concentrate on just the first two.

  Carbohydrates are made up of sugars, starches and cellulose. The body breaks them down so as to turn them into glucose (blood sugar). Refined carbohydrates are simply ones that through food processing have had many of their nutritional elements, such as iron, fiber and vitamin B, removed. However, let’s put this difference between refined and unrefined carbs aside for the moment and just look at how the body deals with a situation where so many carbs have been broken down that the blood is overstocked with sugar. Under normal circumstances, insulin is released by the pancreas to handle this situation. Insulin helps direct the glucose to storage sites in muscle cells and various tissues, lowering blood sugar levels. In a diabetic, something is going wrong with the process either because of insulin deficiency, insulin resistance or insulin insensitivity. I want to examine these difficulties in turn.

  Insulin Deficiency

  For years, medicine ascribed diabetes to deficiency. It was thought the body didn’t produce enough insulin to take care of any excess of blood sugar. Much recent research has established the result, one that came as a surprise to those who believed in the old model, that many diabetics produce enough insulin—it’s just not being properly absorbed. The problem was not that they lacked for insulin, but their cells either were insensitive or resisted taking it up.

  Insulin Insensitivity

  So what would make a cell insensitive or resistant? Insulin enters the cells through receptor sites. When these sites are plugged due to an adherence of fat or cholesterol, not all the insulin seeking entry can get in and it bounces back into the bloodstream. Think of a mischievous child, caught fighting in the playground, who is told by the principal to go to the detention room. However, once there, he promptly climbs out the window and rejoins the outdoors scuffle instead of staying in the building.

  When too much glucose gets in the blood because it has been turned away from the clogged receptors, this creates hyperglycemia (high blood sugar). Chronic hyperglycemia is the defining characteristic of diabetes.

  If this uptick in blood sugar is caused by cells not being able to take in all the glucose directed their way, then the culprit causing the disease is not lack of insulin in the body but its inability to accomplish its mission of entering cells. And, so far as this is true, there must be a fundamental shift in how diabetes is treated. Doctors who have responded to this new understanding have changed their emphasis from increasing insulin production to enhancing insulin sensitivity.

  Insulin Resistance

  While insensitivity to insulin occurs when the cells are partially blocking the inlet of blood sugar, the closely related phenomenon of insulin resistance is found when allergic responses or other factors hinder insulin’s activity. Again, there are adequate amounts of insulin available for the body but, most commonly, a particular food allergy is interfering. There is no one set of allergy-creating foods. These vary by individual. Wheat, for instance, may create symptoms of high blood sugar in one woman, while corn may affect another.

  Types of Diabetes

  Diabetes is generally classified into types I and II, with the more devastating form I having long been thought (until recently) to be confined to onset in childhood or during the teenage years.

  Type I does involve lack of insulin. The pancreas, which produces insulin, is damaged. This could be because of a viral infection, extreme toxicity (from being exposed to poisonous chemicals, for example) or, according to some researchers, excess vaccinations. The pancreatic damage may also be connected to a genetic inheritance. In any case, this damage is tied up with a continued assault on the pancreas by a disturbed immune system. While the body’s immune system usually functions by targeting and eliminating viruses and other types of germs, here it gets off the track and actually begins attacking and destroying the beta cells, which produce insulin, in the pancreas.

  (One might imagine—this is only my speculation, not something backed up by my research—this type of scenario: the body is fighting an infection of the pancreas, and somehow in the course of this, the immune response is triggered to also attack the healthy ­pancreatic cells.)

  With the pancreas undermined, there really is no insulin to process blood sugar. Therefore, someone with type I diabetes has to get the insulin from outside, perhaps by daily injection, for life. Usually type I is detected in patients before their twentieth birthday. This form of the disease though, is not the one responsible for the burgeoning increase in cases mentioned earlier. According to the American Diabetes Association, type I diabetes is responsible for only 5 percent of all diabetes cases.

  Type II diabetes, also known as non-insulin-dependent diabetes or adult-onset diabetes, is the one whose numbers are getting staggering. This one, which occurs most frequently in adults over forty, and more often in women than men, is not tied so much to early infections or genetic factors as to lack of exercise, obesity, and lifestyle factors. However, it is now beginning to show up more and more in children and young adults.

  Type II Diabetes in Children and Young People

  This is a heartbreaking trend. Type II diabetes in children was practically unheard of until recently. Now, as the American Diabetes Association has found, nearly 4,000 children are diagnosed with type II diabetes every year, adding to the 190,000 adolescents who are already battling diabetes. The number of young people with this disease is not gradually growing but ballooning. Research presented at the 2012 annual meeting of the American Diabetes Association showed that from 2001—2009, the incidence of type II diabetes among American children and teens rose by 21 percent. In an interview with WebMD, Dr. Robert E. Ratner, chief scientific and medical officer of the American Diabetes Association, responded to the study results saying “these are harbingers of adult health problems. If the trend is not reversed, there could be an epidemic of heart disease, stroke, and kidney failure when this generation is age 25–35.”

  I mentioned Atkins’s citing of the 20-year rule on the relation between a society changing from natural to processed food and the beginning of heart disease and diabetes. Maybe we should introduce another rule, one with a briefer time span. That would be the “five-year rule” that predicted the time lag between the introduction of computer video games, and other inventions that encourage children and adolescents to spend their afterschool hours sitting in front of a TV or computer rather than going outdoors to run around and play and the onset of type II diabetes in young people. For this to my mind is one of the major factors behind the sudden peaking of youthful diabetes type II. This disease is making its debilitating presence known in the overweight and inactive youth of America, afflicting them in astronomical proportions.

  Of course, traditional medicine would laugh at the idea of a five year rule. They face this new crisis by directing their research into the discovery of the gene responsible for this meteoric rise of type II diabetes in children. They overlook the more obvious fact that simultaneously with the noted rise of this disease in youth, over the past thirty years the number of overweight American children has more than doubled. To my way of thinking, these two occurrences, a rise of type II diabetes in youth and a vast increase in youthful obesity, are linked by more than the fact that they happened at the same time. I believe American youth’s carrying of excessive body weight has brought about the drastic rise in type II diabetes in this group.

  Remember, obesity is a trademark of the disease. “A predisposition toward visceral obesity,” to use a clinical expression—that is, adding fat around the midsection—has been linked to increased insulin resistance in research published in the Journal of Endocrinology (2006). That ties in with the report that 85 percent of children in the United States diagnosed with type II diabetes either carry some extra weight or are outright obese.

