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The Cause of All Disease:
A Unified Theory

The	onset	and	evolution	of	all diseases,	as	well	as	all	of	
the	associated	symptomatology,	is	caused	by,	and/or	
mediated	by:

Increased	Oxidative	Stress	(IOS)
IOS	exists	when	the	production	of	free	radicals	(highly	
reactive	pro-oxidants)	exceeds	the	body’s	antioxidant	
capacity	to	neutralize	(reduce)	them,	or	to	prevent	
their	production	in	the	first	place.	IOS	always exists	
where	there	is	a	deficiency	of	antioxidants,	an	excess	
of	free	radicals,	or	both.	[Halliwell (2006),	16760481]



Redox Medicine
Basics

The	essence	of	redox (reduction-oxidation)	medicine	is	
really	the	essence	of	vitamin	C-based	biochemistry.

Pro-oxidant (aka	“toxin”)
Takes,	or	causes	to	be	taken,	electrons	away	from	
biomolecules (OXIDATION)

Antioxidant (vitamin	C	is	the	prototype)
Gives	(or	restores)	electrons	back	to	oxidized	
biomolecules (REDUCTION)



Redox Medicine
Basics

All	disease,	then,	results	from	the	relative	presence	of	
and	the	interactions	among	and	between:

Pro-Oxidants	(Toxins)

Pathogens	(Pro-Oxidant	Providers)

Antioxidants	(Nutrients)



Redox Medicine
Basics

The	basic	redox nature	of	vitamin	C	and	the	pro-
oxidant	nature	of	all	toxins	concisely	explains	
why	vitamin	C,	along	with	many	other	
antioxidants,	has	been	documented	to	be	an	
effective	antitoxin against	all toxins	for	which	
it	has	been	tested,	in	vitro	and	in	vivo,	in	
plants,	animals,	and	humans,	and	including	
clinical	studies.	[Levy	(2002),	book,	Curing	the	
Incurable]



Redox Medicine
Basics

A	pro-oxidant	and	a	toxin	are	actually	ONE	AND	THE	SAME,	and	
they	have	the	same	effect.

An	antioxidant	is	a	true	antitoxin,	because	it	restores	the	
electron	depletion	in	an	oxidized	biomolecule induced	by	the	
toxin,	or it	reduces	the	electron-depleted	toxin	itself,	making	
it	relatively	or	completely	inert,	depending	upon	the	toxin	and	
its	microenvironment.

All	pathogens induce	increased	oxidative	stress	by	oxidizing	
important	biomoleculesneeded	for	normal	metabolism	via	
the	production	of	endotoxins,	exotoxins,	oxidized	metabolic	
byproducts,	and	sometimes	due	to	space	occupation	from	
infectious	bulk.	They	also	consume	antioxidant	stores.



Redox Medicine
Basics

Redox Biology

Even though there is a tremendous variety of molecular 
structure among all of the known toxins, they ALL SHARE 
the property of taking, or causing to take, electrons from 
other molecules, oxidizing them and causing a state of 
increased oxidative stress.

If a molecule does not cause the loss of one or more electrons 
from another molecule it IS NOT TOXIC, and it CANNOT 
BE TOXIC. Toxicity and any symptoms of toxicity cannot 
exist unless electrons are being taken from other molecules 
(oxidation).



Increased Oxidative Stress (IOS):
Disease Determination

What	disease	one	has	depends	on:
1.	The	duration of	the	IOS	(acute	or	chronic	toxicity)
2.	The	location of	the	IOS	(extracellular,	intracellular,	

specific	organs	or	tissues)
3.	The	degree of	the	IOS	(minimal	to	severe)
4.	The	combinationof	the	above	three	IOS	factors	(for	

example;	severe	intracellular	IOS	in	an	organ—
malignancy;	or	mild	intra-and/or	extracellular		IOS	in	
muscle	and	joints—myalgias and	arthralgias

5.	The	nature	of	the	toxin	(pro-oxidant) involved	in	the	IOS	
(unique	chemical	characteristics)



Toxin Characteristics

1.	Solubility	properties	(fat,	water,	
combination)

2.	Molecular	size	(physical	access)
3.	Ionic	charge,	neutrality
4.	Unique	molecular	structure	(physical	fit)
5.	How	readily	it	oxidizes	certain	
biomolecules

6.	Tendency	to	produce	oxidative	chain	
reactions	or	to	oxidize	single	biomolecules



Toxin Characteristics 
7.	Tendency	to	target	specific	enzymes,	amino	acids,	

antioxidants,	and	antioxidant	enzymes
8.	Tendency	to	physically	accumulate	and	block	

critical	biomolecules from	interacting
9.	Toxin	similarity	to	structural	biomolecules

