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1. If someone is willing to eliminate gluten from their diet, is Cyrex Array 4 necessary? Is
there any harm in counseling patients to eliminate gluten regardless [of whether] they
have antibodies? [01:20]

2. Thank you for the recent, well not so recent, it was in June, I think, podcast on
sulforaphane. It was really well done and very interesting. Your recommendation with
regards [to] [Helicobacter pylori] (H. pylori) treatment for sulforaphanes currently stands
[as] Crucera-SGS. Has that now changed to BrocElite? [05:57]

3. [For low-density lipoprotein] (LDL) particle measurement, I’m really struggling to find a
place that does check[s] in the UK. [08:51]

4. [Is] fibrinogen an important marker as part of the cardiovascular assessment if you have
somebody who you’re worried about? [10:18]

5. And what are your thoughts on LDL subfractions, where you see LDL 1 through 7
looking for pattern A and pattern B? Is that part of your [crosstalk 11:54]? [11:54]

6. Have you seen anyone with raised ferritin as a result of taking [a] high dose of vitamin
C? [14:57]

7. Are GlutenFlam and gluten proteins legitimate? [19:26]
8. With regards to balancing the immune system, which you talk about quite a lot in

general, I mean, this is more for autoimmune kind of presentations, is it generally always
an autoimmune Paleo diet coupled with the movement, sleep, stress aspect, coupled
with supplements like curcumin, glutathione, [eicosapentaenoic acid] (EPA),
[docosahexaenoic acid] (DHA), vitamin D, and low-dose naltrexone? Is that what you
generally mean when you talk about immune balancing? [25:04]

9. In terms of low-dose naltrexone, what situations do you find yourself using it most in?
[28:21]

10. How long a trial do you give it before you decide? Because you detail in the notes how
to increase it slowly. But how long do you give it just to say it’s not working? [30:41]

11. Are we going to see some topics in kids or just in adults? [32:16]
12. We have a patient with [a] fasting insulin of 0.5. It seems too low. What are your

thoughts? A1c is 5.7, and glucose is 84. [33:10]
13. Have you ever known a situation where a strong allergic response anaphylaxis can be

calmed down or reversed? I have a patient who developed a severe allergy to nuts late
in life but would like to be able to eat them again. [35:27]
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14. Do you know of good suppliers in the [United States] that will ship to the UK for a lot of
these nutraceuticals and supplements? If there was a one-stop shop that shipped to the
UK, that would be amazing. [39:02]

15. Do [you] have any experience with Evexia Diagnostics or anything of the sort? Do you
think utilizing their Functional Health reports is a good way to get started as a
Functional Medicine practitioner? [41:28]

16. Longer-term after, because I think for most of us, we’re probably coming to the end of
the first year with ADAPT. Is there ongoing support or mentoring after this time? [46:10]

17. When will the modules be available? [49:57]
18. [Do you have] any last-minute recommendations [and] insights, since we’re graduating

[and] this is our last Q&A, particularly for practitioners starting a new practice? [52:17]

Chris Kresser: [Can] everybody hear me? Yeah. All right. Let me see; my audio seems to not
be working. Hang on a second.

Female Speaker: Chris, I can hear you.

Chris Kresser: Oh, good. It’s all working. All right, well, let’s get started with the Q&A. I’ve got
a few people on the live call and just a couple [of] questions that were sent in ahead of time. So
if any of you folks on the live call, it looks like Kim and Sam, and I’m seeing an injury therapy
pro. What’s your name?

Richard: My name is Richard. Sorry, this is my work.

Chris Kresser: Richard, I recognize you from one of the earlier events, but I’m still getting
everybody’s name. All right. So Richard, Sam, and Kim. Feel free to raise your hand; just jump
in and ask a question if you have one. And then we’re going to start with one that was sent in
ahead of time.

And the question is, “If someone is willing to eliminate gluten from their diet, is Cyrex
Array 4 necessary? Is there any harm in counseling patients to eliminate gluten
regardless [of whether] they have antibodies?”

This is from Jamie. And I think Jamie was referring to Cyrex Array 3, not 4, because Array 3 is
the one that we use to test for gluten and wheat intolerance. Whereas array 4 is the one that we
use to screen for cross-reactive protein intolerance. So things like dairy products, or grains,
other grains, non-gluten-containing grains, or eggs or potatoes, chocolate, those kinds of
things. So it’s a great question, one that comes up a lot. What I would say is if someone is
already on a strict gluten-free diet, already knows they’re sensitive to gluten from their own
experience, and has no intention or desire to ever add gluten back into their diet, then yes,
Cyrex Array 3 would be superfluous and unnecessary.
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The only situation or time we might consider it in that situation is if they have kids and were
wondering about whether there’s a genetic predisposition in the family. But you could just as
soon test the kids in that situation and save the patient from the discomfort of having to add
gluten back into their diet for a week and then wait three weeks to get tested. Because that’s
what you have to do. If someone’s been on a really strict gluten-free diet, and you want to test
them for gluten intolerance, you can’t do that accurately unless they have been eating gluten
for some period of time leading up to the test. Otherwise, they’re not going to be producing
antibodies to gluten if they haven’t been eating it for a long period of time.