  A moment ago I alluded briefly to the fact that certain American minorities were more prone to diabetes than the Caucasian majority. Let me draw that point out further in relation to youth.

  It’s been learned that African-American children are particularly vulnerable to diabetes and the conditions associated with this disease. Dr. Geoff Ball from the Faculty of Medicine and Dentistry at the University of Alberta made a comparative study looking at insulin problems in Caucasian children and African-American children at puberty. It turns out the levels of insulin in the African-American youth group worsened as they progressed through puberty, but in the Caucasian group the levels remained unchanged. There are physiological changes in puberty, and they seem to be particularly problematic in relation to insulin resistance for African-American youth.

  Another significant study has also looked at insulin levels in youth, not as they are part of racial or ethnic minorities, but in relation to their mothers’ conditions. If a youth’s mother suffered from polycystic ovary syndrome (PCOS), a hormonal disorder associated with insulin resistance that affects women in their reproductive age, then during puberty the youth would tend to have excess insulin. Such were the findings of Dr. Richard Legro, professor of obstetrics and gynecology at Penn State College of Medicine. The study leads to the conclusion that children of PCOS mothers build up excessive insulin during puberty.

  Another family factor that has an impact on a whether a youth will become diabetic is the health of his or her siblings. A study led by Dr. Sheela Magge, a pediatric endocrinologist at the Children’s Hospital of Philadelphia, found that “overweight siblings of children with type II diabetes are four times more likely to have abnormal glucose levels compared to other overweight children.” Magge also noted that “74 to 100 percent of children with type II diabetes have a first or second degree relative who also has the condition.”

  All of which should indicate that while all young Americans have to be careful and take steps toward healthy living, those that belong to certain groups, such as those with diabetic siblings, must be doubly careful.

  Causes of Type II Diabetes

  Though there is some evidence that a genetic predisposition is involved in type II diabetes, the fact that suddenly there is a mega-growth in the number of people manifesting the disease clearly indicates that something more than genetics is shaping the rapid spread of the illness. A growing volume of evidence indicates that a confluence of factors, from lifestyle to dietary and environmental causes, is behind this surge.

  In type II diabetes, the beta cells in the pancreas are still producing insulin, but either not enough is being made or the body is not making effective use of what it has. So, the sufferer doesn’t need more insulin, but a better use of the insulin he or she has.

  Symptoms of Diabetes

  Type I diabetes is characterized by the symptoms that have often been seen as “typical.” These include frequent urination, especially at night, great thirst and hunger, fatigue, weight loss, irritability, and restlessness. As noted, those who suffer from this form of the disease need daily doses of insulin, and if they lack them, they can fall into a coma.

  Type II diabetes can begin with fewer noticeable symptoms, although obesity often signals a pre-diabetic state, especially when the excess weight is concentrated at or just above the waistline. As the diabetes progresses, the eyes, kidneys, nervous system, and skin become affected, and infections and hardening of the arteries may develop.

  The constant fluctuations in blood sugar that accompany both forms of diabetes are also debilitating. Remember, when insulin is in sufficient supply and working effectively, new glucose entering the blood through the breaking down of food is smoothly integrated in the body’s overall architecture. On the other hand, if the insulin base is not there or not being used efficiently, blood sugar levels will fluctuate, leading to a wide range of disorders.

  One particular accompanying problem is inner arterial wall damage. Weakened arteries contribute to cardiovascular stress. In fact, the incidence of heart attacks and strokes is five to eight times greater among diabetics than in the general population. Most deaths of diabetics, some 75 percent, are due to heart disease brought on by the hardening of major arteries.

  Moreover, another negative effect on the circulatory system prompted by diabetes is damage to the vessels leading to the eyes, kidneys, and peripheral nerves. As these become thick and brittle, blood movement is impeded, making them less functional. Also, these vessels are put under pressure by sudden surges of blood sugar, which occur when insulin is not properly regulating the distribution of this glucose. For the sight, the repeated stresses that diabetics experience cause the vessels in the eyes to hemorrhage and break down. After several hemorrhages, a patient ends up blind.

  Similar events brought on by blood sugar surges can weaken the kidneys, so that nitrogen wastes can no longer be eliminated efficiently and accumulate in the organ.

  Interference with blood circulation in both large and small vessels is also responsible for the high incidence of neuritis (an inflammation of the nerves) and even gangrene, which results from insufficient blood flow to a part of the body, which, in the worst case, can end with amputation.

  Having given a quick run-through of common symptoms and accompaniments of diabetes, let me spend some time going into a little more detail about the disastrous health problems that usually supplement the illness. These sections should bring home to you the frightening healthcare costs, both physical and financial, for which diabetes is responsible.

  Diabetes is Blinding—Eye Disorders Are a Common Side Effect

  A few paragraphs ago, I noted how the blood surges that are a characteristic of diabetes can damage the vessels leading to the eyes, eventually leading to blindness. In fact, many eyes diseases, such as cataracts, retinopathy, and glaucoma, are more common among diabetics than in the general population.

  Let me say a few words about the prevalence of these different disorders. Among the working adult population in the US, retinopathy is the leading cause of blindness “with approximately $500 million spent on direct medical costs” for this disorder in 2004, according to a study in the Archives of Ophthalmology. Retinopathy is an umbrella term referring to a number of diseases that affect the retina. Another disturbance of vision is glaucoma, which comes from damage to the optic nerve. The most common form, which accounts for 60 to 70 percent of all glaucoma, is primary open angle glaucoma (POAG). This disease affects more than two million individuals in the US, and it is projected that by 2020 more than three million will have the diagnosis.

  A number of studies have linked glaucoma with diabetes, but I will mention only one. A group of researchers at the Massachusetts Eye and Ear Infirmary, Brigham and Women’s Hospital, Harvard School of Public Health, and Harvard Medical School got together and looked at detailed records of seventy-six thousand women, who had been enrolled in a study from 1980 to 2000. All the participants were at least forty years of age and without any diagnosis of glaucoma at the start of the study. Researchers found that, after controlling for age, race, hypertension, body mass index, physical activity, alcohol intake, smoking, and family history of glaucoma, they still learned that “type II diabetes was positively associated with POAG.”

