
Are You at Risk?

In the summer of 2004, former president Bill Clinton underwent quadru-
ple coronary artery bypass surgery after experiencing chest pains and
shortness of breath. In bypass surgery, also called open heart surgery, doc-
tors remove one or more vessels from the chest, arm, leg, or stomach and
attach them to arteries carrying blood to the heart, thus detouring blood
around blockages.

Clinton thought his blockage was probably caused in part by genetics.
His mother’s family has a history of heart disease. But he also admitted
the possibility of self-inflicted damage during “those years when I was too
careless about what I ate.” As president, he was known for his fast-food
habit.

Clinton’s case underscores the importance of listening to your body.
The ex-president hadn’t been feeling well, yet his doctors said all was well
when they first checked him out. But he insisted that something was
wrong and followed his intuition. Further tests showed that Clinton
indeed had acute coronary artery disease (CAD), meaning severe block-
age of the coronary arteries that feed the heart. He could have dropped
dead at any minute. He chose to have bypass surgery.
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Classic Cardiac Symptoms

These symptoms are not 100 percent gender-specific. Women generally
experience more vaguely defined symptoms than men. 

Men

• Midchest pressure

• Shortness of breath

• Dull pain between the shoulder
blades

• Achiness in the jaw

• Pain in the left arm or elbow

• Profuse sweating

Women

• Acute breathlessness

• Sudden, profound fatigue

• Dull, aching chest discomfort
(vague)

• Jaw or neck pain

• Pain in the left arm or elbow

• Abdominal discomfort, nausea,
vomiting

• Dizziness, even blackouts
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The New Cardiology Risk Assessment 

Here’s a short and simple checklist that can determine your risk of a cardio-
vascular event based on the New Cardiology approach. You’ll need to get
blood work and an electron beam tomography (EBT) scan. But the time spent
will be worth your while because you’ll get a good picture of your vulnerabil-
ity. After you receive your test results, check the boxes that apply to you:

� A family history of cardiovascular events (heart attack, stroke) under
the age of fifty.

� You are a male, or a “vitally exhausted” (meaning chronically
fatigued, stressed-out) female 

� An HDL (high-density lipoprotein) cholesterol level lower than 35
mg/dl (men) or 40 mg/dl (women)

� Triglycerides* higher than 150 ml/dl 

� Triglyceride/HDL ratio higher than 4 to 1

� Homocysteine higher than 10 µmol/L

� Lp(a) higher than 30 mg/dl

� CRP (C-reactive protein) higher than 1.5 mg/L 

� Fibrinogen higher than 350 mg/dl

� Fasting insulin above 17 microunits/L

� Resting blood pressure above 140/90

� EBT (scan for calcified plaque) score above 200

Each checkmark means 1 point. Add your points to get your total score. This
informal test is not based on any official or medical association criteria but on
our combined clinical experience. We would interpret your results as follows:

0–1 Minimum risk

2–3 Low risk

*Triglycerides are the chemical form of most fats in the body. Triglycerides in the blood come
from dietary fats or from other calorie sources such as carbohydrates. Dietary calories not used
immediately by tissues for energy are converted to triglycerides and stored in fat cells. Stored
triglycerides are released as needed to meet energy demands. Excess triglycerides are linked
to coronary artery disease in some people.
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because women required less treatment but because they received less
treatment. In the past, women’s pain was often written off by physicians
as anxiety or as having a psychological cause. Frequently, a woman with
chest symptoms or shortness of breath was sent home with a prescription
for Valium or an antidepressant. 

Even today, when a woman sees her doctor for symptom assessment,
she may find herself caught up in a diagnostic dilemma. Because her
symptoms are often less definitive or dramatic than those of men, her
doctor may underestimate them or fail to order follow-up tests.

When a man over forty with arm or chest pain enters the ER, there’s
a good chance he’ll be admitted to the hospital. But CVD symptoms in
women might include discomfort in the chest that mimics indigestion—
that feeling that if you could just burp you would feel more comfortable.
Or it might be pain in the neck that radiates into the jaw or profound
fatigue. Many women will write off their symptoms as the flu and not
even seek medical attention. Cardiologists call these confounding cardiac
signs atypical, meaning they don’t fit the textbook scenario.

Even after many years as cardiologists and being aware of the unusual
symptoms displayed by many women, we still find that CAD in women
can be confusing. New research also suggests that women may more
often experience nonclassic symptoms of a stroke than men. 

Since symptoms can frequently be different and not the textbook
presentation we quickly diagnose and treat in men, we encourage women
to tune in to their intuition when they realize something is wrong. Act
immediately. Avoid denial and don’t rationalize symptoms. Remember
that the leading cause of death and disability in women is heart disease
and stroke. 

I N T R O D U CT I O N 11

4–5 Moderate risk

6 Moderate to severe risk

over 7 Severe risk

You’ll notice we have left off total cholesterol. As we will explain in the
coming pages, there are other factors that we believe are more important. 

