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Common Misconceptions and 
Myths of Hypothyroidism 
and Hashimoto’s
Suzy Cohen, RPh & Magdalena Wszelacki

The purpose of this presentation is to convey information. It is not intended to 
diagnose, treat, or cure your condition or to be a substitute for advice from your 
physician or other healthcare professional. 

Click here to watch to this interview!

Suzy: Hello, and welcome to The 
Thyroid Summit, a free online 
event. I’m Suzy Cohen, America’s 
Pharmacist and the author of 
several bestselling books on 
natural health, including my 
newest one, Thyroid Healthy. I’m 
hosting this worldwide event 
in tandem with Doctor David 
Brownstein, author of twelve 
books including Overcoming 
Thyroid Disorders.

Today I will be talking with 
nutritional expert Magdalena 
Wszelaki and we’ll discuss thyroid 
diet and myths about healing 
Hashimoto’s. Before we get 
started, please register for our 
Thyroid Summit by entering your 
name and email on the home page. 
You’ll immediately get several 
gifts, including our ebooks, special 
reports and videos. Plus, we’ll 
keep you in the loop so you don’t 
miss a single presentation. This 
information is incredibly valuable 
to people. So please spread the 
word today. Tell at least one 
friend to get on the computer and 
register for this event. Better yet, 
tell people on your social media 
because you can become someone 
else’s hero.

Now I’d like you to meet Magdalena 
Wszelaki. She’s the founder of 
Thyroid Diet Coach, a nutrition 
coaching practice dedicated to 
helping women with thyroid 

conditions. She is a thyroid thriver 
herself, and a certified holistic 
health coach accredited by the 
American Association of Drugless 
Practitioners. Magdalena has 
managed to reverse her Graves’ 
disease and Hashimoto’s disease. 
She is in full remission and lives 
symptom free. You can learn more 
about her and get her free thyroid 
diet starter kit. It’s available at 
ThyroidDietCoach.com. She’s with 
me today. Hi, Magdalena!

Magdalena: Hey! Hi Suzy. I’m so 
excited!

Suzy: I know! I’m excited, too. 
We’ve interviewed a lot of people. 
But we don’t have a lot of thrivers. 
We’ve interviewed experts and 
scientists, researchers, authors. 
And it’s rare to find somebody 
that’s had both Hashi’s and 
Graves’. And can I quote you on 
this? You say you live a, “Awesome 
life.” That is so refreshing to hear 
based upon the fact that you 
had both of these autoimmune 
disorders.

So let’s get started by hearing 
your story and how you…
Well let’s first, how did you get 
diagnosed? And then how did 
you go into remission?

Magdalena: Right. So I was 
diagnosed with Graves’. It was 
probably somewhere in my late 
twenties. Typical symptoms: 

heart palpitations, couldn’t 
sleep at night, was getting really 
edgy and very jumpy, very 
nervous about everything. Was 
put on medication. It was in a 
country where…I think it was 
medication that was equivalent 
to Methimazole. And then it 
seemingly all went away, or so 
I thought. Obviously, I had no 
idea whatsoever that that was an 
autoimmune disease. And it did 
come back.

In 2008 I was diagnosed with 
Hashimoto’s while living in 
Shanghi. And it was based on the 
fact that I was very symptomatic 
of things like severe fatigue,
forgetfulness, anxiety attacks, 
couldn’t sleep at night, just 
feeling incredibly negative. And 
I felt like my entire personality 
had really changed. And I’ll 
never forget how the doctor 
looked at my file. And she said, 
“Well, you are thirty-six years 
old. Of course you’re fatigued.” 
[Laughs]

Suzy: What?! Did you have the 
poor concentration and the 
mental fog and the memory loss, 
as well?

Magdalena: I did. I did. And I 
have to tell you probably one of 
the scariest moments in terms 
of my own mental abilities came 
from the fact that I used to work 
in advertising and Nike was my 
client. And I still remember going 
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to a Nike meeting. And they gave 
us a full brief of the new project 
that they wanted us to work on. I 
was a strategist, so the first step 
was to really lay out the strategy. 
And I remember going back to 
the office thinking, “I’m going to 
work on this tomorrow.” The next 
morning I open up my notes and 
I had barely any recollections of 
exactly what the client briefed us 
on.

Suzy: Wow, that’s scary 
because here you are, you’re 
paid for your mind. And you’re 
experiencing these scary 
symptoms. And you’re thirty-
five years old and your doctor 
tells you, “Well, you’re thirty-
five years old.”

Magdalena: Yeah.

Suzy: That’s just terrible. Go ahead, 
please, this is fascinating.

Magdalena: It’s scary, right? 
And this is something that a lot 
of people experience. I think 
one of the things really that’s an 
important thing in what I do is 
the fact that I am my own most 
difficult client. And I’m not one 
of those people who gets off 
gluten and within three months 
has my antibodies come down 
and everything is just rosy and 
spanky. It was not. I have to 
do so many different things in 
order to see my antibodies come 
down and start really the healing 
journey.

