The Hypoglycemic Health Association

EWSLETTER

Correspondence: THE HYPOGLYCEMIC HEALTH ASSOCIATION, P.O. BOX 8, SYLVANIA SOUTHGATE, N.S.W. 2224
Phone: (02) 553-0084, Fax: (02) 588-5290

PATRON: Dr George Samra

Volume 12 Number 2 June,1996
PRESIDENT: Steve McNaughton, BE (NSw) ~ Steering Committee  Ted Grant
. . Members: John Grundy
Secretary: Derek Milham Joy Sharp
Treasurer: Kerrie Cook
Editor: Jur Plesman, BA (Sydney),

Post. Grad. Dip. Clin. Nutr. ) )
Catering Committee: Reg Grady, Sue Choc

The NEWSLETTER of the Hypoglycemic Health Association is distributed to members of the Association
and to Health Professionals with an interest in nutritional medicine and clinical ecology.

Recently, a American psychiatrist claimed on National radio that Attention Deficit Disorder (ADD) did not exist, followed by an
Australian psychologist on the same program who asserted that it was all in the mind. This goes to show that we still have a long way
to go informing parents of hyperactive children, now taking Ritalin, that there are alternative means of alleviating this devastating
syndrome. This is a classic example of the battle between “nature” and “nurture”, and “nutrition” ignored. The dilemma applies to treatment
of so many other modern illnesses, such as schizophrenia, Alzheimer's disease and so on, where true medical research is blind.

The HEALTH NETWORK OF AUSTRALIA (see page 3) has been formed to inform politicians in Canberra that 30 % of patients
consulting traditional doctors already visit medical practitioners outside the mainstream medical system. These patients want Canberra
to know, that they want to be able to choose between for instance heart surgery and Chelation therapy (latter not covered by Medicare),
thereby saving the Government billions of medical dollars. The patient's choice depends on some medical knowledge. We aim to
acquaint members with the basic principles of preventative medicine providing a basis of communication between the patient and
wholistic medical practitioner. Because we are a voluntary organisation, totally dependent on membership fees, we urge those members
who have not as yet paid to forward their fees ($15 p.a. per family & $10 for pensioners and student) to the Association as soon as
possible. Your expiry date is shown in the left hand top corner of the address label. We also would like to receive some donations from
medical practitioners as a show of appreciation for information provided in this Newsletter.

Dr Robyn Cosford is a mother
of five with a close family experi-
ence of two Down Syndrome chil-

Our Next Public Meeting will be at 2 PM

on Saturday, the 1 June, 1996 dren.
at the YWCA, She graduated from Sydney
2 Wentworth Ave, Sydney and University with an Honours de-
our guest speaker is gree in medicine, and has done
pre- and post graduate studies in
Dr Robyn Cosford homeopathy, nutrition, herbalism

and acupuncture.

She has a particular interest in
mothers and children, in particular
childrenwithbehaviouralandlearn-

who will be speaking
on the subject of

‘@ _ _ ing difficulties.
Down Syndrome: Inevitable mental disor- Recent experience has shown
der or treatable metabolic disorder? her that Down Syndrome children

A ray of hopel” areaparticularcategoriesofthese.
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Any opinion expressed in this
Newsletter does not necessarily
reflect the views of the Associa-
tion.

N
/

( Previous Copies of the
Hypoglycemic
Newsletter

Back issues of the Hypoglycemic
Newsletters are available at the NSW
State Library, Macquarie Street, Syd-
ney. They are filed under
NQ616.466006/1 in the General Ref-
erence Library
S 4
Books for sale at the meeting

Jur Plesman: GETTING OFF THE
HOOK

This book is also available in most public
libraries

Sue Litchfield: SUE’S COOKBOOK

Dr George Samra's book

The Hypoglycemic Connection

(now out of print) isalso availablein public
libraries.

Contributions of articles by members
and practitioners are very welcome. The Edi-

tor isinterested in meeting any person aspir-
ing to research natural medicine and contrib-
ute articles as a sub-editor to this Newsletter.

The Newcastle branch of the Association
are still meeting with the assistance of Bev
Cook. They meet on the last Saturday of each
month beginning 1.30 pm to 3.30 pm at the
Hillsborough Primary School. Enter the school
from the Waratah Avenue. For further infor-
mation ring Mrs. Bev Cook at 049-59-4369.

Organise local meetings

If any member would like to organise meet-
ingsin their local area or meet other members,
we can help by advertising your name and
phone number in this Newsl etter.
Entrance fee at meetings

Because of increase in costs the Commit-
tee has decided to charge an entrance fee of $2
per person or $3 per family at our public
meetings.
Donationsfor raffle

One way of increasing our income is by
way of raffles. If any member has anything to
donate towards the raffle, please contact Dr
George Samra’ s surgery at 19 Princes High-
way, Kogarah, Phone 553-0084.

Barbara Kalowski won the Lucky Door
Prize and Steve M cNaughtonwon the Raffle
Prize at our last public meeting on 2 March,

1996.

