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 Author’s
Note

Chronic Total Occlusion is an updated
version of The Next 20,000 which was first published in 2007
and essentially supersedes it. With this publication, The Next
20,000 will no longer be available. Besides a face lift,
formatting changes and minor changes throughout, the main changes
are significant updates to Chapter 18 (my ever changing and
improving daily eating habits) and the addition of chapter 21. In
Chapter 21, I introduce a new concept - 'Post Statin Syndrome'.

It was not my intention to rewrite and
thoroughly revise The Next 20,000. For instance, in Chapter
10, I discuss new technologies and reference 20 different research
papers published between 2006 and 2007 regarding the pleiotropic
(cholesterol-independent) effects of statins. There was no point in
reinforcing these findings with more of the same type research
papers from 2009.

The Next 20,000, and now Chronic
Total Occlusion, is the natural sequel to my Surviving a
Successful Heart Attack first published in 2004 and later
revised and distributed via the national networks in 2005. From
hereafter, any reference to Surviving a Successful Heart
Attack will be according to its initials SASHA. SASHA was
written during a much more naive stage of my life. The term
‘statin’ and its true significance entered into my vocabulary only
several years after my heart attack, as did the real significance
of the term ‘cholesterol’. What do I mean by naivety? In SASHA I
stated

 


Again, it is not my purpose to medically
judge which side is valid. It is my purpose to state that many of
the self-evident truths regarding health and nutrition that we have
grown up believing to be absolute, may not be true!

 


‘May not be true’ is fitting for someone
sitting on the fence, not knowing for sure which way to decide.
Chronic Total Occlusion starts out under the premise that
cholesterol and saturated fat are not the causes of heart disease.
Period. End of story. (Ed. note: The premise that heart disease is
caused by high cholesterol levels in the blood is known as the
lipid (blood) hypothesis. This term will appear throughout the
book.) Correlation, when occurring, does not indicate causation.
All my life I have driven manual transmission vehicles. Several
months before my heart attack in 2001, I started driving an
automatic transmission car. Does that make automatic transmissions
a risk factor for heart disease?

Anyone still needing further clarification
regarding this subject should read the classic The Cholesterol
Myths by Dr. Uffe Ravnskov and/or the more recent The Great
Cholesterol Con by Anthony Colpo.

I had two main purposes when deciding to
write this book. The first was to let the readers of SASHA know
what has become of Mike and his stent after discontinuing the
statins and recovering from the two difficult, statin-induced
side-effect years. The second purpose of this book was to give a
living example that it is possible to adapt to what may be
conceived as unconventional health habits while still living in a
conventional household.

Growing and juicing wheatgrass, preparing a
daily glass of naturally fermented kefir and even cheese making are
not rituals that can only be accomplished by the die-hard
naturalist health freaks. They are not that difficult to do and can
be integrated into normal routines and normal households.

Does that mean that all other family members
have adopted my new habits? Unfortunately not. For most people,
status quo evolves from an environment that one was born into. If I
could turn back the clock 25 years, there are many things I would
have done differently in raising the kids. I would have made
English the language of the household. I would have also introduced
them to my present eating habits from age 0. I guess that’s what
the Almighty invented grandkids for (when the eventually time
comes).

This book is not a medical reference book in
the classic sense. I am not medically trained. That said, I have
recommended specific references throughout this book for people who
do want further information from reliable sources.
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 Preface from the
printed version

 


From the back cover: Pick the one that’s
different from the others

Fereydoon
Batmanghelidj

Victoria Boutenko

Anthony Colpo

William Douglass II

Mary Enig

Sally Fallon Morell

Duane Graveline

Ron Grisanti

Kilmer McCully

Stephen Joseph

Uffe Ravnskov

Howard Roark

Ron Schmid

Anne Wigmore

 


What do they all have in common?

 


How did you manage with the questionnaire on
the back cover? The correct answer is Howard Roark. Howard Roark
was a fictional character; he was the hero in Ayn Rand’s epic
The Fountainhead. He was an architect by profession and
refused to lower his standards and accept the consensus ad hoc. As
a result, he paid a heavy price in his personal and professional
life.

The others are/were real-life personalities.
They all promote health and dietary doctrines often conflicting
with governmental health regulatory agencies, and ultimately the
consensus accepted by the public at large. Some of them have also
paid a heavy personal/professional price for advocating their
beliefs.

Howard Roark was simply a fictional
architect. He was not concerned about his fasting glucose level or
the amount of trans-fat in his diet.

 


There is, however, a bit of Howard Roark in
all of them.

 


 


**

 


The cure is secondary;

the key is prevention.
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What Kind of Name is that for a Book?

What signifies knowing the Names, if you
know not the Natures of things.

Benjamin Franklin[1]

 


The previous version of
this book was titled The Next
20,000. What kind of name is that for a
book, especially a book regarding life after a heart attack? This
particular name has special personal significance for me. Those who
have read SASHA can probably make an educated guess as to what the
20,000 represents. During the writing of this book, this
significance changed somewhat even for me, as will be discussed
later on.

A better name and one with
Internet Search Engine Optimization significance could be something
like ‘How to Beat Heart Disease’ assuming it hasn’t already been
taken. But no, this really is not a fitting title for a book
authored by me simply because I am not a doctor, nor do I have any
accredited medical training. This might be a fitting title if
authored by Dr. Christiaan Barnard, who
performed the world’s first heart transplant in Cape Town, South
Africa in 1967.

Let me change this example
around somewhat. If you were looking for a classy book about
rebuilding your carburetor, would you buy a book called
‘Overhauling Your Carburetor’ by Dr. Christiaan Bernard, Heart
Surgeon? Probably not. However, if the book was called ‘Overhauling
Your Carburetor’ by John DeLorean, the developer of the original
Pontiac GTO in the sixties, and the DeLorean car that starred
in Back to the Future in the eighties, you just might buy it. So what if he was
later arrested for drug trafficking -- he definitely knew his
carburetors!

A better name yet, a name that I would be
entitled to use, could be ‘How I Beat Heart Disease’. Let’s analyze
this name for a moment. I had my heart attack at age 51 and
discontinued the statins at age 53. If I succeed in living to the
ripe old age of 93 without the statins, then no doubt I will have
certainly earned the right to use that name. However, if I continue
to lead a full life and make it to only 83 years old, what then?
Yes, 83 is still considered to be a ripe old age, which would be 30
statin-less years. So again, I will have earned the right to use
this title.

Let’s take off another ten years. What if I
lead a full life without the statin side effects until the age of
73? Now we are getting to a judgment call. Seventy-three is not
considered to be especially old these days. How does one compare 20
years of full, no statin side effect years to 30 or more years of
simple human existence without the ability to experience all that
life has to offer? This is assuming of course that the statins
would keep me alive longer as present cardiology guidelines
dictate. And finally, if I only make it to 63, that is ten years of
living and experiencing life as compared to possibly a couple of
decades more of simple existence. Now that’s a real tough call!

No, it is still much too
early to pick ‘How I Beat Heart Disease’ for a title. At the time,
I decided to stay with The Next
20,000.

 


 


*****
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What Really Worries Me

About half the men and women under
sixty-five who have had a heart attack die within eight years of
the precipitating event.

Dr. Louis J. Ignarro, Nobel Prize 1998
(medicine)[2]

 


Statistics can be very misleading. Dr. Uffe
Ravnskov proved this by his analysis of many research studies
claiming to give legitimacy to the lipid hypothesis. The
significance of results interpreted according to relative risks as
opposed to absolute risks is very misleading and
contradictory.[3]

Stats may be useful for analyzing the macro;
however, they can be misleading at the micro level. Air travel is
still statistically the safest way to travel. For anyone having the
misfortune of being on one of those relatively few planes that do
crash, his/her loss is a full 100%.

The chances of being killed due to a plane
hitting a building you happen to be in approach zero. There are
approximately 6.6 billion people in the world today. You figure out
the odds of this happening. All lotteries offer you better odds
than that, and when was the last time you won a major lottery? For
those unfortunate 3,000 or so innocent victims killed on 9/11, the
statistics are worthless.

Once a year, I have my annual outpatient
rendezvous with the dedicated professor of cardiology who
personally supervised my ‘heart attack week’.[4] I come to the
hospital prepared with the results of my blood tests taken at my
local health clinic; I also bring the results of a recent (annual)
stress test performed at the hospital associated with my health
clinic.

The first order of business after presenting
the nurse on duty with all the proper documentation from my health
clinic is to undergo an immediate electrocardiogram. When my turn
comes to enter his office, he is already reviewing his history
notes in my patient file. The first entries were obviously all the
events of the eight days of hospitalization in July, 2001, followed
by my performance at his rehabilitation course I did at the
hospital. He then goes over the original semi-annual monitoring of
my condition, which has since been downgraded to an annual
visit.

Over the last couple of annual visits, the
dialogue starts the same.

“I have a problem with you,” he opens.

“I know,” is my reply.

“According to these cholesterol results you
should go back on the statins.”

The next few minutes are spent on his
attempts to convince me to return to a statin, or as an
alternative, at least to take Ezetrol, or a lower dose of a statin
with the Ezetrol. (later update - Ezetrol/Zetia, marketed versions
of ezetimibe, does not reduce the amount of cholesterol produced
like statins. It does, however, prevent the cholesterol from being
absorbed from the small intestine into the bloodstream resulting in
a decrease of cholesterol levels in the blood. Statins, despite
well documented serious side effects at least do offer concrete
cardio benefits. An article appearing in the New York Times March
31, 2008 entitled Doubt Cast on 2 Drugs Used to Lower
Cholesterol, reported that ezetimibe 'failed to slow, and might
have even sped up, the growth of fatty plaques in the arteries.
Growth of those plaques is closely correlated with heart attacks
and strokes.' Why am I not surprised??)

When all attempts fail, he jots down a
comment in my file – probably something to the effect ‘patient
refuses to take cholesterol lowering medication’. After all, if I
do survive another heart attack, or worse yet, not survive another
heart attack, he will have it documented that it was I who refused
to take the his advice to lower my ‘life threatening’ cholesterol
levels with statins. Bluntly stated, his butt will be covered. It
was I who knowingly went against the cardiology world
consensus.

He has been saving the lives of countless
people over the last couple of decades. He was indoctrinated since
his earliest days of medical school that cholesterol and fat are
principal causes of heart disease. One would not expect that one
Mike Stone would easily persuade a man of his stature that
‘correlation when occurring is not causation’ (regarding
cholesterol and heart disease).

There is an important issue that the good
professor never fails to bring up. It is also an issue that I have
no rebuttal to offer him. The damage to my cardiovascular system
resulting from 50 years of dietary abuse is a reality. The stent
insertion did not cure my heart disease. It was simply a local
solution to the most pressing problem to physically/mechanically
open up a nearly completely blocked critical artery. The
medications prescribed following my heart attack, including the
statins, were not intended to cure the existing chronic medical
condition. The sole intention of all of them was to help preserve
the existing condition, and prevent further deterioration.

I also know as a non-medical person that this
is the maximum that I can hope for even with all the changes I have
made in my daily habits – the exercise, the dietary changes,
reducing stress levels, etc. The elimination of trans-fats from my
diet, being aware of omega-6 and omega-3 significance, less cooked
foods, the freshly squeezed wheatgrass juice every morning, kefir,
rejuvelac and all the other changes I discuss in this book will not
reverse the 50 years of damage I caused to my cardiovascular
system.

My existing cardiovascular system is not in
an ideal condition to prevent an additional event from happening.
The existing accumulated plaque is potentially susceptible to
rupture – a common cause of blood clots. The stent also has its
inherent potential risks. It is not something that I was born with;
for all of its benefits it still remains a foreign metal object
located in a very delicate area.

I mentioned in SASHA that I may one day
consider undergoing EDTA Chelating therapy to clean up the
blockages, and in a sense turn back the clock on the existing
damage accumulated over my first 50 years. The question remains, is
it truly effective? It is still considered to be controversial. And
if chelating therapy, would it be the traditional intravenous
procedure, or would the alternative oral chelating therapy be just
as effective?[5]

Therefore, the question that begs to be
answered is: to what extent exactly have I slowed down the further
deterioration of my cardiovascular system by my lifestyle changes
over the last number of years? I truly believe that had I changed
my exercise/eating habits 30 years ago, my cardiovascular system
would be in a vastly different state today. That, however, is not
the relevant point today.

Despite vast improvements in my current
health agenda, I do not totally abstain from modern conventional
foods. The fact that I consume less of them, have eliminated the
trans-fats from my diet as much as possible, and have added more
raw/unrefined food only means that the rate of deterioration of my
system has slowed down; I doubt that it has entirely stopped. Even
if the rate has significantly decreased, over the years it is still
slowly advancing.

What is it that really bothers me? I am not
in denial. I do know that it is a possibility I may meet my
cardiology professor not at one of our annual reunions, but rather
when he on his feet and me on the bed again. The problem would not
be him personally telling me ‘See, I told you so’.

What bothers me is that for him this would be
further proof of the lipid hypothesis. When on the statins my LDL
cholesterol was 88, and according to all the other medical testing
(statin induced mental and emotional dysfunction are not part of
laboratory ‘medical testing’) I was in great shape. When taking
myself off the statins, my cholesterol levels rose, which
‘resulted’ in another heart attack. Another statistic for the
consensus -- additional proof that ‘correlation is causation’.

It bothers me that even in this hypothetical
situation, deep inside I know that I am right.

 


 


*****
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Uh-Oh – What's Wrong?

Within 6 years after a recognized heart
attack (MI), 18% of men will have another heart attack, about 22%
will be disabled with heart failure, 8% will have a stroke and 7%
will experience sudden death.[6]

 


These are not especially encouraging
statistics for us men. The statistics for women are even gloomier.
Should I be especially happy that I am quickly approaching my sixth
anniversary of my July 2001 heart attack?

 


December 2006

 


Annual test results: I was surprised by the
electrocardiogram (a.k.a. ECG or EKG) results during my stress
test, which showed signs of ‘not normal’ during the final higher
stress stages of the test.

What could have possibly caused these
declines? I do realize I have been riding less; however, I have
been walking more. Instead of driving to the parking lot at work, I
park a 15-minute - half-hour walk away, depending whether I leave
my house on time. The walk to work is, of course, not at an overly
intensive pace, however, I do believe my recent past activity would
still be classified as ‘active’.

Could there be an effect because of the
change to the normal daytime hours I had been working for most of
my life? Although I no longer work the graveyard shift like I did
for the first half of this year, I still don’t get to bed before
one a.m. most days of the week. Long gone are the days when I would
be out at five a.m. I do miss that previous schedule, but this is
the present reality.

I long ago abandoned the low-fat agenda; have
I been over exaggerating my higher-fat diet?

My cardiology professor recommended that I do
a thallium heart scan. So back to my health clinic to make the
request to have the scan done at the appropriate hospital
affiliated with my clinic.

A thallium heart scan is used to evaluate the
blood supply to the heart muscle. A small amount of radioactive
substance is injected into the bloodstream and a special camera is
used to make an image of the blood flow to the heart. The
radioactive substance is a radioisotope of the element thallium
(thallium-201). This scan can identify areas of the heart that may
have a poor blood supply as a result of damage from a previous
heart attack or blocked coronary arteries.