But with that comes an incredible 
amount of learning. And one 
of the things that I’ve learned 
is the fact that there’s just such 
an incredible amount of things 
that one person sometimes 
might need to do. But having 
experienced this myself, it’s 
something that I can really 
empathize with a lot of people. 
And I know a lot of your listeners 
today will say, “Oh, my God. She 

really understands what it feels 
like.” And it’s heartbreaking for 
me to listen to these stories of 
people who have been told to go 
on anti-anxiety medications…

Suzy: Yes. And antidepressants 
and pain killers and drugs for 
their bowels. It’s just so bad 
because you can have all the 
obvious symptoms of thyroid 
disease and be dismissed. And 
so what you’re doing is amazing. 
And I appreciate it because 
you’re changing lives. And we’re 
going to get into your healing 
journey a little bit later. But I 
can’t leave this fascinating story 
of your misdiagnosis and then 
your ultimate correct diagnosis.

What is typically the starting 
point for someone who is 
embarking on your journey? 
Which I know you’re very clear 
about this. I’ve watched your 
videos. They’re great by the 
way. You are not about a lot 
of supplements. You’re not a 
lot about drugs. For you, it’s 
about food. And so I guess the 
question I’m asking is what is a 
good starting point for someone 
embarking on a thyroid diet 
protocol?

Magdalena: I’m a big fan of Doctor 
Fasano’s work, which is all about 
autoimmunity. And he talks about 
looking at the immune system as a 
three-legged stool, right? Looking 
at it as from the perspective of if 
one of the legs is missing, then 
the stool would never be able to 
stand on its legs. The three legs 
he’s talking about is number one, 
is the genetic predisposition. So 
that’s the stuff that we inherit 
from our parents. Number two is 
the presence of antigens. And the 
number three is gut permeability. 
And so in other words, the health 
of our digestive system.

The first and the second one—
genetics and antigens—is 

something…Well, genetics is 
very hard to control, if at all. 
Number two, the antigens, well, 
that’s something that is a little bit 
outside of my realm. But the third 
one, the third leg, which we can 
so beautifully control is the health 
of our gut. And that is what my 
practice is all about.
That’s what I dedicate my life to.

Suzy: Well, that’s great. And 
how many years were you 
sick before you got a correct 
diagnosis?

Magdalena: You know, mine was 
pretty fast because I dove straight 
into research. And I forced the 
doctor to test for my antibodies. 
I’m one of those patients with a 
perfect TSH, free T3, and free T4. 
My ranges were always within a 
good range. My numbers were 
always within a good range, even 
by functional medicine standards. 
So it was my antibodies. My 
TPOs were over 1,000. And that 
was obviously the indicator of 
Hashimoto’s. So I got mine pretty 
quickly. I was diagnosed very, 
very soon. So I’m not one of those 
that went to see twenty different 
doctors.

Suzy: Well, that’s because you 
had this knowledge. And you 
knew that something was wrong 
despite these normal tests. 
And you’re not one to give up. 
I heard you say you insisted 
on a lab test. And I thought 
that’s great information for our 
listening audience. It’s worldwide. 
There’s people that are afraid 
to offend their doctor. They find 
it disrespectful to say, “Well, 
I know you’re telling me that 
everything’s okay and normal. 
But I’m really not depressed. I 
really have something else going 
on.” They’re afraid to do that. So 
you’re an inspiration to them.

And I really want to anchor in this 



point for our listening audience is 
that you can have a normal TSH, 
free T3, free T4, total T4. Everything 
can look relatively normal. But the
problem is the antibodies, which 
could be sky high. And a thousand! 
That’s very high. So this is great.

So let’s talk about the key 
changes that you introduce to 
a person with your knowledge 
base, for your particular protocol.

Magdalena: Right. So what I 
alluded to earlier is the health 
of the gut. And I have to tell you, 
Suzy, that my first starting point 
is really the restoration of the 
gut. There are so many reasons 
why our digestion is in a mess 
today. And let me just define this 
because a lot of people don’t 
realize that they have a problem 
with their digestion. They think 
everything is okay in spite of being 
highly symptomatic of things like 
being chronically bloated after 
meals, having a great amount of 
gas, belching, burping after food, 
being constipated on a regular 
basis or having bouts of loose 
stool or diarrhea, acid reflux. It 
is so common among so many 
people that we assume that is 
normal.

Suzy: Right. And you know a lot 
of people just assume that that’s 
normal.

Magdalena: Yeah. It’s like, for 
example, in a work environment or 
you go to school. And everybody 
has that. Especially as women, we 
kind of talk about these sort of 
things. It’s like, “Oh, I’m so bloated. 
Oh, I need to open up my pants 
because I’ve got so much gas.” But 
because it happens to everyone, 
we assume that it’s very normal.

It is absolutely not normal. 
Having gas—let me just pick 
gas as an example—gas is a 
sign that there is an abnormal 
fermentation that’s going on in 

the digestive system and in the 
gut and the small intestine. And 
that means that that food is 
literally rotting in your stomach, 
producing gas. That gas is highly 
detrimental for us. It also shows 
you that there is a pathogenic 
activity going on, which that 
fermentation is not helping by 
any means. It’s a sign that your 
body is not okay with that.

Or bouts of diarrhea where our 
bodies are just trying to expel 
that food as quickly as possible. 
The same way we have food 
poisoning. Why do we go to the 
bathroom? Is because the body’s 
naturally trying to get rid of the 
toxin so it does not enter the 
blood barriers as quickly as it 
could have otherwise. So it’s so 
key to address those.

