
Dear Reader,

“Summertime, and the livin’ 
is easy”—or so goes the old Gersh-
win tune. Unfortunately, the livin’ 
this summer isn’t quite as good 
as it used to be. The economy and 
the dollar both have anemia. The 
price of oil has gone through the 
roof. Food prices have soared. 
The subprime mortgage crisis 
and depressed housing market 
continue. Interest rates are down, 
and savings account earnings are 
stagnant. 

These are challenging times—
especially for retirees on fixed 
budgets, like many of you. Perhaps 
you’ve even considered sacrific-
ing part of your health regimen in 
order to save money. If you’re fac-
ing this difficult choice, I want you 
to remember that now, more than 
ever, it’s important to support good 
health. If you don’t, you may find 
yourself facing even higher costs, 
in the form of illness and unbud-
geted medical expenses.

With the goal of helping you 
balance your personal and finan-
cial health, I put together the 
following recommendations for 
staying healthy in tough economic 
times. I hope they will help you 
stretch your dollars as far as pos-
sible, and keep you feeling your 
best, too.
■  Take stock of what you eat—

you can probably cut back. 
Sir William Osler, who lived a 
century ago and who is consid-
ered one of the greatest thinkers 
in modern medicine, once said 
that “we are all dietetic sinners; 
only a small percent of what we 
eat nourishes us, and the bal-
ance goes to waste and loss of 

energy.” Many centuries before 
Osler, an ancient Egyptian papy-
rus declared that “most of what 
we eat is superfluous. Hence, 
we only live off a quarter of all 
we swallow. Doctors live off the 
other three quarters.” I can’t say 
it any better. We all eat things 
we shouldn’t. Cut back on the 
“extras,” and you’ll help your 
body and your budget. 

■  Eat non-inflammatory foods. 
What should be on your shop-
ping list? Definitely not sodas, 
cakes, cookies, and other sweet 
stuff that contributes to inflam-
mation—and definitely not 
processed foods, which tend to 
be high in salt and refined car-
bohydrates (sugar and starch). 
Instead, emphasize fresh 
organic food, particularly fruits 
and vegetables rich in minerals 
and antioxidants. Organic fare 
may be more expensive, but it’s 
much more nutritious. If you can 
swing it, try not to compromise. 
Fortunately, many supermar-
kets now have their own organic 
labels, which has brought the 
cost down considerably. 

■  Get adequate exercise. A 
lack of physical activity causes 
greater harm to health than 
most doctors realize. Though it 
doesn’t take much to reap major 
health benefits, you must be 
active on a regular basis. Try 
this: Buy a step counter and 
challenge yourself to walk more 
every day.

■  Get out in the sun and 
increase your vitamin D 
production. This hormone is 
important for building strong 
bones and maintaining a 
healthy immune system. And, 
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Every time I hold one of my subscriber seminars, 
the subject of cholesterol comes up—usually more 

than once. Obviously, it’s a source of great interest to 
many of you, as well as a source of ongoing confusion. 
The confusing part is this: you get one message from 
me and another from the media and your doctor.

One subscriber told me privately that he showed a 
recent newsletter article about cholesterol to his car-
diologist. After reading it, the doctor said I was nuts 
and that I didn’t know what I was talking about—
and that the research has overwhelmingly shown 
high cholesterol to be a major risk factor for cardio-
vascular disease. 
For years, I’ve been writing about how I no longer 
buy into the cholesterol-lowering frenzy that has 
turned the medical profession into a big vending 
machine for statin makers. Statins, as you know, 
are the drugs that lower cholesterol. Most doctors 
will recommend, and even nag, that you take them 
if your cholesterol numbers are high. And they will 
do so regardless of your age, gender, or whether you 
have evidence of arterial disease. In their minds, 
heart disease is prevented by lowering cholesterol. 
A long time ago, I used to believe that, too. It made 
sense based on the research. Back then, I believed it 
to the extent that I even lectured on behalf of drug 
makers like Merck and Pfizer. I was a “cholesterol 
choirboy”—singing a refrain that made high choles-
terol out to be the big, bad villain of heart disease. 