 


January 2007

 


On the appointed day, I arrived at the
hospital ready for my heart scan after a three-hour fast. As per
instructions, I came happily equipped with a chocolate bar; it was
that or come with some sour cream -- I didn’t yet know the reason
for this. The first order of business was the insertion an
intravenous needle (IV line) into the vein on my right arm just
below the elbow, the kind of IV that allows for injecting fluids
multiple times. I then started what seemed to be a normal stress
test on the treadmill.

Towards the latter stage of the test, which
was already at a very rapid pace, a small amount of thallium-201
was injected into my IV line. Shortly after finishing the treadmill
walk, I lay down under a special camera called a gamma
scintillation camera. It made photographs from the gamma rays
emitted by the thallium.

The purpose of the chocolate or sour cream:
Radioisotope thallium-201 is a radioactive form of the element
thallium (half-life of 73 hours). It was explained that it is
advisable to ingest the fats in order to pad the liver from the
radioactive material now circulating in the body.

The thallium attaches itself to red blood
cells and is transported throughout the body in the bloodstream. It
enters the heart muscle by way of the coronary arteries. The
thallium can therefore reach only those areas of the heart with an
adequate blood supply.

After this first set of gamma photographs
taken shortly after my fast treadmill walk, I was instructed to
return in another five hours. After returning, I was again injected
with an additional shot of thallium. Within an hour, I was back
under the scintillation camera for another round of gamma
photographs, this time to get an image of the resting heart.

A normal thallium heart scan shows healthy
blood flow through the coronary arteries without ‘cold spots’, both
at rest and during exercise. A cold spot is an area where the heart
tissue has been damaged (previous heart attack) or suffers from
impaired circulation due to a blockage in the coronary arteries. It
is an area the thallium has not reached, therefore does not show up
on the gamma ray photograph. During exercise, the heart has to work
harder and has a greater demand for blood. Cold spots that appear
during exercise and not at rest usually indicate some blockage of
the coronary arteries. People in this category are considered to be
at a greater risk for future cardiac events such as heart
attacks.

 


Results of the Heart Scan

 


The computerized printout of the December
stress test did not come back positive; however, it did contain
some comments regarding irregularities that are ‘probably
insignificant’. It was the sharp eye of my cardiology professor
that determined that some of the squiggly lines on the EKG printout
were not so insignificant as far as he was concerned. And indeed,
the results of the thallium heart scan were positive. His
recommendation: undergo an angiogram in the near future to verify
the cause of the positive results of the heart scans.

Since discontinuing the statins three and a
half years ago, I have been exercising regularly. I have
discontinued ingesting partially hydrogenated foods (as much as
possible) and therefore trans-fats. I have also discontinued the
low-fat dairy agenda, with all of the artificial ingredients
contained in them to keep them edible and ‘dairy’. I have been
eating more live foods, from naturally fermented raw milk products
to wheatgrass juice. Have I been deceiving myself and causing
additional blockages in my cardiovascular system?

 


To be continued………….

 


 


*****
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Raw Food & Enzymes

The length of life is inversely proportional
to the rate of exhaustion of the enzyme potential of an
organism

Dr. Edward Howell[7]

 


In my generation the most important
requirement regarding healthy eating when growing up was to make
sure we were getting enough vitamins. Afraid of getting a cold?
‘Drink lots of orange juice because it has vitamin C’ we were told.
I still remember a special kids’ vitamin that was taken as a small
chocolate semi-sweet delicacy every morning. That may even explain
my long lasting love affair with chocolate. I loved nearly every
variation of chocolate that there was - with the exception of any
chocolate containing raisins. I think my absolute favorite was
Three Musketeers. That did not prevent me from consuming the
competition whenever available: Hershey Bars, Nestle’s Crunch, even
the coconut filled Peter Paul Mounds bar and the like.

The next technical term while growing up
regarding nutrition was minerals. What American kid did not start
the day off with cereal for breakfast? It was definitely reassuring
to read the message on the cereal box stating its contents were
‘fortified’ with vitamins and minerals.

I did not have any idea what the minerals
were supposed to do, but having them supplied ‘fortified’ in my
cereal definitely sounded reassuring. What kid could resist eating
a ‘fortified’ cereal that had a picture of a baseball star printed
on the front of the box? My favorite was mixing Wheaties and
Cheerios together, letting them soak in the milk until mushy, and
then eating it.

When growing up, how many times do you
remember your mom telling you ‘Eat your (whatever) to make sure you
get enough enzymes’? Probably never. Enzymes? That sounds like a
term for a chemist, or possibly a biologist. It was not for us
laypeople, and definitely not a term that the average mom would be
familiar with.

Why should I be concerned with enzymes? What
you don’t know can’t hurt you, right? The problem is, by not
knowing many things, I did have that heart attack at age 51,
remember?

Merriam-Webster defines enzymes as ‘any of
numerous complex proteins that are produced by living cells and
catalyze specific biochemical reactions at body temperatures’. In
plain terms, ‘catalyze specific biochemical reactions’ translates
to enzymes are the labor force of the body, catalyzing over 4,000
known biochemical reactions.[8] Enzymes are substances that make
life possible. No mineral or vitamin can do any work without them.
They are needed for every chemical reaction that takes place in our
bodies.

Our bodies produce two types of enzymes:

 


Metabolic Enzymes

 


Metabolic enzymes run our bodies. A specific
set of metabolic enzymes controls each organ in our bodies. These
enzymes utilize the proteins, fats and carbohydrates that we eat to
perform their functions.

 


Digestive Enzymes

 


Digestive enzymes have three main functions:
to digest protein, carbohydrates and fat. Proteases are enzymes
that digest protein, amylases digest carbohydrate, and lipases
digest fat. Excessive production of digestive enzymes causes
enlarged digestive organs, such as the pancreas.

 


There are hundreds of types of different
known metabolic enzymes, and approximately two-dozen known
digestive enzymes. Compared to vitamins and minerals, enzymes are
the newest nutritional puzzle to be understood by nutritionists and
scientists.

Many misconceptions apparently are still
prevalent. Let’s start with the basic Merriam-Webster definition:
‘catalyze specific biochemical reactions’. A
catalyst, by definition, is not consumed by the overall reaction.
It accelerates or slows down the chemical reaction, nothing
more.

It has been proven that the
capacity of a living organism to make enzymes is limited and
exhaustible. This negates the enzyme’s status as a catalyst. It
also follows that if the body is using its resources to produce
digestive enzymes, it is at the expense of producing the metabolic
enzymes. The best way to illustrate this would be to go back to my
college days, and the famous Guns and Butter graph from Economics
101.

In a theoretical economy with the ability to
produce two finite products and with a finite total production
potential, a choice must be made between how much of each item to
produce. In this example, as resources are used to produce more
guns (military spending) the economy has less resources for the
production of butter (domestic/food), and vice versa.  The
curve represents all possible choices the economy has at its
disposal. The point here is that every choice has an opportunity
cost; you can produce more of the first product only by giving up
production of the second product. Assuming a given finite
production potential, you cannot produce outside the curve.

 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_m4564a294.jpg]

 


This model also demonstrates the production
potential of body enzymes. When the body is forced to produce
digestive enzymes at a particular time, it is at the expense of
producing metabolic enzymes.

 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_m407bda57.jpg]

 


Generally, digestion always has a high
priority in the body’s hierarchy of doing things. The production of
the necessary digestive enzymes needed to digest the latest meal
will have preference over the production of the hundreds of other
metabolic enzymes necessary to run other important, if not
critical, body processes.

 


**

Ultimately, man never comes out on top when
tampering with nature. The case in point: tampering with the
natural enzymes contained in raw food. Although our bodies are
capable of producing digestive enzymes, it was not nature’s intent
that we do this function by ourselves. The enzymes contained in raw
food play an important part in the pre-digestion of our food before
it hits the stomach. This allows for a minimum production of
supplementary digestive enzymes, and allows for maximum production
of the important metabolic enzymes.

How are we destroying the enzymes in our food
supply? Very bluntly, we cook it, and this is in addition to
commercial food processing, which is often performed at high
temperatures. Any prolonged wet-heat temperature over 118ºF
(47.8ºC) kills 100% of the enzymes. This statement is so important
that I will say it again. Any prolonged wet-heat over 118ºF
(47.8ºC) kills 100% of the enzymes!

How hot is 118ºF? An item at 117ºF can be
held in the hand with no problem. At 118º it is already too hot to
handle. It starts to burn. This is significantly less than normal
cooking temperatures; water boils at 212ºF (100ºC) and normal
baking is at 300ºF (149ºC) - 400ºF (204ºC) dry heat. Enzymes can
survive higher dry-heat temperatures -- but nothing even close to
normal baking temperatures.

 


The Law of Adaptive Secretion of Digestive
Enzymes

 


The Law of Adaptive Secretion of Digestive
Enzymes governs characteristics of digestive enzyme production.
This law states that an organism values its finite supply of
enzymes and will make no more than are needed to do the job.
Accordingly, the body produces the exact type and quantity of
enzymes needed according to the protein, carbohydrate and fat
makeup of the food eaten. Stated a bit more technically, the
greater the amount of exogenous (outside) digestive enzymes we
consume, the less production of the endogenous (internal) enzymes
is required.

It naturally follows according to this law,
ingesting natural enzymes already contained in the food we consume
means the enzyme potential in our bodies can allot less activity to
producing digestive enzymes and more to producing metabolic
enzymes.

A good example to see how this works is to
take an example directly from nature. Wild animals have no enzymes
in their saliva. The bulk of the digestive enzymes needed to digest
their prey are the enzyme banks existing in the prey itself. They
need no enzymes in their saliva to start the predigesting process;
these are ingested with each bite of the prey.

On a more domestic level, family dogs and
cats that eat raw food exclusively also have no enzymes in their
saliva. When fed cooked food, enzymes start showing up in their
saliva within about a week; this is in full accordance with the law
of adaptive secretion of digestive enzymes.

Uncooked foods contain an abundance of food
enzymes, which correspond to the nutritional highlights of the
food. For example, seeds, nuts dairy foods contain fat and higher
concentration of lipase. Grains contain higher concentrations of
amylase.

 


**

Is there a connection between the present
state of my cardiovascular system and my own bodily enzyme
activity? The two most potent enzymes secreted by the human body
are amylase, which deals with the digestion of carbohydrates, and
protease, which deals with the digestion of proteins. Our saliva
contains a high concentration of amylase (how many times are we
reminded to chew thoroughly?) while stomach juices contain
protease.

Lipase, however, is present in weaker
concentrations. As we grow older, enzyme activity grows weaker.
Studies done over 50 years ago show a decrease in lipase levels and
a definite alteration in the capacity of the aged human to handle
fat.[9] Improvement in the fat utilization was exhibited by the
subjects when later fed lipase. A later study demonstrated that
there is a progressive decline of lipase in the blood of
atherosclerosis patients with advancing middle and old age.[10]
That certainly does not sound like good news for me. I am indeed
considered to be an atherosclerosis patient and am now closer to 60
than to 50.

The easiest way to separate fat from its
lipase enzyme is to destroy it by cooking. Without lipase to start
the predigestion process, the fat remains unaltered for two to
three hours in the stomach. All this occurs while the carbohydrates
and proteins are being digested by the amylase and protease
respectively. Again, lipase is not present in saliva, so no
pre-digestion of fats can take place. As stated earlier, a greater
necessity to produce digestive enzymes comes at the expense of the
production of metabolic enzymes. This is definitely not great news
for the 98 distinct known (metabolic) enzymes working in the
arteries, each with a particular job to do.

This leads to the speculation that fat not
pre-digested may not be properly metabolized
(unhydrolyzed/partially digested) when it later reaches body
tissues; the result is aggravated arterial linings and hardening of
the arteries. This is basically what heart disease is all
about!

In SASHA, I discussed how I discovered Dr.
Dean Ornish and his best-selling book Dr. Dean Ornish’s Plan for
Reversing Heart Disease. Today, Ornish’s low fat/high complex
carbohydrate regimen is considered to be the arch rival of Dr.
Robert Atkin’s high fat/low carbohydrate diet plan. This book,
however, as its name implies, is not specifically a diet plan; it
is Ornish’s comprehensive plan to reverse heart disease.

After learning about the vital importance of
enzymes, I was curious what Dr. Ornish had to say about enzymes in
general, and in particular, about lipase. I searched in the index
for the word ‘enzymes’ and was surprised that it wasn’t listed!
Maybe he was more specific and indexed enzymes according to
specific name. I looked for ‘lipase’ in the index, and again, no
entry.

Suddenly I understood the ‘genius’ of
Ornish’s plan to combat heart disease. Cardiovascular disease is
the epidemic of the modern Western world. The ingesting of copious
amounts of commercially processed fats devoid of enzymes in the
Western diet is indeed a source of heart disease.

Dr. Ornish found an innovative solution to
'solve' this problem. For most people in today’s modern world,
obtaining and consuming necessary healthy fat in the form nature
intended with enzymes intact is not feasible. His solution to
circumvent the real problem: simply eliminate almost all the
fats!

 


**

The emphasis in today’s cardio world is not
on prevention; it is on repair. And why not? Modern technologies
can do wonders with our precious bodies with prescription
medications and operations. Angiogram, angioplasty, stents and
bypass operations are great tools to fix anyone who has managed to
clog up his/her arteries, assuming of course that they make it to
the hospital on time. What is sad is that this is considered
‘normal’ in our modern civilization.

Take someone with a Rolls Royce that gasses
it up with kerosene instead of the proper octane gasoline. If it
later does not run as it should, but he has a great mechanic who
can fix it, would this seem normal? No? Why then is his Rolls more
precious than our own precious bodies?

Would it not make more sense to consume foods
with more live enzymes, or even supplement meals with enzymes
rather than try and control the damage with medications or fix the
problem later using intrusive medical procedures?

 


Are we like Pottenger’s cats?

 


From 1932 to 1942, Dr. Francis Marion
Pottenger, Jr. conducted a controlled experiment[11] on generations
of cats (total 900 cats) to determine the effects of heat-processed
food them. The cats were divided into groups. All the groups were
supplied the same basic minimal diet (meat, milk and cod liver
oil), but the major portions of the diets were varied. One group
ate raw meat and raw milk exclusively, a natural food for cats. The
other groups were fed processed milk: pasteurized, evaporated and
condensed milk, with either raw or cooked meat.

All generations of the raw meat/milk groups
remained healthy throughout their normal life spans. The first
generation of all the other processed-food groups developed
degenerative diseases and illnesses towards the end of their lives.
The next generation of these groups developed degenerative diseases
and illnesses in the middle of their lives and started losing their
coordination. The third generation of the processed food groups
developed degenerative diseases in the beginning of their lives and
many died before six months of age. Bones became soft and the cats
suffered from adverse personality changes. Males became docile,
less interested in mating while females became more aggressive.

There was no fourth generation in any of the
processed food groups. Either the third generation parents were
sterile or the fourth generation cats died before birth. Again,
this is in direct contrast to the fourth generation of the cats on
the raw food/milk diet, which remained healthy throughout their
normal lifespan.

