Dr. Yaffa: 
Dr. Campbell, great to have you speak with us.

Dr. Campbell:
Thank you.  It's a pleasure to be here.

Dr. Yaffa:
Could you tell us what is happening in a woman's body when she's reaching menopause?  What are her hormones doing so she can understand what's happening to her?

Dr. Campbell:
Menopause, by definition, simply means cessation of menstruation.  And it's a diagnosis that we can't make at any given time.  It has to be a retrospective diagnosis, because there's no way that I could know that a woman is finally in menopause until she's been twelve months without a period.  If she goes ten and a half months and has a menstrual period, she is not yet menopausal.  She is in her peri-menopause, "peri" meaning around the menopause.  So this is a time in our life when our signaling mechanisms become faulty.  We used most of our really healthy good strong eggs in our teens and our twenties, and the eggs that we ovulate with become hormonally desensitized, or what I tell my patients is, deaf.  They become a little deaf.  So the signaling mechanisms have to increase.  So we get a lot more hormone surges during our peri-menopausal time, causing lack of orchestration, and therefore irregular menstrual periods, hot flashes and night sweats, mood swings and irritability, vaginal dryness.  Women commonly know those symptoms, but they often are unaware of the secondary symptoms which can be equally bothersome and are clearly triggered by hormones.  And those include things like migraine headaches, and snoring, joint pain, palpitations, insomnia, water retention.  Many women can be cured of those symptoms simply by balancing their hormones again back to a more pre-peri-menopausal state.

Dr. Yaffa:
Is there a classic hormone profile that these women have, or is it a variety of different hormone profiles? 

Dr. Campbell:
There is absolutely no classic hormone profile, in my opinion.  Many experts in the field have tried to narrow it down and come up with four, five or six different types of menopause, but I think it's a rare woman who completely fits into one category.  And that's why it's so important that we not only individualize diagnosis for the woman to let her know where she is in her transition time, but also that we can individualize the therapy; because what one woman complains of bitterly, may not bother another woman very much.

Dr. Yaffa:
What would be one of the more common hormone profiles that you would see in regard to estrogen and progesterone?

Dr. Campbell:
 The first thing that we probably see, I would say, is a pattern that we call estrogen dominance.  During a woman's forties, she makes more estrogen in her life than she ever did previous to that time.  And so estrogen is a growth hormone, and estrogen triggers growth of our tissue, which for many women is manifested in the form of weight gain, weight gain in the hips and the thighs, weight gain across the middle, and even in the breasts.  Many women will complain that their bras are getting too small for them.  Estrogen dominance also is associated with the symptom of irritability and depression, hot flashes.  Estrogen drops.  There's a rapid change from high levels to low levels periodically, and the shift from one to the other can be just as problematic as the absolute levels during the time.  And we see progesterone deficiency symptoms which often happen at the same time, because the lack of orchestration of symptoms results in no ovulation.  And with no ovulation, we lack this hormone called progesterone.  Lack of progesterone results in palpitations and hot flashes and vaginal dryness and migraine headaches.

Dr. Yaffa:
So it sounds like progesterone is a friend of ours, and as we get older, as ladies get older, they have less ovulation or less strong ovulation, so they're not balancing that excess estrogen?

Dr. Campbell:
That's absolutely true.  And it's probably the most common thread of hormone deficiency symptoms and lab levels that I see in the peri-menopausal patients.  Most of us, after age thirty-five, could use a little boost with progesterone.  It eases our transition from cycling and fertile into that menopausal stage.

Dr. Yaffa:
But there are some people that have elevated estrogen for other reasons than just their ovaries are making it.  Isn't that correct?

Dr. Campbell:
Yes, that is correct.  We do see women with too much estrogen from time to time.  These women are either making it or they're taking it.  Making it is a problem that we have because, not only the ovaries are making excess estrogen at the time of our peri-menopause, but fat cells have the mechanism to turn cholesterol molecules into estrogen as well.  So the heavier we are, the more likely we are to make additional estrogen.  And as I told you earlier, estrogen's a growth hormone, so this is a time in our life when we may be predisposed to the development of certain forms of cancer.  And the more estrogen we have circulating through our system, the more we have a fertilizer to cause those cancers to be more aggressive and more likely to grow.  And it's obvious when we think about breast and uterine cancer, but possibly less obvious when we think about things like colon cancer, which is equally a risk associated with obesity.  And part of the reason is that high level of circulating estrogen in a heavy peri-menopausal woman.  Besides making it in our body, we take it.  We take it on purpose, sometimes, because our doctors give it to us in the form of birth control pills or in the form of hormone replacement therapy.  But we can also take it inadvertently in places where we didn't suspect that it was at all.  Obvious places where hormones would be would be in meat, chicken, beef, pork.  Less obvious places that hormones would be, dairy products, milk, cheese, and maybe even in eggs if the chickens were given hormones to help increase their egg yield.  So we can get it in protein sources, but there's also some chemicals out there. Unfortunately, our world is becoming more and more industrialized, and as we do so, we leech into our environment all these chemicals that we thought were helping us to grow and prosper that are used as pesticides and herbicides and insecticides; molecules that are used to make plastics, to make the plastic softer; and all of these molecules have estrogen-like activity which result in a binding with our own native estrogen receptors and a signaling mechanism that behaves as if it were estrogen.  In medicine, we call these the xeno-estrogens.  And if a woman is suffering from peri-menopausal symptoms, then one of the things that she can do to intervene, is to try to get all these fake estrogens out of her life.