Committee members

The Association isin need of your support
and ask membersto help out with sending the
Newsletter to our members. We also need
committee members and if you are interested
please contact Dr George Samra's surgery at
553-0084.

Research intoilInesses

Members who are interested to have an
informative article written on a particular ill-
ness or disease, should contact the Editor, c/-
PO Box 8, Sylvania Southgate NSW. The
editor iswilling to research literature on the
illness and report in the newsletter with the
known traditional and complementary treat-
ment . Or he may refer any medical question
to an expert in the field. However, it must be
understood clearly that treatment remains the
responsibility of your doctor or health practi-
tioner and that such articlesare only designed
to provide some enlightenment to the patient
or to complement his/her discussion of the
illness with the professiona practitioner. The
Association does not take any responsibility
for any self-diagnosis or self-treatment under-
taken by the reader on the basis of anything
published in this Newsletter.

( KEEPING AN EYE ON YOUR \
HEALTH

HEALTH encompasses much more than
just remaining free of disease. Our perception
of health arises from many areas, what we
consider to be an acceptable level is deter-
mined by our health history, that of our fami-
ly’sand what is generally accepted as normal
within the community. The World Heath
Organisation incorporates our well being on
physica, mental and emotiona (spiritua) lev-
elsinto their definition of health'. Healthisa
balance between these levels, health care pro-
viders are becoming more familiar with issues
other than those on the physical level, but
largely the onus remains on the individual to
maintain this balance not only by seeking

*Australian Biologics Testing Services
401/135 Macquarie St.

Sydney N.S.W.

247 5322

*Herbal Solutions
45 Booth St
Annandale N.S.W.
552 1918
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assistance while experiencing ill health but by
adopting strategies and attitudes whilein hedth
to preserve and enhance it.

A wholistic approach to health aims at
nurturing and supporting rather than reacting.
Thisis particularly important with chronic
conditions to prevent a gradual decline of
health.

Pathology test

Specialist health services such as pathol-
ogy are useful aidsin diagnosis and monitor-
ing, but are of limited value without clinical
information and management strategies. High
specificity of such investigations may allow
contributing factors to remain undisclosed,
and evaluating such isolated parameters makes
it hard to make sense of the dataiin light of the
whole. High sensitivity, while increasing our
confidence in detection, raises questions about
the significance of our results. The concept of
Normal Range (NR) defines boundaries by
which we compare results between individu-
as. For agiven parameter, a person is consid-

ered normal if their result appears within de-
termined deviations from the mean result of a
random population (for example, within 95%
of al results). However, symptomsindicating
disease may manifest in individuals with pa-
rameters within the normal range, conversely
individuals may have parameters consistently
outside the normal range yet demonstrate them-
selvesto bein perfect health.

Self monitoring of glucose levels

Frequent monitoring of blood glucose lev-
elsisessentia in management of disorders of
blood sugar metabolism. While self monitor-
ing is undesirable as the sole means of moni-
toring blood sugar control, its convenience
and acceptable accuracy makesit indispensa
ble, as frequent monitoring allows the patient
to take more respongbility for their own hedlth.
It isimportant for theindividual to understand
what is normal for themselves. Studies con-
tinually question the significance of results.
Whileit is generally accepted that a blood
glucose level of below 2.5 mmol/L
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FORMATION OF NEW
HEALTH LOBBY GROUP

HEALTH NET WORK OF
AUSTRALIA

Health Network Australia is a new na-
tional organisation which was formed on
the 9th February 1996, following an initia-
tive of Senator Christabel Chamarette to
look into the various issues relating to
health. Health Network Australia has been
formed to work towards a fundamental
change to Australia’s health system.

Health Network Australia is a coalition
of organisations representing over
250,000 health consumers and providers
Australia-wide. The network aims for a
community-based health system that is
inclusive and participatory. It reflects the
diversity of consumer and practitioner
needs and preferences. The focus is on
consumer choice, information, prevention
and access to the full range of services
and modalities. It recognises the social,
cultural and environmental influences on
health!

In particular, the following principles
have been adopted:

1) The right of individuals to have ac-
cess to the type of health service
they prefer;

2) The right of individuals to have di-
rect access to information related
e to their own health and that of

their dependents,

* the death of their family mem-

bers,

« health services and health prod-
ucts,

e therapeutic goods and thera-
peutic and diagnostic
interventions,

e in aform suitable and appropri-
ate to their needs;

3) The right of individuals to refuse to
undergo medical treatment;

4) Health funding that takes into ac-
count the wishes and needs of
health consumers as well as the
range of health providers;

5) Funding of medical research project
that are directly related to humans -
i.e., human-based research meth-
odologies as opposed to animal
experimentation;

6) An emphasis on primary preven-
tion and health maintenance rather
than disease management;

7) Appropriate, affordable and ethical
health care - i.e., community-based,
personalised and culturally appro-
priate so that it ensures that health
practitioners in their dealings with
people take account of their special
needs of Aborigines, Torres Strait
Islanders, people from non-English
speaking background, and people
with disabilities;

8) Diversity, recognising the right of
health practitioners to practise in
their area of expertise;

9) A wholistic health paradigm that
reflects the integration of body-
mind-spirit;

10)Accountability of health providers
to the people they assist;

11)Accountability of health-related
product and service providers for
the individual, social, environmen-
tal and global consequences of their
products or services;

12)Accountability of medical research-
ers for the relevance and applicability
of their research to human health
problems;

13)Examination of the structure and
powers of the Therapeutic Goods
Administration with a view of re-
moving restrictions on the right of
consumer access to products and
services and the right of practition-
ers to practise;

14)Funding of the development of a
system of validation of effective
medical treatments based on the
Cochrane Collaboration Principles.

