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foreword
James McMinn, MD  

Looking back, it almost seems like a past-life regression to 
remember my days and nights in the emergency room. 

After fi nishing my residency in Detroit, I spent most of the next 
twenty years of my medical career as an ER physician at various 
locations around the country, including stints on the faculties 
of Harvard University School of Medicine, Brown University 
School of Medicine, and—where I currently fi nd myself as as-
sistant professor—University of Alabama at Birmingham School 
of Medicine.

So many times, in those emergency rooms, especially in the 
middle of the night, when I had a moment to escape from the 
chaos, it occurred to me that many of the sick and miserable 
people in their moments of crisis did not have to be there if they 
just had a good wellness doctor to take care of them and guide 
them down the path of wellness. Perhaps because of these very 
thoughts, my professional pendulum has swung to the far other 
end of the spectrum, and for the past six years, I have been 
completely dedicated to integrative medicine and the practice 
of wellness medicine.

One of my fi rst and most lasting infl uences in this new phase of 
my career was my discovery of Dr. Rodger Murphree’s excel-
lent book Treating and Beating Fibromyalgia and Chronic Fatigue 
Syndrome. In many ways, this book was transformative for me. 
Without a doubt, it changed the way I practice medicine. I still 
have my original copy, with many underlined, highlighted, and 
dog-eared pages. I keep this copy in my offi ce right beside my 
chair where I see my patients, and I refer to it frequently as a 
resource to help my patients with fatigue and fi bromyalgia un-
derstand their disease, and to show them the path of recovery.
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Over the many years of my career, I have seen and heard the 
spectrum of opinions on fi bromyalgia. Many providers don’t 
understand it, and some medical professionals (doctors and 
nurses) don’t think it exists. Others are quick to assume that 
anyone who claims that they have “fi bro” is “drug seeking.”

Even for those doctors who believe in it, it’s the last thing that 
they want to see. Mainly because these patients take so much 
time to deal with, a commodity which doctors rarely have these 
days, and because they are frankly not properly trained to 
manage these patients. However, Dr. Murphree has taught me 
to embrace this disease, and he has given me the tools to deal 
with it. His book lays out a straightforward, step-by-step plan 
for doctors and patients alike to turn the ship around, get their 
energy back, and stop living a life of constant pain. After read-
ing Dr. Murphree’s book and applying his therapeutic approach 
to thousands of patients, I can testify that the vast majority of 
patients get much better with Dr. Murphree’s approach, and for 
many, the results are miraculous.

I have learned in my practice of integrative medicine that mil-
lions of Americans suffer with fatigue and fi bromyalgia. This 
disease drastically affects their lives, their jobs, and their fami-
lies. They can’t be the person they want to be, the parent they 
want to be, or the spouse they want to be. Sadly, these people 
often slip through the cracks of traditional medicine, which 
doesn’t understand them, often can’t help them, and sometimes 
doesn’t believe them. I can testify from my practice that Dr. 
Rodger Murphree, through his book Treating and Beating Fibro-
myalgia and Chronic Fatigue Syndrome, gives these people realis-
tic hope of a brighter future.  

If you or your loved one has fatigue or fi bro, or if you are 
a medical provider who treats these people, then this book 
should be an indispensable part of your medical library. Get it, 
and read it! 
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introduction
Don’t Give Up!
You Can Feel Good Again.

Someone once said, “Anyone can give up; it’s the easi-
est thing in the world to do. But to hold it together when 

everyone else would understand if you fell apart, that’s true 
strength.”

Battling fi bromyalgia—the pain, fatigue, low moods, weight 
gain, insomnia—can be a real test of one’s willpower. It’s hard 
to be positive even when we feel our best, but it’s almost impos-
sible when we feel bad. And unfortunately, with fi bro, more 
days are bad than good.

It’s easy to understand why someone with fi bro could become 
discouraged, bitter, and hopeless. Its chronic symptoms test the 
strongest optimist.

If you’re battling fi bro and feel discouraged, please don’t give 
up. You can reverse fi bro—I didn’t say cure it, but reverse it. 
You can feel better. You can get better. I know, because I’ve been 
fortunate enough to have helped thousands of diffi cult-to-treat 
fi bro patients over the last eighteen years. Don’t give up.
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It was pouring outside. The 
kind of rain that gushes 

over the tops of rain gutters, so 
much in a hurry to hit the Earth 
it has no time to fl ow down 
the spout. Drains in the nearby 
parking lot were fi lled to capac-
ity and some were blocked 
so that huge puddles laked 
around parked cars.

We all stood there under the 
awning and just inside the door 
of the Wal-Mart. We waited, 
some patiently, others aggra-
vated because nature messed 
up their hurried day.…

Her voice was so sweet as it 
broke the hypnotic trance we 
were all caught in.

“Mom, let’s run through the 
rain,” she said.

“What?” Mom asked.

“Let’s run through the rain!” 
she repeated.

“No, honey. We’ll wait until 
it slows down a bit,” Mom 
replied.

This young child waited about 
another minute and repeated 
her statement. “Mom. Let’s run 
through the rain.”

“We’ll get soaked if we do,” 
Mom said.

“No we won’t, Mom. That’s 
not what you said this morn-
ing,” the young girl said as she 
tugged at her Mom’s arm.

“This morning? When did I say 

we could run through the rain 
and not get wet?”

“Don’t you remember? When 
you were talking to Daddy 
about his cancer, you said, “If 
God can get us through this, He 
can get us through anything!”

The entire crowd stopped dead 
silent. I swear you couldn’t 
hear anything but the rain. We 
all stood silently. No one came 
or left in the next few minutes.

Mom paused and thought for a 
moment about what she would 
say. Now some would laugh 
it off and scold her for being 
silly. Some might even ignore 
what was said. But this was 
a moment of affi rmation in a 
young child’s life. A time when 
innocent trust can be nurtured 
so that it will bloom into faith.

“Honey, you are absolutely 
right. Let’s run through the 
rain. If God lets us get wet, well 
maybe we just needed wash-
ing,” Mom said.

Then off they ran. We all stood 
watching, smiling and laughing 
as they darted past the cars and 
yes through the puddles. They 
held their shopping bags over 
their heads just in case.

They got soaked. But they were 
followed by a few believers 
who screamed and laughed 
like children all the way to their 
cars. Perhaps inspired by their 
faith and trust.

I want to believe that some-
where down the road in life, 
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This book isn’t about coping with fi bromyalgia and/or chronic 
fatigue syndrome (sometimes called myalgic encephalopathy). 
It’s about conquering these illnesses and feeling good again. 
It’s not about how to hide from the rain the rest of your life. It’s 
how to get through it and come out smiling on the other side. 

While fi bro can take away so many things—good health, your 
social life, your ability to work, your marriage relationship, and 
more—it can’t take away your greatest asset: your will to thrive. 
You decide to keep going, to keep living, to keep fi ghting, to do 
whatever it takes to get better, be proactive, be healthier. 

I’ve helped thousands feel good again. I want you to be next.

Jan
One of my heroes is Jan Sanderson, a single mom with three 
children, ages four through eight. The youngest, Sam, was born 
with mild autism. Jan tragically lost her husband, Mike, three 
years ago in an automobile accident. But despite working full-
time, raising three kids alone, and battling periodic fi bromyal-
gia fl are-ups, Jan rarely complains.

Jan’s budget is tight, so she doesn’t have a housekeeper. No 
maid, no nanny. Just Jan. She wakes up each morning at 5:30, 
gets the lunches packed and the breakfasts made, and then 
wakes her children.

It’s hard for me to imagine doing all the things Jan must do 
each day just to get her kids dressed, fed, and off to school. 
Dressing three children can be a chore, and with Sam, it is often 
a real challenge. Like in many households, the mornings are 
usually a whirlwind of activity. I know they are with my three 

Mom will fi nd herself refl ecting 
back on moments they spent to-
gether, captured like pictures in 
the scrapbook of her cherished 
memories.…

But only two people will share 
that precious moment when 

they ran through the rain 
believing that God would get 
them through.

Yes, I did. I ran. I got wet. I 
needed washing.

—Bob Perks
www.BobPerks.com
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children at my house. But unlike Jan, who does it all by herself, 
my wife and I share the morning chores.

And anyone with school-aged children knows that the work 
doesn’t end when the children go to school. The kitchen must 
be cleaned, the house picked up, and then there’s the mad dash 
to get to work on time. Jan teaches third grade, and her students 
are counting on her. She has the patience of a saint.

After school, she picks up her children, taking John, the old-
est, to soccer practice. The other two play nearby while mom 
grades papers and chats with other parents. Welcome to the 
single mom’s social life! Then it’s a quick stop by the grocery 
store to pick up milk. Then home to fi x dinner, help John fi nish 
his homework, bathe the kids, clean up the bathroom, lay out 
the clothes for tomorrow, do a quick load of laundry, and return 
phone calls.

Time to get the kids to bed! Pajamas on, teeth brushed, read to 
Sam, then to the middle child, Annette. Lights out. Then clean 
up the kitchen and answer a few emails from her third-graders’ 
parents. Make sure all the doors are locked and the alarm is set. 
A quick shower and—fi ngers crossed—a good night’s sleep. 
Because at 5:30 the next morning, it all starts over again.

Jan was in a great deal of pain and on eight different drugs 
when she fi rst consulted me years ago. She’s worked hard to get 
healthy and now takes only an occasional sleep aid (Ambien) 
and Advil. Her fi bromyalgia still fl ares up, especially when she 
doesn’t get enough rest. But Jan never gives up. She does what-
ever it takes to care for her precious children and herself.

Thank you, Jan, and to all of you who do what it takes to be the 
best parent, friend, worker, citizen, and fi bromyalgia conqueror 
you can be. You are the reason I do what I do.

Here’s another story, this one from Jennie Ault, in her own 
words.

Jennie
Dr. Murphree has helped me tremendously in the process of getting 
my health back on track. For about seven years, I had not been feeling 
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well and had gone to numerous doctors trying to get some answers to 
my health ailments. My symptoms included extreme fatigue, bursitis 
in my hips, and general pain all over. I went to many different doctors 
and had multiple blood tests done, all of which I was told were normal.

I knew something was drastically wrong with me, but the doctors 
didn’t seem to have a clue. In October of 2011, I became deathly ill 
and was totally bedridden. For the fi rst time in my life, I wasn’t sure 
I would pull through. I lay in bed and felt like every organ in my body 
was being attacked. At fi fty-two years old, I didn’t want my life to 
end yet. I again went to my family doctor who just smiled at me and 
said,”There’s nothing wrong with you, but if you like I can put you on 
prednisone.” 

I politely told him no thank you! I then set up an appointment with 
my rheumatologist, thinking maybe I had a bad case of arthritis. In 
January of 2012, because my rheumatologist couldn’t fi nd anything 
wrong, she diagnosed me with fi bromyalgia. She wanted to put me on 
Cymbalta, but again I refused, since I wanted to treat things as natu-
rally as possible. That is when I decided I would do my own research. 

I am a strong believer in God and the power of prayer, and so I asked 
the Lord to please direct me to the right doctor who could help me. 
Soon after that, I came across Dr. Murphree’s videos online and 
watched the whole series. Everything he was talking about sounded so 
much like what I was going through. I just could not lick this thing 
that was in control of my body. 

My husband and I set up a phone consultation with Dr. Murphree 
and took a step of faith, believing he could help me.

It is now six months later, and I myself can’t even believe how much 
better I am than when I fi rst met Dr. Murphree. He did thorough 
blood work and actually knew what to look for, and he prescribed 
my vitamins according to my blood work. He told me that he felt my 
symptoms were more that of chronic fatigue syndrome but that the 
symptoms are very similar to fi bromyalgia. I did everything to the 
letter that he asked me to do. I was determined that I was going to get 
better.

I had already lost about twenty pounds before the diet, just from being 
so sick, but on the diet I lost another forty pounds. I have energy, and 
can make it through the day without going back to bed, whereas before, 
I could only be up for a short time before lying down again. The pain I 
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was in is about 95 percent better. I still have to be faithful to eat prop-
erly and stay on my vitamins and most importantly, stay rested. When 
I don’t, I can tell it right away in my body, so I instantly pull back.

I am doing everything I used to do again. In fact, we have been on va-
cation in the mountains this month, and I have done everything from 
hiking to biking to canoeing! My husband and I have commented over 
and over about how different things are from just a few months ago. 

I highly recommend Dr. Murphree. Your health is so important, and 
it is worth every penny to get a doctor who truly cares and can actu-
ally do something to help you.

You can read more testimonials in ch. 2 and read/listen to more 
online at http://thefi brodoctor.com/audio-testimonials and 
http://drrodgermurphree.com/testimonials.

It’s not about coping anymore! It’s about overcoming fi bromy-
algia and CFS/ME. You can feel good again!



19

part one
You’re Not Alone
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one
I Understand 

Are you sick and tired of being sick and tired? Have doc-
tors, family members, and even friends suggested you 

may be lazy, crazy, or just depressed—that your symptoms are 
all in your head? Do you feel like no one understands?

Most doctors don’t get it. I do. I understand. I’ve specialized 
in helping my patients reverse their fi bromyalgia and chronic 
fatigue symptoms and feel good again for almost two decades.

I know you’ve seen numerous doctors, taken dozens of pills, 
tried countless vitamin supplements and alternative therapies, 
and yet nothing has helped. I know you are discouraged and a 
bit skeptical. I understand.

In fact, even though we most likely have never met, I bet I 
know something about you. Let’s see:

›  You hurt all over. Some places more than others, but mostly 
all over.

›  You can’t sleep at night. In fact, you’ve not slept well in years.
›  Your “get up and go” has long gotten up and went.
›  You’ve been told your illness is all in your head. You’ve even 
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started to wonder yourself if you’re going crazy. No one seems 
to have a clue as to why you have so many symptoms that 
don’t seem to have anything to do with each other.

›   Family and friends have no idea how you really feel. They all 
say, “You look fi ne.” You suspect that they secretly convict you 
of hypochondria or just old-fashioned laziness. You have been 
urged to just exercise, or lose weight, or take antidepressants. 
Some people have the laughable idea that you are using an 
imaginary illness to get attention. 

Am I on target? I thought so. You have an illness that’s hard to 
diagnose, harder to “prove,” and even harder to endure.

“Why can’t I handle life anymore?”
Maybe physicians have shown ignorance of your condition, or 
even scorn. If they believe your pain exists at all—and some 
don’t—their fi rst impulse is often to mask your symptoms with 
prescription drugs. You can end up on a medical merry-go-
round, seeing doctor after doctor, ending up more confused and 
disoriented than ever.

Getting your doctor to listen is hard. Finding one who under-
stands you is even harder. Finding one who knows how to treat 
you is next to impossible.

“I don’t even remember what it’s like not to hurt!”
I understand. No one should suffer alone. But those with fi -
bromyalgia (FMS) or chronic fatigue syndrome (CFS)/myalgic 
encephalopathy (ME)—or both—often do suffer alone, charting 
their chaotic and painful courses the best they know how. Per-
haps you’ve visited numerous doctors and taken an assortment 
of prescription drugs, fad supplements, vitamin regimens, and 
the latest multilevel herbal remedies promising to cure every-
thing from warts to AIDS. None of them made a difference. No 
relief. No change. Just more money down the drain. Meanwhile 
you continue to feel worse each month as your life falls apart.

Listen, I’ve read those ads in magazines about seemingly magi-
cal remedies for fi bromyalgia and chronic fatigue. I wish they 
were true, but your body just doesn’t work that way. There’s no 
magic pill. No massage therapy, acupuncture, detox program, 
colon cleanse, Candida treatment, parasite remedy, chiroprac-
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tic adjustment, or drug will beat fi bromyalgia. If there were a 
magic pill, you’d be well, and I wouldn’t be updating this book, 
yet again.

“How do I know which advice to listen to?”
I suggest that before you take anyone’s advice about treating 
your fi bromyalgia or chronic fatigue syndrome, you see if they 
pass this three-item test:

1.  Is the advice from someone who actually treats fi bromy-
algia and CFS/ME patients on a regular basis? I have held 
the hand of many a weeping fi bro patient as I’ve assured her 
that she’s not crazy and that she can feel good again. Many 
so-called fi bro “experts” have never treated a fi bro patient in 
their lives. They might have written a book fi lled with posi-
tive thinking, weight-loss plans, and even healthy lifestyle 
changes. But that just shows how little they really know 
about fi bromyalgia. If a positive outlook, weight loss, and 
exercise could fi x fi bro, don’t they know that you could have 
accomplished that long ago? Don’t waste your time with their 
regurgitated “how-to” advice that you could have come up 
with on your own. And don’t pin your hopes on the drug du 
jour: Lyrica, Savella, or Cymbalta. Many think that drugging 
their patients with life-numbing substances is the only an-
swer. It is no wonder patients believe there is no hope of ever 
feeling good again.

2.  Is the advice coming from a recognized expert in the fi eld? 
I am the author of three critically acclaimed books on the 
subject. The one you are holding has been called “the Bible of 
fi bromyalgia.” I not only speak to support groups throughout 
North America but also teach doctors how to more effi ciently 
and effectively treat patients just like you. I have earned 
the respect of many doctors the hard way: results. I’ve been 
treating fi bromyalgia and chronic fatigue syndrome/myalgic 
encephalopathy for almost two decades. I’ve helped thou-
sands of patients feel good again and I have heard the real-
life testimonials of those who’ve beaten their fi bromyalgia.

3.  After following the advice you’re getting, are you healthier? 
Are you overcoming your pain, fatigue, poor sleep, low 
moods, and digestive problems?
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If you answer “no” to any of these questions, then respectfully 
offer your doctor a copy of this book.

“Can you really help me?”
You’re not sure FMS and CFS/ME can be beat. I understand. 
But I’ve successfully treated these illnesses in thousands of 
patients over the past eighteen years. And I can say with confi -
dence, welcome to a new chapter in your life:

›  Your illness is not all in your head. You’re not lazy, crazy, or 
depressed. (Well, you might be depressed, but if so, it’s because 
of your pain, not the cause of it.)

›  My Fibromyalgia Jump-Start Package and VIP programs 
have helped over 6,270 patients beat fi bromyalgia.

›  It’s possible for you to start feeling signifi cantly better 
within two to four weeks of starting my recommendations.

As the owner and clinical director of an integrative medical 
practice, I worked with both medical and alternative doctors, 
using a combination of prescription and nutritional therapies 
to successfully treat FMS and CFS. I’ve witnessed fi rsthand 
both the positive and negative aspects of drug therapy. I’ve re-
searched and implemented numerous therapies over the years, 
keeping what works and discarding what doesn’t. Each new 
patient has brought new challenges and exciting breakthroughs. 

These experiences of being “in the trenches” for the past eigh-
teen years have uniquely qualifi ed me to write and teach about 
FMS and CFS/ME. Today I conduct continuing-education semi-
nars for doctors who also want to help people gain freedom 
from these baffl ing illnesses. 

I’m in the beginning stages of mentoring a growing group of 
doctors, trained in my protocols, to become fi bromyalgia ex-
perts in their respective communities. My goal is to have one of 
my fi bromyalgia specialists in every major city in America.

Your illness is my life’s calling. This is what God intended for 
me to do.

After several years of owning and running a large, integrated 
medical practice, staffed with medical doctors and support 
staff, I became disenchanted with drug therapy and traditional-
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medicine protocols for treating illness, especially fi bromyalgia. 
Convinced that traditional medicine was a dead end for fi bro-
myalgia patients, I sold my practice and set out to organize and 
analyze all I’d learned and discovered. I began to aggressively 
implement specially developed nutritional protocols to yield 
(often rapid) results without drug therapy. Today, I see irritable 
bowel syndrome, a common condition associated with FMS, 
typically corrected within two to four weeks of starting my 
program. Deep restorative sleep, the key to getting well, is often 
achieved in a matter of a few days. Without drugs.

“It sounds too good to be true.”
My next step was to write a how-to book on tackling FMS and 
CFS/ME using my nutritional protocols. I wrote Treating and 
Beating to help people help themselves get well. I didn’t want 
to just program them with another prescription. They needed 
to understand their own bodies and to hear the stories of other 
patients who had been where they are. Many needed help 
explaining their illness to their spouse, parents, kids, friends, or 
co-workers. Many just needed hope, hope that they could feel 
good again.

I’ve often had one patient or another tell me that she feels like I 
wrote this book specifi cally about her. So you can stop wonder-
ing now if anyone understands. I encourage you to read my 
book, apply the easy-to-follow recommendations, and see for 
yourself how good you can feel again. 

How It All Began 
When I fi rst began practicing twenty-three years ago, I’d never 
heard of fi bromyalgia or chronic fatigue syndrome. They 
weren’t mentioned in any of my medical textbooks. 

Then I had a patient referred to me who changed my life for-
ever. Sheila James was suffering from a strange collection 
of symptoms: diffuse pain throughout her body, headaches, 
menstrual irregularities, allergies, chronic infections, insomnia, 
depression, digestive problems, and unrelenting fatigue. After 
several years of being passed from one doctor to the next, she 
had recently been diagnosed with fi bromyalgia by a local rheu-
matologist. The doctor couldn’t provide her much information 
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on her illness or even much hope of ever being well again. She 
had read all she could about fi bromyalgia (there wasn’t much) 
and knew that traditional medicine had little to offer. Medica-
tions recommended to her were mostly for covering up her 
various symptoms. 

A friend had told her about how I had helped her overcome 
chronic headaches, and Sheila turned to me in desperation. Her 
symptoms were getting worse, and no one seemed able to help. 

I am embarrassed to admit, I was tempted to dismiss her as 
a hypochondriac. However, something she said changed my 
mind: “I’ve been sick for almost seven years now and I want to 
feel good again. I used to be so healthy.” Hypochondriacs don’t 
want to feel better. Mrs. James honestly wanted to be anywhere 
but in my offi ce. She was no hypochondriac. 

I told her that I didn’t know anything about fi bromyalgia and 
didn’t know if I could help her. But I promised to do my best to 
see her get well. Fortunately, I was not aware that there was “no 
cure” for fi bromyalgia. I just did for Mrs. James what I do for all 
my patients; I treated the whole person from the inside out. 

I read everything I could fi nd on FMS and CFS/ME. I reasoned 
that Mrs. James’s body was not properly communicating with 
itself (known as dysautonomia). Her regulatory system was 
broken. I began by analyzing her diet and placing her on an 
allergy-elimination diet. She began to feel better. I then ran 
some functional medical tests, which revealed insuffi cient di-
gestion (she had intestinal permeability) and yeast overgrowth. 
I started her on natural yeast medications and diet restrictions 
to allow her body to repair her damaged stomach lining. She 
continued to improve. 

I still didn’t know a fraction of what I know today about FMS 
and CFS/ME, but I prescribed vitamins, minerals, and amino 
acids, and she got better. I developed specifi c chiropractic ad-
justments and physical therapies to accommodate her sensitive 
musculoskeletal pain. The gentler I was, the better she fared.

Three months later, Sheila James was totally well. She no longer 
had pain, insomnia, fatigue, allergies, or any of her previous 
symptoms. She was ecstatic, and so was I! I didn’t know it at 
the time, but I was taking the fi rst step of a great adventure. 
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I continued learning and refi ning my treatment protocols, as 
my practice grew almost overnight by dozens of FMS and CFS/
ME patients. Some patients got well, but some didn’t. Although 
I was happy with my successes, I was more affected by the fail-
ures. I found other chiropractors, nutritionists, massage thera-
pists, and medical doctors who were also searching for answers. 
It became clear to me that we had to think outside of the box 
to effectively treat these illnesses. They were not a neatly pack-
aged set of symptoms that fi t into an insurance codebook. They 
demanded a new way of thinking. 

Since most of my FMS and CFS/ME patients were on prescrip-
tion drugs that were making them feel worse, I realized that 
I needed to have MDs on my team who could help educate 
patients on which medications were helpful and which ones 
weren’t. By employing and working with medical doctors, I 
could provide the best of both worlds: prescription drugs along 
with the natural therapies I’d found to be so helpful. 

An integrative approach allowed me to correct nutritional 
defi ciencies alongside judicious use of prescription medica-
tion to temporarily relieve some of the worst symptoms. That’s 
when I opened the integrative clinic located on the campus of 
a major hospital in Birmingham, Alabama. We specialized in 
combining traditional medical and natural medicine to treat 
FMS, CFS/ME, and other chronic illnesses. 

Four years and thousands of patients later, I realized I needed 
to pursue a solo practice, one based on my original nutritional 
foundations. While I valued the relief that prescription drugs 
can offer, it became clear that the fewer drugs a person was on, 
the better she fared and the more quickly she improved. Using 
drugs (or even natural remedies) to cover up FMS and CFS/ME 
symptoms is clearly a doomed approach. You just can’t mask 
hundreds of symptoms, with new ones cropping up every day! 
The protocols were becoming too complicated, and the last thing 
my patients (or their bodies) needed was more stress. 

Worse, some of my patients’ “symptoms” turned out to be side 
effects of their drug treatments, and it was getting tough to tell 
the two apart. For instance, Ambien is a drug commonly used 
to treat the poor sleep associated with FMS, but its potential 
side effects include foggy memory and fl u-like symptoms. This 
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sounds a lot like fi bromyalgia! Today, I try to wean my patients 
off of the drugs that might be complicating their case, while 
still accounting for the potential benefi ts of their prescriptions. 
Sometimes a safer drug is available. Often a natural remedy 
works just as well or better. 

Since re-entering independent practice, I’ve successfully treated 
thousands of patients with high doses of certain vitamins, 
minerals, amino acids, and other nutrients. This approach is 
referred to as orthomolecular medicine. It’s based solely on 
biochemistry, manipulating and augmenting chemicals inherent 
in the body in pursuit of optimal function. By understanding 
and infl uencing the natural building blocks of our biochemistry, 
we can correct or drastically improve the causes of many of our 
diseases. 

I’m fi rmly convinced that the way to beat your FMS and CFS/
ME is to get you healthy. I know this sounds simplistic. Yet 
it’s quite intimidating as well. Ultimately, the responsibility 
is yours. 

Drugs Don’t Make You Healthy
Drugs can be helpful and even lifesaving, but they don’t make 
you healthy. They treat symptoms; they don’t correct causes. 
Not Cymbalta, Savella, Lyrica, nor any of the current drugs 
used to treat fi bromyalgia correct any of the causes of fi bromy-
algia.

If you’ve only been taking drugs to manage your symptoms, 
you’ve got to make a paradigm shift. Covering up symptoms 
with more and more drugs won’t make you healthy. That’s be-
cause no one suffers from a prescription-drug defi ciency. Nearly 
all drugs are foreign to the body, and they have potential side 
effects. You’ve got to work to uncover and correct any nutrition-
al and/or biochemical defi ciencies that may be triggering the 
causes of your syndrome. If you’ve just been struggling to do 
the best with what you know, then you are the perfect potential 
success story, because you’re going to know a whole lot more 
when we’re through! 
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The Power of Nutrients 
Drug therapy can be useful, but covering up symptoms with 
drugs should only be a short-term, stopgap solution. It’s nu-
trients that run the body. Every essential chemical—including 
thyroid hormones, testosterone, estrogen, neurotransmitters 
(brain chemicals), antibodies, adrenaline, cortisol, and white 
blood cells—are built from nutrients: vitamins, minerals, essen-
tial fatty acids, and amino acids. 

Nutritional defi ciencies are common among FMS and CFS pa-
tients, and high-dose orthomolecular medicine can consistently 
correct these defi ciencies. Once corrected, a person becomes 
healthier and healthier until her FMS or CFS is either gone or 
greatly improved. Unlike drug therapy alone, there is never any 
danger in getting healthy. Are you safer taking the tranquilizer 
Klonopin to manage your tight, achy muscles or the natural 
muscle-relaxing mineral magnesium? 

The concept of using nutritional medicine to treat and beat 
fi bromyalgia and chronic fatigue may seem too simplistic, or 
worse, wishful thinking. But once you give my nutritional 
protocols a chance, you’ll realize that they are safer, often more 
effective options to drug therapy. 

“I tried that, and it didn’t work.”
The problem for many is that they have already “tried supple-
ments” and haven’t seen any difference in their symptoms. 

What they need to realize is that a shotgun, close-is-good-
enough approach isn’t going to work when treating a complex 
condition like fi bro. You’ve got to use a sniper rifl e instead, and 
you’ve got to make sure you understand the target. Taking the 
wrong supplements or the wrong dose or the wrong combina-
tion will result in failure. And most folks are taking or have 
taken numerous vitamin mixes and bottles of potions and yet 
never feel any better. They take a B-complex, a mineral formula, 
maybe some fi sh oil or some Noni juice, or whatever pills were 
recommended by a well-meaning health-food-store clerk or a 
magazine article. This isn’t going to hit the mark.

Some conventional doctors tell their patients not to bother with 
taking vitamins because they get all the nutrients they need in 
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their diet. Worse are the ones who warn that vitamin supple-
ments may be dangerous. Never mind that there has never been 
a death from vitamin supplements and over 100,000 people die 
every year from doctor-recommended, taken-as-directed pre-
scription drugs.

And then there’s the false idea that taking a One A Day or a 
Centrum Silver or some other highly advertised vitamin will 
help you have more energy, enjoy a better sex life, live to be 120, 
and grow hair on your bald head. This type of hype only causes 
more skepticism. You should know I don’t think mass-marketed, 
RDA-balanced vitamins do anything other than cause you to 
waste your money. 

The recommend dietary allowance (RDA) is insuffi cient; de-
cades of science show that our bodies are unique and that most 
need much higher doses of certain vitamins and minerals to 
reach optimal health. Yes, the government is working to im-
prove the RDA, but it will always be a one-size-fi ts-all general 
guideline intended to support current health.

The RDA, or as I call it, the “recommended disease allow-
ance,” is just enough to keep you from getting beriberi. It 
doesn’t help you reach optimal health, reverse the symptoms 
of your illness, and protect you from life’s stressors and 
health robbers.

What You Will Learn from This Book 
This is not another book about learning to live with fi bromy-
algia and CFS. I won’t cater to the naysayers who continue to 
complain that being diagnosed with fi bromyalgia means a life 
of misery. I don’t believe that, and neither should you! This 
book describes fi bromyalgia and chronic fatigue syndrome in 
easy-to-understand language (especially for those with “fi bro-
fog”). I explain how to diagnose, successfully treat, and over-
come these illnesses with my proven step-by-step program. 

In my new fi fth edition, you’ll discover so much:

› who is most likely to develop these illnesses and why,
› when the illnesses are most likely to occur,
› how the syndromes are diagnosed,
› what underlying conditions are associated with them, 
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›  why traditional medicine alone is a dead end, offers little if 
any long-term relief, and certainly doesn’t correct the underly-
ing problems of fi bromyalgia,

›  how to feel better in two to four weeks than you have felt in 
years (yes, I’m serious),

›  why you can’t sleep and how to safely and consistently (99 
percent of the time) solve this problem with natural supple-
ments—within two weeks,

›  why certain drugs can actually make you feel worse, causing 
increased pain, fl u-like symptoms, poor memory, anxiety, 
depression, fatigue, and more,1 

›  why Lyrica, Cymbalta, Savella, and other common fi bro drugs 
are often worthless, even dangerous, and rarely yield long-
term relief,

›  how my proven program—based on successfully treating 
thousands of FMS and CFS patients over the past eighteen 
years—corrects causes, not just symptoms, 

›  why you have “fi bro-fog” (a hard time concentrating and 
remembering things) and how to correct it, usually in three to 
four weeks, 

›  why you’re so tired, even when you’re taking stimulants like 
caffeine and amphetamines (like Ritalin and Adderall), and 
how to notice a dramatic increase in energy in two to four 
weeks, 

›  why thyroid tests are usually not accurate, and how to reliably 
and easily test for low thyroid (hypothyroid) at home and then 
successfully correct it, 

›  how to correct general adaptive syndrome so that you don’t 
feel worse before every thunderstorm or after a day of “over-
doing it,” 

›  how prolonged stress eventually overwhelms your adrenal 
glands and how you can repair them so that you don’t “crash” 
after every stressful event, 

›  how “leaky gut” can cause food allergies, pain, infl ammation, 
mood disorders, and chronic infections, 

›  why people with FMS and CFS become depressed and how 
over-the-counter amino-acid supplements often are more effec-
tive, faster working, and safer than prescription medications in 
treating most cases of anxiety and depression, 
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›  how to beat low moods, anxiety, and depression for good, 
›  why you’re in pain and how to reduce or eliminate chronic 

pain without mind-numbing pain medication—typically 
within two weeks of supplementing an essential nutrient, 

›  how your diet affects your health, 
›  how to fi nally, successfully treat stubborn allergies and chemi-

cal sensitivities, 
›  how to treat irritable bowel syndrome and digestive distur-

bances, making IBS a distant memory, 
›  how to lose those unwanted pounds you’ve gained and in-

crease your metabolism through some clever adjustments to 
your diet, 

›  and how to reduce or eliminate your severe reactions to certain 
chemicals, medications, environments, and even smells. 

Thousands of real clinical experiences of trial, error, and consis-
tent success make this book different from others written about 
FMS and CFS/ME. It’s not based only on textbook theories but 
rather the many patients who have become my living textbook. 
It’s not about coping with illness; it’s about overcoming it. I 
understand what you’re going through, and I can’t wait to see 
you on the other side of it!

Get Your Questions Answered: 
www.YourFibroSolution.com

I conduct a live question-and-answer fi bromyalgia teleconfer-
ence the fi rst Tuesday of every month. There, I answer frequent-
ly asked questions and share valuable health tips on reducing 
chronic pain, restoring deep sleep, getting the right tests done, 
and more. 

For ongoing care and guidance, you can also join the site as 
a subscribing member. Then, you’ll be able not only to access 
past teleconferences on your own time but also call in live with 
your questions and concerns. By establishing this membership 
portion of the site, I’m hoping to reduce the cost of quality fi bro 
and CFS/ME treatment and reach more people who want to get 
healthy and feel good again.
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Note
1.  Most doctors don’t know this information. They’ve been convinced 

by drug-company propaganda to push more and more dangerous 
drugs. You have to learn for yourself which drugs have been proven 
helpful and which life-threatening drugs should be avoided.
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two 
A Growing Community 
of Wellness

These accounts of newfound wellness have come to me from 
all over: handwritten notes, post-treatment questionnaires, 

emails, postcards, jotted down phone messages...you name it. 
And they come from both women and men, business people 
and stay-at-home parents, those considered to “have it all to-
gether,” and those on the fringes of society. And isn’t that how it 
should be? Wellness is a gift from God intended for all. 

These personal experiences are so inspiring to me. And I want 
them to inspire you. So I’ve asked my editor to apply minimal 
editing to this section, and I’ve used real names (with permis-
sion), except to hide the last name for privacy. I’ve also listed 
the geographic location when able. I bolded some parts that 
particularly affected me.

I know that it’s hard to trust someone with your health, especial-
ly someone whom you’ve never met. But consider these many 
people a part of a new community that welcomes you with open 
arms. Here are the direct words of just a few of the thousands 
who have taken that very chance—and thrived to tell about it. 
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Linda
Florence, Alabama: When I was fi rst diagnosed with fi bromyalgia, 
I heard many different things about treatment and doctors. The most 
common was that there really wasn’t much that could be done for me 
except for taking pain medication and/or antidepressants to try to 
provide some relief from the pain. Everything else pointed to the same 
conclusion that I would have to accept feeling bad most of the time 
for the rest of my life. At the age of forty with a husband, a teenager, 
and a seven-year-old, I could not accept that I would feel like this from 
now on. 

I began to search for more information and prayed for God to give me 
wisdom and direction in my search, just as He always does. He led 
me to Dr. Murphree’s book as He answered my prayer. I had no idea 
when I began reading the book that Dr. Murphree’s practice was just 
ninety minutes away from where I live. I quickly made an appoint-
ment and found a practice full of kind, loving, caring people, all eager 
to see me feel better. 

I explained to Dr. Murphree all of my symptoms, the worst being 
a terrible burning sensation that never went away in my arms and 
hands. I also described how, because of so much pain and so little en-
ergy, I really didn’t care about anything. It didn’t matter to me if my 
family was fed, or if my kids had baths, or if their homework was done. 
I simply felt so bad that nothing mattered to me anymore. 

Dr. Murphree got me started on the CFS/Fibro Pack vitamins and 
5-HTP, and I began to feel better in just a few days. Within a few 
weeks, I felt like a new person. From this point on, I have always 
referred to Dr. Murphree as my “miracle doctor.” Finally, I had found 
someone who was treating the cause of my problem—not just the 
symptoms. A sweeter, kinder, gentler, more loving doctor could never 
be found. There are no words or ways to accurately express my or my 
family’s gratitude for giving my life back to me. I am so grateful to 
God for leading me to such a wonderful person. 

There are a number of important men in my life—my husband, 
my son, and my father—but the next most important man in 
my life after them is Dr. Murphree, my “miracle doctor.” 
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Hannah
I am fi fty-one years old, a single mom of two teenagers, and a gradu-
ate student, and I run my own business. I have been in pain of some 
kind all of my adult life. I have struggled with weight, low energy, 
depression, very dry skin, and a surly disposition since I was a child. I 
stopped going to doctors unless I was very sick fi fteen years ago. And 
truthfully never went very often because the fi rst thing out of their 
mouth was, “You need to lose weight.” At one point, I lost all my 
weight and wore a size twelve. I worked out, I looked great, and I was 
“suicidal-like” depressed. I also had a lot of chest pain.

At one point they diagnosed me with mitral valve prolapse and put 
me on antidepressants. They worked for a couple of months. Then I 
tried allergy shots, because I believed I had a yeast allergy. I was yeast 
free, gluten free, and whatever else free for a couple of years. I was still 
tired and depressed. I never lost another pound. Plus, to maintain my 
size twelve, I had to be pretty rigid. Once I started eating bread and 
starches again, all the weight came right back. Plus, an additional one 
hundred pounds over the next fi fteen years.

There were a couple of times that I would loose weight, twenty to fi fty 
pounds, but it would come right back. I was tired all the time, and the 
pain was increasing. I never took prescription pain killers, because I 
had a history of substance abuse in my early twenties, and I was not 
going to risk “going back there.”

Finally, the summer of 2011 was horrifi c; I was in pain all the time. 
I had begun to leave the house only when I had to. I saw a Dr. Mur-
phree video on Facebook (I am not sure why I watched it). I read some 
things on Dr. Murphree’s website. In September, I called his offi ce 
because I was having pain in my hip and elbow that were incapacitat-
ing. I called again in October and made an appointment.

It was the weirdest doctor visit. They did not weigh me. Juno his 
nurse was so nice—and kind of like everybody’s grandma. When Dr. 
Murphree came in, I thought he was thirty-fi ve or forty, so I asked him 
how old he was. He said, “I am fi fty years old. I have a wife and three 
children, the youngest one being two years old.” I am thinking, this 
guy is my age but looks ten years younger! 

He asked me questions no doctor had ever asked. Here is where he got 
me. He said that he believed my body had gotten so messed during my 
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active addiction and no one had ever fi xed it. He said that any diet or 
exercise plan I tried would be a disaster, and then he guaranteed me 
that he could get me feeling better. I am thinking, what planet did you 
come from? And of course, the cynical side of my mind said, “That’s a 
pretty big promise, mister. Let’s see that happen.”

He told me he believed I had fi bromyalgia. Truthfully, I would have 
rather had anything else. Because you know what people think about 
people that have it. I am guilty; I thought it was just hocus pocus and 
a way for people to complain. For some reason, I said, “Okay.” Now, I 
don’t have insurance, so I had to go on a payment plan. Truthfully, I 
either had a moment of insanity or willingness. I am so glad my mind 
didn’t snap shut and say, “There is no way I can afford this.”

So, we started our adventure. He fi xed my hip and my elbow. It took 
a couple of visits. I walked out with all these supplements. I never be-
lieved in supplements. I started taking them and letting Dr. M. work 
on me. Amazingly, I started feeling better. In two months, I felt a 
whole lot better. Understand, I weighed 361 pounds. I thought weight 
loss would never happen for me. However, because Dr. M. and his 
staff were so nice and never made me feel bad about being fat, I became 
open to the idea of trying this food thing.

So, on December 16, 2011, I told him I was ready, and he said, “But 
it’s about to be Christmas.” I told him I didn’t care. Christmas was 
one day. Now, how crazy is that to start a limited food plan right in 
the middle of the holidays? I did it. Yes, I strayed on Christmas. I also 
lost twenty pounds in the last two weeks of December.

I did not tell anybody what I was doing. Frankly, if you are severely 
overweight, people pretend like you are not. Sometimes, they pretend 
like you are invisible. I was down about forty pounds and went to visit 
my family. I had week-long conference for my graduate school pro-
gram. I had canceled it six months earlier, because I knew that physi-
cally I couldn’t handle it. I made it through the whole conference. It 
was exhausting, but I fi nished.

In May, I joined the YMCA and wore a bathing suit in public for 
the fi rst time in a long time. I was nowhere near my goal weight, but 
swimming made me feel awesome. I had lost seventy pounds.

It is amazing that this process has made me feel so much better. I 
haven’t done it perfectly. I will say that there are some foods that I just 
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have to stay away from, not because of weight loss but because of how 
they affect my pain level.

Its funny, everyone wants to know, “What are you doing?” That 
is code in the diet world for “What are you eating, and do you have 
the magic answer?” I have had people ask me if have been sick, had 
surgery, or asked —my favorite—“Have you lost weight?” I tell them 
I am on an anti-infl ammatory food plan. That statement usually gets 
them to leave me alone, but some people want all the details. I carry a 
stack of Dr. M’s cards in my purse. I have never promoted a doctor to 
anyone before. At this point, I have lost 135 pounds, which is amazing 
and sometimes scary. Yes, people treat me different. It is like driving 
up in a Mercedes instead of a Toyota. Sometimes, it makes me mad 
that people treat me differently. Fat prejudice is something that people 
do not realize they readily dish out.

I have fi fty pounds to go to reach my goal of 170. I am not obsessed 
about the number, as I believe I will get there. For me, it was never 
about weight loss; it was about not feeling like I wanted to die. Do I 
struggle? Sure. I have pain days, and I feel down sometimes. Losing 
the size of a whole person brings up a lot of issues. It has happened 
very fast, which for me is good, because I could not have hung in there 
without signifi cant progress in a short period of time.

Dr. M. asked me when I fi rst started seeing him, were there things I 
wanted to do but couldn’t. I said yes. I wanted to ride a motorcycle 
again, and I wanted to go skydiving. I can ride a motorcycle now. I 
have about twenty pounds to go, and then I can go skydiving. 

I ran into a lady I know at the gas station who did not recognize me at 
fi rst. She has major health and depression issues. I whipped out one of 
Dr. M.’s cards. My hope is that if you are reading this and are hope-
less, you won’t say, “I can’t afford it.” You will say to yourself, why 
not? I can make money, and I can be well.

Veronica V.
Ontario, Canada: Before I was fortunate enough to come across your 
web site, I was experiencing mental and anxiety issues that had me 
thinking I was going crazy. After taking the Brain Dysfunction test, 
I was so relieved that it was a chemical imbalance. I just lacked some 
brain chemicals, especially serotonin. 
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Although I was suffering FMS pain, the brain dysfunction was much 
more upsetting to me. I am a health-and-safety trainer, and I would 
go blank in front of a classroom with no recall of the information I was 
to teach. I could no longer spell, and the keyboard felt like a stranger 
under my fi ngers when trying to write policies and procedures. I was 
late for sessions, because for the fi rst time in my life, I would get lost 
regularly.

I have a great life, and yet I was unhappy and depressed most of the 
time. I started suffering anxiety attacks for no apparent reason. I 
could not cope with change of any sort. I am a very social person, yet 
I didn’t want to leave the house or have company over. I became a 
frustrated and angry person.

Two weeks on your FMS protocol, I could think again! Driving was 
easy again, and I could perform my work. Both the mental and physi-
cal symptoms subsided considerably.

Now, 10 months into the program, I am exponentially better than 
before. The added bonus is that these are one of the few products that 
I have not developed a tolerance of, and they continue to help me heal. 
Thank you so much for your dedication and understanding of what we 
go through.

Patricia Z.
Port St. Lucie, Florida: In retrospect, I believe my body has hosted 
the unwelcome guest of fi bromyalgia for a lot longer than my diag-
nosis eight years ago. An active person all my life, I suffered more 
from the restrictions than from the actual pain. In other words, I was 
depressed. A control freak, I balked at the thought of antidepressants, 
pain killers, muscle relaxers, and sleeping pills. I like to be in control 
of my thoughts, pain, and moods. I believe in the innate intelligence of 
my body and the chiropractic philosophy. I resented medical doctors 
telling me if I wanted to get relief I had to take the above. So I re-
searched online and found Dr. Murphree, read his books (still do), and 
started on the vitamins and minerals he suggested.

Am I fi bro free? No. But I am so much better off than I was in the 
beginning, I am capable of most things in moderation, and I possess 
all of my wits.
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I did fi nd a rheumatologist whom I now see once a year and who will 
work with me. He admitted recently that he wished more of his pa-
tients would quit looking for a miracle drug to take away their pain. 

Mental attitude, exercise, chiropractic adjustments, massage, and a 
good regimen of vitamins are keeping me active. Yes, some days I fl are, 
and when that happens, I allow myself a few minutes for a pity party, 
drag myself into a hot shower, and get moving, thanking God every 
day that I do not have a terminal disease as do some.

Jennifer G.
Yakima, Washington: I battled fi bromyalgia for 16 years and tried 
almost every miracle cure I could fi nd after mainstream medicine 
failed me. Although nothing helped, I was determined to keep search-
ing, because I knew there would come a day of healing.

With fi bromyalgia, life is not an adventure but a daily survival. My 
“last ditch” effort led me online to Treating and Beating. I studied the 
book cover to cover, underlined, highlighted, read and re-read, even 
though I could barely hold the book open. I got started on the jump-
start program on July 1, 2008, and for the fi rst time in years began 
sleeping through the night and waking up rested!

After four months on the jump start, I am experiencing a great 
increase in energy and I can actually think clearly. Wow! The pain 
didn’t leave my neck and arms, so I consulted with Dr. Murphree via 
telephone. After trying a couple more supplements, he suggested a 
visit to a neurosurgeon. The neurosurgeon discovered herniated discs. 
I’m not sure what my next step will be, but I know I am getting closer 
to my day of healing and many new adventures to live. 

George F.
Baton Rouge, Louisiana: I am one of the rare males diagnosed with 
fi bromyalgia back in 1991. It started off bearable but got worse over 
the years. I am 52 years old now and have always been very active 
outdoors—hunting, fi shing, and such.

Over the past fi ve or six years, I started missing many days at work, 
sometimes the whole week. I could no longer hunt or fi sh—just lay in 
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bed taking large doses of pain medications and aspirin by the hand-
ful. Without being able to do anything I enjoyed doing, I would start 
off with tremendous anger which lead to deep depression. I had been 
through several rheumatologists, both here and in other cities. 

I had given up; I could not take it anymore. I went round and round 
in my head about how much it was going to hurt the ones I love if I 
took my own life. But I could no longer stand a life like I had.

Then a friend of mine saw Dr. Murphee’s book, bought it, and sent it 
to me. I immediately ordered the starter pack and took it religiously.

Within two weeks, I was feeling better. Now after seven months, I feel 
ten years younger. My whole life has changed. I can now do anything 
and more than most people my age! Thanks to our Lord and Savior for 
bringing a man like Dr. Rodger Murphree into this world.

Mimi M.
Fort Wayne, Indiana: About two years ago, I had a blood infection. 
The doctors spent nine weeks fi guring out which one it was and treat-
ing me. In the meantime, I was in severe pain and could barely walk 
to the bathroom. I was bedridden for nine weeks! I had just purchased 
my restaurant and could not work. I had always worked a lot and was 
always a very active person. Some people called me a workaholic.

Once they treated me for the infection, I started feeling better, but then 
I still hurt in my muscles. Sometimes it would be one muscle, then 
another. It didn’t make since to me, and I was very discouraged. So 
they sent me to a rheumatologist to have him check me and then ran 
more blood tests, X-rays, an MRI, and a urine test. All the tests came 
back okay.

I was very upset when he told me I had fi bromyalgia. I had never 
heard of it, and he told me I would never be able to work the hours 
I had before (usually 60–70 hours a week, plus I did the books for 
a friend’s company, my husband’s company, and my own). I was 
devastated to hear this, and the medication they put me on was worse. 
I couldn’t even think straight, much less do the company books. And 
when I tried to work in my restaurant, I could only work 3–4 hours 
at a time. Then I would be in bed the rest of the day and night till the 
next morning.
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After about four times of having a handful of pills ready to swallow 
and end it all, I decided to get online and do some research. I found 
this web site [www.TreatingAndBeating.com] and ordered the pack-
age of supplements and the book from Dr. Murphree. 

My life changed within a month! Now I work seven days a week at my 
restaurant baking my own pies and cooking my own soups and enjoy-
ing my life-long dream of having my own hometown restaurant. I also 
am still doing the books for three different businesses.

I still have good and bad days, but I can live with that. I also took up 
canoeing and camping with my husband (a good getaway). I have 
people tell me all the time I am a miracle. I feel very lucky to have 
found help, and I have always told people about Dr. Murphree’s prod-
ucts, because they work! Thank you very much for being out there for 
people like me.

Eddie C.
Boligee, Alabama: Today is a great day in my life! I feel like a 
new man most of the time, and I owe it all to Dr. Murphree and his 
therapy. I really feel that I am on my way to a full recovery. I now 
remember more. The pain is much better. 

There were times that I felt completely disconnected from each part of 
my body. I could not remember anything from one minute to the next. 
Today my blood pressure is down. My pain is under control. And I 
thank God for Dr. Murphree. I could write my own book about what 
Dr. Murphree has done for me. I am very grateful that I found him. 

Dale S.
Altoona, Alabama: I was diagnosed in 1989 with fi bromyalgia and 
have seen four or more doctors in the last fi ve years. I have been on an-
tidepressants, muscle relaxers, and things taken at night and nothing 
really helped. I have had a lot of pain all over my body especially over 
the last fi ve years. In 1998, I had lower back surgery and I have had a 
lot of pain in my right side all the way into my foot. 

I had not been able to sleep well for several years. I was probably wak-
ing up every hour or two and not feeling good when I would get up in 
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the morning. I wouldn’t take a lot of the medicine that the other doc-
tors prescribed to me, because they made me feel sleepy for about half 
of the day, so I would just deal with the pain. 

About a year ago, I started taking Dr. Murphree’s CFS/Fibro vita-
mins and other supplements and I was feeling better, but I still was 
not sleeping well. I started seeing Dr. Murphree in December 2003. 
February 20, 2004, was my fourth visit, and what he has put me on 
these last two months has helped me a lot. I am sleeping about six 
hours or so each night, and I am dreaming now and feel much better 
when I get up. I have more energy and am so thankful for the help that 
Dr. Murphree has given me.

Ina W.
Birmingham, Alabama: I have suffered with fi bromyalgia for ap-
proximately fi ve years and have seen three doctors during that time 
who could never give me a diagnosis. I had taken several drugs and 
tried different therapies and nothing had helped until I saw Dr. Mur-
phree. Dr. Murphree’s book has been most helpful in helping me with 
my illness and knowing what I should do next, and Dr. Murphree 
is helpful in suggesting what to read. I would recommend his book 
and him to anyone. Dr. Murphree gets to the bottom of the problem 
instead of loading you down with harmful drugs. There is a big lesson 
to be learned about Dr. Murphree’s method in treating fi bromyalgia 
and CFS. 

The day that I entered Dr. Murphree’s clinic was a changing day in 
my life. Not only did he help me tremendously with the pain in my 
legs and arms but also with my bad menopause symptoms. In three 
week’s time, I was pain free. My menopause symptoms were 90 per-
cent gone. I feel energetic, vital, and happy and most of all, pain free. 
Thank you so much Dr. Murphree. I would recommend you and your 
healing methods to my loved ones and dearest friends. 

Sharon G.
Navasota, Texas: I have fi bromyalgia/CFS and was absolutely miser-
able. I have been to twelve different doctors, tried so many different 
medications, all to no avail. I saw your book advertised and ordered 
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it. Last July, I started on the CFS/Fibro Formula vitamins, digestive 
enzymes, adrenals, and 5-HTP. I can’t take the 5-HTP, but you sug-
gested the melatonin, which helps me sleep through the night. 

I feel so much better since I am off all prescription meds and taking 
your vitamins and supplements, I actually have a life again. I can 
work in my yard, go shopping, on long rides, clean my own home, all 
of which caused me a great deal of pain before taking your products. 
My husband, Jim, says it is so nice to have his wife back. He is so 
happy. I am not living in pain 24/7 and can do things with him again. 
I feel 85–90 percent better, and that is such a wonderful gift from you. 

If I hadn’t found your book, I know I would still be in a great deal of 
pain and miserable. Thank you so much for taking the time to research 
these illnesses and help produce these products and for being there any 
time I need to speak with you, even though I’ve never been to your 
offi ce.

Becky G.
Andalusia, Alabama: I have had Fibro for the past ten years. It has 
been much worse over the last fi ve years, and I have seen three differ-
ent doctors. I found Dr. Murphree’s book and started reading it. It has 
helped me so much. He explains what to do to get better and not just 
what it is, as so many other books that I read did. 

When I came to see him, I was very sick, having dizzy spells and other 
issues other than just the pain. I was so tired by 4:00 p.m. that I could 
hardly go on. Dr. Murphree told me that he could help me, and he has 
helped me tremendously. 

Other doctors told me there was no cure but they could give me some-
thing to help with pain. And I had been taking Celebrex and other 
medications for pain and infl ammation. Dr. Murphree has helped me 
feel so much better by using his supplements and the therapies that he 
recommends. There are times that I may have pain and soreness, but it 
doesn’t last long, and I can tell that I am better. My family and friends 
can also tell that I am better. I highly recommend him to others who 
are suffering. 
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Father Tim B.
Afghanistan: I am a chaplain in the United States Air Force. I was 
diagnosed with fi bromyalgia seven years ago. After nearly seven years 
of problems sleeping, I decided I could no longer handle tossing and 
turning through the night and the psychological stress of facing bed-
time wondering what the night would bring. 

I was surprised by the diagnosis as I thought it was a syndrome that 
affected only women. I knew something about FMS, because my 
mother was one of the very early diagnoses after the syndrome was 
identifi ed. Over the course of the last seven years, my doctors have pre-
scribed many different medications to help me get a good night’s sleep. 
All of them were helpful to a degree or for a period of time. However, 
none of them allowed me a really deep, good night’s sleep, and all of 
them had unwanted side effects. Last year, I told my doctor I couldn’t 
deal with the “hangovers” anymore in the morning from my medica-
tions. He suggested I try Trazodone. While this helped me to get into a 
fairly deep sleep, there was something better to come along: 5-HTP!

I was at my local natural-food store one afternoon when I saw a poster 
announcing that a doctor from Birmingham was going to be speaking 
about “treating and beating” FMS at one of our local universities. My 
fi rst reaction was skeptical. Would it be possible to “beat” FMS? Yet I 
fi gured there may be some new information out there about “treating” 
it that could be helpful. So, I went. 

Dr. Murphree explained how recent research indicated that FMS pa-
tients’ brains do not create enough serotonin. That intrigued me. I knew 
serotonin was essential for sleep. Could it be that simple, I wondered? 
Worth a try, I thought! So, I bought some 5-HTP after the lecture and 
began taking it according to Dr. Murphree’s directions. Within three 
days, I was sleeping as soundly as when I was in college. No kidding! 

That was three months ago. The deep, sound sleep I now experience 
has contributed signifi cantly to my physical, emotional, and spiritual 
well-being. As an example: in the military we are required to do physi-
cal exercise (running 1.5 miles) three times a week. I could not do this 
without signifi cant pain that lingered for up to three days, sometimes 
making it impossible for me to pass my fi tness tests. This was stressful 
emotionally as well as physically. Now, I have no pain from exercis-
ing. I’m serious! 
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As a chaplain, I don’t believe in coincidence. I believe God 
made sure I saw that announcement and attended that lecture. 
Every night I ask God to bless Dr. Murphree in his important 
work. Because of him I am better able to do my important 
work: serving my God and my country! 

Sharon W.
I started seeing doctors in 1995 and fi nally in 1997 received a diagno-
sis of fi bromyalgia. And then in 2002, I received a diagnosis of CFS. 
Since 1997, I have been on lots of medication that ran me about six 
hundred dollars per month. With my illness I have been in pain all 
over my body—IBS and severe insomnia due to the pain. In August of 
2002, I was placed on disability. 

I had read lots of books on the subject, but it wasn’t until I read Dr. 
Murphree’s book that I realized that I could be treated with supple-
ments that were not harmful to my body and weren’t as costly. In ear-
ly 2003, I made an appointment to see Dr. Murphree, and since that 
time my lifestyle has improved greatly. I have been able to come off all 
medications, and with taking his FMS/CFS packages and 5-HTP for 
sleep, I am now back to going to gym and yoga classes. After follow-
ing his procedures in the book regarding my diet, I no longer have any 
abdominal pain, and I have lost over ten pounds and see daily that I 
continue to improve. His program and book have greatly improved my 
lifestyle. I tell others to get his book, make an appointment to see him, 
and he will change their lifestyle like he did mine. 

Lou Ann B.
Elba, Alabama: I have been suffering with fi bromyalgia for about 
seven years; it actually took two years for me to be diagnosed. I saw 
several different doctors and they didn’t offer much help except pills. 
If it wasn’t a prescription, it was a lot of tests; everything always 
showed up negative. This was over a course of fi ve years, and I had 
almost given up. I prayed to God to please give me answers and show 
me what to do. He did! I saw Dr. Murphree on WSFA [local TV sta-
tion] and knew that I had to see him. He was speaking in Auburn that 
night, and I called my husband at work and told him about him, and 
we went that night. 
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His lecture made so much sense. I got a copy of his book and called the 
next day for an appointment. I had read approximately ten books, and 
Dr. Murphree’s book was the most helpful—there was no comparison. 
It was very informative, and I have purchased two to give to friends.

I was on several different medications and wasn’t getting any better. 
I know I would not have gotten better without his help. Within two 
weeks, I knew I was on the right track. I haven’t felt this good in ten 
years. Dr. Murphree’s guidance with the nutritional aspects was won-
derful. His approach is so different from other doctors. He has time for 
you; he takes your health problems seriously. I have gotten so much 
helpful advice from him and not a bunch of prescriptions. I know that 
the Lord sent me to Dr. Murphree, and I thank Him every day for it. 

Debbie H.
Birmingham, Alabama: I have had fi bromyalgia since 1982. I had 
seen four doctors, and no one had ever heard of it. I was put on lots of 
medications: Elavil, Celebrex, Tofranil, Vioxx, Xanax, and nothing 
ever really helped. I had read several books, but none were as informa-
tive as Dr. Murphree’s. I have referred the book to others. There is no 
comparison with his and others that I have read. His is the BEST!! I 
had been in pain for so long that I just took pain medications and lived 
with the tears of hurting all day and night. 

I remember the fi rst day I saw Dr. Murphree. I left with tears in my 
eyes, not because of pain but because I was not hurting as much. Since 
I have been going to Dr. Murphree’s clinic, it is the fi rst time that I 
have been pain-free in twenty years. Little did I know that this was 
only the beginning, I started taking his vitamin supplements, and now 
I will not go a single day without them. They have reduced my pain by 
90 percent. I would just like to say thanks to Dr. Murphree. My life is 
a lot better now. 

Judy N.
Dr. Murphree was my lifesaver! I am now off all of my medications, 
and I am pain free with the help of his supplements, vitamins, diet, 
and myofascial therapy. I plan to stay on his clinical program for the 
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rest of my life. He is a very fi ne, loving, caring professional who will 
do his very best to help everyone feel better and enjoy a healthier life. 

Dr. Steve Willen, DC
Greensboro, North Carolina (Fibromyalgia Solutions, Center of 
the Triad): At Dr. Rodger Murphree’s seminar, I was impressed with 
his knowledge of the fi bro patient and nutrition. I have never met a 
man who knew so much about how nutrition affected the body. 

In the past years of learning from Dr. Murphree, I have been able to 
build a practice in which I am now confi dent in the many different 
scenarios that a Fibro or CFS patient may present. Dr. Murphree has 
been there for me to answer questions, and he has always answered 
my emails. These illnesses are very diffi cult for the patient to have and 
diffi cult for the doctors to treat. But it has been the most rewarding 
experience of treating patients in my twenty-four years as a doctor. 
We are changing these people’s lives when almost all other methods 
have failed. 

I have literally worn out Dr. Murphree’s books, tapes, and CDs by 
reading or listening to them all the time. His knowledge has given me 
the confi dence to speak to my community about fi bromyalgia, and we 
regularly receive referrals from medical professionals because of our 
successful care. There are a few times in life that you meet a teacher 
who can change the course of your life. Dr. Rodger Murphree has been 
that person. And because of that, I am helping so many others. 

Toni K.
Mobile, Alabama: Having to deal with all the physical and emotional 
aspects of FMS/CFS can be a frightening and discouraging experi-
ence. We must have doctors who stay on the cutting edge of research 
and who will give this to us in a comfortable way that we can trust. I 
have always found this in Dr. Rodger Murphree. I thank God for his 
intelligence and his kindness and willingness to help us. 
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Rena B.
For the fi rst time in years, I am almost pain free from my fi bro symp-
toms. I am no longer taking Flexeril at night, and I’m off all pain meds 
during the day. I have my life back, thanks to you. 

No longer do I start my day thinking about how much pain I experi-
ence or how little sleep I get. No one else has been able to help me. You 
are an answer to my prayers. I tell everyone I meet with fi bro symp-
toms to check out your website.

Linda M.
I cannot thank you enough for all your help. In the past four weeks, I 
have gone from being nearly incapacitated to functioning like a human 
once again. There are a lot of struggles that I know I will continue 
to endure, but the hope I have been given will get me through it all. 
Thank you also for being a great listener and a compassionate person. 
It shows that you do truly care about your patients. 

My family is very thankful as well. My husband has his wife back, and 
our kids have their mother back. I know where I have been—I was sick. 
It was such a scary time. I lost myself during that time. I never want 
to experience that low again. I’m truly thankful for each and every 
day even more so now than before. Our trials should make us stron-
ger, and this one defi nitely did. My family is much closer now. We’ve 
really had to rethink a lot of things and make changes—taking a long, 
hard look at ourselves and reprioritizing. It is so easy to let the not-so-
important things take over your life—until it is too late. 

I’m thankful now that I know what is wrong with me. I’ve struggled 
for years with this—this time being the worst episode ever. My biggest 
fear became going to a doctor and being told everything was normal. It 
happened so often, being so sick I could hardly function, feeling as if I 
had the fl u over and over. 

It was so hard to hear that all my lab work was normal. That hurt me 
more than it helped. Pretending it didn’t exist certainly didn’t make it 
go away. I just think of all the doctors out there who failed me. I’m not 
a complainer. When I am sick, I am really sick. And I don’t like to be 
sick. I’d much rather be healthy and feel well and enjoy life. Life’s too 
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short to waste. I pushed myself so hard when I felt so tired and ex-
hausted, because I thought I had to. I thought I had to pretend like the 
sickness didn’t exist because no one else could “see” it. I know that all 
that pushing did nothing but make things worse. 

Sometimes, I fi nd myself feeling mournful for the person I used to be 
who was full of energy—always busy with something, accomplishing 
so much. Learning to slow down and pace myself has been a defi nite 
battle. I am a perfectionist at heart, and that isn’t something I can eas-
ily change. I don’t do well just “relaxing.” I will have to learn that art. 

Standing up for myself will be very hard. I know I’ll face many ob-
stacles at work. I’ve always been so dependable and effi cient at my job 
and therefore have been asked to do numerous extra duties. Saying 
no will be the hardest. However, If I don’t, it will have a great impact 
not only on me, but my whole family. I will be back to work in a few 
weeks, and I am trying to get ready for that. I’ve already given up one 
big extra duty, which will be a big load off of my shoulders. 

At the front of your book, you mentioned that this is your life’s pur-
pose. Thank you so much for devoting so much of your time to help 
people like me. I thank God that I was able to fi nd you. I had basically 
lost hope. I am grateful that I was led to the right answers and eventu-
ally to your website. And I want you to know that my husband went 
to work the next day after my fi rst visit to your offi ce and had to draw 
the diagram of the serotonin bank for several people. He is obviously 
happy to have a diagnosis for his wife’s illness! Thanks again for all 
that you and your staff do to help people. 

Belinda S.
Anniston, Alabama: On April 12, 2006, I walked into the offi ce of 
Dr. Rodger Murphree. I felt as if I had hit rock bottom with all the 
pain in my body. I had been to every type of doctor that you could 
think of: general doctors, endocrinologists, rheumatologists, ENTs. 

And I never got any better. All I was told was that I had fi bromyal-
gia. In January 2006, I started gaining weight rapidly, and that alone 
made my symptoms even worse. There would be times when I would 
tell my husband or family, “I HURT!” It was so hard to explain the 
pain that was all over my body.…



52   A Growing Community of Wellness

Dr. Murphree found that I was also having thyroid problems, and he 
is still working on this with me. But in three months, I have lost forty-
two pounds! Now I feel 100% better and am feeling like I am getting 
my life back. 

I am still seeing Dr. Murphree and can not imagine not having him 
to turn to when I have questions or concerns. So many times, he has 
called just to check on me. 

Now, looking back over those horrible months, I thank God every day 
for bringing Dr. Murphree into my life! It is amazing the progress 
he has brought me through. I would like to say thank you from the 
bottom of my heart to Dr. Murphree and Juno! I can’t imagine what 
condition I would be in right now without having them to guide me 
through and take such good care of me. 

Betsy S.
Homewood, Alabama (my substantive editor and book design-
er): I was one of Rodger’s original guinea pigs.

My editing career was just taking off when my body went through a 
physical crash from which I may never fully recover. I had to quit my 
job as a full-time editor because I got so sick, and my husband and I 
postponed starting a family. I tried working part-time, but even that 
was too much for me. I would come home from a day of editing (not 
exactly heavy lifting) and fall asleep on the bed fully dressed, includ-
ing my shoes. 

Most of my coworkers were genuinely concerned, but more than a few 
accused me of “trying to get attention.” Ha! Oh yeah, I looooved los-
ing my job, frustrating my husband to no end, and being terrifi ed that 
I would be too sick to ever have children.

My family (including two MDs) did everything they could to help 
me get better, including getting me in to see the best docs in my area. 
When I heard about Dr. Murphree, I made an appointment with 
him, too. Suddenly I went from seeing many doctors who had little 
idea what was wrong with me to just one who knew what was wrong 
before I told him. 

When I started under his care in 1999, it wasn’t uncommon to hear 
him say, “Let’s see if this will work for you.” Now, fourteen years 
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later, he’s able to say, “This has worked for many, many people just 
like you.” He’s constantly refi ning, keeping records, pursuing true 
causes, tossing what doesn’t work, and continuing to test what 
does.… And then calling me to tell me how he’s going to work it into 
his next edition! 

Now I have a thriving editing business, two beautiful children, and 
a husband who lights up as I tell him how great I feel again each day. 
Dr. Murphree’s treatments—along with lots of prayer and support—
turned my life around. I thank God, Who has transformed me through 
His love. And Rodger has plainly been an instrument of healing in my 
life. He helped teach me to wait on my body to heal itself and to trust 
that it wants to be well.

Juno T.
Homewood, Alabama (my nurse and offi ce manager): I have 
two children, four grandchildren, a husband, and a full-time job. I am 
fi fty-three years old and take no prescription medication, thanks to Dr. 
Murphree. I have worked for him over six years now. For three years, 
I was the IV nurse in the medical practice that Dr. Murphree owned. 
Although we do not do IVs in this clinic, patients enjoy the same ben-
efi ts by taking their supplements on a daily basis.

Mrs. Mann came to us using a walking cane. Her medical doctors 
had no idea what was wrong with her. Dr. Murphree put her on an 
elimination diet and a regimen of supplements. She found that she was 
allergic to dairy, wheat, and several other foods. She no longer needs 
her cane, and in a year she lost seventy-one pounds. She now lives a 
normal, healthy lifestyle. She is once again able to enjoy her grandchil-
dren and her life. I still keep in contact with her each month when she 
orders her supplements. 

I could tell you many more stories about the endless list of patients 
who fi nd their miracles, working with Dr. Murphree to get their lives 
back. Many of his patients have recovered from debilitating illnesses 
that seemed to be hopeless. Working with Dr. Murphree is the most 
rewarding experience I have ever had.

Listen to and read more testimonials at http://TheFibroDoctor.
com/audio-testimonials.
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part two
What Went Wrong
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three
Do You Have Fibromyalgia 
or Chronic Fatigue?

If you have presented your symptoms yet to any doctor who 
has been paying attention, you’ve likely received a diagnosis 

(or at least a suggestion) of either  fi bromyalgia (FMS) or chronic 
fatigue syndrome (CFS). In fact, one doctor might have sus-
pected one of these, and another doctor might have suspected 
the other. How do you determine which illness you actually 
have? Or do you perhaps have symptoms of both? Or maybe 
you don’t fully qualify for either diagnosis but you are certainly 
on your way there.

Plot Your Spot on the Spectrum
In order to place yourself on the  pain-fatigue  spectrum, you’ll 
need to think hard about your actual symptoms. Are you truly 
fatigued (have to literally drag yourself out of bed in the morn-
ing) or are you just overtired? If you were able to get a good 
night’s sleep, would it help at all? Or would you wake up just 
as tired as when you lay down? If you have true CFS, then you 
are more tired than you could have ever imagined you could be 
and still function.
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Think about your pain. Are you just achy because you’ve been 
pushing yourself too hard? Would a good massage and a week-
end away solve your problem? Or does your body hurt all the 
time, standing or lying down, waking or sleeping, enjoying your-
self or in stress? Those with true FMS don’t even remember what 
it’s like not to hurt.

Then, consider your other symptoms. Do you seem to be con-
stantly fi ghting off colds, as if your immune system isn’t work-
ing right? Then you’re leaning more toward CFS. Do you not re-
member the last time you slept all night? You’re leaning toward 
FMS. See the graphic below for a simple way to visualize where 
you fi t on the pain-fatigue spectrum.

Place a dot on the wavy line below to indicate where you think 
you fall on the pain-fatigue spectrum. Most patients lean more 
one way than the other. 

C F S

F M STrue CFS 
Always Presents

›  chronic, 
disabling fatigue

›  muscle aches 
and pains

›   poor immune 
function

›  fl u-like 
symptoms

›  low 
norepinephrine 
levels

True FMS 
Always Presents

›  chronic, 
widespread 
pain in muscles 
and joints

›  diffi culty 
sleeping

›   low serotonin 
levels

To the left: more infections; 
fatigue more debilitating 
than pain; sick of being sick.

To the right: more sleep disturbance; 
pain more debilitating than fatigue; 

tired of hurting.

fatigue pain
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four
Fibromyalgia Syndrome

“Some days I couldn’t even remember the names of my 
children. I walked around in a fog, and the pain was get-

ting unbearable. As I drifted further and further away from my 
friends and family, my doctors insisted that there was nothing 
wrong with me.”

The illness known as  fi bromyalgia syndrome (FMS) is charac-
terized by diffuse muscle pain, poor sleep, and often, unrelent-
ing fatigue. Individuals with fi bromyalgia may also experience 
headaches, anxiety,  depression, poor memory, numbness and 
tingling in the extremities, cold hands and feet,   irritable bowel 
syndrome, lowered immune function, and chemical sensitivities. 
Over ten million Americans suffer with fi bromyalgia; 90 percent 
of them are women between twenty-fi ve and forty-fi ve years old.

It’s pronounced FIY-bro-my-AL-juh. The word is derived from 
the Greek algia, meaning pain, and myo, indicating muscle. Also 
the Latin fi bro, referring to the connective tissues of ligaments 
and tendons. So basically, fi bromyalgia means “pain in the 
muscles, ligaments, and tendons.” It’s a syndrome by defi nition: 
a group of signs and symptoms that occur together and that 
characterize a particular illness.
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 History of Fibromyalgia
Symptoms similar to those associated with FMS were reported 
as early as 1736 by Guillaume de Baillou, who coined the term 
“rheumatism” to describe muscle aches and pains as well as 
rheumatic fever. “Fibrositis” was coined by Gowers in 1904 and 
was not changed to “fi bromyalgia” until 1976. Smythe laid the 
foundation of modern FMS in 1972 by describing widespread 
pain and tender points. The fi rst sleep electroencephalogram 
study was performed in 1975, and the fi rst controlled clinical 
study with validation of known symptoms and tender points 
was published in 1981. 
This same study also 
proposed the fi rst 
data-based criteria. 
The important concept 
that FMS and similar 
conditions are intercon-
nected was proposed in 
1984. 

Still, no guidelines for 
evaluating and diag-
nosing fi bromyalgia 
existed. To reduce misdiagnosis and confusion, the American 
College of Rheumatology (ACR) sponsored a multicenter study 
to develop these criteria; the results were published in 1990. 
In 1992, at the Second World Congress on Myofascial Pain and 
Fibromyalgia, the diagnostic criteria for fi bromyalgia were ex-
panded and refi ned.

Fibromyalgia and CFS
Fibromyalgia shares several symptoms with chronic fatigue 
syndrome (CFS). One study comparing fi fty CFS patients with 
fi fty FMS patients found the symptoms of low-grade fever (28 
percent), swollen lymph nodes (33 percent), rash (47 percent), 
cough (40 percent), and recurrent sore throat (54 percent) to be 
the  same for both syndromes. Another study comparing CFS 
patients with FMS patients showed that the brain-wave pat-
terns, tender points, pain, and fatigue were virtually identical in 
both groups. Still, I’ve found some distinct differences between 
the two syndromes. Those with true fi bromyalgia suffer from 

The term fi bromyalgia was created 
by rheumatologist Dr. Frederick 

Wolfe in 1984 to describe a condition 
affecting primarily women.

If you’re subscribed to my free 
“Health Matters” newsletter (see 
http://drmurphreesnewsletters.com), 
you read my article about how Dr. 
Wolfe now denies that fi bromyalgia is 
a real disease—sad but true.
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fatigue but always list poor sleep and diffuse muscle pain as 
their primary complaints. They consistently demonstrate symp-
toms associated with low   serotonin levels: poor sleep, increased 
pain, irritable bowel, brain fog, anxiety, and  depression.

Although both of these illnesses have their own unique symp-
toms and separate criteria for diagnostic purposes, they’re 
really different sides of the  same coin. Patients can be anywhere 
on the scale between FMS and CFS. Most patients share some of 
the symptoms associated with both syndromes and fall some-
where in the middle.

 Diagnosis of 
Fibromyalgia

There is currently no 
diagnostic test to confi rm 
the presence of fi bro-
myalgia. The diagnosis 
is usually reached after 
ruling out other neuro-
logical, autoimmune, 
endocrine, musculoskel-
etal, immunological, and 
mental disorders. Pa-
tients have typically had 
the illness at least seven 
years and been seen by a 
dozen different doctors 
before they’re diagnosed 
with FMS.

The ACR’s current crite-
ria for defi ning fi bromy-
algia syndrome include 
a history of widespread 

pain lasting more than three months and the presence of at least 
eleven (out of a possible eighteen) tender points. Pain is consid-
ered to be “widespread” when it affects all four quadrants of 
the body; that is, you must have pain in both your right and left 
sides as well as above and below the waist to be diagnosed with 
fi bromyalgia.

Criteria Needed for a Fibromyalgia 
Diagnosis:

1.  Pain and symptoms over the past 
week—based on the total number 
of painful areas out of eighteen 
parts of the body—plus the level 
of severity of these symptoms:

 › Fatigue
 › Waking unrefreshed
 ›  Cognitive (memory or 

thought) problems
 ›  A number of other general 

physical symptoms

2.  Symptoms lasting at least three 
months at a similar level.

3.  No other health problem that 
would explain the pain and other 
symptoms.

Source: American College of Rheumatology, 
2010
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The ACR reports that 2 to 4 percent of the population suffers 
from fi bromyalgia, but this estimate is much too low. The main 
problem with the ACR criteria is that many individuals with 
FMS meet some but not all of them. Most of these individuals 
have other symptoms associated with FMS not explicitly out-
lined in the ACR criteria. They may have insomnia, irritable 
bowel, fatigue, mental confusion, and only four of the eighteen 
trigger points. Or they may have insomnia, fatigue, and fi ve 
reproducible tender points.

I like to say, “Anything that can go wrong in a FMS patient, 
will.” FMS patients have a wide variety of complaints, and 
some of them can be quite bizarre: Dr. Murphree, have you ever 
heard of getting dizzy when eating peanut butter on your bagels? or 
I tingle all over, including my tongue. Is this normal? It’s easy to 
see how doctors could be skeptical of FMS. Some rationalize 
that only a mental illness could produce so many different and 
seemingly unrelated symptoms. And some choose to ignore 
FMS and CFS, despite the guidelines of the ACR and of other 
notable studies published in various distinguished medical 
journals. Other physicians accept FMS as an entity, but they 
don’t know much about diagnosinzg it and even less about 
treating it.

Symptoms of Fibromyalgia
A more complete list of FMS symptoms would include much 
more than trigger points: 

 ›  Sleep disturbances: Sufferers may not feel refreshed, despite 
getting adequate amounts of sleep. They may also have diffi-
culty falling asleep or staying asleep.

 ›  Stiffness: Body stiffness is present in most patients. Weather 
changes and remaining in one position for a long period of 
time contribute to the problem. Stiffness may also be present 
upon awakening.

 ›  Headaches and facial pain: Headaches may be caused by 
associated tenderness in the neck and shoulder area or soft tis-
sue around the temporomandibular joint (TMJ).

 ›  Abdominal discomfort: Patients may suffer from   irritable 
bowel syndrome (IBS), which involves digestive disturbances, 
abdominal pain and bloating, constipation, and diarrhea.
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 ›  Poor digestion: Individuals with FMS may suffer from poor 
digestion and assimilation of their foods, as evidenced by 
the fact that the majority of them have a deficiency in certain 
amino acids, which are usually obtained from protein-rich 
foods. Low levels of five amino acids—histidine, methionine, 
 tryptophan, isoleucine, and leucine—and low urinary levels 
of  norepinephrine and  dopamine have been identified in FMS 
patients with an accuracy of 81 percent. 

 ›  Irritable bladder: An increase in urinary frequency and a 
greater urgency to urinate may be present.

 ›  Numbness or tingling: Known as parethesia, symptoms in-
clude a prickling or burning sensation in the extremities.

 ›  Chest pain: Muscular pain at the point where the ribs meet the 
chest bone may occur.

 ›  Cognitive disorders: The symptoms of cognitive disorders 
may vary from day to day. They can include “spaciness,” 
memory lapses, difficulty concentrating, word mix-ups when 
speaking or writing, and clumsiness.

 ›  Environmental sensitivity: Sensitivities to light, noise, odors, 
and weather are often present, as are allergic reactions to a 
variety of substances. Substantial overlap exists among chemi-
cal sensitivity, fibromyalgia, and chronic fatigue syndrome, as 
they are all really based on the  same disorder. Certain chemi-
cals are more likely to cause the onset of chemical sensitivity 
and chronic illness: gasoline, kerosene, natural gas, pesticides 
(especially chlordane and chlorpyrifos), certain solvents, new 
carpet, paints, glues, fiberglass, carbonless copy paper, fabric 
softener, formaldehyde, carpet shampoos and other cleaning 
agents, combustion products (from poorly vented gas heaters, 
overheated batteries, etc.), perfumes, deodorants, and various 
medications. A sluggish detoxification system, allergic reac-
tions, neurological mediated sensitivities, and opportunistic 
pathogens may also contribute to chemical sensitivity.

 ›  Disequilibrium: Difficulties in orientation may occur when 
standing, driving, or reading. Dizziness and balance problems 
may also be present.

 ›  Allodynia: Fibromyalgia suffers have a lower than average 
pain threshold (allodynia). They perceive pain that would 
normally not be felt by healthy individuals. This can be caused 
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by low levels of certain neurotransmitters (brain chemicals), 
including   serotonin,  norepinephrine, and  dopamine. 

 ›  Central sensitization/hyperalgesia: This occurs when the 
nerve cells that supply the brain become more excitable, over-
amplifying sensations of pain. When you have FMS, a bumped 
knee, a stubbed toe, or even a playful poke from a friend can 
take your breath away or still be felt hours later.

Other Symptoms
Carol Jessop, MD, reports that a sample of close to 1,000 of her 
FMS patients showed the following:

 › 100 percent had muscular pain.

 › Nearly all suffered from poor sleep and fatigue.

 › Most were battling  depression.

 ›  40 percent had cold hands and feet with poor circulation, 
known as Raynaud’s syndrome.

 › 24 percent had anxiety.

 › 10 percent had an elevated temperature.

 ›  65 percent had a low temperature, suggesting low thyroid and 
metabolism.

 ›  86 percent had low blood pressure, suggesting dysautonomia 
and poor adrenal function.

 ›  85 percent had white spots on their nails, suggesting low zinc 
and poor digestion or malabsorption.

 › 40 percent had a tender thyroid.

 ›  18 percent had swollen lymph nodes (I see a larger percentage 
of patients with this), suggesting immune dysfunction.

 › 73 percent had   irritable bowel syndrome.

 ›  Half suffered from severe headaches, usually associated with 
low magnesium and thyroid/adrenal hormones.

 › 18 percent had dry eyes, suggestive of allergies.

 › 12 percent suffered from osteoarthritis.

 › 7 percent had rheumatoid  arthritis.

 › 82 percent tested positive for yeast in their stool cultures.

 › 30 percent had parasites in their stool sample.
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 › 60 percent had irregular periods, suggestive of poor nutrition.

 › 25 percent had temporomandibular joint (TMJ) syndrome.

 ›  15 percent had endometriosis, suggestive of estrogen domi-
nance and/or liver dysfunction.

 ›  30 percent had restless leg syndrome, suggestive of low mag-
nesium.

 ›  40 percent had multiple chemical sensitivity, suggestive of 
liver dysfunction.

 › 25 percent had interstitial cystitis.

 › 15 percent had an irritable bladder.

 › 75 percent had mitral valve prolapse.

Just as interesting are the symptoms that her patients had 
before developing FMS. These symptoms, listed below, sug-
gest a chronic malabsorption (digestion) problem. This, as we’ll 
discuss in ch. 12, can lead to all sorts of defi ciencies in essential 
nutrients and fi nally to FMS:

 › 58 percent had constipation.

 › 80 percent had bloating, gas, and/or indigestion.

 › 40 percent had heartburn.

 › 89 percent had   irritable bowel syndrome.

Fibromyalgia Is Not  Arthritis
Fibromyalgia was originally thought to be a rheumatologic con-
dition, because—like a disease such as rheumatoid arthritis—it 
is characterized by musculoskeletal pain. But research has since 
shown that there are no abnormalities in the musculoskel-
etal system in people with fi bromyalgia. Instead, the problem 
appears to lie in the pain-processing pathways of our central 
nervous system. 

Still, the pain of fi bromyalgia may be erroneously presumed to 
be joint  arthritis or an autoimmune connective disorder. Howev-
er, unlike  arthritis, there is usually no joint pain or infl ammation. 
Instead, FMS sufferers have generalized muscle and soft-tissue 
pain that appears gradually and becomes worse with addi-
tional physical, emotional, or mental fatigue. The soft tissue and 
muscles of the neck, shoulders, rib cage and chest, lower back, 
and thighs are especially vulnerable.
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Because rheumatologists were the fi rst to offi cially acknowledge 
and classify FMS, they became the medical “experts” on the syn-
drome. But early on, most had no idea what fi bromyalgia was or 
how to treat it. Unfortunately this is often the case today. Many 
rheumatologists won’t take any new fi bro patients or are openly 
skeptical about the condition.

They can be smart, caring doctors, but I believe that a rheuma-
tologist is the worst possible doctor to manage a fi bromyalgia 
patient’s case. Why?

First, they deal in hard-to-treat autoimmune diseases; they see 
patients other doctors don’t want to see. As a result, rheuma-
tologists have a lengthy waiting list—it may take three to four 
months to be seen. A waiting list of patients can create a lack 
of empathy for the long-winded, always-a-new-symptom fi bro 
patient, who needs more than a fi ve-minute offi ce visit every 
three months. 

And follow-up will naturally be minimal: Who cares if the pa-
tient comes back? There are plenty of others on the appointment 
books.

Also, they specialize in diseases of the joints, muscles, and 
connective tissue, such as rheumatoid  arthritis, osteoarthritis, 

Rheumatologists are trained 
to use drugs, including 

some incredibly toxic drugs, 
like Methotrexate, gold salts, 
Plaquenil, and Enbrel. The im-
munosuppressive medications 
used by rheumatologists for au-
toimmune diseases are fraught 
with danger. That is the reason 
these drugs are used only by 
rheumatologists and not by 
internists, family physicians, or 
other medical specialists. Rheu-
matology is a medical specialty 
developed to prescribe and 
monitor the side effects of these 
high-risk medications.

The rheumatologist’s mentality 
has been conditioned over the 
years to continue to prescribe 
more and stronger symptom-
suppressing drugs. This is a 
disastrous approach for fi bro-
myalgia patients. Most fi bro 
patients can’t tolerate drugs—
they only make them worse.

Using an atomic bomb like 
Enbrel or Plaquenil to treat 
fi bromyalgia symptoms is not 
only stupid, it is incredibly 
dangerous!

Read more at 
www.thefi brodoctor.com.1 
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Sjögren’s syndrome, and lupus. The rheumatologist’s treatment 
of choice for these illnesses involves an ever-increasing amount 
of potentially dangerous drugs as the disease progresses. Fibro-
myalgia sufferers rarely benefi t from long-term drug therapy, so 
they are often worse off 
for following a rheuma-
tologist’s instructions. 
And their illness doesn’t 
really “progress” like 
 arthritis can. It often 
comes and goes, and 
FMS can, in fact, be 
reversed!

This misunderstanding 
presents an unfortunate 
predicament for those 
with FMS. Most fam-
ily doctors don’t know 
what to do with them 
and simply refer them 
to a rheumatologist. Of 
course it usually takes 
months to be seen by 
such a specialist, who 
orders a battery of 
blood tests, the results 
of which “look fi ne.” 
The patient next hears, 
“I think you have  fi bro-
myalgia. Here are some 
sleeping pills, muscle 
relaxants, antidepres-
sants, and nerve pills. 
Good luck. I’ll see you 
in four months.” You 
guessed it; I’m not a fan 
of the typical rheuma-
tological approach to 
treating FMS.

The ACR has previously admitted 
on their website that the drugs 

they commonly recommend have 
little benefi t on average.

Four controlled trials have evaluated 
the effi cacy of amitriptyline (Elavil) 
in the treatment of fi bromyalgia, and 
the longest trial showed no benefi t 
when compared to placebo. Further-
more, the overall degree of benefi t 
was found to be relatively small in 
relevant outcomes such as improve-
ment in pain, fatigue, and sleep. In 
addition, 95 percent of Elavil-treated 
patients experience side effects. 
Long-term follow-up observations 
of FMS patients treated with drug 
therapy indicated that their clinical 
fi ndings did not change appreciably 
after fi fteen years.

The ACR reports that, furthermore, 
use of antianxiety benzodiazepines 
(such as Klonopin and Xanax), 
corticosteroids (such as Medrol and 
prednisone), and nonsteroidal anti-
infl ammatory agents (such as Mobic, 
 Celebrex, and Bextra) have been 
shown to be ineffective and should 
be generally avoided. For more de-
tails on how traditional drug therapy 
alone offers little long-term relief for 
fi bromyalgia and may actually make 
your condition worse, see ch. 6.
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 Clinical Signs
Whatever the initial cause,  fi bromyalgia symptoms are thought 
to arise from a miscommunication among nerve impulses of the 
central nervous system. FMS patients typically display certain 
clinical signs:

 ›  Low levels of the neurotransmitter   serotonin. Neurotransmit-
ters are chemicals that relay, amplify, and coordinate electrical 
signals between a nerve cell and another cell.

 ›  A four-fold increase in nerve growth factor (NGF), a specific 
type of peptide. Peptides are short molecules formed from the 
ordered combination of various amino acids.

 ›  Elevated levels of substance P. The exposure of pain receptors 
to NGF leads to elevated levels of this neurotransmitter, which 
is found in spinal fluid. Increased substance P lowers a per-
son’s pain threshold. The longer a person has fibromyalgia, the 
worse this condition can become. Where before the illness, she 
could stand for long periods without pain, perhaps now she 
can barely tolerate the pressure of her feet on the floor.

 ›  Dysfunction of the  hypothalamus-pituitary-adrenal (HPA) 
axis. This condition is not fully understood, but we know 
that this imbalance creates inconsistencies in communication 
among certain cells, disrupting the body’s ability to maintain 
homeostasis. Many of the most common  fibromyalgia symp-
toms (including widespread muscle pain, fatigue, poor sleep, 
gastrointestinal problems, and  depression) regularly occur 
in people with various hormonal disorders, including those 
manifested by HPA-axis dysfunction. I believe that suppres-
sion of the   HPA axis begins with chronic stress, and several 
studies have demonstrated this. And a survey by The Fibro-
myalgia Network reports that 62 percent of their respondents 
list physical or emotional stress as the initiating factor in their 
 fibromyalgia.

The HPA Axis
As described above, the   HPA axis is composed of the hypothal-
amus, the pituitary gland, and the adrenal glands. The pituitary 
gland is responsible for releasing many important hormones, 
and you’ll see more about it throughout this book. You’ll learn a 
lot about the  adrenals in ch. 11.
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As for the hypothalamus, its main function is homeostasis, or 
maintaining the body’s status quo. Because of its broad sphere 
of infl uence, the hypothalamus could be considered the body’s 
master computer. It receives and transmits messages with the 
nervous and circulatory systems, keeping continuous tabs on 
the state of the body. It must be able to initiate compensatory 
changes if anything drifts out of line. The hypothalamus regu-
lates many bodily functions:

 ›  Blood pressure: This is often low in those with  fibromyalgia.

 ›  Digestion: Bloating, gas, indigestion, and  reflux are common 
in FMS patients.

 ›  Circadian rhythms (the sleep/wake cycle): This is consistently 
disrupted in FMS cases.

 ›  Sex drive: Loss of libido is a common complaint for FMS pa-
tients.

 ›  Body temperature: This is often low in FMS patients.

 ›  Balance and coordination: FMS patients typically have bal-
ance and coordination problems.

 ›  Heart rate: Mitral valve prolapse (MVP) and heart arrhyth-
mias are a common finding in FMS patients.

 ›  Sweating: It’s not unusual for FMS patients to experience 
excessive sweating.

 ›  Adrenal hormones: These are consistently low in FMS patients.

 ›  Thyroid hormones and metabolism: Recent studies show that 
over 43 percent of FMS patients have low thyroid function. 
It’s also estimated that those with FMS are 10 to 250,000 times 
more likely to suffer from thyroid dysfunction.

A Vicious Cycle
Once the nightmare of  fi bromyalgia is jump-started, whatever 
the underlying cause, it begins to spin out of control, and a vi-
cious cycle takes over.

 ›  Chronic stress disrupts the   HPA axis, leading to allodynia 
(lowered pain threshold) and chronic pain. A lowered pain 
threshold results in pain—any pain—being magnified.

 ›  Chronic pain disrupts the  circadian rhythm (normal sleep/
wake cycle).
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 ›  Dysfunction in the  circadian 
rhythm results in poor sleep.

 ›  Poor sleep reduces growth hor-
mone production, leading to poor 
repair of damaged muscle fibers, 
poor memory, fatigue, suppressed 
immune function, and more pain.

 ›  Increased pain further disrupts 
sleep and leads to depletion of 
stress-coping chemicals, including 
  serotonin.

 ›  A reduction in   serotonin causes 
an increase in substance P, which 
enhances pain receptors, creating 
even more pain.

 ›  Poor sleep and ongoing stress lead 
to fatigue, mood disorders,   irritable 
bowel syndrome (IBS), adrenal 
fatigue, decreased  DHEA, possibly 
thyroid dysfunction, and lowered 
resistance to stress.

 ›  Decreased stress-coping abilities 
leads to lowered immune func-
tion, and lowered blood volume 
from adrenal dysfunction leads to 
further fatigue.

In ch. 8 and ch. 9, we’ll explore more thoroughly how stress can 
lead to HPA-axis dysfunction,  fi bromyalgia, and CFS.

Note
1.  Start at http://TheFibroDoctor.com 

with “Traditional Medicine Offers 
Little Hope for Fibromyalgia Suffer-
ers,” October 8, 2010. To fi nd this and 
related posts, search the blog archive 
by tag: “drugs for fi bromyalgia.” 

For Further Reading and Research
 ›  G.K. Adler, “Neuroendocrine Abnormalities 

So, what caused my 
fi bromyalgia?

I wish I had an easy an-
swer for you. But FMS 
can be caused by any 
combination of several 
factors:

 ›  hypothalamus-
pituitary-adrenal axis 
(HPA) dysfunction

 ›  trauma, especially 
whiplash

 ›  emotional, physical, 
or mental stress (see 
ch. 9)

 › low thyroid function

 › low serotonin states

 › adrenal dysfunction

 ›  chronic viral, myco-
plasma, or bacterial 
infections

 › endocrine disorders

 › sleep disorders

Remember: Drugs 
don’t make you 

healthy. They can be 
helpful, but they don’t 
make you healthy. And 
the only way to reverse 
fi bromyalgia is to get 
healthy.
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fi ve
Chronic Fatigue Syndrome
or, Myalgic Encephalomyelitis 

C hronic fatigue syndrome (CFS) is the most common name 
used to describe a group of medical symptoms includ-

ing—but not limited to—persistent fatigue. The fatigue must 
not be due to ongoing exertion, substantially relieved by rest, or 
caused by other medical conditions. 

The disorder may often be referred to as myalgic encephalomy-
elitis (ME). This designation is getting more and more common, 
as, according to the Journal of Internal Medicine, 

Using ‘fatigue’ as a name of a disease gives it exclusive 
emphasis and has been the most confusing and misused 
criterion. No other fatiguing disease has ‘chronic fa-
tigue’ attached to its name—e.g., cancer ⁄ chronic fatigue, 
multiple sclerosis ⁄ chronic fatigue—except ME ⁄ CFS. Fa-
tigue in other conditions is usually proportional to effort 
or duration with a quick recovery and will recur to the 
same extent with the same effort or duration that same 
or next day. The pathological low threshold of fatigabili-
ty of ME…often occurs with minimal physical or mental 
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exertion and with reduced ability to undertake the same 
activity within the same or several days.1 

The illness is also occasionally called post viral fatigue syn-
drome (PVFS) or chronic fatigue immune dysfunction syn-
drome (CFIDS). 

CFS/ME is a disabling condition affecting approximately one 
million Americans. And research conducted by the Centers for 
Disease Control and Prevention (CDC) indicates that fewer than 
20 percent of CFS/ME patients in this country have even been 
diagnosed. Needless to say, it’s not rare. Patients are usually 
women in their forties and fi fties, but anyone can develop CFS/
ME. Though much less common in children, the syndrome can 
manifest in childhood, particularly during the teen years. 

Unlike someone with fi bromyalgia, a CFS/ME patient may 
have normal serotonin levels and little trouble sleeping. But 
if you have true chronic fatigue syndrome, you’re often still 
fatigued, no matter how well you sleep. 

Signs of CFS/ME
Patients with CFS/ME typically have a compromised immune 
system, elevated blood antibodies, intermittent sore throats, and 
tender lymph nodes. CFS/ME can affect any part of the body, 
including the central nervous system, the brain, the blood, 
muscles, joints, the GI tract, and the immune, digestive, and 
lymph systems. 

Diagnosis of CFS/ME 
A patient might never know what exactly caused his CFS/ME; 
there’s just no specifi c diagnostic test for it. And since many 
illnesses can cause incapacitating fatigue, doctors must rule out 
other conditions before fi nally diagnosing CFS/ME in a patient. 
Some studies following CFS/ME sufferers over time reveal that 
though some cases improve with time, most patients remain 
functionally impaired for at least several years with conven-
tional treatments.

The majority of CFS/ME cases start suddenly, usually accom-
panied by a “fl u-like illness,” while a signifi cant proportion of 
cases begin within several months of severe adverse stress.
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Diagnosis criteria for CFS/ME were updated in 2011 by an 
international group of doctors who put their heads together to 
come up with clear guidelines.This is a great progressive step. 
Patients must exhibit the following symptoms:

1.  “Postexertional neuroimmune exhaustion,” where even 
minimal activities of daily living or simple mental tasks can 
be debilitating and cause fl u-like symptoms, pain, and wors-
ening of other symptoms. This exhaustion may happen right 
after the activity or can be delayed by hours or even days. 
Recovery from the exhaustion usually takes at least a day and 
might take up to weeks or longer.

2.  “Neurological impairments,” such as diffi culty processing 
information, short-term memory loss, pain, poor sleep, and 
motor diffi culties.

3.  “Immune, gastro-intestinal, and genitourinary impair-
ments,” such as nausea, sore throat, sinusitus, infl ammed 
lymph nodes, abdominal pain, irritable bowel syndrome, uri-
nary urgency or frequency, and sensitivities to foods, odors, 
chemicals, and medications.

4.  “Energy production/transportation impairments,” such 
as feeling sick while standing and better after lying down, 
labored breathing, cold hands and feet, and intolerance of 
extreme temperatures.2

Those with CFS/ME, in my experience, also tend toward sinus, 
upper respiratory, or other infections, which linger and return. 
The symptoms can be quite severe. CFS/ME can be as disabling 
as multiple sclerosis, lupus, rheumatoid  arthritis, or congestive 
heart failure! The severity of symptoms varies from person to 
person and can also change over time. 

Medical Conditions Similar to CFS
The main difference between CFS and the conditions listed in 
the box on p. 77 is that CFS/ME has unrelenting fatigue as its 
main and most pronounced symptom. Other illnesses can cause 
chronic fatigue as a symptom, but they usually begin with at 
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least one other primary complaint. These other illnesses can 
each be clinically defi ned by either a set of symptoms or a diag-
nostic test, and they should be ruled out or successfully treated 
before a diagnosis of CFS/ME is seriously considered.

Similar but Not the Same
Since CFS/ME shares many similarities with FMS, some re-
searchers have suggested that they are the  same illness. One 
early study comparing fi fty CFS/ME patients with fi fty FMS 
patients showed the following symptoms to be the  same for both 
groups: low-grade fever (28 percent), swollen lymph nodes (33 
percent), rash (47 percent), cough (40 percent), and recurrent sore 
throat (54 percent). Another study comparing CFS/ME patients 
with FMS patients showed that the brain-wave patterns, tender 
points, pain, and fatigue were virtually identical in both groups.
But chronic fatigue syndrome is not really the  same as fi bromy-
algia; remember from ch. 3 that they are two ends of one spec-
trum, two sides of one coin. But they are still distinct. To quickly 
distinguish a CFS/ME patient from one with FMS only, your 
doctor can run an Epstein-Barr virus ( EBV) panel.

But you don’t need a lab test to diagnose CFS/ME. Its symp-
toms are generally consistent. The patient usually has chronic 
infections ( sinusitis, upper respiratory, urinary tract infections, 
colds, fl u, etc.) and gets at least two bad infections a year. She 
will usually have chronic or intermittent sore throats, swollen 
lymph nodes, and periodic fevers. These states aren’t as typi-
cal of FMS patients. And while a CFS/ME patient may ache all 
over, FMS patients can usually point to specifi c areas that are 
the most troublesome. 

Simply put, if it’s tough for you to get out of bed each day, you 
suffer from diffuse body aches, and you have frequent infec-
tions, then you either have CFS/ME or are at high risk for it. 

CFS/ME and Sluggish Liver
Many CFS/ME patients will also have a sluggish liver (more 
likely than in those with FMS). Evidence of a sluggish liver 
includes strange or opposite reactions to medications (you take 
something to put you to sleep and it wakes you up instead, or 
a little goes a loooong way). Other signs include intolerance to 
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caffeine, alcohol, and odors such as perfumes, gasoline, smoke, 
and cleaners. This intolerance tends to worsen over time. 

A history of elevated liver enzymes on past blood tests also 
indicates a sluggish liver. Of course, anyone with hepatitis or 
fatty liver also has a sluggish liver, and long-term prescription-
medication therapies can also create this condition, independent 
of CFS/ME. 

These illnesses 
must be ruled 

out before treating 
CFS/ME:

Autoimmune 
Disorders 
 ›  Behçet’s syndrome 

 › dermatomyositis 

 › lupus 

 › polyarteritis 

 › polymyositis 

 › Reiter’s syndrome 

 ›  rheumatoid  
arthritis 

 ›  Sjögren’s 
syndrome 

 › vasculitis 

GI Disorders 
 › celiac disease 

 › Crohn’s disease 

 ›  irritable bowel 
syndrome 

 › sarcoidosis 

 › ulcerative colitis 

Blood Disorders 
 › anemia 

 › hemochromatosis 

Endocrine/Hor-
monal Disorders 
 › Addison’s disease 

 ›  Cushing’s 
syndrome 

 › diabetes mellitus 

 › hyperthyroidism 

 › hypothyroidism 

 › ovarian failure 

 ›  panhypopituita-
rism 

Malignancies/
Cancer 
 › Hodgkin’s disease 

 › lymphoma 

Neuromuscular 
Disorders 
 › fibromyalgia 

 ›  muscular 
dystrophies 

 › multiple sclerosis 

 › myasthenia gravis

Sleep Disorders 
 › sleep apnea 

 › narcolepsy

Infections 
 ›  subacute 
infections 

 ›  bacterial 
endocarditis 

 ›  chronic 
brucellosis 

 ›  mononucleosis 

 › hepatitis 

 › HIV infection 

 › Lyme disease 

 › occult abscess 

 ›  poliomyelitis/
post-polio 
syndrome 

 › tuberculosis 

 › parasitic infection 

 › fungal infection 

Other Conditions 
 ›  major depressive 
disorders 

 ›  bipolar affective 
disorders 

 › schizophrenia 

 › obesity 

 ›  alcohol or 
substance abuse 

 ›  reactions to  
medications
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A sluggish liver can cause severe chemical sensitivities that 
complicate the use of even the purist nutritional supplements. 
So nutritional therapy must be started slowly. Be patient with 
yourself. Slow and steady wins the race! 

Possible Causes of CFS/ME
No one knows for certain what causes CFS/ME, but it appears 
to be triggered by a number of factors. These causes include 
infectious agents (viruses, bacteria, mycoplasma, fungi, etc.), 
mental or physical stress, oxidative stress, autonomic nervous 
system dysfunction, hormonal abnormalities, nutrient defi cien-
cies, autoimmune abnormalities, and allergies. 

Unfortunately and in spite of evidence, some physicians believe 
that CFS/ME is principally a component of a psychological 
disorder (basically, that you’re crazy). Others view it only as a 
symptom of other problems (viewed similarly to anemia and 
high blood pressure) and not a syndrome in itself.

Indeed, no primary cause has been found that explains all cases 
of CFS/ME. But a number of experts believe that CFS/ME is 
caused by a combination of initiating factors that overwhelm a 
person’s stress-coping abilities. These factors may include: 

 › genetic factors 

 › brain abnormalities 

 ›  inability of the self-regulating mechanisms, especially the 
autonomic nervous system and the  hypothalamus-pituitary-
adrenal (HPA) axis 

 › a hyperreactive immune system 

 ›  viral, bacterial, fungal, mycoplasma, or other infectious agents, 
including the Epstein-Barr virus ( EBV) 

 Epstein-Barr Virus 
Several studies have focused on identifying an infectious agent 
as the cause of CFS/ME, and the  EBV has received a lot of at-
tention over the past two decades.

In 1985, reports in the Annals of Internal Medicine described a 
mysterious severe viral epidemic that gripped the Lake Tahoe 
region of California. This epidemic of what we now know as 
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CFS/ME was presumed to be caused by the Epstein-Barr virus, 
since the National Institutes of Health (NIH) confi rmed elevat-
ed levels of  EBV antibodies in those affl icted. (Now we know 
that  EBV is only one of many viruses associated with CFS.) 

 EBV, a member of the herpes group of viruses, has the ability 
to establish a lifelong latent presence in the body after an initial 
infection. Fortunately, a healthy immune system can keep this 
latent virus in check. For instance, the  EBV causes the debili-
tating disease of the teen years, infectious mononucleosis or 
“mono.” Mono is marked by debilitating fatigue, fever, sore 
throat, and swollen lymph glands. Caused by the Epstein-Barr 
virus, it usually lasts from three to six weeks. 

But not everyone who carries the virus develops mono. In fact, 
over 90 percent of Americans have been exposed to  EBV by age 
twenty. Some of these individuals develop mono; others simply 
experience fl u-like symptoms for a few days. But most show no 
symptoms at all as their immune system fends off the attacking 
virus.

It was once thought that mono patients produced suffi cient 
antibodies to keep them immune from future  EBV infection, but 
recent research has helped change this line of thinking. Interest-
ingly, it’s now believed that individuals who developed mono 
are slightly more susceptible to recurrent  EBV than the general 
population. 

Physicians and researchers began to recognize the incidence 
of recurrent  EBV as early as 1948. Reports continued to appear 
throughout the ’50s and ’60s, but it wasn’t until the late 1970s 
that studies were published describing persistent  EBV infection 
characterized by intermittent fever, muscle and joint aches, sore 
throats, and debilitating fatigue. 

By the mid-1980s, numerous studies had seemed to correlate 
these symptoms directly with reactivation of latent EBV. The dis-
order was dubbed chronic Epstein-Barr virus (CEBV) syndrome. 
Unlike mono, the condition did not seem to be self-limiting. It 
would come and go, or never fully go away. Describing it as “the 
fl u from hell,” patients experienced physical and mental exhaus-
tion. Other symptoms varied, usually including extreme fatigue, 
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weakness, depression, muscle and joint aches, sore throat, swol-
len lymph glands, headache, and low-grade afternoon fever. In 
addition, many patients reported impaired memory, diffi culty 
concentrating, disturbed balance, anxiety, irritability, and insom-
nia. These symptoms usually fl uctuated in severity from month 
to month, and even day to day. Periods of wellness were often 
followed by relapse, as patients attempted to resume normal 
activities or exercise. 

This chronic EBV syndrome is known today as CFS/ME. Sadly, 
a compromised immune system allows the virus to reemerge in 
a frustratingly persistent manner. A variety of immune system 
abnormalities have been observed in CFS cases, and there is little 
argument that a disturbed immune system plays a central role. 

Cytomegalovirus 
Although not as common as EBV, cytomegalovirus (CMV) is 
estimated to infect close to 75 percent of adults in Western na-
tions, with the incidence in Asia and Africa approaching 100 
percent. In the majority of cases, primary exposure produces no 
clinical illness, but like all herpes viruses, CMV remains latent 
in the body for life. During times of immune suppression, CMV 
can become reactivated and produce symptoms very similar to 
EBV. In fact, 10–15 percent of all mononucleosis cases appear to 
be caused by CMV, not EBV. For the most part, however, CMV 
produces observable illness in two groups: infants and immune-
suppressed adults. 

Both CMV and EBV can infect the central nervous system, 
causing a wide range of neurological symptoms ranging from 
confusion and memory loss to infl ammation of the brain (en-
cephalitis) and a common nervous system disorder known as 
Guillain-Barré syndrome. 

CMV is also known to infect the gastrointestinal tract. A com-
mon occurrence, it might go unnoticed. But for the unlucky few, 
intestinal permeability (leaky gut syndrome) and malabsorption 
can result. Current research even suggests that the virus may 
contribute to ulcers, colitis, and cancer of the colon. 

The majority of physicians who actively treat CFS agree that 
correcting immune dysfunction is perhaps the most important 
priority in any CFS treatment plan. 
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Poor Immunity 
I, like many other specialists, do believe there is an infectious 
agent or agents involved in CFS/ME. Plainly, something for-
eign is interacting with a compromised immune system. And 
that something is possibly causing the weakening of immunity 
itself. The question is: Is that agent (be it virus, bacteria, fungus, 
mycoplasma, or a combination of these) latent or acute? Some 
researchers suggest that CFS/ME is caused not by a reactivated 
virus but rather an infection that attacks the body, causes im-
mune abnormalities, and is then eliminated. 

The theory, though not based on hard evidence, does have some 
supporting observations. For instance, in up to 80 percent of 
cases, CFS/ME starts suddenly with a fl u-like condition. And 
outbreaks of CFS/ME occurring within the same household, 
workplace, and community have been reported, though most 
have not been confi rmed by the CDC. Perhaps the most impor-
tant evidence for previous acute infection is that CFS patients 
typically have elevated levels of antibodies to many fatigue-
causing substances, including Lyme disease, Candida (yeast 
infection), herpes virus type 6 (HHV-6), human T-cell lympho-
tropic virus (HTLV), EBV, measles, Coxsackie B viruses, cyto-
megalovirus, and parvovirus B19 (fi fth disease). 

In one study, some patients, particularly those with severe 
CFS symptoms, had higher-than-normal numbers of infection-
fi ghting white blood cells known as CD8 killer T cells, which 
launch attacks on invading viruses and other disease-causing 
microorganisms. These same people had lower-than-normal 
levels of another white blood cell known as the suppressor T 
cell, which helps to shut down the immune response once the 
invading organisms have been killed. As a consequence of these 
imbalances, their immune system could have become persis-
tently overactive and produced fatigue, muscle aches, and other 
symptoms of CFS/ME. 

The most consistently observed abnormality is a decreased 
number or activity of natural killer (NK) cells, which are used 
by the body to destroy cells infected with cancerous or viral 
toxins. Read more about immune-system cells in ch. 17. 

Chronic Cytokine Secretion 
One intriguing theory is that various triggering events, such as 
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stress or a viral infection, 
may lead to the chronic 
expression of cytokines and 
then to CFS/ME. Cytokines 
are small, secreted proteins 
that regulate immunity, in-
fl ammation, and the devel-
opment of blood cells. The 
body releases them when 
they are needed, in response 
to stress, and they usually 
act just for a short time. 

Administration of some cy-
tokines in therapeutic doses 
is known to cause fatigue, 
but no characteristic pattern 
of chronic cytokine secretion 
has ever been identifi ed in 
CFS/ME patients. In addi-
tion, some investigators have 
noted clinical improvement 
in patients with continued high levels of circulating cytokines; if 
a causal relationship exists between cytokines and CFS/ME, it is 
likely to be complex. 

Allergies 
Several studies have shown that CFS/ME patients are more 
likely to have a history of allergies than are healthy controls. A 
history of allergies, then, could be one predisposing factor for 
CFS/ME. But it cannot be the only one, since not all CFS/ME 
patients have them. 

Overwhelming Stress 
The majority of patients report some preceding moderate to 
serious physical stress (such as a chronic viral infection) or emo-
tional event (often an episode of depression or chronic mental 
stress). Some experts theorize that such events, especially in 
people with certain neurological and genetic abnormalities, 
may overwhelm a person’s ability to regulate her own homeo-
static, self-regulating systems. 

So what’s the real cause of CFS/
ME? I must know what’s 

making me feel this way! 

