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At least one in three people will develop type 2 diabetes in their lifetime.  I am in my sixties
and have type 2 diabetes, which is particularly common in older adults. Over one-fourth (25.9
percent) of Americans age sixty-�ve and older have some form of diabetes, and over half (51
percent) are prediabetic.  If you’re walking down the street and see someone over sixty-�ve,
it’s highly likely that that person is prediabetic or diabetic.

As a psychiatric physician, I am not a diabetes expert, but I have learned a lot about it in the
twelve years since I became ill, and I continue to learn. When new information comes along
that seems worthwhile, I share the it, even if it contradicts prior information. Most
importantly, I am a �rm believer in the importance of eating a Wise Traditions diet if you have
type 2 diabetes. Were it not for the information that I obtained through the Weston A. Price
Foundation, I would have been disabled, at the very least.

HOW DIABETES DEVELOPS 
To understand how type 2 diabetes develops, there are little islets of beta cells clustered in
the pancreas, and everyone is born with a certain number. Beta cells produce and secrete
insulin. Science is still learning about the life cycle of a beta cell, but we think that when there
is a metabolic stressor, the beta cells start producing more insulin. We haven’t even identi�ed
all the metabolic challenges that elicit this response, but we do know that once the beta cells
are taxed, consuming a lot of carbohydrates can be hard on them.

When beta cells start putting out volumes of insulin, a funny thing happens. It’s as though the
beta cells don’t want to have the stress of this bombardment, so they abdicate their job and
turn into some other cell, almost as though they were saying, “This executive job is really
tough so I think I’ll go to the mail room instead.” It’s unclear whether beta cells can recover in
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type 2 diabetes in humans (animal studies suggest they can under certain conditions), but
what is known is that by the time you are prediabetic or stage one diabetic, you may have lost
about half of your beta cells. That is one reason why a person should pay attention to
prediabetes rather than considering it a benign state. A lot of doctors will say, “Let’s just watch
it,” but do you really want to watch it until it turns into full-scale diabetes? I wouldn’t accept
that for an answer.

Physicans use the hemoglobin A1c blood test to estimate average blood sugar in the
preceding two to three month period and determine if the average blood sugar levels are too
high. However, the hemoglobin A1c test is not always reliable because factors such as how
fast your blood cells turn over can a�ect the results. To assess diabetes, it is best to look at
other factors as well.

In fact, there are a number of clues that indicate someone may have diabetes. These include
the presence of metabolic syndrome and high blood pressure. You typically see metabolic
syndrome in the apple-shaped person. If you’re an apple, you’ve got fat underneath that
beautiful layer of muscle surrounding your organs, sort of holding the organs hostage inside.
(If you’re a pear, you tend to gain weight in the hip and thigh area, a healthier place to gain.)

A skin condition called acanthosis nigricans (de�ned as velvety darkening of the skin, usually
found in body folds) can also signal high insulin levels. It doesn’t mean you de�nitely have
diabetes or prediabetes, but it’s something to note. Other possible diabetic clues include
problems with foot sensation, problems with eyesight, gum disease and tooth loss. Many
dentists are starting to diagnose diabetes in their patients. Sleep apnea, too, can promote or
worsen diabetes, so snoring is not an innocent thing. Sleep deprivation stimulates evening
cortisol, promoting high insulin levels and insulin resistance,3 so people who do not sleep well
de�nitely should be checked. It also can be important to note a history of being a large baby,
having a large baby or having gestational diabetes. Polycystic ovary syndrome (PCOS) can be
indicative of insulin resistance. Fortunately, women with PCOS sometimes can get their
fertility back if they eat a diet high in good fats and low in carbs.

A PERSONAL EXPERIMENT 
I have been on a low-carb diet for about ten years now. I recently did some personal
experiments with sugar and starch. I want to share them with you, prefaced with the caveat
that my metabolism may not be like yours because diabetics respond di�erently than people
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who are not diabetic.

A Dexcom G5 system provides continuous glucose monitoring. One tiny part is a transmitter;
it has a hair-like sensor that painlessly goes underneath the skin. It tells its story to your watch
or phone or to its own device. It can lose its accuracy over a day or so, however, which means
that you have to calibrate it twice a day with a blood drop glucometer. It is more often used by
patients with type 1 diabetes. I bought one to be able to do this experiment. (As a side
comment, glucometers only measure glucose, so if you are worried about the e�ects of
something like agave nectar, which can be up to 95 percent fructose, a glucometer will not be
of any help.)