Dr. Yaffa:
That's a good suggestion.  So she would want to eat organically and she'd want to drink pure water.  But let's say she has a lot of estrogen in her body, she's overweight already, and she's at risk because there's family history of breast cancer or one of those types of cancers.  What do you do, in your practice, to help a woman lower her estrogen level?

Dr. Campbell:
First, we've got to take it out of her alimentary system, that is what she digests.  We don't want her to be consuming any extra estrogen.  I want her to be exercising because it is important on several levels.  And I understand that at this time of our life, for many women exercise is the last thing that they feel like doing, because they're overweight, they have insomnia, they're not sleeping well.  Any extra pocket of time in their day they want to be napping not exercising.  And I recognize that and I understand that, but if we can start with a simple intervention of a five or ten minute walk in the daytime, that's a very good step in the right direction.  We want to make sure she's eliminating well.  A woman who suffers from constipation cannot eliminate toxins from her body very well through the stool, so it's important that she have regular bowel movements.  And we work hard to ensure that she do that by increasing fiber in her diet.  And if she doesn't like high fiber foods, then we'll simply add a fiber supplement.  And there are many to choose from, being careful about the choice, because many of us have sensitivities to certain kinds of fiber, especially wheat and gluten.  So adding those types of fibers for some women, actually makes the problem worse, bloating and indigestion and tummy-aches.  So we want to be careful about our choice of fiber, but adding fiber to the diet helps.  Ideally, we should be pooping at least once every day, and probably two times every day.  That's what we did through most of our prehistoric history, and the woman who's pooping once or twice a week is certainly not going to have a good chance at eliminating her excess estrogens very well.  But diet interventions that we can make to try to promote the healthy metabolism of estrogen, it is not estrogen per se that is as dangerous as we might be led to believe.  It's the estrogen metabolized, the break down products of estrogen as our body is trying to get rid of it that really cause havoc with our DNA.  And those metabolites are genetically determined to a certain extent, but can be modified by the way that we eat.  And we call these estrone byproducts the good, the bad and the ugly estrogen.  And without getting too biochemical, a diet very high in broccoli and brussel sprouts and cabbage, cauliflower and other cruciferous vegetables can really shift our estrogen down a pathway that makes it less carcinogenic, that makes it less dangerous to a woman whose body might be at risk.  So eating broccoli is a good thing. Unfortunately, broccoli has a side effect of making the thyroid puffy in some women.  We call this goitergenic, and so for many women who cannot eat enough broccoli to get enough the true benefit, and we use some tricks and supplementation to make that happen with products call DIM, or I3C .  These are derivatives of broccoli, higher concentrated extracts that may be a little gentler to our thyroids yet still promote the excretion of estrogen in a healthy way, so.  Diet, exercise, elimination and supplementation are ways that we can lower our estrogen.

Dr. Yaffa:
Thanks for all of those wonderful tips.  In my practice, I am particular to use guar gum as a powder that helps to bind the excess estrogen or any excess hormone in the digestive tract, and I find that that is a great fiber to use when a person is trying to eliminate those excess hormones.

Dr. Campbell:
Yes.  The fiber that I use contains a variety of different things.  We sometimes use innulen, guar gum and other non-wheat fibers.  And you're right, they have excellent results.

Dr. Yaffa:
What did we find out so far?  We found out that peri-menopause is a time where the hormones are starting to go up and down and there's not a lot of rules about how that's happening.  We learned that the body, a woman's body, is making more estrogen than she ever was before, and not only is she making it, but she's getting it in from her environment and maybe even eating it.  We learned that she needs to lower her estrogen and balance her hormones, possibly with progesterone, since progesterone is not as strong or as frequent as it used to be in her earlier years.  So that explains a lot of what's going on with peri-menopause.  Do any of the other hormones come into play also?  The male hormones or the adrenal hormones or the thyroid hormones?