So the way I think about that testing is, as I said, if someone’s already on a gluten-free diet and
they’re fine with that, they’re strict, and there’s no intention of changing that, then we don’t
recommend that test. If someone is not fully on a gluten-free diet, or they want to be able to eat
gluten occasionally and they want to know how that would be for them. Or they’re just not
really sold on the whole idea that gluten intolerance is contributing to their condition. Or they
just want to know. There are some people who suspect that they’re gluten-intolerant, but they
just want to see the evidence on paper, or digital evidence, if you will, then we will use Cyrex
Array 3 in those cases, and we might even go on and suggest additional testing, as we
discussed in the curriculum, if we suspect they have celiac disease. And it’s not just non-celiac
gluten sensitivity.

Cyrex Array 4 comes into play when let’s say somebody goes on a strict gluten-free diet, and
maybe 50 percent of their symptoms improve. But maybe they’re still having a bunch of other
symptoms or some of the symptoms that they saw some improvement with are still present. In
that case, we might go on to do Cyrex Array 4, particularly if they’re still consuming dairy
products, which would be the number one other dietary antigen. There [are] some studies that
suggest about 50 percent of people with celiac disease also have produced antibodies to
proteins and dairy products. So that’s a pretty high probability that if someone has celiac
[disease], they’ll also be dairy-intolerant. Not for sure, but pretty high probability. But then, of
course, we look at eggs and potatoes and some of the non-gluten-containing grains and other
stuff on that panel can be helpful, as well. So that’s typically the way that we use those tests.

All right, I think that’s the only question that was sent in ahead of time. Anyone on the live call
have any questions? Yeah, Sam.

Sam: Hi, Chris. “Thank you for the recent, well not so recent, it was in June, I think,
podcast on sulforaphane. It was really well done and very interesting.”

Chris Kresser: Great.

Sam:  “Your recommendation with regards [to] H. pylori treatment for sulforaphanes
currently stands [as] Crucera-SGS. Has that now changed to BrocElite?”

kresserinstitute.com



Chris Kresser: Yeah, if you can get BrocElite, that’s preferable for all the reasons that I
discussed in the podcast. At the time that I created this curriculum, BrocElite was not yet
available, and Crucera-SGS was the best alternative at that time. So are you in the UK, Sam?

Sam: Yeah, and it’s really difficult to get BrocElite.

Chris Kresser: Yeah. So don’t let the perfect be the enemy of the good. If you can get
BrocElite, great. If you can’t, then I would continue to use the Crucera-SGS. And keep in mind
that the studies that were done on sulforaphane and H. pylori [are] mixed, but many of them
used the currently available sulforaphane products that were not BrocElite in the studies, and
they still saw some good results. Some of the studies used actual broccoli sprouts. So, that’s,
of course, another alternative if you have people [who] are up for it, and you can find a reliable
source of broccoli seeds that you have a reasonable belief do contain the sulforaphane
precursors. That’s always the challenge.

Sam: Yeah. I think it’s potentially the mold on the sprouts that freak[s] me out a little bit, but
yeah.

Chris Kresser: Yeah, it’s a lot of work, [but] it can be done. But for the average patient, if
we’re thinking about making recommendations for patients, it’s going to be an uphill battle for
most people and just much easier to take a capsule, especially when they’re probably juggling
a bunch of other therapeutics alongside of that for something like H. pylori.

Sam: Okay, thank you very much.

Chris Kresser: Sure. For those folks who just joined, feel free to raise your hand in Zoom or
unmute yourself and ask a question if you have one. There [were] only a couple of questions
sent in, and we responded by email to one of them and just answered the other one now about
Cyrex Array 3. So now it’s up to you. If you have questions, I’m happy to answer them. And
also happy to give you some time back. That’s never a bad thing for busy practitioners.

Sam: Chris, if it’s okay, can I ask a few more questions?

Chris Kresser: Yeah, that’s what this is for. So keep them going.

Sam: Cool. All right, “[For] LDL particle measurement. I’m really struggling to find a place
that does check[s] in the UK.”

Chris Kresser: You won’t. What you need to order instead [is] Apo B.

Sam: Okay.
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Chris Kresser: Apolipoprotein B [is] widely available in the UK and Europe, and it’s a proxy for
LDL particle count. And even now in the [United States], the lab that we were using that
accurately measured LDL particle number, which was True Health Diagnostics, went bankrupt.
They used an electrophoresis methodology that’s very accurate, and Labcorp and Quest use
nuclear magnetic resonance (NMR), which is not as accurate. So we’re even ordering Apo B
now over here on this side of the pond because it’s more accurate than LDL by NMR. The good
news, too, about that is that Apo B is cheap. It’s readily available and cheap, so you shouldn’t
have any trouble getting it, and you might even be able to get the NHS to cover it.

Sam: Not at the moment, but yes.

Chris Kresser: Well, maybe I was a little too optimistic there.

Sam: Just a touch. “Is [fibrinogen] an important marker as part of the cardiovascular
assessment if you have somebody who you’re worried about?”

Chris Kresser: Yeah, it’s one of many inflammatory markers. There’s C-reactive protein (CRP),
[and] high-sensitivity CRP is a good one; fibrinogen, myeloperoxidase, [lipoprotein-associated
phospholipase A2], and ferritin are all good inflammatory markers. They all tell you slightly
different things. And so, again, whichever of those that you can get and that are reasonable
and affordable, get those, and if one of them is like $400, then it’s probably not going to be
worth adding that to the panel for the small amount of additional information that you’ll get. It’s
kind of like putting pieces of a puzzle together, right? If you have most of the pieces of a
puzzle, you can usually figure out what it is without those last two or three remaining pieces. So
yeah, in a perfect world, you’d have every single puzzle piece, but we’re often not operating in
a perfect world. So we do the best we can based on the limitations and constraints, whether
those are financial, or whether they’re geographical, where you live, and what you have access
to, or the scope of practice or license, etc.

