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Paleo Solution - 341 
 
[0:00:00] 
 
Robb: Hey, folks. Robb Wolf here. Just a little bit of technical difficulties getting this 

thing rolling. This is the Paleo Solution Podcast. Today's guest is Dr. Chad 
Edwards. Dr. Edwards is a board certified family medicine practitioner. He was a 
flight surgeon with the Dive Medical Officer in the US Army. He served five years 
with Special Forces as an enlisted officer. And his credentials go on and on but 
I've got to mention that he's a third degree black belt in bo-ju-tae karate. Doc, 
how are you doing? 

 
Chad: I am honored to be here, excited. 
 
Robb: Awesome. Well, I got through the intro, finally. I managed to flub it twice with 

our recording shutting down. Doc. Give folks a little bit more of your background. 
We were chatting before we started rolling. You've got a great sports medicine 
undergrad. Clearly you've been interested in human performance for a long 
time. You have a clinical practice where you're incorporating functional 
medicine, working in ER, and then you also have this experience within the 
military. You have a really amazing broad background. Can you give folks a little 
bit more depth on that? 

 
Chad: Yeah, sure. Obviously, I was always kind of interested in athletics, athletic 

performance, race, martial arts from the time I was six. I was a little bitty guy. I'm 
5'6" now and I was short back then. I always wanted to do something to make 
me bigger and badder and, I guess, martial arts was the way I kind of initially 
started that path and then decided that I wanted to go into the military. I was 
enlisted for 11 years, did some reserve, National Guard. I was with Special 
Operations or Special Forces back then. 

 
 Got to do some fun cool stuff back then. I was a drill sergeant for three years and 

then went back to -- and that was also in the Reserves. And then I went to 
medical school, got my commission as an officer, did my family medicine training 
at Fort Bragg North Carolina, which was, in my opinion, one of the best residency 
programs in the country, and just very hands on, lots of hard work, saw lots of 
cases. Great, great training but my life sucked because I lived in the hospital. 

 
 And then I graduated residency and I was honored to be the battalion surgeon 

for the first fourth battalion in Special Forces, first new battalion in decades in 
Special Forces. So, we stood up a battalion and got them ready to go to Iraq, 
which I served as the Special Operations Task Force north surgeon in Iraq in 
2010. And one of my medics was critical and me, understanding Paleolithic 
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nutrition, what functional medicine was, and of course, once you start opening 
that box, Pandora's box, it blows up in your face. 

 
 And one of my commanders came and said, "I need prolotherapy." So, I started 

looking into all these different things and started asking the question about why 
are people screwed up? Why do somebody have high blood pressure? Why, 
why, why? So you start seeking those answers and it just changes everything for 
you. And then going back to my -- Like you mentioned, my undergrad was in 
Exercise Phys and going into the biochemistry of how cellular physiology 
functions and the energy delivery and all these things, trying to couple that 
biochemistry, which medical school does a great job the first two years of 
teaching a lot of these things but tends to go haywire once you get out and start 
doing your rotations. 

 
Robb: It's like all of it gets forgotten. 
 
Chad: Exactly. That's exactly right. One of my mentors in medical school, he was 

absolutely phenomenal. Probably one of the best physicians I've ever worked 
with. He said you have to understand any of the guidelines that we practice with. 
And you need to understand those guidelines and you need know them and 
know them so well that you break them and no longer practice by the guidelines. 
I remember a quote that Bruce Lee said one time.  

 
 He said when he was, before he learned the art, a punch was just a punch and a 

kick was just a kick. As he was learning the art, a punch was no longer just a 
punch and a kick was no longer just a kick. But after he mastered the art, a punch 
was just a punch and a kick was just a kick. I thought that was really interesting 
and why we do medicine and the way this guy practiced. I mean, it was just 
phenomenal. I aspired to be like that guy because he's just absolutely 
phenomenal. 

 
Robb: What do you feel was so unique about his approach? I mean, keeping some 

steeping in the mechanistic underpinning so that you could look at like standards 
of care but then retro engineer some of what's going on. Some of the most 
fascinating people in the medical and kind of Paleo low carb scene of late, in my 
opinion, have been folks that don't have a medical background. They're typically 
trained in engineering and then they, for whatever reason, usually due to health 
issue or maybe health issue of a spouse, they get in and look at this stuff and 
they're completely unencumbered with the way things should be and they really 
focus on the way that it works. 

 
[0:05:05] 
 
Chad: Exactly. That's exactly right. 
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Robb: Yeah. 
 
Chad: Yeah. You're not screwed up. Your brain still works. You can think. This is 

probably going to get me in trouble but I've said for a long time my traditional 
colleagues, many physicians, are some of them most educated idiots I know. We 
got this great education but we can't think. And the interesting thing about this - 
Dr. Choi [Phonetic] was the name. The interesting thing about him specifically 
when we look at diabetic ketoacidosis, I really liked how he treated that. There's 
a lot of biochemistry and, of course, it all goes back to that cellular physiology 
and the energy delivery and how things get screwed up and the role of insulin 
and all of those things. 