Notice that we also left out smoking. That’s because we assume you don’t
smoke. If you do, add 3 points. Smoking is a killer by anybody’s standards. 
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pump wrapped around four
chambers. The chambers are
connected by a series of one-
way valves that let blood flow 
in one side and out the other.
Oxygen-poor “used” blood
returning to the heart collects in
the right atrium chamber and is
funneled into the right ventricle,
which pumps it into the lungs to
pick up oxygen. Oxygenated
blood returns to the left atrium,
passes through the mitral valve

into the left ventricle, and is pumped out with great force (in a healthy
heart) into the main artery of the body, the aorta. From the aorta, other
arteries branch off to feed the body, including the two coronary arteries
that supply the heart muscle.

Blood moves through your body’s sixty thousand miles of blood ves-
sels known as the circulatory system. Think of this system as the branches
of a tree with many offshoots or a river with many tributaries. Large
arteries branch off into smaller arterioles. These, in turn, branch off into
the smallest vessels, called capillaries, which feed the cells of the body,
then carry wastes and deoxygenated blood back out into venules (small
veins), then into larger veins, and finally back to the right atrium.

This elaborate system needs to be clear to accommodate the forceful
contractions of the heart and permit strong blood flow. The walls of the
blood vessels have to be smooth and free of obstruction. We will concen-
trate on the arteries, since CVD primarily affects arteries rather than
veins.

As Goes the Endothelium, So Go You

Artery walls are not hard and firm. Instead, they are composed of smooth
muscle that contracts and expands in metronomic response to the rhythm
of the heart, accommodating the pulsatile flow of blood. They are a liv-
ing, breathing, dynamic organ, not a static system of tubes and pipes.

We are most concerned with the innermost layer of the wall known as
the endothelium. The blood meets the vessel walls at the endothelium.
Though only one cell thick, this permeable lining carries out critical
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molecular exchanges between
the blood-borne contents
floating through the lumen
and the smooth muscle and
adventitial tissues behind it
that form the bulk and struc-
ture of the arteries. A healthy
endothelium produces chemi-
cal substances that allow for
the normal expansion and
relaxation of blood vessels.
Endothelial health is critical

to cardiovascular health. If you have a 40 to 50 percent narrowing of the
arteries and impaired endothelial function, you are at greater risk for an
adverse event than if you had an 80 percent narrowing of the arteries with
intact endothelial function.

The endothelial lining is extremely delicate and sensitive to injury. It
can be damaged by a variety of insults. Of course, you can injure the
endothelium, along with the entire artery wall, if you cut yourself and
slice an artery. Trauma aside, we are concerned with the steady damage
from inflammation that develops over time from a less than healthy
lifestyle. Unhealthy habits include overeating refined, packaged, and
processed foods with lots of sugar, unnatural fats, and chemical preserva-
tives; not eating enough fresh fruits and vegetables and not drinking
enough water; smoking; and not being physically active. Living in an
environment where you are regularly exposed to pollution and contami-
nants is an inflammation risk factor. Stress associated with work, rela-
tionships, and financial pressures can compound the problem.

Silent Inflammation Starts Early

A middle-aged person may go to the doctor, perhaps complaining of
shortness of breath or maybe just for a checkup, and hear that his choles-
terol is too high and he has the beginnings of atherosclerosis, commonly
known as hardening of the arteries.

The news comes with a loud jolt. But the process itself has been
going on silently for a long time, starting at a surprisingly young age.
Studies going back to Korean War and Vietnam War casualties show 
that even some teenagers have early arterial disease. More recently,
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researchers specializing in the study of early-onset atherosclerosis
reported in the medical journal Circulation that 20 to 25 percent of young
people (aged fourteen to thirty-five) autopsied after death from homicide,
auto accident, or suicide already had a major lesion in the coronary arter-
ies. The study was performed on three thousand bodies.

• Just over 3 percent of men aged fifteen to nineteen had 40 percent
narrowing or greater in at least one coronary vessel. The preva-
lence increased to nearly 20 percent in thirty- to thirty-four-year-
old men.

• Narrowing of 40 percent or more was not found in women before
the age of twenty-five. Occlusions of this magnitude were found in
8 percent of those aged thirty to thirty-four.

• The presence of risk factors (such as smoking and diabetes)
increased the likelihood of significant narrowing.

These numbers show that millions already have significant coronary
disease at an early age. Most likely, they don’t know it.

The message from these statistics is clear: you should not wait to
begin a preventive program. Start as early as possible.

Arterial Hot Spots

The major cardiac hot spots are the left main coronary artery—the “left
main” for short—and locations just beyond where it splits into the left

anterior descending and left cir-
cumflex arteries on the outer
surface of the heart. These blood
vessels supply the front and side
walls of the heart muscle.

The higher up in these 
vessels that blockages develop, 
the more damage that occurs
“downstream.” The left anterior
descending artery is the poten-
tial site of the most dangerous
lesion. We call it the “widow
maker.” It puts two-thirds of the
heart muscle in jeopardy. The
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right coronary artery feeds the bot-
tom and back portions of the heart
muscle.