  Physicians who have noted the diabetes/eye problems connection have emphasized that patients have to shift to a healthy lifestyle and diet to reverse or prevent the onset of diabetes before eye complications. Again to mention but one outstanding example, let me refer to physicians Thomas W. Gardner, MD, and Robert Gabbay, MD, of Penn State College of Medicine in Hershey. They have this to say about how to effectively treat these conditions: “Ophthalmologists must go beyond surgically treating late-stage eye disease and work with other clinicians to help patients control their diabetes before eye complications [begin or] worsen.” They go on to remark on the need for physicians to acknowledge the diabetes/eye disease link so as to better treat the problem. “Ophthalmologists have a unique opportunity to influence patient behavior because vision loss is one of the most feared complications of diabetes. Helping patients make the connection between their eye disease and the ABCs of diabetes (high A1C, blood pressure and cholesterol [which are common markers of worsening diabetes]) can motivate them to improve their health.”

  Diabetes, Alzheimer’s, and Cognitive Impairment

  In my quick survey of symptoms, I noted that diabetes has been linked to nerve disease. Now one of the most terrifying of the neurodegenerative illnesses is Alzheimer’s. Patients with this condition gradually lose normal mental function, Alzheimer’s impairs an individual’s ability to think, speak, and remember. As it progresses, the brain’s executive functions are destroyed, resulting in the loss of ability to reason, plan, or organize thoughts, loss of language and inability to recognize objects.

  Although the etiology of Alzheimer’s is not well understood, it is known to be related to glycation. Let me say something about glycation, which is a primary component of aging. To explain it by a cooking metaphor, imagine putting a turkey in the oven. It is moist and pliable. Three hours later, the skin is stiff, brown and parchment-like. The process that changed the turkey is called glycation. To describe this in a more scientific way, let’s say it involves glucose bonding with proteins so that the latter are disabled, leading to the undermining of a number of processes. Glycation is accelerated in the plasma of type II diabetics.

  According to the National Diabetes Information Clearinghouse, which is part of the National Institutes of Health, “While many physicians recognize that nerve, eye, kidney, and heart damage are common side effects of diabetes, most are not aware that diabetes can also lead to the formation of damaging substances known as AGEs or advanced glycation end products.”

  While health-debilitating AGEs are encouraged by diabetes, so is the production of free radicals, which come from unstable molecules or atoms that release electrons, which may then cause cellular damage. AGEs become even more destructive when coupled with free radicals.

  According to a study by P. L. Moreira and colleagues, who have looked long and hard at the genesis of Alzheimer’s, the disease shows “a marked decline in the level of acetylcholine, the chemical messenger of the nervous system that helps to regulate memory.” Not only do free radicals help prompt this decline, “new research indicates that advanced glycation end products may also initiate this dreaded condition.” As we’ve seen, diabetes encourages both glycation and free radical creation.

  Whereas this last study looked at the mechanics of Alzheimer’s genesis, more anthropologic studies have observed the way in which those who have diabetes seem more prone to this mental disablement. For instance, a 1999 Rotterdam Study in the Netherlands tracked 6,370 elderly men and women over an average of two years, looking at subjects who became demented from Alzheimer’s or had diabetes. According to a report by A. Ott, the researchers in the study “concluded that having diabetes almost doubled the subjects’ risk of dementia.” The conclusions of this report were backed up by research done in 2004 by J. A. Luchsinger and colleagues. It “examined the association between type II diabetes, high insulin levels, and Alzheimer’s risk,” and found, in line with what we would have expected, “that high insulin levels, which are intimately connected to type II diabetes, were significantly correlated with a higher risk of developing Alzheimer’s.” The conclusions of this report are supported by the results of a 2004 study which linked high insulin levels, type II diabetes with a significantly higher risk of developing Alzheimer’s.”

  Clearly, the likelihood of developing Alzheimer’s is significantly increased in people with insulin problems. It can be speculated that insulin fluctuations damage blood vessels in the brain and this may lead to memory problems associated with the disease. A few other links of diabetes to impaired mental functioning are found in the following research, selected from among many studies I could highlight.

  Caroline Sanz, MD, at the French National Institute of Health and Medical Research in Toulouse, led a study that looked at whether people with Alzheimer’s disease and diabetes have more rapid memory loss than those who have Alzheimer’s disease but not diabetes, using as a base 608 mild to moderate Alzheimer’s patients. As reported in the Science Daily, “Over the six month testing period, those with diabetes demonstrated significantly more decline [in memory] than their non-diabetic peers.”

  In another investigation, R. O. Roberts, MB ChB, MS, and his colleagues at the Mayo Clinic in Rochester, Minnesota, examined the associations between diabetes and mild cognitive impairment in patients ages 70 to 89. They reported “diabetes was significantly associated with chronic hyperglycemia (high blood glucose), which in turn [increased] the likelihood of cerebral micro-vascular disease . . . [which may play a role in the development of ] neuronal damage, brain atrophy and cognitive impairment.”

  Lastly, research done by José A. Luchsinger, MD, and colleagues at Columbia University Medical Center suggests that “diabetes could be related to a higher risk for amnesic mild cognitive impairment by directly affecting the buildup of plaques in the brain, a hallmark characteristic of Alzheimer’s disease.”

  Dr. Edward R. Rosick, DO, MPH, acknowledging the many studies that associate type II diabetes with an increased risk of developing Alzheimer’s disease, says we may reasonably hope that ­strategies to prevent or manage insulin resistance and diabetes hold promise in also protecting against Alzheimer’s disease.

  The Skin Is the Largest Organ—Don’t Ignore It

  Now let’s turn to the common skin disease psoriasis, a non-­infectious disorder that leads to a rash and scaly red skin. Research into this condition has also found a link to diabetes.

  Dr. Yi Ju Cheng and his colleagues at the Tiachung Veterans General Hospital and National Chung Hsing University in Taiwan make the connection by way of a third party. This is to say they find both diabetes and psoriasis have a common factor in that they both register high levels of leptin (a hormone that can lead to metabolic dysfunction and weight gain). This was why, in their study, when they found “associations among psoriasis and diabetes mellitus,” both states showing elevated leptin.

  A 2007 complementary study led by Dr. Michael David, a dermatologist at the Rabin Medical Center in Tel Aviv, didn’t examine the causes of the two illnesses, but simply noted that there was a higher occurrence of diabetes in psoriasis patients compared to patients without psoriasis. Overall, their observations indicate that as psoriasis becomes more severe in a patient, the likelihood of finding that patient also has diabetes is higher.

  When we consider that more than seven million Americans and up to 4 percent of the population worldwide suffers from this skin disorder, it becomes clear that the association of diabetes and the skin condition is an ominous one. This is especially so considering that in addition to its effects on the skin, psoriasis is associated with arthritis, depression and a lower quality of life.