 
 So, I wanted to learn that well. He came and showed me, "Quit memorizing that 

stuff. Here's how it actually works." Then he went to the biochemistry and then 
like the light bulb went off. I was like, "So, that's why we do all of this stuff." And 
once you understand why then it enables you to think. And then you can start 
understanding the difference between type I and type II and how do we treat 
that and why these medicines play a role. It was a whole new paradigm for me. 

 
Robb: That's fantastic. Why do you think you were as open to this stuff as you are, as 

you were then and continue to be? I feel like times are kind of turning. People 
are more open to looking at this stuff through kind of the ancestral health lens. 
We get more and more people kind of adopting this. I don't know if this is some 
of the -- and we talked a little bit about this before we recorded, like the 
systemic fault lines within the medical system right now make for a really 
humdrum practice. 

 
 You've got a massively formulaic processes, almost no one falls squarely within 

these formulaic guidelines. But to get reimbursement and to deal with all of that, 
that rope-a-dope, you need to figure out how to color within those lines. Why 
was it motivational for you to think differently about this? It seems like more 
work and more challenge. Or did it actually make it enjoyable enough that you 
didn't want to suck start a gun and do something like that? 

 
Chad: Yeah. I mean, I've always been a little bit on the, even when I was within the box, 

I was on the far edge of it. Certainly, if somebody challenged me and said, "Well, 
you can't do this," it's all the more reason I have to. As I was getting ready to 
leave active duty, I went to a clinic for a short period of time and I was like, "Hey, 
we need to change this." They spent more time telling me why we couldn't make 
a change than it would have been to actually make the change. 

 
 I was like, "This is just ridiculous." So, I left. Then I went to work for a large clinic 

when I got off active duty and I was already well on the path of going the 
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functional medicine route. And I was trying to get prolotheraphy, this procedure 
for musculoskeletal pain, approved through these traditional channels. And it 
took me ten months. But I finally presented enough data. I mean, the data is 
there and I presented enough data that it was "authorized." I put it in quotes 
because they said, "You can't say it's authorized." 

 
 But they let me then do it under their guides. Quickly, I discovered that I just 

can't do what they tell me to do the way they tell me to do it. I'm focused on my 
patient's health and whatever is in the best interest of my patient is what we're 
going to do. It doesn't matter if it's covered by insurance or not. We have to stay 
focused on the patient. So, it was easy for me to -- I mean, so much just kind of 
how I was put together that we're going to do the best thing we can for the 
patient and I don't care what anybody else really thinks. As long as I keep my 
patient's best interest at heart and I'm not harming anyone, first oath of 
medicine, then that's what we're doing. 

 
Robb: Right. It reminds me, Dr. Mark Cucuzzella, he had an army background as well. 

He does phenomenal work with type II diabetics. We had him on the show 
maybe about three months ago. He had folks that would show up coming the 
front door with a blood glucose of like 600. He would get him on to -- They 
would do the emergency medicine necessary to start dealing with that but then 
he would hit him with a green list of foods to eat, which was basically kind of low 
carb Paleo type stuff. 

 
 Instead of really trying to go and change the system, he just said, "Well, I'm going 

to reduce my patient's blood glucose and I'm going to reduce their medication 
need and that all fits within what our kind of objectives are with practicing good 
medicine." And he just kept his head down and has done that. So, maybe a word 
of advice to people who are working within a larger system, maybe don't 
necessarily try to change the system but just practice the best medicine you 
know and couch it all within, hey, I'm working within these guidelines, just this 
particular person responds this way and you can't really argue with the results 
that we have and there you go. And so not trying to save the whole system but 
just save the person that is right in front of you. Would you agree with that? 

 
[0:10:23] 
 
Chad: Absolutely. And my path was a little bit different because specifically 

prolotherapy was different enough that it was a whole paradigm shift. Within 
most of what we deal with within traditional medicine, what you're saying is 
100% spot on. I would argue, even though I'm a -- My podcast that I host, 
whatever you want to call it, is Against the Grain. Obviously, the play on words 
there was intentional. 
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 So, I definitely swim upstream for a lot of things. But many times it's not worth. I 
mean, you're butting your head against a wall for something that really doesn't 
have a different outcome. And so, I think, what you're saying is 100% spot on. 
Stay focused on the patient even if you're within the system. 

 
Robb: Right, right. It's good. We get a lot of questions, and I mentioned this again 

before we started recording. A lot of people are interested in career path in both 
considering medicine and then also people within a healthcare provider situation 
right now. They're kind of wondering what do I do, what are some of my options, 
and so we get those questions pretty frequently. Tell folks about prolotherapy. 
Clearly, this has been really influential in your work. What is it and how did this 
get on your radar and how did you start incorporating it into your practice? 