Dr. Campbell:
Absolutely.  Every hormone comes into play during the peri-menopause.  And even though we spend a great deal of time talking about the estrogen dominant/ progesterone deficient pattern, that's certainly not the only pattern.  And I do see women occasionally, even heavy women, who have low estrogen.  It's a weird thing, but we do recognize it, and it's treated differently than the women who have high estrogen.  We also see women have symptoms from low testosterone.  That's a hormone that's made by our adrenal glands as well as by our ovaries, and as we go through the menopausal transition time, and our ovaries stop making as much hormones, they often stop making testosterone.  And low testosterone leads to many symptoms of mood changes, depression, brain fog, we call this cognitive impairment in medical terms.  But women tell me they just don’t think right.  Their memories are not what they used to be.  They're fumbling for words and they lose their keys and they' go to drive their kid to school and forget where the exit is on the highway.  And you know, very frightening symptoms to women.  They feel that they're only forty-five years old and yet they're beginning the stages of Alzheimer's disease, and that's a horribly frightening proposition.  So we look for testosterone deficiency as one cause of symptoms.  Thyroid insufficiency can result in hot flashes and night sweats.  It can result in weight gain.  Thyroid excess can cause palpitations, just like low progesterone can.  And cortisol issues, those two little glands that sit on top of our kidneys called adrenals, and they're responsible for making adrenaline and cortisol to help us fight a predator that might be approaching.  Unfortunately, in today's modern society it seems like too many e-mails on the plate and too many soccer games feel like predators and we've developed a powerful hormonal response to those challenges.  Over time, if these challenges become excessive, then our body's ability to fight them diminishes as we require excess demands from our adrenal glands and less and less and less cortisol is made over time to meet those demands.  High cortisol can cause weight gain.  Low cortisol can prevent us from being able to lose the weight that we gain during the high cortisol time.  So it's a complicated spider web, and requires someone fairly skilled at measuring, evaluating and treating these issues, because there can be tremendous success on the other side.

Dr. Yaffa:
We're going to speak a whole hour about the thyroid, but I think it's so fascinating that around this time in a woman's life, that so many of them have thyroid issues.  If we compare it to men, it's black and white.  Most of the people in my practice that have thyroid issues are women and they're around peri-menopause time.

Dr. Campbell:
Yes.  That happens in my practice as well.  I think that part of the issue was nutritional.  During our reproductive years we required a lot of nutrition to grow healthy babies, and we used up a lot of our reserves of the zinc and selenium and iodine and magnesium as we were growing our babies, and as we approach menopause many of us approach it without adequate reserves.  So there's a powerful nutritional component to managing the thyroid.  Sometimes there are auto-antibodies that are made.  These are antibodies that attack the thyroid gland as if it were a foreign invader. Our bodies become a complex spider web of interactions; and when things happen in the right order for our metabolism the thyroid begins to not function well, adrenals begin to not function well, ovaries begin to not function well, and the bottom drops out of our system.  So correcting all three or four organ systems can be a solution, not simple, but when well tuned up, can make all the difference for the patient.

Dr. Yaffa:
So I wonder if somebody listening wants to try to avoid thyroid problems, and they don't have any significant symptoms, they ought to take certain vitamins or minerals that would help their thyroid function.  Would you suggest that?

Dr. Campbell:
Probably, yes.  Almost every health food store will have a thyroid support system.  And if they look at the ingredients on the label, they'll find it has a bit of zinc and selenium and magnesium and iodine.

Dr. Yaffa:
So it seems that women are more vulnerable to this, maybe because of the woman's hormone, estrogen.  Estrogen goes up so high during these years, I suppose that estrogen could suppress the thyroid.

Dr. Campbell:
There seems to be some factual evidence that supports that.  The higher the estrogen level goes, the less sensitive the thyroid gland becomes to its own signal, and therefore makes a bit less thyroid hormone.  Modulating the woman's estrogen in the ways that we previously suggested can be one mechanism of helping her to make more thyroid hormone.

Dr. Yaffa:
When people go for a thyroid treatment to the endocrinologist, they just get their thyroid pill, but their other hormones aren't addressed.  And what we're, I think, bringing out now, is that it's more complicated than just taking a thyroid pill.  We really should look for the underlying cause.

Dr. Campbell:
Absolutely.  And another thing I think that's interesting is, in my practice, it seems like I've seen a bit less of thyroid problems happening after the Women's Health Initiative was published.  This was a big landmark study that showed that women who took premarin or prempro had a much higher complication rate of blood clots, heart attacks and cancers than women who didn't take hormones.  It caused a worldwide shift in the prescribing patterns of many physicians, and they stopped prescribing premarin to the same degree that they were.  And basically, women who didn't need estrogen weren't getting prescribed extra estrogen, and therefore, I think I have seen fewer thyroid problems as a result of the restricted use of premarin.

Dr. Yaffa:
If we're going back to our peri-menopause lady, she's deemed to be menopause after a year goes by and she hasn't had her period?

Dr. Campbell:
That is correct.

Dr. Yaffa:
Okay.  Now, that doesn't mean that her hot flashes have gotten better, or does it mean her hot flashes are all finished?

Dr. Campbell:
It's only a measurement of her menstrual period.  I see women who hot flash for a decade before and a decade after their menstrual period stops.