So back to your question, what’s 
my starting point? My starting 
point would be with the digestive 
system.

Suzy: And that’s great. This is a 
good lead-in. And I want to get 
to your protocol in a minute, 
which I think is so cute. It’s 
RAB. And we’ll talk about that 
in a minute.

But this whole concept about these 
symptoms of gas and diarrhea and 
bloating, constipation—all these 
digestive symptoms that people 
just assume are normal. And this 
is just the new normal for them. 
And you and I know that that is not 
normal. But there’s an emotional 
component to food. People are 
addicted to food. 

They’re so willing to tolerate these 
kinds of symptoms and even 
much worse because of the feeling 
that they get from food. And I’m 
not talking about an occasional 
indulgence. I’m talking about the 
Standard American Diet that’s 
laden with sugar and soda pop and 
everything else.

What do you say to a person that’s 
truly addicted to food that doesn’t 
recognize that? That just says, “I’m 
not giving up my muffins and my 
bagels and pizza and whatever. I’m 
just not giving up that soda.” What 
do you tell them?

Magdalena: My God, I can’t 
believe you actually brought this 
up because I feel like I have an 
opportunity here to redeem myself 
from all the evil years of working in 
advertising. [Laughs]

And I’ll tell you why. For a while 
I worked on an ice cream brand. 
And this particular ice cream was 
targeted at women. I used to 
work on the interactive side of the 
business.

But our partner agency would do 
the media buying in television 
spots. And I still remember our 
planning sessions where they 
would specifically go after late 
night spots. So that means we were 
targeting women who were lonely 
in front of a television, feeling like 
something was missing in their 
lives. And the way of dealing with 
that emotion was to have the tub 
of ice cream by themselves. Okay? 
And that was our whole media 
buying strategy.

Now you may ask, “Why were 
we doing all of this?” And the 
answer to it is very simple. It’s 
well known that when it comes 
to dairy and gluten, both of these 
food categories have an incredible 
impact on our brain. And guess 
what? They impact the same part 
of our brain as morphine does.

Suzy: Morphine. Yes, the addictive 
drug.

Magdalena: Morphine is a 
numbing drug of course. Right? It 
numbs our pain. And casein, which 
is found just as a protein that’s 
found in dairy as well as gluten 
have exactly the same impact 



on the same part of our brain. 
It’s obviously not as strong as 
morphine is. But even if you take a 
tenth of it, it does numb the sense 
of pain that we experience.

So I hope with that, the listeners 
understand why is it that when we 
need a bit of so- called comfort 
food—and that is a very addictive 
kind of food—we will go to ice 
cream and bagels as you said. But 
we don’t go and reach out for kale 
chips, do we?

Suzy: No. No. And you make a 
great point that the casein and the 
gluten are addictive. They literally 
do impact the brain. They make 
you want more. And people have 
a hard time giving it up. And I even 
understand that because I have a 
relatively clean diet. But I have a 
hard time giving up certain things. 
I want a pizza every now and then. 
I don’t know, not so much with the 
ice cream.
 
I’m interested in this ad campaign. 
So what did they end up doing with 
the commercial to target these 
ladies?

Magdalena: The commercial was 
all about sensuality. There’s a lot 
of women who just for example, 
don’t have a partner, who are 
lonely. And they have their own 
sexual fantasies and a need for 
companionship and for intimacy, 
which they don’t get. So the 
commercial was all about that. You 
can just imagine a woman who’s 
lonely on a sofa, stretched out in a 
very comfortable inclined position 
and watching television by herself. 
And then the moment comes when 
she feels like she needs something 
extra. And so that’s when the ice 
cream comes in.

Suzy: That’s funny. So they’re 
sexualizing rocky road ice cream. 
Chunky Monkey. I love that one. 
Oh, my gosh.

Magdalena: It just hits where we 
know what a lot of women are 
missing, what we need to get the 
fix. And that’s what advertising is all 
about, implications and insinuating 
certain things. And so that is really 
what this is all about. Get you to 
run down to the store and getting 
ice cream.

To your point about having those 
little needs of having a pizza once 
in a while— especially around 
our period, that is a time where 
hormonal changes happen—and 
having that little bit of numbing 
of the discomfort is something 
that’s very natural and normal. 
And I really don’t like to work 
with depravation and just being a 
Fascist about a diet because that’s 
really not something that’s ever 
going to stick as a protocol.

I think it’s okay to have a pizza 
once in a while, and especially if it’s 
gluten free. But let’s not make it a 
daily routine of our eating habits 
where we wake up and we have 
a bagel for breakfast. And then 
there’s going to be a little sugary 
snack to pick us up because sugar 
is another addictive thing, needless 
to say. So all I’m saying is have it as 
a treat rather than a staple food.

Suzy: Okay. Please don’t take my 
chocolate away. It’s dark. It’s okay, 
right, Magdalena?

Magdalena: It is. It is. Really it is.

Suzy: Oh, please don’t take my 
coffee away. It’s made with almond 
milk. Is that okay? It’s organic and 
acid free.

Magdalena: As long as you don’t 
do it on an empty stomach, it’s fine.

Suzy: Or around thyroid medicine, 
right? You’re fascinating. What do 
you think about going gluten-free 
versus eating gluten-free foods? 
And this is a distinction I want to 
make that was brought up to me 

by Dr. Tom O’Bryan. He’s a gluten 
expert and hosted the world’s 
first Gluten Summit for people 
interested in him. He was one of 
our presenters.
 