The Health Network will identify obsta-
cles to the achievements of these objec-
tives. It will work to remove these obsta-
cles. It will also carry out research, inquire
into and receive any Government, Statu-
tory Authority, Corporation or Person,
epidemiological studies and/or adverse
effects of therapeutic goods.

THE NETWORK WILL LOBBY PAR-
LIAMENTARIANS AND GOVERNMENT
ON BEHALF OF THE COMMUNITY,
RECOGNISING THAT 30 % OF THE
POPULATION ALREADY UTILISE
HEALTH SERVICES OUTSIDE THE
MAINSTREAM MEDICAL SYSTEM.

We live in times of change. One of
these changes is that individuals, groups
and communities are taking back respon-
sibility for their lives and their well-being.

In the health area there is a need to
redefine the meaning of health, mindful of
the Constitution of the World Health Or-
ganisation and the Ottawa Charter for
Health Promotion.

That means that health is not merely
the absence of disease or infirmity - itis a
state of physical, mental, spiritual and
social well-being.

Access to the means of good health is
one of the fundamental rights of every
human being.

This requires a secure foundation in
certain prerequisites, namely, peace, shel-
ter, education, food, income, a stable eco-
system, democratic decision making, sus-
tainable resource management, social
justice, equity and a sense of place and
community.

Health Network Australia is part of the
future of Australia’s total health system
and a voice for individuals and organisa-
tions that, in the past, may not have been
heard.

I have had the privilege of working as
the convenor with the steering committee
over the past 12 months during the devel-
opment of the Network, and as a continu-
ing member of the executive | will be
active in ensuring the ongoing processes
that have occurred.

Dr lan E. Brighthope
Convenor of
HEALTH NETWORK AUSTRALIA

Contact: Anita Binnington, Interim Secretary
Health Network Australia

23 Dowling St

CANBERRA ACT 2602

Continued from page 2

(NR 3.5 - 8.5) isagood indicator of hy-
poglycaemia, subjects with poorly controlled
diabetes have experienced hypoglycaemic
episodes at blood glucose levels of 4.3 mmol/
L, and normal subjects, especially young fe-
males, may generate glucose levels aslow as
2.2 mmol/L during a prolonged fast?. The
value of symptoms is therefore important,
what is occurring at the time we experienceiill
hedlth. A study appearing in the New England
Journal of Medicine concluded that it is nec-
essary to determine blood glucose levels at the
time hypoglycaemic symptoms appear (adren-
ergic neural activation leading to weakness,

The Hypoglycemic Health Newsletter

palpitations, tremor, perspiration and hunger)
to achieve diagnostic significance. It was stated
that reactive hypoglycaemiawas very diffi-
cult to diagnose, but ‘ Characteristically the
symptoms improve when the patients follow a
diet with high levels of protein and restriction
of carbohydrates. While this study proposes
difficult methods of diagnosis, it identifies
dietary management as the key to avoiding
hypoglycaemic episodes®.

Glucose Tolerance Test (GTT)

The value of the oral Glucose Tolerance
Test (GTT) has been disputed for many years'
but is till often the front-line test when inves-
tigating disorders of glucose metabolism.

-3-

Normal subjects often show transient hypogly-
caemic levels, which as the former study sug-
gests, may not be detected as blood is drawn at
predetermined intervals. More recently it has
been suggested that insulin levels should also
be assessed during symptomatic episodes®.
This differentiates between scenarios of sup-
pressed insulin secretion and inappropriately
increased insulin secretion, and may yield
more useful information than the GTT. This
technique, while still impractical, givesus a
greater understanding of the principles that
govern overall glucose economy. Variability
of self monitoring blood glucose levels, and
frequency of past hypoglycaemic levels are
significant predictors for severe hypoglycae-
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mia®. Metabolic control by the individual is
therefore paramount and incorporates diet and
lifestyle management. While studies continue
to gain more information about physiological
control of glucose levels, they consistently
mention the need for metabolic control. Tech-
nical assessment should never replace the
experience and intuition of the practitioner
and patient.

Psychological and other factors

Other factors are becoming evident that
suggest psychological influences. A recent
study associates emotional distress with post
prandial hypoglycaemia. Suspected sufferers
displayed normal GTT's while displaying
higher adrenergic sensitivity and emotional
distress as defined by significantly higher
anxiety, somatization, depression and obses-
sive- compulsive scores than controls’. The
mind-body influence is becoming more ap-
parent, our hedlth isimpacted on many levels,
the wholistic practitioner pays attention to
these levels to maintain balance.

