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ZINC, IMMUNITY AND COVID-19 
 
Vitamin and mineral deficiencies may impact the prevention and 
treatment of Covid-19. A recent study reported by the Endocrine 
Society found 80% of Covid-19 patients vitamin D deficient. Another 
prominent candidate is zinc because of its role in immunity. In the 

US is estimated that about 12% of the population is at risk for zinc deficiency and as 
many as 40% of the elderly, the latter due to inadequate intake and poor absorption. 
Both vitamins and minerals play a critical role in countless critical biochemical 
processes in humans. Some minerals are required for the proper functioning of several 
hundred enzymes. Zinc is one example.   
 
There is considerable circumstantial evidence pointing to the importance of not being 
zinc deficient at this time. There is a large overlap between risk groups for Covid-19 and 
zinc deficiency and extensive evidence of efficacy of zinc supplementation for 
respiratory infection issues (15 studies). About 50% of Covid-19 patients that died had a 
bacterial infection or sepsis. Thrombocyte aggregation and coagulation are widely 
observed. These are associated with zinc deficiency.1   
 
BASIC INFORMATION 

•     Recommended daily intake (RDA) Men-11 mg, women—8 mg 

•     Maximum tolerable daily intake 40 mg 

•     Normal serum level 70-120 μg/dL (micrograms/deciliter)  

•     Deficiency 40-60 μg/dL.  
 
ZINC AND IMMUNITY1 
Zinc protects the body from virus entering cells where it can then replicate. This occurs 
by improving he clearance of the virus through optimum functioning of the mucous 
membranes and ciliary clearance. It is involved with the integrity of the epithelium of 
respiratory tract and the prevention of the virus from entering the blood stream. Zinc is 
also involved in critical enzymes that play a role in the virus-receptor interactions. 
  
Zinc has a role in antibody and white blood cell production (T-cell immunity). Deficiency 
of zinc increases concentrations of pro-inflammatory cytokines such as IL-1, IL-6, and 
TNF alpha concentrations and decreases antibody production. Zinc supplementation 
has been found to increase the ability of cells to fight infection and inhibit viral 
replication. 
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Currently studies of the use of zinc supplementation with the endpoint of contracting the 
disease are not feasible. However, the significant overlap of risk groups and symptoms 
of Covid-19 and zinc deficiency offer circumstantial evidence.  
  

POOR OUTCOME IN COVID-19 PATIENTS WITH ZINC DEFICIENCY 
A recent study found a large difference of disease severity of Covid-19 on hospital 
admission with moderate, and severe being more prominent in the zinc-deficient group. 
Furthermore, complications during hospital stay were more frequent in the deficient 
group and hospital stays are longer. All the deaths were in the deficient group. A 
limitation of the study was  the small number of participants.2 Another study also found 
Zinc levels predictive of critical illness In 62 patients admitted to hospital.3 
 
A study just published followed 249 patients with Covid-19 admitted to hospital in 
March. The mean age was 65 and half were female. One of the objectives was to 
examine the association between admission zinc serum levels and outcomes. It was 
found that for those with a zinc level ≥ 50 μg/dL needed only 8 day to achieve clinical 
stability compared to 25 days for those below this limit. This same threshold found a 
mortality rate of 5% for those above it, and 21% for those below it. The researchers also 
confirmed the findings of others that low zinc levels favored viral increased replication in  
SARS-CoV2 cell culture studies.1  
 
ZINC LEVELS AND COVID-19 IN THE ELDERLY 
It is well known that the Covid-19 morbidity and mortality is strongly influenced by age, a 
phenomenon which appears to be aggravated by conditions inside nursing homes. 
Nursing homes in general may not only offer an environment that increases spread of 
the disease but also residence may increase vitamin and mineral deficiencies such as 
Vitamin D and zinc, the latter because most foods are low in zinc and the nursing home 
diet is probably not rich in beef. In fact, elderly individuals with comorbid conditions 
including hypertension and diabetes are usually zinc deficient. In addition intestinal 
absorption, mastication, psychosocial factors, and drug interactions have been 
suggested as important in this age group However, the connection between zinc 
deficiency and the enhanced susceptibility to Covid-19 in the elderly remains 
theoretical.4, 5 The impact of supplementation with zinc on the host susceptibility and 
disease morbidity and mortality does not appear to have been adequately studied with 
outcome endpoints for Covid-19 patients.  
 