Cracks in the Cholesterol Story
My thinking changed when I began to see con-
flicting results among my own patients and in the 
medical research. For instance, I saw many patients 

develop heart disease even though they had low 
total cholesterol—as low, in fact, as 130! 
These patients were telling me something different 
than the establishment message—that heart dis-
ease wasn’t a simple cholesterol story. Other expe-
riences reinforced my observations. In those days, 
we pushed people to undergo angiograms (invasive 
arterial catheterization imaging) if they had suffi-
cient chest pain, borderline results on exercise tests, 
or cholesterol levels greater than 280. We did this 
because we believed that people with high cholester-
ol were in danger of having a heart attack, and we 
wanted to see how bad their arteries were. Indeed, 
many times the arteries were diseased. But often, 
though, the arteries were healthy. 
I soon found other doctors who had made similar dis-
coveries, and I heard how study findings were being 
manipulated. Retired Vanderbilt University biochem-
ist George Mann—who helped develop the world-
famous Framingham heart disease study that raised 
interest in cholesterol—later described the cholester-
ol hypothesis as “the greatest scam ever perpetrated 
on the American public.” 
However, his and other dissenting voices have 
been drowned out by the “cholesterol chorus.” To 
this day, practically all of what has been published 
about cholesterol—and received media attention—
supports the current cholesterol paradigm. Worse, it 
appears to have the backing of the pharmaceutical 
and low-fat food industries, as well as leading regu-
latory agencies and medical organizations. 
By contrast, you don’t read much about a population 
study that showed how the French have the highest 
total cholesterol levels in Europe—about 250—but 
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as researchers have been uncovering lately, it is 
also a prime protector of cardiovascular health. 
■  Reduce your stress level. Learn tai chi, 

yoga, or meditation. Pray, play, and laugh.
■  Drink plenty of high-quality water every 

day. Water helps keep your body hydrated, and 
it’s essential for clearing out toxins. 

■  Don’t skip your supplements. Having seen 
the tremendous benefits that this type of nutri-
tional support provides, I urge you to stick with 
your regimen. But if you must scale back, the 
following products will provide the broadest 
range of cardiovascular support for your buck. 
Collectively, their cost is about $1.50 a day. 

■  Omega Q Plus—This is my unique for-
mulation, which includes CoQ10, fish oil, 
L-carnitine, B vitamins, and vitamin E. Take 
one softgel twice a day.

■  Broad spectrum magnesium. Take one cap-
sule (100 mg) twice a day.

■  500–1,000 mg of vitamin C, available at your 
local health food store. 

These few simple suggestions can help support your 
health and pocketbook at the same time. It’s an 
investment in yourself that you simply can’t afford 
to pass up. ■
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the lowest incidence of heart disease. Or how a 
10-year study on the Greek island of Crete failed to 
record a single heart attack despite its participants 
having an average total cholesterol of well over 200. 
Then there’s the statistic I often cite in this  
newsletter—that half of all heart attacks occur in 
people with “normal” total cholesterol. This fact  
was reported without much fanfare in an eye-open-
ing 1996 article by Dr. William Castelli, who was 
director of the Framingham study research group 
at the time. 