 
Chad: Yes. So, one of my commanders when I was in Fifth group came to me and said, 

"Hey, Doc, I need prolotherapy." I looked at him and I was like, "Yes, sir." And he 
walked away. I was like, what is that? We had to go researching what that was. 
My PA at that time found a guy out of Nashville that did it. We sent him down 
and he came and did an in-service talking about what prolotherapy was and he 
was talking about how we heal and he was talking about anti-inflammatories and 
they work against inflammation but we heal through inflammation. And that's 
just some of the things the guy said. 

 
 He presented his evidence or his actual research behind some of what he was 

saying. And I said this guy is either crazy or brilliant. I don't know which but I'm 
going to figure this out. So, I started researching it and then ultimately had 
patients that came in that had musculoskeletal pain that I traditionally wasn't 
good at treating, like a runner's knee or a jumper's knee or a retropatellar pain 
or this patellofemoral pain syndrome. I'd sent them to physical therapy, they 
might get some benefit. But many of them, they just don't do well. 

 
 I had a young lady that came in and I said, "Well, there's thing I'm new to but it's 

been around for a long time. You want to try it?" She says, "Yeah, what do we 
get to lose?" So, we did it and she got better. I said, "Well, that was the end of 
one. And it worked." So, I started doing it on some other things. I started seeing 
results that I didn't see in my medical practice before. So, basically, it's an 
injection technique that stimulates your body to heal itself. It's as simple as that. 
I have had patients that, on their MRI, they've had torn rotator cuffs.  

 
 If the tendons are completely torn and severed then I can't re-attach that. That's 

not what we're talking about. But if we're talking about microscopic damage, 
partial tears, things like that, we've got a great track record well over 80 years of 
significant success with next to no risks. I've had multiple cross fit athletes. Cross 
fit can be difficult on your shoulders. I had multiple cross fit athletes that without 
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taking a day off, we got them back to full function, full prescribed weights 
without scaling, with no pain. 

 
 And so it's just a phenomenal procedure for pretty much everything from the 

base of your skull down. So, plantar fascia, low back pain, shoulders, knees, hips, 
you name it. It is a great procedure. It's along the lines of platelet rich plasma 
therapy or PRP or stem cell. Those would be, I'd call those advanced 
prolotherapy techniques. We do those as well. 

 
Robb: Okay. And just on a mechanistic level, what we're introducing to the individual, 

let's say, like they have some patellar issues that just don't seem to resolve, 
we're actually injecting a little bit of substance in there that is pro-inflammatory, 
if I'm not mistaken. 

 
Chad: That's right. 
 
Robb: This is trying to actually kick on the immune response and get some localized 

inflammation which is we kind of have to go from A to B to C to D process for 
healing and it involves scar formation and all kinds of different steps there. And 
the prolotherapy is thought to basically kick start that whole process and be a 
little bit like a keloid scar which gets kind of stuck in the scarring recovery 
process. 

 
[0:15:00] 
 
Chad: Yeah, exactly. With this prolotherapy injection, we don't see the actual scarring. 

It is developing normal natural tendon, at least in animal models. I don't 
routinely biopsy my patients to figure out normal looking ligaments and tendons. 
At the end of the day, my goal is that my patients have full function with no pain. 
And our success rate is in excess of 85% with that.  

 
Robb: And again with very low risk to the individual. 
 
Chad: Absolutely. I've been doing this since 2008. I've never had a serious complication 

of any kind. 
 
Robb: Okay. Now, Doc, I oftentimes couch the whole Paleo diet and really the ancestral 

health approach as kind of like an anti-inflammatory diet and anti-inflammatory 
lifestyle. But yet within the prolotherapy, we're stimulating inflammation. And 
oftentimes with the anti-inflammatory diet, we see better recovery. So, I mean, 
what's the push-pull, the yin-yang with that story? We don't want to -- If we 
have too much systemic inflammation then we tend not to heal, we might get 
kind of hung up and log jam on the healing process, but yet a stimulus of 
localized inflammation can accelerate the healing process? Could you walk folks 
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through how an anti-inflammatory diet and lifestyle actually potentiates 
recovery even though we need some localized inflammation to kick that process 
on? 

 
Chad: Yeah. Actually, I 100% agree with what you're talking about here. It's basically 

two different, I call it two different types of inflammation. One is an acute 
inflammatory process that stimulates healing. You twist your ankle, you get 
some swelling and things like that. And that's part of the mechanism through 
which we heal. I mean, we need that localized acute inflammation. And really, 
from a tissue level, we're talking about 72 hours, is that inflammatory phase. The 
rest of that is the proliferative and the remodeling phase. 

