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		Succeeds where low-fat diets fail you

		
			• complete, satisfying meal plans, suitable for family dinners or formal entertaining

			• a Daily Meal Outline to keep track of your food selections

			• ways to modify the foods you love the most to make them fit your diet plan

			• tips on making the best selections at fine restaurants or fast-food chains

			• a minicookbook filled with nearly 100 easy-to-prepare, inexpensive, and mouthwatering recipes, from Tex-Mex Cheese Flan with Chunky Salsa and Coconut Salmon to Irish Lace Cookies and Chocolate Chip Cheesecake

			• supplements that will jump-start your metabolism to burn fat

			• ways to include wine in your diet for enjoyment and health

			• an invaluable program of strength-building exercises

			• tips for maintaining motivation

			• and more
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			The diet plan presented here is not intended for anyone with kidney problems or for pregnant women or women trying to get pregnant. Readers who are on medication to control cholesterol, blood pressure, fluid retention, or blood sugar or who have an abnormal heart rhythm or have had a heart attack within the last six months must not under any circumstances begin this diet plan without a physician’s guidance and close supervision. Even other readers, however, should consult a physician regarding their individual needs before starting any diet or fitness program.
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			There was an old man of Tobago,

			Who lived on rice, gruel, and sago;

			Till, much to his bliss,

			His physician said this—

			To a leg, sir, of mutton you may go.

			JOHN MARSHALL, 1822
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		Introduction

		You may be wondering how a couple of physicians who specialize in weight loss in a relatively small city in Middle America devised a nutritional program that works as well as this one does, while most of the scientists in the major universities are headed off in the opposite direction, puzzling over why their success with low-fat diet plans has been so minimal. In a nutshell, we lucked out. We lucked out because that’s how science works. Science progresses because people continue to question why. Researchers propose hypotheses based on their understanding of the natural world and then test them—and most of the time these theories blow up in their faces. The lucky ones stumble onto the hypotheses that turn out to be valid. But of course there’s more than luck involved, because as Louis Pasteur said, “Chance favors the prepared mind,” and in our case our minds were prepared by many years of clinical practice with patients suffering all the illnesses that are heir to disordered insulin metabolism as well as by our unique combination of medical interests. Mike is a collector of diet books and old medical texts and has a strong interest in paleopathology and biochemistry; Mary Dan is interested in anthropology and has published a book on eating disorders and the deranged metabolic status of eating-disordered patients.

		We have a copy of the earliest diet book ever to sweep the nation, Banting’s Letter on Corpulence, first printed in the middle 1800s. This restricted-carbohydrate diet worked like a charm for Banting and, if sales were any induration, many others. It has always intrigued us because it completely flies in the face of today’s low-fat paradigm. At about the same time we ran across Banting we began attending paleopathology conferences and studying anthropology, where we learned what paleopathologists and anthropologists have known for years: the agricultural revolution and the increased consumption of carbohydrates it brought along with it played havoc with the health of early man. Mary Dan’s extensive study of eating disorders and metabolic hormonal derangements combined with Mike’s interest in biochemistry rounded out the “preparation” of our minds. We looked at Banting’s success with carbohydrate restriction along with the paleopathological/anthropological data showing a decline in health accompanying an increase in carbohydrate intake and concluded that maybe the intake of large amounts of carbohydrates wasn’t necessarily a good thing. That became our first mini-hypothesis: excess carbohydrate consumption isn’t good. But why not?

		We knew, as does every doctor, that the immediate effect of carbohydrate consumption is increased blood glucose, then an increased insulin level. We thought that perhaps the increased insulin levels might be to blame for part of the problem. As we studied the medical literature, we found that researchers the world over were finding elevated insulin levels associated with obesity, heart disease, high blood pressure, and diabetes—the common diseases of modern man. We also found that the same researchers were for the most part trying to treat these patients by giving them more of the same thing we were beginning to believe may have caused the problem in the first place: the high-carbohydrate, low-fat diet. It made more sense to us that if excess insulin indeed causes these disorders, or at the very least makes them worse, as the increasing mountain of research indicated, perhaps patients would be better off reducing their carbohydrate intake, not increasing it.

		We took then as our working hypothesis that excess carbohydrate leads to excess insulin, which leads to obesity, high blood pressure, and all the rest. It fit with the anthropological and paleopathological data and, at least as far as obesity was concerned, with Banting’s dietary theory. We then began to examine this hypothesis from a basic biochemical perspective and found that it worked beautifully. From all perspectives our hypothesis looked good on paper, so we began to test it carefully, first on ourselves, then on patients in our practice. We found that the results were rapid, dramatic, and pretty much uniform—just what we expected based on the underlying science. As we worked with our patients, we continued to refine our techniques, expand our range of dietary choices, and in general collect those little tips and tricks that make the practice of medicine an art as well as a science. We are still learning and refining every day, and, as with any technique that works, more and more practitioners are beginning to use a restricted-carbohydrate diet for their patients and are adding their own unique refinements to the rapidly growing body of data.