  Cancer May Be Just Around the Corner

  In the opening of the book, I made mention of the fact that cancer and diabetes are two of the three most common diseases in the US Although people may not know the exact statistics, the majority appreciates that each is a devastating health problem. But most only consider them separately. They are seldom linked together; however, the relationship between these two disorders is highly significant.

  To speak generally, several studies demonstrate that cancer patients who already have diabetes when they get cancer have a greater chance of dying of the disease than cancer patients who do not have the blood sugar disorder. The reason for this increased mortality possibility rests in such factors as that high blood sugar can cause tumors to grow faster; that when a person has diabetes, he or she is automatically at risk for other health problems, such as kidney and heart failure; and the higher susceptibility to infections of diabetic patients may put people at greater risk of death after surgery.

  There are many forms of cancer and many links between different versions of the disease and diabetes, so let’s just look at a few examples that have been uncovered in recent research.

  Pancreatic cancer is significantly higher among individuals who also have a diabetes diagnosis, according to a summary of research published in the World Journal of Gastroenterology, which preceded a report of the authors’ own research. In this research, the investigators, led by Dr. Jamal at the Veterans Affairs Medical Center, Long Beach, California, looked at incidents of gallbladder, biliary and pancreatic cancer in patients discharged from VA hospitals from 1990 to 2000. They learned that “among patients with type II DM [diabetes], the incidence of pancreatic cancer was increased threefold compared to controls, and gallbladder and extra hepatic biliary cancers were increased by twofold compared to controls.”

  Another, more specialized study done by looking at pregnant women in Jerusalem from the 1960s to the 1970s, paid attention to those who had gestational diabetes (a situation in which women previously without diabetes exhibit its main symptoms, high blood sugar, during pregnancy). After following these women’s histories, the conclusion was that they had a higher risk of developing pancreatic cancer later in life than those without diabetes.

  Also looking at women, Dr. Marc Gunter and Howard Strickler, MD, of Albert Einstein College of Medicine in New York, found that breast cancer and high insulin hormone levels are significantly related. A sample of 835 women in the Women’s Health Initiative Observational Study who developed breast cancer, contrasted to a randomly selected sample of 816 women in the study who did not develop breast cancer, revealed that women have a much higher risk of developing this cancer if their insulin levels are elevated—a typical accompaniment of diabetes—as compared to women with ­normal levels of the hormone.

  Dr. Ann Cust, a researcher at the University of Melbourne, echoed these findings. Her research led her to the conclusion that women have a much greater likelihood of being diagnosed with advanced breast cancer if they are also type II diabetic.

  I could go on and move through the connections of diabetes to other modes of cancer, but I think what has been said so far has already let you see that cancer is another disease which diabetes abets and promotes.

  Your Kidneys Are at Risk Too

  Where the links between cancer and diabetes are still being looked at—and some scientists might dispute certain of the findings in different areas—the link between diabetes and kidney disease, which is designated diabetic nephropathy, is well established.

  According to Dr. Erwin Bottinger, MD, and professor of medicine, pharmacology and biological chemistry, and his colleagues Kaitlin Susztak, MD, professor of medicine at Mount Sinai School of Medicine, and Kumar Sharma, MD, professor of medicine at Thomas Jefferson University, “Diabetic nephropathy is the leading cause of kidney failure worldwide.”

  These doctors have been looking into how the disease takes action on the kidneys and found that in the cells of kidneys in both humans and mice the glucose binds with proteins there and triggers the death of kidney cells. This establishes another detrimental effect of high blood sugar levels.

  Physician Dr. David A. Greenberg of the Columbia Presbyterian Medical Center in New York City and his colleague Maria C. Monti have acknowledged this danger from high blood sugar. They note that “getting blood glucose levels under control is essential for preventing complications from diabetes,” such as kidney damage. They warn further that since women seem to be at greater risk than men of such kidney damage, females “need to be more diligent in keeping blood sugar glucose under control.”

  Pulling the Trigger on Inflammatory and Genetic Markers

  We know diabetes is accompanied by inflammation and we also know that inflammation, when prolonged, leads to weakened body metabolism, but the connecting third party, tying together the two unhealthy conditions has not yet been discovered.

  Researcher Kathrin Maedler and her colleagues posit that one link is that beta cells in the pancreas, which produce insulin, are failing due to inflammation in the body and this leaves individuals vulnerable to developing type II diabetes.

  As we know, type II diabetes is caused by an inability of the beta cell production of insulin to meet the body’s needs. Central to this is a loss of beta-cell function as a result of insulin resistance. The authors note, “The more common type II diabetes arises later in life when the body fails to produce enough insulin or grows unresponsive to the hormone. While scientists have floated many ideas, exactly what causes β cell loss in type II diabetes remains a matter of debate.” Their team found that inflammation is an important trigger for β cells’ destruction. In this, they are indicating a direct pathway from inflammation to diabetes, which gives us one clue as to why the two ill-health conditions appear in tandem.

  A second area of linkage with diabetes has been found with some genetic conditions. In fact, as I will look at later, many scientists, those who tend to overlook the influence of lifestyle in the etiology of diseases, will overemphasize the genetic components of diabetes. By contrast, much of the research I look at below suggests that genetics may predispose an individual to get the disease, but only when this predisposition is combined with unhealthy choices, such as lack of exercise, does diabetes actually come to fruition.

  Dr. Pamela Itkin-Ansari, professor at the U.C. San Diego School of Medicine; Fred Levine, MD, PhD, director of the Sanford Children’s Health Research Center at Burnham, and colleagues in their research into genetics didn’t find that certain genes push one toward diabetes, but that the presence of diabetes switches on genes that are normally turned off. In the adult pancreas, there are naturally occurring progenitor cells that have the potential to become insulin producing cells. They are active in a child’s early years when the pancreas is in formation but normally inactive later in life.

  Dr. Itkin-Ansari noted in the course of research that “Wnt signaling activity, which plays a critical role in the development of the pancreas, re-emerges in type II diabetes.” These new cells then would create even more insulin to add to the overabundance of it already in the bloodstream with diabetes.

  While this study looked at how certain genetic activity is ignited by diabetes, the new creation of insulin-producing cells, most work on the genetics of diabetes has looked at the ties between the possession of certain genes and a particular proneness to diabetes.