Genera health governs our reaction to the
environment, while in health we can expect to
react appropriately to various stimuli, a shift
in balance may cause an inappropriate or
insufficient response. Susceptibility is also
involved, not everyone succumbs to the win-
ter flu, but importantly, those that do succumb
and recover well could nevertheless be said to
be in reasonabl e health. When we are debili-
tated from long work hours or constant expo-
sure to detrimental stimuli (unnatural light,
electro magnetic radiation, fast food, smog
etc.) we are more likely to succumb to disease.
Our nervous system may for example place
extra demands on our resources. Continual
pressure will tax our health and lead to disease
and pathological change. Heredity isalso a
force that predisposes us to disease expres-
sion. By supporting the systems under direct
strain and others that may be secondarily
involved we can reduce susceptibility and
increase general health.

Other diagnostic tests

Novel tests are available that allow a gen-
era view of body function, assessing overall
heslth while identifying areas of compromise.

The Clot Retraction Test (CRT or HLB,
after Doctors Heitan, Le Garde and Boland)
indicates the level of oxidative stress on the
body due to the presence of Reactive Oxygen
Toxic Species(ROTYS) or Free Radicals (FR).
Free radicals are unstable, reactive molecules,
often incorporating the element oxygen, which
occur in the body as aresult of physiological
processes or are introduced as an oxidative
load from the environment. The liver based
enzyme detoxification pathway producesin-
termediate free radicals, as does the immune
system in response to invading organisms.
Free radicals may be ingested in the form of
cigarette smoke or from other environmental
sources. Inflammatory or degenerative proc-
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esses increase free radical activity, and many
researchers believe all destructive processes,
including cancer, have a strong association
with freeradical activity. Anti-oxidants (vita:
mins A, C, E, beta carotene, selenium) reduce
the damage caused by free radicals, and are
supplied in our diet from various sources,
mostly fresh fruit and vegetables. Supplemen-
tation is generally accepted as the best way to
ensure sufficient anti-oxidant activity and is
indicated in active pathological processes or if
aperson is exposed to environmental sources
of freeradicals. An overview of freeradicals
in health and disease can be found in Florence
and Setright’ s book ‘ The Handbook of Pre-
ventative Medicine’®.

I nterpretative Notes

Originally described in 1950 °, the CRT
was devel oped as a bedside Erythrocyte Sedi-
mentation Rate test (ESR), a commonly re-
quested pathology test, found elevated with
dterationsto the charge on the red cdll surface
and other (especially immune mediated) proc-
esses. It was subsequently determined that
retraction patterns differ between individuals,
thiswas further associated with various patho-
logical processes. A small finger prick sample
is collected and viewed under brightfield,
darkfield and phase contrast illumination. In
health, the retraction pattern appears as an
even distribution of red cellswith dark lines of
fibrin, much like the appearance of cracked
clay. ROTS masses gppear as areas of contrast
resembling small pools of water. These masses
indicate oxidative processes and are classified
according to their:

1. Extent.

2. Location within the drop.

3. Colour.

4. Inclusions.

The extent of the ROTS involvement is
proportional to the degree of oxidative stress
within the body, suggesting inflammatory or
degenerative processes causing tissue dam-
age. Treatment with anti oxidants and anti
inflammatories reduce the oxidative stress
and so also reduce the extent of ROTS in-
volvement in the sample. Oxidation may be
generalised or may appear associated with
organs/systems. The periphery of the drop
corresponds to superficial organs, the centre
refers to deep organs. Oxidation in specific
regions may indicate digestive disturbances,
hormone imbalances, allergies and other dis-
turbances, generalised oxidation suggests sys-
temic involvement, such asin systemic auto
immune diseases. Heavy smokers may
progress from localised oxidation (in the lung)
to significant generalised oxidation as dam-
age becomes more widespread.

The colour within the ROTS masses is
noted. Rheumatoid arthritis and respiratory
diseases display a blue or chrome tinge.

Inclusions may be present within the
masses. Needle like projections of fibrin indi-
cate high loads on the liver, sidic acid ‘ bub-
bles' appear if pancreatic function is compro-
mised, necrotic tissue may be observed during

vigorous therapy such as chemotherapy or
radiotherapy, fungal forms appear within the
masses during digestive disturbances (an im-
balance of gut bacteria).

Other markers.

Allergy and adrenal hyper-function show
as small, translucent drops differing in size,
appearing either toward the centre or evenly
distributed. Colour variation of the red cell
mass reflects various states of toxicity, includ-
ing colon toxicity and heavy metal toxicity.
Pallor of the sample suggests anaemia, and
warrants further investigation.