Dr. Pottenger concluded that a diet
consisting exclusively of raw milk and raw meat was the only
adequate food that insured optimal health for the cats. Cats on the
all-raw diet showed good bone structure with excellent bone
density. They had wide palates with plenty of room for properly
aligned teeth. They exhibited a shiny coat and were free of
disease. In addition, these cats reproduced with ease and were
gentle and easy to handle. The cats eating processed foods
(meat/milk) developed physical degeneration that escalated with
each successive generation.

Of special interest to those of you who do
purchase and consume raw milk, Dr. Pottenger also showed that not
all-raw milk is created equally.

 


In comparing the experimental effects on
cats of a diet including raw milk from fresh feed cows and those of
a diet including raw milk from dry feed cows, we find that the cats
fed raw milk from dry feed cows show similar deficiencies as those
fed pasteurized milk[12]

 


People are people, cats are cats, but…

 


Why should I be influenced by a study that
was done on cats over 70 years ago? As in the computer era, 70
years is also a long time as far as medical advancement is
concerned. In addition, how many people do you know that have
received a kitten from a domesticated cat eating processed food and
watched the kitten grow older and give birth to litter after litter
of apparently healthy kittens? You probably know many people that
fit this description; and those cats are all brought up on
commercially processed food.

That said how is the research of Dr.
Pottenger applicable to us today? I certainly have not noticed an
abundance of domesticated malformed dying cats roaming around my
own neighborhood. How were Pottenger’s cats similar to us? How did
they differ?

We are both warm-blooded. We are both
mammals. We reproduce in a similar fashion, give birth after a
fixed pregnancy period, and nurse the newborns.

On the other hand, we humans by nature are
omnivores (capable of eating meat protein and vegetation). Cats are
carnivores (meat eaters). This alone dictates that dietary
requirements of humans will not be the same as cats.

 


This evolutionary development has
resulted in more stringent nutritional requirements for cats than
for omnivores such as the rat, dog, and man.[13]

 


The different dietary requirements are of
course dictated by the differences in our biological systems. As an
example, for us humans, taurine is a nonessential amino acid,
meaning that it is manufactured from other amino acids in the
liver. It does not have to be obtained directly through the diet.
On the other hand, taurine, found only in animal products, is an
important essential amino acid for the cat.[14]

Some of the abnormalities displayed by
Pottenger’s cats can possibly be attributed to taurine deficiency,
such as poor reproductive performance and neurological
abnormalities. This could possibly be explained by the cooking of
the meat, which destroyed the taurine in the food fed to the
cats.[15]

Dr. Pottenger studied cats. As stated
previously, the cats eating raw food/milk were healthy and properly
developed generation after generation.

Dr. Weston A. Price studied people throughout
the whole world. The ‘primitive’ societies eating traditional foods
were free of chronic disease and dental decay; they were strong and
produced healthy children generation after generation. Dr. Price
observed that modern civilization eating refined grains, canned
foods, pasteurized milk and sugars suffered from degenerative
illnesses, infertility, crooked teeth, narrowed faces, deformities
of bone structure and susceptibility to every sort of medical
problem.[16]

This same degeneration observed by Dr. Price
in tribes and villages that had abandoned traditional foods was
also observed by Dr. Pottenger for the cats eating heat-processed
(cooked/pasteurized) food.

No, people are not cats; however Dr.
Pottenger summed this up quite nicely:

 


While no attempt will be made to
correlate the changes in the animals studied with malformations
found in humans, the similarity is so obvious
that parallel pictures will suggest themselves.[17]
(Bold emphasis is mine.)

 


What do you think?

 


How do we then conserve our finite potential
of enzymes? Besides killing enzymes found in natural food by
cooking, our own enzymes are used up faster during certain
illnesses, during extremely hot or cold weather, and during
strenuous exercise. We have all heard of Eskimos. Eskimos have been
notorious for enjoying excellent health by eating a raw diet. The
name ‘Eskimo’ itself is based on an American Indian language
meaning ‘he eats it raw’ or ‘eaters of raw meat’,
depending on which dialect is used. In the case of Eskimos,
raw food means raw meat – their cholesterol levels are sky high,
but heart disease if virtually non-existent.

A Western culture family that adapted eating
raw food as the standard in the house, and not as the exception, is
the Boutenko[18] family -- today known as the Raw Family. In the
mid-nineties, different members of the Boutenko family suffered
from a variety of illnesses, such as obesity, depression,
rheumatoid arthritis, severe hyperthyroid, juvenile diabetes and
asthma. After going on a totally raw diet, all those health
problems were miraculously healed. We will return to the (Victoria)
Boutenko family in chapter 11.

Is going on a 100% raw diet practical for
most people? The answer is ‘no’ despite the enzyme conservation and
other health benefits of doing so. Raw food is digested in less
than half the time as cooked food. The extended hours of digestion
creates rotting and intestinal illnesses.

What percentage of raw food in our diet
should we strive for? 90%? 70%? How much? The natural health care
nutritionist Hanna Kroeger[19] mentions figures of 50% raw and 50%
cooked for fighting diseases. She also claims that enzyme
supplements are just as valid as adding vitamins and minerals to
our diets.

Do I even approach 100% raw food? Not even
close. Although I do strive to increase this percentage, I cannot
really say if I am at 30%, 40%, 50%, or 60%. It is the purpose of
this book to show how small adjustments in our eating habits can
make a big difference in improving these percentages.

 


 


*****
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Why is Raw Food so Unappealing?

I want my food dead. Not sick, not dying,
dead.

Oscar Wilde

 


Why is it that so many people find the idea
of eating raw food repelling? It all boils down to preconceptions
of what we think food should look and smell like. As it turns out,
these preconceptions are not at all objective; in fact they are
very subjective.

There are many clichés out there – ‘you
can’t judge a book by its cover’, or ‘beauty is in the eye of the
beholder’. We even have a rhyming expression in Hebrew that says
‘Ol Taam v-ol rai-och, ain ma lhitvaka-och’ which translates
literally to ‘regarding taste and smell, there is nothing to argue
about’. Stated more abruptly: one person’s sense of what is
aesthetic, smells nice or is tasty, may be utterly disgusting to
someone else.

To prove my point, I have two actual
examples involving real people. I won’t mention the names and
relationship to ‘protect the innocent’. The first example involves
something I consider to be a real delicacy, tongue. There are
several different ways one can eat tongue.

One option: cut very, very thin, stacked
nice and thick between two slices of fresh rye bread smeared with
mustard -- literally heaven on Earth. One of my favorite places to
eat a tongue sandwich when visiting New York was always the Second
Avenue Kosher Delicatessen. The Second Ave Deli, as it was commonly
known, had a long and interesting history. Abe Lebewohl, an
Ukrainian immigrant who arrived in the United States in 1950,
worked there as a waiter in what was then a 12-seat capacity coffee
shop for several years.

In 1954, Mr. Lebewohl and several partners
at the time purchased the delicatessen. As fate would have it, Mr.
Lebewohl was murdered in 1996, a daylight robbery in which he was
depositing the previous day’s receipts. The restaurant doors were
unfortunately closed for good in 2006 by its then owner, Jack
Lebewohl, the younger brother of Abe. The closure was the result of
a rent increase dispute with the building’s new landlord.

I will state that there is
a yearly ritual when we do eat tongue; it saves me the necessity of
traveling all the way to New York just to have a tongue sandwich!
Anyone who has ever participated in a Jewish Passover Seder
knows that before you get to the main meal, there
is a long ceremony beforehand where various symbolic foods are
blessed. In fact there is a special Passover plate that is divided
in sections to hold the different symbolic items.

Here in Israel, it is the
tradition in families of Sephardic origin to also have
a ceremony preceding the festive Rosh Hashanah
(New Year) meal. (Esty’s family immigrated to Israel from
Iraq in the early 1950’s. By strict definition a Sephardi is a Jew
whose forefathers originated from Portugal or Spain. In a broader
sense, the term has come to also include Jews of Arabic and Persian
backgrounds. In present day usage it has become an umbrella term
for any Jewish person who is not Ashkenazi. Ashkenazim are
descendants of Jews from Germany, Poland, Austria and Eastern
Europe.) It is much shorter than the Passover
ceremony; however, it does have various symbolic foods on which
blessings are said. One of these blessings is:

 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_2990ccdc.jpg]

 


yehi ratzon m'lifanecha adonoi elokanu
v'elovei avoteinu sh-nehiye l'rosh v'lo l'znav.....

 


which basically translates to ‘G-d willing we
should all be like the head, and not the tail’. Following the
blessing, we then eat something representing the ‘head’. In our
family it is a portion of boiled tongue, sliced into inch wide
sections, a true delicacy.

What is all this leading to? This may seem
like a benign point; however much of the food we consume on the
plates in front of us doesn’t always resemble what its raw material
looks like before processing and packaging.

The case in point – real people, no names…we
will refer to them as couple A and couple B. Couple A invited
couple B over to dinner. Mrs. A was still in the kitchen when
couple B arrived a bit early. Mrs. A still had a large tongue
cooking in the pot.

It may seem redundant to state that tongue
is called ‘tongue’ because it originates in a cow’s mouth! When
couple B saw the complete cow’s tongue still in the pot and as yet
uncut into individual portions, the sight of it sickened them. It
simply ruined their appetite for the entire evening. What is
interesting is this same couple B that could not stomach seeing a
cooked cow’s tongue in the pot loves eating lobsters.

For those of you who may not be totally
familiar with lobsters, they are undoubtedly one of the ugliest
creatures on the planet. When I was younger, they would remind me
of what a giant spider might look like, with armor and pinchers.
The whole procedure of eating a lobster starts with its purchase,
while it is alive and well, swimming in a glass-lined pool waiting
to be bought. The buyer looks them all over, even looks the lobster
straight in the eye, and decides, ‘I want you’. Lobsters are tossed
into a boiling red-hot pot for steaming, meaning that the first
lobster to hit the pot has a good chance of hitting some boiling
water before getting steamed live.

This procedure is accompanied with jokes to
the tune of ‘woo - listen to the lobster yelling’. I wonder if
other lobsters do actually hear their comrades screaming from the
pot. And of course, the culmination of this whole process -- the
actual eating of the lobster.
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For someone who has never seen this ritual,
it is grotesque. The process starts with literally ripping off its
pinchers and its legs. To carve out the meat inside the armor you
have something that resembles a nut clipper, and if you have
trouble getting into the claw, you have a wooden hammer to crack
the armored shell. Then of course there is opening up the lobster
from its belly side, and scooping out the lobster meat from all of
its dismembered parts. I did previously mention grotesque, didn’t
I? What’s the point? To couple B, seeing a very natural complete
cow’s tongue cooking in a large pot was unbearable.

The whole process of purchasing, cooking live
and then dismembering the lobster to them is an accepted way of
preparing and eating food.

The second example is similar. Person C
(yes, another name change) came over to Israel for a visit from the
States. One evening Esty prepared a nice fish dinner. Again here we
see the differences between different cultures, and how each views
the same situation in different ways. It is very acceptable in
Israel, in restaurants and in the home as well, to serve fish
complete and intact. This is not to say that you cannot obtain a
fish fillet that has been de-boned and sliced up into portions.

A complete fish means just that. It comes
served with its head and eyes intact. When person C saw the cooked
fish on the plate ‘looking back at her’, she simply freaked out.
And what’s special about this example? This particular person
enjoys going out and ordering steamed crabs. The procedure for
steaming, dismembering and eating crabs is similar to that
described for lobsters -- and why not, they are in the same family
known as crustaceans.

The standard procedure is going to a crab
house with family or a bunch of friends. The table is lined with
either newspapers, or a disposable paper tablecloth. What
distinguishes a crab house from a steak house, for example, is that
at a crab house everyone puts on bib.

No, I do not mean a napkin on the lap type
of protection, but a bib that you tie around your neck to keep your
shirt clean. Why the bib? When your neighbor on either side starts
clobbering dismembered crab parts with the wooden hammer to break
the outer armor shell, pieces of meat, shell and any other internal
parts can start flying around the table.

Again, this to some people is a normal,
pleasant, acceptable way of eating a meal, while seeing a complete
uncut fish with its head still on is considered to be unbearable.
And so it is with many people’s preconceptions of eating anything
raw for the first time ‘Yuck! I can’t eat that! It’s not cooked!’ I
admit that the first time I cut into a steak that was totally raw,
I also had a similar feeling. (Although cooking kills much of the
healthy attributes of food, it also eliminates many harmful
aspects, bacteria etc. Raw food must be ‘prepared correctly’ and
obtained from reputable sources.)

However, after the first small bite, chewing
it up, and swallowing that first piece, the apprehension quickly
disappeared. What we conceive to be aesthetic food and what isn’t
is all in the mind.

 


This concludes Introduction
to Eating Raw Food 101.....

 


 


*****
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Pasteur – Hero or Villain?

The general public, however intelligent, are
struck only by that which it takes little trouble to understand

Antoine Béchamp[20]

 



Part 1: Louis Pasteur, Pasteurization –
Brief Review

 


Louis
Pasteur, the famous French microbiogist and chemist, was born in
1822. He is best known for developing a system of heat application
to control fermentation, which resulted in the non-spoilage of wine
and beer. His heat application involved raising the temperature of
wine to kill the specific living microorganisms that cause
spoilage. This process, which ultimately immortalized his name
universally and is today commonly associated with milk, is known as
‘pasteurization’.

His other major claim to fame was
his germ theory of disease, technically known as the pathogenic
theory of medicine. The theory proposes that microorganisms are the
cause of many diseases. Although highly controversial when first
proposed, it is now a cornerstone of modern medicine and clinical
microbiology, leading to widespread usage of prescription medicines
and antibiotics. He also created the first vaccine for rabies.

 


His academic resume was
impressive:

 


1848: Professor of Physics at
Dijon Lycee

1849: Professor of Chemistry at
Strasbourg University

1854: Dean of the College of
Science in Lille.

1856: Administrator and director
of scientific studies of the École Normale Supérieure.

1862: Member of French Academy of
Science

 


Pasteur won the Leeuwenhoek medal,
microbiology’s highest honor, in 1895, the year of his death.

The remains of Pasteur are
interred at the chapel of the Pasteur Institute,
Marnes-la-Coquette, France. One of the walls of the chapel
summarizes the accomplishments attributd to him.

 


1857: Fermentations

1862: So-called ‘Spontaneous Generation’

1863: Studies in Wine

1865: Disease of Silkworms

1871: Studies in Beer

1877: Virulent Microbic Diseases

1880: Vaccinating Viruses

1885: Prophylaxis of Rabies

 


Interestingly, his list of accomplishments at
the chapel does not include any specific reference to milk.

 


Pasteurization

 


Pasteurization is the process of
heating food in order to kill harmful organisms such as bacteria,
viruses, protozoa, molds, and yeasts. Pasteurization, unlike
sterilization, is not intended to kill all microorganisms in the
food; it aims to achieve a five-log reduction (0.00001 times the
original) in the number of viable organisms, reducing their number
so they are unlikely to cause disease.