PROBLEMS WITH ZINC STUDIES – RISKS OF OVERDOSE AND DRUG 
INTERACTIONS 
The most serious problem is determining deficiency. The standard method involves a 
blood test. But what is important is the zinc located in tissue and blood cells, neither of 
which contribute to the plasma-based assay. Setting the bar for deficiency according to 
serum or plasma levels is because here is no other simple test. Thus, studies are using 
an approximate measure and may misclassify some subjects. Nevertheless, serum zinc 
levels are inversely correlated with diseases such as pneumonia and cystic fibrosis. 
There is also the low response of older patients with low serum zinc to a pneumococcal 
vaccine. Zinc supplementation was able to reconstitute immune function in elderly 
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individuals with low zinc serum levels. Serum levels indicating deficiency may be more 
informative than critics admit.  
 
Zinc supplementation has its risks. Taking too large a dose can occasion serious 
problems. Furthermore, even modest overdosing can impact the mineral balance in the 
body, especially for iron and copper. In addition, zinc interferes with the action of a 
number of medications such as quinolone (Cipro) and tetracycline antibiotics 
(Achromycin or Sumycin). Antibiotics should be taken 2 hours before or 4-6 hours after 
zinc supplementation according to the NHI Zinc fact sheet for professionals. Zinc can 
reduce the absorption of the rheumatoid arthritis drug penicillamine. High zinc intake 
can inhibit copper absorption and produce a copper deficiency and associated anemia. 
What is too high an intake? Consensus seems to be 40 mg/day. Thiazide diuretics such 
as Chlorthalidone increase urinary zinc excretion by as much as 60% and prolonged 
use can deplete tissue levels and potentially impact urinary physiology. 
 
POSSIBLE HEALTH BENEFITS OF ZINC SUPPLEMENTS 
The NIH factsheet mentions the modifying of the severity and duration of the common 
cold (zinc lozenges), delaying the progression of age-related macular degeneration, and 
treating diarrhea, especially in malnourished populations, and especially with 
malnourished children.  
 
FOODS HIGH IN ZINC 
The daily recommended intake (US) is 11 mg of elemental zinc. Maximum Intake for 
infants up to 6 months 4 mg, 1-12 months 5 mg, 1-3 years 7 mg, 4-9 years 12 mg, 9-13 
years 23 mg, 14-18 years 34 mg and from19 years 40 mg. Intranasal use is 
discouraged because it can reduce the sense of smell. While these numbers include 
food and supplement intake, as will be seen below that only a very few foods can make 
much difference after age 4. The big problem with such guidelines is the variation in 
absorption which becomes increasingly important with increased age. 
Multivitamin/minerals tend to have the RDA per recommended dose.  
 
These are the top foods ranked by zinc content:  
 

•     Oysters (6) 36 mg, 

•     Beef steak (5 oz) 15 mg 

•     Chicken thigh and leg 5 mg 

•     Firm tofu (cup) 4mg 

•     Lean pork chop (6 oz) 4 mg 

•     Lentils (cup) 3 mg 

•     Oatmeal (cup) 2 mg 

•     Low-fat yogurt (cup) 2mg 

•     Shiitake mushrooms (cup cooked) 2 mg. 
 
ENHANCING ZINC ABSORPTION 
Certain naturally occurring molecules act as zinc transporters (ionophores). The readily 
available ones are quercetin and epigallocatechin-gallate (EGCG) found in green tea.  
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CONCLUSION 
There seems little doubt regarding the importance of adequate zinc intake. It is found 
throughout the body, helps the immune system and metabolic function, and is important 
in wound healing and sense of taste. Three hundred enzymes in all six classes depend 
on zinc. Those who have low levels in general benefit from zinc supplements. Long-
term intake above the recommended limit can cause problems.  
 
