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LIFE EXPECTANCY

 Adam 930 Years
 Methuselah 969 Years
 Noah 950 Years
 Eber 464 Years
 Isaac 180 Years
 Jacob 147 Years
 Average American 76 Years
 American Doctors 58 Years



HIGH CARBOHYDRATE/LOW FAT DIET

 Chronic fatigue is the number one complaint of 
Americans.

 50% of adults and 30% of children in this country 
are overweight.

 Diabetes has reached epidemic proportions and 
have increased 10-fold over the past 40 years.

 Cancer affects at least 40% of Americans.
 Heart attacks and strokes will kill more than 42% of 

Americans.



U.S. CANCER DEATHS

1900 3%
1950 20%
2000 40%
2020 50%
2100 100% (predicted)



WHAT HAVE WE DONE?

 High Carbohydrate /low fat diet

 High consumption of altered and saturated fats

 Food processing

 Food additives

 Depletion in soil of trace minerals

 Genetically modified food

 Inactivity

 Stress



WOULD YOU BELIEVE ?

 Do you know that most of us today are suffering from certain dangerous 
diet deficiencies which cannot be remedied until depleted soils from which 
our food come are brought into proper mineral balance?  The alarming fact 
is that foods (fruits, vegetables and grains) now being raised on millions of 
acres of land that no longer contain enough of certain minerals are starving 
us – no matter how much of them we eat.  The truth is that our foods vary 
enormously in value, and some of them aren’t worth eating as food.  Our 
physical wellbeing is more directly dependent upon the minerals we take 
into our systems than upon calories or vitamins or upon the precise 
proportions of starch, protein, or carbohydrates we consume.  Laboratory 
tests prove that the fruits, the vegetables, the grains, the eggs, and even the 
milk and the meats of today are not what they were a few generations 
ago.  No man today can eat enough fruits and vegetables to supply his



WOULD YOU BELIEVE? (CONT.)

 stomach with the mineral salts he requires for perfect health, because his 
stomach isn’t big enough to hold them!  And we are turning into a nation of 
big stomachs.

 From the 74th Congress, 2nd Session, Senate document no. 264, 1936



WHAT ARE WE GETTING

 Chronic fatigue
 Obesity
 Diabetes
 Hyperlipidemia
 CVD (heart disease, stroke and hypertension)
 Blindness (Neuropathy)
 Kidney damage (Nephropathy)
 Nerve Damage (Neuropathy)
 Depression
 Cancer



MINERAL DEFICIENCIES

 Iron Anemia

 Iodine Goiter

 Copper Aneurysms

 Calcium Tetany



WHAT I HAVE LEARNED 
FROM MY PATIENTS



TREOLIFE VITAMINS

 The B Group Vitamins
Thiamine (vitamin B1)
Riboflavin (vitamin B2)
Niacin (vitamin B3)
Pantothenic Acid (B5)
Pyridoxine (vitamin B6)
Biotin (vitamin B7)
Folic Acid (vitamin B9)
Cobalamine (vitamin B12)

 Vitamin D
 Vitamin C
 Alpha lipoic acid



TREOLIFE MINERALS

 Chromium (as chromium polynicotonate)
 Vanadium (as vanadium sulfate)
 Selenium
 Zinc (as zinc glucanate)
 Magnesium (as magnesium glycinate)
 Manganese (as manganese sulfate)
 Iodine
 Copper (as copper glucanate)
 Boron



TREOLIFE EFA OILS

 Flax seed oil
 Hemp seed oil
 Evening primrose oil
 Pumpkin seed oil
 Sunflower seed oil



TREOLIFE VITAMINS

 Vitamin E
 Co-enzyme Q-10



Treolife VM
Treolife EFA

U.S. Patent 7,332,181 and 7,875,211

THE TREOLIFE SYSTEM



THE B GROUP VITAMINS

 Critical for normal cellular and nerve function
 Replication
 Repair
 Metabolism
 Energy production
 Proper Enzymatic function:

Pyruvate decarboxylase
Propionyl – coA carboxylase
Acetyl – coA carboxylase
Branched chain alpha-keto acid dehydrogenase
Transketolase



VITAMIN B SUPPLEMENT IS A MUST IN DIABETICS

 Increased urination due to osmotic effects of high 
blood glucose

 Decreased efficiency due to cooking and food 
processing

 Increased need with high carbohydrate diet





















WHY WE HAVE VITAMIN D DEFICIENCY

1. Insufficient intake
2. Lake of sun exposure
3. Use of sun blocks
4. Smog & pollution
5. Dark skin
6. Low fat diet
7. Mal-absorption