I made sure that I had eaten carbohydrates before I did these experiments, because I wanted
to gear my body up and not produce false results. After years of not eating candy, the �rst
part of my experiment was to eat two fun-size Snickers chocolate bars containing twenty-one
grams of carbohydrates, eight grams of fat and one gram of dietary �ber. Post-Snickers, my
Dexcom glucometer measure went up to a high of about one hundred and thirty-six. For a
diabetic, that’s pretty good, but it was only twenty grams of carbohydrates. When health care
providers administer a glucose tolerance test, they give you almost four times that amount of
glucose (seventy-�ve grams). The ideal fasting blood glucose number is usually less than
eighty-six. On an oral glucose tolerance test with seventy-�ve grams of glucose, the number
should be no higher than one hundred and forty after a meal and, two hours after the meal,
no higher than one hundred and twenty. After three hours, it should go back to the baseline.

Next, I tested the concept that starch is sugar by eating unsweetened, whole grain Cheerios.
Following directions on the side of the box, I paired the Cheerios with fat-free milk. This meal
had about 23.5 grams of carbohydrate.It was the �rst time in many years that I had consumed
skim milk. Careful measurement showed that my Dexcom number rose to almost two
hundred. This is like the crack cocaine of carbohydrates—even seventy-�ve grams of glucose
during my glucose tolerance test did not push my sugars as high as the Cheerios-skim milk
combination!

Livestock farmers in the early 1900s knew that skim milk and grain deliver the best economic
returns in terms of fattening swine. Hogs relish the grain/skim milk combination and can’t get
enough of it. Hogs that consume grain and skim milk are always hungry and will practically eat
themselves inside out.



A farmer I know con�rmed this. She feeds her meat pigs skim milk and grains, but she feeds
her breeders healthy food.

For over a decade, I have been eating foods such as sausage and omelettes with cheese and
heavy cream. These are very �lling for me. I don’t need that many calories because I’m loaded
up with good protein and fat. However, as soon as my blood sugar normalized after my
Cheerios experiment, I was famished. I had not experienced that kind of hunger since I began
eating a Wise Traditions diet. I was surprised. Even though I returned immediately to my “go-
to’s” (sausage, eggs, butter), and avoided carbs after that, I had a hard time feeling satis�ed
with my food for about two days.

MONITORING GLUCOSE 
If you have type 2 diabetes, it’s great to use a glucometer to estimate where you are
metabolically and how your body responds to di�erent foods. A glucometer can be your best
friend. Glucometers themselves are inexpensive, but where they hit your pocketbook is with
the strips. However, if you buy a month’s supply of strips, you can learn a lot, and what you
learn can help you with your eating choices.

If you want to experiment, use a glucometer to measure your fasting blood sugar level when
you wake up, just before a meal. Measure your blood sugar one hour later, then two hours
later to see how your blood sugar responds to your meal. For guidance, see below (U.S. units):

Marker …………………………………………………………..Ideal 
Fasting blood glucose (mg/dL) ………………………..<86 
OGGT/post-meal (mg/dL after 1 hour) ………….<140 
OGGT/post-meal (mg/dL after 2 hours) ………..<120 
OGGT/post-meal (mg/dL after 3 hours) 
baseline Hemoglobin A1c (%) …………………………..<5.3

It is also a good idea to notice how you feel when blood sugar returns to normal after meals.
Do you feel awful or do you feel good? Do you feel satis�ed with your meal or are you still
hungry? Do you have a few hours between meals where you are not thinking about eating?



It is interesting to compare oral glucose tolerance test curves for someone with normal blood
sugar and someone with type 2 diabetes. Looking just at blood glucose itself, in the type 2
diabetes test the number goes straight up—just like my two hundred number in the Cheerios
experiment—but in a normal person, the number should go up to a maximum of one
hundred and forty, but preferably lower. We are all a little di�erent, and a seventeen-year-old
with a healthy metabolism is likely to have di�erent numbers than an elderly person.

I consume a very low-carbohydrate, high-fat ketogenic diet. In someone who makes enough
insulin, a ketogenic diet stimulates “ketosis” (where the body burns fat for energy instead of
carbohydrates) and not “ketoacidosis” (a dangerous condition in people who can’t make
insulin, as in type 1 diabetes). It is comfortable for me to have blood sugar in the low 60s. My
hunger is mild and cravings are rare, so my Cheerios experience came as a big surprise.