(replacement,	incorporation)
10.	Access	to	excretion	by	chelation
11.	Access	to	excretion	without	chelation
12.	Access	to	excretion	by	sweating



Promoters of Chronic Diseases 
(Pro-oxidant Sources)

1.	Infections	(endotoxins,	exotoxins,	aerobic	and	anaerobic	
metabolic	byproducts,	dental);	documented	to	strongly	
promote	oxidative	stress	and	lessen	antioxidant	capacity

2.	Known	exogenous	toxin	exposures	(heavy	metal,	pesticides,	
etc.)

3.	Toxic	iron	status (most	people	in	“normal”	range	are	toxic)
4.	Toxic	calcium	status (the	rule	in	all	American	adults)
5.	Dietary	toxin	exposures	(constipated	gut,	Clostridium);	

inadequate/poor	nutrition	and/or	poor	digestion;	poor	
digestion	is	worse	than	poor	nutrition	in	terms	of	impact	on	
the	antioxidant	capacity	of	the	body

6.	Low	sex	hormone	levels;	low	thyroid	function,	especially	
intracellularly



Treatment Principles for 
All Chronic Degenerative Diseases

1. Prevent/minimize new daily toxin exposure 
(environmental, dental, dietary, digestive)

2. Neutralize existing toxins present in body
3. Excrete toxin stores in a non-toxic, or minimally toxic, 

manner
4. Resolve infections, and eliminate the reasons for 

contracting new infections
5. Supplement optimally to maximize the 

antioxidant/nutrient  status of the body as completely as 
possible

6. Address hormone imbalance, typically deficiencies of 
testosterone, estrogen, and/or thyroid hormone



Chronic Disease 
Treatment Protocol

1. Lessen/Minimize new toxins
A. No calcium, iron, or copper supplementation (Toxic 

Nutrients)
B. Address dental toxins/infections

a. Chronically infected teeth (root canals, CAP)
b. Gum infection/inflammation
c. Cavitations
d. Dental implants (improperly placed)
e. Chronically infected tonsils



Toxic Nutrients
1. Calcium	(see	Death	by	Calcium,	free	download	

at	levy.medfoxpub.com)
2. Iron
3. Copper
While	these	three	substances	can	have	nutrient	

value	under	the	right	circumstances,	they	all	
reliably	increase	oxidative	stresswhere	they	
accumulate,	and	they	are	all	strong	contributors	
to	heart	disease,	cancer,	and	chronic	disease	in	
general.



Calcium:
Background Information

Calcium	is	prominently	featured	in	the	popular	press	and	
medical	literature	primarily	because	of	its	still	nearly	
universally-recommended	usage	in	the	treatment	of	
osteoporosis,	and	even	for	good	health	in	general.

While	calcium	is	essential	for	normal	cellular	function,	elevations	
of	calcium	both	inside	and	outside	the	cells	are	part	of	the	
final	common	denominator for	nearly	all	chronic	
degenerative	diseases,	for	the	development	and	
aggressiveness	of	any	given	cancer,	and	for	premature	cell	
death.	The	evidence	also	indicates	excess	calcium	causes
many	chronic	diseases,	and	is	not	just	incidentally	associated	
with	them.	



Calcium:
Facts and Fictions

Fiction	#1:
“Calcium	supplementation	prevents	fractures.”

Many	studies	involving	calcium	supplementation	that	showed	
decreased	fracture	incidence	also	supplemented	vitamin	D,	
typically	800	IU	daily,	as	400	IU	of	D	along	with	calcium	did	
not	consistently	produce	a	benefit.	(Jackson	et	al.,	2006	
[16481635];	Bischoff-Ferrari	et	al.,	2005	[15886381]).

Adequate	vitamin	D	alone	reliably	decreases	fracture	
incidence.	(Bischoff-Ferrari	et	al.,	2012	[22762317];	Rizzoli	
et	al.,	2013	[23320612])

Calcium	supplementation	alone	does	not prevent	fractures	
(Kurabayashi,	2012	[22549199])



Calcium:
Facts and Fictions

Fiction	#1:
“Calcium	supplementation	prevents	fractures.”

Calcium	supplementation	can	minimally	improve the	results	of	
the	bone	mineral	density	tests.	However,	this	is	a	cosmetic	
change	only,	as	the	increased	calcium	content	from	such	
supplementation	is	really	no	different	from	a	fresh	coat	of	
paint	on	a	fence	with	rotting	wood.	It	looks	better,	but	it	does	
not	restore	any	structural	integrity	to	the	fence,	and	the	fence	
will	continue	to	deteriorate.	The	healthy	structural	matrix	of	
the	bone	requires	vastly	more	than	calcium	for	repair	and	
regeneration.	While	the	test	can	show	a	better	“number,”	it	is	
not	reflective	of	better	bone.