As with so many complex 
chronic illnesses, CFS/ME may 
be caused and aggravated by 
a wide variety of environmen-
tal and physiological chal-
lenges. Whether the cause is one 
described here or something 
else entirely is not defi nitively 
known. But, I bet that you care 
even more about getting well 
than you do about how you got 
sick. Read on in this book to un-
cover some key health strategies 
that have consistently yielded 
clinical improvement in the ma-
jority of my patients suffering 
with CFS.
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I believe there is a great deal of truth to this idea (though admit-
ting so may not endear me to those who believe that CFS/ME is 
the result entirely of an infectious agent). I do believe that infec-
tious agents can and do trigger CFS, but stress and infection go 
hand in hand. Stress weakens the body’s immune system, and 
an overtaxed immune system is quite stressful. 

HPA-Axis Dysfunction
Some researchers of CFS/ME are investigating abnormalities of 
the brain system known as the hypothalamus-pituitary-adrenal 
axis. This system produces or regulates hormones and brain 
chemicals that control important functions, including sleep, re-
sponse to stress, and depression. It’s our self-regulating, homeo-
static system. 

The HPA axis is a major part of the neuroendocrine system, 
which controls reactions to stress. It regulates various body pro-
cesses, such as digestion, the immune system, and metabolism, 
and it’s generally suppressed in CFS/ME patients. 

Cortisol Defi ciency 
A number of studies on CFS/ME patients have observed de-
fi ciencies in cortisol levels, a stress hormone produced in the 
hypothalamus. Cortisol suppresses infl ammation, increases 
stamina, boosts mental and physical energy, and coordinates 
cellular immune activation. 

Cortisol defi ciency may be why CFS/ME patients consistently 
demonstrate a severely compromised resiliency to stress. (Al-
though stress is commonly thought of as resulting from emo-
tional or psychological causes, certain infections may cause 
internal biochemical stress that is severe and unrelenting.) 

As a diagnostic marker for CFS/ME, however, individual 
cortisol levels aren’t useful. Typically, the altered cortisol levels 
noted in CFS/ME cases fall within the accepted range of nor-
mal, and only the average between cases and controls reveals a 
distinction. 

Brain Abnormalities and Oxidative Stress 
Some of the symptoms of CFS, such as impaired cognition, may 
result from brain abnormalities. Several studies have reported 
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signifi cantly more abnormalities on MRI among CFS subjects 
relative to controls. 

Other studies have revealed lesions within the brains of CFS 
patients, and single photon emission computed tomography 
(SPECT) scanning has repeatedly demonstrated a decrease of 
blood fl ow in the brain. In one study, decreased regional cere-
bral blood fl ow throughout the brain was observed in 80 per-
cent of CFS/ME patients! 

These observations may explain the “brain fog,” poor mental 
clarity, and fatigue associated with CFS/ME. They might also 
demonstrate CFS’s association with oxidative (free radical) 
stress. Oxidative stress is a general term used to describe the 
level of damage to a cell, tissue, or organ caused by the reactive 
oxygen species (ROS). These very small, highly reactive mol-
ecules can affect any cell or system, including the brain. Most 
ROS come from normal internal bodily reactions, but external 
sources include fi rst- and secondhand cigarette smoke, environ-
mental pollutants, excess alcohol, asbestos, ionizing radiation, 
and bacterial, fungal, or viral infections. 

Supporting this oxidative-stress theory is the fact that antioxi-
dant therapy has been proven helpful in the treatment of CFS/
ME. In one study involving CFS/ME patients who required bed 
rest following mild exercise, 80 percent were defi cient in Coen-
zyme Q10 (CoQ10), a potent antioxidant. 

After three months of supplementing with 100 mg. of CoQ10, 
90 percent of the patients had a reduction or disappearance of 
clinically measured symptoms, and 85 percent had decreased 
post-exercise fatigue.

Abnormalities in Neurotransmitters 
Other research has reported that some patients with CFS/ME 
have abnormally high levels of serotonin, a neurotransmitter 
(chemical messenger in the brain). Such elevated levels in the 
brain are associated with fatigue. Yet other studies report that 
defi ciencies in dopamine and norepinephrine, other important 
neurotransmitters, may play a role in CFS/ME. You’ll read 
more about neurotransmitters in later chapters. 
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All in Your Head? 
Still, some physicians contend that CFS/ME is nothing more 
than a psychological, or worse, psychosomatic, disorder. To 
support their views, they might reference this statement from 
the CDC: 

Due in part to its similarity to chronic mononucleosis, 
CFS was initially thought to be caused by a virus infec-
tion, most probably Epstein-Barr virus (EBV). It now 
seems clear that CFS cannot be caused exclusively by 
EBV or by any single recognized infectious disease 
agent. No fi rm association between infection with any 
known human pathogen and CFS has been established. 
CDC’s four-city surveillance study found no associa-
tion between CFS and infection by a wide variety of 
human pathogens, including EBV, human retroviruses, 
human herpesvirus 6, enteroviruses, rubella, Candida 
albicans, and more recently the Borna disease virus and 
Mycoplasma. Taken together, these studies suggest that 
among identifi ed human pathogens, there appears to be 
no causal relationship for CFS. However, the possibility 
remains that CFS may have multiple causes leading to a 
common endpoint, in which case some viruses or other 
infectious agents might have a contributory role for a 
subset of CFS cases. 

True, not any one virus has been signifi cantly linked with CFS, 
but much more research is warranted, especially investigating 
the combined effects of herpes viruses and other infections. 
When researchers include CMV, EBV, and herpes simplex 
viruses in their evaluations, CFS patients are found to have sig-
nifi cantly higher viral antibody levels than do healthy controls.

When researchers fi nd no consistent elevations of EBV antibody 
levels and then conclude that viruses do not play a role in CFS/
ME, they are like fi refi ghters who ignore the billowing smoke 
on the horizon, insisting that there must be no fi re, since they 
can’t see it yet. And no matter how many times the smoke in-
variably leads to fi re, they refuse to make the connection. 

Notes
1.  B.M. Carruthers et al., “Myalgic encephalomyelitis: International 
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Consensus Criteria,” Journal of Internal Medicine 270 (October 2011): 
327–338.

2. Ibid.
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six
Traditional Medicine Alone 
Is a Dead End 
for Fibro and CFS

“Today’s standard, AMA-approved medicine is rooted in 
treating symptoms, rather than causes. Its dependence 

on drugs and surgery is ruinously expensive to patients, insur-
ance companies, and society as a whole.”

—Derrick Lonsdale, MD
Why I Left Orthodox Medicine

Drugs can helpful, especially short term, and sometimes they 
are the best or only option. However, drugs treat symptoms, 
not causes. Drugs don’t make you healthy, and to reverse 
fi bromyalgia or CFS/ME, you must get healthy. 

This means you need to do the detective work and see where 
and how you are broken down. This is where the special func-
tional-medicine tests come in. And you must examine each and 
every drug you are taking to see if it is 1) helping and 2) doing 
so without creating side effects. Every drug has potential side 
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effects. I spend a great deal of my time sifting through my pa-
tients’ prescription-drug lists, looking for potential side-effect-
initiating drugs and helping my patients look for better options.

Stupid Doctors
Please know once again, before I get a nasty email, that I’m not 
anti-doctor or anti-drug. However, I am anti-drug-only. I am 
anti-too-many-or-wrong drugs. I have a lot of traditional medi-
cal friends. I respect what they do. I’m not anti-doctor; I’m anti-
stupid-doctor! And you should be, too. 

A stupid doctor, understand, isn’t one who doesn’t know how 
to treat you. That’s forgivable. A stupid doctor is one who 
doesn’t know how to treat you and can’t or won’t admit it to 

you or himself. A stupid doctor 
is one who tries the same thing 
over and over, even though the 
results she’s getting are minimal 
or nonexistant. A stupid doctor 
thinks that treating the side ef-
fect of one drug with yet anoth-
er drug is a wise practice.

You probably know by now that 
most doctors don’t know how 
to effectively treat fi bro or CFS/
ME for the long haul. That’s 

because conventional medical treatments of FMS and CFS focus 
on controlling various symptoms. Physicians generally rely on 
pain medications of various sorts, muscle relaxants and tran-
quilizers, antidepressants, and nonsteroidal anti-infl ammatory 
medicines. Unfortunately, as you already know, these drugs 
rarely yield lasting results, and they can have numerous health-
robbing side effects.

Traditional Western medicine has evolved from the early days 
of blood draining and magic potions to become the most so-
phisticated, powerful, prosperous, and revered health-care 
industry in the world. The judicious use of antibiotics has saved 
millions of lives. Laparoscopic surgery, MRIs, CAT scans, heart-
lung machines, synthetic insulin, and other cutting-edge devel-
opments have helped improve the lives of millions of people 

Most over-the-
counter, and 

almost all prescribed, drug 
treatments merely mask 
symptoms.…Drugs almost 
never deal with the reasons 
why these problems exist, 
while they frequently create 
new health problems as side 
effects of their activities.
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around the world. Doctors are able to use an ever-growing 
arsenal of tools to diagnose and then effectively treat nearly 
anything that ails you.

As a result, we expect nothing short of miracles from our doc-
tors. When we are sick, we want to feel better. Not tomorrow 
or next week, but right now (myself included)! This instant 
gratifi cation begins as a child when we are told: “Take your 
medicine. It will make you feel better.” And most of the time, it 
does. Strep throat is usually no match for good old antibiotics. 
And don’t even think about treating type-1 diabetes without 
insulin therapy. And if your appendix is about to rupture, a chi-
ropractor isn’t going to be a lot of help, unless he knows a good 
surgeon. 

But conventional medicine has its limits, and our quick-fi x 
society has gotten out of hand. So much of modern medicine 
is about covering up our symptoms with drugs, rather than 
treating the causes that are to blame for the symptoms. This 
is like trying to mop the wet kitchen fl oor while ignoring 
the leaky roof! Treating symptoms doesn’t translate to better 
health. We’ve got to stop thinking, “Just stop the pain,” and 
start thinking, “Let’s fi x the problem.” Or else we just won’t 
make any progress at all toward true wellness. Consider this 
quote from John R. Lee, MD: 

That said, there’s no need to suffer if you can safely 
avoid it! Short-term use of drugs to mask unwanted 
symptoms is certainly appreciated by both patient and 
doctor. But FMS and CFS are not short-term illnesses. 
And drugs used to treat these syndromes can lead to 
dependence and further complications. One drug’s side 
effects can initiate new symptoms, which must then be 
treated by more drugs!1

A Big-Money Business 
Americans now spend over $200 billion a year on prescription 
drugs, and this spending continues to increase by an average of 
12 percent each year. Because of the industry’s 1,100-plus paid 
lobbyists on Capitol Hill, its $188 million annual lobbying bud-
get, and the $14 million or so it doles out to political candidates 
every year, the United States, which makes up 5 percent of the 
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world’s population, accounts for 34 percent of the money spent 
on prescription drugs.

In 2009, the world’s twelve largest drug companies made a net 
profi t of nearly $78 billion on revenues of $434 billion. The next 
three dozen companies combined to net $46 billion on revenues 
of $203 billion. The global market for pharmaceuticals is expect-
ed to reach $1.1 trillion by 2014.

Big Pharma spends more than $4 billion each year on direct-
to-consumer advertising. They aren’t bashful about saturating 
the TV, radio, newspapers, and magazines with reasons why 

you need to be taking their pills. 
“Having trouble sleeping?” the 
TV commercial asks at 3 a.m. 
“Ask your doctor if _______ is 
right for you. This drug isn’t for 
everyone.” The truth is, some of 
these drugs aren’t for anyone! 
Just google “recent drug recalls,” 
and see what you fi nd. Maybe 
something that was on your 
prescription list at one time or 
another!

Each year, Americans consume 
fi ve billion sleeping pills, and 
15,000 Americans die from them. 

Many individuals, affected by 
drug advertising, dutifully re-
quest the drug from their doctor, 

whether or not the doctor would have normally thought of it 
herself. For instance: “I want the latest, greatest, blood-pressure 
pill”—even when the new drug costs three times more than 
older hypertensive drugs, performs only a fraction better (and 
then only in certain cases), and is associated with a fi ve-fold 
increased risk of heart attack. Sometimes the “best” medicine 
isn’t the best medicine. Whatever happened to lifestyle chang-
es? Well, in today’s managed-care setting where an offi ce visit 
lasts an average of seven minutes, a prescription is quicker than 
lifestyle coaching. 

“In this profi t-driven 
world of medicine, I did 
not often hear the execu-
tives talk of cures. Instead, 
they focused like honey-
bees circling a picnic cake 
on products for what they 
called chronic disorders. 
These were drugs that did 
not cure but ‘managed’ dis-
ease as patients took them 
once a day for the rest of 
their lives.”

—Melody Peterson, 
former medical reporter 
for the New York Times, 

author of Our Daily Meds2
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But drugs have to be expensive, right? All that money for 
research and development has to come from somewhere. Don’t 
believe it. In reality, in 2002 (the date of an extensive nonprofi t 
investigation), only about 14 percent of Fortune 500 drug-
company revenues were applied toward research and develop-
ment. Over 30 percent were devoted toward marketing and 
administration. Around 17 percent was received as profi t.3 The 
Families USA, a nonprofi t organization, reports that the former 
CEO of Bristol-Meyers Squibb made $74,890,918 in 2001. This 
doesn’t include his $76,095,611 of unexercised stock options. 
The chairman of Wyeth Pharmaceuticals made over $40 million, 
exclusive of an additional $40 million in stock options!4 Remem-
ber this when you wonder why your health-insurance premi-
ums continue to rise.

Pharmaceutical companies know that in order to make a profi t, 
they must do one of three things: create new illnesses (such as 
heartburn, erectile dysfunction, social anxiety disorder, or shy-
ness) for their new drugs to treat; get patients to ask for newer, 
more expensive drugs; or have doctors write more prescrip-
tions, preferably for more expensive “me-too” drugs.

What are “me-too” drugs? They are newer, more expensive ver-
sions of older drugs. Between 1998 and 2002, the FDA approved 
415 new drugs. Only 14 
percent of these newly ap-
proved drugs were actu-
ally uniquely different or 
innovative in their design. 
The other 86 percent were 
old drug formulas mas-
querading as new, inno-
vative therapies. You see, 
drug companies hoping 
for FDA approval are only 
required to prove that new 
drugs are safe, not that 
they are more effective 
than older drugs.5 

Dr. Marcia Angell, former editor of the New England Journal of 
Medicine, discusses these “me-too” drugs in her book, The Truth 

“The result of all those attrac-
tive women in short skirts armed 
with pseudoscience invading the 
practices of doctors is that Ameri-
cans are over-medicated, taking 
far too many drugs, most of which 
they don’t even need, and they are 
paying too much for them.”

—Jerome Kassirer, MD, 
distinguished professor, 

Tufts University 
School of Medicine6
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About the Drug Companies. Take, for instance, the drug Nexium 
(perhaps you already do). Its creator, AstraZeneca, had been 
relying on the drug Prilosec 
for a signifi cant portion of 
its yearly profi ts—$6 bil-
lion—in 2000. 

However, Prilosec was 
going to lose its patent 
in 2001, and the folks at 
AstraZeneca were prob-
ably experiencing some 
heartburn at the thought. 
Faced with the potential 
for signifi cant revenue loss, 
the company simply took 
one of the two patentable 
metabolites (chemicals) out 
of Prilosec and remarketed 
it as the new and improved 
Nexium. This “purple pill” then became the original TV drug, 
as we can all recall. And even though a one-month supply of 
Nexium costs almost nine times that of the over-the-counter 
version of Prilosec ($180 compared to $23), the public and their 
doctors have happily gone along for the ride. The truth? Studies 
show that both drugs work equally well at reducing stomach 
acid.7 

Also consider clot-dissolving medications, which can be life-
saving if given at the onset of a heart attack. There are three 
different ones on the market. The most prescribed one (tissue 
plasminogen activator) costs $3,500 for a single dose; the least 
prescribed one costs $250. Studies show no difference in their 
effectiveness. It’s not quality that’s driving these increased pre-
scriptions; it’s marketing.

Techniques of Greed
So how do drug companies get doctors to prescribe similarly 
made yet more costly new drugs? Partly through the assault of 
marketing giveaways by more than eighty thousand drug reps 
who gave away eleven billion dollars worth of free samples.9 

“I’m not that hopeful for any 
real change.…They have bought 
politicians and doctors. They’ve 
looked at everyone and anyone 
who could stand in their way 
and they’ve thrown money at 
them. The only hope we have 
is a grassroots revolution that 
will make the politicians decide 
they love votes more than drug 
company money.”

—Dr. Marcia Angell, MD, 
former editor, 

New England Journal of Medicine.8
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(This amounts to one drug rep for every doctor in the United 
States.) Bottom-line results clearly show that free samples, 
vacation “workshop” retreats to posh resorts, and free “educa-
tional” gourmet dinners do in fact sway the opinions of doc-
tors. Even more effective, of course, is cash. It’s not unusual for 
drug companies to pay doctors hundred of thousands of dollars 
a year in “consulting fees.” In 2005, drug companies paid for 
hundreds of millions of dollars and up to 80 percent of the costs 
of all doctors’ continuing-education classes.10 Many doctors are 
paid handsomely to speak on behalf of the drug companies at 
conferences held at vacation destinations. Through the promise 
of increased wealth, the drug companies continue to persuade 
and even brainwash many conventional medical doctors. And as 
we’ve already seen, it works.

Of course, drug companies must aggressively court both doc-
tors and patients alike because their drugs don’t even work for 
most people. Dr. Allen Rose, a top executive at GlaxoSmith-
Kline, reports that drugs work for as few as 25 percent of those 
who take them.11,12

In fact, drug companies spend more money on lobbying than 
does any other industry. There are now two drug lobbyists for 
every member of Congress.13

Not only are drug companies seeking out chronic diseases to 
“manage,” they’re creating new diseases to market, too. In 
2003, the magazine Medical Marketing and Media ran an article 
by Vince Parry, who was happy to report that pharmaceutical 
companies were taking the “art of branding a condition” to ever 
higher levels of expertise. The focus on developing new disor-
ders (diseases) was apparently all the buzz in the industry.14

Medical Myths Are Keeping Us Sick
The American Medical Association, American Heart Association, 
American Diabetes Association, and other conventional medical 
organizations continue to promote the medical myth that pre-
scription drugs are safer and more effective than more natural 
alternatives. Unfortunately, while conventional medical doctors 
are writing record numbers of prescriptions each year, the health 
of our nation continues to decline. The Centers for Medicare and 
Medicaid reports that the nation spent $140.6 billion in the year 
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2000 on prescription drugs.15 And of course this number esca-
lates each year. It is estimated that over three billion prescrip-
tions were written last year.16

But even though the United States spends more money on 
health care per capita than does any other country in the 
world, The World Health Organization in 2012 ranked the U.S. 
health-care system fi rst in both responsiveness and cost, but 
thirty-seventh in overall performance (behind Costa Rica) and 
seventy-second in overall health (among 191 member nations 
included in the study).17

Dangerous Drugs
In January 1999, Business Week reported on the fourth leading 
cause of hospitalizations: damage from FDA-approved drugs. 
This affects 2.2 million people a year at a cost of $5 billion. 
Americans are dying—one every three to fi ve minutes—from 
the effects of FDA-approved pharmaceutical drugs…used as 
directed!18 In fact, iatrogenic (accidentally doctor-induced) ill-
nesses take the lives of over 780,000 Americans each year.19 This 
makes conventional medicine the number one cause of death 
in the United States, beating out heart disease and cancer! (And 
this number is conservative, since only 5 to 20 percent of all 
iatrogenic events are ever reported.)20

It’s estimated by some experts that adverse drug reactions affect 
as many as fi ve million Americans each year.21 This is assuredly 
a conservative estimate. The average U.S. citizen fi lled twelve 
prescriptions in 2006,22 and over a lifetime of drug taking, he or 
she has a 26 percent chance of being hospitalized from a drug 
injury. Yet these same drugs—taken as directed—kill over 270 
Americans each day. This is comparable to a commercial jet go-
ing down on a daily basis! The very drugs that are being used 
to treat various illnesses are causing more American deaths in 
one year than occurred in the entire Vietnam War.23

Still, medical drug use continues to increase in the United 
States. Americans now spend over $250 billion a year on pre-
scription drugs, more than the gross domestic product of 
most countries in the world. Drugs are now the fastest grow-
ing part of the staggeringly high American health-care bill. In 
fact, Americans spend more on drugs than do all the people in 
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Australia, Canada, France, Germany, Italy, Japan, Spain, Brazil, 
Argentina, Mexico, New Zealand, and the United Kingdom 
combined!24 

And many of these prescriptions aren’t safe at all. For instance, 
calcium channel blockers—used to treat high blood pressure 
and heart disease—actually increase the risk of stroke and 
heart attack fi vefold, according to Dr. Curt Furberg, Wake 
Forest School of Medicine.25 And Propulsid—a drug used to 
treat GERD (gastroesophageal refl ux disease) and gastropare-
sis (delayed emptying of the stomach, usually found in type-2 
diabetics)—has caused severe heart-rhythm abnormalities. In 
June 1998, the FDA issued a statement reporting 38 deaths in 
the United States from people taking Propulsid: “Due to reports 

Drugs that deplete CoQ10, 
magnesium, and B 

vitamins create the perfect storm 
for those with FMS and CFS. 
Here’s why:

CoQ10 provides the spark 
for cellular energy. Without 
adequate CoQ10, the body’s en-
ergy is drastically reduced, and 
this can trigger a whole host 
of unwanted health problems. 
Many drugs deplete CoQ10, 
and individuals with FMS or 
CFS are often low in CoQ10 
already.

Magnesium is perhaps that 
most important mineral in 
the body. It helps regulate the 
neurotransmitters. It naturally 
relaxes tight, achy muscles and 
corrects constipation (which is 
a common sign of magnesium 
depletion). Seventy percent of 
the population is defi cient in 
this mineral, including around 
90 percent of FMS patients. 

Low magnesium can cause 
high blood pressure, mitral 
valve prolapse, tight and achy 
muscles, muscle spasms, con-
stipation, chronic headaches, 
migraines, anxiety, depression, 
fatigue, irregular heartbeats, 
insomnia, hair loss, confusion, 
and more.

Folic acid is one of the most 
potent antidepressants known. 
Lowered levels of this im-
portant B vitamin can cause 
depression, insomnia, heart 
problems, high blood pressure, 
and GI disorders.

Vitamin B6 is involved in 
more bodily functions than any 
other vitamin. It regulates the 
production of neurotransmit-
ters, serotonin, dopamine, and 
norepinephrine. Low levels of 
B6 can cause anxiety, depres-
sion, insomnia, tingling in the 
hands and feet, lowered im-
mune function, fl uid retention, 
and chronic headaches.
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of serious heart arrhythmias and deaths in people taking  Pro-
pulsid (Cisapride), the label had been changed to refl ect these 
dangers.”26

Perhaps more subtle, but certainly serious, are drug-induced 
nutritional defi ciencies.27 Although these can be corrected early, 
they often aren’t, because conventional medicine tends to gloss 
over such “minor” concerns. 

Conventional Medicine and FMS or CFS/ME 
With so many different symptoms, it’s no surprise that fi bromy-
algia and CFS patients are typically taking six to twelve differ-
ent prescription drugs. Lyrica, Elavil, Klonopin, Paxil,  Effexor, 
Xanax,  Trazadone, Neu-
rontin, Zanafl ex,  Ambien, 
 Lunesta, Cymbalta,  and 
Provigil have all been 
heralded as “the drug” 
for fi bromyalgia. Some of 
these are helpful, some 
worthless, and some re-
ally dangerous. 

Drug management alone 
typically fails to yield last-
ing relief from the most 
common fi bromyalgia 
and CFS symptoms, and 
patients’ and doctors’ 
optimism over a new 
drug treatment eventu-
ally gives way to this sad 
reality. Oh well, a new 
drug with an even larger 
marketing budget is on 
the horizon. (Forgive my 
cynicism. I’ve just seen 
this situation so many 
times!) 

Many of the most com-
monly prescribed drugs 

“Four controlled trials have 
evaluated the effi cacy of Amitrip-
tyline [Elavil] in fi bromyalgia.…
the longest trial showed no benefi t 
when compared to placebo. Fur-
thermore, the overall degree of 
benefi t was found to be relatively 
small in relevant outcomes such as 
improvement in pain, fatigue, and 
sleep. 

“Use of anti-anxiety medications 
benzodiazepines, corticosteroids, 
and nonsteroidal anti-infl amma-
tory agents, and pain medications 
have been shown to be ineffective 
and should be generally avoided. 

“Our best therapies Amitriptyline 
and Cyclobenzaprine could not 
be distinguished from placebo 
after three months of therapy. 
Long-term, follow-up observations 
indicated that clinical fi ndings for 
patients with FMS did not change 
appreciably after 15 years.”

—American College of 
Rheumatology website
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for fi bromyalgia have side effects that are similar or identical 
to the symptoms of FMS and CFS. These similarities can cause 
a lot of confusion when doctors are trying to determine the ef-
fectiveness of treatment. Ambien, for instance, can cause fl u-like 
symptoms, achy muscle pain, sore throat, and fatigue. Sounds 
like CFS, doesn’t it? 

Tranquilizers are often prescribed for restless leg syndrome; 
achy, tight muscles; and sleep problems. But these drugs deplete 
the sleep hormone melatonin, which then leads to a disruption 
of a person’s circadian rhythm (sleep-wake cycle). Instead of 
promoting deep, restorative sleep, these drugs prevent it! 

It’s important to realize that your drug or drugs may be causing 
or contributing to some or all of your symptoms. I spend a great 
deal of time with my new patients reviewing and discussing 
their current drugs—how they interact with each other, and the 
potential side effects. I often fi nd that by asking the right ques-
tion, I can help the patient realize that her symptoms began or 
worsened soon after the drug treatment began.

Sometimes, though, I do fi nd drug-induced symptoms that be-
gan months after the start of the drug treatment. Drugs deplete 
essential nutrients that the body needs to properly function, but 
it can take weeks, months, or even years for the drug to fully 
deplete the nutrient and for you to see the side effects surface.

Still, not everyone can be drug-free, and most of my patients are 
on at least one prescription medication. But the least offensive 
drug should be used—sparingly—and only to manage symp-
toms unresponsive to more natural therapies. 

A study conducted by the Mayo Foundation for Medical Educa-
tion and Research demonstrates the need for FMS and CFS 
treatment beyond drug therapy. Thirty-nine patients with FMS 
were interviewed about their symptoms. Twenty-nine were 
interviewed again ten years later. Of these twenty-nine (mean 
age fi fty-fi ve at second interview), all had persistence of the 
same FMS symptoms. Moderate to severe pain or stiffness was 
reported in 55 percent of patients, moderate to a great deal of 
sleep diffi culty was noted in 48 percent, and moderate to ex-
treme fatigue was noted in 59 percent. These symptoms showed 
little change from earlier surveys. The surprising fi nding was 
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that 79 percent of the patients were still taking medications 
to control symptoms. We can conclude that the medications 
weren’t making a signifi cant impact. 

Conventional medical treatments for FMS and CFS is a contro-
versial topic, and I certainly have no desire to offend the many 
brilliant medical doctors out there. Still, in my experience, most 
traditional doctors continue to rely on prescription medications 
to treat fi bromyalgia, even though their own studies show them 
to be ineffective and potentially dangerous. They still just don’t 
get it. Those with fi bromyalgia and CFS are sick and they want 
to feel well, not drugged. 

Just try to fi nd a doctor who really knows anything about these 
illnesses. Most don’t. It’s even harder to fi nd one who is hav-
ing any lasting success treating these illnesses. How many 
folks with fi bromyalgia get well under the care of a traditional 
rheumatologist? I speak to fi bromyalgia support groups across 
North America, and I can tell you what the answer is: very few. 
The three-month wait for a new patient appointment typically 
ends in a two-hour interview and exam followed by a ten-
minute visit to discuss test results, and then several prescription 
drugs and a follow-up appointment every three to six months. 

And let’s face it, those with fi bromyalgia are medical misfi ts; 
they don’t usually respond to medications like other folks. The 
American College of Rheumatology has, like many physicians, 
thrown up their hands and admitted they have little if anything 
to offer for those suffering from fi bromyalgia. They focus more 
on helping their patients “cope.” At least they’re honest about 
their limitations.

Let’s examine some drugs commonly used to treat fi bromyal-
gia. Along with information on the drugs, I list some possible 
side effects. Your experiences may differ from what’s described, 
but be sure to read about the drugs you’re taking. See if they 
might be causing some of your symptoms. If you suspect they 
are, work with your doctor to slowly wean off of them. If they 
were helping, you can always start them again.

NSAIDs
Nonsteroidal anti-infl ammatory drugs (NSAIDs) can be helpful, 
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especially when used for infl ammation that comes from trau-
matic injuries (sprains, strains, accidents, etc.). They can also 
be effective in relieving pain and infl ammation associated with 
chronic pain syndromes, including all forms of arthritis and 
some cases of FMS. However, long-term use of these medica-
tions can cause a host of unwanted side effects, and NSAIDs do 
not actually correct the cause of pain. In fact, they can accelerate 
joint destruction and cause intestinal permeability, which leads 
to more infl ammation.

You might have heard of how drug company Merck pulled its 
NSAID Vioxx off the market. They were responding to the re-
sults of a long-term (eighteen-month) clinical trial that revealed 
that some patients developed serious heart problems while tak-
ing the drug. The data that ultimately persuaded the company 
to withdraw the drug indicated fi fteen cases of heart attack, 
stroke, or blood clots per thousand people each year over three 
years, compared with 7.5 such events per thousand patients 
taking a placebo.

One of the FDA’s own scientists, Dr. David Graham, estimated 
that Vioxx has been associated with more than 27,000 heart 
attacks or deaths linked to cardiac problems. There is disagree-
ment within the FDA over these fi ndings, but they are still stag-
gering to consider. 

But they shouldn’t come as a complete surprise. Just before 
Celebrex and Vioxx were approved and launched, a group of re-
searchers led by Garret FitzGerald, MD, chair of the department 
of Pharmacology, and director of the Institute for Translational 
Medicine and Therapeutics at the University of Pennsylvania, 
observed that both drugs suppressed prostacyclin in humans. 
Based on the protective properties of prostacyclin (it relaxes 
blood vessels and unglues platelets in test-tube experiments), 
his team predicted that inhibiting this protection would cause 
heart attacks and strokes. Years later, it is now clear what these 
drugs do in the body. Eight placebo-controlled, randomized 
trials, performed to fi nd new uses of these drugs, showed that 
they posed a cardiovascular hazard similar in magnitude to that 
resulting from being a smoker or a diabetic, notes FitzGerald.28 

Potential side effects of drugs like Vioxx: Vioxx is what doc-
tors call a “COX-2 inhibitor.” These drugs were developed to 
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reduce pain and infl ammation without the risk of ulcers and 
other—potentially deadly—gastrointestinal side effects posed 
by aspirin and similar medications. But in solving one serious 
problem, COX-2 inhibitors might be causing another. By block-
ing COX-2 enzymes, Vioxx reduced the risk of internal bleeding 
but also kept COX-2 enzymes from doing the important work of 
counteracting COX-1 enzymes, which narrow the blood vessels. 
The blood vessels were then remaining too narrow, increasing 
the chances of a dangerous blood clot forming. 

Other COX-2 inhibitors, including Celebrex and Bextra, are be-
ing linked to an increased risk of heart attack and stroke. It may 
be a matter of time before all COX-2 inhibitor drugs are pulled 
from the market. 

New research now implicates that Voltaren (diclofenac) in-
creases the risk of cardiovascular events between 38 and 63 
percent in different studies. The increased risk with diclofenac 
is similar to that of Vioxx (which, as mentioned, was withdrawn 
from worldwide markets because of cardiovascular toxicity).29

And the really sad news is that although Vioxx did apparently 
protect the stomach as intended, other COX-2 inhibitors do not. 
Celebrex and Bextra have turned out to be no safer to the stom-
ach than older NSAIDs. And studies show that neither drug 
alleviates pain any better than the older medicines. 

Plus, the COX-2 inhibitors cost up to $3.00 per pill. These in-
clude Mobic (meloxicam), Motrin (ibuprofen), Daypro (oxapro-
zin), and Naprosyn (naproxen). Unless nothing else works to 
control your pain, NSAIDs shouldn’t be used for any extended 
period of time. 

Potential side effects of other NSAIDs: A person taking 
NSAIDs is seven times more likely to be hospitalized for gastro-
intestinal adverse effects. The FDA estimates that two hundred 
throusand cases of gastric bleeding occur annually and that this 
leads to ten to twenty thousand deaths each year. NSAIDs more 
than double a person’s risk of developing high blood pressure, 
possibly leading to more medication. In one study, 41 percent 
of those who had recently started on medication to lower their 
blood pressure were also taking an NSAID.
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Narcotic Analgesics
These pain-relieving medications, which act on the central 
nervous system, are extremely effective in relieving acute and 
chronic pain. Unfortunately, they eventually lose their effective-
ness as your body becomes “tolerant” of them. If these analge-
sics worked long term, I’d be recommending them. However, 
the person taking these medications fi nds that she has to take 
an ever-increasing dose to get any relief. Before she knows 
it, her body is addicted to a potentially life-threatening drug. 
Typically, another drug or additional drugs are then tried, and 
the process continues until the person becomes zapped of her 
vitality, living hour to hour in accordance with her medication 
schedule. 

Narcotic analgesics include  Ultram (tramadol), Lortab (hy-
drocodone), Darvocet (propoxyphene and acetaminophen), 
the Duragesic patch (fentanyl), Percocet (oxycodone and acet-
aminophen), Vicodin (hydrocodone and acetaminophen), Zerlor 
(dihydrocodeine, acetaminophen, and caffeine), and others. 
Ultram, which is less addictive, has been considered the best 
choice for those with FMS if a narcotic  pain medication is truly 
necessary. However, many are not recommending Ultram due 
to its risk for causing seizures. Taking Ultram along with SSRI 
antidepressants increases the risk.30

Other side effects include cold, clammy skin; severe confu-
sion; convulsions; diarrhea; severe dizziness; severe drowsiness; 

I ’m not opposed to pain meds; 
I realize they can be helpful 

in reducing chronic pain. Some-
times they are the only answer. 
I’d go out on the streets and 
buy them for my patients on 
the black market if these drugs 
would help long term. Unfortu-
nately, they don’t. The problem 
I have with these meds is that 
they lead to a slippery slope of 
stronger and stronger drugs as 
their effects diminish over time. 

Eventually, patients fi nd that 
they can’t live without their 
pain meds and yet they can’t 
truly live with them—their 
lives and spirits are severely 
compromised. Years of taking 
these drugs create such internal 
bodily damage that eventually, 
there isn’t any real hope of be-
coming disease-free. Fibromy-
algia patients who have been 
on strong high-dose pain meds 
for years rarely recover and are 
my most diffi cult patients.
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Nicole had been suffering 
with fi bromyalgia for al-

most eleven years. When she fi rst 
consulted me, she was taking 
Klonopin (for anxiety), Lyrica 
(nerve pain),  Celebrex (body 
pain), Norvasc (high blood 
pressure), Paxil (depression), 
Ambien (sleeplessness), and 
others—nine medications in all!

We discovered together that her 
Klonopin was depleting her 
body’s natural sleep hormone, 
melatonin, and contributing 
to her depression, fatigue, and 
short-term memory loss.

The Lyrica wasn’t helping, and 
she weaned off this medica-
tion over a two-month period. 
A lot of her side effects, which 
she had thought were new 
symptoms, disappeared once 
she was completely off the 
Lyrica—including the chronic, 
achy, low-back pain, the poor 
memory, her low moods, and 
her low energy.

The Celebrex was most likely 
causing her high blood pres-
sure. (Did you know that regu-
lar use of NSAIDs more than 
doubles a person’s risk of high 
blood pressure?) She quit the 
Celebrex and didn’t notice that 
her pain was any worse for it.

Within a few weeks, she was 
able to discontinue the poten-
tially deadly calcium-channel-
blocking drug Norvasc. (These 

types of drugs increase the risk 
of heart attack and stroke fi ve-
fold.) She immediately noticed 
more energy.

The Paxil was no longer help-
ing her depression, and it had 
likely caused her 30-pound 
weight gain. She stayed on it, 
however, for six months while 
we built up her stress-coping 
savings account (she had been 
under a great deal of stress for 
a long time, and a recent hys-
terectomy had been her body’s 
last straw). She then weaned 
off over two months. She lost 
20 pounds in the following 
months! Nearly 10 were in the 
fi rst month, on my elimination 
diet (see ch. 12).

The Ambien might have been 
contributing to her short-term 
memory loss; it is a com-
mon side effect. It might also 
have been contributing to her 
depression, fatigue, and even 
diffuse muscle pain. Within a 
few weeks of starting my fi bro-
myalgia Jump-Start Program, 
Nicole began consistently 
sleeping through the night 
without it. 

Over the next two months, she 
continually improved. Her 
irritable bowel syndrome (IBS) 
disappeared within two weeks.

Nicole still has some “fi bro 
fl are” days with pain and 
fatigue, but she is 80 percent 
better and still on the mend!
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increased sweating; low blood pressure; nausea or vomiting; 
severe nervousness or restlessness; pinpoint pupils in the eyes; 
diffi culty breathing; slow heartbeat; stomach cramps or pain; 
and severe weakness. These can happen to either you or any 
baby you are breastfeeding. More rare side effects include hallu-
cinations, severe swelling in the face, and unusual bruising and/
or bleeding.

Withdrawing from these medications can be a traumatic expe-
rience in itself, especially after your body has begun to build 
up a tolerance and expects to keep getting the drug. When the 
drug treatment stops, you could experience body aches; diar-
rhea; a fast heartbeat; a fever, runny nose, or sneezing; nausea 
or vomiting, nervousness or irritability; shivering or trembling; 
stomach cramps; trouble sleeping; or weakness, among other 
symptoms.

 Sleep Aids 
 Ambien (zolpidem) has been a very popular prescription medi-
cation in the United States.  Lunesta (eszopiclone) is a similar 
sleep aid. Both are short-acting, designed to last four to six 
hours. If a patient takes a half-dose before bed, then he can take 
an additional half-dose if needed in the middle of the night. 

A new study by Scripps 
Clinic researchers links 

sleep medications to a 4.6 times 
higher risk of death and a sig-
nifi cant increase in cancer cases 
among regular pill users.

 “What our study shows is 
that sleeping pills are hazard-
ous to your health and might 
cause death by contributing to 
the occurrence of cancer, heart 
disease and other ailments,” 
said Daniel F. Kripke, MD, of 
the Viterbi Family Sleep Center 
in San Diego.

The research is the fi rst to show 
that eight of the most com-
monly used hypnotic drugs— 
including the popularly 
prescribed medications zolpi-
dem (Ambien) and temazepam 
(Restoril)—were associated 
with increased hazards of mor-
tality and cancer. Even among 
patients who were prescribed 
one to eighteen sleeping pills 
per year, the risk of death was 
3.6 times higher than among 
similar participants who did 
not take the medications. 

The study found the increased 
risk in all adult age groups.31
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(The newer  Ambien CR tries to avoid this 
midnight redosing, however, by includ-
ing a slow-release layer designed to last 
all night.) Even though the literature on 
 Ambien suggests that most patients don’t 
build up a tolerance, most do. But other 
patients do well on  Ambien, and it does 
promote deep, restorative sleep.

Sonata (zaleplon) is designed to last 
for only four hours; this helps prevent 
morning hangover. I’ve not found it to be 
very effective, though, since most of my 
patients have trouble sleeping through 
the night, not just with getting to sleep. 

Medications other than sleep aids (such 
as antidepressants and tranquilizers) can 
also be used to encourage sleep. Each one 
works differently. 

Potential side effects of sleep aids: 
short-term memory loss, fuzzy thinking, 
sedation, next-day hangover, mood dis-
orders (anxiety and  depression), fl u-like 
symptoms, muscle aches, incoordination, 
dizziness, diarrhea, and others. Long-
term use can lead to other symptoms, 
including upset stomach, joint pain, up-

per respiratory-tract infection, sore throat, urinary infection, and 
heart palpitations. Don’t these symptoms sound a lot like those 
of FMS/CFS? If you do choose a sleep aid, familiarize yourself 
with its side effects, as they might show up later and appear at 
fi rst to be unrelated. 

These drugs, like most, are processed by the liver, so those with 
sluggish liver function should use them with caution. 

 Antidepressants 
Selective   serotonin re-uptake inhibitors (SSRIs), such as Zoloft 
(sertraline), Paxil (paroxetine HCl),  Celexa (citalopram),  Prozac 
(fl uoxetine), and Luvox (fl uvoxamine), work by increasing the 

Rates of new 
cancers 

were 35 percent 
higher among 
patients who 
were prescribed at 
least 132 hypnotic 
doses a year as 
compared with 
those who did not 
take the drugs.

Using data stored 
in an electronic 
medical record 
that has been in 
place for more 
than a decade, 
the researchers 
obtained informa-
tion on almost 
40,000 patients 
cared for by a 
large integrated 
health system in 
the northeastern 
United States.32
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brain’s use of the neurotransmitter   serotonin. (Serotonin defi -
ciency is linked to anxiety,  depression, lowered pain tolerance, 
poor sleep, and mental fatigue.) 

Trazadone (desyrel) blocks the re-uptake of the neurotrans-
mitters   serotonin and  norepinephrine. It reduces anxiety and 
promotes deep sleep. I’ve found this drug helpful when the pre-
ferred natural therapies (outlined in ch. 16) don’t work, though 
it can cause early-morning hangover. 

Tricyclic antidepressants, such as Elavil (amitriptyline), Pa-
melor (nortriptyline), and Sinequan or Adapin (doxepin), 
block the hormones   serotonin and  norepinephrine, producing 
a sedative effect. Elavil was one of the fi rst drugs to be studied 
in the treatment of FMS. It can be very helpful in reducing the 
pain associated with FMS, but it has several potential side ef-
fects. It is also prone to lose its effectiveness over time. It does 
promote deep, restorative sleep.

Savella: Another Gasoline Additive
The latest overly hyped fi bromyalgia drug,  Savella is designed 
to re-uptake  norepinephrine. All of us in the fi bromyalgia 
community welcome any and all drugs that provide long-term 
symptom relief with minimal side effects. And Savella might 
work for you. Unfortunately, the majority of my FMS patients 
report very little benefi t on it, even after months. 

The FDA’s approval of Savella for the treatment of fi bromyal-
gia came nineteen months after the approval of Lyrica, the fi rst 
drug approved for fi bromyalgia, and roughly nine months after 
the approval of  Cymbalta.

The approval of Savella was based on two clinical trials involv-
ing 2,084 fi bromyalgia patients (1,460 on Savella and 624 on pla-
cebo). About 25 percent of people taking Savella had a positive 
response. This was considerably better than the 13 percent who 
had a positive response to a placebo. 

However, while the makers of Savella will be sure to promote it 
as being twice as effective as a placebo, what they won’t say is 
what you now know: The drug failed to help 1,095 of the 1,460 
participants in the study who were taking Savella.
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There are no studies directly comparing Savella to Cymbalta, 
although it’s likely that because of their similar mechanisms of 
action, they would be similar in effectiveness. Both drugs are 
antidepressants known as selective serotonin and norepineph-
rine reuptake inhibitors (SSNRIs). They are supposed to help a 
person use her own serotonin and norepinephrine more effec-
tively by blocking the brain’s normal removal of these chemi-
cals from its synapses. 

Serotonin helps regulate deep, restorative sleep, reduces pain, 
boosts mood and mental clarity, and controls digestion and 
elimination (it’s defi cient in IBS patients). Norepinehrine helps 
boost mood, maintain mental and physical energy, and block 
pain. Restoring serotonin and norepinehrine to optimal levels 
often yields dramatic improvement in the chronic pain, poor 
sleep, low moods, and brain fog associated with fi bromyalgia.

But using SSNRI drugs like Savella is analogous to using a 
gasoline additive to help your car get more mileage out of 
the gasoline in its gas tank. Unfortunately, for the majority of 
individuals who suffer with fi bromyalgia and/or other brain-
chemical-defi cient illnesses, such as clinical depression, they 
don’t have any serotonin or norepinephrine in their brains to 
re-uptake anyway, so inhibiting the nonexistant re-uptake isn’t 
going to do any good. 

Just like a gasoline additive poured into an empty tank doesn’t 
help your car at all, an SSNRI drug given to someone with little 
to no serotonin or norepinephrine to begin with doesn’t do 
much. Results are usually short-lived and disappointing.

And that’s not all. Studies show that the use of antidepressants 
causes the brain to release less 
and less serotonin and nor-
epinephrine over time as the 
brain tries to compensate by 
shutting down the nerves that 
produce these two neurotrans-
mitters.

This is known as down-regu-
lation. Eventually, the brain re-
duces the number of serotonin 

Don’t some of these side 
effects sound like some 

of the symptoms of FMS/CFS, 
too? That’s one reason that 
drug therapy can be so frus-
trating for my patients. It’s 
nearly impossible to fi gure 
out what the drug is helping 
and what it’s causing.
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A new study evaluating 
two drugs commonly 

prescribed for fi bromyalgia, Cym-
balta and Savella, shows that 
these drugs are often more 
harmful than helpful.

Among fi bromyalgia patients 
taking either of two commonly 
prescribed drugs to reduce 
pain, 22 percent reported sub-
stantial improvement while 21 
percent had to quit the regimen 
due to unpleasant side effects, 
according to a new review in 
The Cochrane Library.33

The authors reviewed ten high-
quality studies following more 
than 6,000 adults who received 
duloxetine (like Cymbalta), 
milnacipran (like Savella), or a 
placebo for up to six months. 

“This is a very important 
study,” said Fred Wolfe, MD, 
of the National Data Bank for 
Rheumatic Diseases. “There’s 
an enormous amount of ad-
vertising suggesting that these 
drugs really help, whereas the 
research data show that the im-
provement is really minimal.”

Treatment with drugs alone 
“should be discouraged,” the 
reviewers added. Instead, they 
recommend a multifaceted 
treatment approach includ-
ing medications for those who 
fi nd them helpful, exercises to 
improve mobility, and psycho-
logical counseling to improve 
coping skills.

I applaud the authors’ recom-
mendations. However, “psy-
chological counseling” should 
never be interpreted to mean 
that the patient is lazy, crazy, 
or a hypochondriac. Nothing 
could be further from the truth, 
and I’d suggest this recommen-
dation does more harm than 
good. Similarly, exercise for a 
fi bro patient, especially those 
with severe symptoms, only 
causes fl ares, more pain, and 
fatigue until the underlying 
causes are addressed.

Learning to cope with chronic 
pain or becoming more limber 
have their place, but they offer 
little in the way of correcting 
fi bromyalgia at its core.

“The medical fi eld does poorly 
with the treatment of fi bromy-
algia in general,” says Brian 
Walitt, MD, MPH, a co-author 
of the review and an expert in 
pain syndromes at Washington 
Hospital Center in Washing-
ton, DC. “Chasing [a cure] 
with medicine doesn’t seem to 
work.”

“The people who seem to me 
to do best sort of fi gure it out 
on their own by thinking about 
things, getting to know them-
selves, and making changes in 
their lives to accommodate who 
they’ve become,” concludes 
Walitt.

Thank you Dr. Walitt, I couldn’t 
agree more. 
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and norepinephrine receptors—even by 40–60 percent in some 
parts of the brain. They literally disappear from the brain. 

Now the patient is really in trouble as depression, anxiety, 
chronic pain, irritable bowel, brain fog, and poor sleep become 
even worse, and the brain has decreased its own ability to fi x 
the problems.

This may explain why patients often switch from one antide-
pressant drug to another in hopes of feeling better.

Common side effects of prescription antidepressants may 
include anxiety, depression, headache, muscle pain, chest pain, 
nervousness, sleeplessness, drowsiness, weakness, changes in 
sex drive, tremors, dry mouth, irritated stomach, loss of ap-
petite, dizziness, nausea, rash, itching, weight gain, diarrhea, 
impotence, hair loss, dry skin, chest pain, bronchitis, abnormal 
heartbeat, twitching, anemia, low blood sugar, and low thyroid.

Savella may be helpful, certainly safer than Lyrica, but again, no 
one suffers from a Savella or antidepressant defi ciency. You can 
read more about antidepressant drugs in ch. 16.

All antidepressants are partially or wholly broken down in the 
liver, and this can create liver dysfunction in patients with a 
sluggish liver. Elavil commonly causes weight gain, and so does 
 Paxil. Some of my patients have gained 50 or more pounds in 
three to six months on the drug.

Harvard Medical School’s Dr. Joseph Glenmullen recently 
reported on the many dreadful side effects associated with 
conventional antidepressant medications. His report included 
neurological disorders, sexual dysfunction (in up to 60 per-
cent of users), debilitating withdrawal symptoms (includ-
ing hallucinations, electric shock–like sensations, dizziness, 
nausea, and anxiety), and decreased effectiveness in about 35 
percent of long-term users. 

Another frightening “side effect” is a suspected link between 
 SSRI use and suicide in teenagers and children. Drug regula-
tors have recommended that Paxil not be newly prescribed to 
anyone under age eighteen. Some regulators believe the risk 
extends to adult patients, as well. 
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Tranquilizers
Soma (carisprodol) is a muscle relaxant that acts on the central 
nervous system. The most common complaint is its sedat-
ing nature. It can be helpful, especially if there is a great deal 
of muscle guarding (muscles staying tense in anticipation of 
pain or injury), but it does not promote deep, restorative sleep. 
 Flexeril (cyclobenzaprine) is a muscle relaxant chemically simi-
lar to the antidepressant Elavil. It is quite sedating and does 
promote deep, restorative sleep. However, it also is associated 
with early-morning hangover, daytime fatigue, and depression. 
Baclofen (lioresal) is a muscle relaxant similar to the natural 
neurotransmitter  GABA (gamma-aminobutyric acid). It does 
not promote deep, restorative sleep. Zanafl ex (tizanidine) is a 
muscle relaxant that has gained some popularity among physi-
cians treating FMS. It is sedating but does not promote deep, 
restorative sleep. 

Potential side effects of tranquilizers: Fatigue, rapid heartbeat, 
slow heart action, vomiting, dizziness, depression, breathing 
diffi culties, chest tightness, trembling, low blood pressure, 
weakness, nausea, headache, weight gain, and insomnia. Zanaf-
lex has been associated with liver failure and liver injury; at 
least three individuals have died from taking it. This toxic, 
dangerous drug has become popular for treating fi bro large-
ly—based on what I can tell—because of a group of drug-
happy rheumatologists who are known in the profession to be 
“fi bromyalgia experts.” I wonder how many lunches, dinners, 
and trips the drug reps doled out so that these “experts” would 
start promoting this dangerous drug.There is no reason whatso-
ever to prescribe Zanafl ex. There are other drugs available with 
less harmful potential side effects.

Benzodiazepines 
These medications are usually used as anti-anxiety medication, 
and they include Xanax (alprazolam), Klonopin (clonazepam), 
 Ativan (lorazepam), Restoril (temazepam), BuSpar (buspirone 
hydrochloride), Tranxene (clorazepate dipotassium), Serax 
(oxazepam), Librium (chlordiazepoxide), Tegretol (carbamaze-
pine), Valium (diazepam), Trileptal (oxcarbazepine), Seroquel 
(quetiapine), Risperdal (risperidone), and Symbyax (olanzap-
ine and fl uoxetine HCl). 
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Psychiatric medications are among the most widely prescribed 
and best-selling class of drugs in the United States. In 2010, 
Americans spent $16.1 billion on antipsychotics to treat depres-
sion, bipolar disorder, and schizophrenia and $11.6 billion on 
antidepressants, according to IMS Health, which tracks pre-
scription-drug sales.

Benzodiazepines are addictive, and patients build up a toler-
ance so that the drugs eventually lose effectiveness as a sleep 
aid. Addiction may occur in as little as two weeks. 

The big problem with these medications, though, are the side ef-
fects, many of which mirror the symptoms of fi bromyalgia and 
CFS. And they don’t promote deep, restorative sleep, so they 
are defi nitely not worth the risk. 

 Benzodiazepines depress the central nervous system and act 
on the neurotransmitter GABA, a calming chemical that trans-
mits messages from one cell to another. So directly or indirectly, 
these drugs infl uence almost every brain function and most 
other bodily systems, including functions of the nervous, neuro-
muscular, endocrine, and gastro-
intestinal systems. It’s no wonder 
their side effects are so severe.

Benzodiazepines should be 
weaned off, starting as soon as 
possible. Be sure to work with a 
medical doctor as you wean off, 
and take it slow to avoid terrible 
withdrawal symptoms.

Prescribing benzodiazepines for 
poor sleep, restless leg syndrome, 
sleep apnea, and other fi bro-related conditions should be con-
sidered malpractice. These drugs are dangerous, addictive, and 
a poor choice when there are other drugs that are as effective 
without the risky side effects.

Potential side effects of benzodiazepines: Poor sleep; seizures; 
mania; depression and suicidal thoughts; tinnitus (ringing in 
the ears); transient amnesia; dizziness; agitation; disorientation; 
low blood pressure; nausea or vomiting; fl uid retention; muscu-
lar incoordination and tremors; sexual dysfunction; prolonged 

How tragic to live a 
productive, active 

life, only to become ad-
dicted to a life-draining, 
mind-numbing drug. If 
you are a senior on a ben-
zodiazepine for your fi bro-
myalgia, I encourage you 
to seek out other options 
with your doctor’s help.
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drowsiness or a trance-like state; fatigue; headaches; body aches 
and pains; chills; runny nose; cough; congestion; diffi culty 
breathing; feelings of discouragement, sadness, or emptiness; 
diarrhea; diffi culty swallowing; vision and voice changes; and a 
host of others.

The crippling side effects and addictive nature of these drugs 
have been known for at least forty years, yet doctors continue 
to prescribe them at an ever-increasing rate, especially for se-
niors. Surveys show that over 5.6 million adults over the age of 
sixty-fi ve are now taking benzodiazepines. A mouth-dropping 
50 percent of all women sixty and older will be prescribed a 
benzodiazepine drug. And since addiction often occurs within 
four weeks of starting these drugs, the majority of these folks 
are now dependent on them.

Tolerance to the hypnotic (sleep) effects of these drugs may 
occur within one week. Symptoms of tolerance are identical to 
drug-withdrawal symptoms and may include anxiety, panic, 
severe insomnia, muscle pain and stiffness, depression, suicidal 
thoughts, rage, heart and lung problems, and agoraphobia (ex-
treme fear of public or crowded spaces).

Tragically, only 10 to 30 percent of people are able to success-
fully stop taking these drugs. The rest are addicted for life. 

Anticonvulsant Drugs 
GABA inhibitors such as Gabitril (tiagabine HCl) and Neuron-
tin ( gabapentin) are anticonvulsant medications originally used 
to control seizures. They are now being used to block nerve-
related pain (neuralgia), including pain caused by herpes zoster. 
These medications are also prescribed with some success for 
chronic headaches. I’ve not found them to be helpful, though, 
for the diffuse extremity pains associated with FMS. They do 
not promote deep, restorative sleep and can cause many of the 
same symptoms associated with CFS and FMS. Most patients 
can wean off these medications with no problems. 

Turn the page to learn some frightful truths about the market-
ing of  Neurontin.



114   Traditional Medicine Alone Is a Dead End for Fibro and CFS

When clinical studies 
revealed that Warner-

Lambert’s new epilepsy drug, 
Neurontin, was generally inef-
fective and potentially danger-
ous (it worsened the symptoms 
of 5–10 percent of those who 
tried it), their shareholders 
weren’t happy.

Executives at Warner-Lambert 
decided to expand sales 
beyond the limited epilepsy 
patients to those suffering such 
chronic conditions as attention 
defi cit disorder (ADD), mood 
disorders, migraines, and other 
illnesses. In order to save time 
and money, they decided not 
to actually test Neurontin’s 
effectiveness on any of these ill-
nesses. Instead of clinical trials, 
they spent their time hatching a 
promotion strategy.

To convince doctors (some 
unsuspecting, some willing to 
be deceived) of their patients’ 
need for the drug, the company 
sent doctors to Chateau Elan (a 
luxury resort outside of At-
lanta, Georgia) while treating 
them to an all-expenses-paid 
extended weekend with tickets 
to the 1996 Olympics. They 
dined in four-star restaurants, 
lounged by the pool, played 
golf, and got their daily spa 
treatments. For the makers of 
Neurontin, it was a small price 
for the intended payoff.

During this time, the doc-
tors were exposed to constant 
Neurontin-to-treat-everything 
brainwashing “information.”

In her book, Our Daily Meds,34 

Melody Peterson quotes one 
of the sales executives push-
ing Neurontin, who left a voice 
message to the medical liaisons: 
“When we get out there, we 
want to kick some ass. We want 
to sell Neurontin on pain. All 
right? And monotherapy and 
everything we can talk about. 
That’s what we want to do.” 
John Ford, a senior marketing 
executive for Parke-Davis, had 
this to say at a sales meeting: 
“Neurontin for pain, Neurontin 
for monotherapy, Neurontin for 
bipolar, Neurontin for every-
thing.” Ford went on to rally 
his sales troops to encourage 
doctors to prescribe the drug in 
higher and higher doses (which 
of course, would yield higher 
and higher profi ts).

Again from Our Daily Meds, Mr. 
Ford is quoted: “I don’t want to 
see a single patient coming off 
Neurontin before they’ve been 
up to at least 4,800 milligrams 
per day. I don’t want to hear 
that safety crap either.”

To further promote Neurontin 
to unsuspecting doctors, the 
company paid Medical Educa-
tion Systems, Inc. over $160,000 
to create dozens of “scientifi c” 
articles endorsing Neurontin. 
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After the professional writers 
were fi nished, doctors received 
$1,000 each to sign off on them. 
Then they were circulated to 
others in the fi eld.

Doctors were also hired to give 
“dinner talks,” where other 
doctors received continuing-
education credit for attending 
a Neurontin propaganda pitch 
over a free gourmet meal at a 
fi ne restaurant. These meet-
and-greet events were lucrative 
for the doctor spokespersons 
who presented; some earned 
as much as $100,000 a year, just 
for wining and dining—and of 
course, pushing Neurontin for 
everything.

Not taking any chances, Parke-
Davis applied another scheme, 
paying doctors to actually pre-
scribe Neurontin. The company 
set up an “experimental trial” 
and paid doctors $350 for each 
patient placed on the drug. 
More money was added if the 
doctor kept the patient on the 
drug after the trial ended. One 
thousand doctors signed up.

Meanwhile, legitimate research 
and unbiased trials continued 
to report that Neurontin had 
little if any benefi t for the con-
ditions it was being promoted 
for.35

In 2004, pharmaceutical giant 
Pfi zer (which owns Warner-
Lambert and Parke-Davis) 
pleaded guilty to marketing 

Neurontin for uses unapproved 
by the federal government. 
They were fi ned $430 mil-
lion, including a $240 million 
criminal fi ne, the second largest 
in a health-care fraud prosecu-
tion. (Of course, Pfi zer’s 2003 
revenue was $45.1 billion, so 
this was merely a drop in the 
bucket.)

Not convinced that at least 
some folks at Pfi zer aren’t out 
for your best interests? Consid-
er this: a study done in the late 
1990s showed Neurontin inef-
fective for diabetic nerve pain. 
Then Michael Rowbotham, 
marking team leader, wrote this 
in a 2000 email: “I think we can 
limit the potential downsides 
of the…study by delaying the 
publication for as long as pos-
sible….It will be more impor-
tant to how WE write up the 
study.”36 The study’s scientifi c 
manager, Beate Rodes, wrote 
in an email that she had been 
told, “we should take care not 
to publish anything that dam-
ages Neurontin’s marketing 
success.” And a Scandinavian 
study clearly demonstrated that 
Neurontin was no better than 
a sugar pill in treating diabetic 
nerve pain. 

Given the facts surrounding 
the faulty data and outright 
lies in marketing Neurontin, 
should we be leery of Pfi zer’s 
Lyrica, which is really just time-
released Neurontin packaged in 
a different bottle?
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Pfi zer’s anticonvulsant Lyrica, the fi rst drug to gain FDA ap-
proval for the treatment of fi bromyalgia, is very similar to 
Neurontin. The two compounds share similar mechanisms of 
action, but Lyrica is supposed to be as effective as Neurontin but 
at lower doses, which hopefully means lower side effects. Still, 
Lyrica is associated with all the same side effects as Neurontin.

Some say that Lyrica doesn’t work well enough to have war-
ranted FDA approval. In 2004, reviewers recommended against 
approving the drug, citing its side effects. But the FDA ap-
proved it anyway. Pfi zer then asked the FDA to expand the ap-
proved uses of Lyrica to include the treatment of fi bromyalgia, 
and the agency did so in June 2007.

Is Lyrica effective? According to clinical trials, patients taking 
Lyrica reported that their pain fell, on average, about two points 
on a ten-point scale, compared with one point for patients tak-
ing a placebo. Not a big effect, to say the least.

Roughly 30 percent of patients reported that their pain fell by at 
least half, compared with 15 percent of those taking a placebo. 
While a 50 percent reduction in pain is impressive, remem-
ber that it occurred in only three out of ten patients who took 
Lyrica. And half of those could have been under the placebo 
effect. Still, for those who can’t get their pain under control any 
other way, Lyrica is certainly an option. But you must go into 
treatment aware of the potential risks. Here are excerpts from 
just a couple of emails I have received from people who tried 
Lyrica and reported to me about it. The fi rst is from a registered 
respiratory therapist.

Lisa T.
When Lyrica was approved, I was the fi rst in my doctor’s practice, at 
the door, ready to try it. Unfortunately, the drug tried me. One 25-
mg. dose, and…I couldn’t think, my vision was severely blurred, my 
speech slurred to the point my husband determined I’d had a stroke. I 
couldn’t walk…After notifying the doctor, he assured my husband.…

I have absolutely NO memory of anything thirty minutes after taking 
that pill….I looked my daughter directly in the face from about twelve 
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inches away and had no idea who she was. According to [my husband 
and daughter], I had absolutely no affect [emotions] and didn’t say a 
word….

They took me home, put me to bed, and I stayed there for two days, 
barely eating and sleeping between waking in horrible pain….So it 
only made me worse, but I’m grateful it does help a few of us, and I’m 
grateful most of all for the commercials that validate that we’re out 
here, we’re normal people, and we are in pain.

Another email is from Tampa, Florida. Maria wrote to tell me 
about her experience with Lyrica:

Maria R.
The drug helped me sleep deeply, although I was never really refreshed 
by my sleep. Slowly but inexorably, even on this low dose, my pain 
did not improve but worsened over the year.

I developed incredible muscle stiffness; the muscles in my back often 
felt like they were set in concrete. I could not bend forward an inch 
upon getting up in the morning. Eventually, I felt that perhaps what I 
thought were worsening fi bromyalgia symptoms were actually Lyrica 
side effects. I decided to give myself a birthday present and stop taking 
Lyrica. This was a terrible mistake. In my enthusiasm, I neglected to 
ask my physician how to discontinue Lyrica. I just stopped. Not good.

First 24 hours, nothing. Just a normal day except that I got out of bed 
and could instantly touch my toes again. I was delighted! During the 
second 24 hours, I began to feel uneasy and “fl u-ish.” On the third 
night after discontinuing the drug, I felt like I had walked off a cliff.

I experienced high agitation and anxiety—was totally unable to rest or 
sleep. My heart pounded as if it would leap from my body. My chest 
was tight, and I felt unable to breathe. I hurt from head to toe, expe-
rienced awful tingling in my legs, arms, and hands. The itching was 
terrible, especially around my neck and shoulders. I was nauseated 
and completely unable to eat.

These symptoms continued for two weeks. I made one trip to the ER, 
sure that I must be having a heart attack. I was terrifi ed. The ER doc-
tor was confi dent that it was Lyrica, saying that it was a really hard 
drug to withdraw from. I’ll vouch for that!
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I would never encourage anyone to take this medication. I am almost 
two months past this awful episode in my life, but I am still strug-
gling with the aftermath.

Pfi zer wasted no time in promoting Lyrica for the treatment of 
fi bromyalgia. They spent $46 million in the fi rst nine months of 
2007 alone. But their commercials are certainly not public-service 
announcements just for the common good. No way. Pfi zer fully 
intends to gain back every penny they’ve spent—and more. Fol-
lowing the FDA approval, online investment research forecaster 
Datamonitor had this to say about what they foresaw for drug-
company profi ts due to fi bromyalgia: “a dramatic rise in market 
value resulting from an upsurge in diagnosis and treatment 
rates. Estimated at $367 million in 2006 in the United States.…
The market is forecast to grow to $1.7 billion in 2016. Polyphar-
macotherapy [the use of multiple drugs] will become common 
place in fi bromyalgia management.”37

On the bright side, Pfi zer’s multimillion-dollar public-relations 
campaign should also help the general public become more 
knowledgeable about fi bromyalgia. Plenty of my patients are 
thankful for the validation that the commercials seem to pro-
vide. Lisa, quoted above, wrote, “On the other hand, just the 
advertisements have been such a boon to the education of those 
who simply don’t believe, as if fi bromyalgia is a disease made 
up by Disney cartooners. I’ve actually heard and seen people 
watch the commercial, look at me and say: ‘oohhh!’ ”

Based on my experience of treating hundreds of patients taking 
Lyrica, I believe it to be worthless for 99 percent of my patients 
and 90 percent of fi bro patients in general. The majority of my 
patients taking it can’t stay on it due to side effects. The oth-
ers who attempt to stay on the drug usually fi nd that the drug, 
once weaned off, is never missed—it did nothing! You should 
know I’ve had numerous patients wean off the drug and real-
ize that their pain had actually improved. Yes, one of the many 
potential side effects associated with Lyrica is chronic pain.

Topamax (topiramate) is used primarily for adjunctive therapy 
for tonic-clonic seizures. It is also used to treat anxiety. 

Potential side effects of anticonvulsant drugs: prolonged 
drowsiness or a trance-like state; dizziness; weakness; blurry or 
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P fi zer was running full-page 
Lipitor ads for a time in 

numerous papers, including 
the New York Times and USA 
Today. The ads featured Dr. 
Robert Jarvik, inventor of the 
artifi cial heart, and read, “In 
patients with multiple risk fac-
tors for heart disease, Lipitor 
reduces risk of heart attack by 
36%*.” The noteworthy part of 
this ad was the asterisk. It led 
to a little note that disclosed, 
“That means in a large clinical 
study, 3% of patients taking 
a sugar pill or placebo had a 
heart attack compared to 2% of 
patients taking Lipitor.” Not 
quite as impressive when you 
put it that way.

Another Jarvik Lipitor ad in the 
Times proclaimed, “In patients 
with   type-2 diabetes, Lipitor re-
duces risk of stroke by 48%* if 
you also have at least one other 
risk factor for heart disease.” 
The asterisk explanation here 
read, “That means in a large 
clinical study, 2.8% of patients 
taking a sugar pill or placebo 
had a stroke compared to 1.5% 
of patients taking Lipitor.”

We’re spending $26 billion 
a year for a 1–2 percent de-
creased risk for heart attack or 
stroke? That’s what all the fuss 
is about? It almost seems like 
snake oil. Yet some doctors are 
recommending we put statins 
in the drinking water. Others 
are even suggesting that infants 

with a family history of heart 
disease take statins as a preven-
tative measure.

And perhaps your doctor, 
convinced that  statin drugs 
are harmless, routinely pre-
scribes them for anyone with 
a cholesterol level above 200. 
He might even cite a number 
of studies in which statin use 
has lowered the number of 
heart attack deaths compared 
to controls. But if we look a 
little deeper into these studies, 
we see that statin medications 
do not signifi cantly reduce the 
risk, and some studies have 
shown no improvement at all. 
A meta-analysis of twenty-six 
controlled, cholesterol-lowering 
trials found an equal number 
of cardiovascular deaths in 
the treatment and control 
groups.38 And by reducing your 
cholesterol, statins can actu-
ally increase your risk of death 
overall.39

So the question isn’t, “Do  statin 
drugs reduce the incidence 
of certain kinds of deaths for 
certain kinds of people?” The 
real question is this: “Do  statin 
drugs reduce deaths?” That 
would be my defi nition of life-
saving. Whether it’s from heart 
attack or side effects, death is 
death, friend. And we want to 
avoid it.

(Adapted from Heart Disease: 
What Your Doctor Won’t Tell 
You, by the author)



120   Traditional Medicine Alone Is a Dead End for Fibro and CFS

double vision; fl uid retention; muscular incoordination, balance 
changes, clumsiness, and accidental injury; long-term ophthal-
mic problems (abnormal eyeball movements and disorders); 
tremors; rapid weight gain or severe weight loss; severe back 
pain; constipation and painful, uncontrollable, or diffi cult urina-
tion; muscle aches; memory loss; weakness;  depression, confu-
sion, dementia, and delusions; diffi culty breathing or speaking; 
itching; involuntary muscle twitching; serious rash; runny nose; 
swelling; stabbing or tingling pain; seizures; and rarely, coma.

Topamax can also cause “serious eye damage and/or blind-
ness.” This is a quote from the manufacturers themselves. They 
go on: “As of August 17, 2001 there have been 23 reported cases: 
22 in adults and one in pediatric patients. It is generally recog-
nized that post-marketing data are subject to substantial under-
reporting.” 

Beta-Blockers 
Beta-blockers, such as Inderal (propranolol), Lorpressor or Tor-
prol (metoprolol), and Tenormin (atenolol), are used for long-
term management of angina (chest pain), mitral valve prolapse 
(MVP), irregular heartbeat, and high blood pressure. I’m always 
amazed at how many of my patients are taking these drugs for 
MVP, even with their very serious side effects. 

These drugs slow the heart rate, which reduces cardiac output 
and leads to low blood pressure and fatigue. The brain and 
muscles then aren’t getting enough blood and oxygen, and this 
can lead to fuzzy thinking, poor memory, depression, anxiety, 
and fatigue. 

Potential side effects of beta-blockers: According to Mark 
Houston, MD, associate clinical professor of medicine at 
Vanderbilt School of Medicine, side effects associated with 
beta-blockers include congestive heart failure, reduced cardiac 
output, fatigue, heart block (disease of the heart’s electrical 
system), dizziness, depression, decreased heartbeat and func-
tion, cold hands and feet, paresthesia (a feeling of “pins and 
needles”), shortness of breath, drowsiness, lethargy, insomnia, 
headaches, poor memory, nausea, diarrhea, constipation, colitis, 
wheezing, bronchospasm, Raynaud’s syndrome (burning, 
tingling, pain, numbness, or poor circulation in the hands and 
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feet), lameness/limping, muscle cramps, muscle fatigue, low-
ered libido, impotence, postural hypotension, raised triglycer-
ides, lowered HDL, raised LDL, and high blood sugar. 

Natural alternatives: Dr. Houston recommends Hawthorne 
berry as a natural beta-blocker alternative.40 Hawthorne berry 
is an ACE inhibitor; it works by blocking the angiotensin-
converting enzyme (ACE). This enzyme is what causes the 
constriction of arteries, which raises blood pressure and heart 
rate. Recommended dose of Hawthorne berry is 160–900 mg. of 
standardized extract daily. 

In my experience, the best way to stop the symptoms associated 
with heart irregularities, including MVP, is to correct magne-
sium defi ciency. Magnesium is a natural sedative that relaxes 
muscles, and the heart is, of course, mostly muscle. The smooth 
muscle contained in the blood vessel lining is also dependent 
on magnesium. 

 Magnesium acts like a  beta-blocker by inhibiting stimulatory 
hormones, including  norepinephrine and epinephrine (hor-
mones that increase heart rate). Fortunately, magnesium doesn’t 
cause fatigue or the other symptoms associated with prescrip-
tion beta-blockers. Certainly, 500–700 mg. of magnesium daily 
is a lot safer than a beta-blocker!41,42,43,44 

I have found that most people can wean off beta-blockers and 
other high-blood-pressure medications by increasing their 
omega-3 and magnesium. Some individuals will also need 
niacin (vitamin B3) at rather high doses. For more information 
about cardiovascular disease, including MVP, please see my 
book Heart Disease: What Your Doctor Won’t Tell You.

Stimulants 
Stimulants such as Adderall (amphetamine); Concerta, Meta-
date, or Ritalin (methylphenidate); Cylert (pemoline); Dex-
edrine (dextroamphetamine); and Focalin (dexmethylphenidate 
HCl) are used to increase adrenaline. They can be helpful in 
increasing a person’s energy. But remember the saying “speed 
kills.” These medications are nothing more than various forms 
of amphetamines (“speed”) and are incredibly hard on the ad-
renal glands. Long-term use can cause adrenal burnout at least 
and full-blown Addison’s disease at worst. 
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Provigil (modafi nil) is a different kind of stimulant than those 
listed above and is being recommended by some for the fatigue 
associated with FMS and CFS. It can help wake you up in the 
morning and make you more alert. However, the reason you’re 
tired is that you’re not going into deep, restorative sleep each 
night. This is the problem that needs to be solved. This medica-
tion, rather than help you sleep well, will interfere with your 
normal  circadian rhythm (sleep-wake cycle). 

Potential side effects of  stimulants: insomnia, Tourette’s syn-
drome (a movement disorder), nervousness, anxiety, mania, 
 depression, irritability, aggression, rapid heartbeat, high blood 
pressure, abnormal muscle movements, psychosis, headaches, 
seizures, visual disturbances, unwanted weight loss, aplastic 
anemia (arrested development of bone marrow), liver dysfunc-
tion, and blood disease. 

Conventional Treatments of ADHD
Traditional medicine advocates the use of stimulant medica-
tions for the treatment of attention defi cit hyperactivity disorder 
(ADHD). These medications, which include Adderall (dextro-
amphetamine/amphetamine) and Ritalin (methylphenidate), 
exert their effects by binding to the monoamine transporters 
and increasing the extracellular levels of the neurotransmitters 
serotonin, norepinephrine, and especially,  dopamine. Dopamine 
exerts a calming, focusing effect on people who have ADHD. 
It enhances signaling between nerve cells that are involved in 
task-specifi c activities and also decreases stimulatory “noise.”

Spending on ADHD drugs soared from $759 million in 2000 to 
$7.2 billion in 2011, according to IMS Health, a pharmaceutical 
information and consulting fi rm.45 The United States uses ap-
proximately 90 percent of the world’s Ritalin. The International 
Narcotics Control Board (INCB), an agency of the World Health 
Organization, expressed regret that “10 to 12 percent of all boys 
between the ages of 6 and 14 in the United States have been 
diagnosed as having ADD and are being treated with Ritalin.”46 
With fi fty-three million children enrolled in school, probably 
more than fi ve million are now taking stimulant drugs, and the 
number of children on these drugs has continued to escalate. A 
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recent study in Virginia indicated that up to 20 percent of white 
boys in the fi fth grade were receiving stimulant drugs.47

While stimulant drugs may be effective at alleviating core 
ADHD symptoms (such as inattention, hyperactivity, or impul-
sivity), the relief comes at a price. The potential side effects are 
numerous and sobering:

 › heart palpitations

 › tachycardia (rapid heartbeat)

 › hypertension

 › cardiac arrhythmia

 › chest pain

 › cardiac arrest

 › mania, psychosis, hallucinations

 › agitation, anxiety, nervousness

 › insomnia

 › irritability, hostility, aggression

 ›  depression, emotional sensitivity, easy crying, social 
withdrawal

 › drowsiness, “dopey,” reduced alertness

 › confusion, mental impairment (cognition and learning)

 ›  zombie-like (robotic) behavior with loss of emotional 
spontaneity

 › obsessive-compulsive behavior

 › convulsions

 › dyskinesia, tics, Tourette’s

 › nervous habits (e.g., picking at skin, pulling hair)

 › anorexia

 › nausea, vomiting, bad taste, dry mouth

 › stomachache, cramps

 › constipation, diarrhea,

 › abnormal liver function tests

 ›  pituitary dysfunction, including growth hormone and 
prolactin disruption
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 › weight loss

 › growth suppression

 › disturbed sexual function

 › blurred vision

 › headache

 › dizziness

 › hypersensitivity reaction with rash, conjunctivitis, or hives

Amphetamines are chemically similar to cocaine. Both cause 
similar reactions in the brain. If we were to give cocaine to 
hyperactive children, instead of Ritalin, we’d most likely get 
similar results. Yet doing so would be criminal.

The FDA’s Canadian counterpart, 
Health Canada, yanked the ADHD 
drug Adderall XR from the market 
for six months in response to reports 
of twenty sudden deaths and twelve 
strokes in adults and children using 
the drug. Alarmingly, a recent report 
in the Journal of the American Medi-
cal Association has demonstrated a 
threefold increase in the prescription 
of stimulants to two-to-four-year-old 
toddlers. Spending on drugs primar-
ily used to treat ADHD has surged 

369 percent for children fi ve years old or younger. Utilization in 
preschoolers was up 49 percent from 2000 to 2003.48 When we 
are reduced to using mind-numbing, health-robbing drugs on 
two year olds, something is defi nitely wrong. I fi nd it ironic that 
the government spends millions of tax dollars each year advo-
cating a “just say no to drugs” campaign. Yet every day, mil-
lions of our children are lining up at the school nurse’s station 
to receive their daily dose of speed. This whole idea of treating 
symptoms while poisoning the patient seems ludicrous to me. 
Surely, there is a better way? Fortunately, there are several.

 ›  The neurotransmitter dopamine comes from the amino acids 
L-tyrosine and L-phenylalanine. You now know that am-
phetamines work by boosting neurotransmitters, especially 

“We have become 
the only country in the 
world where children 
are prescribed such a 
vast quantity of stimu-
lants that share virtual-
ly the same properties 
as cocaine.”

—Gene R. Haislip, 
U.S. Drug Enforcement 

Administration
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dopamine. So why not use L-tyrosine and L-phenylalanine to 
boost dopamine instead? There are few side effects other than 
increased heart rate and tension, the side effects are rather 

uncommon, and the supplements 
work quickly, within half an hour. 
They are often just as effective and 
certainly safer than amphetamines. 
Start with a low dose: 500 mg. of 
L-phenylalanine thirty to forty-five 
minutes before breakfast (on an 
empty stomach), and increase as 
needed.

 ›  The herbal compound Rhodiola rosea has been shown to im-
prove moods and boost mental clarity. Research shows that 
it reduces fatigue and improves both physical and mental 
performance. Its effects are attributed to its ability to optimize 
serotonin and dopamine levels.

 ›  Increased intake of omega-3 fatty acids has been shown to 
reduce the tendency toward hyperactivity among children 
with ADHD. Several studies have examined the role of essen-
tial fatty acids in ADHD, with very encouraging results. In one 
pilot study, researchers found that the symptoms of children 
with ADHD who were given omega-3 fatty acids improved on 

“Each progressive 
spirit is opposed by 
a thousand mediocre 
minds appointed to 
guard the past.”

—Maurice Maeterlinck

Taking stimulant drugs to 
boost your energy will only 

cause your stress-coping glands, 
the adrenals, to become weaker. 
Whipping the exhausted horse 
harder isn’t the answer. Eventu-
ally your fatigued adrenals will 
give out, no matter how hard 
you try to stimulate them.

When you (working with 
your doctor) wean off these 
 stimulants, you’ll probably feel 
lethargic and even depressed 
for a while. So wean off slowly, 
over a four-week period.

You can counter the withdraw-
al symptoms by taking 4,000–
10,000 mg. of the amino acid 
L-phenylalanine twice daily on 
an empty stomach (but not later 
than 4:00 p.m.). Or you can use 
SAMe (S-adenosylmethionine), 
600–1,000 mg. daily, taken on 
an empty stomach. SAMe and 
L-phenylalanine both boost 
norepinephrine, which quickly 
increases adrenaline levels and 
results in more mental and 
physical energy (without all the 
side effects). 
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all measures. I recommend my patients supplement their diet 
with fish oil supplements.

 ›  Combining magnesium and vitamin B6 has shown prom-
ise for reducing symptoms of ADHD. Vitamin B6 has many 
functions in the body, including assisting in the synthesis of 
neurotransmitters and forming myelin, which protects nerves. 
Magnesium is also very important; it is involved in more than 
three hundred metabolic reactions. At least three studies have 
demonstrated that the combination of magnesium and vitamin 
B6 improved behavior, decreased anxiety and aggression, and 
reduced hyperactivity among children with ADHD.

 ›  The mineral zinc is involved in numerous bodily processes, 
including the production of neurotransmitters and fatty acids. 
Several studies have shown that individuals with ADHD are 
often deficient in zinc. I encourage anyone with ADHD to take 
a good optimal-daily-allowance multivitamin and mineral 
formula containing generous amounts of vitamin B6, zinc, and 
magnesium.

Statin Drugs 
Statin drugs are used to lower  cholesterol. They include Lipitor 
(atorvastatin calcium), Lescol (fl uvastatin sodium), Altocor or 
Mevacor (lovastatin), Pravachol (pravastatin sodium), Zocor 
(simvastatin), and Crestor (rosuvastatin). Most conventional 
medical doctors are convinced that  statin drugs are harmless 
and should be routinely prescribed for anyone with cholesterol 
levels above 200. These doctors cite a number of studies in 
which statin use has lowered the number of coronary deaths 
compared to controls. But if we look a little deeper into these 
studies, we see that statin medications don’t signifi cantly reduce 
the risk of death associated with heart disease. 

Potential side effects of  statin drugs: In fact, statins increase 
the risk of death overall. The British Journal of Clinical Pharma-
cology reported on an analysis of all the major controlled trials 
before the year 2000 and found that long-term use of statins 
for primary prevention of heart disease produced a 1 percent 
greater risk of death over ten years, compared to placebo. 

Please know this: When it comes to risk of heart disease, stroke, 
or heart attacks, cholesterol is by itself, harmless. Here is a 



Traditional Medicine Alone Is a Dead End for Fibro and CFS   127

quote by best selling author and celebrity cardiologist Stephen 
Sinatra: “Cholesterol is a relatively minor player in heart dis-
ease and a poor predictor of heart attacks. More than half of all 
people who are hospitalized with heart attacks have perfectly 
normal cholesterol levels.”49

Dr. Sinatra’s recently released book, The Great Cholesterol Myth, 
is the new paradigm for understanding and managing heart 
disease. 

In 2005, I wrote Heart Disease: What Your Doctor Won’t Tell You. 
The book was revolutionary back then, but now the tide is turn-
ing, and physicians as well as the public at large are beginning 
to realize the dangers associated with statin drugs.

Medical Myths about Heart Disease
Medical myths about heart disease abound, but there are two 
that have been more advertised than the rest:

1.  High cholesterol is the main cause of arteriosclerosis and 
heart disease.

Thankfully, a growing body of research is dispelling this myth. 
The prestigious medical journal, The Lancet, reported in 1994 
that most individuals with coronary artery disease have nor-
mal cholesterol levels! Forty percent of all heart attacks occur 
in individuals with normal cholesterol levels. The Journal of the 
American Medical Association reports that there is no evidence 
linking high cholesterol levels in women with heart disease. In 
fact, low cholesterol levels, especially after the age of forty-fi ve, 
increase the risk of heart attack, stroke, depression, and early 
death. As reported in the Journal of Cardiology, “Low cholesterol 
increases the risk of a heart attack.”

Yes, you read this correctly. Low cholesterol increases the risk 
of a heart attack. To cite the medical experts from the famous 
Framingham study: For each 1 mg./dl. drop of cholesterol, 
there was an 11 percent increase in coronary and total mortality 
(death from all sources).

George Mann, associate professor of biochemistry at Vanderbilt 
University College of Medicine and a participating researcher 
in the famous Framingham Heart Study—the study most often 
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used by cholesterol-lowering zealots—is one of many whistle-
blowers. “The diet-heart idea is the greatest scam in the history 
of medicine,” he said. “[Researchers] have held press confer-
ences bragging about this cataclysmic breakthrough, which the 
study directors claim shows that lowering cholesterol lowers 
the frequency of coronary disease. They have manipulated the 
data to reach the wrong conclusions.”

Your body needs cholesterol. It makes up 8 percent of brain mat-
ter. It is essential for proper brain function. It is the precursor to 
vitamin D and other hormones that are needed for sustaining 
a healthy life. Cholesterol is one of the key substances at nerve 
synapses needed to transmit information. 

Low cholesterol can cause depression, fatigue, and neurologi-
cal disorders (nerve pain, tingling, and numbness). Individuals 
with low cholesterol are three times more likely to suffer from 
depression than are normal adults. The lower the cholesterol, 
the more severe the depression.

2.  Cholesterol-lowering statin drugs are a safe and effective 
way to prevent heart attacks and strokes.

Over the last twenty years, pharmaceutical companies have 
promoted statin drugs with such fervor that they’ve become 
household names: Lipitor, Crestor, Vytorin, Zocor, and oth-
ers. Sixteen million Americans take Lipitor. Statin sales in the 
United States alone are over $12.5 billion a year.

A 2006 study in the Archives of Internal Medicine looked at seven 
trials of statin use in nearly 43,000 patients, mostly middle-aged 
men without heart disease. In that review, statins didn’t lower 
mortality. Nor did they in a study known as Prosper, published 
in The Lancet in 2002, which studied statin use in people seventy 
and older. Nor did they in a 2004 review in the Journal of the 
American Medical Association, which looked at thirteen studies of 
nearly twenty thousand women, both healthy and with estab-
lished heart disease.

No doubt, statins lower cholesterol levels and perhaps do 
lower the risk of dying from a heart attack—at least in patients 
who already have had one—but the size of the effect is unim-
pressive. 



Traditional Medicine Alone Is a Dead End for Fibro and CFS   129

In the CARE trial, the odds of escaping death from a heart attack 
in fi ve years for a patient with manifest heart disease was 94.3 
percent, which improved to 95.4 percent with statin treatment. 
This difference of 1.1 percent is surely not worth all the hype, es-
pecially since the potential side effects from these drugs include 
congestive heart failure (CHF).

Acknowledged side effects of statins include muscle pain and 
weakness, nerve damage, and rhabdomyolysis: a potentially 
fatal muscle-wasting disorder. One statin, Baycol, has been 
withdrawn because it was linked to thirty-one deaths from 
rhabdomyolysis. 

Interference with production of CoQ10 by statin drugs is the 
most likely explanation. The heart is a muscle, and it cannot 
work when deprived of this essential nutrient. A defi ciency 
can lead to nerve damage and CHF. While heart attacks have 
slightly declined, CHF has more than doubled since Lipitor and 
other statins were fi rst prescribed in 1987.

Taking statins for one year raised the risk of nerve damage by 
about 15 percent. Researchers studying CoQ10 have estimated 
that as little as a 25 percent reduction in bodily CoQ10 will 
trigger various disease processes, including high blood pres-
sure, coronary artery disease, cancer, immune dysfunction, and 
fatigue.

Some Medications That 
Can Cause Nutritional Defi ciencies 

 ›  ACE inhibitors (Accupril, Aceon, Altace, Capoten, Lexxel, Lo-
tensin, Mavik, Monopril, Lisinopril, Prinivil, Tarka, Univasc) 
deplete zinc.

 ›  Acid reducers (Prevacid, Prilosec, Nexium, Aciplex) deplete 
B12 and calcium.

 ›  Antibiotics deplete Lactobacillus acidophilus, Bifidobacteria bifi-
dum, and other good bacteria; vitamins B1, B2, B3, B6, B12, and 
K; biotin; and inositol.

 ›  Aspirin depletes folic acid, iron, potassium, and vitamin C. 

 ›  Benzodiazepines (Klonopin, Valium, Ativan, Xanax, BuSpar) 
deplete vitamin B12 and CoQ10.
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 ›  Beta-blockers (Atenolol, Tenormin, Lopressor, Toprol, Inderal) 
deplete CoQ10.

 ›  Bile acid sequestrants (Questran, Lopid, Atromid) deplete 
beta-carotene, folic acid, calcium, magnesium, zinc, and vita-
mins B12, A, D, E, and K.

 ›  Carbamazepine (Tegretol) depletes biotin, folic acid, and vita-
min D.

 ›  Centrally acting antihypertensives (Catapres, Tenex) deplete 
CoQ10.

 ›  Corticosteroids (cortisone, dexamethasone, hydrocortisone, 
prednisone) deplete calcium, folic acid, magnesium, potas-
sium, selenium, vitamin C, vitamin D, and zinc. 

 ›  Digoxin (Lanoxin) depletes calcium, magnesium, phosphorus, 
and vitamin B1. 

 ›  Estrogens (Estrace, Premarin) deplete magnesium, omega-3 
fatty acids, vitamin B1, and zinc. 

 ›  Famotidine and other H2-blocking drugs (Pepcid, Pepcid 
AC, Axid, Tagamet, Zantac) deplete calcium, folic acid, iron, 
vitamin B12, vitamin D, and zinc.

 ›  Glucophage (Metformin) depletes vitamin B12.

 ›  Hydrochlorothiazide (Dyazide, Maxzide, Microzide) depletes 
calcium, folic acid, and vitamin B6. 

 ›  Lamictal depletes vitamin B12 and CoQ10.

 ›  Loop diuretics (Lasix, Bumex) deplete calcium, magnesium, 
potassium, zinc, and vitamins B1 and B6.

 ›  NSAIDs (Celebrex, 
Mobic, Advil, Motrin, 
Aleve, Relafen) de-
plete folic acid.

 ›  Omeprazole (Prilosec) 
depletes vitamin B12.

 ›  Oral contraceptives 
deplete vitamin C, 
vitamin B2, folic acid, 
magnesium, vitamin 
B6, vitamin B12, and 
zinc.

You can learn the true cause of heart 
disease, stroke, and heart attacks 

by picking up a copy of my book 
Heart Disease: What Your Doctor Won’t 
Tell You.

Also read my blog post “The Insanity 
Continues—Statins For Children” at 
www.treatingandbeatingfi broblog.
blogspot.com/2011_04_01_archive.
html.
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 ›  Pravastatin (Pravachol) depletes 
CoQ10.

 ›  Ranitidine (Zantac) depletes 
calcium, folic acid, iron, vitamin 
B12, vitamin D, and zinc. 

 ›  Statin drugs (Lipitor, Zocor, Cre-
stor, Vytorin) deplete CoQ10.

 ›  Sulfonylureas (Diabeta, Micronase, GluCovance) deplete 
CoQ10.

 ›  Tetracycline, since it’s an antibiotic, depletes Lactobacillus 
acidophilus, Bifidobacteria bifidum, and other good bacteria; 
vitamins B1, B2, B3, B6, B12, and K; biotin; and inositol. It also 
depletes calcium, magnesium, and iron.

 ›  Thiazide diuretics (Enduron, Microzide) deplete magnesium, 
potassium, zinc, and CoQ10.

 ›    Triamterene (Dyrenium) depletes calcium, folic acid, and zinc. 
This can cause fatigue, depression, anxiety, and poor immunity. 

 ›   Tricyclic  antidepressants (Elavil, Pamelor, Doxepin, Trazodone, 
Sinequan, Tofranil, Remeron) deplete CoQ10 and vitamin B2.

 ›  Trileptal depletes CoQ10 and vitamin B12.

 ›  Valproic acid (Depacote) depletes carnitine and folic acid.

Could You Have a CoQ10 Defi ciency?
Statins, beta-blockers, tricyclic antidepressants, and benzodi-
azepine drugs can all suppress the body’s formation of coen-
zyme Q10 (CoQ10). CoQ10 is an enzyme that works with other 
enzymes to keep the body’s metabolic functions working at 
optimal levels. Small amounts of CoQ10 are found in food, but 
blood levels of CoQ10 decrease with age, high blood pressure, 
statin use, diabetes, and atherosclerosis. CoQ10’s main purpose 
is to increase the function of the mitochondria, the “power 
plants” in each cell. A CoQ10 defi ciency can lead to diffuse 
muscle pain and weakness similar to that seen in FMS and CFS, 
fatigue, angina, hypertension, accelerated aging, mental confu-
sion, poor memory, tingling or pain in the hands and feet, and 
heart disease.

For more information, 
see Ross Pelton et al., 

Drug-Induced Nutrient 
Depletion Handbook, 1999–
2000 (Hudson, Ohio: Lexi 
Comp, 1999).
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A growing body of research shows that CoQ10 may benefi t 
those suffering from any number of unwanted health condi-
tions, including fi bromyalgia, achy muscle pain, type-2 diabe-
tes, periodontal disease, chronic fatigue, migraine headaches, 
skin cancers, infertility, cardiovascular disease, immune dys-
function, asthma, muscular dystrophy—even Alzheimer’s and 
Parkinson’s! And though there is some CoQ10 found in foods, 
getting enough in our diets is a challenge. We fi nd it in meat, 
dairy, and certain vegetables. But it would take, for instance, 
one pound of sardines or two-and-a-half pounds of peanuts to 
provide just 30 mg. of CoQ10. And, especially if you’re taking a 
medication that depletes CoQ10, you’ll need much more. 

Dr. Karl Folkers, who has been honored with the Priestly 
Medal—the highest award bestowed by the American Chemi-
cal Society—for his work with CoQ10, believes that suboptimal 
nutrient intake in people is nearly universal and that these 
tendencies prevent the biosynthesis of CoQ10. He suggests that 
the average or “normal” levels of CoQ10 are really suboptimal, 
and that the very low levels observed in advanced disease 
states are only the tip of the defi ciency iceberg. Unless we are 
supplementing with CoQ10, we may be in fact suffering from a 
CoQ10 defi ciency, especially considering the added stress posed 
in today’s society and the need for an ever-increasing amount 
of antioxidants. Could it be that many (if not all) of our chronic 
illnesses are indirectly linked to a CoQ10 defi ciency?

This biosynthesis of CoQ10 from the amino acid tyrosine is a 
complex, highly vulnerable, seventeen-step process. It requires 
at least seven vitamins (B2, B3, B6, folic acid, B12, C, and B5), 
and a number of drugs used to treat fi bromyalgia are known to 
deplete the body of some of these vitamins.

We also tend to absorb and utilize less CoQ10 as we age. It 
doesn’t take much of a decrease in absorption for our health to 
suffer. Researchers estimate the as little as a 25 percent decline 
in bodily CoQ10 will initiate several disease states, including 
high blood pressure, heart disease, fatigue, cancer, and immune 
dysfunction. My book Heart Disease: What Your Doctor Won’t Tell 
You goes into greater detail about CoQ10 and its use in treat-
ing high blood pressure, congestive heart failure, mitral valve 
prolapse, and other heart-related conditions.
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To learn more about statin drugs, heart disease, and my book 
on the topic, please see my article “The Medical Myths of Heart 
Disease,” http://drrodgermurphree.com/heart-disease.

I’ve had so many patients over the years relate that their 
symptoms started or were made worse after they began tak-
ing a statin drug. Many starting on a statin had the typical 
side effects—muscle pain (especially in their legs) and fatigue. 
They found they had trouble walking up stairs or walking even 
moderate distances. They experienced general weakness and 
trouble with mental clarity. They would share these symptoms 
with their doctor who would then switch them to another 
“less powerful” statin drug: “We have to get your cholesterol 
down. It will kill you.” So the patients switch to another statin 
drug and yes, their side effects are reduced. However, what the 
patients don’t realize is that if they were sensitive to one statin 
drug, they are at risk for all statin drugs. The new drug may not 
have the blatant side effects of the original statin, but slowly 
and surely, the new statin drug will lead to poor health as it 
robs patients of needed hormones and CoQ10.

To end the use of any of these drugs, always consult your doc-
tor fi rst. Stopping medications can trigger a host of withdrawal 
symptoms. First, start your Jump-Start Program, build up your 
stress-coping system, and allow your body to start healing it-
self. After you start feeling stronger (it may be a few months)—
and only with the help of your doctor—slowly start weaning off 
the medications. Most of the medications can be weaned off and 
never missed. Some will have to be restarted until you become 
stronger or fi nd other less toxic options. 

Treating with Natural Medicine
Natural medicine uses naturally occurring foods, vitamins, min-
erals, amino acids, essential fatty acids, and herbal supplements 
to augment the nutritional status, and therefore the health, of the 
body. And it’s nothing new. Herbs have always been integral to 
the practice of medicine. The word “drug” comes from the old 
Dutch word drogge meaning “to dry,” as pharmacists, physicians, 
and ancient healers often dried plants for use as medicines.

Today, approximately 25 percent of all prescription medica-
tions are derived from trees, shrubs, or herbs. The World Health 



134   Traditional Medicine Alone Is a Dead End for Fibro and CFS

Organization notes that of the 119 plant-derived pharmaceuti-
cal medicines, about 74 percent are used in modern medicine in 
ways that correlate directly with their traditional uses as plant-
based medicines by native cultures. 

Yet for the most part, modern medicine has ignored the po-
tential benefi ts of using pure herbs in treating disease. One of 
the reasons for this is due to the political and economic factors 
involved in the pharmaceutical industry. Herbs are naturally 
available, and drug companies can’t 
patent their use. Without exclusive 
patents, these companies are not 
able to reap profi ts from the millions 
it may take to bring the product to 
market. 

According to James Duke, PhD, a 
scientist and USDA specialist in the 
area of herbal medicine, “one of the 
reasons that research into the fi eld 
of herbal medicine has been lacking 
is the enormous fi nancial cost of the 
testing required to prove a new drug 
safe.” This price is more than 200 mil-
lion dollars. “What commercial drug 
company is going to want to prove 
that saw palmetto is better than this 
multimillion dollar drug, when you 
and I can go to Florida and harvest our own saw palmetto?”50

This paradigm seems to be changing as our country is starting 
to mirror the European model of treatment with herbals and 
natural therapeutics. In Germany, the Ministry of Health has a 
separate commission that deals exclusively with  herbal medi-
cine. German doctors study herbal medicine in medical school, 
and since 1993, all physicians in Germany must pass a section 
on these medicines in their board exams. European physicians, 
health professionals, and researchers have formed the European 
Scientifi c Cooperative for Phytotherapy (ESCOP). This organi-
zation has published (and continues to do so) monographs on 
individual herbs used in clinical medicine. These monographs, 
representing the culmination of all the scientifi c information 
known on each herb, are published in European Pharmacopoeia. 

Doctors and drugs 
(medical errors) 

are the third-leading 
cause of death in the 
United States (behind 
heart disease and 
cancer). As reported 
in the Journal of the 
American Medical As-
sociation, over 250,000 
Americans die each 
year from medical 
therapies, including 
at least 113,000 from 
the negative effects of 
prescription medica-
tions. 
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In general, herbal medicines work in much the  same way as do 
conventional pharmaceutical drugs: via their chemical makeup. 
Herbs contain a large number of naturally occurring chemicals, 
and those chemicals have biological activity. In the past 150 
years, chemists and pharmacists have been isolating and puri-
fying active compounds from plants in an attempt to produce 
reliable pharmaceutical drugs. Examples include digoxin (mar-
keted Lanoxin) from the foxglove plant, resperine (marketed 
Serpasil) from Indian snakeroot, and morphine from the opium 
poppy.

According to Andrew Weil, MD, of Tucson Arizona Medical 
School, because herbs and plants use an indirect route to the 
bloodstream and to target organs, their effects are slower and 
less dramatic than those of purifi ed drugs administered more 
directly. “Doctors and patients accustomed to the rapid, in-
tense effects of synthetic medicines may become impatient with 
botanicals for this reason.” However, the common assumption 
that herbs are slow to act and therefore free of side effects is not 
true. Herbal medicines should be prescribed by a professional 
who is familiar with the actions and interactions of herbals and 
prescription medications. Still, herbals have an extremely large 
window of safety, especially when compared to synthetic pre-
scription drugs. 

Most U.S. medical schools are still woefully defi cient in train-
ing physicians in nutrition and herbals. But it’s estimated that 
over 80 percent of the population takes at least one nutritional 
supplement a day, and sales of nutritional supplements have 
contributed greatly to the $27-billion natural-health industry. 
With this much money involved, it is no wonder that many of 
the large pharmaceutical companies that were previously op-
posed to nutritional supplements have started marketing their 
own line of vitamins, minerals, and herbals.

The Good News
The good news is that I’m not the only doctor getting the results 
that I’m seeing; more and more doctors are turning to nutri-
tional medicine. The tide is turning, and conventional medicine 
is beginning to lose some of its luster. It has so many positive 
things to offer; if only it would remove its head from the sand 
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and acknowledge that the path it has led us down is, in fact, the 
wrong one. 

I will offend those who can’t change paradigms quickly enough 
to realize that every science, no matter how loftily held, must 
be open to scrutiny. In the spirit of the children’s fable, someone 
has to stand up and declare that the emperor has no clothes. 

In the following chapters, we’ll examine how my nutritionally 
based protocols—refi ned over the past eighteen years—can help 
you feel good again.
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seven
Natural Medicine: 
Orthomolecular, Functional

The preceding chapters have hopefully laid the groundwork 
for why I place such an emphasis on the use of nutritional 

supplementation for treating and beating fi bromyalgia and 
chronic fatigue syndrome. Our body’s homeostatic mechanism, 
the HPA axis, and in fact, every cellular process depends on 
the proper amount of essential nutrients. The raw biochemi-
cal material that makes up our physical and mental being fi rst 
originates from foods. The entire process is amazing: macro-
molecules of carbohydrates, fats, and proteins are ingeniously 
used to provide the vitamins, minerals, essential fatty acids, 
enzymes, and amino acids to the body as it manufactures bones, 
muscles, organs, cells, hormones, enzymes, antibodies, white 
blood cells, neurotransmitters, and other life-sustaining ele-
ments. We truly are what we eat.

I realize that the idea of treating, and even beating, such com-
plicated illnesses as FMS and CFS/ME with nutrition and 
supplements might sound unreasonable at fi rst—even simple-
minded. However, no one suffers from a drug defi ciency. I’ll 
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say this several times throughout this book: Drugs don’t make 
you healthy. They can be helpful, even lifesaving, and some-
times they are the best option. However, the only way to beat 
fi bromyalgia and CFS/ME is to get healthy. And the levels and 
interactions of vitamins, minerals, amino acids, and essential 
fatty acids determine our state of health. These essential bio-
chemicals are what make us tick. You can live without Ambien, 
Klonopin, Lyrica, and other drugs. But you would be dead in 
days without essential nutrients. They help determine every 
bodily function and state: sleep, levels of pain, energy, mood, 
immune function, digestion, elimination, thyroid production, 
metabolism, and more. Every cell in the body is wholly depen-
dent on having the right amounts and right interaction of these 
nutrients to work correctly.

Amino acids and B vitamins are 
needed to make the feel-good neu-
rotransmitter, serotonin, and also 
dopamine, norepinephrine, and 
gamma-aminobutyric acid (GABA). 
Magnesium, along with calcium, 
regulates every cell by controlling 
what enters and exits through the 
outer cell membrane. The amino acid 
L-tyrosine, along with selenium and 
iodine, makes the thyroid hormone 
thyroxine. Vitamin B5 is needed for 

proper adrenal gland function. (I’ll provide an in-depth look at 
vitamins, minerals, amino acids, and essential fatty acids later 
in this book.)

Orthomolecular Medicine
When we establish nutritional defi ciencies, our health suffers. 
Man-made chemicals (synthetic prescription drugs) can’t cor-
rect these defi ciencies, but a nutritional-replacement therapeutic 
program can. This is the very premise of orthomolecular medi-
cine, which means, “right molecules in the right concentration.” 

Linus Pauling, two-time winner of the Nobel Prize, is regarded 
as one of the greatest biochemists of our time. He defi nes ortho-
molecular medicine as “the preservation of good health and the 

“The doctor of the 
future will give no 
medication, but will 
interest his patients in 
the care of the human 
frame, diet, and in the 
cause and prevention 
of disease.”

—Thomas Edison
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treatment of disease by varying the concentrations in the hu-
man body of substances that are normally present in the body.” 
This concept involves a medical approach based on the physi-
ological and enzymatic actions of specifi c nutrients present in 
the body, such as vitamins, minerals, and amino acids. The idea 
that to beat a disease, one has simply to “get healthy” may seem 
trivial to those with such life-robbing illnesses as FMS and CFS. 
Still, it’s hard to argue with the results. 

Functional Medicine
Orthomolecular medicine goes hand-in-hand with another form 
of holistic, patient-centered medicine: functional medicine. It 
addresses the underlying causes of disease, using a systems-
oriented approach and engaging both patient and practitioner 
in a therapeutic partnership. It is an evolution in the practice 

Science tells us that folic acid 
may cut the risk of cer-

tain cancers and heart disease. 
Other vitamins as well, such 
as vitamin E, have been found 
to reduce cancer risk when con-
sumed at recommended levels. 
And vitamin D plus calcium 
supplements have been shown 
to decrease the risks of bone 
loss and fractures in the elderly.

In a 2002 article from the 
Journal of the American Medi-
cal Association,1 researchers 
Fletcher and Fairfi eld reviewed 
studies published between 1966 
and 2002 that investigated the 
links between vitamin intake 
and diseases like cancer and 
coronary heart disease. This 
article alone should have made 
traditional doctors take notice 
of the healing and preventative 
powers of supplements.

They also pointed out, how-
ever, that most Americans—
except those who follow what 
they described as a “super-
perfect” diet—likely do not get 
enough of certain vitamins in 
their diets and would benefi t 
from taking supplements. (I 
agree; a recent U.S. government 
study2 showed that only 25 to 
30 percent of Americans con-
sume at least fi ve servings of 
fruits and vegetables per day, 
the recommended amount.)

The evidence promoting the 
benefi ts of various vitamins 
was relatively new, the re-
searchers explained, so doctors 
may not yet be aware of it. 
Furthermore, vitamins are con-
sidered to be somewhat of an 
alternative therapy, and some 
doctors have “this prejudice 
against anything that’s not very 
orthodox,” they stated.



144   Natural Medicine: Orthomolecular, Functional

of medicine that better addresses the health-care needs of the 
twenty-fi rst century. By shifting the traditional, disease-centered 
focus of medical practice to a more patient-centered approach, 
functional medicine addresses the whole person, not just an 
isolated set of symptoms. It’s concerned more with optimizing 
a person’s bodily systems rather than covering up symptoms 
with prescription drugs.

The infamous Mehmet Oz devoted an entire episode of The Doc-
tor Oz Show to functional medicine. You’ll be hearing more and 
more about functional medicine as its popularity grows.

Vitamin and Mineral Supplements
Synthetic drugs may be helpful at times, but they always have 
an inherent ability to cause harm. Not only are nutrients such 
as vitamins, minerals, amino acids, and essential fatty acids 
unharmful, the body depends on them for survival. The body 
knows what to do with—even depends on—vitamin B6, for 
example. The same certainly can’t be said for Lyrica. The World 
Health Organization’s defi nition of health is “a state of com-
plete physical, mental, and social well-being and not merely the 
absence of disease or infi rmity.” These words advocate to us the 
need to correct the biochemical causes of disease rather than 
merely covering up the symptoms with drugs.

The Centers for Medicare and Medicaid stated in a recent report 
that the nation spent $140.6 billion in the year 2000 on prescrip-
tion drugs. In 2011, Americans spent $320 billion dollars. And of 
course this number is rapidly escalating; over one billion pre-
scriptions were written last year. But even though the United 
States spends more money on health care per capita than any 
other country in the world, The World Health Organization 
ranks the overall health of the United States as fi fteenth among 
the twenty-fi ve industrialized countries. 

Even with this dismal ranking, things in the United States are 
changing. A new paradigm is emerging, one based on taking 
responsibility for our own health through abstinence from dan-
gerous habits—like nicotine, trans-fats, sedentary lifestyles, and 
excessive stress—and through proactive behavior like regular 
exercise, healthy diet decisions, and optimal nutrition.
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There continues to be a growing interest in the use of vitamin 
and mineral supplements. Doctors, researchers, and the public 
at large are realizing that yes, there is quite a bit of research to 
support the use of vitamins for the prevention and treatment 
of disease. Do a Pubmed search for “vitamin research studies,” 
and you’ll get back hundreds of thousands of results. Even the 
national government is shifting its understanding of nutrients:

The Food and Nutrition Board [of the National Acad-
emy of Sciences’ Institute of Medicine] decided that a 
new, more comprehensive approach was necessary to 
setting dietary guidelines. New research was show-
ing the importance of higher intakes of some nutrients 
for promoting health (preventing chronic disease) and 
performance; there was tremendous growth in food 
fortifi cation and the use of dietary supplements; and the 
existing RDAs [recommended daily allowances] did not 
adequately distinguish guidelines for groups and popu-
lations from those for individuals.

So the Board replaced and expanded the current RDAs 
with a series of reference values called Dietary Refer-
ence Intakes (DRIs) to provide recommended nutrient 
intakes.3

The new DRIs take into account the age and sex of the citizen, 
address the question of upper limits, and provide both an aver-
age measure and a recommended measure of intake. (They 
still contain a listing titled “RDA” that is meant to apply to the 
majority of the population.) I sincerely hope that this will help 
encourage Americans to take a serious look at their dismal vita-
min and mineral intake.

We’ll see in later chapters (29–32) how vitamins, minerals, amino 
acids, essential fatty acids, and certain enzymes, when properly 
supplemented, can provide profoundly benefi cial results for 
those suffering from poor health. Below is a sample listing of es-
sential nutrients and their contributions to the treatment of FMS 
and CFS.

 ›   Vitamin E helps to relieve pain in CFS patients. It can also 
improve nighttime leg cramps, which interfere with sleep. 

 ›   Vitamin C boosts the immune system by increasing natural-
killer (NK) cells, B cells, and T cells. 
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 ›   Magnesium and  malic acid have been found by controlled 
studies to be effective in relieving the symptoms of FMS.  Mag-
nesium is essential to healthy muscle function, and, working 
with  malic acid, it increases cellular energy, reduces pain, and 
enhances immune function by increasing NK cells.  Magne-
sium is also a natural muscle relaxant and critical for the relief 
of muscle pain. 

 ›   Inositol enhances the immune system by increasing NK cells. 

 ›   Selenium supports the immune system by enhancing anti-
body production. 

 ›   Vitamin D regulates many immune functions, the pain thresh-
old, moods, and other important functions.

 ›   Amino acids, such as glycine, serine, taurine, and tyrosine, 
are essential for the production of energy in the body and for 
brain function. 

 ›   Zinc supports the immune system by enhancing white-blood-
cell activity and supporting healthy antigen-antibody binding. 

These nutrients are amazing, aren’t they? Sadly, though, many 
of them are defi cient in our society. And it’s no secret; numerous 
published studies demonstrate the need for vitamin and min-
eral supplementation. Our food supply is tainted with poison-
ous chemicals and laden with preservatives that rob the body of 
needed nutrients. We simply can no longer get all the nutrients 
we need from the foods we eat. 

Please keep in mind that even the new RDA is meant to ap-
ply to an already healthy individual with no chronic illness. Don’t 
make the mistake of thinking that getting 100 percent RDA in 
everything will reverse your symptoms. Far from it. You might 
require two or three or even ten times the RDA to correct your 
imbalance—depending on your defi cit and other conditions 
that might be aggravating that defi cit (such as leaky gut). And 
you may require testing to learn which nutrients are actually 
defi cient and by how much.

Fertile Soil
We are all gardeners. We are given a body, mind, and spirit, 
all of which must be nurtured in order to grow. What we eat, 
drink, breathe, and think determines the health of our garden. 
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The soil must be free of weeds, stumps, 
and stones for the optimal growth of 
our plants (cells). The healthier, more 
vital our cells are, the better we feel. 
Soil that is full of essential nutrients 
yields healthy, robust plants. Soil that 
is depleted of nutrients produces 
inferior and disease-ridden plants. The 
soil is the key. Our bodies don’t make 

essential nutrients, so we must get them from our diet. Modern 
food processing has stripped most of the nutrients out of our 
foods. You can’t get the needed quantities of these nutrients 
from the foods you eat, even if you eat six servings of fruits and 
vegetables a day!