		Will this program work for you? In good conscience, we can only say probably. The reason we hedge a little is because of biochemical individuality—we are all as different biochemically as we are in appearance. Every doctor has encountered patients in whom medicines seem to work in an opposite fashion to that intended, patients who are kept awake by sleeping pills and pass out on stimulants. These and similar experiences keep practiced physicians from ever making blanket this-will-work-in-all-circumstances statements. All we can tell you is that in the almost ten years we have been treating patients with this program we have never had a negative outcome. If you’re like the vast majority of our patients, you will find the results as striking and life changing as we have and will adopt this program, modified to your own unique lifestyle and tastes, for the rest of your life.

		Little Rock
June 1995
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		Assessing Your Risk

	
		Chapter 1
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		A New Nutritional Perspective

		
			Every man is the creature of the age in which he lives; very few are able to raise themselves above the ideas of the time.

			VOLTAIRE

		

		We have a medical book published in 1822 passed down to Michael from his great-grandfather, a country doctor from the Ozark Mountains. A long section deals with yellow fever—in the 1800s no one knew what caused it or how it spread. Now, of course, we understand that the mosquito is the carrier of the virus that causes yellow fever, but then the cause eluded the best minds in medical science. Read what this standard 1822 medical textbook says about yellow fever:

		
… it rises from the exposure of putrid animal and vegetable substances on the public wharfs … it always begins in the lowest part of a populous mercantile town near the water, and continues here without much affecting the higher parts. It rages most where large quantities of new ground have been made by banking out the rivers for the purpose of constructing wharfs. … the yellow fever is generated by the impure air or vapour which issues from the new-made earth or ground raised on the muddy and filthy bottom of rivers. …
		

		From our contemporary vantage point we want to reach back and tell them, “Look, it’s a mosquito; why can’t you see the big picture?”

		The medical problems that confound us today will probably amaze scientists in the twenty-first century as they puzzle over why we medical pioneers of today were unable to reach out and grasp the obvious, why we were so advanced in certain areas of medical treatment yet so abysmally deficient in others. Why, they may ask, could our surgeons perform open-heart surgery so skillfully as to make it a routine operation while at the same time our nutritional experts couldn’t determine the optimal diet for preventing most of the problems necessitating that procedure? Why spend so much time and effort developing complex surgical techniques and other wondrous medical procedures that prolong the life of a diseased body for a few months or, at best, a few years instead of focusing on nutritional changes capable of prolonging healthy life for decades? Why can’t we see the big picture?

		The Failure of the Low-Fat High-Carbohydrate Diet
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		Yes, doctors today are aware that diet plays a significant role in the development and progression of the major diseases afflicting modern man—heart disease, diabetes, obesity, high blood pressure, and many kinds of cancers. As a consequence dietitians, nutritionists, and physicians constantly exhort us to eat properly to avoid these disorders. By their definition, eating properly means rooting out fat from our diets and replacing it with complex carbohydrate.

		Ever since the surgeon general recommended in 1988 that Americans severely reduce their consumption of fat, especially saturated fat, the race to zero-fat products has been on. Eggs, red meat, and other superior protein sources have been virtually drummed out of the American kitchen. Reduce fat intake to almost nothing, we are told by battalions of nutritional experts, and good-bye obesity, heart disease, diabetes, and all the rest. Sounds great in theory, but—and here’s why physicians a hundred years from now will be shaking their heads—it doesn’t work.

		The low-fat, high-complex-carbohydrate approach has proven a failure. It doesn’t reduce cholesterol levels to any great degree unless followed to an almost ridiculous extreme, in which case it can actually cause other equally sinister problems, as you will soon discover. It gives diabetes sufferers endless grief in trying to regulate their blood sugar levels. It doesn’t reduce high blood pressure unless it brings about significant weight loss. Its success rate for weight loss is almost nonexistent. (You may be surprised to learn that we’ve treated many people who have gained weight on the low-fat diet.) The result of the current no-fat mania has been a fatter and less healthy America, thanks in part to the zeal of food manufacturers who have given us an endless variety of fat-free high-carbohydrate junk to replace the fat-filled junk we were eating before.