Dr. Yaffa:
I actually have an eighty year old lady who still has hot flashes and night sweats and is very bothered by it.  Let me tell you a little analogy that I tell my patients, and tell me if you agree with it.  Some women have hot flashes for a short period of time, and then they breathe a sigh of relief when it's gone.  And they feel all done, finished, I have nothing to worry about with my hormones.  There are no implications for the future, for breast health or for mental health, for bone health.  There's nothing to think about because my hot flashes are gone.  And I tell them that's not actually the case.  I mean if you think of a little baby who's crying because the baby's hungry, but nobody hears the baby cry, and then the baby falls asleep, it doesn't mean just because the baby's not making noise that the baby's stomach is full.  It just means that the alarm system went off.  So just because the hot flashes finished, doesn't mean that they have enough proper balanced hormones in their body for breast health, or mental health, or bone health.  Do you see it that way also?

Dr. Campbell:
I think that's an excellent analogy.  I've never used it, and I think it's interesting that we're both on the same path.  What I tell women when they come to ask me about hormones is that in my experience women take hormones for three reasons primarily.  The number one reason why they see me for hormone replacement, hormone restoration therapy, is the reason of symptoms.  Hot flashes, and night sweats, and mood swings and irritability and migraines, and snoring and palpitations etcetera.  That's the majority of women.  But I have a second group of women who see me for the second reason, and that second reason is long term prevention.  They're interested in wellness.  What can I do to make certain that my years after the menopausal transition are just as vibrant and just as healthy as the years I had before?  And if there's something I can do in my hormone balancing to ensure that happens, I want that as a wellness strategy.  And the third reason that women see me is the anti-aging reason, the women who say, well I feel well, I don't have symptoms, I don't have a heavy family history, but I want to look and feel as young as I possibly can for as long as I possibly can, and I heard the secret to that might be hormones.  That's a very small percentage of my practice, but in California and other places, that's the entire reason why some physicians are in business, is the anti-aging hormone balancing, so.

Dr. Yaffa:
I'm a little bit leery of using the word anti-aging, because the implication is that the doses of hormones are enough to put a person back into being the same hormone levels as they were at age twenty.  But I like to tell the people that we need proper hormone balance so that we are at the proper amount for our current age.  Because if we are, we will look good and we will feel good and function well.

Dr. Campbell:
Yes.  This is where the art of medicine comes into play, and there are physicians out there who do push women's hormones into their levels that they were in their twenties and thirties.  I tend to not be that aggressive with hormones.  I think we're in a bit of unknown territory there.  I like the fact that our laboratory uses age appropriate levels, and I try to keep my patients, like you do, in the appropriate level for their age range and not push it up dramatically.  Because hormone balance in your forties feels pretty good.  Hormone balance in your fifties feels pretty good.  Even after we stop menstruating, we can still have balanced hormones. It is absolutely not necessary to continue to have a menstrual period after the menopause, although it can be hormonally forced and many physicians prescribe it that way, I don't like that particular method and I don’t use it.  So I believe that when we talk about anti-aging hormone balance, I start women who come to see me for that reason with a discussion from the beginning of what is their goal?  What do they mean by anti-aging?  Because if their intention is to have the hormones of a twenty year old and continue to menstruate for the rest of their days, that I might not be the best physician for them in that regard.  However, if what they're looking for is complete reduction of peri-menopausal symptoms, that's an achievable goal for most women.  Improvement in their bone density, their breast health, their mental clarity and sleeping patterns, if that's their intention with anti-aging, then I'm on board with them and interested in establishing a relationship.

Dr. Yaffa:
What do you say to a woman who says:  It's natural for me to have less hormones as I get older and it's natural for me to get tired.  It's natural for me to have thin bones.  It's natural, it's natural.  I don't believe in doing anything that's not natural.  So why should I be involved with bio-identical hormones?

Dr. Campbell:
Well, it's an interesting question.  I think that, unfortunately, our world is not natural anymore.  We've polluted and contaminated it to the point where we've shifted the natural balance for most of us to a place where it's not natural anymore.  We no longer do many physical activities that we used to do, from housekeeping to transportation that we used to naturally, with our arms and our legs and our hands and our feet, and the sweat of our brow, and the strength of our back.  So we no longer do those.  Therefore these symptoms have become a problem for most women.  When it comes to replacing hormones, if I do take that woman who said I don't want to do anything that's not natural, and I measure her, and we've not spoken about this to this point, but I think it's a good opportunity to talk about the fact that we can measure hormones.  One of the hallmarks of bio-identical hormone restoration therapy is that we can measure hormones, treat hormones, and then re-measure them and make sure that we got the dosing right, make sure that the patient's symptoms have improved.  This is how conventional doctors have treated thyroid disease for years.  They measure TSH levels, they replace it with T4, also called Synthroid, and then they re-measure it and make sure that they got the doses right. That one piece of hormone restoration may not be adequate for many women, but it is a good start.  In a similar vein, we can take a woman's estrogen, progesterone, testosterone, cortisol, and thyroid numbers and measure them all appropriately, get adequate baseline numbers, and determine what therapy this patient needs based on her individual pattern of test results.  And if she needs a hormone, I'm not going to choose from my available pharmacologically generated pharmaceutical hormone choices, because these hormones have side effects.  They're not natural to the woman's body.  They're created in a laboratory, and they're not human identical.  They don't share the same chemical structure that naturally grown hormones do.  As a result of that, they have many side effects that the natural hormones don't have because our body does not have the biochemical mechanism to degrade them very easily.  And this is, in large part, what causes the side effects of these hormones.  So if a woman needs a hormone because her symptoms tell me so and because her laboratory tests tell me so, then what we replace her with is that human identical, biologically, bio-chemically, structurally identical molecule. In that fashion I can measure it again and make sure that we got the right amount in her system for her age and her symptoms.