 

EXCESS STOMACH ACID MYTH – THE HEALTH RISKS IT CREATES 
AND WHAT TO DO 

 
Millions of people take prescription or over-the-counter proton pump inhibitors, drugs 
that reduce the excretion of stomach acid (HCl—hydrochloric acid). Global spending is 
estimated at $25 billion yearly with $10 billion in the US. From 1986 to date, PubMed 
lists almost 2800 papers with Proton Pump Inhibitors in the title. The steady increase in 
reports of adverse side effects and reports of overuse suggest it is time to examine the 
big picture of this crusade against stomach acid, especially since humans normally  
have a very acid stomach, the acidity of which is precisely controlled and adjusted in 
healthy individuals. It appears that for about 50 years the wisdom of evolution has now 
been seriously questioned and stomach acidity has been dramatically lowered in 
millions of persons. What are the benefits vs. risks of this alteration of the natural state 
of the place where digestion, nutrient absorption, and dealing with foreign bacterial 
invasion are orchestrated? It is also important to note that in many cases there is long-
term use of PPIs, essentially a profound alteration in fundamental biochemistry. Note 
that PPIs have much more pronounced effect for lowering stomach acidity than the H2-
receptor blockers and emphasis here will be on the PPIs. 
 
The currently US available prescription PPIs are Prevacid, Protonix, Aciphex, and 
Dexilant. The over-the-counter PPIs are Prilosec and Nexium. 
  
The FDA approved uses are listed. All have short usage times specified, generally up to 
several months. This seems to be routinely ignored by prescribers and not an issue for 
the over-the-counter PPIs. Maintenance is prevention of recurrence or sustaining 
healing.  
 

•     Duodenal ulcer treatment or maintenance 

•     H. pylori stomach infection eradication 

•     Erosive esophagitis damage treatment or maintenance 

•     Gastroesophageal reflux disease (GERD) healing or maintenance 

•     Gastric ulcer treatment or risk reduction if NSAID associated 

•     Heartburn  

 

PPIs are irreversible inhibitors of a gastric enzyme in stomach wall cells which is 
involved in stomach acid secretion. Irreversibility means that new acid excreting cells 
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(proton pumps) must be synthesized before secretion is restored. The duration of acid 
inhibition can be up to 48 hours.6 
 
The pharmacokinetics of PPIs are that one dose quickly raises the stomach pH from 1-2 
to >4 with a maximum at 10 hours and a return to 3-4 at 16 hours. Thus if taken before 
breakfast they impact the digestion/absorption well past midnight.7 The acid strength 
indicator pH is such that 1 is highly acid, 7 neutral and >7 increasingly basic. It is a 
logarithmic scale.  
 
The acidic environment of the stomach is unique to the body. A sphincter between the 
stomach and the esophagus prevents acid from irritating the sensitive lining of this tube 
connecting the mouth with the stomach. At the stomach exit acidity declines so that 
when the contents enter the small intestine the acidity has become reduced to where it 
does not cause trouble. 
 
Stomach acidity is essential for the proper digestion of food and the absorption of 
nutrients and if this is defective deficiencies in a wide variety of nutrients can occur with 
significant adverse impact on health. This includes vitamins and minerals and amino 
acids, the building blocks of proteins.  All of this has been known for a very long time 
and no doubt even taught to schoolchildren. Furthermore, there is no evidence that 
excess (abnormal) stomach acidity naturally occurs. The normal fasting level is already 
very acid (pH about 1). Quite the contrary, physicians who measure stomach acidity in 
the office setting find that individuals with the symptoms that they plan to treat with PPIs 
have somewhat low, not high acidity in almost all cases. Thus, we have two camps with 
diametrically opposing views, with only one having credibility both in the medical 
profession and the general public. One is that a normal high fasting stomach acid level 
is good, i.e. just what normal means. The other that it is for many it is bad and a 
candidate for lowering with drugs. PPIs have been taken for over 50 years for many 
gastric problems. 
 