		In the face of this dismal record, what do we as medical professionals do? Do we write off the low-fat diet as something that sounded good on paper but didn’t work in practice, abandon it and begin searching for something better, as we would a new drug that had failed? No. Instead we say, “Bring on more of the same. Let’s try harder, let’s try longer, let’s be more diligent.” We tell our patients that it must be their fault if their condition doesn’t improve on a low-fat diet; they must not be following it correctly. But such thinking flies in the face of metabolic reality because dietary fat alone is not the problem. The problem lies in the biochemical structure of the low-fat diet and the mixed signals it gives to the body’s essential metabolic processes. Ironically, not only does the low-fat diet fail to solve the health problems it addresses; it actually makes them even worse.

		The program we outline in this book triumphs where the low-fat, high-complex-carbohydrate diet fails. It reduces cholesterol rapidly without increasing other risk factors; it reverses, or at least significantly improves, adult-onset (type II) diabetes; it drops elevated blood pressure like a rock; it offers a long-term solution for the problem of excess weight—all without asking you to count fat grams or worry about fat percentages. It does all this simply by selecting foods that work with your body’s metabolic biochemistry instead of against it.

		The human body is a remarkably resilient, reactive, regenerative piece of biochemical machinery. Like any piece of complex equipment, it functions best when treated properly. The proponents of low-fat dieting believe the best way to treat the body is by restricting the amount of fat, particularly saturated fat, the body takes in and replacing it with complex carbohydrate. Their flawed thinking goes like this: too much fat accumulation in the arteries causes heart disease and other problems, too much fat accumulation in the fat cells causes obesity, and too much fat intake exacerbates diabetes, so if we reduce fat intake, we’ll solve all these problems. Although it seems logical, it doesn’t work because it doesn’t take into account the body’s biochemistry and the ways our metabolic hormones cause us to store fat. When we understand and control these potent body chemicals, we can achieve our health goals by controlling fat from within rather than trying to eliminate it from without. To begin to understand how this works, let’s first examine food from a biochemical perspective.

		What Is This Thing Called Food?
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		All food, from pancakes to sushi, is composed of macronutrients, micronutrients, and water. Aside from water, which makes up the lion’s share of everything, food is made primarily of the macronutrients protein, fat, and carbohydrate. These three macronutrients are the only food components that provide energy—measured as calories—to maintain life. The micronutrients—vitamins, minerals, and trace elements—provide no caloric energy but are nevertheless essential for life. They perform a multitude of cellular functions, many of which involve the efficient use and disposal of the macronutrients. Without macronutrients we would suffer malnutrition, starvation, and death; without the micronutrients we would suffer deficiency diseases, a precipitous health decline, and death. The nutrients from both groups are necessary for life.

		BALANCING THE BIG THREE

		Since the entire caloric content of food comes from the three macronutrients, it is obvious that decreasing any one macronutrient—fat, for instance—requires increasing another (carbohydrate or protein or both) to maintain any given caloric level. If your metabolic needs for a day require 2,000 calories, and, in accordance with the recommendations of the nutritional establishment, you reduce your fat intake, what happens? You increase your intake of carbohydrate and protein to make up for the calories lost by removing the fat, right? Actually, it’s a little more complicated than that. You don’t go to the grocery store and buy three scoops of protein, five scoops of carbohydrate, and two scoops of fat; you buy meat, eggs, vegetables, fruits, dairy products. Some foods, meat and eggs, for instance, contain only protein and fat, while others such as apples and grapes are practically all carbohydrate with only a trace of protein. You can trim the visible fat from cuts of meat to reduce fat content, but otherwise it’s difficult to extract just one macronutrient from a particular food item. So the only way to change the ratios of fat, protein, and carbohydrate is to change the types of foods eaten. If you want to decrease your fat intake, you simply eat less meat, eggs, and dairy products and replace them with fruits and vegetables. Sounds reasonable, but is it?

		Not really, and here’s why. Humans don’t require equal amounts of the three macronutrients for optimal health. The average person requires at least 70 to 100 grams of protein per day, or about 300 calories’ worth, and at least 6 to 10 grams of linoleic acid (a type of fat that is essential to health), about 75 calories’ worth. What about carbohydrate? The actual amount of carbohydrate required by humans for health is zero.1 We haven’t made these figures up; they represent the consensus of scientific wisdom today. Now, this doesn’t mean that as long as you get 75 grams of protein and 6 grams of fat you’ll do fine. You need more calories to provide energy for your bodily functions. It does mean that if you got enough energy from either protein or fat and maintained your minimum intake of each, you would do fine. Eskimos eat very little carbohydrate, in fact no carbohydrate during the winter, and survive nicely to a ripe old age. Although their traditional diet is composed of a large quantity of protein and an enormous amount of fat, Eskimos suffer very little heart disease, diabetes, obesity (despite the cartoons), high blood pressure, and all the other diseases we associate with a more civilized lifestyle. Furthermore, Eskimos don’t have metabolic systems from an alien planet; they have the exact same biochemistry and physiology that we do. Yes, you could eat the same diet and tolerate it nicely.2

