IRRITABLE BOWEL SYNDROME:

If you have Irritable Bowel Syndrome (IBS) or one of the other functional gastrointestinal (GI) disorders, or suspect that you might, then this information can help you. Many people with ulcerative colitis and Crohn's disease, the two forms of inflammatory bowel disease (IBD), and many with diverticulosis also have irritable bowel syndrome. If you have one of these conditions, then this information is for you as well. 

Irritable bowel syndrome is a major public health topic and receives much media attention in newspapers, magazines, radio and television. Many people recognize the acronym "IBS" and terms like "spastic colon," "spastic colitis," "mucus colitis," and "nervous stomach." You will be hearing more and more about this common and troublesome condition, as well as about the other functional GI disorders. 



WHAT ARE FUNCTIONAL GI DISORDERS? 

They are defined as "variable combinations of chronic or recurrent GI symptoms not explained by structural or biochemical abnormalities." This means that even after performing blood tests, taking x-rays, and examining the digestive tract with endoscopes, doctors cannot find a cause. There are 25 of these disorders, and many people have more than one. Symptoms can come from nearly all parts of the GI tract. 



	SYMPTOMS OF IBS

	Constipation
	Chest pain
	Heartburn or Indigestion

	Nausea
	Vomiting
	Gas

	Abdominal Pain, 
Bloating and Swelling
	Pain in the Pelvis, 
Rectum, or Anus
	Lump in the throat or 
Trouble swallowing

	Diarrhea
	Bowel incontinence
	Mucus in the stool




WHAT IS IRRITABLE BOWEL SYNDROME? 
Irritable bowel syndrome is the most common functional GI disorder. The symptoms come from the colon and include abdominal pain and bloating, as well as disturbances in defecation (the process of having a bowel movement). These symptoms are diarrhea, constipation, and diarrhea which alternates with constipation. The stool form (bowel movement) is often altered, being lumpy and hard or loose and watery. Stool passage can be affected with straining at having a bowel movement, urgent need to find a bathroom, or a feeling of not having emptied the rectum. Passage of mucus in the stool is also common. The symptoms can be continuous or intermittent. 


MILLIONS OF PEOPLE ARE AFFECTED 
Functional GI disorders are very common and affect approximately 35 million people in the United States. They account for 10% of visits to primary care doctors and at least 50% of visits to gastroenterologists. Each year, 2.6 million people seek treatment for symptoms related to functional gastrointestinal disorders, and visits to physicians total 3.5 million. Irritable bowel syndrome affects nearly one out of five people in the United States including children, teenagers, young adults, the middle-aged, and the elderly. The average age of onset of irritable bowel syndrome is between 20 and 29 years of age. 



WORLDWIDE PROBLEM 
Irritable bowel syndrome is prevalent throughout the world including China, the United Kingdom, Australia, New Zealand, and Scandinavia. 



A COST OF BILLIONS OF DOLLARS 
Studies now show that these disorders cost billions of dollars in the United States each year in visits to doctors, diagnostic testing, and treatments. Furthermore, since irritable bowel syndrome is the second leading cause of industrial absenteeism, loss of work days is costly to companies and employers, as well as to people with the disorders. 



WHAT CAUSES THESE DISORDERS? 
We know that these conditions are not caused by infection, inflammation, or blockage. In fact, evaluation with X-rays, endoscopy, and blood testing usually fails to show any abnormality. But the symptoms are very real! What is causing them? 

1. Disturbances of the normal activity and function of the digestive tract
The normal movement of food contents through the digestive tract depends upon motility, or peristalsis, which is the rhythmic and orderly muscular contraction of the gut. A disturbance in normal motility and peristalsis causes symptoms like cramping abdominal pain, diarrhea, constipation, and relief of pain with the passage of loose bowel movements. 

2. Increased sensitivity to what is happening in the gut and abdomen 
Many people with irritable bowel syndrome have enhanced sensation and perception of bowel function. They can feel things in their GI tract, chest, abdomen, and rectum that people without irritable bowel syndrome cannot. Doctors call this "disturbed visceral nociception." Another way of looking at this is that patients with irritable bowel syndrome and other functional GI disorders have lower internal pain thresholds for reasons which are not understood. 
3. Gut reaction to "triggers" 
This sensitive GI tract can have a hyper-reaction to things that activate or "trigger" pain and symptoms. You will learn how to identify, control, and eliminate these triggers in Step 5. Stress and psychosocial problems are not only triggers, but are also integrated into the Mind-Body/Brain-Gut Connection. 

	Gut Triggers

	Foods
	Dietary Substances
	Caffeine

	Inflammation and Infection
	Drugs and Medications
	Hormones 
(Menstrual Cycle)

	Seasonal Changes
	Stress
	Psychological Problems



4. Problems related to the Brain-Gut Connection 
The Mind-Body/Brain-Gut Connection is the key to understanding these disorders and to the healing process, and you will study it throughout the book. There is a powerful "connection" between the mind and the body/gut. Gut sensations reach the brain through the circuitry of nerves in the wall of the intestine, then to the spinal cord, and finally the brain. Transmission is bi-directional: it is a two-way street. The gut affects the brain, and the brain affects the gut. 



THE BRAIN-GUT CONNECTION 
Stress 
Psychological stress or emotional responses to life stress can influence GI function in anyone through the Brain-Gut Connection and produce GI symptoms such as pain and altered bowel function. But people with a functional GI disorder such as irritable bowel syndrome are more likely to experience symptoms which are more severe and occur more frequently. 

Psychological Consequences of Having a Functional GI Disorder 
Any chronic illness, including one of the functional GI disorders, can have significant psychosocial consequences such as: 

· Reduced sense of health and well-being 

· Constant concerns related to cause of the symptoms and how to control them 

· Problems with activities of daily living o Problems with interpersonal relationships with family, friends, and co-workers 

· Disability with missed work days. Remember, irritable bowel syndrome is the second leading cause of industrial absenteeism in the United States. 

Irritable bowel syndrome and other functional GI disorders cause symptoms and discomfort ranging from mild and inconvenient to severe, resulting in incapacitation and disability. Current evidence shows that many people with irritable bowel syndrome lead restricted lives in multiple areas: diet, social activities, and energy level, without much relief from current health-care practices and medications. 