(Cystic Fibrosis, Crohn’s disease, Ulcerative 
colitis, Celiac Disease, Gallbladder disease, short 
gut syndrome, high soy diet)



VITAMIN D DEFICIENCY

A. Short term – Fatigue
Muscle ache (Fibromyalgia)

Depression

B. Long term – Increased risk for Diabetes – Type I 
and Type II

Increased risk for Cancer

Increased risk for Osteoporosis

Increased risk for Cardiovascular 

disease                                        



VITAMIN D DEFICIENCY AND DIABETES

 Insulin Resistance (Type II)

 Insulin Deficiency (Apoptosis) (Type I)



INSULIN RESISTANCE

Inflammatory state associated with 
elevated cytokine levels, which through 
oxidative stress cause endothelial 
dysfunction



VITAMIN D SUPPLEMENT

 Decreased markers of inflammation (HSCRP)

 Improved endothelial function in patients with 
Type II Diabetes



COULD VITAMIN D SUPPLEMENT 
DECREASE THE EPIDEMIC OF 

TYPE II DIABETES



VITAMIN D SUPPLEMENT

 Prevent Type II Diabetes by decreasing insulin 
resistance.

 Prevent cardiac events by improving endothelial 
function.



OBESITY IS ASSOCIATED WITH
LOW VITAMIN D LEVELS



WOULD VITAMIN D SUPPLEMENT 
IN OBESE PATIENTS

PREVENT THE DEVELOPMENT 
OF TYPE II DIABETES



EVERY OBESE PATIENT OR PATIENTS 
WITH A HIGH RISK FACTOR TO 
DEVELOP DIABETES SHOULD HAVE
HIS/HER 25 HYDROXY VITAMIN D 
LEVELS CHECKED



VITAMIN D DEFICIENCY AND DIABETES

 Insulin resistance (Type II)
 Insulin deficiency (Apoptosis) (Type I)



APOPTOSIS

Glucotoxicity
Lipotoxicity
Inflammation



VITAMIN D

 Preserve pancreatic beta cells. (Vitamin D 
Receptors are present in the nucleus of beta cells) 

 Improve insulin release. (Vitamin D Deficiency 
decreases insulin release) 

 ANTI-FLAMMATORY EFFECT

(10,336 Finnish Children’s Study)



COULD VITAMIN D SUPPLEMENT 
DECREASE THE EPIDEMIC 

OF TYPE I DIABETES



 Optimal 80 – 100 NG/ML

 Insufficiency  Below 30 NG/ML

 Deficiency                         Below 20 NG/ML



ALPHA LIPOIC ACID

 Vitamin – like antioxidant

 Convert carbohydrates to energy

 Important component of the Metabolic Systems



ALPHA LIPOIC ACID, GLUCOSE METABOLISM 
AND DIABETES

 Improve Diabetic Neuropathy (reduction of proteins 
Glycosylation)

 Increase intracellular Glutathion and Co-Enzyme Q-
10

 Enhance the antioxidant power of Vitamin C and E
 Improve insulin sensitivity and oral glucose tolerance 

in Diabetes Mellitus Type II
 Improve cardiac autonomic Neuropathy
 Protect against the damaging effects of oxidative 

stress



PHASES OF MINERAL DEFICIENCY

 Initial depletion phase
Compensated metabolic phase
Decompensated metabolic phase
Clinical phase



CHROMIUM, THE GLUCOSE TOLERANCE 
FACTOR

 90% of Americans are deficient in chromium (Richard 
Anderson, USDA)

 The average intake of 50-100 mcg of inorganic 
chromium from food and water supplies only 0.25 to 0.5 
mcg of usable chromium, but contrast 25% of chelated 
chromium is absorbed

 The chromium RDA for humans is between 50 to 200 mcg 
per day for adults

 The concentration of chromium is higher in newborn 
animals and humans than it is in later life

 Chromium levels of unsupplemented human tissue 
steadily decreases through life and there has been a 
steady decline in the average American’s serum 
chromium since 1948



CHROMIUM

 Plasma level of chromium in humans over the past 20 
years have ranged from 0.075 to 13 ng/ml

 Concentration of chromium in a human hair is 10 times 
greater than in blood making hair analysis a much more 
accurate view of chromium stores and function in 
humans

 Very little inorganic chromium is stored in the body (1.5 
mg) once inorganic chromium is absorbed it is almost 
entirely excreted in the urine and therefore urine 
chromium levels can be used to estimate dietary 
chromium status

 Dietary sugar loads (sodas, juices, honey, candy, fructose, 
etc.) increase urinary chromium loss by 300% for 12 
hours