		Bearing in mind that protein and fat are essential to health and carbohydrate isn’t, what happens when we cut back our fat as the nutritional establishment recommends? Since we can’t for the most part remove the fat from the food, we end up replacing foods that contain fat with those that don’t. Since most sources of good-quality protein—meat, eggs, and dairy products—contain a fair amount of fat, to cut back on fat we end up cutting back on protein as well and replacing them both with carbohydrate. Most vegetable sources of protein—beans and grains—are incomplete unless combined carefully and contain far more carbohydrate than protein. In the end if we strictly follow the low-fat prescription we can end up deficient in protein (it’s difficult to be deficient in fat because the only essential fat is linoleic acid, which is found in vegetable oils).

		But possibly the worst news of all is that eating more carbohydrates stimulates your body’s fat storage. In attempting to reduce fat intake, you wind up actually getting fatter, because some macronutrients stimulate profound metabolic hormonal changes. Surprisingly, fat doesn’t do much. If you were to swill down a dish of lard while hooked up to a laboratory device to measure the levels of your metabolic hormones—chiefly insulin and glucagon—you wouldn’t see much activity, because fat is essentially metabolically inert. Carbohydrate, however, would set off a Mad Hatter’s tea party of metabolic activity. Eating a handful of grapes while hooked to the same device would initiate a wild swinging of gauge needles indicating a rapid increase in insulin and a decrease in its opposing hormone glucagon, all perfectly normal metabolic responses kindled by the consumption of carbohydrate. It follows logically that the constant consumption of large quantities of carbohydrate would then produce large quantities of insulin, which indeed it does.

		Even complex carbohydrates stimulate the response because all carbohydrates are basically sugar. Various sugar molecules—primarily glucose—hooked together chemically compose the entire family of carbohydrates. Your body has digestive enzymes that break these chemical bonds and release the sugar molecules into the blood, where they stimulate insulin and the other metabolic hormones. This means that if you follow a 2,200-calorie diet that is 60 percent carbohydrate—the very one most nutritionists recommend—your body will end up having to contend metabolically with almost 2 cups of pure sugar per day.

		What’s Insulin Got to Do with It?
[image: ]

		So, what does insulin have to do with anything other than diabetes? And if you don’t have diabetes, why should you care about insulin at all? Because it’s important to your health.

		Insulin, a hormone produced and released into the blood by the pancreas, affects virtually every cell in the body. Insulin occupies a chapter or two in every medical biochemistry and physiology textbook, entire sections in endocrinology texts, and even two pages of tiny print in our fifteen-year-old Encyclopaedia Britannica. Whole textbooks are devoted to its myriad activities. Insulin regulates blood sugar, yes, but it does much more. It controls the storage of fat, it directs the flow of amino acids, fatty acids, and carbohydrate to the tissues, it regulates the liver’s synthesis of cholesterol, it functions as a growth hormone, it is involved in appetite control, it drives the kidneys to retain fluid, and much, much more. This master hormone of metabolism is a substance absolutely essential to life; without it, you would perish—quickly.

		But insulin is also a monster hormone; it has a dark side. In the proper amount it is life sustaining; too much of it causes enormous health problems. Reams of scientific studies, with more added to the stack daily, implicate excess insulin as a primary cause of or significant risk factor for high blood pressure, heart disease, obesity, elevated cholesterol and other blood fats, and diabetes (yes, insulin itself can cause diabetes, a concept we will explore at length later in this book).

		If you don’t have diabetes now, that doesn’t mean you won’t develop it in the future, especially if it runs in your family. The same goes for heart disease, high blood pressure, and all the rest. Insulin problems have a strong genetic basis, so a good way to determine if you are at risk for any of the insulin-related disorders is to examine your family tree closely. If your parents or grandparents had or have any of the following, you are at risk:

		
			• heart disease,

			• high blood pressure,

			• accumulation of fat around the waistline,

			• elevated cholesterol,

			• elevated triglycerides and other blood fats,

			• type II diabetes,

			• excess fluid retention (swelling of ankles).

		

		As you consider the health profiles of your family members, be aware that the more of these disorders you identify, the more at risk you are for developing them. If you are at risk, you have a pressing reason to care about insulin, because controlling it can literally save your life; if you have already been afflicted with one (or more) of these disorders, controlling your insulin can restore your health.

		Taming the Monster: Controlling Insulin Through Diet
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		How do you go about controlling it? With our nutritional regimen—a carbohydrate-restricted, moderate-fat, adequate-protein diet that modulates the body’s metabolic hormones, including insulin. Diet is what makes insulin levels go haywire in the first place, so it stands to reason that dietary changes should be able to reverse the problem. Diet is, in fact, the only way to solve this problem.