This assumes of course that the
pasteurized product is refrigerated and consumed before its
expiration date. Today, pasteurization is typically associated with
milk/milk products. The justification for pasteurizing milk was
that it often became contaminated while being handled on its way to
the consumer.

Pasteur became famous for saving
the French wine industry when ‘pasteurizing’ wine to keep it from
spoiling. The feat was immortalized on the chapel wall – 1863.
Again, the wall contains no reference to milk! Interestingly, when
was the last time you bought a bottle of wine labeled as
‘pasteurized’?

Pasteurization methods for
milk are usually standardized and controlled by national food
safety agencies, such as the USDA in the United States and the Food
Standards Agency in the United Kingdom.

Today, there are two widely used
methods of pasteurizing milk:

 


HTST - High Temperature/Short
Time

 


HTST is by far the most common
method. Milk labeled simply as pasteurized is usually treated with
the HTST method. HTST involves holding the milk at a temperature of
145°F (62°C) for half an hour or 161.5°F (72°C) for at least 15
seconds. The HTST pasteurization processes must be designed so that
the milk is heated evenly, and no part of the milk is subject to a
shorter time or a lower temperature. HTST pasteurized milk
typically has a refrigerated shelf life of two to three weeks.

 


UHT - Ultra-High Temperature

 


UHT involves holding the
milk at a temperature of 280-285°F (138-141°C) for at least two
seconds. This process actually sterilizes the milk. UHT pasteurized
milk can last in the refrigerator for two to three months. When UHT
pasteurization is combined with sterile handling and container
technology, the milk can even be stored unrefrigerated for long
periods. For those of you who like to drink UHT milk, Dr. Paul
Kouchakoff determined in 1930 that the critical temperature above
which milk becomes recognized by the white cells of the blood as an
enemy of the body is only 88.3°C (191°F).[21]

 


There are different
pasteurization standards for different dairy products, depending on
the fat content and the intended usage. For example, the
pasteurization standards for fluid milk differ from the standards
for cream; the standards (heat used) for pasteurizing cheese are
designed to preserve the phosphatase enzyme, which aids in curing
the cheese.

 



Part 2: Pasteur and Pfizer – are there
similarities?

 


"Louis Pasteur, one of the legendary figures
in the history of science, lied about his research, stole ideas
from a competitor and was deceitful in ways that would now be
regarded as scientific misconduct if not fraud."[22] This is part
of a book review that appeared in the New York Times reviewing
The Private Science of Louis Pasteur, by Dr. Gerald L.
Geison of Princeton University. Big deal! For 100 years since
Pasteur’s death until the publication of the New York Times
article, Pasteur was a world hero, the scientist’s scientist. So
what if he cut some corners here and there. Why should that bother
me? Don’t things like happen in other professions? For instance,
let’s look at some recent journalism scandals.

Who doesn’t remember Jimmy’s World a
phony story about a child heroin addict? The story appeared in the
Washington Post on September 29, 1980 and won a
Pulitzer Prize for reporter Janet Cooke. The prize was later
returned.

Newspaper reporter Jayson Blair resigned from
the New York Times after admitting he faked and plagiarized dozens
of stories. Jack Kelley, the ex-USA Today reporter resigned
following allegations that he faked major stories.[23] I do not
feel that Jack Kelley dramatically changed my life, or Jason Blair,
or even Janet Cooke, who initially walked away with the Pulitzer.
All of their events occurred within the last 30 years. Louis
Pasteur died over 100 years ago. I should not have to be concerned
if he plagiarized or lied about his research. Or should I be?

Louis Pasteur, while still alive, never
released his laboratory notes. He left them to his family with
instructions never to release them. With the death of his last male
descendant, a grandson in 1975, they became the property of the
French National Library.

Professor Geison was the first person to
thoroughly review those notes; he spent 15 years studying more than
10,000 pages of lecture notes and lab workbooks.

It was not Geison’s intent to discredit
Pasteur or his contributions to science, but he did want to present
the unadorned truth. The American Association for the History of
Medicine awarded its 1996 William H. Welch Medal to Professor
Geison for his suburb investigative work.

The question remains if humanity had to wait
the 80 or so years following Pasteur’s death to fully understand
how he conducted and publicized his research. Does it significantly
affect our lives today?

 


**

With today’s modern technology, anyone, and
I do mean anyone, can write and publish a book. You can find books
on virtually every subject imaginable, with all views possible
represented. Take for example the underlying subject matter of this
book. There are almost an infinite number of books claiming to
explain the ‘real cause’ of heart disease. There are a myriad of
books siding with the current consensus that cholesterol is the
main culprit in causing heart disease, and a growing number
claiming exactly the opposite.

Anyone can write a book? I am a classic
example. I am not connected to the medical profession, and here I
am writing not my first book, but my second book regarding a very
serious and relevant health issue. SASHA being a self-published
paperback does not meet the requirements to appear on the New York
Times bestseller list, nevertheless, it has obtained ranking on the
major international sales outlets: Amazon, Amazon England, Amazon
Germany, Barnes & Nobles, etc.

Yes, the electronic age has made it very
easy for anyone not only to market a book, but for the actual
writing as well. I remember when the first personal computers hit
the market. The big key on the right-hand side of the keyboard was
not marked with a ‘◄┘’ as today, but with the letters ‘CR’. Ask any
15-year-old computer whiz today what the CR stands for. I doubt
that very few, if any, will give the correct answer. It stands for
‘Carriage Return’.

For those of my generation, the CR will bring
back the memory of those old Smith-Corona heavy typewriters,
pounding away at those mechanical heavy keys, where each hit of the
key moved the carriage physically one letter width to the right.
You would arrive to the end of the line; a small bell would ring
signaling for the typist to finish the present word being typed and
then Trockkkk! The right-hand leaves the keyboard to slam the
carriage return lever back to the left-hand side of the typewriter.
The Trockkk would also advance the page to the next line according
to the line spacing previously set mechanically, and the new line
begins.

OOOOOPS -- you made a mistake -- advance the
paper forward, use your eraser shield to expose the misprinted
letter and protect adjacent letters, erase it, move the paper back
into the exact location on the page, and then retype the new
letter.

Typewriters also advanced with technology. I
remember when we had an IBM Selectric electric typewriter. Instead
of having to hen peck the heavy keys, the electric touch made the
actual act of typing similar to the light touch-typing of the
modern computer keyboard. On the IBM Selectric, the paper remained
static. There was a small metal ball embedded with all the letters,
numbers and symbols that ran back and forth in place of the
carriage and typed the letter. Even correcting errors became
easier. Quick drying white correction fluid and the dry
‘correct-o-type’ sheets replaced the eraser shields and
erasers.

Today, in the computer age,
typing and basic editing have become a no-brainer. OOOOPS, you made
a mistake? No problem. Use your mouse to go directly to the error
and retype. Change around the order? No problem. Simply ‘cut and
paste’ and rearrange to your heart’s content. Turn on the spell checker, and automatically some misprints
and mistakes are clearly identified.

Writing and publishing a book was not always
as easy as it is today. There was a time when a writer had to be
extremely dedicated in order to present a finished manuscript in
acceptable format. As a prerequisite, the subject matter of the
book had to be worthy of the effort in order to find a reputable
publisher.

No, humankind did not have
to wait until the computer age and the Internet to read a book
regarding Pasteur’s method of science back in the 1800’s.
One of the first books published that took a serious look at the
work of Pasteur in an unfavorable light was Béchamp or Pasteur by Ethel Douglas. The book
was first published in 1923 and later revised and published in 1932
– that is more than half a century before Pasteur’s lab notes were
made public! Ms. Douglas had much to say regarding all of Pasteur’s
accomplishments listed on the wall of the chapel
of the Pasteur Institute at Marnes-la-Coquette. For
instance:

 


We have already seen,
firstly, that in regard to fermentation in general and vinous
fermentation in particular, as also in regard to silkworm disease,
it is impossible to deny that Pasteur plagiarized Béchamp.
Secondly, we have seen that Pasteur’s experiments were insufficient
to defeat the theory of spontaneous generation and that they never
satisfied Sponteparists, such as Pouchet, LeBon and
Batian.[24]

 


It is not my intention to go into any
additional technical detail regarding her revelations; what bothers
me is the monster that Pasteur ultimately created.



Pasteurism has become a
vested interest, and one, unfortunately, supported by
that powerful trade union – the Medical Fraternity[25]

 


Dr. Guylaine Lanctôt wrote a book called
The Medical Mafia. The title is self-explanatory; she delves
into numerous existing medical issues. Regarding her comments about
Pasteur:

 


Pasteur was ambitious, an
opportunist? He was also a genius in the art of promoting himself,
and he plagiarized, and then vulgarized, the work of Béchamp. He
stole the idea of small organisms being responsible, but he only
revealed a small part of Béchamp’s discoveries. Pasteur proclaimed
that these small organisms only came from the outside. He forgot to
mention that, once exposed to air, germs and other morbid
(abnormal) microzymes lose their virulence very rapidly.
And this deceit has been perpetuated ever
since.[26] (Bold
emphasis is mine.)

 


The point I am leading up to can best be
described by Shelley and Denie Hiestand in
Electrical Nutrition: A revolutionary approach to eating that
awakens the body:

 


Béchamp, a man without
public savvy, argued all his life that disease was caused by
disharmony and imbalance of the body’s natural microflora; but his
boss, Pasteur, who was being funded by his
friends in the rapidly growing pharmaceutical
industry, promoted the idea that bacteria
caused disease and that bacteria could be killed by drugs.
Our entire germ-based microorganism-killing
pharmaceutical industry grew from this erroneous scientific
premise.

On his deathbed, Pasteur
apologized for deliberately taking Béchamp’s research out of
context so that his institute could
benefit from the funding that was coming from the newly emerging
drug companies. In fact, he admitted that
he was wrong and that Béchamp was right. By then,
however, the drug companies and their
‘kill-the-germs-at-all-cost’ system is a direct legacy of this
lie.[27] (Bold emphasis is
mine.)

 


What is the connection between Pasteur and
Pfizer? Pfizer is the world’s largest drug maker. Its 2006 revenues
totaled over $48.3 billion.[28] Its research and development
spending for the same year reached almost $7.6 Billion.[29] It
manufactures Lipitor, the world’s top-selling medicine, with almost
$12.9 billion in annual sales.[30]

Lipitor (atorvastatin) is a member of the
statin family of medicines. Statin sales in the world depend upon
prolonging the ‘validity’ of the (blood) lipid hypothesis. Just as
Pasteur benefited greatly from marketing erroneous scientific results, so has Pfizer been benefiting
from the existing world belief that high cholesterol causes heart
disease (lipid hypothesis).

Why did I particularly pick on Pfizer? No
particular reason, simply because they are the largest and most
well-known pharmaceutical company on the planet. Dr. Duane
Graveline, a flight surgeon and former astronaut, was a pioneer in
publicizing the serious side effects caused by Lipitor which caused
his two bouts of transient global amnesia (TGA).[31]

I could have just as easily picked Merck, the
manufacturer of Zocor (simvastatin) and Mevacor
(lovastatin). I could have picked Bayer, the manufacturer of
Baycol (cerivastatin),
which was withdrawn from the market in 8/2001 due to too many
fatalities; or Novartis, the manufacturer of Lescol (fluvastatin). I could have picked
AstraZeneca, the manufacturer of
Crestor (rosuvastatin).

I could have even picked my
‘favorite’, Bristol-Myers Squibb, the manufacturer of
Pravachol (Pravastatin). It was a locally marketed version of
Pravastatin known as Lipidal that so disrupted my professional and
personal life and inspired the writing of SASHA.

 


 


*****
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Post Pasteur

There are two kinds of statistics, the kind
you look up,and the kind you make up.

Rex Stout

 


During my university days, I took several
statistics courses, which included of course lessons regarding
statistical testing. I remember the time when flash bulbs were
still used when taking indoor pictures. The flash bulb was
basically a very small light bulb; it could only be used once. The
one time flash occurrence when taking the picture was the bulb’s
entire purpose of existence. One picture and that was it; then to
the trash can and flash bulb heaven.  As we learned in
statistical testing, testing all the bulbs would certainly be
counterproductive, as all the bulbs would be destroyed in the
test.

 


Calcium

The successful test of
pasteurization for milk is to verify that all of the enzyme
phosphatase in the milk has been totally destroyed.[32]  The
one small problem with this test is that phosphatase is essential
for the proper absorption of calcium. Do you wonder why you
encounter more and more people that suffer from
osteoporosis? Proper calcium levels in the body
are essential for strong bones and teeth, regulating muscle and
heart function among other functions. Sure, calcium is abundant in
other food products besides dairy products. However, if they are
also cooked, then the natural occurring phosphatase is still
destroyed. Incidentally, eating foods ‘fortified’ with calcium
doesn’t guarantee that your body will automatically be able to
absorb and process this form of calcium effectively. Synthetic
nutrients can be toxic.[33]

 


Vitamins

It was stated as early as
1942 that the cows of the country produce
as much vitamin C as does the entire national citrus crop, but most
of it is lost as a result of pasteurization.[34]
The vitamin C that does survive the
pasteurization process is diluted even more in many supermarkets
even before it reaches your refrigerator. Most milk is packaged in
translucent plastic jugs. Many supermarkets market milk in
refrigerated sections lighted by fluorescent lighting. Fluorescent
lighting has been shown to destroy half of the vitamin C content of
the milk.[35] Pasteurization has also been
shown to destroy vitamin A (necessary to assimilate
protein[36]) and greatly reduces the amount of vitamin B
complex.[37]

 


Digestion
of Fats

Pasteurization destroys lipase[38], the
enzyme that aids in the digestion of fats. Triglycerides are the
main constituents of milk fat.[39] How often are we told after
blood testing that our ‘trigs are too high’? Carbohydrates and
proteins start undergoing the pre-digestion process in the upper stomach thanks to salivary amylase and pepsin.
While this is occurring, the fats, devoid of lipase, remain
unaltered in the stomach for up to several hours after swallowing.
When hitting the hydrochloric acid in the stomach without the
benefit of pre-digestion, the fats may be improperly metabolized
when they ultimately reach body tissues.[40]

 


Milk Sugar

Lactase is an enzyme that breaks down the
milk sugar lactose into galactose and glucose.[41] Pasteurization
inactivates the naturally occurring lactase in raw milk. It also
destroys galactase, the enzyme needed to break down galactose. How
often do we hear of people being ‘lactose intolerant’?

 


Selenium

Selenium is an
antioxidant mineral that helps regulate nitric oxide in the
arteries, which is of prime importance in preventing heart
disease.[42] Pasteurization reduces the
availability of selenium in commercial cow’s milk by
10%.[43]

 


Dirty, Dead Milk

Pasteurization is an excuse for the sale of
low-quality, dirty milk. It discourages the effort to produce clean
milk.[44] It all starts with the personal hygiene of the cow
herself. As Dr. William Douglas II aptly stated, "A cow is not a
cat…Cows are not neat. Their personal hygiene would embarrass a
pig."[45] Producing clean milk would entail making the effort to
physically clean up the teats of the cow properly before each
milking. This takes time and money.