A blockage compromises the
supply of oxygen and other blood-
borne nutrients to the cells served
by the artery and its branches.
Denied their essential raw materials,
these cells fail to generate adequate
energy to sustain themselves and
their multiple functions. If the
blockage is incomplete, the cells
starve. Pumping function ceases, but
the cells remain alive. If the block-
age closes the vessel, the cells die,
and a myocardial infarct—a heart
attack—is the result.

In the neck, the carotid arteries are the hot spots because they feed
the front of the brain where you do your thinking. A stroke is like having
a heart attack in the brain. There are four major arteries going into the
brain: the left and right carotid arteries, which split into the external and
internal branches; and the left and right vertebral arteries, which split into
vessels serving the back of the brain. If a major blood vessel becomes
blocked (especially before the split), a stroke is likely.

If you could take a miniature close-up camera and position it at a site of
arterial inflammation, you would see a bulge along the artery wall, making
the lumen (the flow area) narrower and less easily passable. The endothe-
lium would look stretched out, like overstressed elastic. The spaces between
the endothelial cells would be larger. Under the cap of this endothelial
bulge, the plaque lesion forms—a virtual witch’s brew of toxicity.

Narrowed arteries place a strain on the cardiovascular system and cre-
ate all sorts of other health problems, as the heart is overstressed to pump
harder and compensate for the partially obstructed blood flow. In turn,
this raises blood pressure, leading to further cardiac strain.

The Role of the Immune System

The immune system protects the body from foreign invaders such as bac-
teria. It fields a variety of cells armed with different weapons to fight the

22 R E V E R S E  H E A R T  D I S E A S E  N O W

Internal 
carotid
artery

The internal carotid arteries, the most
important vessels feeding the brain

c01.qxp  8/23/06  9:37 AM  Page 22



Stage 1

Under siege, the normally smooth endothelium becomes permeable or
porous, attracting fatty particles such as circulating cholesterol. These
particles wriggle into the lining and disturb biological activities. Usually,
though not always, this occurs at locations where the endothelium 
tends to be under extra pressure. A typical hot spot is where the left
main coronary artery splits into the anterior descending and circumflex
arteries.

Once cholesterol becomes wedged in the arterial wall, a chemical
process may take place in which the fatty molecules are damaged by free
radicals to form oxidized LDL (low-density lipoprotein) cholesterol.
Soon the ever-vigilant immune system takes notice that something is
amiss and needs attention. The system goes into action.

Stage 2

Local cells surrounding a distressed site release immune chemicals that
initiate an inflammatory process. The intima, the layer of tissue just
behind the endothelium, secretes adhesion molecules to create a sticky
endothelial surface like fly paper. Blood cells adhere, including mono-
cytes, circulating immune cells instrumental in the inflammatory
response. Meanwhile, the besieged endothelium secretes endothelin and
other distress-signaling agents.
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Stage 3

The endothelium and intima now release other chemicals. They cause
more circulating monocytes to swarm across the endothelial barrier and
mature into full-fledged scavengers called macrophages that are designed
to seek and destroy foreign objects. Under ordinary circumstances,
macrophages engulf invading cells, consume them, and are eliminated
from the body by other specialized immune cells. But the developing
situation here is no longer ordinary.

Stage 4

Oxidized LDL is not benign. It is toxic to the macrophage. Oxidized
LDL immobilizes the macrophage, preventing it from returning to the
bloodstream. The stressed macrophage sends out an SOS—a proinflam-
matory distress signal that draws other white cells into the area, where
they, too, are destroyed by the oxidized LDL. Under the microscope, we
see a fatty streak made up of dying macrophages loaded with oxidized
LDL layering out from the inner area of the artery wall.

Stage 5

Proinflammatory substances gather in a seething commune of cytokines,
enzymes (proteins responsible for stimulating other chemical reactions in
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the body), and growth factors. They go by such names as interleukin-1
(IL-1), tumor necrosis factor-alpha (TNF-alpha), interleukin-6 (IL-6),
macrophage colony-stimulating factor, and various interferons. These
chemicals increase the stickiness of the endothelial wall and make it even
more permeable to white blood cells and LDL cholesterol, which con-
tinue to enter and burrow inside. The lesion grows and attracts other
chemical bedfellows such as CRP and fibrinogen, all produced in the
liver and dispatched to sites of injury or infection.

C-reactive protein is probably the most pervasive of these substances,
abundantly present in all inflammatory fluids, in the intimal layer of 
the atherosclerotic artery, and in the foam cells (LDL-engorged
macrophages) within the lesions of the forming plaque. CRP stimulates
cells to release tissue factor, a protein central to the clotting process.

Remember that the body wants to heal or seal off any injury. That’s
the purpose of these individual chemicals. But nature’s plan backfires. The
lesion becomes stickier and keeps attracting dangerous chemicals as it
grows—a truly vicious cycle. Bacteria and toxic metals join in.

Think of plaque progression in terms of the body responding to a
growing internal infection. The immune system’s natural reactions feed
on itself, creating a general state of inflammatory alert.