		The foods we eat exert a profound influence on what happens within our bodies hormonally—both for good and for bad. By eating the correct balance of foods we can almost medicinally alter what goes on inside us in a healthful way; by eating the wrong foods we can precipitate health disasters. We can more easily dig our graves with a fork and spoon than with a shovel.

		Our plan uses food as a tool to reverse, or at the very least markedly improve, disorders engendered by a metabolic system out of whack. Our easy-to-follow dietary regimen is tasty, filling, nutritionally complete, and even allows for the consumption of alcoholic beverages—in moderation. It works. And best of all it works quickly.

		How quickly? In terms of feeling better and more energetic, within a week or less; for cholesterol reduction, substantial reductions in blood levels by three weeks, maybe sooner (we say maybe sooner because we’ve never checked anyone before three weeks). Victims of high blood pressure—a condition that is usually insulin related—typically achieve a greatly lowered, or normal, blood pressure within a week or two. Those with diabetes and related problems generally find their blood sugar levels normalized or at least greatly improved within just a few weeks—sometimes only days. High blood pressure, elevated cholesterol, type II diabetes—this program corrects or greatly improves them all in short order by normalizing the body’s disrupted metabolic hormonal status, which causes all these problems in the first place.

		Obesity, the other major health problem rooted in a disturbed insulin metabolism, doesn’t disappear as quickly, of course. Although our nutritional program opens all the metabolic pathways to allow an efficient burning of body fat for energy, the body fat still has to be burned—and depending on how much there is to burn, that can take some time. The good news is, however, that long before our patients lose much weight on the program the medical problems afflicting most of them—high blood pressure, elevated cholesterol, diabetes, gout, and a host of others—improve dramatically or even vanish. Now, granted, on the typical low-calorie, low-fat, high-complex-carbohydrate weight-reduction diet these medical disorders will sometimes gradually improve as body weight falls, but on our diet these improvements are almost immediate due to the rapid metabolic changes effected.

		Of course we don’t have all the answers; but we do have a nutritional program that we’ve tested on ourselves, our three sons, thousands of our patients, and countless people nationwide, without a single adverse reaction.3

		Our approach is scientifically valid, historically valid, and can be explained using not a few obscure scientific articles but standard medical textbooks. This is important because it means that we’ve based our conclusions on scientific fact, not theory. Medical scientists doing cutting-edge research publish their findings in medical/scientific journals, initiating a firestorm of debate and a flurry of activity in other laboratories the world over. Many scientists then repeat the experiments, sometimes obtaining the same results, sometimes not. Before any particular piece of scientific knowledge is generally considered valid, it must be confirmed by multiple long-term tests, performed in many different labs, all with the same result. Only then does it enter the medical literature as fact, and only then is it published in medical textbooks. Not only can all the concepts underlying our program be found in every basic medical textbook, but studies confirming our approach are beginning to appear throughout the medical journals (again, write to us in care of our publisher for a bibliography).

		Could anyone have seen this big picture earlier?

		Interestingly enough, the answer is a qualified yes. The history of dieting begins in 1825, when the Frenchman Jean-Anthelme Brillat-Savarin published an essay entitled “Preventative or Curative Treatment of Obesity” in his gastronomic classic The Physiology of Taste in which he stated: “Now, an antifat diet is based on the commonest and most active cause of obesity, since, as it has already been clearly shown, it is only because of grains and starches that fatty congestion can occur, as much in a man as in the animals; this effect … plays a large part in the commerce of fattened beasts for our markets, and it can be deduced, as an exact consequence, that a more or less rigid abstinence from everything that is starchy or floury will lead to the lessening of weight.” Brillat-Savarin had obviously empirically stumbled onto the virtues of a restricted-carbohydrate diet and published his findings. In 1862 William Banting, an upscale London undertaker, found himself so obese that he could not tie his shoes and had to walk downstairs backward. He tried all the fashionable cures of the day without success until his physician put him on a diet free of starchy and sugary foods. Banting followed this diet to the letter and lost a pound a week until he reached a normal weight and restored his health and his ability to walk down the stairs face first. He was so overjoyed with his success that, at his own expense, he published and distributed 2,500 copies of his Letter on Corpulence, describing his treatment and his own modifications of the plan. Demand was so great for this pamphlet that it rapidly went through many editions on both sides of the Atlantic before his death in 1878 at eighty-one years of age. His diet was so well known that his name became synonymous with dieting; people weren’t dieting; they were banting. In America, Banting’s lean-meat diet led to the development of the American Salisbury steak, a staple of life in the late 1800s.