He said that he’s not at all 
interested in gluten-free foods for 
people. He thinks it’s cheaper and 
easier and healthier to just avoid 
gluten foods. What do you think?

Magdalena: I absolutely agree 
with that. And I’m also a very 
practical person. So if anybody 
who’s listening to the show hears 
about the necessity of getting 
off gluten— which I completely 
support and advocate, especially if 
you have an autoimmune version 
of hypothyroidism like Hashimoto’s 
or Graves’—getting off gluten is not 
a negotiation.
You’ve got to do it.

However, for a person who lives 
on gluten three times a day in their 
meals, it’s unthinkable. And I just 
want to assure the listeners it’s 
very normal to be feeling incredibly 
overwhelmed and anxious to 
think of giving up gluten. And you 
remember the part of the story 
where we talked about being 
addicted to it? However, the good 
news is that you can get off it. 
And you will be quite disgusted 
with your previous eating habits; I 
promise you that.

But going back to gluten. I think 
there is something in interim, a 
solution, a strategy where if we get 
off gluten, I do like to get people on 
gluten-free or healthy gluten-free 
options because I think that’s what 
you’re kind of alluding to, if that’s 
what I’m understanding here. And 
not all gluten-free is healthy.

Suzy: Yes.

Magdalena: I completely agree 
with that. There are brands I 
specifically tell my clients, “Please, 
please, please avoid it because 



you’re just putting a lot of trash 
into your body.” Just chemical 
concoctions. But I use it as an 
interim solution to getting people 
off gluten, minimizing that stress 
and then slowly migrating them 
over to whole foods basically.

Suzy: Great. That’s great. And it is 
a good stepping point for people 
because it is overwhelming for 
some people to be eating the way 
that they are and then suddenly 
have all those foods taken away. So 
an occasional indulgence of some 
kind of a gluten- free food is okay. 
But not three times a day.

I’m actually interested in people 
becoming more grain-free. And 
there’s no faster way to get 
someone to get on board with that 
kind of a diet then to tell them 
the truth. And that is that they’re 
going to lose a lot of weight very 
fast. When they hear that, it’s 
like they want to do that. They’re 
not so interested in the antibody 
reduction or even telling them that 
some of their symptoms will clear 
up. But when you tell them the 
weight is going to melt off if you go 
grain-free, they’re on board. They’ll 
throw out everything out of the 
kitchen cupboards.

I had a neighbor, a friend, who 
asked me to help raid her cabinet 
and take her to a Fresh Market and 
help her with that. And it’s going to 
be amazing for her. I’m going to do 
that with her.
 
So I’m excited for our listening 
audience to hear more about your 
protocol because it worked so well 
for you. It put you into remission. 
And I want to remind our audience 
you are living a “awesome life 
right now.” I’ve seen you. You’re 
beautiful. Your hair’s thick. Your 
skin is beautiful. Let’s talk about 
your protocol called the RAB diet 
protocol.

Magdalena: Sure. So RAB stands 

for Remove, Add, and Balance. 
And really the biggest thing about 
it is starting off with the digestive 
system. And there’s a couple of 
things that we need to think about 
removing from the protocol in 
order to start the healing process.

I like to work in tandem both 
removing and adding things at 
the same time to restoring the 
gut health. So really when we talk 
about removing, the biggest thing 
for me, the first stepping stone is 
to start to identify first and then 
remove food intolerances that a 
person might be suffering from. 
And that’s one of the biggest 
things that I see. I do not know a 
person who’s got an autoimmune 
condition who would have a 
healthy digestive system. It just 
doesn’t exist. So all the digestive 
stuff that I talked about, that 
sensitivity to food, the bloating, the 
gas, the acid reflux, belching, the 
constipation, diarrhea.

So the biggest food intolerances 
that I work with and the typical 
food culprits that I will look for is 
obviously gluten, dairy, eggs, soy, 
corn, sugar. Those are the big 
ones in my protocol. However, I do 
see quite a lot of people now also 
having problems with nightshade 
vegetables. So for those of you 
who don’t know they will be things 
like potatoes, tomatoes, eggplant, 
peppers. Unfortunately, goji berries 
are in that category!

Suzy: No! They’re in my fridge. 
Well, but this is also very individual. 
If we were tilting somebody into 
this remove, add, balance, and 
we’re removing, you may start 
slowly. Maybe the first week they 
go off eggs and soy. The second 
week we get them off dairy or 
something like that. They don’t 
have to do cold turkey on day one.

Magdalena: Yeah.

Suzy: Although they should. I 

mean, I think they should. And 
I think many people can. I give 
people more credit here. For 
those people that really are not 
supported in it or don’t want 
to, you could tilt them into this 
over the course of a week or of a 
few weeks. So that’s the remove 
portion. What about the add 
portion?

Magdalena: Yeah, that’s a good 
point. So I always like to say 
whenever we close one door we 
want to open up two other doors. 
So imagine there are a lot of 
foods that we are just not familiar 
with. And adding them in both 
for healing purposes, as well as 
enhancing the quality of our lives 
and just feeling more nourished 
and nurtured. This is another 
strategy.