  For instance, lead investigator Valeriya Lyssenko from Lund University in Sweden identified one of these genes as TCF7L2. When this gene exists in the pancreatic tissue, there was a decrease in insulin secretion in response to glucose exposure. This would appear to suggest that for people with this gene, insulin response in the pancreas is particularly disturbed by high glucose levels. It can be extrapolated, however, that this insulin disruption would not occur, and so help bring on diabetes, in individuals who guard against high glucose levels by lifestyle modifications, including good eating habits, exercise, stress reduction, and an overall healthy lifestyle.

  A decrease in some genes in the skeletal muscle is also associated with type II diabetes. Again, this is an indication that genetic makeup does play some role in this disease. Charlotte Ling and colleagues at Lund University in Sweden “analyzed the expression of one gene NDUFB6 in muscle” and found that its existence did influence “susceptibility to type II diabetes.” However, note the orientation of Ling’s study. She was examining why not all individuals who are exposed to obesity and reduced physical exercise develop diabetes. In other words, the subjects were ones who had already made bad lifestyle choices, and the focus of her study was angled toward seeing why not all of them got diabetes. She was not looking at genetic influence toward diabetes on those who had healthy lifestyles.

  We see that the association between inflammation and diabetes as well as the activation of a genetic potential for diabetes both are encouraged by poor lifestyles and mightily discouraged from expression by natural living.

  Open Wide—Diabetes and Oral Health

  So far, I have been drawing your attention to health problems that are instigated by or accompany diabetes, but let me now turn it around for a moment and look at a situation where a previous health problem often is a precursor to diabetes. I want to stress that while many people are aware that a few conditions, such as obesity, presage diabetes, few realize that individuals who have periodontal gum disease are also at a higher risk for diabetes. (With this in mind, dentists should consider offering diabetes screenings in their offices.)

  Oral health symptoms of diabetics include dry mouth, oral and gum infections, gum disease, and cavities. Commonly with diabetes or pre-diabetes, bacteria in plaque can lead to inflamed gums, which destroy surrounding tissues.

  The connection between dental problems and diabetes was zeroed in on by Dr. Shiela Strauss, an associate professor of nursing at NYU’s College of Dentistry and Nursing. She reports that “93 percent of subjects [in her study] who had periodontal disease, compared to 63 percent of those without the disease, were considered to be at high risk for diabetes and should be screened for diabetes.”

  In a separate study led by Dr. Ryan T. Demmer, MPH, associate research scientist in the Department of Epidemiology at the Mailman School of Public Health, nine thousand participants who were free of a diabetes diagnosis at the beginning of the study were evaluated for twenty years. In total, 817 went on to develop diabetes and it was seen that “individuals with elevated levels of periodontal disease were nearly twice as likely to become diabetic in that 20 year time frame.”

  Similar findings were the result of research that targeted pregnant women and was led by Dr. Ananda P. Dasanayake, professor of epidemiology and heath promotion at NYU College of Dentistry, in collaboration with the Faculty of Dental Sciences at the University of Peradeniya, Sri Lanka. Dr. Dasanayake found that pregnant women with periodontal gum disease have increased risk of gestational diabetes even if they are in otherwise good health. These women did not smoke or drink, yet diabetes occurred significantly.

  A couple of alarming findings in the area of oral health and diabetes, beyond what has been said already, are that gum diseases and other dental problems are being found more and more in youth, and that diabetics frequently ignore the need to get good dental care.

  First, as to young people, research from Columbia University Medical Center has shown that the destruction of the gums can start in diabetic children as young as six years old. The principal investigators in this study, Ira B. Lamster, DDS, MMSc, dean of the College of Dental Medicine, and Robin Goland, MD, co-director of the Naomi Berrie Diabetes Center, commented that these findings indicate “­programs to prevent and treat periodontal disease should be considered a standard of care for young patients with diabetes.”

  Their research clinically assessed dental cavities and periodontal disease in 182 children and adolescents, ages six to eighteen years old, with diabetes, and 160 non-diabetic control subjects. Goland, Lamster, and their colleagues found that “the children with diabetes had significantly more dental plaque and more gingival inflammation than children without diabetes.” To be more specific, early signs of periodontal disease were found in nearly 60 percent of diabetic children in the six to eleven-year-old group, twice the percentage found in the non-diabetic children in that age range.

  Common Complications

  In discussing Alzheimer’s, I mentioned glycation, which I defined as “a process that involves glucose bonding with proteins in a way that disables them.” This is such an important activity and brings with it such a train of life-disturbing consequences, even without counting its role in Alzheimer’s, that I want to spend a little more time talking about it and some other common complications of diabetes.

  To expand on what I said about glycation and AGEs, let me look to the writing of R. R. Kohn and colleagues, who explain, “Glycation occurs when glucose reacts with protein, resulting in sugar-damaged proteins called advanced glycation end products (AGEs).”

  They go on to link glycation, which we see is caused by glucose, and so encouraged by a glut of this substance in the blood, with inflammation, which we saw is a state that accompanies diabetes. Further, in this next passage, they show a possible pathway by which diabetes and inflammation may be tied together. “Glycated proteins cause damage to cells in numerous ways, including impairing ­cellular function, which induces the production of inflammatory cytokines.”

  Such damage can be cut short by slowing glycation, as has been shown in a number of studies, including research that found “in animal studies, inhibiting glycation protects against damage to the kidney, nerves, and eyes.” One examination, led by I. M. Stratton, saw the same positive results with humans. As the researchers reported, “In a large human trial, therapies that resulted in each 1 percent reduction in HbA1c [a prominent AGE] correlated with a 21 percent reduction in risk for any complication of diabetes, a 21 percent reduction in deaths related to diabetes, a 14 percent reduction in heart attack, and a 37 percent reduction in ­micro-vascular complications.”

  I have already mentioned the danger of free radicals in the body and noted type II diabetes is linked to the overabundance of these radicals. Let me add that, according to A. M. Vincent and colleagues, “Glycation also produces free radicals that further damage cellular proteins.”

  On top of that, according to other research, “Diabetes encourages white blood cells to stick to the endothelium, or the thin layer of cells that lines the inside of arteries. These white blood cells cause the local release of pro-inflammatory chemicals that damage the endothelium, accelerating atherosclerosis.”

  To add to the woes of diabetics, as R. M. Luque and colleagues emphasize, “Insulin itself is a powerful hormone that, in high levels, can inflict damage.” As we’ve seen, the high levels of blood sugar characteristic of diabetes prompt the body to emit into the bloodstream an above-average amount of insulin. This excess insulin has been tied to a number of physical problems, including that “increased levels of insulin contribute to the proliferation of colorectal cells, which suggests that high levels of insulin may be a factor in the development of colorectal cancer.”