Dr. Yaffa:
Sounds like a nice and personalized and clean way of doing it.  I think that it's really the only way to do it since there are so many different profiles of people and different needs.  People don't sleep for different reasons, and if we give them all the same hormone, it not necessarily will help it actually could do something worse.  And there are, of course, lots of people that take chemical hormones and feel worse, gain weight, and are very upset, and then just go from pill to pill or suffering to suffering.

Dr. Campbell:
Absolutely right.  And so many hormonal women will see their conventional doctor with insomnia, and the easiest solution is to give her a prescription sleeping pill.  Well that never got to the root cause of any of her problems, and they didn't ever entertain a discussion of what other symptoms might be present besides insomnia, helping the doctor to clue in to what might be the real cause.  And by balancing the real cause, she doesn't need a sleeping pill.  I have one woman with -- whose primary problem was lack of sleep with low testosterone.  Her estrogen and progesterone levels were nearly normal, but her testosterone was off the chart low.  We replaced her testosterone in her case with a testosterone pellet that was surgically implanted, and this woman slept for the first time in twenty-five years.  She slept through the night.  You can imagine how her life was changed to get eight solid hours of sleep.  She's been so sleep deprived, irritable, depressed, tired, brain fogged, from her insomnia, she didn't know what it was like to feel well.  And three or four good nights in a row of uninterrupted sleep, she said at sixty-two she felt like she was twenty-seven again.

Dr. Yaffa:
And I think it's also an important point to bring out that since we're using these bio-identical hormones, they aren't the hammer-like effect that get into all the receptors and can improve any problem on the stop of a dime.  Actually, I see that when people want to get off of their hormone replacement therapy, there's so much trouble getting off of it because some of the symptoms that are reawakened because those HRT hormones got into the estrogen receptors and the progesterone receptors and the testosterone receptors and kind of numbed everybody up.  So getting off of it is pretty much not a good experience.  But what I wanted to say was that since we're using these bio-identical hormones in a personalized fashion, and they're not as strong as the other stuff, there probably is reason to increase and decrease the doses that we give to people as they have the need. And it's a new concept in their mind that I give them the parameters.  If you get hot flashes, even though they're gone, it doesn't mean they're not going to come back, because stress can eat up your hormones faster, and so you may need to take more hormones.  But if you continue taking those hormones at that dose and now you're not under stress, everything is very calm and peaceful, then, you could build up too many hormones in your body and get some breast tenderness.  Do you find that with your patients also?

Dr. Campbell:
Yes, absolutely.  And I don't think it's as novel as doctors would attribute it, because we've done the same thing with the bio-identical hormone called insulin for years.

Dr. Yaffa:
Oh, that's right.

Dr. Campbell:
When a person is diabetic and they've just newly acquired insulin, we tell them, I'm going to prescribe for you a certain number of units of insulin to take with each meal, but this is just a guideline.  After a couple days of trial and error, measuring your levels, we're going to have to adjust this to your life.  If you have a day you're exercising a great deal, you're going to need less insulin.  If you have a birthday party and will be having a piece of cake, you're going to need a bit more insulin.  And so our insulin patients adjust their bio-identical insulin hormone on a daily basis, on a per-meal basis. And that's not foreign to physicians at all.  Somehow, when it came to hormone balancing with estrogen and progesterone, we forgot that, and we think that it's a novel idea to adjust the hormones to their need. And I would congratulate you as a prescribing physician, because if your patients are that tightly regulated, then you are very close to their perfect dose of hormones, because if simply three bad days of stress in a row requires her to up her dose of hormones, then she was right on the money as to how much she needed for her physiology prior to that instance.

Dr. Yaffa
Well, that was a great example.  Maybe we can shift topics now, but not too far, because as women become peri-menopausal and menopausal they run into the problem of osteoporosis.  And it appears that from the treatment that the conventional doctors are giving, they're not addressing the changes in hormones at all.  They're just giving a flat out, this pill will make your bone density stronger, but I think you have a different idea.