It doesn’t have to be perfect; we just provide a list of best-case scenario[s] [that] in the ideal
world, you get all these markers, but knowing that often people won’t be able to get all of
them.

Sam:  “And what are your thoughts on LDL subfractions, where you see LDL 1 through 7
looking for pattern A and pattern B? Is that part of your [crosstalk 11:54]?”

Chris Kresser: LDL particle size loses significance when you adjust for particle count. So, put
another way, we used to think that pattern A or pattern B, large fluffy particles and small dense
particles was the main driver. But we figured out that it was actually the number of particles
that makes the biggest difference. So, you could have a small number of particles, and those
could actually even be small and dense, and you’d still be at lower risk than someone who has
an astronomically high number of particles, even if they’re large and buoyant. That’s pretty rare
because it’s unusual to have a very small number of particles that are dense. But that’s the deal
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with that. So I don’t really bother testing for particle size at this point; it’s really mostly driven by
particle count, which you get with Apo B.

If I had to choose one other lipoprotein marker that would be most important, it’s lipoprotein
(a). [It’s] sometimes written [as] LP(a). This is the single most atherogenic lipoprotein that we
can measure. And it’s actually independently associated with cardiovascular disease risks. So
if someone has a perfect lipid profile in every other way, and they have high LP(a), they’re still
going to be at elevated risk. And then if someone has, let’s say they have high Apo B and some
other lipid markers that are, high cholesterol, high LDL cholesterol, and their LP(a) is normal,
that doesn’t mean they’re not at any increased risk from the other lipid markers. But it has a
sort of adjusting factor. If LP(a) is very low, it might adjust the risk downward. If LP(a) is very
high, it would adjust all of the other risk markers upward. And one of the ways that we would
use it is determining how aggressive to be in treatment. So again, if someone has high Apo B
and normal LP(a), we might be a little more conservative or just be willing to take our time more
and not [be] as aggressive in treatment. If they have high Apo B and high LP(a) and then high
inflammatory markers and a high family history, then we’re going to be pulling out all the stops,
in that case, to make progress as quickly as possible, especially if they’re over 50 years old,
let’s say.

Sam: Okay, cool. That makes sense. Can I also ask, “Have you seen anyone with raised
ferritin as a result of taking [a] high dose of vitamin C?”

Chris Kresser: That’s interesting. I haven’t. I have a few guesses. If there’s some oxidative
stressor there and ferritin is, or vitamin C is moving things in that, in regard to that creating
some movement there, then I could imagine a temporary increase in ferritin. I’m not sure what
the mechanism would be for a long-term increase in ferritin, and typically, we might expect the
opposite. One other possibility is vitamin C dramatically increases the absorption of iron. So if
that person has an iron-rich diet, and they’re taking high amounts of vitamin C, then that could
potentially increase iron absorption, which, in turn, would increase ferritin. And that might be
especially true if they’re following recommendations, like eating liver and organ meats or eating
shellfish, like clams, which are also very high in iron, or taking an iron supplement or taking a
[multivitamin] with iron. So that would probably be the first thing to check on. Do you know if
any of the other iron markers are elevated, like iron saturation?

Sam: This person relates to me because I started on a low-carb diet back in 2016, and my
cholesterol level, sorry, it’s because I’m using UK metrics.

Chris Kresser: No, it’s fine.

Sam: Was six point something. So it would be considered high over here. But I wasn’t
bothered because my triglycerides are really low and my [high-density lipoprotein] was really
high. Then in 2020, I rechecked my levels again, and my cholesterol had climbed up to 8.2,
then 8.4 then it jumped up to 13, the point that it went up to 13. And I think at that stage,
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because I was having a lot of gut issues and playing around with stuff, and I love butter, I sort
of went keto by default because of FODMAPs of fruit and stuff. So I think the removal of the
fruit for a while and eating a lot more butter pushed me in that direction anyhow. That was
when my ferritin was 194, which is quite high. I was also taking large doses of vitamin C and
cooking from cast iron cookware often, but not eating vast amounts of meat, organ meat, or
shellfish. So [I] just wondered whether that was [crosstalk 18:00].

Chris Kresser: Well, the cast iron is usually not that big of a contributor. But perhaps along
with the very high dose of vitamin C, that’s a possibility. The other possibility is that the ferritin
elevation is not related to iron at all, that it’s a marker of inflammation. I don’t know where you
are in the content right now, but ferritin is an acute phase reactant. So it’s elevated in the
inflammatory response. So when we see high ferritin, we have to always consider is ferritin high
because of inflammation? Is it high because of excess iron storage or both? Because they’re
not mutually exclusive.

One of the ways of figuring that out is getting all of the other iron markers: iron saturation,
[unsaturated iron-binding capacity], [total iron-binding capacity], and serum iron itself. And then
there’s another marker called soluble transferrin receptor, which is not changed by
inflammatory status. So if you do all of those other iron markers and they’re all normal, and
then especially if you were to test CRP or interleukin 6, or any other inflammatory markers, and
they’re elevated, then you start making the assumption that the high ferritin is not related to
iron and is in fact related to inflammation. So that’s where I would go next with that.

Sam: Thank you.