Calcium:
Facts and Fictions

Fiction	#2:
“Calcium	supplementation	and	increased	dietary	calcium	

are	good	for	you.”

This	is	a	classic	case	of	marketing	fiction	completely	
trumping	science.	The	truth:	a	prospective	study	over	a	
19-year	period	followed	61,433	women.	Women	with	
the	highest	intake	of	calcium	and	who	supplemented	
calcium	as	well	had	an	all-cause	mortality risk	2.5	
times	higher	than	those	women	who	did	not	
supplement	calcium.	(Michaelsson et	al.,	2013	
[23403980])



Calcium:
Facts and Fictions

Fiction	#3:
“You	cannot	get	enough	calcium	in	your	diet

without	dairy	products.”

More	marketing	fiction.	Enjoy	your	dairy	if	you	wish,	but	
do	not	delude	yourself	into	thinking	that	anything	
beyond	a	minimal	amount	of	it	in	your	diet	is	good	for	
you.	Body-wide	states	of	calcium	deficiency	are	very	
strongly	entrenched	myths,	nothing	more.	As	is	too	
often	the	case	with	a	number	of	strongly-promoted	
“scientific”	assertions	and	beliefs,	the	exact	opposite	is	
true.



Calcium:
Facts and Fictions

Fiction	#4:
“Everyone	with	osteoporosis	has	a	calcium	

deficiency.”

In	the	bones,	yes;	in	the	body,	no.	Fully	99%	of	the	
body’s	normal	content	of	calcium	is	in	the	bone,	
and	as	osteopenia and	osteoporosis	relentlessly	
break	down	the	integrity	of	the	bone,	a	large	
amount	of	this	calcium	ends	up	where	only	0.1%
of	it	should	be:	in	the	rest	of	the	body.



Calcium:
Facts and Fictions

Fiction	#5:
“The	biggest	danger	faced	by	the	osteoporosis	patient	is	

disability	or	death	following	a	fracture.”
Another	completely	wrong	but	commonly	held	view.
In	10,000	postmenopausal	women	with	low	bone	mineral	

density,	a	60%	increased	chance	of	death	was	seen	in	the	
lowest	quintile	of	BMD	compared	to	the	highest	quintile	
(aka,	heaviest	supplementers).	However,	most	of	the	
deaths	did	not	relate	to	a	fracture.	(Browner	et	al.,	1991	
[1677708]

Significance:	while	an	osteoporotic	fracture	can	be	deadly,	the	
consequences	of	its	commonly	accepted	treatments	are	
deadlier.



Calcium
and Oxidative Stress

Calcium,	which	is	concentrated	up	to	10,000	times more	
outside	the	cells	of	the	body	than	inside,	needs	to	be	
maintained	within	a	fairly	narrow	range	of	normal	inside	
the	cells	to	permit	optimal	cellular	function.	Any	
intracellular	calcium	concentrations	above	this	normal	
range	are	always	accompanied	by	increased	intracellular	
oxidative	stress,	and	are	probably	the	primary	cause	of	this	
state.	The	very	large	gradient	of	calcium	from	extracellular	
to	intracellular	requires	a	significant	consumption	of	energy	
in	order	to	be	properly	maintained,	and	any	significant	
compromise	in	energy	availability	invariably	leads	to	
progressively	increasing	and	toxic	intracellular	calcium	
concentrations.



Calcium
and Oxidative Stress

The	bones	contain	up	to	99%	of	the	calcium	present	in	
the	body.	The	calcium	in	solution	in	the	blood,	the	
extracellular	fluids,	and	the	cytoplasm	inside	the	cells	is	
only	approximately	0.1%	of	the	total	calcium	content	in	
the	body.	As	osteoporosis	and	the	osteopenia of	aging	
evolve	over	time,	an	enormous	amount	of	calcium	
floods	the	extracellular	 fluids,	and	calcium	deposition	
invariably	results.	The	intracellular	calcium	levels	also	
rise	sufficiently	to	substantially	increase	intracellular	
oxidative	stress,	promoting	all	chronic	degenerative	
diseases,	while	also	being	a	required	factor	for	
malignant	transformation.