WHAT IS REALLY GOING ON WHEN PEOPLE NEED ANTI-ACIDS AND ARE TOLD 
THEY NEED PPIs? 
Normal is when the fasting stomach acid level is high, i.e. a low pH. A meal will first 
lower the acid level and then as digestion occurs it will go up again, and over several 
hours approach the fasting level. From the start of this scenario it is normal that aside 
from admitting food to the stomach, the esophageal sphincter is closed. Even when 
fasting, the sphincter holds back a highly acid liquid. Heartburn, acid reflux, GERD 
requires the sphincter to leak enough fluid from the stomach to cause significant 
discomfort as well as potentially dangerous irritation the esophagus. What causes the 
dysfunction of a normally tight valve? What is the primary cause? Patients are told they 
have excess stomach acid and must take steps to rectify this situation because there 
are significant health issues if this continues. This is where the PPIs or H2 receptor 
blockers come in. However, what about the leaky sphincter? Isn’t this a good candidate 
as the primary cause? There is indeed evidence that this is indeed the case. Thus, the 
question must be raised. What causes the leakage? This is what presumably needs 
fixing. 
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Two studies have been conducted in which the pressure (tightness) in the lower 
esophageal sphincter was measured as a function of the acidity of the liquid in the 
stomach to which it was exposed.8, 9 The pH in these studies ranged from 1,0 to 8.0, i.e. 
strongly acid to a bit on the alkaline side of neutral (pH 7) The pressure measured 
related to the tightness of the sphincter. It was found that the physiological factor which 
allows leakage is a low stomach acidity which results in leakage (low sphincter 
pressure) and thus heartburn, acid reflux and GERD. However, the acidity is still high 
enough to produce discomfort and even erosion. The PPIs reduce the acid level to the 
point where the discomfort and damage is minimal. 
 
These observations are consistent with what alternative and complementary physicians 
have known for decades—to treat these symptoms, increase stomach acidity and it 
works.10 This is obviously exactly the opposite of what developed as the standard 
treatment which is to decrease the stomach acid. This made the sphincter less tight, but 
the leakage was not bothersome because the stomach fluid was near neutral. This view 
of acid reflux goes back 40-50 years and is either unknown in modern gastroenterology 
or ignored. In fact, there is apparently has been no interest in measuring stomach acid 
in the clinic for quite some time. Mainstream medicine goes from symptoms of acid 
reflux to the view that it is due to high acid levels, but for alternative medicine, the same 
symptoms indicate low acid. Alternative medicine increases the acidity before or just 
after meals which also improves digestion and micronutrient absorption, the opposite 
that the PPIs accomplish. What we are seeing is like treating someone with an infection-
induced fever by lowering the fever.  
 
CAUSES OF LOW STOMACH ACID 
Population studies of stomach acid levels, especially as they depend on age, have 
produced widely variable results. Measurement of stomach pH is generally not done 
outside of a research setting and is only easily accomplished by using an ingested and 
frequently tethered capsule that measures pH and transmits the result via a tiny radio 
transmitter (Heidelberg capsule). Interest in such measurements is almost entirely 
among researchers and among some physicians practicing alternative/complementary 
medicine. However, as will be discussed, there is a protocol involving an oral acid 
challenge that provides information as to the merits of increasing acid and if there are 
adverse indications.  
 
The low stomach acidity we are talking about is called hypochlorhydria. The current 
view is that a Helicobacter pylori (H. pylori) stomach infection precedes and likely 
causes hypochlorhydria. A certain strain of this bacteria is implicated in the subsequent 
development of gastric cancer.11 H. pylori stomach infection is also a strong risk factor 
for ulcers (80% for gastric, 92% for duodenal) and what is called gastric atrophy which 
is the thinning of the inner lining of the stomach wall and the loss of gland cells in the 
lining that release substances that help digestion including stomach acid. Many 
individuals carry the antibody evidence of having had a H. pylori infection. This 
bacterium also appears to do well in the normal acidic stomach whereas most bacteria 
find it fatal. This is an explanation for hypochlorhydria being common. Mainstream 
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medicine appears to ignore this and instead views stomach acid as a treatable cause of 
the heartburn and GERD when it is believed to be too high but is in fact too low.  
 