		The next popular weight loss and health book was Eat and Grow Thin by Vance Thompson, husband of actress Lillian Spencer and founder of M’lle New York magazine. This slim book touting the virtues of a restricted-carbohydrate diet (allegedly written by the Asian sage Mahdah) was an enormous best-seller that went through its 112th printing in 1931.

		These early diet books all have in common the fact that their authors were untrained as physicians or scientists (Brillat-Savarin was a lawyer) and basically promoted and adhered to these diets simply because they worked, as testified to by the hundreds of thousands of “patients” who followed them. In the late 1920s mainstream medical scientists observed and reported on the efficacy of the restricted-carbohydrate diet when the Arctic explorer Vilhjalmur Stefansson and a colleague submitted themselves to a meat-only diet for a year (see footnote 2).

		In England in more recent times T. L. Cleave, the surgeon-captain of the Royal Navy, and John Yudkin, M.D., Ph.D., professor of nutrition at Queen Elizabeth College, London University, have studied and written extensively on the merits of the restricted-carbohydrate diet. Dr. Yudkin has published papers on restricted-carbohydrate dieting from both a scientific and a natural history perspective in most of the prestigious medical journals during a career spanning six decades. At eighty-five, he continues to write and publish. His books, This Slimming Business and A-Z of Slimming, are classics on the subject.

		The three most popular diet books in America in recent years were all written by physicians detailing their own versions of the restricted-carbohydrate diet. Dr. Irwin Stillman published his Quick Weight Loss Diet in 1967, describing how he overcame middle-aged obesity and a heart attack by cutting carbohydrates and drinking large quantities of water. Dr. Robert Atkins wrote Dr. Atkins’ Diet Revolution, another multimillion-copy best-seller, in 1972, detailing his own experiences as well as those of his many patients with low-carbohydrate dieting. In 1979 Dr. Herman Tarnower explained his approach to low-carbohydrate dieting with his cardiology and internal medicine patients in The Complete Scarsdale Medical Diet. These books in hardcover and paperback have sold over 20 million copies (amazingly, the last two are still in print twenty years later), and there is probably not a dieter alive who hasn’t at least heard of one of these books, if not all. Why are they so popular? Because they work.

		None of the authors of any of these popular diet books wrote about the underlying science involved; they just found carbohydrate restriction to be an effective means to bring about weight loss and health improvement in an easy-to-follow diet. In essence these authors “discovered” by trial and error the same thing that Brillat-Savarin, Banting, and the others found the same way. There has been no doubt that these diets work. The only question has been: why? In the chapters to come, you will learn the biochemistry and physiology of the why. And in learning how carbohydrate restriction works through insulin reduction, you will be able to use our techniques to expand on the restricted programs of those who came before us.

		First let’s look at the most extensive study of the low-fat, high-complex-carbohydrate nutritional approach ever undertaken—the civilization of ancient Egypt. You can draw your own conclusions from the pages of history.

		
			

			
				The Bottom Line

				At the end of each chapter you’ll find a succinct summary of everything you need to remember.

			

			

		

		
			1 As you will discover in a later chapter, your body has all the biochemical machinery necessary to make all the blood sugar you need to nourish the tissues that require it—red blood cells, some parts of the eye, brain, and kidney.

			2 We know this because of the famous study done in 1929 and 1930 using the explorers Vilhjalmur Stefansson and Karsten Anderson. These men returned from the Arctic reporting that Eskimos were able to live on nothing but caribou meat all winter while performing arduous work, expending great amounts of energy without consequence. To prove that not only Eskimos had this capability, both explorers volunteered to be studied while hospitalized in Bellevue Hospital in New York City for one year. During this time they ate a meat diet composed of more than 2,500 calories a day, which was 75 percent fat. At the end of the year both had lost about 6 pounds of weight, their cholesterol levels and other blood chemistry values were normal, and neither experienced any adverse effects.

			3 In 1989 Michael wrote a book, Thin So Fast, published by Warner Books that described our nutritional regimen as applied solely to weight loss. Since then we’ve received countless letters from readers all over the world, recounting their successes after years of failure on more conventional diets.

		

	
		Chapter 2
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		The Symptom Treatment Trap

		
			All great truths begin as blasphemies.

			GEORGE BERNARD SHAW

		

		“You want me to eat what?”

		The middle-aged lady sitting across the desk from us was incredulous and becoming more so by the second as we explained to her the changes she needed to make in her diet—changes necessary to reduce the dangerously elevated level of fat in her blood. She didn’t have a serious weight problem; she had come to us seeking advice on the treatment of her cholesterol problem, but she was having difficulty accepting that advice.

		“But if I eat all these foods you’re telling me to eat, won’t my cholesterol just go higher? I can’t see how I can eat an egg or red meat in my condition. Are you sure this is going to work?”