THE MIND-BODY CONNECTION: THE "IRRITABLE BODY" AND SOMATIZATION 
Just as the GI tract is unusually sensitive and irritable, many people with irritable bowel syndrome and other functional GI disorders seem to have a sensitive "irritable body", or what doctors call "somatization". 

As in IBS and other functional GI disorders, these symptoms are associated with normal test results and cannot be explained by any specific disease process. Disturbances in the Mind-Body/Brain-Gut Connection account for much of the trouble. 



BODILY SYMPTOMS: SOMATIZATION AND THE "IRRITABLE BODY"
	Bodily Symptoms

	Painful, Tender Muscles 
(Fibromyalgia)
	Fatigue and 
Low Energy
	Insomnia
	Headaches

	TMJ 
(Pain in the Jaw)
	Dizziness
	Feeling Faint
	Difficulty 
Concentrating

	Shortness of Breath
	Chest Pain
	Abdominal Pain
	Back Pain

	Pelvic Pain
	Painful 
Menstrual Periods
	Decreased 
Sex Drive
	Bladder 
Problems




THE MIND-BODY/BRAIN-GUT CONNECTION: THE VICIOUS CIRCLE OF STRESS, PSYCHOLOGY, AND SYMPTOMS 
The "fight-or-flight" response by the body in response to perceived stress results in an increase in blood pressure, heart rate, breathing, and metabolism (Chapter 5). With continued or unrelieved stress, the body can become unbalanced and unable to recover, leading to the physical symptoms listed. The emotional responses to these unexplained symptoms and fear of not knowing when the symptoms will start can actually make them worse. A vicious circle of stress, psychology, and symptoms can be established. 



HEALING THROUGH THE CONNECTION 
You will see how to use your mind to take control and reduce or eliminate the symptoms of irritable bowel syndrome or other functional GI disorders. You can learn to manage the symptoms of the "Irritable Body." You will be able to recognize and manage stress and psychological problems. You will know how to live a healthy lifestyle. Finally, you will appreciate how spirituality can contribute to your healing. 



IBS VERSUS COLITIS AND INFLAMMATORY BOWEL DISEASE (IBD) 
The term "colitis" refers to colon inflammation and should not be used to refer to irritable bowel syndrome, because in IBS the colon is not actually inflamed. However, inflammation is found in several important disorders called inflammatory bowel diseases (IBD). The two types of IBD are ulcerative colitis, which affects the rectum and colon, and Crohn's disease, which can involve both the colon and the intestine. Nearly 1 million Americans suffer from IBD. Although the treatments for IBS and IBD differ, many people with IBD also have irritable bowel syndrome. 



WHAT ABOUT DIVERTICULOSIS? 
Diverticulosis is a very common disorder in which pockets develop in the colon because of increased colon spasm and pressure. Although the cause of this process is not really known, many people with diverticulosis have the same symptoms as do those with IBS. 


WHY A BOOK ABOUT THESE PROBLEMS? 
There have been many new developments in the diagnosis and treatment of irritable bowel syndrome and other functional GI disorders. Furthermore, there is an increasing awareness of our abilities to heal by leading a healthy lifestyle and utilizing newer understanding of the Mind-Body/Brain-Gut Connection. As an MD and board-certified gastroenterologist with more than 20 years of experience caring for people with irritable bowel syndrome and other functional GI disorders, I will provide you with the information you need. 

Trends toward "managed care" will make it harder for your doctor to spend time with you. In fact, most doctor visits are now limited to 12 minutes or less! This isn't much time for a patient to understand diagnosis and treatment. Also, it is becoming more difficult to gain access to a medical specialist because managed care expects that your primary care physician (family doctor) will be able to handle most problems. The model of interaction between the patient and the primary care physician is shifting so that you, the patient, are given more responsibility in the management of your health care. You will need accurate and reliable information in order to fulfill this responsibility and opportunity. That's where this book will help. 

You can learn to be healthy. Accurate information leads to healing and is often more important than medication. You can explore your diagnosis and treatment options in the privacy of your home and on your own time. Then, armed with information and knowledge about your problem, you will be better able to partner with your doctor to heal. 

The focused information here on irritable bowel syndrome and other functional GI disorders is integrated with holistic Mind -Body concepts and the latest information on living a healthy lifestyle. The logical 8-step approach can be completed over a 12-week period. 


CHANGE: WHY 12 WEEKS? 
It will take you 12 weeks to make the necessary changes. Change is not easy, but neither is living with irritable bowel syndrome and the other functional GI disorders. Behavioral psychologists have studied people who have been successful with change. These studies show that it takes about 12 weeks to make the commitment, begin to change behavior, and establish the pattern. 


AN 8-STEP PLAN FOR LIVING A HEALTHY LIFE WITH A FUNCTIONAL BOWEL DISORDER OR COLITIS 
· Understanding the GI tract and "The Connection" 

· Reviewing Functional GI Disorders 

· Healing with Diagnosis and Education 

· Making "The Connection" 

· Identifying Gut "Triggers" 

· Emphasizing Self-Care and Wellness 

· Taking Action If Symptoms Persist 

· Managing Your Functional GI Disorder(s) 

Use your problem and illness to change your life and health. Welcome to wellness!
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Digestion Formulas
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Indigestion and Flatulence Formulas
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Peppermint
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Peppermint Oil
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Peppermint Tea
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Peppermint (Mentha piperita) 
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Photo copyright Steven Foster  
Part used and where grown: Peppermint is a hybrid of water mint and spearmint and was first cultivated near London in 1750. Peppermint grows almost everywhere. The two main cultivated forms are the black mint, which has violet-colored leaves and stems and a relatively high oil content, and the white mint, which has pure green leaves and a milder taste. The leaves are used. 
In what conditions might peppermint be supportive? 