OVERPRESCRIBING AND OVERUSE OF PPIs 
This is important. More than 80 million in the US experience daily GERD symptoms and 
25 million heartburn. Over 60 million suffer heartburn monthly. The most common 
indications for taking PPIs  are heartburn and gastroesophageal reflux disease (GERD). 
Both involve the stomach acid backing up into the esophagus. Heartburn is a burning 
pain in the chest that usually occurs after eating and may occur at night. The pain 
worsens when lying down and there is a bitter or acidic taste. This would not happen 
unless there is esophageal sphincter failure. It is important to differentiate this from the 
symptoms of a heart attack such as severe chest pain or pressure, especially when 
combined with pain in the arm or jaw and difficulty breathing. When heartburn occurs 
frequently and interferes with one’s routine it is considered GERD. GERD can seriously 
damage the esophagus or lead to precancerous changes in the esophagus called 
Barrett’s esophagus.  
 
There is evidence that PPIs are being overprescribed and there is widespread 
inappropriate PPI use. Estimates suggest that 25% to 70% of prescriptions have no 
appropriate indication at all. Obviously, over-the-counter availability makes it difficult to 
quantify the problem. When annual sales are in the billions it is easy to believe the 
worst. PPIs are among the top-selling medications in the US. As will be discussed 
below, alternative medicine offers a non-drug solution that has been widely used by 
physicians practicing alternative or complementary medicine. However, this intervention 
is not decreasing stomach acid but increasing it.  
 
ADVERSE EFFECTS AND RISKS OF LONG-TERM PPI USE 
Short-term adverse effects appear to be transient. However, long-term use is another 
matter and many studies suggest the potential for increased risk for the following:12, 13 
 

•     Fractures and bone mineral 

density problems 

•     Pneumonia 

•     Clostridium difficile intestinal 

infection 

•     Low magnesium levels 

•     Low calcium absorption 

•     Low vitamin B12 levels 

•     Chronic kidney disease 

•     Dementia 

•     Gallbladder cancer 

•     All-cause mortality  

•     Gastric cancer 

 
New evidence has recently been presented that supports the association of PPIs with 
dementia.14 The researchers report the discovery of an unprecedented mode of action. 
Compelling evidence has been found that PPIs inhibit the process that is responsible for 
the biosynthesis of a critical enzyme cholinesterase which is responsible for the 
biosynthesis of acetylcholine. A decrease of this chemical is implicated in dementia. 
PPIs are of unprecedented potency in this inhibition.  
 



8 
 

PPIs have also been associated with the development of the Charles Bonnet Syndrome 
in patients with age-related macular degeneration. This syndrome is characterized by 
visual hallucinations not attributable to other causes. Patients are totally aware of the 
unreality of these images. While the syndrome is associated with macular pathology 
and visual loss with the most common predisposing disorder being age-related macular 
degeneration, PPIs appear to also be a risk factor.15 
 
It also has been pointed out that a large proportion of PPI users are without indications, 
i.e. just addressing mild discomfort and have no significant benefits to outweigh the 
risks outlined above. In addition, some side effects may take years to become manifest. 
There is concern of long-term PPI use that could last many years.16 In the absence of 
valid indications for use, taking any risk appears unjustified.  
 
There do not appear to be studies that give definitive indications regarding benefits or 
time course of reduction or elimination of these adverse risks when PPI long-term use is 
terminated. Intuitively, one might expect that those related to interference with 
micronutrient absorption should normalize but with considerable variation in how long it 
would take. There is anecdotal evidence for this.10  
 
The above red flags must be regarded with caution since they are based on 
observational studies which are subject to inadequate adjustment for confounding and 
subject to  potential bias.12 However, some believe that the evidence based on 
experimental and mechanistic evidence that could support a causal relationship may 
have been underestimated by epidemiolgists.16 The risk of gastric cancer can be viewed 
as somewhat better established and PPIs may be an independent risk factor.13  
 