 
 From a longer term or a bigger picture, we have such ubiquitous pro-

inflammatory physiology from so many different things, environmental toxins, 
kind of foods we eat, all of those things, and trying to negate or undo that 
damage that the standard American diet that we see, a pro, or I should say an 
anti-inflammatory type diet, a Paleolithic type nutritional approach is without 
question what I see in my clinical practice is the best way to go. 

 
 So, we're talking about chronic inflammation due to kind of like, I'll say like a 

little bomb going off in your physiology even if it's not that big explosion. It's just 
that something's screwed up and so we have this chronic repetitive type 
inflammatory process that there's no, excuse me, there's no specific injury, 
inflammatory process, healing ensues. This is a chronic inflammatory insult. And 
so in that regard, we absolutely need to be anti-inflammatory. Does that make 
sense? 

 
Robb: Yeah. Fantastic, yeah. It's just an interesting -- Like with antioxidant. So, 

antioxidants are supposed to be good but then we start digging a little bit 
deeper. Like if you hammer yourself pre workout or post workout with a ton of 
antioxidants, it seems to suppress some of the hermetic response which is 
actually part of the adaptation. Huge amounts of antioxidants during infection 
can actually decrease the efficacy of the immune response. So, it's interesting. 

 
 I guess, probably the biggest argument there, again, is that we would like to see 

really robust acute inflammatory response whether we're talking about a twisted 
ankle or a virus. You get a good stout fever, the immune system mobilizes, it 
clears that thing out, we get really solid immune response. Or similarly in the 
ankle, like that thing swells up, gets kind of hot and gnarly and then we get some 
really effective healing. Versus this stuff just being in kind of a low grade chronic 
inflammatory state in which we never really heal, we never really mount that full 
immune response and we're in this kind of purgatory compared to the optimum 
of more acute exposure. 
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Chad: Absolutely, 100% agree with that.  
 
Robb: So, Doc, how are you helping your patients to actually effect diet and lifestyle 

change? Like the actual kind of coaching methodology and where you're meeting 
these folks, where they are, because clearly getting folks to change vector on 
what they're doing is really, really challenging. That's kind of the big deal. And 
again, like Dr. Cucuzzella, he gives folks a sheet of paper and there's a green list, 
a yellow list, a red list, and he walks them through their morning routine and he's 
like, "So, what do you eat for breakfast?" 

 
[0:20:07] 
 
 And a person will tell him and he's like, "Which part of the list is that on?" "The 

red." He's like, "Right. Is that good?" Patient says no. I mean, it's really, really 
simple binary stuff. How have you approached helping folks understand this 
seemingly complex stuff? 

 
Chad: Yeah. I think I am very blessed in this regard because I have a large selection bias 

in my practice. I'm a pure cash practice. I get people that are already invested in 
their health and are willing to make change and those kinds of things because 
they have to pay when they come in. They want to get maximum return on their 
investment, number one. Number two, they come to see me because there's 
something screwed up. 

 
 And I had one this morning. She is chronically fatigued and all these kinds of 

things. Got to pull my functional set of labs and everything and she looks 
fantastic. Her A1C is like 4.8. She looks great. Hormones seem to be in pretty 
good balance. Thyroid is in pretty good shape, all kinds of things. She did have a 
low omega three index. I was like, "Okay, you need a little bit -- We need to add 
some good EPA DHA, add a little bit of vitamin D. That's really all I see on these. 
If we want to dig deeper, we can do that, but honestly, I would go back to--" I 
call it the healthy trinity, which is optimizing exercise. 

 
 You know this. The number of patients that come in, they say, "I'm tired and 

fatigued," and all they do is start exercising and they come back and said, "Hey, 
Doc, I feel so much better." It's amazing. That piece plus the nutrition plus 
balancing exercise or the sleep, recovery from exercise and reducing stress. So, 
when we optimize those things, there's huge benefits. So, with her, she had tried 
the Paleo diet for two weeks and she said, "The Paleo diet sucks.' 

 
 I was like, "What do you mean?" She said, "Well, it's hard to do. I got to prepare 

all my own food and all those things." I said, "Okay, I understand. But how did 
you do on it?" And she said, "Oh, I felt a whole lot better." So, I mean, what do 
you want me to say? You have that problem, you cleaned the crap out, you feel 
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better. That's all the proof you need. It's just up to you if you feel well enough 
that it's worth to put that time into it. I'm already getting patients that are kind 
of half invested in that anyway and then they just needed to hear me say, "Yeah, 
your diet sucks. You got to clean that up and fix that." 

 
Robb: And then it's all a risk reward story of you could feel fantastic but you're like, 

"This just blows. It's too hard."  
 
Chad: Yeah, exactly. 
 