Endocrine (thyroid and reproductive or-
gans), circulatory, and lymphatic markers re-
flect the current status of these systems. It is
interesting to note that endocrine markers
appear during normal menstruation, for this
reason the test is performed outside menstrua-
tion. Poorly defined boundaries of the drop
indicate lowered vitamin C levels, this obser-
vation may be utilised to optimise anti-oxi-
dant therapy.

The CRT provides the practitioner with
important information on their patients cur-
rent health status. Being an interactive test the
patients view and discuss their results, and
accordingly gain more understanding of their
own health.

Live Blood Analysis (LBA), used in con-
junction with the CRT, provides more infor-
mation regarding immune status, digestion,
and blood cell morphology. While investigat-
ing routine haematological parameters, the
LBA views blood under darkfield and phase
contrast microscopy immediately after col-
lection without the use of stains. Activity of
blood cells can therefore be ascertained, and
major features identified. Changesin red cell
morphology (size and shape) indicate many
conditions from simple iron deficiency anae-
miato acquired disorders of red cell forma-
tion. Excessive red cell clumping is associated
with poor digestion of fats and/or proteins,
individuals with red cell aggregation often
complain of poor circulation or are sensitive
to changes of environment, and often improve
when digestion is enhanced.

White cell activity and viability isaunique
investigation. Significant numbers of poorly
motile or non viable white cellsis often asso-
ciated with general debility and lowered im-
munity, patients often complain of feeling
unwell for along time. More recently associa-
tions with such symptoms and unresolved
viral infections (such as glandular fever) have
been made'?, activated lymphocytes are often
observed in patients with such symptoms.
Infections manifest as a change in the white
cell population or morphology. Other markers
include crystals of various composition, the
most noted being uric acid in rheumatic con-
ditions. Lipid (fat) and cholesterol deposits
may also be seen, associated with atheroscle-
rosis.

These novel tests, like any diagnostic test,
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are to be interpreted in the light of clinical
findings. A broad view is often called for in
the first line of diagnosis, the CRT and LBA
provide sufficient range for the practitioner to
gain awholistic understanding of the situa-
tion. Involvement of the patient during the
tests allows meaningful dialogue and offers
greater involvement in ones health.
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Pheromones and female
room-mates

S. | .Fox

THE influence of higher brain centres of
the pituitary-gonad axis helps to explain the
“dormitory effect” in which researchers have
noted a tendency for the menstrual cyclesto
synchronize in women who room together.
This synchronization of menstrual cycles does
not occur in a new roommate if her nasal
cavity is plugged with cotton, suggesting that
the dormitory effect is due to the action of
pheromones. Pheromones are chemicals ex-

Continued on page 6
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Herpes infections

By Jur Plesman

Herpes simplex

More than 70 viruses compose the herpes
family. Of these four are important in human
disease - Herpes simplex (HSV), Varicella
zoster (VZV), Epstein-Barr (EBV) and cy-
tomegalovirus (CMV).

Herpes simplex known as cold sores or
fever blister is caused by the virus Herpes
simplex (HSV-1). Herpes comes from the Greek
word, meaning ‘to creep’. The infection oc-
cursin two stages. In the first stage blisters
form on the inside of the mouth, then develop
into painful ulcers. Thereis swelling of the
gums with a general malaise often accompa-
nied by atemperature. 1liness is more notice-
able among older people, but the attack is
usually mild in young children. Theinfection
subsides and the virus lies dormant in the skin.

In the second stage the dormant virusisre-
activated as aresult of stress, usualy acold or
exposure to the sun or wind. A blister formson
the edge of thelip or nearby, and then burst to
become atypical encrusted cold sore.

Cold sores present no serious risks. How-
ever, if during the first stage, when the body
has no resistance to the virus, one touches an
ulcer and then the eye it could cause the
formation of an corneal ulcer. Women with
HSV infection late in pregnancy may transmit
the infection to the foetus. This could cause
fatal inflammatory condition of the brain (en-
cephdlitis).

Her pes genitalisis caused by the Herpes
simplex virus (HSV-2) thought to be dueto the
HSV-1virusin at least 10-40 percent of cases.
After anincubation period of usually lessthen
10 daysthere isan itchy feeling on the shaft of
the penis or on the vulva (the femal e exterior
genitals), followed by the appearance of a
crop of blister, firmly attached to the underly-
ing skin which causes the pain. They can also
occur on the thighs and the buttocks. After 24
hours the blisters burst and leave small, red,
moist and painful ulcers, which often go onto
form hard crusts. The glands in the groins may
become swollen and painful, and there may be
ageneral debility accompanied by a raised
temperature. Healing usually begins 7-10 days
after onset and is complete by 21 days. Heal-
ing may be slower with secondary inflamma-
tion.

The infection affects both sexes and par-
ticularly people who have not had cold sores
on the face. It is caught through direct contact
with contaminated tissue, fluids (including
sexual fluids), saliva, skin discharges and dur-
ing sexual intercourse or through oral sex with
someone who has cold sores.

-5-

HSV-1 has arecurrence rate of 14 percent,
while HSV-2 has arecurrent rate of 60 per-
cent.

