
  

Hypoglycemia - Part Two 
The next category of hypoglycemia to consider in the conventional model is hypoglycemia in 
patients with diabetes and impaired glucose tolerance.  

  

This typically occurs in the postprandial state rather than the fasted state. In conventional 
medicine, the presence of sympathoadrenal symptoms after meals isn’t sufficient to diagnose 
hypoglycemia. The patient must also have blood glucose below 50 mg/dL within four hours of a 
meal, symptoms consistent with hypoglycemia, and relief of those symptoms when blood sugar is 
raised. So, again, we’re talking about Whipple’s triad. 

However, the diagnosis of postprandial hypoglycemia is now controversial, and many clinicians and 
researchers believe that postprandial hypoglycemia is not a true hypoglycemic disorder. They now 
refer to it instead of postprandial syndrome. 

The diagnostic workup is similar to what you do for fasting hypoglycemia in patients without 
diabetes. The goal is to document Whipple’s triad and demonstrate low glucose below 50 mg/dL 
at the time symptoms are occurring, within four hours after a meal. The difference is patients with 
reactive hypoglycemia should be evaluated in the postprandial state after a mixed meal. OGTT, oral 
glucose tolerance test, is actually no longer recommended as the test for postprandial 
hypoglycemia for several reasons. One is that there is no correlation between blood glucose 
concentrations and symptoms during the test. Another is that many patients with postprandial 
sympathoadrenal symptoms have similar symptoms after the administration of placebo instead of 
glucose, and a third is that cortisol and epinephrine levels often do not increase when blood sugar 
levels are low or symptoms are present, which indicates that the fall in glucose is not sufficient for 
counterregulatory mechanisms to be activated. 

While glucometers are not considered to be accurate—they have about a 10 to 15 percent variation 
per reading—they probably are the most practical way of doing this kind of testing.  

Given that postprandial hypoglycemia most often occurs in the context of diabetes and other 
blood sugar disorders, the causes of it are similar to what we talked about in the hyperglycemia 
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presentation, so you can refer to that for more detail. However, in patients with diabetes who are 
taking medication, drug-induced hypoglycemia is something you have to consider. This can occur 
with a variety of medications as well as insulin, so make sure to take a full medication history 
during the intake. 

  

In practice, you may see mixed cases where fasting glucose is low, but other blood sugar markers 
indicate hyperglycemia, so the lab on this slide is a good example. Patient was a 47-year-old male 
with loose stools, abdominal pain, weight loss, and low energy. He was unaware of any blood sugar 
issue when he came to see me, and as you can see, his fasting glucose was 45, which is very low, 
but his hemoglobin A1c was 6.0. Now we know that hemoglobin A1c is not necessarily a reliable 
marker, but in this case, some of his post-meal blood sugar readings were high, and some of them 
were low, so his blood sugar was fluctuating wildly. This presentation can occur during the early 
stages of type 2 diabetes or type 1.5 diabetes, which is adult-onset autoimmune diabetes. 
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Here is the glucometer testing for this patient. Fasting blood sugar is highly variable, as you can 
see. It was 96 one day; 69 another day, which is borderline low on the functional range; 59 one day 
before lunch. Then one day after lunch, it went up to 134, which is not outside of the target, but it’s 
getting up there. This patient moved recently in the past five years to the U.S. from China and ate a 
traditional Chinese diet. As you can see here on the page, this is why this form is so helpful. You 
ask the patient what he eats, and you see how his blood sugar responds to what he eats. In this 
case, given the amount of white rice that he eats and his blood sugar fluctuations, it’s probably a 
good idea for him not to do that and to see how his blood sugar changes or stabilizes. 
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This patient also had low vitamin D and iron overload, both of which can contribute to 
dysglycemia, as you know. Sodium was slightly high, and that can be caused by dehydration. It’s 
likely unrelated to blood sugar. 
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Now let’s talk about hypoglycemia from a functional perspective. We look at it differently in a 
number of ways. The first difference is how we view the etiology and pathogenesis. If you go to 
UpToDate or a similar resource online, it lists the causes of hypoglycemia as what I mentioned 
earlier: drugs, alcohol, critical illness, malnourishment, tumor, etc. There is no mention of the 
contribution of modern lifestyle, which is absolutely fundamental, in my opinion. The causes of 
hypoglycemia, especially postprandial, are virtually identical to the causes of hyperglycemia that 
were covered in the last presentation.  

  

It’s not that the conventional causes aren’t valid. They are, but the functional perspective is broader 
and more inclusive. Many of your patients with hypoglycemia won’t have any of the conventional 
causes at work, but they will have some or most of the ones on this slide. These include 
industrialized diet, nutrient imbalance, physical activity, sleep deprivation, chronic stress, 
environmental toxins, and disrupted gut microbiota. 

Another difference between hypoglycemia from the conventional and functional perspectives is 
how it is defined. In conventional medicine, the patient must meet the strict definition of Whipple’s 
triad, which again are symptoms consistent with hypoglycemia, a low plasma glucose 
concentration measured with a precise method when symptoms are occurring, and then relief of 
those symptoms after blood sugar is raised. In functional medicine, the definition is similar, but I’m 
less concerned with seeing a glucose level below the lab reference range. If I see a patient who has 
symptoms that are consistent with hypoglycemia, and those symptoms are resolved by eating, 
what do we do if their fasting blood sugar is 70? We should still rule out other conditions that can 
cause these symptoms, but if we do, I think it still makes sense to treat this patient as if he may 
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have a blood sugar disorder. This is especially true since treatment in functional medicine involves 
primarily dietary, lifestyle, and behavioral tweaks and possibly supplements and botanicals that are 
not likely to have significant side effects. In other words, if someone who didn’t have hypoglycemia 
followed the functional treatment for it, he would likely feel better or unchanged, not worse, so 
there is very little risk in treatment even if the person doesn’t have true hypoglycemia according to 
the conventional definition. 

That said, I wouldn’t diagnose functional hypoglycemia based on lab results alone. Those results 
should accompany symptoms, and those symptoms should resolve with interventions that regulate 
blood sugar. For example, if a patient has a fasting blood sugar of 70, his other blood sugar 
markers are normal, and he doesn’t have any symptoms of hypoglycemia, I’m not going to be 
worried about that. I would just say that is good blood sugar control.
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