  So far, I have painted a fairly grim picture, both here in describing some of the common complications of diabetes, and in the preceding sections where I looked at many of the other ills that diabetes brings in its wake, such as eye problems, kidney disturbance, and inflammation. Nonetheless, there are steps to be taken to avoid this disaster, which include a combination of improved diet, exercise, and supplementation, as will be explained in detail later on.

  More Time in the Hospital

  With this raft of side effects and direct effects that precede or occur with diabetes, it should be no shock to you to learn that diabetics have an above-average length of stay in hospitals and seem to fare worse once there than most other patients.

  According to Dr. Rehan Ahmad, DO, and her colleagues at Penn State College of Medicine, patients with diabetes (versus non ­diabetics), who went to the hospital:

  
    	Were more likely to experience complications

    	Were more likely to require care in the intensive care unit (ICU)—38.4 percent vs. 35.9 percent

    	Stayed in the ICU longer on average (7.6 days vs. 6.1 days)

    	Required longer duration on the ventilator (10.8 days vs. 8.4 days)

    	Developed more infections (11.3 percent vs. 6.3 percent)

    	Were more likely to require home care or nursing care after being discharged

    	Had higher mortality rates

  

  These findings were based on a sample of 12,489 patients who were matched on sex and age across twenty-seven trauma centers between 1984 and 2002. According to the authors, “Results from this study confirm that patients with diabetes . . . require a higher level of care, which adds to the cost of hospitalization.”

  The study did not simply focus on patients who came to the hospital with diabetes or a complication from it, but who are being treated for other illnesses. According to the Ahmad-led research, “These patients develop complications more frequently and do worse after an acute illness than individuals without diabetes. Studies show that diabetics do worse after being hospitalized for stroke, heart attack and heart surgery.”

  Diabetes and the Latin American Community

  Diabetes disproportionately affects certain ethnic groups. In Native Americans, Hispanic and Latino Americans, and African Americans, the disease is much more prevalent than in the non-Hispanic white population. The dubious distinction of the fastest growing ethnic group in America developing diabetes is the Latin American community. Hispanics are almost twice as likely (1.7 times) to develop diabetes as their white counterparts, with Mexican Americans the most affected. Further, Hispanic Americans are more likely to have end-stage renal disease from diabetes and to die from the disease. It appears that Hispanic children are the ones we most have to worry about. In 2010, 38.2 percent of Hispanic children between the ages of two and nineteen were overweight or obese, compared with 31.7 percent of all children on average, according to a study conducted by the Leadership for Healthy Communities in May of 2010. And, what’s more alarming, the National Council of La Raza (NCLR) reported last year that one out of two Latino children born in the year of 2000 will develop diabetes!

  Why is the Latin community so hard hit? The fundamental problems are obviously at play—eating too much of an unhealthy diet that is largely composed of refined carbyhydrates, fat, salt, and sugar combined with too little or no exercise. But there are other important factors making the situation worse, such as discrimination, poor access to affordable healthy foods, poverty, language barriers, and limited health care access. According to the Leadership for Healthy Communities, Hispanic neighborhoods have only one-third as many supermarkets as more affluent communities, and rely more on convenience stores and convenience foods. Foods that have the most calories per dollar are often “empty calories” that lack important nutrients and contain added sugars and fats. Lower-calorie, perishable products such as fresh produce provide less energy per dollar spent. Since they have eliminated physical education from most public schools and the typical school breakfast and lunch is calorie dense and high fat, parents have no help in trying to keep their kids healthy.

  But there may be another reason that Mexican Americans seem to be suffering more than other Hispanic Americans. Thanks to years of globalization and the effects of NAFTA, Mexicans—formerly much healthier than their relatives who emigrated to America—now are experiencing soaring rates of obesity and diabetes is currently that nation’s No. 1 killer. Public health experts blame changes in lifestyle that have made Mexicans more obese than any other country in the world with one exception—the United States. As access to healthy fresh vegetables and fruits has disappeared in favor of soft drinks, fat-laden snacks, and loads of sugar, the damage has been profound. Safe water, something we in America take for granted, is not always available in Mexico, so Mexicans usually have a sugar-filled beverage with meals. The average Mexican consumes 728 eight-ounce sugary drinks from Coca-Cola per year, which is even more than in the USA. A 2012 Federal health and nutrition survey found that obesity levels in the last three decades have tripled: 64 percent of men and a shocking 82 percent of women in Mexico are now overweight or obese! An expert in population studies at one of Mexico’s most prestigious medical centers, Dr. Abelardo Avila Curiel states that

  “When we project the increase in diabetes and the costs associated with it, the Mexican health system will be overwhelmed. It can’t be paid for. By the year 2020, it will be catastrophic. By 2030, it faces collapse.”

  While the US is still the fattest nation on earth, Mexico now has higher obesity rates among children ages five to eleven years.

  As I will repeatedly emphasize through this book, one must take proactive measures to maintain and improve one’s health that are based on full knowledge of the body and of threats posed to it. So, in laying out all the depressing information in the last few sections, I have not been thinking of making you downcast but of inspiring you by letting you see what you are up against. As one of the strategists in the old Chinese novel The Three Kingdoms puts it, “Know your enemy and know yourself. A thousand battles, a ­thousand victories.”

  In the following sections, we will see how you can begin obtaining these victories.


  Chapter 2

  Traditional Approaches to Treatment

  The phrase “too much of a good thing” can almost be said of insulin as a medical prescription.

  It’s no wonder that it was proclaimed a miracle drug when it was introduced in the 1920s. Before that time, diabetic patients had a bleak prognosis. Sufferers saw the condition rapidly go from bad to worse as complications like blindness, gout, and gangrene developed. The overall life span was short.

  Then insulin came on the scene. Now children with type I diabetes, who before probably would have only lived months, were living decades. Young people with the illness who might have expected endless time sick in bed, were now living normal and productive lives.

  As we saw, insulin is still the primary therapy for type I diabetes. As we also saw, it does not make good sense to indiscriminately give insulin to type II diabetics, since some have sufficient insulin production in their bodies but are not using the hormone efficiently. Injecting insulin into a person who already has sufficient levels not only does nothing to correct the underlying problem—it only gives her or him more insulin that will be blocked from use by the cells—but may bring about unwanted side effects.