Chris Kresser: Okay, Richard. “GlutenFlam and gluten proteins.” Yes, that is legitimate. It’s
not just a marketing gimmick. Those products have an enzyme called [dipeptidyl peptidase-4]
(DPP4) in them, and it acts in a similar way to the brush border enzyme in the gut that breaks
down gluten. My wife is pretty severely gluten-intolerant; [she] probably has celiac [disease].
We’ve never bothered to test because, going back to the question about testing before, she is
100 percent gluten-free and doesn’t mess with that at all. She takes it with her whenever we
travel, and even if we eat out at a restaurant, she always [asks] the server about anything that
she eats and whether it has gluten. And even though servers tend to be better about that stuff,
it’s not a guarantee. And then if you’re in a kitchen where there’s gluten stuff being prepared,
they’re rarely certified for that. So she will always just take one or two before or after a meal if
we eat out. And they do make a significant difference.

As you suspected, it’s not a free pass. It’s not like someone who’s gluten-intolerant or [has]
celiac [disease] can go out and have beer and pizza, and then take half a bottle of the
GlutenFlam and be okay the next day. That definitely doesn’t work like that. But it can be
helpful, and we do recommend it to patients.

Richard: Okay, thank you.
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Chris Kresser: So, [Caterlina? 20:58], I saw your chats. Welcome to the training and to the
Q&A. You’re welcome to come on and introduce yourself if you’d like. [It’s] not required, but we
always invite that, and that’s true for anybody on the call. And for those of you who just joined,
we’re just doing popcorn-style Q&A here, meaning you have a question, raise your hand, or just
take yourself off mute and feel free to ask.

Caterlina: Hello.

Chris Kresser: Hi.

Caterlina: Hi, how are you?

Chris Kresser: Good. How are you?

Caterlina: I am very excited [to meet] you.

Chris Kresser: Oh, great. We’re happy to have you here.

Caterlina: Thank you very much. I am new [to] this program, and I’m so excited. I’m here in
Colombia, and here there is no institution to practice Functional Medicine.

Chris Kresser: Right. And where are you in Colombia? What city?

Caterlina: Medellín.

Chris Kresser: Medellín.

Caterlina: Yes.

Chris Kresser: Let’s see. We just did the orientation for our [ADAPT] Health Coach Training
Program, and we have a health coach [in] Medellín. So maybe you two could connect and
explore the possibility of working together. It’s great when we have people in the [health]
coaching program and the practitioner program in the same place.

Caterlina: Yes, that would be very good. Can you give me her or his name?

Chris Kresser: The best way to find it would be to send an email to
support@kresserinstitute.com, and just let them know that we had this talk and I mentioned
that there was a student in the health coach program in Colombia. There’s at least one; I think
we’ve had others in the past, as well. And just tell them you’d like to connect with other people
in Colombia [who] are in the training programs. Because I think we have coaching students in
42, 44 countries now and practitioners in over 20 countries. And I know there have been local
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meetups in a lot of different countries where we have students. So I think that would be a great
thing to look into.

Caterlina: Yes, thank you very much.

Chris Kresser: What kind of work are you doing with people in Colombia?

Caterlina: At this moment, I am just studying. I’m not practicing anything because I need to
study a lot first.

Chris Kresser: Yeah.

Caterlina: I just enrolled like six weeks ago.

Chris Kresser: Great. Okay, sounds good. Sounds good. Any questions, Catalina, or just
wanted to say hello?

Caterlina: I just wanted to say hello. Thank you very much.

Chris Kresser: Great. Fantastic. You’re very welcome.

Caterlina: Bye.

Chris Kresser: Okay, any other questions for folks who are on [the] live call today?

Sam: At risk of hogging the questions.

Chris Kresser: No, please do.

Sam: If no one else has any others. Chris, “with regards to balancing the immune system,
which you talk about quite a lot in general, I mean, this is more for autoimmune kind of
presentations, is it generally always an autoimmune Paleo diet coupled with the
movement, sleep, stress aspect, coupled with supplements like curcumin, glutathione,
EPA, DHA, vitamin D, and low-dose naltrexone? Is that what you generally mean when
you talk about immune balancing?”

Chris Kresser: Generally, it’s a pretty good starting place in most cases. And there are other
situations, of course, where things might be out of whack in a different way. So if somebody
has low immune function and is getting frequent colds and flus, and we’re concerned about
infection risk, and that could be because of a genetic [immunoglobulin G] (IgG) or IgA or IgM
deficiency or could be because they have some other latent chronic infection that is depressing
their immune function, or could be because of malnutrition, or nutrient deficiency or poor gut
health that’s leading, because so much of the immune system is in the gut, then that strategy
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would be a little bit different, right? We would actually be doing things to boost and enhance
immune function rather than balance and regulate.

So I suppose it is still balancing because you’re bringing something that’s low back up to the
median. And in fact, in January, I’m going to be doing another workshop on boosting immunity
naturally, and that one’s going to be more focused on what we’re talking about now. Like, how
do you support healthy and robust immune function naturally so that you can protect yourself
from viral infections, bacterial infections, parasitic, any kind of infection and just have a healthy,
functioning immune system? And that’s separate from the autoimmunity conversation. So we’ll
be doing that in January; I’m actually working on it right now. And then, there might be other
cases where immunity is excessive, but it’s not autoimmune. So that would be a type of allergy,
some situation where somebody is having an extreme reaction to something and you want to
calm, actually put the brakes on the immune response. Or mast cell activation disorder would
be another typical case of immune hyperactivity that’s not necessarily related to autoimmunity.
And that can be triggered by any number of things, like mold illness, or chronic Lyme [disease],
or something that’s causing this polysystemic hyperactivity in the immune system.