Truthfully, it is hard to blame the modern
commercial dairy in this day and age. In order to survive, it has
to maximize production and minimize costs. The nutritional quality
of his final product is of little, if any, concern. And why should
it be? The dairyman’s milk totally loses its personal identity once
it leaves his diary and mixes with the milk of possibly hundreds of
other diaries at the processing plant, some diaries likely much
filthier than his own.

The pasteurization process
involves raising the temperature of the milk to high temperatures
not necessarily only once, but possibly several times to kill off
all the harmful ‘ingredients’. Some processes even involve
steam cleaning.[46] Stated differently, due to
the pasteurization process, most of the harmful junk in the milk
that we would not want to drink is also dead by the time it hits
our refrigerators. This is sort of like a built-in booby
prize.

Pasteurized milk is therefore essentially
dead milk. Pasteurization kills the natural enzymes present in raw
milk and alters the protein[47] and fat. Raw milk sours
when not refrigerated.  Pasteurized milk, with all of its
enzymes killed and protein and fat altered by the heating process,
simply rots. It putrefies; it is dead before it reaches your
refrigerator.

 


The Ultimate ‘Cat’ Scan

 


Who am I to state that raw milk is alive, and
pasteurized milk is essentially dead? After all, what do I know? I
am only human. In order to test this out, we will go to a
non-human, however, a connoisseur of milk and milk products. This
will be a true ‘cat’ scan, supervised by Nivi and Gray, two of the
family’s cats.

Nivi is intelligent as far as cats go. When
hungry, instead of just meowing she jumps up to the kitchen window,
stands on her hind legs and scratches continuously on the window
while looking me straight in the eye. You can see Nivi in action at
the bottom of web page http://www.heartrecovey.net/books2.html.
Gray is Nivi’s grandson (as far as I remember – it’s easy to lose
track…).

This ‘cat’ scan is opposed to the more
familiar CAT (Computed Axial Tomography) scan where digital
geometry processing is used to generate a three-dimensional image
of internal organs.

For this particular cat scan, I prepared two
glasses of milk. One glass was raw (unpasteurized) goat’s milk; the
other was a glass of standard HTST 3% carton milk purchased at the
supermarket.

 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_m41ca8029.jpg]

Day 1: On the left is standard 3% fresh
pasteurized homogenized (cow) milk. On the right, fresh raw
(unpasteurized) goat’s milk. They look identical.

 


 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_m3221ffda.jpg]

A week later at room temperature, the
pasteurized milk has started to evaporate. The fresh goat’s milk
has separated into whey and cheese curds.

 


 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_13fea233.jpg]

Close to two months later, the liquids have
evaporated almost entirely from both glasses. What remains from the
pasteurized milk is greenish/blackish ‘rot’.
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The solids remaining from the raw goat’s milk
is a dry yellowish cheese.

 


 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_2e142230.jpg]

The solids are transferred to plastic
bowls
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Bring on the cats!
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First to arrive is Gray
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…and one by one the ‘word gets out’.
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Nivi finally makes it (upper right).
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Gray – finger lickin' good!
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The bowl with the two-month old cheese from
raw goat’s milk has been licked clean. The green-black pasteurized
rot remained untouched!

 


 


Why pasteurize in the first place?

 


Research overwhelmingly
demonstrates that pasteurization creates higher rates of
degenerative illnesses in both humans and in animal
research.[48] For all of its heath detriments, why has
pasteurization become the norm over the last 100 years? Shortly
after the start of the twentieth century, the sloppy production
methods, delivery through streets laden with fly infested horse
manure, and lack of hygienic cool storage areas in many homes
(later known as refrigerators) did result in the contamination of
the raw milk. Drinking of the milk did cause a considerable amount
of disease and death.

Pasteurization supplied a practical and
economic solution to the ultimately disease-infected milk. It was
necessary to prevent the spread of communicable disease. There was
no simple way to enforce hygiene on so many small independent
milk-producing farms, and then guarantee its safe delivery to the
end user. As a result, the monster had overcome the creator. Once
considered a wonder treatment (before pasteurization), medical
literature today no longer advocates the use of raw milk diets[49]
as a universal way to cure disease.

Raw milk cures have gone the route of the
phonograph record and the manual typewriter. Pasteurized milk,
however, is not used today to cure anything.

 


Epidemics and pasteurized milk

 


The proponents of pasteurization would have
us believe that epidemics caused by milk became extinct with the
widespread use of pasteurization. The U.S. government has
documented numerous outbreaks of food-borne illness from
pasteurized milk.[50]

 


1945

1,492 cases for the year in the U.S.

One outbreak, 300 cases in Phoenix,
Arizona

Several outbreaks, 468 cases of
gastroenteritis, nine deaths, in Great Bend, Kansas

1976

Outbreak of Yersinia enterocolitica in 36
children, 16 of them had appendectomies due to pasteurized
chocolate milk

1978

One outbreak, 68 cases in Arizona

1982

Over 17,000 cases of Yersinia enterocolitica
in Memphis, TN

172 cases, with over 100 hospitalized from a
three-Southern-state area

1983

One outbreak, 49 cases of Listeriosis in
Massachusetts

1984

August, One outbreak S. typhimurium,
approximately 200 cases, at one plant in Melrose Park, IL

November, One outbreak S. typhimurium, at
same plant in Melrose Park, IL

1985

March, One outbreak, 16,284 confirmed cases,
at same plant in Melrose Park, IL

197,000 cases of antimicrobial-resistant
Salmonella infections from one dairy in California

1,500+ cases, Salmonella culture confirmed
in Northern Illinois

1987

Massive outbreak of over 16,000
culture-confirmed cases of antimicrobial-resistant Salmonella
typhimurium traced to pasteurized milk in Georgia

1993

Two outbreaks statewide, 28 cases Salmonella
infection

1994

Three outbreaks, 105 cases, E. Coli &
Listeria in California

1993-1994

Outbreak of Salmonella enteritidis in over
200 due to pasteurized ice cream in Minnesota, South Dakota and
Wisconsin

1995

1 outbreak, 3 cases in California

Outbreak of Yersinia enterocolitica in ten
children, three hospitalized due to post-pasteurization
contamination

1996

Two outbreaks Campylobactor and Salmonella,
48 cases in California

1997

Two outbreaks, 28 cases Salmonella in
California

 


**

 


Pasteurization is also not a magic wand able
to neutralize harmful ingredients that find their way into the
cows’ commercial food sources. Ultimately they find their way into
the milk supply…through pasteurization…to the dining room
table.

The 1973 Michigan PBB (polybromylated
biphenyl) disaster[51] is proof of this. PBBs are manmade chemicals
that were used as fire retardants in plastics. At the time, one of
the plants manufacturing PBB was the Michigan Chemical Company. The
same St. Louis, Michigan plant also manufactured a magnesium oxide
cattle feed supplement. According to the State of Michigan
Department of Community Health, in 1973, 10 to 20 50-pound bags of
PBB were accidentally sent to the Michigan Farm Bureau Service
instead of the cattle feed supplement. Other sources are less
conservative regarding the actual amount of PBB that made its way
into cattle feed.

Five years after the contamination, about 97%
of Michigan’s residents showed measurable levels of the chemical.
In August 1976, the Department of Public Health found that 22 of 26
samples of human breast milk from the general population in
Michigan showed the presence of PBB. Later, a more scientific study
detected PBB in the breast milk of 95% of nursing mothers tested in
Michigan’s Lower Peninsula.[52]

This is the real catastrophe of this
disaster. Children who weren’t even born at the time of the
disaster have likely been exposed. The possible long-term health
consequences remain a point of concern and uncertainty. There is no
medical treatment that will lower PBB levels in the human body.
Daniel Rosen from the Centers for Disease Control (CDC) in Atlanta,
GA published a 1995 article in Environmental Health Perspectives
citing approximately 10.8 years as the calculated half-life of PBBs
within the human body.

Although not easy to calculate specific
consequences due to specific amounts of human exposure to PBBs
through diet, the following problems have been reported and seem to
be associated with this PBB exposure:

 


Musculoskeletal problems, especially joint
disorders (pain, swelling, and crepitation)

 


Neurological symptoms (tiredness, fatigue,
headaches, dizziness, and unusually long sleep hours)

 


Evidence of higher liver function

 


Immunological abnormalities (decreased
number of circulating lymphocytes and altered responses to tests of
the functional integrity of these cells)

 


Elevated levels of spontaneous abortion
rates among second-generation Michigan women born after the 1973
incident

 


Increased risk of cancers of the breast, the
digestive system and for lymphoma

Shorter menstrual cycle and with a longer
bleed time during menstruation.

 


Since the late 1970’s, the Michigan
Department of Community Health has been keeping tabs on
approximately 4,000 people, mainly families and neighbors on farms
who consumed the most contaminated products, and their
offspring.

Incidentally, milk products (pasteurized) and
beef (cooked) were not the only products affected. Feed for other
animals was contaminated when it was mixed using the same
machinery; carcasses of cattle not fit for sale were rendered to
yield protein supplements in other animal feed. By the end of 1975,
as a result of the PBB contamination, about 28,900 cattle, 5,920
pigs, and 1.5 million chickens had been destroyed. Eight hundred
and sixty-five tons of contaminated animal feed were buried around
the state. In addition, 17,940 lb of cheese, 2,630 lb of butter,
34,000 lb of dry milk products, and nearly five million eggs were
also destroyed.

The moral of this story: In addition to the
inherent disadvantages that pasteurization causes, it also does not
guarantee that the final product will be free of harmful
additives.

 


Pasteurization is not the only problem…

 


Proud family-run dairy farms are quickly
becoming a thing of the past. Once upon a time, dairy cows would
roam the pastures, eating fresh grass to their hearts’ content.
Many dairy cows today are confined to small, contained areas with
no grass, no sunshine, no roaming around. There were over 3.7
million dairy farms in the U.S. in 1950. By the year 2000 the
number had dwindled to slightly over 105,000.[53] Some of the
larger confinement farms contain thousands of cows. More than half
of all the milk production today in the U.S. comes from operations
containing over 500 cows.

The cows themselves have become
high-production milk machines. In 1950 the average output per dairy
cow was slightly less than two gallons of milk per day. Cows fed a
diet high in grains and growth hormones yield over six gallons per
day.[54] The high incidence of disease in cows kept in confinement
facilities also results in the widespread use of antibiotics, many
which are resistant to prolonged heating.[55] Nutritionally, who
cares? It makes sense economically -- even to the extent that the
average lifespan of today’s confinement dairy cow is only 42
months; cows on pasture live 12 to 15 years.

No, cows are not cats. Also, people are not
cats. However, the observations made by Dr. Pottenger (chapter 4)
regarding the milk from grass-fed cows as opposed to grain-fed cows
on his cats should be of great concern to us humans. Grain-fed
cattle also tend to have a more acidic intestine which is more
conducive to harboring pathogenic bacteria than cattle fed mostly
grass and hay. Grain-fed cattle were found to have a one
million-fold more acid-resistant E.coli than cattle fed hay.[56] In
the previous chart, you will notice E.coli contamination was found
in pasteurized milk in 1994 in California.

It is almost ironic that because many cows
kept in confinement conditions are overly sick and produce inferior
milk, the way to insure that this inferior milk is ‘safe’ for human
consumption is to pasteurize it![57]

Today there is a solution for the big city
dweller wanting to drink healthy raw milk. It is called certified
raw milk. The term ‘certified’ means that the milk is inspected by
a board of physicians and is certified by them to meet rigid
standards of cleanliness. The cows are regularly checked and must
be in PERFECT health. Before milking, they are meticulously
cleaned. The workers themselves with access to a certified raw milk
facility must also be in perfect health and keep themselves
meticulously clean. Personal habits are under constant supervision.
Frequent and regular bacterial testing insures that the milk is of
the highest quality.[58]

Whole books could be written on the history
and all the other aspects of raw vs. pasteurized milk in our daily
diet, including politics and government meddling. In fact, they
already have been! My favorites are

 


The Untold Story of Milk by Dr. Ron
Schmid, New Trends Publishing

 


And

 


The Milk Book by Dr. William Campbell
Douglass II, Rhino Publishing

 


Both are recommended, and no, they are by no
means identical. For example, they take opposite sides on the
‘homogenization’ issue; i.e. is homogenization of milk a cause of
heart disease?[59]

To keep abreast of what is relevant and
important regarding ‘real milk’, visit the Real Milk Campaign of
the Weston A. Price Foundation at http://www.realmilk.com.

 


 


*****
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Two Postulates

A postulate is a hypothesis advanced as an
essential presupposition, condition, or premise of a train of
reasoning.

Merriam-Webster Dictionary

 


Wikipedia defines a postulate as "a statement
or assumption that is agreed by everyone to be so obvious or
self-evident that no proof is necessary, and which can be used to
prove other statements or theorems." Simply stated, a postulate is
G-d given. Period.

In junior high geometry class, we memorized
geometry Postulate #1: For any two points, there is exactly one
line containing them. From this postulate, we could then prove the
following theorem: Two lines intersect in at most one point.

Many things in our lives are governed by this
same analogy. There is the self-evident base, on which further
statements or ‘theorems’ are derived.

Under author’s notes at the beginning of this
book, I stated

 


“This book starts out under the premise that
cholesterol and saturated fat are not the causes of heart disease.
Period. End of story.”

 


I began believing this premise when writing
SASHA and since its publication, I accept it lock, stock and
barrel. Stated in different terminology:

 


Postulate

Saturated Fat and Cholesterol do
not cause heart disease.

 


On this assumption, I can substantiate a
theorem that foods containing saturated fat and cholesterol are not
harmful to my cardiovascular system. According to this argument, I
could eat anything without regard to saturated fat and cholesterol
content, and I would not be harming my health. This would include
of course, among other things, the whole spectrum of dairy products
available in any supermarket, right? What then is logically wrong
with this argument as stated?

A postulate cannot be wrong by definition. It
is, after all, a postulate, an axiom. I am convinced that
pasteurized dairy products with the natural nutriments and enzymes
missing do have a definite place in the myriad of health problems
plaguing the Western world today, heart disease among them.
Something is wrong with the theorem; therefore there must be
something lacking in the postulate.

The type and form of the saturated
fat/cholesterol that most people consume does not fit the
postulate! Dr. Howell stated that when commercial fat deprived of
its lipase companion confronts hydrochloric acid in the stomach, it
faces a harsh experience and may be improperly metabolized when it
reaches body tissues later.[60]

Conclusion: the theorem ‘foods containing
saturated fat and cholesterol are not harmful to my cardiovascular
system’ is not entirely valid so therefore cannot be automatically
derived from Postulate #1 as stated. We will need to use an
additional postulate and modify the first postulate to be correct
in all cases.

 


Postulate 2

Saturated fat and cholesterol from
processed/heated foods can cause heart disease.

 


 


Modification of Postulate 1:

 


Postulate 1

Saturated fat and cholesterol from raw
unprocessedfoods do not cause heart disease.

 


The irony of it all is that my cardiologist
and all the other doctors still advocating the validity of the
lipid hypothesis have been saying all along that saturated fat and
cholesterol cause heart disease. Two very similar sounding
postulates. Two very different consequences. So similar, but so
different.