• gingivitis (periodontal disease)
• headache (tension)
• irritable bowel syndrome 

Historical or traditional use: Although not recognized until the early eighteenth century, the historical use of peppermint is not dramatically different than its use in modern herbal medicine. Classified as a carminative herb, peppermint has been used as a general digestive aid and employed in the treatment of indigestion and intestinal colic.1 2 

Active constituents: Peppermint leaves contain about 0.5-4% volatile oil that is composed of 50-78% free menthol and 5-20% menthol combined with other constituents.3 Peppermint oil is classified as a carminative, 4 meaning that it helps ease intestinal cramping and tone the digestive system. It may also increase the flow of bile from the gallbladder. 
Peppermint oil’s relaxing effect also extends to topical use. When applied topically it acts as a counterirritant and analgesic with the ability to reduce pain and improve blood flow to the affected area.5 

How much should I take? For internal use, a tea can be made by pouring 250 ml (1 cup) of boiling water over 1 heaped U.S. teaspoon (5 grams) of the dried leaves and steeping for five to ten minutes;  three to four cups daily between meals can relieve stomach and gastrointestinal complaints. Peppermint leaf tablets, capsules, and liquid extracts are often taken at 3-6 grams per day. For treatment of irritable bowel syndrome (IBS), 1-2 capsules of the enteric-coated capsules containing 0.2 ml of peppermint oil taken two to three times per day may be preferable. 
For headaches, many people apply a combination of peppermint oil and eucalyptus oil diluted with base oil to the temples at the onset of the headache and every hour after that or until symptom relief is noted. 
Are there any side effects or interactions? Peppermint tea is generally considered safe for regular consumption. Peppermint oil, in large amounts, can cause burning and gastrointestinal upset in some people. It should be avoided by persons with chronic heartburn. Some persons using the enteric-coated peppermint capsules may experience a burning sensation in the rectum. Rare allergic reactions have been reported with topical use of peppermint oil. Peppermint tea should be used with caution in infants and young children as they may choke in reaction to the strong menthol; chamomile is usually a better choice for this group.
 


For Immediate Release: 25 August 1998 

Contact: Les Lang
(919) 966-6046
University of North Carolina Medical Center 

New Evidence For Growth Factor Role In Crohn's Disease 
A protein molecule that helps regulate body growth may play an important role in the development and progression of Crohn's disease (CD), a chronic, incurable, and frequently disabling inflammatory bowel disorder, new research shows. 

Scientists led by Dr. P. Kay Lund, professor of physiology at the University of North Carolina School of Medicine have used radioactive gene probes to find significantly increased production of insulin-like growth factor (IGF-I) in inflamed and thickened intestinal tissue samples of CD patients but not in otherwise healthy bowel tissue from the same individuals. The tissue came from patients during bowel resection surgery. 

"Somehow the gene for IGF-I was switched on in these cells and is not switched on in normal or non-diseased cells," Lund says. She also notes finding no evidence of increased IGF-I activity in bowel tissue from surgery patients with ulcerative colitis, the second major inflammatory bowel disorder, one that involves only the colon. 

Lund says the bowel in some CD patients "tries to overgrow, something goes wrong and the structural support elements of the tissue grow excessively, and so you get a bowel that's thickened and obstructed because the wrong cells grow. This abberrant growth is termed fibrosis and is associated with deposition of lots of collagen -- a molecule associated with scarring." During this thickening, whole sections of intestinal smooth muscle cells can become encased in a dense overgrowth of fibrous collagen. 

According to the UNC scientist, the new findings raise the possibility that treatment aimed at blocking IGF-I in the bowel could prevent fibrosis complications, such as intestinal stricture (narrowing) and obstruction. Such complications frequently require removal of major portions of bowel. Since CD often eventually reappears elsewhere in the bowel, surgeries for recurrent complications can result in "short bowel syndrome" -- not enough small intestine for nutrient absorption -- which leaves many patients relying for life on intravenous feeding. 

In addition, Lund points out that bowel-removal surgery itself may exacerbate fibrosis. "You will often get stricture or obstruction of the bowel close to the point where you once had surgery," she says. 

Dr. Ellen Zimmermann of the University of Michigan , while a post-doctoral fellow in Lund's lab in 1993, discovered that IGF-I was massively expressed in the areas of fibrosis. Lund says more recent in vitro laboratory experiments in her UNC physiology lab support the concept that IGF-I "could be a culprit in fibrosis formation, causing bowel cells to make more collagen and to grow inappropriately." 

Still, as Lund points out, such findings don't tell us definitively if IGF-I acts the same way on bowel cells in vivo -- in live animals. That's why she and her colleagues are studying strains of transgenic mice -- animals genetically engineered to overproduce IGF-I in cells that are involved in the fibrosis of CD. "Then if we experimentally give them bowel inflammation, do we get this excessive fibrogenic response?" she asks. 

The UNC researcher speculates that if IGF-I proves a major culprit in CD progression, inhibitors of its action such as IGF binding proteins (IGFBPs) may be used therapeutically to help prevent fibrosis and its complications. 

An estimated six new Crohn's disease cases per 100,000 population occur in most developed countries, including the U.S., each year. Peak ages are in adolescence and early adulthood and after age 60. Symptoms of CD include abdominal pain, fever, diarrhea, and weight loss. Its cause is unknown. However, some researchers suggest the disease arises from an excessive immune response to bacteria in the bowel. 

Drs. Lund and Zimmermann presented the human bowel tissue findings to a national conference of the American Gastroenterological Association at the end of May. An abstract of the study is available upon request. 

###



Crohn's disease and milk - Research

Newsgroup: alt.support.crohns-colitis 
Subject: Crohns disease and milk - Research 
From: meph 
Date: Sat, 03 Aug 1996 14:38:17 +0100 

Here's a snippet from an article I found this week, may be of interest to some... 

Take from a supplement of a national newspaper dated 28 July 96 :- 

That Gut Feeling : 

Scientists at St Georges hospital in London are claiming there is a link between Crohns disease - a debilitating digestive problem that affects more than 40,000 people in the UK - and drinking milk. Professor John Hermon-Taylor, a surgeon, and his team have reported finding minute traces of an organism known as myco-bacterium paratubercolosis in two thirds of the intestinal tissue removed from Crohns patients after surgery and although the National Dairy Council has disputed such claims on the basis of its own studies, the hospital researchers say they have also found the organism in supplies of whole, pasteurised milk. 

Hermon-Taylor and his colleagues are suggesting mycobacterium, which causes Johnes disease in sheep and cattle (a condition similar to Crohns disease in humans), is being transferred through food and water systems and can sometimes survive the process of pasteurisation. The full results of the study will be published in September and these may be convincing enough for sufferers to be told, for the first time since the condition was originally diagnosed in 1932, that scientists have discovered a concrete cause. 

Although public awareness of the condition is still limited, 3000 new cases are diagnosed every year. Crohns affects both men and women equally. The incidence has doubled in the past 20 years. 