Levels of Intracellular
Oxidative Stress 

At	least	eight	levels	of	oxidative	stress	can	exist	over	the	
spectrum	of	normal,	chronically	diseased,	and	cancerous	cells:
1.	None	or	non-detectable (dormant,	fully	

differentiated,	non-replicating)
2.	Minimal (physiological,	baseline	metabolic	activity)
3.	Minimal	to	moderate (upregulated physiologicalmoderate	

oxidative	stress	can	result	in	multiple	signaling	functions,	
with	upregulationor	downregulationof	various	
metabolic	reactions	taking	place)	[Santos	(2011),	
21236334]



Levels of Intracellular
Oxidative Stress 

4.	Moderate (chronically	upregulated).	This	level	of	increased	
oxidative	stress	can	exist	in	a	normal	cell,	but	only	transiently,	
as	when	a	temporary	burst	of	increased	metabolic	activity	is	
needed,	such	as	in	active	replication.	When	present	most	or	all	
of	the	time,	this	level	of	intracellular	oxidative	stress	is	
characteristic	of	non-malignantchronically	diseased	cells.	
However,	when	intracellular	Fenton	reaction	biomolecules are	
upregulated,		this	level	heralds	the	arrival	or	imminent		arrival
of	malignant		transformation.	Cancer	cells	always	have	
consistently	increased	intracellular	oxidative	stress,	above the	
degree	seen	in	non-malignant	chronically	diseased	cells. .

5.	Moderate	to	elevated When	chronic,	this	is	characteristic	of	
established	and	replicating	cancer	cells.	Some	diseased	cells	in	
chronic	degenerative	diseases	can	intermittently	reach	these	
levels	and	not	result	in	malignant	transformation	[Zhou	(2012),	
23165949;		Parri (2013),	23146119]



Levels of Intracellular
Oxidative Stress 

6.	Elevated amount	of	intracellular	oxidative	stress.	Seen	
in	the	most	metabolically	active	of	cancer	cells,	such	
as	actively	metastasizing	cells;	temporarily	present	in	
normal	cells	only	when	proceeding	to	programmed	cell	
death	(apoptosis)	[Shen (2013),	23373752]

7.	Greatly	elevated intracellular	oxidative	stress,	such	as	in
cancer	cells	with	significantly	upregulated Fenton	
activity,	primed	by	pro-oxidative	agents,	as	in	
chemotherapy,	to	proceed	to	apoptosis	or	necrosis

8.	Maximal intracellular	oxidative	stress	in	cancer	cells,	
characteristically	a	fleeting	state,	as	cells	bypass	
apoptosis,	proceeding	to	cell	necrosis	and	rupture



Iron Toxicity
from “Enriched” Food

1.	Iron,	much	of	it	in	the	form	of	metallic	iron	filings,	has	been	
routinely	added	to	the	vast	majority	of	our	prepared,	“enriched”	
food	products	for	over	70	years

2.	Nearly	all	(>95%)	adults	in	the	US	and	around	the	developed	world	
are	in	a	state	of	chronic	iron	excess	throughout	their	bodies

3.	To	realize	that	this	excess	dietary	iron	chronically	inflames	the	gut,	
and	appears	to	help	initiate	many	food	allergies,	including	
gluten-related,	as	well	as	significant	chronic	inflammatory	
gastrointestinal	disorders

4.	This	excess	dietary	iron	can	be	easily	avoided,	and	simple	measures	
are	available	to	bring	the	iron	stores	in	the	body	back	into	a	
healthy,	truly	normal	range

5.	On	youtube.com,	type	in	“Thomas	Levy	iron	video”



Iron Extracted by
Magnet from Enriched Cereal



Iron in “Enriched” Foods

As	a	general rule,	both	organic	food	products	and	food	products	
marketed	as	gluten-free	have	no	iron	added.	The	basic	idea	is	
that	the	food	companies	realize,	at	some	level,	that	the	
buyers	of	either	organic	or	gluten-free	products	want	food	
that	is	as	unadulterated	as	possible.	But	this	is	not	the	case	
100%	of	the	time	(maybe	90%).	Always	read	labels	carefully.	
Sometimes	you	might	read	an	Ingredients	label	that	uses	the	
word	“enriched”	without	spelling	out	what	the	enrichment	is.	
This	alwaysmeans	iron	plus	something	else.	Do	not	consume	
such	a	product.



“Food Grade” Iron Filings 



Ferritin/Iron Facts

Excess	iron	is	stored	mostly	in	ferritin,	and	ferritin levels	are	
directly	indicative	of	the	overall	content	of	iron	in	the	body.	
Serum	iron	levels	have	little	to	no	correlation	to	iron	stores	
in	the	body.	The	nonferritin pool	of	iron	includes	heme and	
heme-containing	proteins,	iron-sulfur	complexes,	and	other	
iron-containing	enzymes	(Mattia,	1986,	3457008)

When	unbound	iron	exceeds	normal	metabolic	needs,	the	
synthesis	of	ferritin is	stimulated,	and	excess	intracellular	
iron	is	stored	within	the	shell	of	hollow	ferritin molecules	
(Hoffman,	1991,	1962568).