And one of the ways that that will manifest sometimes is if you do a Cyrex Array 4, an Array 10
or food intolerance test, and we’ve seen this, like almost every single food or antigen on the
test is elevated. The way to address that is not to remove all those foods from that person’s
diet because they won’t have anything left to eat. It’s actually to go looking for what is it that is
provoking that systemic, hyperactive immune response? So I would say those are the three
main categories that we look at and think about in terms of immune dysfunction.

Sam: Okay. “And in terms of low-dose naltrexone, what situations do you find yourself
using it most in?”

Chris Kresser: Well, of those, it would be autoimmunity of those situations that we don’t
typically use it when someone has low immunity, and we need to boost it. Possibly with mast
cell activation disorder, but typically, only if we think there’s an autoimmune element there or
something going on with that systemic immune reactivity. Other situations, though, would be
so one of the main functions that it has is it reduces inflammation in the central nervous
system. So any chronic pain, [low-dose naltrexone] (LDN) can be helpful for fibromyalgia.
There’s some good research on LDN and fibromyalgia. It can be a game changer there. And
Parkinson’s [disease] because of the obvious impact of that condition on the central nervous
system. It can be really helpful; it can make a big, big difference in Parkinson’s [disease]. And
then, of course, all the autoimmune diseases.

When I was in the office about six months ago to get my teeth cleaned, [my dental hygienist,
who] knows about my work, told me her daughter had been diagnosed with [multiple sclerosis]
(MS) and was really, really struggling; [it] was progressing rapidly. She’s in her late 20s and had
never really thought much about health prior to this. So [she’s] really overwhelmed. And so, we
talked a little bit, and I gave her some information, and one of those things was LDN. I spoke
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with her neurologist on the phone, who was actually quite open-minded and interested in a lot
of this stuff. And he prescribed LDN for her, and literally, within a week, 80 or 90 percent of her
symptoms were gone and she stopped progressing and even started recovering a lot of her
function. And that was with no dietary changes yet. It was just from LDN. So when it works, it
can be pretty miraculous for some people.

Sam:  “How long a trial do you give it before you decide? Because you detail in the notes
how to increase it slowly. But how long do you give it just to say it’s not working?”

Chris Kresser: It’s got to be quite a while. Some people will literally respond overnight, but
[for] others, it can take six to nine months for the full impacts to happen. So I would say,
generally, if someone has had zero response in the first two or three months, they’re probably
not going to. But if someone is slow, has some response, and they’re progressing slowly, I
wouldn’t stop after two or three months. You would probably want to keep going at least six
months, if not longer, to see if the improvement continues.

Sam:  Will they generally take it long-term if they’ve [gotten] good benefits or results?

Chris Kresser: Yeah, generally. Some people are able to stop and maintain the benefit, but
most people need to continue taking it. But it’s so safe and well-tolerated that relative to the
other options that people who are taking LDN typically have, biologic drugs like Imuran and
Remicade, really toxic drugs for the thyroid if someone has Graves’ disease, or IV types of
medications for [MS], LDN is far more benign as a thing to have to take for a long period of
time.

Caterlina, I see your hand is up. Could I answer a question?

Caterlina: Yes, Chris, I have one question. “Are we going to see some topics in kids or just
in adults?”

Chris Kresser: I will often make pediatric recommendations related to protocols that we
discuss. So, for example, when we talk about the gut antimicrobial protocol in the gut module
for [small intestinal bacterial overgrowth] (SIBO) and parasites and those sorts of things, we’ll
give the adult dosing, and then we’ll also give pediatric dosing. And we’ll try to do that in most
cases for other protocols that we teach, as well. Having said that, we don’t have a dedicated
pediatric track or unit specifically.

Caterlina: Okay, thank you.

Chris Kresser: You’re welcome. All right, so Adam says, “We have a patient with [a] fasting
insulin of 0.5. It seems too low. What are your thoughts? A1c is 5.7, and glucose is 84.”
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[The] first question is whether they’re on a ketogenic diet or low-carb diet. If they are, it’s still
low. But I've seen it that low for people. If they’re not low-carb, I think the next thing I would do
in that situation is retest, and if it’s that low again, I would run some of the autoimmune testing
for late-onset autoimmune diabetes [(LADA)] in adults. So that’s LADA type 1.5 diabetes
because the concern there would be that there’s some autoimmune process that’s affecting the
pancreas’ ability to produce insulin, and that’s what’s causing the low insulin levels. The thing
that’s unusual about that is that A1c is trending a little high. It’s not a super reliable marker in
individuals, as we talk about in the curriculum, but [a] fasting glucose of 84 is pretty good. So
it’s a little strange that insulin is that low and glucose is normal if they had an autoimmune
process that’s impacting the ability to produce insulin. But it could be early in the process. You
might be catching it early on. So I think it would make sense to do that testing if you retest
insulin and it’s normal.

You also might want to look at some other blood sugar markers. Fructosamine is another one
that you could look at. You could do an oral glucose tolerance test or post-meal if they don’t
have access to oral glucose tolerance testing or you don’t want to subject them to it. You could
use a glucometer and do the post-meal blood sugar testing that we recommend. I think you
want to get some more data points on blood sugar and metabolic function so that you can get
to the bottom of what’s happening here because it’s definitely an unusual presentation.

Okay, next from Richard. “Have you ever known a situation where a strong allergic
response anaphylaxis can be calmed down or reversed? I have a patient who developed
a severe allergy to nuts late in life but would like to be able to eat them again.”