So the things that I really love 
to add is nutritionally-dense 
foods. And so it will be things like 
wonderful bone broths. I’m a huge 
fan of bone broths when we get 
the bones from a grass-raised 
animal, beef or chicken. Making 
bone broths with twenty
four, forty eight hours cooking it 
on the stove or putting it in a slow 
cooker. Wonderful way of getting 
a lot of different vitamins and 
minerals out of the bones. Adding 
that then to our soups and stews. 
Freezing it up for a longer period 
of time. Taking it out whenever we 
need them. Just incredibly amazing 
how our gut heals so much faster 
with bone broths.

Bone broths are also very rich in 
collagen. And so for any women 
who’s listening to this, they’ll be 
like, “Oh yeah, there’s collagen in a 
cream that I bought for a hundred 
eighty bucks.” Right? Well, guess 
what? That collagen is a synthetic 
one because the collagen from real 
animal tissue is not allowed in the 
United States. So you have that 
collagen present in your food from 
bone broths. And that collagen 



will do exactly the same job on the 
inside of your body as it will do on 
the outside of your body.

Suzy: Wait, that’s fascinating. We’ve 
got to stop there for a minute. I’ve 
got to go throw away a fifty dollar 
tube of cream. I make bone broth 
here at the house. And I love that 
you mentioned that. It’s huge. Most 
people don’t have access to grass-
fed bones. So would you say to still 
do that or no? It’s a tough one.

Magdalena: At least organic. Yeah. 
I would not promote commercially-
raised animals to be making bone 
broths out of that because then 
you will be pulling out a lot of 
chemicals out of the bones, as well. 
So I would not say that.

But here’s a thing, Suzy. I work with 
people around the country and 
sometimes in real tough places 
when it comes to food selection. 
It’s really refreshing to know that 
the Weston A. Price Foundation has 
a lot of chapters around the U.S. in 
some really, really remote parts of 
the U.S. that do create accessibility 
to farmers who do raise animals 
the way we should be growing 
animals.

Suzy: What do you put in your 
bone broth?

Magdalena: Okay so the biggest 
thing for me would be to put apple 
cider vinegar. First of all, the bones 
coming from grass fed animals, 
number one. Number two is you 
want to have a combination of 
bones. So using everything from 
bone marrow to bone knuckles to 
just a really different combination 
of bones. The more joints you 
have, the more collagen you’re 
going to get out of it.

I do put apple cider vinegar 
because that’s just a great way 
of pulling out more nutrients 
out of the bones. You will see 
that when you cook it with apple 

cider vinegar, the bones will 
become really brittle after a while. 
And that’s good news because 
that just shows you that all the 
calcium, magnesium, phosphorus, 
everything gets pulled out of the 
bones right into the broth. So 
you’re getting a nutritionally very 
rich, minerally very rich broth. 
Depending on how I want to do 
this, a lot of times I put things like 
carrots, garlic, onions into it.
 
But here’s the thing though, Suzy. 
I don’t mean to make things 
complicated.

But I have to tell you that I started 
working with a FODMAP’s protocol. 
And that stands for Fermentable, 
Oligosaccharides, Disaccharides, 
Monosaccharides, and Polyols. And 
it’s basically a form of sugars that 
are found in different vegetables. 
Unfortunately, onions are garlic are 
very, very high on that list.

And I find myself to be very 
sensitive to FODMAP’s, 
unfortunately. So things like onions 
and garlic will trigger me to have 
a lot of gas. And so I try to keep 
my digestion in really, really good 
shape because, hey, I do this for a 
living. Right? And I want to be the 
shining star of what I do. So I tend 
to be very careful with onions and 
garlic. But if a person doesn’t have 
problems with those, then they are 
beautifully flavoring agents for any 
good broth.

Suzy: Yeah, this is great. You’ve 
give us such great information. 
Some people are sensitive to 
the onions and garlic because of 
the sulfur. That’s pretty normal 
across the board. I put them in my 
bone broth. And I love that you 
mentioned how the minerals are 
extracted from the bones because 
minerals help your body make 
thyroxin. They also help your body 
convert peripheral conversion of 
T4 to T3. So you need minerals to 
do that. You also need minerals to 

drive the hormone into the cell. So 
minerals are huge, huge, huge. And 
to get them naturally like this from 
soup instead of supplements, I just 
think is amazing.

And so we’re still on the part of 
the A of the RAB diet. And so 
other than adding bone broth and 
nutritionally-dense vegetables, 
maybe kale or Swiss chard, what 
else would you add?

Magdalena: A couple of things. 
I have to say that I’m a huge fan 
of fats. And a lot of times when I 
work with people, a person will say, 
“Yeah, I’m not afraid of fats. I love 
my fats.” Such as avocado and olive 
oil. And those are great fats. I love 
those. They are unsaturated fats, 
though. I still love for a person to 
be eating saturated fats, as well, 
because they are the building 
blocks for cholesterol.

Cholesterol is the precursor for 
other steroid hormones like 
cortisol, estrogen, progesterone. 
And these hormones have to be 
in balance for us to have healthy 
thyroid levels. Period. There’s just 
no way anybody who’s going to 
have a healthy thyroid when the 
cortisol levels are out of whack or 
estrogen is dominant.