Dr. Campbell:
I do have a different idea.  Bone is a living tissue.  It grows and is replaced by new cells on a regular basis.  As our estrogen levels are shifting, as we become peri-menopausal and menopausal, our bone growth rate changes.  And during the menopause, after that first year after our period stops and our estrogen levels do take a drop, during that year, we have a very accelerated bone loss rate.  And one of the major reasons for that is estrogen.  Estrogen is a hormone that protects those bones from losing cells.  But there's a trick in there that the vast majority of conventional doctors don't know, and that is that progesterone actually builds bone.  Estrogen prevents bone loss, but progesterone builds bone.  So we recognized early on in this conversation that low progesterone is probably the predominant hormone symptom that I see in women.  So it would make sense that we're getting accelerated osteoporosis at that time in our life.  If our progesterone levels are inadequate to meet our body's physiologic needs, our bones are not getting their physiologic dose of progesterone either.

Dr. Yaffa:
How about the male hormones and the adrenal hormones?  How does that fit in here?

Dr. Campbell:
Cortisol -- excess cortisol and excess stress steals calcium out of our bones and results in bone loss.  Low testosterone makes bones thin and accelerates bone loss.  Replacing testosterone actually can increase bond density much greater than the prescription drugs that are currently available.  In most of the research studies you'll see that bone building prescription drugs that have to be taken once a week or once a month will increase bone density by two or three percent.  And we think we've made some real headway if we get three percent bone increase in a year's time.  With testosterone, it's not unusual to see seven, even ten percent bone growth on a bone density scan in a year or two's time, with testosterone.  It's a wonderful bone building drug.  And it's very underutilized in this peri-menopausal stage.  Another hormone that I might talk about too, that's ignored in all this, because it doesn't have a hormone name, it has a vitamin name, and that's Vitamin D.  There's a huge amount of research on the role of Vitamin D in our bones that's been ignored, and frankly, I have no explanation why, among the medical professionals.  Because Vitamin D is so important in building bones.  In my practice, about seventy to eighty percent of women, men and children who are seen in my practice are Vitamin D deficient.  Seventy to eighty percent is a huge number of people.  My practice is located in Atlanta, which is supposed to be the southern sun-belt, but despite that, we have Vitamin D deficiencies.  In one study of Hawaiians, fifty-one percent of them were Vitamin D deficient.  So I would say the answer is yes, across the board, almost everybody deserves an evaluation of Vitamin D.

Dr. Yaffa:
Let's say they come into your office with a Vitamin D that's low.  How do you handle that?

Dr. Campbell:
Depends how low is low.  Many doctors will who are enlightened, have read a little bit of literature and come to draw 25 hydroxy Vitamin D3  this is a blood test that we utilize to measure Vitamin D.  It's a simply lab core request.  Whenever your patient checks his or her cholesterol and blood sugar laboratory, you can also measure Vitamin D.  And if the lab report's normal, and usually uses numbers between 32 and 100, is the range of normal.  Anybody below 32 is considered to be Vitamin D deficient.  However, in the medical literature, there is a lot of evidence now suggesting that a higher level is more physiologic and more beneficial and provides more benefit, especially, believe it or not, in the area of cancer prevention. Approaching Vitamin D levels of 46 to 50 seems to be beneficial.  So in my practice, all of my patients strive to reach a Vitamin D level of 50.  When we see a patient with low Vitamin D, we have several treatment options.  We can replace Vitamin D orally.  We can take a Vitamin D supplement by mouth.  They can take Vitamin D in a topical skin cream.  Some companies make Vitamin D in lotion, not just the Vitamin D, tiny amounts that you might see in an over-the-counter hand lotion, but rather a replacement dose to help build a deficient Vitamin D.  And then the third way is a custom compounded Vitamin D injection.  And this is a method that I've been using a lot in my practice the last several years, because it works so quickly and really can change symptoms of Vitamin D deficiency, which people didn't recognize until the last few years.  Common Vitamin D deficiency symptoms include soft and brittle fingernails, fingernails that never want to grow, have ridges in them and break all the time.  Symptoms of Vitamin D deficiency include proximal muscle weakness and lack of proprioception (that is balance). We see these patients in our office all the time.  The little old lady with the hump on her back who has to rock two or three times to get out of her chair and then push off the arms of the chair to stand up.  If a woman has to push herself from her chair to stand she has hip girdle muscle weakness.  One of the causes of that is Vitamin D deficiency.  In my practice, I've seen women with low Vitamin D get treated who then can stand up from a chair with their arms folded across their chest.  And that's remarkable in helping a woman improve her mobility for some of our senior citizens as a Vitamin D deficiency marker.  Osteoporosis, of course, is almost always associated with low Vitamin D, and many of these women get bone pain.  So I see women with osteomalacia, a form of soft bones that come from Vitamin D deficiency.  This is under-recognized in many places as a cause of all-over bone pain.  Depression and brain fog are also low Vitamin D symptoms.  So I treat any woman below -- or man, below 32 in my office, gets a custom compounded Vitamin D injection.

Dr. Yaffa:
Do you find that it helps them sleep better also?

Dr. Campbell:
Often.  Yes, we do.  I don't know why that is.  I haven't read a research article to support why, but yes, I do find that it helps sleep.

Dr. Yaffa:
What kind of dose would you put in your injections of Vitamin D to start somebody off?