CHROMIUM

 Activates phospho-glucosonetase and other enzymes
 Associated with glucose tolerance factor (GTF), a combination of 

chromium III, dinicotinic acid and glutathione
 Fasting plasma chromium level of pregnant women is lower than 

that of non-pregnant women
 Impairment of glucose tolerance in “normal pregnancy” reflects 

chromium deficiency resulting in gestational Diabetes
 Chromium deficiency is a major cause of development of 

Diabetes Mellitus Type II
 Increased life span in laboratory animals by 33% when they 

were supplemented with chromium. Caloric restriction was the 
only way to extend life past the expected average

 Chromium deficiencies are aggravated by vanadium deficiency
 Picolinate vs. polynioctinate



VANADIUM, THE MIMIC

 Metallic vanadium (vanadyl sulfate) is absorbed from the 
intestinal tract poorly at 0.1-1%. Vanadium chelates at 40% and 
plant-derived colloidals at 98%

 Essential trace mineral, stimulates glucose oxidation and 
transport in fat cells, glycogen synthesis in liver and muscle, 
inhibits liver gluconeogenesis (production of glucose from fat) 
and absorption of glucose from the gut

 Enhances the stimulating effect of insulin on DNA synthesis, 
despite low serum insulin

 Functions like insulin by altering cell membrane function for ion 
tolerance problems (hypoglycemia, hyperinsulinemia, and 
diabetes) by making the cell membrane insulin receptors more 
sensitive to insulin

 Some people feel that vanadium supplementation can have a 
major positive economic impact by reducing or even eliminating 
most cases of adult onset diabetes



VANADIUM

 Inhibits cholesterol synthesis in animals and 
humans.

 Initiate and increase the contractibility of heart 
muscle.

 Has anti-carcinogenic properties.



CLINICAL DISEASES ASSOCIATED WITH 
VANADIUM DEFICIENCY

 Slow growth

 Increased infant mortality

 Infertility

 Elevated cholesterol

 Elevated triglycerides

 Hypoglycemia

 Hyperinsulinemia

 Diabetes

 Cardiovascular disease



ZINC

 Zinc deficiency is a worldwide problem, even 
among well-nourished populations

 Cofactor in more than 200 enzymatic reactions, 
(immune function, protein synthesis, cell growth, 
hormone synthesis)

 Excesses of copper and iron and high phytate diet 
reduce availability of dietary zinc

 Heavy loses of zinc occur in sweat and un-
supplemented athletes are particularly at risk for 
severe zinc deficiency



SYMPTOMS OF ZINC DEFICIENCY

 Fatigue
 Cardiomyopathy
 Poor appetite
 Digestive problems
 Weak immune system
 Sexual dysfunction
 Prostate enlargement
 Sterility
 Vision and hearing impairment
 Smell and taste dysfunction
 Depression



THE ZINC TASTE TEST

Based on the detection of gustin, a polypeptide in 
the mouth that distinguishes metal, the patient is 
asked not to eat, drink or smoke for 30 minutes 
before the test. A 0.1% zinc sulfate heptahydrate
solution (about 10 ml) is swished in the mouth for 
10 seconds. It is then swallowed or expectorated. 
After 30 seconds, the patient is asked to describe 
the taste. Responses are classified as follows…



THE ZINC TASTE TEST

 No taste or the taste of water is noted. (severe 
deficiency)

 No taste noted initially, but a taste often described as 
dry, “minerally”, like “bicarbonate”, or sweet 
develops in 10 or 15 seconds (moderate deficiency)

 A definite but not strongly unpleasant taste is noted 
immediately and tends to intensify in time. (mild 
deficiency)

 An immediate unpleasant, obviously aversive taste 
that often causes the patient to grimace is noted. (no 
deficiency)



TREATMENT

 Liquid preparation of zinc sulfate hepthhydrate to 
replenish the metallothionin-1 transport system

 Elderly 30-60 mg.

 Burns, trauma 150 mg

 Effect on copper level can cause anemia\

 Zinc / copper ratio is 10:1

 Selenium can be depleted by large doses of zinc

 Coffee, phytates, calcium, phosphorus and iron may 
interfere with zinc absorption

 Alcohol increases the excretion of zinc in the urine



MAGNESIUM
THE BEAUTIFUL METAL

 Basic building block of life

 Important factor for enzymes involved in 
carbohydrate metabolism



THE TWIN
MAGNESIUM AND INSULIN

 Magnesium and Insulin are like a twin who need each 
other

 Without Insulin Magnesium does not get transported 
from the blood to the cells

 Plasma and Intracellular magnesium concentration are 
tightly regulated by Insulin via activation of 
Na+/Mg+2 exchange

Insulin Transport and Storage
 Wihtout Magnesium, Beta cells will not secrete enough 