Herpes zoster (Shingles)

Also known as Zonna, Acute posterior
ganglionitisisan acute infection caused by re-
activation of the latent chickenpox virus, vari-
cella zoster virus, affecting mainly adults. .
Therefore it can develop only in people who
have had chickenpox at some timein their
lives. The disease is characterized by the de-
velopment of painful blisters that follow the
underlying route of cranial or spinal nerves
inflamed by the virus. The inflammation is
usually on one side of the body (unilateral),
athough both sides may be involved. ‘ Zoster’
means girdle in Greek. The virus may lie
dormant in the posterior root ganglia® associ-
ated with thoracic (related to the chest) and
trigeminal nerves®. It is most common after
the age of 50.

While chicken-pox may be caught from a
patient with herpes zoster, the converseis not
true. The infection may be preceded by a
period of 3-4 days of chills, fever, malaise and
gastrointestinal disturbances. On about the
4th and 5th day blisters appear which follow
the nerve root underneath the skin accompa-
nied by severe pain. Most often the eruption
occurs on one side of the chest area. But the
infection may also involve the facial nerve
roots, in which case painful blisters may ap-
pear on one side of the face. In all cases of
shingles (or of all Herpes infections for that
matter) a doctor’ s advice should be sought to
prevent some serious repercussion to other
organs such as the eyes or ears that may
become affected. In rare circumstancesit could
develop into encephalitis.

The scales and blisters may disappear after
three weeks, leaving some scarring. The pain
may also disappear but sometimes persists for
months after the rash has cleared (postherpetic
neuralgia).

HSV becomes dormant within nerve gan-
glions and may be activated by radiotherapy,
sunburn, sexua activities, extended grief,
menses, stress, food alergy, drugs and certain
foods.

Traditional treatment:

The problem with medical trestment isthat
by the time the diagnosis is made much of the
damage is often dready done. Another handi-
cap is the speed with which the virus multi-
plies, hence the importance of early interven-
tion. Chemotherapy has limited application.
Some antiviral drugs such as idoxuridine
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(Herplex, Stoxil, Virasolve), used as a topical
application as eye drops or ointment act by
atering the cell’ s genetic material (a protein
called DNA) so that the virus cannot useit to
multiply. It is effective in Herpes zoster and
Herpes simplex if applied early; it istoo toxic
for administration by means of injections.
Acyclovir (Zovirax) isused in the treat-
ment of herpesinfections of all types. Itis
most commonly given in the form of an oint-
ment, it reduces the severity of outbreaks of
cold sores and shingles. It effectively relieves
the pain and itching of genital herpes, how-
ever acyclovir does not prevent the infection
from recurring. Acyclovir is activated within
the host cell to amolecule which inhibits the
further assembly of this virus DNA but does
not interfere with the host cell’ s reproduction
of itsown DNA. The use of antiviral oint-
ments may cause irritation and redness. Anti-
viral drugs given by mouth or injection can
occasionally cause nausea and dizziness, but
may disappear with continuing treatment.

Complementary treatment

a) Nutritional

It would be helpful to combine traditional
with nutritional/herbal supplements to assist
the body in dealing with the infection. Every
care should be taken to re-inforce the immune
system by avoiding allergies, stress and an
optimum diet. Sugar and refined carbohy-
drates should be strictly avoided.

In treating Herpes simplex gentle cleans-
ing with soap and water is recommended, but
keeping lesions moist may aggravate the in-
flammation and delay healing. Drying lotions
or liquids (e.g., camphor spirit or 70 percent
alcohol) may be applied to oozing skin le-
sions.

Do not alow skin contact - such askissing
- when others come close the affected areas
while sores are moist. Don't share towels, face
cloths or pillowcases. Always wash your hands
after applying asalve.

The following supplements may be help-
ful:

1) Beta-carotene (100,000 iu a day) which
may advance the action of interferon, stimu-
late white cell antiviral activity and increase
the circulating T-helper cells. These should be
taken with B-complex vitamins (B3, B5).

2) Zinc and vitamin C with bioflavonoid
ascorbate. (2 grams a day), together with
vitamin B6.

3) Topical zinc application of 0.10-0.25
per cent zinc sulphate solution.

4) Vitamin E (400 iu aday) plusfolic acid
has been shown to decrease the pain and
shorten the healing time of herpeslesions.

5) Acidophilustablets.

6) Thymus extract(two tablets 3x per day)
appears to increase the white cell response to
Herpes simplex virus, natural killer cell activ-
ity and interferon production.

7) Lithium ointment (Lithium succinate 8
per cent solution three times a day) may be
combined with zinc in topical ointment.
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Lithium in the ointment helpsto interfere with
the replication of DNA-type viruses without
affecting the host cells.

8) Some therapists recommend applica-
tion of an equal mix of lemon and water
directly to lip sores.

9) A lysine-rich/arginine poor dietis based
on the fact that lysine (an amino acid) has an
antivird activity. Arginine-rich (another amino
acid) protein appears necessary for replication
of the herpesvirus.