Crohns disease can affect any part of the digestive tract but is more commonly found in the small intestine where it causes inflammation, deep ulcers and scarring to the intestinal wall. The main symptoms - tiredness, urgent diarrhea and loss of weight - can be controlled by drugs but surgery is frequently necessary to remove the damaged or narrowed sections of the intestine. There is no known cause, and no known cure, for Crohns, although there is evidence of a genetic predisposition. 

Sisters Sue Middleburgh 44, and Ruth Ardley, 40, have both suffered from Crohns disease since their teens. Middleburgh, a financial adviser who was first diagnosed at 16, remembers passing out from the crippling stomach pain but being told her symptoms were psychological "After one operation at the age of 24, I turned to acupuncture and for the past 12 years I have coped with the disease without further surgery, although there are times when it does get me down", she says. 

Ardley a part time book-keeper and mother of two, says Crohns affects not only her life but her whole family. "Fortunately, I have an understanding husband but it is a difficult disease to live with. When you need the toilet you have to go straight away and people don't understand the urgency". The national association for Crohns and colitis (NACC) issues its 24500 members with a can't wait card, designed to facilitate quicker access to public lavatories in shops and also runs support groups across the country for sufferers. Richard Driscoll the NACC director is cautious about the new research linking Crohns with milk and says one problem is that no other research group has as yet been able to repeat the results reported by the group at St Georges hospital. 

"Aside from the genetic aspect we believe there may be environmental factors that give rise to the disease. There must be something about our modern way of living that is causing an increase in sufferers" he says. "It may be there is more than one external agent that triggers the disease, but the sad fact for sufferers is that, once they have it, it is a lifelong condition for which there is no cure" 

Researchers at the Royal Free hospital in London have suggested the measles virus may be linked to the disease. The hypothesis is that measles may cause lasting damage to the blood vessels lining the bowel wall, triggering the onset of Crohns in some people.However like the milk hypothesis, this research is in its infancy and, despite a suggestion that a measles vaccine given to children could lead to Crohns in later life, the consensus of medical opinion is that the benefits of the vaccine outweigh the unproven risks of a link with Crohns. 

Driscoll emphasises that there is no link between Crohns and irritable bowel syndrome - one does not lead to the other and there is in fact, no tissue inflammation with the latter and no obvious sign of damage to the intestine. 

Another problem facing Crohns sufferers is that it can take up to a year to rule out similar conditions and many are sent packing by their GP's who mistakenly believe the symptoms to be psychosomatic. 

"The best way to describe the condition to non-sufferers is to tell them to think of the worst tummy bug they have ever had on holiday and then to try to imagine living that every day," Driscoll says. 

"Sufferers never know how they will feel from one day to the next, which is debilitating enough and although Crohns is more common that multiple sclerosis and almost as prevalent as Parkinsons disease, people know very little about it" 

Return to NOMILK main page 
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Crohn's Disease Testimonials
 This paper is for information only. It represents the observations, views and opinions of the author, but is not a recommendation for treatment. Anyone reading it should consult his/her physician before considering treatment.
When the remedies were first discovered, they were tried only by people with Crohn's Disease. However, since then some people with ulcerative colitis have tried them and found them to be equally effective.

I am not a medical doctor and thus do not attempt to treat people; but, in an effort to help a new friend, Barbara, who suffers from Crohn's Disease (CD), I performed a literature search, and thought deeply about the disease. Within this process I identified two new potential approaches that I thought might be helpful. Neither approach had been used for CD before. I provided Barbara with the results of my search along with my first theory about how CD might be remedied. She discussed it with her physician. She told me that he said that he didn't see how trying it would do her any harm. She had abdominal pain, which had lasted for more than three months with varying degrees of severity, even though she was under a doctor's care and her disease was in partial remission. Barbara decided to try the suggested remedy. She was working half days because of the inflammation, went home at noon as usual, purchased the material at a health food store at minimal cost and applied it. Her abdominal pain was reduced to a mild sensitivity within an hour. That was in February 1995. She was able to return to work full time shortly thereafter. Her disease has been under control ever since then without other medications being required. She gradually recovered her full physical strength and general health, and has noticed no ill side effects from the remedy. She said that before this time she rarely had one good day a month. Shortly after starting the "treatment" she said she felt terrific and rarely had one bad day a month. Her disease management cost changed from approximately $5,000 per year (covered by insurance) with conventional medications which did not work very well and had substantial negative side effects, to approximately $50.00 per year (no insurance coverage needed) with far better control of the disease and absolutely no negative side effects.

Since that time more than twenty other people with Crohn's Disease and several with Ulcerative Colitis (UC) have chosen to try it. It seems to work equally well with both diseases. They purchased and applied their own material. Their reported success rate has been better than 90%. They have been able to discontinue other medications and enjoy freedom from abdominal pain and intestinal inflammation. Once it works for an individual, there are no cases of a person becoming desensitized to its benefits. It continues to work, with additional applications as needed, indefinitely. According to my theory, the remedy does not just block the pain, it stops both diseases by stopping the common process that causes the degeneration of the intestine.

The time span between my first learning about Barbara's disease (I had never heard of Crohn's Disease before) to my identification of the first projected remedy was three days. She tried it the next day and to my amazement she said it took effect within an hour. This relatively brief time to effectiveness has been repeated many times with many people. I have been told of pain relief time ranging from 20 minutes to four hours.

I should make it clear that I am not selling anything and have no financial interest in the remedies. My motivation is strictly humanitarian. I would simply like to contribute what I can to help eliminate the horrible suffering associated with these diseases.

 

I. Dimethyl Sulfoxide (DMSO) as a Remedy for Crohn's Disease
In order to appreciate the profoundness of the remedy, which is deceptively trivial in appearance, I believe it is important not only to present the results, but also to take the reader through the technical reasoning I employed. I have a formal education in chemistry and chemical engineering and am now retired after spending more than 30 years performing research at a national laboratory. During that time I developed a personal fascination with the potential of nutritional supplements for helping a broad range of physical and mental problems. It started when I was on the board of directors of a youth home with 70 problem children (wards of the court) and wanted to explore possible approaches for helping the children. This gradually led me into making a serious study of nutrition, biochemistry, medical physiology and psychology and the interrelation between them. I was deep into studying textbooks and performing literature searches on Medline (on the Internet) when I first met Barbara. She was the secretary for the new group I had joined at the national laboratory. I found her to be an exceptionally pleasant person with an exceptionally serious, disabling illness. So, I told her that I would use the capabilities I had developed to try to find something that might help her. I was proud and shocked when the first suggestion I made, derived from my first technical analysis of the cause of Crohn's Disease, was totally successful.