Stage 6

The body now calls in yet another set of chemicals designed to create a
hard seal over the roiling inflammation. They team up with white blood
cells, collagen and elastin (two important proteins that make up connec-
tive tissue), and platelets to form a tough, fibrous cap.
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Under the cap, dead cells pile up and decay. Pus develops. This necrotic
core becomes a growing plaque. It’s like a boil within the artery wall.

Typically, this drama is not confined to a single location but unfolds
at various points along arterial walls throughout the system. Inflamma-
tory mediators released at one vulnerable site can agitate endothelial cells
elsewhere, converting stable plaque into vulnerable plaque. Vulnerability
and the tendency for plaque rupture increases. Plaque begets plaque. If
you have it in your heart arteries, you most likely have it in your carotids
and aorta. And elsewhere.

At some advanced point in the inflammatory process, calcium
becomes deposited in the struggling arterial cells as part of their effort to
produce adequate energy. When they open to calcium, the cells also let in
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blood pressure levels that are resistant to treatment, we may resort to
genetic tests.

The blood tests we recommend and our ideal healthy zone values are
listed for your reference. Refer to chapter 12 for our specific strategies on
how to improve your test scores.

These tests are based on blood draws your doctor can order from
medical laboratories. Some are covered by insurance and some aren’t.
Check with your doctor’s insurance specialist or with your insurance car-
rier. Keep in mind that normal ranges may vary from laboratory to labo-
ratory and typically reflect the range of values found in 95 percent of
Americans, most of whom will eventually die from CVD or cancer. We
want better for you.
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New Cardiology Blood Work

Blood Component Your Level Healthy Zone

CoQ10 ________ 1.0–1.8 µg/ml 

CRP ________ <0.8 mg/L

Ferritin (iron) ________ Women <80 µg/L
________ Men <90 µg/L

Fibrinogen ________ 180–350 mg/dl

Homocysteine ________ <9 µmol/L

Lp(a) ________ <30 mg/dl

Total cholesterol ________ 125–200 mg/dl

HDL ________ Women 40–120 mg/dl
________ Men 35–70 mg/dl

LDL ________ 70–130 mg/dl

Oxidized LDL ________ 0–650 units

Triglycerides ________ 50–180 mg/dl

AA/EPA ratio ________ 1.5–3.0

Lead, mercury, and other toxic metals (see chapter 8) 

TESTS FOR INSULIN RESISTANCE

Fasting blood sugar _________ <100 mg/dl

Fasting insulin _________ <17 microunits/L

Hemoglobin A1C _________ <6% of total HGB

c04.qxp  8/23/06  9:51 AM  Page 66



In a 2004 study in the American Journal of Clinical Nutrition, an animal
(baboon) model showed that CoQ10 and vitamin E together reduced
CRP, the potent inflammatory marker and mediator of CAD.

It turns out that CoQ10 molecules in the bloodstream are actually
transported by LDL cholesterol. CoQ10 protects LDL from oxidation.

In a 1992 study on healthy young adults, investigators found CoQ10
generated a “remarkable resistance” of LDL to oxidative damage. Too
much oxidized LDL leads to the formation of plaque. One study pub-
lished in the Proceedings of the National Academy of Sciences USA suggests
that CoQ10 may, in fact, be far more effective than other antioxidants in
blocking LDL oxidation.

Animal studies demonstrate that CoQ10 supplementation gives sig-
nificant protections against arterial plaque, even when animals are fed
diets designed to raise the level of cholesterol and other fats in their bod-
ies. Thus, CoQ10’s antioxidant power benefits both the heart and the
blood vessels that supply it.

CoQ10, especially in the presence of gamma-tocopherol (a vitamin E
compound), helps to neutralize the damaging effects of peroxynitrite, a
particularly damaging free radical that is considered toxic to endothelial
and smooth muscle arterial cells. This connection suggests that CoQ10
reduces oxidative stress within the arterial wall.

CoQ10 and Heart Attack

In 1998, Indian researchers reported on the ability of CoQ10 to provide
“rapid protective effects” in acute heart attack patients if administered
within three days of the onset of symptoms. In one experiment, they
treated 144 patients conventionally, except 73 were randomly selected to
take 100 mg of CoQ10 daily for a month. The results: CoQ10 patients
fared significantly better, with less heart failure, arrhythmias, and second
heart attacks:

CoQ10 Group Non-CoQ10 Group

FOUR WEEKS AFTER TREATMENT

Adverse events 15 percent 32 percent

ONE YEAR AFTER TREATMENT

Adverse events 25 percent 48 percent
Death rate 11 percent 20 percent
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CoQ10 and Heart Surgery

A 1993 study at St. Vincent Indianapolis Hospital demonstrated the dra-
matic benefits of CoQ10 on ejection fraction, heart muscle ATP content,
and outcome in elderly patients scheduled for high-risk bypass surgery. In
this experiment, ten out of twenty patients were randomly selected to take
100 mg of CoQ10 daily for two weeks before surgery and for a month
afterward.