A U.S. Food and Drug Administration study, which analyzed 
over 234 foods over two years, found the average American diet 
to have less than 80 percent of the RDA of one or more of the 
following: calcium, magnesium, iron, zinc, copper, and manga-
nese. Other studies have demonstrated magnesium defi ciency 
in well over 50 percent of the population. Two-thirds of Ameri-
can children are defi cient in more than two essential vitamins or 
minerals. Most all children are defi cient in omega-3s (fi sh oil), 
and many suffer poor mental abilities, including ADD, because 
of their essential-fatty-acid defi ciencies. Please don’t let your 
children inherit your health problems; start them on a good 
multivitamin and essential-fatty-acid product! My seven-year-
old son has been taking a multivitamin and mineral and essen-
tial-fatty-acid supplement since he was two years old.

Always take the best, most comprehensive multivitamin and 
mineral you can, and then build around it. You will save money 
and help ensure that what you are taking will be absorbed and 
utilized. Study after study shows that those who take a multivi-
tamin reduce their risk of heart disease, stroke, cancer, diabetes, 
and many other modern-day illnesses. Centrum Silver, One A 
Day, and other heavily marketed multivitamins are mostly gar-
bage. They are full of additives, colorings, fi llers, and artifi cial 
ingredients, which often prevent them from being digested and 
absorbed. Some brands simply pass wholly undigested in our 
stools. 

D eepak Chopra, 
MD, reminds 

us, “Happy thoughts 
create happy mol-
ecules, and healthy 
thoughts create 
healthy molecules.”
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Even if you don’t notice an immediate difference in taking 
the right supplements (though most do), stay with it. By fol-
lowing this advice, you will get healthier and ultimately feel 
better. Studies have shown that each individual’s biochemis-
try is different. Because we are as unique on the inside as we 
are on the outside, one person may need 1,000 mg. of vitamin 
C while her co-worker needs 3,000 mg. a day to be at optimal 
health. That’s why we need to take more than the “average” 
person might need of supplements.

As people age, they also become less able to absorb some 
vitamins from their diets. (Could this be one of the reasons 
pre-senile dementia and Alzheimer’s disease have increased 
so dramatically over the last few decades? As people age, they 
also become less able to absorb some vitamins from their diets.) 
The same is true of people of any age who are suffering from 
chronic illness.

Arguments Against Natural Medicine
The three concerns about natural medicine, specifi ally supple-
mentation, that I hear the most often are questions about wheth-
er or not it is necessary, effective, and safe. I’ll answer these three 
questions below.

1. “My Doctor Says It’s Not Necessary.”
Many so-called experts will tell you not to worry about taking 
vitamins if you are eating a balanced diet. If you ever encounter 
a doctor who says this, simply smile and head for the nearest 
exit! By making such a statement, this physician has demonstrat-
ed herself to be forty years behind in the research. How could 
someone who is supposed to be looking after our health be so 
ignorant to think that eating bleached bread, toxic meats, allergy-
producing dairy products, and nutritionally void simple carbo-
hydrates could provide the necessary vitamins and minerals the 
body requires to be healthy? Remember, most medical doctors 
receive only three classroom hours of nutritional education! This 
isn’t their fault, but they have no excuse for not staying abreast 
of latest fi ndings that appear in their very own medical journals. 

The fact is that most of our foods are processed, and therefore 
the nutrients have been leeched out of them. For instance, you 
would need to consume 5,000 calories per day (mostly fat) in 
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order to get the recommend minimum (400 IU) of vitamin E, 
and 12,000 calories per day to get the minimum amount of 
chromium. As a result, 70 percent of the population is defi cient 
in magnesium, 65 percent is defi cient in zinc, 48 percent is defi -
cient in calcium, and 56 percent is defi cient in vitamin C. And, 
research has suggested, people who drink alcohol may need 
extra folic acid.

Anyone can benefi t from a good multivitamin and mineral for-
mula, and thousands of studies demonstrate its benefi ts. Daily 
use reduces the incidence of heart disease, heart attack, stroke, 
glaucoma, macular degeneration,    type-2 diabetes, senile demen-
tia, and various cancers. 

2. “I Already Tried Vitamins.”
You might be thinking, I’ve taken a vitamin for years, and I haven’t 
noticed a difference. You probably haven’t been taking enough to 
even make a dent in your defi ciencies. If you compare Centrum 
or One A Day vitamins to our Essential Therapeutics formulas, 
you’ll notice that ours have fi fty times—and in some cases, one 
hundred times—the recommended daily allowance (RDA). The 
RDA is an outdated system that does not take into account the 
depletion of our nutrient-rich topsoil, environmental pollutants, 
chemical food processing, the addition of artifi cial ingredients, 
and the increased demands placed on an individual’s homeo-
static system in the twenty-fi rst century. 

So, nearly as criminal as not recommending vitamin and min-
eral supplements is the recommendation of them based on the 
RDA (or, as I call it, “recommended disease allowance”—just 
enough to keep you from getting beriberi or scurvy, but cer-
tainly not enough for optimal health). It was never intended to 
advance health, only to prevent defi ciency diseases like rickets. 
Taking the minimum amount of a nutrient to prevent gross de-
fi ciency doesn’t help those people who want to be truly healthy 
and not just free of severe symptoms. And optimal health 
should be the goal for all of us. 

Sharon
I’d say along with the adrenal supplements, the CFS/FMS Formula 



150   Natural Medicine: Orthomolecular, Functional

has made the biggest difference in how well I feel. If I miss a few days 
of either supplement, I start to feel sluggish and run down. I’ve taken 
dozens of different supplements over the last few years, but none have 
seemed to have helped like the ones Dr. Murphree recommended. I 
like the convenience of taking a pack in the morning and one in the 
afternoon. Before, I had to carry pills around in my pockets or purse. 
Sometimes I’d lose them, sometimes they would melt and stain my 
clothes. And I was buying bottles of all different things. So usually I 
would just lose interest and give up. 

Years ago, our ancestors ate locally grown food harvested from 
mineral-rich soil that was free of pesticides and toxic fertilizers. 
Their meats had no added hormones and antibiotics, and they 
didn’t eat processed foods robbed of their nutrients, and their 
foods weren’t loaded with preservatives and simple sugars. 
Their diets consisted mainly of whole grains and vegetables 
with a little dairy and organic meat. They didn’t need supple-
ments. Life is different for us. We’re also living a lot longer, and 
as we age, our nutrient needs can increase dramatically. 

3. “Such High Doses Can’t Be Safe.”
One of the arguments against megavitamin and mineral treat-
ment is that high doses may cause adverse reactions. Let me 
present some statistics to you and let you decide for yourself. 

The American Medical Association reports that death from 
medical errors is now the third leading cause of death in 
the United States, behind only heart disease and cancer. As 
reported in its journal, over 250,000 Americans die each year 
from medical therapies, including at least 113,000 from the 
negative effects of prescription medications. The total number 
of deaths from vitamin and mineral therapy during the years 
of 1983 to 1990 was zero. 

Nevertheless, problems can occur. But if symptoms arise, reduc-
ing or stopping the therapy will almost always put an end to 
any side effects. Working with a physician who specializes in 
vitamin, mineral, or herbal therapies will help you avoid nega-
tive effects in the fi rst place. In the ten years I’ve been using 
orthomolecular doses of vitamins, minerals, and amino acids, 
both intravenously and orally, there has not been a single major 
side effect observed in my patients. 
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Dealing with Medical Predjudice
In the nineteenth century, a young Hungarian doctor named 
Ignaz Semmelweis advocated that doctors wash their hands 
between patients. Dr. Semmelweis found that by doing so, the 
incidence of infectious disease was drastically reduced.

His peers called him a quack; they ostracized him and contin-
ued to perform vaginal exams, surgeries, and other medical 
therapies without washing between patients.

In spite of the fact that Semmelweis was able to consistently 
demonstrate that mortality rates of patients declined drastically 
with proper antiseptic practices, his peers clung to their beliefs. 
Not because they had ever been proven, but because that was 
the way it had always been done. Because of their reluctance 
to change, even in the face of what we would all agree was an 
obvious and commonsense approach to reducing the spread of 
disease, thousands of people died. 

Semmelweis was eventually committed to an insane asylum 
where he died at age forty-two. It would take another 132 years 
before doctors would realize that sanitary precautions should 
be incorporated into daily practice procedures.

In 1928, Dr. Alexander Fleming discovered penicillin. His dis-
covery was discussed the very next year in the British Journal of 
Experimental Pathology. Dr. Fleming was ignored by the medical 
community, and it was not until some fi fteen years later that 
penicillin began to be used to treat bacterial infections. Why did 
it take so long?

It’s because, as I put it, doctors are usually down on what they 
themselves aren’t up on. Like everyone else, they often aren’t 
open to what they don’t understand. Could this be the main rea-
son traditional doctors don’t acknowledge the potential health-
restoring abilities of nutritional therapy? For most of them, yes. 
But some are simply (and contentedly) brainwashed into believ-
ing that drug therapy is the only real medical philosophy with 
science-based evidence. Either way, ignorance is ignorance! 

So why are so many conventional doctors quick to ridicule nu-
tritional therapy, even though it has been consistently effective 
in treating fi bromyalgia? It just doesn’t make sense. 



152   Natural Medicine: Orthomolecular, Functional

The usual accusation is that “there are no controlled studies.” 
But don’t believe that for a second. There are numerous stud-
ies that validate the use of nutritional supplements to manage 
and often correct the symptoms of poor health. There are over 
1,000 studies demonstrating the positive effects of various 
supplements and foods in the treatment of hypertension alone. 
And hundreds of studies demonstrate magnesium’s benefi ts in 
treating high blood pressure, angina, heart arrhythmias, chronic 
pain, muscle spasms, anxiety, mitral valve prolapse, and fa-
tigue. What’s more, thousands of studies validate the benefi ts 
of taking a multivitamin-and-mineral formula on a daily basis. 
These studies have been reported in medical journals, popular 
newspapers, and magazines. A good daily formula reduces the 
incidence of heart disease, heart attack, stroke, glaucoma, de-
pression, macular degeneration, type-2 diabetes, senile demen-
tia, and various cancers. 

Dr. Janet Travell, White House physician for Presidents John 
F. Kennedy and Lyndon B. Johnson, and professor emeritus of 
internal medicine at George Washington University, cowrote 
Myofascial Pain and Dysfunction: The Trigger Point Manual, which 
is acknowledged as the authoritative work on muscle pain. 
In one chapter alone, she references 317 studies showing that 
problems such as hormonal, vitamin, and mineral defi ciencies 
can contribute to muscle pain and soreness. 

And modern medicine itself, despite the millions of dollars 
spent to promote its superiority over other forms of health 
care, is largely an art—with a lot of unproven science. The 
Offi ce of Technology Assessment, under the authority of the 
Library of Congress, published a year-long study entitled, 
“Assessing the Effi cacy and Safety of Medical Technology.” 
The study showed that only 10–20 percent of all present-day 
medical practices have been shown to be benefi cial by scien-
tifi cally controlled clinical trials. The study concluded that 
the vast majority of medical procedures now being utilized 
routinely by physicians are “unproven.” 

Or how about, “Nutritional supplements aren’t regulated and 
therefore are dangerous.” Too much might make you queasy, 
but no one dies from informed use of vitamins, minerals, and 
other essential nutrients! The same can’t be said about drugs. 
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The great physician Oliver Wendell Holmes once said, “A medi-
cine…is always directly hurtful; it may sometimes be indirectly 
benefi cial. I fi rmly believe that if most of the pharmacopoeia 
[prescription drugs] were sunk to the bottom of the sea, it 
would be all the better for Mankind and all the worse for the 
fi shes.” 

For instance, Propulsid, a drug used for refl ux and gastropare-
sis, has caused severe heart-rhythm abnormalities. The original 
warning read, “Due to reports of serious heart arrhythmias and 
deaths in people taking Propulsid (Cisapride), the label had 
been changed to refl ect these dangers. In June of 1998, the FDA 
issued a statement reporting thirty-eight deaths in the United 
States from people taking Propulsid.” I’ll stick with my over-
the-counter digestive enzymes, thanks. 

My Experience with Natural Medicine 
I’ve been a chiropractor for years and strongly believe in the 
benefi ts of chiropractic, but when I began to add diet and nu-
tritional advice into my practice, I started seeing signifi cant 
changes in my patients. They were little things at fi rst, like rec-
ommending magnesium to a patient and fi nding that he didn’t 
need to see me for chiropractic every week after all. I found that 
patients who took a good multivitamin and mineral supplement 
had less pain, more energy, and better health overall. Then I was 
hooked. I read dozens of medical, nutritional, and biochemistry 
books. I traveled around the country and trained with some of 
the masters of nutritional and integrative medicine. I took all the 
post-graduate classes I could on nutrition and biochemistry and 
then went back and relearned all the biochemistry I had forgot-
ten from chiropractic school. 

Slowly my practice changed from about seventy or eighty 
musculoskeletal patients a day to about fi fteen or twenty-fi ve 
“medical misfi ts” a day. These complicated and challenging 
patients had either fallen through the conventional medical 
cracks by not responding to treatment, or they were seeking a 
more natural way to restore their health. I have learned a great 
deal about integrating conventional and alternative methods, 
and I’ve found that correcting a person’s biochemistry is the 
key to restoring her inborn healing mechanisms. Prescription 
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medications can, in some cases, be helpful, but they can never 
take the place of our own self-regulating, God-given healing 
mechanisms. This doesn’t mean I don’t refer to medical doctors; 
I often do. But now that I’ve been on both sides of the fence 
(conventional medicine and natural medicine—see my story 
in ch. 1), I know that the type of nutritional medicine I practice 
works! Even if conventional medicine insists otherwise. 

Today, patients call, email, or travel from all over the world to 
consult with me. These “medical misfi ts” have usually been to 
dozens of medical doctors, sometimes including those at Mayo 
and Johns Hopkins. Yet, conventional medicine has failed them. 
But some little chiropractic nutritionist in Birmingham, Ala-
bama, is able to help them. 

The Four Faces of Fibro
It’s not just doctors, but patients, who show quite a bit of preju-
dice toward natural approaches to fi bromyalgia. However, I 
give the patients a much greater amount of grace on this front. 
Often, they’ve earned it. That said, there are four types of fi bro 
sufferers I’ve met in my years of research and treatment: the 
skeptic, the hopeless, the witch hunter, and the ready.

1. The Skeptic
Here is a typical email, one of many I receive from time to time, 
questioning my authenticity:

I am skeptical of any doctor who says they have the an-
swer. If you have it, why isn’t it documented and every 
doctor have it?

I have wasted so much money that I am scared to see 
you and spend more and more on tests and visits and 
more supplements. What can you say to me to change 
my mind? What would be the protocol after that fi rst 
visit? Do you fi le insurance? Thank you, Denise

The skeptic can’t imagine that, one, there is a cure, and two, 
every doctor in America isn’t familiar with it. Well, she’s right 
about the fi rst point, at least in part. I offer no cure, nor do I 
mention a cure in my books, seminars, teleconferences, blogs, 
articles, or any correspondence. Yes, you can reverse your fi bro-
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myalgia, feel good again, and get your life back. I’ve helped 
thousands do so. But this is no cure. Fibro is always lurking in 
the dark, waiting for the person to get back under too much 
stress, get run down, break down, then return to full-fl edged 
fl are-up.

Denise, I understand. Really I do. Fibro sucks the life out of you. 
Patients have been to doctor after doctor and taken handfuls of 
the latest, greatest new fi bro drug or supplement, and still they 
feel little to no improvement.

After years of searching and being disappointed, who 
wouldn’t be skeptical?

But to answer Denise’s questions, no, I usually don’t accept in-
surance, because 85–90 percent of my practice is phone consults 
with patients around the world, and these aren’t covered by 
insurance. The initial, brief new-patient consult is for us to get 
to know each other. I’ve found that patients want to fi nd out if 
I am for real and if I know what I’m talking about. They want 
to know if I can help them and what 
I recommend. For me, it allows me to 
do some detective work, decide if I 
can help the patient, and if so, accept 
her case. I don’t accept every new 
patient into my practice, only the ones 
I know I can help and know will do as 
I ask them to do.

And Denise, please know this. I’m not 
out to drain your pocketbook. You 
don’t need to fl y out to visit me in 
Birmingham or go to a large medical-
specialty clinic (e.g., a “Fibro and Fatigue Center”) or spend 
hundreds of dollars a month on drugs, month after month after 
month. You can purchase my book at any bookstore or online, 
get your questions answered at one of my online teleconferenc-
es, and purchase everything you need at your local health-food 
store.

Why don’t all doctors know what I know? Traditional medicine 
doesn’t care about reversing fi bromyalgia. Nor do drug compa-
nies. There are no drug companies beating a path to my door, 

All truth passes 
through three 

stages. First, it is 
ridiculed. Second, it 
is violently opposed. 
Third, it is accepted as 
being self-evident. 

—Arthur 
Schopenhauer 
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hoping that I will simplify their lives by making their drugs 
obsolete. No large medical associations are calling on me, and 
researchers ignore me. Why? Because there is no money to be 
made by reversing the symptoms of fi bromyalgia with natural 
supplements. 

Denise, I certainly wouldn’t say that I have all the answers. But 
I am convinced that I have the best protocols out there.

2. The Hopeless
As I mentioned, I can’t help every patient that I consult with 
or whom I come into contact with through my books, blog, 
articles, videos, seminars, teleconferences, or Facebook page. I 
can’t help those who I know have given up all hope of ever feel-
ing good again. 

Unfortunately, this seems to be a large group. They have been 
beaten down year after year by this terrible illness, been to nu-
merous doctors, tried numerous pills, and continue to get worse 
every year. They lose all hope of ever feeling good again. Sadly, 
so very sadly, these people don’t know they have other options 
besides drugs, drugs, drugs, drugs, and more drugs. And they 
aren’t willing to risk trying anything new: “No one can help me; 
my case is too bad.”

These folks tend to spend a large amount of time on support-
group chat sites, commiserating with other hopeless folks in 
search of some kind of comfort. They are stuck in a take-a-pill 
mentality and can’t imagine doing the hard work of getting 
healthy and reversing their fi bromyalgia.

3. The Witch Hunter
Related to the hopeless are the witch hunters. Like the Salem 
witch hunters in the late seventeenth century, this group likes 
to ridicule, tar and feather, and refute anyone who would dare 
offer up a solution and a hope that yes, those with fi bromyalgia 
can feel good again.

Now this is a different group from the hopeless. The hopeless 
have given up hope out of exhaustion; the witch hunters revel 
in the idea that their illness, fi bromyalgia, is unique and could 
never be helped. They are tragically destined for a life of misery 
at the hands of fi bromyalgia.
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They like to remind anyone who will listen that fi bromyalgia 
can’t be cured. They are quick to ridicule any doctor, product, 
or therapist that hints at reversing its symptoms, so fi rmly em-
bedded is their conviction that fi bromyalgia is a life sentence 
of doom and gloom.

This group controls most online support groups and tries to 
take over comment boxes and Facebook discussions. While 
there, they are quick to squash any posts that have a posi-
tive tone. Therapies that are reported as helpful are labeled as 
quackery, only existing to prey on the unfortunate victim of 
FMS. (See, it’s not only doctors who can get stuck in the past!) 
This is the main reason I stopped speaking at support-group 
meetings and never join support-group chats. On Facebook, I 
have to politely decline to engage with these people. I’ve been 
burned too many times trying to helpful. 

4. The Ready
Thankfully, there is a growing group of fi bromyalgia patients 
who have become discouraged with the status quo of ineffec-
tive traditional medicine and though discouraged, still hold out 
hope that they can feel better. This group is proactive. They are 
ready for a change, ready for a breakthrough. They don’t let 
their insurance company determine which specialists they see 
or what pills they take. They don’t settle for “living with it.” 
They ignore the doom and gloom, seek out helpful information, 
and work with practitioners who can actually help them.

This the group who makes me rise early in the morning to read 
the latest health journals, searching for anything that may help 
my hardest cases, and who causes me to work harder every 
year. This is the group of folks I spend most days working with 
and helping—and I am so very thankful to do so! 

You Might Have a Stupid Doctor If…
I’m not trying to be nasty, but I have to say it. There are some 
stupid doctors out there. Though I’d never suggest stopping 
your medical treatment out of the blue or without telling your 
doctor about it, I recommend that you think hard about wheth-
er or not you might need to dump your doctor and look for 
medical care from someone who can actually help you.
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You might have a stupid doctor if…he tells you fi bromyalgia 
doesn’t exist.

You might have a stupid doctor if…she dismisses your symptoms 
as nothing more than you being a hypochondriac and wanting 
attention.

You might have a stupid doctor if…he tells you that more exercise, 
more sleep, or losing weight is all you need to do to for your 
symptoms: “You just need to improve your sex life, take a vaca-
tion, lose some weight. You’re just depressed. It’s just PMS.” 
Give me a break. This doctor doesn’t have a clue!

You might have a stupid doctor if…she tells you that all your 
blood work looks normal, so you must be a “drug seeker.” It 
may not occur to this stupid doctor that you never mentioned 
you wanted pain medication and that in fact, you have repeat-
edly declined to take pain meds in the past. What you are really 
seeking is to feel better.

You might have a stupid doctor if…he refuses to order the proper 
tests, especially but not limited to specialized thyroid tests. 
Simply following the herd and only ordering routine tests is 
similar to trying to critique The Sound of Music after only watch-
ing the fi rst twenty minutes. Your synopsis: Julie Andrews plays 
a quirky nun. What about the Captain, his children, the Nazis, 
the wedding, and the escape? There’s so much to the movie that 
you’re missing! 

My point is that truly stupid doctors are happy to stay stupid. 
They don’t care to practice the art of doctoring, being a detec-
tive, investigating anything outside the routine. They’re happy 
to follow the herd, not make any waves, and dispatch the drugs 
the pharmaceutical rep asks them to, based on “how we’ve 
always done it.” They order only “the normal” thyroid tests: 
thyroid stimulating hormone (TSH) and T4 (Thyroxine).

You can bet it burns me up that patients go to their doctor with 
all the symptoms of low thyroid—fatigue, depression, anxiety, 
elevated cholesterol, brain fog, weight gain, cold hands, cold 
feet, swelling, tingling pains, constipation, hair loss—only to be 
told their blood work looks fi ne so their thyroid must be, too.
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They are then only too happy to promote life-draining drugs 
to cover up the hypothyroid symptoms: Ritalin for low energy, 
Lipitor for elevated cholesterol, Zoloft for depression, Lyrica for 
tingling pain, and the list continues from there. 

The patient’s symptoms and poor health continue to worsen 
year after year, when all the stupid doctor needed to do was run 
the right tests or think outside the box and recommend pre-
scription or over-the-counter thyroid-hormone therapy. Correct 
the cause—low thyroid—and all the symptoms go away!

You might have a stupid doctor if…she dismisses the very real 
condition known as adrenal fatigue. It occurs when your stress-
coping glands, the adrenals, become too worn out to perform 
properly. Stress is defi nitely a catalyst for disease! They will 
tell you your adrenal-fatigue symptoms—low energy, brain 
fog, low immune function, depression, poor sleep, weight gain, 
etc.—are a natural part of getting older or are all in your head. 

Why? Because doctors are evaluating blood work for disease, 
not function. They don’t consider the fact that your adrenals 
aren’t functioning at optimal levels (to allow you to deal with 
and rebound from stress). They only care if you have total adre-
nal failure, Addison’s disease. (Blood tests won’t show adrenal 
fatigue, but a four-sample, sixteen-hour saliva test will.) 

You might have a stupid doctor if…he has you taking two different 
SSRI or SSNRI antidepressant medications. These drugs, includ-
ing Savella, Cymbalta, Effexor, Celexa, Zoloft, Paxil, Pristiq, and 
Prozac are supposed to help your brain use the happy hor-
mones serotonin and or norepinephrine. It makes no sense to be 
on more than one of them at the same time. You only increase 
the risk of more side effects (such as poor sleep, depression, 
anxiety, and muscle pain). Mixing these drugs is a sign of a lazy 
and stupid doctor!

You might have a stupid doctor if…she has you taking a stimulant 
drug or drugs and a relaxant or tranquilizing drug. Examples 
include taking Ritalin, Adderall, Strattera, Intuniv, Vyvanse, 
Wellbutren, Effexor, Cymbalta, Savella, or Pristiq along with a 
benzodiazepine drug such as Ativan, Xanax, Seroquel, Klonpin, 
Valium, or Busbar. One drug is revving you up, and the other is 
making you a zombie. 
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Lazy or stupid doctors are happy to overmedicate you with 
mind-numbing, often addictive drugs for the rest of your life. 
They don’t take time to study how to naturally reduce your 
anxiety through the supplementation of amino acids (which ac-
tually make up the calming and/or stimulating brain hormones 
serotonin and norepinephrine).

You might have a stupid doctor if…he has you taking a potentially 
stimulating drug while you are complaining of insomnia. It 
used to surprise me to see doctors recommending their patients 
take a SSRI or SSNRI at bedtime. Why? Because these drugs 
not only inhibit the reuptake of the calming hormone serotonin, 
they can also inhibit the reuptake of the stimulating hormone 
adrenaline. Now I may not be “a real doctor”; I’m only a little 
chiropractor nutritionist, but I know enough about biochemis-
try and physiology—especially after eighteen years’ experience 
treating fi bro—to know you don’t do anything to potentially 
sabotage deep, restorative sleep. 

Timed-release stimulant drugs, including some antidepressants 
and Ritalin, are notorious for causing sleep disorders. And you 
should know that these drugs deplete your natural sleep hor-
mone, melatonin.

Stupid, stupid, and more stupid. 

But don’t get discouraged! I can’t begin to count the numer-
ous patients over the years who have had remarkable health 
recoveries simply from taking a good multivitamin-and-mineral 
formula. Of course for my fi bro and CFS/ME patients, it’s much 
more complicated than taking a single formula; however, even 
these patients often see major improvement in one or more of 
their chief symptoms from simple nutritional therapy alone.  

You doctor might give up, but don’t you give up. There is a 
“wonder cure” out there, after all...and it’s your own body! 

Notes
1.  See Fairfi eld, K. M., and R. H. Fletcher, “Vitamins for Chronic 

Disease Prevention in Adults: Scientifi c Review,” JAMA 287 (Jun 19, 
2002): 3116–3126.

2.  See Suzette Lohmeyer, “Most U.S. Adults Short of Meeting Fruit and 
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eight
Your Stress-Coping 
Savings Account 

We’re all born with a stress-coping “savings account” 
fi lled with chemicals—such as hormones, amino acids, 

and nutrients—that can be deposited and then withdrawn 
when needed. Depending on our genes, some of us have large 
accounts, and some of us have smaller ones. The more stress 
we’re under, the more withdrawals we make. If we make more 
withdrawals than deposits, we get overdrawn, and poor health 
quickly follows. Individuals with fi bromyalgia and/or CFS/ME 
have bankrupted their stress-coping savings account. 

Although some patients bankrupt their accounts with one over-
whelming event, most experience a series of stressful events 
over the years. These events typically involve stressful jobs, 
marriages, family dynamics, surgeries, illnesses, loss of a loved 
one, divorce, fi nancial failure, etc. 

Many of my patients can remember the day when their account 
went belly-up. It might have been after a surgery or following 
the loss of a parent. Whatever happened, the person was never 
the  same from that point on; she just couldn’t get well. My 
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CFS/ME patients often relate how they came down with “the 
fl u from hell” and just never completely got over it. Once these 
individuals get enough rest and stop making withdrawals, they 
may attempt to do something as mundane as sweep the kitchen 
fl oor only to be wiped out once again. And forget about grocery 
shopping! That could put them in bed for weeks. 

FMS and CFS/ME are the result of internal biochemical (hor-
monal, enzymatic, neuronal, and chemical) imbalances that 
manifest themselves as physical symptoms (pain, weakness, 
and mental impairment). So in order to right the homeostatic 
system, you must correct the underlying biochemical problems. 
Just like an onion, you peel away one layer at a time until you 
get to the core. But we’ll discuss these practical steps soon. For 
now, let’s make sure that you understand all of these “layers of 
the onion.” One of these is dysautonomia. 

Dysautonomia and the HPA Axis 
 Dysautonomia is defi ned by Taber’s Cyclopedic Medical Dic-
tionary as “a rare hereditary disease involving the autonomic 
nervous system with mental retardation, motor in coordination, 
vomiting, frequent infections, and convulsions.” But dysautono-
mia symptoms are usually nowhere near this severe.  Dysauto-
nomia patients are more likely to be suffering from mitral valve 
prolapse and neurally mediated hypotension (dizziness upon 
standing) than mental retardation and vomiting. 

A better description, then, of dysautonomia would be a mal-
function in the body’s master regulating (homeostasis) system, 
which—as you may recall from earlier chapters—is known as 
the autonomic nervous system or the   HPA axis. The   HPA axis 
(composed of the  hypothalamus, the pituitary gland, and the 
adrenal glands) controls millions of involuntary actions, such as 
breathing, releasing of endocrine hormones, blood fl ow, main-
tenance of smooth muscle tone, immune response, heartbeat, 
detoxifi cation, and elimination. We don’t have to think about 
breathing; we just do it. We don’t try to pump blood through 
the heart and into the muscles; it is initiated and monitored by 
our   HPA axis. 

Normally all the systems in the body speak to and coordinate 
with one another. This is the essence of homeostasis. But when a 
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person depletes her savings account of stress-coping chemicals, 
her   HPA axis begins to self-destruct. This is dysautonomia. It’s 
as if the immune system starts to speak in Spanish, the endo-
crine system in German, the musculoskeletal system in Greek, 
and the digestive system in French! And when no one can com-
municate, chaos results. 

To check for dysautonomia, you don’t need a doctor’s tilt-table 
test. Instead, follow these simple instructions (or ask a health-
care professional for help) to check for adrenal dysfunction: 
Take your blood pressure while lying down. Then stand up. 
After thirty seconds has passed, take your blood pressure again. 
Normally the systolic (top number) pressure will go up 10 or 
more points. A decrease in the systolic number indicates neu-
rally mediated hypotension (NMH). If a person has mitral valve 
prolapse, NMH, and a positive adrenal dysfunction test, it’s 
pretty clear she has dysautonomia. 

Hypothalamus Gland Dysfunction 
The actions of the autonomic nervous system are coordinated 
by the hypothalamus gland (The H of the   HPA axis). This gland 
helps maintain water balance, sugar and fat metabolism, blood 
sugar levels, blood volume, body temperature, endocrine hor-
mones, and a phenomenal portion of the body’s activity. The 
hypothalamus also releases several different chemicals, includ-
ing epinephrine,  norepinephrine, and corticosteroids. Plus, the 
hypothalamus has immunologic functions. It’s one amazing 
gland. 

Improper functioning of the  hypothalamus can cause a va-
riety of problems, including neurally mediated hypotension 
(NMH). This occurs when the blood pressure drops suddenly 
after standing, causing dizziness and weakness. And since the 
hypothalamus also plays an immune role, any dysfunction can 
interfere with your ability to stay well. Let’s investigate other 
conditions that can result from a dysfunctional hypothalamus. 

 Dehydration 
Dysfunction of the hypothalamus leads to low levels of vaso-
pressin, which is an antidiuretic hormone. This causes decreased 
ability to hold on to fl uid and results in frequent urination and 
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increased thirst. Dehydration then occurs, despite increased 
water intake. And believe it or not, something as “simple” as 
 dehydration can cause many of the chronic symptoms seen in 
FMS and CFS/ME, including NMH,  depression, excess body 
weight, low blood pressure, fatigue, low back and neck pain, 
and headaches. Dehydration also depletes the neurotransmitter 
 tryptophan, and a reduction in  tryptophan is associated with 
insomnia, increased pain, and  depression. Feeling thirsty yet? 

Low Levels of Human Growth Hormone 
When the hypothalamus is dysfunctioning,  human growth 
hormone ( HGH) levels drop.  HGH helps increase energy, 
repair damaged muscles, stimulate immune function, reduce 
body fat, improve sleep, and enhance mental acuity (especially 
short-term memory). Does this sound like anyone you know? 
Long-term studies have revealed even more, as psychological 
well-being continues to go downhill for those short of  HGH. 
The best way to increase  HGH levels is by getting eight hours 
of deep, restorative sleep each night, but there are also over-the-
counter supplements that can help.  HGH-replacement injection 
therapy is available by prescription. Exercise also helps build 
 HGH levels. 

Low Levels of DHEA
 DHEA (dehydroepiandrosterone) is a potent antianxiety hor-
mone that is also used by the body to make other hormones, 
including estrogen and testosterone. It’s important in creating 
appropriate energy levels and maintaining feelings of well-being. 
It also increases immune function and resistance to stress. But a 
dysfunctioning hypothalamus can cause the adrenal glands to 
produce less  DHEA than is needed. 

Low Levels of Cortisol 
Decreased levels of this adrenal stress hormone cause immune 
dysfunction, increased infl ammation,  hypoglycemia (low blood 
sugar), brain fog, lethargy, depression, poor sleep, and hypoten-
sion (low blood pressure). 
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Low Ovarian and Testicular Function 
We’ve talked about how a dysfunctional  hypothalamus can lead 
to low estrogen levels. But did you know that low estrogen can 
contribute to decreased blood fl ow to specifi c areas of the brain? 
This may explain some of the “ fi bro-fog” that occurs in some 
CFS and FMS patients. And low testosterone, both in males 
and females, can cause immune dysfunction. (Research is now 
showing that males with low testosterone have an increased 
risk of heart disease.)

Hypothyroidism 
The symptoms of FMS and CFS are consistent with those as-
sociated with hypothyroidism (low thyroid function): low body 
temperature, cold hands and feet, tingling in the extremities, 
fatigue, and depressed mental acuity. 

Recent studies show that over 43 percent of FMS patients have 
low thyroid function, and it’s estimated that those with FMS 
are 10 to 250,000 times more likely than those without to suffer 
from thyroid dysfunction. I fi nd that most all of my fi bro and 
CFS/ME patients have poor thyroid function. Many have gone 
undiagnosed due to lazy doctors. Others are receiving ineffec-
tive thyroid treatment. If my patient doesn’t have true hypothy-
roidism (but again, most do), then they for sure have adrenal 
fatigue, which has symptoms that mirror those of low thyroid.

The Other Layers of the Onion
 Intestinal Permeability (Leaky Gut Syndrome): Most of the in-
dividuals I evaluate are plagued by poor digestion. Much of this 
is caused by intestinal permeability, which occurs when the lin-
ing of the small intestine becomes irritated and leaks undigested 
proteins across the cellular membrane. This is like turning on a 
damaged garden hose and watching helplessly as water leaks 
from hole after hole. 

In your body, this “leaking” creates a potentially hazardous situ-
ation as the food proteins become allergic irritants. The irritants 
initiate an immune reaction, and chronic infl ammation results. 

Malabsorption Syndrome: A close cousin of intestinal perme-
ability, malabsorption is when many vital nutrients are simply 
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not absorbed. Defi ciencies of these nutrients lead to  depression, 
insomnia, fatigue, pain, decreased immunity, poor memory, and 
other ill effects. For more information on intestinal permeability 
and malabsorption syndrome, see ch. 12. 

The Liver and Detoxifi cation: The body’s ability to eliminate 
toxins largely determines its health, and detoxifi cation is an 
ongoing, never-ending process. A number of toxins—including 
heavy metals, pesticides, solvents, and microbes—are known to 
cause signifi cant health problems. 

The body eliminates toxins either by directly neutralizing 
them or by excreting them by way of the urine, feces, lungs 
(breathing), and skin (sweat). Toxins that the body is unable 
to eliminate build up in the tissues, typically in our fat cells. 
Most individuals with FMS or CFS/ME are suffering from an 
overburden of various toxins because of a dysfunctioning liver. 
Chemical sensitivities are common among CFS/ME patients 
(less common among fi bro patients) and are often a source of 
frustration for both the patient and the doctor. 

Nutritional Defi ciencies: “If you eat a balanced diet you’ll get 
all the nutrients you need.” The “health experts” who continue 
to cling to this draconian idea must not have read the research 
studies written on nutrition over the past twenty years. The 
standard American diet (even if you eat fruits and vegetables 
every day) is overloaded with tox-
ic, artifi cial chemicals. And mod-
ern processing methods remove 
25 to 75 percent of the original 
nutrients. 

An FDA study analyzing 234 foods 
over two years found that the 
average American diet contains 
less than 80 percent of the RDA of one or more of the following: 
calcium, magnesium, iron, zinc, copper, and manganese. Other 
studies have demonstrated magnesium defi ciency in well over 
50 percent of the population. A magnesium defi ciency can con-
tribute to arteriolosclerosis, fatigue, tight muscles, leg cramps, 
insomnia, constipation, cardiac arrhythmia, and heart disease. 
More junk food, anyone? 

Women who have 
had multiple 

pregnancies or long-term 
use of birth-control pills 
are at special risk of de-
veloping a B6 defi ciency. 
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Let’s look at what a defi ciency in just one common vitamin 
can mean to your body. Vitamin B6 defi ciencies are common in 
women of childbearing age, as estrogen and progesterone tend 
to consume B6 during its metabolism in the liver. So how much 
harm could one defi ciency cause? 

Well, optimal levels of the neurotransmitter   serotonin are de-
pendent on adequate quantities of B6. Some cases of PMS have 
also been attributed to B6 defi ciency. A defi ciency of B6 results 
in the loss of cell-mediated immunity and a reduction in the 
size and weight of the thymus gland, an important part of the 
immune system. Numbers of lymphocytes decrease, and the 
body is compromised in its fi ght against infection and disease. 

In short, there is no such thing as a superfl uous nutrient! And 
this doesn’t only include vitamins and minerals. Well inten-
tioned health professionals have been recommending low-fat 
diets for the past 10–15 years, and this has been disastrous for 
our nation’s health. Americans are now the most overweight 
country in the world, and we’re still low in the fats that we 
really need. While on this so-called health diet, the average 
American has gained over 10 pounds. And cases of heart dis-
ease, cancer,   type-2 diabetes, and other chronic conditions have 
actually increased. 

A low-fat diet is also usually a low-protein diet, and protein 
defi ciency contributes to  depression, fatigue, poor concentra-
tion, poor detoxifi cation, and many other illnesses. This is 
because our bodies need the essential amino acids that make up 
a protein. They regulate our neurotransmitters, sex hormones, 
immune system, glucose- insulin levels, wound healing, and 
thousands of essential bodily functions.

Parasites: Based on medical records and disease patterns, public 
health experts estimate that 60 percent of Americans will ex-
perience parasitic infections in their lifetime. Over one million 
Americans are infected with roundworm (Ascaris lumbricoides), 
and twenty to thirty million are infected with pinworm (En-
terobius vermicularis). Giardia lamblia infects eight to ten million 
and has been implicated, along with Entamoeba histolytica and 
roundworm, as a contributing factor to CFS/ME. 
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Food Allergies and Hypersensitivities: Albert Rowe, MD, past 
president of the American Association for the Study of Allergy, 
has described a syndrome known as “allergic toxemia” that in-
cluded the symptoms of fatigue, muscle and joint pain, drowsi-
ness, diffi culty concentrating, nervousness, and  depression. This 
syndrome was known as the “allergic tension-fatigue syndrome” 
in the 1950s, and it sounds to me a lot like CFS/ME or FMS! 

Hypersensitivity to environmental chemicals is a growing pub-
lic concern, affl icting an estimated 15 percent of the American 
public. The offenders include odors from cosmetics, perfumes, 
new carpet, paint, smog, cigarettes, newsprint, copier machines, 
fabrics, vinyl, household cleaners, and other man-made prod-
ucts.

Candida Yeast Syndrome/Intestinal Dysbiosis: Candida albi-
cans is a yeast that lives in your intestinal tract. It cohabits in a 
symbiotic relationship with over four hundred forms of healthy 
intestinal bacteria, which help produce many nutrients and also 
keep the Candida in check. When these good bacteria die (from 
antibiotics) or are suppressed (by steroids), Candida is allowed 
to grow to unhealthy levels, causing  intestinal dysbiosis. Can-
dida can also increase during times of stress. And yeast over-
growth can lead to intestinal permeability.

Trauma, Especially Neck Injuries: Many FMS patients can 
trace the beginning of their illness to some type of trauma. And 
recent fi ndings reveal that people with neck injuries are more 
likely to develop fi bromyalgia than are those with other types 
of injuries. One study published by Arthritis & Rheumatism in 
1997 focused on 102 subjects with a neck injury and 59 who had 
had a leg fracture, assessing them all a year later. Of those with 
neck injury, 22 percent developed fi bromyalgia, compared to 2 
percent of those with lower-extremity fractures. 

Depression: Some physicians would like us to believe that 
FMS is nothing more than  depression. Studies show, however, 
that FMS is not caused by  depression. But FMS can be a cause 
of reactive  depression ( depression due to circumstances). Who 
wouldn’t be depressed with such an illness? Individuals with 
FMS have lost their lives to an illness they can’t control and 
largely don’t understand. Some level of  depression is natural. 
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Infections: Although viral infections are more closely associated 
with CFS/ME than FMS, remember that these two syndromes 
are two sides of the  same coin. Viral, bacterial, fungal, and my-
coplasmal infections are common in both types of patients that I 
treat, though viral infections like Epstein-Barr have received the 
most attention. 

Poor Sleep: Nonrestorative sleep reduces the production of 
  serotonin and  HGH, lowers the pain threshold, depletes stress-
coping chemicals, increases infl ammation, and—of course—
causes fatigue and mental decline.

All of these “layers of the onion,” as I call them, can force you 
to make continuous withdrawals on your stress-coping savings 
account until you simply don’t have a dime left to your name. 
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nine
Stress Is the 
Catalyst for Disease 

Most of us can handle the ups and downs of our daily 
lives, even the occasional catastrophe. We dig in our 

heels, persevere, and eventually learn to cope. “Stress” is expe-
rienced when a person perceives that the demands made upon 
her exceed the mental, physical, personal, or social resources 
she is able to mobilize. 

Some individuals have an altered stress-coping system, which 
prevents them from managing daily stress. Human studies 
suggest that for some folks, the cumulative effects of physical, 
mental, chemical, or emotional burdens in early childhood may 
increase the effects of stress later in life. (It’s possible that the 
reason for this effect is an overstimulation or dysfunction of the 
HPA axis.) Retrospective studies show that the stress of emo-
tional, physical, or sexual abuse during childhood also increases 
the future risk of developing certain symptoms, including many 
associated with FMS and CFS/ME. 

Apparently, for some children and adolescents, too many trau-
matic or stressful events decondition their normal homeostatic 
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stress-coping abilities. Thus stress, particularly traumatic stress, 
early in life may alter the set point of their stress-response sys-
tem. As they get older, have more responsibilities, and experi-
ence an increase in their daily stress, they often fi nd their health 
beginning to suffer. They may start to have bouts of anxiety 
and  depression, or perhaps they’re just tired all the time. They 
become extremely vulnerable to major stressors: the death of 
a loved one, chronic illness, invasive surgery, physical trauma, 
etc. Like a ticking time bomb, it’s only a matter of time before 
they explode. 

This is especially true for those who have a genetic predisposi-
tion that makes them more susceptible to the ill effects of daily 
stress, including reduced   serotonin levels. Some research has 
suggested that FMS or CFS/ME patients may in fact be affl icted 
by this genetic abnormality. 

Sadly, I fi nd that many of my FMS and CFS/ME patients have 
experienced physical, emotional, or sexual abuse as a child. 
Some patients report abuse from their spouse (sometimes physi-
cal but more often emotional). This stressful situation, though 
begun in adulthood, can still eventually deplete their stress-
coping chemicals and lead to a state of disease. 

The symptoms of fatigue, pain, poor sleep, poor digestion, 
irregular bowel movements, mental confusion, poor memory, 
anxiety, and  depression are all warning signs that certain stress-
coping chemicals (including vitamins, minerals, amino acids, 
essential fatty acids, and hormones) have become defi cient. 
These defi ciencies then complicate one another until the body’s 
homeostatic mechanism and HPA axis become dysfunctional. 

The fi nal tick of the time bomb may be just another part of 
chronic daily stress, or it may be a sudden traumatic event like 
the birth of a new baby. I know I didn’t think I’d survive the 
fi rst colic-plagued six months of my daughter’s life. And I’m 
extremely healthy! I pulled my weight and spent every other 
night walking and rocking my crying daughter into the early 
morning, and this is the main reason it took another nine years 
before my wife could convince me to have another child! 

It’s no wonder that many of my patients report that their fi -
bromyalgia began after the birth of a child, often a fi rstborn. 
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Anyone with children can relate to sleeping (if you can call it 
that) with one eye and two ears open, making sure the baby is 
breathing. Or how about trying to sleep without moving so that 
you don’t wake the baby up? Then there’s the endless nights of 
breast and bottle feedings, diaper changes at two in the morn-
ing, and the early morning piercing cry: “I’m awake, folks!” It’s 
enough to bankrupt anyone’s stress-coping savings account! 
Whew! Let’s move on.

I want you to read about some people who really understand 
what you’re going through. These are edited accounts from real 
people, though their names have been changed. See if you can 
fi nd yourself in their stories. I pray that you will also soon fi nd 
yourself in their recoveries. 

Type A: The Driver
I’ve found that most of my FMS and CFS/ME patients fall into 
one of two personality types: A or B. A’s are the driven per-
fectionists; they do, do, do, until they’re done out. Bs are the 
caregivers; they give, give, give, until they’re given out. 

 Type A’s have a schedule fi lled with activities, which may 
include a full-time job (which could be staying at home with 
kids), household duties, family responsibilities, soccer practices, 
PTA meetings, volunteer work, church duties, and more. They 
push themselves harder and harder trying to do more, be more, 
have more. They don’t want to settle for second best. These 
perfectionists can’t stand to be idle. They must be busy doing 
something, and they love to multitask. They’ll be talking on the 
phone counseling a co-worker, cooking dinner, emptying the 
dishwasher, feeding the baby, and looking over the day’s mail 
all at the  same time. They’re used to pushing themselves and 
often feel guilty asking for extra pay or time off, even though 
they perform above and beyond their call. If asked to volunteer 
for a good cause, they nearly always accept. If the boss calls and 
asks them to head an additional committee, they accept once 
again. “No” is a rare word in their vocabulary. 

Unfortunately, these type A’s can get so caught up in “doing” 
that they never take time to be human “beings.” They don’t 
know what true downtime feels like. Finally, the years of con-
stant stress catch up to them, and they literally burn themselves 
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out. The following are actual accounts from patients of mine, in 
their own words.

Jean
I’m fi fty-nine years old, and I work as an insurance agent. Until 
twelve years ago, I had been very active in sports. I’ve raised three 
boys, mostly on my own, and I’ve always been involved in the com-
munity. 

I had to have surgery, and from there went downhill. Very sick, no 
energy, lots of pain. Over the next three years, I went through eight 
doctors and fi nally found one who put a name to it: fi bromyalgia. I 
read every book that I could fi nd on the subject, trying to fi nd out 
what caused it and what to do for it. I saw two rheumatologists who 
told me there was nothing to do for it and it was just something that I 
was going to have to live with. I had decided that they were right. 

There were times that I’d go for weeks and feel really bad and then a 
period of time where I wouldn’t feel so bad. Then about three years ago 
I got real sick and stayed in bed for several weeks. I couldn’t get out 
of bed, put on my own clothes, cook, or anything. I had always done 
everything for my sons. And now I was needing them to help take care 
of me! It was terrible. I was very frustrated. 

My doc had put me on antidepressants, pain meds, anything to give 
me some relief. I know that he was trying to help, but I had reached a 
point to where I was not sleeping. Two hours a night maybe. Some-
times two or three days with no sleep. I was weak and tired, but my 
brain was racing ninety miles an hour. I started realizing that the 
worse I felt, I could not remember things, even things that had just 
happened. My  fi bro-fog was bad. 

Then I found out about Dr. Murphree by accident from my Sunday 
school teacher who had seen an article in the paper about a seminar, 
but at that point, I was too sick to attend. But I looked up his offi ce 
and got in to see them the very next day. When I read his book, I knew 
that this was my life story. Everything that he was talking about was 
me and all that I had gone through. I had been on vitamins off-and-on 
for a long time and just fi nally gave up because they did not seem to be 
doing any good. In reading his book and taking the supplements that 
he recommended, it made all the difference in the world. 
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I am now sleeping six to eight hours or more a night; the pain is so 
much better. I do occasionally have a fl are-up, especially if I have a 
cold, but it doesn’t last nearly as long as it used to. Since I have been 
on the supplements, I mentally, physically, and emotionally, feel so 
much better. I would highly recommend that anyone read his book. It 
has so much information as to what you need to do with your health. 
My coming to the clinic has been very benefi cial. The heat therapy and 
re-alignment has helped me so much. 

I also think that Dr. Murphree’s approach is the most important 
thing. He tries to get to the root of the problem and doesn’t just give 
you drugs, or try a lot of different therapies, or try to cover it up. Each 
body is different and needs different supplements, and he’s willing 
to work with you to get the right ones. I would say on a scale from 0 
to 10 that my pain is at a 2. Compared to where I was, that’s great 
improvement. 

Maudy
I’ve fi nally learned that I don’t have to be the best at everything. My 
parents always wanted me to be the best that I could be, which is good 
in a way, but it can really get out of hand. So I graduated from college 
in three years with honors and immediately began my dream job in ad-
vertising. My fi rst year out of college I met my husband, got married, 
and we wanted to have children right away. We have three children 
now—two boys and a girl. Mathew, Michael, and Rachal are all about 
two years apart. I worked up until delivery and took only a month off 
for each child. I worked full-time, and really more than full-time. 

Matt’s work requires him to travel several days a month, which can 
be tough on us. But for the fi rst ten years, we were doing well. I know 
that Matt likes his job, and I had had several pay increases, and we 
both liked to serve on community volunteer boards. Our kids are into 
soccer, baseball, and basketball, and we tried to make all their games. 
We also were having a lot of dinner parties for clients. And I was tak-
ing some Spanish classes for work. And Matt was working towards 
his master’s. 

I would be lying if I said that I didn’t love the success we were enjoy-
ing. We had a large home we loved, two luxury cars, a lakehouse, 
happy kids in private school, and I was defi nitely on track to make VP 
at the fi rm. 
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But one day the bottom just sort of fell out, and my life became un-
manageable. My husband starting spending more and more time away 
on business, Michael was diagnosed with a learning disability, my 
mother died of a long illness with emphysema, I really had more work 
than I could handle at the fi rm, and my health started to suffer. At 
fi rst it was colds that hung around and wouldn’t easily go away. Then 
I started chronic headaches. Some days I had to drag myself through 
the day living on coffee. My boss even mentioned that I was yawning 
all the time. I was so embarrassed. 

At fi rst I thought I was just tired and needed a rest, so my husband 
and I took our fi rst extended vacation—four days—away from our 
children. I felt a little better when we returned and jumped right back 
into my old routine. There was always so much do when I got home 
from work. Some nights I didn’t get in bed until early the next morn-
ing. Then I’d be blasted by my alarm clock at 5:30 a.m. I’d get up and 
immediately start getting breakfast ready for the kids. 

One day I just couldn’t get out of bed. The alarm clock went off but I 
couldn’t even make myself get out of bed to turn it off. Instead it con-
tinued to buzz until fi nally, half an hour later, my son Mathew came 
into my room and turned it off. 

I made an appointment with our family doctor who ran a bunch of 
tests. He said they didn’t show anything was wrong, but maybe I was 
depressed from the death of my mother and recommended I take an an-
tidepressant. I knew something must be wrong so I started taking the 
medicine and thought it would get me back on track again. It didn’t. I 
went to doctor after doctor trying to fi nd someone to help me. I contin-
ued to get worse with headaches, irritable bowel problems, insomnia, 
sinus infections that wouldn’t go away. I felt like I had the worst case 
of the fl u twenty-four hours a day. 

I hated taking sick days from work. I was always the one who never 
did. But I started missing several days of work each month. And I felt 
like I lived at the doctor’s offi ce. I honestly saw twelve doctors about 
this, but I continued to get worse. My mind seemed to turn to mush. 
Even the simplest decisions became a big ordeal. I couldn’t remember 
where I put my car keys; had I taken my medicine; what was I sup-
posed to pick up at the store? 

My friends were sweet, but I just stopped communicating with them. 
And the thought of a dinner party just made me want to cry. So I 
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really had no social life anymore. I didn’t have the energy to walk the 
dog. And I couldn’t stand sitting in the bleachers at games. They were 
just too hard on my back. When I was still working, I’d be in bed by 
nine, sometimes as early as 7:30. Of course I couldn’t sleep but dozed 
off only to wake up in pain. 

I had to take an early retirement from my job. I had run out of sick 
days, and it was getting pretty pathetic at work. I was losing every-
thing I had worked for. My marriage was becoming strained, and our 
fi nances were dwindling due to all the doctor bills, prescriptions, tests, 
and the huge increase in health insurance once I retired.

I read an article about Dr. Murphree and his fi bromyalgia program. I 
had run out of options and felt that he was my last hope and told him 
so. I started the program and faithfully did all the therapies recom-
mended by the doctors at the clinic. The fi rst thing that improved was 
my sleep. I fi nally began to sleep through the night or least get fi ve 
hours of what Dr. Murphree called “restorative” sleep. I was able to 
discontinue my sleep medicines. I was glad to be off these drugs, which 
left me feeling hung over the next morning. I started to feel better. I 
had more energy. The pain slowly but steadily became tolerable and 
continues to be manageable unless I overdo it. 

I think the vitamin formulas have made a huge difference. If I forget to 
take them for a few days, the pain and fatigue start to return. I’m not 
100 percent better, but I’m getting my life back. I now have a social 
life again. I’m even thinking about going back to work part-time. But I 
won’t try to be the best at everything! 

Julie
I played tennis and golf and was a cheerleader in college. After college, 
I got married and started my career. I remember coming down with 
the most terrible case of the fl u and not being able to shake it. 

I was prescribed antibiotics and bed rest. I stayed home for three sick 
days, but I was just exhausted, and every muscle in my body hurt. 
I managed to go back to work, but I still felt terrible and would have 
to go right to bed when I got home after work. I would just walk in 
the door and walk straight to my room. Sometimes I’d climb in bed 
with my shoes on! I went back to my family doctor, and he did dozens 
of tests over a period of two months. Nothing showed up on my lab 
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work. No matter what I tried—drugs, vitamins, exercise, rest—noth-
ing helped for long. I just couldn’t shake it. My family doctor said he 
thought I was exhausted and needed a vacation. He asked me if my 
husband was abusing me. That was defi nitely not the case, but it got 
me thinking that maybe I was very stressed out. 

I took some time off, went to the beach, and lay on the beach for a week. 
I still felt exhausted and couldn’t shake the nagging muscle pains. I 
couldn’t sleep because of the pain. I returned to my doctor who said he 
thought I should try a new antidepressant and come back in a month. 
The antidepressant didn’t seem to help and I was now starting to get 
tingling in my right arm and hand. I was referred to a neurologist 
who said I may have some nerve damage in my arm. The neurologist 
prescribed Neurontin and recommended I see an orthopedic surgeon. 
The orthopedic surgeon said my MRI was negative and recommended 
more drugs. 

I was getting worse and started to miss a good deal of work. My social 
life had gotten pretty awkward. My marriage was being strained 
from the stress of almost a year of poor health. I mean I couldn’t even 
take the trash out to the curb without becoming totally exhausted. I 
couldn’t sleep, no matter what medicines were prescribed: muscle re-
laxers, tranquilizers, antidepressants, whatever. They made me tired, 
but I didn’t really sleep. It seemed like my family doctor resented that 
I was not any better. He referred me to a rheumatologist and told me 
that there was really nothing more that he could do for me. 

The rheumatologist ordered dozens more tests, all of which came back 
normal. He then told me I had fi bromyalgia. I had never heard of it. 
He explained what it was. He said they weren’t sure what caused it 
and that there was very little that could be done for it. Most of what 
he recommended I’d either tried or was already on. He did recommend 
exercise, which was new, but I just couldn’t bring myself to even 
start. Just putting on my sports bra was actually exhausting. I did feel 
relieved to know I wasn’t crazy or just making these things up. Some-
one had fi nally found out what was the matter with me. 

The rheumatologist prescribed lots of drugs and also physical therapy. 
At fi rst I seemed to be a little better. After a couple of weeks I started 
getting terrible stomach pains. The doctor said it was probably due 
to the  Celebrex, so I stopped taking it. Then I started having more 
and more trouble just waking up in the morning. And so I stopped 
Zanafl ex and started  Ambien. This defi nitely helped, and I didn’t feel 
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so hung over in the morning. My pain continued to be as bad, though, 
and I was given trigger-point injections. These didn’t help and some-
times made me hurt like crazy. After a couple of months, the  Ambien 
stopped working and I couldn’t get to sleep once again. I stopped go-
ing to the physical therapist, because some of that also seemed to make 
me worse. I think it was just too intense. 

I read book after book on fi bromyalgia and decided that I needed to 
try a more natural approach. So I started taking various supplements 
and watching my diet a little closer. I stopped all caffeine, sodas, and 
alcohol. This was hard to do, but it seemed to help. Massage therapy 
worked some. And I started seeing a chiropractor and an acupunctur-
ist: two things I never would have even thought of doing before. The 
relief was short-term, and I had to go a lot. I just couldn’t afford it af-
ter a while. And it was hard to tell what exactly was working, because 
I was trying all this alternative stuff at the  same time. 

One day I was watching the news when they started talking about a 
local clinic that specialized in fi bromyalgia. I went to a talk and real-
ized everything Dr. Murphree said about my illness was true. I just 
wanted to cry. I felt hope inside me rising up again. 

I began the program in October, and by January I was back at work. 
I still don’t have the stamina I once did, but I don’t pass out from 
exhaustion and pain at the end of the day. I know I’ll always need to 
monitor my stress, eat right, and take the supplements Dr. Murphree 
recommends. When I try to do too much, I’m reminded that I have 
fi bromyalgia. Otherwise I feel good most all the time. 

Type B: The Caregiver
Type Bs may or may not be as driven as type A’s, but they are 
just as taxed. They spend considerable time and energy taking 
care of spouses, children, extended family, and friends. Their 
lives revolve around the ups and downs and daily challenges of 
those they look after. They may have an invalid living in their 
home. They may be continuously running back and forth be-
tween the hospital and nursing home. Or they may just see it as 
their duty to especially care for those around them, even those 
who don’t ask for help. And since they don’t have enough time 
in the day to take care of the needy and themselves, they often 
struggle late into the night to get everything done. 
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They like to be needed (don’t we all?) and feel a sense of duty 
that makes them continue to give more. They can spend years 
giving and giving while getting little in return and leaving no 
time for themselves. This constant emotional strain can cer-
tainly take its toll on a marriage. They are often too tired to 
simply enjoy time with their spouse, who usually gets pushed 
to the bottom of the priority list (right above themselves, that 
is). Finally—and it’s inevitable—these individuals either change 
dramatically, or they crash.

Vicky
I heard about the clinic from a friend of the family. I fi gured I had 
nothing to lose at this point. I called and got the fi rst available ap-
pointment, and three weeks later I drove seven hours to be seen. The 
best thing about my visit was knowing I wasn’t crazy. There were 
other patients from all over the country who had the  same symptoms 
as I did. We couldn’t all be crazy. The doctors took my history, exam-
ined me, and then explained why I felt as I did. They said they’d need 
to do some more tests but were pretty certain I had chronic fatigue 
syndrome. I’d never heard of it, but after they began to explain it, 
everything started to add up. 

They asked, When have you last really felt good? It was probably 
about six years ago. That’s when I had started getting chronic sinus 
infections. I was treated with cortisone shots and antibiotics. I’d have 
four or fi ve infections a year. No matter how many shots or pills I’d 
take, they’d hang on for weeks at a time. Each time I’d take antibiot-
ics, I’d get a raging yeast infection. I’d started having lots of stomach 
problems, bloating, gas, and pain. Two years ago, I developed pneumo-
nia and was hospitalized. 

The doctor at the clinic also asked what happened about six years 
ago. I hadn’t really thought about it, but I’d been under a tremen-
dous amount of stress. My mother had died and then my father had a 
stroke. He came to live with us and needed around-the-clock attention. 
I couldn’t leave him but for a few hours at a time. My husband tried 
to get me to hire full- time sitters, but I just couldn’t bring myself to 
do that. I know that’s not what mom would have wanted for dad. We 
were in and out of the hospital many times, but dad always managed 
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to pull through. My teenage daughter had a bad car accident, so she 
too was in and out of doctors offi ces for over a year. 

I never seemed to get better from then on, and I was totally exhausted. 
I couldn’t even go to the grocery store without being wiped out for 
days. I never got up earlier than 11 o’clock. I drank a pot a coffee and 
several Diet Cokes just to make it through the day. I had a CAT scan, 
MRIs, nerve tests, and tons of blood tests. All my tests came back 
pretty normal, though they did discover some heart irregularities. I 
was beginning to think I was just crazy; I know my family already 
thought so.

I tried to be a good wife, mother, and daughter. I kept the house clean, 
took care of my husband, father, and children. I would have to get 
up several times a night to check on dad. Sometimes, I was just too 
tired to go back to sleep. I’d stay awake and enjoy what little free time 
I could. I’d make sure everyone got their break- fast and was off to 
school or work on time. 

Some days I felt like I was a hundred years old. My father died, and 
then there was the funeral and the estate to look after. I got through 
this and was actually looking forward to getting my life back when I 
my chronic sinus infections turned into pneumonia. I was never the 
 same after that. I’ve been sick every day now for at least fi ve years. 

Dr. Murphree told me I had chronic fatigue syndrome. He explained 
how my autonomic nervous system had been overwhelmed by the 
years of chronic stress. My immune system had stopped working like 
it should. I was placed on an  elimination diet, supplements, and some 
prescription medications. 

I didn’t notice much improvement, and after two weeks, I started 
becoming discouraged once again. Then something seemed to change. 
One day I woke up with more energy than I’d had in years. I felt 
almost normal. Unfortunately it didn’t last but for one or two days. 
Each week, though, I seem to be getting stronger, feeling better. 

Jeanette
I’ve been a nurse for over twenty years. I’m the head nurse for the 
critical care unit at a large hospital. I’m responsible for overseeing 
dozens of nurses, nursing aids, and medical technologists. We have 



184   Stress Is the Catalyst for Disease

the sickest of the sick patients, but I enjoy my work. It’s demanding, 
stressful, but rewarding. Many of our patients don’t make it out of 
CCU. The constant threat of death is too much for some nurses who 
rotate through the department. Sometimes you’ll get close to a patient 
and their family only to watch them die. 

Until last year, I thought I’d be happy to stay in this position for 
another twenty years. But now I can’t seem to muster up the energy 
needed to sustain me through the day. It seems I’ve lost something; I 
don’t know what. I’m sick a lot. I feel like I’ve got some infection just 
underneath the surface that just won’t go away. None of the doctors 
I’ve seen can tell me what’s wrong with me. I’m on several medica-
tions but don’t feel any better. I wonder if I’ll ever be healthy again. 
But I’m willing to try your plan, Dr. Murphree. What can I lose?
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ten
The Importance of 
a Good Night’s Sleep 

The fi rst question I ask new patients is, “How are you sleep-
ing at night?” If they don’t get a good night’s sleep, they’re 

not going to get well. It really is that simple. Most people with 
FMS or CFS/ME haven’t slept well in years. Most of my pa-
tients take tranquilizers, muscle relaxants, or over-the-counter 
sleep aids to get them to sleep. But the majority of them never 
go into deep, restorative sleep. It is in this delta-wave sleep 
that the body repairs itself by making  human growth hormone 
( HGH) and other hormones that help repair damaged muscles, 
tissues, and organs. Deep sleep also builds and rejuvenates the 
immune system and of course allows deposits to be made into 
our stress-coping savings account.

Get Good Sleep for Good Health
We’ve all heard that we need eight hours of restful sleep each 
night. The amount of sleep an individual actually needs will 
vary from person to person. A fi ve-year-old might need eleven 
to twelve hours of sleep; an adult, seven to nine hours. Poor 
sleep has been linked to various health problems, including 
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 depression, fatigue, CFS/ME, FMS, and headaches. This is not 
news to those who suffer from FMS and CFS/ME. They already 
know that their symptoms get worse when they don’t get a 
good night’s sleep. 

One study showed that college students who were prevented 
from going into deep (REM) sleep for a week developed the 
 same symptoms as those with FMS and CFS/ME: diffuse pain, 
fatigue,  depression, anxiety, irritability, stomach disturbances, 
and headache. 

Another study, conducted by the University of Connecticut 
School of Medicine, compared the sleep patterns and associated 
symptoms of fi fty women with FMS. The study showed that a 
poor night’s sleep was followed by an increase in symptoms, 
including body pain. This increase in symptoms then went on 
to prevent the subject from getting a good night’s sleep the next 
night, even though the person was exhausted. For FMS/CFS 
patients, this cycle continues and creates a pattern of declining 
health. 

Research presented in June 2002 at the Endocrine Society in San 
Francisco showed that sleep deprivation markedly increased 
infl ammatory  cytokines (pain-causing chemicals)—by a whop-

ping 40 percent. 

Poor sleep also affects your 
 human growth hormone 
( HGH) levels, and low  HGH 
causes further fatigue, reduced 
capacity for exercise, muscle 
weakness, impaired cogni-
tion,  depression, pain, and 
decreased muscle mass. Deep 
sleep, however, initiates the 
pituitary to release more  HGH. 
Eighty percent of  HGH is pro-

duced during delta-stage sleep, so the best way to boost  HGH 
levels is to get eight to nine hours of sleep a night. 

If you have fi bromyalgia, you know all too well that when you 
don’t get a good night’s sleep—which is often—you have more 
pain, fatigue, anxiety, foggy thinking, and  depression. Most of 

“Our cells pulse in a 
rhythm whose timekeeper is 
the universe as a whole. The 
fl ow of intelligence that regu-
lates mind and body in us 
attends to its own cycles and 
functions best when these 
cycles are closely heeded.”

—Deepak Chopra, MD
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my patients haven’t slept well in years and have tried one sleep 
medicine after another. Unfortunately, these medicines may 
work for a while but usually lose their effectiveness over time. 
And many actually prevent you from going into the deep, re-
storative sleep you need to get well. Some even deplete melato-
nin, your natural sleep-regulating hormone.

Sleep medications that don’t promote deep, restorative sleep 
include Gabitril (tiagabine) and Neurontin (gabapentin). These 
are sedating but rarely yield any pain relief in FMS or CFS/ME 
patients and are loaded with potential side effects. Zanafl ex (ti-
zanidine) is a dangerous muscle relaxant. Xanax (alprazolam), 
Ativan (lorazepam), Valium (diazepam), Tranxene (clorazepate 
dipotassium), Serax (oxazepam), Librium (chlordiazepoxide), 
Klonopin (clonazepam), and Restoril (temazepam) are ad-
dictive benzodiazepines with numerous potential side effects. 
Soma (carisprodol) is a muscle relaxant that can be very sedat-
ing. Unisom (doxylamine) is an over-the-counter antihistamine. 

Sleep medications that do promote deep, restorative sleep 
include  Ambien, Elavil, Flexeril, Trazadone, and  Lunesta. 
However, these medications still have potential side effects and 
usually start to lose their effectiveness over time. 

And please know, no one has a sleep-drug defi ciency. The ques-
tion shouldn’t really be, “Which sleep drug is right for you?” It 
should be, “Why do you need a drug to sleep? What is prevent-
ing you from consistently getting a good night’s sleep?” It’s not 
uncommon to hear stories like the one below: 

Margaret
I’d taken every sleep medicine there is. My doctor said I couldn’t 
sleep because I was depressed. I didn’t know why I wasn’t sleeping, 
but I knew I was exhausted. So, even though I didn’t think that all 
of my problems were due to  depression, I was willing to try Prozac. 
It seemed to help for a while, but after about six months, I was worse 
than when I started the medicine. I then started Celexa, but it wore off 
after a few months. I used Elavil for a while. It helped me get to sleep, 
but I usually felt hungover the next day. I was in a downward spiral 
that I couldn’t escape. 
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I consulted a rheumatologist for my pain, and he diagnosed me with 
fi bromyalgia. He prescribed  Ambien for my insomnia and Zanafl ex 
for my pain. I felt better for a while—maybe a couple of weeks. But the 
medicines made me feel drugged out. The  Ambien worked for several 
months, but then I started needing a higher and higher dose. Finally 
it also stopped working. I then tried Sonata, but it would only work 
for four hours. I’d wake up at 3:00 in the morning—wide awake—and 
wouldn’t be able to go back to sleep. 

I walked around for four years totally exhausted and in so much pain. 
I was losing all hope until I tried  5-HTP. It, along with the other 
supplements Dr. Murphree recommended, allowed me to consistently 
fall asleep and wake feeling rested. After about a month, I noticed my 
constant pain was getting better. It was less of an issue. I actually had 
energy to go shopping and fi x dinner. I used to have so much anxiety 
about going to sleep. The closer it got to bedtime the more worried I 
got that I wouldn’t be able to get to sleep. Now I simply take my  5-
HTP, and in thirty minutes, I’m asleep.

Stress Leads to Poor Sleep
As mentioned earlier, we are all born with a stress-coping sav-
ings account fi lled with chemicals we need for the body to work 
properly. These chemicals—  serotonin,  dopamine,  norepineph-
rine, cortisol,  DHEA,  HGH, and others—help us deal with stress. 

Every time we are exposed to stress (chemically, emotionally, 
mentally, or physically), we make withdrawals from our stress-
coping savings account. These withdrawals can be triggered 
by any stimulus, including sounds (especially loud or irritating 
noise), odors, and bright light. You may have noticed that the 
longer you’ve had your illness, the less tolerant you are to certain 
odors, chemicals, or noises. 

Emotionally stressful situations cause the body to release adren-
aline, cortisol, and  insulin, and these stress hormones stimulate 
the brain to secrete   serotonin. Long-term stress and poor dietary 
habits can therefore deplete the body’s   serotonin stores. If we 
aren’t careful, we’ll fi nd that we are making more withdrawals 
than deposits, bankrupting our own account. And when we do, 
FMS and CFS are often the result. 
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But when a person enters deep, restorative sleep, she makes 
more   serotonin, which then gets deposited into her stress-
coping savings account. The more stress a person is under, the 
more   serotonin she’ll need to replenish. 

Every Waking Hour, 
You’re Making Withdrawals.

 › traffi c jams

 › poor sleep

 › pollution

 › long work hours

 › job stress

 › mental problems

 › money problems

 › parenting stress

 › relationship stress

 ›  coping with 
chronic illness

WITHDRAWALS

  serotonin
 dopamine

cortisol
 DHEA
 HGH

 norepinephrine
GABA

vitamins
minerals

antioxidants

Your Stress-
Coping Savings 

Account

Delta-Wave Sleep 
Makes Invaluable Deposits.

We make 
deposits into our 

stress-coping 
savings account by 

going into deep, 
restorative, 

delta-wave sleep.

D E P O S I T S

  serotonin
 dopamine

cortisol
 DHEA
 HGH

 norepinephrine
GABA

vitamins
minerals

antioxidants

Your Stress-
Coping Savings 

Account
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It’s a vicious cycle. If she doesn’t have enough   serotonin, she 
won’t be able to go into the stage of sleep in which she is able to 
make more   serotonin! 

  Serotonin and  Tryptophan
The neurotransmitter (brain chemical)   serotonin helps regulate 
sleep, digestion, pain, mood, and mental clarity:  

 ›  It raises your pain threshold by blocking substance P.

 › It helps you fall asleep and stay asleep through the night.

 ›  It regulates your moods, reducing anxiety and  depression. 

 › It  reduces sugar cravings and overeating. 

 › It increases mental abilities. 

 ›  It regulates normal gut motility (transportation of food-stuff).

 ›  It reverses   irritable bowel syndrome (surveys have shown that 
as many as 73 percent of FMS patients suffer from IBS). 

One source of   serotonin is  tryptophan, an essential amino acid. 
Ninety percent of  tryptophan is used for protein synthesis, 1 
percent is converted to   serotonin, and the balance is used to 
make the B vitamin niacin. 

Replacing optimal   serotonin stores by supplementing amino ac-
ids—such as  tryptophan—is the fi rst step toward a better night’s 
sleep for you. Once this has occurred, and it may take months, 
your body starts to normalize, and you start to feel a whole lot 
better. But how do you increase your levels of tryptophan?

I’ve got good news for you. It’s called  5-HTP, and it’s what 
 tryptophan becomes on its way to becoming   serotonin. It’s per-
fectly natural, perfectly legal, and inexpensive. And it’s a better 
way to “get” your   serotonin for other reasons: 

First, whereas  tryptophan needs to be helped by a transport 
molecule to cross the blood-brain barrier,  5-HTP moves easily 
into the brain, so it does not compete with other amino acids for 
passage. And unlike  tryptophan, which is made from bacterial 
fermentation and is hence subject to contamination,  5-HTP is 
plant-derived (Griffonia simplicifolia). Lastly,  5-HTP is converted 
directly into   serotonin, unlike  tryptophan, which must fi rst be 
broken down. 
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The Brain Function Questionnaire in ch. 16 will help you 
determine if you are low in   serotonin. However, if you have 
fi bromyalgia, it’s a safe bet that you are. Whether it’s a cause 
or an effect of the illness, individuals with fi bromyalgia tend to 
display low levels of  tryptophan,   serotonin, and  5-HTP. 

Why Your   Serotonin Levels Are Low
Stress often plays a role in   serotonin defi ciency. Emotionally 
stressful situations cause the body to release adrenaline, corti-
sol, and  insulin, and these stress hormones stimulate the brain 
to secrete   serotonin. In this way, long-term stress and poor 
dietary habits can deplete the body’s   serotonin stores. 

Stimulants like caffeine, nicotine, chocolate, diet pills, sugar, 
and nicotine also cause a rapid rise in blood  insulin levels, 
which is followed by   serotonin release. That’s why you feel 
better and think clearer after using them. The feeling is only 
temporary, though, as a stimulant high is always followed by an 
unpleasant low. This low leads to stimulant cravings and even-
tually to addictions, as people become dependent on stimulants 
to raise   serotonin levels. Sadly, this addictive process causes fur-
ther depletion of   serotonin. Eventually, no stimulant will help. 

Normally we get plenty of  tryptophan and thus  5-HTP from 
the protein foods we eat. However, those with FMS have physi-
ological or biochemical glitches that prevent dietary  tryptophan 
from converting into   serotonin. We know this because studies 
have found FMS patients to have higher levels of metabolites in 
the kynurenine pathway, and this situation diverts  tryptophan 
away from   serotonin production. 

Solving Your   Serotonin Problem
The fi rst reaction of many physicians to a patient’s   serotonin 
defi ciency is to recommend a selective   serotonin reuptake 
inhibitor (SSRI) drug. But while prescription antidepressants 
can be helpful, they have some serious potential side effects. In 
addition, they tend not to work for FMS patients. And here’s 
why: SSRIs can help a patient hang onto and use their naturally 
occurring stores of   serotonin. They work like a gasoline addi-
tive would work in your car, helping to increase the effi ciency 
of “fuel.” 
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But most of the patients I see with fi bromyalgia are running 
on fumes! A gasoline additive is not likely to help. If you don’t 
have any   serotonin to reuptake, then using a reuptake inhibitor 
drug is pointless. 

And by pointless, I mean exactly that. It’s money thrown away. 
In fact, depending on which study you quote, from 19 to 70 per-
cent of those taking antidepressant medications would do just 
as well on a placebo. This is precisely why I recommend that 
my fi bromyalgia patients boost their   serotonin levels by taking 
 5-HTP, not an antidepressant. Why put an additive in your gas 
tank when you can just fi ll it up with what it’s really thirsty for? 

The Myriad Benefi ts of 5-HTP
 5-HTP treats insomnia beautifully, improving sleep quality by 
increasing REM sleep and increasing the body’s production of 
melatonin by 200 percent. 

It’s also common for the symptoms of   irritable bowel syn-
drome (diarrhea and constipation) to disappear in one to two 
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weeks once essential nutrients, especially   serotonin levels, are 
normalized. In fact, there are more   serotonin receptors in the 
intestinal tract than in the brain. The brain and gut are con-
nected through neuroreceptors that regulate the perception of 
visceral pain and gastrointestinal motility (the speed at which 
food moves through the intestinal tract). These receptors are 
one reason that people get butterfl ies in their stomach when 
they’re nervous. 

Double-blind placebo-controlled trials have shown that patients 
with FMS were able to see the following benefi ts from taking 
 5-HTP: 

 ›  decreased pain, 

 ›  improved sleep, 

 ›  fewer tender points, 

 ›  less morning stiffness, 

 ›  less anxiety,

 ›  increased energy,

 ›  and improved moods in general, including in those with clini-
cal  depression. See ch. 16 for more about  5-HTP’s amazing use-
fulness—superior to many antidepressant drugs—in this area. 

Supplement 5-HTP to Restore Sleep 
All my FMS patients start their therapy by taking 50 mg. of 
 5-HTP 30 minutes before bed, on an empty stomach (90 min-
utes after or 30 minutes before eating), with 4 ounces of grape 
juice. The juice causes the body to release a little  insulin, which, 
though not necessary for  5-HTP to pass the blood-brain barrier, 
seems to heighten the supplement’s effect. (If you have prob-
lems with your blood sugar levels, try taking your  5-HTP with 
water or milk.) Patients continue to increase their dose over 
time, and I’ve typically found 300 mg. to be the optimal thera-
peutic amount.

One of three things will happen when you start by taking 50 
mg. of  5-HTP:

1.  You fall asleep within thirty minutes and sleep through the 
night. If so, you should stay on this bedtime dose and add an 
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additional 250 mg. at dinner (for a total of 300 mg. daily). You 
may fi nd you sleep even better by taking 100 mg. at bedtime 
and 200 mg. with dinner. 

2.  Nothing happens. This is a typical response to such a low 
dose. You should add an additional 50 mg. each night (up to 
a max of 300 mg.) until you fall asleep within thrity minutes 
and sleep through the night. Once you’ve discovered your 
bedtime dose, subtract that amount from 300 mg. and take 
the remainder with dinner to keep   serotonin levels optimal. If 
you are taking 300 mg. at bedtime and still can’t get to sleep 
and stay asleep after two days on this dose, then it is time to 
explore using over-the-counter melatonin.

3.  You have a reaction. Instead of making you sleepy, the dose 
makes you more alert. This occurs more often in CFS/ME and 
chemically sensitive patients who have a sluggish liver. If this 
happens, discontinue  5-HTP at bedtime. Instead take 50 mg. 
at a mealtime for two days. (Taking  5-HTP with food slows 
its absorption, allows the liver to process it more effectively, 
and shouldn’t make you too sleepy). After two days on  5-HTP 
with food, increase to 100 mg. with each meal (300 mg. a day). 
You may need to play around with your dosing. For instance, 
you can try taking 100 mg. at breakfast and 200 mg. at lunch. 
If you are only taking  5-HTP at meals and none at bedtime, 
then you can increase your dose up to 400 mg. daily if it helps. 
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If your reaction to   serotonin goes beyond alertness to rapid heart 
rate, increased pulse, elevated blood pressure, and agitation, see 
your doctor. But don’t be alarmed. I have thousands of individu-
als on  5-HTP, and I assure you that such a reaction is rare. Just 
be sure to follow the instructions in this chapter carefully.

Increasing   serotonin levels is benefi cial for 95 percent of my 
patients. But there are those—usually at the far CFS/ME end 
of the spectrum—who have the   serotonin sensitivity reaction 
described, and it just can’t be helped, even by taking 5-HTP 
with food. Excessive serotonin levels can cause these patients 
insomnia, headaches, hyperactivity, and increased heart rate. 

Some doctors have theorized that CFS/ME patients actually 
have too much serotonin already, and this is why they are so 
tired. So more serotonin just makes them feel worse. I suspect, 
however, that most patients who have a serotonin reaction 
do so because of a sluggish liver. These are usually the same 
patients who have trouble taking most medications. They get 
depressed on antidepressants and hyperactive on sleeping pills. 
And they usually need less than the normal dose of any given 
medicine they take. 

I have recommended 5-HTP to thousands of people and have 
had thousands more order it from my web site and offi ce. In ten 
years, I’ve had three individuals who have reported a serotonin 
sensitivity reaction. Two of them had heard me at a speaking 
engagement and, in their excitement to enjoy 5-HTP’s benefi ts, 

I ’m taking a prescription sleep 
medication and sleeping fi ne. 

Why should I mess with some-
thing else? 

If you’re taking a drug that 
promotes deep restorative 
sleep, falling asleep within 
thirty minutes, dreaming, and 
sleeping 7–8 hours, then good 
for you! Still, you should add  5-
HTP (50 mg.) three times daily 
with food. If no problems arise 
after three days, increase to 100 

mg. with each meal. Why? Re-
member that the reason you’re 
taking these prescription drugs 
is because you have a   serotonin 
defi ciency, not a drug defi -
ciency. Even if you are building 
up some   serotonin stores in 
the night through deep sleep, 
you’ll quickly use them up in 
one very stressful day. The key 
is to build up your   serotonin 
levels for good, and nothing 
does that better than  5-HTP 
and its cofactors.
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had taken 300 mg. at bedtime the fi rst night. They then experi-
enced rapid heartbeat, increased pulse rate, and agitation for a 
few hours. Each one called my offi ce for guidance and eventu-
ally built up to 300 mg. a day with food and adjusted great to 
the supplement. Incidentally, both of these individuals had CFS, 
a history of funny reactions to medications, and elevated liver 
enzymes in past blood tests (a sign of a poorly functioning liver). 
Had they been patients of mine with such obvious signs of 
sluggish liver, I would have suggested from the beginning that 
they take 5-HTP only with food and never at bedtime. The third 
individual is actually a patient of mine. She has extreme sensitiv-
ity and just can’t take anything without having a reaction. 

C an  5-HTP be taken with 
any of my prescription 

medications? 

Yes. Remember, it has an odd 
name, but it’s a perfectly natu-
ral brain chemical. 

C an I take  5-HTP along with 
an antidepressant? 

Yes, you can take  5-HTP or any 
amino acid along with antide-
pressant medications. In fact, 
95 percent of my patients are 
already taking antidepressants 
when they come to see me. 
Most are on SSRIs—such as 
Paxil, Prozac, Zoloft, Lexapro, 
or Celexa—which are trying 
to work with the   serotonin 
they have. Or in this case, the 
  serotonin they don’t have. Once 
they start fi lling their brain 
up with   serotonin by taking 
 5-HTP, the prescription SSRI 
medications then actually have 
something to work with! 

C an I take  5-HTP along with 
sleep medications? 

Yes. Start using  5-HTP until 
you sleep through the night. 
At some point, you should be 
able to work with your medical 
doctor to slowly wean off the 
prescription sleep medication. 
Taking  5-HTP along with some 
prescription sleep medications 
may cause a morning hangover, 
though  5-HTP alone never will. 
Weaning off the sleep medica-
tion (again, with your doctor’s 
help) should fi x any hangover 
problem.

I s there anyone who shouldn’t 
take  5-HTP? 

I wouldn’t recommend  5-HTP 
for patients with manic  depres-
sion or schizophrenia. These 
conditions are best referred to 
an orthomolecular psychiatrist 
who specializes in these com-
plicated disorders.
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5-HTP Cofactors
5-HTP is amazing stuff, but it can’t make serotonin alone. It 
needs help from calcium, magnesium, and some B vitamins. So 
make sure that you’re getting plenty of these, too. 

Your fi rst step is to take a high-dose broad-spectrum multivita-
min and mineral formula daily with a minimum of 700 mg. of 
magnesium (like my CFS/Fibro Formula). If you aren’t having 
a daily bowel movement, then you’re probably still defi cient in 
magnesium.

Increase your magnesium by 140–150 mg. (use magnesium 
chelate, citrate, or taurate) at dinner each night until you begin 
to have normal bowel movements each day. If you start to have 
loose bowel movements, reduce the amount. 

If you’re not dreaming at night, you’re probably defi cient in vi-
tamin B6. So make sure there’s enough B6 (50–100 mg.) in your 
multivitamin. 

Some folks can’t convert vitamin B6 into its chemically active 
form, pyridoxal-5-phosphate (P-5-P). This isn’t common in my 
patients, but it does show up occasionally.

Still Can’t Sleep?
If it turns out that 5-HTP isn’t the only answer to your problem, 
then read on. First, let’s make sure you understand the basics of 
how sleep works: 

There are two types of sleep: REM (rapid eye movement) 
sleep and non-REM sleep. During REM sleep, the eyes—still 
closed—rapidly move back and forth as dreaming takes place.

Non-REM sleep is divided into four stages. Stages one and two, 
while important in maintaining the correct sleep cycle, don’t 
provide the restorative efforts of three and four. Stage four is the 
deepest and is crucial for overall well-being. Non-REM sleep 
begins when we fi rst fall asleep. Its fi rst two stages have a faster 
brain-wave pattern (as measured with an electroencephalogram 
[EEG]) than the fi nal two, and they are considered lighter. As 
brain activity begins to slow down, we enter into stages three 
and four of non-REM. This usually occurs about ninety minutes 
after falling asleep.
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The non-REM cycle is then 
interrupted by ten minutes 
of REM sleep, which elicits 
a fl urry of brain activity as 
you dream. These cycles 
occur fi ve to six times per 
night. The time spent in REM 
continues to grow and may 
last up to an hour in the fi nal 
cycle of sleep. 

Melatonin
The pineal gland is located 
at the base of our brain, and 
the ancient Greeks consid-
ered it the seat of the soul. 
This thought may not be far 
off, since the pineal gland 
is responsible for releasing 
melatonin, an extremely im-
portant hormone that plays 
a vital role in regulating the 
body’s sleep-wake cycle. 
Normally, melatonin levels in 
your body begin to rise in the 
mid-to-late evening, remain 
high for most of the night, 
and then decline in the early 
morning hours.

But some things can work 
against your body’s produc-

tion of melatonin. Levels gradually decline with age, and some 
older adults produce very small amounts or none at all. 

 Melatonin is also affected by a person’s exposure to light. Levels 
start to rise as the sun goes down and drop off as the sun comes 
up. The eyes are extremely sensitive to changes in light, and an 
increase in light striking the retina triggers a decrease in melato-
nin production. Conversely, limited exposure to light increases 
melatonin production.1 Those suffering from insomnia should 
avoid bright light two to three hours before bed. 

What if I’m using one of 
the sleep medications 

that doesn’t promote deep, restor-
ative sleep? 

Well, it depends. If you’re not 
sleeping well, defi nitely start 
taking  5-HTP as directed in 
this chapter, along with your 
medication. 

If this combination makes you 
feel hungover the next day, try 
working with your medical 
doctor to reduce the dose or 
frequency of your prescription 
medication. If you are already 
sleeping well, start with 50 mg. 
of  5-HTP with food, and after 
a couple of days, increase to 
100 mg. with each meal. After 
a couple of weeks, you can try 
(with the help of your medical 
doctor) to slowly reduce your 
sleep medications and switch 
your  5-HTP dosages from 
mealtimes to bedtime. Start 
with moving 50 mg. to bed-
time, and increase this amount 
each night until you fall asleep 
within thirty minutes and sleep 
through the night.
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Exposure to electromagnetic fi elds can also deplete melatonin. 
Do you keep any of these things in your bedroom? Electric 
clock or radio, electric blanket, sound machine, cell phone, 
electric telephone, electric fan, television, or computer? In fact, 
any plugged-in electrical device generates electromagnetic 
fi elds. Living near a power station or substation also poses a 
risk of being affected by electromagnetic fi elds.

Melatonin levels can also be decreased by nonsteroidal anti-
infl ammatory drugs (NSAIDs). So besides intestinal bleeding, 
leaky gut, and an increased risk of heart attack, here’s another 
reason to avoid chronic use of NSAIDS. Other drugs that can 
deplete melatonin include SSRIs and anti-anxiety meds (ben-
zodiazepines). Yes, the very same drugs used to help you with 
depression may deplete melatonin, preventing you from getting 
the deep, restorative sleep you need to make serotonin.

Other culprits include antihypertensive drugs, steroids, over 3 
mg. of vitamin B12 in a day, caffeine, alcohol, tobacco, evening 
exercise (for up to three hours afterwards), and depression. 

Once a curiosity to scientists, melatonin is now known to 
slow down or perhaps even reverse the effects of aging. It’s also 
a powerful antioxidant that, unlike other antioxidants, can cross 
the blood-brain barrier and attack any free radicals fl oating 
around in the brain. Melatonin protects cell nuclei and thus the 

Help! My days and nights 
are already mixed up. I’m 

tired in the morning and wide 
awake at night.

Our body clock can be reset 
naturally with sunlight or brite-
light therapy. 

Wake up early the fi rst day, 
just after or right before the 
sun comes up. Go outside, and 
expose your face to full sun-
light for a minimum of twenty 
minutes. It doesn’t matter if 
it’s sunny, cloudy, cold, or hot. 

Simply face the sun for a mini-
mum of twenty minutes. 

If this is done repeatedly over 
several days or weeks, you 
will help to adjust your pineal 
gland. Slowly but surely, your 
cortisol and melatonin will 
right themselves, and you’ll 
fi nd that along with good sleep 
hygiene, you’ll become sleepier 
earlier in the evening. 

Full-spectrum “brite” lights 
may be used as well. Simply 
use one for a minimum of 
twenty minutes each morning. 
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DNA blueprint of each cell. This is a major reason why melato-
nin is able to fend off the adverse affects of cancer. 

Says Joan Mathews-Larson, 
PhD: “Melatonin rejuvenates 
the thymus gland to protect 
our immunity.…Melatonin 
will ‘reset’ your immune sys-
tem when it has been under 
siege from infections, cancer, 
stress, and so on. Such attacks 
disrupt its rhythms and dimin-
ish its effectiveness.” 

It’s easy to put two and two 
together. If you’re defi cient 
in melatonin, you can’t get to 
sleep at night. A defi ciency of 
restorative sleep leads to accel-
erated aging, lowered immune 
function, and susceptibility to 
cancer and brain oxidation. 

Chronic insomnia leads to a 
gradual disconnection to our 
own sleep/wake rhythm, and 
we begin to lose the ability to 
right ourselves through ho-
meostasis. This in turn leads 
to further chemical, physical, 
and emotional stress. Eventu-
ally we lose the ability to sense 
anything our body is trying 
to tell us. We begin to lose the 
very essence of who we are. 

Supplementing Melatonin 
Remember, start with 5-HTP 
therapy fi rst. It’s serotonin that 
reduces pain, anxiety, depres-
sion, mental fatigue, and IBS. 
And 5-HTP is not only respon-

What are some potential 
side effects of 5-HTP? 

I hear very few complaints. 
The literature says that indi-
viduals may have headaches 
and nausea from taking it, 
but I have had fewer than 
half a dozen patients exhibit 
these side effects, and their 
symptoms went away after a 
couple of days. Some patients 
do complain of fatigue when 
taking  5-HTP during the day. 
If so, I have them discontinue 
it with breakfast, take 100 mg. 
with lunch, and take 200 mg. 
with dinner. If they con-
tinue to have problems with 
fatigue, I suggest they take all 
300 mg. at dinner. 

D o I still need to increase 
my daily dose up to 300 

mg. of  5-HTP if I’m sleeping 
well on less than that? 

You can most likely stay at 
your present dose, if you’re 
falling asleep quickly; 
sleeping through the night; 
dreaming; enjoying less pain, 
 depression, and anxiety; and 
noticing improved energy 
and mental clarity. However, 
if you continue to have IBS, 
sugar cravings, low moods, 
or a lot of pain, continue your 
night dose, and add addition-
al  5-HTP with food during 
the day (up to 300 mg. daily).
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sible for making   serotonin, it also naturally boosts melatonin 
levels by 200 percent. There might be no need for you to supple-
ment melatonin at all. 

But for those who need it, melatonin can act as a powerful 
sleep-regulating agent. Low doses have also been shown effec-
tive in treating jet lag. In a recent study, volunteers were given 
either a 0.3 mg. dose of melatonin, a 1 mg. dose, or a placebo. 
Both levels of melatonin were effective at decreasing the time 
needed to fall asleep. 

If, after a full week on 300 mg. of 5-HTP at bedtime, you still 
aren’t able to fall asleep within thirty minutes, try taking 3 mg. 
of sublingual (dissolves under 
the tongue) melatonin thirty 
minutes before bed, followed 
by your 300 mg. dose of 5-HTP 
at bedtime. If you’re taking the 
5-HTP with food to avoid reac-
tions, make sure you’re taking 
300 mg. a day (or up to 400 
mg. if taking only with food), 
and add 3 mg. of sublingual 
melatonin at bedtime. 

If you fi nd it hard to fall asleep 
before the early morning hours 
and then end up sleeping 
through the day, you may be 
suffering from delayed sleep 
phase insomnia, a disruption 
of normal circadian rhythms. 
Studies have shown that 5 mg. 
of melatonin taken at 11 p.m. 
helps advance and reset these 
rhythms. 

An alternative to supplement-
ing is to get more melatonin 
in the foods you eat. Foods 
high in melatonin include 
oats, sweet corn, rice, Japanese 
radishes, tomatoes, barley, and 

What do you do when 
you still can’t fall 

asleep and sleep through the 
night even when taking 300 mg. 
of 5-HTP? 

OK, I said that this could be 
done; I didn’t say that it was 
going to be easy. There are al-
ways those people who won’t 
respond completely—or at 
all—to 5-HTP therapy. That’s 
when it’s time to supplement 
with melatonin.

I wake up famished in the 
middle of the night. Why? 

Some people have bouts of 
hypoglycemia during the 
night, and this wakes them 
up, because low blood sugar 
stimulates the release of cor-
tisol. Sleep with a banana 
by your bed. If you wake 
up during the night, eat half 
the banana (or some other 
carbohydrate-rich food) and 
that should help you go back 
to sleep.
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bananas. Some drugs also raise melatonin levels. These include 
fl uvoxamine (marketed as Luvox), desipramine (marketed as 
Norpramin), most monoamine oxidase inhibitors (MAOIs), and 
St. John’s wort. 

Be especially careful to follow the protocols closely if you are 
taking a prescription sleep medicine and 5-HTP and melatonin. 
And take it slow so as to avoid any unpleasant hangovers. 

Turn Down the Lights 
With the invention of electricity, modern man can be bathed in 

I have a heart condition. Is  5-
HTP safe for me? 

Absolutely. I use 5-HTP with 
individuals with known heart 
conditions, including MVP and 
heart disease. I always start 
with the low, 50 mg. dose and 
warn the patient to stop taking 
it at bedtime if she has a funny 
reaction. These people are 
often on incredibly toxic heart 
medications that increase their 
risk for heart failure, stroke, 
and death. I know that if I don’t 
get them into deep, restorative 
sleep each night, they’ll never 
get well.

What if I can fall asleep 
within thirty minutes 

but can’t stay asleep? 

Make sure you’re taking 300 
mg. of 5-HTP at bedtime. Then 
you can add up to 100 mg. with 
food during the day, for a total 
of 400 mg. If you continue to 
wake up in the night, try add-
ing melatonin at bedtime.

After dinner, I get sleepy, 
but then I catch my 

second wind right before bedtime. 
What should I do? 

You may have trouble falling 
asleep because your cortisol 
levels are too high at bedtime. 
Your body might be used to 
trying to stay awake to fi n-
ish household chores, care for 
children, study for a big test, 
etc. An adrenal cortex profi le 
can help uncover any abnor-
mal cortisol fl uctuations (see 
ch. 11 for more information). 
Consider supplementing with 
L-theanine along with phos-
phatidylserine. Phosphatidyl-
serine helps block the release 
of cortisol, and the amino 
acid L-theanine boosts alpha 
brain waves as it reduces mind 
chatter. Take 200–400 mg. of 
phosphatidylserine at dinner or 
two hours before bed and 100 
mg. of L-theanine before din-
ner and 100 mg. of L-theanine 
1-1/2 hours after dinner (on an 
empty stomach). Then pick a 
healthy bedtime and stick to it!
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light twenty-four hours a day. But 
I recommend that before bed, you 
turn off the TV and fi nd a com-
fortable, quiet room (other than 
your bedroom) where you can 
read something pleasant by the 
light of a soft, low-wattage lamp. 
Relax and read, or listen to sooth-
ing music for thirty minutes to 
an hour. Then, take your bedtime 
supplement or medication and 
move to your bedroom. Keep the 
lights low, and avoid any stimu-
lation, especially the TV. (In fact, 
go take the TV out of your bed-
room right now!) 

In place of your reading or listening time, you may want to 
try a warm Epsom salt bath. Simply pour one cup of Epsom 
salts into a warm bath, and soak. Again, use low light and no 
stimuli. Consider introducing the calming herb lavender into 
your nighttime routine. It can be used as a bath gel, lotion, or 
soap—or sprinkled along with Epsom salts directly into your 
warm bath. 

For an in-depth discussion of establishing deep, restorative 
sleep, please visit www.fi bromyalgiaexpert.com to receive a 
free sleep report.

Notes
1. This explains some individuals’ battles with seasonal affective 

disorder (SAD), a depression triggered by the onset of winter and 
the subsequent reduction of sunlight. As these people’s melatonin 
levels increase and their serotonin levels decrease, depression sets in. 
One in ten people (including children) suffer from SAD. Symptoms 
include depression, fatigue, lethargy, anxiety, and carbohydrate crav-
ings. One to two hours of exposure to bright, ultraviolet light will 
usually decrease melatonin levels to a normal level. Individuals with 
SAD should use these lights for several hours every day during the 
winter months. 

Research shows that 
as little as 180 lux 

(lumens per square meter) 
can interfere with our 
circadian rhythm. One 
lux equals the light of one 
candle. A 100-watt bulb 
gives off about 190 lux 
of light. Bedroom lights 
should be kept low with 
dimmer switches while 
reading in bed, or use a 
small reading light.



204   The Importance of a Good Night’s Sleep

For Further Reading and Research
 ›  Andrea Alberti1, et al. “Plasma cytokine levels in patients with obstructive 
sleep apnea syndrome: a preliminary study,” Journal of Sleep Research 12(4) 
(2003): 305. 
 ›  J. Angst et al., “The treatment of  depression with L-5-hydroxytrptophan 
versus Imipramine: Results of two open and one double blind study,” Archiv 
fur Psychiatrie und Nervenkrankheiten 224 (1997): 175–86. 
 ›  R.C. Cuneo et al., “The growth hormone defi ciency syndrom in adults,” Clin 
Endoc 37 (1992): 387–97. 
 ›  A.B. Dollins et al., “Effect of inducing nocturnal serum melatonin concentra-
tions in daytime on sleep, mood, body temperature, and performance,” Proc 
Natl Acad Sci USA 91 (1994): 1824–8. 
 ›  P.A. Goldberg et al., “Modifi cation of visceral sensitivity and pain in   irri-
table bowel syndrome by 5-HT3 antagonism (ondansetron),” Digestion 57(6) 
(1996): 32A–36A. 
 ›  S. Harding, “Sleep in fi bromyalgia patients: subjective and objective fi nd-
ings,” American Journal of the Medical Sciences Fibromyalgia 315(6) (1998): 
367–76. 
 ›  P. Hrycaj et al., “Platelet 3H-imipramine uptake receptor density and serum 
  serotonin levels in patients with fi bromyalgia/fi brositis syndrome,” letter, J 
Rheumatol 20 (1993): 1986–88.
 ›  J.F. Johanson, “Options for patients with   irritable bowel syndrome: contrast-
ing traditional and novel serotonergic therapies,” Neurogastroenterol Motil 
16(6) (2004): 701–11. 
 ›  Karl G. Henriksson, “Is fi bromyalgia a central pain state?” J of Musculoskeletal 
Pain 10(1/2) (2002): 45–57. 
 ›  J. Laporte and A. Figueras, “Placebo Effects in Psychiatry,” Lancet 334 (1993): 
1206–8. 
 ›  A. Lerchl et al., “Marked rapid alterations in nocturnal pineal   serotonin 
metabolism in mice and rats exposed to wheat intermittent magnetic fi elds,” 
Metalisized Biochemical Biophys. Research Communication 169 (1990): 102–8. 
 ›  P.S. Puttini and I. Caruso, “Primary fi bromyalgia syndrome and 5-hydroxy-
L- tryptophan: a 90-day open study,” Rheumatology Unit, L Sacco Hospital, 
Milan, Italy, J Int Med Res 20(2) (1992): 182–9. 
 ›  I.J. Russell, “Neurohormonal abnormal laboratory fi ndings related to pain 
and fatigue in fi bromyalgia,” J Musculoskeletal Pain 3 (1995): 59–65. 
 ›  A.N. Vgontzas, “Modest sleep loss increases/alters normal secretion of IL-6, 
TNF-alpha, cortisol,” 84th Annual Meeting of the Endocrine Society, San 
Francisco, June, 2002. 
 ›  T. Wehr et al., “A circadian signal of change of season in patients with sea-
sonal affective disorder,” Archives of General Psychiatry 58(12) (2001): 1108–14. 
 ›  H.A. Welker et al., “Effects of an artifi cial magnetic fi eld on   serotonin in 
acetyl transferase activity in melatonin content in the rat pineal gland,” Exp 
Brain Research 50 (1983): 426–32. 
 ›  S. Winberg et al., “Suppression of aggression in rainbow trout (Oncorhyn-
chus mykiss) by dietary L- tryptophan,” J Exp Biol 204(Pt 22) (2001): 3867–76. 



The Importance of a Good Night’s Sleep   205

 ›  M.B. Yunus et al., “Plasma  tryptophan and other amino acids in primary 
fi bromyalgia: a controlled study,” J Rheumatol 19 (1992): 90–4. 
 ›  I.V. Zhdanova et al., “Sleep inducing effects of low doses of melatonin ingest-
ed in the evening,” Clinical Pharmacological Therapeutics 57 (1995): 552–8.



206   



  207

eleven
 Adrenal Fatigue
Repairing Your Stress-Coping Glands

The proper function of our  adrenal glands is second only to a 
good night’s sleep in winning the battle against fi bromyal-

gia and chronic fatigue syndrome. You’ve not only bankrupted 
your stress-coping chemicals, as discussed previously, but 
you’ve also bankrupted your stress-coping glands, the adrenals.

By now you know you must work on getting a good night’s 
sleep so that you can replenish your stress-coping savings ac-
count. However, until you repair your “stressed out,” underper-
forming adrenal glands, you’ll always be vulnerable to stress 
and common “fi bro fl ares.” It takes time, months, sometimes 
years, to correct adrenal fatigue, but you must get this step right 
or you’ll never stand a chance of reversing your illness.

The importance of restoring optimal adrenal gland function 
can’t be overstated. An individual with FMS or CFS/ME who 
suffers from adrenal fatigue will fi nd her stress-coping abilities 
to be severely depleted. Simply put, she “stresses out” easily. 
Once adrenal fatigue sets in, she’ll fi nd that she has little to 
no resistance to stress; stress is magnifi ed. Bright lights, loud 
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noises, strong smells, and even routine mental and physical 
tasks like balancing a checkbook and cleaning the kitchen cause 
intense distress, leading to more symptoms. Consequently, she 
has to avoid stressful situations in order to just feel OK (which 
makes for complicated relationships). Stress causes her physi-
cal pain, worsens her other symptoms, and can cause a fl are-up 
that lasts well beyond the time of the stressful incident. 

If she does have a day when she feels 
good, she’ll usually overdo it. Her rea-
son? “I’ve got so much to do! And who 
knows when I’ll feel good again.” So 
she cleans the house, stays late at work, 
resods the front yard, goes Christmas 
shopping, and plays outside with the 
kids. Then she crashes—hard—the 
next day. She just doesn’t have any 
resistance to stress. If her sister calls 
at 9:00 p.m. with some bad news, she 
can just forget about sleeping. And of 
course she’ll feel terrible the next day, 
so she can go ahead and cancel that 
lunch date. “But how can I cancel on 

my friend again? She already thinks I’m avoiding her!” She just 
can’t make any fi rm plans, because she never knows if she’ll 
be having a good or bad day. Below are some sample accounts 
from patients of mine who have suffered from adrenal fatigue. 
Does any of it sound familiar? 

Robert 

Before my illness, I used to play on the company softball team, run 
regularly, take long hikes in the woods behind my house, and work 
sixty-hour weeks. I’ve always been an extremely active person, or at 
least I was before I got sick six years ago. Now I can barely get out 
of bed, and I spend a great deal of time on the couch. I’m not able to 
work. I took an early retirement from my law fi rm. I do feel better some 
days than others. But if I try to do anything useful around the house 
like cleaning out the basement or sweeping out the garage, I’m so ex-
hausted the next day I can barely move. It takes me days to get over it. 

It is common for 
me to hear my 

patients report that 
as their illness wors-
ens, they start to 
withdraw from life: 
“I just don’t have 
the energy to social-
ize anymore. I don’t 
like crowds, going 
out in public, traffi c. 
Sometimes even get-
ting dressed seems 
overwhelming.”
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Tina 
I just can’t handle any stress any more. I turn my phone off at 8:00 
each night so that no one disturbs me. I’ve given up trying to shop, 
entertain, or even manage the checkbook. Loud noises, crowds, certain 
smells, even changes in the weather bother me. I’ve become a recluse. I 
have to be careful not to overdo it, or I’ll really be in trouble. I attend-
ed a family reunion three months ago and I’m still trying to recover. 
I’m sick and tired of being sick and tired. 

If you can hear your own voice in the descriptions above, than 
your invaluable adrenals are probably in need of some serious 
TLC. The adrenal glands release cortisol and other hormones 
that allow us to be resilient to day-to-day stress. But the major-
ity of patients I see for chronic illnesses, including FMS and 
CFS/ME, are suffering from malfunctioning adrenals. (One 
study showed that underactive adrenal glands are evident in 
about two-thirds of CFS/ME patients.) 

Your Adrenal Glands
The adrenals are a pair of pea-sized glands located atop each 
kidney. They consist of two sections: the medulla (inner portion) 
and the cortex (outer portion). The hormones secreted by the 
adrenals infl uence most all the major physiological processes in 
your body. They help regulate infl ammation, blood sugar, diges-
tion, and the utilization of carbohydrates, fats, and proteins for 
energy. After midlife, the adrenals 
are the main source of sex hor-
mones, which play a major role in 
our physical and mental well-being, 
from regulating moods to increasing 
our sex drive.

The medulla produces  norepineph-
rine and epinephrine (also called 
noradrenaline and adrenaline). 
These hormones are primarily in-
volved in acute, immediate respons-
es to stress. Among other tasks, 
epinephrine increases the speed and 
force of the heartbeat, raises blood 

C ymbalta, Effexor, 
Savella, and Pris-

tiq are all norepineph-
rine (brain stimulating) 
and serotonin (brain 
calming) reuptake 
inhibitors. Though often 
recommended to those 
with FMS, these drugs, 
as you now know 
and will learn in later 
chapters, don’t really 
do much good over the 
long term. 
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pressure, releases sugar into the bloodstream, and opens the 
airways to improve breathing. It also inhibits the muscle tone 
of the stomach, and that is why you may “feel a knot in your 
stomach” during times of stress. 

Norepinephrine and epinepherine increase mental clarity and 
physical energy, and they help reduce overall pain. So these 
hormones are certainly important. But they take a backseat to a 
more important adrenal hormone, cortisol.

The  adrenal cortex is primarily associated with response to 
chronic, prolonged stress, such as infections or extended mental, 
emotional, chemical, or physical effort. The hormones released 
by the cortex are steroids, and the main steroid hormone is 
cortisol. 

Restoring adrenal function to optimal levels is a crucial step in 
peeling away the layers of dysfunction associated with FMS or 
CFS/ME. Most likely, underactive adrenals are a major contrib-
utory factor to your symptoms. In fact, an altered or dysfunc-
tional cortisol-control system may even be the principal cause 
of your illness. Adrenal fatigue is already known to cause many 
of the  same problems associated with CFS/FMS, such as muscle 
or joint pain, dizziness, fatigue, decreased mental acuity, low 
body temperature, a compromised immune system,  depression, 
constipation, diarrhea, and abdominal pain. People who suffer 
with adrenal fatigue often have abnormal blood sugar levels 
and suffer from hypoglycemia or low blood sugar. They typi-
cally will feel run-down and anxious, and depression is com-
mon among them. Patients may go on to develop a weakened 
immune system and suffer with chronic colds, fl u, respiratory 
illnesses, and asthma.

So why exactly are your adrenals letting you down? One 
reason may be that your  hypothalamus does not make enough 
corticotrophin-releasing hormone (CRH), which is the brain’s 
way of telling the adrenals that more cortisol is needed. HPA-
axis dysfunction is a prime culprit for why CRH is defi cient. 

But I suspect that most of my patients are simply suffering from 
adrenal burnout, also called general adaptation syndrome (see 
box, facing page). Adrenal fatigue then becomes a fact of life—
and the beginning of chronic illness—for many of my patients. 
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G eneral adaptation syn-
drome: In today’s society, 

we process more information 
in one day than our great-
grandfathers processed in three 
months. We experience stress 
reactions every few minutes, as 
we are bombarded by stimuli 
from TVs, radios, traffi c, cell 
phones, pagers, etc. We even 
start out our days stressfully, 
waking up to a beeping alarm! 
All this stress can lead to what’s 
known as the  general adapta-
tion syndrome ( GAS). 

Three phases lead up to a person 
developing  GAS. The fi rst is 
known as the fi ght-or-fl ight 
response. This alarm reaction 
is triggered by messages in the 
brain that cause the pituitary 
gland to release adrenocorti-
cotrophic hormone (ACTH). 
This hormone then causes 
the adrenal glands to secrete 
adrenaline, cortisol, and other 
stress hormones, putting the 
body on “red alert” and prepar-
ing it for physical and mental 
activity. The heart beats faster, 
the breath rate increases, and 
digestion and other functions 
not essential for the moment 
are halted. The liver releases 
glucose into the blood stream. 
The body is now ready for any 
real or imagined danger. 

The next phase is known as the 
resistance reaction. While the 
fi ght-or-fl ight response is usu-
ally short-lived, the resistance 

phase can last for quite some 
time. The major player in this 
phase is the hormone cortisol, 
which continues to be released 
by the adrenal glands. The 
resistance reaction allows the 
body to endure ongoing stress, 
such as pain, fatigue, or injury. 
However, this mechanism 
doesn’t come without a price. 
Long-term stress can generate a 
host of health problems, includ-
ing the third phase, known 
as adrenal exhaustion. When 
the adrenals are overworked 
and underpaid, if you will, 
they simply give out. Exhaus-
tion then leads to chronic poor 
health. 

Back in chiropractic school, 
many of us would go to classes 
in the morning, wait tables at 
night, and then stay up until 
dawn studying. We’d survive 
on pure adrenaline for weeks. 
Then once our fi nals were over, 
we’d all be exhausted and sick.

Many of my patients describe 
just such a scenario to me upon 
their fi rst visit. They had just 
tackled some big illness, event, 
or struggle, and then they 
crashed, became ill, and just 
couldn’t shake it. 