Upon starting the literature search I quickly discovered that the conventional treatment for CD used steroids or sulfa drugs with only moderate success. Failure of the steroids frequently resulted in the need for surgeries removing the damaged part of the intestine. Multiple surgeries eventually end with the need for an ileostomy or a colostomy where excretion of the feces is diverted through the abdominal wall and is collected externally in a bag for disposal. Many other treatments had been tried with little success. The attempts at different treatments seemed almost random, possibly because there was no clear understanding of the cause of the disease. Some believed it was an autoimune disease, but the evidence for that was not conclusive.

I decided to take a more logically tight, systematic approach, as I would do with one of my typical research projects. This involved first postulating a damage mechanism, checking it against the literature to see if it survives, and designing what should be a logically tight treatment based on the assumed mechanism. In order for me to have any chance of success with my extremely limited access to almost anything sophisticated, I knew I had to approach the problem with a very different thought process than the elaborate research facilities had. The first thing I did was to mentally separate the primary, complex cause of the disease from the damage mechanism, which I hoped may not be so complex. I then focused on the damage mechanism, which I hoped would be more amenable to a simple solution. I reasoned that the damage mechanism was very likely hydroxyl radical attack on the intestinal cells. From reading the medical literature, I discovered that there was considerable evidence that this mechanism might be a primary cause of colon cancer. They are well known to have the capability of destroying cells through oxidative attack and I thought Crohn's Disease might be another expression of their damage. A literature search identified more than 15 publications in the last five years in which the authors also felt this might be true.

In a previous Medline literature search I had done on DMSO, focused on evaluating its toxicity, I discovered not only a lack of toxicity but also that it had been measured to be a powerful antioxidant. The search over the previous five years of medical publications yielded 1117 abstracts describing instances where DMSO was used. Many of the abstracts openly stated that DMSO was a well tolerated material, and there were no publications indicating any level of toxicity. DMSO had been used in a variety of medical applications, but never for Crohn's Disease. One paper presenting results for a number of materials being tested for antioxidant activity, listed the compounds in order of antioxidant effectiveness and then added the statement that none of them were as effective as DMSO.

DMSO has another very important feature that distinguishes it from commonly used vitamin antioxidants. It will rapidly diffuse through the skin into the blood stream. (There is no need or advantage to taking it orally.) According to my initial theory, this is not just an application convenience, but an essential feature that would make it more effective in the treatment of CD than other antioxidants.

I reasoned that if the damaging hydroxyl radicals are generated inside the intestinal cells, the antioxidants will have to penetrate the cell membranes to get at them. Vitamin antioxidants can have a difficult time penetrating the membranes, which may explain why they are ineffective for treating CD. However, DMSO cannot be stopped by any membrane. That is why it can rapidly diffuse directly through the skin. Thus, only DMSO (and now a second material with a slightly different mechanism, Melatonin, which I will discuss below) would be able to penetrate the cell membranes rapidly and quickly enough to deactivate damaging hydroxyl radicals generated inside the cells before they do damage. I postulated that because of this very unique penetrating characteristic, only DMSO, and now Melatonin, might be effective in reducing the intestinal damage associated with Crohn's Disease. If my theory is true, treatment with DMSO would also serve to illuminate the biochemical cause of CD.

With these thoughts in mind, I thought DMSO had a reasonable chance of helping Barbara with her CD. When I talked to her about it, she told me that she had owned horses for many years and was quite familiar with DMSOs frequent use in veterinary medicine. She felt it would be a safe thing to try, in small amounts, even though she was aware that its use for application to humans had been approved by the FDA only for the treatment of interstitial cystitis. She consulted her physician and he thought it could safely be applied topically. When Barbara started using DMSO she was working half days because she was trying to recover from repair surgery and the deterioration caused by a major relapse of her disease. She went home at noon, as usual, and bought some DMSO at a health food store. She applied "about a teaspoon full or less" to her abdomen. (The body location is not important!) She then went to an afternoon movie. An hour into the movie Barbara noticed that something was missing. Most of her abdominal pain was gone!

Shortly thereafter Barbara was able to return to work full time and was feeling "wonderful". After this success, I am amazed at how many people then called me to find out about it. I discovered that this horribly painful, commonly fatal disease is very prevalent. I am thus compelled to write this paper in an attempt to get this information into the Crohn's Disease and Ulcerative Colitis community so it can be further evaluated, and hopefully provide near-term, safe help.

If my theory is correct, DMSO does not stop the primary cause of Crohn's Disease. It only stops the damage mechanism, very rapidly. Thus, DMSO may have to be used on a continuing basis. The people using it so far apply it only when they feel the onset of abdominal pain. The DMSO quickly stops the pain (and the intestinal damage process) commonly in less than one hour but it can take up to a few days of repeated application. One of the benefits of its rapid action is that it does not have to be taken in a preventive mode, and there are no withdrawal problems. This is in contrast to the steroid treatment which takes several weeks to take effect and thus often has to be taken in a preventive mode, and where withdrawal must be done with great care. The natural course of Crohn's Disease is to cycle between active and remissive states. The DMSO appears to prevent damage during the active state, and may be required sporadically during remission. It appears to be an extremely affordable remedy that a person can live with comfortably. I recently talked to Barbara and she said it continues to control her CD when it becomes active, but she had to use it only twice in the last year.

 

II. Melatonin as a Remedy for Crohn's Disease
Melatonin is well known as an effective, nonprescription sleeping pill. In the book "Melatonin" by Ray Sahelian, M.D., he references research done by Hardeland, et al. that states "Melatonin has been found to be the most potent physiological scavenger of hydroxyl radicals ever detected. Melatonin stops damage immediately and is more effective as an antioxidant than even vitamins C and E." He also states that Melatonin has the advantage of being able to freely enter and permeate all parts of a cell.