Bypass surgery generates free radicals and interferes with ATP metab-
olism. Heart muscle tissue samples obtained at the start of surgery revealed
50 percent more CoQ10 and ATP in the supplemented patients. After the
study, the researchers reported the following differences among patients:

CoQ10 Patients Non-CoQ10 Patients

Heart muscle ATP level Higher than Plummeted
baseline

Heart muscle CoQ10 Higher than Plummeted
level baseline

Immediate postbypass 40 percent 20 percent
ejection fraction 
average

Recovery average 3–5 days 15–30 days
Deaths 0 2
Requirement for 0 3

kidney dialysis

Australian cardiologists at the Alfred Hospital Cardiac Surgical
Research Unit in Melbourne have repeatedly found that supplementation
with CoQ10 prior to heart surgery accelerates recovery and protects
against surgical complications. In their latest study, 122 patients were
randomly selected to take either CoQ10 or an inert placebo pill for one
week before elective coronary artery bypass graft surgery. The amount of
CoQ10 used was 300 mg a day.

Following surgery, the CoQ10 patients developed superior ATP pro-
duction, better heart muscle contraction, less heart muscle damage, and
spent less time recovering in the hospital.

“If a surgeon would like his heart patients to recover better and have
a stronger heart muscle, CoQ10 supplementation should be a real option
to use,” said Franklin Rosenfeldt, head of the research unit.
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Supplement Your Daily Dosage Comments

Multivitamin/mineral Follow label The most effective 
with antioxidants instructions. multiformulas require

that you take several or
more capsules/tablets 
daily.

Fish oil 2–4 g Be sure the product you
take is pharmaceutical
grade—that is, free of
contaminants. The
label will tell you.

Magnesium 400–800 mg
CoQ10 100–300 mg or more See chapter 7 for

dosage and form
specifics.

L-carnitine 1–3 g Take half the recom-
mended dosage if you
have a stable heart—
that is, no heart failure.

D-ribose 10–15 g Take half the recom-
mended dosage if you
don’t have heart failure
or angina.

L-arginine 6–8 g
DetoxMaxPlus: 1 oz twice a week Available through 
phosphatidylcholine doctors only. See 
(essential phospho- chapters 6 and 8.
lipids) with EDTA
Nattokinase and Nattokinase: 4,000 You can omit these 
lumbrokinase units a day. For supplements if you do 

strokes, 6,000 units. not have toxic blood, 
Lumbrokinase: Two indicated by elevated 
20 mg capsules thirty homocysteine, fibrino-
minutes before meals, gen, and Lp(a), which 
three times daily for put you at higher risk 
four weeks. Then one for clotting.
capsule three times 
daily.

Vitamin C At least 1,000 mg 
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Supplement Your Daily Dosage Comments

B-complex vitamins Usually a multi con-
tains enough of the 
B-complex factors. You
may need to take extra
folic acid, vitamin B-6,
and vitamin B-12 if 
you have elevated
homocysteine. Take
extra niacin if you have
low HDL.

Vitamin E 200 IU A multi usually has vita-
min E in it, but we rec-
ommend you take a
full-spectrum vitamin E
supplement containing
mixed tocopherols,
preferably with
tocotrienols.

Garlic 1,000 mg We recommend high-
allicin forms.

Vitamin K-2 150 mcg Available in early 2007 
in health food stores 
and online at www.
drsinatra.com.

Optional For individuals with 
L-lysine 2,000 mg twice daily high Lp(a), rapid dis-
L-proline 1,000 mg twice daily ease progress and

blockages, and repeated
cardiovascular events.
Lp(a) does not come
down in blood tests, 
but patients improve
dramatically.

How to Take Supplements
Start your supplement program slowly. Begin with one supplement and
slowly add in the others. Depending on what you take, you could phase in
your program along these lines:
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We’ve treated many patients who thought they were going to be
taken care of by their insurance companies and weren’t. So you need to do
all you can to become healthier and not get sick. This program can help
you do that. It’s like a retirement plan for your health.

Sometimes new patients come in toting shopping bags full of supple-
ment bottles. They will ask which ones they need. Not infrequently, they
are spending $400 to $600 a month on supplements and not getting the
desired results.

For us it’s a matter of getting the most for your money. Our supple-
ment program isn’t cheap, but it’s effective. And not infrequently, our
recommendations cost less money than what a new patient is already
spending. We figure the costs as follows:

Supplement Approximate Cost per Month

Multivitamins/minerals, $25
including B vitamins and 
antioxidants
Niacin (vitamin B-3) $15
Fish oil $20
Magnesium $15
CoQ10 $40
L-carnitine $25
D-ribose $40
L-arginine $15 in bulk
Nattokinase $25
Vitamin C $10
Vitamin E $15 (if separate from a 

multivitamin)
Vitamin K-2 $20
Total $265
Optional:

Essential phospholipids with $200 per month for the first 
EDTA year; $50 per month for the 

second year and beyond
Bioidentical testosterone $10–80, depending on form
L-lysine $20
L-proline $10

c12.qxp  8/23/06  10:04 AM  Page 208



P U T T I N G  I T  A L L  TO G E T H E R 209

Is There a Bare-Bones 
Supplement Program?