Lysine (at adose of 2 grams 2,000 mg) per
day (obtainable from health food store or
doctor) should be taken but when the diet is
high in arginine, compared to lysineit may not
be effective. In some patients’ withdrawal
from lysine may cause arelapse within 1-4
weeks. Note that large doses of lysine may
increase cholesterol levels and these levels
should be monitored when taking large doses
of lysine.

Generally, vegetables proteins have large
amounts of arginine, whereas animal protein
have balanced levels.

Avoid argininein: Almonds, Brazil nuts,
Buckwheat, Carob, Chocolate, Cashews, Ha
zel nut, Lentils, Linseed, Millet, Cooked Oat-
meal, Oysters, Peanuts, Green peas, Chick
peas, Sesame, Sunflower, Walnuts.

In herpeschoosehigh lysine/arginineratio
found in; Beef, Cheese, Fish, Fish fingers,
Chicken, Cheddar cheese, Chicken, Eggs,
Clams, Halibut, Lamb, Liver (beef), Milk,
Lima beans, Red beans, Brewer’s yeast,
Mung bean sprouts, Pork (lean), Potatoes,
Salmon, Sardines, Prawns (shrimp), Tuna,
Turkey, Yeast. Most fruits have alysine
excess. Vitamin C is protective of lysine.

10) Herbal therapy Glycyrrhizic acid, a
component of liquorice root (Glycyrrhiza gla-
bra) inhibits growth and cell-damaging effect
of herpes simplex. It isin the form of Glycyr-
rhizic acid ointment three times a day.

B) Homeopathy

If the skinis blistered, red and itchy Rhus
tox. 6 should be used. If the skin burns and
stings, apply cold application such as Apis
Mel. For severe pain and itching, use
Mezereum. If the patient finds it uncomfort-
able to move and his appetite declines, Ranun-
culus may help.

C) Aromatherapy

Treatment should start at the very begin-
ning when symptoms appear. Three drops
each of geranium, sage and thymein 20ml of
carrier oil or lotion may be rubbed into the
affected area. If skin is sensitive to touch it
should be dabbed on gently. Alternatively, the
same number of dropsin asmall glass of water
may be helpful when poured onto the shingles,
or applied as a compress.

D) Acupuncture

After the initial rash has subsided, the
neuralgic pain can be treated by strong stimu-
lation at points on the following meridians:

stomach, large and small intestines, and gov-
ernor. Pain points next to the rash may aso be
used to relieve neuralgia.

Foot Notes

1) A ganglion is a mass of nerve tisues
forming a subsidiary nerve centre which
receives and sends out nerve fibres.

2) Trigeminal nerves, also called fifth cra-
nial nerve, nervus trigeminus or trifa-
cial nerves are essential for the act of
chewing, general and muscular sensi-
bility of the face. It splits into into three
branches; 1) opthalmic, 2) maximilar
and 3) mandibular, roughly 1) around
the eyes and forehead, 2) side of the

____1ace and 3) jaw respecuvely.
Continued from page 5: Pheromones

tracted by an individual which act through the
olfactory sense and modify physiology or
behavior of another member of the same spe-
cies. Pheromones are important regulatory
moleculesin the urine, vaginal and other se-
cretions of lower mammals which help regu-
late their reproductive cycles and behavior.
The importance of pheromones in human
physiology and behavior is much more lim-
ited, but - because of frequent cleansing, use
of deodorants, and applications of artificial
scents - is difficult to assess.

From S.I Fox (1984) Human physiology,
Page 269

Changing Diets

By CSIRO Human Division of Human
Nutrition
Produced by J Stokes

For at |east a decade, nutritionists have been
taking their message to the public - aided by
governments and bodies such as the National
Heart Foundation - in an effort to improve our
health through the promotion of good eating
habits.

A casua glance in shopping trolleys would
suggest that people have changed some of their
perceptions of what is good or bad to eat, and
retailers are increasingly catering to the new
demand for ‘healthy’ foods. Perhapsit’ stimeto
take stock of how we're doing, and find more
precisaly how eating habits have changed, and
to what extent people’ s knowledge of nutrition
has improved.

Arethere differences between the sexes and
age groups, between city- and country-dwell-
ers, or between different socia groupsin their
patterns of nutrition and knowledge? An what
remainsto be done to improve the egting habits
of the nation?

In an effort to find out, Dr Kathrine
Baghur st of the CSIRO Division of Human
Nutrition in Adelaide carried out asurvey in
South Australiain August 1988. Of the 901
adults taken at random from the electord rolls
who completed detailed questionnaires, about
haf lived in Adelaide’ s metropolitan area, while
the other half came from the rest of the State.
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Aswel| as detailed questions on what they
ate and how they prepared the food, Dr Baghurst
and her team also asked the subjects whether
they thought that they currently ate too much,
too little, or about the right amount of various
nutrients.

For macronutrients - such as protein, fat and
sugar - and for salt and fibre, just over half the
subjectsfelt that their intake was about right. In
fact, an analysis of their reported diet showed,
only about 30% fell within the recommended
guidelines.