Given the experience with DMSO helping Crohn's Disease, upon reading this, it seemed reasonable to me that Melatonin might be another likely remedy for C.D. I brought this to the attention of Barbara and discovered that she had just started taking Melatonin to help her sleeping problems. She decided to stop using DMSO and see if the Melatonin would control her C.D. It seemed to work for approximately two months when she started to get a recurrence of abdominal pain. At this point she returned to using DMSO, which controlled the pain in its characteristic short time.

Since Barbara's experience, many people have tried both DMSO and Melatonin and both have worked quite well. It is difficult to say if they would both work quite well on the same person because different individuals seem to have chosen one or the other approach and remained with it once it worked. There seemed to be one significant difference in that it appears that DMSO seems to take effect within an hour while Melatonin might take a week or so.

At this point approximately half of those trying this are happy with Melatonin and half with DMSO. It is difficult to say in advance whether DMSO or Melatonin will be the best approach for any particular individual. One of the most interesting points is that once an approach does work for an individual, it does not become ineffectual with time.

I want to remind people that this write-up is for information only and is not a recommendation for treatment. I strongly recommend that you discuss this with your physician and read the large amount of information that has been published about both DMSO and Melatonin before taking any action.

 

Proposed Biochemical Mechanisms for DMSO Mitigating Crohn's Disease
The Proposed Biochemical Cause of Crohn's Disease
I propose that the cause of Crohn's Disease is oxidative attack on the intestine, and not an autoimmune attack. Specifically, the attack follows the Haber-Weiss reaction where ferrous ions catalyze the dissociation of biochemically produced hydrogen peroxide into highly reactive hydroxyl radicals. The excessively high production rate of hydroxyl radicals then produces cellular damage in the intestine. The reaction goes as follows:

H2O2 + Fe(+2) = Fe(+3) + OH- + HO

hydrogen peroxide + ferrous ions
react to produce
ferric ions + hydroxyl ions + hydroxyl free radicals

This reaction is always taking place in normal cells and can play a constructive metabolic role by helping with the initial oxidation of fats in the peroxisomes. However, for people with Crohn's Disease, it takes place to excess.

 

The Proposed Mitigation Mechanisms for Melatonin and DMSO
Melatonin
In the book "Melatonin" by Ray Sahelian he states that Reiter, one of the most active researchers on Melatonin, believes that it stimulates the enzyme glutathione peroxidase, one of the body's most powerful antioxidants. The details of how this enzyme operates to remove hydrogen peroxide is discussed in many books on biochemistry, and won't be reproduced here.

DMSO
Mechanism 1: DMSO can be readily oxidized to dimethyl sulfone. DMSO has one oxygen atom and dimethyl sulfone has two. In the presence of hydrogen peroxide it can be oxidized, picking up one oxygen atom, converting the hydrogen peroxide to water.

Mechanism 2: In the process of carrying out literature searches, I discovered a paper in which it was reported that DMSO increased the number of transferrin receptor sites displayed on the outer membranes of two standard cell cultures with a response time of approximately ten minutes. ("A Rapid Redistribution of the Transferrin Receptor to the Cell Surface of HL-60 Cells and K562 Cells upon Treatment with Dimethyl Sulfoxide Due to Slowing of Endocytosis" D. Vestal et.al., Archives of Biochemistry and Biophysics, Vol. 276, No. 1, Jan. 1990, PP. 278-284) This opens up the possibility of a surprise mechanism for DMSO mitigating Crohn's Disease. Transferrin transports iron in the blood. It picks it up from the intestine and brings it to all the cells in the body that need it.

If we postulate that this same effect occurs when DMSO is applied to the body, it will increase the rate of transport of iron out of the intestine and to other cells in the body. The immediate effect will be to lower the iron concentration in the intestine, and thus lower the rate of production of hydroxyl radicals in the intestine via the Haber-Weiss reaction (catalyzed by iron) discussed above.

It is interesting to note that the measured response time of the cells is fully consistent with the rapid response CD people observe for DMSO mitigating their abdominal pain.

It is also possible to postulate additional, downstream effects.

1) The increased transport of iron will specifically increase its transport to the bone marrow. This could increase production of hemoglobin, reducing any anemia that might exist, which is common with people experiencing a CD inflammation.

2) In normal people, the absorption of iron into the blood from the intestine is actively controlled. If this active control mechanism is sensing on anemia or the lack of it, then (in its simplest conceptual form) the existence of anemia would result in increased iron absorption in the intestinal cells, and the reduction of anemia would have a corresponding reduction of iron absorption. Thus, if the application of DMSO resulted in reduced anemia, it would reduce the rate of absorption of iron (from food) into the the intestinal cells while increasing its rate of removal from the intestinal cells by transferrin in the blood, resulting in a two-pronged approach to reducing the Haber-Weiss reaction.

The actual control mechanism for iron absorption is complex and only partly understood. One mechanism that has been demonstrated to regulate the transfer of iron actoss the mucosal-capillary interface is the synthesis of apoferritin by the mucosal cells. When little iron is required by the host, a large amount of apoferritin is synthesized to trap the iron within the mucosal cells and prevent transfer to the capillary bed. As the cells turn over (within a week), their contents are extruded into the intestinal lumen without absorption occurring, thus excreting unneeded iron. When there is a iron deficiency, virtually no apoferritin is synthesized so as not to compete against the transfer of iron to the deficient host. Considering this mechanism, one could postulate that the existance of anemia may prevent the formation of apoferritin. This would result in an increase in free (active) iron ions in the mucosal cells. If this is combined with an ineffectual removal of them into the blood by insufficient transferrin transport capacity, these free iron ions could then be very active in the Haber-Weiss reaction, producing excess hydroxyl radicals, and resulting in celular damage. DMSO would cause increased transferrin transport capacity, reducing anemia, resulting in increased production of apoferritin in the mucosal cells, reducing free iron ion concentration, and thus reducing the activity of the Haber-Weiss reaction and cellular damage.

A Research Effort to Carry Out Needed Controlled Studies
I would like to strongly encourage the performance of controlled studies to evaluate the DMSO/Melatonin approach to mitigating Crohn's Disease and Ulcerative Colitis so as to place it on a more sound technical basis. The ultimate goal would be to satisfy FDA requirements to qualify one or both of them as approved treatments.