Robb: Which is totally fine. I've been in that spot for a long, long time. My whole gig 

has been that I'm not sure that people realize that they have these options. And 
so we just want to put these options on the table and then it's up to them how 
they do or don't implement that. I really like that. How and why did you shift to a 
cash practice? Most folks know I'm kind of libertarian market leaning and that 
old -- just even saying that word will cost half of my list disappear, definitely 
everybody from the UK, Australia, New Zealand, just turned off the podcast and 
like burned my book even seeing that. 

 
 But here we are, lots and lots of people are opting out of our current system and 

going with a cash base practice and lo and behold the practitioner seems to be 
making more money. They definitely seem to be enjoying their lives a lot more. 
And I would argue that folks are generally paying less for their healthcare than 
what they were previously when you look at the total cost. But why did you jump 
into that fray? 

 
Chad: Multiple reasons. One that you just mentioned was that they end up spending 

less money. My wife went to see her doctor a couple of years ago, got a well 
woman exam, just normal routine stuff and ended up getting a bill just from the 
lab, the lab component alone was over $200. And that was in that work through 
insurance. She got what I call them ninja bills. They sneak up on you in the 
middle of the night months later. And you can't ever predict that. 

 
 You go to your doctor and you say, "How much is this going to cost?" They have 

no idea. They can't tell you just because that system is screwed up. So, in my 
practice, the entire office visit would have caused you less than $200. That's the 
office plus the labs. And so I can save patients a tremendous amount of money 
across the board. Now certainly, if you've got great insurance and no co-pays 
and they cover 100% then, yeah, you're going to have to pay more out of pocket 
to come see me. 

 
 But when my patients leave, they know exactly what it's going to cost them and 

they have the choice on do I want to do that or not? I think that's very 
important, number one. Number two, the one variable in--  
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[0:25:02] 
 
 When I was in medical school, I was told that there's three components to any 

business model. You can have things good, you can have them fast, you can have 
them cheap, and you get to pick two. You can't have three of them. So, when I 
looked at this, when I was in the clinic and certainly in the military, I had to see a 
certain number of patients a day. They're just, here's your appointment 
structure, and that's what you got. Your time is fixed. 

 
 I'm going to get so much money, especially in an insurance model, I'm going to 

get a set amount per RVU. I see a patient, it's a level four office visit, I'm going to 
get a certain amount and I can't -- I mean, you can sort of negotiate higher levels 
of reimbursement. That gets into a whole another paradigm. So, basically, you're 
going to get a fixed amount. My overhead doesn't really change. The one thing 
that changes is how much time I have with each patient. 

 
 I want to do the best job I can. That really isn't negotiable. The amount that's 

paid by insurance is not really negotiable. So, going back to that good, fast and 
cheap, well, we want it good, most patients want it fast, that means it's not 
going to be cheap. You only get to pick two. So here, my patients get to dictate 
how much time they want with me and they can schedule a certain amount of 
time. Basically, I just have little blocks of time. They get to pick how much time 
they want. And we'll sit down and we'll talk about, and if they want, we'll talk 
about their cat or their dog or, I mean, it doesn't matter to me. 

 
Robb: It's their hour, yeah. 
 
Chad: Exactly. And many times I find components to their health that I didn't have time 

to evaluate when I was in the other system. I know how much it costs me to 
operate my business. I'm never going to drive a Rolls Royce doing what I'm 
doing, the way I'm doing it. But I can sleep at night knowing that I did the best 
job I could for my patients. The patient knows how much it's going to cost. I think 
at the end of the day we're all satisfied. 

 
Robb: That sounds amazing. I'm hopeful that we see more and more of that and I'm 

also hopeful that people are less and less anxious about the potentiality that we 
have for health savings accounts and direct pay. We had a veterinarian come out 
to our farm. One of our goats got attacked by a dog and, basically, its ear got 
ripped off. The goat now looks like a 15-year jujitsu player. His ear is all gnarly 
and everything, some character. 

 
 This vet came out four times, gave him medications, applied wound care and 

everything, a decent amount of time, and the bill for the whole thing was like 
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$450. And I asked him, "Wait, just ballpark, about how much do you take home a 
year?" And he told me, "It's good." Again, it's not Rolls Royce good but if you're 
smart with your money it's a good comfortable living and he enjoys what he 
does. And I asked him, I'm like, "What would happen if we had a lot more pet 
insurance popping up?" And his face just like kind of ashen and he's like, "Tell 
you what, your bill would be about five or six times more than what it is right 
now." 

 
 I just, I guess, maybe throwing it out there. Again, we really are going to be down 

to six listeners at the end of this thing. Just encouraging people to think about 
aligning incentives and this stuff could be good for the practitioner, this could be 
good for the patient. That's all transparent. If we had somebody, a middleman 
buying our tomatoes, our tomatoes would probably be a whole lot more 
expensive than what they are. Just getting a little direct that way. 