Increased	oxidative	stress	also	results	in	increased	ferritin
synthesis	(Cairo,	1995,	7822298).



Ferritin/Iron Facts

A	ferritin level	of	about	50	ng/ml	is	considered	by	most	
physicians	to	be	clearly	normal,	and	bordering	on	being	
too	low.	This	is	not	true.	Consider	the	following	study:

High-frequency	blood	donors	with	a	mean	ferritin level	of	
17	ng/ml	showed	significantly	improved	arterial	
elasticity	compared	with	lower	frequency	blood	donors	
with	a	mean	ferritin level	of	52	ng/ml.	This	means	that	
a	level	of	50	ng/ml	of	ferritin,	although	vastly	more	
desirable	than	levels	of	200,	300,	400,	and	higher,	is	
still	clearly	toxic.	(Zheng,	2005,	15961703)



Ferritin/Iron Facts
Reducing	iron	levels	in	the	body	by	phlebotomy	lessens	lipid	

peroxidation and	oxidative	stress.	(Salonen,	1995,	7852918)
In	100	cancer-free	patients	with	peripheral	artery	disease,	

iron	reduction	by	phlebotomy	appeared	to	lessen	the	
incidence	of	new	cancers	and	decreased	cancer-related	
deaths	over	a	six-year	period.	Average	ferritin levels	in	23	
individuals	who	died	was	135.5	ng/ml.	In	the	77	survivors	
the	average	ferritin level	was	83.6	ng/ml.	(Depalma,	2010,	
20304584)

Blood	donation	appears	to	reduce	the	incidence	of	
cardiovascular	events	(Tuomainen,	1997,	9080998;	Meyers,	
1997,	9326996)



Iron & Copper Facts
Elevated	levels	of	iron	and	copper	are	found	in	human	
atherosclerotic	plaques	(Stadler,	2004,	15001454).	
Along	with	the	calcium	that	is	deposited,	it	is	apparent	
what	the	triad	of	toxic	nutrients	(iron,	calcium,	and	
copper)	will	virtually	always	do	when	supplemented.

In	54	female	patients	with	breast	cancer	versus	54	
patients	without	breast	cancer,	the	cancer	patients	
have	a	statistically	significant	increase	in	serum	levels	
of	iron,	copper,	calcium,	and	phosphorus.	The	cancer	
patients	also	had	a	statistically	significant	decrease	in	
zinc	levels.	(Pavithra,	2015,	25737978)



Metallic Iron and the Gut

Good	health	is	virtually	centeredon	having	and	maintaining	a	healthy	
gut.	But	chronic	metallic	and/or supplemental	iron	in	the	gut	
means	that:

1.	Leaky	(inflamed)	gut	results.	Some	food	is	incompletely	digested	and	
premature	absorption	occurs

2.	The	unabsorbed	and	incompletely	digested	food	results	in	slowed	
gut	transit	time with	increased	putrefaction and	the	production	of	
exceptionally	potent	toxins,	usually	related	to	gastrointestinal	
infections/overgrowths	(Clostridium).

3.	The	incompletely	digested	(and	sometimes	largely	whole)	foods	gain	
access	to	the	lymphatics and	the	blood,	and	autoimmune	reactions	
and	food	allergies,	sometimes	severe	and	life-threatening	(peanut)	
can	result.



Metallic Iron and the Gut

4.	Incomplete	digestion	results	in	poor	assimilation	of	quality	
nutrients,	vitamins,	and	minerals.

5.	Focal	infections	in	the	gut	can	appear,	in	addition	to	the	chronic	
overgrowth	of	pathogenic	flora.	Probiotics can	only	do	so	much.

6.	Gastric	and	duodenal	ulcers,	heartburn	and	reflux,	gas,	cramping,	
and	diarrhea/constipation	syndromes

7.	Crohn’s disease	and	chronic	ulcerative	colitis
8.	Celiac	sprueand	GLUTEN	SENSITIVITY
9.	Every	disease	in	the	body	will	be	worsened,	and	many	diseases	will	

be	given	the	foundation	and	basis	to	be	initiated.
10.	Very	possibly,	the	main	benefit	of	an	organic	diet	is	no	metallic	iron	

and	a	much	better	digestion	due	to	inherently	better	gut	transit	
times	because	food	combinations	are	more	optimal.



Metallic Iron and the Gut
FACT:
Refined	grains	have	been	enriched	since	1941with	iron	
and	three	B	vitamins.

FACT:
The	incidence	of	celiac	sprue (basically,	advanced	
gluten	sensitivity)	has	increased	fourfold	(400%)	since	
1948 in	men	as	they	age	(an	Air	Force	study)

CONCLUSION:	You	decide	how	significant	this	association	
is.