  Too much insulin in the blood stimulates the development of antagonists in the body that counteract its blood-sugar-lowering effects. Even if it is not acting effectively, the body recognizes that the insulin is pulling all the glucose out of the blood and automatically increases the production of growth hormones and epinephrine, which lift blood sugar levels. In other words, there is a boomerang. Insulin is injected because the blood sugar levels are too high because, it is thought by the doctors, the body lacks insulin. However, since in reality this new insulin is being added to (poorly used) insulin already in the body, the blood sugar levels are brought down too far, so other bodily mechanisms react to increase blood sugar level. The result is the insulin, given to lower glucose, ends up boosting it higher. This is what I called “too much of a good thing.”

  However, don’t get me wrong. Type II diabetes is not usually treated with insulin. Moreover, some cases of the disease do stem from lack of insulin production in the body and so a sufferer of this variation can profit from insulin. Even further, some people with type II are given oral medication, not injections. Some patients mistakenly think they are swallowing a form of insulin. Although insulin may be included in the medications, most of these pills are not a dose of insulin to add to whatever the body is producing, but rather drugs that help your body use the pancreas-created insulin more effectively or stimulate better insulin production.

  Of late, new oral medications have been put on the market as treatments for type II diabetes. Unfortunately, as is so often the case with a profit-driven pharmaceutical sector, one whose malfeasances I have exposed on numerous occasions, the rush to get a seemingly promising drug on the market, where it can generate a quick financial return, often causes a less scrupulous company to cut corners when it comes to testing the drug. Some of these new oral medications, while beneficial in relation to treating diabetes, have been found to or suspected of causing side effects—among them, side effects as serious as heart attacks.

  I am not idly speculating here. The drug Rezulin, which was being used by 500,000 Americans, was pulled from the market in early 2000 after it was linked to 61 deaths and 89 confirmed reports of liver failure. In my opinion, this was another case of profit trumping safety.

  Blood Sugar Control

  So far, from what we have examined, it might be said that traditional medicine only looks at the output level of the problem. I’ll explain what I mean in a minute, but first let me mention a study on levels of glucose in the blood that has direct bearing on my remarks.

  Although diabetes can cause a wide variety of health problems, many of them can be reduced by carefully controlling blood sugar. We know that problems with insulin production and utilization create ups and downs in blood sugar, but what about the average amount of glucose in the blood? If a diabetic, on average, had a high or low percentage of glucose flowing through her or his veins, will this affect the disease?

  A study completed in 1993, the Diabetes Control and Complications Trial (DCCT), which was one of the largest studies ever conducted, showed that those diabetic patients with lower “glycohemaglobin rates,” that is, the amount of glucose carried by the protein (or hemoglobin) in red blood cells, were at less risk for eye disease than those with a higher amount. To give you the figures, those with glycohemaglobin rates that averaged 7.1 reduced their risk by 76 percent compared with the group with glycohemaglobin rates of 8.9 percent. Across the board, diabetics in the intensive control group (with the 7.1 rate) had a 50 percent reduction in all serious diabetic complications. Although the trial was conducted just on type I diabetics, experts believe the findings are applicable to all diabetics.

  Current Dietary Recommendations

  Now what does this have to do with the subject of output, which I brought up at the head of the last section? Not using these terms exactly in their usual sense, I would say we can divide the treatment of diabetes into an output and input approach. Here’s how I see it: a person eats food (input) and then, as that food breaks down, creating glucose, which insulin (the body’s output) may have to shepherd through the body if there is too much in the blood.

  The traditional practitioner looks only at the output of insulin the body employs to deal with an excess of blood sugar. So this doctor will be concerned with boosting or regulating the insulin levels. But what about input, the food we are eating? Is it possible eating the right mix of foods, ones that lower the blood sugar, will reduce the need for insulin? That would seem to be the major implication of DCCT study, which showed that lower blood sugar helped reduce symptoms.

  A point I didn’t bring out earlier is that the group with the lower blood sugar count in the study was one that was carefully monitored and directed to eat foods that would keep their blood sugar low, while the other group was not so closely watched. As far as the study’s results can be extrapolated to other cases, as I believe they can be, we have proof that eating the right foods can help maintain proper blood sugar levels, thus boosting your immune system.

  It is not as if traditional medicine was not aware of the importance of diet for diabetics, but greater attention to the subject recently has enabled us to understand the subject in a more nuanced way. In the past, there was one standard diet prescribed for all diabetics. However, that one-size-fits-all outlook has been abandoned and replaced with attention to the individual. Now the American Diabetic Association recommends that diabetics work with experts in diet and nutrition to personalize their diets.

  Carbohydrates

  New light has also fallen on some of the food groups. Traditionally, all carbohydrates, such as potatoes and bread, were restricted because it was believed that they caused moderate increases in blood sugar. However, it was not seen that a distinction has to be made between different carbohydrates. While some should be as restricted as they have been, others may actually be beneficial to diabetics.

  Carbohydrates fall into two categories, simple and complex. The simple ones, found, for example, in candy, fruits, and milk, can be contrasted to the complex ones, found in bread, brown rice, and other foods. Both types of carbohydrates eventually convert into glucose. However, once ingested, simple sugars (from the simple carbs) immediately enter the blood while complex carbohydrates go through a longer process of digestion so they become glucose gradually. They do not contribute as radically to high blood sugar levels as simple carbohydrates, which rush into the blood soon after entering the digestive system. Complex carbs stabilize and improve health.

  Fat and Protein

  Another change in how diabetics’ diets are looked at today is that fat and protein are more carefully monitored. It is now said that diabetics who are overweight should keep fat intake to no more than 20 to 25 percent of total calories. My own work would incline me to call for an even more drastic reduction to, say, between 10 and 15 percent of their caloric intake.

  Protein intake is another important consideration for diabetics. Earlier I touched on the fact that surges in glucose can cause damage to the blood vessels leading to the kidneys. With these vessels weakened, kidney damage may result. Thus, foods that overtax the kidneys should be avoided so as not to add even more stress to the organ. Now the body cannot store protein, as it stores glucose, for example, so any that enters must be channeled to the kidneys. Too much protein going into the organ puts pressure on the nephron cells, which filter the body’s toxins. These two stresses: a heavy protein diet and the damage to the vessels leading to the kidneys, either alone or together, often bring on kidney deterioration in a diabetic, which can only be addressed with dialysis or a kidney transplant. Studies show that the elimination of meat from the diet is often enough to reverse kidney damage since the kidney is no longer taxed with quickly processing all the protein meat puts in the pipeline.


  Chapter 3

  The Natural Approach

  Having scrutinized the causes and symptoms of diabetes and even given some thought to counteractive measures, such as dietary changes, let me make a broader statement about the hope for those with diabetes.