Dr. Campbell:
Well, hold your breath.  Because this seems radical to many physicians, let alone laypeople, but my injection of Vitamin D is typically 400,000 to 600,000 International Units.  In the United States, there is no current recommended daily allowance of Vitamin D.  I'm going to say that again, because it's radical to people.  In the United States, there is no current RDA, recommended daily allowance, for Vitamin D.  Our government has never established what it takes.  We do have an allowable intake, and some other words that they use to suggest how much Vitamin D we need, and a lot of research and round table discussion is going on, on Capitol Hill as we speak to try to establish an RDA for Vitamin D.  It will probably be somewhere around 1,000 International Units, which is woefully inadequate for most people.  In my practice, everybody takes about 2,000 International Units of Vitamin D.  If they are adequately replaced and have levels of 50 to begin with, they maintain that level with about 2,000.  For some people who are deficient, our daily dose is between 5,000 and 10,000 International Units.  I wouldn't recommend most people take 5,000 or above without a physician monitoring.  Although this is a very safe vitamin up to 10,000 International Units per day, and there's no literature reporting any problems with taking up to 10,000 for several months without monitoring, the safest course to take would be 5,000 or less per day.  But most people only take 400.  So they're taking a tenth of the amount of Vitamin D most people require.  And if you're Vitamin D deficient, it takes much more than that to replete you.  So anybody in my practice below 32 gets an injection.  And then in India, this is a common treatment in the nursing-homes, every nursing home patient gets a 600,000 International Unit of Vitamin D once a year and then they don't worry about Vitamin D.  They just inject everybody.

Dr. Yaffa:
What would the actual schedule be?  They would get an injection, and then they would start immediately taking one of the forms --

Dr. Campbell:
5,000, probably, because they were deficient to start with. That's how come they got the shot.

Dr. Yaffa:
How long would they take the 5,000 a day until you check them again?

Dr. Campbell:
One month.  Typically four to six weeks.

Dr. Yaffa:
And then you adjust their dose.

Dr. Campbell:
And then we re-measure their dose and see where they're at.  If their name was Eli Campbell, like mine, and they had a Vitamin D level drawn, despite the fact my initial Vitamin D level when I first got tested was drawn on a Monday -- I'd spent -- it was October, and I'd spent about ten to twelve hours in the sun over the weekend without sunscreen, trying to ensure that I had a good Vitamin D level, because I wanted to trick the test and be sure that I was soundly in the normal range, because I supplement with a lot of vitamins, including, what I thought was a lot of Vitamin D.  I took about 1,000 to 1,200 International Units of Vitamin D on a daily basis then.  Took my Vitamin D level and it was 18.  Well, my family history is riddled with cancer, and I know that having a low Vitamin D of 18 is a cancer risk, so I want to make sure that my Vitamin D level remains above 50.  So I took my injection of 600,000 units.  And just a month later, my level only came up to 23.  I'm in a very small minority of patients that one injection does not fully replete the Vitamin D source, but in my case it did not.  It took a second injection of Vitamin D, 600,000 units, to get my level up to 52.  So, in my instance, I was 1.2 million units of Vitamin D deficient.  And I have to take 5,000 every day to maintain that.  If I ever drop my level below 5,000, my serum level also drops before 40.  So I have to take 5,000 every day, and I do it as wellness strategy.

Dr. Yaffa:
Okay.  That's very interesting.  Thanks.  Are there any side effects of getting too much Vitamin D, and have you ever seen them?

Dr. Campbell:
There are side effects reported in the literature of taking too much Vitamin D, and they include nausea and vomiting, headaches, muscle and joint pain, kidney stones, and depositing calcium in other tissues of the body, including the muscle.  In my practice, I have never seen it.  I have a clinician that I work with closely who taught me about Vitamin D, and he has very sick and elderly patients with many, many medical conditions.  And he has never seen a Vitamin D toxicity case.  We have seen a couple of patients that have over the normal level of 100 by aggressive repletion strategies, but because they very closely monitor it, none of those patients ever experienced any Vitamin D toxicity symptoms.  It's also important to note that when we use Vitamin D replacement, that we use the human identical form of Vitamin D, and that's Vitamin D3, also called Cholecalciferol.  If we do that, our body has easy mechanisms to turn off our Vitamin D synthesis, and manage the excess Vitamin D.  If we use artificial lab-created forms of Vitamin D that are available only by prescription, we're much more predisposed to have those Vitamin D toxicity symptoms, because we don’t have the mechanism in our body to handle that high dose extra slightly different Vitamin D that comes from a pharmaceutical drug.

Dr. Yaffa:
Is there a difference also in the blood test?  Should we be asking for Vitamin D3 level instead of a Vitamin D level?