LOOKING BEYOND GLUCOSE 
A meal with a steak and hollandaise sauce will have a much lower, more stable blood sugar
curve than a whole wheat sandwich with an apple. It’s good policy to avoid foods that spike
blood sugar this way. However, depending upon your situation you can get your diet “right”
and still experience health problems and not lose weight. Nonetheless, with controlled blood
sugar comes many other bene�ts, including more energy, clear thinking, better concentration
and sleep. But when best e�orts don’t yield bene�ts it makes sense to investigate further.

For example, a patient who had been on a low-carbohydrate diet for close to two years still
had high morning glucose readings even though his daytime blood sugar was fairly low. They
probably averaged in the nineties during the day, but as soon as he went to sleep, the
numbers went up to one hundred and �fty and then dropped slightly to one hundred and
forty. In this patient’s case, there was a problem with the liver, not the diet. The liver had been
storing up glycogen, a type of carbohydrate from glucose, for a long time, and when growth
hormone was produced overnight the glycogen (a liver “sugar”) spilled out as glucose into the
blood.

Dr. Jason Fung is a Toronto-based kidney specialist, proponent of the Intensive Dietary
Management approach to addressing diabetes and author of The Obesity Code: Unlocking the
Secrets of Weight Loss and co-author of The Complete Guide to Fasting. Fung explains how
the liver over�lls with carbohydrate (glycogen). He uses techniques like eating within a certain
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time schedule and intermittent fasting to help rid the liver of glycogen overload.

Most people can fast 14 hours daily. If you want to do this it helps to take your body’s
biological clock into account. Establish an eating pattern to �t into your job and routine. For
example, you might have a ten-hour window of eating between, say, 7 am and 5 pm. Fasting
between 5 pm and 7 am the following day gives your digestive system fourteen hours to rest.
If your doctor agrees, you could also try periodic twenty-four-hour fasts where you might
drink some bone broth with butter as your meal. For people with livers full of glycogen,
intermittent fasting helps unburden the liver of glycogen stores so it can perform its normal
functions.

INSULIN PATTERNS 
During the last couple of years, I have become very interested in the work of Dr. Joseph Kraft,
author of Diabetes Epidemic and You. Kraft’s viewpoint is that you may be able to monitor
glucose with your glucometer, and that’s great, but it doesn’t tell you what insulin is doing.
Insulin is the hidden black box problem, and until we can see blood glucose levels and insulin
levels together, we can’t really know what’s happening.

I had a patient whose fasting glucose was consistently in the high sixties and seldom rose
above one hundred and ten after meals, no matter what she ate. It turned out the reason
glucose looked so good was that her insulin levels were sky-high. High insulin levels kept her
blood sugar normal. If you only saw her glucometer, you would think her blood sugar levels
were super, but her insulin test told a di�erent story. That is why it’s important to look at
insulin and glucose together.

Through his research, Kraft found that a combined glucose and insulin tolerance test could
identify many more prediabetics than a simple oral glucose tolerance test.  He identi�ed six
distinct glucose-insulin patterns: normal, delayed insulin peak, three patterns of insulin
resistance, and insulinopenia (inadequate secretion of insulin).

In the normal pattern (pattern 1), insulin peaks during the �rst thirty to sixty minutes after
you eat your meal at the same time that glucose rises to somewhere between one hundred
and one hundred and twenty, and then both return to baseline together.
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With a delayed insulin peak (pattern 2), glucose goes up right away. After a slight delay insulin
increases to manage the glucose. Accompanying this graph, Kraft provides information that
allows you to tell whether you have borderline or de�nite insulin resistance.

Patterns 3A, 3B and 4 are all diagnostic for insulin resistance. In pattern 3A, as glucose rises
the pancreas produces insulin too slowly. Pattern 3B shows even more problems with the
output of insulin, capturing a high-sugar, low-insulin pattern where the beta cells are getting
tired. Pattern 4 is also consistent with insulin resistance. Again, unless you check insulin
before performing the glucose tolerance test and then every hour afterward, you won’t know
this is happening.