 


 


*****
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A Very Thin Chapter on Fats

The first law of dietetics seems to be: if
it tastes good, it’s bad for you.

Isaac Asimov

 


The polyunsaturated fats paradox, or is
it?

 


For decades the anti-saturated fat and
anti-cholesterol campaign has been accompanied by the
pro-polyunsaturated fat agenda. As recently as August 2003, the
USDA was still carrying the polyunsaturated heart healthy banner
‘polyunsaturated fatty acids have been linked to
lower incidences of heart disease’.[61] This particular
article did later mention the dark sides of polyunsaturated fats,
i.e. lacking strong stability traits and being
prone to oxidation, however, it did seem to stress the positive
‘lower incidences of heart disease’.

Here in Israel, we have the dubious
distinction of having one of the highest dietary
polyunsaturated/saturated fat ratios in the world. We consume 8%
more omega-6 polyunsaturated fatty acids than in the USA, and
10-12% higher than in most European countries. According to USDA
guidelines we should be heart disease free. Instead we suffer from
a high prevalence of cardiovascular diseases and hypertension. This
was published in an article entitled Diet and disease--the
Israeli paradox: possible dangers of a high omega-6 polyunsaturated
fatty acid diet.[62]

What drew my attention to this article was a
key word in the title ‘paradox’. Merriam-Webster gives several
definitions for the word ‘paradox’:

 


a statement that is seemingly contradictory
or opposed to common sense and yet is perhaps true

 


and also



an argument that apparently derives
self-contradictory conclusions by valid deduction from acceptable
premises

 


Wikipedia states:

 


A paradox is an apparently true statement or
group of statements that leads to a contradiction or a situation
which defies intuition.

 


The bottom line: there is no paradox here. As
we shall see, the quantity and quality of the polyunsaturated fats
in the Western diet is neither heart friendly or healthy.

 


Plaque rupture

 


Plaque rupture (rupture of scar tissue
covering an atheroma – chapter 10) is a major trigger of acute
coronary events. Sixty to seventy percent of acute coronary
syndromes evolve from mildly to moderately obstructive
atherosclerotic plaques.[63] The promoters of the prevalent lipid
hypothesis would have us believe that aortic plaque formation is
caused by eating cholesterol and saturated fat.

Atherosclerotic plaques contain a
disproportionately high concentration of the omega-6 fatty acid
linoleic acid; plaque content of linoleic acid correlates with
dietary intake, in particular polyunsaturated vegetable
oils. Higher plaque concentrations of linoleic acid are also
associated with an increased likelihood of plaque rupture.[64]

What is the connection between saturated
fats, poly-unsaturated fat and plaque formation? In 1994, Dr. Carl
V. Felton et al summarized this quite nicely:

 


No associations were found with saturated
fatty acids. These findings imply a direct influence of dietary
polyunsaturated fatty acids on aortic plaque formation and
suggest that current trends favouring increased
intake of polyunsaturated fatty acids should be
reconsidered.[65] (Bold emphasis is mine.)

 


These findings were confirmed again in 2001
in a later study.[66]

 


Essential Fatty Acids

 


In SASHA I discussed the importance of
steering clear of all partially hydrogenated oils and the resulting
trans-fat. This is only the beginning.

Essential Fatty Acids (EFAs) are fats the
body absolutely needs but does not have the ability to produce;
hence the term ‘essential’. Therefore, they must be obtained from
the diet. The body needs only small quantities of EFAs for
normal functioning.[67]

EFAs allow the entry into cells of important
nutrients as well as the removal of toxins from the cells. In
addition, EFAs are converted to substances that affect cell growth,
platelet aggregation (blood clotting ability) and blood pressure,
subjects of prime importance to cardiovascular health.

We have all heard of omega-3 and omega-6
fats. These are both EFAs and belong to the polyunsaturated family
of fats. EFAs are used to make two classes of hormone like
substances known as the prostaglandins. Prostaglandins derived from
omega-6 EFAs (prostaglandin-1) typically stimulate the immune
system (coagulation) and help form blood clots. Prostaglandins
derived from omega-3 (prostaglandin-3) EFAs typically down regulate
the immune response to maintain blood fluidity.

Our ancestors consumed a diet with a 1:1 –
3:1 balance[[68] between the omega-6 and omega-3 essential fatty
acids. It is speculated that in today’s Western society the ratio
of omega-6/omega-3 fatty acids may be as high as 20:1 - 30:1.[69]
Excessive amounts of omega-6 polyunsaturated fatty acids and a very
high omega-6/omega-3 ratio promotes the pathogenesis of many
diseases, including cardiovascular and inflammatory disease; a
lower omega-6/omega-3 ratio exerts suppressive effects.[70]

EFAs, which are polyunsaturated fats, are
vitally essential for human health; on the other hand, we see that
accumulated plaque in our arteries and the resulting heart disease
is polyunsaturated fat intensive.

Is it only a wrong balance of omega-6/omega-3
that is causing the accumulation of the polyunsaturated junk in our
arteries? Modern medicine has found a simple solution for today’s
omega-6/omega-3 imbalance – we should all consume more omega-3 rich
foods, such as fish oil supplements. History has taught us that
easy one-sided solutions can often be counterproductive, if not
outright dangerous.

The last two generations were weaned on the
theory that HDL is ‘good’ cholesterol and LDL is ‘bad’ cholesterol;
basically we were taught that fat in general is bad. Two decades of
statins to lower LDL and fats in the blood to prevent heart disease
did indeed lower LDL levels, but did not curb the heart disease
epidemic.

The last two generations were taught that
salt is ‘unnecessary’ – it causes high blood pressure. Supermarkets
today even sell salt-free salt substitutes. It wasn’t until
professional athletes started suffering (even dying) from
hyponatremia (low concentration of sodium in the blood) that the
importance of proper salt intake was accepted.

We all ‘know’ that as far as breathing is
concerned, oxygen is ‘good’ and carbon dioxide (CO2) is
‘bad’. We inhale the good and exhale the bad. Dr. Konstantin
Buteyko has demonstrated that there must be enough carbon dioxide
in our systems for the oxygen to circulate effectively; long term
over-breathing (hyperventilation) ultimately leads to organ damage
and the development of illnesses.[71]

And now the latest fad, unmonitored omega-3
supplementation to correct our imbalance.

 


Basic View of Polyunsaturated
Fatty Acids (PUFA)

 


Omega-3

Alpha-Linolenic Acid (ALA)
*

Eicosapentaenoic acid (EPA)
**

Docosahexaenoicacid (DHA)
**

 


Omega-6

Linoleic Acid (LA) *

Arachidonic Acid (AA) **

Gamma Linolenic Acid
(GLA)**

 


* Essential Fatty Acid

** Conditional Fatty Acid

 


There are three major forms of omega-3 EFAs
that are contained in the foods we eat that are used by the body:
alpha-linolenic acid (ALA), eicosapentaenoic acid (EPA), and
docosahexaenoic acid (DHA). Once eaten, the body can convert some
of the ALA to EPA and DHA, although in small quantities (DHA in
very small quantities). Higher omega-6 to omega-3 ratios in the
diet reduces this conversion further.[72] Not everyone is capable
of converting some ALA to EPA and DHA. For this reason, EPA and DHA
are known as conditional essential fatty acids.

Fatty fishes supply EPA and DHA. The human
brain has a high requirement for DHA. Low DHA levels have been
linked to low brain serotonin levels.[73]

No doubt, obtaining enough omega-3 is
important.

The main omega-6 fatty acids are linoleic
acid (LA) and arachadonic Acid (AA). The body normally makes AA
from LA. It is also found in animal foods (animal fats and dairy).
The body can also produce GLA from LA; however, trans-fatty acids
and over consumption of sugar and alcohol inhibit the production of
GLA.[74]

Stating that omega-6 causes blood coagulation
while omega-3 maintains blood fluidity is oversimplifying the way
our body works, and the interaction between processes. AA just
happens to be the precursor to prostacyclin, the most potent
anti-aggretory agent[75] (a natural blood thinner). Omega-3 and
omega-6 eicosanoids (derived from omega-3 or omega-6 fats - they
exert complex control over many bodily systems, including
inflammatory and blood-thinning functions) work together in a
complementary manner. There is a synergistic effect of omega-3 and
omega-6 at low doses which is greater than the effect of high dose
of omega-3 alone.[76]

Yes, adequate omega-3 intake is important,
but to what extent?

The brain and nervous system, comprising 3%
of the total body weight, contains a 1:1 ratio of omega-6 to
omega-3 tissue composition.[77] Skin, comprising of 4% of total
body weight, contains virtually no omega-3.[78] All the fatty acids
in skin tissue are composed of omega-6. Organs and other tissues
with 9% of total body weight are made up of a 4:1 omega-6 to
omega-3 ratio. Body fat accounts for 15-35% (usually) of total body
weight and is comprised of a 22:1 omega-6 to omega-3 ratio. Muscle
accounting for approximately 50% of body weight contains from 5.5
to 7.5 times more omega-6 than omega-3, depending on the degree of
physical condition.[79]

The problem with most of the omega-6 fatty
acids that we consume is that they are already harmful even before
we consume them! One of the forms of omega-6 (linoleic acid aka LA)
is found in the primary oil added to most processed foods. It is
also contained in significant amounts in many of the commonly used
home cooking oils such as corn oil, safflower oil, soybean oil, and
sunflower oil. The modern processing of the major sources of
omega-6 in our diets involves high temperatures and pressure (most
vegetable oils) which has hydrogenated them into trans-fats or
adulterated them with chemicals and preservatives.

This does extend the shelf life which may be
great for all the middlemen along the way; however it is very
harmful to the final consumer.

 


**

Here we get to the crux of the problem. By
simply supplementing our diets with important omega-3 rich fish
oil, we are not solving the problem of ingesting defective
quantities of omega-6!

**

 


Polyunsaturated fats are susceptible to
oxidation; it is the oxidation of LDL which gives LDL its bad
reputation. Oxidized LDL is a predictor of atherosclerosis and
cardiovascular disease.[80] LDL cholesterol by itself is not.

The LDL serves as a mode of transportation;
it is the natural transporter of omega-6 and omega-3 into the
cells. Consider the case of jet planes (carrier, mode of
transportation) and hijackers. A plane itself carries all
passengers; it does not differentiate between law-abiding citizens
and murderous hijackers. Sure, we could ban all flights in order to
fight the threat of hijacking. Does that sound like a logical
solution? I think not.

If the EFAs we consume (polyunsaturated fats
in vegetable oils) are already damaged and/or become oxidized, then
simply lowering the ‘mode of transportation’ (LDL) to carry less
EFAs and supplementing our diets with healthy omega-3 is not really
solving the problem. Without elaborating on all the factors that
contribute to the oxygenation of LDL, I want to emphasize again
that oxidized LDL, and not regular LDL is a predictor of
atherosclerosis and cardiovascular disease.[81]

Our creator did a magnificent job in creating
us -- so many intertwined and interdependent systems. Our bodies
are programmed to regulate levels of sodium, calcium and glucose to
within certain limits. There must be a very good reason why our
bodies were not equipped with any mechanism whatsoever to also
regulate levels of cholesterol.

I will finish this chapter with a final word
regarding ratios and total amounts. Olive oil, for example, is not
polyunsaturated oil; it is monounsaturated oil. It is considered to
be healthy oil, and is the basis of the ‘Mediterranean diet’.

On the following chart[82] we see that the
omega-6 to omega-3 ratio is still considered to be high – even
higher than soybean oil.

 


Oil - Omega-6/Omega-3
Ratio

Sunflower oil - No Omega-3

Safflower oil - 202:1

Corn oil - 71:1

Olive oil - 11:1

Soybean oil - 7:1

 


 


I want to distinguish between high omega-6 to
omega-3 ratio, and actual amount. In the following
charts, the total amount of omega-6 and omega-3 is listed as grams
per teaspoon:

 


Oil - Grams per
Omega-6/Omega-3

Safflower oil - Omega-6: 10.1, Omega-3:
0.05

Corn oil - Omega-6: 7.9, Omega-3: 0.11

Sunflower oil - Omega-6: 8.95, Omega-3:
0.05

Soybean oil - Omega-6: 6.95, Omega-3: -

Olive oil - Omega-6: 1.12, Omega-3: 0.1

 


You may notice that a big advantage to olive
oil is that is does not contribute to the overall total body
unfavorable omega-6 to omega-3 ratio; its ratio is indeed
unfavorable, however, the absolute quantities of both are
low.  Without getting into a discussion over the virtues of
olive oil, it could also be said that olive oil is simply not as
bad as the other oils.

 


We will return to polyunsaturated fats and
Essential Fatty Acids in Chapter 18.

 


 


*****
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What's New Since SASHA?

You do not really understand something
unless you can explain it to your grandmother.

Albert Einstein

 


We all know what arteries are. I have
mentioned them throughout this book. We visualize them as very
small garden hoses; hoses transport water, arteries transport
blood. Here the similarity ends. Whereas a garden hose is one thick
layer of a single material, an artery is comprised of several
different layers and cell types. Of particular importance to us are
the cells that line the interior surface of blood vessels, known as
‘endothelial cells’. Endothelial cells line the entire circulatory
system, from the heart to the smallest capillary. This layer
comprised of endothelial cells is known as the ‘endothelium’.

Endothelial cells are involved in many
aspects of cardiovascular health, such as atherosclerosis,
formation of new blood vessels, blood clotting and blood pressure
control.

Plaque that accumulates within arteries forms
between the endothelium and the outer layers. It does not form on
the inner surface of the artery.[83] When the plaque accumulates to
the point where it causes a bulge protruding the inner wall into
the bloodstream, this bulge is known as an atheroma.

We will encounter endothelial cells/function
extensively throughout the rest of this book.

 


The NIH Golomb Study

 


It was the NIH study[84] chaired by Prof.
Beatrice Golomb regarding the negative side effects caused by
statins that alerted me to the source of my dysfunction during my
two statin-taking years. Among the complaints she was researching
that affected me personally were memory loss, personality changes,
irritability, and cognitive problems.

Today, recognition of the adverse effects
caused by statins has emerged from underground and is well
documented. What I do want to stress are her findings regarding a
separate and serious problem suffered by the statin victims. The
ignorance and/or denial of the medical community regarding adverse
side effects which simply compounds the personal distress and
frustration of the statin victim:

 


Patients perceived that physicians failed
to appreciate the impact of the statin adverse effects on their
quality of life. Statements attributed to physicians by many
patients included: denial of existence of any statin adverse
effects, denial of specific statin adverse effects (muscle, memory,
neuropathy), attribution of symptoms to age, attribution of
symptoms to “imagination”, and dismissal of the importance of
symptoms. ….. Subjects’ responses suggest that many physicians may
be unfamiliar with the spectrum of adverse events even for widely
used preventive agents; and that physicians may be perceived to
convey a lack of appreciation of the impact of symptoms on
patients.[85]

 


EDTA Chelating Therapy

 


EDTA Chelating Therapy is not something new;
I discussed it briefly in SASHA in 2004. Chelating therapy is very
effective for people suffering from heavy metal poisoning; the
process removes the excess heavy metals from the body. Its
application utilizing the synthetic compound EDTA
(ethylenediaminetetraacitic acid) can be utilized to improve the
condition of patients suffering from clogged arteries. EDTA therapy
itself consists of least 20 (generally) intravenous injections,
each injection lasting several hours once or twice per week, given
over the course of months. The purpose of the therapy is to
‘chelate out’ part of the accumulated plaque built up in
arteries.