 UPDATE, 11/99
I just received the following e-mail which I found to be particularly relevant and which stimulated some additional thoughts that might be helpful:

The e-Mail:
Subject: Melatonin & TNF concentrations

Sent: 10/31/19 2:35 AM

Received: 11/4/99 5:18 PM

From: CBerger338@aol.com

To: krysalis@value.net

Dear Mr. Gregg.

I wanted to share with you some observations regarding the use of Melatonin for Crohn's Disease. Since I have Crohn's, I read with interest your several publications on the web regarding the use of DMSO & Melatonin for use with Crohn's Disease.

I subsequently tried both & had little or no benefit from the DMSO, but did benefit from the Melatonin. I found a dosage of 1 MG., once a day at night worked best, and it took about a week to start to see some benefit. The benefit was a reduced level of pain, but most important, almost complete elimination of the diarrhea I had. It was a slow process, with improvement showing up each day.

So, I thank you for taking the time to get the word out about these two products.

I also have a science background, and started to think about how Melatonin was working. I subscribe to the Townsend Letter for Doctors & Patients. This is a magazine that is devoted to alternative medicine, but is very professional in their approach. In any case, in the current issue, 1999, #195, page 37 is an article by Dr. Alan Gaby regarding Melatonin. In the article is mentioned the fact that Melatonin is known to inhibit tumor necrosis factor (TNF). TNF is an important part of the inflammation process that your body uses to attack foreign substances. Now what is really interesting about this, is that it is a known fact that all Crohn's patients have a very high level of TNF. Actually, the most potent recently released FDA approved drug for Crohn's, is something called Remicade, made by Centacor. Remicade works by eliminating TNF and has been shown in many clinical trials to have a marked beneficial effect on Crohn's. It would be very interesting to investigate if Melatonin is in fact eliminating TNF & if DMSO also works this way.

Again thanks for providing the Melatonin information since it has been a big help to me.

Should you find out anything regarding TNF & Melatonin, I would love to hear from you.

Best Regards,

Chuck Berger

My Response/Comments/Thoughts: This e-mail caused me to revisit thinking about Crohn's Disease which I had not done in many months. I had the following thoughts.

PROPOSED TWO DISCRETELY DIFFERENT MECHANISMS FOR CAUSING CROHN'S DISEASE, DICTATING TWO QUITE DIFFERENT TREATMENT PROTOCOLS
The information presented in this e-mail is new to me. It introduces the possibility that there are (at least) two discretely different causes of Crohn's Disease, each responding well to quite different treatment approaches, for very fundamental biochemical reasons. I have been long aware that there are those that respond well to DMSO and those that don't. And the distinction is quite sharp. The question is why? And, can this understanding lead to more successful approaches to treatment?

1) Those that respond to DMSO:
In this case the primary trigger is anemia. The anemia signals the intestinal cells to convert more inactive iron to active, soluble iron so it can be transported to the bone marrow to produce more hemoglobin. However, there is a defective iron transport system which allows the soluble iron to stack up in the intestinal cells. This catalyzes the Haber-Weiss reaction (to excess) causing a high rate of production of hydroxyl radicals, which in turn cause excessive damage to the intestinal cells. It also prevents the correction of the primary cause, the anemia. The DMSO enhances the iron transport, reducing the immediate attack on the intestinal cells, and promoting the more gradual correction of the anemia. Once the anemia is corrected, the Crohn's Disease inflammation remains corrected, without the need for more DMSO, until the next incidence of anemia.

Transdermal application of vitamin B12 and folic acid in DMSO: For all those suffering from Crohn's Disease and particularly this case, I would suggest that you read my Health Notes on Anemia, Vitamin B12 and DMSO. It would appear that dissolving vitamin B12 and folic acid in DMSO and applying it to the skin (transporting it in through the skin) would be a profound help. All with Crohn's Disease have severely damaged intestines, greatly inhibiting vitamin B12 and folic acid absorption, which will cause anemia. The transdermal application will bypass this obstacle and bring the vitamins into the blood directly through the skin.

Could the anemia be caused by atmospheric nitrus oxide destroying vitamin B12 in the body, which in turn causes the Crohn's Disease? See the Health Note on Vitimin B12.
For this cause, one would expect that women would be the more vulnerable than men and would be more likely than to respond to DMSO.

2) Those that respond to Melatonin (or the drug Remicade):
In this case the primary trigger is a food allergy, or a "leaky gut". Foreign proteins from foods manage to penetrate the protective layer of the gut, before they get broken down by the digestive enzymes, and trigger an allergic/inflammatory response. (Such an immune reaction is commonly triggered by protein molecules and rarely triggered by carbohydrates.) The TNF plays a role in this response. It may actively cause damage, or simply be an indicator of the inflammation.

It is common for the body to invoke an inflammation response to foreign invaders, such as pathogens. (The immune system often sees large protein molecules as invaders, much like pathogens and reacts the same.) The inflammation response is the body's approach to providing a very rapid defense, which is not highly specific. It is the initial emergency response to control the situation that provides time for a more specific defense to be developed. Because it is not very specific, it can also attack some normal cells which get sacrificed in the process. In the extreme, the attack on normal cells becomes the dominant damage mechanism. Thus, it would give the appearance of an autoimmune disease, when it is really an inflammation response. This has led some researchers to conclude that Crohn's Disease is an autoimmune disease when it really isn't.

Consistent with this theory, it would appear that both Melatonin and Remicade have the ability to suppress this inflammation response as indicated by both of them having the capability of reducing TNF.

For this cause mechanism one would expect an equal distribution between men and women.

APPROACHES TO PREVENTION
1. SELECTIVE DIET: This introduces another approach to prevention; selective diet. I am certain that this is not so new to many CD sufferers. However, I would like to draw attention to a recently published book "Eat Right 4 Your Type" by Dr. Peter J. D'Adamo, (1996). The underlying theory behind this book is that people with different blood types have different immunological responses to different foods. Each blood type has a set of foods that they are compatible with and a set that they are not. This is related to the evolution of the different blood types in times when different diets predominated. It also gets specific enough to allow an individual to take action. It may not be perfect, but it presents a good start, based on some scientific data.

The premise makes some sense, and it is right on the mark when addressing this proposed cause of Crohn's Disease. I would thus suggest the people with this problem read this book and initiate your own experiments, refining the specific diet to meet your own specific biochemistry.