A New Way of Thinking
Though you wouldn’t know it based on today’s 
obsession with cholesterol levels, cardiology has 
been slowly veering away from the narrow view 
of cholesterol as a primary cause of heart disease. 
Cardiologists are slowly accepting that it’s inflam-
mation of arterial tissue that leads to heart dis-
ease and most strokes. The field is realizing that 
although cholesterol plays a role in the biochemical 
process that creates damage in arterial walls—
which in turn leads to plaque, occlusions, and 
clots—it’s a relatively minor one. In other words, 
they’ve realized that even though they may find 
cholesterol at the scene of the crime, it’s not neces-
sarily the perpetrator. 
Yet for most people, the word cholesterol remains 
synonymous with death and disease. In this coun-
try, the pharmaceutical companies have even 
created a non-existent disease called hypercholes-
terolemia, which simply means “high cholesterol.” 
I see the anxiety on patients’ faces when they come 
to my office and the first words out of their mouth 
are, “My cholesterol is high, and I’m really scared.” 
People are indeed worried if they have a total cho-
lesterol score above 200. 
I’m here to tell you, don’t worry. High cholesterol is 
not a death sentence. It’s a signal that you should 
have a more sophisticated blood test that will mea-
sure the various subtypes of your LDL and HDL, 
and tell you whether your cholesterol warrants 
attention or is merely elevated. This type of informa-
tion, which hasn’t been available until recently, can 
then help you make health and lifestyle choices that 
will have the best odds of improving your situation. 

It’s Not How Much, It’s What Kind
The standard blood lipid tests that most doctors 
use to monitor cholesterol belong in the age of dino-
saurs. Sure, they tell you how much LDL, HDL, 
triglycerides, and total cholesterol you have in your 
blood, but that’s about it. 
About a year ago, I reported on the vertical auto 
profile, or VAP, test—the first of a new generation of 
lipid tests that break cholesterol down into fractions 
smaller than LDL and HDL and analyze the par-
ticles comprising each of them. This was a notable 
advance because having a preponderance of certain 
types of particles can significantly raise your risk 
for heart disease. VAP allowed doctors to more accu-
rately identify those people. 
Recently, a second test has emerged, and it’s even 
a notch better. It’s called the Lipoprotein Particle 
Profile (LPP), and it’s offered by SpectraCell Labora-
tories in Houston, Texas. The reasons I believe LPP 
has an advantage over VAP are because its meth-
odology allows for more precise measurements, and 
because it can measure remnant lipoprotein (RLP). 
To date, no other test has been able to single out 
this important type of cholesterol, which I explain in 
more detail on the next page. 
Don’t get me wrong—VAP still has a lot of value. In 
fact, I believe that both of these tests will not only 
change how we treat cholesterol, but how we talk 
about it. It’s common to hear generalizations such 
as “LDL is bad cholesterol, and HDL is good cho-
lesterol.” But in reality, both LDL (low-density lipo-
protein) and HDL (high-density lipoprotein) are far 
more complex. There are multiple subtypes of both, 
and some of those subtypes are good and some are 
bad. So, it’s not just about how high your LDL is. 
It’s about what kind of it you have, and how much. 
The same goes for HDL. 
For instance, LDL particles can be large or small. 
It’s the small LDL particles that readily enter 
compromised arterial walls and fuel the inflam-
matory process. Having a greater number of small 
LDL puts you at higher risk. Unfortunately, hered-
ity plays a major role in how much small LDL you 
have, so you will be more limited in how you can 
address this situation if your level is high. 
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If you have significant numbers of small LDL—
which you can find out by taking the LPP test—you 
need to be particularly mindful about exposure to 
things that damage your arterial walls and create 
opportunities for small LDL to affect them. These 
include cigarette smoke, mercury, lead, trans-fatty 
acids, insulin, and radiation (to name a few). You 
also need to closely monitor your homocysteine lev-
els. Homocysteine is an amino acid that can cause 
your body to deposit sticky, artery-hardening plate-
lets in blood vessels. 
High levels of small LDL is of particular concern 
when the blood also contains a lot of Lipoprotein(a), 
or Lp(a)—the most dangerous of the blood lipids. 
Lp(a) is a specific type of small LDL particle, and it 
inflames the blood and makes it sticky—making it 
more prone to clotting. You want your level of Lp(a) 
to be as low as possible, ideally less than 30 mg/dL 
(standard and LPP tests), and 10 mg/dL (VAP test). 
As I mentioned earlier, LPP is the first lipid test to 
accurately measure remnant lipoprotein, or RLP. 
To understand why RLP is so important, you have 