Type 2 diabetes can become type 1 when the beta cells all but disappear, and this is the
situation in pattern 5. Type 1 diabetics cannot live without insulin and at that point, there’s no
getting around the fact that even if they adopt a low-carbohydrate, high-fat diet, they will
need insulin in part because protein can be converted to carbohydrates via gluconeogenesis.

CARBOHYDRATES AND MOOD 
Let me give you a little peek into my world as a psychiatrist. I have people who come in and
think they’re bipolar because they have mood swings all day long. According to the de�nition
of bipolar disorders in the latest edition of The Diagnostic and Statistical Manual of Mental
Disorders (DSM-V), however, those moods should last at least a few days and be consistent.

What else might be going on here? What these people are doing is challenging themselves
with more carbohydrates than their bodies can handle. It makes them irritable and gives
them hungry-angry mood swings. When they eat the type of nutrient-empty carbohydrates
that turn to sugar fast, like pancakes with no butter and lots of syrup, it’s really hard on the
body as it causes blood sugar (glucose) to spike. Re�ned carbohydrate-rich meals favor high
insulin production.5 Insulin grabs excess sugar and stores it as fat. That’s okay if they can

access the fuel between meals, but the presence of insulin locks this fuel away inside fat cells.
As blood sugar drops they get hungry-and-angry (“hangry”). It’s natural to eat more
carbohydrates to feel better quickly, but it makes the cycle start over again.
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I ate a diet high in re�ned carbohydrates, most of my life. I nearly fainted from hunger
sometimes and couldn’t make it to lunchtime without snacks. I tried hard to stay slim, but
carbohydrate cravings were out of control. I had to eat every few hours. Frequent hunger and
low blood sugar is one reason people who follow high-carbohydrate diets are advised to eat
frequent small meals.

Imagine if a bushman of the Kalahari desert whose job it is to hunt gazelles has to eat every
two hours during an eight hour hunt. As persistence daytime hunters, primitive humans could
walk, jog and run eight hours or longer to capture one buck. If they had to eat every two to
three hours, they could not hunt large game and their families would go hungry. Humans
were not meant to eat six times a day, as Americans do with their high carbohydrate, lowfat
foodways. It is natural for human beings to be free to do other things and not be preoccupied
with frequent meals.

CRITERIA FOR THE KRAFT PREDIABETES PROFILE 
Upper line represents glucose levels; lower line represents insulin levels

PATTERN 1: NORMAL 
Normal fasting insulin 0-10 units 
Peak insulin at ½-1 hour 
2nd hour insulin <50 
3rd hour insulin < 2nd hour 
2nd hour + 3rd hour totals < 60 
Subsequent values at fasting range (0-10)

 

 

PATTERN 2: DELAYED INSULIN PEAK 
Normal fasting insulin 0-10 units 
Peak insulin at ½-1 hour 
2nd hour + 3rd hour totals > 60 and <100 =



Borderline insulin resistance 
2nd hour + 3rd hour totals > 100 = de�nite insulin
resistance

 

 

 

PATTERN 3A: INSULIN RESISTANCE 
Normal fasting insulin 0-10 units 
Peak insulin at 2nd hour 
Considered diagnostic for insulin resistance 
Glucose tolerance may be within normal limits or
impaired

 

 

 

 

PATTERN 3B: INSULIN RESISTANCE 
Normal fasting insulin 0-10 units 
Peak insulin at 3rd hour 
Considered diagnostic for insulin resistance 
Glucose tolerance usually at diabetic levels

 

 



 

PATTE
RN 4:
INSULI
N
RESIST
ANCE 
Fastin
g

insulin >10 
Diagnostic for insulin resistance 
Glucose tolerance usually at diabetic levels

 

 

 

PATTERN 5: INSULINOPENIC 
When glucose levels are elevated, this is
considered a Type I DM pattern 
All tested values for insulin <30 
Insulin insu�ciency probably due to damaged or
exhausted islet cells 
Glucose tolerance usually at diabetic levels 
May signal the need for exogenous insulin 

When seen with normal glucose values, may indicate a low-carbohydrate diet 
Source: Dr. Joseph Kraft, Diabetes Epidemic and You

 



LOW-CARB, HIGH-FAT DIETS 
Let’s start with de�nitions: 
• Moderate-carb diet (MCD): 130-225g carbs daily and between 26-45% of calories (in 1979
before obesity struck, Americans ate 43% of caleries as carbs). 
• Low-carb diet (LCD): 50-130g carbs daily and between 10-26% of calories. 
• Low-carb ketogenic diet (LCKD): less than 50g carbs and 10% calories daily.