WHAT CAN ONE DO? 
The connection that low stomach acidity promotes digestive dysfunction and results in 
reflux and heartburn is now never made in conventional medicine. Acid is causing the 
discomfort, irritation and inflammation in the esophagus and the indicated action is to 
reduce it, in fact to nearly neutral. This problem is really associated with a malfunction of 
the sphincter between the stomach and the esophagus. Humans evolved over eons to 
have a high but regulated stomach acidity. This sphincter kept the acid where it 
belonged.  In fact, pathological disorders that product “high” acidity are extremely rare. It 
is naturally high for all the reasons enumerated above. The fasting level is a pH of about 
1, just a bit less acidic than battery acid.  A meal reduces the acidity as acid is used up 
but also induces secretion so that over several hours the highly acidic state returns. In 
older individuals this can be impaired and the return to the highly acidic fasting level can 
take longer than the interval between meals17 
 
The approach to treating abnormal low stomach acid that has been used for decades by 
alternative/complementary physicians involves a hydrochloric acid releasing organic 
compound Betaine HCL. This chemical is also being studied for reacidification when the 
acid lowering effect of PPIs is interfering with drug efficacy due to low stomach acidity.18 
In fact Coca Cola has also been used. However, it would be dangerous to simply drink a 
hydrochloric acid (HCl) solution because of this would produce severe irritation in the 
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mouth and along the entire esophagus. It is not clear that weak acids such as found in 
lemon juice or vinegar (citric or acetic acid) before a meal would be effective for treating 
low acid levels, but this is a common suggestion. Given the widespread belief that high 
stomach acidity is bad, the obvious research problem of how to restore reduced acid 
secretion such as results from H. pylori infection and gastric atrophy may never even be 
addressed.  
 
Acid replacement therapy turns out be complex because of the possible presence of 
peptic ulcer disease or the stomach tissue grown accustomed to near neutral pH may 
be abnormally sensitive to irritation from the ingested acid. Thus, treating low acid 
should be done under the supervision of a physician even though the supplement has 
been available for decades over-the-counter and in health food stores and extensively 
used. Betaine HCL is frequently compounded with the digestive enzyme pepsin. 
Individuals with a stomach ulcer problem should never try this. This do-it-at home 
intervention would normally be undertaken after refusing drug treatment, not for 
occasional indigestion or unpleasant reflux where TUMS might suffice.  
 
ONE BASIC PROTOCOL FOR USING BETAINE HCL17 
This protocol was published in 2020 by Dr. Thomas G. Guilliams at the University of 
Wisconsin School of Pharmacy and founder of the Point Institute, and Lindsey E. Drake, 
a research assistant at the Point instsitute.17 The protocol has a long history in 
alternative/complementary medicine. This is being presented for information but not a 
recommendation. Readers should consult their primary care physician. The acid 
released by Betaine HCL is hydrochloric acid, identical to the acid excreted by the 
stomach.  
 
The meals in the protocol should be of sufficient size (500 calories or more) and contain 
adequate protein. Betaine HCL should not be taken on an empty stomach unless it is 
followed immediately by eating. Capsules should not be emptied into food or dissolved 
in beverages. The stepwise procedure is necessary because in almost all situations 
there is no stomach acid determination at the start or during the supplementation. Thus, 
the stepwise increase in dose is compensates for this lack of knowledge. Some 
formulations contain a spice Fenugreek which it may be wise to avoid.  
 
1.    Start with one capsule (350-750 mg) of betaine HCL with a protein containing meal. 

Capsules with added pepsin may be used.  

2.    If no discomfort or burning is experienced, the dose can be increased to 2 capsules 

with each protein-containing meal.  

3.    If discomfort or burning sensation is experienced after this or any dose, the acid can 

be immediately neutralized by one tsp of baking soda in water or by milk. Then 

reduce the dose to that previously tolerated or stop the protocol.  

4.    If there is no noticeable reaction to the dose of Betaine HCL at 2 capsules, after two 

days, the dose can be increased to 3 capsules with each meal. 

5.    Continue increasing the number of capsules every two days until a maximum of 

3000 mg with each protein containing meal until a tingling, burning, or other 

discomfort is experienced. At this point decrease the dose by one capsule per meal. 
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If the discomfort continues, stop taking the supplement and consult the health care 

provider.  