to remember how arterial plaque forms. When LDL 
cholesterol penetrates the endothelial wall to make 
repairs, it can become oxidized. Once oxidized, it 
stokes the inflammatory process that’s under way, 
calcifies, and eventually becomes part of plaque. 
RLP works the same way, except it doesn’t oxidize. 
It simply enters the endothelium and begins con-
tributing to the inflammatory process. 
Clearly, RLP is dangerous. But, until now, many 
lipid tests have not been able to single out RLP 
because they focus on particles that oxidize. 
Because RLP doesn’t do that, it has been over-
looked. The LPP, however, can measure this inflam-
matory factor—further improving your doctor’s 
ability to assess cardiovascular risk.
Another type of LDL particle is large and buoyant, 
and associated with lower disease risk. You want 
your LDL cholesterol to be of this type.

Different Profiles, Different Risks
In the context of LDL, it’s easy to see how advanced 
testing can be of great benefit. Two people with the 

■  Cholesterol is a raw material made by your liver, 
brain, and almost every cell in your body. Enzymes 
convert it into vitamin D, steroid hormones 
(including the sex hormones estrogen, progesterone, 
and testosterone, and stress hormones), and bile 
salts needed for digesting and absorbing fats. 
Cholesterol is a major part of the membranes 
surrounding cells and the structures within them. 

■  The body makes cholesterol as needed. When 
you eat more in your diet, the body makes less. If 
you eat less, the body makes more. On average, 
85 percent of blood cholesterol is made in the body, 
and the rest comes from food.

■  You can have different levels of cholesterol at 
different times of the day.

■  Cholesterol tends to go up in the winter and down 
in the summer.

■  Cholesterol soars after any surgery, and it 
increases when you have an infection, mental 
stress, or have suffered a heart attack. The reason 
for this is that cholesterol is a healing agent 
needed to help create new cells, and it’s produced 
whenever healing is required. Your cholesterol level 
will also rise and fall depending on exposure to 
environmental agents and toxins. 

■  When a doctor finds a high level of cholesterol, 
instead of reaching for the prescription pad, he or 
she should look for the reason the cholesterol is 
high and treat the cause. If the cause is successfully 
addressed, cholesterol often comes down.

■  It’s interesting to note that the herbs, antioxidants, 
and nutraceuticals that reduce cholesterol do so 
by neutralizing the damaging agents. Thus, the 

liver doesn’t have to produce as much cholesterol. 
Moreover, the supplements support other 
biochemical processes necessary to heal wounds. 

■  The endothelium is the razor-thin lining of blood 
vessels. The damaging agents we are exposed 
to—toxic chemicals, pathogens, free radicals, and 
inflammatory substances—wind up in our blood 
stream and damage this thin layer of cells. When 
this happens, the liver sends LDL to the site to 
make repairs. As the healing process concludes, the 
spent LDL particles are carried back to the liver by 
HDL and removed from the body. 

■  The brain is particularly rich in cholesterol and 
accounts for about one-quarter of all the cholesterol 
we have. About 20 percent of the fatty myelin 
sheath that coats every nerve cell and fiber is 
made of cholesterol, and neuron function depends 
on it. It’s not surprising that a connection has been 
found between naturally occurring cholesterol and 
mental function, and that lower cholesterol levels 
are linked to poorer cognitive performance. 