Once adrenal exhaustion sets 
in, it’s not long before the body 
begins to break down, rendered 
defenseless against the continu-
ous chemical, emotional, and 
physical challenges of daily 
stress. This is the beginning of 
chronic illness. 
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Your Sleep-Wake Cycle
Sleeplessness is such an in-
tegral part of FMS and CFS/
ME, and it is directly linked 
to cortisol levels.  Cortisol 
secretions rise sharply in the 
morning, peak at approxi-
mately 8:00 a.m., and then 
start to taper off until they 
reach a low point at 1:00 a.m. 
In this way, cortisol helps to 
regulate the sleep-wake cycle 
known as your  circadian 
rhythm. 

Fluctuations in cortisol 
levels can occur whenever 
normal  circadian rhythm is 
altered, whether by air travel, 
a change in work shifts, or 
stress-induced sleepless-
ness. Some patients report 
that their symptoms started 
when they began working 
at night. Some will begin to 
have symptoms after staying 
up several nights in a row to 
take care of invalid family 
members or newborn babies. 
This is why it is essential 
for you to try to go to bed 
(preferably before 11:00 p.m.) 
and wake up at the  same 
time each day. Establishing 
normal sleep and wake times 
is crucial in restoring normal 
circadian rhythms. 

Many of my patients have 
their days and nights mixed 

Adrenal fatigue can be 
mistaken for a variety 

of other illnesses. From Dr. 
David Walther’s book, Applied 
Kinesiology, comes this discus-
sion on hypoadrenia (low 
adrenal function): 

“Hypoadrenia displays itself 
in a variety of ways, such as 
severe  depression, suicidal ten-
dencies, asthma, chronic upper 
respiratory infections, hay fe-
ver, skin rashes, colitis, gastric 
duodenal ulcers, rheumatoid 
 arthritis, insomnia, headaches, 
fatigue, fainting spells, obesity, 
heart palpitations, edema in the 
extremities, learning diffi cul-
ties—the list goes on and on.…

“The tragedy is that thousands 
of persons today are suffering 
from some manifestation of 
hypoadrenia. They may have 
sought help for their problems, 
and been given tranquilizers 
and psychotherapy for the 
emotional  depression; analge-
sics for rheumatoid arthritic 
pain; sedatives for insomnia; 
amphetamines and diuretics for 
obesity; anti-cholinergic and a 
bland diet for colitis; antihis-
tamines and bronchial dilators 
for asthma.…

“They may have had extensive 
examination, with no pathol-
ogy found. Therefore, these 
victims of hypoadrenia are 
given treatment to diminish the 
symptoms rather than elimi-
nate the cause.”
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up; they wake up tired and battle to stay awake throughout 
the day. They often use adrenal-taxing stimulants to stay alert, 
whether these are drugs (Ritalin, Adderall, Concerta, Provigil, 
Wellbutrin, etc.) or caffeinated drinks, which contribute to more 
adrenal fatigue. These same folks who battle daytime fatigue 
often catch a second wind around bedtime. Instead of being 
sleepy, they fi nally feel energetic enough (at 1:00 a.m.) to clean 
the house or take care of other projects needing their attention.

This of course is a disaster. Surfi ng the Internet at 2:00 a.m. 
looking for the perfect birthday gift isn’t the way to repair your 
stress-coping glands or build up your stress-coping chemicals. 
Read on to learn how to correct this unhealthy situation.

Diagnosing Adrenal Fatigue
Beyond adrenal fatigue is Addison’s disease. This severe disor-
der results in total adrenal insuffi ciency. The situation is usually 
permanent and can be identifi ed by a simple blood test. But the 
adrenal weakness brought on by chronic stress is a marginal 
and temporary insuffi ciency. It’s much more diffi cult to diag-
nose. An exhausted adrenal gland may enlarge a bit, but other-
wise it appears structurally sound and usually produces normal 
blood levels of cortisol. A saliva adrenal stress-hormone profi le 
is much more reliable in this case. I routinely use this test on 
both my fi bro and CFS/ME patients. The adrenal stress test 
shows me how weak a person’s adrenal function is, which then 
dictates my course of action. If they have low cortisol levels in 
the a.m. and throughout day, then they’ll need adrenal cortex 
glandular supplements at breakfast and again at lunch. Simple 
enough. However, a number of my patients, as described above, 
have elevated cortisol levels at bedtime. This state suppresses 
your natural sleep hormone melatonin. Those with elevated 
nightly cortisol levels will fi nd it hard to wind down at bedtime 
and “turn their brain off.” They may lie in bed for hours before 
fi nally drifting off into a fi tful sleep. There are several ways to 
reduce elevated nightly cortisol levels. See my in-depth sleep 
report at www.thefi broexpert.com. See appendix B for more 
information about this test. 
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Testing for Adrenal Fatigue
Although I recommend having a saliva adrenal stress-hormone 
profi le done, there are also some simple tests that you can do at 
home—or with a doctor’s help—to help you determine the state 
of your adrenals: 

 Ragland’s sign is an abnormal drop in systolic blood pressure 
when a person arises from a lying to a standing position. Nor-
mally, there should be a rise of 8 to 10 mm. in this number. A 
drop or a failure to rise indicates adrenal fatigue. 

Example: Someone takes your blood pressure while you’re ly-
ing on your back. The systolic number is 120 and the diastolic 
number is 60 (120 over 60). Then he takes your blood pressure 
again immediately after you stand up. The systolic number 
should increase to 128–130. If it doesn’t, you have adrenal fa-
tigue. 

Another way to test for adrenal dysfunction is the pupil dila-
tion exam. To perform this on yourself, you’ll need a fl ashlight 
and a mirror. Face the mirror, and shine the light in one eye. If 
after 30 seconds, your pupil (black center) starts to dilate (en-
large), adrenal defi ciency should be suspected. 

Why does this happen? During adrenal insuffi ciency, there is a 
defi ciency of sodium (this is one reason those with adrenal fa-
tigue crave salt) and an abundance of potassium, and this imbal-
ance causes an inhibition of the eye’s sphincter muscles. These 
muscles would normally initiate pupil constriction in bright light. 
However, with adrenal fatigue, the pupils actually dilate when 
exposed to light.

 Rogoff’s sign is a defi nite tenderness in the lower thoracic 
spine where the ribs attach. It can be an indicator of adrenal 
exhaustion. Lastly, salt craving is another possible sign. And if 
you’ve ever experienced it, you know what I’m talking about. 
In hypoadrenia, more sodium is lost than usual, and more 
potassium is retained. The kidneys reabsorb less water than is 
needed, and blood pressure may drop, leading to fatigue. 

Those with low adrenal function usually have low blood pres-
sure and fatigue. Increasing water and salt intake may help 
boost adrenal function and eliminate fatigue. 
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However, if you suffer from high blood pressure, increasing 
your salt intake may pose a problem. If you do increase your 
salt intake in this case, monitor your blood pressure a few times 
a day. You can purchase a blood pressure cuff at most pharma-
cies. If your blood pressure begins to go up while increasing salt 
to your diet, simply reduce your salt intake once again. 

The Signifi cance of Cortisol
You have probably already heard of cortisol and know that it’s 
important. You might have even been prescribed cortisol at one 
point or another. Since its discovery some fi fty years ago, this 
steroid has gained increasing prominence in treatment of auto-
immune diseases, allergies, asthma, and athletic injuries. Over 
the years, researchers have 
developed powerful syn-
thetic forms with stronger 
anti-infl ammatory effects. 
Unfortunately, in contin-
ued high doses, cortisol 
can cause adverse side 
effects including  depres-
sion, fl uid retention, high 
blood pressure, bone loss, 
stomach ulcers, cataracts, 
and breathing disorders. 

The DHEA Connection
When the adrenals are chronically overworked and straining to 
maintain high cortisol levels, they lose the capacity to produce 
suffi cient  DHEA.  DHEA (the full name is dehydroepiandros-
terone) is a precursor hormone to estrogen, progesterone, and 
testosterone and is necessary for moderating  the balance of 
hormones in your body. Insuffi cient  DHEA contributes to fa-
tigue, bone loss, loss of muscle mass,  depression, aching joints, 
decreased sex drive, and impaired immune function.

 DHEA is notoriously low in FMS and CFS/ME patients. This 
is because as chronic stress demands more and more cortisol 
from the adrenals, they get to where they can’t keep up with the 

You must have a balance—
not too much but enough 

cortisol—to enjoy optimal health. 
And those with fi bro or chronic 
fatigue are notoriously defi cient in 
cortisol, battling adrenal fatigue. 
Optimal cortisol levels not only 
increase your resistance to stress, 
they also increase your immune 
function and mental clarity while 
reducing your overall pain.
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demand. As the cortisol levels fall, the body attempts to coun-
ter this by releasing more  DHEA. Eventually the  DHEA also is 
depleted. And aging makes holding on to  DHEA even tougher. 
Even in healthy individuals,  DHEA levels begin to drop after 
the age of thirty. By age seventy, they are at about 20 percent of 
their peak levels. 

And  DHEA, like cortisol, is valuable to your body. It helps 
prevent the destruction of  5-HTP, which increases the produc-
tion of   serotonin, buffering the effects of chronic stress. Stud-
ies continue to show low  DHEA to be a biological indicator of 
many different serious illnesses, including cancer and  arthritis. 
It protects the thymus gland, a major player in immune func-

tion, and in this way protects 
your overall well-being. 

I always test my patients’ 
DHEA level and almost 
always fi nd them to be low, 
especially so in those with 
CFS/ME. Given the fact that 
those with CFS/ME suffer 
with a defi cient immune sys-
tem and that DHEA boosts 
the immune system, DHEA 

should defi nitely be supplemented when blood tests reveal a 
defi ciency. 

The blood test for DHEA has a large “normal” range: 80–560 
ug./dl. for men and 35–430 ug./dl. for women. Traditional 
doctors mighy tell you that as long as you fall within this wide 
range, you’re normal. Not optimal, but normal. We want you 
to be optimal so you can get better if your current “normal” is 
pretty lousy. Optimal DHEA levels are 400–500 ug./dl. for men 
and 350–400 ul/dl. for women.

I typically put defi cient males on 50 mg. and defi cient females 
on 25 mg. a day.

Regular DHEA is not 
recommended for those 

who have a family or personal his-
tory of breast cancer. Substitute 
7-Keto DHEA. This is a me-
tabolite of DHEA and therefore 
will not, like regular DHEA, 
turn into estrogen, progester-
one, or testosterone. 
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Ten (or Fewer) Steps to Adrenal Health
The best time to have helped your adrenals, of course, was be-
fore they were exhausted. But take heart. Many of my patients 
have seen amazing results by restoring their adrenals through 
the following protocol: 

1.  Sleep. And make sure your sleep is consistent, deep, and 
restorative. Read and apply ch. 10.

2.  Take a comprehensive optimal-daily-allowance multivi-
tamin and mineral formula. I’ve developed a special CFS/
Fibro Formula that many of my patients use.

3.  Take adrenal cortical extracts. These help repair and restore 
normal adrenal function. Adrenal cortical extracts are used 
to replenish and eventually normalize adrenal function. And 
they have an advantage over prescription cortisol hormone 
replacement (such as Cortef) in that they can be instantly dis-
continued once they have done their job of repairing adrenal 
function. 

Adrenal extracts have been 
successfully used to treat 
many conditions related to 
adrenal fatigue, including 
symptoms of FMS and CFS/
ME. They can increase energy 
and speed recovery from ill-
ness, and they are not a new 
treatment. In the 1930s, they 
were very popular, used by 
tens of thousands of physi-
cians. They were still being 
produced by leading drug 
companies as recently as 1968. 
Today, these extracts are avail-
able without a prescription 
as adrenal cortical glandular 
supplements. 

Start with 500 mg. of  adrenal cortex glandular twice a day with 
food. You should notice an improvement—including a differ-
ence on the orthostatic blood pressure test and/or pupil test—

My adrenal glandular 
supplement (Essen-

tial Therapeutics Adrenal Cor-
tex) is sourced from grass-fed, 
pasture-raised organic bovine 
(cattle). This high-dose (the 
most potent on the market), 
fanatically quality-scrutinized 
supplement is made espe-
cially for me and sourced from 
New Zealand—a country 
where there has never been an 
incidence of mad cow disease. 
(By the way, only cattle that 
eat other cattle get mad cow 
disease. Cattle are supposed to 
eat grass, not dead friends.) 
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within two weeks. If not, double your dose of  adrenal cortex, 
and retest in another two weeks. 

Important: Don’t use whole gland adrenal or adrenal medulla 
glandular, which are designed to increase adrenaline levels. 
These can put more stress on your already delicate stress-coping 
system and cause anxiety, rapid heart rate, and elevated blood 
pressure.

4.  If your blood pressure runs low (90 over 60, or below), then 
increase your salt consumption. Yes, it’s OK to use salt. By 
increasing your salt intake you’ll help reduce infl ammatory 
chemicals. Salt is a natural antihistamine, and histamine—
along with its regulators, the hormones known as prostaglan-
dins and kinins—can cause pain. (Salt’s antihistamine proper-
ties is one reason why saline nasal rinses help prevent sinus 
congestion.) However, patients with congestive heart failure, 
pulmonary edema, or high blood pressure should avoid ad-
ditional salt intake. 

5.  Drink water. I recommend at least 70 ounces daily. 

6.  Always eat breakfast, and never skip meals. If you have low 
adrenal function, then you are probably not hungry when 
you wake up. You might have gotten used to using chemical 
 stimulants—such as coffee, sodas, or cigarettes—to get you 
going. These  stimulants do raise blood sugar and   serotonin 
levels, but they also increase adrenaline and cortisol levels, 
which curbs the appetite even further. In the morning, your 
body needs to break the eight-hour fast it has been under. 
Your brain especially needs to be fed; 40 percent of all food 
fuel goes to maintain proper brain function. 

7.  Limit your consumption of adrenal-hormone robbers. Start 
to eliminate—or at least drastically reduce—caffeine, nicotine, 
sugar, and alcohol in your diet. I know this can be tough, but 
if you want to get well, this is really not an option. Take two to 
three weeks to wean off caffeine in order to avoid headaches.

If you continue to experience adrenal fatigue symptoms even 
after taking the steps above, then continue on: 

8.  Try supplementing with  DHEA. It’s best to have your  DHEA 
levels tested before supplementing  DHEA, especially if you 
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take a dose above 50 mg. Most females with FMS or CFS 
who benefi t from  DHEA therapy need 10–25 mg. daily. The 
males generally need 50–100 mg. daily. I’ve found sublingual 
(dissolving under the tongue) to be the best form of  DHEA, 
but micronized forms of  DHEA are also a good choice. When 
needed, supplementing with  DHEA boosts your energy, sex 
drive, resistance to stress, immune system, mood, strength 
and stamina, and overall health. 

9.  Increase vitamin C intake if necessary. It is perhaps the most 
important nutrient in facilitating adrenal function and repair. 
In fact, until it was possible for scientists to measure adrenal 
steroid hormones, vitamin C levels were used to judge adre-
nal health in animal studies. If you’re taking my CFS/Fibro 
Formula, then you are taking in 1,800 mg. of vitamin C al-
ready, and I don’t usually fi nd that a patient needs to increase 
her intake beyond that. However, if nothing else is working, 
it won’t hurt to add even more. If you do, begin with 1,800–
2,000 mg. the fi rst day. Then increase by an additional 1,000–
2,000 mg. each day, up to a maximum of 10,000 mg. or until 
you have a loose bowel movement. If you have such a bowel 
movement, reduce your dose by 1,000 mg. the next day. Keep 
reducing the dose by 500–1,000 mg. daily until you no longer 
have loose stools. This is your ideal dose of vitamin C. 

10 . Treat any remaining low blood pressure. If your blood 
pressure remains low even after supplementing salt in your 
diet, start taking licorice root extract (Glycyrrhiza glabra) to 
raise blood pressure. It has been used for over 5,000 years and 
is one of China’s most popular herbal medicines. Licorice root 
extract acts like the adrenal hormone aldosterone, which is 
involved in salt and water metabolism.

Large amounts of licorice root can cause water retention, potassi-
um defi ciency, and elevated blood pressure, so take it slow. But if 
you need it, raising the blood pressure with licorice root extract 
can have dramatic effects on your symptoms. Your nausea, diz-
ziness, and fatigue may simply disappear. I recommend licorice 
root extract when blood pressure is at or below 95/60 even after 
supplementing with adrenal cortical extract. But since the adre-
nal cortical extract contains aldosterone as well as cortisol and 
 DHEA, it will often normalize low blood pressure on its own. 
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twelve
The Digestive System
Our Fragile Ally

The state of our health is largely determined by not only 
what we eat but how well we digest and absorb it. Nutri-

ents are worthless if they can’t be broken down and utilized. 

In the proceeding chapters, I’ve reported on the importance of 
re-establishing deep restorative sleep, building up your stress-
coping savings account, restoring optimal nutrient levels, and 
rejuvenating your adrenal glands with natural therapy. In this 
chapter, we’ll look at the importance of proper digestion and 
elimination. 

Think of your gastrointestinal (GI) tract as your window to the 
world. It breaks down, absorbs, and assimilates the foods you 
eat. These carbohydrates, proteins, and fats yield sugars, amino 
acids, essential fatty acids, and other life-sustaining nutrients. 
Our food and the nutritional supplements we take provide the 
building blocks for manufacturing, repairing, and coordinating 
the vital biochemical components of each bodily function. 

But as we’ll see, the GI tract can become compromised from 
various biochemical malfunctions: poor diet, bacteria, age, and 
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prescription medications. Unfortunately, even if you eat a 
healthy diet and take nutritional supplements, your health 
will suffer if you have malabsorption syndrome, achlorhydria 
(not enough stomach acid), intestinal permeability, or pancre-
atic enzyme defi ciencies. Establishing optimal digestion allows 
you get the most from the foods you eat and the supplements 
you take. 

You probably don’t know it, but your GI tract is one of your 
most important immune and detoxifi cation systems. But it’s 
assaulted on a daily basis by bacteria, yeast, viruses, and toxins 
contained in the foods we eat. So the fi rst place to start in estab-
lishing a healthy GI tract is your diet. A poor diet leads to poor 
health, but the right food choices can make all the difference in 
how you feel. 

You Are What You Eat
A typical American breakfast might include nitrate-laden bacon 
cooked in hydrogenated oils, sugary cereal made with bleached 
enriched fl our, and a glass of orange juice (a simple carbohy-
drate). Lunch might be a fast-food hamburger loaded with 
saturated and trans-fatty acids, pasteurized preservative-rich 
cheese (containing aluminum), french fries cooked in hydroge-
nated oils and loaded with fat, and a Diet Coke (“I’m watching 
my weight”). 

Well, this menu does contain all the “recommended” food 
groups: meat, dairy, grains, and fruits and vegetables. But does 
this sound healthy to you? Of course not! Cooking in hydroge-
nated oils, preserving by bleaching, and adding artifi cial fl avors 
and colors removes essential vitamins and minerals and adds 
toxins. Is it any wonder that nearly 65 percent of our population 
is overweight? 

Since fi fty years ago, Americans are consuming an additional 
31 percent fat and 50 percent sugar while decreasing complex 
carbohydrate consumption by 43 percent. Much of our food 
has been processed, bleached, altered with preservatives, and 
tarnished with toxic pesticides. We are literally eating ourselves 
into the grave. Over 40 million Americans have been diagnosed 
with   irritable bowel syndrome, and surveys have shown that 
as many as 73 percent of FMS patients have it. In ch. 24, we’ll 
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look at how to incorporate healthy eating habits into your busy 
lifestyle. For now, I want to investigate the inner workings of 
the GI system and how it can affect our health.

How the Digestive System Works
The digestive system includes the mouth, salivary glands, 
esophagus, stomach, pancreas, liver, gall bladder, small intestine, 
and large intestine. Digestion involves the breakdown of food; 
its movement through the digestive tract; the chemical break-
down of large molecules into smaller, more readily absorbed 
ones; and the elimination of waste. 

Digestion begins before you even take a bite. Just thinking about 
or smelling food can trigger certain chemicals, including the hor-
mone gastrin, which stimulates the stomach cells. The process of 
chewing also initiates chemical reactions that prepare the stom-
ach, gallbladder, and pancreas for proper digestion. Foodstuff is 
delivered from the mouth to the stomach by way of the esopha-
gus, a 10-inch-long hollow organ. The esophageal sphincter 
works like a gate, opening to receive food and then closing to 
prevent stomach acid or food from returning to the throat. 

Food is then pushed into the stomach, where  digestive en-
zymes and gastric juices reduce it to a liquid substance known 
as chyme. The gastric juices contain hydrochloric acid and the 
enzyme pepsin. Hydrochloric acid breaks down the predigested 
food, and pepsin breaks down proteins into polypeptides 
(chains of amino acids). This acidic environment acts as one of 
the body’s fi rst lines of defense, destroying viruses, parasites, 
yeast, and bacteria. 

After four to six hours, chyme passes into the small intestine, 
which is about 22 feet of hollow tubing. The gallbladder se-
cretes bile to help break down fats in the small intestine, and 
digestive juices continue to do their work. At the end of the 
small intestine, the broken-down food is absorbed into the 
bloodstream and fi nally routed to the liver. 

The colon (part of the large intestine) receives the leftover 
unusable chyme and begins to solidify it for evacuation. This 
semisolid material—known as feces—should produce a bowel 
movement and be excreted within 36 hours. 
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All of this, by the way, would not be possible without your 
amazing pancreas. It releases proteolytic enzymes, which the 
stomach uses to break down food. Then it later releases sodium 
bicarbonate (think nature’s Alka-Seltzer) to create the necessary 
alkaline environment in the small intestine. 

How Poor Digestion Aggravates Your Symptoms 
›  You might not be secreting enough gastric acid. If you are 

age sixty or over, listen up. Numerous studies have shown that 
acid secretion declines with advancing age. And the resultant 
rise in stomach pH (to more alkaline) can cause many of symp-
toms associated with FMS and CFS. It’s been estimated that 50 
percent of Americans over the age of sixty suffer from a defi -
ciency in hydrochloric acid. 

FMS and CFS symptoms can 
certainly suggest that you’re not 
acidic enough. One group of 
researchers found that 80 per-
cent of those with achlorhydria 
(low stomach acid) had sore-
ness, burning, and dryness in the 
mouth, including a low tolerance 
for dentures. Thirty-four percent complained of indigestion and 
excessive gas. Forty percent complained of fatigue. 

Gastric-acid secretion is a fundamental process in assuring 
proper digestion and absorption, as these secretions are respon-
sible for stimulating the release of pancreatic enzymes. But you 
don’t have to be a senior citizen to suffer from low levels of 
acid. If you have symptoms of FMS, I recommend you take  di-
gestive enzymes. If your acid levels are already suffi cient before 
you supplement with enzymes, your body will adjust fi ne. But 
if your levels are low, you should notice a dramatic improve-
ment in your symptoms with continued use. 

Symptoms associated with achlorhydria (low stomach acid lev-
els) include bloating, gas, heartburn, diarrhea, constipation, hair 
loss in women, rectal itching, nausea (especially after taking 
supplements), restless legs, sore or burning tongue, dry mouth, 
post-adolescent acne, undigested food in the stool, and weak, 
peeling, or cracked fi ngernails. 

I recommend taking  di-
gestive enzymes, even 

if you believe you’re not 
currently suffering from a 
digestive illness. Your pain 
may be the symptom, even 
if your stomach feels fi ne. 
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›  Your pancreas might not be making enough proteolytic en-
zymes because it doesn’t have enough amino acids to build 
with. Proteolytic enzymes help break down food during diges-
tion, and they also help block painful infl ammatory reactions. 
Proteolytic enzymes are built from amino acids, so a defi ciency 
in amino acids means a defi ciency in the infl ammation- and 
pain-blocking proteolytic enzymes. 

 Amino acids come from protein. So, if you’re not getting 
enough protein (as is the case on many low-fat diets), you won’t 
have enough amino acids to build these valuable enzymes. And 
if you already suffer from malabsorption, you might not be 
digesting the protein you take in anyway. But supplementing 
with digestive enzyme will help you absorb your proteins. (Did 
I mention that I highly recommend them?) 

›  You may be suffering from a  food allergy, intolerance, or 
addiction. If so, your pancreas is the fi rst organ to suffer. It can 
become defi cient in bicarbonate, and the proteolytic enzymes 
can be compromised or even destroyed. Without proteolytic 
enzymes, protein goes undigested. And if it’s leaked across the 
intestinal cellular membrane, it can trigger infl ammatory reac-
tions, resulting in more gastrointestinal stress. 

Food reactions, probably of frequently eaten foods, can contrib-
ute to many of the symptoms of FMS and CFS. And continuous 
exposure to allergic foods can trigger a cascade of reactions that 
can interfere with the absorption of essential nutrients. It’s not 
new news that if you’re not getting enough nutrients, you just 
feel terrible.

Nutritional defi ciencies, especially amino acid defi ciencies, cre-
ate a burden on the body’s regulatory system. Further defi cien-
cies are created as the regulatory system tries to right itself by 
using up nutritional reserves. It’s no wonder FMS and CFS 
patients must supplement with vitamins and minerals in order 
to get well. No one could eat enough healthy food to keep up 
with the needs of a FMS/CFS patient’s body when her illness is 
in full swing. 

›   You might have a poorly functioning colon. Healthy individ-
uals should be having two or more bowel movements a day. 
Anything less than this increases the risk of fecal toxins being 



226   The Digestive System: Our Fragile Ally

reabsorbed and leaking back into the bloodstream. A poorly 
functioning colon can cause autoimmune disorders,  arthritis, 
skin disorders including eczema and psoriasis, muscle aches, 
bad breath, offensive body odor, headaches, nausea, and even 
mood disorders. 

Heartburn, Refl ux, and GERD
One estimate is that 40 percent 
of the U.S. population has some 
degree of esophageal  refl ux, with 
20 percent of adults complaining 
of weekly episodes of heartburn 
and 7–10 percent complaining of 
daily symptoms. Esophageal  refl ux 
occurs when the lower esophageal 
sphincter malfunctions, allowing 
the backward fl ow of acid, bile, 
and other contents from the stom-
ach into the esophagus. Refl ux can 
result from gastritis (infl ammation 
of the stomach itself), peptic or duodenal ulcers, a hiatal hernia, 
or even the chronic use of   NSAIDs. 

 GERD (gastroesophageal  refl ux disease) can cause esophageal 
scarring or Barrett’s syndrome, a chronic esophageal irritation 
that causes normal cells to be replaced by precancerous ones. 
An endoscopy test is used to diagnose  GERD. Conventional 
treatment usually involves H2 antagonists (such as Tagamet, 
Pepcid, Zantac, or Axid) and  antacids (such as Tums or Maalox) 
as the fi rst line of treatment. Proton-pump inhibitor drugs (such 
as Nexium, Prevacid, or Prilosec) might also be initiated. 

Are Antacids the Answer?
No! These medications block the absorption of nutrients like 
zinc, folic acid, B12, calcium, and iron. This can lead to fatigue, 
anemia, and depression. And long-term use of these medica-
tions can block all stomach acid. But your body needs acid! 
Here’s why: 

›  The esophageal sphincter is stimulated to close by the 
release of stomach acids. Picture the esophageal sphincter as 

The most obvious 
symptom of esopha-

geal  refl ux is heartburn. 
It occurs after eating 
and can last from a few 
minutes to a few hours. 
It feels like a burning 
sensation in the pit of 
the stomach and can 
move up into the chest 
and throat.
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being a door that separates our esophagus (throat) from our 
stomach. The door is opened by the food we take in and closed 
when the naturally occurring stomach acid is released. When 
there’s not enough acid present—because antacids have neu-
tralized them—the esophageal sphincter may not close prop-
erly, allowing acid to travel back up into the esophagus and 
cause heartburn. Ironic, isn’t it? Antacids can actually make 
heartburn worse. 

›  The stomach needs acid to break down proteins for diges-
tion. No protein digestion means no amino acids. No amino 
acids means no neurotransmitters (serotonin, dopamine, nor-
epinephrine, etc.). This can lead to all sorts of problems: intes-
tinal permeability, anemia, fatigue, increased allergy disorders, 
depression, anxiety, and bacterial and yeast overgrowth.

›  An acidic environment is one of the body’s fi rst lines of de-
fense, destroying viruses, parasites, yeast, and bacteria. 

Protocol for Low Stomach Acid
If you’re suffering from heartburn and you have FMS or CFS, 
low stomach acid is most likely the problem. Try these solutions 
rather than antacids: 

›  Take a digestive enzyme with each meal. If you’ve been tak-
ing Nexium, Prevacid, Pepcid, Prevpac, Prilosec, Propulsid, 
Reglan, or Zantac for over three months, then you may have to 
stay on the medication as you begin the digestive enzyme. But 
many of my patients have found that they don’t need these 
prescription medications once they start taking a good high-
potency digestive enzyme. Still, don’t discontinue any pre-
scription medication without consulting your medical doctor 
fi rst. 

I recommend my patients use a potent 8X (double the strength 
of most) pancreatic digestive enzyme formula that utilizes USP 
porcine-derived, high-potency pancreatin for reliable and con-
sistent enzyme activity. 

›  Consider supplementing with hydrochloric acid (HCl) if the 
problem persists (see next page). If this makes your heartburn 
worse, then you probably have enough stomach acid. Stop 
supplementing the HCl, and continue using digestive enzymes. 
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›  Avoid foods that can relax the 
esophageal sphincter and make 
heartburn, refl ux, and GERD 
worse. These include fried, spicy, 
or fatty foods; carbonated drinks; 
citrus fruits; peppermint; choco-
late; coffee; tea; alcohol; toma-
toes; garlic; and onions. 

›  Avoid lying down for at least 
three hours after you fi nish 
eating. When you do lie down, 
try elevating the head of your 
bed about six inches (to facilitate 
keeping the gastric contents in 
the stomach). You can also try 
sleeping on your side, which 
would remove pressure from the 
esophageal sphincter, helping to 
keep gastric contents from back-
ing up into your esophagus. 

›  Try to eat smaller meals, and 
more frequently (perhaps four or 
fi ve in a day). 

Supplementing with Hydrochloric Acid
Adequate protein intake, digestive enzyme supplementation, 
and a relaxed emotional state can help increase stomach acidity, 
but supplementation might also be necessary. Follow the guide-
lines below. 

Don’t take HCl if you’ve been diagnosed with a peptic ulcer. 
And since HCl can irritate sensitive tissue and corrode teeth, 
take it in capsule form only, and don’t empty capsules into food 
or beverages. I recommend that you take pancreatic enzymes 
along with the HCl. 

1.  Take one “betaine HCl with pepsin” capsule, containing 
600–650 mg. of hydrochloric acid and 100–200 mg. of pepsin, 
at the beginning of your meal. Continue taking one capsule 
with each meal for the next fi ve days. 

My bloating and 
gas seem to be 

worse when I eat certain 
foods. Will taking digestive 
enzymes help? 

Digestive enzymes help 
you digest and utilize 
proteins, fats, and carbo-
hydrates, so bloating and 
gas are usually eliminat-
ed once you start taking 
them. If after one week, 
you continue to have 
bloating, gas, or indiges-
tion, add three capsules 
of high-dose probiotics 
(good bacteria) on an 
empty stomach. Usually 
one to two months of pro-
biotic therapy is enough 
to fi x the problem. If you 
still aren’t better, you’d 
do well to be tested for 
other causes.
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2.  After fi ve days, increase your dose to two capsules with each 
meal. Continue this dose for fi ve days. 

3.  If you are experiencing no side effects (such as warmth, 
fullness, or other odd sensation in your stomach), increase 
your dose by one capsule 
each day until you do. Then 
reduce your dose by one 
capsule at your next meal. 

4.  Establish a comfortable per-
meal dose (fi ve capsules or 
fewer), and continue at that 
level. As your stomach re-
gains the ability to produce 
an adequate concentration 
of HCl, you will probably 
require fewer capsules. Lis-
ten to your body, and reduce 
your dose as necessary. 
You may wish to reduce 
your number of capsules at 
smaller meals. 

5.  Be consistent. Individuals 
with low HCl and pepsin 
typically don’t respond 
as well to botanicals and 
supplements, so to maxi-
mize the benefi ts, keep up 
the supplementation as 
directed. 

If you continue to have heart-
burn even after trying these recommendations, get tested for 
 GERD and H. pylori. Ask your doctor for help. 

H. pylori
Helicobacter pylori bacteria is now thought to be the cause of 
most stomach ulcers. H. pylori is also associated with heartburn 
and  refl ux. Blood tests can reveal the presence of the H. pylori 
antibody, and antibiotics can eliminate H. pylori from the stom-

Diagnosed with  GERD, 
I’ve been taking Nexium 

for several months. Can I stop 
taking this medication and just 
take the  digestive enzymes? 

You can try taking only the 
 digestive enzymes (with each 
meal) for a week or two, and 
see if this alone prevents your 
 refl ux symptoms. If you con-
tinue to have  refl ux while tak-
ing the digestive enzyme, try 
adding the betaine HCl with 
pepsin (see “Supplementing 
with Hydrochloric Acid,” p. 
228) and probiotics. If you 
continue to have a problem, 
then you’ll need to go back on 
the prescription medication. 
If you do this, discontinue the 
HCl, but keep taking the  di-
gestive enzymes. As always, 
talk to your medical doctor 
before discontinuing your 
prescription medication.
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ach in a matter of weeks. Then you should be able to discontin-
ue prescription  antacids. Be sure to supplement with probiotics 
twelve hours apart from any antibiotics you may need to take. 

  Irritable Bowel Syndrome
Excuse me, but can we talk about poop? Not necessarily the 
best topic for a cocktail party, I agree. However, for over 40 mil-
lion Americans who have been diagnosed with   irritable bowel 
syndrome (IBS), their poop is always on their minds.

Some experts report that IBS affects 10 to 20 percent of the 
population, though it might go undiagnosed. Over forty million 
Americans have been diagnosed with IBS, and surveys have 
shown that as many as 73 percent of FMS patients have it. 

Research has shown that the cause of IBS is related to a dys-
function in the neuroendocrine (brain and stomach hormones) 
immune system. The connection between the brain and the 
stomach is largely mediated by the neurotransmitter   serotonin. 
Serotonin controls how fast or how slowly food moves through 
the intestinal tract. In fact, 90 percent of   serotonin receptors are 
in the intestinal tract, not the brain! This is one reason people 
get “butterfl ies” in their stomach when they get nervous.

So IBS patients might have hypersensitive pain receptors in 
their GI tracts, which may be related to low levels of   serotonin. 
These decreased   serotonin levels might help explain why 

Diagnosing IBS: Some 
individuals with this 

disorder have constipation 
(IBS-C), and some have diar-
rhea (IBS-D). Some will swing 
back and forth between the two 
extremes (IBS-A). New criteria 
for diagnosing IBS require that 
it be present for at least twelve 
weeks (not necessarily consecu-
tive) in the preceding twelve 
months. True IBS also includes 
abdominal discomfort or pain 
that cannot be explained by 

a structural or biochemical 
abnormality. It must also be 
accompanied by at least two of 
the following three features: 

 ›  Pain is relieved with 
defecation.

 ›  Pain is associated with a 
change in frequency of bowel 
movement (diarrhea or consti-
pation).

 ›  Pain is associated with a 
change in the form of the stool 
(to loose, watery, or pellet-
like).
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people with IBS are likely to be anxious or depressed. Studies 
show that 54 to 94 percent of IBS patients meet the diagnostic 
criteria for  depression, anxiety, or panic disorder. Consequently, 
restoring optimal   serotonin 
levels has been the focus of 
traditional drug therapy.

Prescription Meds for IBS
Some of you are taking pre-
scription medications for 
your IBS. These might include 
smooth muscle relaxants 
(such as Bentyl, Levsin, and 
Levsinex), antidepressants 
(such as Prozac or Paxil), 
anti-diarrhea meds (such as 
Imodium and Lomotil), and 
bulk-forming laxatives (such as 
Metamucil). These medications 
range from innocuous to life 
endangering!

Zelnorm (tegaserod) was once 
hailed as “the drug” for IBS-C. 
(Remember the TV commer-
cials with the cheerful women 
and their stomachs?) In a past 
edition of this book, I warned 
about the dangers of its side ef-
fects. Now it has been pulled off 
the market for its association with 
heart attacks and stroke! 

Even before the drug was 
recalled for cardiovascular 
risks, many experts were warning about its other potential side 
effects, including severe liver impairment, severe kidney im-
pairment, bowel obstruction, diarrhea, constipation, abdominal 
pain, headaches, abdominal adhesions, gallbladder disease, and 
back pain. The percentage of patients taking Zelnorm who had 
serious, life-threatening side effects was ten times higher than 
for those taking a placebo.

You should be having at 
least one bowel move-

ment every twenty-four 
hours, and one after each 
meal is optimal. True, having 
three or more bowel move-
ments in a day can seem 
like a lot, when many FMS/
CFS patients are used to 
having one every few days. 
But taking an optimal-daily-
allowance multivitamin and 
mineral formula like our 
CFS/Fibro Formula along 
with taking  digestive en-
zymes (either HCl or pancre-
atic enzymes) should result 
in normal bowel movements 
with in a couple of weeks.

The CFS/Fibro Formula will 
help a lot because it contains 
magnesium, which naturally 
relaxes the colon and usually 
remedies any problems with 
constipation. However, too 
much magnesium will cause 
a loose bowel movement. Ob-
viously you want to fi nd the 
right balance, and typically 
this is around 700 mg. daily. 
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Lotronex (alosetron) is prescribed for IBS-D. Within eight 
months of being on the market, reports of ischemic colitis (a 
life-endangering situation in which the blood supply to the 
intestines is blocked) began to grow each day. Lotronex was re-
sponsible for at least four deaths—probably more. Many on the 
drug reported severe abdominal pain from constipation, and 
the drug was taken off the market. It is now again approved but 
with stricter prescribing guidelines.

An editorial in the British Medical Journal suggests that as many 
as two million Americans will be eligible for the drug under the 
new guidelines. According to previous reported side effects, this 
would result in 2,000 cases of severe constipation, almost 6,000 
cases of ischemic colitis, 11,000 surgical interventions, and at 
least 324 deaths. 

Antispasmodics (Levsin, Levsinex, and Bentyl) are routinely 
prescribed for the treatment of IBS symptoms. Potential side ef-
fects include bloating; blurred vision; clumsiness; constipation; 
diarrhea; dizziness; excessive daytime drowsiness (“hungover 
feeling”); nausea and vomiting; nervousness; rash or hives; 
diffi culty breathing, tightness in the chest, and pounding in 
the chest; swelling of the mouth, face, lips, or tongue; fainting; 
irregular heartbeat; hallucinations; memory loss; muscle pain; 
trouble sleeping; and weakness.

Why in the world would anyone prescribe this crap? (No pun 
intended.) This is typical of what is wrong with “cookbook” 
(symptom-focused) medicine. It is absurd to suggest that high 

What if I’m taking 300 
mg. of  5-HTP daily, the 

 digestive enzymes at every meal, 
and your CFS/Fibro Formula and 
still have constipation? 

The 700 mg. of magnesium (a 
natural muscle relaxant) in our 
CFS/Fibro Formula is usu-
ally enough to promote nor-
mal daily bowel movements. 
However, some individuals 
will need to increase their 

dose of magnesium in order 
to overcome severe constipa-
tion. You should increase your 
magnesium (use magnesium 
citrate or chelate) by 140–150 
mg. daily at dinner until you 
begin to have normal daily 
bowel movements. Then stay 
on this extra magnesium. You’ll 
fi nd that after a few months on 
the CFS/Fibro Formula, you’ll 
be able to discontinue the extra 
magnesium. 
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doses of vitamins and minerals are dangerous while at the  same 
time promoting life-threatening medications that only cover up 
symptoms. 

Reversing IBS with Nutritional Therapy
I fi nd that IBS usually disappears rather quickly once my pa-
tients follow this protocol:

 ›  Boost   serotonin levels. I recommend that patients supplement 
with the very amino acid that’s responsible for making   sero-
tonin, 5-hydroxytryptophan ( 5-HTP). Those with IBS should 
take 300–400 mg. daily with food.

 ›  Correct poor eating habits. Increase fiber, and reduce simple 
sugars, caffeine, and junk food.

 ›  Uncover any hidden allergies, including  gluten intolerance 
(Celiac disease).

 ›  Boost optimal stress-coping chemicals, such as   serotonin, 
magnesium, and B vitamins. I always recommend people take 
a good optimal-daily-allowance multivitamin and mineral 
formula. Patients with IBS have depleted their stress-coping 
chemicals and this not only leads to IBS but also prevents them 
from beating IBS. It is a vicious cycle that can only be broken by 
taking adequate amounts of essential vitamins and minerals.

 Magnesium, involved in over 300 bodily processes, is particu-
larly important for reversing the symptoms of IBS-C. It helps 
relax the smooth muscle of the colon, acting as a natural laxa-
tive and allowing normal bowel movements. While a diet high 
in nutritious fi ber is important, magnesium is even more im-
portant. A magnesium defi ciency not only causes constipation 
but can also lead to heart disease, mitral valve prolapse (MVP), 
 depression, anxiety, chronic muscle pain, headaches, migraines, 
fatigue, and many other health conditions. Those with IBS-C 
may need up to 1,000 mg. of magnesium each day. Those with 
IBS-D may need less than 500 mg. I recommend patients begin 
with 500 mg. of magnesium a day.

 ›  Restore bowel ecology through probiotics. This helps to 
avoid or correct  intestinal dysbiosis (see below).

 ›  Supplement with  digestive enzymes. Most digestion and 
absorption takes place in the small intestine and is regulated 
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by pancreatic enzymes and bile. The pancreas aids in digestion 
by releasing proteolytic enzymes, which help break down pro-
teins into amino acids. Natural  digestive enzymes are found 

in raw fruits and vegetables, 
but processed foods are usu-
ally devoid of them. Over-
consumption of processed 
foods can lead to enzyme 
deficiencies, which can 
lead to malabsorption and/
or intestinal permeability 
syndrome—characterized 
by bloating, gas, indigestion, 
diarrhea, constipation, and 
intestinal inflammation. To 
ensure proper digestion and 
absorption, I recommend 
taking pancreatic enzymes 
with each meal.

 Intestinal Dysbiosis
A healthy intestinal tract 
contains some two to three 
pounds of bacteria and 
other microorganisms, such 
as yeast, that normally 
don’t cause any health 
problems. (In fact, you have 
more bacteria in your body 
than you do cells. You’re 
outnumbered!) However, 
when the intestinal tract is 
repetitively exposed to toxic 
substances (such as antibiot-
ics, steroids, and   NSAIDs), 
these microorganisms begin 
to proliferate and create 
an imbalance in the bowel 
fl ora. This is known as  in-
testinal dysbiosis. 

What if I continue to have 
loose bowel movements? 

Low   serotonin will cause loose 
bowel movements, so make 
sure you’re taking 300 mg. a day 
of  5-HTP either at bedtime or 
throughout the day with food 
(see ch. 10). If you’re taking 
the  5-HTP,  digestive enzymes, 
and the CFS/Fibro Formula for 
two weeks, and you continue 
(or start) to have loose bowel 
movements, then you’ll need to 
decrease the amount of magne-
sium you’re taking. 

Stop taking the smallest white 
tablet in your CFS/Fibro Formu-
la. If after a couple of days you 
continue to have loose bowel 
movements, then take only 
one CFS/Fibro pack a day. If 
the problem persists, then start 
probiotics. Stay on the one pack 
of CFS/Fibro Formula, because 
the amino acids, vitamins, and 
especially the fi sh oil in the for-
mula will help normalize your 
intestinal tract.

E verything you recommend 
I’ve done, but I can’t get rid 

of my IBS! Am I just doomed to live 
like this?

Don’t give up! You may need 
to treat  intestinal dysbiosis or 
intestinal permeability. Keep 
reading.
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And when this occurs, a person becomes more susceptible to 
disease. For instance, the infective dose of Salmonella enteritidis 
decreases from one hundred thousand to approximately ten.

Candida yeast, like bacteria, only causes a problem when it gets 
out of control. In a normal microfl ora environment, numerous 
good bacteria are attached to the inner surface of the intestines. 
But when they aren’t there, Candida albicans is able to attach 
itself, inserting a hook-like tentacle that creates increased per-
meability and allows toxins to leak across the intestinal tract 
membrane. 

These toxins can cause a myriad of health problems, such as 
Candida yeast syndrome, allergies, eczema, vitamin B12 defi -
ciency, autoimmune diseases such as rheumatoid  arthritis and 
lupus, CFS/ME, IBS, colitis, and psoriasis. 

To correct this overgrowth and overactivity of Candida yeast 
and bad bacteria, you need to put more good bacteria into your 
body to tip the scales back over to the “good guys.” You do this 
by taking probiotics. Lactobacillus (L. acidophilus, L. casei, and L. 
rhamnosus) and Bifi dobacterium bifi dum are the two most impor-
tant. Studies show that probiotics can reduce and even elimi-
nate yeast overgrowth. 

Intestinal Permeability: “Leaky Gut”
Intestinal permeability occurs when the lining of the digestive 
tract becomes permeable (leaky) to toxins that cause chronic 
infl ammation. This permeability allows toxins to leak out of the 
digestive tract and into the bloodstream. This triggers an auto-
immune reaction that can create pain and infl ammation in any 
of the body’s tissues. 

The use of   NSAIDs, steroids, antibiotics, antihistamines, caf-
feine, alcohol, and other prescription and nonprescription drugs 
can cause intestinal permeability, as they render the intestinal 
mucosa permeable to toxins and undigested food particles. 

Intestinal permeability is associated with many illnesses, but 
studies show individuals with CFS/ME are especially plagued 
with it. One program for patients with CFS that reduced allergic 
foods and used nutritional supplements to increase liver detoxifi -
cation pathways yielded an 81.2 percent reduction in symptoms. 
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You can read more about toxicity issues in ch. 19, but for now, 
let’s continue treating and beating intestinal permeability. 

Protocol for Intestinal Permeability
Intestinal permeability can be measured by a special functional 
medicine test available from Genova Diagnostics. But if you 
suspect that you have intestinal permeability (if the protocols 
for low stomach acid and for IBS aren’t giving you intestinal 
relief), take the following steps: 

1.  Keep supplementing with your  digestive enzymes and HCl 
if needed. 

2.  Start taking probiotics, three a day on an empty stomach for 
two months. 

3.  Begin the  elimination diet (see next page) to pinpoint any 
food allergies. Pay particular attention to  gluten, a protein 
found in most grains, because it can be very irritating to the 
intestinal lining. (For more on food allergies, see ch. 18.) 

4.  Make sure your supplements are appropriate. I would start 
you on a special powdered multivitamin (and so would my 
Functional Fibro Doctor associates). At least make sure that 
your supplement contains fi sh oil, 1,000–2,000 mg. daily. The 
omega-3 fatty acids in fi sh oil help repair the intestinal tract, 
reducing infl ammation associated with leaky gut. One study 
showed that 2.7 g. daily put Crohn’s disease into remission. 

5.  For best results, you’ll need to use high doses of the amino 
acid L-glutamine along with some additional herbals. Large 
supplement amounts (6,000 mg.) of glutamine, the primary 
fuel for intestinal cell function, are used to meet the high 
energy demands of the GI tract, liver, and immune system 
during periods of physiological stress. Glutamine also trans-
ports potentially toxic ammonia concentrations to the kidneys 
for excretion and restores shortages created by chronic use of 
  NSAIDs or antibiotics. Acacia contributes soluble, nonbulk-
ing fi ber readily fermentable into a supportive environment 
for growth of benefi cial Lactobacillus bacteria. It also assists in 
water absorption and supports colonic cell function. Nutra-
fl ora FOS supplies nondigestible fructooligosaccharides to 
further encourage growth of benefi cial microorganisms, and 
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N-acetyl-D-glucosamine is used as a structural component of 
intestinal mucous secretions that protect intestinal tissues and 
help food pass through the GI tract. You should be able to 
fi nd an over-the-counter formula that includes these ingredi-
ents. If not, call my offi ce.

The Elimination Diet

Phase One: Elimination
For at least one month, follow these guidelines:

 › Avoid all known and suspected food allergens.

 ›  Also avoid all  gluten-containing foods: wheat, barley, oats, 
millet, spelt, sourdough, and rye. This includes breads, tor-
tillas, muffins, cereals, pastries, cakes, pizza, crackers, pasta, 
pretzels, and other flour-based products. Look for gluten-free 
alternatives.

 ›  Avoid all dairy products, including milk, ice cream, cream, 
yogurt, and cheese. Butter and eggs are allowed. 

 › Don’t drink any sodas (Coke, Diet Coke, Pepsi, Sprite, etc.). 

 ›  Reduce caffeine consumption, including tea (green and 
herbal tea is allowed), coffee, chocolate, and cocoa. The less 
caffeine intake, the better. To help prevent withdrawal symp-
toms (headaches, mood disturbances, and fatigue) slowly 
wean off. Start by eliminating one quarter of your daily con-
sumption. Consider each cup of caffeinated coffee, soda, diet 
soda, tea—and each chocolate bar—as one caffeine serving. If 
you consume four cups of coffee in the morning, three glasses 
of tea at lunch, and a diet Coke before dinner, you consume a 
total of eight servings of caffeine daily. You should begin by 
reducing your caffeine servings by one quarter (which is two 
servings). So drink six servings tomorrow instead. After seven 

C hapter 23 describes me 
perfectly, so I suspect that 

I have a yeast overgrowth. Can 
I start your protocol for yeast 
overgrowth at the  same time as I’m 
treating my digestive system? 

Yes and no. You can start the 
yeast overgrowth diet, but don’t 
begin using supplements or 
medications to kill off yeast 
until you have given yourself 
plenty of time to get your gut 
healthy and are regularly sleep-
ing through the night.
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days, reduce your caffeine servings by another quarter. Slowly 
discontinue caffeine over a manageable period of time. Not 
every patient must go off all caffeine forever; you will help 
yourself even if you just reduce your intake to no more than 
one or two servings a day. 

Phase Two: Reintroduction
After one month on the  elimination diet, start to reintroduce one 
eliminated food group at a time. For example, begin by eating 
a few servings from the  gluten group: pasta, crackers, or bread. 
Then, for three days, eat no  gluten-containing foods or any other 
eliminated food. Keep a journal handy to note any symptoms 
that occur.

After three days, reintroduce dairy. Have a few glasses of milk 
or three slices of cheese. Be sure to eat enough servings to let 
your body experience any negative reactions. If after three days 
of having challenged a food group, there’s no negative reaction 
(headaches, stomach pain, bloating, runny nose, congestion, 
muscle/joint pain, low moods, fatigue, etc.), then start to slowly 
add these items back into your regular diet.

If you do experience a negative reaction to any food group 
within three days of challenging it, discontinue that group for 
another month and then repeat the three-day process. 

Protecting from Future Damage 
Once you’ve gotten better, stay better! Try to avoid all   NSAIDs, 
including Advil and Motrin. If you need relief for your chronic 
pain, try the natural remedies featured in ch. 15.

If you ever need to take antibiotics in the future, always take 
probiotics as well, as many hours as possible away from the 
antibiotics.
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The protocols 
from this chap-

ter helped, but my 
digestion still isn’t 
what it used to be. 
What else could be 
wrong with me? 

If you don’t fi nd 
the relief that 
you’re looking 
for through the 
protocols in this 
chapter, then you 
might very well be 
suffering from a 
yeast overgrowth 
or even a parasitic 
infection. But don’t 
jump immediately 
to treating this 
problem unless 
you’ve ruled out 
the other, much 
more common 
possibilities: low 
stomach acid, IBS, 
and intestinal per-
meability. To fi nd 
out more about 
yeast overgrowth, 
see ch. 23. Learn 
about parasites in 
ch. 20.
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thirteen
Your Jump-Start Program 

O K, you’ve learned a lot so far—I know it can be a bit 
confusing, especially if you have fi bro-fog. Relax; don’t 

use up your few stress-coping chemicals, because I’m going to 
simplify things for you right now.

For the past eighteen years, I’ve successfully treated thousands 
of patients with high does of certain vitamins, minerals, amino 
acids, and other nutrients—an approach known as orthomo-
lecular medicine or functional medicine. It’s based solely on 
biochemistry, using the right chemicals inherently natural to 
your body’s optimal functioning.

In short, by using the natural building blocks that make up 
your normal biochemistry, we can correct, drastically improve, 
or even reverse the cause of your illness. Nutrients—including 
vitamins, minerals, and amino acids—make the hormones that 
regulate your body. They compose every essential chemical in 
the body, including thyroid hormone, testosterone, estrogen, 
neurotransmitters (serotonin, norepinephrine, etc.), antibodies, 
adrenaline, cortisol, and white blood cells.

Unlike with drug therapy, there is never any danger in getting 
healthy. Once you become familiar with my protocols, you’ll 
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realize that they’re safer and often more effective than drug 
therapy alone. And they often work quickly, having a person 
feel better than she has in years.

I’ve found that it’s best to start with the following core nutri-
ents, which I call the Jump-Start Package. The supplements in 
this package are essential for reversing fi bromyalgia and CFS/
ME symptoms, and they don’t take a lot of measuring, count-
ing, or reorganizing of your medicine cabinet. Ninety-nine per-
cent of the time, I start my pain-and-fatigue patients on the four 
pillars of the Jump-Start Program from day one:  5-HTP,  adrenal 
cortex,  digestive enzymes, and an optimal daily dose multivita-
min and mineral formula.

When my patients begin the Jump-Start Package, they consis-
tently report feeling better within two to four weeks. That’s 
because these supplements help address the core issues of 
fi bromyalgia and CFS. I call these the four pillars, and we begin 
them all at the  same time. 

1. 5-HTP
This builds   serotonin and promotes deep restorative sleep, the 
most important step in beating fi bromyalgia and CFS/ME. See 
ch. 10 to read all about 5-HTP, including what to do if it doesn’t 
seem to be working for you. Remember, consistent deep, re-
storative sleep is the key for beginning the process of reversing 

Does this mean that I stop 
taking all my medication?

No. It’s too stressful for you to 
stop right away. Start the Jump-
Start Program fi rst. As you 
begin to sleep better and have 
more energy and less pain, 
you’ll become more tolerant of 
stress. Then follow the sugges-
tions in this book to—working 
with your doctor—slowly wean 
off the drugs. Then, say good-bye 
to the ones that weren’t helping, 
and restart the ones that were. 

You might fi nd that even the 
useful drugs can be reduced in 
dosage once you are healthier.

Remember, drugs are foreign to 
the body, and they have poten-
tial side effects. Drug therapy 
can be useful; however, merely 
covering up symptoms with 
drugs often leads to further 
problems. Learning which 
drugs to take and which ones 
to avoid while replenishing 
your nutrient-depleted body 
is the foundation of my Jump-
Start Program.
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fi bromyalgia! Start with 5-HTP, but if needed, add additional 
supplements as described in ch. 10—and if needed as a last 
resort, add appropriate drugs—in order to get consistent deep, 
restorative sleep every night.

2.  Adrenal Cortex
Once you get sleeping well and restore your   serotonin levels, 
you should start feeling better than you have in years. How-
ever, if you don’t repair your sluggish adrenal glands, you’ll 
crash every time you attempt to overdo it. I know you can relate 
to having a day or two when you feel good and then overtax-
ing yourself only to “fl are up” again and end up in bed for 
several days. Supplementing with  adrenal cortex (500 mg. daily 
divided into two doses) and/or other supplements that help 
the adrenal gland repair itself is a crucial step towards avoiding 
these fl are-ups. Check out ch. 11 again if you’re not convinced. 
If you truly want to feel good again on a consistent basis, you 
must, must correct any adrenal-fatigue issues.

3.  Digestive Enzymes
The majority of my patients are suffering from poor digestion, 
and most are taking  antacids or proton-pump inhibiting medi-
cines to block their stomach acids. As I’ve already discussed, 
this can cause further nutritional defi ciencies. If you’re not 
breaking down and assimilating the nutrients in your foods or 
the supplements your taking, you’ll be wasting your money 
and never feel as good as you could. That’s why I recommend 
that all of my patients take an 8X pancreatic digestive enzyme—
or betaine HCl with pepsin enzyme—with each meal. Read 
more in ch. 12. 

4. The CFS/Fibro Formula
I’ve already established the important roles vitamins, minerals, 
essential fatty acids, and amino acids play in reversing many of 
the most troubling symptoms of fi bromyalgia and CFS/ME. Af-
ter working with fi bromyalgia and CFS/ME patients for about 
eighteen years now, I’m fi rmly convinced that without taking a 
good optimal-daily-allowance multivitamin and mineral for-
mula similar to the one I’ve developed, patients are doomed to 
a lifelong battle with poor health. 
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Get Jumping
This Jump-Start Package is the place to begin in your journey 
to wellness. Start here, and give yourself some time to improve. 
As your stress-coping savings account builds up for a couple of 
weeks, you should defi nitely feel better. Some of you will show 
a dramatic improvement. You won’t be totally well yet, and you 
might never feel like you did when you were twenty. But you 
shouldn’t have to suffer like you have been. Let your body exist 
in this healthier state for up to a month before attempting any 
of the additional protocols or taking additional supplements I 
recommend later in this book.

Achieving optimal health 
will take time and perhaps 
additional supplements. 
You may be like the 40 
percent of my patients who 
suffer from undiagnosed 
hypothyroid (low thyroid), 
or you may be low in the 
energy-boosting neu-
rotransmitter  norepineph-
rine. (We’ll look at how to 
boost energy levels in ch. 
14.) Or you may have plen-
ty of energy but still suffer 
a good deal of pain. (Ch. 15 
has more information on 
pain.) A few of you might 
even report that nothing 
has helped yet. In the next 
several chapters we’ll look 
at some of the other impor-
tant layers of the FMS/CFS 
onion that need to be peeled 
away: hypothyroid, food 
allergies, immune system 
dysfunction, yeast over-
growth, etc.

There will still be some read-
ers who are adamant in 

their belief that any doctor who 
recommends anything that he or 
she charges for, or that insurance 
doesn’t pay for, is merely prey-
ing on the desperate souls who 
can’t afford anything not covered 
by insurance. 

I don’t treat insurance policies. 
I treat people. My job is to make 
the best recommendations I can 
to help my patients feel good 
again. I will do whatever it takes, 
recommend whatever it takes, 
to get the best results for them. 
If insurance doesn’t cover it, I’ll 
still recommend it. 

If I fi nd a voodoo shaman who 
is curing chemical sensitivities, 
then trust me, that person will be 
featured in my next edition. I call 
it like I see it. The choice to buy 
or not to buy my supplements or 
any supplements, or to invest in 
any of the remedies I discuss, is 
your decision. You are a patient, 
not a victim.
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fourteen
Hypothyroid 
and Chronic Illness

According to the American Association of Clinical Endo-
crinologists, over twenty-seven million Americans suffer 

from thyroid dysfunction, half of which go undiagnosed. Over 
500,000 new cases of thyroid disease occur each year.

Half of all the properly detected cases of hypothyroidism come 
from the autoimmune disorder known as Hashimoto’s disease.

Like my patient Allison, who tells her story on the next page, 
many individuals with low (hypo) thyroid simply fall through 
the cracks. It’s estimated that more than ten million women 
with thyroid dysfunction go untreated. And almost another 
eight million people with  hypothyroid go completely undiag-
nosed. Hypothyroidism affects women fi ve to seven times more 
than men. One reason this condition goes untreated is that TSH 
(thyroid-stimulating hormone) blood tests come back normal, 
leading many doctors to think that all the symptoms you’re 
experiencing are due to depression: “I’m prescribing an antide-
pressant.”
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Allison
I really felt terrible most of the time. I had no energy at all. I’d gained 
forty pounds over the last year, even though I ate very little and tried 
to follow my Weight Watcher’s program. I kept cutting my calorie 
intake and even started skipping meals in an attempt to lose weight. 
The less I ate, the worse I felt. 

I had numerous sinus infections, which I had never had before. My 
hair was falling out, I had tingling pain in my hands and feet, and I 
always felt cold—even in the summer. I had this constant ringing in 
my ears. I was depressed or anxious a good deal of the time. Every doc-
tor I consulted said that my blood tests were normal so it must be my 
fi bromyalgia that was causing me to feel so bad. I knew something was 
wrong with me, but I couldn’t fi nd anyone who could help me. One 
doctor said I had all the symptoms of low thyroid, but the endocrinolo-
gist she referred me to said all my tests were normal. How could my 
thyroid be normal when I have all the symptoms of hypothyroid? 

The Herd Mentality Misses This Diagnosis
Allison’s story is typical. I routinely have new fi bro and CFS/
ME patients who present with all the symptoms of hypothyroid. 
The symptoms are, after all, very similar to those of fi bromyal-
gia and CFS/ME. And in fact, up to 63 percent of patients with 
fi bromyalgia and/or CFS/ME have been shown to have hypo-
thyroid. I estimate the same for as many as 70 percent of my 
patients. And it’s not unusual for these patients to tell me that 
they have been tested over and over again for hypothyroidism 
but their tests are normal and their doctor tells them they’re fi ne.

Well, the doctors should realize that you aren’t “normal.” I 
would tell them that normal blood work doesn’t decide any-
thing; it is only the start, the beginning of the investigation. 
Those with fi bro and/or CFS are different, strange, weird. OK, 
special! Their biochemistry is different. It is no wonder they 
often have “low normal” or “high normal” blood work, which 
in their case, suggests they are in fact positive for that test. 

Blood tests are based on samples from the normal popula-
tion. FMS and CFS/ME patients are special, and their blood 
work needs to be scrutinized for any clues; otherwise they fall 
through the cracks. 
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The herd-mentality, lazy doctor is all too happy to recommend 
a mood-elevating antidepressant, stimulating amphetamine 
like Ritalin, pain pill, or cholesterol-lowering medication for the 
symptoms of low thyroid, while missing the real problem, the 
cause of hypothyroid itself. I believe the “art” of doctoring is 
taking the time to do the appropriate detective work, to fi gure 
out the cause or causes, not to merely treat symptoms because 
it is “what we’ve always done.” Patients are more than an 
insurance code; they are real, live human beings, as unique and 
different on the inside as they are on the outside. There is no 
one-test-fi ts-all protocol.

Cindy
I’ve felt miserable for fourteen years. Fibromyalgia, chronic fatigue, 
hypothyroid, I had it all. My problems began after I had a hysterec-
tomy. I was never the same after the surgery. I felt rundown, weak, 
and I started having problems with poor sleep and lots of pain. I could 
barely get out of bed. I gained thirty pounds the fi rst two years after 
the surgery. My hair was falling out. I became depressed and totally 
withdrawn from the world. I went to doctor after doctor, and fi nally 
I was diagnosed fi rst with fi bromyalgia and then with a hypothyroid 
condition.

I was put on all sorts of drugs, including Synthroid for my thyroid. 
Every three to four months, I’d have blood work to check my thyroid, 
and my endocrinologist would say, “Everything looks good; keep doing 
what you’re doing.” How could everything be good? I was still gaining 
weight—had now gained a total of sixty pounds in the last fi ve years—
my hair was falling out, I was 
tired all the time, and I felt like 
I’d been hit by a truck. Some-
thing had to change. I met Dr. 
Murphree at a lecture in St. 
Louis, and I knew he was some-
one who knew what I was going 
through and could fi x me.

He ran lots of tests and found 
that my thyroid medicine 
wasn’t working, so he added 

My lab tests are normal. 
Does this mean I don’t 

need thyroid medication? 

Maybe and maybe not. You may 
have hypothyroid or euthyroid, 
even if your blood tests are 
normal. I recommend you rely 
instead on the results of temper-
ature testing (see p. 263).
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an over-the-counter thyroid supplement to help it work properly. I felt 
better in a week. He then placed me on adrenal cortex supplements, 
vitamins, minerals, and a sleep formula. Six weeks later, I was sleep-
ing through the night, had more energy, less pain, and felt better than 
I had in years. I lost fourteen pounds the fi rst two months and forty 
pounds while on his anti-infl ammatory weight-loss diet.

Not all physicians are lazy, of course. When hypothyroid symp-
toms abound yet blood tests return normal, many doctors are 
reluctant to prescribe thyroid replacement for fear of jeopardiz-
ing the health of the patient. And certainly the risks should be 
considered; excess thyroid hormone can cause elevated heart 
rate, rapid pulse, and accelerated bone loss. 

Still, millions suffer with symptoms far worse than these when 
their prescription thyroid therapy is withheld. If you weigh the 

Traditional thyroid tests 
often miss the problem of 

hypothyroid. The condition 
can better be diagnosed by the 
symptoms:

 ›  fatigue (the most profound 
symptom) 

 › headache 

 › dry skin 

 › swelling 

 › weight gain 

 › cold hands and feet 

 › poor memory 

 › hair loss 

 › hoarseness 

 › nervousness 

 › depression 

 › joint and muscle pain 

 ›  burning or tingling in the 
hands and/or feet 

 ›  carpal tunnel syndrome

 ›  problems with balance and 
equilibrium 

 › constipation 

 ›  myxedema (nonpitting edema 
due to the deposition of 
mucin in the skin), especially 
around the ankles and below 
the eyes 

 › high blood pressure 

 › chest pain 

 › hardening of the arteries 

 › high cholesterol 

 ›  menstrual irregularities, PMS, 
and infertility 

 › fibrocystic breast disease 

 › polycystic ovary syndrome 

 › reactive low blood sugars 

 › psoriasis 

 › nasal allergies

 ›  yellowing of skin from a build 
up of carotene (conversion 
of carotene to vitamin A is 
slowed by hypothyroidism) 
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pros and cons of administering thyroid-replacement therapy 
to a patient with normal blood tests but all the symptoms of 
hypothyroid, it’s easy to see why I consider it malpractice to 
withhold it. This is especially true in light of the fact that most 
of my fi bromyalgia and CFS patients are already taking numer-
ous dangerous drugs to cover up the symptoms of hypothyroid.
Once their thyroid disorder is corrected, many are able to dras-
tically reduce or eventually wean off these medications. This 
tragic situation is just one reason while I’ve always advocated 
treating the patient and their symptoms instead of treating the 
blood work. 

Your Thyroid Gland
The thyroid gland, shaped like a butterfl y, is located in the lower 
front part of your neck (just above the breastbone). It’s respon-
sible for secreting thyroid hormones, which travel through the 
bloodstream and help cells convert oxygen and calories to en-
ergy. Basically, thyroid hormones control a person’s metabolism. 

Metabolism is the sum of all physical and chemical changes 
that take place within the body; it’s all the energy and material 
transformation that occur within living cells. So if your thyroid 
gland becomes dysfunctional, every cell in the body suffers. 
This is why thyroid disorders can cause so many problems. 

When your thyroid gland produces too much thyroid hormone, 
this is known as hyperthyroid. When your thyroid doesn’t pro-
duce enough thyroid hormone, it’s called hypothyroid.

The Thyroid Hormones: T3 and T4 
Though weighing less than one ounce, the thyroid gland (and 
the hormones it produces) are involved in nearly every bodily 
function. Your thyroid controls cellular energy, maintains body 
temperature, regulates growth, and affects brain function, 
moods, and emotions. The thyroid hormones, which control 
your metabolism, are internally secreted and then transported 
through the bloodstream to various organs. The thyroid’s main 
purpose is to produce, store, and release these two important 
hormones: triiodothyronine (T3) and thyroxine (T4).

The hormone T3 is a combination of the amino acid L-tyrosine 
and three iodine molecules. T4 is a combination of L-tyrosine 



250   Hypothyroid and Chronic Illness

and four iodine molecules. The hormones 
travel through the bloodstream attached 
to thyroid-binding proteins, which deliver 
them to the cells.

Typically the thyroid produces mostly T4 
hormone; it only produces a small percent-
age (about 7 percent) of the T3 you need. 
The rest of the T3 you need is coverted by the body from the 
T4 it makes. (It uses about 60 pecent of its T4 and uses the rest 
for conversion.) This conversion usually happens in the liver, 
but about one-fi fth of the time, the conversion of T4 into T3 
happens in the intestines—provided there is enough healthy, 
“good” bacteria there.

Stay with me here; I know there are some hard to pronounce 
medical names but as you’ll see in a minute, all these little steps 
and big names are important to how you feel.

What Interrupts Thyroid Function?
Since 20 percent of the conversion of T4 into active T3 happens 
in the GI tract, something as routine as taking antibiotics can 
derail your thyroid and your metabolism, because the antibiot-
ics kill off the good bacteria in your intestines. Bacterial or yeast 
overgrowth can also lead to poor thyroid function. A sluggish 
or fatty liver can cause a lowered T4-to-T3 conversion (and so, 
a lowered metabolism). So can the inhibition of the enzyme 

5-deiodinase. This enzyme car-
ries out the conversion within 
the cells. It can be inhibited by 
prolonged stress, acute and 
chronic illness, steroids (either 
natural stress hormones or 
those taken as a drug), and 
poor nutrition. 

You see, it is all connected. The 
state of your liver, your de-
toxifi cation system, and your 
GI system all determine your 
thyroid health.

Vocab lesson: 
T3 is the 

active form, sev-
eral times more 
potent than T4.

There are three types of 
hypothyroid: 

Primary hypothyroidism 
arises from a defi ciency in the 
thyroid gland. 

Secondary hypothyroidism 
involves the pituitary gland. 

In tertiary hypothyroidism, 
the hypothalamus gland shuts 
down in response to over-
whelming stress.
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What Exactly Are the Doctors Testing For?
You might remember from ch. 4 that your hypothalamus gland 
continuously monitors your bodily systems. The hypothala-
mus produces thyroid-releasing hormone (TRH), and this TRH 
stimulates another gland in the brain, the pituitary, to release 
thyroid-stimulating hormone (TSH). TSH is released based 
on the amount of thyroid hormones circulating in the blood-
stream. When there isn’t enough thyroid hormone there, TSH 
levels go up, initiating the release of more thyroid hormones. 
When there is too much thyroid hormone in the blood, TSH 
levels go down.

In traditional lab tests, TSH levels above 4.5 signify hypothyroid 
(or low thyroid function). They indicate that there aren’t enough 
thyroid hormones in the blood. Likewise, a TSH below .04 is a 
sign of hyperthyroid (or too much circulating thyroid hormone). 

If a patient has an elevated TSH, then her doctor typically rec-
ommends a synthetic hormone like Synthroid (levothyroxine). 
If her TSH is low, then her doctor may recommend additional 
tests, remove the overactive thyroid gland completely, or place 
her on thyroid-limiting drugs. 

There are numerous pitfalls, however, to relying solely on the 
TSH blood test, a common mistake of herd mentality doctors. 
For some of you, this is a broken record; you’ve heard it over 
and over: “I know you have all the symptoms of hypothyroid-
ism, but your TSH level is normal.” 

Is this a sign of a stupid doctor? Well, it is surely a sign of a 
doctor who doesn’t go the extra mile, one who follows the 
herd simply because this is how it has been done since medi-
cal school. New research and thousands of real-life case studies 
show that this way of thinking is very dated.

Picture it this way: When I arrive at my offi ce in the morning, 
I can take an educated guess that since there are ten cars in the 
parking lot, my waiting room will be full. However, I’m only 
guessing, because some of the car owners may be in the pediat-
ric clinic next door. And if there’s a virus going around the el-
ementary school, then all ten of the carloads are probably in the 
pediatric clinic, while my patients have had to park elsewhere. 
The  same principle is true in thyroid blood tests. We can make 
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an educated guess, but we can never account for the myriad 
circumstances that could affect the results. 

Of course, conventional medical professionals know that thy-
roid blood tests are less than perfect. The Journal of Clinical 
Psychiatry has reported that “laboratory blood tests for thyroid 
may be inaccurate for many who get tested for hypothyroid 
disorder.” In 2004, the president of the American Association of 
Clinical Endocrinologists (AACE) said, “There are more people 
with minor thyroid abnormalities than previously perceived.” 

Thankfully, the parameters for normal thyroid have recently 
narrowed. The new guidelines have reduced the range for ac-
ceptable thyroid function and will hopefully result in a proper 
diagnosis for millions of Americans who suffer from mild 
thyroid disorder. The AACE estimates that the new guidelines 
actually double the number of people who have abnormal 
thyroid function, bringing the total to as many as twenty-seven 
million, up from thirteen million thought to have the condition 
under the old guidelines. 

Unfortunately, I still routinely get test results from labs that use 
the old numbers, leading many doctors to misdiagnose their pa-
tients based on outdated parameters. In functional medicine, 
the medicine I practice, TSH levels above 3.0 are positive for 
hypothyroidism.

Often Missed! Hashimoto’s Thyroiditis
Listen up. This is a big issue, and knowing about it might just change 
everything for you.

Hashimoto’s thyroiditis is 
named for Hakaru Hashi-
moto, a Japanese physician 
who worked in Europe 
before World War I. It is a 
type of autoimmune disease 
(see box, right) in which the 
immune system destroys the 
thyroid gland. Symptoms 
include those normally seen 
in hypothyroid disease, including fatigue, depression, sensitiv-

An autoimmune disease 
occurs when the body’s 

immune system becomes mis-
directed and attacks the organs, 
cells, or tissues it was designed 
to protect. About 75 percent of 
autoimmune diseases occur in 
women, most frequently dur-
ing their childbearing years. 
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ity to cold, weight gain, muscle weakness, coarsening of the 
skin, dry or brittle hair, constipation, muscle cramps, increased 
menstrual fl ow, and goiter (enlargement of the thyroid gland). 

This is the number one cause of hypothyroidism in the West-
ern world. Knowing this, does it surprise you to learn that the 
majority of doctors don’t even test for this condition? Crazy, I 
know. The herd mentality follows the dated idea that TSH lev-
els are all we need to know to diagnose thyroid disorders. (Oh, 
if your doctor is a real rebel, he may order a T4 test). “If the TSH 
is normal, your thyroid is normal.” This, by the way, may be a 
sign of a stupid doctor. 

Diagnosing Early Hashimoto’s Disease 
A blood test that shows an elevated thyroid peroxidase anti-
body (TPO) is often indicative of the beginning of Hashimoto’s. 
A positive TPO antibody test is a sign that the immune system 
is attacking TPO enzymes. Another antibody that may become 
elevated is thyroglobulin (TGB). I test for both of these  antibod-
ies on every patient. At fi rst, I was surprised at how many of 
my patients had elevated thyroid antibodies; now I’m surprised 
when they don’t. 

Traditional medicine has no answers for treating these elevated 
antibodies. Therefore, they give little attention to them. Fortu-
nately, thanks to Dr. Datis Kharrazian and his book, Why Do I 
Still Have Thyroid Symptoms? When My Lab Tests Are Normal, function-
al medicine doctors are able to use natural protocols to reverse 
 Hashimoto’s!

Using the appropriate protocols, I’m able to routinely correct 
these elevated antibodies and Hashimoto’s disease. It can be 
tricky, often complicated. But as usual, detective work and in-
vestigative testing usually yield good results. 

It would take me an additional fi ve hundred pages to go into 
the details, but I share these details with doctors whom I coach 
in my Functional Fibromyalgia Expert series of continuing-ed-
ucation workshops. Unless you want to go to medical school or 
naturopath or chiropractic college and then spend several week-
ends in dark rooms listening to me explain the ins and outs of 
my thyroid protocols, I suggest you read Dr. Kharrazian’s book. 
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If you have the symptoms mentioned in this chapter—if you’re 
shaking your head, saying, “Yes! That is me.”—then you need 
to fi nd a doctor who will take the time to do the right tests and 
make the right recommendations. Asking your traditional doc-
tor to order thyroid antibodies will often result in getting the 
“evil eye” or worse, a tongue lashing. At best, you might get a 
shrug-off as if to say, “Don’t even go there.”

If, and this is a big if, doctors actually do order thyroid antibod-
ies, the test needed for catching early Hashimoto’s disease, and 
it comes back positive, it makes no difference to them. Why? Be-
cause they have no way to treat the elevated antibodies anyway, 
because there is no drug for correcting this autoimmune condition. 
So what do they do? “Let’s just watch it for a while.” Watch you 
and your health go downhill fast.

What they are waiting for is the thyroid gland to become totally 
burned out to the point you’ll need drug intervention, which 
they do have available, in the form of synthetic thyroid hor-
mones (Synthroid [levothyroxine], etc.).

So, let’s say your thyroid antibodies are elevated, which is a 
clear sign that you’re in the beginning of the number one reason 
for hypothyroidism, a condition that will cause debilitating 
symptoms that will rob your health. What are we waiting on? 
Oh yeah, for my thyroid gland to burn out and become dam-
aged for life. And then I’ll get to go on a drug forever.

It may take fi ve, ten, or even more years before your thyroid 
becomes so diseased that your TSH fi nally becomes elevated in 
your blood. All that time, you’ll be suffering with the symptoms.

Even worse, while you are waiting for your thyroid to burn 
out and then be treated, your doctor may attempt to treat all 
your symptoms of early Hashimoto’s with potentially danger-
ous drugs. She might recommend Lipitor for your high cho-
lesterol, which can lead to muscle pain, brain fog, fatigue, and 
depression. Since your metabolism is so low, due to low thyroid 
function, and you can barely get out of bed in the morning, how 
about some Ritalin, which causes anxiety and leads to Klonopin 
to help you sleep at night? And here is an antidepressant for 
your low moods. The merry-go-round goes round and round, 
one drug followed by side effects and more drugs for the side 
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effects. All the while, your thyroid is screaming, “Somebody 
help me out here!” Your doctor has missed an opportunity to 
save you years of misery.

Dealing with stupid doctors can be rough. If you have an open-
minded doctor, give him a copy Dr. Kharrazian’s book. If your 
doctor isn’t cooperative, dump her and fi nd another. Better 
yet, seek out the expert advice of a functional medicine doctor 
or one of the functional fi bro doctors trained by me (see www.
FunctionalFibroDoctors.com).

The disease is often missed, because TSH levels in those affl ict-
ed are often normal. In fact, it is not unusual for TSH levels to 
go up and down on a monthly basis. If your doctor is constantly 
having to adjust your thyroid medicine because your TSH 
bounces up and down each month, then realize you most likely 
have been misdiagnosed and are being improperly treated. You 
probably have Hashimoto’s disease.

That said, the majority of my patients don’t necessarily have 
Hashimoto’s disease outright. True Hashimoto’s is demon-
strated with blood work that shows both elevated TSH and 
thyroid antibodies (TPO or TGB). True Hashimoto’s patients are 
usually already being treated with synthetic thyroid hormones 
like Synthroid (levothyroxine). They may also be receiving T4-
T3 combination drugs, Armour, Westhroid, Nature-throid, or 
compounded meds. In any case, these patients will often have 
ongoing problems regulating their thyroid drugs. Their TSH 
will typically bounce up and down, and their doctor will at-
tempt to adjust their thyroid medication, month after month. 
Their symptoms will also go up and down as their medication 
is adjusted. Needless to say, this is very frustrating for doctor 
and patient.

But it is also an example of shortsighted traditional medicine 
treating symptoms instead of correcting the cause. The up-and-
down TSH is a symptom; the cause is whatever is attacking 
the thyroid gland. It is common to fi nd that, despite their TSH 
levels bouncing around for years, patients have never had their 
thyroid antibodies tested. As I said, I test all my patients for 
elevated thyroid antibodies, often more than once. Uncovering 
the beginning of Hashimoto’s is a huge opportunity to get my 
patients headed on the road to recovery. 
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Smart doctors know that when dealing with complicated 
patients, medical misfi ts like those with fi bromyalgia or CFS/
ME, they must do the detective work. Guessing doesn’t cut it. 
Finding Hashimoto’s is only the beginning. Finding the cause 
of Hashimoto’s and then correcting it is the true sign of a healer. 
(That’s why correcting causes instead of covering up symptoms 
is the goal of functional medicine.)

What Causes Hashimoto’s Disease?
Once Hashimoto’s is discovered in one of my patients, I then be-
gin looking for the cause of the eleveated antibodies. This means 
more detective work. Realizing that Hashimoto’s isn’t a thyroid 
disease or a hormone defi ciency but an immune disorder—one 
in which the immune system mistakenly attacks the thyroid—I 
ask a lot of questions. Do you have IBS, gas, or a bloated feel-
ing after eating wheat? Did you have a bad case of mono or 
other virus in the past? (If your new-patient paperwork shows 
a history of random sore throats and chronic infections, then 
I’ll order an immune viral blood panel.) Do you have elevated 
Epstein-Barr virus antibodies? Do you have low vitamin D lev-
els? Do you take birth control or hormone-replacement pills? Is 

Low progesterone (high 
estrogen) in women 

age thirty to fi fty may lead 
to Hashimoto’s disease, as 
elevated estrogen levels cause 
the immune system to become 
overstimulated and interfere 
with the conversion of T4 to ac-
tive T3 in the liver. Obviously, 
estrogen-replacement therapy 
or birth control pills are prime 
culprits of lowered thyroid 
function. 

To compound this potential 
problem, estrogen-like chemical 
compounds can also block thy-
roid function. By binding to the 
estrogen receptor sites on cells, 
they cause an increase in circu-

lating estrogen. These chemi-
cals include common environ-
mental pollutants such as PCBs 
(polychlorinated biphenyls), 
dioxins, and pesticides. Un-
fortunately, though no longer 
produced in the United States, 
these chemicals are routinely 
found in our food and water. 

Maintaining an optimal detoxi-
fi cation system helps protect us 
against these chemicals. Along 
with increasing antioxidants, 
which assist the liver’s detoxifi -
cation processes, some doctors 
also recommend supplement-
ing with natural progesterone 
cream. We’ll look at sex hor-
mones in more detail in ch. 22. 
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your estrogen elevated on your blood work? Once again, a good 
doctor is a good detective. I’m looking to correct causes, not 
cover up symptoms. The fi rst step is to fi nd out which part of the 
immune system is overreacting and triggering the autoimmune 
reaction.

Cytokines are messenger proteins that are secreted by specifi c 
cells of the immune system. They allow communication be-
tween cells. Made from the thymus gland, cytokines are the im-
mune system’s army. They include T-helper cells, which can be 
further divided into T-cell mediated (TH-1) cytokines and B-cell 
mediated (TH-2) cytokines. You’ll read more about the immune 
system in ch. 17, but for now, know that TH-1 cytokines are 
responsible for helping to seek out and destroy foreign invad-
ers. TH-2 cytokine cells are supposed to monitor the fi ght and, 
when appropriate, call off the attack. 

You can become either TH-1 dominant or TH-2 dominant, and 
either state can cause an autoimmune reaction. There are special 
blood tests that allow me to know if one or the other cytokine is 
dominant. 

Dr. Kharazzian reports that 90 percent of his patients with 
Hashimoto’s are TH-1 dominant.1 In general, TH-1 dominance 
responds best to antioxidants, including green tea, grape seed 
extract, pine bark extract, lycopene, resveratrol, and pycno-
genol.

Those who are TH-2 dominant usually respond best to natural 
antivirals and immune-modulating supplements, including 
astragalus, echinacea, beta-glucan mushroom, maitake mush-
room, glycyrrhizin from licorice root, and lemon balm.

I highly recommend you work with a functional medicine doctor 
or one of my specially trained Functional Fibro Doctors (www.
FunctionalFibroDoctors.com) when attempting to correct TH-1 
or TH-2 dominance.

Viruses and Infections
Hashimoto’s is often triggered by a past viral, bacterial, myco-
plasma, or other type of infection. CMV (cytomegalovirus), her-
pes, the Epstein-Barr virus, and mononucleosis are all common 
causes of the body’s immune system overreacting and attacking 
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the thyroid gland. Blood tests (immune panels) will often show 
elevated antibodies to one or more of these past infections.

Gluten Intolerance
Numerous studies show the protein gluten, found in grains, 
to be a common trigger of Hashimoto’s and elevated thyroid 
antibodies. Gluten—specifi cally gliadin—found in wheat, spelt, 
rye, millet, Kamut, and barley, can, in sensitive people, trigger 
an immune reaction.

Kenneth Fine, MD, a gluten researcher, estimates that up to 81 
percent of Americans have a genetic predisposition to gluten 
intolerance. Gluten doesn’t belong in the bloodstream and 
once there can cause major allergic reactions, including auto-
immune disease, such as Hashimoto’s.

According to Dr. Fine, 35 percent of Americans have gluten 
intolerance, and long-term repetitive exposure weakens their in-
testinal lining and leads to intestinal permeability. This disorder, 
celiac disease, affects one in one hundred Americans. 

Traditional biopsy testing for celiac is the gold standard. Other 
forms of testing including blood tests, which may or may not 
pick up gluten intolerance. Therefore a trial period of one to 
two months avoidance of gluten is recommended. 

I’m a fi rm believer in healing the gut, your window to the 
world. It’s your fi rst line of defense and a crucial part of your 
immune system. Bacterial or yeast overgrowth, low stomach 
acid, and gluten intolerance take their toll on your GI system, 
which once compromised can affect all your other systems, 
including your thyroid.

I test all my patients for gluten intolerance using a saliva glia-
din antibody test and/or blood tests. This isn’t a condition that 
should be missed by lazy doctors. Testing is recommended. 

Polycystic Ovary Syndrome (PCOS)
PCOS is the most common female hormone disorder in Amer-
ica. PCOS is a syndrome indicated by elevated levels of testos-
terone, triglycerides (blood fats), cholesterol, and glucose (blood 
sugar), as well as insulin resistance (see box, facing page). It is 
a common problem that leads to chronic infl ammation, pain, 
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and poor immune function. My 
patients with PCOS are able to 
eliminate this condition with my 
anti-infl ammatory Weight Loss for 
Life program. If you have PCOS, 
losing any excess weight should 
be your prime goal; doing so 
often eliminates all the unwanted 
symptoms associated with the 
syndrome. This isn’t to oversim-
plify your suffering. But if PCOS 
is your real problem, then anti-infl ammatory weight loss will 
take you leaps and bounds toward feeling a lot better.

Vitamin D Defi ciency
A vitamin D defi ciency has been linked to poor immune func-
tion and autoimmune disease, including Hashimoto’s. Studies 
show that up to 90 percent of people with Hashimoto’s have a 
genetic defect which affects their ability to process vitamin D.

Other Explanations for Hypothyroidism

Sick Euthyroid Syndrome 
Another reason that a patient might go undiagnosed for thyroid 
disorder is that some people show symptoms of thyroid illness 
and might be making plenty of T4 but are not properly con-
verting it to T3. These patients are said to have sick euthyroid 
syndrome. The blood tests of these patients may not reveal the 
syndrome, however, unless their doctor orders a special reverse-
T3 study (which will reveal that the T4 is being changed into 
 reverse T3 rather than the vital T3). This condition can be caused 
by stress, chronic illness, or even acute illness. Individuals with 
this syndrome might take a synthetic thyroid hormone like Syn-
throid, which contains T4 only, but since the T4 is not converting 
effi ciently, they continue showing the symptoms of low thyroid. 

Stress: Short-Term and Long-Term
We’ve already looked at how the HPA axis is affected by stress. 
And since the catalyst for fi bromyalgia and CFS/ME is stress, 
it is no wonder that the majority of my patients have a problem 
with their thyroid. The thyroid gland—which is controlled by 

Insulin resistance occurs 
when the body’s cells 

become resistant to the 
hormone insulin. Though 
not always, it is often the 
result of years of eating 
too many simple carbo-
hydrates and sweets and 
carrying excess weight.
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the hypothalamus and pituitary glands—may become compro-
mised by any disruption to the   HPA axis. So stress defi nitely 
takes a toll on thyroid function. 

Short-term stress causes an elevation of cortisol, which then 
blocks the conversion of T4 to T3. Long-term stress further 
depletes the nutrients needed to keep thyroid hormones at peak 
levels. 

Nutrition is involved in every aspect of T4 production, utiliza-
tion, and conversion to T3. The minerals zinc and iodine; vita-
mins A, B2, B3, B6 and C; and the amino acid tyrosine are all 
needed for the production of T4. Selenium is needed to convert 
T4 to T3, so a defi ciency in this mineral can also cause thyroid 
dysfunction. High blood levels of fatty acids can also inhibit 
conversion of T4 to T3. Do you have high blood fats or triglyc-
eride levels? A number of my patients do, at least when they 
begin care with me. My anti-infl ammatory Weight Loss for Life 
program corrects this and helps explain why my patients who 
change their diet and lose weight increase their thyroid function 
and therefore their metabolism. 

Iodine Defi ciency 
Iodine defi ciency in the United States is rare, but our consump-
tion of iodine has dropped signifi cantly over the past twenty 
years. A defi ciency in iodine can lead to thyroid dysfunction, 
because iodine is simply necessary to generate thyroid hor-
mones (recall that T4 has four atoms of iodine, and T3 has 
three). Although Hashimoto’s is the number one cause of thy-
roid disease in this country, iodine defi ency is the number one 
cause worldwide.

One easy test for iodine defi ciency is the skin-patch test. Using 
a 2-percent Lugol’s solution (available at any drugstore), paint 
a two-inch square patch onto your abdomen. Iodine defi ciency 
is indicated if the painted patch disappears within twenty-four 
hours. If it lasts longer than twenty-four hours, your iodine 
status is normal. If you do test low in iodine, add one of any 
number of kelp supplements to your diet. 

Beware iodine supplements, however. They have become a popular 
topic among integrative practitioners and the public at large. In 
the past I put more emphasis on iodine than was prudent. New 
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research and my clinical experience over the last few years 
warrant more caution. Iodine supplementation can stimulate 
increased production of TPO antibodies, further compromis-
ing thyroid function. This means that iodine supplements can 
make Hashimoto’s disease worse. Before using iodine replace-
ment therapy, I strongly suggest being tested for elevated thyroid 
antibodies. I also strongly recommend fi nding and working with 
a functional medicine doctor—see www.FunctionalFibroDoctors.
com—rather than self-treating your thyroid disorder.

Vitamin Defi ciencies
A defi ciency in just about any of the B vitamins will contribute 
to low thyroid function. Low levels of copper, magnesium, and 
manganese may also prevent optimal thyroid function. 

Prescription Medications
Antidepressant medications alter the   HPA axis by making the 
thyroid-releasing hormone (TRH) and thyroid-stimulating hor-
mone ( TSH) pathways less effi cient. Antidepressants also divert 
L-tyrosine, the precursor for the neurotransmitters  dopamine 
and  norepinephrine, from converting into the thyroid hormone 
T4. This is a bit ironic, since low thyroid function is a major 
cause of  depression. 

The drug Interferon typically interferes with thyroid function, 
and secondary thyroiditis occurs in up to 14 percent of those 
taking it. Methadone, synthetic estrogen, Tamoxifen, and 
cholesterol-lowering drugs increase the binding of thyroid hor-
mones to chemicals that inactivate thyroid hormones. Dilantin 
(Phenytoin) and Carbamazeprine (Tegretol) decrease  T4 and  T3 
by about 20 percent. 

Certain Foods
Some foods may contribute to goiters and alter thyroid func-
tion: broccoli, caulifl ower, Brussels sprouts, cabbage, mustard, 
kale, turnips, canola oil, soy, pine nuts, millet, and peanuts. 

Sluggish Liver
Recall that the thyroid only secretes 7 percent of the T3 you need; 
the rest comes from the conversion of T4 to T3, and most of 
that conversion takes place in the liver. If your liver function is 
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compromised like it is in many of my patients, especially those 
with CFS/ME, you may be deprived of optimal thyroid activity.  
Elevated liver enzymes, high estrogen levels (which can com-
promise liver function), chemical sensitivities, or a fatty liver are 
all signs of potential underconversion. 

Be sure to check your adre-
nals fi rst! A major con-

nection exists between thyroid 
and adrenal function. Adrenal 
fatigue can actually cause a 
person’s thyroid problem to be 
much worse than it would be 
otherwise. That’s because nor-
mal adrenal function (especial-
ly of the hormone cortisol) is 
essential to the body’s ability to 
metabolize thyroid hormones.

Instead of getting better, indi-
viduals with adrenal fatigue 
who start thyroid-replacement 
therapy may experience a rac-
ing heart, fatigue, pain, agita-
tion, fuzzy thinking, anxiety, 
and  depression. These side ef-
fects can cause them to give up 
on their thyroid treatment. But 
it’s not that they don’t need—
or can’t tolerate—the thyroid 
replacement therapy but that 
their adrenal function is too 
low to support the increase in 
their metabolism.

Even the manufacturers of 
thyroid medication themselves 
acknowledge in their contra-
indications that patients with 
untreated adrenal cortical 
insuffi ciency can experience a 
worsening of symptoms. Un-
fortunately, many conventional 
doctors simply choose to ignore 
adrenal fatigue unless the 
patient has true adrenal failure 
(Addison’s disease) and so 
don’t treat their patients with 
adrenal support therapy.

The saddest story is when 
the increase in symptoms is 
blamed on a worsening of 
 arthritis (time for more drugs) 
or even clinical  depression 
(more drugs). And the thyroid 
treatment, which could have 
cured both of these symptoms, 
is completely abandoned.

To ensure success with your 
thyroid replacement, read and 
apply ch. 11 before treating any 
low-thyroid symptoms.

Self-Test for Low Thyroid
Dr. Broda Barnes was the fi rst to demonstrate that a low basal 
body temperature was associated with low thyroid. His fi rst 
study was published in 1942 and appeared in the Journal of the 
Ameican Medical Association. It tracked one thousand college stu-
dents and showed that monitoring body temperature in order 
to test thyroid function was a valid, if not superior, alternative 
to thyroid blood tests.
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The body works best at the optimal temperature of 98.6 degrees. 
Higher temperatures (fevers) speed up the metabolism and al-
low the body to fi ght off infection. A temperature of 90 degrees 
or below qualifi es as hypothermia, a medical emergency. But 
it doesn’t have to go that low to affect health, because most of 
the biochemical reactions that occur in the body are driven by 
enzymes, and these enzymes are infl uenced by metabolic tem-
perature. 

Dr. Barnes recommends that hypothyroid patients take a glan-
dular prescription medication known as Armour Thyroid, 
which was used before synthetic medications were introduced. 
Armour Thyroid and other prescription thyroid glandulars 
(such as Westhroid) contain both T4 and T3. Synthroid and 
other synthetic thyroid medications contain T4 only, and since 
some individuals have a diffi cult time converting T4, these 
medications may not work at the cellular level. Consequently, 
patients may take T4 medications for years and never notice 
much improvement in their symptoms. Their blood tests will 
look good, but in the meantime, they’ll be falling apart: gaining 
weight, suffering aches and pains, battling one sinus infection 
after another, and becoming more and more fatigued, de-
pressed, and withdrawn. 

Many patients with hypothyroidism do just fi ne on T4 only. 
But others don’t, so why should doctors prescribe synthetic T4 
medications at all? T4 administered along with T3 yields the best 

D r. Barnes’s thyroid-
testing method is more 

work than running a blood test, 
but it’s also a lot more useful.

1.  First thing in the morning, 
while still in bed, shake 
down and place a thermom-
eter (mercury, not digital) 
under your arm. Leave it 
there for ten minutes.

2.  Record your temperature in 
a daily log.

 

Women still having menstrual 
cycles should take their tem-
perature after the third day of 
their period.

  Readings below 97.8 degrees 
strongly suggest hypothyroid.

 Readings above 98.2 degrees 
may indicate an overactive 
thyroid. 
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clinical outcome for many pa-
tients, especially those suffering 
from mood disorders.

You can take T4 with T3 as a 
desiccated thyroid or a synthet-
ic medication. For some pa-
tients, synthetics are adequate; 
for other patients, synthetic 
medications don’t relieve all 
their symptoms but desiccated 
thyroid does. 

Pharmaceutical company 
representatives typically report 
that synthetic medications for 
hypothyroidism are superior to 
desiccated thyroid. They falsely 

describe desiccated thyroid as unstable or unpredictable. Since 
these sales reps are the primary source of information about 
drugs for most doctors, this myth is passed from doctor to pa-
tient. However, though the amount of thyroid hormone present 
in the thyroid gland may vary from animal to animal, Armour 
Thyroid runs analytical tests—to measure actual T4 and T3 
activity—on both their raw thyroid powder and their actual 
tablets. In this way, they ensure that their product is consistent-
ly potent from tablet to tablet and lot to lot. So Armour Thyroid 
is an excellent product choice. Still, synthetics are available if 
preferred. 

Benefi ts Seen with Proper Thyroid Therapy
Depression relief: Several studies demonstrate that a combina-
tion of T4 and T3, or T3 therapy alone, may provide welcomed 
relief from a number of symptoms commonly associated with 
fi bromyalgia and CFS. Depressed patients often benefi t by 
taking T3, with or without their antidepressant medications. 
And thyroid-replacement therapy, especially the addition of 
T3 therapy, helps increase the effectiveness of tricyclic antide-
pressant medications. As far as SSRIs go, studies show that T3 
therapy is more effective in reducing the symptoms associated 
with depression. 

My doctor has me on 
Synthroid. Should 

I switch to Armour, Nuthroid, 
or Westhroid? 

If you’re taking one of the 
T4-only synthetic prescrip-
tion drugs and haven’t 
noticed much difference in 
your symptoms: fatigue, 
weight gain, hair loss, 
tingling in your hands or 
feet, etc., then yes, consider 
asking your doctor to try 
you on one of these T3-T4 
combinations.
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A study published in the New England Journal of Medicine 
showed that patients who received a combination of T4 and T3 
were mentally sharper, less depressed, and feeling better overall 
than a control group who received T4 only. This is good news 
for the 40 percent of my patients who suffer from low thyroid. 
I suspect that it will be good news for many of you reading this 
book, too. 

Fibromyalgia relief: Research continues to suggest that thyroid-
hormone defi ciency may be a key feature in FMS etiology. 
Researchers have observed that FMS patients respond best to 
treatment with thyroid hormone as part of a comprehensive 
regimen to optimize the patient’s metabolism. They stated in 
the Journal of Myofascial Therapy that “virtually all FMS patients 
dramatically improve or completely recover from the symptoms 
with this regimen. As long as the patient does not take excessive 
amounts of thyroid hormone, there are no adverse side effects.” 
In fact, T4 with T3 has improved or eliminated depression, brain 
fog, feeling of cold, constipation, chronic fatigue, headaches, in-
somnia, muscle and joint pain, and chronic sinus infections. For 
some people it has helped them fi nally lose weight. 

Wilson’s Syndrome
E. Denis Wilson, MD, was refi ning some of the pioneering clini-
cal research of Dr. Barnes, when he discovered that his patients 
weren’t converting T4 to T3. 

Dr. Wilson’s protocol uses specially compounded timed-release 
T3 therapy to overcome the buildup of stress-induced reverse 
T3 (rT3), a hormone that can build to such high levels that it 
starts using up the enzyme that converts T4 to T3. Patients start 
with 7.5 mcg. of timed-release T3, taken every twelve hours. 
They increase their dose by 7.5 mcg. each day until their tem-
perature reaches 98.2. Once they have “captured” their normal 
temperature, they then begin to gradually reduce their com-
pounded T3 medication. (This is a big advantage of T3 therapy 
over other hormone-replacement therapies, which are diffi cult 
to discontinue). 

Dr. Wilson’s protocol can be a challenge for doctors and patients 
alike. However, I’ve found that for some patients, this compli-
cated therapy has been the fi nal piece of their puzzle. It often 
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yields results when Armour 
and Westhroid therapies 
fail, and I’ve seen dramatic 
results from it in many of 
my patients. T3 is available 
as the synthetic medication 
Cytomel in the United States 
and Canada and Tertroxin in 
the U.K. For more informa-
tion, visit www.WilsonsSyn-
drome.com. 

The symptoms of Wilson’s 
syndrome (failure to con-
vert T4 to T3) include se-
vere fatigue, headache and 
migraine, PMS, easy weight 

gain, fl uid retention, irritability, anxiety, panic attacks, depres-
sion, decreased memory and concentration, hair loss, decreased 
sex drive, unhealthy nails, constipation, irritable bowel syn-
drome, dry skin, dry hair, cold and/or heat intolerance, low 
self-esteem, irregular periods, chronic or repeated infections, 
and many other complaints. A lot of symptoms for such a little 
hormone problem, huh?

In addition, the symptoms tend to come on or become worse 
after a major stressful event: childbirth, divorce, death of a 
loved one, job or family stress, chronic illness, surgery, trauma, 
excessive dieting, and other stressful events. Under signifi cant 
physical, mental, or emotional stress, the body slows down its 
metabolism by decreasing the amount of T4 that is converted to 
T3. This is done to conserve energy, and when the stress is over, 
the metabolism is supposed to speed up and return to normal. 
This process can become derailed, however, by a buildup of 
reverse T3 (rT3) hormone, mentioned earlier. The more stress, 
the more likely it is that rT3 will block T4 from converting into 
T3. The body may then try to correct this by releasing more T4 
and its precursor TSH, only to have rT3 levels climb higher. A 
vicious cycle is created, where T4 is never converted into T3. 

Perhaps the greatest obstacle Dr. Wilson has had to overcome 
in his attempts to be recognized by mainstream medicine is the 

Like with Dr. Barnes’s pro-
tocol, patients suspected 

of Wilson’s syndrome monitor 
their body temperature. 

 ›  The temperature is taken three 
to four times daily.

 ›  Patients shake down and place 
a (mercury) thermometer un-
der their arm for ten minutes. 
A consistently low tempera-
ture (less than 97.8) averaged 
over five to seven days indi-
cates Wilson’s syndrome. 
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vast number of symptoms associated with Wilson’s syndrome. 
Yet all these symptoms can be seen in hypothyroid patients. 
And in one study, all the symptoms of FMS were eliminated by tak-
ing high doses (120 mcg.) of T3. 

Certain nationalities are more likely to develop Wilson’s syn-
drome: those whose ancestors survived famine, such as the 
Irish, Scotch, Welsh, Russians, and American Indians. Interest-
ingly, those patients who are part Irish and part American In-
dian are the most prone of all. Women are also more likely than 
men to develop Wilson’s syndrome. 

The Bottom Line: How I Treat Hypothyroid
A great many of my fi bro and CFS/ME patients will need to 
have their thyroid disorder found and corrected. Depending on 
the cause of their low thyroid function—adrenal fatigue, Hashi-
moto’s, or not enough thyroid hormone—my patients will start 
an over-the-counter adrenal-cortex glandular, a thyroid glandu-
lar, or a TH-1 or TH-2 dampening formula.

Treating thyroid disorders is complex. And those discussed in 
this chapter, common among those with fi bro and CFS/ME, 
should be treated by a functional medicine doctor or open-
minded traditional medical doctor.

Note
1.  See Datis Kharrazian, Why Do I Still Have Thyroid Symptoms? When 

My Lab Tests Are Normal (Garden City, NY: Morgan and James, 
2010), 55–56. 
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 › www.BrodaBarnes.org 
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fi fteen
Chronic Pain 
Can Be Stopped!

If you still have a good deal of pain after two to three 
weeks of sleeping well and implementing the Jump-Start Pro-
gram, then you might require additional supplements. 

Andrea
My fi bromyalgia began after a hysterectomy three years ago. I had been 
in pretty good health. I was a little overweight and often struggled with 
long, stressful hours as a plaintiff’s attorney. But while I sometimes 
felt tired and run down, I never had pain—at least not the allover pain 
I now experience. The pain started with my neck and shoulders. Now 
I have pain in my mid-back, low back, legs, knees, chest. I’ve been to 
several doctors, including a rheumatologist, orthopedist, and neurolo-
gist. All my tests are normal, yet I hurt every day. I think some of the 
doctors thought I was only trying to get pain meds. It really wears me 
out. I’ve tried taking various drugs: Advil,  Celebrex, Mobic, Skelaxin, 
 Cymbalta, Neurontin, even pain meds. Nothing helped. About two 
months ago, I started taking  5-HTP and several of the supplements 
recommended in Dr. Murphree’s book. I’m now sleeping through the 
night—fi rst time in years. I have more energy and less pain. 
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Janine
I have battled pain for a number of years. It started with a car accident 
when I was in college. I broke several ribs and crushed a backbone, 
had low-back surgery years later, and then started having neck, arm, 
leg, allover fi bro pain. I’ve tried 
numerous drugs—Neurontin, 
Lyrica, Cymbalta—and all sorts of 
pain meds. None really helped, and 
all made me feel weird. I’d given 
up until I read Dr. Murphree’s 
book. I made an appointment and 
scheduled a phone consult. I live 
in Phoenix, Arizona. I was in so much pain that even the new-patient 
paperwork (long and thorough) was hard for me to fi ll out. I knew af-
ter fi ve minutes talking to Dr. Murphree that he got it, he understood 
what was wrong and what needed to be done to help me. I started his 
six-month VIP Get Healthy Program. My progress was gradual, slow 

at fi rst. But after fi ve months of 
working with Dr. Murphree, my 
pain is drastically reduced. I’m 
sleeping through the night, have 
lost forty-two pounds, have more 
energy, and most days feel pretty 
darn good. I still get pain. Dr. 
Murphree says that most of my 
pain is from scar tissue from back 
surgery and from car-accident 
injuries. But most of my allover 
fi bromyalgia achy pain is gone. 
Life is good again!

Supplements to Try When All Else Fails
 › SAMe (S-adenosyl-l-methionine) is a naturally occurring 

amino-acid compound. My patients often report that it was 
the missing link in helping them reduce pain, boost energy, 
improve moods, increase mental clarity, and restore deep 
restorative sleep. Sounds pretty amazing, huh? Unlike some 
multilevel “latest and greatest” fad supplements, I find that 

Notice Janine’s transfor-
mation, from “I have 

battled pain for a number 
of years” to “Life is good 
again!” That’s what I live for.

Remember: Most indi-
viduals with FMS 

or CFS/ME will show a 
tremendous improvement 
in their pain by implement-
ing my Jump-Start Program 
outlined in ch. 13 and adding 
the hypothyroid protocol (ch. 
14) if needed. Follow that 
plan fi rst; see if it doesn’t 
heal your chronic pain. If not, 
then read on. 
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SAMe consistently helps my patients feel better. If it’s what you 
need, it will work rather quickly, within hours, to reduce many 
of your pain symptoms and help boost mental and physical en-
ergy. It also serves as a potent antidepressant and helps the liver 
work more effectively. 

SAMe plays a role in the immune system, maintains cell mem-
branes, and helps produce and break down  serotonin,  mela-
tonin, dopamine, and vitamin B12. Powerful substances in 
the body called catecholamines (linked with mood and stress 
response) depend on SAMe in order to function effectively. 
SAMe is also needed by the pineal gland in the brain to prop-
erly synthesize melatonin from 5-HTP. 

You can read in ch. 16 about how SAMe boosts the energy-
producing neurotransmitters norepinephrine and  dopamine, 
and these two brain chemicals also help reduce pain. SAMe 
also increases the production of endorphins, the body’s natural 
pain-blocking chemicals, more powerful than morphine. Several 
studies involving SAMe and fi bromyalgia patients yielded sub-
stantial improvement in overall pain levels, sleep, and mood. 

Please know that studies have shown that cheaper SAMe knock-
offs may only contain about 50 percent of the active compound. 
Make sure you seek out the highest quality SAMe products you 
can fi nd—you want it to work! This means that WalMart, Sam’s 
Club, Trader Joe’s, and other discount stores that sell cheap 
supplements should not be your source for SAMe. Instead, look 
at GNC, local natural-food stores, or the Internet. You get what 
you pay for, and cheap SAMe doesn’t work. If the SAMe you’ve 
tried in the past wasn’t effective, don’t give up; try a different 
brand, preferably one recommended by a functional medicine 
doctor. SAMe is highly unstable and needs to be enteric coated 
and kept in a moderate-temperature storage facility.

To take SAMe, start with 400 mg. on an empty stomach (thirty 
minutes before or ninety minutes after eating). If you don’t see 
an improvement in your mental and physical energy, increase 
your dose by 400 mg. each day—up to 1,200 mg.—until you do. 
I fi nd it is best to take SAMe all at once, thirty minutes before 
breakfast. The method allows you to get a substantial morning 
boost that will often last through the day. You can take SAMe 
in divided doses if needed, but always on an empty stomach. 
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Don’t take it past 3:00 p.m., as it may interfere with your sleep. 

Potential side effects of SAMe include increased heart rate and 
blood pressure, dry eyes, and dry mouth. While my patients 
rarely report problems with taking SAMe, even those with 
mildly elevated blood pressure should use it cautiously and 
under the care of a health-care professional familiar with SAMe. 

 › DL-phenylalanine, otherwise known as DLPA, is a combi-
nation of the D and L forms of the amino acid phenylalanine. 
DL-phenylalanine acts as a natural pain reliever by blocking 
the enzymes responsible for the breakdown of endorphins and 
enkaphalins, substances within the body that help relieve pain. 

Endorphins, morphine-like pro-
teins, also act as appetite suppres-
sants and mild stimulants. 

Although caution is advised for 
individuals with high blood pres-
sure, DL-phenylalanine is an 
effective supplement in treating 
musculoskeletal pains, including 
those associated with FMS. Many 
of my fi bromyalgia patients have 
benefi ted from DL-phenylalanine. 
A clinical study shows subjects 
taking DL-phenylalanine had a re-

markable improvement in their condition: Improvements were 
seen in 73 percent of low-back pain suffers, 67 percent with 
migraines, 81 percent with osteoarthritis, and 81 percent with 
rheumatoid arthritis.

For pain control, or as an antidepressant, take 1,000–4,000 mg. 
of DL-phenylalanine twice daily on an empty stomach. Phe-
nylalanine can elevate blood pressure, and very high doses can 
cause rapid heart rate. So start with a low dose and increase to 
a higher one only as needed—and only if no side effects are no-
ticed. I typically recommend DL-phenylalanine when a patient 
scores high in the opioid (“O”) section of the Brain Function 
Questionnaire, which is included in ch. 16. 

Treating Chronic Infl ammation
While infl ammation hasn’t been found to be the cause of fi bro-

I   don’t combine DL-
phenylalanine with 

SAMe initially, opting 
instead to start with 
SAMe and then add DL-
phenylalanine if needed. 
In this case, the dosage is 
400–800 mg. of SAMe in 
the morning and 400–800 
mg. of DL-phenylalanine 
in the afternoon. 
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Low vitamin D levels have 
also been associated 

with chronic pain. Everyone 
with fi bromyalgia should 
supplement vitamin D, but if 
your pain persists, consider 
having your vitamin D levels 
checked. Your doctor can order 
a blood test for 25-hydroxy 
vitamin D.

myalgia pain, the majority of my patients have one or more 
types of infl ammation that contribute to their chronic pain. 
Elevated C-reactive protein (CRP) levels, a marker for infl am-
mation, is a common lab fi nding in many of my fi bro patients, 
especially those who are overweight.

Infl ammation may be due to arthritis, elevated substance P 
levels, autoimmune reactions, scar tissue, lactic acid buildup, 
allergic reactions, leaky gut, 
intestinal dysbiosis, sensi-
tivity to nightshade plants, 
defi cient serotonin, excess 
weight, or poor detoxifi cation 
processes. In these cases, pa-
tients may fi nd it diffi cult to 
fi nd and successfully treat the 
sources of their chronic pain, 
despite employing the Jump-
Start Program. You will need 
to seek out and work with a 
functional medicine doctor or one of my associates specifi cally. 
See www.FunctionalFibroDoctors.com for more information.