Dr. Campbell:
Yes, there are two blood tests.  One is called a 25 Hydroxy Vitamin D3 level.  And the other test that's available is a 1,25 Hydroxy Vitamin D level -- also Vitamin D3 level.  The reason why this is important is because the 1-,25 molecule of Vitamin D has a very short half life.  It's in our system for a very short while, and we can be easily fooled into thinking that a person has adequate Vitamin D source by looking at the wrong molecule.  And because they're listed numerically in the lab book, an inexperienced clinician who draws a Vitamin D would be looking through their lab reference book trying to find the test that I've never done before, and I don't know what to look for, opens their lab reference book, scrolls through the Ds and finds the 1,25 Hydroxy Vitamin D3 test listed first, and says,"oh good, I found one.  This must be the test they want."   And they can be fooled by drawing the wrong blood test.  So if we're going to the trouble to order it, we should order the right test, and ask for a 25 Hydroxy Vitamin D3 serum test.

Dr. Yaffa:
Is there anything else with osteoporosis that we should be helping our patients with?  So far we've balanced their hormones, which other doctors don't do, and we can get their bones to be stronger.  We give them the right amount of Vitamin D, or D3, should I say?  Is there anything else that we can alert our patients about having good bones?

Dr. Campbell:
I think there are just two:  exercise and nutrition.  Bone is made up of not just calcium.  It's not simply chalk that our bones are made of, but they're living tissue, and they're made of a protein matrix and minerals, and the minerals are many.  And a lot of research still remains questionable on what a perfect dose is.  But I think most women should probably be taking around 1,000 to 1,200 milligrams of calcium a day.  Now, this is diet supplements.  This doesn't mean they have to be supplementing with 1,200 milligrams of calcium, because if their diet is full of green leafy vegetables and other sources of calcium rich products, then they don't need as much supplemental calcium.  And the high doses that doctors were prescribing of 2,000 or 3,000 milligrams of calcium led to a lot of unnecessary kidney stones probably.  And with way more calcium than we needed, we thought we needed that much because our Vitamin D stores were inadequate. But as long as you have a good amount of Vitamin D, it takes much less calcium to do the job than we used to think.  Another mineral that's important is magnesium.  Another mineral that's important is strontium.  Another mineral that's important is iodine, and another unrecognized important piece of this puzzle is exercise.  It is surprising that most doctors say weight bearing exercise is the most important thing that a woman can do for osteoporosis.  But it turns out that the research that's done in a water pool opines that aqua exercises are probably more beneficial to our bones than step aerobics, for example.  And the reason for that, are several.  Number one, many of these osteoporotic women are very frail.  They're petite, and they're frightened of falling.  And they won't fully exercise because they're afraid to fall.  When we put them in a water pool, they won't fall down.  So they're much more likely to fully participate in an exercise program.  The very act of balancing in a pool where there's waves coming from all sides requires appropriate effective balance.  All these tiny muscles along our spine have to pull from one direction to the other to keep us upright in the water, and the tiny pulling of those muscles does a wonderful job at strengthening our spine.  Another exercise that's overlooked in many cases is the simple idea of putting on a weighted backpack.  A very experienced physical therapist can help us decide how much weight to put in those backpacks.  But by putting a backpack over a woman's humped shoulder, we can pull her shoulders back ever so slightly, train those muscles to pull the shoulders back and upright the posture a bit.  That gives her a huge advantage in balance, makes her much less likely to topple over and fall down, and helps strengthen the muscles and build bone.  So exercise and diet are important in osteoporosis, not just hormones and Vitamin D.

Dr. Yaffa:
Would you suggest that your patients stop taking their chemical osteoporosis medicine and get their hormones balanced, take the right minerals, do the right nutrition and do the right exercise, because you've seen, in your experience, positive results?

Dr. Campbell:
In my practice that's usually what happens, yes.  Also it's important to know that from the disphosphonate class of drugs, which would include Fosomax and Bonita, these drugs do all that they can do in terms of bone building after about five years of  therapy, maybe seven years.  So I take women off these drugs all the time.  By the time they come to see me they've typically been on these drugs for more than five years, and they don't realize that all the benefit is done, that there's nothing else these drugs have to offer, and they deplete their pocketbook fairly rapidly.  So we take them off of the prescription disphosphonate drugs and do the approach you mentioned.  Additionally, the evidence is powerful that the benefits that we gain from those five years on Fosomax, is lost if a woman's Vitamin D level is not remaining above 32 in those subsequent years following the discontinuation.  So, yet this is another reason to keep her Vitamin D levels monitored and adequate.

Dr. Yaffa:
Dr. Campbell, you've told us a real lot of information today that I'm sure has helped lots and lots of people.  I understand why you practice this way.  It gives you and us a lot of fulfillment in being able to help people in exactly what they need at this vulnerable time when their hormones are becoming out of balance and starting to see aging changes in their body.  You have a way of putting it together with scientifically proven medically understandable type of medicine that is helping lots of people.  So I thank you for sharing that information with us.

Dr. Campbell:
Thank you for allowing me to be here.  I think it is important for women and men to know that hormones make symptoms that are treatable with human-identical solutions that are gentle, safe, scientifically proven, and offer them hope for resolution of symptoms.

Dr. Yaffa: 
Okay.  Thank you again.  
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