		We explained how her physiology worked and why her cholesterol was high. Her metabolism would change as she followed our nutritional plan, and these changes would result in a dramatic reduction in her cholesterol levels. We told her that once she got started on the proper diet she would see major results within just a few weeks instead of the months it usually takes for diets to work—if they do at all. Then she could judge for herself whether or not she was on the right track. She may not have been convinced by the scientific explanations of her problem and its solution, but she brightened at the thought of seeing results so quickly.

		“Six weeks!? Do you really think I will have improved much by then?” she asked.

		“You will be pleasantly surprised.”

		“I hope so. I don’t know if I can go through another experience like the last time. I worked so hard with my previous doctor. I faithfully followed the diet he prescribed, and for what? Practically nothing. I don’t mean to be such a whiner, but you’ve got to understand that I’m at my wit’s end with this. If I don’t get this cholesterol under control and start feeling better, I’m going to be a basket case.”

		We certainly understood. Although her problem is more serious than most, Jayne Bledsoe1 is fairly typical of the patients we treat in our metabolic practice. We have heard variations of her history from countless other patients who have gotten stuck on the cholesterol treadmill.

		Treating the Symptom, Missing the Problem
[image: ]

		Jayne had been unaware that she even had a problem until she went for a routine physical examination. Her doctor checked her over, told her she appeared to be in good health, drew some blood, and told her he would call her when the results came back from the lab. He called the next day and dropped the bombshell: her blood fats were dangerously elevated. Her serum cholesterol was 750 mg/dl (milligrams/deciliter)—normal is anything below 200 and her triglycerides (another blood fat usually measured in the 100-to-250-mg/dl range) were a whopping 3,000 mg/dl! Most physicians get excited over a cholesterol of 300 mg/dl, let alone 750, and become outright alarmed at such a triglyceride level. So it’s no surprise that her doctor—following standard medical protocol—completely bypassed Step One and immediately started her on the National Cholesterol Awareness Program Step-Two Diet and two potent cholesterol-lowering medications.2

		Jayne faithfully followed her doctor’s orders for six months, although not without difficulty. The medications nauseated her, and the diet kept her constantly hungry. Her condition was the talk of her friends and relatives, one of whom actually remarked to her, “I didn’t know a person could still be alive with a cholesterol of 750!” By the time Jayne returned for her recheck, she was desperate for improvement. And she had improved some, but not nearly enough. Her cholesterol had dropped from 750 mg/dl to 475 mg/dl and her triglycerides from 3,000 mg/dl to 2,000 mg/dl—an improvement to be sure, but still cause for great concern to both Jayne and her physician. They discussed her treatment options. Her doctor suggested either increasing the dosage of her cholesterol-lowering medications or adding yet another medicine to her regimen. Jayne wanted to think about it before she decided which option to take. She decided to do neither until she got a second opinion from another physician, so she came to our clinic.

		After listening to her history, we drew another blood sample and found that indeed she did have extraordinarily elevated levels of cholesterol and triglycerides in her blood—495 mg/dl and 1,900 mg/dl, respectively. In addition, her blood sugar was elevated to 155 mg/dl (normal is below 115 mg/dl), an ominous sign of impending diabetes.

		We instructed Jayne to stop taking both of her cholesterol-lowering medications and to change her diet drastically. Her new nutritional regimen allowed meat (even red meat), eggs, cheese, and many other foods that most people view as causing cholesterol problems, not solving them. We told her to call in three weeks to check in and to come back to have her blood checked in six weeks.

		She called at her appointed time and reported that she “felt grand” and that her nausea and hunger had vanished. The results of her blood work astounded her. Jayne’s cholesterol level had fallen to 186 mg/dl and her triglycerides to 86 mg/dl. Her blood sugar had dropped to 90 mg/dl; everything was back in the normal range. As you might imagine, she was ecstatic.

		How could this happen? How can a diet virtually everyone believes should raise cholesterol actually lower it—and in a person who doesn’t have just a slight cholesterol elevation but a major one? We know Jayne Bledsoe’s case is not a freak happenstance or an aberration because we’ve tried variations of the same regimen on countless other patients—all with the same results. The results make perfect sense, because Jayne’s problem, her illness, is not the elevated cholesterol level—that’s merely a sign of the underlying problem. Her problem is hyperinsulinemia, a chronic elevation of serum insulin.

		When Jayne first came to our office, her insulin level was almost 20 mU/ml (milliUnits/milliliter), about double what we consider normal, which is anything below 10 mU/ml. After six weeks on a diet designed to lower her insulin level, Jayne’s lab work showed that she had dropped hers to 12 mU/ml, almost normal. By treating her real problem—excess insulin—we were able to solve her secondary problems of elevated cholesterol, triglycerides, and blood sugar. Standard medical therapies treat the symptoms of excess insulin—elevated cholesterol, triglycerides, blood sugar, blood pressure, and obesity—instead of treating the excess insulin itself. Unfortunately, the standard treatment of the symptoms may even raise the insulin levels and worsen the underlying problem.