Since dietary protein requirements remain constant, additional protein does not �ll in for the
loss of carbohydrate calories; additional fat does. As it turns out, fat does not promote insulin
as carbohydrates and, to a less extent, proteins do.

Some experts say that you can cure noninsulin-dependent type 2 diabetes with a nutrient-
dense, low-carb and high-fat diet. I don’t know whether this is the case for humans, but there
is recent news about promoting insulin producing new beta cells in mice via fasting. Still,
whether being on a low-carb, high-fat diet can revive human beta cells or not, I believe it is the
best way to put type 2 diabetes into remission.  Once blood sugar normalizes you can
challenge yourself or experiment with di�erent foods and use your glucometer to measure
your response. By the way, it’s important to know that a low-carb, high-fat meal does not
exclude protein. It includes moderate protein intake in the form of foods like meat, �sh,
shell�sh, eggs and poultry, with all the fats nature gave them.

Typically, weight normalizes with a low-carb, high-fat diet, as do hemoglobin A1c and glucose.
HDL-cholesterol (“good cholesterol”) increases reliably and triglycerides decrease.
Triglycerides are driven by alcohol, carbohydrates and fat loss. By and large, if your
triglyceride number is seventy or less, your good LDL-cholesterol—the large, �u�y, friendly
kind—rises to a safe level. High triglycerides, on the other hand, raise your risk of having the
bad kind of LDL which is small and dense, the kind driven by re�ned carbohydrates. One

exception is people who are losing weight on a low-carbohydrate diet. They may temporarily
have high triglycerides and the good kind of LDLs as fat stores are consumed by the body for
energy.

6



One person who is a �rst-hand expert on the e�ectiveness of this type of diet is Dr. Richard K.
Bernstein, who was an engineer right around the time the glucometer was invented.
Bernstein had type 1 diabetes and worried about his poor health. He started eating certain
foods and tested himself with a glucometer, taking copious notes and measurements with
everything he ate. In the end, he believed he had �gured out what to do. He wrote a book
based on his successful personal experiments but couldn’t �nd a publisher because he had
no medical degree. So he went to medical school and after he earned his medical degree, his
highly regarded book—Diabetes Solution—was published.

Type 2 diabetics can experiment with a range of carbohydrate intakes, but it is essential to
ensure that all carbohydrates are properly prepared prior to eating them. This means
soaking, souring (fermenting) or sprouting. All of these techniques decrease carbohydrates.
Have you ever sprouted a bean, watched it split and seen the little ears on either side turn
green? This is a sign that you are turning on enzymes that are using up some of the
carbohydrates, in addition to getting rid of antinutrients. While you may not see green in a
sprouted nut or grain, carbohydrates are still being consumed to some degree.

Some studies show that bread that is soured or made of sprouted grains does not provoke
blood sugar spikes to the same extent that white bread does.7,8 However, some type 2
diabetics experience spikes even from sprouted grain bread. Believe it or not, whole wheat
bread is the very worst culprit and causes worse blood sugar spikes than white bread.

There are special considerations for persons who are prediabetic or diabetic but have no
gallbladder. Nonetheless, a lot of my patients who don’t have a gallbladder do �ne with
butter. Certain fats are easier than others. Most people are �ne with coconut oil because it
doesn’t need bile for digestion. There are supplements you can take to help your digestion
and things you can do to help your liver to compensate, such as always eating at �xed times.
Ox bile extract can help with absorption of dietary fats.

Of course, a low-carb, high-fat diet can be a tough sell in a world where Big Sugar spends
millions to persuade countries around the globe that sugar is safe and even healthy.  In South
Africa, Professor Tim Noakes (author of The Real Meal Revolution and Raising Superheroes)
was called before the Health Professions Council for daring to advocate the removal of sugar
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from children’s diets while emphasizing the importance of fat for brain development.
Likewise, Australian physican Gary Fettke was silenced by the Australian Health Practitioners
Regulatory Authority for his promotion of lowcarb, high-fat diets for some patients and his
willingness to condemn sugar and junk food.