How the Infl ammatory System Works
Trauma, infection, reduced blood fl ow, toxins, poisons, and nor-
mal wear and tear cause damage and destruction to cells. This 
damage then triggers an infl ammatory response by the body’s 
self-regulating mechanisms. Hormones called infl ammatory 
prostaglandins (PG-2) cause blood vessels to dilate, and the area 
becomes hot, red, and swollen. The healthy tissue surrounding 
the damaged area releases anti-infl ammatory prostaglandins 
(PG-1 and PG-3) to combat the infl ammatory prostaglandins. 
White blood cells begin to attack and digest damaged cells, 
until the proteolytic enzymes tell them that their job is done. As 
the damaged tissue is removed, less of the pro-infl ammatory 
chemicals and more of the anti-infl ammatory chemicals are 
released. Once the infl ammation process is fi nished, the body 
begins to repair itself.

The balance between infl ammation, destruction, and repair is an 
ongoing process. Normally, this process is kept in check. When 
it becomes unbalanced, chronic infl ammation is the result. 
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What Is Arthritis?
Over fi fty million Americans suffer from arthritis and its symp-
toms of pain, stiffness, infl ammation, and decreased range of 
motion. (In fact, there are more than one hundred types of ar-
thritis.) That’s expected to increase to sixty-seven million adults 
by the year 2030.

Rheumatoid arthritis (RA) is an autoimmune disease in which 
the body actually attacks itself and antibodies develop in joint 
tissues and cause pain. Women are three times more likely to 
develop this arthritis than are men. It usually affects the knuck-
les, wrists, elbows, and shoulders with painful, warm, red 
swelling. 

Lupus is a chronic infl ammatory disease that occurs when your 
body’s immune system attacks your own tissues and organs. 
It can be diffi cult to diagnose, because its signs and symptoms 
often mimic those of other ailments. The most distinctive sign 
of lupus—a facial rash that resembles the wings of a butterfl y 
unfolding across both cheeks—occurs in many but not all cases.

Patients with systemic lupus erythematosus most commonly 
experience profound fatigue, rashes, and joint pain. In severe 
cases, the immune system may attack and damage several or-
gans such as the kidney, brain, or lung. 

For many individuals, symptoms and damage from the disease 
can be controlled with available anti-infl ammatory medications. 
However, if a patient is not closely monitored, the side effects 

Susan was a very active fi fty-
year-old nurse who spent 

hours on her feet while she 
attended patients. She visited 
my offi ce with the complaint 
that her low-back and knee 
pain had become chronic over 
the last few years. Her low-
back pain had recently become 
worse, and out of desperation, 
she came to see me as a last re-
sort before agreeing to surgery.

I began weekly chiropractic 
adjustments to her low back. 
I also prescribed glucosamine 
sulfate along with some other 
nutritional supplements. In 
three weeks, she reported that 
she was now completely free 
of the low-back pain that had 
plagued her for years. The  ar-
thritis pain in her knee, which 
she had also endured for many 
years, was nearly gone too.
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from the medications can become quite serious. Lupus occurs 
in 1 out of 2,000 Americans and in as many as 1 in 250 young 
African-American women.

Psoriatic arthritis is a chronic disease characterized by in-
fl ammation of the skin (psoriasis) and joints (arthritis). With 
psoriasis, there are patchy, raised, red, and white areas of skin 
infl ammation with scaling. Psoriasis usually affects the tips of 
the elbows and knees, the scalp, the navel, and skin around the 
genital areas or anus.

Sjögren’s syndrome is a disorder in which the immune system 
attacks the body’s moisture-producing glands, such as the tear 
glands and the saliva glands, causing extreme dryness in the 
eyes and mouth. Other symptoms include eye itching and burn-
ing, fatigue, and joint pain.

Osteoarthritis (OA), also known as degenerative joint disease, 
is the most common of the over one hundred forms of arthritis. 
It occurs when wear and tear of the bony cartilage of the body 
causes bone spurs or calcium deposits to form on the ligaments 
surrounding the joint. This leads to infl ammation, pain, and 
decreased joint motion. Over forty million Americans have OA. 
Many of my patients can trace the onset of their OA to a car ac-
cident, but some don’t remember anything that could be caus-
ing their neck or low-back pain. Some develop it from repetitive 
motions, poor posture, or from simply carrying more weight 
than their joints can handle. Heredity also plays a role in osteo-
arthritis. 

OA is characterized by early-morning stiffness or pain that 
eases up as the day goes on, only to return again in the evening. 
It generally affects the joints of the knees, hands, feet, and spine, 
and it develops gradually over several years. It usually doesn’t 
cause joint redness, warmth, or swelling like RA does. 

Conventional treatments for RA and OA leave much to be 
desired, to say the least. Short-term use of NSAIDs and analge-
sics to cover up symptoms is acceptable; long-term use, how-
ever, increases the risk of heart attack, stroke, bone destruction, 
intestinal permeability, yeast overgrowth, ulcers, and internal 
bleeding. Corticosteroids have serious side effects, including 
ulcers, osteoporosis, diabetes, glaucoma, and hypertension. The 
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immune-suppressing drug Methotrexate is a toxic therapy that 
can cause kidney failure and severe liver damage. Gold injec-
tions can cause damage to the liver and kidneys, stomach disor-
ders, anemia, headache, neuritis, and ulcerations of the mouth 
and gums. So how do you fi nd safe relief? 

Protocol for RA, OA, and Chronic Infl ammation
Along with my recommendations below, I suggest exploring 
the resources available from the Arthritis Trust Foundation. See 
www.arthritistrust.org. I also strongly suggest working with 
an integrative or functional medicine doctor. The drugs used 
to treat autoimmune arthritis are toxic and dangerous. Those 
drugs treat the symptom—infl ammation—not the cause. How-
ever, there are times when drug therapy is your best option, at 
least while your functional or integrative doctor is doing some 
detective work to fi nd the true cause of the illness. In that case, 
adding proven anti-infl ammatory nutritional supplements, 
changing your diet, and working with a skilled hands-on practi-
tioner should also be part of your treatment regiment.

 ›  Correct any intestinal permeability. Chronic use of pain 
meds, including NSAIDs, are a major cause of “leaky gut”/
intestinal permeability. And individuals with this condition 
are further prone towards developing arthritis, as fragments 
of intestinal bacteria are allowed to penetrate into the joints. 
These bacteria fragments may cause the body to release anti-
bodies, which then attack the joint tissue—a typical autoim-
mune response typical of RA.

RA was absent in prehistory, when cereals and dairy products 
were not part of a daily diet. In 1992, the Lancet reported that 
“the frequency of gut mucosal lesions and excessive permeabil-
ity of the intestinal wall found in rheumatoid arthritis patients 
today suggests that enterocyte enzymes are not adapted for 
modern food in most patients.” Basically, our bodies are not 
adjusting quickly enough to account for our increasingly junky 
diet. I recommend an elimination diet—see ch. 12 to learn more. 
At the least, discontinue all gluten for one to two months and 
see if this makes a difference. Even better, begin an anti-infl am-
matory diet, especially if you have elevated CRP, SED, RA, or 
ANA levels (infl ammatory markers in blood work).



Chronic Pain Can Be Stopped!   277

 ›  Strongly consider food-allergy testing. Allergies can contrib-
ute to a wide range of diseases and certainly have been linked 
to arthritis. See ch. 18 for more information about allergies. 

 ›  Avoid nightshade foods. These include tobacco, eggplant, bell 
peppers, tomatoes, and white potatoes. Nightshade (family: 
Solanaceae) foods have been linked to an increase in arthritis 
symptoms. In one study, 70 percent of those with arthritis 
reported relief from chronic pain over a period of seven years 
after eliminating all nightshade foods. Between 20 and 30 
percent of my patients on this regimen experience moderate to 
dramatic pain relief. They typically report less pain overall but 
especially in their hands, feet, knees, and ankles. 

 ›  Eat less to reduce inflammation. For years I was skeptical of 
human chorionic gonadotropin (hCG) weight-loss programs. 
How could it be healthy for someone to be on a 500-calorie-a-
day diet? I knew from past experiences that starvation diets 
were unhealthy and doomed for failure.

However, once I saw fi rsthand how my long-time patients were 
losing twenty, thirty, or more pounds and keeping the weight 
off, I knew there was something to the diet. If my fi bro patients 
could lose their unwanted excess weight, they’d be able to re-
duce their infl ammation, boost their metabolism, and improve 
their immune sysytem. After a considerable amount of research, 
I became convinced that if done correctly, hCG diets were in 
fact a healthy way to lose weight. I found a few local medical 
doctors who were prescribing hCG injections and began mak-
ing referals. Unfortunately, my patients hated having to go to 
the local medical doctors—waiting hours to be seen each week, 
dealing with the staff, and enduring other hassles of being 
herded like cattle through a busy medical practice.

I searched for natural alternatives. I’d heard some doctors were 
having success with over-the-counter homeopathic formulas. I 
tried dozens, with no luck. Finally I thought I’d found one that 
worked when a well-known doctor, author, and TV celebrity, 
with whom I spoke on the same stage, said she knew of a natu-
ral form of hCG available over the Internet. Great price, easy to 
get, backed by a celebrity. One big problem: It didn’t work!

My poor patients starved for two to three weeks, lost minimal 
weight, gave up, and then had the weight rapidly return with a 
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vengeance. Testing these patients’ urine, I quickly came to the 
conclusion that they all were in ketosis and were losing muscle 
mass, not fat. They were, in fact, starving!

Fortunately, through the law of synchronicity, luck meets fate, 
and I was able to fi nd an over-the-counter hCG-like prod-
uct (available by doctor recommendation only) that indeed 
works, and works like a charm. It has been a godsend for me 
and my patients—especially my overweight, chronic pain, 
fi bromyalgia patients. 

My patients on the program aren’t hungry, have less pain, and 
enjoy more energy. They not only lose weight but see a dra-
matic reduction in their infl ammation and pain. It is common to 
see the infl ammatory blood-work markers (SED rate, RA fac-
tor, ANA, and CRP levels) drop by double digits in a matter of 
weeks. This is normally unheard of! Patients with an eleveated 
CRP or SED rate don’t see drastic reductions in weeks, even 
when taking potentially dangerous anti-infl ammatory drugs. 
My patients were achieving these dramatic results by changing 
their diet and losing weight. Amazing! Thank you, Dr. Frisch!1

So I now place all my fi bromyalgia patients who need it on an 
anti-infl ammatory diet that uses a special all-natural form of 
hCG. These drops contain no hormones, and unlike the “natu-
ral hCG” products on the Internet, these work. Dr. Frisch’s 
“SHAPE ReClaimed” is the only brand of weight-loss drops I 
would recommend. (Please know that those selling actual hCG 
drops on the Internet for weight loss are in violation of FDA 
guidelines and are, at best, rogue labs hoping to make a quick 
buck before they are shut down.)

My patients on my anti-infl ammatory weight-loss program 
lose up to a pound a day and reset their metabolism so the 
weight stays off for good. You can learn more about this diet 
and fi nd a list of doctors in your area who apply the program 
by visiting www.metabolicresetnow.com.

 ›  Change your diet and change your health. The pro-inflamma-
tory hormone PG-2 is made from arachidonic acid (AA). Since 
AA is found in corn, and corn products are used as the promi-
nent foodstuff for westernized livestock, that means that red 
meat, cheese, eggs, and pork products have a high AA content 
in the United States.
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Several research articles have demonstrated that the more 
animal fats a human eats, the more AA is in his blood and cell 
membranes and the more likely he is to have infl ammation. So 
reduce your intake of grains, vegetable and seed oils, and corn-
fed livestock. Choose grass-fed cattle, chicken, and dairy prod-
ucts. If your infl ammation is severe, reduce or avoid red meat 
and dairy entirely. Cook with olive oil or raw virgin coconut oil. 
(Avoid instant coffee, as well. It contains substances that block 
the receptor sites for endorphins.) 

The functional opposites of PG-2, PG-1, and PG-3 are anti-
infl ammatory hormones. They help reduce and eliminate 
infl ammation and pain. You should increase your intake of 
these hormones. The best sources of PG-1 and PG-3 are fi sh-oil 
supplements or a diet high in cold-water fi sh. This leads us to 
the next step in the protocol. 

 ›  Supplement with 3–9 g. of fish oil (EPA/DHA) daily for at 
least twelve weeks. Some studies have shown that supple-
menting with fish oils results in a dramatic reduction in a per-
son’s leukotrienes (one of the chemicals implicated in asthma 
and other allergic reactions) by 65 percent. This correlates with 
a 75-percent decrease in their clinical symptoms. Another fish-
oil study gave rheumatoid  arthritis sufferers 1.8 g. of EPA fish 
oil daily while reducing their saturated fats (from land animal 
foods). The subjects showed significant improvement over 
those who took a placebo. Further, Greenland Eskimos, who 
naturally consume high amounts of fish oil, rarely develop 
 arthritis. You will already be getting fish oil if you are taking 
the CFS/Fibro Formula. 

 ›  Consider other supplements and herbal remedies for your 
pain and inflammation. Here’s a description of some common 
ones that have worked for others. 

Turmeric root extract inhibits enzymes associated with PG-2 
infl ammatory hormones. Noted ethnobotanist and researcher 
James A. Duke, PhD, reviewed over 700 studies on turmeric. 
He published his fi ndings in the October 2007 issue of Alterna-
tive and Complementary Therapies and summarized them in the 
July 2008 issue of the American Botanical Council publication 
HerbClip. Dr. Duke concluded that turmeric appears to out-
perform many pharmaceuticals in its effects against several 
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chronic, debilitating diseases, and it does so with virtually no 
adverse side effects. Turmeric contains more than two dozen 
compounds that are anti-infl ammatory, including six different 
COX-2-inhibitors (the COX-2 enzyme promotes pain, swelling 
and infl ammation; inhibitors selectively block that enzyme). By 
itself, writes Duke, curcumin—the component in turmeric most 
often cited for its healthful effects—is a multifaceted anti-in-
fl ammatory agent, and studies of the effi cacy of curcumin have 
demonstrated positive changes in arthritic symptoms.

 Rosemary leaf extract helps block the synthesis of leukotrienes 
(a cause of allergic infl ammation) and PG-2. It also stimulates 
phase-II liver detoxifi cation.

 Holy basil leaf extract helps boost natural anti-infl ammatory 
chemicals PG-1 and PG-3.

 Green tea leaf extract increases the body’s own anti-infl amma-
tory activity and is a potent antioxidant.

 Ginger root extract reduces infl ammation and helps regulate 
infl ammatory systems.

 Chinese goldenthread root reduces activity of PG-2 (the bad 
guy) and boosts function of PG-1 and PG-3 (the good guys).

 Barberry root extract helps regulate prostaglandins.

 Baikal skullcap root extract reduces infl ammatory chemicals, 
including PG-2.

 Protykin polygonum cuspidatum extract reduces infl amma-
tory chemicals, including PG-2, and is a potent antioxidant.

 Glucosamine and chondroitin help eliminate the pain and stiff-
ness of osteoarthritis. A Portugal study involving 1,208 patients 
and 252 physicians showed it to be quite effective. Studies in 
Italy showed that glucosamine reduced  arthritis symptoms by 
one-half in 73 percent of the group, and 20 percent enjoyed total 
symptom relief. In one study of patients with OA of the knee, 
those patients who were administered glucosamine had an 
80-percent reduction in pain. Other studies have demonstrated 
glucosamine to be more effective than ibuprofen (Motrin, Advil, 
or Nuprin) in relieving the symptoms of OA—without the side 
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effects. More importantly, glucosamine and chondroitin sulfate 
actually slow or even arrest destruction of cartilage. Glucos-
amine actually helps repair damaged articular joint tissue. It 
stimulates cells within the cartilage to produce more proteogly-
cans, which form a protective netting within the cartilage, help-
ing to prevent its destruction. Chondroitin attracts fl uid into the 
proteoglycan molecules, and this fl uid acts as a shock absorber. 
It also inhibits certain enzymes that can damage cartilage, while 
stimulating the healthy new cartilage growth. A study conduct-
ed in France showed that patients who received three months of 
chondroitin therapy had actually repaired a signifi cant portion 
of their degenerated joint tissues. 

 Boswellia reduces pain and infl ammation. One of the oldest 
herbs in Indian medicine, it helps shrink infl amed tissue, build 
cartilage, increase blood supply, and repair damaged blood 
vessels. 

 Bromelain blocks infl ammatory chemicals and digests excess 
fi brin, a chemical implicated in osteoarthritis. Bromelain needs 
to be taken on an empty stomach. 

 Devil’s Claw acts as a potent anti-infl ammatory and pain 
reliever. A perennial vine native to South Africa, it has been 
shown very effective in relieving lower back pain and associ-
ated sciatica. 

 D-ribose helps to increase depleted ATP levels in the body. 
Though not as widely successful as glucosamine and chon-
droitin, it has offered great relief for some. ATP (adenosine 
triphosphate) is the body’s primary source of energy. It is used 
by the mitochondria—the body’s “cellular power plants,” tiny 
organelles found within each cell—to fuel that cell’s energy. 
Chronic stress on cells can result in low ATP levels. When this hap-
pens to muscle cells, they can become tight, rigid, and prone to 
spasm. Studies show that patients with fi bromyalgia and CFS/
ME have up to 20 percent less energy in their muscle cells than 
normal.2 Without proper energy, the muscles can become tighter 
and tighter, unable to relax. Muscle fatigue and pain then fol-
low. Our bodies make D-ribose from the foods we eat, but the 
process is slow and laborious. When blood fl ow and oxygen 
levels are compromised, as with chronic illness, D-ribose levels 
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become depleted. A small open study conducted with forty-one 
patients showed that 5 g. of powdered D-ribose three times a 
day for three weeks and then 5 g. twice daily thereafter led to 
substantial improvement for 66 percent of participants.3 Person-
ally, I’ve seen mixed results with patients taking D-ribose. 
Some have seen their energy levels in-
crease and pain levels decrease. Others 
have found little benefi t. I recommend 
trying D-ribose, however, if other thera-
pies have failed to reduce your pain.

 ›  Exercise to keep the joints moving. 
Walking on a daily basis helps keep 
you limber and fit. Many of the back-
pain patients that I see are shocked 
to discover that they can severely 
reduce or eliminate the back problems 
they’ve had for years by simply walk-
ing thirty to sixty minutes a day. If 
you have ankle, knee, or hip problems, 
then use a stationary bike or elliptical 
machine—or better yet, a pool. I would 
also recommend a beginner’s course in 
yoga or Pilates. 

 ›  Try your best to lose excess weight. Losing weight can pro-
vide dramatic relief to those with OA of the knees and hips. 
That’s because these joints bear loads up to ten times your 
weight. For a 200-pound individual, this can translate to one 
ton of pressure. 

 ›  Consider treating for hypothyroid. See more about this in 
ch. 14. Patients with hypothyroid have been shown to be at 
increased risk of developing osteoarthritis. 

 ›  Pursue chiropractic adjustments and deep-tissue massage for 
OA. Chiropractic helps millions of Americans with OA every 
year. Deep-tissue massage can also help relieve aching, locked, 
or immobile joints. When combined together, these two disci-
plines are extremely successful in reducing and arresting the 
ravages of OA. 

D  -ribose is a 
fi ve-carbon 

sugar that all cells 
need to make ATP. 
B vitamins, magne-
sium,  CoQ10,  malic 
acid, essential fatty 
acids, and D-ribose 
all help to boost 
mitochondrial 
function and ATP 
levels. Raising D-
ribose levels may 
help restore natural 
muscle cell energy 
and function.
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Notes
1.  See Todd Frisch, “Weight Loss for Life,” www.drtoddfrisch.com/

weight-loss.

2.  See A. Bengtson and K.G. Henriksson, “The Muscle in Fibromyal-
gia: A Review of Swedish Studies,” Journal of Rheumatology (supp.) 
19 (1989): 144–8.

3.  See J.E. Teitelbaum et al., “The Use of D-ribose in Chronic Fatigue 
Syndrome and Fibromyalgia: A Pilot Study,” Journal of Alternative 
and Complementary Medicine 12(9) (2006): 857–62.
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sixteen
Depression and Other 
Mood Disorders

Mental fatigue, anxiety, depression and “fi bro-fog” are 
common complaints among individuals with FMS 

or CFS/ME. Although you may in fact be depressed, your 
depression is not the cause of your symptoms but rather a 
consequence of them. Or, some of the same defi ciencies that are 
causing your symptoms are also causing depression symptoms. 
Your depression didn’t cause your poor health. Your poor health 
caused your depression!

Conventional Treatments
Individuals who consult a family doctor for anxiety or depres-
sion usually receive a prescription antidepressant. And while 
these drugs have helped millions of people overcome mental 
illness, their side effects can cause an assortment of health 
problems. And they often work little better—if better at all—
than placebos. Studies show that up to 70 percent of those 
taking a placebo fare as well as those on a prescription antide-
pressant.
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Some individuals experience im-
provement for a period of time but 
then notice they need to take high-
er doses of the drug. Or they are 
changed to another antidepressant 
medication altogether. And this 
dreadful situation should come as 
no surprise to the scientifi c commu-
nity. Studies have revealed that pre-
scription antidepressants actually 
reduce the brain’s serotonin receptor 
cells, and this gets worse the longer 
a person is on such a medication. 
Reduced serotonin receptors means 
reduced ability to take in necessary 
serotonin. This cycle continues, and 
once the person’s serotonin stores 

are all used up, she’s left to try yet another antidepressant.

I’m not against antidepressants, but you need to realize they 
often don’t work and may produce unwanted side effects. 
Among the many potential side effects that you should be 
aware of is depression and chronic achy pain. They deplete 
your natural sleep hormone, melatonin, contributing to poor 
sleep. And for some, they can be diffi cult to discontinue, due to 
withdrawal symptoms. If done correctly, slowly, almost all my 
patients are able to wean off of these drugs and never have a 
problem. Never discontinue these drugs or any drugs without 
working with your doctor or health-care professional.

The Evolution of Mood-Disorder Wonder Drugs
Prior to the twentieth century, mood disorders and mental ill-
nesses were treated with a variety of obscure and often barbaric 

Depression and 
related mood dis-

orders rank only behind 
high blood pressure 
as the most common 
reason people visit their 
doctors. Alarmingly 
the largest increase in 
antidepressant use has 
been among preschool-
ers, aged two to four. In 
2003, over one million 
American children were 
taking an antidepressant 
medication.1 

One in three doctor visits 
by women now involve a 

prescription for an antidepres-
sant. And one in ten American 
women take at least one antide-
pressant drug. Americans now 

spend more on antidepressants 
than the gross national product 
of two-thirds of the world’s 
countries. The indirect and 
direct costs of mood-disorder 
illnesses total over forty-three 
billion dollars a year. 
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methods, including frontal lobotomies (with no anesthesia), 
exorcisms, and shamanistic potions. 

›  Dr. Benjamin Rush, the father of American psychiatry, was 
one of the fi rst to believe that mental illness is a disease of 
the mind and not a possession of demons. His classic work, 
Observations and Inquiries upon the Diseases of the Mind, pub-
lished in 1812, promoted the belief that “madness” was an arte-
rial disease, an infl ammation of the brain.

Dr. Rush wrote that as much as “four-fi fths of the blood in the 
body” should be drawn away. Rush bled one patient forty-seven 
times, removing four gallons of blood over time. He confi ned 
others in his “tranquilizer chair,” which completely immobilized 
every part of their body for long periods and blocked their sight 
with a bizarre wooden shroud—all while they were doused in 
ice-cold water. 

In the early 1900s, frontal lobotomies and electric-shock therapy 
were standard fare. Insulin-coma therapy was introduced into 
psychiatry in 1933. And within a few years, every psychiatric 
clinic in Germany was practicing insulin-coma therapy, using 
insulin to induce coma in a patient and then glucose to revive 
him. The practice received much praise. Unfortunately, it was 
also associated with a high mortality rate. 

›  In 1954, the fi rst “modern” sedative drug—known as Thora-
zine and fueled by a huge promotion campaign by Smith, 
Klein & French—swept the nation. This new medication, 
along with Haldol, spawned an additional class of drugs 
known as benzodiazepines (tranquilizers). The effect of taking 
these drugs was explicitly compared to having a lobotomy, 
and they were thought to induce “chemical lobotomies.” 

Pristiq, Cymbalta, and 
Savella are all the rage right 

now. Many doctors and their 
fi bromyalgia patients are eager 
to try one of these newer SSNRI 
antidepressant drugs. 

Unfortunately, a 2013 study 
evaluating Cymbalta and 

Savella show that these drugs 
are often more harmful than 
helpful. Among fi bromyal-
gia patients taking one of the 
two drugs to reduce pain, 22 
percent reported substantial 
improvement while 21 percent 
had to quit the regimen due to 
unpleasant side effects.2
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Thorazine became the drug du jour during the 1950s; the num-
ber of individuals taking it went from 428 in 1952 to over two 
million in 1957.

›  In the 1960s, Hoffman–La Roche was successful in marketing 
the benzodiazepines (tranquilizers) Librium and Valium. 
Benzodiazepines became a frequent recommendation for any 
number of illnesses associated with mental stress. In fact, these 
drugs became known as “mother’s little helper.”

To combat the ills of modern-
day stress, housewives, college 
students, and busy executives 
were encouraged to take these 
medications, and Valium became 
the best-selling drug at that time. 
Klonopin, Ativan, and Xanax 
followed, all hailed as safer and 
more effective than the drugs that 
preceded them. Unfortunately, 
all of these drugs work about 
the same and have similar side 
effects (read more about benzodi-
azepines in ch. 6).

›  That same decade, Merck introduced the tricyclic antidepres-
sant drug Amitriptyline (Elavil). Tricyclic drugs were promot-
ed as safer and more effective than benzodiazepines. Initially 
all the rage, they quickly fell out of favor (read about their side 
effects in ch. 6) when the newer—supposedly safer, but largely 
overhyped—selective serotonin re-uptake inhibitors (SSRIs) 
became available. 

›  The fi rst SSRI to hit the American market was  Prozac in 
1987. It was quickly hailed as the wonder drug of the twenti-
eth century. But like so many of our “wonder drugs,” Prozac 
and the rest of the SSRI drugs haven’t lived up to our dreams. 
The popularity of these medications is largely due to the false 
belief that SSRIs are safe and have relatively few risks. Howev-
er, their side effects can be unbearable. Read more about them 
in ch. 6, too.

Caution: You may have 
a stupid doctor. You 

should never take SSNRI 
drugs at bedtime. These 
drugs are designed to help 
your brain hang on to and 
use not only the calming 
serotonin, but the stimulat-
ing hormone epinephrine 
(adrenaline). No one wants 
to increase adrenaline 
levels at bedtime.
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In December of 2006, the FDA warned that SSRI drugs cause 
increased chances of suicide in young adults. Suicide occurs 
more than twice as much on antidepressants than on sugar 
pills in individuals under age twenty-fi ve. Prozac alone has 
been associated with over 1,734 suicide deaths and over 28,000 
adverse reactions. (And remember that studies show that up to 
70 percent of those taking antidepressant medications do just as 
well by taking a placebo or sugar pill.)

The newest class of “wonder drugs” for mood disorders is 
known as atypical antipsychotics. They include Zyprexa, Ris-
perdal, Geodon, Ivega, Abilify, Clozril, and Seroquel. Originally 
used for schizophrenia and bipolar patients, atypicals have now 
become routine in the treatment of attention defi cit disorder 
(ADD), anxiety,  depression, and Alzheimer’s.

Atypicals are being marketed as safer and more effective than 
the older antipsychotic benzodiazepines. Of course, like their 
predecessors, they come with a steep cost: Atypicals cost some 
twenty times more than do the older psychotic drugs. The 
FDA has gone on record warning that there’s no proof that 
these drugs are safer or better and that any advertisement that 
promotes this is false. No problem. Even though they couldn’t 
promote their drugs they way they wanted, the drug companies 
could and did hire academics and doctors to recommend them.

In an attempt to squelch the debate, the U.S. government fund-
ed a sixty-million-dollar study in 2005 called CATIE (Clinical 
Antipsychotic Trials of Intervention Effectiveness). The study 
concluded that atypicals were generally no more effective 
than the older drug perphenazine (similar to Haldol) and that 
slightly fewer people on atypicals dropped out of the study due 
to tremors. But the atypicals had their own distinct side effects: 
weight gain and high blood sugar. According to Harvard-
trained psychiatrist Stefan Kruszewski, “The new generation 
of antipsychotics substantially increases the risk of obesity, 
diabetes type-2, hypertension, cardiovascular complications, 
heart attacks, and stroke.”3

Persons with schizophrenia who are on atypicals have been 
found to commit suicide two to fi ve times more frequently than 
does the schizophrenic population in general. Other potential 
side effects include tardive dyskinesia, low blood pressure (with 
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dizziness and possibly fainting), increased heartbeat, seizures, 
liver problems, diffi culty swallowing, sleepiness, dry mouth, 
dizziness, restlessness, constipation, upset stomach, weight 
gain, increased appetite, and tremor.

I can’t wait to see what the next “safer, more effective” antipsy-
chotic drug is, can you?

A Natural, Nutritional Alternative
Of course, no one suffers from a Prozac defi ciency! Fortunately 
for those looking for a safer, often more effective way to beat 
mood disorders, a group of progressive-minded physicians 
helped pioneer a new way of treating mental disorders known 
as orthomolecular medicine (read more about it in ch. 7). In 
1968, two-time Nobel-Prize winner Linus Pauling originated 
the term orthomolecular to describe an approach to medicine 
that uses naturally occurring substances normally present in 
the body. “Ortho” means correct or normal, and orthomolecular 
physicians recognize that in many cases of physiological and 
psychological disorders, health can be reestablished by prop-
erly correcting (normalizing) the balance of vitamins, minerals, 
amino acids, and other similar substances within the body. And 
unlike drug therapy, which attempts to cover up the symp-
toms associated with a mood disorder, orthomolecular medi-
cine seeks to fi nd and correct the cause of the illness.

Your Neurotransmitters
Neurotransmitters are brain chemicals that help relay electri-
cal messages from one nerve cell to another. They are produced 
from amino acids (which we get from protein); vitamins B6, B3, 
and C; and the mineral magnesium. Amino acids, then, are the 
raw nutrients needed to manufacture the neurotransmitters.

Neurotransmitters help regulate pain, reduce anxiety, promote 
happiness, initiate deep sleep, and boost energy and mental 
clarity. Excitatory (stimulating) neurotransmitters include epi-
nephrine and norepinephrine (adrenaline). Inhibitory (relaxing) 
neurotransmitters include serotonin and gamma-aminobutyric 
acid (GABA). 

Serotonin, from the amino acid tryptophan or its byproduct 
5-hydroxytryptophan (5-HTP), elevates mood, reduces food 
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cravings, increases pain threshold, improves mental clarity, 
reduces IBS symptoms, promotes deep sleep, relieves tension, 
and calms the body. 

Dopamine and norepinephrine are synthesized from the 
amino acid phenylalanine. They increase mental and physical 
alertness, reduce fatigue, and elevate mood. 

Epinephrine, made in the brain as well as the adrenal glands, is 
also synthesized from phenylalanine and helps increase en-
ergy and boost mental clarity. Low levels cause depression and 
fatigue. Prescription medications like Wellbutrin and Effexor at-
tempt to boost the brain’s levels. However, you can simply take 
L-phenylalanine or SAMe to increase your epinephrine levels. 

GABA, formed from the amino acid glutamine, has a calming 
effect on the brain similar to Valium and other tranquilizers, 
without the side effects. You may have heard of prescription 
antidepressants called MAOIs (monoamine inhibitors), such as 
Nardil and Marplan. These work by increasing the effectiveness 
of GABA. Used in combination with niacinamide (a form of 
vitamin B3) and inositol (a vitamin-like member of the B com-
plex), GABA can alleviate anxiety and panic attacks. Many of 
my patients are surprised by the effectiveness of GABA in treat-
ing their anxiety and panic attacks. 

I’ve been using amino acid replacement therapy for several 
years and have treated thousands of patients with mood disor-
ders. I’ve found this approach to be far superior to prescription 
medicines (in most cases) for mild to moderate mood disorders. 

Brain Function Questionnaire 
I’ve found the following Brain Function Questionnaire to be 
a quick and accurate assessment of a person’s brain chemis-
try. And I’ve found very few problems with mixing the rec-
ommended supplements with prescription antidepressants. 
However, I advise you to seek out the guidance of a health 
professional familiar with orthomolecular medicine to direct 
your treatment if possible.



294   Depression and Other Mood Disorders

The O Group
(opioids)

If three or more of these descriptions apply to your present feel-
ings, you are probably part of the “O” group: 

 › Your life seems incomplete. 

 ›  You feel shy with all but your closest friends. 

 › You have feelings of insecurity. 

 › You often feel unequal to others. 

 ›  When things go right, you sometimes feel undeserving.

 ›  You feel something is missing in your life.

 ›  You occasionally feel a low self-worth or -esteem.

 ›  You feel inadequate as a person.

 ›  You frequently feel fearful when there is nothing to fear.

The “O” group is named for the opioid neurotransmitters 
contained in the hypothalamus gland. These neurotransmitters 
have two primary functions:

First, opioids are released in small bursts when we feel a 
sense of urgency (stress). Some individuals seem to feed off of 
this adrenaline rush. A sense of urgency can also help us get out 
of bed in the morning or get the kids off to school. However, if 
you can never turn this sense of urgency off, you’ll eventually 
deplete the opioids, along with other vital hormones, including 
cortisol and DHEA. 

As a way to turn off the constant mind chatter, those in the “O" 
group use stimulants and mind-numbing chemicals (alcohol, 
marijuana, food, etc.) to escape the constant pressure they place 
on themselves to be more, do more, have more. These chemicals 
can temporarily relieve the anxious feelings associated with 
opioid overload by providing artifi cial opioids. Unfortunately, 
these artifi cial opioids also cause the opioid-manufacturing cells 
in your brain to reduce their output. These cells then lose their 
ability to produce the needed opioid neurotransmitters. You 
then crave the artifi cial opioids, and an addiction has been born. 
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Second, when you exercise, your body releases extra opioids. 
This takes away the pain of sore muscles and may provide 
a feeling of euphoria. The opioids play an important role in 
pain modulation, so a defi ciency of opioids can lower our pain 
threshold and make us more sensitive to painful stimuli. 

DL-phenylalanine (a special form of the amino acid phenylala-
nine) can be extremely helpful in restoring proper opioid levels. 
Start with 1,000 mg. of DL-phenylalanine one to two times daily 
on an empty stomach. If you don’t seem to notice any benefi ts, 
keep increasing the dose, up to 4,000 mg. twice a day. If you 
experience a rapid heartbeat, agitation, or hyperactivity, reduce 
or discontinue the DL-phenylalanine. Phenylalanine in any 
form can increase blood pressure. So if you already have high 
blood pressure, consult your doctor before taking any form of 
it. It can be stimulating and should not be taken past 3:00 in the 
afternoon. 

L-glutamine increases the effectiveness of DL-phenylalanine, 
so when taking DL-phenylalanine, take 500 mg. of L-glutamine 
one to two times daily on an empty stomach.

Continued on next page.
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The G Group
(GABA) 

If three or more of these descriptions apply to your present feel-
ings, you are probably part of the “G” group: 

 › You often feel anxious for no reason. 

 › You sometimes feel “free-floating” anxiety. 

 › You frequently feel “edgy,” and it’s difficult to relax. 

 › You often feel a “knot” in your stomach. 

 › Falling asleep is sometimes difficult. 

 › It’s hard to turn your mind off when you want to relax. 

 › You occasionally experience feelings of panic for no reason. 

 › You often use alcohol or other sedatives to calm down. 

The “G” group symptoms are from the absence of the neu-
rotransmitter gamma-aminobutyric acid (GABA). GABA is an 
important neurotransmitter involved in regulating moods and 
mental clarity. Tranquilizers (Xanax, Ativan, Klonopin, etc.) used 
to treat anxiety and panic disorders work by increasing GABA. 

GABA is made from the amino acid glutamine. Glutamine 
passes across the blood-brain barrier and helps provide the fuel 
needed for proper brain function. 

L-glutamine supplementation has been shown to increase IQ 
levels in some mentally defi cient children. That’s because L-
glutamine is brain fuel! It feeds the brain cells, allowing them to 
fi re on all cylinders. That’s why a defi ciency in L-glutamine can 
result in foggy thinking and fatigue. Individuals with fi bro-fog 
may benefi t tremendously from supplementing this essential 
amino acid. Even a small shortage of L-glutamine will produce 
unwarranted feelings of insecurity and anxiousness. Other 
symptoms include continual fatigue, depression, and occasion-
ally, impotence. A normal dose is 500–1,000 mg. once or twice 
daily on an empty stomach. 

But you can also just supplement directly with GABA. Usually 
only a small dose is needed, 500–1,000 mg. twice daily. Some in-
dividuals may need to take it three to four times a day. Like most 
amino acids, GABA needs to be taken on an empty stomach. 
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However, some individuals may not notice much improvement 
from taking GABA or have unwanted side effects (burning in the 
stomach or a fl ushing sensation). For these individuals I recom-
mend the amino acid L-theanine. Found also in green tea, it has 
a calming effect on the brain. It easily crosses the blood-brain 
barrier and increases the production of GABA. L-theanine also 
helps boost dopamine. Like GABA supplements, L-theanine 
doesn’t cause drowsiness. 

L-theanine has been shown to increase Alpha waves, which are 
associated with meditative states of mind. Individuals taking L-
theanine report feeling calm and relaxed. Research with human 
volunteers has demonstrated that L-theanine creates its relaxing 
effect in approximately thirty to forty minutes after ingestion. 
Recommended dose of L-theanine is 100–200 mg. taken as need-
ed, or two to three times a day on an empty stomach. 

Continued on next page.
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The D Group
(dopamine)

If three or more of these descriptions apply to your present feel-
ings, you are probably part of the “D” group: 

 › You lack pleasure in life. 

 › You feel there are no real rewards in life. 

 ›  You have unexplained lack of concern for others, even loved 
ones. 

 › You experience decreased parental feelings. 

 › Life seems less “colorful” or “flavorful.” 

 › Things that used to be fun aren’t any longer enjoyable. 

 › You have become a less spiritual or socially concerned person. 

Dopamine is a neurotransmitter associated with the enjoyment 
of life: food, arts, nature, your family, friends, hobbies, and 
other pleasures. Cocaine’s (and chocolate’s) popularity stems 
from the fact that it causes very high levels of dopamine to be 
released in a sudden rush. 

A dopamine defi ciency can lead to a condition known as anhe-
donia. Anhedonia is the lack of ability to feel any pleasure or 
remorse in life. It also reduces the person’s attention span. The 
attention span of a person who has taken cocaine for some time 
is often reduced to two to three minutes, instead of the usual 
fi fty to sixty minutes. Learning, for such a person, is nearly 
impossible. 

Brain fatigue, confusion, and lethargy are all by-products of low 
dopamine. 

The brain cells that manufacture dopamine use the amino acid 
L-phenylalanine as raw material. Like most cells in the hypo-
thalamus, they have the ability to produce four to fi ve times 
their usual output if larger quantities of the raw materials are 
made available through nutritional supplementation. 

Start with 1,000 mg. of L-phenylalanine once or twice daily on 
an empty stomach. If you don’t seem to notice any benefi ts, 
keep increasing the dose, up to 4,000 mg. twice a day. If you 
experience a rapid heartbeat, agitation, or hyperactivity, reduce 
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or stop taking L-phenylalanine. L-glutamine increases the ef-
fectiveness of L-phenylalanine, so take 500 mg. of L-glutamine 
once or twice daily on an empty stomach.

Phenylalanine can increase blood pressure. If you already have 
high blood pressure, consult your doctor before taking any form 
of it. Phenylalanine can be stimulating and shouldn’t be taken 
past 3:00 in the afternoon. 

An alternative to L-phenylalanine is S-adenosyl-methionine 
(SAMe). It works rather quickly and seems to provide the 
needed pep that many of my patients are looking for. SAMe has 
been shown to be as or more effective than tricyclic antidepres-
sant drugs in treating depression. See ch. 15 for a description of 
using SAMe for pain relief. 

Continued on next page.
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The N Group
(norepinephrine)

If three or more of these descriptions apply to your present feel-
ings, you are probably part of the “N” group: 

 › You suffer from a lack of energy. 

 › You often find it difficult to “get going.” 

 › You suffer from decreased drive. 

 › You often start projects and then don’t finish them. 

 › You frequently feel a need to sleep or “hibernate.” 

 › You feel depressed a good deal of the time. 

 › You occasionally feel paranoid. 

 › Your survival seems threatened. 

 › You are bored a great deal of the time. 

The neurotransmitter norepinephrine, when released in the 
brain, causes feelings of arousal, energy, and drive. On the other 
hand, a short supply of it will cause feelings of a lack of ambi-
tion, drive, and/or energy. Defi ciency can even cause depres-
sion, paranoia, and feelings of apathy. Norepinephrine is also 
used to initiate the fl ow of adrenaline when you are under 
psychological stress. 

The production of norepinephrine in the hypothalamus is 
a two-step process. The amino acid L-phenylalanine is fi rst 
converted into tyrosine. Tyrosine is then converted into nor- 
epinephrine. Tyrosine, then, can be supplemented to increase 
norepinephrine (and dopamine). But too much tyrosine can 
cause headaches, so I usually recommend L-phenylalanine 
replacement fi rst. 

Start with 1,000 mg. of L-phenylalanine once or twice daily on 
an empty stomach. If you don’t seem to notice any benefi ts, 
keep increasing the dose, up to 4,000 mg. twice a day. If you 
experience a rapid heartbeat, agitation, or hyperactivity, reduce 
or stop taking L-phenylalanine. L-glutamine increases the ef-
fectiveness of L-phenylalanine, so take 500 mg. of L-glutamine 
once or twice daily on an empty stomach. 
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L-phenylalanine can increase blood pressure. If you already 
have high blood pressure, consult your doctor before taking any 
form of it. Phenylalanine can be stimulating and shouldn’t be 
taken past 3:00 in the afternoon. 

An alternative to L-phenylalanine is S-adenosyl-methionine 
(SAMe). It works rather quickly and seems to provide the 
needed pep that many of my patients are looking for. 

You learned in ch. 15 about using SAMe for pain relief, but did 
you know that several well-designed studies have shown SAMe 
to be one of the best natural antidepressants available? More 
than one hundred peer-reviewed studies reveal SAMe as an ef-
fective natural medication for depression. And it’s faster acting 
with fewer side effects than prescription antidepressants. Unlike 
them, SAMe works quickly, within thirty minutes once you’ve 
taken the right dose. An analysis of the studies to date conclud-
ed that SAMe is as effective as any of the available prescription 
antidepressants on the market today. 

SAMe increases the action of several neurotransmitters (dopa-
mine, serotonin, and norepinephrine, for example) by facili-
tating the binding of these hormones to their cell receptors. It 
also increases the production of the body’s own glutathione, 
a strong antioxidant involved in many brain processes. SAMe 
helps maintain mitochondrial function at peak levels, thus 
increasing energy production in the brain, and its antioxidant 
properties protect the brain and liver against free-radical dam-
age. Normally the brain manufactures all the SAMe it needs 
from the amino acid methionine. However, low-protein diets, 
malabsorption, and defi ciencies, due to excess methionine use 
in certain detoxifi cation pathways, can create a need for SAMe 
replacement. 

I’m recommending SAMe more and more these days. SAMe 
seems to work faster and perhaps even better than L-phenylal-
anine to boost norepinephrine levels. I’ve had several patients 
comment that after they started taking SAMe, something kind 
of “shifted” and they felt better overall—better than they had 
felt in a long time. 

But remember that not all SAMe is created equal. See p. 271 
if you’re tempted to buy your SAMe at a discount store. Like 
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most amino acids, SAMe should be taken on an empty stomach. 
I recommend starting with 200–400 mg. of SAMe in the morn-
ing and, if needed, 200–400 mg. in the early afternoon. Some 
individuals may need to take up to 1,200 mg. in divided doses. 
For most individuals, lower doses will be all they need to notice 
a change in their depression. SAMe can cause dry mouth and 
may increase blood pressure. It shouldn’t be taken past 4:00 in 
the afternoon, since its stimulating effects may interfere with 
your sleep. 

Continued on next page.
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The S Group
(serotonin)

If three or more of these descriptions apply to your present feel-
ings, you are probably part of the “S” group: 

 › It’s hard for you to go to sleep. 

 › You can’t stay asleep. 

 › You often find yourself irritable. 

 › Your emotions often lack rationality. 

 › You occasionally experience unexplained tears. 

 ›  Noise bothers you more than it used to; it seems louder than 
normal. 

 ›  You flare up at others more easily than you used to; you expe-
rience unprovoked anger. 

 › You feel depressed much of the time. 

 › You find you are more susceptible to pain. 

 › You prefer to be left alone. 

Serotonin is a hypothalamus neurotransmitter necessary for 
sleep. A lack of serotonin causes diffi culty in getting to sleep as 
well as staying asleep. It is often this lack of sleep that causes 
the symptoms mentioned above. 

Serotonin levels can easily be raised by supplementing with the 
essential amino acid L-tryptophan. However, 5-hydroxytrypto-
phan (5-HTP), a byproduct of tryptophan, works best for most 
patients. When taken correctly, 5-HTP turns right into serotonin. 
Therapeutic administration of 5-HTP has been shown to be ef-
fective in treating a wide range of health problems, including 
anxiety, depression, fi bromyalgia, insomnia, binge eating, pain, 
and chronic headaches. 

Studies (including double blind) comparing SSRI and tricyclic 
antidepressants to 5-HTP have consistently shown that 5-HTP 
is as good as—if not better than—prescription medications. 
Furthermore, 5-HTP doesn’t have some of the more troubling 
side effects associated with prescription medications. One study 
evaluating the effects of 5-HTP in individuals with uni- and 
bipolar depression showed a 50-percent reduction in patients’ 
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mood-disorder symptoms. 5-HTP has also been shown to be as 
effective as SSRI drugs in relieving both anxiety and depression. 
A study comparing 5-HTP to the SSRI Luvox (fl uvoxamine) 
revealed the following results: Anxiety improved in 48 percent 
of those on Luvox and in 58 percent of those on 5-HTP. Depres-
sion improved in 62 percent of those on Luvox and 68 percent 
of those on 5-HTP.

SSRI antidepressant drugs are 25–60 percent effective for de-
pression disorders. This means that on average, four out of ten 
patients will not respond to their SSRI medications. Of these 40 
percent who then switch to older tricyclic drugs, 70 percent will 
respond. This still leaves a subgroup of patients who just don’t 
respond to any of the prescription medications. Fortunately, 
the administration of 5-HTP to these nonresponders helps 50 
percent of them become depression-free. 

This is a pretty dramatic fi nding, since these nonresponders had 
been suffering from depression for an average of nine years. 
Many of my patients with depression have tried dozens of 
drugs over the years, and nothing helped. But 5-HTP does! 

One European study showed that the combination of MAOIs, 
such as Nardil or Parnate, with 5-HTP signifi cantly improved 
FMS symptoms, whereas other antidepressant treatments were 
not effective. The doctors conducting this study stated that a 
natural analgesic (pain-blocking) effect occurred when sero-
tonin and norepinephrine levels were enhanced in the brain. 
And more norepinephrine means more energy and improved 
mood. The pain relief certainly helps with the depression, too. 
(That’s an understatement!) 

I’ve explained in ch. 10 how to take 5-HTP if you’re having 
trouble sleeping. Individuals who aren’t having problems 
with sleep but want to use 5-HTP to boost serotonin should 
take 100–200 mg. at dinner and then more at bedtime for a 
total of up to 300 mg.

Most people will notice an improvement in mood symptoms 
within a couple of weeks of starting 5-HTP. However, a minor-
ity fi nd that after being on 5-HTP for several weeks or months, 
their improvement starts to taper off. This is most likely due to 
an increased awareness of defi ciency in their other neurotrans-
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mitters—such as norepinephrine, GABA, or dopamine. If this 
happens to you, add 200–1200 mg. of SAMe once or twice daily 
on an empty stomach. 

I have a small percentage of patients who don’t notice much 
improvement on 5-HTP. If this happens, I recommend that they 
add St. John’s Wort (if under the age of fi fty) or Ginkgo biloba 
(if age fi fty or older) to their 5-HTP therapy. For any other prob-
lems experienced by using 5-HTP, refer to ch. 10.

Other Factors as Causes for Depression
Sure, the brain needs the amino acids discussed above, but it 
also relies on certain hormones, vitamins, minerals, and essential 
fatty acids. A defi ciency in any of these can be cause for a mood 
disorder.

A defi ciency of essential fatty acids can create a chain reaction 
leading to all sorts of mood disorders—anxiety,  depression, and 
panic disorders. Essential fatty acids cannot be manufactured 
by the body but must be obtained from the foods we eat. 

I checked fi ve items in the 
"O" group, three in the "N" 

group, and three in the "S" group. 
What do I do fi rst? 

The "S" group trumps all. If 
three or more S-group items 
are checked, start or increase  5-
HTP therapy. Hold off on treat-
ing the other symptoms; see if 
the  5-HTP will resolve them. 

In your case, I’d recommend 
taking  5-HTP for two weeks. 
Then add  DL-phenylalanine 
or SAMe if needed. If you are 
already on 300 mg. of  5-HTP 
per day (from the Jump-Start 
Program), then don’t increase 
your dose. Go ahead and start 
with the  DL-phenylalanine or 
SAMe.

Another example: If you 
check fi ve G-group items and 
three S-group items, start or 
increase  5-HTP fi rst—for two 
weeks—rather than jumping to 
GABA. Then add GABA and 
L-theanine if needed. One more 
example: You checked fi ve N-
group items and two S-group 
items. Since you didn’t check 
three S-group items, go with 
the "N" group. Start taking L-
phenylalanine or SAMe.

Here’s a good rule of thumb: 
Always treat defi ciencies in the 
calming amino acids ( 5-HTP, 
GABA, or L-theanine) fi rst 
before supplementing the ener-
gizing ones (L-phenylalanine, 
 DL-phenylalanine, or SAMe).
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Research shows that low blood levels of omega-3 essential fatty 
acids are associated with  depression.4 So take your fi sh oil (in 
your CFS/Fibro Formula)! Other nutritional defi ciencies matter, 
too, and they are quite common in America. In one study, up to 
50 percent of patients admitted for hospital care had nutritional 
defi ciencies. 

Poor sleep depletes mood-controlling neurotransmitters, 
including serotonin. Decreased serotonin leads to depression, 
mental fatigue, lowered pain threshold, and sugar cravings. 

Low-protein diets, poor digestion, and malabsorption syn-
dromes contribute to amino acid defi ciencies. Remember, amino 
acids—along with certain vitamin and mineral cofactors—
create the neurotransmitters (brain chemicals). 

 Magnesium defi ciency affects 50 percent of the population. 
 Magnesium and vitamin B6 are cofactors in the production of 
several neurotransmitters. 

Chromium defi ciency, especially common among those taking 
cholesterol-lowering drugs, can cause  hypoglycemia and mood 
disorders. 

Birth control pills and Premarin can deplete vitamin B6, which 
is needed to transform amino acids ( tryptophan and phenylala-
nine) into neurotransmitters (  serotonin and epinephrine). 

Well, I checked nearly all 
the statements in all of 

the catagories! Do I need to take all 
of these amino acids? 

This is a sign that your brain 
chemistry is in need of a major 
overhaul. You may actually 
be defi cient in more than one 
amino acid or neurotransmitter. 
But before you start trying to 
fi gure out how you’re going to 
take three different amino-acid 
supplements—all on an empty 
stomach—let’s look at your 

options. First, make sure that 
you are well into your Jump-
Start Program (which includes 
a vitamin-and-mineral supple-
ment with a free-form amino-
acid complex, and  5-HTP).

Make sure that you are sleep-
ing through the night. If not, 
stop right now and turn to ch. 
10! Also, fi nd ways to reduce 
your stress. Clean up your diet; 
avoid processed foods. If you 
are still checking items in mul-
tiple categories, then call my 
offi ce (see p. 537).
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 Vitamin C defi ciency hurts the production of  dopamine,  nor-
epinephrine, and   serotonin.  Vitamin C plays a major role in the 
production of the adrenal “fi ght-or-fl ight” hormone, adrena-
line. A defi ciency in adrenal function can contribute to fatigue, 
 depression, and confusion. 

Emotionally stressful situations cause the body to release 
adrenaline, cortisol, and  insulin. 
These stress hormones stimu-
late the brain to secrete   sero-
tonin. The more stress, the more 
  serotonin needed to deal with 
the stress. Long-term stress, 
along with poor dietary habits, 
can deplete the body’s   sero-
tonin stores. Stress can also de-
plete the body of magnesium (a 
common occurrence in FMS and 
CFS patients), B6,  dopamine, 
 norepinephrine, and GABA. 

Stimulants like caffeine, diet 
pills, sugar, and nicotine cause 
a rapid rise in blood- insulin 
levels. This is followed by the 
brain’s release of   serotonin. 
Serotonin helps a person feel 
better and think clearer, but only temporarily. A stimulant high 
is always followed by a low. This then leads to further use of 
 stimulants to keep   serotonin levels high, and an addiction is 
created. People become dependent on stimulants to help raise 
  serotonin levels, and this addictive process causes further 
depletion of   serotonin. 

Low thyroid function is associated with stress,  depression, 
anxiety, and fatigue, because thyroid hormones help regulate 
concentration, mental clarity, moods, and proper brain chem-
istry. The thyroid hormone triiodothyronine (T3) regulates the 
levels and actions of   serotonin,  norepinephrine, and GABA. Se-
rotonin is decreased when T3 levels are defi cient, which is more 
common than might be suspected.5 So if you suffer from  depres-
sion, be sure to investigate your thyroid as a possible cause. See 
ch. 14 for more information. 

Can I take  5-HTP or some 
of the other amino acids 

if I’m taking anti-depressants 
or sleep medications? 

Yes. And you’d be in good 
company. Ninety percent 
of my patients are taking 
prescription antidepressant 
drugs. Of course you should 
know by now what I think 
about that. Yes, please take 
amino acids along with your 
medications. The amino 
acids can’t do anything but 
help these drugs do their 
jobs by giving them some 
neurotransmitters to actu-
ally work with!
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 DHEA defi ciency has been linked to  depression, as  DHEA 
helps counter elevated levels of cortisol. In one study, women 
with the least  DHEA were more likely to be depressed. Interest-
ingly, their levels of  DHEA correlated with their moods, even 
within the normal range. Research shows that the lower the 
 DHEA, the more depressed a person becomes. 

Enough  DHEA, however, helps promote feelings of calmness. 
People who practice transcendental meditation have higher 
levels of  DHEA than those who don’t. People who took part in 
a stress-reduction program were able to increase their  DHEA by 
100 percent. At the  same time, they reduced their stress hor-
mones by 23 percent. 

Low levels of vitamin D are associated with low moods and 
 depression as well as pain. That’s why I recommend that any-
one with FMS or CFS/ME have their vitamin D levels checked. 
For more information, see ch. 15.

B-Vitamin Defi ciencies 
Neurotransmitters, the very  same ones that we are trying to 
augment here, owe their existence to adequate amounts of B 
vitamins—especially B1, B2, B3, and B5—which join with amino 
acids to make   serotonin, GABA,  dopamine, and  norepineph-

rine. A defi ciency of vitamin 
B12 can lead to inadequate 
amounts of acetylcholine, an 
important neurotransmit-
ter involved in learning and 
memory. In fact, B vitamins 
are so important for produc-
ing and maintaining optimal 
neurotransmitters that a defi -
ciency in any of the B vitamins 
can lead to host of symptoms 
associated with anxiety and 
 depression disorders. 

Low levels of vitamin B9 (fo-
lic acid) have been linked to 
depression and bipolor disor-
der in a number of studies. 

Should I stop taking my pre-
scription antidepressants? 

Defi nitely not until after you 
start feeling a lot better on my 
program, which might take 
a few months. When you’re 
ready, and with the help of your 
doctor, slowly wean off the 
medications, all the time keep-
ing up the amino-acid therapy. 
Most antidepressant medica-
tions can then be weaned off 
and never missed. But some 
will have to be restarted until 
you become stronger or fi nd 
other less toxic options.
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Insuffi cient folic acid is one of the most common nutritional 
defi ciencies, and one-third of depressed adults are low in it. 
Also known as folate, it is needed to create  dopamine,  norepi-
nephrine, and epinephrine. Low levels are associated with an 
increase in homocysteine, an amino acid by-product linked to 
cardiovascular disease and  depression. An increase in homocys-
teine levels also indicates a potential defi ciency in SAMe. 

Several studies have demonstrated the effectiveness of folic acid 
in helping to reverse  depression. One of these studies evaluated 
the use of folic acid in a group of patients suffering from either 
 depression or schizophrenia. Results showed that 92 percent 

of those on both folic acid and a 
standard prescription drug therapy 
made a full recovery, compared with 
only 70 percent of the control group, 
who took only the drug. Those who 
received folic acid spent only twenty-
three days in the hospital, while 
those on prescription therapy alone 
averaged thirty-three hospital days.

One British study shows that de-
pressed individuals with low folic 
acid were often poor responders to 
prescription antidepressant drug 
therapy. The addition of folic acid 
increased the recovery time of these 
depressed individuals.

Another study showed that women 
who received folic acid plus Prozac 
had a greater reduction in  depres-
sion symptoms than did women 
who took Prozac alone. This study 
didn’t fi nd any change in men who 
took folic acid along with Prozac 
compared to Prozac alone, but 
research shows that men often need 
to double the amount of folic acid 
used in this study anyway. The 
women in the study who took folic 

I think that I also have 
 fi bro-fog…I’m sorry, 

what was I saying? 

Decreased mental clar-
ity, forgetfulness, and 
mental fatigue usu-
ally start to disappear 
when an individual 
starts sleeping through 
the night. If after a few 
weeks of sleeping well 
and treating what-
ever else showed up 
on your Brain Function 
Questionnaire, you’re 
still experiencing men-
tal fatigue,  depression, 
low moods, or lethargy, 
make sure that you are 
taking 1,000 mg. of  ad-
renal cortex each day. 

Then consider begin-
ning on my Brain-Fog 
Formula. It contains 
sixteen mental boost-
ers, including ginkgo 
biloba, Siberian gin-
seng, and an assort-
ment of amino acids.
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acid were able to see a drop in their homocysteine levels, and 
the men didn’t. But these men took only 500 mcg. of folic acid, 
and I usually recommend that men with elevated homocysteine 
levels take 800–1,000 mcg. There is 800 mcg. of folic acid in our 
CFS/Fibro Formula, and you can read more about folic acid in 
ch. 29. 

Vitamin B3—niacin—helps convert the amino acid trypto-
phan into serotonin. This, as you can imagine, plays an im-
portant role in mental illness. Vitamin B3 has been used by 
orthomolecular physicians to treat schizophrenia, anxiety, and 
 depression. It acts as a wonderful sedative to calm nerves and 
help with sleep.  

Vitamin B3 is a by-product from the metabolism of  tryptophan, 
and some psychiatric disorders—characterized by aggression, 
restlessness, and insomnia—are caused by a genetic inability 
to break down or absorb  tryptophan. For the rest of us, a de-
fi ciency of vitamin B3 can cause weakness, dry skin, lethargy, 
headaches, irritability, loss of memory,  depression, delirium, 
insomnia, and disorientation. For psychiatric disorders, includ-
ing anxiety,  depression, and insomnia, it is best to use a special 
version of vitamin B3 known as niacinamide, which doesn’t 
cause fl ushing. 

The drug company Hoffman–La Roche, which makes Valium, 
reports that its research shows that niacinamide acts like a ben-
zodiazepine (tranquilizer).

Vitamin B6 is needed to convert amino acids into their re-
spective neurotransmitters. Also known as pyridoxine, it is 
involved in more bodily functions than any other vitamin and 
is crucial for making   serotonin, epinephrine,  dopamine,  norepi-
nephrine, etc.

Vitamin B12 acts just like an MAOI drug in that inhibits 
monoamine oxidase (MAO), an enzyme that metabolizes some 
of the neurotransmitters that help to elevate mood. Unlike 
 MAOI drugs, however, vitamin B12 doesn’t include the nega-
tive side effects. Although B12 defi ciency is not as common as 
folic acid defi ciency, it is more common than people— including 
most doctors—suspect. Even low normal levels can contribute 
to  depression, particularly in the elderly. 
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The vitamin-like nutrient choline is essential for brain devel-
opment. With the help of vitamin B5, it converts into the neu-
rotransmitter acetylcholine, which plays an important role in 
learning and memory. A defi ciency in choline may cause poor 
memory and mental fatigue.

 Hypoglycemia 
Hypoglycemia (low blood sugar) can contribute to depression. 
Numerous studies have demonstrated that depressed individu-
als have faulty glucose- insulin regulatory mechanisms. Other 
studies have clearly shown the relationship between low blood 
sugar and decreased mental acuity. 

Hypoglycemia is a complex set of symptoms caused by faulty 
carbohydrate metabolism. Normally, the body maintains blood-
sugar levels within a narrow range through the coordinated 
effort of several glands and their hormones. If these hormones, 
especially glucagon (from glucose) and  insulin (produced in the 
pancreas), are thrown out of balance,  hypoglycemia can result.

This imbalance of glucose and  insulin (in people not taking  in-
sulin by injection) is usually the result of consuming too many 
simple carbohydrates (sugars). Excessive  insulin secretion then 
leads to glucose intolerance, and this condition is followed by 
decreased  insulin sensitivity, elevated cholesterol levels, obe-
sity, high blood pressure, and   type-2 diabetes or its precursor, 
syndrome X. 

Avoiding  Hypoglycemia
 ›  Eat breakfast. No excuses.  Cortisol levels are at their highest 
around 8:00 a.m., and in an attempt to keep otherwise low cor-
tisol levels elevated in the morning, you may prefer not to eat 
breakfast. That’s because low adrenal function may cause you 
to feel nauseated, mentally and physically drained, jittery, and 
headachy, so eating is the last thing you want to do. Eat any-
way. A small healthy snack is all you need until hunger comes, 
usually a couple of hours later. At that time, another balanced 
snack should tide you over until lunch. Then, don’t skip lunch! 

 ›  Eat little meals throughout the day. Don’t let your blood sug-
ar drop too low, and avoid simple sugars. As any “sugarholic” 
can attest, a soda, doughnut, or pastry can provide a quick 
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energy fix. But this rapid rise in blood sugar is followed by an 
equally rapid nosedive. And low blood sugar produces all the 
unwanted symptoms associated with mood disorders: fatigue, 
irritability, anxiety, mental fog,  depression, and more. To avoid 
the ups and downs of blood-sugar swings, eat a balanced diet 
of whole, unprocessed foods. Aim to combine protein, fat, and 
carbohydrate in each snack or meal. One simple snack that 
combines these beautifully is a handful of nuts along with an 
apple or pear and some whole-wheat crackers. 

 ›  If you’re diabetic, check your blood sugar regularly. Watch 
for drops below the normal range, and treat them as your en-
docrinologist recommends. 

 ›  Use the  glycemic index to treat  a tendency toward hypogly-
cemia. The  glycemic index is a measurement of how quickly a 
carbohydrate elevates a person’s circulating blood sugar. The 
lower the  glycemic index, the slower the rate of absorption and the 
less likely the food is to contribute to  hypoglycemia. If a food con-
tains no carbohydrates (such as meat), then its  glycemic index 
is zero. 

The  glycemic index is a great tool for any type-2 diabetic to learn 
to use, especially if you hope to control your disease by diet 
alone. Type-1 diabetics, though, will benefi t less from the index.

See the boxes on the next page for some of the most common 
foods. Think of the low-index foods as safe and the high-index 
foods are risky, as far as your blood-sugar levels are concerned. 

 ›  Check the labels on your foods! And don’t be fooled by 
clever nomenclature. Look especially for what kind of sugar 
is in sweetened foods. Fructose has a low  glycemic index, but 
sucrose and lactose have a high one! “Sugar,” “turbinado,” 
or “cane juice” listed on a label means basically the  same as 
sucrose. Artificial sweeteners have a very low or zero index. 
“Wheat flour,” “bleached flour,” “white flour,” “white wheat 
flour” and “enriched flour” all mean the  same thing: high in-
dex! “Whole-wheat flour” or “whole-grain flour” is somewhat 
lower on the index, though still moderate to high. 

If you just must eat a high-index food, like a bagel, muffi n, 
or pizza, make it from whole-wheat fl our and use fructose to 
sweeten it. And don’t eat the high-index food by itself! Add 
some high-fi ber vegetables or unpeeled fruit to the mix to lower 
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the index of your total meal. You can sometimes fi nd lower 
index versions of baked goods at stores: Look for “whole-grain” 
or “whole-wheat” on the label, and shoot for no more than one 
or two grams of sugar per serving. 

High-index 
 (risky) foods:

 ›  sucrose, glucose, 
maltose, lactose 

 ›  cakes, sweets 

 ›  pancakes, waffles 

 ›  muffins, croissants, 
scones 

 ›  nearly all breads 

 ›  white potatoes 

 ›  white rice, rice 
cakes, rice pasta 

 ›  most breakfast 
cereals 

 ›  corn, cornflakes, 
cornmeal, corn 
chips, corn tortillas 
(taco shells) 

 ›  most pizza 

 ›  wheat flour 

 ›  oats and oat flour 

 ›  rolled oats, oat 
bran 

 ›  gnocchi pasta 

 ›  macaroni and 
cheese 

 ›  couscous 

 ›  low-fat ice cream 

 ›  carrots 

 ›  dried fruits, such as 
raisins and apricots 

 ›  sweeter fruits, 
such as banana, 
pineapple, mango, 
watermelon

Low-index 
 (best) foods:

 ›  fructose (fruit 
sugar) 

 ›  slow-cooking 
oatmeal 

 ›  barley flour 

 ›  rye flour 

 ›  less sweet fruits 
(eat all of the fruit, 
including the peel 
if normally edible, 
to keep the index 
low) 

 ›  beans not listed 
in the moderate 
group 

 ›  uncanned lentils 

 ›  tomatoes, tomato 
soup 

 ›  regular ice cream 

 ›  yogurt 

 ›  cream 

 ›  nuts and seeds 

 ›  nearly all 
vegetables

Moderate-index 
(better) foods: 

 ›  most pastas, in-
cluding spaghetti 

 ›  some breads: 
sourdough, rye, 
whole-grain pum-
pernickel, pita 

 ›  wild rice, brown 
rice 

 ›  noninstant oatmeal 

 ›  Special K breakfast 
cereal 

 ›  no-sugar-added 
Muesli 

 ›  fruit juices 

 ›  some beans: pinto 
beans, garbanzo 
beans (chickpeas), 
baked beans, navy 
beans, peas 

 ›  canned lentils

 › milk
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To look up a particular food on the  glycemic index, visit www.
glycemicindex.com. 

Supplements to Combat  Hypoglycemia 
If you’re following my adrenal restoration protocol (see ch. 11), 
you’ll probably not need any of the following supplements. 
However, some individuals with severe  hypoglycemia may 
benefi t from them. 

 ›  Chromium is a trace mineral that works with  insulin to facili-
tate the uptake of glucose into the cells. Glucose levels remain 
elevated in the absence of chromium. 

 ›  Vitamin B3 (niacin) helps regulate blood-sugar levels and 
may help alleviate the symptoms of  hypoglycemia. It is in-
cluded in the CFS/Fibro Formula. 

 ›   Magnesium levels must be sufficient in order to avoid hypo-
glycemic reactions. So it’s in the CFS/Fibro Formula. 

 ›   Zinc levels must be sufficient in order to avoid hypoglycemic 
reactions. It’s also in the CFS/Fibro Formula. 

 ›  L-glutamine, an amino acid, helps regulate blood-sugar levels. 
I’ve found it to be very effective in eliminating sugar cravings 
and hypoglycemic episodes. See p. 236 for dosage. 

 ›  Gymnema Sylvester is a climbing plant found in Asia and 
Africa. It’s used in ayruvedic medicine, an indigenous healing 
practice from India, for the treatment of   type-2 diabetes. Scien-
tific studies have shown this herb to be a valuable addition in 
preventing the symptoms of  hypoglycemia. It’s also routinely 
used to reduce sugar cravings. 

St. John’s Wort for Depression
St. John’s wort has been incredibly successful in treating de-
pression.  In Germany, it is covered by health insurance as a 
prescription drug, and some twenty million people take it for 
 depression. Seventy percent of German physicians prefer  St. 
John’s wort over other options for treating  depression and 
anxiety. A review of twenty-three randomized, double-blind, 
placebo-controlled studies involving 1,757 people with mild or 
moderately severe depressive disorders showed that  St. John’s 
wort was nearly three times superior to a placebo in relieving 
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depressive symptoms. A perennial plant native to Great Britain 
and northern Europe,  St. John’s wort has antibacterial, anti-
depressant, antiviral, and anti-infl ammatory abilities but has 
received the most attention for its use in treating  depression. 
(It’s been described as “natural Prozac.”) Hypericin, along with 
other chemicals contained in  St. John’s wort, acts as both a weak 
 MAOI and an SSRI. 

The ideal dose of  St. John’s wort is 300 mg. of standardized 0.3 
hypericin. I usually don’t start my patients on  St. John’s wort 
initially, though. They begin the Jump-Start Program and the 
appropriate amino-acid replacement therapy based on their 
Brain Function Questionnaire. If they aren’t responding as 
quickly as I’d like, I’ll add  St. John’s wort. 

St. John’s wort should not be taken along with prescription 
antidepressant medications, unless you are working with a 
knowledgeable physician.  It may also increase the potential for 
sunburn, especially if taken with  Propulsid, Prevacid, Feldane, 
or sulfa drugs. Consult your physician about taking  St. John’s 
wort along with Ultram.  St. John’s wort may decrease the effec-
tiveness of certain medications, including digoxin, Coumadin, 
theophylline, birth control pills, and cyclosporine. 

For an even more in-depth look at anxiety and  depression, see 
my book Treating and Beating Anxiety and Depression With Or-
thomolecular Medicine available from Harrison and Hampton 
Publishing (2005). 
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seventeen
Boosting Your 
Immune System 

Research reveals that CFS/ME is strongly associated with 
lowered immune function. Boosting immunity helps con-

tain and eliminate associated viruses, including Epstein-Barr, 
cytomegalovirus, and the herpes viruses.

The human immune system is nothing short of amazing. It’s 
so complex and sophisticated that we only now know a very 
small fraction, say 1 to 2 percent, of how it all works. What we 
do know is that the strength of our immune system determines 
the state of our health. When our immune system is strong and 
functioning properly, we tend to be healthy. When it becomes 
compromised, we are susceptible to all sorts of illnesses. 

Special cells known as white blood cells patrol the body, seek-
ing invading organisms. Proteins in the form of antibodies help 
us identify and resist repeated infections. In addition to the 
circulatory system that regulates our blood fl ow, we also have a 
separate circulatory system for the immune cells, known as the 
lymph system. This system houses lymph—water, dissolved 
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proteins, and other waste fl uids that leak through the capillar-
ies into the spaces between the body tissues. Lymph is collected 
and rerouted through the body’s lymph nodes, small pea-like 
structures that contain a large number of immune cells. These 
nodes are distributed throughout the body and can be found in 
the armpits, in the groin, behind the ears, and in the thorax and 
abdomen. Lymph nodes may become enlarged when our bod-
ies are fi ghting off an infection. Those with CFS/ME may have 
chronically infl amed and enlarged nodes that can be felt in the 
armpits or along the throat just below the chin. 

It’s Not the Seed; It’s the Soil
Pathogens (disease-producing microorganisms) are ever pres-
ent in our environment. They are in the air we breathe, in the 
food we eat, and on the surfaces to which we are exposed. 
In fact, if our skin, throat, or other mucous membranes were 
cultured, most all of us would be found to contain one type of 
pathogen (disease-causing bug) or another. At any given time, 5 
to 40 percent of us have pneumococcus bacteria in our nose and 
throat, yet we rarely develop pneumonia, because our immune 
system keeps these pathogens under control. 

So why does one person come down with the fl u but her co-
worker or family member doesn’t? There are many factors, but 
the strength of our immune system ultimately determines our 
fate. To put it fi guratively, it’s not the planted seed that deter-
mines who gets sick, but the state of the soil it’s in. 

When a foreign invader enters the body or a cell becomes 
cancerous, the immune system handles it with two types of 
defenses. 

Nonspecifi c Immunity: Cell-Mediated
Nonspecifi c defenses are called cell-mediated immunity. This 
type of immunity attempts to either prevent the invader from 
entering the body or quickly destroy it once it does enter. It 
involves special white blood cells—typically T-cell lymphocytes 
and neutrophils—which immediately organize an attack against 
the pathogen. Cell-mediated immunity is best suited to resist-
ing infection by yeast, fungi, parasites, and viruses, including 
those associated with CFS/ME, herpes simplex, Epstein-Barr, 
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and cytomegalovirus. Cell-mediated immunity is also critical in 
protecting against the development of cancer and is commonly 
involved in allergic reactions.

The Thymus Gland 
The thymus gland is the master gland of the immune system. 
Immune cells originate in the bone marrow, but then about half 
of them are transported to the thymus gland. The thymus gland 
is especially susceptible to free radicals, stress, infection, chronic 
illness, and radiation. Located just underneath the breast bone, 
it’s the size of a walnut. But when it’s overly stressed, it be-
comes smaller. It is in charge of cell-mediated immunity and 
is the source of powerful hormones that transform newly 
formed immune cells into mature T cells. 

T Cells 
T-cells, which make up the majority of the cell-mediated im-
mune system, patrol the body for foreign invaders. These spe-
cialized cells help prevent cancer by destroying abnormal cells 
before they can proliferate. There are many different kinds of T 
cells. The most important ones are the following: 

 ›  Killer T cells destroy invaders, including viral and cancerous 
cells. 

 ›  Helper T cells enhance the action of the other T-cells. They 
“sound the alarm.” 

 ›  Suppressor T cells dampen or turn down the immune system. 
They “signal the all-clear.” 

Specifi c Immunity: Humoral
Specifi c defenses are known as humoral immunity. It relies on 
special molecules—including white blood cells—to form an-
tibodies to match the surface cells of foreign invaders. It may 
take several days before these antibodies can be produced and 
delivered to the offending microorganisms. 

B Cells 
Agents of the humoral immune system, B cells help manufac-
ture antibodies and release them into the bloodsteam, where 
they are carried to the specifi c site of infection. 
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Natural Killer Cells
Natural killer cells (NK cells) seek out and destroy virally in-
fected cells. They are especially important for those with CFS/
ME, as research has shown that CFS/ME is associated with 
lowered NK-cell levels. Boosting NK-cell function helps contain 
and eliminate the viruses associated with CFS/ME, including 
Epstein-Barr, cytomegalovirus, and the herpes viruses. 

Antibodies 
Antibodies can perform in various ways. Some neutralize the 
poisons produced from bacteria. Others coat the bacteria and 
allow scavenger cells (phagocytes) to engulf and digest them. 

Macrophages 
Macrophages are large scavengers that help clean up any left-
over debris from the destruction of pathogens. 

How the Immune System Works
The body’s fi rst lines of defense are simply the surfaces of the 
body, which work to prevent pathogens from entering. Obvi-
ously, your skin helps quite a bit to protect you and hold you 
together! And mucus—you know, the sticky stuff—traps patho-
gens and moves them off the membranes and away from the 
body (or into the intestines where they are destroyed by the 
stomach acid). Chemicals bound to the pathogens keep them 
from penetrating the mucus. These chemicals are released by 
secretory IgA (sIgA). See more in the box on the facing page.

Once a pathogen gets past the surface defenses, it invades the 
tissues, spreads, and damages the cells. When this happens, 
the cells secrete a wide range of special chemicals, including 
histamine, bradykinins, and serotonin. These chemicals alert 
the immune system that the body is under attack and trigger 
an increased blood supply to the area (this causes infl ammation 
and fevers). Now the cell-mediated defense team is activated 
to attack the invaders. As a pathogen sustains damage, parts 
of it leak out of the cell. These parts, called antigens, activate 
the humoral defense team. B cells produce specifi c antibodies 
antagonistic to the antigens. Then along come the macrophages, 
which, like gobbling Pac-men, fi nish off the enemy. You didn’t 
know there’d be so much violence in this book, did you? 
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Immune System Zappers
I am indebted to Dr. Joseph Pizzorno, author of Total Wellness, 
for the following handy list of immune zappers, to which I’ve 
added my own explanations:

 ›  Sugar and other simple carbohydrates reduce white-blood-cell 
activity. One tablespoon of sugar in any form—white sugar, 
honey, or even fruit juice—results in a 50-percent reduction 
for up to five hours. There are four classes of simple sugars: 
sucrose (table sugar), fructose (fruit sugar), honey, and malts. 

Secretory IgA defi ciency is 
the most common primary 

immunodefi ciency. Diagnosis 
is made with a serum IgA test, 
though salivary and fecal sIgA 
levels can also be measured. 

Patients can also have a par-
tial IgA defi ciency, which isn’t 
a genetic immunodefi ciency. 
Rather, it is caused by environ-
mental or lifestyle factors: 

 ›  use of certain drugs (includ-
ing NSAIDs)

 ›  viral infections, such as con-
genital rubella or Epstein-Barr 

 › poor nutrition

 ›  excessive cortisol production 
(from high stress levels)

 ›  A high antigenic load (allergy 
reactions), even in healthy, 
asymptomatic individuals

Patients with low IgA levels 
have increased risk of infec-
tions, food allergies, diseases 
of the intestine and bowel, and 
autoimmune disorders. Some 
patients also have gastrointesti-
nal issues and chronic diarrhea. 

Since sIgA serves to protect the 
gut, lower levels can also lead 
to an increased risk of leaky gut 
as well as yeast and/or bacte-
rial overgrowth. That’s because 
if your sIgA is decreased and 
so unable to adequately fi ght 
invaders trying to get into the 
lining of the intestinal tract, the 
lining becomes infl amed, irri-
tated, and weakened—allowing 
toxins or antigens (generally, 
food particles) to enter. 

These entering food particles 
cause the body to react by 
creating something called im-
munoglobulins (primarily IgG) 
to protect the blood and tissues. 
A patient with leaky gut may 
therefore have this special kind 
of reaction—an IgG reaction— 
to many foods. As you’ll learn 
in ch. 18, traditional allergy 
tests are largely inadequate, 
because they measure IgE anti-
bodies instead of IgG levels.

I routinely fi nd, through 
functional medicine tests, that 
a patient has low sIgA levels. 
This is a big clue as to how to 
help him feel good again.
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Drinking fruit juice is like mainlining sugar; it’s too much sugar 
at one time. Think about it this way: You’d have a hard time eat-
ing ten apples, but you could easily drink a glass of apple juice, 
which may contain the sugar of up to ten juiced apples. If fruit 
juice were marketed honestly, 
the labels would say, “All the 
sugar, none of the fi ber!” Help 
yourself, however, to all the 
whole fruits you want.

Too much sugar—whether 
it’s juice, honey, maple syrup, 
evaporated cane juice, brown 
sugar, fructose, or white table 
sugar—is never a healthy 
choice. Sugar depletes the 
body of B vitamins, calcium, 
and magnesium. And at the 
risk of repeating myself, I’ll 
remind you that one tablespoon 
of sugar, in any form, results in 
a 50-percent reduction in white-
blood-cell activity for up to fi ve 
hours. Hope a nasty virus 
doesn’t travel your way during 
that time! Unfortunately, the 
average American consumes 
over 150 oz. of sugar a day. A 
can of Coke has between nine 
and ten teaspoons, which is at 
least three tablespoons!

Occasional, moderate use of 
sugar is fi ne. But too much 
sugar has a number of other 
potential, extremely damaging 
effects on the human body:

 › suppress the immune system

 ›  contribute to mood disorders, 
including hyperactivity, anxi-
ety,  depression, and concen-

Brown sugar is a healthier 
option than white sugar, 

right? 

You can chalk that claim up 
to clever marketing. In reality, 
brown sugar is most often 
just ordinary table sugar 
that is turned brown by the 
reintroduction of molas-
ses. (Normally, molasses 
is separated and removed 
when sugar is created from 
sugarcane plants.) In some 
cases, brown sugar—particu-
larly when it is referred to 
as “raw sugar”—is merely 
sugar that has not been fully 
refi ned. But more often than 
not, manufacturers prefer 
to reintroduce molasses to 
fi ne white sugar, creating a 
mixture with 5 to 10 percent 
molasses. This process allows 
them to better control the 
color and size of the crystals 
in the fi nal product.

Because of its molasses 
content, brown sugar or raw 
sugar does contain certain 
minerals not present in white 
sugar: calcium, potassium, 
iron, and magnesium. But 
since these minerals are 
present in only minuscule 
amounts, there is no real 
health benefi t to using brown 
sugar. 
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tration difficulties—especially in children

 ›  produce a significant rise in triglycerides

 ›  cause drowsiness and decreased activity in children

 ›  cause symptoms associated with ADHD, especially in children

 ›  lead to  hypoglycemia (low blood sugar)

 ›  increase the risk of coronary heart disease 

 ›  lead to chromium deficiency

 › cause copper deficiency

 ›  upset the body’s mineral balance

 ›  promote tooth decay

 ›  raise adrenaline levels in children

 ›  lead to periodontal disease

 ›  speed the aging process, causing wrinkles and grey hair

 ›  increase total cholesterol and systolic blood pressure

Splenda is a very popular 
sugar substitute. But re-

search fi nds it can be an unex-
pected immune zapper, too. A 
study done at Duke University 
(on male rats over a period of 
twelve weeks) and published 
in the Journal of Toxicology and 
Environmental Health1 fi nds that 
 Splenda (sucralose) can have 
several effects on the body:

It can reduce the amount of 
good bacteria in the intestines 
by 50 percent. These bacteria 
play a crucial role in establish-
ing an overall healthy immune 
system. When bad bacteria 
and/or yeast become over-
grown in your intestinal tract, 
you have a condition called 
dysbiosis, which has been 
linked to yeast infections,   ir-

ritable bowel syndrome, and 
autoimmune disorders—in-
cluding rheumatoid  arthritis 
(see ch. 12).

It can increase the pH level in 
the intestines. The stomach 
needs an acidic environment 
in order to digest food and 
destroy potentially harmful 
pathogens, including un-
wanted bacteria and yeast. Low 
stomach acid triggers a chain 
reaction of digestive disorders, 
including malabsorption. Foods 
may be incompletely digested 
and subsequently absorbed 
into the bloodstream, where 
they can lead to food allergies, 
triggering pain and infl amma-
tion throughout the body. 

It can contribute to increases in 
body weight.
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 ›  reduce helpful choles-
terol (HDL) and promote 
an elevation of harmful 
cholesterol (LDL)

 ›  contribute to weight gain 
and obesity

 ›  contribute to existing 
diabetes, osteoporosis, or 
kidney damage

 ›  cause free-radical forma-
tion in the bloodstream

 › cause atherosclerosis

 › cause depression

 ›  increase fluid retention

 ›  cause hormonal imbal-
ance

 ›  interfere with absorption 
of calcium and magne-
sium

 ›  increase the risk of 
Crohn’s disease and 
ulcerative colitis

OK, I think I made my 
point. An occasional 
sweet treat is acceptable 
and even encouraged. 
Moderation is the key. 
There’s no reason to 
totally abstain from sugar 
unless you’re fi ghting off 
an infection, have yeast 
overgrowth, or are bat-
tling diabetes. Just go 
easy. Considering artifi cial 
sweeteners? Read the box-
es on the previous couple 
of pages. Then read on for 
more immune zappers.

Aspartame (NutraSweet or 
Equal) has been associated 

with a multitude of health risks and 
has largely lost favor around the 
world. Consider that the FDA 
had its concerns and denied ap-
proval of aspartame for sixteen 
years before it fi nally gave in to 
political/economic pressure. This 
controversial artifi cial sweetener 
was approved through an interest-
ing chain of events. When then-
president Ronald Reagan brought 
Don Rumsfeld, former CEO of the 
aspartame manufacturer, Mon-
santo, to Washington, a new FDA 
commissioner was also hastily 
appointed. The new commissioner 
approved the artifi cial sweet-
ener and then went on to become 
a consultant for NutraSweet’s 
public-relations fi rm, receiving one 
thousand dollars a day for the next 
ten years! 

The body breaks aspartame down 
into methanol and formaldehyde 
to metabolize it. Methanol toxic-
ity causes depression, brain fog, 
mood changes, insomnia, seizures, 
and similar symptoms associated 
with multiple sclerosis. Formal-
dehyde is grouped into the same 
class of drugs as cyanide and 
arsenic. When the temperature of 
aspartame exceeds 86° F, the wood 
alcohol in it is turned into formal-
dehyde and then into formic acid. 
Formic acid is the poison con-
tained in the sting of a fi re ant. 

There are over ninety-two symp-
toms documented from using 
aspartame.
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 ›  Adrenal dysfunction causes lowered resistance to all forms 
of stress and leads to lowered immune resistance. It can be 
caused by chronic stress, which in my experience, is really the 
number one immune zapper of them all.

 ›  Alcohol can reduce the number and activity of white blood 
cells. 

 ›  Food allergies (as mentioned in the box on p. 323) cause the 
immune system to “ramp up” 
and become overstimulated, 
and chronic immune challenges 
from food allergies may over-
whelm sIgA reserves. Research 
has shown that allergic foods 
can cause a 50-percent drop 
in a person’s white-blood-cell 
count. Daily intake of allergic 
foods can inflame intestinal 
cells, causing white blood cells 
to die and then release digestive 
enzymes into the surrounding 
tissue. When these enzymes 
damage the normally imperme-
able intestinal lining, the result 
is intestinal permeability. You 
learned from ch. 12 about how 
intestinal permeability can 
trigger autoimmune reactions. 
These reactions can start a cas-
cade of unwanted consequences 
including inflammation, infec-
tion, and pain. 

 ›  Hypothyroid can reduce the 
speed and effectiveness of en-
zymes associated with support-
ing immune functions. See more 
in the box, right.

 ›  Being overweight causes a re-
duction in bacteria-killing white 
blood cells. 

Chronic infections—
especially sinus 

infections—usually im-
prove drastically once low 
thyroid is corrected. Many 
hypothyroid patients expe-
rience a nasty sinus infec-
tion once they start thyroid 
replacement therapy. It’s 
the pathogen’s fi nal fi ght, 
and it’s usually the last 
sinus infection they get. 

I cannot emphasize 
enough how important it 
is to your immune system 
to correct low thyroid 
function. My patients with 
low thyroid—especially 
those with CFS/ME, who 
typically battle constant 
yeast and viral infec-
tions—notice that most of 
their infections disappear 
once their thyroid nor-
malizes. By raising their 
metabolism and immune 
function, patients create an 
environment inhospitable 
to viruses, bad bacteria, 
yeast, and mycoplasma.
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 ›  Heavy metals, including cadmium, lead, and mercury, inhibit 
the formation of antibodies and reduce the bacteria-killing 
ability of white blood cells. 

 ›  Pesticides and other environ-
mental toxins can overwhelm 
the immune system and its sup-
porting cast (liver, kidneys, etc.). 
Pesticides depress T and B cells 
and place a drain on the lymph 
system, especially the thymus 
gland. 

 ›  Some drugs, including acetamin-
ophen, aspirin, ibuprofen, and 
corticosteroids, decrease antibody 
production. 

 ›  Inadequate rest suppresses 
natural killer cell activity. This 
of course includes poor-quality 
sleep, a common complaint of 
those with fibro.

 ›  Candida overgrowth may allow 
toxins to be released directly into 
the body. These toxins cause the 
immune system to become over-
whelmed and can initiate a host 
of immune-disrupting symptoms. 

 ›  Severe trauma, including ac-
cidents, surgeries and burns, are 
extremely stressful to the body as a whole. Traumas can cause 
vitamin, mineral, and other essential nutrients to become de-
ficient. Any inflammatory responses from the trauma can also 
overload the immune system. 

 ›  Chronic antibiotic use can increase overgrowth of Candida, 
making bacteria more resistant to immune-system attacks. 

Treating CFS/ME with Antiviral Drugs
Recent tests of antiviral agents, such as Zovirax (acyclovir), 
Valtrex (valcyclovir HCl), and Gamimune (immune globulin 
human) have been inconclusive, working no better than placebo 

Stevia is my go-to 
recommendation for an 

alternative to sugar. This 
South American herb 
that has been used as a 
sweetener by the Guarani 
Indians of Paraguay for 
hundreds of years. The 
leaves of the small, green 
Stevia rebaudiana plant 
have a delicious and 
refreshing taste that can 
be thirty times sweeter 
than sugar, so a little goes 
a long way. For more 
info, visit www.stevia.
com. You can fi nd Stevia 
just about anywhere 
nowadays. While it may 
take time to get used to 
its taste, it won’t deplete 
your good bacteria (like 
Splenda can), increase 
your risk of cancer (like 
Sweet’N Low can), or 
cause neurotoxicity (like 
NutraSweet can).
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in some tests. While these studies aren’t very promising, I’ve 
had numerous patients experience substantial improvements in 
their CFS/ME when taking antiviral medications. And at one 
time, I had nearly all of my CFS/ME patients taking antiviral 
medications. 

Of course, there are potential side effects to these medica-
tions, including upset stomach, vomiting, diarrhea, dizziness, 
tiredness, agitation, pain (especially in the joints), hair loss, 
and changes in vision. Although rare, other side effects can be 
serious. Talk with your prescribing doctor about these. One 
medication showing potential is Ampligen. This experimental 
antiviral medication stimulates the production of interferon, a 
protein that induces healthy cells to counter infection. In two 
studies, CFS/ME patients treated with Ampligen demonstrated 
improvements in cognition and performance. The drug has not 
yet been approved by the FDA and is in various stages of ap-
proval around the world for a wide range of conditions. 

Immune-System Boosters
Since our CFS/Fibro Formula contains several effective immune 
boosters, including thymus extract, it may be all a patient needs 
to signifi cantly improve her immune function. And a healthy 
diet and plenty of rest can go a long way toward fi xing a slug-
gish immune system. Avoid simple sugars and trans-fatty acids, 
and eat balanced meals. Beyond that, consider these other im-
mune boosters. 

Coenzyme Q10
This potent antioxidant aids in metabolic reactions, including 
the formation of ATP, the molecule the body uses for energy. 
 CoQ10 can’t be manufactured by the body; we must obtain it 
from the foods we eat or from supplements. Meat, dairy, spin-
ach, and broccoli, for instance, contain high concentrations of 
 CoQ10. Modern agricultural and livestock practices, however, 
make obtaining adequate  CoQ10 through diet a challenge for 
most adults. And we tend to absorb and utilize less  CoQ10 as 
we age, right when we need more it of. Researchers have esti-
mated that as little as a 25-percent reduction in bodily  CoQ10 
can trigger immune-system dysfunction. I’ve found  CoQ10 to 
be very helpful for my CFS/ME patients. 
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In one study of twenty female patients with CFS/ME (who 
required bed rest following mild exercise), 80 percent were 
defi cient in  CoQ10. After three months of  CoQ10 supplementa-
tion (100 mg. per day), the exercise tolerance of the CFS/ME 
patients more than doubled: 90 percent had reduction or disap-
pearance of clinical symptoms, and 85 percent had decreased 
post-exercise fatigue. 

DHEA 
 DHEA has been shown in preliminary studies to improve 
symptoms in some patients with CFS/ME, and the  DHEA 
levels of most of my fi bro and CFS/ME patients are low com-
pared to optimal ranges. You may remember from the chapter 
on adrenal fatigue (11) that  DHEA is responsible for several 
important immune-boosting functions. While I typically start 
fi bromyalgia and CFS/ME patients on  adrenal cortex glandular 
supplements, I may also add additional  DHEA 25–50 mg. to my 
CFS/ME patients’ routine. 

Essential Fatty Acids
EFAs have direct antiviral effects and are lethal at surprisingly 
low concentrations to many viruses. The antiviral activity of 
human mother’s milk seems to be largely attributable to its EFA 
content. Further, interferon is dependent on EFAs and in their 
absence will be compromised. 

Viral infections lower the blood levels of EFAs. This has been 
confi rmed in the case of the Epstein-Barr virus. Of particular in-
terest is the observation that at eight and twelve months, those 
who have recovered from  EBV show normal or near-normal 
EFA blood levels. In contrast, those who are still clinically ill 
persistently show low EFA levels. This study and others like 
it are one of the reasons that my CFS/Fibro Formula contains 
2,000 mg. of EFAs.

 Thymus Extracts 
These have proven to be one of the best immune-boosting 
agents for treating CFS/ME. A recent study published in the 
Journal of Nutritional and Environmental Medicine showed that 
patients taking ProBoost, a patented thymus extract, obtained 
dramatic improvements in their CFS/ME symptoms. The 
increase in their immune function, as demonstrated by blood 
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tests, resulted in a broad range of improvements, including a 
47-percent improvement in sleep quality, a 43-percent reduc-
tion in food sensitivities, a 53-percent reduction in chemical 
sensitivities, a 47-percent improvement in short-term memory, 
a 79-percent improvement in  depression, and a 100-percent 
improvement in panic disorders. 

A substantial amount of other clinical data also supports the 
effectiveness of using  thymus extracts. They may provide the 
answer to chronic viral infections and low immune function. 
Double-blind studies reveal not only that orally administrated 
 thymus extracts were able to effectively eliminate infection, but 
also that year-long treatment signifi cantly reduced the num-
ber of respiratory infections and improved numerous immune 
parameters. 

Thymus glandular extracts (like other glandular extracts) are 
able to raise T cells when needed but will lower T cells when 
an autoimmune disease is present. This balancing act is the big 
advantage that glandular extracts and many natural herbs have 
over prescription (synthetic) drugs.

Other Immune Boosters 
 Zinc is an important cofactor in the manufacture, secretion, and 
function of thymus hormones. When zinc levels are low, T cell 
numbers go down. This may help explain why zinc lozenges, 
when used at the fi rst sign of a cold, can reduce the number of 
sick days. 

 Antioxidants help protect the thymus gland from free-radical 
damage. Vitamins A, C, and E, along with the minerals zinc and 
selenium, play a vital role in reducing the damage associated 
with free-radical toxicity. 

Astragalus membranaceus is a Chinese herb used to treat a 
wide variety of viral infections. Clinical studies have shown 
it to be effective when used on an ongoing basis against the 
common cold. Research in animals has shown that Astragalus 
apparently works by stimulating several factors of the immune 
system, including enhancing activity of macrophages, increas-
ing interferon production in natural killer cell activity, enhanc-
ing T cell activity, and potentiating other antiviral mechanisms. 
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Astragalus appears particularly useful in cases where the im-
mune system has been damaged by chemicals or radiation. 

Selenium supplementation to individuals with normal sele-
nium levels resulted, in one study, in a 118-percent increase in 
the ability of their white blood cells to kill tumor cells and an 
82.3-percent increase in the activity of their natural killer cells. 

Echinacea is one of the most popular herbal medicines in the 
United States and Europe. In 1994, German physicians pre-
scribed Echinacea more than 2.5 million times. And there are over 
200 journal articles written about this herb from the sunfl ower 
family that can be found in many perennial gardens across the 
United States. Echinacea is thought to stimulate the immune sys-
tem by increasing the production of and activity of white blood 
cells, especially natural killer cells. The German Commission E 
monograph suggests that persons with autoimmune illnesses 
(such multiple sclerosis, lupus, or tuberculosis) should avoid 
Echinacea. A typical dose is up to 900 mg. three times a day. Some 
physicians suggest discontinuing Echinacea after two to three 
weeks and then restarting as needed after a week’s rest. 

Goldenseal (Hydrastis canadensis) is a perennial herb native to 
eastern North America. It has been shown to be a potent im-
mune stimulator. It increases the blood fl ow to the spleen and 
the number and activity of macrophages. A typical dose is 
250–500 mg. one to three times a day. 

MGN-3, an arabinoxylan compound, is a polysaccharide com-
posed of the hemi-cellulose-B extract of rice bran, modifi ed by 
enzymes from shiitake mushrooms. What? MGN-3 is a nutri-
tional supplement with special patented chemicals, especially 
those derived from the immune-boosting Chinese shiitake 
mushroom. Research has shown that MGN-3 supplementation 
triples the amount of natural killer cells. And I’ve had good re-
sults when recommending it to CFS patients. The main deterrent 
for taking this product is its cost: from sixty to seventy dollars 
for fi fty capsules. Usual dose is two to four capsules a day. It’s 
costly, but I have no doubt it does in fact help raise NK cells, 
which are notoriously low in CFS patients. 
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Protocol for Chronic Sinusitis
Chronic sinus infections may be the result of bacterial or fungal 
infections. Sinus infections are usually treated with antibiotics 
and steroids. However, antibiotics will only make fungal sinus 
infections worse. I’ve found instead that many of my patients 
fi nd relief from chronic nasal congestion and infections with the 
following protocol. 

1.  Rinse nasal passages daily. You can use a nasal rinse kit from 
Neil Med Pharmaceuticals (available at many drugstores or 
by calling Neil Med directly at 877-477-8633.) Patients sim-
ply add warm water and one of the (fi fty to a box) buffered-
sodium packets into the plastic 6-ounce bottle. For stubborn 
infections, I encourage patients to add several drops of liquid 
Betadine. (Betadine will stain your clothes, so be careful.) A 
topical antiseptic, Betadine kills viruses, bacteria, and yeast.

2.  Avoid all dairy products until you become congestion free. 
Dairy products increase mucous production.

Unfortunately, some of you won’t truly feel well until after you 
uncover and correct some of the other “layers of the onion” that 
may be holding you back. In the following chapters, we’ll look 
at what else can sabotage your recovery. 

Note
1.  B. Mohamed et al., Journal of Toxicology and Environmental Health 

A-71(21) (2008): 1415–29.

You can also create your own 
nasal rinse kit by mixing 

together 1 t. of Betadine, 1 t. 
of baking soda, 1 t. of liquid 
glycerin, and 15–20 oz. of warm 
water. Draw the solution up 
into a bulb syringe (found in 
the baby-diaper aisle), and fl ush 
each nostril several times. Don’t 
inhale through your nose; just 

let the mixture rest in your nose 
for a few seconds, and then 
gently blow your nostrils clean. 
Use this rinse once a day for 
two weeks and then as needed 
at the fi rst sign of a cold, the 
fl u, or sinusitis. Many of my 
patients have reported that “Dr. 
Murphree’s voodoo rinse” has 
made a dramatic positive im-
pact on their chronic sinusitis!
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eighteen
Food Allergies

“I was very reluctant to start the  elimination diet. What was 
I going to eat? I was especially dreading the idea of not 

having tomatoes for a month. I’m southern, for heaven’s sake! 
Depriving me of garden fresh tomatoes just didn’t seem fair! 
But everything else Dr. Murphree had suggested had helped, 
so.…sure enough, tomatoes had been making my hands and 
feet swell and ache! I had no idea!”

—an actual account from patient Bobbi Anne

I fi nd that many of my fi bromyalgia and CFS patients suffer 
from unknown food allergies. Uncovering and avoiding these 
foods often yields substantial improvement in their lingering 
symptoms. Still, I don’t start exploring food allergies until after 
my patient has been on the Jump-Start Program, consistently 
sleeping through the night, and building their stress-coping sav-
ings account. Avoiding potentially symptom-triggering foods 
can be extremely helpful in the long run. However, in the short 
run, those with paltry stress-coping accounts are ill equipped to 
take on the added stress of elimination or rotation diets. 

Food allergies are considered rare, or aren’t even acknowl-
edged, by many traditional doctors. However, research and 
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better diagnostic tests are validating 
what many health-care experts have 
known for quite some time; food 
allergies play a major role in our 
health. Says James Braly, MD and 
author: “The thinking of the majority 
of health professionals, including al-
lergists and dieticians, is some fi fteen 
to twenty years out of date when it 
comes to food and allergy.” Conser-
vative estimates show that 20 percent 
of young children in industrialized 
countries have food allergies. 

Compounding the problem are 
outdated tests and theories. Most doctors adhere to the Reagin 
theory of allergic reactions: Around 1925, scientists in Europe 
discovered a substance they called reagin that was involved 
with allergic reactions involving the skin. Thus the beginning 
of allergic skin-prick testing. Myopic thinking has prevented 
modern allergists from acknowledging 
that there might be another response that 
validates the presence of allergies, besides 
skin sensitivity. Reagin later turned out to 
be a specifi c antibody known as IgE. IgE 
is the antibody that’s measured with the 
skin-prick test and the radioallergosorbent 
test (RAST). Both are able to detect acute 
or immediate allergic responses (medi-
ated by IgE), but they’re best for airborne 
allergens. They don’t, however, measure 
delayed sensitivity responses to food, which account for 95 
percent of all food allergies. These delayed responses occur one 
hour to three days after eating allergic foods and are measured 
using a different antibody, IgG1-4. For this reason, immediate 
IgE, RAST, and skin-prick testing are inferior testing methods 
in comparison to tests that measure both immediate IgE and 
delayed IgG1-4 sensitivities. 

Intestinal permeability and food allergies go hand in hand. 
Undigested proteins can be deposited into any available bodily 
tissue. This can create an allergic infl ammatory response at 

Allergy: a hy-
persensitive 

state acquired through 
exposure to a particu-
lar allergen and sub-
sequent re-exposure 
to the  same allergen, 
which then triggers an 
inappropriate immune 
response. For example, 
sneezing when you 
breathe in hickory 
pollen.

Allergen: 
any sub-

stance capable 
of inducing an 
allergic response, 
but allergens are 
usually protein 
molecules.
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any site within the body: muscles, heart, brain, joints, etc. Read 
more about intestinal permeability in ch. 12. 

Food allergies are not rare and are responsible for a wide vari-
ety of health problems! Many of my patients have been tested 
and told they had allergies, but unfortunately, they were only 
tested for IgE antibodies. So although their airborne allergies 
were detected, many of their food allergies were not. 

Two tests that measure immediate IgE and delayed IgG1-4 reac-
tions are the enzyme-linked immuno-absorbent assay (ELISA) 
test and the food immune complex assay (FICA) test. Both of 
these tests offer the convenience and accuracy of measuring 
both types of antibodies, while costing hundreds of dollars less 
than RAST and skin-prick tests. To fi nd out more about these 
tests, contact my offi ce. 

The Elimination Diet for Testing Food Allergies 
All allergy tests are associated with some degree of error. Even 
ELISA and FICA tests are no better than 85 percent accurate. 
False positives and missed allergic foods are a common occur-
rence on most tests, so the gold standard for uncovering allergen 
sensitivities is still the two-week  elimination diet. I recommend 
that everyone try this diet. What have you got to lose but your 
pain? But wait until you’ve successfully followed the Jump-Start 
Program for one month before trying this diet. 

Following the  elimination diet is a challenge, so always have 
plenty of snacks available at home, in the car, in your briefcase 
or purse, and at work. Don’t get discouraged in the short term! If 
correcting your problem was an easy thing to do, it would have 
already happened, right? For the next two weeks, eliminate: 

F ood allergies 
can be the 

cause of many 
symptoms: 

 › headaches

 › eczema 

 › psoriasis

 › diarrhea 

 › colitis 

 › asthma 

 › hyperactivity 

 ›  rheumatoid 
arthritis 

 › gout 

 ›  chronic pain

 › edema 

 › ear infections 

 › anxiety 

 ›  depression
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 ›  all dairy products (except butter) including milk, cheese, yo-
gurt, and ice cream,

 ›  all corn and related products: corn syrup, popcorn etc., 

 ›  all  gluten products, including wheat, oats, barley, kamut, 
spelt, and all flours,

 ›  all soy products (check food labels for hidden soy), 

 ›  and all nightshade foods, including white potatoes, peppers, 
tomatoes, tobacco, and eggplant. Nightshades contain a poi-
son similar to belladonna that may cause muscle or joint pain. 

The Fruit and Vegetable Diet 
Another way to approach this diet is “The Fruit and Vegetable 
Diet.” In this approach, you can eat all the fruit and vegetables 
you want for fi ve days, while avoiding all other foods. If Can-
dida yeast overgrowth is an issue, reduce the fruit and add more 
vegetables. After fi ve days, you can begin to challenge one food 
group at a time. Remember to wait three days before challenging 
a new food group. 

Pinpointing the Allergic Food 
After two weeks of totally avoiding the foods listed above, begin 
to challenge one food group at a time, beginning with dairy. 
For one day only, eat three or more servings of dairy while still 
avoiding the other food groups. Then immediately return to the 
 elimination diet for three days. Remember, most food allergies 
are delayed reactions and can take up to three days before any 
symptoms are experienced. Keep a diet journal on hand to re-
cord the foods you eat and any symptoms you experience while 
reintroducing the eliminated foods. 

After challenging dairy (and waiting three days), challenge 
another food group:  gluten, for instance. Have oatmeal for 
breakfast, a sandwich for lunch, and buttered toast for a snack. 
Don’t eat any other eliminated foods; you’re only challenging 
 gluten. Wait three more days before challenging another forbid-
den food group. 

If you have a severe reaction, totally eliminate the offending 
food group for six months. Then slowly reintroduce it back into 
your diet: Eat one small serving and wait a minimum of four 
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days before eating another. Reactions may be avoided by slowly 
rotating these foods back into your diet.

In the case of a mild or moderate reaction, avoid the food group 
for one to three months (depending on the severity of your reac-
tion) and then begin to reintroduce it. 

Dr. Coca’s Pulse Test
The foods listed above are by far the most common allergic 
foods. However, practically any food can trigger an allergic 
reaction. For this reason you might want to dig a little deeper 
to pinpoint sensitivities to specifi c foods. Foods can actually be 
tested by merely tasting them. If a food elicits a rise in resting 
pulse rate, this indicates an allergic reaction. This is because the 
pulse is controlled by the autonomic nervous system, and stress 
causes this system to increase blood fl ow and pulse rate. 

To use Dr. Coca’s pulse test, you must fi rst determine your 
resting pulse rate: Count your pulse for a full minute while 
sitting still. (Sites commonly used to check the pulse are the 
underside of the wrist and the neck near the Adam’s apple.) It’s 
best to check your pulse several times throughout the day and 
to notice if it changes at different times. Is it lower or higher in 
the morning? At night? To get the most accurate base line, take 
your pulse in bed before rising, before breakfast, after break-
fast, in the middle of the morning, before lunch, after lunch, in 
the middle of the afternoon, before dinner, after dinner, in the 
middle of the evening, and before bed. Your resting pulse is the 
pulse consistently found before eating, or an average of the low-
est pulses most commonly recorded. 

Keep a food diary and record your pulse rates and any symp-
toms. Does a pattern emerge? If there is no consistent pattern, 
there may be too many interfering substances undermining 
the process. If so, try the  elimination diet for four to fi ve days. 
Along with the obvious elimination foods, foods or chemicals in 
question should also be avoided during this time. 

Testing Foods
While sitting quietly, take your pulse. Then challenge this pulse 
by chewing a small amount of food or food supplement (don’t 
swallow) for a full minute. Liquids can be held and swished 



342   Food Allergies

around in the mouth. After one minute, take your pulse for a 
full minute. At the end of this time, expel the substance, and 
rinse out your mouth with pure water, which should also be ex-
pelled. Take your pulse again. If it returns to the resting value, 
you can repeat the process with another substance. 

A positive-reaction food or supplement will elevate the pulse 
above six points. Avoid all such substances for two to three 
months. For someone who’s been on a strict  elimination diet 
for weeks, a rise of only one point may be signifi cant. If other 
symptoms occur after testing, such as headache, sore throat, or 
fuzzy thinking, this is also a positive test, and the food should 
be avoided for three to six months. Severe-reaction foods should 
be avoided for at least three months. 

The Rotation Diet
Once someone becomes sensitive to foods, damage to the intes-
tinal tract has most likely occurred. Repetitive exposure to the 
 same foods may initiate allergic reactions. Left untreated, intes-
tinal permeability and overstimulation of the immune system 
can create an allergy to almost any food. A  rotation diet helps 
reduce the chances of developing further allergies. 

On this diet, you eat nonallergic foods every day for four to 
seven days. Allergic foods (as determined by testing or elimina-
tion dieting) are slowly reintroduced into the diet over a period 
of months. Consult a nutritionist for help in devising a suitable 
 rotation diet. 

Common Food-Group Items 
 ›  Grains: wheat, barley, oats, rice, rye, buckwheat, millet, and 
corn 

 ›  Seeds: sesame, sunflower, and pumpkin seeds 

 ›  Nuts: almonds, walnuts, pecans, pistachios, cashews, filberts, 
Brazil nuts, chestnuts, and coconut 

 ›  Oils: safflower, sunflower, soy, cottonseed, olive, sesame, corn, 
and peanut oils 

 ›  Sweeteners: maple sugar, beet sugar, cane sugar, corn syrup, 
and honey 

 ›  Vegetables: olives, eggplant, tomato, potatoes, peppers, pa-
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prika, sweet potatoes, yams, broccoli, cauliflower, kale, arti-
chokes, cabbage, Brussels sprouts, radishes, turnips, parsnips, 
carrots, celery, zucchini, Swiss chard, spinach, winter squash, 
summer squash, cucumbers, lettuces, onions, garlic, chives, 
and asparagus 

 ›  Legumes: black-eyed peas, navy beans, pinto beans, wax 
beans, string beans, green beans, chick peas, soybeans, lima 
beans, mung beans, peanuts, lentils, and carob 

 ›  Fruits: lemons, limes, oranges, pineapples, peaches, plums, 
pears, apples, tangerines, grapefruit, nectarines, bananas, 
grapes, prunes, papayas, figs, mangoes, kiwi, cherries, apri-
cots, cranberries, strawberries, blackberries, and raspberries

 ›  Melons: watermelons, cantaloupe, and honeydew melon 

 ›  Dairy: milk, cheese, yogurt, goat’s milk, cream, butter, and ice 
cream 

 ›  Poultry: chicken, eggs, turkey, duck, pheasant, quail, and 
goose 

 ›  Meat: beef, lamb, and pork 

 ›  Seafood: fish, shrimp, oysters, clams, mussels, lobster, scal-
lops, crayfish, and crab 

 ›  Flavorings: dill, comfrey, tarragon, coriander, pepper, cinna-
mon, mustard, caraway, ginger, vanilla, cocoa, thyme, basil, 
oregano, alfalfa, rosemary, sage, peppermint, clove, and nutmeg 

 ›  Fungus: mushrooms, hops, and bakers and brewers yeast 

Your Rotation Diet 
The allergy-testing labs my offi ce recommends can supply you 
with a specifi c  rotation diet based on your allergic foods. But if 
you elect not to be tested by a lab, use the  elimination diet and/
or the pulse test method to uncover any food allergies. Then us-
ing the food groups listed above, create your own  rotation diet; 
write out four different breakfasts, lunches, snacks, and dinners. 
But make sure you’re waiting three days before repeating a food. 
There’s a sample menu on the next page. 

Eating out can present a challenge, but I’ve found that most res-
taurants are able to accommodate your special needs once you 
mention your food allergies. 



344   Food Allergies

Visit your local health-food store. Take this book, and explain 
your  rotation diet. Ask them to help you shop for foods to make 
your diet more compliant. These stores are especially helpful in 
supplying hard-to-fi nd grains, seeds, snacks, and nuts. 

Most delayed food allergies resolve themselves after three 
months of avoidance. Don’t fall off the wagon and begin repeti-
tively eating the  same foods day in and day out. Continue to 
rotate your foods. 