It’s generally tough, Richard, for the same reasons that autoimmunity doesn’t tend to go away;
we have this amazing immune system that has a very long memory, right? And that works in
our favor in most cases where we’re exposed to a pathogen even as far back in childhood, let’s
say chicken pox. Many of us probably had chicken pox when we were young, and then if we’re
exposed to that later on, we don’t get it. We don’t develop the disease because we have
memory cells, and we’ve developed antibodies. Unfortunately, that same long memory works
against us in the case of autoimmunity if we start producing antibodies to self tissue and in
allergic, true allergic responses, which are IgE mediated rather than IgG. There are some
therapies that I’ve seen some success with in terms of modulating allergic response[s] like that.
So in addition to all the basic stuff that you would expect, like [a] nutrient-dense diet,
supporting gut microbiome health, managing stress, all of that sort of stuff, and maybe even
trying something like [the autoimmune protocol] for even more immune support.

I don’t know if you’ve heard of [NAET]. It’s [Nambudripad’s] Allergy Elimination Technique. It’s
an acupuncture-based therapy, and I’ve seen that work pretty well in kids and some adults.
Less experience with it with adults, but it’s safe, it’s non-invasive, [and] it’s generally pretty
affordable. So it might be something worth looking into.

Richard: Okay. Thank you. Can you remind me of that? What’s it called? Sorry.
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Chris Kresser: NAET. I think that stands for [Nambudripad’s] Allergy Elimination Technique.

Richard: Okay, thank you.

Chris Kresser: And I imagine in the UK that you’ll be able to find practitioners that do that,
and you can reach out to them and ask the same question. Hey, this is [the] situation. Have you
ever seen any changes with this with an adult that’s at this age and see what they say.

Richard: Yeah. Great. Thank you.

Chris Kresser: Any other questions? All right, Sam. Go ahead.

Sam: Chris, I just want to finish off a couple more, if that’s okay. “Do you know of good
suppliers in the [United States] that will ship to the UK for a lot of these nutraceuticals
and supplements?” Simply because I imagine Richard’s going to have the same issue, trying
to find some of the recommended things that are difficult. And, of course, you spent a long
time honing in on the best supplements, and it’s tricky. And you’re sitting there thinking, ugh.
“If there was a one-stop shop that shipped to the UK, that would be amazing.” [inaudible
39:01]

Chris Kresser: I don’t think so. There’s not even a one-stop shop in the [United States]; we
still have to order from a few different distributors often. For example, BrocElite you have to
order directly from their website, or we use a combination of Fullscript and Wellevate, which are
two different distributors that cover probably 80 percent of our product. But then we have
some specific products that we use for Lyme disease, for example. They’re highly specialized,
and we have to order. So it’s a mess. I wish, for a long time, I was considering just creating my
own supplement distribution service, but that was [an] onerous amount of work and risk. So
we’re still in that situation. But try reaching out to Tracey. She might have more current
information because it’s always changing. But iHerb has historically done a pretty good job
with international supplements, and they have a pretty big inventory, as well. So that would be
one of the first places I would look.

I know that Designs for Health, we use some of their products and the protocols. I was talking
to them the other day; they said they have a UK distributor. So you could contact Designs for
Health directly and ask them about that. And that goes for some of the other bigger
supplement companies, as well. Maybe like Pure Encapsulations, and they may have their own
distributors in the UK. And what you might find is that the distributor for one is the same as the
distributor for another, so that might give you a lead on some local distributors that are carrying
a bunch of these different therapeutic quality products. I know there’s one in Scandinavia that
carries a whole bunch of products, but I don’t think they deliver to the UK. But that’s what I
was thinking Tracey might have more recent info on. So if you reach out to her, ask that
question, [and] she’ll be able to respond electronically in between Q&As.
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Sam: Okay, cool. Thank you.

Chris Kresser: All right. So Claudine has a question, “Do [you] have any experience with
Evexia Diagnostics or anything of the sort? Do you think utilizing their Functional Health
reports is a good way to get started as a Functional Medicine practitioner?”

I don’t know about Evexia. If you could tell me a little bit more about what they’re doing, I’d be
happy to try to comment on it. But I don’t know anything about them. And Caralina, I don’t
know much about Nutrilite products. I think one of my goals in the course, and you’ll find this
as you progress, Caralina and others, is it's not with the idea that you use exactly the same
products and exactly the same protocols that I use. Although you certainly could if you wanted
to and you had access to those products as a way of getting started. But my goal is to teach
you why I chose the products that I chose, and usually, that comes down to that they contain a
specific form of a nutrient that is more bioavailable, or better absorbed than another form, or
they contain a certain type of ingredient that’s better, like in the case of BrocElite with
sulforaphane; it’s the only true stabilized sulforaphane product. Or maybe it’s because they
have fewer binders and fillers. Pure Encapsulations magnesium glycinate is just magnesium
and the gelatin capsule. So it’s very well-tolerated by sensitive patients.

I usually, if not always, describe and explain why I’m choosing the products that I choose. And
part of the reason for that is that I know not everybody will be able to get those exact same
products. So what you want to do is take the information that I provide in terms of why I chose
the product and then see if you can find a similar product that you have access to that meets
most of those criteria. So, in some cases, that will be easier than others. So, for example,
magnesium glycinate is kind of a commodity product. I’m sure that in most countries, you’re
going to have access to it, and you probably will even be able to find a form that is lower with
binders and fillers. In the case of BrocElite, it’s a little different because it’s such a highly
specialized product, and there [are] only two stabilized sulforaphane products that I know of in
the entire world and only one that is naturally water processed and contains the whole
spectrum of other active compounds that you would find in the broccoli seed. So that one is a
little, it’s not a question of just easily replacing that in your country, because there’s only one
that I know of, but that’s rare.