ELEMENTS OF TREATMENT 
When adopting a low-carb, high-fat diet, it is vital that nutrient density be a top priority.
People with diabetes especially need trace minerals, bone broth and high nutrient-dense
foods like liver. I hated liver growing up, and was anemic by age 12. My personal “gateway
drug” to loving veal liver was chicken liver pȃté. Another good goal is to have properly
prepared bone broth daily—with unre�ned salt. No one should eat a low-sodium diet, as was
recently con�rmed in The Lancet.  It is also important to avoid industrial vegetable oils. Soy
oil, for example, is found to promote metabolic syndrome and diabetes in mice.

An initial dietary treatment strategy for type 2 diabetes is to decrease re�ned fermentable
carbohydrates to no more than �fty grams a day until glucose is stable. Fermentable
carbohydrates are short-chain sugars that are easily fermented in the digestive system, and
re�ned carbohydrates include foods such as bread, dry breakfast cereals and pasta. Your
glucose monitor can tell you whether you are headed in the right direction. Be sure to reduce
your carbohydrate levels gradually. You do not want to go into withdrawal and get headaches,
dizziness and mental fog, which is sometimes called the “low-carb �u.” Change one meal at a
time. For example, you can start with a low-carbohydrate breakfast and after a week, tackle
lunch and then dinner. Monitor yourself for behavior and mood changes. In addition to diet it
is helpful to exercise, as it promotes insulin sensitivity.

Avoid hypoglycemia at all costs. Studies show that the more hypoglycemic episodes diabetics
have, the more likely they are to develop dementia.  I think that’s why doctors are happy to
keep glucose levels as high as one hundred and forty in elderly patients. However, if glucose

can be safely brought below that level, that’s great. People with diabetes should be careful
with alcohol because it can make them hypoglycemic. I did an experiment with just four
ounces of wine when I had high blood sugar and it dropped my blood sugar rapidly.
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Seek medical advice before starting any diet. For people taking medication, medical
monitoring is necessary. For example, a lowcarb diet can lower blood pressure.  This is the
case, even when eating enough salt. Ideally you want to get o� all medications if possible, but
it has to be a gradual, medically supervised process. All drugs have side e�ects, and some of
them impair one’s quality of life. E�orts to reduce or eliminate the need for medications are
worthwhile.

TAKE-HOME MESSAGE 
If you suspect that you have a metabolic problem, ask your doctor for a four hour oral glucose
tolerance test with insulin. Make sure insulin and glucose levels are drawn before the test and
at every hour afterwards. To stabilize your glucose levels, gradually reduce the intake of
re�ned carbohydrates (starches and sugars). Remember that none of this is an exact science.
We don’t have all the answers, nor do we have the answer for every person. A glucometer can
guide you as to what to eat. It’s as though we who practice medicine just woke up to the fact
that diet matters. We have a lot to learn. Thankfully, more and more people are starting to
take control of their health. It is important to be an advocate for yourself and teach your
doctor. Many doctors are open to being taught. I’ve learned a lot from my patients, for which I
am grateful.

SIDEBARS

TYPE 1 AND TYPE 2 DIABETES 
Type 1 and type 2 diabetes are somewhat di�erent in their causes and treatments, but both
involve impairments related to insulin.

TYPE 1: Type 1 diabetes (also called insulin-dependent diabetes) is an autoimmune condition
thought to be set o� by environmental or viral triggers. The body attacks the insulin-
producing beta cells in the pancreas, causing the pancreas to lose its ability to produce any

insulin at all. Type 1 diabetics require insulin therapy but also bene�t from attention to diet
and exercise.

TYPE 2: Type 2 diabetes can be viewed as a problem of “energy overload,” in which we
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consistently supply calories “in excess of our body’s capacity to burn them.”  Over time,
people with type 2 diabetes begin experiencing abnormally high blood sugar levels due to
some combination of inadequate insulin secretion and insulin resistance  (de�ned as “a state
in which a given concentration of insulin produces a less-than-expected biological e�ect”).
According to Dr. Tom Cowan, foods high in re�ned-carbohydrates that also include trans fats
represent a “double whammy” in terms of their propensity to engender insulin resistance
over time. With care, individuals with type 2 diabetes can manage their diabetes solely with
diet and exercise.

DIABETES AND AGING 
Prediabetes and diabetes a�ect about 75 percent of all seniors. Although there are many
signs and symptoms to 
look for, diabetes is mostly silent in the early stages, and that’s why many people don’t get
diagnosed—they don’t know they have it. If you’re in a room full of seniors, it’s unlikely that 75
percent will raise their hands to say they have diabetes.