Sample rotation-diet menu:

Day One 
 ›  Breakfast: eggs, wheat toast, 
orange 

 ›  Snack: apple and cashews 

 ›  Lunch: romaine lettuce with 
olive oil and vinegar; turkey 
breast with wheat bread, 
mustard, tomato, and mayo 

 ›  Dinner: egg omelet with 
cheddar cheese, broccoli, and 
onions 

 ›  Snack: cashews and 
strawberries 

Day Two 
 ›  Breakfast: pork bacon or sau-
sage with oatmeal and raisins 

 ›  Snack: almonds and a pear 

 ›  Lunch: chicken salad (no 
bread or mayo), pear, and 
grapes

 ›  Dinner: baked chicken, as-
paragus, and corn on the cob 

 ›  Snack: popcorn 

Day Three 
 ›  Breakfast: cream of rice 
topped with banana and 
blueberries; rice milk 

 ›  Snack: tangerine and Brazil 
nuts 

 ›  Lunch: corned beef on plain 
rye with sauerkraut and Swiss 
cheese (no mayo or mustard) 
and baked potato fries 

 ›  Dinner: steak with okra, wild 
rice, and pinto beans 

 ›  Snack: walnuts, blueberries, 
and dates 

Day Four 
 ›  Breakfast: honeydew melon 
or cantaloupe, peanut butter 
on millet bread 

 ›  Snack: Pumpkin seeds and 
sunflower seeds 

 ›  Lunch: Baked fish with cauli-
flower, squash, and zucchini 

 ›  Dinner: Lobster, crab cakes, 
or shrimp salad and olives, 
artichokes, tomatos, and yel-
low peppers 

 ›  Snack: cherries and pistachios 
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Protocol for Treating Food Allergies
 ›  Uncover any hidden food sensitivities through the  elimina-
tion diet, Coca pulse testing, or blood testing. Once uncovered, 
these foods should be avoided for one to six months, depend-
ing on the severity of your reactions. 

 ›  Begin a  rotation diet as described above to reduce the chances 
of developing further food allergies. 

 ›  Treat any intestinal permeability. See ch. 12 for how. 

 ›  Be sure you’re using  adrenal cortex glandular supplements 
as part of your Jump-Start Program. They reduce allergic 
reactions. 

 ›  Make sure to take your  digestive enzymes included in your 
Jump-Start Package. Undigested food can lead to allergies. 

Allergy Medications
Antihistamine medications like Benadryl or Zyrtec can offer wel-
comed relief from allergic reactions, and so can the leukotriene-
blocking drug Singular. While these medications are relatively 
safe, they do have potential side effects, which are generally 
mild. Steroid nasal inhalers like Flonase may also be helpful. 
However, I encourage my patients to use the Neil Med nasal 
rinse kit.

Natural Remedies
Several natural remedies can help relieve the symptoms of food 
and seasonal allergies. Below are some of the ones I fi nd most 
helpful: 

 ›  Turmeric root extract inhibits enzymes associated with PG-2 
inflammatory hormones, major triggers for allergic reactions.

 ›  Rosemary leaf extract helps block synthesis of leukotrienes (a 
cause of allergic inflammation) and PG-2 hormones. Singular 
also works by blocking leukotrienes. 

 ›  Holy basil leaf extract helps boost natural anti-inflammatory 
chemicals (PG-1 and PG-3). 

 ›  Green tea leaf extract is a potent antioxidant and increases the 
body’s own anti-inflammatory activity. 

 ›  Ginger root extract reduces inflammation. 
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 ›  Chinese goldenthread root helps regulate prostaglandins; it 
reduces the inflammatory PG-2 hormones and boosts the anti-
inflammatory PG-1 and PG-3 hormones. 

 ›  Barberry root extract helps reduce the inflammatory PG-2 
hormones and increases the anti-inflammatory PG-1 and PG-3 
hormones. 

 ›  Baikal skullcap root extract reduces inflammatory chemicals. 

 ›  Protykin extract is a potent antioxidant and reduces inflam-
matory chemicals, including PG-2. 

 ›  Vitamin C is a natural antihistamine that may reduce the 
symptoms associated with allergic reactions. You can take an 
additional 2,000 mg. above your CFS/Fibro Formula. Keep 
increasing by 1,000 mg. a day until you experience a loose 
bowel movement. Then reduce your dose by 1,000 mg. until 
you have a normal bowel movement once again. 

 ›  Stinging nettle root is an herb that helps reduce allergic 
rhinitis (runny nose) and hay fever symptoms. It also helps 
prevent the bronchial spasms associated with asthma. Dosage 
is 500–1,000 mg. three times daily. 

 ›  Quercetin is a biofl avonoid (plant pigment) found in black 
tea, blue-green algae, broccoli, onions, red apples, and red 
wine. It inhibits the synthesis of certain enzymes responsible 
for triggering allergic reactions and is chemically similar 
to the allergy prevention medication Cromolyn. Dosage is 
500–1,000 mg. twice daily. It may take months before querce-
tin reaches its peak of effectiveness. It can also interfere with 
the absorption of certain antibiotics, so don’t take quercetin 
and antibiotics together. 

 ›  Methylsulfonylmethane is a natural organic sulfur compound 
found in plant and animal tissues has proven benefi cial in the 
treatment of allergic and infl ammation disorders. It provides 
sulfur, an essential component in detoxifi cation. Due to its 
strong anti-infl ammatory properties, it’s included in my Es-
sential Therapeutics Arthritis Formula. Normal dosage is 500 
mg. three or four times daily. It’s also called “MSM.”

 ›  Fish-oil supplementation, studies have shown, results in 
a dramatic reduction in a person’s leukotrienes (one of the 
chemicals implicated in asthma and other allergic reactions): 
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65 percent. This correlates with a 75-percent decrease in the 
person’s clinical symptoms. Even if you take a typical fi sh-oil 
supplement, you can add an additional 7,000 mg. per day. 

 ›  Reducing grains (wheat, breads, pasta, corn, etc.) and other 
high-omega-6 foods, including red meat, in your diet can help. 
Omega-6 foods produce arachidonic acid, which leads to more 
infl ammatory chemicals. 

 ›  Cutting all caffeine consumption, including caffeinated teas 
(green tea is allowed), coffees, chocolate, and cocoa might 
sound drastic, but it can be a big boost to your health. The less 
caffeine, the better. To prevent withdrawal symptoms (head-
aches, mood disturbances, fatigue), slowly wean off. See p. 237 
for suggestions on how. 

For Further Reading and Research
 ›  A.P. Black, “A new diagnostic method in allergic disease,” Pediatrics (May 
1956): 171–6. 
 ›  J.H. Boyles, “The validity of using the cytotoxic food test in clinical allergy,” 
Ear, Nose and Throat Journal (April 1977). 
 ›  W.F. Stevenson et al., “Dietary supplementation with fi sh oil in ulcerative 
colitis,” Ann Int Med 11 (1992): 609–14.
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Liver Toxicity 

We are constantly being exposed to potentially danger-
ous toxins through the food we eat, the air we breathe, 

and the water we drink. Thankfully, our liver works to neutral-
ize harmful chemicals, viruses, and bacteria. It’s also fi rst to pro-
cess the nutrients delivered by the bloodstream. As the largest 
organ in the body, it fi lters two quarts of blood every minute and 
secretes a quart of bile each day. Bile is necessary for absorbing 
fat-soluble substances, including certain vitamins. It also helps 
eliminate toxic chemicals. Bile is then mixed with dietary fi ber 
and voided through daily bowel movements. 

An optimally functioning detoxifi cation system is necessary for 
providing good health and preventing disease. Many diseases, 
including cancer, rheumatoid  arthritis, lupus, Alzheimer’s, Par-
kinson’s, and other chronic age-related conditions, are linked 
to a weakened detoxifi cation system. A poor detox system also 
contributes to allergic disorders, asthma, hives, psoriasis, and 
eczema. It’s associated with chronic fatigue syndrome, fi bromy-
algia,  depression, and systemic  candidiasis. 
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Two Phases of Detox
Unwanted chemicals, including prescription and nonprescrip-
tion drugs, alcohol, pesticides, herbicides, and metabolic waste 
products are neutralized by the liver’s enzymes. There are two 
enzymatic pathways, phase I and phase II.

Phase I detoxifi cation enzymes are collectively known as cyto-
chrome P450. The cytochrome P450 system is made up of fi fty to 
one hundred enzymes that attempt to neutralize toxic chemicals 
by transforming them into a less toxic form. Each enzyme is 
specially suited to certain types of toxins. Chemicals that can’t 
be neutralized are changed into an intermediate form. As the 
phase I enzymes neutralize toxins, they spin off free radicals. If 
there aren’t enough antioxidants to counter these free radicals, 
the liver may be compromised. 

Phase I detoxifi cation is inhibited by antihistamines,   NSAIDs, 
azole drugs (antifungals), tranquilizers such as Valium and 
Klonopin, and antidepressants such as Prozac and Celexa. 
(Is it any wonder that FMS and CFS patients are told that their 
condition is “all in their head” when drugs make them sicker?) 
If you’ve had adverse reactions to antidepressants, a common 
complaint from some of my patients, then you most likely have 
a phase I detox issue.

Phase I is responsible for neutralizing most over-the-counter 
and prescription drugs, caffeine, hormones, yellow dyes, insec-
ticides, alcohol, and antihistamines. Do you get funny reac-
tions when you drink alcoholic beverages or take antihistamine 
medication?

Phase II detoxifi cation enzymes go to work on the toxins that 
the phase I enzymes turned into intermediate form. They do 
this by attaching minute chemicals to the structures. This pro-
cess is called conjugation, and it neutralizes the toxins, making 
them more likely to be excreted through urination or defecation. 
Unfortunately, many of these intermediate forms are more toxic 
and potentially more damaging than in their original state. So 
an inadequate phase II detoxifi cation system can cause all sorts 
of chronic illnesses. 

A person suffering from poorly functioning phase II and over-
active phase I detoxifi cation is known as a pathological detoxi-



Liver Toxicity   351

fi er. These individuals fi ll up doctors’ offi ces on a regular basis, 
because they suffer from a variety of ailments that seem to 
never go away. One illness is replaced by another as the patient 
tries one prescription after another. Neither the doctor nor the 
patient realizes that a compromised detoxifi cation system is be-
ing further aggravated by toxic prescription medications. 

Phase II, responsible for neutralizing acetaminophen, nicotine, 
and insecticides, is composed of the following processes:

 ›  Glutathione conjugation requires vitamin B6 and the tripep-
tide (made from three amino acids) glutathione. 

 ›  Amino-acid conjugation requires the amino acid glycine. 
Low-protein diets and deficient  digestive enzymes inhibit this 
process. Individuals with hypothyroidism,  arthritis, hepatitis, 
and chemical sensitivities may suffer from poor amino-acid 
conjugation. 

 ›  Methylation requires S-adenosyl-methionine (SAMe). SAMe 
is synthesized from the amino acid methionine and dependent 
on folic acid, choline, and vitamin B12. Methylation detoxifies 
estrogen, testosterone, thyroid hormones, acetaminophen, and 
coumarin. (More about this process starting on p. 353)

 ›  Sulfation requires the amino acids cysteine and methionine 
and the mineral molybdenum. Sulfation is involved in pro-
cessing steroids, thyroid hormones, food additives, certain 
drugs, and neurotransmitters. Individuals who can’t take 
certain antidepressants or have reactions to certain sulfur-
containing foods may benefit from taking extra molybdenum, 
taurine, cysteine, and methionine.

 ›  Acetylation requires acetyl-CoA and is inhibited by a defi-
ciency in vitamin C, B2, or B5. This pathway is responsible 
for eliminating sulfa drugs, so individuals with sulfa allergies 
may benefit from extra vitamin C, B2, or B5. 

 ›  Glucuronidation requires glucoronic acid and detoxifies acet-
aminophen, morphine, benzoates, aspirin, and vanilla. Aspirin 
inhibits this process. Signs of deficiency include yellowish pig-
ment in the eyes or skin not caused by hepatitis. 

 ›  Sulfoxidation requires molybdenum and detoxifies sulfites 
and garlic. You may be deficient in this enzyme if you have 
allergic reactions to sulfite foods or garlic, asthmatic reactions 
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after eating, or a strong urine odor after eating asparagus. In-
dividuals with a sluggish sulfoxidation pathway may benefit 
from taking additional molybdenum. 

 F ree Radicals and  Anti-
oxidants: Free radicals are 

unstable atoms or molecules 
with an unpaired electron in 
the outer ring. They fi ll the 
void by taking an electron from 
another molecule, which then 
becomes unstable, needing an-
other electron of its own. This 
sets up a destructive cycle that 
can cause damage to our bodies 
inside and out. 

Internal metabolic activities, 
including immune and de-
toxifi cation processes, gener-
ate free-radical molecules, but 
sometimes they come from our 
environment. External sources 
include radiation, alcohol, to-
bacco, smog, medications, and 
pesticides. Free radicals have 
been implicated in such condi-
tions as rheumatoid  arthritis, 
Alzheimer’s, Parkinson’s, 
cancer, and heart disease. 

Believe it or not, oxygen is 
responsible for the creation of 
most toxic free radicals. Just 
like it causes rust on a car, 
excessive oxygen can cause pre-
mature aging and dysfunction 
in the body. That’s why antioxi-
dants, including vitamins A, E, 
and C, and beta carotene, are 
so important. Along with the 
amino acids cysteine, methio-
nine, glycine, and glutathione 
(tripeptide), they help deter the 
effects of free-radical damage. 

Have you ever cut open an ap-
ple and then left it out awhile? 
If so, you’ve witnessed free-
radical damage. The once white 
inner meat of the apple turns 
brown when exposed to the 
oxygen in the air. Sprinkling 
lemon juice on the apple will 
turn the brown back to its nor-
mal color. This is an example of 
an antioxidant at work. 

Fish oils, SAMe, broccoli, Brussels sprouts, and cabbage all stim-
ulate phase I and phase II reactions. Choline, betaine, methio-
nine, vitamin B6, folic acid, and vitamin B12 (altogether known 
as lipotrophic factors) stimulate 
bile production and its fl ow to and 
from the liver. Lipotrophic factors 
also increase SAMe and glutathi-
one, which in turn spare the liver 
free-radical damage. 

Glutathione is a 
potent antioxi-

dant created by the body 
and involved in several 
critical-for-life functions. 
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A New Theory of Cause:
Glutathione Depletion and Methylation Cycle Block 

Methylation
Methylation is a key biochemical process essential for the 
proper function of almost all of your body’s systems. It oc-
curs billions of times every second and is believed to operate 
in every cell. It helps repair your DNA on a daily basis, and it 
helps protect against plaque formation, arterial occlusion, heart 
disease, heart attack, and stroke. Methylation regulates moods 
and infl ammation, and it helps recycle molecules needed for 
detoxifi cation. It also facilitates the production of CoQ10 and 
carnitine, two important chemicals for energy. 

When the methylation cycle is blocked, important biochemi-
cal functions are not carried out properly. A methylation block 
leads to a block in the folate metabolism, to which it is intimate-
ly linked, and this interferes with synthesis of new DNA and 
RNA, among other important effects.

Perhaps the greatest problem with a methylation-cycle block is 
that neither the immune system nor the detox system can oper-
ate properly. If the methylation cycle remains blocked for an 
extended period of time, infections and toxins can be expected 
to build up in the body. Not good.

MTHFR
Methylenetetrahydrofolate reductase ( MTHFR) is a common 
genetic variant that causes a key enzyme in the body to function 
at a reduced rate. There are over fi fty known MTHFR variants, 
and it is associated with a variety of chronic illnesses, including 
fi bromyalgia and CFS/ME. 

Rich van Konynenburg, PhD, has spent a number of years piec-
ing together an interesting theory, one that is gaining momen-
tum among functional medicine doctors, known as glutathione 
depletion and methylation cycle block. Dr. van Konynenburg 
proposes that in order to develop CFS/ME, a person must have 
inherited an MTHFR genetic variation. When this person then 
is also subjected to some combination of long-term physical, 
chemical, biological, or psychological/emotional stressors, glu-
tathione (see box, facing page) levels are lowered to the point 
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that a block occurs in the methylation cycle. This lowering of 
glutathione levels also simultaneously removes the normal pro-
tection that glutathione provides to vitamin B12 and allows the 
accumulation in the body of toxins (probably mercury, chiefl y) 
that can interfere with the utilization of this vitamin.

His hypothesis further proposes that the lowering of glutathi-
one levels means that the level of methylcobalamin (a special 
form of natural vitamin B12) is too low to support the methio-
nine synthase reaction, and it therefore becomes chronically 
blocked. This produces a vicious cycle that causes CFS/ME to 
become a chronic condition. 

Those with MTHFR do usually have very low glutathione 
levels. This makes them more susceptible to stress, including 
toxins that overwhelm an already poorly functioning detoxifi ca-
tion system, leading to more stress. 

Glutathione is the body’s primary antioxidant and a potent 
detoxifi er. These folks simply can’t detoxify the chemicals they 
are exposed to on a daily basis. As time goes on, they fi nd they 
become more and more chemically sensitive. They have “funny” 
(not so funny, really) reactions to meds, aversions to strong 
odors, and seemingly random sensitivities.

Rich van Konynenburg’s idea is that ineffective methylation 
is a major cause of fatigue. There are many possible reasons for 
this connection, but some become obvious when we look at the 
many different functions of methylation:

 › to produce vital molecules such as CoQ10 and carnitine.

 ›  to switch on DNA and switch off DNA by activating and deac-
tivating genes. 

When viruses attack our bodies, they take over our own DNA 
in order to replicate themselves. If we can’t switch DNA/RNA 
replication off, then we become more susceptible to viral infec-
tion. This “switching” role is also essential for protein synthesis. 
And proteins, of course, make up our hormones, neurotrans-
mitters, enzymes, and immune factors and are fundamental to 
good health. 

 › to determine the rate of synthesis of glutathione, which is es-
sential for detoxification.
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 ›  to produce myelin for the brain 
and nervous system.

 ›  to control sulphur metabolism 
of the body, not just glutathione 
but also cysteine, taurine, and 
sulphate. This is an important 
process for detoxification.

 ›  to serve as part of folic-acid 
metabolism. This also switches 
on synthesis of new DNA and 
RNA.

 ›  to assist in normal immune function. 

The methylation cycle is essential for cell-mediated immune 
function, and blockages here will mean that infections will not 
be adequately dealt with.

Factors that Affect Your Methylation Process
 ›  Genetics: Like an estimated 20 percent of us, you could be 
genetically predisposed to high homocysteine levels, which 
affect your methylation process.

 ›  Poor diet: B vitamins come from eating leafy greens, beans, 
fruit, and whole grains to get adequate levels of vitamins B6 
and B12, betaine, and folate. Egg yolks, meat, liver, and oily 
fish are the main dietary sources of vitamin B12, so long-term 
vegan diets can also be a problem. Plus, certain compounds 
can raise levels of homocysteine and deplete the B vitamins: 
excess animal protein, sugar, saturated fat, coffee, junk food, 
and alcohol. 

 ›  Smoking depletes vitamin B6.

 ›  Decreased stomach acid: Aging and other conditions can re-
duce stomach acid, and therefore absorption of vitamin B12.

 ›  Malabsorption: Conditions like digestive diseases, food aller-
gies, and even aging can reduce absorption of nutrients.

 ›  Other conditions: These include hypothyroidism, kidney fail-
ure, having only one kidney, cancer, and pregnancy.

 ›  Medications: Drugs like acid blockers, methotrexate (for 
cancer and arthritis and other autoimmune diseases), oral 

The overall effect here is 
that if the methylation 

cycle doesn’t work, the im-
mune system malfunctions, 
the detoxifi cation system 
malfunctions, the antioxi-
dant system malfunctions, 
and our ability to heal and 
repair is reduced.
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contraceptives, HCTZ (for high blood pressure), and Dilantin 
(for seizures) can all affect levels of B vitamins.

Measuring Your Own Methylation Process
To fi nd out if your methylation process is optimal, ask your 
doctor for the following tests:

 ›  Complete blood count: Red blood cells with a mean corpuscu-
lar volume (MCV) greater than ninety-five can signal a meth-
ylation problem.

 ›  Homocysteine: The normal level is less than thirteen, but the 
ideal level is likely between six and eight.

 ›  Serum or urinary methylmalonic acid: This is a more specific 
test for vitamin B12 insufficiency. Your levels may be elevated 
even if you have a normal serum B12 or homocysteine level.

 ›  Plasma blood test: Along with the above, I use this test from 
Doctor’s Data that measures six primary indicators of methio-
nine metabolism.

I strongly encourage you not to embark on treating MHTFR 
without the help of a functional medicine doctor trained in 
MHTFR. When your body starts to detox properly, which is the 
goal of correcting MHTFR, you’ll most likely have die-off reac-
tions from the killing of unwanted viruses, bacteria, yeast, etc. 
These reactions can be severe and at best, very uncomfortable. 
It is best to work with a health-care professional who can walk 
you through the process slowly but surely.

The fi rst step in this treatment, however, is to be properly 
tested. If you’ve only been in the traditional medical world, I 
bet you’ve not been properly tested.

Toxic Water
A study released in 1988 by Ralph Nader’s Center for Study 
of Responsive Law in Washington, DC, shows that much of 
the nation’s drinking water is unsafe: Tests conducted in 38 
states found over 2,000 toxic chemicals in the drinking water. 
About 10 percent of these chemicals are associated with causing 
cancer, cell growths, neurological damage, and birth defects. 
Thousands of chemicals found in our water supplies have never 
even been tested for safety. 
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A joint study by the EPA and the National Academy of Sciences 
has attributed 200–1,000 US deaths each year to the inhalation 
of chloroform from water while bathing.

So what’s in the water Americans are drinking? Here is a partial 
list of the unwelcome additions that have been found in drink-
ing water:

 ›  arsenic, a known carcinogen and poison,

 ›  asbestos, a known carcinogen,

 ›  cadmium, a cause of arteriosclerosis, kidney damage, and 
cancer, 

 ›  lead, which causes learning disabilities in children, 

 ›  mercury, which causes nervous-system and kidney damage, 

 ›  nitrites, which are a possible carcinogen that also interfere 
with the body’s oxygen metabolism, 

 ›  viruses and bacteria, 

 ›  1,1,1-trichloroethane, a cause of liver damage and  depression, 

 ›  1,1-dichlorethylene, which causes depressed central nervous 
system and cancer, 

 ›  benzene, which causes chromosomal damage in humans, ane-
mia, blood disorders, and leukemia,

 ›  chloroform, which causes cancer, 

 ›  dioxin, an extremely toxic carcinogen, 

 ›  ethylene dibromide, which causes male sterility and cancer, 

 ›  polychlorinated biphyl (PCB), which causes liver damage, 
skin disorders, and GI problems and is highly suspected of 
causing cancer 

Do I really need to continue? I think you get the message. Our 
drinking water is not safe! A hot shower or bath can increase 

“No longer can anyone 
assume the 500 chemi-

cals in the average U.S. munici-
pal water supply are without 
side effects on the body….
When the brain is unable to 

detoxify some of these chemi-
cals, it actually manufactures 
chloral hydrate in the brain…
[producing] the symptoms of 
brain fog.”

—Sherry Rogers, MD1
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your exposure to toxic chemicals by 400 percent. One thousand 
deaths occur every year from chloral hydrate poisoning while 
taking a shower. 

Here’s what you can do:

 ›  Have your water tested. Several companies will run a labora-
tory test to see if your water is safe. Look in your local phone 
book under “water quality” or “laboratories, testing.”

 ›  Don’t rely on just any purchased bottled water as a solution. 
Sixty million plastic bottles a day are disposed of in America 
alone! Massive amounts of greenhouse gases are pro-
duced from manufacturing these bottles, and millions of 
gallons of fuel are wasted daily transporting fi ltered tap 
water across America and around the world. Good grief! 
Why? Buy and reuse glass bottles instead, and when you 
do buy water, make it “natural spring” or distilled water.
 ›  Filter your water at home. Home water filtration is the most 
logical, most economical, most convenient, and healthiest 
alternative to tap or bottled water. In the past, I’ve recom-
mended and used reverse-osmosis home water filters. Howev-
er, in the past few months of trial and research, I’ve found that 
ionized water is the best choice, far and above. Not only does 
this machine filter out 
harmful toxins, it changes 
the water into a powerful 
antioxidant.

There are several alkaline 
water machines on the 
market. I spent almost 
a year researching these 
machines and after intense 
scrutiny came to the con-
clusion that the best machine on the market is the Kangen Water 
SD501 machine. Yes, it costs more than others, but I’ve found 
that the cost is wort it. I own two of these machines—one for 
work, one for home. My children are growing up drinking pure, 
antioxidant-rich, alkaline water. Worth every penny I invested. 
You can learn more at www.enagic.com.

“It is impossible to get chemical-
free water from a plastic 

bottle or from the tap. A home 
water purifi er is the only sure 
solution for clean, healthy water.”

—Charles Strand, 
All About Water 
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OK, I know there are naysayers about alkaline water machines. 
I don’t have the time to give this topic the attention it deserves, 
so I will only say that I’ve seen incredible health breakthroughs 
from dozens of patients who’ve invested in this technology. One 
patient was able to stop all his arthritis meds and be free of pain 
for the fi rst time in years. Another, my toughest patient (who 
also happens to be my wife) eliminated her psoriasis on her 
hands from simply drinking this water on a daily basis. As I’ve 
said before, I’m willing to seek out, investigate, and use what-
ever is working. If it works, it works! 

Toxic “Foods”
We are a social experiment in the making. Never in the his-
tory of mankind have we been exposed to so many man-made 
chemicals. We have traded good, wholesome foods for grocery 
store convenience. I don’t deny the convenience of walking into 
a store and purchasing next week’s dinner, but to be oblivious to 
the damaging chemical preservatives in our foods is myopic. Try 
setting a fruit or vegetable on your back porch, and notice it will 
be consumed in a matter of days, if not hours. Do the  same with 
a lump of margarine, and it’s still there a week later—no sane 
animal would touch it! 

Tons of toxic industrial wastes, including heavy metals, are 
being mixed with liquid agricultural fertilizers and dispersed 
across America’s farmlands. 

Artifi cial dyes and preservatives are used in most of our pro-
cessed foods. They are even found in both prescription and 
nonprescription drugs. Asthmatics are often allergic to sulfi tes, 
for instance, but some asthma inhalant medications actually 
have sulfi tes in them as a preservative! Examples of dangerous 
additives are benzoates, yellow dye (tartrazine), nitrites, sor-
bic acid, and sulfi tes. Allergic symptoms associated with them 
include hives, angioedema (a disease involving swelling of the 
skin and mucous membranes), asthma, sinusitis, headache, 
anxiety,  depression, and chronic fatigue. The most notorious 
culprits are aspartame, monosodium glutamate, hydroxytolu-
ene, and butylated hydroxyanisole. 

Aspartame is found in most diet sodas and in other artifi cially 
sweetened food products. Commonly known as NutraSweet 
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or Equal, it is broken down by the body into methanol and 
formaldehyde. Toxic levels of methanol are linked to systemic 
lupus and now Alzheimer’s disease. Methanol toxicity also 
causes depression, brain fog, mood changes, insomnia, seizures, 
and similar symptoms associated with multiple sclerosis. As 
for formaldehyde, it is grouped into the same class of drugs as 
cyanide and arsenic. 

When the temperature of aspartame exceeds 86° F, the wood 
alcohol in the product is turned into formaldehyde and then 
into formic acid. Formic acid is the poison contained in the sting 
of a fi re ant. 

The amino acid aspartic acid makes up 40 percent of aspartame. 
Aspartic acid is an excitatory amino acid and often contributes 
in children to attention defi cit disorder. I always encourage my 
ADD patients to get off and stay off diet colas. There are over 
ninety-two documented symptoms from the use of aspartame. 

Monosodium glutamate is often added to soups, stews, and 
Chinese food. Benzoates, toluenes, and butylated hydroxyani-
sole can be found in pickles, jams, jellies, and some sodas and 
cakes. Sulfi tes are added to salad bars, beer, frozen french fries, 
dried fruit, shampoos, conditioners, and some cosmetics. Ni-
trites are used to preserve luncheon meats, hot dogs, and other 
ready-to-eat meats. 

Here’s what you can do:

 ›  Avoid foods containing artificial dyes and preservatives. If 
the ingredients list is hard to pronounce, it’s probably even 
harder on your body. 

 ›  Choose organic meats. Thankfully, they are becoming more 
and more available at grocery stores around the country.

 ›  Consume whole, live foods. Fruits, vegetables, and whole, 
unprocessed grains (unless you are  gluten sensitive) are the 
healthiest foods to eat. These foods are loaded with antioxi-
dant, cancer-fighting, and immune-boosting phytonutrients. 
They are easy on the digestive system and allow the body to 
generate more energy to fight diseases and build immunity. 
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Toxic Products
Toxic chemicals don’t have to enter through the mouth. Many of 
the products we use on a daily basis in the form of shampoos, 
conditioners, lotion soaps, deodorants, and cosmetics are con-
taminated with toxic chemicals, especially heavy metals. Many 
of these metals have been implicated in causing or contributing 
to such conditions as Alzheimer’s, ADD,  depression, headache, 
hypertension, kidney failure, hearing loss, FMS, CFS, and tin-
gling in the extremities. 

 ›  Aluminum toxicity has been linked to Alzheimer’s disease 
and mental dementia. Aluminum is found in some  antacids, 
baking flours, baking soda, processed cheeses, toothpastes, 
shampoos and conditioners, deodorants, prescription and 
nonprescription drugs, and aluminum cans, pots, and pans. 

 ›  Arsenic can cause central  depression, headache, high fevers, 
decreased red blood cells, fatigue, diarrhea, and even death. 
Municipal or well water may get contaminated with arsenic. 

I once treated a woman who had been diagnosed with multiple 
sclerosis, only to fi nd through hair analysis and other testing 
that she had actually been poisoned with arsenic. 

 ›  Cadmium levels, when elevated, are associated with hyper-
tension, kidney failure, loss of coordination, numbness or 
tingling in the hands or feet, and loss of hearing. Common 
environmental sources include tobacco smoke and oil-based 
paints. A zinc deficiency exacerbates the effects of cadmium 
toxicity. If you are a smoker, please, please quit this destructive 
habit immediately. Many of my patients have had success with 
subliminal tapes and/or hypnosis. 

 ›  Lead toxicity effects are numerous and include neurological 
disorders in children, chronic anemia, learning disturbances, 
and fatigue. Common sources of lead in the environment are 
lead-based paints, drinking water, industrial contaminants, 
airborne emissions, and occupations involving metalwork and 
printing. It is also found in some personal care products. Lead 
absorption is higher when calcium intake is deficient. 

 ›  Mercury toxicity can cause a wide variety of health prob-
lems: CFS, FMS, stunted growth, confusion and dementia, 
numbness in the extremities,  depression, muscle and joint 
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pain, allergies, chronic infections, and possibly brain damage. 
Mercury can suppress selenium absorption.  Selenium blocks 
mercury absorption by binding with competing sulfur enzyme 
centers. Mercury can turn normal bacteria pathogenic (disease 
causing) and block the function of the nerve cells in the brain 
and peripheral nervous system. Mercury can also trigger au-
toimmune responses. Detoxifying from mercury requires oral 
herbs, mineral supplements, and prescription oral or intrave-
nous medications. 

One source of chronic, low-level mercury exposure is the eating 
of predatory fi sh. Mercury enters the water as a natural process 
of off-gassing from the earth’s crust and as a result of industrial 
pollution. It is then routinely found in large predatory fi sh, such 
as swordfi sh, shark, salmon, and tuna. 

Most of the mercury in our patients comes from the fi llings in 
their teeth. Dental amalgams (silver fi llings) contain a highly ab-
sorbable form of mercury that vaporizes at room temperature. 
And while mercury is poorly absorbed if taken orally, its vapors 
are readily absorbed through the lungs and quickly pass the 
blood-brain barrier. Once inside a cell, mercury is usually there 
to stay, so it accumulates in the kidneys, neurological tissue 
(including the brain), and the liver. Evidence of high mercury 
exposure has also been found in the heart, thyroid, and pitu-
itary tissues of dentists. Animal research has shown that within 
twenty-four hours of having a silver fi lling placed, an animal 
has detectable levels of mercury in the spinal fl uid—in the brain 
within forty-eight hours. Patients with symptoms of mercury 
toxicity should have all dental amalgams removed by a dentist 
with knowledge of mercury poisoning. Some patients have 
had a worsening of their symptoms when their fi llings were 
removed without the proper measures to prevent increased 
mercury exposure. 

Other sources of mercury include the use of fossil fuels, fungi-
cides, and some paints, and the production of chlorine, paper, 
and pulp.

 ›  Nickel is not as toxic as many of the other metals. It’s associ-
ated with headache, diarrhea, blue gums and lips, lethargy, 
insomnia, rapid heart rate, and shortness of breath. It is found 
in some personal-care products. 
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 ›  Copper toxicity has been implicated in learning and mental 
disorders and may contribute to increased systolic blood pres-
sure. It is found in some personal-care products. 

Here’s what you can do:

 ›  Use stainless steel pots and pans. Also avoid aluminum- and 
lead-lined cans. 

 ›  Switch to natural toothpaste, hair products, and deodor-
ants. Visit your local health-food store or browse online; you 
should find a wide selection of natural body products. Read 
the labels. 

 ›  Never take  antacids that contain aluminum. Not only do 
they contain toxic aluminum, they block hydrochloric acid, 
preventing the body from synthesizing essential nutrients like 
vitamin B12. A deficiency of vitamin B12 can cause dementia, 
Alzheimer’s,  depression, and fatigue. Antacids also don’t 
allow you to absorb calcium. So if you are taking Tums as a 
source of calcium, you have been duped by their marketing 
department. 

 ›  Conduct a hair analysis. These inexpensive tests can be done 
at home and are an accurate first step in uncovering heavy-
metal overload. 

Toxic Bodies
The body does its best to dispose of toxins by neutralizing them 
or voiding them in the urine or feces. The lungs help through 
respiration, and the skin through sweat. But whether they come 
from heavy-metal poisoning, pesticides, artifi cial food addi-
tives, or metabolic activities, these chemical toxins are neutral-
ized at a price: the creation of more free radicals. 

Here’s what you can do:

 ›  Test your liver. I recommend getting tested, especially if you 
have chemical-sensitivity issues, through a lab that tests for 
toxic overload. Individuals plagued with unrelenting poor 
health are usually saturated with toxic, potentially poisonous 
chemicals.

 ›  Explore alternatives to long-term prescription drugs like 
nonsteroidal anti-inflammatories. Work with your doctor. 
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 ›  Severely reduce or eliminate alcohol, nicotine, allergic foods, 
and preservative-rich foods. 

 ›  Supplement with antioxidants to combat free radicals. In-
clude vitamins A, E, and C; the mineral selenium; and pycno-
genol. 

 ›  Enjoy foods from the Brassica family: broccoli, cabbage, and 
Brussels sprouts. They contain phytochemicals that stimulate 
phase I and phase II detoxification pathways. 

 ›  Supplement to increase glutathione. Glutathione is the most 
abundant and important liver-protecting antioxidant. (You read 
about it earlier in the chapter.) Although it is readily absorbed 
from fruits, vegetables, and meats, depletion may occur dur-
ing high or sustained exposure to toxins. Glutathione supple-
ments are not readily absorbable, so supplement with its 
building blocks instead: cysteine, methionine, and glycine. 

 ›  Supplement with silybum marianum (milk thistle). The si-
lymarin complex, particularly the silibinin component of milk 
thistle, protects the liver from free-radical damage. It prevents 
certain toxins from entering liver cells and stimulates regen-
eration of damaged liver cells.

Medical use of milk thistle can be traced back more than two 
thousand years. Over thirty years ago, intensive research on the 
liver-protecting properties of milk thistle began in Germany. 
Extensive research also may have led to the approval of a stan-
dardized milk thistle extract in Germany for the treatment of 
alcohol-induced liver disease and other diseases of the liver. 

Milk thistle extract protects liver cells, both directly and indi-
rectly. It is able to regenerate liver cells that have been injured, 
prevent fi brosis or fatty liver, bind to the outside of cells and 
block entrance of certain toxins, and even neutralize toxins that 
have already penetrated the liver. Milk thistle treatment can be 
effective even several hours after initial poisoning occurs, such 
as in the case of poisoning by death cap mushrooms. And there 
are no side effects. 

Silymarin may also prevent the damage caused by certain drugs 
such as acetaminophen, antidepressants, and antipsychotic, 
cholesterol-lowering, and anticonvulsive drugs. One study 
showed that increasing the antioxidants in patients receiving 
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psychotropic drugs reduced the production of potentially dam-
aging free radicals in the liver. 

Silymarin has been shown in animal studies to raise the glu-
tathione levels in liver cells by as much as 50 percent. It also 
increases the activity of another antioxidant known as supraox-
ide dismutase (SOD). 

Milk thistle may someday be the main treatment for hepatitis, a 
chronic viral infection of the liver that can lead to liver damage 
and, in some cases, liver failure. During a six-month treatment 
period in patients with chronic alcohol hepatitis, liver function 
test results normalized and liver enzymes improved over con-
trols using a placebo. 

The normal dose is 420 mg. in three divided doses (80 percent 
silymarin content) daily. 

 ›  Supplement with alpha lipoic acid (ALA). This powerful 
antioxidant compound helps recycle glutathione. It is both 
fat- and water-soluble, so it works in both mediums. Manufac-
tured by the body in small amounts, it also needs to be ob-
tained through the diet. It can help prevent and repair damage 
to liver cells and is being studied for its regenerative proper-
ties in neurological diseases, including Alzheimer’s, multiple 
sclerosis, Lou Gehrig’s disease, and Parkinson’s disease. To 
increase liver detoxification and boost cellular energy, take 
200–400 mg. of ALA daily. 

Special Protocol for Chemically Sensitive Patients
Chemically sensitive patients display evidence of sluggish 
detoxifi cation processes. They may have had elevated liver 
enzymes on past blood tests, hepatitis, or a fatty liver. They 
tend to have adverse—even opposite—reactions to prescription 
medications. Strong odors tend to give them problems: news-
print, gasoline, copy machine toner, tobacco, perfumes, etc. 
The longer they’ve had the illness the more sensitive they’ve 
become. You already know if this applies to you; you’ve tried in 
the past to take supplements or medications, but you just can’t 
tolerate them. This doesn’t include allergic or funny reactions 
to specifi c types of medicines. Those with chemical sensitivities 
will have adverse reactions to most all drugs and supplements. 
Most also can’t tolerate caffeine or alcohol.
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I don’t routinely use detoxifi cation supplements or procedures 
on my new patients, not until I’ve done specialized functional 
medicine tests. I want to know what I’m dealing with, because 
starting the wrong supplements or too many supplements can 
cause more problems. However, since the severely chemically 
sensitive ones (usually CFS patients) aren’t able to take any of 
the usual supplements (CFS/Fibro Formula,  5-HTP,  Adrenal 
Cortex, etc.), I’ll start them slowly on the following protocol. 

 ›  First, get as “cleaned up” as you can. Explore natural alterna-
tives to long-term use of prescription drugs like nonsteroidal 
anti-inflammatories ( Celebrex, Mobic, Aleve, etc.), benzodiaz-
epines (Xanax, Klonopin, Ativan, etc.), antidepressants, and 
statins (Crestor, Lipitor, Zocor, etc.). Severely reduce or elimi-
nate alcohol, nicotine, known allergic foods, and preservative-
rich foods. Try to eat live foods with no additives or preserva-
tives. Especially enjoy foods from the Brassica family: broccoli, 
cabbage, and Brussels sprouts, which contain phytochemicals 
that stimulate phase I and phase II detoxification pathways. 

 ›  Then, uncover and address any food allergies (ch. 18) and 
intestinal permeability (ch. 12). 

 ›  Take a digestive enzyme with each meal, which takes some 
of the burden off the liver. 

 ›  Before starting any other supplements, use milk thistle and 
alpha lipoic acid for one week. As discussed earlier in the 
chapter, milk thistle protects the liver from free-radical dam-
age, prevents certain toxins from entering liver cells, and stim-
ulates regeneration of damaged liver cells. Milk thistle also 
helps prevent the damage caused by certain drugs, such as 
acetaminophen, antidepressants, cholesterol-lowering drugs, 
and tranquilizing drugs. One study showed that increasing 
the antioxidants (including milk thistle) in patients receiving 
psychotropic drugs (Prozac, Celexa, Paxil, Klonopin, Ativan, 
Xanax, etc.) reduced the production of potentially damaging 
free radicals in the liver. 

 ›  One week later, start a hypoallergenic multivitamin and 
mineral powder formula. 

 ›  Two more weeks later, begin  5-HTP if needed according to 
the Brain Function Questionnaire in ch. 16 or if needed for 
sleep. Rather than the protocol outlined in ch. 10, start with 50 
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mg. of  5-HTP at lunch. After a few days, try 100 mg. at lunch 
and 50 mg. with dinner. Keep increasing (as long as you don’t 
have any problems) until you are taking 300 mg. in divided 
doses, with food, each day. 

Note
1. Tired or Toxic (Syracuse: Prestige, 1990).

Resources 
›  For analysis of drinking water, air fi lters, water fi lters, and other 

products, contact the American Environmental Health Foundation at 
800-428-2343 or www.aehf.com. 
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twenty
Parasites 

P arasites are living organisms that survive off of a host. 
And parasitic infections are often discovered as the pri-

mary cause of many chronic illnesses, including autoimmune 
diseases, allergies,  candidiasis, and other diseases that don’t 
correspond nicely with a textbook remedy.

Unlike some naturally oriented doctors, I don’t believe that 
every patient who walks through my door suffers from a yeast 
or parasitic infection. Although this simple, comprehensive phi-
losophy is tempting to embrace, it’s just not shown reliable. I’ve 
found that my much more complex Jump-Start Program usually 
reduces or completely vanishes the symptoms of FMS and CFS/
ME. But if your symptoms persist beyond that step, then para-
sites must be ruled out as a cause. 

Parasitic infections, once mainly associated with third-world 
countries, have become a common occurrence in the United 
States. Though the primary mode of transmitting parasites 
is fecal to oral contamination, water contamination is often 
the culprit. In fact, Milwaukee’s water supply was found to 
be contaminated with Cryptosporidium, a parasite that caused 
one hundred deaths and infected over four hundred thousand 
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people. Shockingly, most municipal water supplies are contami-
nated with parasites like Cryptosporidium. Each year, one million 
Americans become ill due to contaminated drinking water, and 
ten thousand of them die.

Now, parasites don’t have to be so deadly. In fact, 99 percent of 
those living in undeveloped countries are infected with para-
sites. Humans and parasites are able to coexist, as long as the hu-
man intestinal tract lining is intact, keeping the parasites where 
they can’t do damage. But a permeable intestinal lining allows 
parasites to penetrate into the body and cause allergic and 
infl ammatory reactions. Many people with FMS or CFS already 
have damaged intestinal linings and are susceptible to parasitic 
infection. 

World travel and increased immigration have contributed to a 
rise in parasitic infections within the United States. One 1991 
study of an immigrant population showed that 74 percent of 
them had parasites. In the United States, the most common 
parasites include Giardia lamblia, Blastocystis hominis, and Dient-
amoeba fragilis. 

G. lamblia is highly contagious and carried by most animals, 
including dogs and cats. Consequently, it has infested most of 
the groundwater in North America. Children in day care pro-
grams are especially vulnerable to Giardia and Dientamoeba. It is 
estimated that between 21 to 44 percent of children in day care 
are infected with one or both of these parasites. These parasites 
can then spread to the rest of the family. 

Other parasites include intestinal worms, such as roundworms, 
tapeworms, hookworms, and pinworms. Roundworms are 
most prevalent in the Appalachian Mountains. 

Recognizing and Testing for Parasites
Not all patients infected with intestinal parasites display gastro-
intestinal problems; they can have other symptoms that improve 
once their infection is treated. Everyone with a chronic illness, 
especially FMS/CFS, should be tested for intestinal parasites. 
Notice how many of the symptoms at the top of the next page—
characteristic of parasitic infection—are found in individuals 
with FMS/CFS:
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Most local laboratories can miss parasitic infections. For this 
reason, I recommend using a lab like Genova, which specializes 
in stool-testing procedures. They provide a discreet take-home 
stool-test kit, and patients send their samples directly to Geno-
va. There it is tested for parasites as well as bacterial and yeast 
overgrowth.

Treating Parasites with Prescriptions
 ›  Metronidazole (Flagyl) is usually used for Amoeba, Blastocystis 
and Giardia infections. Side effects may include nausea, head-
ache, dry mouth, metallic taste, occasional vomiting, vertigo, 
diarrhea, parathesia, and rash. Rare side effects include sei-
zures, encephalopathy, pseudomembranous colitis, peripheral 
neuropathy, and pancreatitis. 

 ›  Iodoquinol (Yodoxin) is also used for Amoeba and Dientamoeba 
parasites. Side effects may include rash, acne, nausea, diarrhea, 
and cramps. Rare side effects include optic atrophy, loss of vi-
sion and peripheral neuropathy after prolonged use (months). 

 ›  Paramomycin (Humantin) is used to treat Amoeba infections. 
Side effects may include GI disturbances and occasional audi-
tory nerve damage or renal damage. 

 ›  Quinacrine HCl (Atabrine) is mainly used for treating Giardia. 
Side effects include dizziness, headaches, vomiting, diarrhea, 
occasional toxic psychosis, psoriasis-like rash, and insomnia. 
Rare side effects include acute liver disease, convulsions, and 
severe exfoliative dermatitis. 

 › abdominal pain

 › anorexia 

 ›  autoimmune 
disease

 › chronic fatigue 

 › constipation 

 › fever 

 › bloating 

 › gas 

 › indigestion 

 › headaches 

 › nausea 

 › vomiting 

 › diarrhea 

 › colitis 

 ›  IBS

 › Crohn’s disease 

 ›  arthritis 

 › weight loss 

 › bloody stools 

 › rash 

 ›  skin and/or rectal 
itching 

 › low-back pain 

 › food allergies 

 ›  malabsorption 
syndrome 

 ›  intestinal 
permeability 

 ›  chemical 
intolerance 
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Treating with Natural Remedies
 ›  Citrus seed extract is used through the world to treat a variety 
of viral, bacterial, fungal, and parasitic infections. It is not ab-
sorbed by the body but works within the intestinal tract. It is 
quite safe and relatively nontoxic, even when used for months 
at a time. 

 ›  Artemisia Annua (Wormwood) is a Chinese herb that I find 
extremely effective in treating most parasitic infections. Arte-
misia can be toxic if used in large doses or for long periods of 
time. It works best when combined with other natural parasite 
supplements.

 ›  Allium sativum (Garlic) is a perennial plant used as food sea-
soning. It is also used around the world in treating such health 
conditions as cardiovascular disease, immune deficiencies, and 

Parasite Symptom Checklist: Consider being tested for parasites 
if you check “yes” to more than half of the statements below. 

_____ Have you ever traveled outside the United States? 

_____ Do you have foul-smelling stools? 

_____ Do you experience any stomach bloating, gas, or pain? 

_____ Any rectal itching? 

_____ What about unexpected weight loss? 

_____  What about food allergies that continue to get worse despite 
treatment? 

_____ Do you feel hungry all the time? 

_____ Have you been diagnosed with   irritable bowel syndrome? 

_____ What about infl ammatory bowel disease? 

_____ Do you have sore mouth and gums? 

_____  Do you experience chronic low-back pain that’s unrespon-
sive to treatment? 

_____ Do you have digestive disturbances? 

_____ Do you grind your teeth at night? 

_____ Are you frequently around animals, including any pets? 
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viral, bacterial, fungal, and parasite infections. Garlic is a potent 
remedy for most intestinal parasites, especially roundworms 
and hookworms. 

 ›  Berberine is the active ingredient in Goldenseal (Hydrastis 
canadensis), Oregon grape root (Mahonia aquifolium) and bar-
berry (Berberis vulgaris). It is effective against E. coli (sometimes 
called “traveler’s diarrhea”), shigellosis (dysentery caused by 
Shigella), food poisoning (from Salmonella paratyphi), Klebsi-
ella, giardiasis (from Giardia lamblia), and cholera (from Vibrio 
cholerae). 

In one study cited in The Textbook of Natural Medicine, forty chil-
dren, ages one through ten, who were infected with Giardia re-
ceived either the prescription drug metronidazole, berberine, or 
a placebo. After six days, those on berberine had reduced their 
symptoms by 48 percent. And their stool samples showed that 
68 percent were clear from Giardia. Those taking metronidazole 
also had stool samples that showed them to be completely free 
of infection. However, they enjoyed a modest 33-percent reduc-
tion in their symptoms. This study demonstrates that berberine 
is more effective in eliminating the symptoms of Giardia, and 
perhaps a larger dose of berberine administered over a longer 
period of time would result in identical stool-sample results. 

Avoiding Parasites
 ›  Always wash your hands after using the bathroom, handling 
animals, or working in the yard. 

 › Drink glass-bottled, home-filtered, or distilled water. 

 › Always wear shoes outside. 

 › Don’t allow your pets to lick your face. 

 › Deworm your pets as recommended by your veterinarian. 

 › Wash fruits and vegetables before eating them. 

 ›  Don’t eat raw fish or meat. Make sure all meats are thoroughly 
cooked. 

 ›  Don’t drink from lakes, streams, or rivers without first treating 
the water.
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Protocol for Parasitic Infection
 ›  Supplement with Lactobacillus acidophilus. It has proven 
effective in treating IBS, H. pylori, diarrhea, and colitis. It’s es-
pecially helpful in treating yeast overgrowth. For more infor-
mation on acidophilus, see ch. 12. 

 ›  Get plenty of fiber in your diet. Consistent daily bowel 
movements help keep your digestive system clean. Constipa-
tion, on the other hand, increases your chances for hemor-
rhoids and contributes to an unhealthy colon environment 
(see more about a poorly functioning colon in ch. 12). Dietary 
fiber can help this situation in a number of ways. Cellulose is 
a nondigestible carbohydrate that makes up the outer layer of 
fruits and vegetables. It is found in apples, carrots, pears, broc-
coli, green beans, grains, and Brazil nuts. Hemicellulose is a 
nondigestible complex carbohydrate that absorbs excess water. 
It is found in apples, beets, corn, bananas, and pears. Lignin 
is found in Brazil nuts, carrots, green beans, peas, tomatoes, 
peaches, strawberries, and potatoes. This form of fiber binds 
with bile acids, helping to lower cholesterol and prevent gall-
stone formation. Glucomannan is found in the tuber amor-
phophallis plant. It removes excess fat from the colon walls, 
and may help with weight loss. It is a bulk-forming laxative 
that helps curb the appetite. Psyllium is a good intestinal 
cleanser and stool softener. Another bulk-forming laxative, it 
can help with colitis and other intestinal conditions. There are 
many other sources of natural fiber. Used properly, fiber can 
help regulate bowel movements, lower cholesterol, detoxify 
the body of harmful chemicals, reduce varicose veins, lose ex-
cess water, regulate glucose- insulin levels, prevent gallstones 
and certain cancers, and help with weight loss. Some herbs can 
be used for intestinal cleansing as well, but I don’t recommend 
using cascara sagrada or Senna for extended periods, since 
both may cause a dependency.

•  Get tested. If you suspect you have intestinal permeability 
(as do most individuals with FMS or CFS/ME), yeast over-
growth, or a parasitic infection, get tested by a functional-
medicine doctor. 

•  Take your  digestive enzymes with each meal (see more 
about these in ch. 12). 
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twenty-one
The Body’s Urinary System 

Urinary-tract disorders are another “layer of the onion” 
that might need to be peeled away to make you better. 

Of my FMS patients, 25 percent have chronic UTIs or interstitial 
cystitis. 

The human urinary system produces, stores, and carries urine. 
The urinary system includes two kidneys, two ureters, the 
urinary bladder, two sphincter muscles, and the urethra. The 
kidneys are small, bean-shaped organs that rest on either side 
of the spinal column, just below the rib cage. They consist of 
about one million fi ltering units known as nephrons. Each unit 
consists of a glomerulus (a ball-shaped network of capillaries) 
and a network of tubules. Blood is fi ltered by the glomerulus, 
and the fi ltered matter then passes through the tubular system 
where water, electrolytes, and nutrients are reabsorbed. 

The kidneys play a crucial role in regulating electrolytes (such as 
sodium, potassium, and calcium) in the human blood. In addi-
tion, they clear urea, a nitrogenous waste product from the me-
tabolism of amino acids, as well as other unwanted by-products, 
from the blood. 
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The kidneys make urine when they fi lter the blood. The urine 
fl ows from the kidneys through a pair of thin tubes, called the 
ureters, to the bladder. There it is stored until a person urinates. 
During urination, muscles in the wall of the bladder contract, 
forcing urine out of the bladder and into a tube called the 
urethra. One end of the urethra is connected to the bladder; 
the other end is open to the outside of the body. In women, the 
opening is located just above the vagina. In men, it’s at the tip 
of the penis. When the bladder muscles tighten and the sphinc-
ter muscles relax, urine leaves the body by passing through the 
opening of the urethra. 

The bladder, which stores urine, swells into a round shape 
when it is full. A normal bladder can hold up to 16 oz. (500 ml.) 
of urine comfortably for two to fi ve hours. Humans produce an 
average of 1.5 liters (about 50 oz.) of urine each day. Increased 
fl uid intake generally increases urine production, while in-
creased perspiration and usage of diuretics or other medications 
may decrease urinary volume. 

Individuals with fi bromyalgia and CFS/ME often have prob-
lems with their urinary system. They may experience chronic 
urinary tract infections (UTIs), interstitial cystitis, incontinence 
(involuntary loss of urine), and urinary retention (inability to 
pass urine). 

Urinary Tract Infections
UTIs are more common in women who are sexually active, 
people with diabetes, and people with sickle-cell disease or 
anatomical malformations of the urinary tract. Also, women 
are more prone to UTIs than males, since a women’s urethra is 
much shorter and closer to the anus than a man’s. This is why 
proper hygiene is so important in females. UTI can be especially 
dangerous for infants and can cause permanent renal damage. 

Symptoms and signs include painful, hesitant, frequent urina-
tion and high temperature lasting for more than three days. 
Nausea and vomiting along with pain and temperature may 
indicate a more complicated UTI, in which a kidney is infected. 

Some urinary tract infections are asymptomatic. Others may 
have quite dramatic symptoms, including confusion and associ-
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ated falls, which are common for elderly patients with UTI who 
show up at the emergency room.

Diagnosis 
The diagnosis of UTI is confi rmed by a urine culture. A nega-
tive urine culture suggests the presence of other illness, such as 
chlamydia or gonorrhea.

Causes
Common organisms that cause UTIs include E. coli and S. 
saprophyticus. Less common organisms include P. mirabilis, K. 
pneumoniae, and Enterococcus spp. 

Over 90 percent of UTIs are caused by E. coli. This bacteria is 
normally found in everyone’s gut, and with the exception of 
a few rare dangerous forms, it is a healthy part of our normal 
bowel bacteria. The problem begins when E. coli escapes the 
bowel and enters the bladder. The bladder is able to remove 
most infections through the process of urination, but E. coli are 
quite resilient and able to use projections to help them stick to 
the bladder wall. 

Prevention
 ›   Drink 70 oz. of water a day. 

 ›  Avoid excess alcohol and caffeinated beverages. 

 ›  Don’t resist the urge to urinate; visit the bathroom as soon as 
you feel compelled. 

 ›  If you have frequent UTIs, avoid taking baths; take showers 
instead. 

 ›  Practice good hygiene by wiping from the front to the back to 
avoid contamination of the urinary tract. 

 ›  Sexually active women—and to a lesser extent, men—should 
urinate within 15 minutes after sexual intercourse to allow the 
flow of urine to expel the bacteria before specialized exten-
sions anchor the bacteria to the walls of the urethra. 

 ›  Clean the urethral meatus (the opening of the urethra) after 
intercourse. 

 ›  Clean genital areas prior to and after sexual intercourse. 
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Conventional Treatment
Most uncomplicated UTIs can be easily treated with oral antibi-
otics, such as trimethoprim, cephalosporins, Macrodantin, or a 
fl uoroquinolone (such as ciprofl oxacin or levofl oxacin).

Symptoms consistent with pyelonephritis, a serious kidney 
infection, may call for intravenous antibiotics. 

Patients with recurrent UTIs may need further investigation, 
such as ultrasound scans of the kidneys and bladder or intrave-
nous urography (X-rays of the urinary system following injec-
tion of contrast material). 

Often, long courses of low-dose antibiotics are prescribed to 
help prevent otherwise unexplained cases of recurring UTI. 

Natural Treatment
Taking antibiotics will usually kill the bacteria that is causing a 
bladder infection, but will also kill the healthy “good bacteria” 
in your body. Always combat this side effect of antibiotics by 
taking probiotics along with them, as many hours as possible 
apart from each other. 

Another option, which I prefer, is to try natural remedies before 
resorting to antibiotic therapy. If the symptoms don’t clear up 
within a couple days, you can always start antibiotic therapy 
then. Natural therapies can also be used while you’re waiting 
for your test results to confi rm a UTI. 

 ›  Cranberry juice can end a UTI. In addition to acidifying urine, 
cranberries contain substances that inhibit bacteria from at-
taching to the bladder lining and, as such, promote the flush-
ing out of bacteria with the urine stream. Dosage is one to two 
cups of pure cranberry juice (no sugar added) or two to four 
cranberry capsules (standardized to 11 to 12 percent quinic 
acid) a day for one to two weeks. This may well be all you 
need to eliminate a UTI. 

 ›  D-mannose is a naturally occurring sugar similar in structure 
to glucose but metabolized differently. (Because the body 
metabolizes only small amounts of D-mannose and excretes 
the rest in the urine, it doesn’t interfere with blood-sugar 
regulation, even in diabetics.) Though D-mannose doesn’t 
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kill bacteria, it prevents bacteria from attaching to the blad-
der wall. D-mannose is safe, even for long-term use, although 
most people will only need it for a few days. Those who have 
frequent recurrent bladder infections may choose to take it on 
a daily basis. I’ve found it to be the best option for stubborn, 
chronic UTIs. 

Interstitial Cystitis
Recurrent UTI symptoms may point to a problem known as 
interstitial cystitis. IC is a chronic infl ammatory condition of 
the bladder that causes frequent, urgent, and painful urination 
and pelvic discomfort. The lining of the bladder breaks down, 
allowing toxins to irritate the bladder wall, and the bladder 
becomes infl amed and tender and does not store urine well. The 
condition does not respond to antibiotics, since it is not associ-
ated with a bacterial infection like UTI is. Like UTI, IC is much 
more common among women than among men. Although the 
disease previously was believed to be a condition of meno-
pausal women, growing numbers of men and women are being 
diagnosed in their twenties and younger. Data released just this 
year suggests that up to 12 percent of women may have early 
symptoms of IC. 

Symptoms
The symptoms of IC are basically the symptoms of UTI, only 
more stubborn. IC is often misdiagnosed as UTI, until it refuses 
to respond to antibiotics. IC symptoms may also initially be at-
tributed to prostatitis or epididymitis (in men) and endometrio-
sis or uterine fi broids (in women). 

Causes
The cause of interstitial cystitis is unknown, though several the-
ories are being investigated, including autoimmune, neurologi-
cal, allergic, and genetic. Regardless of the disease’s origin, IC 
patients clearly struggle with a damaged bladder lining. When 
this protective coating is compromised, urinary chemicals can 
leak into surrounding tissues, causing pain, infl ammation, and 
urinary symptoms. 

Diagnosis
IC diagnosis has been greatly simplifi ed in recent years with 
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Certain foods 
can contribute 

to IC symptoms:

Drinks 
 › coffee 

 › tea 

 ›  soda (esp. diet) 

 › carbonated water 

 › chocolate milk 

 › soy milk 

 › most fruit juices 

 › beer 

 › wine 

Proteins 
 › bologna 

 › ham 

 › hot dogs 

 › most sausages 

 › smoked fish 

 › hazelnuts 

 › macadamia nuts 

 › peanuts 

 › pecans 

 › pistachios 

 ›  English and black 
walnuts 

 ›  many common 
cheeses 

 › soy cheese 

 ›  tofu 

Carbohydrates 
 ›  bread or cereal w/
preservatives 

 › soy flour 

 ›  sorbet 

Fruits and Veggies 
 › bananas 

 › apricots 

 › citrus fruit 

 › cantaloupe 

 › cherries 

 ›  dried fruit w/pre-
servatives 

 › peaches 

 › most plums 

 › most dried figs 

 › golden raisins 

 › grapes 

 › guava 

 › kiwi fruit 

 › most berries 

 › passion fruit 

 › papaya 

 › persimmon 

 › starfruit 

 › chili peppers 

 › pickles 

 › raw onions 

 › sauerkraut 

 › soybeans 

 › tomato 

 › tomato sauce 

 › tomato juice 

 › fava beans 

 › lima beans 

Other 
 › multivitamins 

 ›  MSG 

 › chocolate 

 › mayonnaise  

 ›  most salad 
dressings 

 › bouillion 

 ›  most packaged 
and canned soups 

 › ascorbic acid 

 › autolyzed yeast 

 › BHA and BHT 

 › benzoates 

 › caffeine 

 › cloves 

 › chili powder 

 › red pepper 

 ›  hot curry powder 

 › citric acid 

 ›  hydrolyzed 
protein 

 › meat tenderizers 

 › miso 

 › paprika 

 › soy sauce 

 › vinegar 

 ›  Worcestershire 
sauce 

 › metabisulfites 

 › sulfites 

 › cesulfame K 

 › aspartame 

 › mustard 

 › mincemeat 

 › saccharine 

 › sour cream 

 › yogurt 
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the development of two new methodologies. The “Pelvic Pain 
Urgency/Frequency (PUF) Patient Survey,” created by C. Low-
ell Parsons, is a short questionnaire that helps doctors identify 
if pelvic pain could be coming from the bladder. The KCL test, 
also called the potassium sensitivity test, uses a mild potassium 
solution to test the integrity of the bladder wall. Though the 
latter is not specifi c for IC, it has been determined helpful in 
predicting the usefulness of compounds designed to help repair 
the bladder lining. Previously, IC was diagnosed by visual ex-
amination of the bladder wall after stretching it. This test, how-
ever, can contribute to the development of small hemorrhages, 
making IC worse. Thus, a diagnosis of IC is made by excluding 
other illnesses and reviewing a patient’s clinical symptoms. 

Treatment of the Bladder Lining
Traditional medications work to repair and hopefully rebuild the 
wounded bladder lining, allowing for a reduction in symptoms. 
But FDA-approved therapies for IC have had recent setbacks 
in various research studies. Elmiron (pentosan polysulfate) is 
supposed to provide a protective coating in the bladder. But data 
released in late 2005 by Alza Pharmaceuticals suggests that 84 
percent of Elmiron is eliminated—intact—in the feces. Another 
6 percent is excreted in the urine. DMSO, a wood-pulp extract, 
can be instilled directly into the bladder via a catheter, yet it is 
much less frequently used in urology clinics. Research studies 
presented at recent conferences of the American Urological As-
sociation have demonstrated that at the FDA-approved dosage 
of a 50-percent solution of DMSO, irreversible muscle contrac-
tions and damage may occur. DMSO therapy has yielded mixed 
results, and long-term benefi ts appear fl eeting. 

Recently, the use of a new therapeutic instillation—imple-
mented like DMSO—has generated considerable excitement in 
the IC community. And rightly so. Published studies report a 
90-percent effectiveness in reducing symptoms. This treatment 
is called a “rescue instillation” and can be conducted with any 
number of “cocktails” to treat specifi c symptoms. 

Another bladder-coating treatment, Cystistat, is believed to 
replace the defi cient layer on the bladder wall. The primary 
component of Cystistat is sodium hyaluronate, a derivative of 
hyaluronic acid, which occurs naturally in the fl uids of the eye, 
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in the joints, and in the bladder-lining layer that is defi cient in 
many patients with interstitial cystitis. This layer is believed to 
provide the bladder wall with a protective coating. Cystistat, 
however, is still in the process of approval and not yet available 
to the public.

Treatment of the Pelvic Floor
Pelvic-fl oor dysfunction may also be a contributing factor to IC 
symptoms. Thus most major IC clinics now evaluate the pelvic 
fl oor and/or refer patients directly to a physical therapist for 
a prompt treatment of pelvic fl oor muscle tension or weakness. 
The tension is often described as a burning sensation, particu-
larly in the vagina. 

Muscle tension is the primary cause of pain and discomfort in 
IC patients who experience pain during intercourse. Tender 
trigger points (small, tight bundles of muscle) may also be 
found in the pelvic fl oor. 

Exercises such as Kegels can be helpful as they strengthen the 
muscles, but they can provoke pain and additional muscle ten-
sion. A specially trained physical therapist can provide direct, 
specifi c evaluation of the muscles, both externally and internally. 

Other Treatments
 ›  Bladder distention (a procedure done under general anesthe-
sia that stretches the bladder capacity) has shown some suc-
cess in reducing urinary frequency and giving pain relief to 
patients. Unfortunately, the relief achieved by bladder disten-
tions is only temporary (weeks or months) and consequently is 
not really viable as a long-term treatment for IC. It is generally 
used only in extreme cases. 

 ›  Pain control is important in the treatment of IC, as the pain 
of this condition has been rated equivalent to cancer pain. A 
variety of traditional pain medications, including opiates, can 
be used to treat the varying degrees of pain. Electronic pain-
killing options include TENS (a machine that sends electrical 
impulses to the skin through sticky pads) and PTNS (similar to 
a TENS treatment, except a needle is used). 

 ›  Alkalinizing the urine through diet seems to help reduce the 
burning pain and urinary urgency of IC in some patients. See 
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p. 382 for a list of common foods that seem to make IC worse. I 
know that the list can be intimidating, but I encourage my cys-
titis patients to conduct a modified  elimination diet for two to 
three weeks, avoiding all the foods above. Then they challenge 
one of these foods at a time. If you do this, be sure to keep a 
food diary to keep up with what you learn about your body.  
For more information about IC and your diet, visit www.ic-
network.com/patientlinks.html.

 ›  Prelief by AkPharma, Inc. is calcium glycerophosphate, a food-
grade mineral classified as a dietary supplement. It’s a natural 
treatment for IC and also a good source of calcium. In a ret-
rospective study conducted by AkPharma, over 200 patients 
consumed acidic foods and beverages with and without Pre-
lief. Seventy percent of the patients had a reduction in IC pain 
and discomfort with the use of Prelief when consuming acidic 
foods. Sixty-one percent of them reported a reduction in uri-
nary urgency after using Prelief. For more information or to 
order Prelief, visit www.prelief.com or call 800-994-4711. 

 ›  Bioflavonoids are naturally occurring substances that act as 
mast-cell inhibitors (similar to an antihistamine), antioxidants, 
and anti-inflammatories. Since IC is associated with an in-
creased number and activation of mast cells and inflammation 
in some patients, it has been suggested that bioflavonoids—
quercetin in particular—have potential in the treatment of IC. 

 ›  Cysta-Q, distributed by Farr Labs, is a quercetin-based di-
etary supplement that was specifically developed to target 
the symptoms of IC. Cysta-Q also contains bromelain, papain, 
nonacidic cranberry powder, nonacidic black cohosh, skull 
cap, wood betony, passionflower, and valerian in order to 
enhance the effectiveness of the quercetin. The quercetin used 
in Cysta-Q is derived from grape skin, onion skin, grapefruit 
rind, and green algae. Initial studies have shown promise, but 
additional research is needed to assess the long-term benefits 
of this natural formula. To find out more about Cysta-Q, visit 
www.CystaQ.com or call 877-284-3976. 

 ›  Polysaccharides are long chains of sugar molecules. These 
naturally occurring substances may work by replacing the 
defective lining in the bladder, and they are thought to have a 
protective effect on the bladder. Elmiron is a synthetic polysac-
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charide. Examples of natural polysaccharides include glucos-
amine, chondroitin, marshmallow root, spirulina, and aloe 
vera. Desert Harvest, Inc., manufactures a special IC-specific 
formula of aloe vera available in capsule form. It contains 
freeze-dried, whole-leaf aloe vera with no additives or fillers. 
Desert Harvest designed a double-blind, placebo-controlled 
study in which patients ingested three capsules twice a day 
with 8 oz. of liquid for three months. Of the eight patients 
who completed the study, seven received relief from at least 
some of their symptoms. Of those seven, four experienced 
significant relief from all or most of their symptoms. Only one 
patient had no response after completing all six months of the 
study. For more information about Desert Harvest aloe vera 
products, visit www.desertharvest.com or call 800-222-3901. 

 ›  Algonot-Plus combines polysaccharides (glucosamine and 
chondroitin) with quercetin and also adds an organic, unre-
fined olive seed oil from the island of Crete, which increases 
absorption and adds its own antioxidants. 

No formal research on this combined type of treatment for IC 
has yet been published, but several studies indicate that these 
supplements may be helpful, on their own, in the treatment of 
IC. Glucosamine and chondroitin have previously been given to 
many IC patients in an open-label study with very good results 
when taken for a few months. 

T. C. Theoharides, MD, and Grannum Sant, MD, have been 
involved in IC research and patient care for over ten years. Their 
recent studies are encouraging for the benefi ts of combined ther-
apies, such as Algonot-Plus. For more information on Algonot-
Plus, visit www.algonot.com, or call 800-254-6668. 
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twenty-two
Replenishing Low 
Sex-Hormone Levels 

The overwhelming majority of fi bromyalgia and CFS pa-
tients who walk through my offi ce door are women. This is 

an intriguing trend. I’d like to chalk it up to my winning per-
sonality and rugged good looks, but then I suppose they’d have 
to start fi ling this book in the fi ction section! Let’s examine some 
more realistic explanations. 

Many researchers, in fact, are grappling with this very question: 
why are so many more women than men getting diagnosed 
with FMS/CFS? Well, men and women are hardwired a little 
differently. When depressed, men tend to be low in  dopamine 
and  norepinephrine, while depressed women are usually low in 
  serotonin. (Now this isn’t based on hard data mind you, just ten 
years of treating mood disorders.) 

Hormones are another obvious place to look for clues. Women 
are certainly more vulnerable to the ebb and fl ow of the sex hor-
mones estrogen, progesterone, and testosterone. A large portion 
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of my fi bromyalgia patients have had a hysterectomy or have 
been on birth control pills for a number of years, which makes 
me suspect a link between sex hormones and fi bromyalgia. 

How a Woman Works
OK, let me apologize ahead of time for any insults to your intel-
ligence that might surface in this chapter. You women out there 
probably know your own bodies better than any doctor, but al-
low me to lay a foundation for our discussion of gender-specifi c 
hormones by defi ning a few terms. 

Why isn’t this chapter 
earlier in the book if sex 

hormones play such a large role in 
a woman’s body? 

Yes, A dysfunctional HPA-axis 
can cause estrogen, testoster-
one, and progesterone levels to 
become imbalanced, causing 
the  same symptoms associated 
with fi bromyalgia and CFS. 

But just like yeast overgrowth 
and allergies, this condition 
shouldn’t be the starting point of 
care, since treating it may initi-
ate additional symptoms and 
may not yield lasting benefi ts. 

Think of it this way: If your ca-
noe crashes into the rocks along 
the side of the river and begins 
to lose cargo through a hole, 
you could let the hole remain 
and wait until you are down-
stream and pick up the cargo 
where it has gathered. Or, you 
could patch up the hole in your 
canoe and solve the problem 
right away. Both solutions will 
eventually recover all the cargo. 

However, waiting until you 
are downstream to solve the 
problem opens up the possibil-
ity of hours and hours of labor 
that may yield little results. 
You’ll be paddling a canoe with 
a hole in it, and you’ll be leak-
ing cargo all the way down-
stream—cargo that will be 
soggy and compromised once 
you fi nally recover it.

In the same way, it is always 
best to treat as far upstream 
as possible, correcting the hole 
in the canoe (the HPA-axis, 
adrenal fatigue, lack of restor-
ative sleep) instead of chasing 
the cargo of symptoms like low 
sex-hormone levels, allergies, 
and other seemingly disparate 
complaints. 

Though sometimes complaints 
must be addressed right away 
to relieve unbearable symp-
toms, it always makes sense 
to treat upstream. As you start 
to restore optimal HPA-axis 
balance and the body’s ho-
meostatic mechanisms, many 
symptoms simply disappear.
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 ›  The uterus is a muscular organ that holds a baby for nine 
months. Located in the pelvic cavity, it is made up of three 
distinct layers: the outer peritoneum, the middle myometrium, 
and the inner endometrium. The endometrium thickens each 
month in preparation for the implantation of a fertilized egg. 

 ›  The fallopian tubes are located at the top of the uterus, one on 
the left and one on the right. They are the site of fertilization 
and act as a passageway for a mature egg until it is deposited 
to the uterus for implantation. 

 ›  The two ovaries, positioned just outside the uterus, are the 
sites of egg production. They contain sack-like follicles, which 
hold immature eggs. Each month (or so), one egg (or rarely, 
more than one) is released for maturation. The ovaries also 
produce estrogen and progesterone. 

Hormones 
Remember that hormones are compounds that act like keys to 
unlock cellular doors to facilitate chemical reactions. The shape 
of the key (hormone) determines which doors (cells) open. 

You’re familiar, no doubt, with the sex hormone estrogen. What 
you may not know is that there are actually three main forms of 
 estrogen: estrone (E1), estradiol (E2), and estriol (E3). This is an 
important distinction, as we’ll see later in this chapter. Estradiol 
encourages the thickening of the endometrium every month. 

Of the three estrogens, estradiol (E2) is predominant. Produced 
by the ovaries prior to menopause, it’s also the most biologi-
cally active of the three. After menopause, the main estrogen in 
the body is estrone (E1). Before menopause, it is made by body 
fat, adrenal glands, the liver, and the ovaries. Estrone is also 
produced from converted estradiol. Estriol (E3) is the weakest 
estrogen and is produced by the placenta during pregnancy. 
Estriol is not normally measurable in nonpregnant women. 

 Estrogen has many tasks: 

 › It increases the production of and life of   serotonin, 

 › helps regulate body temperature, 

 › helps regulate sleep-wake cycles (circadian rhythms), 

 › increases pain tolerance, 
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 ›  inhibits monamine oxidase (MAO) enzymes, which are re-
sponsible for breaking down   serotonin,  norepinephrine, and 
 dopamine (MAO inhibitors were some of the first antidepres-
sant drugs; St. John’s Wort is considered an  MAOI), 

 › increases mental clarity and memory, 

 › helps reduce body fat, 

 › and slows bone loss. 

 Progesterone is produced by the corpus luteum, which was 
formed from the follicle by which the mature egg was released. 
 Progesterone is responsible for making the endometrium lining 
more receptive to implantation of a fertilized egg. It also pre-
vents further growth from the follicles. 

  Progesterone also has its tasks: 

 › It acts as a sedative, 

 ›  may act like the benzodiazepines (prescription tranquilizers) 
Xanax and Ativan, without the side effects, 

 ›  decreases the conversion of testosterone to its active form, 

 › decreases the release of  norepinephrine and  dopamine, 

 › reduces the production of growth hormone, 

 › may stimulate carbohydrate cravings, 

 › helps promote deep sleep, 

 › increases  insulin levels, 

 › may increase body fat, 

 › and helps build bone.

Gonadotrophin releasing hormone (GnRH) is produced by 
the  hypothalamus. GnRH controls the production and levels of 
estrogen in your body. When estrogen levels begin to decline (at 
the end of your cycle), this hormone kicks in until high levels of 
progesterone turn it off. 

Follicle stimulating hormone (FSH) and luteinizing hormone 
(LH) are produced by the pituitary gland in response to the 
 hypothalamus’s production of GnRH. FSH stimulates the fol-
licles—causing the egg to be produced—and raises estradiol 
levels. LH works with the follicles to produce testosterone. 



Replenishing Low Sex-Hormone Levels   393

Testosterone is made in the ovaries and testicles. It promotes 
sex drive and is converted in the ovary from  DHEA. It also 
helps build bone and promotes healthy muscle tone. Low levels 
are associated with  depression, fatigue, thin hair or hair loss, 
and dry, thin skin. 

Remember when I explained that sex hormones are controlled 
by the HPA-axis? That means that a disruption in the HPA-axis 
may adversely affect the sex hormones. The question is, Could a 
disruption of the HPA-axis and the sex hormones they control cause 
some of the symptoms of fi bromyalgia? Absolutely! Read on. 

The Menstrual Cycle
 ›  Beginning: A women’s menstrual cycle can last twenty-five 
to thirty-five days, with an average length of twenty-eight 
days. The first day of the cycle (and the end of the previous 
cycle) begins with the first day of bleeding, which is really 
the shedding of the uterine lining that occurs because there is 
no fertilized egg to nourish. As the lining is shed, the body is 
preparing for the next cycle.  Progesterone and estrogen are at 
their lowest levels. 

 ›  Follicular Phase (until ovulation): From day one until ovula-
tion, estradiol and—to a lesser extent—estrone rise with the 
growth of several follicles, which are being stimulated by FSH. 
 Estrogen levels reach a certain point, and all but one of the 
follicles shrink and then die off. The remaining follicle then 
becomes the egg to be released at ovulation.

 Progesterone levels remain very low. Rising estradiol levels 
stimulate the pituitary to release LH, and ovulation occurs when 
estradiol reaches its peak—typically at day fourteen of the cycle. 
LH then signals the follicle to be released as an egg, and estra-
diol levels drop. It has been theorized that migraine headaches 
are triggered by this sharp drop in estradiol. The drop may also 
contribute to mood disorders, poor sleep, and increased pain. 

 ›  Luteal/Secretory Phase (after ovulation): During this phase, 
the egg is developing into the corpus luteum. The corpus 
luteum produces progesterone, which prepares a woman for 
sustaining pregnancy.  Progesterone levels typically reach their 
peak in the third week around day twenty-one or twenty-two 
of the menstrual cycle. 
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If the egg becomes fertilized, progesterone levels stay high. If 
not, the corpus luteum begins to die off, and progesterone levels 
rapidly drop. This drop in progesterone triggers uterine bleed-
ing and possibly anxiety and sleep disorders.  Estrogen is also 
low at this time, which can lead to headaches, mood disorders, 
increased pain, and disturbed sleep. 

Hormone-Replacement Therapy
More and more, we are beginning to understand the effects that 
low levels of certain hormones can have on a woman’s body. 
It may very well be that there is a causal relationship between 
low hormone levels and the symptoms of FMS and CFS. More 
research on this is needed. 

Still, doctors have known for a while that low hormone levels 
can lead to a host of problems for women. Thus the advent of 
hormone replacement therapy (HRT). It seemed like a great 
idea, but the disturbing truth about HRT was brought to light 
in 2002, when the Women’s Health Initiative (WHI), a study 
of PremPro (a mix of Premarin and Provera), was halted three 
years early due to a clear increase in serious risks. The study, 
which analyzed sixteen thousand women aged fi fty through 
seventy-nine, found that after using PremPro for only fi ve 
years, participants showed a 29 percent increased risk of breast 
cancer, a 26 percent increased risk of heart disease, and a 41 
percent increased risk of stroke. 

Here’s a simple summary of your average estradiol and progester-
one levels for any given cycle:

Hormone  Cycle Day  Average Level 

Estradiol  1–3    85 pg./ml. 
  4–13    200 pg./ml. 
  14    425 pg./ml. (peak) 
  15–28    225 pg./ml. 
 Progesterone  1–14    .6 ng./ml. 
  15–19    15 ng./ml. 
  20–22    17.5 ng./ml. (peak) 
  23–28    15 ng./ml. 
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If we project these numbers to include all women currently 
taking PremPro, the number of sufferers is quite scary. And this 
doesn’t count the millions on other forms of synthetic HRT. The 
study caused a bit of a scare, and millions of women abandoned 
their synthetic HRT. But after the dust settled, many in the med-
ical profession began to recommend synthetic HRT once again. 
Funny how we have such a short-term memory sometimes. 

Many women are happy to take these synthetic hormones, in 
spite of the risks. On the one hand, this seems incredible, even 
absurd. But on the other hand, it just shows how extreme is the 
discomfort for a woman when her hormones are out of balance. 

If you’re considering HRT, please consider the following infor-
mation about synthetic hormones: 

Premarin and Other Synthetic Estrogens 
This synthetically manufactured compound contains small 
amounts of estradiol and estrone. It is over 90 percent horse 
hormones, derived from the urine of pregnant mares. Never 
mind the inhumane conditions these horses are exposed to; 
horse hormones are for horses, not humans! Equine (horse) 
estrogens have several components that attach more strongly to 
the estradiol receptor than does human estradiol, so some of the 
equine hormones stay in the body far longer than human estro-
gens—up to three months longer. The liver has to work rather 
hard to break down estrogens and even harder to break down 
these equine estrogens. This may be one reason there have been 
so many problems with mainstream synthetic HRT. 

Provera and Other Synthetic Progestins 
Synthetic progestins are associated with a variety of side effects 
including birth defects, blood clots, stroke, breast tenderness, 
 depression, nausea, insomnia, breakthrough bleeding, fatigue, 
hair loss, and more. But before you begin to feel like treatment 
of your low hormone levels is hopeless, read on about a better, 
more reasonable treatment. 

Bioidentical  Hormone Replacement Therapy 
 ›  Bioidentical  Estrogen: Bioidentical (pronounced BY-oh-identi-
cal) hormones are generally made from the oils of plants such 
as soy or Mexican yam. They are specifically made (usually 



396   Replenishing Low Sex-Hormone Levels 

by a compounding pharmacy) to mirror the body’s own sex 
hormones. BHRT therapy may offer the benefits of hormone 
replacement without the many potential side effects of syn-
thetic HRT. Biestrogen contains estriol with estradiol, and 
Triestrogen contains all three estrogens. They do require a 
prescription. 

 ›  Bioidentical  Progesterone:  Progesterone USP is a form of 
progesterone made from chemicals found in wild yams and 
soybeans. Along with this specially compounded prescription, 
there are dozens of over-the-counter progesterone creams, 
including Pro-Gest and Restored Balance. 

Unfortunately, there has not been enough research conducted on 
the safety of BHRT. However, the dangers of synthetic HRT are 
real and indisputable. And many doctors and pharmacists who 
recommend BHRT are convinced that plant oil–compounded 
hormones, in combinations typical of the body’s own natural 
ratios, offer a safe and effective way to combat the symptoms 
of hormonal imbalances. Visit www.johnleemd.com for more 
information about BHRT. 

Plant-Based and Herbal Remedies
 ›  Phytoestrogens are plant-based compounds that mimic the 
effects of natural estrogen. There are four families of phytoes-
trogens: isoflavones, stibenes, lignans, and coumestans. Soy is 
an isoflavone compound. 

A number of studies have shown that phytoestestrogens are 
somewhat effective at maintaining healthy bone-mineral levels 
in postmenopausal women. Other studies show that phytoes-
trogens reduce LDL (bad) cholesterol and raise HDL (good) 
cholesterol, and improve mental clarity, attention, memory, and 
concentration. Many of my patients have found that phytoes-
trogens, especially soy-based products, reduce their hot fl ashes, 
night sweats, and other symptoms of perimenopause and 
menopause. Dose is typically 60–90 mg. a day.

 ›  Black Cohosh is a native North American perennial plant. The 
American College of Obstetricians and Gynecologists reports 
that at least a dozen studies involving this herb have shown 
beneficial effects for postmenopausal women suffering from 
sleep disorders, hot flashes, and mood disorders. 
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 ›  Chasteberry has been used successfully to treat PMS and 
menopausal symptoms including breast tenderness and mood 
disorders. 

 ›  DIM Plus by Nature’s Way contains diindolylmethane, a phy-
tonutrient found in broccoli and Brussels sprouts. It supports 

So how do I know which hor-
mone I need to replace?

If you’re wondering where to 
start in your replacement of 
low hormones, consider this: 
 Estrogen and progesterone each 
have their pros and cons. And 
some hormone experts have 
taken up one hormone’s cause 
over the other. This is certainly 
true in the case of two highly 
respected hormone experts: 
Dr. John Lee and Dr. Elizabeth 
Vliet. 

Dr. Lee is a vocal advocate for 
using natural progesterone 
replacement therapy. The idea 
that progesterone is more im-
portant than estrogen is counter 
to the message that a genera-
tion of women have heard. Dr. 
Lee believes that most of the 
unwanted symptoms of peri-
menopause and menopause—
including weight gain, mood 
swings, fatigue, poor sleep, 
and water retention—are due 
to low progesterone. Dr. Vliet, 
however, recommends estrogen 
replacement. She believes es-
trogen boosts mood, improves 
sleep, and increases mental and 
physical energy. Both doctors 
have published popular books 
on their fi ndings. 

No matter…we can all agree 
that a balance of these hor-
mones is essential for optimal 
health. I’ve had patients who’ve 
found their sleep improved by 
replacing natural progester-
one alone. Others report that 
estrogen replacement reduced 
their  depression and improved 
their pain. Generally though, 
I’ve found that where HRT (or 
BHRT) is concerned, balancing 
the hormones is the key. 

Standard blood tests can offer 
a base-line reading of your 
hormone levels. However, tak-
ing one sample one day out of 
a twenty-eight-day cycle has 
its limits. Even in menopause, 
one-sample tests may be mis-
leading. I prefer my patients 
to use twenty-eight-day urine 
and saliva samples instead. 
Unfortunately, some labs don’t 
accept all insurance, and the 
tests can cost as much as four 
hundred dollars. Yet if a pa-
tient is still struggling after her 
jump-start plan and the other 
protocols in this book, this test 
can turn out to be a fantastic 
resource. Ask your doctor for 
a referral to Genova Labs, or 
contact my offi ce. 
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the activity of enzymes that improve estrogen metabolism. 
This product has been helpful for some of my menopausal 
patients.

Resources 
›  At-home hormone-level testing is available by referral from your 
doctor to Genova Labs or by contacting my offi ce.

For Further Reading and Research
 ›  S.E. File et al., “Eating soy improves human memory,” Psychpharm 157(4) 
(2001): 430–6. 
 ›  L. Francisco, “Bio-identical hormone therapy: fact or fairy tale?” Nurse Pract 
28(7pt1) (2003): 39–44. 
 ›  M. Halaska et al., “Treatment of cyclical mastalgia with solution contain-
ing Vilex agnus-castus extract: results of a placebo-controlled double-blind 
study,” Breast 8(4) (1999): 175–81. 
 ›  A.F.M. Kardinaal et al., “Phytoestrogen excretion and rate of bone loss in 
postmenopausal women,” Eur J Clin Nutr 52(11) (1998): 850–5. 
 ›  E.G. Loch et al., “Treatment of premenstrual syndrome with phytopharma-
ceutical formulation containing Vitex agnus-castus,” J Womens Health Gend 
Based Med 9(3) (2000): 315–20. 
 ›  “Use of botanicals for management of menopausal symptoms,” Clinical 
Management Guidelines for Obstetricians-Gynecologists, ACOG Committee 
on Practice Bulletins, Obstet Gynecol 97(6, suppl.) (2001) :1–11. 
 ›  K.E. Wangen et al., “Soy isofl avones improve plasma lipids in normocholes-
terolemic and mildly hypercholesterolemic postmenopausal women,” Am J 
Clin Nutr 73(2) (2001): 225–31.
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twenty-three
Yeast Overgrowth 
Syndrome

An overgrowth in the gastrointestinal tract of the usu-
ally benign Candida albicans is becoming recognized 

as a complex medical syndrome called chronic  candidiasis or 
yeast overgrowth syndrome. Although it has been clinically 
defi ned for some time, it was not until recently that the public 
and many physicians realized the magnitude of the problem. As 
many as one-third of the Western world’s population may be 
affected by candidiasis. And unfortunately, there is no shortcut 
to getting yeast under control. 

What is  Candidiasis? 
Candida albicans is a yeast that can be found living in the intesti-
nal tracts of most individuals. Yeasts cohabitate there in a symbi-
otic relationship with over four hundred healthy bacteria. These 
bacteria help with digestion and absorption of certain nutrients, 
and they keep the yeasts in check. When these good bacteria die 
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or are suppressed, the yeasts are allowed to grow to unhealthy 
levels, causing  candidiasis. 

Signs and Symptoms
Candidiasis commonly infects the ears, nose, and urinary and 
intestinal tracts. Typical symptoms are constipation, diarrhea, 
irritable bowel, abdominal pain, bloating, gas, indigestion, rash, 
bladder spasms and infection, and ear and sinus infections. 

Yeast overgrowth is similar to allergies in that there is a plethora 
of symptoms. This can lead to skepticism in many doctors; the 
symptoms are tough to defi ne. It’s not uncommon for yeast 
overgrowth to cause or contribute to such complex conditions 
as  depression, asthma, fatigue, mental confusion, weakened im-
munity, allergies, chemical sensitivities, hyperactivity, chronic 
ear and sinus infections, and adrenal fatigue. 

Like most opportunistic infections, Candida and other yeasts 
may increase during times of stress. This overgrowth leaks 
toxins into the bloodstream or other tissues, allowing antigens 
(foreign invaders) to set up residence in various bodily tissues. 
Antigens then trigger complex allergic reactions. (This might 
explain why most individuals with chronic yeast overgrowth 
develop food, inhalant, and environmental allergies). Allergic 
reactions can manifest in a variety of symptoms: fatigue, brain 
fog,  depression, joint and muscle pain, digestive disorders, 
headache, rash, and breathing problems. Infl ammation of the 
nose, throat, ears, bladder, and intestinal tract can lead to infec-
tions of the sinus, respiratory, ear, bladder, and intestinal mem-
branes. In an attempt to arrest these infections, your physician 
might prescribe a broad-spectrum antibiotic. Such antibiotics 
promote yeast overgrowth and often contribute additional 
symptoms. 

Causes 
The most common cause of  candidiasis is medication over-
use, especially of antibiotics but also of birth-control pills and 
corticosteroids. These can suppress the immune system and the 
good intestinal bacteria. When used appropriately, antibiotics 
and corticosteroids save lives, but if you are taking these medi-
cations, check with your doctor about possible alternatives. 
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A minor increase in intestinal yeast is usually not a problem, 
leading possibly to infection of the mouth (thrush) or vaginal 
lining (vaginitis or “yeast infection”). The body’s immune de-
fenses are usually strong enough to keep the yeast from taking 
over the intestinal tract.

However, if yeast overgrowth is left unchallenged, more sin-
ister symptoms appear. Yeasts can change into an invasive 
mycellial fungus with rhizoids (tentacle-like projections) that 
penetrate the lining of the intestinal tract. These projections can 
cause intestinal permeability and leak toxins across the cellular 
membranes. Penetration by these rhizoids and the resulting 
intestinal permeability cause a disruption in the absorption of 
nutrients and fi nally nutritional defi ciencies. Defi cient nutrients 
lead to reduced immunity and further weakening of the body’s 
defense systems. This can lead to fatigue, allergies, decreased 
immunity, chemical sensitivities,  depression, poor memory, and 
digestive complaints. 

Your resistance to yeast overgrowth may be compromised by 
allergic reactions, more antibiotics, stress, fatigue, and poor 
nutrition. This sets the stage for environmental sensitivities. As 
the liver and adrenal glands become chronically overwhelmed, 
tolerance to the fumes of certain environmental chemicals is 
reduced: gasoline, diesel, other petrochemicals, formaldehyde, 
perfumes, cleaning fl uids, insecticides, tobacco, pesticides, 
household cleaners, etc. 

Treatment 
The relationship of Candida albicans to many common health 
disorders was fi rst described by a Birmingham, Alabama, phy-
sician, C. Orian Truss, MD. Dr. Truss is the author of The Missing 
Diagnosis, which reveals how a yeast-free, low-sugar diet, along 
with antifungal medications, helped many of his chronically ill 
patients get well. His book is defi nitely recommended reading. 

Proper treatment of yeast overgrowth requires a comprehensive, 
multidimensional approach. Used alone, prescription drugs or 
natural antiyeast supplements rarely produce signifi cant long-
term results. 



402   Yeast Overgrowth Syndrome 

Protocol for Yeast Overgrowth
I don’t treat yeast overgrowth until a patient has had time to 
implement the Jump-Start Program described in ch. 13. I want 
to make sure she is consistently going into deep sleep each 
night. And before I start killing off yeast and creating die-off 
reactions, I want her nutritional defi ciencies shored up. She 
should be reporting more energy and enjoying more resilience 
to daily stress. For that reason, it is usually several weeks be-
fore I attempt to treat yeast overgrowth, and then only if she is 
displaying symptoms of the illness. 

Treating yeast overgrowth requires a comprehensive, multidi-
mensional approach. Used alone, prescription drugs like Ny-
statin, Nizoral, and Difl ucan—or even natural antiyeast supple-
ments—rarely produce signifi cant long-term results. 

1. Test for the Problem
I test almost all of my patients for overgrowth of yeast, bacte-
ria, and parasites. I use test kits that are shipped to the patient. 
Remember the importance of a healthy GI system—it is our fi rst 
line of defense and plays a vital role in optimizing our immune 
system. The state of your intestinal environment affects your 
ability to actively convert thyroid hormone T4 into the active 
hormone T3. A compromised GI system increases the risk of 
leaky gut, allergies, and chronic pain. Remember we aren’t 
treating symptoms, but causes. Treating FMS or CFS/ME—or 
really any disease—piecemeal is futile.

The kit is simple, home-based, and discreet. Alternatively, you 
can take the Yeast Symptoms Profi le in Appendix A to help you 
decide if you are suffering from  candidiasis. If you suspect that 
you are, and especially if a stool test reveals a yeast overgrowth, 
follow the guidelines below: Control yeast through diet, treat 
any intestinal permeability, improve digestion, replace good 
bacteria, consider prescription medications, supplement with 
natural remedies, and give your liver extra support.

2. Control Yeast through Diet
Begin the  Candida diet, which eliminates yeast-nourishing 
foods. Although a number of dietary factors appear to promote 
the overgrowth of Candida, try eliminating all the following 
foods for three months: 
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 ›  Sugar is the chief nutrient for Candida albicans, so restricted 
sugar intake is absolutely necessary to effectively treat chronic 
candidiasis. Avoid refined sugar, honey, maple syrup, fruit 
juice, milk, white potatoes, corn, processed or bleached (white) 
flour, bakery goods, muffins, cereals, and anything containing 
sugar. Ice cream, cake, cookies, and other sweets should be 
avoided for at least three months. 

 ›  Fruits should also be avoided, along with fruit juice (except 
any fruit juice taken with  5-HTP). After the initial two weeks, 
try introducing apples and pears to see if you have any reac-
tions. (Reactions might include fatigue,  depression, aches and 
pain, rectal itching, itching of the ears or nose, and digestive 

What can I eat on the 
Candida Diet?

 ›  All vegetables are allowed, 
including fresh tomatoes and 
onions. 

 ›  Meats and proteins allowed 
include beef, chicken, clams, 
crab, eggs, ham, lobster, 
salmon, shrimp, tuna, turkey, 
veal, and all game (birds and 
animals). Limit nuts and seeds 
to limited amounts of walnuts, 
cashews, almonds, and sun-
flower and pumpkin seeds. 

 ›  Cold-pressed nonhydroge-
nated oils are encouraged. 
Take one tablespoon of virgin 
olive oil each day on your sal-
ads or vegetables. Add a little 
lemon juice if you desire. 

 ›  Butter is fine; no margarine. 

 ›  Old-fashioned oatmeal is 
okay, but limit it to one serv-
ing daily. 

 ›  Alternate sweeteners will no 
doubt help you to cope with 

the lack of sugar in this diet. 
If you must use an artificial 
sweetener, try  Splenda. But 
better yet, use natural, plant-
based sweeteners like Stevia 
or FOS.

After two weeks, reintroduce 
apples and pears to your 
diet and watch for any reac-
tions, such as fatigue;  depres-
sion; aches and pain; itching 
of the ears, rectum, or nose; 
and digestive disturbances. If 
there are no symptoms from 
reintroducing apples and 
pears, try challenging ber-
ries: strawberries, blueberries, 
blackberries, and raspberries. If 
you don’t have any reactions, 
then continue to enjoy berries, 
apples, and pears in moderate 
amounts. After at least three 
months, gradually reintroduce 
other forbidden foods. Go easy! 
Remember how hard it is to 
get rid of yeast overgrowth, 
and don’t sabotage your efforts 
with yeast-feeding foods.
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disturbances.) If not, then try berries: strawberries, blueberries, 
blackberries, and raspberries. Avoid all other fruits. 

 ›  Alcoholic beverages should be avoided, as should malted 
milk or other malted products. 

 ›  Mold- and yeast-containing foods are best avoided for two to 
three months. These include peanuts, dried fruits (including 
prunes, raisins, and dates), vinegar, pickled vegetables, sau-
erkraut, relishes, green olives, vinegar-containing salad dress-
ings, catsup, mayonnaise, and pickles. 

 ›  Milk should be avoided for at least three months, since it is a 
simple carbohydrate. 

 ›  Dairy products other than milk present increased yeast prob-
lems for some people. Still every person is different, and some 
are able to be more liberal with their diet. Try these other dairy 
products, and see if you have any problems. 

 ›  Most vitamin and mineral supplements purchased at a 
drugstore are contaminated with yeast. Look for yeast-free 
products, though even some of these vitamins contain yeast, 
because the B vitamins contained in them were derived from 
yeast-fermenting processes.

3. Treat Any Intestinal Permeability
A leaky gut left uncorrected will sabotage your attempts to 
eliminate yeast overgrowth once and for all. You can even fol-
low your Candida Diet at the  same time as your Elimination Diet 
from ch. 12. I’ve found that healing intestinal permeability is often 
the crucial step in ridding a person of persistent yeast infections. This 
is why I check for leaky gut in all my patients.

4. Improve Digestion
This is an important step in treating  candidiasis. Since yeast 
can’t live in an acidic environment, a healthy level of stomach 
acid helps deter its growth. And patients on acid-blocking 
drugs increase their risk for developing yeast overgrowth. So 
follow the instructions in ch. 12 for building up healthy levels of 
gastric HCl and/or pancreatic enzymes. 

5. Replace Good Bacteria 
Bacteria such as Lactobacillus acidophilus, L. bulgaricus, L. catnafor-
me, L. fermentum, and Bifi dobacterium bifi dum normally inhabit 
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vaginal and gastrointestinal tracts; help digest, absorb, and 
produce certain nutrients; and keep potentially harmful bacte-
ria and yeast in check. Use probiotics to replace these bacteria 
when taking antibiotics, but not at exactly the  same time of day.

L. acidophilus has proven to be effective in treating   irritable 
bowel syndrome, H. pylori, diarrhea, and colitis. And it’s espe-
cially helpful in treating yeast overgrowth. 

Yogurt contains certain strains of good bacteria, but it isn’t stan-
dardized for a particular amount. Also, most yogurts are made 
from L. bulgaricus or Streptococcus thermophilus.

Both are friendly bacteria, but neither will help colonize the 
colon. So it’s best to use live organisms that are shipped on ice 
and then kept refrigerated until purchase. Live L. acidophilus 
and B. bifi dum powders or capsules are preferred. 

Supplement with probiotics for three months: fi ve to ten 
billion organisms daily. Or take up to twenty billion if taking 
antibiotics. Some extremely resistant yeast infections may need 
continuous probiotic replacement therapy. 

6. Consider Prescription Medications
Take a prescription medication as indicated by the results of 
your stool test and prescribed by your physician. Typically used 
are Nizoral, Nystatin, and Difl ucan. Nystatin is the safest of 
the three, as it doesn’t penetrate the intestinal lining, but yeast 
overgrowth that’s escaped the lining will need to be treated 
with something else. These medications are typically used from 
three to six weeks, though Nystatin can be used for longer 
periods. Since prescription antifungal medications are taxing to 
the liver’s detoxifi cation system, supplement them with milk 
thistle and/or alpha lipoic acid (ALA) in order to protect your 
liver. Side effects of these drugs are potentially serious, but so 
is chronic yeast overgrowth. Consider your benefi ts and risks; 
some individuals are so infected with yeast that treating with 
anything other than prescription medications is futile. 

7. Supplement with Natural Remedies
You can use natural remedies either by themselves or in combi-
nation with prescription medications. Most of our patients start 
with prescription medications for about three weeks and then 
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switch to herbal antifungal supplements for one to two months. 
However, I’ve had lots of success just using herbals and diet to 
treat yeast overgrowth.

 ›  Caprylic acid is a naturally occurring fatty acid and a potent 
antifungal medicine. It should be taken as an enteric-coated, 
timed-release capsule. Dosage is 500–1,000 mg. three times 
daily with food.

 ›  Berberine or Barberry (Berberis vulgaris) has a wide range of 
antimicrobial properties. It is a proven herbal medicine used 
successfully to treat fungal, bacterial, and parasitic infections. 
Dosage of standardized extract (4:1) is 250–500 mg. three times 
daily with food. 

 ›  Garlic has been used for medicinal purposes for centuries. It 
is an effective treatment for the overgrowth of Candida albicans 
and other yeasts. It has shown to be more potent than Nystatin 
for Candida albicans. Dosage of standardized garlic (1.3 percent 
alliin) is 600–900 mg. two to three times daily with food. 

 ›  Goldenseal (Hydrastis canadensis) is another plant that con-
tains berberine plant. Dosage of standardized extract (4:1) is 
250–500 mg. three times daily on an empty stomach.

 ›  Oleic Acid, the major component of virgin olive oil, hinders 
conversion of Candida to its more harmful, invasive form. 

 ›  Citrus seed extract is a broad-spectrum antimicrobial used 
to successfully treat yeast and bacterial parasites. Dosage is 
100–200 mg. twice daily after meals. 

 ›  Tanalbit is used to treat intestinal parasites and yeast over-
growth. It should be taken in capsule form. Dosage is one 
capsule three times daily with food. 

 ›  Fructo-oligosaccharide (FOS) is a short-chain polysaccharide 
that has been used in Japan for dozens of years. It isn’t digested 
by humans but does stimulate the growth of good bacteria 
within the intestinal tract. It also helps with liver detoxification, 
lowers cholesterol, and eliminates various toxins. Dosage for 
powder is 2,000–3,000 mg. daily. 
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8. Give Your Liver Extra Support
Supplement with milk thistle or lipoic acid when treating yeast 
overgrowth with antifungals, especially prescription medica-
tions.

After You’ve Healed
Once fungus overgrowth has subsided and the yeast have re-
turned to a normal level (at least three to four months), medica-
tions and supplements can be gradually decreased over six to 
eight weeks, and the patient can gradually add previously for-
bidden foods to her diet. Be vigilant in monitoring your sugar 
and simple carbohydrate intake. 

For Further Reading and Research
 ›  Abbasi KM, Amin AH, and Subbaiah TV. “Beberine sulfate: antimicrobial 
activity, bioassay, and mode of action.” Can J Microbiol 1969:15:1067–76. 
 ›  Boreo M, Pera A, Andirilli A et al. “Candida overgrowth in gastric juice of 
peptic ulcer subjects on short- and long-term treatment with H-2 receptor 
antagonists.” Digestion 1983:28:158–163. 
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Sometimes, you have to get 
worse before you can get 

better. When a lot of Candida 
organisms are killed off dur-
ing initial treatment, a sudden 
release of toxic substances can 
result in an immune response 
and intensifi ed symptoms. The 
body becomes extremely acid-
ic. This is called the Herxhei-
mer reaction. Some doctors call 
it a die-off reaction; others call 
it a healing crisis. It normally 
lasts no longer than a week and 
is frequently confused as an al-
lergic or adverse reaction to the 
antifungal treatment. Symp-
toms can be minimized by 

taking Alka-Seltzer Gold—or 
2 T baking soda in 8 oz. of wa-
ter—as a buffering agent two to 
three times daily as needed. 

If the reaction is severe, you 
might need to reduce your 
antifungal medications—or 
take them every other day—for 
several days. I usually recom-
mend that patients halve the 
dosage for a week and then 
return to the original dose. 
Patients should also stick it 
out, continuing their antifungal 
medications for a minimum of 
three months. If treatment is 
discontinued too early, symp-
toms will gradually return.
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twenty-four
Weight Loss for Life
Eat Real Food to Be Healthy

You are what you eat. A trite but oh-so-true statement. The 
foods we choose to eat on a daily basis become the building 

blocks for our cells and organs. Day after day, year after year, 
our cells, our bodies become what we eat. 

Nutritient-rich foods create healthy cells, organs, and bodies. 
Nutrient-depleted foods (junk food) create toxin-loaded, sick 
cells and organs and disease-prone bodies. Changing your 
diet—like exercise for your body (ch. 25), spiritual TLC (ch. 27), 
and mental-emotional fi tness (ch. 28)—is crucial for long-term 
health success.

However, while having a healthy diet is important, it yields 
little in the way of symptom relief in the short term. This is why, 
though I do recommend a healthy diet, I don’t spend a lot of 
time discussing this in the beginning of care. Patients want to 
feel better in weeks, not months. Patients under my care focus 
on changing their diet only after we’ve isolated where their 
biochemical problems are and addressed them with the right 
customized nutritional supplements. My patients typically 
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lose fi ve to fi fteen pounds in the fi rst month on my Weight Loss 
for Life program. Then they typically lose a half-pound a day 
until they reach their true metabolic set point. The weight loss 
can be dramatic, but it is done in a healthy way and only after 
the patient has begun to lay the 
foundation for getting healthy 
and staying healthy.

Trying to change your diet too 
soon or too drastically is stress-
ful, and you don’t need any 
more stress. Once you build 
up your stress-coing chemicals 
and stress-coping glands, then 
you’re ready to change your 
diet, even lose weight.

My simple advice is to eat “real 
foods” or whole foods: organic 
meats, fruits, vegetables, nuts, 
beans, legumes, and modest 
amounts of dairy. Shop on the 
outside aisles of grocery stores, 
avoiding the prepackaged foods 
in the center aisles. 

A good rule of thumb is to eat 
foods that are or were recently 
alive and still look at least 
vaguely like that living thing. Think animals, bushes, garden 
plants, and trees. This obviously eliminates all processed and 
junk foods.

I believe the Paleo Diet, while hard to follow, is the healthiest 
diet on a daily basis. The Paleo Diet is based on the nutritional 
practices of our ancestors. While food technology has changed, 
genetically we are no different than our ancestors were 333 gen-
erations ago. Our genes were shaped by a hunter-gatherer-type 
diet eons ago. DNA research shows that our basic physiology 
hasn’t changed much in the last 40,000 years. Our genetic blue-
print was designed for certain foods, foods when eaten result in 
a healthy, lean frame poised for optimal health.

A number of my patients 
have found that 

their metabolism is shot; it is 
so low that they gain weight 
even when they smell food! 
I’ve already written how 
increased weight contributes 
to pain and infl ammation. 
Excess weight also places 
more demands on your 
heart and cardiovascular 
system and can lead to 
high blood pressure and, 
of course, meds to treat it. 
Being overweight will lower 
your immune system, in-
crease your toxic load, store 
toxins in your fat cells, and 
reduce your energy. That’s 
why losing excess weight is 
an important part of getting 
healthy.
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The agricultural revolution didn’t occur until until 10,000 years 
ago. Until that time everyone on Earth ate a diet of lean meats, 
fresh fruits, and vegetables.

The Paleo Diet, the diet our ancestors ate long ago, contains no 
dairy, legumes, wheat, rice, cereals, refi ned sugar, or processed 
foods. It is 19 to 35 percent protein, 22 to 40 percent carbohy-
drate, and 28 to 47 percent fat.

The typical U.S. diet, on the other hand, is 15 to 16 percent pro-
tein, 49 to 50 percent carbohydrate, and 34 percent fat (and not 
normally the healthiest fat).

I recommend you pick up a copy of Loren Cordain’s book, The 
Paleo Diet. Give it a read and see what you think.

Getting that Weight Off for Good

Identifying Causes
Some of my overweight patients gained weight from the medi-
cations they were taking. Others, because they weren’t properly 
diagnosed with low thyroid or were taking the wrong thyroid 
medication. Once I fi nd the cause of their low metabolism and 
get them on the right thyroid supplement, many of them lose 
fi ve to fi fteen pounds in a matter of weeks. Some gained weight 
from lack of sleep; studies show you need six to eight hours 
of restorative sleep nightly in order to lose weight. Also, low-
  serotonin states can create sugar cravings, so in an effort to self-
medicate, you may have eaten an excess of starches and sweets. 

Others, by bankrupting their stress-coping savings account, are 
now suffering from hypothyroid. All are suffering from a slug-
gish metabolism and can’t seem to lose weight no matter how 
many diets they try. I have patients tell me that they hardly eat 
anything and still gain weight. Many are unknowingly sabotag-
ing their body’s ability to lose weight by skipping meals or go-
ing on starvation diets, which slow their metabolism even more. 

Weight Loss Must Follow Improved Health
While I know you’ll feel better after losing unwanted weight, 
prematurely starting a weight-loss program can be disastrous. 
You should fi rst and foremost build up your stress-coping sav-
ings account through the Jump-Start Program. If this book has 
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a theme, that’s it! By increasing your stress-coping chemicals, 
including   serotonin, you’ll sleep better, reduce nervous eat-
ing, and stop the sugar cravings. Some form of weight loss will 
certainly result!

So until you start sleeping through the night, repairing your 
adrenal glands, and supplementing with a good optimal-daily-
allowance vitamin and mineral formula, it’s just too stressful for 
you to attempt any of the diets in this book. So, before starting 
any of the diets in this chapter, make sure you’re well on your 
way to feeling better—mentally, emotionally, and physically. 

It’s no science that there are numerous weight-loss programs to 
choose from. I’ve tried a number of them myself, with varying 
results. I’ve found that fad diets, where a person loses weight 
quickly, are always doomed to failure for FMS and CFS/ME pa-
tients. They invariably gain the weight back, because the diet is 
too hard to maintain. Therefore I recommend for you a weight-
loss program based on a healthy diet and increased exercise. 
Then it’s only a matter of time before your weight will start to 
come off. 

Popular Diets
 ›  A low-fat or low-protein diet is a recipe for disaster! I strong-
ly discourage these diets. They don’t allow for enough protein 
or fat, both of which the body needs to run optimally. A defi-
ciency in fat and/or protein leads to a deficiency in essential 
hormones, amino acids, essential fatty acids, and enzymes. 
And in today’s high-stress environment, adequate amounts 
of amino acids and the neurotransmitters they produce are 
crucial for optimal health. Likewise, fat is needed for proper 
metabolism, synthesizing hormones, and supplying the EFAs 
omega-3 and omega-6. So don’t avoid eating fat. In fact, eating 
fat can help you to lose weight (read on). 

We’ve already examined the importance of proteins and the 
amino acids that compose them. Without these amino acids, 
our bodies just can’t work properly. And low-fat diets usually 
results in protein defi ciency. But proteins are the key build-
ing blocks of all life-forms. They make up over one-half of the 
body’s dry weight and are second only to water in abundance 
within the body. Muscles, skin, hair, brain, blood vessels, con-
nective tissue, and nails are all made from protein. It’s the main 
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structural component of our cells and of the enzymes respon-
sible for all bodily functions. 

Antibodies, which fi ght off bacterial and viral infections, are 
made up of proteins. So are many of our hormones, including 
 insulin. Protein and fat actually buffer the effects of  insulin and 
allows the body to use glucose at a slower rate. So increasing 
protein and healthy fat consumption (within the allotted per-
centages) will actually aid in weight loss. 