 
Chad: One more little piece on that. For a while, when I first opened my practice, I 

would file patient's insurance out of network. I would file on the patient's behalf. 
So, I still charge them if their deductible -- We had this whole thing kind of 
worked out. And I would file for the patient. I had to have one person that it was 
probably two thirds of their daily job, all they did was make sure that my coding 
was correct, make sure that everything was documented the way it was 
supposed to be documented, that they would file through the insurance, the 
insurance would kick it back and say, "We need this." We'd re-file. 

 
 I mean, you pay that one person, say they make $40,000 a year, plus or minus a 

little bit, so basically I'm spending $30,000 a year in order for me to able to file it, 
just to be able to file insurance and take care of all of that stuff. I mean, you 
figure that probably added $20 to every single office visit that I had. Now, you 
spend $100 on my clinic and $20 of that goes to this guy, $20 of that goes to this 
guy. You're basically getting an 80% return. You're getting $80 of medicine for 
$100 spent. So, that's a bunch of crap. In my clinic, they get -- You spend $100. 
My expectation is that you walk away feeling you get $120 worth of value. 

 
[0:30:07] 
 
Robb: That's fantastic. I'm nodding vigorously which doesn't translate too well on a 

podcast. I really dig it. Doc, on the kind of implementation side of the way that 
you and your practice, there's a lot within the functional medicine kind of 
playbook, there's a lot of different tools that can be used. What are your go-tos? 
Are you using DUTCH testing, urine organic acid testing? Like what are the more 
commonly utilized tests or maybe diagnostic processes that you're using to 
figure out where folks are and what they need to do? 
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Chad: Sure. I'm a big fan of the DUTCH. I'm not using that actual company but 
conceptually I'm doing the same thing. I do some basic genetics testing, the 
genetics, nutragenetics and all this, like this is all the rage. I'm mixed on it. It 
helps me understand a patient's physiology but I got to kick back a little bit and 
say our genome hasn't changed in millennia. We have all these new problems 
that we didn't have 5,000 years ago as far as our genetics is concerned. But this 
is environmental. This isn't our genetics.  

 
 Our genetics didn't change in the last 100 years. These new problems that we 

have isn't because of our genetics. Everyone reacts differently. Our genetics are 
different based on epigenetic factors and environmental factors. So, I do like to 
understand how each patient is reacting but I get patients that come in, they say, 
"I've got MTHFR. I'm all screwed up." Well, you may be screwed up but it's not 
just because of your genetics. 

 
 We work on the things that we can because you can't change your genetics. It is 

what it is. But it can help focus me a little bit. I will get cholesterol. Cholesterol 
doesn't cause heart attacks and all that crap that we've been led to believe for 
years. But I do check it because I think it's an indicator of underlying metabolic 
processes. So, I'll get that and I'll follow that. And absolutely love Chris 
Masterjohn's work. He's taught me a ton.  

 
 And then I'll get some nutritional tests. I get a test called SpectraCell which is an 

intercellular functional analysis of their nutritional status. I get serum hormone 
testing initially. Clinically, I do a lot about clinical hormones. And I've been to 
conferences where they say, "Oh, you've got to get urine testing." And then I go 
to another one and they say, "You got to get saliva and don't ever listen to the 
urine people." And the urine people said, "Don't ever listen to saliva people." I'm 
like, "Well, crap, what am I supposed to do?" 

 
 So, at the end of the day, when the patient was walking away, neither one of 

them really helped me that much. That's been my experience. I'm not advocating 
one or the other or say they're both wrong or they're both right or whatever. But 
at the end of the day, what's worked well for me is the way I interpret their 
serum values and how the patient actually tells me they're doing. And with those 
two things, I'm able to get that testing and I don't have to spend more money on 
urine or saliva testing. For the most part. And there are some exceptions to that. 

 
 We'll do some infectious disease things, certainly look at Lyme and those kinds 

of things. But for the most part -- and I'll certainly do some organic acids testing 
to look at some of the oxidative stress markers and do they have heavy metal 
toxins? So, we'll do a provoked urine challenge test for heavy metals, those kinds 
of things. And that's just like the tip of the iceberg, so to speak. If they've got 
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problems and we're not getting the solution with those testing then we got to 
open our horizons even further. 

 
Robb: Got you. I like it. I was curious about, with the hormonal testing, are you doing 

much work with the military? Because we've seen so many guys with this kind of 
TDI, PTSD, sleep disturbance, hypogonadal like HPTA axis dysregulation, and 
they'll have a hormone, say like a free testosterone of like 200. And theoretically, 
within the spectrum of the population that's within "normal bounds" but you 
could also have the person be 800 or 900 and it's pretty consistent that the guy 
that's had 800 or 900 feels a hell a lot better than the guy that's had at 200. 

 
Chad: Without question. 
 
Robb: Yeah. How are you unpacking that? Because a lot of folks, they'll be in their 20s 

and they're getting popped on to testosterone replacement and there's a whole 
litany of things that could be done prior to that that is trying to address the 
underlying issue instead of just kind of suppressing the problem. How are you 
digging into that and how often are you seeing that? Like we see this in our clinic 
a lot. 