Mainstream cardiology has not embraced EDTA
Chelating Therapy as a way to improve patients suffering from a
variety of cardiovascular ailments. Cardiologists who are at least
familiar with the procedure dismiss the process as not proven,
ineffective, and dangerous. As such, it is performed at private,
‘alternative’ clinics. Mainstream cardiology still prefers
angioplasty, PCI (stents) and bypass operations as solutions to
arteries suffering from impaired flow.

Is EDTA ineffective and dangerous? "Not so,"
states Dr. Joel Kauffman. He evaluated dozens of clinical trials
and concluded that over 87% of patients who have undergone EDTA
Chelating Therapy improved.[86] In addition, no ill effects
occurred when the procedure was performed correctly.

Will EDTA Chelating Therapy someday be
accepted by mainstream cardiology and not remain underground? The
future does look encouraging. In 2003, the National Center for
Complementary and Alternative Medicine (NCCAM), a part of NIH,
initiated a placebo-controlled, double-blind five-year study
involving about 2,000 participants.[87] This study, which will cost
approximately $30 million, is over 20 times larger than any
previous study of EDTA Chelating Therapy. It is designed to be
large enough to detect if there are indeed benefits or risks
associated with the therapy.

 


Aspirin inhibits production of GLA

 


In the previous chapter I discussed the
importance of the Essential Fatty Acids. Aspirin inhibits the
enzyme Delta-6 Desaturase,[88] needed for the production of
Gamma-Linoleic Acid (GLA) and important anti-inflammatory
prostaglandins. GLA is of particular importance to people suffering
from heart disease. It is metabolized to Dihomogamma Linlenic Acid
(DGLA) which ultimately produces anti-inflammatory eicosanoids.[89]
A study published in 1998 concluded that a combination of GLA and
EPA polyunsaturated essential fatty acids produced a statistically
significant reduction in systolic blood pressure.[90]

GLA is beneficial not only to heart patients.
A deficiency in essential fatty acids, including GLA and EPA, can
lead to severe bone loss and osteoporosis. Clinical studies have
reported that supplements of GLA and EPA help maintain or increase
bone mass.[91]

Many women suffer from Premenstrual Syndrome
(PMS). PMS is characterized by breast tenderness, feelings of
depression, irritability and swelling and bloating due to fluid
retention. GLA supplementation proved to be highly effective in the
treatment of women suffering from PMS.[92]

Millions of people take aspirin as a
preventative measure against having a first heart attack or
preventing a second one. I wonder how many of them have been
advised to reinforce their diets with GLA. For this large
population, GLA is no longer a conditional EFA; it has become an
unconditional essential fatty acid, and must be consumed in the
diet.

 


LDL levels and Statins

 


In 2001, I was advised to make sure my LDL
levels stayed below 100. This was the reason why my Pravastatin
(statin) dosage was increased from 10mg/day to 20mg/day; my LDL
blood levels had surpassed the 100 threshold. For many years, high
LDL cholesterol has been the accepted yardstick by family doctors
and cardiologists for the off the cuff evaluation that we are in
the high-risk category for heart problems.

Statins are extremely effective in
reducing the blood level of LDL. The standard opening line when
sitting across from a cardiologist is ‘Let’s see those cholesterol
stats’, and in particular, ‘What about the LDL level?’

In 2005, the American Heart Association (AHA)
along with the National Heart, Lung, and Blood Institute (NHLBI)
published new guidelines[93] regarding recommended acceptable LDL
Cholesterol Levels. For people diagnosed as moderate risk, the
maximum level of LDL was set at 130mg/dL.

High-risk patients were defined as having
established atherosclerotic CVD, diabetes, or ten-year risk for CHD
> 20%. The recommended maximum level of LDL for high-risk people
was set at 100mg/dL. Very high-risk patients were defined as likely
to have major CVD events during the next few years or already had
recent acute coronary syndromes or have established CHD in addition
to other multiple major risk factors. The recommended maximum level
of LDL for very high-risk people was set at 70mg/dL.

Until fairly recently, the cardiology world
attributed cardiovascular benefits of statins to their LDL lowering
abilities. This in turn strengthened the proponents of the lipid
hypothesis. Recent (mid-2006, 2007) research papers appearing in
peer reviewed scientific journals are finally acknowledging and
stating emphatically that beneficial cardiovascular effects of
statins are independent of their LDL lowering properties.

Medicine is a science, and changes to
prevailing scientific consensus apparently never come easy. Galileo
Galilei, known today simply as Galileo, is often referred to as the
‘father of modern astronomy’, as the ‘father of modern physics’,
and even as the ‘father of science’. His support of the Copernican
astronomy concept (sun-centered solar system) was considered to be
on the border of heresy by the all-powerful Catholic Church during
his time. The possible consequences of such actions are
obvious.

Sure, you must be thinking -- we are more
civilized today then our predecessors of 400 years ago. But are we
really? In SASHA I discussed Dr. Kilmer McCully’s research, which
was not in line with the medical consensus. He concluded that
cholesterol, particularly LDL cholesterol, was not a cause of heart
disease. His research centered on homocysteine levels and
ultimately resulted in his banishment from Harvard University and
Massachusetts General Hospital. He was denied a new position for
more than two years because of his research.[94]

This change of direction on the part of
medical researchers regarding the cholesterol-independent benefits
of statins is of such major importance that I will list a number of
the works here. Bold emphasis is mine.

 


The benefits observed with statin
treatment appear to be greater than what might be expected from
reduction in lipid levels alone, suggesting effects beyond
cholesterol lowering. These
cholesterol-independent effects have been called
"pleiotropic". The cholesterol-independent or "pleiotropic"
effects of statins involve improvement of endothelial function,
stability of atherosclerotic plaques, decrease of oxidative stress
and inflammation, and inhibition of thrombogenic response. These
pleiotropic effects of statins have been proposed as key properties
of these drugs to reduce cardiovascular morbidity and
mortality.[95]

 


….. statins, have been reported to exert
actions independent of their lipid-lowering effects….
…Cerivastatin reduces monocyte adhesion to vascular
endothelium under physiological flow conditions via down
regulation of integrin adhesion molecules and inhibition of
actin polymerization via RhoA inactivation. Our findings
have important implications for the
lipid-independent effects of
statins.[96]

 


With an increase in use and popularity, a
number of beneficial actions of the statins unrelated to their
cholesterol-lowering ability have been reported. ………... Of central
focus in this paper is the cholesterol-independent benefit of this group of
agents on the cardiovascular system, particularly on the lowering
of systemic blood pressure.[97]

 


Acute coronary syndromes involve a
complex interplay between the vessel wall, inflammatory cells, and
the coagulation cascade. Statins possess
beneficial effects that are independent of low-density lipoprotein
cholesterol lowering and that have favorable effects on
inflammation, the endothelium, and the coagulation cascade. There
is now accumulating evidence that these lipid-independent
pleiotropic effects are clinically relevant in the management of
acute coronary syndromes.[98]

 


Inflammation contributes importantly to
all stages of atherosclerosis, including the onset of acute
thrombotic complications. …… Moreover, statins
have been shown to possess several pleiotropic properties
independent of cholesterol lowering in experimental
settings.[99]

 


Statins decrease mortality in patients
with coronary artery disease. However, chronic heart failure (CHF)
patients were often excluded in such trials. Statins possess
pharmacologic properties (independent of
cholesterol lowering) that may be beneficial on ventricular
remodeling in such patients. [100]

 


Macrophage cyclooxygenase-2 (COX-2) plays
an important role in prostaglandin E2 and thromboxane A2
production. Statins are inhibitors of HMG CoA
(3-Hydroxy-3-methylglutaryl coenzyme A) reductases and cholesterol
synthesis, which block the expression of several inflammatory
proteins independent of their capacity to lower
endogenous cholesterol.[101]

 


Accelerated coronary arteriosclerosis
remains a major problem for the long-term survival of cardiac
transplant recipients……. HMG-CoA reductase inhibitors, or statins,
are widely prescribed to lower plasma cholesterol level.
Accumulating evidence indicates that statins
have various effects on vascular cells which are independent of
their lipid-lowering effect.[102]

 


[image: tmp_57ead0a236c1346d5104f36adab4d367_zJlzwX_html_11090369.png]Statins, the most widely prescribed cholesterol-lowering
drugs, are considered to be first-line therapeutics for the
prevention of coronary heart disease and atherosclerosis………This
article summarizes these
cholesterol-lowering-independent effects of statins, termed
"pleiotropic effects", and the underlying mechanisms, as
well as the preclinical experimental approaches that would be
useful to evaluate the effects of statins.[103]

 


3-Hydroxy-3-methylglutaryl coenzyme A
(HMG-CoA) reductase inhibitors (statins) exhibit
a wide variety of anti-atherogenic (Ed. note: Fatty
degeneration of the inner coat of the arteries, an abnormal fatty
deposit in an artery) effects that may be
independent of their property to lower plasma cholesterol.
………. The present findings suggest that statin-mediated
immunomodulation by inhibiting MIP-1alpha could contribute to the
beneficial effects of statin therapy independent of lowering plasma
cholesterol.[104]

 


Statins are effective drugs in the
prevention of cardiovascular disease. Recent studies suggested
that statins have additional beneficial effects on
the vascular wall independent of their cholesterol-lowering
effects. …….. The finding that atorvastatin inhibited ACE
upregulation may represent a novel pleiotropic action and an
additional beneficial effect of statins in treatment of
cardiovascular disease.[105]

 


Support for pleiotropic effects of
statins in these trials has been provided not only by these acute
effects but also by apparent differences in efficacy between
various statin regimens that seem unrelated to their effects on
serum cholesterol levels……. This article reviews some of the key
statin trials in ACS and assesses the evidence for benefits of
these drugs independent of their effects on LDL
cholesterol.[106]

 


Statins are the
3-hydroxy-3-methylglutaryl coenzyme A reductase inhibitors that
function as potent inhibitors of cholesterol biosynthesis and have
been used for many years for the treatment of hypercholesterolemia.
However, accumulating experimental and clinical studies have
revealed that the health benefits associated
with statins treatment, particularly those conferred on the
cardiovascular system, were the
cholesterol-independent[107]

 


Inflammation plays a key role in
progression and destabilization of atherosclerotic plaque.
18F-fluorodeoxyglucose PET is a promising tool for visualizing
inflammation of atherosclerotic plaque. Antiinflammatory action is
one of the pleiotropic effects of
statins. …….. 18F-fluorodeoxyglucose PET visualized plaque
inflammation and simvastatin attenuated it. The
LDL-C-independent effects of simvastatin may participate in
the beneficial effect.[108]

 


Recently, it has been reported that
3-hydroxy-3-methylglutaryl coenzyme A (HMG-CoA) reductase
inhibitors (statins) exhibit vasoprotective effects,
which are independent of their cholesterol-lowering
effects.[109]

 


Statins inhibit cholesterol synthesis
and produce pleiotropic, cholesterol-independent
effects including endothelial NO synthase (eNOS) stimulation
and increased expression.[110]

 


Statins produce
cholesterol-independent, anti-inflammatory effects, which
result at least in part from increased endothelial nitric oxide
production[111]

 


The 3-hydroxy-3-methyl-glutaryl coenzyme
A (HMG-CoA) reductase inhibitors are widely prescribed for
hyperlipidemia, but they also exhibit
anti-inflammatory actions that appear to be independent of their
suppressive actions on plasma cholesterol
levels.[112]

 


Besides the action on plasma lipid
levels, statins show a series of ancillary effects defined as all
of their vascular and nonvascular effects
independent from the cholesterol reduction.[113]

 


Subgroup analyses of large clinical
trials, however, have suggested that the beneficial effects of
statins may extend to mechanisms beyond cholesterol reduction.
Indeed, recent experimental and clinical evidence indicates that
some of the cholesterol-independent or
"pleiotropic" effects of statins may be mediated through
improving or restoring endothelial function, enhancing the
stability of atherosclerotic plaques, and decreasing oxidative
stress and vascular inflammation.[114]

 


In the beginning of this section I discussed
the AHA and NHLBI recommendation for maximum LDL level of 130mg/dL
for people at only ‘moderate risk’ and 70mg/dL for ‘very high
risk’.

 


Recent national recommendations have
proposed that physicians should titrate lipid therapy to achieve
low-density lipoprotein (LDL) cholesterol levels less than 1.81
mmol/L (<70mg/dL) for patients at very high cardiovascular risk
and less than 2.59 mmol/L (<100mg/dL) for patients at high
cardiovascular risk. …….. For those with LDL cholesterol levels
less than 3.36 mmol/L (<130mg/dL), the authors found no clinical
trial subgroup analyses or valid cohort or case-control analyses
suggesting that the degree to which LDL cholesterol responds to a
statin independently predicts the degree of cardiovascular risk
reduction. ……. Clear, compelling evidence supports near-universal
empirical statin therapy in patients at high cardiovascular risk
(regardless of their natural LDL cholesterol values), but current clinical evidence does not demonstrate that
titrating lipid therapy to achieve proposed low LDL cholesterol
levels is beneficial or safe.[115]



Therefore, we could find no
experimental evidence suggesting that the degree of LDL
cholesterol reduction is an independent predictor of
cardiovascular risk if LDL cholesterol level is less than
3.36 mmol/L (<130 mg/dL)……In this review, we found no
high-quality clinical evidence to support currently proposed
treatment goals for LDL cholesterol…… We
could find no published high-quality clinical
evidence supporting titration of lipid therapy
based on proposed LDL cholesterol targets.[116]

 


Statins do indeed reduce LDL levels. So what?
LDL levels do not cause heart disease. I adapted this agenda as a
way of life when writing SASHA. Statins do have beneficial effects
for people with heart disease. Does this mean I am like many
mainstream cardiologists who ponder ‘Should statins, like fluoride,
be added to our drinking water?’[117] Anyone who has read SASHA can
guess what my answer to that would be. We will return to the statin
discussion shortly.

 


Torcetrapib

 


Since Dr. Ancel Keys’ 1953 so-called
proof[118] that fat intake was the cause of death from coronary
heart disease in his infamous ‘six-country study’, the cardiologic
world has been searching for ways to lower fat and blood
cholesterol, particularly the ‘bad’ LDL. Why did I label his study
as ‘infamous’? Dr. Keys actually had access to, and ignored, the
data from an additional 16 countries; tabulation of data from all
22 countries would have confirmed that his six-country study proved
nothing.[119]

Statins, which have been with us for two
decades are extremely effective in reducing the level of ‘bad’ LDL;
yet cardiovascular disease, remains the biggest cause of death in
the United States. According to the American Heart Association, in
every year since 1900 except 1918, CVD accounted for more deaths
than any other single cause or group of causes of death in the
United States.[120]

Why is mainstream cardiology unsuccessful in
preventing so many deaths due to cardiovascular causes? Apparently,
another ‘trick’ was necessary in addition to simply lowering the
‘bad’ LDL. Pfizer, the maker of Lipitor (LDL lowering statin), the
world’s best selling medication, came up with an idea of pulling an
additional magic rabbit out of the pharmaceutical hat. This new
rabbit -- a drug intended to increase levels of the ‘good’ HDL.