6.    With smaller meals, less Betaine HCL is needed, so a reduced dose may be 

adequate.  

7.    Once this protocol has identified the proper dose, continue this dose in subsequent 

protein containing meals.  

 
Individuals with very moderate HCl deficiency generally show rapid improvement in 
symptoms and have early signs to intolerance to the acid. This indicates a return to 
normal acid secretion and signals the need to stop the acid capsules.   
 
It seems prudent that this protocol should not be pursued except under the guidance of 
a physician. Unfortunately, most physicians will probably actively discourage the 
undertaking, viewing it as pouring gasoline on a fire, and attempts to argue with this 
would probably be useless. A physician practicing alternative medicine would no doubt 
be a solution. 
.  
While a natural product releasing an acid identical to stomach acid is being taken, 
the safety is strongly dose dependent and steps should be taken to ensure that 
children cannot take these capsules, accidentally or otherwise. There is no 
bitterness associated with the capsules to deter them.   
 
CONCLUSION 
It is very simple. Don’t allow messing around with your digestive biochemistry which has 
evolved for eons unless there is good reason, or the intervention is short-term.  If told 
you have excess stomach acid, ask how that could be when the normal acidity of the 
stomach fluid is in fact excessive with a pH of about 1.0.  
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BOOK REVIEW 
  

Life without Diabetes. A Definitive Guide to Understanding and Reversing 

Type 2 Diabetes. Harper One, 2020 
 

Readers of International Health News with an interest in type 2 diabetes are probably 
familiar with the Newcastle diet which has been very successful in putting this disease 
into remission, frequently permanent. The developer of this diet, Roy Taylor MD, 
Professor of Medicine and Metabolism, Newcastle University, has just published a book 
titled Life Without Diabetes (available at Amazon) which presents the whole story of the 
diet, its origin, the studies that provide the foundation, biological plausibility and 
implementation.  
 
Professor Taylor is founder and director of the Magnetic Resonance Centre at 
Newcastle University in the UK. The resources and expertise of this institute were 
critical in developing his theory and cure for type 2 diabetes. Between 2015 and present 
Professor Taylor and colleagues have published 26 papers related to this diet in major 
journals. The research includes a randomized controlled trial and other clinical trials and 
extensive studies backing up the proposed mechanism of action of the diet and how it 
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relates to Taylor’s revolutionary theory of how type 2 diabetes develops. The book is 
endorsed by prominent diabetes experts.  
 
This book takes the reader on a tour of the development of the theory and its testing, 
more or less study by study. The approach is kept simple enough for most to fully 
understand what is involved. It in fact a beautiful example of successful presentation of 
a complex scientific subject made accessible to those not scientifically trained. The text 
also provides insight as to how science is successfully used to tackle this very important 
and long misunderstood disease which has a large and increasing prevalence.  
 
The book helps the reader understand why type 2 diabetes afflicts the lean, the 
overweight and the obsess, what he calls The Personal Fat Threshold, and explains 
why the diet fails for some and why the successful, durable remission critically depends 
on maintaining the weight loss, and why the insulin producing pancreatic beta cells  are 
not necessary gone forever in diabetics but are merely turned off and can be switched 
back on with the diet. It also makes clear why managing blood glucose may reduce the 
effects of complications, it does not address the cause, and the disease commonly 
progresses.  
 
This book is especially welcome because the diet has been successfully used in a 
number of countries by diabetics inspired by the description in the media regarding the 
nature and success of the intervention and using the information Taylor’s group 
provided with a website. Especially important is the information he acquired from those 
using the diet who reported back  that they did not use the liquid diet approach 
employed in studies but merely ate what they normally did  with the caloric content 
adjusted to about 800 calories. Now those wanting to put their diabetes into remission 
have a handbook and Taylor makes it clear that there are large number of diabetics out 
there who are so eager to beat the disease into permanent remission that many do not 
care if discouraged by the doctors and nurses Taylor urged them to consult. They 
claimed that such severe calorie reduction is dangerous which is not true.   
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