  One thing that often distinguishes traditional healers from natural ones is where they locate their optimism. Traditional doctors say there is great hope for eliminating or reducing the occurrence of this or that disease, but that hope is located firmly in the future. “In ten years,” they say, “we expect a cure for AIDS or cancer, but, well frankly, right now, there’s not much hope.” Natural healers like myself like to shorten any given timeframe. I believe startling improvements can be made today.

  Technically speaking we are repeatedly told there is no cure for diabetes; however, it has been my experience as well as that of many physicians that some patients are able through a major change in their lifestyle, including change of diet, to eliminate the symptoms of diabetes. A healthy lifestyle and alternative approaches to treatment in many cases can decrease the amount of insulin or oral medications needed (although type I diabetics will need to continue taking insulin).

  The natural approach aims at making lifestyle choices—not ­medication—the center of the program, though this does not mean in every individual case drug use will be greatly reduced or eliminated. The goal of treatment is to build up the body’s ability to function as independently as possible, so that, for example, blood sugar levels are kept low through proper diet.

  This will not be accomplished overnight. Indeed, part of the natural approach is (generally) to avoid radical changes and opt for gradual transitions. A diabetic who moves from a totally traditional to an alternative approach should never immediately discontinue any diabetic medication. Instead, this patient should work closely with a physician, who would assist in a gradual transition. With this doctor’s guidance, medication may be reduced or completely eliminated as the individual case permits.

  The new program, which the patient making the transition will be entering, is one that combines exercise and dietary modification. These new regimens, aiming at better nutrition and at weight loss, will be the center of the plan, with medications as supplementary components, all helping the patient move to better health. This sort of program is less invasive than traditional ones that make drugs the major factor and put lifestyle changes in the background.

  We need to acknowledge right off that this approach does not solve all problems or eliminate all traces of the disease. Still, while type II diabetics respond most dramatically to alternative approaches, even type I diabetics may be able to reduce their insulin dependency. More importantly, they are able to alleviate many of the dangerous complications that have come to be thought of as intrinsic to diabetes.

  Diet

  So let’s get to work.

  The rest of the book will give more information on diet, ­exercise and other important factors that play a role in an alternative approach to handling diabetes. You will get this data both via my own recommendations and by listening to the words of holistic healers who have made a special study of the disease.

  I will begin by making some brief remarks on exercise and diet (to be expanded later in the course of the book) and then I will look at vitamins, minerals, herbs and other dietary supplements that have been shown to be efficacious in alleviating some of the effects of the disease.

  Diet first. Years ago, Dean Ornish laid out a heart-right diet that was targeted at eliminating the bad foods that make one liable to develop heart disease. Since diabetes and heart disease are so closely related—both, for example, connected to a weakened circulatory system—many physicians, including Robert Atkins, have recommended that diabetics follow this Ornish program. The central tenet of Ornish’s diet was to cut down on dietary fats. For him, the best diet would be one that emphasized high-fiber vegetables, either eaten raw, steamed, baked or stir-fried with little or no oil.

  A moment ago I divided carbohydrates into simple and complex, underlining the difference in the body’s use of the two. One thing that should have been taken away from that discussion, beyond what was explicitly said, is that, since diabetes is a disease caused by difficulties controlling glucose and all carbs break down into glucose, then the diabetic must be highly aware of his or her carb intake.

  In line with this, many recommend completely eliminating, at least at the first stage of combating the disease, carbohydrates such as: bread, pasta, potatoes, rice, corn, parsnips, bananas, raisins, and other sweet fruits and vegetables. Note, I am simplifying for the moment, since some of the forbidden foods, such as bread, actually fall into different categories depending on the type. Moreover, many complex carbohydrates, including beans, grains, legumes, should be kept in the diet, and are contained in the recipes later in the book.

  As to protein intake, I’ve already stated that gauging this is also extremely important given the negative impact excess protein can have on the kidneys. If I listened simply to my own inclinations, I would tell every diabetic, “Just go vegetarian,” but I am aware that for the majority of diabetics this would probably pose a major challenge, something they may envision as possible in the future, but not now, since they can’t wean themselves away from meat so drastically. Even so, these patients can take steps in the right direction by eating only organic, free-range animals, whether turkey, chicken, beef or non-farm-raised fish.

  Having mentioned that monitoring carbs and protein in the diet are key to turning around your health, let me throw in a handy formula that many practitioners use as a way to think about the proper relation between food types eaten. This formula puts the acceptable ratio of complex carbohydrates to proteins to fats as 50:30:20.

  I’ve been generalizing up to this point in discussing diet, but I haven’t forgotten my earlier point that one of the hallmarks of new healing strategies is individualizing diet plans. A diabetic’s personal eating regimen is something that has to be charted by the patient and a nutritionist working together. The way a healthy diet can be found for an individual diabetic is something that Dr. Atkins described in the following passage:

  It is important to know who needs carbohydrate restriction versus who needs fat restriction. To determine that, there are a variety of tests, including a cholesterol profile in which we look at the ratio between the triglycerides [a component of fats] and the HDL [high-density lipoprotein, which carry fats in the blood].

  By looking at this ratio, which tells the doctor whether the patient has high cholesterol, and at other tests, the physician can decide if there is more danger from glucose, thus demanding carb limitation, or from cholesterol, calling for fat reduction. After determining where changes have to be made, it is perfectly appropriate to spend five or six weeks on one diet and then get all of your parameters checked again, and then spend five or six weeks on the other diet and then get them checked again. In that way, you can make an intelligent decision.

  Atkins’s comments should be taken not only as a presentation of how a doctor can work with a patient to arrive at the optimum diet, but should also alert the reader to a broader truth. As is the nature of a health book, this one will speak in generalities, making remarks that point you in the right direction, but it cannot lay out your individual path to wellness. That is something that, using this text for its wealth of pointers, must be arrived at as you (with a holistic practitioner working beside you) clear your own trail.

  Allergy Testing

  Since we are on the topic of food, let’s return to my point, made in a discussion of the etiology of the disease, where I said the type II diabetes patient body’s characteristic resistance to insulin may be due to an allergy. Testing for food allergies can help determine which foods are responsible for the insulin resistance.

  To determine whether a specific food is causing hyperglycemia—a condition in which blood sugar is abnormally high, and which could be and is commonly brought on by diabetes, though it may have other causes—a doctor can monitor a patient’s blood sugar before and after that food is eaten. The doctor will be on the lookout for sudden upward spikes in blood sugar, indicating the patient is allergic to the associated food.
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