Pfizer was destined to become the savior of
all those worried about cardiovascular diseases by supplying us
with Lipitor to reduce the LDL, and a new drug which it started
developing in the early 1990’s named torcetrapib to raise the HDL.
We would all become cardiovascular supermen!

The cardiology world was excited about the
potential of this latest development. In February 2006, a leading
Spanish pharmaceutical journal jumped on the bandwagon and had this
to say about torcetrapib.

 


Torcetrapib, a CETP inhibitor, has been
shown to be effective, safe and well tolerated when used in
combination with atorvastatin therapy. Torcetrapib has been shown
to increase HDL cholesterol levels by 46% when given alone and by
61% when given in combination with atorvastatin, as well as to
decrease LDL cholesterol levels by more than that achieved by
atorvastatin alone. When the dosage of torcetrapib was doubled (at
maximum tolerated dose), HDL increased by over 100%. Combination
therapy appeared safe and well tolerated.[121]

(Atorvastatin is the generic name for
Lipitor)

 


And then the bubble burst!

 


"Doctors leading a global war on heart
disease say they are devastated by the loss of a new drug
they had expected to be an important weapon in the fight against
high cholesterol."[122] This is how USA TODAY conveyed the feeling
of mainstream cardiologists upon Pfizer’s discontinuation of its
new HDL increasing wonder drug torcetrapib. Pfizer had hoped to
receive final FDA approval to market torcetrapib in the second half
of 2007. MSNBC news used similar terms in its description, ‘The
news is devastating to Pfizer…’[123]

 


Merriam-Webster gives two main definitions
for the word ‘devastate’:

 


- as to bring to ruin or desolation by
violent action

- to reduce to chaos, disorder, or
helplessness

 


According to USA TODAY one might think that
doctors are no longer capable of functioning after the Pfizer
announcement; according to MSNBC, one might think that Pfizer was
forced into bankruptcy. Although Pfizer’s stocks may have taken a
bit of a beating, Pfizer, which has over 100,000 employees, annual
sales of $50 billion and a $7 billion annual research budget,[124]
is far from going under.

Pfizer’s decision to scrap the torcetrapib
project was not a pleasant decision. Since the early 1990’s, it had
invested close to $1,000,000,000 in torcetrapib’s development. That
is one billion dollars down the drain! One billion dollars can buy
50,000 brand new Ford Mustangs or over 330 million gallons of
gasoline. That is one huge investment to scrap.

A late phase of a large-scale clinical trial
that Pfizer hoped would prove the effectiveness and safety of the
new drug was not yielding the results Pfizer hoped for. An
independent board monitoring the torcetrapib trial counted 82
deaths among the patients who took the drug and 51 deaths in the
group who did not take the drug.

The board called on Pfizer to halt the trial.
Pfizer agreed and promptly notified the FDA and doctors who had
been giving their patients the drug.[125] In addition to the 31
more deaths among the people taking torcetrapib, other
discrepancies were seen in a number of patients suffering heart
failure and other problems.

Two studies published during the first months
of 2007 had this to say about torcetrapib:

 


In patients with familial
hypercholesterolemia, the use of torcetrapib with atorvastatin, as
compared with atorvastatin alone, did not result in further
reduction of progression of atherosclerosis, as assessed by
a combined measure of carotid arterial-wall thickness, and was
associated with progression of disease in the common carotid
segment. These effects occurred despite a large increase in HDL
cholesterol levels and a substantial decrease in levels of LDL
cholesterol and triglycerides.[126]

 


The CETP inhibitor torcetrapib was
associated with a substantial increase in HDL cholesterol and
decrease in LDL cholesterol. It was also associated with an
increase in blood pressure, and there was no significant
decrease in the progression of coronary
atherosclerosis.[127]

 


Doctors are devastated, Pfizer is
devastated, but what about those 82 families who hoped that
torcetrapib would be the redeemer of their loved ones? These are
the people who have the right to feel devastated.

Undoubtedly they all signed waivers before
the trial confirming that they understood the risks they faced when
taking experimental medicines in clinical trials. It is not easy to
refuse when being asked by a doctor, who likely saved your life, to
participate in a study of this type.

In 2001, while still hospitalized, I also
‘agreed’ to participate in the now defunct Princess study. The drug
that was on trial at the time was a statin called ‘Baycol’
(cerivastatin). Very shortly after I started taking my daily dosage
(at the time I had no way of knowing if I was taking the actual
Baycol or a placebo), the project was halted worldwide because of
similar reasons -- too many deaths.

Regarding those unfortunate 82 who died while
taking torcetrapib, it is of little condolence that due to their
low LDL and high HDL levels, they died ‘healthy’.

 


Stents

 


The implantation of the
stent is known medically as PCI (Percutaneous Coronary
Intervention). The development of this process
was an incredible achievement of technology. Just think about it.
Someone arrives to the emergency room in the midst of a heart
attack. After stabilizing the condition with proper medication,
blood thinners, clot dissolvers, blood vessel expanding medication
and the like, a blockage is identified by an angiogram, angioplasty
(ballooning) is performed, and a stent is implanted (PCI) in the
problem area. Next morning, the patient is on his feet; and within
another day or two back to a normal routine.

The nightmare of cardiologists performing
stent insertion is the eventual blockage of the stent, a process
known as ‘restenosis’. Restenosis literally means the reoccurrence
of stenosis, which is an abnormal narrowing in a blood vessel.

After the insertion of the standard
bare-metal stent, the lining layer of the
blood artery starts covering the exposed metal of the stent. This
natural procedure takes about a month or so to occur. This is also
the reason that I was prescribed the prescription drug Plavix for
the first month after my stent insertion in 2001. Together with the
aspirin, Plavix is a blood thinner that helps prevent the sticking
of foreign objects to the exposed bare-metal stent during that
first month.

Classic restenosis is caused by a blood clot
(thrombosis), at the sight of treatment or by the gradual growth of
abnormal cells within the stent. In many cases, stenting is not a
permanent solution, having to be done over in one to four
years.[128] Medical science did find a solution for the problem of
restenosis occurring in the first months after stenting caused by
the growth of abnormal cells within the stent. The solution: a
coated drug-eluding stent that indeed
lowered the incidence of restenosis during the months following
angioplasty.

A drug-eluding stent is a bare-metal stent
coated with a special drug that is released from the stent over a
period of time. The two leading suppliers of the newer drug-eluding
stents are Johnson & Johnson and Boston Scientific. Johnson
& Johnson’s CYPHER® sirolimus-eluding stent received FDA
approval to market in 2003. Boston Scientific’s TAXUS® Express2™
paclitaxel-eluding stent entered the market in 2004.

It had seemed that medical technology had
found the next generation heir to the bypass operation. The
excitement, as history will show, was short-lived. Barely a year
had gone by since the introduction of the drug-eluding stents and
The Lancet published an article regarding the consequences of
discontinuation of blood thinning medications to four stent
recipients about a year after their angioplasty. The four, in a
very short period of time, suffered a recurring MI (heart
attack).[129]

The drug-eluding (coated) stents initially
prevent restenosis by inhibiting abnormal cell growth within the
stent. However, as it turns out, the drugs used to coat these
stents also inhibited the growth of endothelial cells that would
prevent the bare metal of the stent from being exposed to the
blood.

As a result, when anti-platelet medications
are stopped, platelets in the bloodstream may be more likely to
‘stick’ to the stent, and to begin forming a clot that could block
blood flow within a very short time. (Ed. Note: Platelets or
thrombocytes are the cell fragments circulating in the blood that
are involved in the formation of blood clots. Dysfunction or low
levels of platelets can lead to excessive and uncontrollable
bleeding, while high levels increase the risk of thrombosis.)

In September 2006, Boston Scientific
acknowledged that they found a statistically significant difference
in the rates of late stent thrombosis (blood clots) when comparing
its drug-eluding Taxus model with the earlier generation bare-metal
stents.[130]

Johnson & Johnson was not in any hurry to
jump on the guilt bandwagon. However, two papers submitted the same
month at the World Congress of Cardiology in Barcelona by Drs.
Eduardo Camenzind and A. Nordmann showed that Johnson & Johnson
had nothing to gloat about. Dr. Nordmann observed not only an
increased risk of late mortality and non-fatal myocardial
infarction with the sirolimus-eluding stents, but also an apparent
increase in all cause mortality after two and three years of
follow-up.[131]

A ‘simple’ solution was found to prevent the
sudden occurrence of restenosis for those walking around with the
drug-coated stents. The solution is to continue taking blood
thinning/anti-clotting/anti-platelet medications like Plavix for
the rest of your life. Is there a downside to taking Plavix?
Possibly. Plavix is a long-lasting drug that does not have a
readily available antidote. Once you start taking it, your
platelets are basically out of commission for about seven to ten
days, the time it takes for your body to get rid of the old
platelets and make new ones.

This could be critical if one is seriously
injured in an accident, or needs an urgent operation, etc.

An interesting phenomenon occurred in the
stock prices for both Johnson & Johnson and Boston Scientific
in the beginning of February, 2007. They both took off south bound.
The reason: the long-awaited American College of Cardiology
convention to be held in New Orleans at the end of March. At the
convention Dr. W. Boden reported that many heart patients routinely
implanted with stents to open arteries gain no lasting benefit
compared with those treated with drugs only.[132]

Dr. Michael Maeng released the results of a
study he conducted involving 12,400 patients in Denmark who were
randomly given bare metal or drug-coated stents. He found that the
rates of blood clots and heart attacks were similar over 15 months;
however, over the last three months of that period, an increased
risk of blood clotting and heart attack was seen with drug-coated
stents.[133]

Due to the concerns over blood clots, the
market saturation of the drug-coated variety of stents dropped to
approximately 70% of the market, down from 95% a year earlier. It
is no wonder that Boston Scientific’s and Johnson & Johnson’s
stock prices reacted as they did.

What does the future hold for stents? At the
March 2007 convention, newer technology stents were presented.
Abbott presented a totally bioabsorbable drug-eluding stent made of
polylactic acid, which is designed to be fully absorbed and slowly
metabolized by the coronary artery. Their everolimus-coated stent
will release the drug into the artery and then be slowly absorbed
over time. The goal is to leave a healed natural vessel behind.

OrbusNeich’s innovation for preventing
thrombosis and minimizing restenosis is a stent coated with a
substance designed to attract stem cell-like cells from the
bloodstream to help the artery heal.

Cordis’ experimental stent contains an
anti-clotting drug that is contained in tiny wells designed to
dissolve over time so that after six months or so the device turns
into a plain bare-metal stent.

Will these new stents decrease the occurrence
of stent restenosis? Only time will tell. For now, Dr. Camenzind,
whose September 2006 presentation at the Barcelona World Congress
of Cardiology sparked the current controversy over drug-eluding
stents, has his own idea. He finds that the original simple balloon
angioplasty device that is currently used as a way to inflate
stents may now provide a less invasive way of preventing
restenosis.[134]

All in all, a stent is not a natural
phenomenon that occurs in the body. Lifestyle habits that are
beneficial to people without stents could be harmful to people with
them. In SASHA I discussed the importance of keeping homocysteine
levels within reasonable limits. One of the ways of accomplishing
this is increasing folic acid and vitamins B6 and
B12 in the diet. However, for those with stent
implantations, it is not recommended to take a
B6/B12/Folate supplement. A conflicting study
showed that this vitamin combination caused an increased risk of
in-stent restenosis.[135]

To stent or not to stent – that is the
question. There are basically two situations when stenting (PCI) is
performed. The first is the situation when a patient arrives in the
hospital in the midst of a heart attack occurring in real time. The
stent is implanted to immediately save the life, or at least
minimize imminent permanent damage that may be caused by any other
delay. This is NOT the scenario that occurs in most situations.

Most people who have a stent implanted are
in a state known as ‘stable ischemia’. Something somewhere is
blocked up to some degree; however, it is not life threatening in
the foreseeable future. Stenting in this case is one of possibly
alternatives available to improve or correct the existing problem.
In this scenario, it is my opinion that implanting or not
implanting a stent is one of the more crucial decisions that one
may face in a lifetime. It is no less critical than deciding to
marry or not, and to whom; to bring children into this world, or
not to; to leave an established stable place of work for whatever
reason; and any other major personal/family decision.

The procedure itself has become routine. It
might not be the most pleasant procedure in the world; however, it
certainly is not all that terrible. As previously mentioned, the
recovery and return to normal routine happens within a day or
two.

The downside of receiving a stent is long
term. Restenosis occurring suddenly at any stage has claimed
fatalities, or in a more fortunate situation, a bypass operation.
One of the tools doctors still use to try to keep the stent open
and free flowing at all costs is to artificially lower blood
cholesterol levels. This naturally leads to increased dosages of
the famed statins -- the more statins, the lower the LDL. Your
cardiologist may be happy with the numbers, but how will you still
be functioning? In the case of stable ischemia, in my opinion, the
use of stents should be considered as a last resort, and not as a
standard practice.

 


Shock Wave Therapy

 


A new shock wave therapy for the heart has
been found to improve the condition of people with heart
blockages/damage by increasing blood flow in the affected region.
The method, known as Extracorporeal Cardiac Shock Wave Therapy
(CSWT) is based upon the 1980’s noninvasive therapy to break up
kidney stones (Extracorporeal Shock Wave Lithotripsy). The cardiac
shock wave generated is a low-level shock wave as compared to the
wave generated to break up kidney stones; it is approximately 10%
of that used for lithotripsy treatment.

In 2004, pigs treated with shock wave therapy
grew more blood vessels than a control group after only four weeks.
There was an increase in the regional myocardial blood flow without
any adverse effects.[136] A paper presented to the 12th
World Congress on Heart Disease in 2005 stated that:

 


We conclude that CSWT is a new, safe and
efficient non-invasive therapy for treating chronic ischemia in CAD
patents with refractory angina which are ineligible for other
interventions. [137]

 


An additional study reported the results
regarding nine patients with end-stage coronary artery disease.
During a typical session they were hit in 20 to 40 different areas
of the heart with 200 pulses each. The hits were focused on areas
as small as a two-square-millimeter area. In all patients, blood
flow increased and symptoms were alleviated, suggesting the growth
of new blood vessels.

 


Myocardial perfusion was improved only in
the ischemic area treated with the therapy. These beneficial
effects persisted for 12 months. No procedural complications or
adverse effects were noted. ….. These results indicate that our
extracorporeal cardiac shock wave therapy is an effective and
non-invasive treatment for end-stage coronary artery disease,
although further careful evaluation is needed.[138]

 


 



Visit: http://www.smashwords.com/books/view/13318
to purchase this book to continue reading. Show the author you
appreciate their work!
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