Metallic Iron and the Gut

How	toxic	would	gluten	be	in	a	normal,	rather	than	a	chronically	
inflamed	gut?	Our	eating	habits	really	never	permit	our	
gastrointestinal	tract	to	go	to	its	normal	baseline	of	health	in,	
conservatively,	greater	than	95%	of	babies,	children,	and	adults	
today.

I	am	not	advising	someone	with	known	gluten	sensitivity	to	start	
ingesting	gluten.	However,	I	am	suggesting	that	in	many	people,	
“giving	up”	iron	could	allow	the	gut	to	heal	sufficiently	such	that	
some	gluten	sensitivities	and	food	allergies	could	disappear	or	
become	very	minimal	in	the	future.

Why	do	so	many	kids	now	have	life-threatening	peanut	allergies	now	
and	not	100	years	ago?	Perhaps	it	is	the	intervention	of	“modern	
food	science”	and	the	public	health	authorities.



Metallic Iron and the Gut
A	2010	study	in	the	Journal	of	Allergy	and	Clinical	Immunology	

found	the	number	of	children	with	documented	peanut	
allergies	had	increased	from	0.4%	in	1997	to	0.8%	in	2002	
to	1.4%	in	2008	(almost	a	400%	increase	from	
1997). (Sicherer,	2010,	20462634)

After	barely	meriting	a	word	in	the	medical	literature	before	
the	1980s,	the	incidence	of	peanut	allergies	began	to	creep	
up	in	the	1990s.

When	the	baby	boomers	were	kids	(50s	and	60s),	a	peanut	
butter-and-jelly	sandwich	was	a	common	food,	not	a	fatal	
snack.	Why??	Cumulative	gut	toxin	exposure,	headed	by	
incessant	iron	ingestion,	metallic	and	otherwise	would	
appear	to	be	an	eminently	logical	conclusion.



Food Allergies Increasing

Based	on	PubMed searching,	articles	on	food	
allergies	reached	100	per	year	in	1971

More	than	500	articles	were	published	in	the	year	
2000

More	than	1400	articles	were	published	in	the	year	
2014



Non-Metallic (Supplemental)
Iron and the Gut

It	is	also very	important	to	realize	that	all	of	the	supplemental	
and/or	prescribed	oral	forms	of	iron	will	promote	chronic	
gut	inflammation	via	increasing	the	activity	of	the	Fenton	
reaction	inside	the	cells	lining	the	gut.	

So,	when	you	are	prescribed	iron	for	an	iron-deficient	anemia,	
the	secondary	gut	inflammation	is	limited	to	the	period	of	
supplementation,	unless	that	period	was	very	prolonged.

But	when	the	“supplemental”	iron	is	in	nearly	every	meal	you	
consume,	the	secondary	inflammation	and	leaky	gut	
become	and	remain	chronic,	even	when	metallic	iron	is	not	
present.



Chronic Disease 
Treatment Protocol

1. Lessen/Minimize new toxins
C. Dietary/digestive (optimize bowel transit time)

Food combining, chewing, liquids, enzymes, low 
glycemic, minimize meat/complex protein quantities, 
minimize dairy (less calcium as well as poorer 
digestion). Consider Total Food Pulverization.

Poor foods digested perfectly produce less toxicity than 
optimal/organic foods digested poorly (less digestion 
and assimilation, more putrefaction)



Chronic Disease 
Treatment Protocol

2.	Eliminate old toxins
Remember that detoxification is also retoxification.

A. Traditional agents (DMSA, DMPS, EDTA, 
penicillamine, deferasirox)

B. Nutrient agents (alpha lipoic acid, inositol
hexaphosphate, any agent supporting and increasing 
intracellular GSH levels, such as NAC, whey 
protein, and liposome-encapsulated GSH)

C. Sweating (far infrared sauna, aerobic exercise)
D. Always protect with adequate antioxidant coverage to 

minimize retoxification damage
E. Need for a specific detox regimen depends on clinical 

response to the rest of the protocol



Chronic Disease 
Treatment Protocol

3.	Eradicate infections
Most infections significantly lowering antioxidant stores 

through the body will be found in dental sources. However, 
for many individuals, chronically infected tonsils will 
significantly impair or even block the recovery from many 
different chronic diseases. Usually tonsils that need 
extracting will be on the same side of the body as an 
existing or even previously extracted root canal-treated 
tooth. Generally, once a tonsil has drained a root canal or 
other infected tooth for any significant length of time, it 
cannot recover even if that tooth is extracted. Rather, it 
becomes a source of chronic focal infection, seeding 
pathogens and toxins throughout the body. 