2. PREDIGESTING (HYDROLYZING) THE PROTEIN BEFORE CONSUMPTION: If the food-allergy/leaky-gut theory presented above is correct, and I believe it is, then proper food processing could eliminate the disease at its source, preventing it from ever happening. Thus, eliminating the need for any drugs.

First, it should be understood that a protein molecule must be relatively large to cause an immune response once it enters the blood. Protein molecules are composed of a long chain of amino acids connected together, with different protein molecules having different lengths and sequences. However, they are all constructed from the same 20 amino acids. These amino acids do not cause an immune reaction for at least two reasons: They are recognized as "self" and they are too small. If the protein molecules in the food are first disassembled into their individual amino acids before consumption, no immune response will happen when the resulting amino acids are transported into the blood from the intestine. Also, since they will still be the building blocks your body needs to make protein, their protein nutritional value will not be diminished. In practice, it is not necessary to decompose the protein molecules all the way to individual amino acids. The same effect can be achieved even if the decomposition still leaves some amino acids connected in small chains a few amino acids long (called peptides).

The process of disassembling the protein molecules is called hydrolysis. It is the exact reverse of the process your body uses to construct protein molecules from individual amino acids. In the construction process, one amino acid is connected to another by removing a hydrogen atom from one and a hydroxyl radical from the other. The hydrogen and hydroxyl radicals combine to form a water molecule and the free bonds on the amino acids unite, binding them together. This is repeated many times, adding one amino acid after the next, forming the protein molecule. The process is carefully controlled by enzymes that determine the rate of protein synthesis and exactly which proteins are synthesized.

Hydrolysis simply reverses this process. A water molecule is split and added back to the same bond locations, recreating the original free amino acids, and consuming the water molecule.

HOME METHODS FOR ACHIEVING HYDROLYSIS (PROTEIN DISASSEMBLY) 
1. Digestive enzymes: Digestive enzymes catalyze this disassembly process in your intestine, making free amino acids which are then absorbed into the blood. Thus, consuming supplemental digestive enzymes with your food should help greatly and may be sufficient to reverse or control The Crohn's Disease.

2. Boiling in water: Digestive enzymes will be slow to take effect in your intestine and thus may not be totally effective (in time). However digestive enzymes are not required to hydrolyze protein (or carbohydrate) molecules. If foods are boiled in water, hydrolysis will take place. In general, the longer the boiling, the greater degree the proteins are disassembled.

3. Crock Pot: A crock pot has been designed to allow one to keep foods close to boiling for many hours. This would be the next step towards further improving the protein disassembly process.

4. Pressure Cooker: The most effective approach achieving the greatest degree of hydrolysis would be to cook the foods in a pressure cooker. This allows the water to reach a higher temperature before it boils. Pressure cookers are well known to be able to greatly shorted cooking times, for the same reason. One could experiment with a pressure cooker for any particular food to discover how long it takes to hydrolyze the food to where its proteins no longer produce an adverse reaction.

I would suggest the following starting point: Start with a can of soup, add water and vegetables, and cook in the pressure cooker. The time of cooking required to obtain adequate hydrolysis of the protein is unknown. It is up to you to determine this. Thus, cook for a while. Cool down and try the soup. If you still have a negative, inflammation reaction, return the soup to the pressure cooker and cook some more. Repeat this until you no longer have an inflammation reaction. This will only have to be done a few times before you know how long to cook in the begining.

I would also suggest including at least some soy beans in the list of added vegetables. They have been found to be exceptionally high in nutritional value.

Protein Sources in Foods:
There may be a misimpression that meats provide proteins and vegetables do not. This is not true. All living cells must have some protein molecules to perform numerous essential tasks. Meats have a high concentration of protein and vegetables have a much lower concentration. Depending on the vegetable, the protein may invoke an allergic response as severe as meats can evoke even though it is in much lower concentration. Thus, vegetables will have to be thoroughly boiled also.

Boiling vegetables is usually avoided because there is a common belief that vegetables are more nutritious raw or near raw. This may be true sometimes but not always. In fact, it has been reported that for some vegetables, cooking enhances their nutritional value. However, for people with Crohn's Disease, eliminating the damage to the intestine, thus improving nutrient absorption, will outweigh any nutrient loss due to extensive cooking. The primary risk of loss is likely to be nutrients dissolving in the water and being dumped out. This could be minimized by consuming the water phase, or steaming the vegetables (for a long time). However, simple chemistry dictates that cooking the food in the liquid phase (instead of steam) predicts a more effective hydrolysis of the protein. The water is a reactant, not just a heat transfer agent, and simple chemistry predicts that as the reactant concentration increases, the production of the product (hydrolyzed protein) will go more to completion. The cook will have to work out the details. Taking the soup approach presented above solves this problem.

SOME FEEDBACK
I have discussed this basic cooking approach with a number of people with Crohn's Disease as well as Irritable Bowel Syndrome (IBS). In every case the individuals have independently discovered that boiling vegetables for a long time will convert them from being irritating to their intestines to something that causes no problem. This is a small sample, but when it is combined with what makes technical sense, it warrants others trying it.

UPDATE, 11/99 SUMMARY
It is likely that there are two different causes of Crohn's Disease, anemia and food allergies. The intestinal damage mechanism is quite different for each. It is also reasonable to expect these two damage mechanisms to be interactive. Once one starts, it is likely to initiate the other. Both can be addressed without drugs. Anemia can be addressed with transdermal B12 & folic acid in DMSO and food allergy can be addressed by pressure cooking foods. I would suspect that someone with Crohn's Disease may want to do both at the same time.

Most importantly, these approaches address the primary cause of the disease, stopping it or preventing it from starting. They don't just attempt to reduce the damage or pain while the disease continues.

UPDATE, 1/00
I just received this e-mail and was given permission to post it.
Subject: Crohns/Sparx 
Sent: 1/28/20 10:03 PM
From: sally.spalding@ac.com
To: krysalis@value.net
Dr. Gregg,
I spoke with you several years ago, in relation to Crohns Disease. I have been taking Melatonin for three years and have had no on-set of the illness since. I can not even express how this has dramatically changed my life.
Yesterday, I received a note from a friend who had just been diagnosed with CD and quickly went home to look up your name and number. I sent her the link to your website today.
I would also like to order some Sparx. Can you please contact me for sending instructions.
Thanks again for everything!
Sally
P.S. It was the melatonin that helped, did not have much success with the DMSO.
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