Due to some of the biological aspects of aging, it can be challenging for seniors with type 2
diabetes to eat well. 
Older people’s nutritional requirements are higher, yet their calorie requirements are lower.
The elderly also are more sedentary, and many have problems with digestion. What this
means is that the elderly may not be able to assimilate nutrients as well as they could when
they were younger.

Many other aspects of the aging process can a�ect older individuals’ dietary habits and
digestion. Consider 
dental health, for example. Many seniors may have worn or missing teeth or gum disease,
a�ecting their ability to eat certain foods. Unfortunately, seniors with dental problems often
favor easy-to-chew soft white carbs such as breads and pastas or canned goods. These
processed foods are the low-hanging fruit that they �nd easiest to access, whereas obtaining
good-quality fresh foods can require more e�ort.

With the altered sense of taste that can accompany aging, foods also may not taste the way
they used to. Sometimes the sense of smell goes as well, particularly where dementia is
present. As a result, seniors may not get the full experience from a bite of food. Eating
something that is digestible and supporting the digestive process can make all the di�erence
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in the world.

People often do not realize that heavy sugar consumption and high glucose levels sti�en the
arteries and the skin and can contribute to decreased stomach elasticity. Atrophic gastritis
(chronic in�ammation of the stomach mucosa) also is very common in the elderly, a�ecting
almost one-third of adults over sixty. Atrophic gastritis can result from gastroesophageal
re�ux, use of medications that damage the stomach lining or other stomach problems. It is
also important to recognize that liver metabolism changes as we age, making it harder for
seniors to metabolize prescription drugs. Health care providers should be prescribing lower
doses and exhibiting more caution with medications 
for the elderly.

When people have dementia, they may not be able to prepare food for themselves or do the
things they need to 
do to take care of themselves. Some researchers call dementia “type 3 diabetes” because the
e�ects of insulin resistance on the brains of persons with dementia. Diabetes, in fact, is a risk
factor for dementia.19 However, symptoms of dementia can also result from vitamin B
de�ciency. My motto is, “You’re not demented until you’re nourished and demented.” I’ve
seen people go from being completely nonverbal to talking and doing their work within a
matter of months, simply by restoring vitamin B  levels. It is important that every senior with
cognitive symptoms be checked for B  de�ciency. Medline considers normal B  values to be
in the range of two hundred to nine hundred picograms per milliliter (pg/mL), but I like to aim
for �ve hundred and �fty or higher, and some experienced practitioners recommend nine
hundred or higher. At one time, I hovered in the three hundred range and couldn’t remember
where I had parked my car. I started consuming a Wise Traditions diet, including bone broth
and gelatin, and now my numbers are over nine hundred without supplements.

Because most older Americans do not eat a traditional foods diet, it is not surprising that
many have problems 
with ambulation resulting from osteoarthritis, arthritis or weak bones or joints. Sometimes

people lose their cartilage. In these cases, bone broth is an essential rebuilding tool and also
can reduce joint in�ammation.

At least 15 percent of adults over age sixty su�er from mental illness, and many times, it is

12

12

12 12



p g y , y ,
not their �rst episode. The lifetime incidence of mental illness is around 47 percent. That’s
huge. Depression is very common in the elderly, and I would argue that a lot of it is diet-
driven. Older people who perceive themselves as having mild dementia may, in fact, be
depressed rather than having something wrong with their overall brain capability. Depression
can also be linked to pseudo-dementia with loss of self-con�dence.

Nearly a third of the elderly who live independently live alone. Some of them do not function
well, and many 
also have limited incomes. Malnourishment is common. I’ve heard of things as bad as pouring
ketchup in water to make tomato soup. The mainstream dietary advice dispensed to these
individuals is frequently counterproductive. For example, people are told not to eat liver
because it has toxins and “is bad for you.” People with diabetes or prediabetes may be
carbohydrate-sensitive, but they are not sensitive to good fats such as butter and lard, unless
they’ve lost their gallbladder or have severe gallbladder disease. Unfortunately, many elderly
people are educated by their doctors to fear fats, when good fats with their proteins, and fat-
soluble vitamins are what they desperately need.