Suzy: Wait. We’ve got to stop there 
for a second because there’s a 
bazillion people taking cholesterol-
reducing medicines. And you’re 
saying that without enough 
cholesterol in the body, we can’t 
produce our sex hormones, our 
happy brain chemicals, our cortisol 
for adrenal function. And that 
that’s a bad thing, right?

Magdalena: Absolutely. Think 
about if you do know someone 
or if you want to just do a quick 
search on the internet in forums. A 
woman who goes on a low-fat diet 
and then loses her period.
 
Suzy: Yep. That’s true. Lowering 



your cholesterol too much will 
lead to a plethora of so many 
symptoms and depression and 
memory loss. So I want to be 
careful with our listening audience 
that’s taking these medications. If 
you’re worried about it now and 
thinking that maybe it’s not right 
for you—maybe you’re taking too 
much, maybe you’re developing 
some side effects such as muscle 
weakness or memory problems, 
poor sex drive, restless leg 
syndrome, cramps, all these sorts 
of things—this could be tied to 
your cholesterol medicine.

For one reason it could be the 
drug-nutrient depletion; those 
drugs are drug muggers, as I call 
them of CoQ10, creatine, and 
vitamin D. And also it could be 
exactly what Magdalena is saying 
here, that you need cholesterol as 
a backbone to create important 
compounds in your body and 
hormones and everything. So this 
was huge. I’m so glad you brought 
that up. What other good fats are 
you suggesting?

Magdalena: So, just to your point, 
cholesterol is obviously a huge 
topic. And we can talk about it 
for hours. So I don’t want to go 
too deep into this. And I think 
you explained it really well. I 
come from advertising. So I like 
to make things simple. That’s 
what good advertising is about. 
And I just want to leave a thought 
here behind and that is we used 
to eat eggs and bacon. Well, our 
grandparents used to eat eggs and 
bacon for breakfast, at least some 
of them. And I don’t remember 
our grandparents having heart 
problems or cholesterol problems.

Suzy: Right. And bears—I think 
if I have this right—bears have 
cholesterol that’s in the three, 
four, five hundreds, maybe higher. 
They’re not all dying of heart 
attacks. So cholesterol is good for 
you. It’s the type of cholesterol. The 

particle size and particle number, 
which you can have tested more 
specifically. And all of that is 
covered in another presentation.

So do you like coconut oil, if it’s 
organic, for a good fat?

Magdalena: Absolutely. I do 
cold-pressed coconut oil. I do. 
Just a word of caution here that 
I do see more and more people 
having a problem with coconut. 
And that’s why I started working 
with a FODMAPs protocol because 
coconuts unfortunately are high on 
FODMAPs. So if they’re giving you 
gas and the sensation of feeling off, 
then coconut might not be the best 
option. But, yes, otherwise I love 
coconuts.

Suzy: Can I just quiz you and off 
the top of your head you just say 
yes or no as to whether you like 
this as a fat for people, generally 
speaking. I know that what we say 
here isn’t right for everyone. But 
yes or no to grape seed oil?

Magdalena: No.

Suzy: Why?
 
Magdalena: You can’t get it 
in an unrefined form. It has to 
be refined. And any form of 
refined oil creates a process of 
hydrogenation. And that changes it 
all on a molecular level. And that’s 
not what our body was designed to 
consume.

Suzy: Okay. Perfect. Excellent. 
What about MCT oil?

Magdalena: I don’t know what that 
is.

Suzy: So it’s a type of coconut oil, 
medium-chain triglycerides. It’s all 
the rage now.

Magdalena: I have to get updated. 
I don’t know. [Laughs]

Suzy: I think I would say yes 
to small amounts on that if it’s 
organic. How about butter? 
Commercial butter?

Magdalena: No.

Suzy: No. How about organic ghee?

Magdalena: Absolutely.

Suzy: Sunflower oil?

Magdalena: No.

Suzy: Why?

Magdalena: Same story. It has to 
be hydrogenated in order to stay 
fresh on the shelf. Otherwise, it will 
go off within a month.

Suzy: Excellent. How about canola 
oil?

Magdalena: Absolutely not.

Suzy: Because?

Magdalena: Same reason.

Suzy: Okay. What about vegetable 
oil, which a lot of people are using?

Magdalena: Absolutely not. Again 
it goes back to the hydrogenation 
process. They’re all hydrogenated. 
So the oils, can I tell you which are 
my favorites?

Suzy: Yes.
 
Magdalena: For saturated fats, 
I’m a huge fan of duck fat. And if 
somebody has not cooked with 
it yet, I suggest hit up the local 
farmers market and look up duck 
fat because it is the fat that most 
people don’t realize are in the best 
French restaurants in the world. 
Duck fat is the golden standard in 
French cooking, especially when 
you’re sautéing food.

Then I personally cook a lot with 
ghee. That’s my second favorite. 



Third one would be small amounts 
of lard once in a while. So any form, 
like bacon lard. And occasionally 
chicken fats if I can find that. That 
would be for saturated fats.

For unsaturated, I never use it with 
cooking because you do not want 
to put heat through unsaturated 
fats. And the loveliest ones would 
be definitely olive oil. It would be 
your sesame oil. It would be your 
flaxseed oil, obviously always kept 
in a fridge in a dark container 
because that goes rancid really, 
really quickly.