Some of our Medicare patients simply don’t have the resources for a full
supplement program. They ask if we have a minimum effective program.
If you have CVD and can’t afford the entire program, at least take the
following:

Supplement Approximate Cost per Month

Multivitamins/minerals with $25
B vitamins and antioxidants
Fish oil $20
Magnesium $15
CoQ10 $25–$40
Vitamin C $10
Total $95–$110

Too Far Gone?

Some individuals with advanced atherosclerosis have plaque buildup 
considered too far gone for standard medicine. In New Cardiology, 
we try to stabilize blockages and improve blood flow to the heart with
innovative approaches. One is EECP—enhanced external counterpulsa-
tion—which restores the flow of oxygenated blood in patients with recur-
rent or inoperable coronary disease. EECP works by placing large blood
pressure cufflike devices around the legs and lower half of a patient’s
body. The cuffs inflate and deflate in rhythm with the heartbeat to push
blood from the lower extremities back to the heart, improving flow to the
coronary arteries and encouraging the formation of collateral vessels.
Think of collateral vessels as natural bypasses. EECP doesn’t remove
plaque, but it improves blood flow to the oxygen-starved heart. This out-
patient, negligible risk therapy is covered by Medicare and most insurers.
There are more than a thousand medical clinics using this technology. Dr.
Roberts has treated more than eight hundred patients with EECP during
the past eight years. For more information on this method, visit his Web
site at www.heartfixer.com.
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For patients even too far gone for EECP, Dr. Roberts and a group of
colleagues are researching the use of magnetic molecular energizer
(MME) therapy. In MME, a powerful static magnetic field is applied to
the heart. The rate of electron spin around the nucleus of atoms increases,
speeding up all useful biochemical reactions in the heart, including ATP
energy production and utilization. Stem cells within the heart are stimu-
lated to proliferate and differentiate into replacement cells. Multiple
improvements result: better blood flow, healthier blood vessels, the abil-
ity of the heart to pump and relax, increased ejection fraction (which
sometimes even normalizes), returned function in areas previously
scarred by heart attack, and reduced angina and shortness of breath. This
exciting technique also benefits disease states involving other internal
organs, such as improving functional status in children with cerebral palsy
and adults with spinal cord injury. For more on MME and where it is
available, visit the Web site www.amri-ohio.com.

Abnormal Test Results
In chapter 4, we listed our healthy zone values for CVD-related blood
tests. If any of your results are out of the healthy zone, we offer the fol-
lowing suggestions for specific supplements and lifestyle remedies.

Some of the New Cardiology remedies are covered by insurance and
others are not. Some may require a prescription. If you are under medical
supervision, please check with your physician before following any of these
suggestions. Unless otherwise noted, dosages are daily recommendations.

What You Can Do to Normalize Abnormal Scores

Blood Interventions That 
Component Your Level Healthy Zone Work for Us

CoQ10 _________ 1.0–1.8 μg/ml Hydrosoluble CoQ10, 30–60
mg. Therapeutic dosages are
higher. See the footnote for
targeted blood levels when ill-
ness is present.

CRP _________ <0.8 mg/L Statin drugs. Exercise. Low-
dose aspirin. Fish oil, 2 g.
Antioxidants. Nattokinase,
2,000 units. Hydrosoluble
CoQ10, 30–60 mg.
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Blood Interventions That 
Component Your Level Healthy Zone Work for Us

Ferritin (iron) Women If more than 100 μg/L,
_________ <80 μg/L donate blood one to three 

Men times a year. Do not take 
_________ <90 μg/L more than 500 mg of vitamin

C per day until your ferritin
level has decreased. If your
level is more than 400, ask
your doctor to check you for
genetic hemochromatosis.

Fibrinogen _________ 180–350 mg/dl Fish oil, 1–2 g. Garlic or
bromelain, 500–1,000 mg.
Drink ginger and/or green
tea. Lumbrokinase or 
nattokinase.

Homocysteine _________ <9 μmol/L Folic acid, 800 mcg. Vitamin
B-6, 40 mg. Vitamin B-12,
200 mcg. Trimethylglycine,
1,000 mg. For individuals
with genetic defects in folic
acid metabolism, use
Metafolin, a patented and
highly absorbable form of
folic acid (see supplement 
section in appendix A). Eat
more beets and broccoli.