The tonsil protector becomes the infector.



Restoring Hormonal Balance

Generally, estrogen or testosterone replacement therapy should be low, 
slow, and bioidentical to optimize benefit and minimize risks. 
Lower dosing over longer periods of time, aiming only for restoring 
hormone levels to low to mid-range normal, especially for 
individuals greater than 65 to 70 years of age, should be the goal of 
treatment [Basaria (2013), 22562960]. The coronary artery calcium 
score, which also reflects all-cause mortality risk, along with CAD-
related bloodwork should be carefully tracked to verify risk factors 
are lessening rather than worsening. Treating low testosterone in 
men decreases mortality [Shores (2012), 22496507], but the 
treatment parameters above must be followed. Avoid synthetic 
progestogens (progestin—carcinogenic). Unaltered progesterone—
fine [Fournier (2008), 17333341; Chlebowski (2010), 20959578]



Testosterone Replacement 
Considerations

Factors in restoration of deficiency (similar to restoration of 
estrogen deficiency)

Dose, type, formulations, routes, duration, timing, accompanying 
antioxidants, serial clinical correlation and laboratory testing, 
target levels

Also, regarding PSA monitoring:
Testosterone does promote preexisting prostatic cancer cell 
growth, but does not induce malignant transformation in 
the prostate. Testosterone therapy actually offers the benefit of 
exposing the presence of preexisting prostate cancer via 
follow-up PSA testing before it might have reached a more 
advanced stage.



Restoring Hormonal Balance
Thyroid Hormone

While it is reasonable to try to correct a low thyroid status 
in anyone, it would appear especially important to do so 
in the patient with metabolic syndrome and/or known 
cardiac disease. Many individuals have intracellular 
cellular hypothyroidism not reflected on standard 
thyroid function tests, and a proper ratio of free T3 to 
reverse T3 needs to be achieved, as that is reflective of 
normalized intracellular thyroid function. As with sex 
hormone replacement, thyroid administration should be 
low and slow. Proper clinical correlation is essential.



Importance of Euthyroid
Status in the Body

Broda Barnes	reported	on	1,569	patients	that	he	
treated	with	dessicated thyroid,	most	over	a	
20-year	period.	Only	4 men	had	heart	attacks	
during	this	period.	For	a	group	this	size,	the	
Framingham	study	established	that	72
individuals	should	have	sustained	heart	
attacks	during	a	comparable	period	of	time.



Importance of Euthyroid
Status in the Body

Very	amazingly,	no	one	was	asked	to	stop	
smoking	or	modify	any	of	their	dietary	or	
exercise	habits	during	this	period	of	time.	62%	
of	the	men	in	the	study	group	were	smokers.	
Barnes	also	noted	that	at	least	30	fatal	heart	
attacks	occurred	in	those	who	stopped	thyroid	
therapy	and	dropped	out	of	the	study.	(Barnes	
and	Galton,	1976,	Hypothyroidism:	 The	
Unsuspected	Illness)



Hypothyroidism
Considerations

Most	adults	are	at	least	mildly	hypothyroid;	standard	
thyroid	blood	testing	frequently	does	not	reflect	this.	
Rather,	such	testing	does	reflect	hyperthyroidism	fairly	
well,	as	well	as	severe hypothyroidism.

Much	of	the	reason	for	this	is	that	most	mildly	
hypothyroid	individuals	have	intracellular
hypothyroidism,	not	consistently	reflected	in	
circulating	thyroid	hormone	levels.	Only	20%	of	T3	is	
produced	in	the	thyroid,	the	rest	is	produced	in	cells	
outside	of	the	thyroid	from	T4	taken	up	in	those	cells.



Thyroid Therapy
Considerations

Monitor	thyroid	therapy	(dessicated thyroid)	by	
symptom improvement,	body	temperature,	and	
by	improvement/normalization of	the	free	
T3/reverse	T3	ratio.

Aim	for	a	ratio	of	18/1,	or	slightly	greater.	If	
hypothyroid	symptoms	are	still	clear-cut,	a	
slightly	higher	ratio	can	be	acceptable.	But	even	if	
mild	symptoms	are	still	present,	having	a	ratio	of	
about	20/1	is	a	strong	assurance	that	substantial	
extracellular	and	intracellular	hypothyroidism	is	
no	longer	present.



Thyroid Therapy
Considerations

The	important	of	normalizing,	or	significantly	
improving,	the	hypometabolic state	secondary	
to	diminished	intracellular	thyroid	function	is	
arguably	one	of	the	most	important	yet	
chronically	unaddressed	factors	in	the	
effective	treatment	of	heart	disease	and	
chronic	degenerative	disease	in	general.