Suzy: Excellent. You’re just 
amazing. Let’s move on to Balance 
as part of your Remove, Add, 
Balance protocol.

Magdalena: The Balance is all 
about respecting the fact that we 
are all different from each other. 
And this points back to a principle 
called bio-individuality, which 
means that every person has 
different needs. Everybody heals 
differently. And we need to respect 
that.

Think of it this way. One person 
might feel wonderful on a bowl of 
raw salad for lunch. Just maybe you 
throw in a bit of protein and you 
feel wonderful. Light, sustains you 
till dinner. No problem. Feel very 
nourished and happy. Somebody 
like me, for example, eating a salad 
in winter, I feel cold, unhappy. 
I start getting acid reflux within 
thirty minutes of eating a salad, 
and very, very unhappy. And I feel 
hungry after two hours. I can do 
salads in summer, but definitely 
not in winter. I’m much better off 
with cooked vegetables, steamed 
vegetables. Even if they’re just 
lightly sautéed, I feel much better 
on it. So that’s really important to 
recognize the differences in our 
bodies.

Many people go vegetarian 
because their sister and neighbor 

went vegetarian or vegan and 
they feel wonderful the first two 
months. And after that they start 
feeling sluggish, tired, they come 
down with a cold. And that’s your 
body’s way of telling you, “I am 
not doing too good with being a 
vegetarian or vegan.”

And it’s maybe hard for a lot of 
listeners to hear this. But such is 
the human body. And I think it’s 
really, really, really important if you 
want to heal to recognize that we 
all have different needs to do well. 
And you need to tune into your 
body and figure out what they are.

Suzy: Yeah, well said. And I love 
what you’re saying here about 
eating differently. I noticed that for 
myself. In the summer time—and 
I live in Colorado—in the summer 
time I’m making carrot and apple 
juice with other greens like kale 
and just romaine lettuce or
 
Swiss chard. And I crave that. And 
in the winter time and in the fall, 
I don’t want the same things in it. 
I don’t even want the carrots in 
it really. It’s more about greens. 
And I want something warmer like 
turmeric and ginger in it to warm it. 
So there is a seasonal component.

And so when you say Balance as 
part of your protocol, what you’re 
talking about really is re-balancing 
the body based on that particular 
individual’s constitution, right?

Magdalena: You know, Suzy, the 
really important part that I would 
like for our listeners to take away 
from this interview when it comes 
to bio-individuality is that everyone 
would actually end up with a 
different protocol in order to heal 
well. And not saying that eggs, for 
example, or corn or nightshade 
vegetables are not for everyone. 
I’m not saying almonds are okay for 
everyone to eat.

It really depends on a person. And 

if a person is having a sensitivity 
to these foods— which obviously 
in return they compromise the 
digestive health in a tremendous 
way, and hence aggravate the 
immune system—then they 
basically need to get off those 
foods.

So that’s something that’s really 
important to understand is that 
every one of us needs a different 
way of eating to heal. And what it 
is, it’s you need help to come up 
with an idea of what your protocol 
should look like. So I think it’s really 
important to honor that and not 
just be relying on one single book 
that we purchase. We go and do 
it and then you say, “This is not 
working.”

Suzy: Yeah, that’s a good point. 
That’s a great point and we have a 
worldwide audience, so this is very 
interesting.

I think they’d probably like to know 
since you’ve lived all over the world 
in many countries in Asia, where do 
you think the country is that’s got 
it going on in terms of the correct 
diet?

Magdalena: Huh. [Laughs]

Suzy: I know it’s a tough one.

Magdalena: I’m a big fan of Indian 
food because of the presence of 
good oils and fats and a balance of 
proteins. I’m a big fan of herbs and 
spices because I think they are just 
so medicinally potent. Turmeric 
and cumin and fennel, they’re all 
just this wonderful medicinal bowl 
in the food. And so I’m a fan of 
Indian food.

But the problem is the Indian food 
that we know here, for example, in 
the United States, tends to be more 
north Indian food and very fried. 
So I would really encourage people 
to look more into the south Indian 
food recipes. They tend to be 



much lighter, an Ayurvedic way of 
cooking. That’s really my favorite.
 
My second favorite would probably 
be Thai food because of the 
freshness and the uses of broths. 
It’s funny when you go and travel 
around Thailand, they always have 
this…In the morning they’ll put on 
a pot with chicken bones in it. And 
they’ll get the pot going. And then 
it’s ready for dinner. And then they 
use that as a base for the broths of 
the soups that they dish out with 
all these fresh vegetables in it. Oh, 
I’m just salivating!

Suzy: I know! I’m sitting here 
thinking, “I’m coming over for 
dinner.” I would love to just 
ambush your spice cabinet and see 
all the cool spices you’ve collected 
from all over the world. Is there 
any kind of spice that you’ve picked 
up somewhere that is harder to 
find in the U.S. that you just can’t 
go without?

Magdalena: No, not really.

Suzy: You like the turmerics. Do 
you like curry? I guess you do.

Magdalena: Yeah. I make my own 
curries.

Suzy: Kaffir? You must like kaffir if 
you like Thai food.

Magdalena: Oh, my gosh, yeah. 
That I get from Thailand. And I 
get it online. And I keep it in my 
freezer.

Suzy: What about lemongrass?