■  Some research suggests that doctors should be 
extremely cautious about prescribing statin drugs 
to the elderly, particularly those who are frail. I 
agree. I have seen frail individuals become even 
weaker and more prone to infections after taking 
these medications. Many of these patients later 
told me that their strength, energy, appetite, and 
vitality returned when they discontinued the 
statins. These folks clearly need their cholesterol—
as do the very young. You may have recently seen 
a news report about giving statins to children. 
I think this is ludicrous, and I plan to comment 
further on it next month. ■

10 Must-Know Facts About Cholesterol
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same amount of LDL cholesterol may have widely 
different risk levels when it comes to cardiovascu-
lar disease. Should one of them have a preponder-
ance of small LDL particles, he or she would be up 
to three times more likely to develop disease than 
someone who had mostly large, buoyant LDL.
Similarly, there are subgroups of HDL—as well 
as significant differences in how efficiently they 
remove excess lipids. Just like LDL, not all HDL 
is created equal. You want to be high in the most 
functional HDL subgroup, HDL 2B. 
“What about my total cholesterol?” you may be ask-
ing. Well, it doesn’t mean much unless you have a 
level over 320 or so, at which point the risk of stroke 
increases. For those of you whose cholesterol is at or 
above that point, it behooves you to bring it down 
through lifestyle modification, including weight 
reduction and diet (eat a lot of fiber). I don’t recom-
mend taking a statin unless you are a man with evi-
dence of arterial disease. I’ve been very disappointed 
with the lack of results when I’ve used statins for 
women, and some research has linked the drugs with 
breast cancer in post-menopausal women. 
What about your total LDL level, according to 
standard tests? If your doctor thinks it’s too high, 
suggest the advanced testing. In any case, I would 
be extremely reluctant to push an LDL level below 
80, which some doctors recommend. It’s dangerous  
because of cholesterol’s essential functions in sup-
porting cell health, hormone production, and brain 
function. Levels that are too low—even LDL—have 
been associated with cancer, aggression, cerebral 
hemorrhages, and amnesia. Low cholesterol may 
also affect your ability to combat infection.

If Your Doctor Prescribes a Statin…
Here’s what you have to remember if your standard 
cholesterol numbers are high and your doctor tells 
you to take a statin:

■  Ask your doctor to follow up with a VAP or LPP 
test that clarifies your individual cholesterol 
fractions. If your results show you have fractions 
that put you at risk for heart disease, a statin 
may be in order (see the following criteria).

■  If you’re a male up to age 75 and have coronary 
artery disease, and the advanced test shows 
you have predominantly small LDL, then it’s a 
good idea to go for the statin drug. Statins also 
have strong anti-inflammatory properties—and 
that’s actually the powerful effect you are 
looking for in this situation. Research has also 
shown that statins have the ability to reduce 
blood viscosity, which would also be of benefit 
to you. If you’re over age 75, I don’t recommend 
statins unless you have chest discomfort or 

shortness of breath. The drugs have too many 
downsides in this age group. 

■  If you’re a woman and do not have unhealthy 
levels of inflammatory markers—including 
homocysteine, fibrinogen, and C-reactive pro-
tein—I would pass on statins. However, if you 
have arterial disease and your cholesterol pro-
file includes high levels of small LDL and other 
inflammatory markers, a statin may provide 
you benefit as an anti-inflammatory agent and 
as a means to reduce blood viscosity. 

■  Male or female, do not take a statin on the basis 
of high Lp(a). Statins may increase Lp(a). Your 
best bet to neutralize the inflammatory activity 
of Lp(a) is the type of niacin (vitamin B3) that 
causes a flushing sensation (500–2,000 mg daily, 
in divided doses). Along with the niacin, add 2–3 
grams of fish oil and 100 mg of nattokinase. 

Finally, if you mention LPP or VAP to your doctor, 
don’t be surprised if they don’t know what you’re 
talking about. I recently taught a continuing educa-
tion course on anti-aging cardiology to 150 conven-
tional doctors and cardiologists. Most of them didn’t 
know these new lipid tests existed. Fortunately, as 
a subscriber to this newsletter, you do—and because 
of that, you have a leg up in understanding your 
true risk for heart disease. 