Most of the products we’re going to talk about in this course can be substituted or replaced
with other products that maybe meet 70 percent of the criteria, and they’re going to have a
great effect and be very useful in your protocol. So, for example, [in] the SIBO protocol, we
usually use GI-Synergy as the main antimicrobial with some other additions, but you could just
as easily use FC-Cidal or Dysbiocide, which are from a different company if you have access to
that. And there’s been an actual study that has been done using those products. You could use
Biocidin; you could use another blend of anti-parasitic, antibacterial, and antifungal herbs that
you can find in your country. And so, on the one hand, product selection is important, but it’s
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important from the perspective of understanding the criteria and why you’re selecting those
products. Not that you use the exact same products in most cases. Is that helpful?

Caralina: Yes, thank you.

Chris Kresser: Great. Anybody else?

Sam: Chris, “longer-term after, because I think for most of us, we’re probably coming to
the end of the first year with ADAPT. Is there ongoing support or mentoring after this
time?” Because honest to God, it feels like coming out of medical school again, you know?

Chris Kresser: Yeah.

Sam: And like, the hand holding [is] kind of neat.

Chris Kresser: Yeah. Great question. There’s a membership where you will get ongoing
access to all the updates that we make to the curriculum, which are quite regular. For example,
we’re just about to release a SIBO update, which, in part, is related to the fact that we can now
test for hydrogen sulfide, in addition to hydrogen and methane, at least in the [United States].
I’m not sure how available those tests are in the UK yet. But [there are] a bunch of other
modifications and changes that we’ve made to our SIBO protocol and testing routine. So we’re
going to update that whole unit, and you get access to those kinds of updates.

There [are] also case presentations and review[s] with Tracey, which [have] really been popular
among the graduates. So you can bring a case to those meetings, and Tracey will review the
case and make recommendations. And to me, that’s the most helpful thing of all, actual cases
that you’re dealing with and getting feedback on them. And then there’s a bunch of other stuff
that’s included in the membership. I should probably know a link or something. But I think what
happens is when you graduate, you’ll get an email or there’ll be a discussion at the end where
we tell you a little bit more about the membership. So that’s number one.

Number two is that it was always my intention to create additional training for the practitioner
program. We started with the things that I think are most important and most effective to begin
with in your practice. Functional blood chemistry, gut, and [hypothalamic–pituitary–adrenal]
axis. But of course, there’s a lot more to cover. There’s sex hormones like estrogen,
progesterone, testosterone for men and women, and then there [are] things like treating chronic
infections, Lyme and tick-borne diseases, and other infections that are not gut infections that
we haven’t covered yet. There’s detoxification, toxic burden, so mold illness, heavy metal
toxicity, [and] other toxins. So yeah, there’s still quite a bit of material and things that you might
encounter in your practice that we haven’t had a chance to create yet. But we are working on
some of that now.
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And those will likely be rolled out in a more modular format. So instead of having another year,
it would be like okay, this is the module on treating chronic infections, and this is the module
on detox and dealing with toxic burden. That way, people can pick and choose based on what
they’re most interested in and what they can see themselves incorporating in their practice, and
they can also sequence as they can fit it into their schedule. So that’s the current plan for
additional training.

Sam: That’s great. Thank you.

Chris Kresser: And if you didn’t see this, Kelly put a link to the alumni membership in the
chat. So if you want to check that out ahead of time, you can do that. If you just open up the
chat, there’s a link. KresserInstitute.com/adapt-practitioner-alumni-membership. [It’s] much
easier to click the link. All right, we’ve got about 10 minutes left, so [does] anyone else still on
the call have questions that I can answer?

Adam is asking, “When [will] the modules be available?”

[There’s] no ETA yet. One of the things that’s been really helpful is Tracey assuming the director
position for the program because, as you all know, I have a lot of balls in the air and the health
coach program and all of the workshops and writing and speaking and everything else. So it’s
been challenging for me to find the time to create the additional modules. But Tracey is pretty
much wholly dedicated to this program as well as continuing to treat patients. And she has a
lot of energy and enthusiasm for all of this and is making big progress, which is awesome. She
literally worked side-by-side with me for six years at the California Center for Functional
Medicine and was in every single appointment that I had with patients. She is, in terms of being
able to read my clinical brain, she does that better than I do, in some cases. So she’s the right
person to be spearheading this effort. And we’re working together on creating it. So we’ll keep
you posted, for sure, with any updates there.

In the meantime, you’re welcome to ask questions about any of those other topics. And also, in
the case of mentorship and the alumni membership, Tracey is happy to answer questions
related to anything about Functional Medicine treatment, even if it’s content that we haven’t
directly covered in the program. We recognize that people are coming into this with lots of
different levels of experience and training, so we’ll always answer those questions. It just may
not be as useful if you didn’t already have the foundation of training in that area. So that’s what
we’re going to do is create those foundational modules.

All right, Stephanie asked, “[Do you have] any last-minute recommendations [and] insights,
since we’re graduating [and] this is our last Q&A, particularly for practitioners starting a
new practice?”

I’m so glad you mentioned that, Stephanie. I sometimes lose track of time and where all the
various cohorts are in their process and didn’t realize this was your actual last Q&A. So first of
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all, congratulations to everybody who’s graduating soon. It’s a big accomplishment to make it
to the end of the training and finish things up. And at the same time, we’re looking forward to,
hope that you’ll stay a part of the community, and we’ll continue to be able to train with you
and help you make progress.