		Excess Insulin: The Real Culprit
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		A substance that fundamentally influences every cell in the body, insulin is the master controller of the metabolic system without which all metabolic processes would be rudderless. Insulin is a hormone produced and secreted into the bloodstream by the pancreas, a glandular organ located behind the stomach, deep in the abdominal cavity. As it travels through the circulatory system insulin regulates the level of sugar in the blood—its most important function—and performs a thousand other tasks. Insulin, by activating or inhibiting various metabolic pathways, can make us sleepy, hungry, satisfied, dizzy, stuporous, or bloated. It can raise blood pressure, elevate cholesterol levels (as it did in Jayne Bledsoe’s case), cram fat into fat cells, cause the body to retain excess fluid, damage arteries, and even change protein and sugar into fat. In the appropriate amount insulin keeps the metabolic system humming along smoothly with everything in balance; in great excess it becomes a rogue hormone ranging throughout the body, wreaking metabolic havoc and leaving a trail of chaos and disease in its wake.

		Although medical researchers have known of the beneficial effects of insulin since the 1920s, when it was discovered, they have also generated an enormous amount of data over the past three decades showing that some of the effects are not so beneficial.

		Because there are no drugs available that can significantly reduce insulin levels, dietary manipulation is the only effective treatment of insulin excess and the diseases it promotes (although exercise helps). That’s not to say that high blood pressure, for example, can’t be treated by medications; as everyone knows, it can be. But treating high blood pressure treats only the symptom and not the underlying cause.

		Hypertension and Heart Disease: The Insulin Connection
[image: ]

		Epidemiologists had long known that people with high blood pressure die from strokes and heart attacks at a much greater rate than those with normal blood pressure. By treating hypertension on a grand scale, medical scientists reasoned that they could significantly reduce the incidence of death caused by stroke and heart disease. Based on this reasoning and very little hard evidence, since no long-term hypertensive control studies had ever been done, the push was on to get Americans with high blood pressure diagnosed and medicated. At this point the first long-term studies of the benefits of treatment were just being started. Researchers at medical centers across the country were gathering groups of subjects with hypertension so that they could treat and carefully monitor them for the many years necessary for such studies to be valid. Statisticians performed their analytical alchemy and estimated that hypertension controlled with drugs decreased the incidence of deaths from heart disease and stroke—by 40 percent and 25 percent, respectively.

		How accurate were the statisticians? Not very, as it turns out. When the results were in, the researchers were astonished. The incidence of deaths due to stroke had fallen by approximately 25 percent—precisely what the statisticians had predicted; the figures for heart disease, however, weren’t even close. Rather than the predicted 40 percent decrease, the experts found no statistically significant decrease in deaths from heart disease compared to people who were not treated at all. People who ignored their hypertension and went on about their business didn’t develop heart disease at any greater rate than those who went to the expense and trouble of taking daily medications and assiduously monitoring their blood pressure. As you might imagine, this discrepancy prompted a lot of head scratching among the scientific establishment—especially in view of the fact that, based on their predictions, 19 million Americans were now spending upward of $4 billion annually on medicines to lower their blood pressure. What happened? How did the calculations go so far afield?

		As the researchers examined the data more closely, they found hypertension and heart disease are related through the common denominator of too much insulin—a discovery that spurred a tidal wave of new research. Since the excess insulin caused both the high blood pressure and the heart disease (through mechanisms we will explore in coming chapters), it becomes immediately obvious why reducing the blood pressure without reducing insulin levels would have little effect on the progression of heart disease.

		A dismal postscript is that many of the medicines—diuretics and beta-blockers—actually increased insulin levels as they reduced blood pressure. So, ironically, many hypertensive patients taking medicine in the hope of preventing heart disease were encouraging the real culprit—excess insulin. In a great majority of these cases dietary control of elevated insulin levels could have eliminated both the high blood pressure and the threat of heart disease.

		Elevated insulin is Jayne Bledsoe’s problem. The diseases that insulin affects directly—high blood pressure, elevated levels of cholesterol and other fats in the blood, diabetes, heart disease, and obesity—are the cause of the vast majority of death and disability in America today. They are the grim reapers of Western civilization. They kill more than twice the number of Americans each year than died in World War I, World War II, the Korean War, and Vietnam combined.

		How do we know that these disorders are actually caused by diet and not by some other factor or combination of factors? Just as with most aspects of medicine, some degree of uncertainty persists
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			And to our sons, Ted, Daniel, and Scott Eades, who will continue to fight it after we’re gone.
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