For more information on both tests, which are cov-
ered by Medicare and most insurance plans when 
ordered by a physician, visit their Web sites at  
www.thevaptest.com and www.spectracell.com. ■
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How to Request an LPP Test
To have an LPP test, you must ask your doctor 

to request the collection kit from SpectraCell by 
calling 800-227-5227. The blood draw may be done 
at your doctor’s office or at an approved lab. Test 
results will be sent directly to your physician. 
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are YoU taking a diUretiC? if so, Caveat emptor

Thirty-five years in practice have taught me to be 
wary of the insidious potential for pharmaceutical 

drugs to deplete or block the body’s use of nutrients. 
The long-term use of medication frequently creates 
side effects and secondary illnesses for that very rea-
son—they deprive the body of nutrients—and doctors 
aren’t often aware of the connection. 

However, one medication with a well-known nutri-
ent-draining reputation is the diuretic. Diuretics 
help rid the body of sodium, a mineral that causes 
fluid retention, and they are commonly prescribed 
to treat hypertension, heart failure, and edema. The 
drugs work by causing an increase in the excretion 
of urine, which carries away excess sodium. Unfor-
tunately, substantial amounts of potassium and 
magnesium, two other minerals essential for cardio-
vascular health, are also carried away. In this sense, 
taking a diuretic is akin to opening the flood gates 
of a dam. You reduce water volume, but you also lose 
all of the good things in that water, as well. 
Over time, the result of such a process is mineral 
wasting—the potentially disturbing loss of not just 
those key nutrients, but also calcium, zinc, and 
other important minerals. Back in March, I wrote 
about one of my very first patients, Charlotte. She 
developed severe fatigue and muscle pain after I 
prescribed a diuretic drug for her high blood pres-
sure. Then there’s my old college fraternity friend, 
John, who also came to see me about his blood pres-
sure. I put him on a low-dose diuretic (Thiazide) 
and, after some time on the medication, he started 
developing cramps and weakness in his legs. He 
was an avid tennis player and it’s likely that the 
diuretic, even at the minimum dose of 6.25 mg, was 
too much in his situation. His active lifestyle—sin-
gles matches two or three times a week—caused his 
body to lose a heavy amount of potassium, magne-
sium, and sodium. The additional loss caused by the 
medication was too much. His leg problems disap-
peared when he stopped taking the drug. 
As many as 40 percent of adults over age 65 may 
be taking diuretics, some of them for years. Last 
month, I commented on a study that questioned the 
long-term use of these drugs to treat heart failure. I 
have the same concern about the conventional treat-
ment of hypertension, in which diuretics are used 
to reduce the amount of fluid flowing through the 
blood vessels and, thus, the pressure against the 
arterial walls. I believe that such long-term use will 
be increasingly challenged and eventually discour-
aged because of the mineral-wasting risks. 

The famous government-sponsored Multiple Risk 
Factor Intervention Trials (MRFIT, or “Mr. Fit” 
studies) of the 1970s and 1980s showed that men 
treated with diuretics over the long-term had a 
higher incidence of death despite lowered blood 
pressure. This development contributed to the sub-
sequent introduction of potassium-sparing diuretics. 
However, those new drugs didn’t account for the 
loss of other minerals (such as magnesium), and I 
believe this loss may be one of the factors leading to 
heart failure among people who take them. 

A Dangerous Connection to Stroke
You can expect problems to crop up when any min-
eral is depleted in the body, and some of them can 
be life-threatening. The link between potassium 
and stroke is a good example. Harvard University 
researchers have found that a diet high in potas-
sium helps protect against stroke-related death, 
particularly for individuals with hypertension. In 
an eight-year study of 43,738 men ages 40 to 75, a 
“strong and significant” reduction of stroke risk was 
found among those with diagnosed hypertension 
who consumed, on average, 4.3 grams of potassium 
daily compared to those with the lowest intake (an 
average of 2.4 grams). Higher magnesium consump-
tion had a similar effect. 