Chronic Disease 
Treatment Protocol

5. Optimize levels of vitamin C and other critical nutrients
All quality nutrients and supplements are ultimately beneficial 

only because of their antioxidant, electron-donating nature 
at the molecular level.

There are many different ways to supplement effectively, 
depending on individual needs and economic ability.

Any good supplementation regimen should feature an effective 
vitamin C administration regimen. No regimen of 
supplementation  devoid of vitamin C will deliver the health 
impacts of proper vitamin C supplementation without 
accompanying supplementation. This is not to say, however, 
that a wide variety of quality supplementation is not 
optimal, along with the vitamin C.



Supplementation: 
The Big Four

Magnesium
A. A natural calcium channel blocker (Fawcett et al., 1999 

[10618948]); magnesium and calcium are biological 
antagonists (Anghileri, 2009 [20228002])

B. Dissolves calcium deposits (Steidl and Ditmar, 1990 
[2133625])

C. Mg deficiency increases intracellular calcium (Fox et al., 
2001 [11811859])

D. Increases bone density and decreases fracture incidence 
(Ryder et al., 2005 [16274367])

E. Decreases all-cause mortality (Woods and Fletcher, 1994 
[7908076]; Shechter et al., 2003 [12845247])

F. Non-toxic at supplemented doses



Supplementation: 
The Big Four

Vitamin C
A. Osteoporosis is bone scurvy, with a generalized deficiency of 

antioxidants as well. The other agents discussed compensate for 
this scurvy to the degree that some antioxidant capacity is restored 
to the bone. However, the rebuilding of new bone requires 
adequate vitamin C

B. Decreases bone resorption and increases bone synthesis; 
supplemental vitamin C results in greater bone density; accelerates 
fracture healing and is essential for normal bone integrity

C. Highest VC levels, least fractures.
D. Decreases all-cause mortality.
E. Virtually non-toxic at any dose; no definable toxic level ever defined



Supplementation: 
The Big Four

Vitamin K
A. Activator of proteins known to inhibit ectopic calcification, like 

osteocalcin and matrix Gla protein (MGP) (Theuwissen et al., 
2012 [22516724])

B. Helps dissolve existing calcifications (Schurgers et al., 2007 
[17138823])

C. Neutralizes warfarin (an agent that causes ectopic calcification) 
(Price et al., 1998 [9743228])

D. Decreases risk of fracture (Shiraki et al., 2000 [10750566]) and 
improves bone quality (Saito, 2009 [19949271])

E. Decreases all-cause mortality (Geleijnse et al., 2004 [15514282])
F. No definable toxicity at any dose level (Pucaj et al., 2011 

[21781006])



Supplementation: 
The Big Four

Vitamin D
A. Normal vitamin D blood levels with most dietary regimens assures 

adequate calcium intake
B. Critical for far more than bone and calcium metabolism, regulating up to 

2000 genes (Wacker and Holick, 2013 [23306192])
C. Deficiency causes osteoporosis (Bolland et al., 2010 [19906799])
D. Excess worsens osteoporosis (Masterjohn, 2007 [17145139])
E. A key determinant of bone mineral density while growing up (Pekkinen et 

al., 2012 [22768331])
F. In therapeutic range, decreases all-cause mortality (Semba et al., 2010 

[19953106]; Schottker et al., 2013 [23446902])



Vitamin C, Ozone,
and Chronic Diseases

Nearly all chronic degenerative diseases have an infectious/toxic 
component, and treatment will always remain inadequate and 
incomplete until this is addressed. Ozone is a powerful adjunct or 
stand-alone therapy for difficult infections.

Many of the following are sources of chronic/focal infection and 
chronic disease, although they mostly exist in a symptomatically 
silent capacity:

1. Chronically infected untreated tooth roots, root canal-treated teeth, 
gums, tooth extraction sites, implants, tonsils and lymphoid 
tissues, and sinuses

2. Non-oral cavity sites, including bronchi, gut, gallbladder, liver, 
fallopian tubes/uterus, prostate gland, skin, heart, kidney, joints, 
veins, and bone.



Recap
1. Increased oxidative stress is the final common 

denominator of all chronic degenerative disease.
2. Reducing oxidized biomolecules and/or preventing the 

oxidation from taking place will mitigate all diseases 
and reverse them as well if too much secondary 
structural/mechanical damage has not occurred.

3. Vitamin C is a foundational treatment that should be 
applied to ALL chronic diseases.

4. Intravenous vitamin C is a highly effective and wide-
ranging treatment that remains little appreciated in 
spite of low cost and no documented toxicity.



For Contact and
Further Information

www.peakenergy.com

televymd@yahoo.com