 
[0:35:10] 
 
Robb: Yeah, sure. We do a ton of testosterone replacement and people will often ask 

me, because I've yet to see a guy that comes to my clinic -- And again, there's a 
big selection bias here so take what I'm saying with a grain of salt -- that has 
deployed, and they come back and I check their testosterone level, I've yet to 
find one that's not low. 

 
 What caused it? I've got to go back because, obviously, I've got a lot of people 

that haven't deployed to the nether regions of the world. But testosterone 
deficiency in men is a common, common thing. Is it stress? Is it toxins? If I had a 
solid answer to that I'd be a rich man. And we just don't know. So, we got to 
work through that on an individual level. And without question, adrenals, chronic 
stressors, things like that, play a major role. And I have a whole story I can tell 
you about sometime over a NorCal margarita. 

 
 The stressors that I have -- I'm now on testosterone replacement. I've tried to 

come off a couple of times. I've got to stay on it. But I was in awful shape at that 
time. So, I will, especially in the younger guys, they should not be on 
testosterone replacement long term. So, on a short term basis, I'll often give 
them some testosterone and just see how much of the equation is this just 
testosterone? Can I make them feel better just with testosterone? So, I might 
give them a couple a few months and see how they do. That's not the underlying 
answer. That's not the end of the day solution. But it may help me-- 
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Robb: Maybe enough of a lifeline to get them moving down the road. 
 
Chad: Exactly, exactly. And I know for me it was. But you've got to look at the adrenals. 

The adrenals play a huge role in this. And certainly, it's worth looking at heavy 
metals. My understanding is -- And I hadn't had a chance to really dig down into 
this. But molybdenum toxicity or excess may play a role in testosterone 
deficiency. I've heard, again just rumor, that the soil in the Middle East is higher 
in molybdenum. Does that play a role? Who knows. It's interesting. 

 
Robb: Super interesting. Are you guys using anything like a Clomid or Remedex as part 

of the protocols? 
 
Chad: Sure. I will primarily use Clomid if they're on testosterone replacement and 

trying to conceive. Just working on bumping FSH and LH. Most of what I do is 
pretty simple with just straight up testosterone. And then I'll follow their 
estrogen levels and see how they're looking. Obviously, if they're fairly trimmed, 
don't have a lot of excess body weight, their testosterone levels are optimized in 
that upper end, maybe even outside of that upper end of normal. By the way, for 
the listeners that want to know, this concept of normal on labs is just pure bull 
crap. 

 
Robb: I was going to ask you about that. If you had like your back office real values that 

you keep relative to the people going through the door. Maybe talk about that a 
little bit. 

 
Chad: Yeah. So, my second podcast, my Against the Grain Podcast is about what 

normal are and where do they come from. Basically, it's just a statistical analysis. 
So, you collect 100 people or 1,000 people or whatever that you define as 
normal and that's loosely defined as normal and you run your specific test on 
them and you basically do a statistical analysis. You determine the mean and 
then standard deviations. And they say with 95% confidence interval, here's 
normal. 

 
 And the problem is when we under identify disease, disease people are in our 

normal population and it always screws the whole thing up. The second thing 
with that is if you're in an area where everyone has type II diabetes, then that's 
now normal. I mean, so your A1Cs are going to be totally screwed up in that area 
versus somewhere where they're kind of a Mediterranean type region where 
they have like next to no diabetes. So, one of the labs that I spoke with their 
medical director, they actually define normal as the patient was able to walk into 
the lab. I cant-- 

 
Robb: Pretty high bar of entry there. We're not dead yet so they we're normal. 
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Chad: Yeah, exactly. This concept of normal is just pure hogwash. And when the patient 

comes in, they say, "I feel like my thyroid is off." And, of course, they've way 
under tested and all they got was a TSH and, well, it's within normal limits. What 
am I going to tell them, that it's all in their head? That's crap. We have to -- My 
Hippocratic oath tells me I got to do better than that. 

 
[0:40:09] 
 
Robb: Right, right. It's a fascinating story. I just buttoned up my second book. I went 

through a fair amount of kind of the history on biometric testing and how these 
values have shifted over time. They've done all kinds of squirly things. Like they'll 
set the acceptable cholesterol standards lower so that basically everybody on 
the planet should be statins which would be great for Pfizer, possibly not so good 
for us. But then other situations where the normal accepted values kind of creep 
up because, otherwise, everybody is sick. 

 
 This was actually one of the -- There's this crazy stuff going back and forth 

between like the cross fit folks and then like the NSCA ACSM and there was some 
commentary around pre-diabetes isn't a real thing. And the guy was being really 
poked and prodded on social media. He finally said, "If we accepted this notion 
of pre-diabetes, 80% of the population would be sick and then we would have to 
treat that." Well, maybe we should do that. This guy, I think it was David Katz, I 
think was the guy. 