With complex carbohydrates - popularly
referred to as starches - it seems we have less
confidence in our own assessment: nearly half
of the respondents stated that they did not know
whether their intake was high, low, or about
right. Only 1% thought that they ate too little.
But, truth to tell, it turned out upon andysis that
very few respondents were esting enough com-
plex carbohydrates.

Confusion also surrounded the term ‘en-
ergy’ asused in nutrition. We have al heard of
caloriesor kilojoules and many of us davishly
count them! But apparently plenty of people
don't realise that these are merely measure-
ments of the energy vaue of foods. One-third of
al respondents felt that their calorie intake was
‘too high’, but only 5% thought that they con-
sumed ‘too much energy’ . Not understanding
that oneis ameasure of the other, many people
think that calories are bad, whereas energy
sounds good and ‘ positive’, and something we
would al like to have more of!

The survey showed that women consumed
more low-fat products than men, and tended to
cut the fat off meat and use lessfat in cooking.
However, despite this, the percentage of their
totd energy derived from fat wasthe same asfor
the menfolk. Thiswas probably because they
consumed more dairy products, cakes, pastries,
chocolate, and salad oils.

Using a means devised by sociologists for
classifying peopleinto five groups according to
the status of their occupation, Dr Baghurst
found significant differences between the socio-
economic classes. Men in the highest group -
professional and managerial people - ate more
fibre and less fat than those in the lowest one,
who predominantly unskilled manual or cleri-
cal workers. The middle three occupational
groups consisted of semi-professional and
skilled manual and clerical/sales people. In
women, thosein the lowest group consumed far
more fat than those in the top four groups, which
were all about the samein their fat consump-
tion.

Men tended to eat more cholesterol than
women, and the lower their occupational group
was the more of it they ate. Those in non-
metropolitan areas consumed the most. The top
occupational category had a higher intake of
wholemeal bread, reduced-fat milk, and fruit
juice, while those in the fifth class ate more
white bread, lamb, sausages, whole milk, sugar,
sweetened soft drinks, and beer.

However, members of the top group were
not al good in their habits: they consumed more

The Hypoglycemic Health Newsletter

A genetic smorgasbord is invading
our meals, with new genes and chemi-
cals never before in food. Irradiated
foods are also allowed, case by case.

Many gene-spliced foods may already
be on your plate unlabelled - pork from
pigs injected daily with synthetic hormone;
processing agents from genetically engi-
neered bacteria - rennet in many cheeses,
and enzymes in bread and beer. Pork with
synthetic human gene switches, potatoes
with virus coat proteins, tomatoes and
vegetable oils with bacterial genes for
antibiotic and herbicide tolerance may
also soon arrive.

You have a right to know about new
untested production methods, and labels
- direct, complete, honest, effective, neu-
tral - should give information which helps
you choose your foods.

But the National Food Authority (NFA)
only requires labels on genetically engi-
neered foods where your health is clearly
at risk from known allergens and toxins, or
over a religious taboo on meat. Hiding
new processes from you is deceptive and
dangerous if you are allergic.

All new processes should be disclosed
S0 you can take a ‘life-cycle’ view of your
diet and optimise benefits for yourself, the
planet and society, with foods that:

.

The Challenge of New Foods

Australian Gen-Ethics Network

« have a history of safe use (e.g.: not
irradiated or genetically engi-
neered);

« have lower environmental impacts
(e.g.: dolphin safe tuna; local or-
ganic foods);

e are animal friendly (e.g.: non-ani-
mal tested, free range);

e are nonallergenic (e.g.: free of msg
or peanut proteins);

e are not carcinogenic (e.g.: not char-
coal grilled or nitrite cured meats).

Organic foods are labelled, and irradi-
ated food labels will say: “Treated With
lonising Radiation” or “Irradiated (name of
food)”. Process information is also volun-
tarily put on existing foods - pasteurised;
frozen; dehydrated; salt reduced; to name
just a few. Process labels on a new high-
tech foodstuffs do not impose on industry
and are your right!

Ask for food labels to include new
production processes.

Write to: Winsome McCaughey, Chair,
NFA, PO Box 7186, Canberra MC2610,
and write to you local member of Parlia-
ment.

Ask for a free copy of The gene File!
Australian Gen-Ethics Network c/- Aus-
tralian Conservation Foundation, 340 Gore
St., Fitzroy, Vic 3065 Tel(03) 9416-2222,
Fax(03) 9416-0767
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acohol than the other social groups- mainly in
the form of wine, port, and sherry - especidly if
they lived in the city.

In general, women ate more vegetabl es,
fruit, fish, poultry, cakes, pastries, and dairy
products than men, who instead ate more ceredl
foods and meats. Asyou may expect, younger
people tucked into more confectionery, snack
foods, and soft drinks than the older generation,
which made up with green leafy vegetables and
more wholemeal bread and potatoes.

On the basis on what the respondents re-
ported that they ate, Dr Baghurst calcul ated
their intake of var