DIABETES: A DISEASE OF EXCESS OR DEFICIENCY? 
While most of the medical community treats type II diabetes as something to be prevented
through exercise and 
healthy food, the rapid growth rate of the disease in developing countries calls for a more
thorough approach. Ankita Rao reports that while visiting a rural hospital in Chhattisgarh, one
of the poorest and hungriest states in India, she noted that the patients waiting in the
corridors were thin and bony, with dangerously low blood counts and anemia. Yet the
patients received treatment for diabetes and heart disease.

The public perception of type II diabetes is that it’s a disease of excess—the result of too
much sugar in our diets 
and a sedentary lifestyle. But this may be only part of the picture. Diabetes can burden people
without enough food and nutrients, just as it does those who eat too much. In India, where

people’s average weight and body mass index (BMI) is far lower than in the US, sixty-two
million adults have diabetes, the largest diabetic population in the world. Rao observed
pregnant women stand on weighing scales as the doctors went on village visits—many were
just seventy-�ve pounds while seven months pregnant. Even so, experts have been attributing
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the uptick in diabetes to the sudden economic growth in the country—and the lifestyle and
diet changes that followed. More junk food on the shelves, more access to carbohydrates and
sugar, they thought, might be the culprit. But that couldn’t account for the largely poor
population in rural areas.

Dr. Yajnik, a researcher and physician at Pune’s KEM Hospital Research Center, has been
focused on this mystery for decades. He and his team conducted a longitudinal study in
villages outside of Pune, where families still rely on farming as their main livelihood. His team
tracked pregnant mothers and how their nutrition a�ected their children—mothers who
would spend their days plowing the land or weeding until just days before their delivery. He
found that the lack of one particular vitamin—B —led to babies growing up with more
visceral fat, despite their low weight in both their childhood and adult life. This then
correlated to insulin resistance, the body’s inability to break down sugar properly, and a
precursor to diabetes. 
SOURCE: motherboard.vice.com/en_us/article/how-a-bmi-fallacy-convinced-the-world-that-
diabetes-is-a-disease-of-excess (http://motherboard.vice.com/en_us/article/how-a-bmi-fallacy-
convinced-the-world-that-diabetes-is-a-disease-of-excess)
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DIABETES: A DISEASE OF EXCESS OR DEFICIENCY? 
While most of the medical community treats type II diabetes as something to be prevented
through exercise and 
healthy food, the rapid growth rate of the disease in developing countries calls for a more
thorough approach. Ankita Rao reports that while visiting a rural hospital in Chhattisgarh, one
of the poorest and hungriest states in India, she noted that the patients waiting in the
corridors were thin and bony, with dangerously low blood counts and anemia. Yet the
patients received treatment for diabetes and heart disease.

The public perception of type II diabetes is that it’s a disease of excess—the result of too
much sugar in our diets 
and a sedentary lifestyle. But this may be only part of the picture. Diabetes can burden people
without enough food and nutrients, just as it does those who eat too much. In India, where
people’s average weight and body mass index (BMI) is far lower than in the US, sixty-two
million adults have diabetes, the largest diabetic population in the world. Rao observed
pregnant women stand on weighing scales as the doctors went on village visits—many were
just seventy-�ve pounds while seven months pregnant. Even so, experts have been attributing
the uptick in diabetes to the sudden economic growth in the country—and the lifestyle and
diet changes that followed. More junk food on the shelves, more access to carbohydrates and
sugar, they thought, might be the culprit. But that couldn’t account for the largely poor
population in rural areas.

Dr. Yajnik, a researcher and physician at Pune’s KEM Hospital Research Center, has been
focused on this mystery for decades. He and his team conducted a longitudinal study in
villages outside of Pune, where families still rely on farming as their main livelihood. His team
tracked pregnant mothers and how their nutrition a�ected their children—mothers who
would spend their days plowing the land or weeding until just days before their delivery. He
found that the lack of one particular vitamin—B12—led to babies growing up with more
visceral fat, despite their low weight in both their childhood and adult life. This then
correlated to insulin resistance, the body’s inability to break down sugar properly, and a

precursor to diabetes. 
SOURCE: motherboard.vice.com/en_us/article/how-a-bmi-fallacy-convinced-the-world-that-
diabetes-is-a-disease-of-excess (http://motherboard.vice.com/en_us/article/how-a-bmi-fallacy-
convinced-the-world-that-diabetes-is-a-disease-of-excess)
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