Lp(a) _________ <30 mg/dl Niacin, 250–500 mg three to
four times daily (may cause
flushing). Vitamin C,
500–1,000 mg or more. Fish
oil, 1–2 g. Avoid foods with
trans-fatty acids. Women:
Consider natural estrogen.
Men: Avoid soy, and consider
testosterone. Bioidentical 
estrogen and testosterone
lower Lp(a).
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Blood Interventions That 
Component Your Level Healthy Zone Work for Us

Total _________ 125–200 mg/dl Reduce weight. Exercise. 
cholesterol Increase fiber in diet. Eat soy

products, oats, and oatmeal.
Chromium, 200 mcg. Hydro-
soluble CoQ10, 90–120 mg.
Tocotrienol (a form of vitamin
E), 50–100 mg. Garlic,
400–800 mg. Plant sterols
(phytosterols), 500–1,500 mg.
Probiotics (healthy bacteria
supplement). Red yeast rice
extract, 1,200 mg twice daily.
Flax, 2 tbsp crushed flaxseed a
day in a healthy shake with 8
oz. soy milk or sprinkled on
cereal or salad as a source of
fiber. Promotes bowel move-
ments that carry cholesterol
out of the body. 

HDL Women Assess for insulin resistance if 
_________ 40–120 mg/dl low. Reduce weight. Exercise. 

Men Eat fewer high-glycemic 
_________ 35–70 mg/dl carbohydrates. Niacin,

500–1,000 mg. L-carnitine,
500–1,000 mg.

LDL _________ 70–130 mg/dl See Total cholesterol. LDL
greater than 130 in presence
of documented coronary
artery disease indicates that
statin therapy needed.

Oxidized _________ 0–650 units Elevated oxidized LDL, along 
LDL with high fibrinogen and CRP,

indicates the presence of an
advanced inflammatory
process. If this is the case, ini-
tiate interventions to reduce
inflammation. We recommend
statin therapy with fish oil, 2
g, and a program of 
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Blood Interventions That 
Component Your Level Healthy Zone Work for Us

Oxidized antioxidants. Exercise and 
LDL (cont’d) stress management are essen-

tial. Follow up with your
physician to assess progress.

Triglycerides _________ 50–180 ml/dl Weight reduction. Exercise.
Restrict carbohydrates. Fish
oil, 2–3 g. L-carnitine, 1–2 g.
Reduce alcohol intake.

AA/EPA _________ 1.5–3 A score greater than 3 indi-
ratio cates the presence of inflam-

mation. The higher the num-
ber, the more inflammation. If
your omega-6 to omega-3
fatty acid ratio is too high, as
reflected by the levels of
arachidonic (AA) and eico-
sapentaenoic (EPA) fatty
acids, there’s not enough anti-
inflammatory EPA in the body
to neutralize the proinflam-
matory AA. We see very
unhealthy scores, sometimes
as high as 20. Follow the diet
suggestions in chapter 9. Also,
take 2–3 g of fish oil daily to
help neutralize inflammation.
In some cases, more may be
needed.

Tests for Insulin Resistance

Fasting blood _________ <100 mg/dl Weight loss. Exercise. Restrict
sugar carbohydrates, especially sug-

ary high-glycemic carbs (see
appendix B). Use lower-
glycemic carbohydrates, such
as broccoli, chickpeas, and
lentils, to lower insulin levels. 
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Blood Interventions That 
Component Your Level Healthy Zone Work for Us

Fasting blood Specific supplements: alpha-
sugar (cont’d) lipoic acid, 100–300 mg;

hydrosoluble CoQ10, 60–90
mg; cinnamon, 1,000 mg;
gymnema leaf extract,
200–400 mg; magnesium,
400–800 mg; chromium pico-
linate, 100–200 mcg.

Fasting _________ <17 μg/L See Fasting blood sugar.
insulin

Hemoglobin _________ <6% of total See Fasting blood sugar. If 
A1C HGB weight reduction, exercise,

and supplements do not
improve percentage, consider
pharmaceutical therapy. Ask
your physician about Met-
formin, a glucose-lowering
medication.

Aim to reach or improve these CoQ10 blood levels when the following medical condi-
tions are present:
2.0–2.5 μg/ml High blood pressure, mitral valve prolapse (MVP), arrhythmia, dia-

betes, or periodontal disease 
2.5–3.5 μg /ml Mild to moderate heart failure, chronic fatigue syndrome, or angina
>3.5 μg /ml Severe heart failure

Heart Attack Prevention
People usually consult with a cardiologist when their primary physician
refers them following an event, if they have symptoms, or if a test indi-
cates a cardiovascular problem. Many times, a cardiologist has first con-
tact with a patient in a hospital emergency room or an intensive care unit.

Increasingly, we see patients interested in prevention, but still rela-
tively few by comparison to the number of patients who see us with a
problem. We hope this trend grows. We feel that with today’s sophisti-
cated diagnostics we can effectively predict problems before they arise and
recommend simple interventions—as easy as taking a few supplements a
day—to deter and head off arterial inflammation. And because we view
inflammation as a marker of premature aging, preventive screening for
cardiovascular status can double as a test for accelerated aging in general.
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When we are out lecturing, many people ask us what kind of testing
we recommend so that they can then ask their own physicians. Please
refer to chapter 4 for those details.

We constantly drill into the heads of our patients the importance 
of taking responsibility for their own health. That’s what prevention 
is all about: what you do to make yourself healthier. We can prescribe
pills, supplements, and sophisticated tests, dole out advice, and send 
you to surgery if you need it, but what you do 24/7 makes the biggest 
difference.