So starting a new practice. Let’s see, are you thinking, Stephanie, about the business side of
that, or the clinical side or both? My sense just from talking to so many people who’ve been
through this training and have gone on to start practices is the demand for Functional Medicine
still outstrips the supply by a significant margin. I see that here in Utah. I moved here a couple
[of] years ago, and I have not opened a practice locally, but I have lots of people asking me to
do that and lots of people constantly asking where they can find a Functional Medicine
practitioner. There are parts here in Utah where there just isn’t a single practitioner, much less a
selection of people to choose from. And I know that that’s true in many other places. And even
with virtual work becoming more feasible, clinical work, at least during the COVID[-19]
pandemic, and probably after, there’s a pretty big movement in the [United States] to extend
the more relaxed telemedicine guidelines beyond the COVID[-19 pandemic], even after the
COVID[-19] pandemic has shifted into a different phase. I’m not sure what exactly is happening
there. How the lawmakers are seeing where we’re at in relation to the telemedicine guidelines,
but they haven’t changed.

A lot of people still want to see someone, a practitioner in person. And frankly, even after doing
virtual work for 10 years, personally, I still prefer in-person work with patients. I just like having
that connection. I like it; I think it’s better for the patient. I think it’s better for the practitioner,
too, personally. I mean, yes, it’s super flexible. I appreciate the flexibility of virtual work, but I
like being able to sit in a room with somebody and have a human connection still. Call me
old-fashioned.

So Stephanie’s saying, “My biggest hurdle is trying to incorporate the full functional model
confidently within my scope of practice as a PT, which then hinders my confidence in
how and what to offer pricing, etc.” Yeah, I can see that, Stephanie. And, as an acupuncturist
myself, we had a really broad scope of practice in California that basically, we were primary
care providers. So we had plenty of leeway there, but it still required some careful thinking and
planning about how I could approach my practice. And I think you would be in the same boat
there.

One really good option is partnership. And I know that’s easier said than done. But when I
started [the] California Center for Functional Medicine with Dr. [Sunjya] Schweig, I guess, six or
seven years ago now, he’s an amazing clinician and a friend, and someone that I really
respected. And there was a lot of value on both sides in that partnership. I have a big online
platform, as you know, and lots of visibility, which was helpful in general in attracting patients.
And he, being an MD, some of the things that were more challenging for me with my scope of
practice, like being able to order certain tests, became a lot easier once we had that
partnership. So it’s something you may want to consider. We’ve had a lot of people in the
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practitioner program have success with that route. And in a similar way, like when I partnered
with Sunjya, one type of partnership I’ve seen work well is with someone who is not an MD, like
a PT, or a pharmacist, or someone who, through their scope of practice, is able to do quite a lot
within the Functional Medicine paradigm. And they have the energy and enthusiasm and time
to learn like you have in the practitioner program. Approaching an MD, who is very curious
about and interested in Functional Medicine but does not have the time and bandwidth to
commit to a full learning program and would like to incorporate a kind of functional approach
[in] their practice and maybe learn through osmosis, from working with someone who’s more
educated in Functional Medicine. We’ve seen that work really well in a number of different
cases where a PT, or an OT, or a pharmacist or someone like that approaches an MD who they
suspect might be interested enough in partnering and incorporating that into the practice but
doesn’t want to do the learning themselves, at least initially. And that can be a fruitful way of
approaching it.

In the meantime, if you haven’t already, [it] might be worth consulting with a healthcare
attorney in your state and just getting really clear on what you can and can’t do. It’s an
expense, but I’ve, in those cases, I’ve never regretted it. Because just having that peace of
mind and clarity about your scope and what you can do and not do and say and not say, and
then making sure your legal documentation is vetted provides a lot of peace of mind. And I
think that’s worth even several hundred dollars an hour. And if you prepare really well for that
session, here’s a one-minute primer on working with attorneys because I’ve learned some hard
lessons in the past around that; don’t send emails because you will be charged for every
minute of their response to that email and you have no control over how much time they’re
going to spend. Schedule a certain period of time, whatever is right for you, maybe an hour,
come prepared with a very explicit list of questions that you want to get answered in that hour,
and be, what’s the right word, proactive in how you guide the conversation. If it starts to veer
off into a different area that’s not of interest to you, bring it back to what your questions are and
what you’re interested in. And if you do that, and you really prepare, it’s amazing how much
you can get done in an hour. So just a one-hour consult with a healthcare attorney in your state
can be really, really valuable.

Okay, we’re at 10 o'clock, at least here in Mountain Time. [I] really appreciate all of you being
here and being in the training. Again, congratulations if you’re finishing things up. We know we
have some new people, some people concluding. Make sure to check out the practitioner
alumni membership. And we are going to be having the first ADAPT conference in Utah over
Labor Day weekend next year. I know that’s a very long haul for the UK folks, Richard and
Sam, but we’d love to see all of you there. It’s the first time we’ll have a chance to gather as a
community of practitioners and coaches and laypeople, and it’s going to be at the beautiful
Snowbird Resort, Little Cottonwood Canyon mountain at about 9,000 feet, 8,500 feet. It’s a
gorgeous place; you can check it out online. And we’ll send more information about that in the
future. But speaking of gathering in person, we haven’t really done that much in the last 18
months, and [we’re] hoping that that will be possible and something that we can all look
forward to later, or next year about a year from now.
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So take care, everybody. Thanks again. For those of you that are just joining, I’ll see you in the
next Q&A. And for those of you that are concluding, I hope to see you in future trainings and in
the membership. Bye-bye, everyone.
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