Insulin or the Insulin it secretes is not effective
Insulin Resistance



LOW MAGNESIUM

 Decreased Insulin transport and storage

 Decreased Insulin secretion

 Insulin resistance

 Impaired Glucose Tolerance (IGT)



IMPAIRED GLUCOSE TOLERANCE
(IGT)

 Magnesium modulates insulin action and effects insulin 
signaling at the receptors site

 Adipocyte cells placed in low magnesium media show 
reduction in Insulin stimulated glucose uptake

 Low erythrocyte magnesium content increase membrane 
micro viscosity which impairs insulin interaction with its 
receptors

 Magnesium deficiency leads to increased intracellular 
calcium levels which lead to Insulin Resistance

 Tyrosinekinase activity is decreased in muscle Insulin 
receptors of rats fed a low magnesium diet



DIABETES 
A MAGNESIUM WASTING DISEASE

 Lack of Insulin (Type I) or Insulin Resistance (Type II)
cause large amounts of magnesium to be excreted 
through the urine.  “The Magnesium Wasting 
Disease”

 Insulin Resistance and magnesium depletion result in 
a vicious circle of worsening Insulin resistance and 
decreasing Intracellular magnesium



MORE ABOUT MAGNESIUM

A. Lower dietary magnesium and lower serum magnesium 
are associated with increased risk for Type II Diabetes

B. Low Magnesium levels worsen Type II Diabetes causing 
low insulin levels and elevated blood sugar

C. Diabetes Mellitus is associated with magnesium 
depletion, which in turn contributes to metabolic 
complications of Diabetes including vascular disease 
and Osteoporosis

D. Oral magnesium supplements help individual who 
have become insulin resistance avoid developing Type 
II Diabetes



 Daily oral magnesium supplementation improves insulin 
sensitivity by 10% and reduced blood sugar by 37%

___________
Guerrero-Romero F, Tamaz-Perez HE, Gonzalez-Gonzalez G et al.  
Oral magnesium supplementation improves insulin sensitivity in 
nondiabetic subjects with insulin resistance.  A double-blind placebo-
controlled randomized trial. Diabetes Metab. 2004 Jun; 30(3):253-8

Rodriguez-Moran M and Guerrero-Romero F.  Oral magnesium 
supplementation improves insulin sensitivity and metabolic control in 
Type 2 diabetic subjects: a randomized double-blind controlled trial.  
Diabetes Care 2003 Apr;26(4);1147-52 



THE DIABETES-HEART DISEASE
CONNECTION

Magnesium helps the muscles to relax losing magnesium 
makes the blood vessels constrict leading to 
Hypertension   

Magnesium helps correct abnormal lipoprotein patterns
lowers Trigylcerides
lowers LDL
increases HDL



MAGNESIUM

 Essential to all living organisms and has electrochemical, 
catalytic and structural functions

 Activates numerous enzymes and is a constituent of all 
chlorophylls

 Required for the production and transfer of energy for 
protein synthesis, for contractility of muscle and 
excitability of nerves

 Also a co-factor in numerous enzymes systems
 Excess magnesium will inhibit bone calcification, calcium 

and magnesium have antigilistic roles in normal muscle 
contraction, calcium acting as a stimulator and 
magnesium as a relaxor. Excessive amounts of calcium 
can induce magnesium deficiency

 Hypocalcemia can’t be corrected until Hypomagnesimia is 
corrected.



MAGNESIUM

 Adult humans contain 20 to 28 grams of total body magnesium. 60% 
in the bone. 26% in the skeletal muscles and the balance is distributed 
between various organs and body fluids.

 Serum magnesium ranges from 1.5 to 2.1 mEq/L and is second to 
potassium as intracellularcation.

 The rate of absorption of magnesium ranges from 24 to 85%. The 
lesser absorption rate is for metallic source of magnesium, the higher 
levels are associated with plant-derived chloral sources.

 Vitamin D has no effect on magnesium absorption.
 The presence of fat, phytates and calcium reduces the efficiency of 

absorption.
 High performance athletes lose a considerable amount of magnesium 

in sweat.
 RDA of magnesium is 350 mg per day for adult male, 300 mg per day 

for adult female, and 450 per day for pregnant and lactating females. If 
kidneys are healthy, there is no evidence of toxicity up to 6000 mg per 
day.



STUDY RESULTS

 PATIENT RECEIVING THE VM FORMULA =

55% had an average decrease of HgbA1c by 1%

 PATIENT RECEIVING THE PLACEBO =

90% had an average increase of HgbA1c by 1.3%



THE TREOLIFE SYSTEM

Treolife VM
Treolife EFA

U.S. Patent 7,332,181 and 7,975,211



FOR INFORMATION

Amid Habib, M.D.
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