After treating thousands of patients with the gravest of conditions, we
can tell you unequivocally that prevention is a whole lot easier on you
(and us) than treatment. The research suggests that many of us already
have plaque formation brewing by the time we hit adulthood. That’s why
we believe it makes good sense to adopt a prevention attitude as early as
possible. Financial planners tell you to start investing for your retirement
early. Obviously, retirement based on financial security is wonderful. But
if you don’t have the good health to go along with it, you are not going to
enjoy the fruits of your labor. If you want a retirement with good health,
you need to start working early on your health, just as you do on your
finances. Don’t wait until you get sick.

Prevention is not complicated. Our four pillars of healing that we laid
out earlier in this chapter are important. As far as supplements are con-
cerned, you don’t need as many as someone with CVD. Follow these 
supplement recommendations for prevention:

Supplement Your Daily Dosage Comments

High-potency Follow label Avoid one-a-day for-
multivitamin/mineral instructions. mulas. The most effec-
with B vitamins and tive formulas have you 
antioxidants taking several or more

capsules/tablets a day.
That’s what it takes to
include the many ele-
ments necessary to help
protect your arteries
and heart from inflam-
mation.

Fish oil 1–2 g Be sure that the prod-
uct you take is free of
contaminants.
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Supplement Your Daily Dosage Comments

Magnesium 400 mg if not present Helps prevent the rav-
in your multivitamin ages of everyday stress.

Keeps your artery walls
relaxed.

Vitamin C At least 500 mg if An important antioxi-
not present in your dant that keeps your 
multivitamin tissues strong, including

your artery walls.
CoQ10 25–50 mg For maximum bioavail-

ability, choose a
hydrosoluble form.

Get the Tests Done

If you have a family history of heart disease, particularly premature 
arterial disease (such as a sudden death before fifty or a heart attack 
before forty), you should undergo the entire array of blood tests we sug-
gest in chapter 4. Thirty would be a good age to do it. If you are over
thirty, then as soon as possible. Take immediate action if you have any
early symptoms.

If you don’t have a family history of heart disease, have the tests done
when you are forty. We recommend the EBT and IMT scans (described
in chapter 4) when you are fifty, but if you have a family history, prema-
ture disease, or abnormal lab tests, get them when you are forty.

Doing these screening procedures makes you an active participant in
your own longevity and quality of life. You’ll also help your doctor do
good prevention.

What about the Genetic Factor?

Lp(a), homocysteine, and ferritin can be influenced by genetics. A pre-
disposition to high blood pressure can be genetic. But we believe that
many people use genetics as an excuse to do nothing.

If you have a father who died of a heart attack at age forty-five, does
that mean you are doomed to die of a heart attack? The answer is no. The
tools we now have in New Cardiology allow us to identify specific risk
factors and defuse an individual’s genetic minefield.
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Glycemic Index of Carbohydrates

230

For more details on the glycemic index, visit www.glycemicindex.com.

Rapid Inducers of Insulin
Glycemic Index Greater than 100 Percent

GRAIN-BASED FOODS

Cornflakes
French bread
Instant rice
Microwaved potatoes
Millet
Puffed rice
Puffed wheat

SIMPLE SUGARS

Glucose
Maltose
SNACKS

Puffed rice cakes
Tofu ice cream

GRAIN-BASED FOODS

Brown and white rice
Grapenuts
Instant mashed potatoes
Muesli
Oat bran
Rolled oats
Shredded wheat
Whole-wheat bread
VEGETABLES

Carrots
Corn
Parsnips

FRUITS

Apricots
Bananas
Mangoes
Papayas
Raisins
SNACKS

Corn chips
Ice cream (low-fat)
Rye crisps

Glycemic Index between 80 and 100 Percent
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Glycemic Index 30 Percent or Less
FRUITS

Cherries
Grapefruits
Plums

VEGETABLES

Soy beans
SNACKS

Peanuts*

GRAIN-BASED FOODS

All-bran cereal
All pastas, including white and

whole-wheat spaghetti
Pumpernickel bread
FRUITS

Oranges
Orange juice
VEGETABLES

Baked beans

Garbanzo beans (canned)
Navy beans
Peas
Pinto beans
SIMPLE SUGARS

Lactose
Sucrose
SNACKS

Candy bar*
Potato chips (with fat)*

Moderate Inducers of Insulin
Glycemic Index between 50 and 80 Percent

Low Inducers of Insulin
Glycemic Index between 30 and 50 Percent

GRAIN-BASED FOODS

Barley
Oatmeal (slow-cooking)
Whole-grain rye bread
FRUITS

Apples
Apple juice
Applesauce
Grapes
Peaches
Pears

VEGETABLES

Black-eyed peas
Chickpeas
Kidney beans (dried or canned)
Lentils
Peas
Tomato soup
DAIRY PRODUCTS

Ice cream (high-fat)*
Milk (skim)
Milk (whole)*
Yogurt

*High-fat content slows the rate of absorption of carbohydrates into the body. 
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