What’s more, fat stimulates the hormone that signals your brain 
that you are full. This is why you 
can only eat so much fat at a time. 
Think about it: You can probably 
eat a whole bag of fat-free chips at 
one sitting. However, try eating a 
stick of butter (OK, imagine that it 
tastes good). You wouldn’t get too 
far before you felt quite full. 

Fats have become a nasty four-
letter word, something to be avoided at all costs. Low-fat or 
no-fat foods are now common staples for many Americans. You 
know what I’m talking about. They dominate the grocery store 
shelves. But you can hardly call some of them foods—Fat-free 
potato chips are really nothing but a processed simple carbohy-
drate. Many people think these fat-free products can be eaten 
with impunity, so it is not unusual for a child or adult to con-
sume 1,000 fat-free calories in a single sitting. But a calorie is a 
calorie, and too many make you overweight. 

That said, I don’t believe in counting calories. And if you eat 
properly, you won’t need to. 

 ›  Low-calorie diets—without using a prescription hCG or 
the special formula I use (SHAPE ReClaimed weight-loss 
drops)—are insane! Starving the body on a low-calorie diet 
doesn’t work; just ask Oprah. 

A low-calorie diet reduces the body’s metabolism and its ability 
to burn fat. Some of these diets promise you’ll lose ten pounds 
a week. But realistically you can only lose a pound or two of fat 
per week; anything else is just water or muscle loss.And starva-
tion diets are extremely hard on the body. Some of these dieters 

Processed foods are also 
devoid of fi ber, and 

low fi ber intake is directly 
related to high cholesterol, 
digestive problems, and 
colon cancer.
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start to lose their hair and muscle tone, and their skin starts to 
sag. Starving the body is a sure way to cause a host of unwant-
ed health problems. So if you like being sick, be sure to not eat 
enough food.

 ›  Low-carb diets can be useful. Written by cardiologist Robert 
Atkins and published in 1972, Dr. Atkins’ New Diet Revolution 
has had a profound affect on the way Americans eat. For over 
forty years now, Dr. Atkins’s legions of fans have been advo-
cating a low-carbohydrate approach for improved health and 
weight loss. And this controversial diet has finally gained a 
foothold in mainstream medicine. Studies have shown posi-
tive—sometimes dramatic—results. One study compared 
low-fat dieters with low-carb dieters. Over a six-month period, 
individuals on the two diets lost twenty pounds and thirty-
one pounds, respectively. Low-fat dieters had a 22-percent 
reduction in their triglycerides (blood fat levels), while those 
on the Atkins Diet decreased their levels by a whopping 49 
percent. The diet is based on consuming 10 percent of calories 
as carbohydrates, 60 percent as fat, and 30 percent as protein. 

Many people had unsuccessfully tried countless other diets and 
fi nally lost weight on this one. For them, a low-carb diet has 
been a godsend. There are others who have tried this diet and 
either don’t lose weight or—more commonly—can’t stay on 
the diet for a long enough period of time. The diet is very limit-
ing and usually only those with a strong will can stay on it long 
enough to lose weight and keep it off. However, many diabetics, 
especially type-1s, who must rely on the uncertainties of injected 
insulin for every carb gram they eat, have found tremendous 
relief from blood-sugar spikes through a low-carb lifestyle.

But for most of us, I don’t recommend this diet long-term and 
don’t agree with many of the toxic food choices Dr. Atkins 
endorsed. People—especially those with FMS or CFS/ME—
shouldn’t live off of fried pork skins, hunks of processed cheese, 
and excessive amounts of hormone-fed livestock! The diet is 
very limiting, at least at fi rst. In Dr. Atkins’s defense, he does 
allows most vegetables, but many people don’t cook at home 
and fi nd a very limited variety of vegetables to choose from 
when they are eating out. Many of the healthier sides available 
at restaurants are starchy and high in carbs, such as corn and 
many types of beans.
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If you do decide to “go low-carb,” remember that people need 
to eat live foods! We are only now learning of the far-reaching 
health benefi ts of plant-based fl avonoids. And there is a big 
difference in the nutrition received from processed, preservative-
rich, simple carbohydrates and that received from natural com-
plex carbohydrates. Not all carbs are equal.

For these reasons, I advocate for those not on injected insulin 
a diet that allows for up to 40 percent of calories from complex 
carbohydrates. Don’t count calories or carbohydrate grams; 
instead, avoid the foods we now know sabotage any chance of 
losing weight: simple sugars and empty white-bread carbs! 

All about Carbs
Carbohydrates are basically sugar molecules—sometimes ar-
ranged in long chains or pairs. They’re found in fruits, vegeta-
bles, grains, and animal products, and they are divided into two 
groups: simple and complex. 

 ›  Simple carbohydrates have either one or two connected sugar 
molecules. Examples include fructose (found in fruits), galac-
tose (in dairy products), maltose (in grains), glucose (in corn 
syrup), sucrose (table sugar), and lactose (in milk). All of these 
act similarly in the body—they are digested quickly and dra-
matically affect blood-glucose levels. 

The consumption of simple carbs, processed away from the 
whole foods in which they are naturally found, is extremely dif-
fi cult on your pancreas. These processed foods are the number 
one source of “hidden” simple carbs; they are no different than 
mainlining pure sugar. 

Can eating too much sugar 
cause type-2 diabetes?

Not exactly. But increased 
 insulin levels, decreased  insulin 
receptors, and cells stuffed full 
of fat prevent sugar from reach-
ing its intended destination, the 
cells. Instead, the sugar remains 
in the bloodstream where it can 

cause damage to the arterial 
walls and lead to high blood 
pressure, arteriosclerosis, high 
blood-lipid levels, heart disease, 
and   type-2 diabetes. Type-1 
diabetes, by the way, is a differ-
ent illness where the pancreas 
actually makes no  insulin at all. 
Its development is autoimmune 
and not related to weight or 
sugar consumption.
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For instance, fructose is found naturally in an apple, but it’s 
accompanied there by fi ber, which slows down the absorption 
of the fructose in your body. When an apple is processed into 
apple juice, the fi ber is removed, and your body has no buffer 
between your pancreas and the straight sugar coming down the 
pipe! Similarly, a sweet potato is loaded with sucrose but also 
fi ber and other fantastic nutrients. But when this sucrose is pro-
cessed out of its source and pasted onto Fruit Loops, it becomes 
a poison to your body. It’s not as if God gave us food that we 
couldn’t eat—we’re just supposed to mostly eat it like we fi nd it. 

 ›  Complex carbohydrates, sometimes called starches, are made 
up of long chains of three or more sugars. Complex carbohy-
drates can be found in most vegetables, unprocessed grains, 
and legumes.

Complex carbs are loaded with 
nutrients! They contain essential 
vitamins, minerals, and phyto-
chemicals that help us combat 
and prevent disease. Caulifl ower 
and broccoli contain powerful 
antioxidants. Eggplant contains 
substances used as a topical 
treatment for skin cancer. Figs 

contain antitumor chemicals, and cranberries are used to treat 
urinary tract infections (see more about that in ch. 21). Red 
grapes contain potent antioxidants and also have antibacterial 
and antiviral properties. Most nuts—including almonds, Brazil 
nuts, and walnuts—are high in nutrients and help lower high 
cholesterol. Onions and garlic have strong antibacterial, antivi-
ral, and anticancer chemicals and also help boost the immune 
system. Soybeans contain anticancer chemicals and are loaded 
with natural estrogen, making them effective in the treatment 
of benign prostate growth, PMS, and menopause. These are just 
a few examples of the natural live foods essential for our good 
health. 

In addition, complex carbohydrates take a considerable amount 
of time to be broken down and utilized by the body. This pre-
vents the unwanted highs and lows associated with simple sugar 
consumption. 

“After 26 years in 
medicine, if I had 

to choose the number one 
food that has caused the 
most  depression, it would 
be sugar.”

—Sherry Rogers, MD
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Brain Fuel
All carbohydrates provide glucose, the sugar that feeds the 
brain. If the brain doesn’t get suffi cient glucose, it will do 
whatever it can to keep from “starving” by pulling glucose 
out of muscle and then fat tissue. This explains why people on 
extended low-calorie or high-protein diets will actually lose 
muscle mass. 

     Hypoglycemia, by defi nition, is basically a glucose defi ciency. 
It triggers fatigue, irritability, anxiety,  depression, and mental 
lethargy. 

Keeping the body fueled with adequate glucose is a challenge, 
since the liver, which stores broken-down glucose, can only 
accommodate the equivalent of two cups of pasta. New stores 
must be built up every fi ve hours. However, excessive carbohy-
drate intake is unhealthy, too, since unused carbs—especially 
simple carbs—are stored as fat. 

 Insulin’s Connection to Weight Gain
“If I don’t eat fat, I won’t gain weight” is one of the biggest mis-
conceptions about dieting. Eating simple carbohydrates or too 
many carbohydrates will cause most people to gain weight!

That’s because simple carbs or lots of carbs cause our blood-
sugar (glucose) levels to rise, since all carbs are turned into 
glucose. The body must counter this rapid rise in blood glucose 
by having the pancreas release extra  insulin.2 This  insulin then 
shunts the excess carbohydrate into the cells, where it is stored 
as fat.

The role of  insulin dates back to a time when man’s very sur-
vival depended on bodily reserves of fat. Early man couldn’t 
walk into the local grocery store and purchase that night’s 
dinner. Often, man himself was being hunted. So fat was used 
as fuel when wild game was in short supply and man was not 
yet agriculturally inclined. These hunters and gatherers would 
go days—sometimes weeks—without eating. During these lean 
times, glucose stored in fat tissue served as bodily fuel. 

But in today’s fast-food, eat-until-you-fl op world,  insulin’s 
effi ciency leads to unwanted weight gain, and simple carbohy-
drates are the worst offenders. Not only do these sugars turn 
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into fat, they also contribute to arteriosclerosis,  depression, and 
malnutrition.

 Insulin Resistance 
Insulin’s primary function is to regulate the blood-sugar levels. 
It stimulates the liver to release glycogen and make room for 
incoming sugar. It allows sugar to be transported into the cells 
where they provide energy, and it stores excess glucose as fat. 
The relationship between glucose, glucagon, and  insulin is a 
self-regulating system that serves us well until our metabolism 
starts to slow down. 

Years of eating excess carbohydrates, especially simple ones, 
plus the effects of metabolic aging begin to take their toll in our 
mid-thirties and forties. If we’ve used up our glucose storage 
space (we’re overweight), our cells won’t allow any more sugar 
in. The body attempts to remedy the sugar-storage problem by 
reducing the cells’  insulin receptors. Unfortunately, this sends 
a message to the pancreas to release even more  insulin, which 
results in functional hyperinsulinemia. 

In functional hyperinsulinemia, there is more  insulin produced 
than is required. Along with sugar-fi lled cells, a high-carb diet 
can contribute to its development. When a high concentration 
of sugar rapidly enters the bloodstream, the pancreas over-
reacts, protecting against the very dangerous hyperglycemia 
(high blood sugar). 

For example, you eat a candy bar. The sugar in the candy bar 
enters the small intestine and is rapidly broken down. Sugar is 
dumped into the bloodstream, and  insulin is oversecreted in 
response to a large wave of sugar being released so fast. The ex-
cess  insulin consequently lowers the blood sugar within a short 
period of time to a hypoglycemic (low) state. The individual 
then naturally desires more sugar, and the cycle is repeated. 
This is why a typical low-fat–high-carb diet causes yo-yo-ing 
blood sugar levels that go sky-high and then plunge. This pat-
tern can cause many of the  same symptoms experienced by 
those with FMS or CFS/ME: fatigue,  depression, irritability, 
weight gain, decreased immunity, anxiety, poor concentration, 
and insomnia. 
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Losing Weight the Healthy Way
I already discussed this protocol in ch. 15, so forgive me for 
repeating myself a bit here.

This is my Weight Loss for Life 
program. It’s safe, effec-

tive, and anti-infl ammatory. 
My patients lose half a pound 
to a pound a day while on this 
protocol. That’s the “weight 
loss” part. And they reset their 

metabolism so that the weight 
they lose stays off. That’s the 
“for life” part! It involves just 
one additional supplement to 
the Fibromyalgia/CFS Jump-
Start Package, as well as dietary 
changes based on a better un-
derstanding of your body.

The majority of my overweight patients who work with me will, 
after building up their stress coping chemicals, start my Weight 
Loss for Life program. The diet is fi ve hundred calories a day 
and is based on eating what I call real foods. It’s actually a scaled-
down version of the Paleo Diet that focuses on lean meats, fi sh, 
fruits, and vegetables.

The supplement that allows the diet to work in a healthy way 
while reseting your metabolism is a special hCG-like liquid 
that causes the yellow, unhealthy fat (belly fat) to burn up and 
release up to four thousand calories a day. Dr. Frisch’s “SHAPE 
ReClaimed” drops—the only drops I recommend—contain 
no hormones. And unlike the “natural hCG” products on the 
Internet, they work. 

I place all my patients who need to lose weight on my Weight 
Loss for Life program. You can learn more about this diet and 
fi nd a list of doctors in your area who apply the program by 
visiting www.metabolicresetnow.com.

Look, I realize that anyone can lose weight on fi ve hundred calo-
ries a day, but the person would also have ketones or proteins 
show up in their testing, a sign of starvation. And after a week 
or so, weight loss would halt as a person’s metabolism was fur-
ther compromised. With these drops, the only non-prescription, 
natural, non-hCG drops I’ve seen work, patients consistently 
lose weight and aren’t hungry. Urine analysis testing, done on 
a weekly or biweekly basis, shows no ketones or proteins in 
the samples. Without the SHAPE ReClaimed formula, patients 
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would be hungry, wouldn’t lose weight, would starve and give 
up. Instead, I see results like these:3

Molly  (lost fi fty-one pounds)
Wisconsin: My starting weight was 171, and I was out of shape. My 
hope was to be 130, which seemed out of reach for me. As the pounds 
came off, it became easier for me to exercise, and my energy levels 
increased. By the time I began phase two of the program, I was 120 
pounds. I went from a size twenty to a size ten/twelve. The wonderful 
news is that my cholesterol levels dropped dramatically, and my blood 
pressure is the best it has been in years. Two months later, I still am at 
the weight of 120, with no sweet cravings!!!! I feel good about looking 
at myself in the mirror now, and my family and friends are amazed at 
how I have changed. I am grateful for Dr. Murphree’s help.

Stan (lost sixty-nine pounds)
North Alabama: I went from 295 to 226 pounds. I lost forty-seven of 
those pounds in the fi rst forty days!!! I dropped three pants sizes. I’ve 
been off the diet for three-and-a-half months and have not gained any 
of the weight back!

Joyelle  (lost thirty pounds, cured her type-2 diabetes) 
Birmingham, Alabama: My starting weight was 168. I lost thirty 
pounds and dropped two dress sizes. My diabetes is gone, and I’m off 
my diabetes and cholesterol drugs. I feel great. I’ve kept the weight off 
for two months, no problem. 

Joan  (lost thirty-eight pounds)
Georgia: I am so excited to share my amazing success story concern-
ing Dr. Murphree’s Weight Loss program. I weighed 212, and a size 
twenty was tight. The plan was not hard. I was amazed at how well 
I began to feel and how the weight dropped at least a pound a day, 
sometimes a little more. It was like the fat melted off my stomach, hips, 
and thighs. Never had this happened before on any diet. I’m now down 
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to 174 and a size fourteen and some twelves. Family and friends are 
calling me “skinny”!!! Wow! I’m on the maintenance diet now and 
have maintained the weight loss. I’m off all of my prescription drugs, 
including diabetes and blood pressure meds. My energy level is really 
good, and my chronic fi bro pain is minimal now. Thanks. 

Too good to be true? That is what I thought at fi rst, too. Read 
more at http://drrodgermurphree.com/weightloss. See www.
FunctionalFibroDoctors.com to fi nd a functional medicine doc-
tor using this protocol in your town.

Other Important Considerations
 ›  Follow the glycemic index. This index is a measurement of 
how quickly a carbohydrate elevates circulating blood-sugar 
levels. The lower the  glycemic index, the slower the rate of 
absorption. I’ve included a helpful sample from the  glycemic 
index in ch. 16. You should choose your carbohydrates mostly 
from the “low” category and sometimes from the “moderate” 
category. Choose foods in the “high” category very infrequent-
ly. Or, if you tend to binge, consider avoiding them entirely. 

The easiest way to follow these glycemic rules is to avoid the 
obvious culprits: white and red potatoes, white rice, white 
bread, corn chips, corn bread, corn pudding, corn on the cob, 
popcorn, cooked carrots, beets, cookies, pastries, and anything 
with refi ned sugar. Remember that honey is a simple sugar, and 
so is maple syrup, corn syrup, sucrose, and fructose. So read 
labels! 

 ›  To satisfy your sweet tooth, use a plant-based sweetener like 
Stevia or FOS. Both are available at health-food stores. If you 
use an artificial sweetener,  Splenda is the best choice. 

 ›  Eat smaller meals. Eat healthy snacks throughout the day in-
stead of three huge meals. Start with breakfast, and then have 
a piece of fruit or a handful of nuts a couple of hours later. 
Keep up the combination of carbs, fats, and protein even when 
snacking. After lunch, eat another healthy snack a few hours 
before dinner. This will help you avoid overeating at dinner. 
Smaller meals are also easier than larger ones to digest and 
allow the body more energy for other functions, like operating 
the immune system. 
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 ›  Don’t skip meals. Many people have gotten into this bad 
habit. Then when they do eat, nothing is safe around them. 
Anything within reach that can be quickly consumed is fair 
game! That’s because the brain, by that time, is screaming 
out for glucose. Your body might be trying to skip a meal, 
but your brain just won’t let you! And the brain doesn’t care 
whether it’s a simple or complex carbohydrate; it just wants its 
glucose “fix.” 

 Unfortunately this often means prepackaged junk foods, which 
are easy to grab and shovel in. The simple sugars in these foods, 
as you now know, have no nutritional value; rob the body of 
needed vitamins and minerals; contribute to obesity, high cho-
lesterol, and weakened immunity; and can lead eventually to 
  type-2 diabetes. So don’t skip meals! 

 ›  Keep healthy snacks readily available in your purse, brief-
case, or car. When you feel hungry, eat a small snack. Arriving 
home at night ravenous, and then eating a big dinner followed 
by snacking in front of the television while reclining in your 
La-Z-Boy just isn’t going to cut it. If you’re starving on the 
way home from work, you’ve already blown it. Instead, eat a 
small snack to tide you over until dinner. 

 ›  Don’t snack after dinner, since this requires the body to digest 
and use energy when it should be resting. You have a new 
stomach lining every five days, with the cells that contact food 
being replaced every few minutes. This new growth and re-
pair takes place while you’re asleep. So free your stomach up 
to heal by finishing your eating well before bedtime. 

 ›  Treat any low thyroid function according to ch. 14. Hypothy-
roid can cause weight gain. 

 ›  Consider the  elimination diet outlined in ch. 12, because food 
allergies and intolerances can cause weight gain, too. If you 
feel better on the  elimination diet, it will probably boost your 
weight loss, too. Some of my patients feel (and look!) so great 
on the  elimination diet that they make it their permanent eat-
ing plan. 

 ›  Consider herbs to help control cravings. Nature’s Way makes 
a supplement called Blood Sugar that combines chromium 
and an herbal extract, Gymnema Sylvestre. Gymnema Sylves-
tre is a plant from India that is used around the world to treat 
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  type-2 diabetes. It helps regulate blood sugar and reduce sugar 
cravings. Several studies have shown this herb to be quite 
effective for lowering blood-sugar levels, even in diabetics tak-
ing  insulin by injection.

Notes 
1.  Loren Cordain, The Paleo Diet: Lose Weight and Get Healthy by Eating 

the Food You Were Designed to Eat (Hoboken, NJ: Wiley & Sons, 2002).

2.  Just like  insulin is released by the pancreas to keep blood-sugar lev-
els from rising too high, glucagon is secreted to prevent these sugar 
levels from becoming too low. Glucagon causes stored glucose 
(glycogen) to be released from the liver. During periods of fasting, 
exercise, or low-calorie/low-carb diets, the pancreas can also cause 
the protein in muscles to be converted to glucose.

3.  I alter patient names to protect privacy.
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twenty-fi ve
The Benefi ts of Exercise

You might not have felt up to exercising for years, and it 
might take a month or two of following the instructions in 

the Jump-Start Package before you feel like starting an exercise 
routine. If you dive right in and overdo it, you’ll just have a 
“fl are-up,” become discouraged, and quit. But if you are pa-
tient, you’ll eventually fi nd yourself on your way to enjoying 
exercise and all its fantastic “side effects.”

Once you can get through a normal day with only mild pain or 
fatigue, start by adding a simple fi ve-minute walk around the 
block during your best part of the day. Then after a few weeks, 
begin increasing the time you walk each day.

A shopping mall is a great place for rainy-day walks, and you’ll 
probably see other folks there up to the same thing. OK, I’ll 
admit that step aerobics, Stairmasters, and cross-country ski 
machines may be more glamorous. But walking is the easiest 
form of exercise to maintain on a consistent basis. Long after the 
stationary bike, the treadmill, and the Solofl ex have been aban-
doned, walking will still be in vogue. And it requires only com-
mitment and a good pair of shoes! Walking six days a week will 
burn over two pounds of fat a month, and a faster paced walk 
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will burn even more calories. Running burns twice as much as 
moderate walking. 

And here is even more good news: Your metabolism continues 
to burn calories, even after you’re through exercising. Your 
metabolic rate increases 25 percent and remains elevated for 
several hours after a workout. 

Exercise also decreases triglycerides (fats) in your blood and 
LDL—the bad form of cholesterol—while increasing HDL —
the good form. High blood pressure is lowered, and the heart 
becomes stronger and more effi cient, pumping more blood per 
beat. Exercise increases the diameter of coronary arteries, great-
ly reducing the risk of heart attack. Exercise can even reduce 
the risk of a second heart attack. Among heart-attack survivors, 
those who choose not to exercise are over twenty times more 
likely to have another heart attack than are those who exercise. 

In addition, exercise is a wonderful stress reducer and mood 
elevator. It helps relieve mild  depression by generating endor-
phins, the body’s natural pain killers that are associated with 
the “runner’s high.” Some researchers have said that exercise 
can raise levels of  norepinephrine—a neurotransmitter as-
sociated with drive, ambition, energy, and happiness—by 200 
percent. Exercise also stimulates important neurotransmitters 
that help us combat insomnia; irritability; fatigue; and food, 
alcohol, and tobacco cravings. Blood glucose and  insulin levels 
are decreased, which is extremely benefi cial for carbohydrate-
intolerant individuals and type-2 diabetics. (Type-1 diabetics 
will need to talk to their doctor about adjusting their  insulin 
regimen to account for increased exercise.) 

Exercise stimulates brown fat, found at the posterior base of 
the neck and shoulders, to burn more calories. It also increases 
 human growth hormone, which burns fat and builds muscle 
while stimulating the thymus gland, the master gland of the 
immune system. 

Allergy sufferers can benefi t from regular exercise as well, 
since it raises levels of  norepinephrine and cortisol, which 
help reduce infl ammation and allergic reactions. Many of my 
asthmatic patients notice a drastic reduction in the frequency 
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and severity of their attacks after being on a consistent exercise 
program that’s medically right for them. 

Exercise helps detoxify the body by ridding it of waste prod-
ucts (including carbon monoxide) and enhancing delivery of 
oxygen and nutrients to the cells. Exercise helps reduce insulin 
production, too, and too much insulin can cause excess carbo-
hydrates to be stored as fat.

So once you start to feel better, go ahead and start your fi rst 
fi ve-minute walk. The benefi ts of exercise are numerous.
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twenty-six
Chiropractic and Other 
Physical Medicine

When Daniel David Palmer, a successful, self-taught 
healer in Davenport, Iowa, founded chiropractic as a 

health profession, it was a pretty dark time for health care and 
medicine in particular. We hadn’t yet discovered antibiotics, 
and bloodletting and folk medicine ruled the day. Palmer em-
phasized a more natural approach, teaching that nerve interfer-
ence or “nerve tone” was the cause of all disease. He focused on 
fi nding misalignments (subluxations) in the spinal column and 
realigning (adjusting) them to restore proper nerve fl ow. 

More recently, chiropractic has doggedly overcome an aggres-
sive campaign by the American Medical Association (AMA) to 
contain and eliminate chiropractic care. Through sheer deter-
mination, a sometimes militant belief that chiropractic should 
stay separate from conventional medicine, and the popularity 
chiropractic was enjoying among its ever-growing crowd of 
supporters, it prevailed. 

In the 1980s, the U.S. Supreme Court upheld a previous verdict 
stating that the AMA had, for political and economic reasons, 
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illegally and maliciously sought to destroy the chiropractic 
profession. Later the AMA rescinded its ban on referring to 
chiropractors. 

Chiropractic Today 
Today, chiropractic health care is a 118-year-old profession, li-
censed and practiced in all ! fty states as well as most countries 
around the world. Originating in America in 1895, chiropractic 
health care is now the third-largest (and the fastest-growing) health 
profession in the country, serving over twenty-! ve million Ameri-
cans each year. Thankfully, chiropractic and the medical profes-
sion have learned to work together at many medical facilities 
around the country. Dozens of hospitals have chiropractors on 
staff, and most insurance companies, including Medicare, cover 
chiropractic services.

A minority of chiropractors still believe in a one-cause, one-
cure philosophy: They seek to heal all diseases through chiro-
practic adjustments. However, most of today’s chiropractors 
focus on musculoskeletal conditions, primarily low-back pain, 
sciatica, neck pain, and headaches. Many also practice nutri-
tional medicine.

Of today’s chiropractic treatments, 95 percent are for muscu-
loskeletal problems. And there are more randomized clinical 
trials of chiropractic adjustments for spine-related disorders 
than for any other single approach. Affi rmative backing by such 
highly respected organizations as the U.S. Agency for Health 
Care Policy and Research (AHCPR), the RAND corporation, the 
Canadian government, and others have allowed chiropractic to 
continue to grow and fl ourish around the world. 

Along with chiropractic adjustments, chiropractors may in-
corporate diet, exercise, nutritional supplements, and physical 
therapies to treat most musculoskeletal conditions. Still a fi rm 
believer that the power that made the body heals the body, 
today’s chiropractor is often a leading thinker in twenty-fi rst-
century medicine, integrating conventional approaches with al-
ternative therapies that have been clinically proven effective. For 
low-back pain and leg pain, both acute and chronic, scientifi c 
studies recommend chiropractic as the fi rst line of management. 
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D octors of chiropractic are not only trained in problems of the 
spine but are formally educated in clinical examination 

and diagnosis of the entire human body. The chiropractic degree 
bestows the title of doctor of chiropractic (DC), and it usually 
takes four to fi ve years and 4,805 clinic and classroom hours to 
earn. Over 70 percent of those entering chiropractic college al-
ready have one or more college degrees. And DC students receive 
about the  same amount of total educational hours as do medical 
students. See a comparison below:

Subject  Chiropractic hours   Medical hours 

Anatomy  520    508 
Physiology  420    326 
Pathology  271    335 
Chemistry  300    325 
Bacteriology  114    130 
Diagnosis  370    374 
Neurology  320    112 
X-Ray   217    148 
Psychiatry  65    144 
Ob/Gyn  65    198 
Orthopedics  225    156 
Specialty  1,598    1,492 
Total  4,485    4,248

Still, some critics would have the public believe that chiro-
practors are witch doctors. But chiropractic has proven itself 
through numerous studies and inquiries to be the safest health 
profession, when compared to dentistry and traditional medi-
cine. There is a 0.000001 percent risk of severe complications 
from spinal manipulation. And 94 percent of the complications 
that do occur are from osteopaths, medical doctors, and physi-
cal therapists attempting spinal manipulation procedures.

Compare this to the staggering amount of patients who die 
each year from medical complications. There are approximately 
225,000 deaths per year due to iatrogenic causes—meaning in-
duced in a patient by a physician’s activity, manner, or therapy. 
This means that deaths due to conventional medical treatment 
is the fourth leading cause of death in the United States!1
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Used properly, manipulation can help a range of health prob-
lems, including low-back pain, sciatica, neck pain, headaches, 
carpal tunnel syndrome, and symptoms of FMS and CFS. 

Choosing Your Chiropractor 
It isn’t always easy to fi nd just the right chiropractor. Sometimes 
the doctor or the therapy just doesn’t connect with the patient. 
When this happens, just fi nd another DC with whom you feel 
comfortable. 

Some chiropractors specialize in family medicine, some in nutri-
tion, and some in sports chiropractic. Although I’ve not found 
many chiropractors who specialize in FMS and CFS/ME like I 
do, this shortage is beginning to change. In fact, I’m on a mis-
sion to change the shortage 
of doctors who know how 
to truly help those with 
fi bro and CFS/ME. I train 
doctors, including chiro-
practors, in my protocols 
to make them fi bromyalgia 
specialists. I envision my 
“functional fi bro doctors” and Functional Fibro Centers in cities 
and towns throughout North America, perhaps the world, in 
the coming years. 

Chiropractic treatments should never hurt. Occasionally, your 
chiropractic physician might need to use certain techniques that 
can leave you sore for a few days. However, this shouldn’t be a 
common occurrence. 

Just remember that you are the consumer, and the doctor pro-
vides a service. If something is not going right, tell your doctor. 
An open dialogue is extremely helpful and will be appreciated. 

Massage Therapy
Massage therapy is one of the oldest health-care techniques in 
existence. Chinese medical texts show that massage has been 
used for over four thousand years. Modern massage therapy 
was introduced in America in the mid-1800s. It uses soft-tissue 
body manipulations to help restore proper musculoskeletal 

An ongoing, updated list of 
functional fi bro doctors—

doctors trained and certifi ed in 
my protocols—is available at 
www.functionalfi brodoctors.com.
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function and is made up of hundreds of different techniques. 
Massage therapy continues to grow and now plays an impor-
tant role in today’s health care. There are many different types 
of massage, and some are better known than others in the 
United States: 

 ›  Swedish massage is based on long gliding strokes along 
stressed muscles. This form of massage is rarely uncomfort-
able and is probably for everyone, including those with FMS/
CFS.

 ›  Deep-tissue massage is used to release chronic patterns of 
muscular tension. It uses slow and sometimes very firm pres-
sure to restore normal muscle function. It is usually not com-
fortable for individuals with FMS or CFS/ME, though there 
are always exceptions. 

 ›  Neuromuscular massage is deep massage applied to an indi-
vidual muscle. It might be too uncomfortable for individuals 
with FMS or CFS/ME. 

 ›  Acupressure is based on Chinese meridians and is adminis-
tered by applying finger- or thumb-pressure to specific loca-
tions around the body. 

 ›  Shiatsu is a form of acupressure. It might be too uncomfort-
able for individuals with FMS or CFS/ME. 

 ›  Craniosacral therapy is a method for finding and correcting 
disturbances in the flow of spinal fluid. This form of therapy is 
extremely gentle, and in the hands of an experienced therapist, 
patients are known to experience tremendous relief. 

 ›  Myofascial release technique seems to offer a good deal of 
relief for our FMS and CFS/ME patients. It’s a gentle therapy 
used to remove unwanted restrictions within the fascial sys-
tem. See more about this technique below. 

Myofascial Release Technique 
Physical therapist John Barnes has trained many thousands 
of therapists around the world to treat a system of our body 
ignored in medical training: the fascial system. This technique, 
MFR, is used especially to treat headaches, TMJ syndrome, 
myofascial pain syndrome, CFS, FMS, neck pain, chronic pelvic 
pain, and low-back pain.
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Fascia is a densely woven connective tissue that actually ex-
ists from head to toe without interruption, kind of like a pair of 
nylon tights or a spider’s web. The fascia system covers every 
cell—every nerve, artery, and vein, and all of the brain, the 
spinal cord, muscles, organs, and bones. In fact, we wouldn’t be 
able to remain upright without this structure, which is able to 
tighten to a tensile strength of 2,000 psi and then relax to totally 
reshape itself. Visualize it this way: If our body were a tent, 
then fascia would be the ropes that hold up the tent poles. If the 
ropes become too tight, they pull the tent to one side, making it 
less stable when the wind blows. 

In a normal, healthy state, the fascia is relaxed and has the abil-
ity to stretch and move without restriction. But physical trauma, 
scars, poor posture, spinal misalignments, stress, and infl am-
mation all cause the fascia to tighten. It then becomes restricted 
and creates unwanted tension on the rest of the body. Repetitive 
traumas and stress have a cumulative effect; they can cause the 
fascia system to exert excessive pressure to the point of infl am-
mation and pain.2 

Fascial restrictions can then cause sudden or chronic pain syn-
dromes, including headaches, carpal tunnel syndrome, frozen 
shoulder, sciatica, tennis elbow, and neck, back, knee, foot, and 
hip pain. 

MFR, as taught by Barnes, is designed to fi nd and release any 
fascial restrictions that may be contributing to a person’s pain. 
Many patients describe the therapy as a gentle but effective 
massage. The therapist analyzes the patient’s posture, palpates 
and locates fascial restrictions, and then through gentle tech-
niques, releases these restrictions. 

Touching the fascia through the skin sets off a piezoelectric 
effect. This is where physical touch affects cellular energy. A 
therapist, utilizing the gentle, sustained pressure of myofascial 
release through compression, stretching, or twisting of the myo-
fascial system, generates a fl ow of bioenergy throughout the 
mind/body complex. This fl ow starts at the cellular level and 
is transferred to large areas of tissue through a tubular system, 
recently discovered to also carry neurotransmitters. Remember 
that neurotransmitters are brain chemicals, linked strongly to 
emotions. This means that an injury in your body can actually 
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carry “memories” of the inju-
rious event. I know it sounds 
strange, but it’s true. Just 
ask someone who has had 
MFR for the fi rst time and 
burst into tears from strong 
emotion the minute that a 
certain facial restriction was 
released. We may not com-
pletely understand the amaz-
ing mind-body connection, 
but MFR is one way to see it 
at work. 

Every individual is different, 
and length of treatment de-
pends on the length of time 
the problem has been present 
and the patient’s willingness 
to practice home stretching 
exercises. In general, pain 
and fascial restrictions that 
are new or less than several 
months old may resolve in 
one to three treatments. 
Conditions that have devel-
oped over a number of years 

would benefi t from that many treatments per week. If your fas-
cial restrictions are extensive, you’ll work with your therapist 
to develop a self-treatment stretching program to do at home to 
minimize the chances of your fascia retightening. 

Treating FMS with MFR
When someone has fi bromyalgia, many systems of her body are 
involved, and the fascial system is often a primary site of abnor-
mal function. One result can be temperomandibular syndrome 
(TMJ), which also increases restriction in the neck, shoulder, 
arms, and even the pelvic area. Bowel and bladder problems 
can result: urgency, diarrhea, and constipation. As the thera-
pist opens up these areas with gentle techniques, such patients 
might see dramatic improvement. Some of these techniques can 

Who ought to avoid MFR?

I don’t recommend 
MFR for you if you have any of 
these conditions: 

 › malignancy 
 › acute rheumatoid  arthritis 
 › cellulitis 
 › sutures 
 › febrile state 
 › hematoma 
 › localized infection 
 › healing fracture 
 › osteoporosis 
 › acute circulatory condition 
 › osteomyelitis 
 › anticoagulant therapy 
 › aneurysm 
 › advanced diabetes 
 › obstructive edema 
 › hypersensitivity of skin 
 › open wounds
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be taught to you as well, so that you can even treat yourself for 
fl are-ups. 

If you ever feel pain during an MFR treatment, tell your thera-
pist, because pain will result in the fascia tightening even more 
to protect the body. Soft, gentle pressure allows the fascia to 
return to a normal state. Sometimes you may feel pain for one to 
two days after treatment. As the fascia is opened, the metabolic 
waste that was trapped can be released, so drink lots of water to 
fl ush your system. 

Many massage therapists are given some training in myofascial 
release, but the technique described above is a system devel-
oped over a number of years that requires gentle sustained 
holds of at least two to three minutes. So seek out a therapist 
trained in Barnes’s method. 

Craniosacral Therapy 
Craniosacral therapy is included in Barnes’s MFR training, and 
John Upledger, DO, has also trained thousands of therapists 
in this technique. The craniosacral system includes the tissue 
and fl uid that surround the brain and spinal cord, as well as 
the structures related to production of this fl uid. Many systems 
of the body infl uence and are infl uenced by the craniosacral sys-
tem: the brain, the spinal cord and all other nerves, the muscles, 
the blood vessels, and the endocrine and respiratory systems. 
Just as our heart usually beats sixty-eight to seventy-two beats 
per minute, our fl uid throughout this system fl ows at a six to 
twelve cycle-per-minute 
rate. TMJ syndrome—with 
its constant clinching—can 
especially alter this system, 
as can fi bromyalgia. Mas-
sage of this area requires 
gentle techniques with hands 
resting on various parts of 
the head and sacrum. Many 
people describe their experi-
ence of craniosacral therapy 
as a feeling of “fl oating.” For 
more information, visit 
www.myofascialrelease.com. 

When should I avoid 
craniosacral therapy?

I don’t recommend craniosa-
cral therapy if you have any of 
these conditions: 

 ›  acute intracranial hemorrhage 
 › brain aneurysm 
 › medulla oblongata 
 › recent skull fracture 
 › acute systemic infection 
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Notes 
1.  Source: JAMA 284(4) (2000): 483–5. Number of deaths is subdivided 

this way: 12,000 due to unnecessary surgery; 7,000 due to medi-
cation errors in hospitals; 20,000 due to other errors in hospitals; 
80,000 due to infections in hospitals; and 106,000 due to nonerror 
negative effects of drugs. 

2.  Currently there are no diagnostic tests that demonstrate this phe-
nomenon. However, MRI may someday be able to demonstrate the 
restrictions that cause you so much pain.
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twenty-seven
Feeding the Spirit
The Mind-Body Connection

We can’t separate our mind from our body’s health any 
more than we can separate our eyes from seeing. In 

fact, it is now indisputable that our mind plays a signifi cant and 
profound role in controlling the state of our health. We now 
know that our minds can change our biology, our DNA. 

Research shows we are what we think. We can think our way to 
happiness or sadness. If you don’t believe this, try watching a 
movie, and stay tuned to your emotions as the movie plays out. 
Fantasy, even our own make-believe, does in fact change our 
emotions and yes, our biochemistry. Try staying sad after star-
ing into a mirror and smiling for fi ve minutes. Likewise, if you 
wake up and decide today is going to be a bad day and contin-
ue to look for reasons for it to be a bad day, then guess what? It 
will be a bad day. We tend to get what we think we will get.

This isn’t to suggest that serious struggles—such as resentment, 
anxiety, and shame—can just be fi xed with a positive attitude. 
Nor can every illness be controlled by our thoughts. That would 
be a ridiculous perspective. However, our attitudes toward our 
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health (Are we optimistic or pessimistic?) go a long way toward 
determining our ability to feel 
good again.

But it can be hard to maintain 
a positive mindset even when 
we are healthy. When we have 
a chronic illness like fi bromyal-
gia or CFS/ME, it can be a real 
challenge to keep an optimistic 
view. When we feel bad, it is 
easy to get into what my mentor 
Zig Ziglar used to call “stinkin’ 
thinkin’.” But we need to realize that getting healthy, as I’ve 
demonstrated throughout this book, is about healing the entire 
body, not just parts and pieces. To be free of poor health, one 
most acknowledge the importance of healthy mental hygiene.

Just as (studies show) even an artifi cially induced smile brings 
about happier emotions, being conscious of and determined to 
change our attitude yields positive results. In her book The Hap-
piness Project, Gretchen Rubin relates how her “fake it till you 
make it” strategy did in fact yield more energy and happiness.3

The great psychologist William James wrote that “action seems 
to follow feeling, but really action and feeling go together; and 

by regulating the action, which is 
under more direct control of the will, 
we can indirectly regulate the feeling, 
which is not.” In other words, yes, 
sometimes you have to fake it till you 
make it. I’ve found that my patients 
who understand this, putting a posi-

tive spin on their daily health challenges, fi nd the energy and 
mental fortitude to overcome their illness.

Psychoneuroimmunology is the study of the relationships 
among the mind, brain, and immune system. Research in this 
area reveals how the brain uses the nervous system to com-
municate with every system in the body, including the immune 
system. But more importantly, it leads to an understanding of 
how thoughts, emotions, and the experiences they create can 
infl uence our overall health. 

“For as he thinketh 
in his heart, so 

is he.”
—Proverbs 23:7 (KJV)

Bruce Lipton, PhD, a 
cell biologist, shares 

in The Biology of Belief  his 
and others’ research that 
shows that “your percep-
tions have the power to 
change your genetic make-
up—your beliefs can and do 
control your biology.”2
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Just how does the mind control our health? Well, let’s look at 
how the body, brain, and mind interact. Think of the brain as a 
musical instrument and the mind as the musician. Nothing hap-
pens until the musician picks up the instrument and begins to 
play. In the  same way, the brain is an instrument (in this case, an 
“organ”) under the infl uence of the mind. 

A person’s inner spirit is the conductor of the symphony. Like 
the conductor, your spirit has the ability to control every note 
played by the body. Although every one of us has an inner 
spirit, most don’t fully tap into its incredible positive energy. 
When you do tap into this energy through prayer, meditation, 
and times of pure mental clarity, you know that, without a 
doubt, you’ve experienced a taste of bliss. Some people call this 
spirit our innate intelligence; some call it Holy. 

Still doubt the power of the 
mind in relation to your 

health? Consider the proven 
fact of the placebo effect. A 
placebo is a medically ineffec-
tual treatment for a disease or 
other condition; it’s intended 
to deceive the recipient. Some-
times, patients given a placebo 
will have a perceived or actual 
(measurable) improvement in 
a medical condition, a phe-
nomenon commonly called the 
placebo effect.

The power of the placebo ef-
fect is illustrated in the classic 
movie The Wizard of Oz. The 
wizard didn’t actually give the 
scarecrow a brain, the tin man a 
heart, and the lion courage, but 
they all felt better anyway.

During World War II, as Allied 
forces stormed the beaches of 
southern Italy, an army nurse 

was assisting an anesthetist 
named Henry Beecher, who 
was tending to U.S. troops 
under heavy German bom-
bardment. When the morphine 
supply ran low, the nurse as-
sured a wounded soldier that 
he was getting a shot of potent 
painkiller, though her syringe 
contained only salt water. 
Amazingly, the bogus injec-
tion signifi cantly relieved the 
soldier’s agony and prevented 
the onset of shock.

In medical research, placebos 
are given as control treatments 
and depend on the use of mea-
sured deception. Different stud-
ies of the placebo effect report 
wildly different results. One 
survey of 117 trials of two ulcer 
drugs found that, depending 
on the trial, patients in the pla-
cebo group had anywhere from 
a 0-percent to a 100-percent 
recovery rate.1
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Since our minds undoubtedly infl uence our bodily functions, 
it is only logical to ask, “How can we control our minds?” 
The self-help movement has already educated us on positive 
thinking, affi rmations, resolutions, goal setting, and mission 
statements. These are all valid tools to help you write your life 

script, which is a combination of 
genes, environment, thoughts, 
beliefs, and experiences. These 
make up your reality, your own 
little world. For instance, if you 
lived alone with a group of pyg-
mies, you’d feel like a giant. You 
might think you’re more attrac-

tive, stronger, or more powerful than everyone else. Or just the 
opposite, you might feel inferior, because you look so different. 
It is all about our beliefs, which turn into our reality. 

Write a New Life Script
Rewriting your script from one of poor health, despair, and 
helplessness is crucial in overcoming your illness. This time is 
an opportunity to evaluate what was not (and probably still is 
not) working in your life. 

We rarely question what is truly important in our lives. Why 
are we here? For what purpose? Normally, we live each day as the 
day before, sometimes “sleepwaking” through entire portions 
of our lives. But major life challenges are often catalysts for re-
evaluating life. We may seek solace by tapping into our inner 
spirit. We may turn to God and ask for his guidance. (If we fail 
to recognize this opportunity, God will usually give us addi-
tional chances!) 

Your script might have read like this: “Hardworking perfection-
ist responsible for everybody around her. Long work hours, 
poor diet, too much real or imagined responsibility, negative 
thoughts, and unmanaged stress.” 

A twenty-year study by George Engel, professor of medicine 
at University of Rochester, showed that 70 to 80 percent of all 
chronically ill patients had experienced extended periods of 
feeling helpless before the onset of their disease. 

“All that we are arises 
with our thoughts; 

with our thoughts we 
make our world.”

—Gantama Buddha
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True Health Is a Triangle
True health is made up of three pillars: physical, chemical, and 
spiritual. Picture these pillars arranged in a triangle, where 
there is a continuous reliance of each pillar on the strength of 
the other two. Each interacts with and supports the others. Our 
inner spirit makes up the bottom pillar in the triangle. The other 
two pillars, our physical health and our chemical health, join 
together at the pinnacle. 

 ›  Physical health involves the 
mechanical aptitude of vari-
ous moveable body parts, how 
well the muscles and joints 
move. How strong are the 
various bones that support our 
posture? Our dexterity, flex-
ibility, and stamina are all as-
sociated with physical health. 

 ›  Chemical health involves the nutrients, enzymes, hormones, 
white blood cells, neurotransmitters, and other biochemicals 
that perform the countless functions needed to run the body. 

 ›  Spiritual health is determined by our inner self (conscious 
and unconscious mind) and our higher self (God within us). 
These act as the rudder that steers every facet of our lives, 
including the state of our bodies. This is the spiritual pillar. 

If any one side of the triangle is removed or neglected, the en-
tire structure weakens and begins to collapse onto itself. 

The Healer Within 
We are born with an innate ability to heal ourselves. If this were 
not true, we would quickly succumb to the millions of deadly 
microbes that inhabit our lungs and digestive tracts. These 
bugs are monitored and kept in check by the inner healer, the 
autonomic nervous system. It also controls how fast your heart 
beats, the rate of your breathing, how you walk, how you stand, 
and how fast blood pumps through your veins. It coordinates 
all functions of the body, including the immune system. Do you 
have to think about healing a broken bone? No. Your inner self 
maintains a constant vigil, overseeing every bodily process. We 
are truly amazing organisms. 

“The greatest discovery 
of my generation is 

that human beings can alter 
their lives by altering their 
attitudes of mind.”

—William James
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You have a new liver every six weeks, and 98 percent of the 
atoms in our bodies are renewed every year. The power that 
made the body is ultimately the power that heals it. 

Understanding this concept can be intimidating. Medicine has 
been blinded by science and has largely neglected the profound 
infl uence of our higher self. Health professions are known as 
the “healing arts,” yet the art of medicine has been too often 
replaced with brain scans and drug therapies. But true health is 
more than the absence of disease. It is optimal physical, chemi-
cal, and spiritual well-being. 

I suggest a new paradigm, one 
that considers the role of our in-
ner self in determining our state 
of health. 

Mind Chatter 
and Responsive Thoughts 
Our minds never stop chatter-
ing. We—consciously or subcon-
sciously—take in, sort, analyze, 
and respond to billions of thoughts each day. This constant 
chatter, if not checked, begins to take its toll on our mental and 
physical well-being. Negative thoughts can create a blueprint 
for the subconscious mind to rely on. A few negative thoughts 
a day aren’t so bad, but thirty years of incessant worry shapes 
who we become as people, our personality. Your script is being 
written and rewritten every day by every thought you have. 

I could write a lengthy chapter about all the mind-body studies 
and how they relate to emotional, mental, spiritual, physical, 
and chemical health, but I think it’s really this simple. Do you 
feel better or worse when you are laughing? How about scowl-
ing? It doesn’t take a scientifi c study of brain scans and heart 
monitors to know the answers. 

Remember how I mentioned earlier in the chapter how you 
can’t stay sad or angry when smiling at yourself in the mirror? 
This is because the muscles in the face, when contracted into a 
smile, trigger the brain to release happy hormones. I’ve found I 
feel and look my best when I’m physically and mentally rested. 
When I make the time to tone down the mind chatter and begin 

“Everything can be 
taken from a man 

but one thing: The last of 
the human freedoms—to 
choose one’s attitude in any 
given set of circumstances, 
to choose one’s own way.”

—Victor E. Frankl
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to listen to my inner voice, the rewards of my efforts are health, 
vitality, and joy. 

I’m not implying that you can think, meditate, or even pray 
yourself free of ailments. I know how debilitating FMS and 
CFS/ME can be. These are not illnesses to be taken lightly! 
However, fi nding and tapping into your inner self only increas-
es your chances of getting and being well in its truest sense. 

Sometimes we have to dig 
deep to fi nd the courage to 
overcome life’s tragedies. Con-
sider Stephen Hawking, the fa-
mous physicist who has no use 
of his arms or legs. Some in his 
situation would have given up 
and consigned themselves to a 
slow demise with none of the 
contributions he has made to 
the world around him. 

We can’t always control life’s obstacles, but we can control how 
we respond to them. Neglecting your inner self—your life es-
sence—while attempting to overcome something as potentially 
life-squelching as FMS or CFS/ME is like trying to use a magni-
fying glass to watch a big-screen movie. Remove the magnifying 
glass and take in the big picture. Don’t just focusing on covering 
up symptoms with chemicals or physical therapies. That ignores 
the third pillar. Can you have optimal health without personally 
experiencing love and inner peace on a daily basis? 

In order to heal yourself, you must begin to realize that true 
health comes from within. Your state of health is largely deter-
mined by how well you recognize this concept and your will-
ingness to listen and trust your inner self. 

The Healing Power of Prayer
Although 95 percent of Americans believe in God, most doctors 
are uncomfortable discussing spiritual topics. This is disap-
pointing for many; 60 percent of the population would like 
to discuss spiritual matters with their doctors, and 40 percent 
would like for their doctors to pray with them. 

“Those who are at peace 
with themselves and 

their immediate surround-
ings have far fewer serious 
illnesses than those who 
are not. The simple truth is 
happy people don’t get sick.“

—Bernie Siegel, MD
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The effects of prayer are numerous: lessened anxiety, stress, and 
anger; lowered resting pulse rate and blood pressure; increased 
production of happy hormones; and increased pain threshold. 
In addition, prayer and other spiritual practices tap into the 
mind-body connection. They have a calming effect that involves 
every system in the body, including the nervous system, im-
mune system, endocrine (hormonal) system, digestive system, 
and cardiovascular system. One study involving individuals 
with HIV showed that participation in religious or spiritual 
activities substantially improved immune function. 

One of the most talked-about studies evaluating the positive 
benefi ts of prayer was published in the Southern Medical Journal 
in 1988. It involved 393 hospitalized patients who were equally 
divided into two groups: One group served as the control and 
was treated with traditional medical care alone. The second 
group received prayer along with traditional medical care. 
Neither group, nor their doctors, knew who was receiving 
prayer from third parties. The group receiving prayer had these 
remarkable results: They had fewer congestive heart failures 
(eight v. twenty), fewer of them needed diuretics (fi ve v. fi fteen), 
they experienced fewer cardiac 
arrests (three v. fourteen), they 
had fewer episodes of pneumo-
nia (three v. thirteen), fewer of 
them were prescribed antibiotics 
(three v. seventeen), and they 
generally required less medica-
tion than the control group, who 
received no prayer from the 
volunteer third parties. 

Tapping into Your Inner Self 
One of the healthiest things you can do in this lifetime is to 
learn to rise above the constant mind chatter by quieting your 
mind and allowing your inner self to fl ourish. You’ll start to 
realize how negative and self-destructive thoughts sabotage 
your innate desire to be healthy. Life’s true game is less about 
controlling your surroundings and more about letting go of 
unwanted negative thoughts—much like shedding layers of 
clothes when entering a warm room. The ability to control our 

“I ’ve always liked the 
time before dawn, be-

cause there’s no one around 
to remind me who I’m sup-
posed to be, so it’s easier to 
remember who I am.”

—Brian Andreas1
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minds by understanding, acknowledging, and choosing which 
thoughts, emotions, and feelings serve us best is perhaps the 
key that unlocks optimal health. Below are just a few ways to 
quiet the mind and tap into your inner self. 

Conscious Breathing 
Conscious breathing is one 
way to integrate your mind 
and body. Focusing on 
breathing, using mantras 
(repetitive sounds), and/
or visualizing a word or a 
soothing scene are central to most meditative practices. In basic 
breathing exercises, all you need is a quite place and a willing-
ness to quiet the mind. Conscious breathing reduces stress and 
allows you to fi lter out the constant mind chatter. Quieting the 
mind offers the opportunity to get in touch with your inner self. 
A conscious breathing exercise can be done any time of day and 
as often as you wish. Use it as a powerful stress-busting tool 
when you are feeling overwhelmed: 

Bring your attention to your breathing. Notice the fl ow of 
breath in and out of your lungs. Take a deep breath in through 
your nose, allowing the air to fi ll your lungs. Slowly exhale 
through your mouth. Observe the rhythm that naturally occurs. 
Acknowledge any distracting thoughts, and simply let them 
go when they appear. Return your attention to the rhythm of 
your breathing. Continue to take deep breaths in and out. When 
it feels natural, try allowing more time between each breath. 
Pause when appropriate, and feel the inner peace. Enjoy the 
freedom from mind chatter. 

Refocusing 
This technique helps you to take control of your mind. Too often 
we fi nd ourselves at the mercy of our emotions and have knee-
jerk reactions that don’t serve our higher self. When facing a 
stressful situation that threatens to overwhelm your best inten-
tions, stop and take time to consider the wisdom of your inner 
self. This allows you to avoid being at the mercy of old negative 
habits and to write a new positive script that serves you better. 

I love this idea from Vietnamese 
spiritualist Thich Nhat Hanh 

in his book Peace Is Every Step: 
“Breathing in, I calm my body. 
Breathing out, I smile.”
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1.  Stop. Call time out. Take several deep breaths. Remember 
that with the help of your inner self, you can take control of a 
situation. 

2.   Look. Rise above the situation and just be an observer. Notice 
how you feel, your thoughts, your surroundings, any other 
people involved. Be objective. Take it all in. 

3.  Listen. Take a few minutes to focus on your breathing. Listen 
to what your inner self is saying. Pay attention to your chest 
area. Notice how you feel. Is this how you want to feel? Lis-
ten deeply. What is your inner self, your inner voice, telling 
you about this situation? 

4.  Choose. Make an affi rmative statement about what you wish 
to choose in light of this situation “I choose to feel calm, bal-
anced, and open to positive experiences.” 

5.  Let it go. Choose happiness, peace, and serenity over having 
to be right. Choose acceptance of not knowing over having 
to understand. Choose love over hate. Choose thoughts of 
improving health over nagging reminders of disease. 

Meditation 
Meditation can generally be divided into two categories: con-
centration methods, which emphasize focusing on your breath-
ing or a specifi c object, and mindfulness meditation, which usu-
ally uses chants, focused breathing, or repetitive thoughts. The 
goal in either case is to allow thoughts, feelings, and emotions 
to appear moment by moment without placing any attention on 
them. Simply let the thoughts enter. Acknowledge them and let 
them go, allowing yourself to tap into your inner self. 

Meditation may be especially helpful for chronic pain. Other 
studies have shown the effectiveness of meditation for anxiety, 
substance abuse, skin ailments, and  depression. 

Yoga 
Yoga has been practiced in India for over 6,000 years. Hatha 
yoga, based on a system of physical postures, is the best known 
form in America. Yoga means “yoke,” or union of the personal 
self with the Divine source. Others describe yoga as a way to 
join mind, body, and spirit to enrich one’s life. Yoga has made 
its way into several large hospitals around the country and con-
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tinues to gain in popularity. Used on a regular basis, yoga offers 
a unique way to exercise and tone the physical body while at 
the  same time quieting the mind. 

The Hour of Power 
Taking time on a daily basis to quiet the mind is a crucial 
component of living the lives we want to live. I try to fi nd an 
hour of power every day. My hour of power involves prayer, 
meditation, and exercise. I also use some of this time to listen 
to positive subliminal tapes on such topics as abundant energy, 
laughter and happiness, and stress management. 

What Is Your “Why”?
I’ve treated thousands of fi bromyalgia patients over the last 
eighteen years. I’ve been fortunate—through hard work, study, 
brainstorms, dogged determination, and sometimes answered 
prayers—to have helped thousands of fi bro patients feel good 
again. Unfortunately, I can’t help every patient whom I come 
into contact with through my books, articles, videos, seminars, 
or teleconferences. My success rate with those I personally work 
with, as you might imagine, is much higher than with those I 
touch by other forms of interaction.

But I can honestly say that 90 percent of those I personally 
treat and who work with me in one of my programs achieve an 
80-percent improvement in their symptoms: pain (drastically 
reduced within two months), poor sleep (usually corrected 
in the fi rst month), fatigue, weight gain (patients usually lose 
down to their healthy goal), irritable bowel syndrome (gone in 
two weeks), restless legs syndrome (gone in four weeks), etc. In 
short, they feel good again. They are able to enjoy life instead of 
struggling to get through each day.

Now I must admit the deck is stacked in my favor. I only accept 
patients whom I know I can help because they are willing to do 
what I ask them to do. I only accept patients who have a strong 
desire to get well. It may surprise you that this doesn’t include 
everyone. 

If I ask someone, “Do you want to feel good again? Do you 
want to be healthy? Do you want to get rid of your fi bro symp-
toms?”, of course the person says yes. Who wouldn’t?
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However, there’s an important lesson I’ve learned over the 
last eighteen-plus years being in practice treating diffi cult 
chronic fi bro cases: Many of the same patients who raise their 
hands and shout, “Yes, I want to feel good again!” will never 
feel good again.

Sad, but defi nitely true.

Why won’t some patients ever feel good again? Because they 
don’t have a strong enough “Why” in their life.

Fibromyalgia is a beast, a terrible syndrome that slowly robs 
you of sleep, energy, mental clarity, happiness, health, life, and 
vitality. It can and often does destroy your life.

In order to stop the downward spiral of poor health caused by 
fi bro, you must have a strong desire to get healthy, to get well. 
You must have a relentless reason to beat this life-draining ill-
ness. A wimpy, mediocre “Why” will be swiftly beheaded at 
the fi rst obstacle or challenge that presents itself: “I can’t give 
up sugar, because I’m not disciplined enough,” or “I can’t af-
ford medical consults, because the car needs new tires/the kids 
need braces/Christmas is just three months away/I’m saving 
for vacation.” There’s always another addictive bad habit that 
they just won’t break or a convenient excuse that allows them to 
delay doing what I know they must do to fi nally get well.

Of course there are a number of patients who have bought 
into the false belief that fi bromyalgia can never be reversed, 
beaten, or put into remission (“Can’t never did anything,” my 
wise mom used to say). This in spite of reading and listening to 
hundreds of my patients who have in fact beaten their fi bro and 
now feel good again. Some folks are so locked into a defeatist 
mentality that there is no hope for them. 

In order to beat fi bromyalgia you need a strong, unique “Why.”

Your Unique “Why”
Why do you want to be free of fi bromyalgia? Why do you want 
to feel good again? 

For some of my successful patients, their “Why” was their chil-
dren. They wanted to be able to get down on the fl oor and play 
with their children, take them on vacations, spend weekends 
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being active with their kids or grandkids and not recovering all 
the next week in bed.

For others, they simply wanted to contribute more to their 
spouse or family. They wanted to be able to take care of their 
home, balance the checkbook, or do other helpful activities that 
they were easily capable of doing.

And for others, their “Why” was to be able to work again, to do 
the charity work, part-time work, or full-time work that they 
enjoyed.

“I want to cook again.”

“I want to travel.”

“I want to be able to help my kids with their kids.”

‘’I don’t want to be a burden to my family.”

“I want to enjoy activities with my spouse, friends, and family.”

“I want to volunteer at a local charity.”

“I want to play golf again.”

“I want to live, truly live life.”

“I want to feel good again and enjoy my remaining years here 
on planet Earth.”

The one common element of every successful “Why” is that it is 
strong enough to propel you toward your health goals, no mat-
ter the challenge.

When your “Why” is strong, mere-mortal obstacles are no 
challenge. You fi nd a way to overcome them and move on 
toward your goal. 

Find Your “Why.”
Take ten to fi fteen minutes to write down everything you’d like 
to do but can’t because of your fi bromyalgia. Do this right now. 
It’s the fi rst step to reversing your fi bro and the fi rst challenge 
you must overcome. Don’t make an excuse; take the ten or fi f-
teen minutes and write down what you would do if you didn’t 
have fi bro.
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Then review your list and fi nd the most important things, the 
ones that would mean the most to you, and make them your 
“Why.”

Write these on an index card or piece of paper, and put it where 
you will see it every day. Then think about what you need to do 
to reach your goal of beating fi bro: Change your diet, break bad 
habits, set up a consult and get some advice, start a supplement, 
begin to slowly exercise, whatever it is. If your “Why” is strong 
enough, these won’t derail you. You’ll fi nd a way to make more 
time for your care, to work less, to reduce your stress, to fi nd 
the money to invest in consults or supplements or doctor visits 
or whatever it takes. Don’t let an obstacle sidetrack you. Don’t 
let another month or even years go by before you take a stand 
for your health and fi nally—once and for all—beat your fi bro.

Once you’ve found your “Why,” if you want to shorten the time 
it takes to get well and stay well, then I’m happy to help. I’ve 
helped thousands get healthy and feel good again.
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twenty-eight
Pressed but Not Crushed
Thoughts from the Healthier Side
by Betsy Wells Stokes

D r. Murphree started out this book with a phrase: “I un-
derstand.” Now, in this fi fth edition, he’s being gracious 

enough to share his platform and allow me to end the book 
with a phrase of my own: “I have been there.”

I have been in the depths of FMS, and I know that it’s dark. It’s 
lonely. It’s unpredictable and scary, and most of all, it’s 

so painful. 

Pain everywhere. Without a break. Dull pain. Shocking pain. 
Pain you have to hide. Pain you just can’t hide anymore. Pain 
that gets worse with activity...or worse with rest!There is no 
where you can go to escape it. There is no way to make it stop. 

It’s pain that changes your life in every possible way. It hurts 
to lift your children, to embrace your lover, to cook dinner, to 
vacuum, even to hold a pencil. You consider drinking too much, 
drowning your pain in junk food, watching TV all the time as 
an escape. Never getting out of bed, or maybe living in the hot 
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tub forever—wherever you are able to fi nd a little relief. It’s 
crossed your mind to try illicit drugs...anything to numb this 
slow, steady, maddening pain.

Your life changes in a way just as dramatic as if you had had 
a car accident and escaped alive but with debilitating injuries. 
Except the doctors see no such injuries. The blood-work re-
sults mock you as you hear them read back to you: “normal”… 
“normal”…“normal”…“maybe a little low, but not enough to 
treat”…“normal.”

You wonder if any of your 
friendships are going to survive 
this mysterious curse you’ve 
received. You know some of 
your “friends” are judging you. 
Some try to understand but 
treat you differently, patheti-
cally. Some, hopefully, have the 
courage to travel this diffi cult 
road with you, remembering 
that they love the real you, 
even when they feel like they 
hardly recognize you anymore. 
The best friends will embrace 
you (gently, please!) and help 
you to keep your own hope alive, reminding you that the pain is 
happening to you but it isn’t you.

Again, I have been there. I have dealt with those perplexed 
(sometimes critical) doctors. I have dealt with the “friend” 
who just couldn’t stand my new condition and turned on me 
in some kind of strange, jealous betrayal. I’ve had the friends 
who seemed perplexed and then just stopped calling. And I can 
only say I am so, so sorry that you are having to deal with this. I 
wish I could make it all go away. My heart breaks for you. 

But I also have hope for your healing. Because I’ve been in the 
depths of FMS, and now, I am feeling so. much. better. 

Because I’ve been there, I’m able to give you some wisdom from 
the other side—the healthier side. I don’t have all your answers 
(I still don’t have all my own answers), but I care about you and 

Betsy’s Journal
May 3, 2001

“Dear Father, I get so 
fi lled up by the world and 
by my body’s ‘needs.’ Pain 
transforms me—so often into 
something ugly. Occasion-
ally I run to you in my pain. 
But so often I just want to 
keep moving, to drown out 
the wicked voice of joint and 
muscle madness.”



Pressed but Not Crushed: Thoughts from the Healthier Side   455

“We are hard pressed on every 
side, but not crushed; per-

plexed, but not in despair; persecuted, 
but not abandoned; struck down, but not 
destroyed.”

—2 Corinthians 4:8–9

want to offer you the only thing I can: advice based on what has 
worked for me. I’m including in this chapter some excerpts from 
my journals to show you where I’ve been. These excerpts are 
typed straight from the journals on my shelves, word for word.

Above all, if you are a Christian like me—or even if you just 
have respect for your creator and the creation—I want you to 
remember what one person (a church leader, St. Paul) who suf-
fered a lot in his life had to say: 

St. Paul is giving us perspective here. Life for him (and for all 
of us) is diffi cult to bear sometimes. We’re hard pressed on every 
side. We’re perplexed. We’re persecuted. We’re struck down.

Don’t you feel that way? Pain and fear are pressing down on us. 
Fruitless doctor visits and baffl ing symptoms perplex us. Others 
persecute us, as they don’t understand our invisible illness. Our 
illness strikes down our dreams for the future and our hopes for 
a “normal” life. Paul is saying that yes, all this is true. 

However, we are not crushed. We need not despair. We are not 
abandoned. Not destroyed. There is hope.

Of course, St. Paul isn’t saying that God wants us to be in pain. 
Jesus healed those who came to Him when He was on Earth, 
and many of these healings involved physical suffering. And St. 
Paul certainly didn’t invite pain upon himself. 

In the same way, we didn’t ask for this happiness sinkhole that is 
FMS (or CFS/ME). But there is hope in the midst of it. Even joy 
can exist in the darkest place if we invite it in. And our physical 
pain matters to God. 

My prayer for you is that God will show you what your pain 
means, what He wants to accomplish through it, and how He 
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intends for you to heal. And that one day you will be able to 
speak these wonderful words of comfort to someone else:

“Friend, I’ve been there.”

My Fibro Story
Until I was diagnosed with FMS, I had only had illnesses that 
made sense to me. If I had a cold, I treated the symptoms and 
rested. Eventually, it went away. If I had an infection, it went 
away with a course of antibiotics. Even when I suffered a se-
verely broken arm as a child and required surgery, the doctors 
knew what they needed to do and why. It was a delicate proce-
dure, but at least it made sense. Repair the nerves and reset the 
bone, and it should heal itself. And it did. Today, I’ve still got a 
huge scar, but my arm works great.

When FMS entered my world, however (or I suppose, crept up 
on me), my body seemed to stop making sense entirely. More 
rest didn’t seem to help. No pills made much of a difference. The 
pain, fatigue, and fuzzy-headedness seemed entirely unpredict-
able. My body had entered another realm where conventional 
laws of medicine seemed not to apply. This was maddening and 
scary.

A lot of the fear subsided, slowly, as I realized that what I had 
was a chronic illness and not something acute that was going to 
result in an early death. My anxiety-ridden question changed 
from, “Is this illness going to end my life?” to, “Is this illness 
going to haunt my life—forever?” 

When it started in 1998, I was a newlywed, having married my 
college sweetheart, and I was working full-time as an editor on 
a magazine staff to support my husband as he attended gradu-
ate school.

First, I got something that seemed to be the fl u. It wasn’t exactly 
like the fl u, but that’s just what I assumed I had. Except weeks 
went by, and I wasn’t getting any better. And I wasn’t continu-
ally exhausted like someone with the fl u. I didn’t have a high 
fever, though sometimes I felt fl ushed. I didn’t sleep all the 
time. In fact, I was having trouble sleeping in general.
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I started coming home from work and literally collapsing. I 
would drop my briefcase on the couch, walk straight to the 
bedroom of our little on-campus apartment, and pass out, face 
down, on the bed. I didn’t even take off my shoes. That is where 
my husband would fi nd me when he came home from his 
classes. It was like I was drunk all the time, but I don’t remem-
ber having gone to the party! And then, when nighttime came, I 
could hardly sleep a wink.

And I coughed. Man, did I cough. I coughed constantly. Noth-
ing seemed to help. Not lozenges, not syrups, not prescriptions. 
Nothing. This went on for over a month. I started to see doctors, 
who ruled out the fl u but couldn’t really fi gure out what was 
wrong. A prescription of Ambien helped with my sleep routine. 
And I started to feel a little better.

Then I was having a girls’ night out with my old college room-
mate, and we were walking through the mall after seeing a 
movie. We were just enjoying window shopping and laughing 
together when suddenly, I felt this stinging, terrible pain in my 
right knee. As we walked on, I tried to ignore it. It became very 
distracting, though, and I fi nally had to ask her to drive me 
home, cutting our fun date short.

The next morning, it was both knees. Then the next day, the 
elbows. The next day, more places than I could count. 

Before a week had passed, I began to know chronic pain I had 
never imagined before. My feet, my hands, my hips, my neck, 
my knuckles, my jaw, my skin. It seemed like even my hair 
hurt. All. the. time.

Keep in mind that I was twenty-three years old, 5’6’’, 115 
pounds. I was physically active, I ate healthily, and I took my 
vitamins. I had lots of good friends, a supportive family, and a 
great love life. My husband, Chuck, and I could both be imma-
ture and selfi sh at times, but we truly loved one another.

My life wasn’t perfect, and I had suffered for years from seem-
ingly senseless bouts with depression, negative thinking, and 
free-fl oating anxiety. But I certainly didn’t fi t the ignorant ste-
reotype that some people have of a person stricken with fi bro-
myalgia: whiny, sedentary, obese, self-obsessed. That stereotype 
makes me so angry I want to spit fi re!
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Now, I’m not saying that someone who is obese or sedentary or 
otherwise unhealthy might not get FMS, too. What I’m saying 
is, Don’t let anyone pigeonhole you. Just because you have FMS as 
well as obesity or type-2 diabetes or a dire need for healthy life-
style changes doesn’t mean that you deserved this! Or that you 
are “just” depressed or just hate yourself or hate the world.

And just because you now have 
FMS doesn’t mean that you can’t 
also heal from any depression, or 
lose weight if you need to, or do 
just about anything you put your 
mind to! You just have to have 
the knowledge of what to do, 
the support to encourage you to 
do it, and lots of patience with 
yourself.

If you fi nd out that you are 
depressed (because, after all, the 
same chemical imbalances that 
can cause depression can cause 
FMS and CFS/ME symptoms), then that doesn’t mean that your 
physical pain or your unrelenting fatigue isn’t real. And if your 
physical pain ends up making you depressed, then that’s per-
fectly normal. Newsfl ash: Chronic illness is depressing!

Basically, I want to say that it’s OK to work on your physical 
and your emotional health at the same time. In fact, I highly rec-
ommend it.1 The two parts of your being—your body and your 
soul—are intricately and amazingly connected. But doing this is 
most likely going to mean some big changes in your life.

Advice from the Healthier Side
What I want to share with you here are some of the most pro-
found and also some of the most practical lessons I’ve learned 
as I’ve begun to live well with my fi bromyalgia and feel good 
again. The fi rst lesson I call the “The Culture Shift.” The second 
is, “If It Feels Bad....” (then what do you do? Read on.) The third 
is about not letting your pride get in the way of “Letting Some-
one Else Be Your Hero, for Once.” Fourth, I address the impor-
tant spiritual truth that “You Count, Too.”

“Mental pain is 
less dramatic 

than physical pain, but it 
is more common and also 
more hard to bear. The 
frequent attempt to conceal 
mental pain increases the 
burden: it is easier to say 
‘My tooth is aching’ than to 
say ‘My heart is broken.’ ”

—C. S. Lewis, 
The Problem of Pain
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After that, I give my practical experiences and lessons learned 
in dealing with four voices you will encounter. Rodger talks in 
ch. 7 about “the four faces of fi bro.” Well, I’m talking about the 
four personalities a person with fi bro must face!

 › the jerks,

 › your own inner critic,

 › your friends/family, and 

 › your health-care providers.

The Culture Shift
Like Dr. Murphree has explained, your healing from fi bromyal-
gia is going to require more than popping a pill, or introducing 
a new habit into your life, or learning a new technique. True 
healing is going to be an entire culture shift for you. 

Imagine what it would be like if you fell in love with and mar-
ried someone from a different culture. You would have some 
things in common, of course, but there would also be entire 
ways of living that are foreign to you. Have you ever been to a 
wedding or other major ceremony based on a different culture? 
To some of us here in the Western world, it’s odd to see a bride 
in a striking red dress, covered in henna and dripping in gold. 
But in India, our stark white and pearls seem just as strange.

If you are going to get better, you are going to have to be open 
to some real culture shock. And today, you must decide that 
you are going to switch cultures and align yourself with bet-
ter health. Your illness and the treatment of it will be foreign 
to you. Your healing will involve getting out of your comfort 
zone, maybe even trying something you thought you’d never 
do. You’ll be challenged not only to take up new tasks and ideas 
but also to let go of old ones. 

Your reasons for pursuing health will also have to shift. You’ll 
have to decide for yourself (no one can do it for you) that you 
are going to pursue health because you are worth it. Not worth 
it because of what you do, but because God loved you enough 
before the foundation of the world to create you and give you 
an eternal soul and an amazing body. He is not fi nished with 
you, and you shouldn’t be fi nished either.
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So this is what I want you to do. This is what I would have 
loved someone to tell me when I was fi rst diagnosed:

 ›  First, lay down your burden. Cry it out if you need to. Go 
wherever you need to, and pour it all out to God. Tell Him you 
want to feel better, to stop hurting, to get your energy back, to 
come out of this tunnel of physical and emotional pain. Give 
Him your expectations, your pain, your fears, your frustra-
tions. Remember, He cares. If you have a dear friend or friends 
you can do this with, then all the better.

 ›  Then, offer up your 
pain. As author and 
preacher John Piper 
admonishes in his 
books, “Don’t waste 
your pain.” Your pain 
matters. Whatever 
its original source, it 
matters. It’s telling 
you something. And 
it’s worth something. 
It will mature you, 
change you, humble you, and maybe even bless you. I’m not 
saying that your pain is a good thing. I’m saying that God is 
good, and your pain will drive you to Him—if you allow it.

 ›  Last, open up your heart. Be willing to hear loving, thought-
ful advice. Be open, even eager, toward God’s healing for you. 
Don’t decide how God should work and then insist on some specific 
action from Him. Instead, know that God will work, and then wait 
to see what He does. Be open to God’s guidance in the voices of 
others. Don’t take anything personally. Kindly and confidently 
turn down advice that you judge to be useless. Courageously 
pursue what you judge to be potentially helpful.

If It Feels Bad.…
Surely you’ve heard the phrase that swept the nation in the late 
sixties and early seventies, encouraging Americans to let go of 
their inhibitions and embrace hedonism: “If it feels good, do it!” 
I happen to think that some inhibitions are healthy (I’d rather 
you not hit me in the face, whether or not it feels good to you). 
But, I still really like this phrase. One of the reasons I developed 

“I llness can lead to anguish, self-
absorption, sometimes even 

despair and revolt against God. It 
can also make a person more mature, 
helping him discern in his life what 
is not essential so that he can turn 
toward that which is.”

—Catechism of the Catholic Church
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fi bromyalgia, I’m now convinced, is that somewhere along the 
way, my natural, God-given intuition to stop doing something 
when it starting feeling bad got lost.

My dad is a retired U.S. Navy fl ight surgeon who now special-
izes in the treatment of returned American POWs who had 
been held captive in foreign confl icts and suffered unspeakable 
situtations. He’s a no-nonsense, time-to-save-some-lives sol-
dier medic. You might think that when we three kids got sick 
growing up, he would medicate us a lot. After all, medicine and 
medical care were free in our home. All he had to do was bring 
home a sample of the latest drug or call a specialist he knew. 
But oddly enough, he rarely did either of these. 

I vividly remember the way that he would call me in to see him 
in the living room if Mom told him that I had been feeling sick. 
He would take off his glasses, peer into my eyes, and listen 
to my description of the ailment. Then he would look off into 
nothing and concentrate while he felt my neck for swelling. He 
might take his exam kit off the fi replace mantel and check my 
ears, my throat, my nose. He might listen to my heart and my 
breathing. If he didn’t hear or see anything that seemed to re-
quire some type of lab work or serious intervention, his answer 
was nearly always the same: Stop doing the thing that hurt 
(whether it was throwing a softball outside or trying to fi nish 
my homework with a headache), and go to bed. 

This was Dad’s usual solution for us kids, and it centered 
around a few good days of cartoons, unlimited Popsicles, and as 
much sleep as we could stand.

And when he was sick, he unapologetically put the world on 
hold and went to bed. When he fi nally emerged a day or so 
later, there was a pile of Popsicle wrappers by his bed. At work, 
when he had a sick Marine, he expected him to follow doctor’s 
orders and rest. The country needed “a few good men,” not a 
few sick ones.

But somewhere along the way (whether it was the pressures 
of college, the anguish of the dating scene, or my own stub-
born pride), I forgot that when it hurts when I do something, 
that’s probably a sign that I should stop doing it. If it hurts to 
be around a friend, that person’s probably not a true friend. If it 
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hurts to imagine a frightening scenario, it’s probably not helping 
me to analyze it to death in my head. And most practically, when 
I am tired, that is a sure sign that I should probably go to bed.

Fibromyalgia serves to remind me daily of this bit of wisdom: 
If it feels bad, quit it. Nowadays, when I start to fi nd myself 
“fi ghting through the pain” in order to complete a project or 
get through a hard situation, I ask myself, “Is anyone’s life truly 
dependent on what I’m doing?” If so, I always press through.

But you know what? The answer to that question has yet to be 
affi rmative! I have yet to fi nd myself fi ghting through fatigue 
because there’s a heart-attack victim who needs me to keep 
up the CPR until the paramedics come. I’ve never had to deny 
myself sleep in order to work two jobs to support my family. 
I’ve never had to ignore my aching back because I was pulling 
my children from a burning building. If those things ever were 
happening, then I trust that God would give me the extra grace 
I would need to sustain me through it! 

But usually I’m just staying up late, miserably pressing through 
my physical pain in order to fi nish baking those cupcakes for 
my child’s school party. Then I have to remember, I’m not the 
hero here; God is. It’s His job to bring about my holiness, to 
complete the good work He began in me. To make me a bless-
ing to others.

I am called to receive Christ, 
not impress Him. To allow 
Him to reside within me. To 
give Him free reign to trans-
form me. 

Cupcakes are totally op-
tional.

I fi nally had to decide to stop volunteering for cupcake duty. 
Instead, break out the Popsicles! I’m going to bed!

Let Someone Be Your Hero, for Once
My husband, Chuck, circled the parking lot of the grocery store 
for a few minutes, trying to fi nd a good spot. We had always 
liked grocery shopping together, though everything had been 

“Being confi dent of this, 
that he who began a 

good work in you will carry it 
on to completion until the day 
of Christ Jesus.”

—Philippians 1:6
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a lot less pleasant since my diagnosis of fi bromyalgia a couple 
months earlier. “How are your legs today?” he asked me.

“Pretty lousy, “I responded. “They’re really aching.” 

He nodded his head. “We’re getting a power cart in the grocery 
store.” 

“No,” I protested with a frown. “I hate doing that. I feel like 
everyone is staring at me.” 

“Who cares what they think?” answered my always practical 
husband. He smiled. “I don’t care.”

“Well, I do. I just know that people are wondering why I’m in 
a power cart. They’re all thinking, ‘Who does she think she is? 
She’s not disabled.’ Oh, and I hate it when I have to back up 
and the stupid chair makes that BEEP, BEEP, BEEP! It’s like, 
‘Watch out! Here comes that woman who refuses to walk like 

everyone else!’ ” 

(Not that it wasn’t still painful 
for me to be in a power cart. The 
trick was fi nding the position 
that hurt the least.)

Chuck laughed nonchalantly at 
my description of the obnoxious 
beeping, and he kept scanning 
the lot for a close-by parking 
spot. He was trying to decrease 
the distance I would have to 
walk to get in the store. If I 
would use the cane the doctor 
had recommended for get-
ting from the car to the store, it 
would help. But I couldn’t bring 
myself to do it.

Through this whole thing—the 
diagnosis, the lifestyle changes, 
the fears and struggles—Chuck 
had kept a demeanor of calm. 
He is a peacemaker by nature, 
and nothing seems to really 

Betsy’s Journal
May 14, 2001

“Dear Gracious heav-
enly Father: Even though 
today has just been wild, 
I know that I am always 
in your hands. You 
brought on the irate cli-
ent, the email problems, 
the traffi c jam, the haunt-
ing éclair, the achy joints.

“Please sustain me 
through it all, and keep 
me humble, patient, and 
trusting you. I know 
that no day is wasted in 
which I worshipped you. 
And no day, no matter 
how busy, is valuable in 
which my pride ruled.”
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upset him. This trait was so attractive to me when we were 
dating, but now it could be a little irritating. How could he take 
everything so lightly?

Chuck leaned across me and opened the glove compartment. 
He slid out the handicapped hang tag that my rheumatologist 
had given me. “Oh my gosh!” I said. “We are not using that.” 

“Betsy,” Chuck said, “you’re sick. You’re disabled. We’re using 
it.” He hung the tag on our rearview mirror and parked in a 
handicapped spot close to the entrance. I felt a sting of defeat. 
Chuck walked around the car to help pull me out and help me 
straighten up for the walk into the store.

We hadn’t been out of our car ten seconds before a big, bearded 
man began marching toward us in a huff. “Don’t you feel guilty 
parking there?” he called out, glaring. “Don’t you feel guilty 
doing that?”

I couldn’t believe what was happening. I wanted to disappear. 
I was in so much physical pain, and it was actually an act of 
courage for me to park in that spot. It was an act of humility. 
Of course I didn’t feel guilty! I felt embarrassed. And now, ten 
times more so.

I was frantically trying to think how to respond when suddenly, 
before I knew it, my normally calm husband had had enough. I 
watched as Chuck cut the man off in mid-stride and stood face-
to-face with him. Placing his body between me and the man, 
Chuck spit out, “My wife has fi bromyalgia!” There was pent-up 
frustration in his voice. “She is in pain every day!”

The man sputtered for a moment, obviously surprised. “I didn’t 
know…” he started to say.

“Well, you should mind your own business!” Chuck retorted. 
“You can’t see every disability, you know!”

I felt so loved at that moment. The man walked away, and 
Chuck returned to his calm, jovial self. But I never forgot the 
day that my husband validated my pain in such a dramatic 
way. I felt like he was my knight on horseback, saving me from 
a fi re-breathing dragon. (Not that I can’t also see the other man’s 
point of view. He was probably hotheaded because he cared 
about someone with a disability.)
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So what happened after that? We did get a power cart in the 
store. And you know, despite the pain, we enjoyed our time to-
gether. Because I knew that just because no one can see my pain 
doesn’t mean that nobody cares. 

I sincerely hope that you have someone who cares for you 
enough to say your pain out loud like that.

I don’t use the hang-tag anymore (and I porbably wouldn’t 
qualify anyway), but I still get a power cart in the store when I 
have a lot of shopping to do (by the way, it no longer hurts just 
to sit). Every time I get that 
cart, I’m still a little embar-
rassed. But I think of my 
husband’s parking-lot “fi ght 
scene” and smile. And now 
that I have my children, they 
like to ride in the cart with me, 
and we laugh together at the 
“BEEP, BEEP, BEEP!”

And when, even now, a 
friend, a store employee, or 
a well-meaning stranger falls 
all over herself to help me, 
asks a million questions and 
oohs and winces over my 
answers, or tries to do some-
thing for me that I could do 
myself, I don’t always correct 
her, even if I’m embarrassed. 
We all need heroes now and 
then, even awkward ones. So for that moment, I just receive the 
clumsy heroics with a grateful heart and smile: “Thank you.”

You Count, Too
The pain, confusion, and emotional chaos of fi bromyalgia can 
lead those of us who are God-seekers to wonder if we are basi-
cally suffering some kind of spiritual punishment. I personally 
don’t believe that this is true. God does not take pleasure in our 
suffering—quite the opposite. However, I think that we are suf-
fering the consequences of our own unhealthy states of being. 

Betsy’s Journal
June 18, 2000

(celebrating our anniversary 
in Asheville, North Carolina)

“Off to Biltmore to fi n-
ish exploring the house, 
tour the winery, and see 
some more of the grounds. 
Provided wheelchairs and 
handicapped parking made 
the day possible for me. My 
FMS is present as ever but 
subdued compared to the 
beginning of my illness. I 
am glad to be able to make 
a trip like this.”
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It might be a state that you put yourself into or that someone 
else did (maybe a mix of both), and as the wife of a sociologist, 
I know that our culture and society can be a toxic place some-
times. Whatever the source of your unhealthy state, you now 
require some special care. So accept it.

I’ve heard people say, “You need to take care of yourself, or you 
won’t be able to care for anyone else.” This is certainly a true 
statement, and if it drives you toward health, then great. But as 
far as being the best motivation, in my opinion, for living well 
with FMS or CFS/ME, it falls short. Why? Because there is a 
deeper, better reason for getting better: God loves you.

If you’re like most people with FMS, you take your responsi-
bilities to heart. You might be a mom who takes her children’s 
education and development very seriously. Or it might be your 
career or your calling that requires your constant vigilance. I’m 
not asking you to completely change your personality or to give 
up your pursuit of excellence. But I’m asking you to apply this 
same energy to your healing. And not just so that you can perform 
better. But because it is wrong to neglect yourself. Because God 
loves you just as much as He loves everyone else:

 › your children
 › your husband, wife, or dear one
 › your clients
 › your friends
 › the people to whom you minister
 › the people who count on you

He loves you. And when God loves someone, He does not like 
to see her neglected. Don’t cross Him on this one.

Of course, sometimes those “others” really do need us. And 
they need us now, and they need us to an extent that we, in our 
own strength, can’t provide. So then we must lean on God. He 
often does give us the power and wisdom to work beyond what 
we normally would be able to. 

But, in order to prepare for these times, we must spend most of 
our time in balance, taking care of our little temples (our bod-
ies), or we won’t be ready when we need to be a cathedral of 
strength for someone else.
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Betsy’s Journal
August 19, 2000

4:27 a.m.

“I feel like such a failure. 
Everywhere I look, I see 
evidence of my failure. This 
is my perception.

“And the ultimate failure of 
not sleeping—of once again 
being hopelessly awake after 
only a half a night’s sleep. 
The lack of sleep keeps me 
from my goals—from be-
ing the industrious wife 
and excellent editor I dream 
of. And it disturbs Chuck’s 
sleep. God is in control, and 
Chuck is responsible for 
solving his own problems, 
but I hate that I am creating 
a problem for Chuck.

“I’m trying to handle my 
present feelings in a healthy 
way. The fact alone that I am 
up at this hour with such 
intense negative emotions 
threatens to depress me; I’ve 
failed at handling them.…I 
get so overwhelmed that I 
really want a quick numbing 
solution—I just want relief, 
and resolution becomes sec-
ondary or seemingly impos-
sible….

“I don’t know if what I’m 
experiencing right now is 

necessarily a problem in our 
marriage, but it is certainly 
a problem for our marriage. 
The same kinds of things 
that cause what’s going on 
right now cause other terri-
ble things: arguments, fi ghts, 
depression, lies (about my 
feelings), hopelessness and 
despair, overworking, un-
derworking, general imbal-
ance, displeasure with my 
body or obsession with it, 
over or underexercise and 
activity (usually over), and 
in a way, lust. I lust after 
people and experiences that 
will distract me from my 
pain—not as a way of deal-
ing with it, but denying or 
numbing it.…

“How does God respond? 
Psalm 91:

The Lord says, ‘I will res-
cue those who love me. 
I will protect those who 
trust in my name. 
When they call on me, I 
will answer; 
I will be with them in 
trouble.
I will rescue them and 
honor them. 
I will satisfy them with a 
long life and give them 
my salvation.”
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If you are like me, I can also guess that you have a very clear 
sense of right and wrong. You might be a black-and-white 
thinker who is eager to be listed in the “right” column…not out 
of arrogance but out of a sincere desire to do good, to be good, 
to make a difference.

Well, we can work with that! I want you to look at that “wrong” 
column, and add these items: 

1. neglecting your health
2. treating your sleep as optional
3. taking pride in your overwork

Now, don’t be a fool. Get busy doing what’s right. Get as 
healthy as possible.

Dealing with Jerks: Take the Elevator Anyway
Let me say it now: You’re not lazy. Or I don’t know, actually. 
Maybe you are! Maybe you’re lazier than a dog on a Southern 
porch in the summertime. But that’s not why you have fi bromy-
algia. And chances are very good, according to Dr. Murphree’s 
reports I have read, that you are dramatically the opposite. You 
likely need to inject a little more lazy into your life!

However, as you make changes in your life, others around you 
might use the lazy word, including yourself in your own head 
(we are our own worst critics, after all). As you set healthier 
limits for yourself, get more (and better) sleep, and respond to 
your own warning signs of pain and fatigue, not everyone is 
going to cheer you on. 

When my symptoms fi rst manifested, my cubicle was several 
fl ights up in our offi ce building. As co-workers and I were com-
ing back from lunch, most of them would turn left to head to 
the staircase, but I would turn right to wait on the elevator. One 
day, one of them (let’s call him “Rick”) stopped and watched 
me as I broke away from our little group and reached for the 
elevator button. I had hoped to sit down on the carpeted fl oor 
as I waited for the elevator (there was no bench, and my legs 
and back were killing me). But since he was watching me, I just 
leaned against the wall instead, not wanting to appear unpro-
fessional. 
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“I guess Betsy’s going to be lazy and take the elevator,” he 
announced snottily to no one in particular as he motioned for 
everyone to look. I pretended not to hear him; I stared at the 
elevator, wishing it would hurry up and open! It’s tough to fi nd 
a good comeback when your body is screaming at you but no 
one else can hear it. 

This fellow proved to be a real “growing experience” for me as 
his remarks got more and more sarcastic. He had no idea the 
silent torment I was in, but for some reason, he took it upon 
himself to comment on it regularly. My senior editor had agreed 
that I could come in early (since I wasn’t able to sleep after the 
early morning anyway) and leave early and even work from 
home some, as long as I got my hours in and stayed in good 
communication with the designers and other editors. Well, good 
ol’ Rick got wind of this arrangement and decided to tell every-
one that I was always “skipping out early” from work and that 
it “wasn’t fair.” I won’t begin to tell you what happened when 
my senior editor ordered me an adjustable chair to help keep 
my back from locking up while I worked. You would think that 
the chair was a $50,000 raise the way Rick complained about it.

So I’m here to warn you. You will most likely have at least one 
“Rick” in your life. Some comments you might receive will 
hurt more than others. I remember one time (after I had fi nally 
received a diagnosis), I asked for prayer at a church meeting 
for healing from my fi bromyalgia. I was feeling so down and 

Betsy’s Journal
April 3, 1998

“Stayed home sick today 
from work. It was hard to do. 
I always question my motives. 
And then if I begin to feel bet-
ter, I feel guilty.…

“I just worry that I’m imagin-
ing things—that I’m just being 
lazy. But this funky virus just 
won’t loose its hold!…

“To tell the truth, I believe that 
a lot of it is worrying about 
what others think. Will they 
think I’m lazy? Will they think 
I can’t take a little pain and 
soreness? Will they say that 
when the chips are down, Betsy 
wimps out? She doesn’t come 
through?

“I sent Chuck to my offi ce to 
bring me home some work.…
It’s just that I can work from 
home, and I think I should, 
then.”



470   Pressed but Not Crushed: Thoughts from the Healthier Side

hopeless. One guy (whom I had never met before) said that he 
had a friend who had said that he had fi bromyalgia, and it had 
turned out that the friend was just “trying to get attention.” 
The man then theorized that I might also be “making up” my 
pain. I didn’t know what to say. I don’t think I had ever felt so 
insulted. 

So if something like this ever happens to you, I just want you to 
know that you’re not the fi rst fi bromyalgian (is that a word?) to 
be misunderstood and judged. 

Needless to say, I didn’t make friends with that fellow from 
church. But over time, I did forgive him from my heart. And 
I also forgave Rick. I know that folks say things like that out 
of ignorance, or their own insecurity or control issues, or even 
sometimes a desire to help. But remember that science confi rms 
that your pain and fatigue are real, your body knows they are 
real, and God sees it all. We don’t have to defend ourselves or 
our pain to anyone. Including ourselves.

Dealing with the Inner Critic: Hush It Up
An entry from my journal during this time before my diagno-
sis reminds me of the anxiety I was wrestling against as I got 
sicker. On one hand, I wanted to work hard, build my career, 
be responsible, and start a family. On the other, I knew that my 
body was calling out for rest and some kind of relief. But one of 
my biggest fears was that someone would think I was lazy. 

Read the journal entry in the box on the previous page. What 
does this entry tell you about me fi fteen years ago?

Do I sound lazy to you? 

Yeah, it doesn’t sound that way to me, either.

Let me tell you what an older, wiser me wants to tell this 1998 
version of myself:

Rest, Betsy. You’re sick. No, you’re not imagining things. You 
might be creative, but your imagination isn’t that good!

You don’t know it yet, but that “funky virus” will eventually be 
diagnosed as a very confusing, hard-to-pronounce, often misun-
derstood illness. But it won’t be the end of the world. And you will 
get better.
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For now, just rest. That’s what sick days are for. Here, have a 
Popsicle.

Dealing with Friends (and Family): Take It Slow
It’s hard to continue to relate to friends and family who have no 
idea what your illness feels like. But remember, you need those 
people. And they don’t have to “get” you in order to love you. 
So don’t get isolated. 

Hopefully, you have at least some family and friends with 
whom you can be at your lowest and still feel loved and accept-
ed. But not every relationship is going to be like that, especially 
when the relationship is new.

That’s why you can’t let your fi bro completely consume all your 
thoughts and conversations. When I fi rst started feeling my 
fi bromyalgia, I wanted to talk about it all the time. It fi lled my 
thoughts. Of course it did!

But after a while, I realized that the illness had kind of begun 
to defi ne me. And I didn’t like the way that felt. I wanted to be 
known for more than my pain and fatigue. One lesson I learned 
was to let new friends fi nd out gradually about my illness. As 
you get to know new acquaintances and you let them get to 
know you, you can allow them to see that you might run your 
life a little (or maybe a lot) differently than they do. But for 
heaven’s sake, don’t apologize! If you are confi dent and matter-
of-fact about it, they will be, too. And the gradual discovery 
often allows them the chance to get to know the “whole” you 
instead of just knowing you as “that person with fi bromyalgia.” 

On the fl ip side, even though I could hide the illness now if I 
wanted to, since it’s so dramatically improved, I don’t bother. I 
don’t make a big deal of it, but I don’t pretend about it, either.

About seven years ago, we moved into a new neighborhood, 
and there were two other moms close by who were home 
during the day with young children like I was and who were 
defi nite friend potential. They would go walking together every 
day with their big ol’ jogging strollers full of kids. They asked 
me to join them several times before I fi nally had to explain 
why I kept turning them down. I didn’t launch into a litany of 
my aches and pains and what was causing them. I just said, 
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“I wish I could! But I have to do my exercise on an elliptical 
trainer or in a pool. Regular terrain is just too much for me, I’m 
afraid.”

Later, these ladies and I started meeting to chat together in the 
local park while our children played. While my friends would 
always be content to sit on the benches, I would bring my own 
folding chair. “Those benches just don’t give me enough back 
support,” I would mention casually. 

At neighborhood get-togethers, I would soon grow tired and 
achy if I stood around and chatted, but I didn’t want to miss 
out on any of the fun. So once I started into a great conversa-
tion, I would simply touch my friend on the elbow and say with 
a smile, “Can we go sit down and continue this? I think I’d be 
more comfortable.” And when I had to leave early, I’d say a 
simple, “Wish I could stay all night! But I’m about to turn back 
into a pumpkin!” (Like Cinderella’s coach. Get it?)

These little hints give my friends an idea that I have some spe-
cial needs without making it seem like a big fat deal. Occasion-
ally, someone asks for more specifi cs, and sometimes, if I feel 
like it, I give them. But if their eyes start glazing over, I politely 
change the subject. If their eyes light up and they say, “Oh! I 
think I have that, too!” (or “My mom/uncle/cousin’s friend’s 
neighbor has that!”), then I offer a listening ear and tell them 
about Dr. Murphree. 

When I really need to talk about my illness, I call the friends I 
know can handle it, and I’m there when they need to dump, too.

Dealing with Doctors: Be Courageous
So I’ve talked a little about dealing with jerks, dealing with 
your own inner critic, and dealing with your friends and family. 
But when we talk about dealing with your health-care provid-
ers, that’s another matter altogether. Doctors (of all specializa-
tions) are a mixed bag. Some are jerks. Some just feed that inner 
critic. But some are friends (and in my case, family) who really 
want what’s best for you.

I encourage you (as I mentioned earlier) not to be afraid of your 
doctors or their reactions to you. I have learned to fl at-out tell 
my MDs (and I have several, because I’m also a type-1 diabetic) 
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that I take nutritional therapy seriously, that I work with a natu-
ral-medicine doctor when needed, and that I do not take drugs 
that I don’t fi nd absolutely necessary. I’m not defensive about 
it, but I’m not shy either. I tell them that I prefer to solve my 
body’s problems by strenghthening it rather than only masking 
its symptoms. 

For instance, I politely turn down statins in favor of niacin 
(which has totally fi xed my high cholesterol, by the way).  I take 
magnesium instead of laxatives when I need it. I don’t follow 
the American Diabetes Association diet, because I think it’s use-
less for type-1s. I eat low-carb, high-good-fats, and 100-percent 
natural when I can. But of course I still wear my insulin pump! 
And when I get an infection, I don’t rely on cranberry juice or 
nasal rinse to fi x me, because any infection sends my blood 
sugars on a rollar coaster, and I could end up in the emergency 
room with diabetic ketoacidosis. But if I weren’t diabetic, I 
would try these natural remedies fi rst. The point is, I’m honest 
about my choices, and I do what works best for me.

I also make it clear to my MDs that I won’t hide anything from 
them. Whenever I start a new supplement or a new natural 
treatment based on Dr. Murphree’s protocols, I call my MD’s 
offi ce and tell his nurse about it so she can add it to my fi le. I 
can almost hear her roll her eyes over the phone. But I don’t let 
that get to me. It’s not safe for your MD not to know about your 
natural remedies. And frankly, it’s just not smart to hide any-
thing from any of your doctors.

Thank you, dear reader, for 
allowing me to share with 
you some of my own experi-
ences. Remember that God cares 
about you. He created you in a 
wonderful way. Your body has 
systems that were designed to be 
nourished and sustained by both 
a pristine planet and loving rela-
tionships with fellow sojourners 
in this life. But these systems 
are broken. Our bodies become 
toxic. Our earth is misused, its 

“We can ignore 
even pleasure. 

But pain insists upon 
being attended to. God 
whispers to us in our 
pleasures, speaks in our 
conscience, but shouts in 
our pains: it is his mega-
phone to rouse a deaf 
world.”

—C. S. Lewis, 
The Problem of Pain
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harvests abused. People around us might not have our best in-
terests at heart, and they treat us accordingly. Maybe we do the 
same to them. The result of all this is suffering. 

But God redeems suffering. There is no such thing as “too late 
to get better” where God is concerned. The Bible is full of saints 
who suffered but found comfort, sustenance, even deliverance 
through their suffering. They were “pressed by not crushed,” 
and so are we.

Note
1.  In my co-healing from physical and emotional pain, I benefi tted 

immensely from the professional counseling of Marshall Lyle, a 
liscened professional counselor and marriage and family therapist 
who also happens to suffer from chronic pain himself. He practices 
through The Center for Relational Care (CRC) in Austin, Texas. See 
www.RelationalCare.org (not .com). I highly recommend, if you 
can’t get to the CRC yourself, that you order their easy-to-use work-
book, Emotional Fitness, which you can go through yourself, with a 
friend, or with a group. My husband and I got so much out of it that 
we went back to CRC for leadership training and now have led four 
groups through it ourselves.
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twenty-nine
The ABCs of Vitamins 

As you’ll see in this and the following chapters, vitamins, 
minerals, amino acids, and essential fatty acids work to-

gether. Taking one or two and ignoring the others is a recipe for 
failure. After eighteen years of specializing in fi bromyalgia and 
CFS/ME, I know without a shadow of doubt that the only way 
to beat these illnesses is to get healthy. Shoring up any and all 
nutritional defi ciencies is the fi rst place to start. I recommend all 
of my patients take a good optimal-daily-allowance multivita-
min and mineral formula along with amino acids and essential 
fatty acids. You can do it piecemeal if you like, but it will cost 
more, and your results might not be the same. Always try to get 
the best quality multivitamin formula you can get; otherwise 
you are most likely wasting your time and money. 

Vitamin A is a potent antioxidant with great immune-
enhancing abilities. A defi ciency in zinc ceases vitamin-A 
metabolism, even when the vitamin is abundant. Too much 
vitamin A can lead to dry lips and skin, headache, thinning hair, 
and bone pain, but symptoms are quickly reversed when levels 
are reduced. White spots on the fi ngernails indicate a zinc and 
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vitamin-A defi ciency and suggest reduced immunity. Espe-
cially important in FMS/CFS, vitamin A helps correct intestinal 
permeability (leaky gut), which is associated with migraines, 
asthma, rheumatoid arthritis, IBS, cystitis, sinusitis, rhinitis, ear 
infection, dermatitis, hives, and eczema. Vitamin A has numer-
ous other benefi ts: 

 ›  maintaining a healthy thymus gland, which controls the 
entire immune system. 

 ›  developing and maintaining the surfaces of the mucous 
membranes, lungs, skin, stomach, and urinary, digestive, and 
reproductive tracts. 

 ›  helping to form bones and soft tissue, including tooth enamel.

 ›  protecting against some cancers. 

 ›  treating acne (both orally and topically). 

 ›  enabling night vision. 

 ›  usefulness in calcium metabolism. 

 ›  protecting against asthma. 

 ›  reducing allergic reactions. 

 ›  helping prevent birth defects when taken by expectant mothers 
(a minimum of 2,000 IUs and no more than 8,000 IUs per day). 

The body stores fat-soluble vitamins, which include vitamins A, 
D, E, K, and beta-carotene. Because of this, an overdose is pos-
sible when taking these vitamins. However, the side effects of vi-
tamin toxicity are quickly eliminated once they are discontinued. 

Vitamin B1 (thiamin) is needed to metabolize car-
bohydrates, fats, and proteins. It is important for proper cell 
function, especially nerve-cell function. It is involved in the 
production of acetylcholine, a nerve chemical directly related 
to memory and physical and mental energy. A defi ciency of 
Vitamin  B1 can lead to fatigue, mental confusion, emaciation, 
depression, irritability, upset stomach, nausea, and tingling in 
the hands and feet. 

Vitamin B1 has been reported to be defi cient in nearly 50 per-
cent of the elderly. This could possibly explain the dramatic 
increase in presenile dementia and Alzheimer’s disease the past 
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few decades. Diets high in simple sugars, including alcohol, 
will increase the chances of a vitamin B1 defi ciency. The tannins 
in tea inhibit vitamin-B1 absorption. 

Vitamin B2 (ribofl avin) is responsible for the metabo-
lism of carbohydrates, fats, and proteins. Vitamin B2 is involved 
in producing neurotransmitters (brain chemicals) responsible 
for sleeping, mental and physical energy, happiness, and mental 
acuity. A defi ciency of vitamin  B2 can cause soreness and burn-
ing of the lips, mouth, and tongue; sensitivity to light; itching 
and burning eyes; and cracks in the corners of the mouth. Vita-
min B2 can help curb the craving for sweets and is needed for 
the synthesis of  B6. 

Vitamin B2 is needed to convert the amino acid tryptophan to 
niacin (B3). B2 is not absorbed very well, and any excess will 
turn the urine a bright fl uorescent yellow. It is not toxic. 

Vitamin B3  (niacin) plays an important role in mental 
health. Orthomolecular physicians have used niacin to treat 
schizophrenia, anxiety, and depression. It is a by-product of the 
metabolism of tryptophan. Some people have a genetic inability 
to break down or absorb tryptophan, and this can lead to ag-
gressive behavior, restlessness, hyperactivity, and insomnia. 

Large daily doses of niacin can decrease LDL cholesterol and 
triglycerides while increasing HDL cholesterol. Niacin increases 
circulation, and this helps prevent blood clots and arteriosclero-
sis, which can lead to heart disease and stroke. A defi ciency of 
niacin can cause weakness, dry skin, lethargy, headache, irrita-
bility, loss of memory, depression, delirium, insomnia, and dis-
orientation. Large doses of B3 can cause a fl ushing of the skin, 
but this can be prevented by starting off with 25 mg. daily and 
gradually increasing the dosage over a period of days, because 
the fl ushing is due to the release of cellular histamine. Niacin 
acts as a wonderful sedative to calm nerves and help with sleep.

Daily doses of 1,000 mg. appear to be safe, and large doses are 
needed to treat cholesterol. To lower high cholesterol, use timed-
release niacin. For psychiatric disorders, including anxiety, de-
pression, and insomnia, use a version of B3 called niacinamide. 
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Vitamin B5  (pantothenic acid) is crucial for managing 
stress, boosts the immune system, is needed by all cells in the 
body, and is required for normal functioning of the GI tract. It 
converts carbohydrates, fats, and proteins into energy. It is also 
needed in order to produce adrenal hormones, which play an 
important role in stress management. In fact,  B5 is sometimes 
referred to as the “antistress” vitamin. Vitamin B5 can help 
reduce anxiety and may play a signifi cant role in  depression 
recovery. It helps convert choline into acetylcholine, which is 
responsible for memory. 

A defi ciency in vitamin B5 can lead to fatigue,  depression, irrita-
bility, digestive problems, upper respiratory infections, derma-
titis, muscle cramps, and loss of sensation in the hands and feet. 
Vitamin B5, along with vitamin C, helps to reduce uric acid lev-
els (increased uric acid levels are associated with gouty  arthritis). 
B5 helps boost endurance by manufacturing ATP, an essential 
chemical for cellular energy. Large doses may cause diarrhea. 

Vitamin B6 (pyridoxine) may be the most important B 
vitamin. It is involved in more bodily functions than any other 
vitamin, and its benefi ts include: 

 ›  making neurotransmitters, including   serotonin, epinephrine, 
and  norepinephrine. 

 ›  inhibiting the formation of  homocysteine, a toxic chemical as-
sociated with heart disease. 

 › helping to synthesize DNA and RNA. 

 › helping metabolize essential fatty acids. 

 › helping prevent the destruction caused by free radicals. 

 ›  helping produce hydrochloric acid (HCl), which is crucial for 
proper digestion.

 ›  helping form hemoglobin. 

 ›  serving as a natural diuretic. 

 ›  alleviating carpal tunnel syndrome (tingling or pain in the 
wrists and hands). 

 ›  stimulating IgA antibodies, which help prevent tooth decay. 
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A vitamin B6 defi ciency can cause anemia, even if iron levels are 
normal. Defi ciency can also lead to PMS,  depression, insomnia, 
fatigue, tingling and numbness in the hands and feet, increased 
susceptibility to infections, nausea, kidney stones, anemia, ir-
ritability, tension, headache, fl uid retention, and acne. Vitamin 
B6 may be suppressed by certain medications, including oral 
contraceptives and estrogen. 

Some asthmatics have a malfunction in the way they assimilate 
vitamin B6 and process  tryptophan, so supplementing with 
250 to 500 mg. of B6 a day may help with symptoms of asthma. 
Vitamin B6 is also needed for proper magnesium levels in red 
blood cells. Orthomolecular physicians use megadoses of vita-
min B6 to treat schizophrenia. It’s been found through clinical 
trials that individuals who do not dream have low levels of B6. 

Some people can’t adequately break down vitamin B6 and will 
need to take a form known as pyridoxal-5-phosphate (P5P).  

Vitamin B12  (cobalamin) is the only B vitamin stored 
by the body. A vitamin-B12 defi ciency occurs only in malnutri-
tion, malabsorption, or other impediments to proper digestion. 

Vitamin  B12 is important in the growth of children. It is respon-
sible for the replication of genetic material and so is essential for 
the development and maintenance of all the cells. Vitamin B12 
helps form the myelin sheath that insulates nerve processes and 
allows rapid communication from one cell to another. 

A defi ciency of B12 can cause a reduction in mental acuity, 
evidenced by poor memory. Alzheimer’s and senile demen-
tia, two diseases associated with memory loss, confusion, and 
nerve damage,      might both be attributed to a defi ciency of B12. It 
is only found in animal products (especially liver), so vegetar-
ians should supplement it. Antigout medications, anticoagulant 
drugs, and potassium supplements may interfere with B12 ab-
sorption, and taking  antacids will block its absorption. Calcium 
is necessary for normal absorption of B12. High doses of  folic 
acid can mask the symptoms of B12-defi ciency anemia. 

Because B12 defi ciency is routinely seen in the elderly, I believe 
everyone over sixty should be supplementing with vitamin B12. 
It is not toxic.
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Beta-carotene, found in dark green, dark orange, and 
yellow fruits and vegetables, can be converted into vitamin A. 
And beta-carotene is relatively nontoxic, whereas too much 
vitamin A can be quite dangerous. 

It is a strong antioxidant with anticancer properties—one mol-
ecule of beta-carotene can destroy one thousand free radicals. 
It protects the skin from harmful ultraviolet (UV) light. Women 
with low levels of beta-carotene in their cervical tissues are at 
risk for developing cervical cancer. A nineteen-year study in-
volving three thousand men shows that beta-carotene may sig-
nifi cantly reduce the incidence of lung cancer in both smokers 
and nonsmokers. (Studies have also demonstrated a 45-percent 
reduction in lung cancer in those individuals who take vitamin 
supplements.) The only side effect of consuming too much beta-
carotene is a yellowing of the skin, and this condition disap-
pears once intake is reduced.  Vitamin E and selenium enhance 
the role of beta-carotene. 

Biotin is critical to the body’s fat metabolism, and it aids in 
the utilization of protein, folic acid, B12, and pantothenic acid. 
Suffi cient quantities are needed for healthy hair and nails. Bio-
tin supplementation may help prevent hair loss in some men. 
Biotin is also important in promoting healthy bone marrow, 
nervous tissue, and sweat glands.

Saccharin inhibits the absorption of biotin. Raw egg whites, an-
tibiotics, and sulfa drugs all prevent its proper utilization. Due 
to poor absorption, infants are susceptible to a biotin defi ciency, 
and symptoms include a dry, scaly scalp and/or face. 

A biotin defi ciency is considered rare, and defi ciency is usually 
seen in hospitalized patients on intravenous feeding tubes or 
patients taking large dosages of antibiotics. Symptoms of a de-
fi ciency include  depression, dry skin, conjunctivitis, loss of hair 
and/or hair color, elevated cholesterol, anemia, loss of appetite, 
muscle pain, numbness in the hands and feet, nausea, lethargy, 
and enlargement of the liver. Biotin is not toxic. 
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Vitamin C  (ascorbic acid) produces and maintains col-
lagen, a protein that forms the foundation for connective tissue, 
the most abundant tissue in the body. Benefi ts are many:

 › increasing immune system function, 

 › helping the adrenal glands form important stress hormones, 

 › fighting bacterial infections,

 › helping wounds heal, 

 › preventing hemorrhaging, 

 › reducing allergy symptoms, 

 › helping prevent heart disease, 

 › helping prevent free-radical damage, 

 › acting as a natural antihistamine, 

 › helping to convert  tryptophan to   serotonin, 

 › reducing blood pressure in mild hypertension, 

 › preventing the progression of cataracts, 

 › helping regulate blood-sugar levels, 

 › possibly improving fertility, 

 ›  lowering LDL (bad) cholesterol while raising HDL (good) 
cholesterol, 

 ›  helping prevent toxicity of cadmium, a heavy metal that can 
increase the risk of heart disease, and

 ›  counteracting other heavy metals, including mercury and cop-
per. 