Though I write frequently about magnesium, I 
don’t often mention the importance of potassium. 
Like magnesium, potassium relaxes arterial walls 
and promotes blood flow. It is also essential for the 
health of nerves, cells, and cell membranes. The 
amounts of potassium and sodium in the body are 
of particular importance because having too much 
sodium can promote water retention and increased 
blood pressure.

Ideally, your potassium consumption should always 
exceed your sodium consumption. But, according to 
the Institute of Medicine of the National Academies, 
we consume an average of only 2.6 grams of potas-
sium daily, but an average of 3.3 grams of sodium 
(most of it from processed foods). About 1.5 grams 
of sodium can be found in just one can of soup or 
bottled vegetable juice!

Keep Your Minerals in Balance
If you’re on a diuretic, be sure to tell your doctor 
if you develop symptoms such as loss of appetite, 
nausea, fatigue, weakness, cramping, confusion, or 
memory loss. In most cases, these side effects can 
be readily offset by dietary and nutritional support.
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For overall mineral balance, and to minimize the 
effects that diuretics can have, don’t follow the 
standard American diet. Too much processed or 
fast food, which is high in salt and woefully low 
in potassium and magnesium, can compound the 
mineral-wasting effect of diuretics. I’ve seen many 
patients come into my office after lunch with soar-
ing blood pressure numbers, the result of a fast food 
meal. One such patient told me that he’d eaten a hot 
dog, dill pickle, and potato chips—a true salt feast. 

Too much coffee and alcohol also deplete potassium 
and magnesium. People taking diuretics should 
avoid these beverages like the plague, because mul-
tiple cups of coffee or glasses of alcohol are an invi-
tation for a potentially catastrophic illness. 

Supplements, along with good dietary choices, are 
an excellent way to make sure that you don’t fall 
short of essential minerals. I recommend taking 
400–800 mg of magnesium daily. Potassium is 
more difficult to take as a supplement because the 
amount of potassium that products may contain is 
limited to a maximum of 99 mg per daily dose, or 
about the amount in two bites of a banana. This 
falls significantly short of the 3 grams daily that I 
recommend to anyone taking a diuretic. Fortunate-
ly, there are many foods rich in potassium. 

Make the following a regular part of your daily 
intake, especially if you are on diuretics: raisins, 
prunes, apricots, papaya, dates, avocados, bananas, 
strawberries, watermelon, cantaloupe, oranges, beets, 
greens, spinach, peas, squash, tomatoes, mushrooms, 
baked potato, beans, peas, turkey, fish, and chicken.
You can reach the goal of at least 3 grams of potassium 
a day with such items as a cup of prune juice (700 mg), 
a cup of cubed cantaloupe (494 mg), a banana (467 mg), 
a third of a cup of raisins (360 mg), an orange 
(237 mg), one baked potato with skin (840 mg), a cup of 
lima beans (1,000 mg), and a 3-ounce serving of meat 
(more than 300 mg). ■
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the Carnitine–thyroid Connection 
You strongly recommend carnitine as a heart-
healthy supplement. I read, however, that it could 
cause a thyroid problem when administered at high 
doses. — RR, Berkley, CA

As you know, carnitine plays a central role in energy 
production by transporting fatty acids into the 
mitochondria of cells. High-energy tissues that use 
fatty acids as their main dietary fuel, such as skel-
etal and cardiac muscle, require an ample supply 
of carnitine. Research shows that both underactive 
and overactive thyroid function (hypothyroidism and 
hyperthyroidism, respectively) often result in muscle 
weakness and low levels of carnitine. When these 
conditions are treated, carnitine levels improve or 
normalize.