 
 And it came back around that the guy has been getting funding from like Big 

Sugar and all this stuff. It's just amazing. Pre-diabetes doesn't exist because we'd 
have to actually address it. 

 
Chad: That's another really interesting piece, is that we basically have to set up these 

artificial walls and say this is disease. Why do we define diabetes as an A1C of 
6.5? In a sense, it's somewhat arbitrary. We're just going to put our stake here. 
That's where it is. I know you know Dr. David Perlmutter. He does fantastic work. 
I was at one of his lectures. He was talking about -- I've known that there's, 
everything's on a spectrum. So, you got disease way over here on one end and 
then you've got optimal health and function on the other end. And then in the 
middle you got this kind of gray area. 

 
 Pre diabetes falls within that. And in traditional medicine, we only define pre 

diabetes because they're at higher risks of diabetes. But what is optimal blood 
sugar? And I don't think anyone has really looked at that. But Dr. Permutter 
presented a research paper where he looked at annual brain volume change and 
the biggest change from year to year was the hemoglobin A1C 5.2 to 5.3. When 
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they jump from 5.2 to 5.3 it was a bigger change than when they went from 5.3 
to 9. It was fascinating to me. 

 
 And so when you look at the actual disease process, that glycation is -- I view this 

kind of rust. So, once you have diabetes, it just means that the degree of rust, so 
to speak, is now in this disease category but you've been working on this process 
for a while and you haven't been optimal for a long time. So, when you look at it 
from a population perspective, which is what -- You're talking about Dr. Katz. 
When you look at it from a population perspective and the cost of treating that 
and all of those kinds of things, we have to define things based on cost and 
outcomes and those kinds of things, but ideal with one patient at a time. My 
patient doesn't care about how much is it going to cost to fix this. They care 
about their health. That's what we're interested in. 

 
Robb: Well, and I just can't help but think that kicking this candy on the road, like the 

Congressional Budget Office has some sort of a projection that by 2030, 300% of 
GDP will be allocated to healthcare cost in the US and like current growth factor. 
That's like three times all of our output and not a single dime being spent on 
education or potholes or anything. It's kind of like, well, I mean, maybe it is going 
to be expensive to deal with it or maybe it's going to be cheaper to deal with this 
earlier. 

 
 It's like if only one room of the house burns down, that sucks, but that's better 

than a full remodel. It's fascinating. Again, we talked a little bit before we started 
recording where the really interesting pivot point in history like 20 years from 
now looking back at this particular period of time, it's going to be really 
informative as to the decisions we did and didn't make and how that has long, 
long running ramifications for us all. It's going to be very interesting. 

 
Chad: Yeah, absolutely. And then the other piece of this is defining disease. But then 

how many times are we actually reversing that process? We put all this money 
into managing things and that's-- 

 
[0:45:03] 
 
 One of the whole paradigm that shifts functional medicine from traditional 

medicine is we got to reverse this. In fact, Dr. Robert Huizenga, the medical 
director on The Biggest Loser, I had the opportunity to work with him a little bit, 
he was demonstrating -- He has published 18 papers from what they have done 
on the TV show. I don't 100% agree with all of their nutritional approach but 
they did good work. Basically, they just work their butts off and that's basically 
how they do it. 
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 But in his papers, he's shown that he has "cured" diabetes. That was his word, 
not mine. He got in trouble for that. They said, "You can't say you're curing 
diabetes." And he said, "Well, why don't you come here and show me what 
we're doing? Because that's what we're doing." And I can use examples but I 
won't waste our time on that. 

 
Robb: It's super good stuff. And, Doc, we could go on and on this but I don't want to 

chew up too much of your day here. Let folks know where they can track you 
down on the interwebs both your website, your podcast, and also social media 
locations. 

 
Chad: Sure. So, Facebook and Twitter and our website is revolutionhealth.org. They 

had already taken revolutionhealth.com so I didn't want to pay thousands of 
dollars for it. Revelationhealth.org is our website. Got links to Twitter and 
Facebook and all those things there. And then my podcast, 
againstthegrainpodcast.com, also on iTunes. 

 
Robb: Awesome, Doc. It was great having on the show. Looking forward to meeting you 

in real life at some point. 
 
Chad: Absolutely. True honor to be here. Thanks for all the work that you do. You made 

a pivotal impact in what we do here in Tulsa, Oklahoma, so we appreciate you. 
 
Robb: I'm honored. There is nothing better than hearing that what you did mattered. 

That made my day. That's awesome. 
 
Chad: That's right. 
 
Robb: Okay, Doc. Take care. We'll talk to you soon. 
 
Chad: Thanks. 
 
Robb: Bye. 
 
[0:46:48] End of Audio 