A defi ciency in vitamin C can cause bleeding gums, loose teeth, 
dry and scaly skin, tender joints, muscle cramps, poor wound 
healing, lethargy, loss of appetite,  depression, and swollen arms 
and legs. Aspirin, alcohol, antidepressants, anticoagulants, oral 
contraceptives, analgesics, and steroids can all interfere with 
vitamin C absorption. 

Ester C is absorbed four times faster than regular ascorbic acid. 
Pregnant women should not exceed 5,000 mg. of C a day. Large 
doses can cause diarrhea, so I—along with many other nutri-
tional experts—recommend gradually increasing vitamin C 
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until you have a loose stool. Then, reduce your intake 500 mg. 
at a time until your stools are normal to fi nd your optimal dose. 

Choline  is essential for the health of the liver, gallbladder, 
kidneys, and nerves. It helps with fat and cholesterol metabo-
lism. It prevents fat from accumulating while helping fi ght fat 
buildup in the arteries and liver. Our bodies can make choline 
from vitamin B12, folic acid, and the amino acid methionine. 
Choline is essential for brain development and proper liver 
function. A defi ciency may cause poor memory and mental 
fatigue, and megadoses have been used to treat Alzheimer’s 
disease, Huntington’s disease, learning disabilities, and tardive 
dyskinesia with varying degrees of success. Choline is not toxic. 

 Vitamin D is produced by the body after exposure to 
sunlight. It is one of the oldest hormones, having been pro-
duced by life forms for over 750 million years. Phytoplankton, 
zooplankton, and most plants and animals that are exposed 
to sunlight have the capacity to make vitamin D. In humans, 
vitamin D is critically important for the development, growth, 
and maintenance of a healthy body, from birth until death. See 
more about vitamin D’s role in the prevention and treatment of 
disease in the box on p. 273.

The Institute of Medicine brought experts together recently to 
explore the question of whether the recommended daily allow-
ance (RDA) of vitamin D has been set too low. The impetus for 
the occasion was the mounting evidence for this vitamin’s role 
in preventing common cancers, autoimmune diseases, type-1 
diabetes, heart disease, chronic pain, and osteoporosis and the 
growing evidence that vitamin-D defi ciency is common in the 
United States.

According to Michael F. Holick, MD, PhD, of the Boston Uni-
versity School of Medicine, the typical symptoms of vitamin-D 
defi ciency are aching bones and muscle discomfort. So vitamin-
D defi ciency is often misdiagnosed as fi bromyalgia or chronic 
fatigue syndrome. Too little vitamin D has also been implicated 
as the cause of various other health disorders, including infl u-
enza, psoriasis, gout, otosclerosis, interstitial cystitis, decreased 
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pulmonary function, thrombosis, chronic kidney disease, pan-
creatitis, rheumatic diseases, hepatitis-B infections, hemochro-
matosis, and gastrointestinal diseases.

Should I be tested for a vitamin-D defi ciency? After seeing 
some of the new research on vitamin D a few years ago, I began 
testing all my patients for a defi ciency. I was surprised to see 
that many of them were far too low in this vital micronutrient! I 
originally only tested my patients who lived in the colder, more 
northern climates. Then I started testing my patients from the 
southeastern states. They began producing lab work showing 
low D levels. Now I recommend that anyone with a chronic ill-
ness—especially FMS or CFS—has her vitamin-D levels checked.

How much vitamin D do I need? In the summer, those with at 
least fi fteen minutes of sun exposure on their skin most days 
should take around 1,000 IU of vitamin D3 each day. They 
should take more in the winter. Those who have darker skin, 
are older, avoid sun exposure, or live in the northern United 
States should take higher amounts, around 2,000 IU per day in 
the summer and up to 4,000 IU per day in the winter. 

Are high amounts safe?  Vitamin D is remarkably safe; there 
have been no deaths caused by the vitamin. People consum-
ing only government-recommended levels of 200 to 400 IU per 
day often have blood levels considerably below 50 ng./ml. This 
means that the government’s recommendations are too low and 
should be raised for optimal health function.

What kind do I need? High-dose vitamin D can be purchased at 
a number of health-food stores or major drug chains. However, 
not all vitamin D is equal. I recommend using only the naturally 
occurring Vitamin D3 (pharmaceutical grade).

 Vitamin E  is a major antioxidant that protects cells and 
tissues from oxidative stress. It also protects—from free-radical 
damage—the pituitary and adrenal hormones, fatty acids, and 
myelin sheaths surrounding nerves and genetic material. A defi -
ciency in vitamin E can lead to heart disease, muscular dystro-
phy, nervous-system disorders, anemia, liver damage, and birth 
defects. Smokers need to take extra vitamin E, since research at 
the University of California shows that vitamin E and vitamin C 
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Vitamin D to the rescue! 
Here’s some of the 

myriad illnesses that could be 
linked to a defi ciency in D:

Autoimmune Illnesses: These 
include rheumatoid  arthri-
tis, type-1 diabetes, Reiter’s 
syndrome, lupus, asthma, and 
ulcerative colitis. Hormones of 
the endocrine system, such as 
vitamin D, help the immune 
and nervous systems defend 
the body; defects in this intri-
cate system can lead to autoim-
mune disorders.

Autism: Research has shown 
that low levels of maternal vita-
min D3 have important ramifi -
cations for a baby’s developing 
brain.  Vitamin D is a steroid 
hormone with many important 
functions in the brain, mediated 
through nuclear vitamin-D re-
ceptors (VDRs). Dysfunctional 
VDRs demonstrate altered 
emotional behavior and specifi c 
motor defi cits.

Cancer:  Vitamin D inhibits 
inappropriate cell division and 
spreading, reduces blood-vessel 
formation around tumors, and 
regulates proteins that affect 
tumor growth. It also enhances 
anticancer actions of immune-
system chemicals and chemo-
therapy drugs. A four-year 
study of 1,179 healthy, post-
menopausal women showed 
that taking calcium along with 
nearly three times the U.S. 
government’s recommenda-
tion of vitamin D3 resulted in a 

dramatic 60-percent or greater 
reduction in all forms of cancer. 
It’s estimated that if vitamin-D 
levels were increased world-
wide, a minimum of 600,000 
cases of breast and other can-
cers could be prevented each 
year. Nearly 150,000 cases of 
cancer could be prevented in 
the United States alone! Stud-
ies show that by taking vitamin D 
(about 2,000 IU per day), females 
can cut breast-cancer incidence by 
half!

Chronic Pain: In a study in-
volving 150 children and adults 
with unexplained muscle and 
bone pain, almost all were 
found to be vitamin D defi -
cient; many were severely defi -
cient with extremely low levels 
of the vitamin in their bodies. 
Muscle pain and weakness 
was a prominent symptom of 
vitamin-D defi ciency in a study 
of Arab and Danish Moslem 
women living in Denmark. In 
a cross-sectional study of 150 
consecutive patients referred 
to a clinic in Minnesota for the 
evaluation of persistent, non-
specifi c musculoskeletal pain, 
93 percent had serum levels 
indicative of D defi ciency.

Poor Mental Function and 
Moods: Recent research indi-
cates that vitamin-D defi ciency 
is associated with low mood 
and cognitive impairment in 
the elderly. It has also been 
implicated in various psychiat-
ric disorders, including anxiety 
and  depression.
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Type-2 Diabetes:  Vitamin 
D helps maintain adequate 
 insulin levels, and preliminary 
evidence suggests that supple-
mentation can increase  insulin 
levels in people with   type-2 
diabetes. Prolonged supple-
mentation may help reduce 
blood-sugar levels.

Poor Immune Function: 
There is considerable scientifi c 
evidence that vitamin D has a 
variety of positive effects on the 
immune system. Additionally, 
there is growing evidence that 
maintaining vitamin-D levels 
in the body during the winter 
helps to prevent the fl u and oth-
er viral infections by strength-
ening the immune system. 

Heart Disease: Activated 
vitamin D has been shown to 
increase survival in patients 
with cardiovascular disease.

Hyperparathyroidism: Low 
plasma vitamin D3 has been 
found to be a major risk fac-
tor for hyperparathyroidism, 
which can result in calcium loss 
from bone and renal damage 
with frequent kidney-stone 
formation.

High Blood Pressure: Clinical 
and experimental data support 
the view that vitamin-D me-
tabolism is involved in blood-
pressure regulation and other 
metabolic processes.

Melanoma: Those who tan eas-
ily or who have darker skin are 
far less likely to develop this 

deadly disease. A new theory 
is that melanoma is actually 
caused by sunlight (vitamin-D) 
defi ciency and that mild sun 
exposure helps prevent it.

Multiple Sclerosis: Vitamin-D 
supplementation may help pre-
vent the development of MS as 
well as provide for additional 
treatment.

Osteoarthritis: Low intake and 
low serum levels of vitamin D 
appear to be associated with an 
increased risk for progression 
of osteoarthritis.

Osteoporosis: Maintenance of 
serum calcium levels within a 
narrow range is vital for normal 
functioning of the nervous 
system, for bone growth, and 
for the maintenance of bone 
density.  Vitamin D is essential 
for the effi cient utilization of 
calcium. Vitamin-D defi ciency 
is extremely prevalent in the 
elderly. Most often, the fi rst 
symptoms are muscle pain, fa-
tigue, muscular weakness, and 
gait disturbances. A more se-
vere defi ciency causes osteoma-
lacia (bone weakening and loss) 
with deep bone pain, reduced 
mineralization of bone matrix, 
and bone fractures. A recent 
study found that supplementa-
tion of elderly women with 800 
IU per day of vitamin D and 
1,200 mg. per day of calcium for 
three months increased muscle 
strength and decreased the risk 
of falling by almost 50 percent 
compared to supplementation 
with calcium alone.
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levels are reduced by exposure to cigarette smoke. Studies done 
in Israel show vitamin E to reduce the symptoms of osteoarthri-
tis. Its other benefi ts include: 

 › increasing and maintaining proper brain function, 

 ›  effectively reducing tension in the legs and feet, which is as-
sociated with intermittent claudication and heart disease, 

 ›  relieving restless leg syndrome or “the fidgets,” 

 › preventing abnormal blood clotting, 

 ›  increasing the efficiency of muscles—including the heart—by 
reducing oxygen requirements, 

 ›  helping to slow the aging process, and

 ›  helping protect the body from the toxic effects of lead and 
mercury. 

One study conducted at Columbia University revealed the abil-
ity of vitamin E to slow the effects of Alzheimer’s. Researchers 
at Tufts University found that on a diet supplemented with 200 
IU of vitamin E, study participants had a 65-percent increase in 
immune-fi ghting abilities. In another study at Harvard School 
of Public Health, people who supplemented their diets with 100 
IU of vitamin E reduced their risk of heart disease by 40 percent 
(100 IU is seven times the RDA). Researchers at Duke Univer-
sity have demonstrated that vitamin E acts as a potent antioxi-
dant to counter the toxic effects of air pollution. (The amount 
needed to combat air pollution, including ozone and nitrous 
oxide, is six times the RDA.)

Selenium enhances the effects of vitamin E, and a zinc defi cien-
cy increases the need for it.  Vitamin E is relatively nontoxic, but 
taken in very high doses, it can cause interference with vitamin 
K and lead to prolonged bleeding.  Vitamin E is safe, however, 
taken in dosages several times higher than the RDA. 

Folic Acid is “brain food.” It is involved in energy pro-
duction, synthesis of DNA, formation of red blood cells, metabo-
lism of all amino acids, and production of the neurotransmitters, 
including   serotonin. Folic acid needs B12, B3, and C in order to 
be converted into its active form. Low folic-acid levels are associ-
ated with an increase in homocysteine, an amino acid linked to 
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cardiovascular disease (vitamin B6, folic acid, and vitamin B12 
all help reduce homocysteine levels). A defi ciency in folic acid 
(one the most common vitamin defi ciencies), will produce mac-
rocytic anemia, digestive disorders, heart palpitations, weight 
loss, poor appetite, headache, irritability,  depression, insomnia, 
and mood swings. A sore, red tongue may also indicate a folic-
acid defi ciency. When taken by pregnant women, folic acid can 
improve an infant’s birth weight, neurological development, 
and chances of escaping a neural-tube defect. Women trying to 
get pregnant and expectant mothers should take a multivitamin 
with at least 400 mcg of folic acid. Large doses of folic acid can 
mask a vitamin B12 defi ciency. 

 Inositol   is important in the metabolism of fats and cho-
lesterol, and in the proper function of the kidneys and liver. 
It is vital for hair growth and prevents hardening of the arter-
ies.  Inositol is needed for the synthesis of lecithin, which helps 
remove fats from the liver. Along with gamma-aminobutyric 
acid ( GABA), inositol may help reduce anxiety. Caffeine may 
decrease inositol stores. There is no known defi ciency or toxicity 
for inositol. 

Para-aminobenzoic acid (PABA) is needed to form 
red and white blood cells, which in turn, form essential B vita-
mins. PABA is used in suntan lotion to help block harmful UV 
rays and prevent sunburn. It has antiviral properties and has 
been reported to help in treating Rocky Mountain spotted fever. 
PABA may help restore gray hair to its natural color. PABA and 
sulfa drugs cancel each other out. Doses over 1,000 mg. can 
cause nausea and vomiting. 

For Further Reading and Research
 › The  Vitamin D Council, www.vitamindcouncil.com.
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thirty 
Rock Solid Minerals 

Boron is needed in trace amounts for the proper absorp-
tion of calcium. A recent study by the US Department 

of Agriculture showed that women who consumed 3 mg. of 
boron a day lost 40 percent less calcium and one-third less 
magnesium in their urine. 

Toxicity: Excessive amounts of boron can cause nausea, diar-
rhea, skin rashes, and fatigue. 

Calcium is the most abundant mineral in the body. It 
comprises two to three pounds of total body weight and is es-
sential for the formation of bones and teeth. Calcium regulates 
heart rhythm, cellular metabolism, muscle coordination, blood 
clotting, and nerve transmission. Adequate intake of calcium 
can help lower high blood pressure and the incidence of heart 
disease. Calcium also contributes to the release of neurotrans-
mitters and can have a calming effect on the nervous system. 
A defi ciency of calcium can result in hypertension, insomnia, 
osteoporosis, tetany (muscle spasm), and periodontal disease. 

The ratio of calcium to magnesium and calcium to phospho-
rous is important. Recommended ratios are 2:1 (or 1.5:1) for 
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calcium to magnesium and 2:1 (or 3:1) for calcium to phospho-
rous. Calcium absorption needs vitamin D and is decreased by 
high-protein, -fat, and -phosphorous (junk food) diets. Chelat-
ed calcium (which is bound to a protein for easier absorption) 
combined with magnesium can help reduce aluminum and 
lead poisoning. 

Toxicity: Excessive calcium intake (several grams a day) can 
cause calcium deposits in the soft tissue, including the blood 
vessels (causing arteriosclerosis) and kidneys (causing stones). 
Oyster-shell or bone-meal calcium supplements also often con-
tain high (toxic) levels of lead. Use calcium citrate or calcium 
ascorbate instead. 

Chromium is essential in the synthesis of cholesterol, fats, 
and protein. It also helps stabilize blood sugar and insulin lev-
els, helping ensure proper protein production and reducing the 
chance for fat storage. A defi ciency in chromium can cause type-
2 diabetes, hypoglycemia, and coronary artery disease. Ninety 
percent of the U.S. population is defi cient in chromium! Diets 
high in simple sugars increase the loss of chromium, and a de-
fi ciency can cause a craving for sugar. A normal dose of chro-
mium is 200 mcg. taken 30 minutes before or after meals, two to 
three times daily. Chromium is not toxic in high amounts. 

Type-1 and type-2 diabetics on the Essential Therapeutics CFS/
Fibro Formula (or any formula containing zinc) should consider 
taking chromium separately from their formula (at least a few 
hours apart) to maximize its effi ciency in helping to balance 
blood-sugar levels. 

Copper maintains the myelin sheath, which wraps around 
nerves and facilitates nerve communication. It plays a vital role 
in regulating neurotransmitters and helps maintain the cardio-
vascular and skeletal systems as well. It is part of the antioxidant 
enzyme supraoxide dismutase and may help protect cells from 
free-radical damage. Copper helps with the absorption of iron, 
and a defi ciency in copper can lead to anemia, gray hair, heart 
disease, poor concentration, numbness and tingling in the hands 
and feet, decreased immunity, and possibly scoliosis. 
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Cadmium, molybdenum, and sulfate can interfere with copper 
absorption. A niacin defi ciency can cause an elevation of copper. 
Zinc and copper impair the absorption of one another, so they 
should be taken separately. 

Toxicity: Intake of 20 mg. or more in a day can cause nausea 
and vomiting. Wilson’s disease (not Wilson’s syndrome) is a 
genetic disorder characterized by excessive accumulation of 
copper in the tissues, as well as liver disease, mental retarda-
tion, tremors, and loss of coordination. 

Iron is important in the formation of hemoglobin, the use of 
oxygen, energy production, muscle function, thyroid function, 
and components of the immune system, protein synthesis, nor-
mal growth, and mental acuity. Excessive amounts of vitamin 
E and zinc interfere with iron absorption. Vitamin C helps with 
the absorption of iron, and B6 is needed to develop the iron-
containing protein hemoglobin.

Iron should not be routinely supplemented; a blood test should 
fi rst confi rm an iron defi ciency. Studies show that only 8 percent 
of the U.S. population is defi cient in iron. However, 20 percent 
of premenopausal women and as much as 80 percent of wom-
en who exercise vigorously are defi cient in iron. People suf-
fering from Candida overgrowth or chronic herpes infection 
usually have a defi ciency in iron. If you suspect you have an 
iron defi ciency, ask your health professional for a blood test. 

Toxicity: Excessive amounts of iron are associated with an 
increased risk of heart disease and can lead to decreased im-
munity and to liver, kidney, and lung disorders. For this reason, 
iron is not included in my Essential Therapeutics CFS/Fibro 
Formula.

Magnesium  is one of the most important minerals in the 
body. It is responsible for proper enzyme activity and transmis-
sion of muscle and nerve impulses, and it aids in maintaining 
a proper pH balance. It helps metabolize carbohydrates, pro-
teins, and fats into energy. Magnesium also helps synthesize the 
genetic material in cells and helps to remove toxic substances, 
such as aluminum and ammonia, from the body. Magnesium 



494   Rock Solid Minerals

and calcium help keep the heart beating; magnesium relaxes the 
heart, and calcium activates it. A defi ciency of magnesium, then, 
may increase the risk of heart disease. 

Magnesium also plays a signifi cant role in regulating the 
neurotransmitters. A defi ciency can cause muscle pain, joint 
pain, headache, fatigue, depression, leg cramps, high blood 
pressure, heart disease and arrhythmia, constipation, irritable 
bowel syndrome, insomnia, hair loss, confusion, personality 
disorders, swollen gums, and loss of appetite. High intake of 
calcium may reduce magnesium absorption. Simple sugars and 
stress can deplete magnesium. 

Magnesium is a natural sedative and can be used to treat 
muscle spasm, anxiety, depression, insomnia, and constipa-
tion. It is also a potent antidepressant. It helps with intermittent 
claudication, a condition caused by a restriction of blood fl ow 
to the legs. It’s effective in relieving some of the symptoms as-
sociated with PMS, and women suffering from PMS are usually 
defi cient in it. 

New studies are validating what many nutrition-oriented 
physicians have known for years: A magnesium defi ciency 
can trigger migraine headaches. Magnesium also helps relax 
constricted bronchial tubes associated with asthma. In fact, a 
combination of vitamin B6 and magnesium, along with avoid-
ance of wheat and dairy products, has cured many of my young 
asthmatic patients. 

Unfortunately, dietary magnesium intake in this country is 
steadily declining. It has been consistently depleted in our soils 
and further depleted in plants by the use of potassium- and 
phosphorus-containing fertilizers, which reduce a plant’s ability 
to uptake magnesium. Food processing also removes magne-
sium, while high-carbohydrate and high-fat diets increase the 
body’s need for it. Diuretic medications further deplete total 
body magnesium. It is estimated that up to 80 percent of those 
with FMS/CFS are defi cient in magnesium. Normal dosage is 
500–800 mg. daily. 

Toxicity: Too much magnesium can cause loose bowel move-
ments. If this occurs, reduce your dose. 
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Manganese  aids in the development of mother’s milk 
and is important for normal bone and tissue growth. It is in-
volved in the production of cellular energy, metabolizes fats 
and proteins, and is essential in maintaining a healthy nervous 
system. Manganese is needed to synthesize thiamin, and it 
works in coordination with the other B vitamins to reduce the 
effects of stress. Many of my FMS/CFS patients are defi cient in 
manganese. 

A defi ciency of manganese can cause fatigue, impaired fertility, 
retarded growth, birth defects, seizures, and bone malforma-
tions. Recommended dosage is 5–15 mg. daily.

Toxicity: Manganese is not toxic in large doses, but since cal-
cium, copper, iron, manganese, and zinc all compete for ab-
sorption in the small intestine, large doses of one nutrient may 
reduce the absorption of the others. 

Molybdenum  aids in the conversion of purines to uric 
acid and allows the body to use nitrogen. It is important in 
sulfi te detoxifi cation and promotes normal cell function. It also 
works with vitamin B2 in the conversion of food to energy. 

Molybdenum can help reduce symptoms associated with sulfi te 
sensitivities. I had a patient who broke out in a rash every 
time she ate foods containing the preservative sulfi te, and sure 
enough, her tests revealed a molybdenum defi ciency. Once her 
molybdenum levels were normalized, she was once again able 
to tolerate sulfi tes. 

Recommended dosage is 50–150 mcg. daily. Molybdenum 
defi ciency can cause stunted growth, loss of appetite, and 
impotence in older males. Excessive copper may interfere with 
molybdenum absorption.

Toxicity: High dosages can cause symptoms similar to gout: 
joint pain and swelling. 

Potassium helps regulate the nervous system. A defi ciency 
of potassium manifests itself as irregular heart rate, sterility, 
muscle weakness, apathy, paralysis, and confusion. Potassium 
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and magnesium work together in lowering blood pressure and 
therefore should be taken together. (They are combined in good 
balance in my Essential Therapeutics CFS/Fibro Formula.) 

Selenium is an important antioxidant that protects the body 
from free-radical damage. It is a component of glutathione 
peroxidase, an enzyme essential for detoxifi cation of cellular 
debris. Selenium, along with other antioxidants, combats free 
radicals that can cause heart disease. It may also help prevent 
certain forms of cancer and help those suffering from autoim-
mune disorders, such as rheumatoid arthritis. Selenium is an 
important component of the immune system and helps make 
thyroid hormones and essential fatty acids. 

A defi ciency can cause birth defects, certain cancers, and fi bro-
cystic, heart, and liver disease. Recommended dosage is up to 
200 mcg. daily. 

Toxicity: Doses above 600 mg. can cause side effects that in-
clude tooth decay and periodontal disease. 

Zinc is important in over ninety enzymatic pathways. It 
facilitates alcohol detoxifi cation within the liver and plays a 
role in producing and digesting proteins. Zinc is also important 
in maintaining normal blood levels of vitamin A, boosting the 
immune system, healing wounds, converting calories to energy, 
reducing low birth rates and infant mortality, controlling blood 
cholesterol levels, and producing the prostaglandin hormones 
that regulate heart rate, blood pressure, infl ammation, and 
other processes. A defi ciency of zinc can lead to bad taste in the 
mouth, anorexia nervosa, anemia, slow growth, birth defects, 
impaired nerve function, sterility, glucose intolerance, mental 
disorders, dermatitis, hair loss, and atherosclerosis. 

Excess copper can cause a zinc defi ciency, and vice versa. 
Pregnant women often accumulate excess copper and become 
zinc defi cient, which can lead to postpartum depression. Extra 
zinc, 50 mg. per day, should be consumed by pregnant females 
to help avoid postpartum depression. (I don’t recommend 
prescription prenatal vitamins, because they are too low in the 
needed micronutrients, especially zinc and the B vitamins. In-
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stead, I encourage my pregnant patients to take a high-potency 
vitamin with a maximum of 10,000 IU of vitamin A. Doses of 
vitamin A above 10,000 IU should be avoided.) 

It is estimated that 68 percent of the population is defi cient 
in zinc. And a zinc defi ciency can cause depression, since it’s 
necessary for the production of dopamine. White specks on the 
fi ngernails are indicative of a zinc defi ciency. Recommended 
dosage is up to 50 mg. daily. 

Zinc lozenges have been shown to reduce the symptoms and 
duration of colds by 50 percent. If taking zinc for a cold, take it 
at least a few hours apart from your CFS/Fibro Formula or any 
other formula containing chromium.
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thirty-one
Amino Acids
Life’s Building Blocks

Amino acids are the building blocks of life. They help 
regulate our thinking, energy, moods, pain, mental func-

tions, digestion, immunity, and more. Defi ciencies can cause 
major problems. 

There are twenty amino acids. Nine are known as essential ami-
no acids. They can’t be made by the body and must be obtained 
from our diet. Nonessential amino acids can be manufactured 
from within our own cells. 

Individual amino acids are joined together in sequential chains 
to form proteins. Protein, the body’s building material, is essen-
tial to every cell and makes up our muscles, hair, bones, colla-
gen, and connective tissue. 

Essential and nonessential amino acids are involved in every 
bodily function. They are the raw materials for the reproduction 
and growth of every cell. Amino acids are in every bone, organ 
(including the brain), and muscle—and most every hormone. 
Amino acids are also needed to make enzymes. 
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Enzymes are protein molecules that co-
ordinate thousands of chemical reactions 
that take place in the body. Enzymes are 
essential for breaking down and digesting 
carbohydrates, proteins, and fats. 

Amino acids can occur in two forms: D-
form and L-form, which are mirror images 
of one another. The L-form is available in 
the foods we eat and is the more easily 
absorbed. In a natural state, all amino ac-
ids are L-form. D-forms can be formed by 
bacteria, by tissue catabolism, or syntheti-
cally. (Most D-forms can be detrimental 
to normal enzyme functions; however, 
DL-phenylalanine is the exception. It 
inhibits the breakdown of endorphin- and 
enkaphalin-limiting enzymes.) The white, 

crystalline, free-form amino acids derived from brown-rice pro-
tein are the purest supplements available. Always supplement 
with free-form (L-form) amino acids. 

Amino acids can be taken as a blend to shore up any underlying 
nutritional defi ciencies. Taken individually, they act like drugs 
to produce specifi c reactions. It’s best 
to take single amino acids on an empty 
stomach: thirty minutes before or one hour 
after eating. Individuals with malabsorp-
tion syndrome, irritable bowel, leaky gut, 
and chronic illnesses are wise to take an 
amino-acid blend in addition to any single 
amino acids. The Essential Therapeutics 
CFS/Fibromyalgia Formula contains all of 
the essential amino acids. Here are some of 
the amino acids and how they are used in 
nutritional medicine: 

Carnitine  increases energy. Pro-
duced by combining methionine and 
lysine, it helps transport fats into the cells 
for the mitochondria to use as energy. And 

Essential 
amino acids 

can’t be made 
by the body and 
must be obtained 
from our diet:

 › isoleucine 
 › leucine 
 › lysine 
 › methionine 
 › phenylalanine 
 › threonine 
 › tryptophan 
 › valine 
 › histadine 

Nonessential 
amino 

acids can be 
manufactured 
by our bodies:

 › glycine 
 › glutamic acid 
 › arginine 
 › aspartic acid 
 › alanine 
 › proline 
 › serine 
 › tyrosine
 › cysteine 
 › glutamine 
 › asparagine
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since the mitochondria burn fatty acids during physical activ-
ity, carnitine is a valuable tool for reducing weight and the risk 
of fat buildup in heart muscle. Its effi cient use of fats helps the 
body lower cholesterol, triglycerides, and possibly the risk of 
heart attack. The consumption of alcohol can cause a buildup of 
fat in the liver, but carnitine inhibits this buildup. It also helps 
boost cellular energy and is helpful in reducing fatigue as-
sociated with CFS/ME.

Cysteine  helps detoxify the body. It is formed from the 
amino acid methionine and plays an important role in detoxify-
ing the body. Cysteine is the precursor to the most abundant 
and important amino acid in the body, glutathione. Glutathione 
is a combination of glutamine, cysteine, and glycine. 

Cysteine destroys free radicals, removes heavy metals from the 
body, and guards cells—including heart and liver cells—from 
toxic chemicals like alcohol, xenobiotics, and other damaging 
substances. Glutathione and cysteine are effective in reduc-
ing or eliminating skin conditions such as psoriasis, acne, liver 
spots, and eczema. 

Those with respiratory problems, asthma, bronchitis, and al-
lergies may benefi t from taking a specialized form of cysteine 
known as N-acetylcysteine. 

I prescribe cysteine and methionine, usually in a combination 
formula, to my patients with aluminum toxicity and poor liver 
function. By itself, cysteine should be taken on an empty stom-
ach at 500–1,000 mg. daily. 

GABA (gamma-aminobutyric acid) treats anxiety. It can 
be formed from the amino acid glutamine and has a calming 
effect on the brain similar to Valium and other tranquilizers, but 
without the side effects. Used in combination with the B vita-
mins niacinamide (a form of vitamin B3) and inositol, GABA 
can alleviate anxiety and panic attacks. Many of my patients 
are surprised by the effectiveness of GABA in treating their anxi-
ety and panic attacks. To treat anxiety, start with 500 mg. two 
to three times daily (or as needed) on an empty stomach. Some 
individuals may need up to 1,000 mg. two to three times daily. 
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Glutamine  helps heal intestinal permeability. It is 
converted to glutamic acid in the brain. Glutamic acid increases 
neuronal activity, detoxifi es ammonia (an abundant waste prod-
uct in the body) from cells, and like glucose, feeds the brain. 
Glutamine plays an important role in intestinal maintenance 
and repair and is the major energy source of the intestines. It 
is one of the most important nutrients for the cells that line the 
colon. 

Individuals with intestinal problems, including Crohn’s 
disease, colitis, irritable bowel syndrome, intestinal perme-
ability, yeast overgrowth, and food allergies, especially need 
glutamine supplementation. Studies in Britain and Canada 
show that when individuals with infl ammatory bowel disease 
(IBD) were given glutamine, their symptoms, including abdom-
inal pain and diarrhea, improved dramatically. In another study, 
children who took glutamine supplements showed increased 
mental abilities and tested higher on IQ tests. It also helps re-
duce sugar cravings and acts as an appetite suppressant. 

Glutamine is one of the three amino acids that form glutathione, 
and glutathione is a powerful antioxidant that plays an impor-
tant role in the detoxifi cation system of the body. It helps clear 
unwanted toxins through the kidneys and liver. It is also the 
precursor to two very important neurotransmitters: glutamic 
acid (glutamate) and GABA (gamma-aminobutyric acid). Glu-
tamate is excitatory; GABA is relaxing. Usual glutamine dose is 
500 to 1,000 mg. twice daily on an empty stomach. Higher doses 
are necessary, however, to repair leaky gut syndrome. 

Results of 
amino-acid 

defi ciencies can be 
very serious:

 › fatigue 
 › poor immunity 
 › anxiety 

 › mental confusion 
 › dermatitis 
 ›  chemical 
sensitivities 
 › insomnia 
 ›  cardiovascular 
disease 
 › osteoporosis 

 ›  high blood 
pressure 
 › arthritis 
 ›  inflammatory 
disorders 
 › depression
 › poor detoxification 
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Glycine  helps detoxify the body. It is another inhibitory 
amino acid. It can be used to reduce the symptoms of bipolar 
depression, epilepsy, and nervous tics. It is also important 
in neutralizing toxic chemicals (especially alcohol). It helps 
synthesize glutathione and has been used in the treatment of 
depression and in the inhibition of epilepsy. It is usually taken 
in a combination formula. 

Histidine  improves digestion. A histidine imbalance can 
cause anxiety, schizophrenia, nausea (particularly in pregnant 
women), lethargy, fatigue, and anger. Histidine improves diges-
tion by increasing the production of stomach acid. 

Histidine is the precursor of histamine, which is known to play a 
role in allergic reactions. But histamine also acts as an inhibitory 
neurotransmitter by increasing alpha-wave activity within the 
brain. Alpha waves are associated with relaxation and, when ac-
tivated, help increase a person’s resistance to stress and tension. 
Histidine is usually taken in a combination formula. 

Lysine  treats viral outbreaks. As the essential component 
of all proteins, it plays a major role in soft-tissue formation and 
repair. A lysine defi ciency can cause a person to bruise easily 
and have a diffi cult time healing wounds. It is used for treating 
cold sores and is one of the most important and cost-effi cient 
supplements I prescribe in treating herpes. 

Lysine is also one of the most effective therapies for shingles. 
To treat shingles, use the naturally antibiotic and antiviral herb 
Echinacea along with 1,000 mg. of lysine and 25,000 IU of vita-
min A daily for two weeks or until the lesions disappear. 

See the next page for more about treating shingles.

Methionine helps detoxify the body. An essential 
amino acid, it allows the body to digest fats, combat toxins, pro-
duce choline, and deal with allergic reactions. It’s the precur-
sor of cysteine, glutathione, and taurine and contributes to the 
production and regulation of insulin. Methionine is an excellent 
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chelator, meaning it attaches itself to heavy metals (such as alu-
minum and lead) and escorts them out of the body. 

I prescribe methionine to my patients with faulty detoxifi cation 
systems. People with chronic fatigue, fi bromyalgia, liver prob-
lems, and heavy metal or xenobiotic overload need extra me-
thionine. The recommended dose is 500–1,000 mg. daily on an 
empty stomach. It may also be taken in a combination formula. 

Methionine is the main component of s-adenosyl-methionine 
(SAMe), which is involved in synthesizing neurotransmitters, 
so its defi ciency can contribute to depression. 

Studies involving FMS patients and SAMe have shown dra-
matic improvements in pain reduction. One study showed that 
patients taking SAMe for a period of six weeks had an improve-
ment of 40 percent in pain reduction and 35 percent in depres-
sion. Recommended dose for SAMe is 400–800 mg. daily. 

DL-phenylalanine  assists pain control. This is a 
combination of the D- and L-form of phenylalanine, which acts 
as a natural pain reliever. It blocks the enzymes responsible 
for the breakdown of endorphins and enkaphalins, which are 

T agamet, an over-the-coun-
ter histamine-blocking 

drug, may also be helpful in 
reducing shingles outbreaks.

The drug favorably modulates 
immune function in several 
ways, but its best documented 
property is its inhibitory effect 
on T-suppressor cell function. 
The immune system is weak-
ened when T-suppressor cells 
prematurely shut down im-
mune function. Since Tagamet 
inhibits T-suppressor cell 
function, it can signifi cantly 
enhance immune function in 
some people. 

Studies indicate that viruses 
like herpes simplex and herpes 
zoster can be put into quick 
remission, or the outbreaks 
prevented altogether, when 
T-lymphocyte suppressor cell 
function is inhibited. The best 
way of accomplishing this is to 
take 200 mg. of cimetidine (Ta-
gamet) three times a day and 
then 400 mg. at bedtime.

Cortisone reduces the itching 
of shingles but does nothing to 
rid the body of the skin lesions. 
In addition, steroids (such as 
cortisone) weaken the immune 
system and can cause further 
outbreaks.
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substances within the body that help relieve pain. Endorphins 
are similar in chemical structure and far more powerful than 
the drug known as morphine. They are produced in small cells 
located throughout the nervous system. 

DL-phenylalanine acts as an appetite suppressant and mild 
stimulant. It has also shown to be effective in helping patients 
affl icted with Parkinson’s disease. 

DL-phenylalanine is an effective supplement in treating 
musculoskeletal pains, including those associated with FMS. 
Many of my fi bromyalgia and chronic pain patients have ben-
efi ted from taking DL-phenylalanine. A clinical study shows 
subjects taking DL-phenylalanine saw a remarkable improve-
ment in their condition: Improvements were seen in 73 percent 
of low-back pain sufferers, 67 percent of those with migraines, 
81 percent with osteoarthritis, and 81 percent with rheumatoid 
arthritis. 

For pain control or as an antidepressant, take 1,000–4,000 mg. 
twice daily on an empty stomach. Phenylalanine can elevate 
blood pressure, and very high doses cause rapid heartbeat. Start 
with a low dose and increase to higher doses only as needed 
and only if no side effects are noticed. 

L-phenylalanine  fi ghts depression. It is an important 
amino acid that is involved in the production of the neurotrans-
mitter catecholamines. Catecholamines stimulate mental arousal, 
positive mood, and the fi ght-or-fl ight response to stress. It cre-
ates several neurotransmitters: adrenaline, epinephrine, norepi-
nephrine, and dopamine. These help to elevate mood and reduce 
depression, pain, fatigue, and lethargy. Phenylalanine also curbs 
the appetite by stimulating a hormone known as cholecystokinin 
(CCK), which tells the brain when you’ve eaten enough. 

Phenylalanine is converted to the nonessential amino acid tyro-
sine. Individuals with a rare but life-threatening illness known 
as phenylketonuria (PKU) can’t make this conversion. The 
thyroid hormone thyroxin is made from tyrosine (see p. 142). So 
supplementing with phenylalanine and tyrosine helps increase 
the thyroid gland and rate of metabolism. This in turn helps 
mobilize and burn fat. 



506   Amino Acids: Life’s Building Blocks

As an antidepressant, use 1,000–4,000 mg. twice daily on an 
empty stomach. Phenylalanine can elevate blood pressure, and 
very high doses cause rapid heartbeat. Start with a low dose 
and increase to higher doses only as needed and only if no side 
effects are noticed. 

Tyrosine  boosts thyroid function, so it can be a lifesaver 
for those suffering from depression that has been resistant to all 
other medications. It elevates mood, drive, and ambition by 
stimulating the neurotransmitters norepinephrine, epinephrine, 
and dopamine. Tyrosine also helps those suffering from fatigue 
and asthma. 

Tyrosine, which can be produced from phenylalanine, aids in 
the production of the adrenal, thyroid, and pituitary hormones. 
Many of my patients with low thyroid function have benefi ted 
from taking a special supplement that contains L-tyrosine. Low 
energy, brittle nails, and cold hands and feet can mean a person 
is suffering from adrenal-hormone insuffi ciency. These people 
may benefi t from taking tyrosine along with an adrenal-extract 
supplement. 

Tyrosine can also raise blood pressure, so use with caution. To 
treat low thyroid, supplement with 1,000 mg. twice daily on an 
empty stomach. For depression and fatigue, use phenylalanine 
(see p. 295). 

Tryptophan.Well, you already know what it does so well! 
If you’ve forgotten, then reread ch. 10. 
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thirty-two
The Real Skinny on Fats and 
Fatty Acids

So misunderstood! Fat provides energy, produces certain 
hormones, insulates us from cold, and makes up cellular 

membranes. It is the primary source of fuel for the muscles, 
including the heart, but this nutrient has gotten a bad rap in our 
society. Low-fat diets have been the rage for years, promising 
weight loss and improved health. But this line of thinking has 
contributed to yo-yo dieting, heart disease, and type-2 diabetes.

In fact, researchers at the National Institute of Health have 
recently shown that while our consumption of fat and choles-
terol have drastically declined over the last several years, we’ve 
actually gained an average of ten pounds per person. Statistics 
show that during the years between 1960 and 1980, one-quarter 
of the population was overweight. But that number has grown 
to 60 percent of the population. Researchers and health offi cials 
are still scratching their heads over these statistics. The fat-free 
mantra has proven to be the most misguided medical blunder 
since bloodletting. 
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The fear of fat and its derivative, cholesterol, has spawned a 
multibillion-dollar industry of low-fat foods, but it’s not turn-
ing the tide. We trust medical intervention, but drugs that lower 
fats and cholesterol have been shown to increase the risk of 
certain cancers. Dieters dutifully avoid fat, but hidden sugars 
in our processed foods are being turned into fat right under our 
noses (and our belts!).

The truth is that fat is in all natural foods. It is an essential nutri-
ent that plays a vital role in our overall health. We can’t live 
without fat in our diet. Fat provides over twice the amount of 
energy of carbohydrates and 70 percent of the energy needed 
just to keep the body warm. Fats make up 70 percent of the 
brain. The fat insulates the brain cells and allows the neurotrans-
mitters to communicate with one another. 

Cholesterol and fats make up each and every cell. Cholesterol 
helps keep cell membranes permeable, and this permeability 
allows good nutrients in and toxic waste products out. Over 8 
percent of the brain’s solid matter is made up of cholesterol, and 
cholesterol is essential for proper brain function and normalized 
neurotransmitters, such as serotonin. A defi ciency in cholesterol 
can result in fi bro-fog and mood disorders, including depres-
sion, anxiety, and irritability. Cholesterol is also involved in 
the production of such essential hormones as dehydroepian-
drosterone (DHEA), testosterone, estradiol, progesterone, and 
cortisol. Because it is essential to our very survival, cholesterol 
is manufactured by the body on a daily basis. Eliminating cho-
lesterol from our diet only triggers the body to make more! 

What about Cholesterol and Heart Disease?
Believe it or not, your body needs cholesterol. It’s not some 
foreign element to be avoided. It’s a valuable nutrient. Consider 
these facts about cholesterol, taken from my book Heart Disease: 
What Your Doctor Won’t Tell You. 

 ›  Cholesterol is so important that the body manufactures 800 to 
1,500 mg. each day. This is about twice as much as you take in 
through diet! 

 ›  Cholesterol and other fats are the very building blocks that 
make up each and every cell. 
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 ›  Cholesterol is an important fat that helps keep cell membranes 
permeable, allowing good nutrients to get in and toxic waste 
products to get out.

 ›  Cholesterol makes the bile salts required by your body for the 
digestion of fat. 

 ›  Cholesterol is the precursor to vitamin D. 

 ›  Cholesterol is essential to proper hormone production. (Recall 
that testosterone, DHEA, progesterone, estradiol, and cortisol 
are all made from cholesterol.)

 ›  Over 8 percent of the brain’s solid 
matter is made up of cholesterol. 

 ›  Low cholesterol levels have been 
repeatedly linked to decreased 
brain function, including depres-
sion. Those with low cholesterol 
are three times more likely to suffer 
from depression as normal adults. 
The British Medical Journal has 
published research showing that 
the lower the cholesterol, the more 
severe the depression.

 ›  Low cholesterol levels are also 
linked to an increased risk of sui-
cide. One study, reported in the 
British Medical Journal, showed that 
of the three hundred people studied 
who had committed suicide, all had 
low cholesterol levels. Another study reveals that men whose 
cholesterol levels are lowered through the use of prescription 
lipid-lowering medications double their chances of suicide. 

 ›  Low cholesterol (below 180) has been linked to an increased 
risk for heart attack. Yes, you read this correctly. Low choles-
terol increases the risk of a heart attack. 

What about Dietary Fat and Heart Disease?
By 1998, there were a total of thirty different studies—involv-
ing more than 150,000 people—investigating the relationship 
of dietary fat to the risk of heart disease. These studies revealed 

I hope I’ve made 
my point; please 

don’t rush to take 
cholesterol-lowering 
drugs, which can 
cause some of the very 
symptoms associated 
with fi bromyalgia 
and CFS—including 
muscle aches and pain, 
mental confusion, 
fatigue, poor memory, 
and depression.

And please eat fat, in-
cluding saturated fats. 
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that there was no difference between the risk of heart disease in 
those who ate animal fats and those who did not.

What’s more, research shows that there is no evidence that satu-
rated fats are bad for health and plenty of evidence that saturat-
ed fats prevent both cardiovascular disease and stroke. In fact, 
the fatty acids found in clogged arteries are mostly unsaturated 
(74 percent), of which 41 percent are polyunsaturated.

The Skinny on Fats
Fats are a type of lipid (meaning they can’t be dissolved in wa-
ter) that are made up of fatty acids: saturated, unsaturated, and 
polyunsaturated. 

 ›  Saturated fatty acids (SFAs) are found in butter, shorten-
ing, coconut oil, eggs, meat, and cheese. They consist of long, 
straight chains of molecules packed tightly together, and they 
are solid at room temperature. A diet too high in SFAs may 
contribute to atherosclerosis, heart disease, and stroke. How-
ever, even saturated fats are part of a balanced diet. 

 ›  Monounsaturated fatty acids (MUFAs) are found in almond 
oil, avocados, canola oil, oats, peanut oil, and olive oil. Mono-
unsaturated oils are usually liquid at room temperature but 
may become cloudy or hardened in the refrigerator. MUFAs 
have one kink or bend in their structure, so they are more flex-
ible than SFAs. 

 ›  Polyunsaturated fatty acids (PUFAs) are found in corn oil, 
primrose oil, flaxseed oil, borage oil, certain fish, and sesame, 
sunflower, safflower, and wheat germ oil. PUFAs are liquid 
at room temperature. They have many bends in their chains 
and are quite flexible. Although a person needs all types of fat, 
PUFAs are generally considered the healthiest.

PUFAs are further divided into two families of essential fatty 
acids (EFAs): omega-6 and omega-3. 

The omega-6 family can be found in pure vegetable oils, in-
cluding sunfl ower, saffl ower, and corn oil: 

 › linoleic acid (LA) 
 › gamma-linolenic acid (GLA) 
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 › dihomo-gamma-linolenic acid (DGLA) 

 › arachidonic acid (AA)

The omega-3 family can be found in some nuts, meats, and 
especially in deep cold-water fi sh. It’s also in fl axseed, soybean, 
walnut, and chestnut oils, as well as some dark-green leafy veg-
etables. It includes: 

 › alpha-linolenic acid (LNA) 

 › stearidonic acid (SDA) 

 › eicosatetraenoic acid (ETA) 

 › eicosapentaenoic acid (EPA) 

 › docosahexaenoic acid (DHA) 

Essential fatty acids are, as their name implies, essential for our 
existence, but our body can’t make them. We have to take them 
in by food. We can’t live without them, because they make up 
the outer membranes of each cell. The membranes of healthy 
cells can resist entry by viruses and other pathogenic agents 
and, at the same time, facilitate the entry of nutrients.

But when EFAs are defi cient, cell membranes are weakened in 
their abilities, and the wrong substances are allowed into the 
cell. A defi ciency in EFAs can cause some of the very symptoms 
associated with FMS and CFS: fatigue, depression, malabsorp-
tion, muscle pain, insomnia, poor mental function, and lowered 
immunity. 

Why Are We EFA Defi cient?
It’s estimated that at least 25 percent of the population suffers 
from some amount of EFA defi ciency. Sixty percent of people are 
defi cient in omega-3. But we’re not all terrible eaters, right? Why 
are we so defi cient in EFAs? Well, certain groups of people have 
inherited a need for more EFAs and especially GLA (gamma-
linolenic acid): those of Irish, Scottish, Welch, Scandinavian, 
Danish, British Columbian, and Eskimo decent. Even for those 
without special EFA needs, obtaining enough EFA can be chal-
lenging. Here’s why: 

 ›  Dramatic changes in our agricultural, food-processing, and 
food-preparation methods in the past several decades have 
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helped deplete the soil and our foods of valuable nutrients. 
For instance, changes in flour-milling technology have result-
ed in the elimination of essential fatty acids from most ma-
chine-processed grains. Even our meat is less nutritious. One 
hundred years ago, our ancestors ate real butter, unprocessed 
grains, flaxseed oil (a rich source of EFAs), and free-range 
cattle and chickens. Today’s farmer, in most cases, keeps cattle 
and chickens caged and feeds them processed grains devoid 
of EFAs. Consequently, the meat is significantly less nutritious 
to humans. Free-range cattle, chicken, and dairy products can 
have over five times the omega-3 and omega-6 fats in their tis-
sues as industrially raised animals. 

 ›  Man-made trans fats have replaced healthy EFAs in many of 
our processed foods, so these foods are not only devoid of life-
giving, health-building EFAs, but they also prevent what EFAs 
are present from being absorbed and effectively utilized. 

How are these trans fats toxic? There are receptor sites on cell 
membranes where neurotransmitters—such as serotonin—at-
tach themselves. Trans fats block and harden these sites, pre-
venting nutrients from entering and exiting the cell. The neu-
rotransmitters are then unable to attach themselves to the cell 
membrane, and the results can include depression, insomnia, 
anxiety, fatigue, attention defi cit disorder (ADD), or any disor-
der that involves the brain hormones. 

 ›  Alcohol and caffeine can also block the conversion of EFAs 
to anti-inflammatory prostaglandin hormones (see below for 
more about prostaglandins). 

 ›  Increased ingestion of toxins in our food, water, and air de-
pletes our EFAs. 

 ›  Lack of breastfeeding can create EFA deficiencies, as omega-3 
fats and DHA (docosahexanoic acid) are not present in many 
infant formulas or in commercial cow’s milk. 

 ›  Excessive consumption of omega-6 fats (too many grains) 
may interfere with the absorption of omega-3 fats. 

Results of EFA Defi ciencies
EFA defi ciency can contribute to a number of health problems. 
Without enough EFAs, the body can’t produce prostaglandins—
short-lived, hormone-like chemicals that regulate cellular activ-
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ity from moment to moment. They stimulate and relax uterine 
muscles, reduce swollen nasal passageways, help regulate the 
“happy hormones” like serotonin, and are intimately involved 
in the immune system. They play a role in healthy blood pres-
sure, air passageways, blood vessels, and fat metabolism. They 
help stimulate steroid production and reduce appetite, and 
since they can cause or reduce infl ammation, they are involved 
in regulating allergic reactions. 

 ›  Insufficient EFAs can keep your body from properly reduc-
ing inflammation. Many FMS patients have been on NSAIDs 
for years by the time I see them in my clinic. But while these 
medications block the prostaglandins that cause inflamma-
tion, they also block those that stop inflammation. A safer 
way to reduce chronic inflammation is to increase consumption 
of EFA, especially omega-3. This is because the fats you eat 
largely determine your body’s ability to fight inflammation. 

 ›  Conversely, too much of the EFA (omega-6) called arachi-
donic acid (AA) can put you in a proimflammatory state. AA 
is found in corn and corn-oil products. And these products are 
used as the prominent foodstuff in westernized livestock. Con-
sequently, U.S. land-animal food products (meat, eggs, and 
cheese, for instance) have a high AA content. Several research 
articles have demonstrated that the more animal fats a human 
eats, the more AA they have in their blood and cell membranes 
and the more likely they are to have inflammation. 

Omega-6 fatty acids, while essential for optimal health, do gen-
erate AA. AA comes from excessive consumption of vegetable 
oils and grains (which is the typical diet of livestock). Therefore 
when battling infl ammation, its best to avoid overconsump-
tion of wheat-based products, including breads, pasta, crackers, 
and corn-based products. As for meat, grass-fed livestock is 
your best option. Many of my fi bromyalgia patients fi nd that 
they feel considerably better when they avoid wheat and dairy 
products. 

A diet high in fi sh oils promotes the opposite: less infl ammation 
and a lower level of infl ammatory chemicals. Fish oils (omega-3 
fatty acids) increase our natural anti-infl ammatory prostaglan-
din hormones. 
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The balance of fats in our bodies is signifi cant, too. Consider the 
importance of the ratio between AA and eicosapentaenoic acid 
(EPA). An AA/EPA ratio of 1.5:1 is ideal. But the average AA/
EPA ratio of Americans is 11:1. In those patients with infl amma-
tory conditions and neurological disorders, the ratio is 20:1 or 
more. The Japanese population, on the other hand, comes very 
close to the ideal ratio, and they have the highest life expectancy 
and the lowest rate of cardiovascular disease on the planet! 

Since most Americans are carrying around at least ten pounds 
of excess fat, it is no wonder that arthritis and other infl amma-
tory diseases are out of control in our country. 

I recommend you reduce your infl ammation-producing AA 
intake by reducing your intake of wheat, corn, vegetable oils, 
and grain-fed livestock. Increase your consumption of deep 
cold-water fi sh (such as salmon, tuna, and Mahi Mahi). Have a 
minimum of two servings of such fi sh a week. You should also 
supplement with pure fi sh-oil capsules, up to 9 g. a week. 

 ›  Depression is strongly linked to EFA deficiencies. A defi-
ciency of omega-3 fat is one the main causes of depression 
and other mental disorders. This is because omega-3 fats work 
to keep us mentally and emotionally strong in three ways: 
as precursors for preprostaglandins and neurotransmitters; 
as the substrate for B vitamins and coenzymes to produce 
compounds to regulate many vital functions, including neu-
rotransmitters; and in providing energy and nourishment to 
our nerve and brain cells.  

 ›  Omega-3 deficiency is related to Candida (yeast) overgrowth. 
In a healthy digestive tract, Candida and other yeasts and fungi 
are kept in check by healthy flora—that is, bacteria. But when 
a person becomes deficient in omega-3 fatty acids and other 
vital nutrients, the normally benign yeast changes into an 
aggressive form and—out of starvation—attacks the walls of 
the digestive tract in search for nutrients. The integrity of the 
intestinal walls is then compromised. (This condition is known 
as intestinal permeability, or more frankly, “leaky gut” syn-
drome.) Nutrients from within the digestive tract—along with 
Candida secretions—are then able to penetrate through the 
lining and enter the bloodstream. These poisons then circulate 
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throughout the body, causing everything from allergies to de-
pression to a heightened susceptibility to staph infections.  

 ›  Lack of EFAs means a greater susceptibility to viruses. EFAs 
have direct antiviral effects and are lethal at surprisingly low 
concentrations to many viruses. Specifically, the body’s pro-
duction and utilization of the hormone interferon, a chemical 
our immune system produces to kill viruses, is dependent on 
EFAs and compromised in their absence. (The antiviral activity 
of human mother’s milk seems to be largely attributable to its 
EFA content.) 

EFAs are also the major components of all cellular membranes 
in the body, and the integrity of these membranes is the key to 
preventing infection. Our skin, digestive tract, mouth, sinuses, 
lungs, and throat are covered with trillions of bacteria, viruses, 
parasites, and yeasts. So a membrane’s capacity to recognize 
what is benefi cial and to keep out what is harmful is vital for 
the immune system. But without enough EFAs, these mem-
branes are compromised.

This helps explain why some people get sick and others don’t 
when exposed to the same virus. In the case of the Epstein-Barr 
virus, for example, a good 90 percent of the U.S. population car-
ries this virus, yet only a fraction become ill from it. One theory 
is that those who actually develop symptoms already have 
below-normal levels of EFAs and their derivatives. A study 
investigating sufferers of the EBV particularly confi rms this: 
Both eight and twelve months into the study, subjects who had 
recovered from the virus showed normal or near normal EFA 
blood levels. In contrast, those who were still clinically ill from 
the EBV showed persistently low levels. 

 ›  Insufficient EFAs in the bloodstream can lead to fatigue. In 
a Scottish trial, patients with chronic fatigue syndrome were 
given EFA supplements with great success. After six months, 
84 percent of the patients in the group receiving EFA supple-
ments—and only 22 percent of those in the placebo group—
rated themselves as better or much better. In another study, 74 
percent of CFS patients taking EFA supplements—compared 
with 23 percent of those on placebo—assessed themselves as 
improved. 
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 ›  A malfunction of essential fatty acid metabolism has been 
solidly established to be a major, if not the principle, cause 
of eczema. Many people report substantial improvement in 
eczema when they eliminate refined and processed oils and 
supplement with flaxseed and sometimes primrose oil. 

Other conditions associated with EFA defi ciency include acne, 
psoriasis, PMS, Sjögren’s syndrome (dry eyes and mouth), some 
forms of cancer, arthritis, heart disease, and asthma. 

EFA Levels During Pregnancy
EPAs (omega-3) are important to both mommy and baby during 
pregnancy. We know that low EPA levels can cause depression, 
and pregnancy draws severely on a person’s store of EPAs. (This 
could explain many of the cases of postpartum depression.) A 
University of Minnesota study shows that omega-3 fats de-
creased in a woman’s blood during pregnancy, and they stayed 
decreased for six weeks after birth. Subsequent pregnancies 
made the defi ciency even worse.

The study also demonstrates the importance of omega-3 fats for 
fetal development. EPA is so important that the mother’s brain 
shrinks three percent in order to provide enough fuel for fetal 
development. Quoting the study’s authors, “Long chain fatty 
acid defi ciency at any stage of fetal and/or infant development 
can result in irreversible failure to accomplish specifi c brain 
growth.” 

If you are pregnant, consider taking EPA (fi sh oil) supplements. 
Diaper rash, eczema, and cradle cap are also all associated with 
a defi ciency in EFAs in children, so make sure your children 
receive plenty of good fats in their diets. And seriously consider 
breastfeeding, which is an excellent source of EFAs for your 
infant. 

Time for an Oil Change
For our purposes, food oils aren’t defi ned by how they start out 
in nature, but rather how they end up. Let’s call the two types 
“processed” and “natural.” 

 ›  Processed oils have undergone deodorization, bleaching, 
and/or hydrogenation. These processes remove lecithin, beta-
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carotene, EFAs, and vitamin E. Hydrogenation is the process 
of adding hydrogen atoms to oils for the purpose of creating 
solid fats like margarine. In order to make a hydrogenated oil, 
natural oils are heated under pressure for six to eight hours 
at 248–410° F and reacted with hydrogen gas by the use of a 
metal such as nickel or copper. (Both of these heavy metals 
have been linked, incidentally, to depression and fatigue.) 

Most of the cooking oils found on store shelves today—includ-
ing corn, sunfl ower, and others—have been processed to in-
crease their shelf life. The oil then smells bad (go fi gure!) and 
must be “deodorized” at a high temperature. The results are oils 
devoid of nutrition and loaded with poisonous trans fats. 

Trans fats prevent the omega-6 EFAs from attaching to their 
receptors on cell membranes. The membranes then become im-
permeable, and because nutrients can’t get in and toxins can’t 
get out, the cells begin to die. Neurotransmitters (serotonin 
and others) are also blocked from attaching themselves to the 
cell, and this can lead to depression, insomnia, anxiety, fatigue, 
and ADD. In addition, trans fats also increase the amount of 
LDL—bad cholesterol—in the blood and decrease the amount 
of HDL—good cholesterol. 

 ›  Natural oils are derived from pressing seeds and nuts. Extra-
virgin olive oil and other nonrefined seed and nut oils have 
not undergone processing and retain their nutritious ingredi-
ents. Choose cold-processed, nonhydrogenated, polyunsatu-
rated oils, which haven’t been heated to the high temperatures 
that create trans fats. 

I recommend you cook with extra-
virgin olive oil, virgin coconut oil, or 
organic canola oil, as they withstand 
higher temperatures without produc-
ing trans fats. 

If you suffer from rheumatoid arthritis 
or other infl ammatory-related illnesses, 
avoid peanut oil, as its high AA levels 
can cause more infl ammation. Also 
reduce other sources of AA: red meat, 
dairy, vegetable oils, and seed oils; use 
olive oil or coconut oil instead. 

To learn more 
about the 

healthy and delicious 
benefi ts of cooking 
with virgin coco-
nut oil, see the New 
York Times article 
at www.nytimes.
com/2011/03/02/
dining/02Appe.
html. Also see the 
box on p. 518.
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For healthy fats, snack on nuts and seeds, such as almonds, wal-
nuts, cashews, pecans, and pumpkin seeds—but not peanuts. 
Also enjoy guacamole, olives, lean (preferably free-range) meats, 
cold-water fi sh, and tofu. All these contain poly- and monoun-
saturated fats.

Consult your nutritionally oriented physician about supple-
menting omega-3 and -6 fatty acids, fl axseed oil, and primrose 
oil. Most individuals who need to supplement need a higher 
ratio of omega-3 to omega-6, at least initially. This is because 
most people get omega-6s through grains on a daily basis. I 
recommend starting with an EFA blend containing two to four 
times as much omega-3 as omega-6. The Essential Therapeutics 
formula contains 1,000 mg. of cold-pressed pure fi sh oil per 
packet.

I also recommend that my patients have a fatty-acid profi le. 
This lab test measures the body’s different fatty acids and their 
ratios. For more information about this test, see appendix B. 

C oconut oil is very dif-
ferent from most other 

cooking oils and contains a 
unique composition of fatty 
acids that are about 90 percent 
saturated.

This makes coconut oil perfect 
for high-heat cooking methods 
like frying.

Additionally, coconut oil con-
sists almost entirely of medium-
chain triglycerides, which go 
straight from the digestive tract 
to the liver, where they are 
likely to be turned into ketone 
bodies and provide a quick 
source of energy.

Unrefi ned coconut oil has a 
strong “coconutty” fl avor and 
aroma, which is great to use in 
your recipes if you’re a fan of 

that profi le. If not, go for the 
refi ned coconut oil, which is 
extremely neutral in both taste 
and aroma. (If you’re wary of 
buying refi ned oils, look for a 
brand that is naturally refi ned 
and unbleached.)

To sauté and stir-fry with coco-
nut oil, simply use it in place of 
the oil called for in your reci-
pes. You’ll be able to kick up 
the heat a bit higher than if you 
were using olive oil. Of course, 
if your oil ever starts to smoke 
intensely or turn gray/black 
while cooking, you can assume 
that it’s been overheated and 
needs to be refreshed with new 
oil. Note that refi ned coconut 
oil will withstand cooking 
temperatures up to around 450° 
F, whereas unfi ltered (virgin) 
coconut oil has a smoke point 
of around 350° F.
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Resources 
›  You can learn more about my book Heart Disease: What Your Doctor 

Won’t Tell You at www.drrodgermurphree.com/books.

›  To learn more about trans fats, see www.stop-trans-fat.com.

 ›  For the serious student, I also recommend Mary Enig’s book Know 
Your Fats: The Complete Primer for Understanding the Nutrition of Fats, 
Oils, and Cholesterol (Silver Spring, MD: Bethesda, 2000).

For Further Reading and Research
 ›  P.O. Behan and W.M.H. Behan, “Effective high doses of essential fatty acids 
in the post-viral fatigue syndrome,” Acta Neurol Scand 82 (1990): 209–16. 
 ›  C.L. Broadhurst et al., “Rift valley lake fi sh and shell fi sh provided brain 
specifi c nutrition for early homo,” British Jour of Nutr 79 (1998): 3–21. 
 ›  Bruno Bertozzi et al, correspondance, British Medical Journal 1(312) (1996): 
289–99. 
 ›  Galland, “Leaky gut syndromes: breaking the vicious cycle,” The Third In-
ternational Symposium on Functional Medicine, Vancouver, British Colum-
bia, 1996. 
 ›  D.F. Horrobin, “Post-viral fatigue syndrome, viral infections, and atopic 
eczema and essential fatty acids,” Medical Hypotheses 32 (1990): 211–17. 
 ›  R.T. Holman, “The slow discovery of the importance of omega 3 essential 
fatty acid in human health,” Jour Nutr 128 (1998): 4275–335. 
 ›  U. Ravnskov, “The questionable role of saturated fat and polyunsaturated 
fatty acids in cardiovascular disease,” Journal of Clinical Epidemiology 51 
(1998): 443–60. 
 ›  L.L. Williams et al., “Serum fatty acid proportions are altered during the year 
following acute Epstein-Barr virus infection,” Lipids 23(10) (1988).
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Appendix A
Symptoms Profi les

Yeast Symptoms Profile

Check any of the symptoms below that you experience on a regular basis. 
If you check more than ! ve of the symptoms, you might be su" ering from 
a yeast overgrowth. See ch. 23. 

___ fatigue or lethargy 
___   depression or manic  depres-

sion 
___ pain and/or swelling in joints 
___ abdominal pain 
___ constipation and/or diarrhea 
___  bloating or excessive belching 

or intestinal gas 
___ indigestion or heartburn 
___ prostatitis 
___ impotence 
___  loss of sexual desire or feeling 
___ endometriosis/infertility 
___  cramps and/or menstrual ir-

regularities 
___  premenstrual tension (PMS) 
___  attacks of anxiety (nerves) or 

crying 
___ sore throat 
___  recurrent infections or # uid 

in ears 
___  cold hands or feet; low body 

temperature 
___ hypothyroidism 
___ chronic hives (urticaria) 
___  cough or recurrent bronchitis 
___  nasal congestion or post-nasal 

drip 
___ nasal itching 
___ laryngitis (loss of voice) 

___ eczema, itching eyes 
___  sensitivity to milk, wheat, 

corn, or other foods 
___ mucus in stools 
___ psoriasis 
___  shaking or irritability when 

hungry 
___ cystitis or interstitial cystitis 
___ incoordination 
___  pressure above ears; feeling of 

head swelling 
___ tendency to bruise easily 
___  troublesome vaginal burning, 

itching, or discharge 
___ rectal itching 
___ dry mouth or throat 
___  mouth rashes, including 

“white tongue” 
___ bad breath 
___  foot, hair, or body odor not 

relieved by washing 
___ pain or tightness in chest 
___  wheezing or shortness of 

breath 
___ urinary frequency or urgency 
___ burning upon urination 
___  spots in vision or erratic 

vision 
___ burning or tearing eyes 
___ ear pain or deafness
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Wilson’s Syndrome Symptoms Profile

Check any of the symptoms below that you experience on a regular basis. 
If you check more than ! ve of the symptoms, you might be su" ering from 
Wilson’s Syndrome. See ch. 14. 

___ fatigue 
___ abnormal throat sensations 
___ headaches 
___ sweating abnormalities 
___ migraines 
___ heat and/or cold intolerance 
___ PMS 
___ low self-esteem 
___ irritability 
___ irregular periods 
___ # uid retention 
___ severe menstrual cramps 
___ anxiety 
___ low blood pressure 
___ panic attacks 
___  frequent colds and sore 

throats 
___ hair loss 
___ frequent urinary infections 
___  depression 
___ lightheadedness 
___ decreased memory 
___ ringing in the ears 
___ decreased concentration 
___ slow wound healing 
___ decreased sex drive 
___ easy bruising 
___ unhealthy nails 
___ acid indigestion 
___ low motivation 
___ # ushing 

___ constipation 
___ frequent yeast infections 
___   irritable bowel syndrome 
___ cold hands or feet 
___ inappropriate weight gain 
___ poor coordination 
___ dry skin 
___ inhibited sexual development 
___ dry hair 
___ infertility 
___ insomnia 
___  hypoglycemia 
___ falling asleep during the day 
___ increased skin infections/acne 
___  arthritis and joint pain 
___  abnormal swallowing sensa-

tions 
___ allergies 
___ changes in skin pigmentation 
___ asthma 
___ muscle aches 
___ excessively tired after eating 
___ itching 
___ carpal tunnel syndrome 
___ high cholesterol 
___ dry eyes/blurred vision 
___ ulcers 
___ hives 
___  increased use of nicotine and/

or ca" eine 
___ bad breath
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Adrenal Fatigue Risk Profile

Social readjustment scale: Add up all points applying to the following 
events that have occurred in your life over the past twelve months. Read 
about adrenal dysfunction in ch. 11.
Event                                 Points 
1. Death of spouse  .............100 
2. Divorce  .........................73 
3. Marital separation  .........65 
4. Jail  .................................63 
5.  Death of a close 

family member  ..............63 
6. Personal injury or illness  53 
7. Marriage  ........................50 
8. Fired from work  ............47 
9. Marital reconciliation  ....45 
10. Retirement  ..................45 
11.  Illness of family 

member  .......................44 
12. Pregnancy  ....................40 
13. Sexual di$  culties  .........39 
14.  Addition of new 

family member  ............39 
15. Business adjustment  ....39 
16. Financial change  ..........38 
17.  Death of a close friend  .37 
18.  Change to a di" erent 

line of work  .................36 
19.  Increased arguments 

with spouse  .................35 
20. Large mortgage  ............31 
21.  Foreclosure of 

loan or mortgage  .........30 
22.  Change of work 

responsibilities  .............29 
23.  Your child leaving 

home  ...........................29 

Event                                Points  
24. Trouble with in-laws  ....29 
25.  High personal 

achievement  ................28 
26.  Spouse begins or 

stops work  ...................26 
27.  Beginning or end of 

school ...........................26 
28.  Change in living 

conditions  ...................25 
29.  Revision of personal 

habits  ..........................24 
30. Trouble with boss  ........23 
31.  Change in work 

conditions  ...................20 
32. Change in residence  ....20 
33. Change in schools  .......20 
34. Change in recreation  ...19 
35.  Change in church 

activities  ......................19 
36.  Change in social 

activities  ......................18 
37. Small mortgage  ...........17 
38.  Change in sleeping 

habits  ..........................16 
39.  Change in number 

of family reunions  .......15 
40.  Change in eating 

habits  ..........................15 
41. Vacation  ......................13 
42. Christmas  ....................12 
43. Minor violation of law  .11 

(Continued on next page)
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Adrenal Fatigue Risk Profile
(continued)

Two hundred points or more in one year’s time is indicative of a weakened 
immune system and increases the risk for serious illness. 

A score of one hundred or above is enough to bring on adrenal fatigue, 
especially if you would answer “yes” to any of the following: 

___ I’ve been under stress for long periods of time. 
___ I work or my spouse works over ! fty hours a week. 
___ I work full time. 
___ I have one or more children living at home. 
___ I’ve been unhappy for more than two months. 
___ I’m unhappy at work. 
___ I’m overweight. 
___ I have a chronic illness. 
___ I have a nervous stomach. 
___ I have been on a low-fat or low-calorie diet in the past year. 
___ I don’t exercise. 
___ I exercise more than fourteen hours per week. 
___ I drink more than two cups of co" ee per day. 
___ I drink sodas on a daily basis. 
___ I smoke. 
___ I drink two or more alcoholic beverages per day. 
___ I can’t sleep at night. 
___ I get fewer than seven hours of sleep each night. 
___ I eat sugary foods on a regular basis. 
___ I’ve had surgery in the past year. 
___ I’ve had more than one surgery in the past two years. 
___ I’m a professional or family caregiver. 
___ My spouse doesn’t understand my illness. 
___ I take prescription or over-the-counter medicines to lift me up.
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Brain Function Questionnaire
(also found in ch. 16) 

! e “O” Group 
If three or more of these descriptions below apply to your present feelings, 
you are probably part of the “O” group. Read about opioid neurotrans-
mitters on on p. 294. 

• Your life seems incomplete. 
• You feel shy with all but your closest friends. 
• You have feelings of insecurity. 
• You often feel unequal to others. 
• When things go right, you may feel undeserving. 
• You feel something is missing in your life. 
• You occasionally feel a low self-worth or -esteem. 
• You feel inadequate as a person. 
• You frequently feel fearful when there is nothing to fear.

! e “G” Group 
If three or more of these descriptions below apply to your present feelings, 
you are probably part of the “G” group. Read about gamma-aminobutyric 
acid (GABA) on p. 296. 

• You often feel anxious for no reason. 
• You sometimes feel “free-# oating” anxiety. 
• You frequently feel “edgy,” and it’s di$  cult to relax. 
• You often feel a “knot” in your stomach. 
• Falling asleep is sometimes di$  cult. 
• It’s hard to turn your mind o"  when you want to relax. 
• You occasionally experience feelings of panic for no reason. 
• You often use alcohol or other sedatives to calm down.

! e “D” Group 
If three or more of these descriptions apply to your present feelings, you 
are probably part of the “D” group. Read about  dopamine on p. 298. 

• You lack pleasure in life. 
• You feel there are no real rewards in life. 
• You have unexplained lack of concern for others, even loved ones. 
• You experience decreased parental feelings. 
• Life seems less “colorful” or “# avorful.” 
• % ings that used to be fun aren’t any longer enjoyable. 
• You have become a less spiritual or socially concerned person.

(continued on next page)
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Brain Function Questionnaire
(continued) 

! e “N” Group 
If three or more of these descriptions apply to your present feelings, you 
are probably part of the “N” group. Read about  norepinephrine on 
p. 300. 

• You su" er from a lack of energy. 
• You often ! nd it di$  cult to “get going.” 
• You su" er from decreased drive. 
• You often start projects and then don’t ! nish them. 
• You frequently feel a need to sleep or “hibernate.” 
• You feel depressed a good deal of the time. 
• You occasionally feel paranoid. 
• Your survival seems threatened. 
• You are bored a great deal of the time. 

! e “S” Group 
If three or more of these descriptions apply to your present feelings, you 
are probably part of the “S” group. Read about   serotonin on p. 303. 

• It’s hard to go to sleep. 
• You can’t stay asleep. 
• You often feel irritable. 
• Your emotions often lack rationality. 
• You occasionally experience unexplained tears. 
• Noise bothers you more than it used to; it seems louder than normal. 
•  You # are up at others more easily than you used to; you experience un-

provoked anger. 
•  You feel depressed much of the time. 
• You ! nd you are more susceptible to pain. 
• You prefer to be left alone. 
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Parasite Symptoms Profile

Check all the questions to which you would answer “yes.” 

___ Have you ever traveled outside the United States? 

___ Do you have foul-smelling stools? 

___ Do you experience any stomach bloating, gas, or pain? 

___ Do you experience any rectal itching? 

___ Do you experience unexpected weight loss with increased appetite? 

___  Do you experience food allergies that continue to get worse despite 
treatment? 

___ Do you feel hungry all the time? 

___ Have you been diagnosed with   irritable bowel syndrome? 

___ Have you been diagnosed with in# ammatory bowel disease? 

___ Are you plagued by an itchy nose, ears, or anus? 

___ Do you have sore mouth and gums? 

___  Do you experience chronic low-back pain that’s unresponsive to 
treatment? 

___ Do you have digestive disturbances? 

___ Do you grind your teeth at night? 

___  Do you own a dog, cat, or other pet? Or are you frequently around 
animals?

If you checked three or more of the above symptoms, you might be su" er-
ing from a parasitic infection. See ch. 20. 
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Appendix B
Tests and Their Results

Described here are many of the numerous medical tests used by 
doctors for evaluating the health of fi bromyalgia and chronic 
fatigue syndrome patients. This list is intended for general refer-
ence, and the descriptions are far from exhaustive. It should not 
be used to diagnose or treat any condition. An increased or de-
creased level in any area should not be assumed as an indication 
of illness. Your doctor will take many other factors into account 
before diagnosing you. 

 Adrenal Cortex Stress Profi le: I test all of my fi bromyalgia 
and CFS/ME patients for adrenal fatigue. This test uses saliva 
samples taken throughout the day and night to measure levels 
of the adrenal hormones cortisol and dehydroepiandrosterone 
(DHEA). These adrenal hormones play a vital role in balanc-
ing a person’s response to stress. They allow us to adapt to and 
manage stress appropriately. 

Abnormal cortisol levels have been observed in patients suf-
fering from CFS, FMS, depression, panic disorders, male impo-
tence, infertility, PMS, menopause, and sleep disorders. Low 
levels of DHEA are associated with fatigue, insomnia, depres-
sion, decreased libido, and lowered immunity. 

I like this test because it shows how these two hormones per-
form throughout the day—a single sample doesn’t provide 
much information. Cortisol levels ebb and fl ow throughout 
the day in accordance with our circadian rhythms (sleep/wake 
cycle). I’ve found cortisol and DHEA to be extremely valuable 
in correcting many of the problems associated with CFS/ME 
and FMS. 

 Antinuclear Antibodies (ANA): This is a blood test that mea-
sures autoimmune reactions. A positive fi nding may indicate 
rheumatoid  arthritis, scleroderma, or lupus (if accompanied by 
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glucoronic acid) in the liver. Increased in hepatitis (liver dis-
ease). Decreased in hemolytic (blood) disease.

 Bilirubin: Bilirubin is the main bile pigment. Free bilirubin is 
released into the blood when red blood cells (RBCs) are broken 
down. 

 Blood Urea Nitrogen: This blood test measures urea. Urea is the 
end product of protein metabolism and is formed in the liver. It 
is excreted by the kidneys. Increased in kidney damage or uri-
nary tract obstruction. Decreased in liver failure or pregnancy. 

 C-Reactive Protein (CRP): C-reactive protein is a substance 
present in tissue destruction and infl ammation. Positive may in-
dicate rheumatic fever or myocardial infarction (heart disease). 
Also is a warning sign of increased risk for heart disease, cancer, 
and infl ammation. 

 Complete Blood Count (CBC): The CBC test usually includes 
a red blood cell (RBC) count, a white blood cell (WBC) count, 
hemoglobin, hematocrit, indices mean corpuscular volume 
(MCV), platelet count, and WBC differential. 

 ›  RBC count: The amount of RBCs per cubic millimeter is used 
to assess the degree or presence of anemia. Increased in poly-
cythemia. Decreased in anemia. 

 ›  WBC count: The WBCs are the main defense against invading 
microorganisms. WBCs destroy most bacteria. Normal range: 
5,000 to 10,000 cubic units. Increased in various infections, 
certain blood disorders, and emotional distress. Decreased in 
overwhelming infections. 

 ›  Hemoglobin: Hemoglobin is the oxygen-carrying portion of 
RBCs. Normal range is female: 12–15 g./dl.; male: 13–16 g./dl. 
Increased in polycythemia and  dehydration. Decreased in all 
anemias and late pregnancy. 

 ›  Hematocrit: This is a measure of the volume of settled RBCs 
per 100 ml. of blood. Normal range is female: 40 to 48 percent; 
male: 42 to 50 percent. Increased in polycythemia. Decreased 
in anemia. 



Appendix B: Tests and Their Results   531

 ›  Indices MCV: MCV is calculated by dividing the hematocrit 
result by the RBC count. Increased in macrocytic anemia. De-
creased in microcytic anemia. 

 ›  Platelet count: Blood platelets strengthen the resistance of the 
vessel walls against trauma and are the initial factor in coagu-
lation (clotting). Increased in trauma, blood loss, and polycy-
themia. Decreased in anemia, thrombocytopenia, and severe 
burns. 

 ›  WBC differential: Neutrophils are active and increased in 
acute bacterial infections. Lymphocytes are particularly active 
in fighting off viruses and are increased in acute viral infec-
tions, lymphocytic leukemia, and multiple myeloma. They are 
decreased in Hodgkin’s disease. Eosinophils are increased 
in allergies and parasitic infections. Monocytes are active in 
chronic infections and Hodgkin’s disease. Basophils release 
heparin to prevent clotting in inflammation. They are in-
creased in polycythemia and decreased in acute infections. 

 Comprehensive Parasitology Profi le: Due to the importance of 
healthy GI function in immune support, digestion and absorp-
tion, thyroid conversion, and overall health, I test almost all 
of my fi bromyalgia and CFS/ME patients for yeast, bacterial, 
and/or parasite overgrowth. This profi le checks for all three, 
uncovering harmful bacteria or yeast inhabiting the intestinal 
tract and measuring the amount of good bacteria there. The test 
requires a stool sample. 

Most people, including physicians, don’t realize how common-
ly parasites infect Americans. We think of parasites as being a 
third-world phenomenon, and that’s true in a sense. Up to 99 
percent of those living in undeveloped countries have one or 
more parasites. But world travelers have spread many of these 
parasites, and it is not uncommon for those in developed coun-
tries to be stricken with parasitic infections. In a study of outpa-
tients at the Gastroenterology Clinic in Elmhurst, New York, a 
74-percent incidence of parasites was found. Genova Diagnos-
tics in Asheville, North Carolina, is arguably the stool-testing 
lab in the world. They report that 30 percent of all examined 
specimens are positive for parasites. 

Parasites can cause a wide range of health problems, includ-
ing irritable bowel, ulcers, gastritis, malabsorption, fatigue, 
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autoimmune reactions, colitis, low back pain, irregular bowel 
movements, and abdominal cramps. See ch. 20. 

Creatinine: Creatinine is a waste product usually eliminated by 
the kidneys. It is increased in possible kidney disease or urinary 
obstruction; it is decreased in possible muscular dystrophy.

 DHEA: The “normal” test range is 12 to 379 mcg./dl. This is a 
very broad range. I consider normal for men to be 280 to 640 
mcg./dl. with optimal being 500 to 640. Normal for women is 65 
to 380 mcg./dl. with optimal being 250 to 380.  DHEA is a very 
important hormone, and most FMS and CFS patients are very 
low (less than 100 mcg./dl.) and need replacement therapy. 
Treatment of females is usually 25 mg. a day; of males, 50 mg. 
a day. I prefer a special sublingual (absorbed under the tongue) 
 form of  DHEA. I’ve tried several different types of  DHEA, but 
sublingual DHEA (and the brand I use in particular) seems to 
yield the quickest results. 

 EBV (Epstein–Barr Virus AB and Cytomegalovirus) Panel: 
This blood test measures the antibodies immunoglobulin M 
(IgM) and immunoglobulin G (IgG). A measure of IgM de-
scribes the acute (active) phase of a virus, and a measure of IgG 
describes its dormant (inactive) phase. An  EBV panel also mea-
sures Epstein-Barr nuclear antigen (EBNA) antibodies. If the 
IgM is normal (low) but the IgG and EBNA are elevated, then 
the Epstein-Barr virus or  cytomegalovirus is active and poten-
tially causing the CFS. 

We often see a reactivated virus in CFS patients. The person was 
exposed to the virus in the past and was able to get over the 
acute infection. But later in life, when the immune system was 
compromised, the virus became active again.

Erythrocyte Sedimentation Rate (ESR): This test is used to 
detect infl ammatory conditions. It is relatively nonspecifi c and 
is used as a screening tool. If levels are abnormal, further test-
ing might be needed. Increased in heavy metal poisoning, all 
collagen diseases (autoimmune  arthritis), some cancers, gout, 
infections, and other infl ammatory diseases. May be decreased 
in sickle-cell anemia and congestive heart failure. 
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Fibrinogen: Fibrinogen is formed in the liver. In the presence of 
thrombin, it is converted to fi brin as part of the clotting mecha-
nism. Increased in kidney disease. Decreased in liver disease. 
Fibrinogen has been implicated as a possible contributing cause 
of FMS and CFS/ME.

Like elevated CRP levels, ESR levels can be reduced best by 
going on an anti-infl ammatory diet. I place all my overweight 
patients on an anti-infl ammatory Weight Loss for Life diet that 
will typically drastically reduce ESR rates within weeks.

Food and Inhalant Allergy Testing: Food and inhalant aller-
gies have been implicated in a wide range of health problems. 
There are several ways to test for allergies, including blood 
tests, scratch tests, electro acupuncture according to voll (EAV), 
muscle testing or applied kinesiology (AK), provocation/neu-
tralization, and elimination diets. I usually recommend blood 
tests that combine radio allergo sorbent (RAST) testing with 
enzyme-linked immunoabsorbant assay (ELISA) testing. RAST 
testing is very useful in uncovering inhalant allergies like pol-
len, ragweed, and molds. ELISA testing is more accurate in 
measuring reactions to foods. See ch. 18. 

Glucose: Glucose (blood sugar) can be measured by either a 
blood or a urine test. This test is usually conducted after a peri-
od of fasting, since blood levels are naturally affected by eating. 
Normal test range: 80 to 120 mg./dl. Increased in diabetes and 
Cushing’s disease. Decreased in  hypoglycemia and Addison’s 
disease. 

Hair Elemental Analysis: This test is not an accurate test for 
mineral levels and shouldn’t be used to measure mineral stores. 
Still, an inexpensive screening like a hair analysis is an ideal 
way to uncover any potential heavy metal toxicity. Heavy met-
als include cadmium (in smokers), aluminum, lead, mercury, 
tin, silver, and arsenic. Heavy metal toxicity can present a host 
of unwanted symptoms.

Homocysteine: Homocysteine is a building block for the pro-
duction of proteins in the body. However, elevated levels of it 
are associated with premature vascular disease. Studies have 
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shown that increased homocysteine levels can dramatically 
increase your risk of heart disease, stroke, peripheral vascular 
disease, and clotting disorders. A healthy homocysteine level is 
less than 7 and ideally less than 6.5.

Human Growth Hormone ( HGH) and Insulin-like Growth-
factor 1 (IGF1):  HGH helps increase muscle mass, decrease 
adipose (fat), repair damaged tissues (especially muscle), build 
stronger bones, increase energy, and improve sleep. Insulin-like 
growth factor-1 levels are an indication of how much  HGH is 
circulating in the body. 

I have found FMS and CFS/ME patients improve much faster 
when  HGH levels are over 200. Over 250 is ideal. Restoring 
 HGH to normal or above-normal levels can often provide dra-
matic relief for insomnia and the symptoms associated with it: 
fatigue,  depression, and achy muscle pain. 

 Intestinal Permeability Profi le: This is a functional medical test 
that measures the permeability of the cells that line the intesti-
nal tract. These cells are known as mucosal cells. They act as a 
barrier to help prevent toxic substances from leaking into the 
rest of the body. Increased permeability of the intestinal tract is 
associated with a number of health problems, including food 
allergies, malabsorption,   irritable bowel syndrome, and rheu-
matoid  arthritis. See ch. 12. 

Lipase: Lipase is a fat-digesting enzyme produced by the pan-
creas that is increased in infl ammation of the pancreas (acute 
pancreatitis), obstructed pancreatic duct, and pancreatic cancer. 

Liver Detoxifi cation Profi le: This test evaluates the ability of the 
liver to properly detoxify foreign substances. Standard blood liv-
er panels are used to uncover elevated liver enzymes and gross 
liver diseases. Functional medical tests like this one are designed 
to assess the body’s or organ’s performance when challenged 
with a potentially harmful substance. The test uses saliva and 
urine samples to measure the liver’s ability to detoxify potential 
harmful substances such as caffeine, aspirin, and acetamino-
phen. See ch. 19. 
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Methylation Profi le: This blood test from Doctor’s Data mea-
sures six primary indicators of normal metabolism of the es-
sential amino acid methionine. This metabolism is critical for 
cellular methylation of DNA, proteins, and neurotransmitters. 
The profi le evaluates the plasma concentrations of methionine, 
cysteine, and key intermediary amino-acid metabolites and can 
appropriately guide nutritional support to improve and nor-
malize methionine metabolism.

Abnormal metabolism of methionine can be found in both 
genders at any age. It is usually associated with genetic or 
nutritional defi ciencies, aging, and exposures to environmental 
toxins (e.g., lead can impair methylation via inhibition of the 
enzyme methyltetrahydrofolate reductase [MTHFR]). Condi-
tions associated with untreated, aberrant methionine metabo-
lism include but are not limited to the following:

 ›  abnormal neurotransmitter metabolism and psychiatric disor-
ders, such as schizophrenia and bipolar disorder,
 ›  neurodegenerative diseases,
 ›  autism,
 ›  dysregulation of nitric-acid homeostasis,
 ›  oxidative stress,
 ›  global under-methylation/synthesis/repair of DNA,
 ›  immune dysregulation (autoimmunity),
 ›  cancer,
 ›  cardiovascular disease,
 › congenital heart disease/birth defects,
 › impaired endogenous detoxification processes, and
 › increased risk for Down syndrome.

Prothrombin Time: Prothrombin is produced in the liver and is 
converted to thrombin in the clotting process. Therefore, clotting 
ability decreases with an increase in the prothrombin time. In-
creased in vitamin-K defi ciency and in liver and biliary disease. 

RA Latex Agglutination: A positive test indicates rheumatoid 
 arthritis.

Serum Glutamic Oxalacetic Tranaminase (SGOT): SGOT is an 
enzyme present in large amounts in muscle and liver tissue. It 
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is also in heart muscle. It’s primarily used as a marker for heart 
disease, but elevation may also be due to liver disease or mus-
cular dystrophy. 

Serum Glutamic Pyruvic Transaminase (SGPT): Primarily an 
indicator of liver disease (hepatitis) and myocardial infarction. 

Thyroid Stimulating Hormone (TSH): The pituitary gland is 
responsible for secreting TSH, which then prompts the thyroid 
gland to release thyroid hormones. If T3 and T4 are low and 
TSH is elevated: indicates hypothyroidism. If T3 and T4 are low 
and TSH is also low: indicates pituitary-gland dysfunction (sec-
ondary hypothyroidism). 

Thyroxine (T4): T4 is a thyroid hormone that is converted into 
T3. It is increased in hyperthyroid and decreased in hypothyroid. 

Triiodthyronine (T3): T3 is a thyroid hormone increased in 
hyperthyroidism and decreased in hypothyroidism. 

Thyroid Peroxidase (TPO): thyroid antibody test. Thyroid an-
tibody testing is primarily ordered to help diagnose an autoim-
mune thyroid disease and to distinguish it from other forms of 
thyroid dysfunction. It may be ordered to help investigate the 
cause of a goiter or other signs and symptoms associated with 
low or high thyroid-hormone levels.

Thyroglobulin Antibodies (TGB Ab): This is not required for 
diagnosing Hashimoto’s, but it is helpful, because the antibodies 
often target the thyroid tissue.

Reverse T3 (RT3): RT3 is manufactured from thyroxine (T4), 
and its role is to block the action of T3. Because it blocks the 
conversion of T4 to T3, a high Reverse T3 is more common in 
people with hypothyroidism and Hashimoto’s thyroiditis.

Uric Acid: This is increased in arthritic gout and kidney insuf-
fi ciency and decreased in acute hepatitis. 
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To contact
the offi ce of 
Dr. Rodger Murphree, DC,

›  Call 205-879-2383 or (toll-free) 888-884-9577. Ninty percent 
of Dr. Murphree’s new-patient consults are now by phone or 
Skype. 

›  Write or visit our offi ce:
Corporate Center
2700 Rogers Drive
Suite 100
Homewood, AL 35209

›  Email Juno at JunoT2700@gmail.com for product information, 
general questions, or scheduling.

›  Email Dr. Murphree directly at 
DrMurphree@treatingandbeating.com. 

We love hearing from Dr. Murphree’s readers but regret that 
we cannot reply to all emails or offer specifi c medical advice 
without proper new-patient paperwork and consultation. Dr. 
Murphree is available for conference and convention events and 
is, as of printing, accepting new patients. 

Online,
›  Join Dr. Murphree’s Fibro Solutions site for great benefi ts. 

Find out more at www.YourFibroSolution.com.

› Access Dr. Murphree’s blog at www.TheFibroDoctor.com.

› View a free nine-part video series at www.DrMVideos.com. 
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›  Listen to patient testimonials at www.TheFibroDoctor.com/
audio-testimonials. 

›  Subscribe to “Health News You Can Use,” a weekly email 
publication containing the latest breakthrough therapies and 
ideas on FMS, CFS/ME, and other health issues, at 
www.DrMurphreesNewsletters.com. 

›  Find a trained Functional Fibro Doctor in your area at 
www.FunctionalFibroDoctors.com. 

›  Learn more about Dr. Murphree’s CFS/Fibro Jump-Start Pack-
age at http://store.drmurphreestore.com/fi cfsjupa.html.

›  Learn more about Dr. Murphree’s books at 
http://DrRodgerMurphree.com/books.
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5-HTP: ch. 10; also 36, 
45, 46, 47, 216, 232, 233, 
234, 242, 243, 269, 271, 
292, 303–307, 366, 367, 
403
 ›  for depression: 
303–307 

ADHD: 122–126, 139, 
325

Adrenal Cortex 
(Supplement): ch. 11; 
also 149, 242, 243, 267, 
330, 345, 366, 506

Adrenal glands and fa-
tigue: ch. 11; also 31, 64, 
70, 125, 159, 165, 248, 
262, 307, 311, 327, 390, 
391, 400, 401, 412, 480, 
483, 485, 506, 523–524, 
529; See also “HPA 
(hypothalamus-pituitary-
adrenal) Axis” 

Allergies:
ch. 18; also
 ›  food (including glu-
ten) allergies: 148, 167, 
170, 225, 233, 236, 258, 
277, 
 ›  and CFS/ME: 63, 64, 
78, 82, 
 › and cortisol: 215
 ›  and digestion: 227, 
370, 534
 ›  and elimination diet: 
236–237
 › and exercise: 426
 ›  and immune system: 
321, 323, 327
 ›  and interstitial cystitis: 
381
 ›  and liver: 349, 365–366
 › and metals: 361–362
 › and pain: 273

 ›  and parasites: 369, 
371, 372, 
 ›  and sugar/sweetner: 
325
 › and thyroid: 248
 › and toxins: 235
 › and weight loss: 422
 › and yeast: 400–402
 ›  mentioned in personal 
accounts: 25, 26, 37, 
53, 
 › sulfa allergy: 351
 › sulfite allergy: 359
 ›  treatment with natural 
medicine: 279, 280, 
478, 483, 502, 503, 513, 
515, 531, 533, 

Ambien: 16, 27, 98, 99, 
104, 105, 106, 142, 180, 
181, 187, 188, 457

Amino Acids: ch. 31

Antidepressant Drugs:  
ch. 16; also 22, 36, 37, 40, 
103, 106, 107, 108, 110, 
111, 112, 131, 159, 160, 
176, 180, 191, 192, 196, 
231, 247, 254, 261, 264, 
350, 351, 364, 366, 483, 
 ›  natural alternatives: 
ch. 16; also 90, 97, 193, 
196, 271–272, 494, 
505–506

Anxiety:
ch. 16; also
 › and adrenals: 218, 262
 › and cholesterol: 508
 › and DHEA: 166
 › and digestion: 227 
 ›  and Epstein-Barr 
Virus: 80
 ›  and food allergies/
sensitivities: 339, 359
 › and hormones: 394

 ›  and insulin, blood-
sugar levels: 417–418
 ›  and irritable bowel 
syndrome: 231
 ›  and meditation/
prayer: 446, 448
 ›  and serotonin, 5-HTP: 
107, 190, 193, 200 
 › and sleep: 186
 › and stress: 173
 ›  and thyroid: 158, 254, 
266 
 › and trans fats: 512, 517
 ›  as SAD (seasonal af-
fective disorder): 203
 ›  as side-effect of 
medication: 31, 106, 
110, 113, 120, 122, 123, 
131, 159
 ›  as symptom of illness 
or deficiency: 32, 59, 
61, 64, 97, 479, 480, 486
 ›  mentioned in personal 
accounts: 39, 40, 117, 
188, 456, 457, 470
 ›  treatment with drugs: 
67, 98, 111, 118, 199
 ›  treatment with natural 
medicine: chapter 31 
and appendix A; also 
126, 152, 160, 166, 233, 
489, 494

Armour Thyroid: 255, 
263, 264, 266

Arthritis:
ch. 15; also
 › and adrenals: 212
 › and colon: 226
 › and DHEA: 216
 › and digestion: 351
 › and fats: 514, 516, 517,
 › and free radicals: 352
 ›  and FMS or CFS/ME: 
64, 65, 66, 67, 77, 170, 

Index
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 › and food allergies: 339
 › and liver: 349, 351
 › and massage: 435
 › and NSAIDs: 101, 
 › and parasites: 371
 ›  and sugar/sweetener: 
325
 › and toxins: 235
 ›  mentioned in personal 
accounts: 17, 359
 ›  treatment with natural 
medicine: 478, 480, 
487, 496, 502, 505, 529, 
532, 534, 535

Ativan: 111, 129, 159, 
187, 290, 296, 366, 392

B1 Vitamin: 129, 131, 
308, 478–479

B2 Vitamin: 129, 130, 
131, 132, 260, 308, 351, 
479, 495

B5 Vitamin: 132, 142, 
308, 311, 351, 480

B6 Vitamin: 97, 126, 
129, 130, 131, 132, 144, 
168, 169, 194, 197, 260, 
292, 306, 307, 310, 351, 
352, 355, 479, 480, 481, 
489, 493, 494

B12 Vitamin: 129, 130, 
131, 132, 199, 226, 235, 
271, 308, 310, 351, 352, 
354, 355, 356, 363, 481, 
482, 484, 488, 489

Benzodiazepines: 67, 
98, 111–113, 129, 159, 
187, 289, 290, 291, 392

Brain Function/Dys-
function/Fog: 39, 40, 
78, 128, 146, 158, 159, 
166, 191, 254, 272, 293, 
488, 508

 › and cholesterol: 509
 › and pregnancy: 516
 › and thyroid: 249
 ›  questionnaire: 
294–305, 525–526

Beta Blockers: 120, 130
 ›  natural alternatives: 
121

Celexa: 106, 159, 187, 
196, 350, 366

Chemical Sensitivities: 
32, 59, 63, 65, 75, 78, 
124, 168, 170, 244, 262, 
331, 341, 351, 354, 363, 
365, 400, 401, 502

Chiropractic:
ch. 26, also
 › and pain: 274, 282, 
 ›  as natural medicine: 
153
 ›  mentioned in personal 
accounts: 40, 41, 181

Cholesterol: 119, 
126–128, 133, 138, 158, 
159, 247, 248, 258, 261, 
306, 311, 325, 326, 364, 
366, 374, 396, 398, 406, 
413, 416, 420, 426, 473, 
479, 482, 483, 484, 492, 
496, 501, 509, 517, 519

CoQ10: 84, 97, 129, 130, 
131, 132, 133, 282, 329, 
330, 353, 354

Cymbalta: 17, 23, 28, 
31, 98, 107–109, 159, 
209, 269, 270, 289

Cytomegalovirus: 80, 
81, 257, 319, 321, 322, 
532

DHEA: 70, 166, 188, 
189, 215–216, 218, 219, 

294, 308, 330, 393, 508, 
509, 529, 532

D-mannose: 380–381

Dopamine: 63, 64, 84, 
97, 122, 124, 125, 142, 
188, 189, 227, 261, 271, 
283, 293, 297, 298, 300, 
305, 307–310, 317, 389, 
392, 497, 505, 506, 525

D-ribose: 281–282

Depression:
ch. 16; also
 ›  and adrenals: 210–212, 
262
 › and cholesterol: 509
 › and cortisol: 529
 › and DHEA: 215
 › and digestion: 227
 ›  and essential fatty 
acids: 511, 514
 › and exercise: 426
 ›  and food allergies/
sensitivities: 170, 339, 
403
 ›  and human growth 
hormone: 534
 ›  and hormones: 393, 
397
 › and hydration: 166
 ›  and irritable bowel 
syndrome: 231
 ›  and immune system: 
331
 ›  and insulin, blood-
sugar levels: 417–418
 › and liver: 349, 357, 359
 ›  and meditation/
prayer: 448
 ›  and metals: 361–363, 
517
 ›  and serotonin, 5-HTP: 
190–193
 › and sleep: 186
 › and stress: 174
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 ›  and sugar, sweetener: 
324, 326, 360, 416
 ›  and thyroid: 158–159, 
245, 248, 252, 254, 
264–265
 › and trans fats: 512, 517
 › and yeast: 400–401
 › as bipolar: 503
 ›  as partum or postpar-
tum: 496, 516
 ›  as SAD (seasonal af-
fective disorder): 203
 ›  as side-effect of medi-
cation: 31, 97, 104, 106, 
111–113, 123, 131, 199, 
261, 395 
 ›  as symptom of ill-
ness or deficiency: 
25, 31, 59, 61, 64, 68, 
80, 82–83, 107–111, 
127–128, 168–170, 226, 
233, 458, 478, 479, 481, 
482, 483, 486, 489, 494, 
497, 502
 ›  mentioned in personal 
accounts: 37, 39, 42, 
187, 457, 467 
 ›  treatment with natural 
medicine: chapter 31 
and appendix A

Digestion: ch. 12

Effexor: 98, 159, 209, 
293

Elimination Diet: ch. 12 
and 18; also 26, 53, 104, 
183, 385, 404, 422, 533

Epstein-Barr Virus: 76, 
78, 79, 85, 171, 256, 257, 
319, 320, 322, 323, 330, 
515, 532

Essential Fatty Acids: 
ch. 32; also 330, 412

Estrogen: 29, 65, 130, 
166, 167, 169, 215, 216, 

241, 256, 257, 261, 262, 
351, 389–398, 416, 481 

Fatigue: ch. 5; also
 ›  spectrum (pain and 
fatigue): ch. 3
 ›  and adrenals: ch. 11
 ›  and arthritis: 274
 ›  and blood sugar: 
417–418
 ›  and cholesterol: 128, 
509
 › and dehydration: 166
 › and depression:
 ›  and digestion, food, 
water: 168, 169, 224, 
227, 233, 237, 238, 312, 
347
 ›  and essential fatty 
acids: 511, 515
 › and exercise: 425–426
 ›  and food allergies: 
170, 
 ›  and hormones: 393, 
397
 ›  and FMS, CFS/ME: ch. 
4 and 5; also 15
 › and liver: ch. 19
 ›  and mental/emotional 
health: ch. 28
 › and metals: 517
 ›  and natural medicine: 
ch. 7; also 97, 121, 125, 
179, 281, 293, 296, 307, 
478, 480, 481, 484, 491, 
494, 495, 501, 502, 503, 
504, 505, 506
 › and parasites: 371
 ›  and Sjögren’s syn-
drome: 275
 ›  and sleep: ch. 10; also 
171
 ›  and thyroid: ch. 14; 
also 167
 › and trans fats: 512
 › and yeast: 400–403
 ›  mentioned in personal 
accounts: 17, 25, 26, 
182, 183, 247

 ›  as side-effect of medi-
cation: 31, 99, 104, 109, 
111, 113, 121, 129, 131, 
133, 226, 395

Fibro Fog: see “Brain 
Function/Dysfunction/
Fog”

Fish Oil: ch. 32; also 29, 
126, 147, 234, 236, 279, 
306, 246, 347, 352, 355

Flexeril: 50, 111, 187

Folic Acid: 97, 129, 130, 
131, 132, 143, 149, 226, 
309, 310, 351, 352, 355, 
481, 482, 484, 488, 489

Functional Medicine: 
ch. 7; also 26, 236, 241, 
252, 253, 255–257, 261, 
267, 271, 273, 323, 353, 
356, 366, 374, 421, 432, 
434, 438

GABA: 111–113, 142, 
189, 292, 293, 296–297, 
305, 307, 308, 489, 501, 
502, 525

Gluten: 233, 236, 237, 
238, 258, 276, 340, 360

Hashimoto’s Disease: 
245, 252–261, 536

Homocysteine: 309, 
310, 355, 356 ,480, 488, 
489, 533, 534

HPA (hypothalamus-
pituitary-adrenal) 
Axis: 68–70, 78, 83, 141, 
164–165, 173, 174, 210, 
260, 261, 390, 393
Herpes: 81, 85, 113, 319, 
320, 322, 493, 503, 504



542   

Hypoglycemia: 166, 
201, 210, 306, 311, 312, 
314, 325, 417, 492, 533

Hypothalamus Gland: 
69, 165, 166, 167, 210, 
250, 251, 260, 294, 300, 
303, 392; see also “HPA 
Axis”

Intestinal Permeabil-
ity: see “Leaky Gut 
Syndrome”

Klonopin: 29, 67, 98, 
104, 111, 129, 142, 187, 
254, 290, 296, 350, 366

Leaky Gut Syndrome:
(AKA “intestinal per-
meability”) 
ch. 12; also 26, 31, 80, 
101, 146, 167, 199, 258, 
273, 275, 276, 323, 327, 
338, 345, 366, 370, 371, 
374, 401, 402, 404, 478, 
500, 502, 514, 534

Lipitor: 119, 126, 128, 
129, 131, 159, 254, 366

L-theanine: 202, 297, 
305

Lunesta: 98, 105, 187

Lyrica: 23, 28, 31, 98, 
104, 107, 110, 115, 116, 
117, 118, 142, 144, 159, 
270

Melatonin: 45, 99, 104, 
160, 192, 194, 198–203, 
213, 271, 288

Minerals: ch. 30

Mitral Valve Prolapse: 
37, 65, 69, 97, 120, 121, 
132, 152, 164, 165, 202, 
233

MTHFR (Methylene-
tetrahydrofolate reduc-
tase): 353, 354, 535

Myofascial Release 
Technique: ch. 26; also 
48, 433, 434, 436
 › when to avoid: 435

Neurontin: 113–116, 
180, 187, 269, 270

Neurotransmitters: ch. 
16 and 31; also 29, 64, 68, 
84, 97, 107, 111, 112, 122, 
124, 126, 141, 166, 169, 
190, 227, 230, 241, 351, 
412, 426, 434, 443, 479, 
480, 488, 492, 494, 508, 
512, 514, 517, 535

Norepinephrine: 58, 63, 
64, 84, 97, 107, 108, 110, 
121, 122, 125, 142, 159, 
160, 165, 189, 210, 241, 
261, 271, 292, 293, 300, 
301, 304, 305, 307, 389, 
392, 426, 480, 506, 526

NSAIDs (nonsteroidal 
anti-infl ammatory 
drugs): 100, 101, 102, 
104, 130, 199, 226, 234, 
235, 236, 238, 275, 276, 
323, 350, 513

Opioids: 272, 294–295

Pain: ch. 15 and 31; also
 ›  and adrenals: 208, 210, 
211, 212, 262
 › and chiropractic: 26
 › and cholesterol: 509
 › and dehydration: 166
 › and depression: 24
 ›  and digestion, food, 
water: 168, 170, 224, 
225,  231, 235, 327, 339, 
340, 359, 410, 
 › and exercise: 425–426

 ›  and hormones: 391, 
393, 394, 397
 ›  and FMS, CFS/ME: ch. 
4 and 5; also 13,
 › and inflammation: 218
 ›  and irritable bowel 
syndrome: 230, 233, 
238
 ›  and meditation/
prayer: 446, 448
 ›  and mental/emotional 
health: ch. 28
 › and metals: 362
 ›  and natural medicine: 
ch. 7; also 233, 292, 
295, 308, 432–437, 477, 
480, 482, 484, 486, 494, 
511, 534
 › and osteoporosis: 487
 ›  and parasites: 
371–372, 534
 › and placebo effect: 441
 ›  and polycystic ovary 
syndrome: 254
 ›  and sleep: ch. 10; also 
171
 ›  and sugar/sweetener: 
325
 › and thyroid: 265
 ›  and traditional medi-
cations: ch. 6; also 31, 
32, 232, 254, 288, 289, 
329, 
 ›  and urinary system: 
378, 381, 383, 384, 385
 ›  and yeast: 400–402
 ›  mentioned in personal 
accounts: 17, 25, 36, 
37, 39, 40–51, 176–177, 
179–182, 246, 248, 421
 ›  spectrum (pain and 
fatigue): ch. 3

Parasites: ch. 20; also 64, 
169, 223, 227, 320, 406, 
527, 531

Paxil: 98, 104, 106, 110, 
159, 196, 231, 366
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Probiotics: 228, 229, 
230, 233, 234, 235, 236, 
238, 380, 405

Progesterone: 169, 215, 
256, 389–397, 508, 509

Prozac: 106, 159, 187, 
196, 231, 290, 291–292, 
309, 350, 366

RDA: 30, 145–147, 149, 
168, 484, 488

Ritalin: 31, 121, 122, 
124, 138, 159, 160, 213, 
247, 254

SAMe: 125, 270–272, 
293, 299, 301, 302, 305, 
309, 316, 351, 352, 504

Savella: 23, 28, 31, 
107–110, 159, 209, 289

Serotonin: ch. 10 and 16; 
also 39, 46, 51, 58, 61, 64, 
68, 70, 74, 84, 97, 106, 
107, 108, 122, 125, 142, 
159, 160, 169, 171, 174, 
209, 216, 218, 227, 230, 
231, 233, 234, 241, 242, 
243, 267, 271, 273, 322, 
389, 391, 392, 411, 412, 
480, 483, 488, 508, 512, 
513, 517, 526

SHAPE Reclaimed: 
278, 413, 419

Sleep: ch. 10

Sleep Medications: ch. 
10; also 31, 92, 46, 98–99, 
104, 105–106, 11–113, 
187, 307

SSRIs (Selective Sero-
tonin Reuptake Inhibi-
tors): 103, 106, 110, 159, 

160, 191–192, 196, 199, 
264, 290–291, 303, 304

Statin Drugs: 119, 
126–131, 133, 366, 402, 
473

Stress: ch. 8 and 9; also 
27, 31, 68, 69, 70, 74, 78, 
82, 83, 104, 125, 132, 
133, 144, 155, 307, 308, 
434, 442, 446, 447, 449, 
452, 
 ›  and adrenals: chapter 
11
 ›  and amino acids: 503, 
505 
 › and digestion: 233–238
 › and exercise: 426
 ›  and immune system: 
321, 323, 327, 328 
 › and minerals: 494, 495 
 › and MTHFR: 354 
 ›  and neurotransmit-
ters: 294–305, 306 
 › and pain: 271, 281,
 › and sleep: chapter 10
 ›  and thyroid: 250, 
259–260, 266
 ›  and vitamins: 480, 483, 
485
 ›  and weight loss: 410, 
411, 412, 419
 ›  and yeast: 400, 401, 
402 

Substance-P: 68, 70, 
190, 273

Tagamet: 130, 226, 504

Thyroid: ch. 14
 ›  reverse T3: ch. 14; also 
536
 ›  T3: ch. 14; also 307, 402, 
536
 ›  T4: ch. 14; also 158,  
402, 536

 ›  thyroglobulin antibod-
ies: 253, 536 
 ›  TPO antibodies: 253, 
255, 261, 536 
 ›  TSH (thyroid stimu-
lating hormone): 158, 
245, 251–255, 261, 266, 
536

Trazadone: 98, 107, 187

Tricyclic Antidepres-
sants: 107, 131, 364, 290, 
299, 303, 304
 ›  natural alternatives: 
299, 303

Ultram: 103, 315 

Urinary Tract Infec-
tion: ch. 21; also 76, 416

Vitamin D: 146, 
484–485, 486–487
 › and calcium: 492
 ›  and cholesterol: 128, 
509
 › and depression: 308
 › and pain: 273, 
 ›  and thyroid: 256, 259, 
261
 › depletion: 130, 131

Weight Loss/Gain: ch. 
24; also 
 › and hormones: 397
 ›  and immune system: 
327
 ›  and low-fat diets: 
chapter 32
 ›  and natural treatment: 
501, 533
 ›  and pain, inflamma-
tion: 275, 277–278, 282
 › and parasites: 371, 374
 ›  and sugar/sweeten-
ers: 325, 326
 ›  and thyroid: 253, 259, 
260, 263, 265, 266 
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 ›  as a side effect of 
medications: 110, 111, 
120, 291, 292
 ›  frustrations: 13, 22, 
23, 158
 ›  mentioned in personal 
accounts: 37, 38, 39, 
51, 104, 246, 247, 248
 ›  unwanted or un-
healthy weight loss: 
122, 124, 489

see also “SHAPE Re-
Claimed”

Xanax: 48, 67, 98, 111, 
129, 159, 187, 290, 296, 
366, 392

Yeast (Candida):
ch. 23; also
 › and acidophilus: 374
 › and CFS/ME: 81
 ›  and die-off reaction: 
356
 ›  and digestion: 222, 
223, 227
 › and fibromyalgia: 64,
 ›  and food allergies/
sensitivities: 340, 343, 
 › and gluten: 258
 ›  and immune system: 
320, 323
 ›  and interstitial cystitis: 
382

 ›  and intestinal dysbio-
sis/Candida yeast syn-
drome: 170, 234–235, 
237, 239
 ›  and sugar/sweeten-
ers: 323, 326
 › and thyroid: 250, 327
 ›  mentioned in personal 
accounts: 26, 37, 182
 ›  overgrowth as side-
effect of medication: 
275
 ›  treatment with natural 
medicine: appendix A; 
also 333, 502, 514, 531