An odd twist, though, is that research also suggests 
carnitine may function as an antagonist against thy-
roid hormones by preventing them from entering 
cells and helping metabolize fatty acids for energy. 
I’ve seen this effect in only a few cases, and only at 
carnitine dosages of more than 3 grams a day. How-
ever, any inhibition of thyroid hormone is a concern, 

particularly for someone with an 
underactive thyroid. (It is interesting 
to note that for people with overactive 
thyroid, high-dose carnitine may be of benefit. 
Italian researchers have found that taking 2–4 grams 
of carnitine daily can help prevent, minimize, and 
reverse symptoms of the condition, even in severe 
cases.)

I normally recommend 1–2 grams of carnitine daily, 
and I’ve never seen a thyroid problem occur at that 
dosage among the hundreds of patients who have 
taken the supplement over the years. Whenever 
patients feel they need a higher a level of carnitine 
for symptom relief, I test their serum thyroid level to 
make sure they won’t run into trouble. My point here 
is that when you take large amounts of any nutrient, 
you should always use caution.

For more on thyroid health, visit www.drsinatra.com.
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Dr. Sinatra’s Mailbag

Did You Know?
Stroke is a leading cause of death and serious dis-

ability in the United States. However, your odds of full 
recovery are best if you quickly recognize the signs 
that you are having a stroke and receive prompt medi-
cal attention. For more about strokes and a refresher 
on their symptoms, visit www.drsinatra.com.
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dry skin solution
What do you recommend for chronic dry skin? — FB, Boston, MA

Low thyroid function could be the problem, but dry skin is more 
commonly the result of a diet containing too many omega-6 fatty 
acids and not enough omega-3s. For getting these two fats back in 
balance, I’ve had excellent results with the following: oatmeal once 
a week; fish oil, 1–2 g daily; and black currant or flaxseed oil, 250–
500 mg 2–3 times a week. Oatmeal, black currant, and flaxseed con-
tain activated omega-6s, which do not have an inflammatory effect. 
Fish oil, of course, is a rich source of omega-3 fatty acids. 

Limits on supplements
I take a lot of supplements. Are there limits that I should be aware of 
for specific supplements? — KB, Los Angeles, CA 

To be on the safe side, don’t exceed the following daily dosages: 

■ 2 mg of copper

■ 5,000 IUs of vitamin A (from retinyl palmitate)

■ 12,500 IUs of beta carotene

■ 400 IU of vitamin E

■ 100 mg of zinc

■ 200 mg of magnesium if you have diagnosed kidney disease

■ 100 mg of vitamin C if you have been diagnosed with iron over-
load (hemochromatosis)

■ 1,000 mg of calcium for men and pre-menopausal women; 
1,500 mg for post-menopausal women

Avoid all supplements with iron, unless your doctor prescribes them.

how to Increase Glutathione
You have written that glutathione is the body’s best natural antioxi-
dant. Is there a good way to promote glutathione through nutrition? 
— DA, Charlotte, NC

Glutathione is indeed a potent antioxidant, as well as a key player 
in detoxification in the liver. The best way to make sure you have 
enough of it is to eat foods that are rich in its precursors, or the nutri-
ents that are broken down into it. Avocado and asparagus, two of my 
favorites, are great sources. 

As far as supplements are concerned, you can benefit from taking 
N-acetyl-cysteine (NAC) and alpha lipoic acid (ALA). Both of these 
supplements are broken down into glutathione as well. I’ve included 
both in my Daily Nutrient Program that you can order at www.drsina-
tra.com or by calling 800-304-1708. I recommend 600 mg of NAC per 
day, and 100 mg of ALA per day.

There are quite a few glutathione supplements on the market, but 
most are not well absorbed (hence the reason for taking glutathione 
precursors). I’m currently trying one called Ultrathione, and I feel it’s 
working. I take half a teaspoon of the powder twice a day. You can 
find it online at www.glutathionescience.com. I especially recommend 
Ultrathione for people who are dealing with heavy metal toxicity, who 
have a high degree of oxidative stress (generated, for instance, by an 
intense exercise program), who fly a good deal, or who are exposed to 
excess radiation. ■

I Want to Hear From You! 
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