Magdalena: Oh, I love lemongrass. 
And it’s lovely just for juicing it. 
In case a person doesn’t know 
what on earth to do with the 
lemongrass, just juice it. It’s 
wonderful with a lot of other 
veggies. It’s so good!

Suzy: Nice. Well, speaking of so 
good, I have to ask you about your 

recipe for—what is this? Chocolate 
addiction? Please elaborate.

Magdalena: Yeah. So, Suzy, I want 
to tell you that the most important 
meal of the day in my protocol 
would be breakfast. In fact, there is 
an old Chinese proverb that goes, 
“Make breakfast your best friend. 
Lunch, your acquaintance. And 
dinner your enemy.” And I live by 
that.

So the reason why I really, really, 
really love for people who work 
for me—and really recommend 
for anyone who’s listening to this 
today—start off your day with a 
really good breakfast. When I say 
good breakfast, in my books a 
good breakfast would be one that 
is very low in sugar. Instead it’s very 
high in fats, fiber and proteins.

Suzy: That’s bacon and eggs.

Magdalena: That’s your bacon and 
eggs. But you know, not everybody 
will be convinced to be eating that. 
So I want to leave you with another 
combination. And this is a recipe 
that my assistant came up with. 
And she’s just absolutely a
wonderful chef as well. It’s called 
Chocolate Addiction, as you said. 
It’s a smoothie, right? And you 
know what I love about smoothies 
is you can throw just an incredible 
number of different foods in there, 
including some very medicinally 
potent foods. And just put it 
through a blender and make this 
incredibly good concoction.

So here’s one. This is a serving 
for one person. You take half an 
avocado, you take two teaspoons 
of cacao powder. So it’s raw and 
unsweetened. You take one 
teaspoon of melted fat. It could 
be coconut oil or it could be ghee. 
Then we take a handful of goji 
berries. I like to presoak mine for 
the night so they are nice and soft. 
Then take a handful of pecan nuts, 
a pinch of cinnamon or all spice 

and then just a little bit of vanilla 
extract into this.

And here is another thing. You 
don’t want to be adding sugar into 
this. But you want the flavors to be 
really, really coming out strongly. 
So there’s two things you can do to 
bring the flavors out. Number one 
is a pinch of salt because salt really, 
really brings flavors out. And then 
just a touch of lemon juice thrown 
into that. And then you put it right 
through the blender.

And guess what? This is just like a 
pudding because of that avocado, 
just makes it really nice and thick. 
And I tell you, this is such an 
incredibly fulfilling breakfast that 
will tie anybody over to lunch with 
no problem. And very little sugar. 
There’s hardly any sugar in it, just 
a little bit from goji berries. And 
I’ll tell you, this is just the most 
amazing way of starting your day.

Suzy: Yeah that’s amazing. I’m 
drooling for it. And if someone’s 
sensitive to goji or they don’t 
want the nightshades, could they 
substitute maybe blueberries? Or 
what else? What do you suggest?

Magdalena: Absolutely.

Suzy: Raisins or no because of the 
pesticides? What do you think?

Magdalena: Raisins as long as they 
can get sulfur-free raisins.

Suzy: Organic. Yeah. Magdalena: 
Sure. Why not? Suzy: What about 
figs?

Magdalena: Absolutely. Dates 
could also be an option here.

Suzy: Well, this is a great recipe. I’m 
going to do this. And do you ever 
suggest maybe a small amount 
of flaxseed oil or chia seeds or 
anything?
 
Magdalena: Absolutely. So 



another few ingredients to play 
around with is definitely I’m a big 
fan of flaxseed, actually in the 
whole form. Oil is perfectly fine, 
too. I’m a big fan of the actual 
flaxseed, ground flaxseed for a 
variety of reasons. Number one 
is it promotes the good estrogen. 
It’s blocks the estradiol or the 
aggressive estrogen, which most 
people have problem with. It is also 
a great source of fiber. So it gets 
our bowels moving. And it’s great 
for the liver. So flaxseed, as you 
said, very big fan of that.

Another one that I like to throw 
into my smoothies is camu camu. 
It’s a berry from Peru, which is a 
food that’s very high in vitamin C. 
So that’s very supportive towards 
the immune system and very high 
in antioxidants.

And the last thing Suzy that I 
throw into my smoothies would be 
milk thistle. And that’s in western 
folklore and herbalism, milk thistle 
is being used for generations 
as a liver supporting herb. And 
needless to say, I’m sure your 
other speakers are going to talk 
about the importance of liver in 
thyroid health. Our liver converts 
the inactive T4 hormone to T3, 
right? Not to mention doing so 
many other…It gets rid of the 
other hormones, as well. Like I had 
estrogen dominance. And how I 
dealt with my estrogen dominance 
and all the persistent hair loss was 
just to really restore the health of 
my liver. And milk thistle was a big 
part of my protocol.

Suzy: Yeah, this is all wonderful 
information. So for our listening 
audience, I just want to echo what 
you said. Playing around with this 
smoothie is great because you 
want to get the flavor just right 
for your own palate. You want to 
retrain your palate. If you don’t 
love it at first, keep playing around 
with it. And then tilting your diet 
and your recipes in such a way 

that you get more bitter instead of 
more sweet into your diet. So that’s 
important.

You mentioned camu camu, which 
I love. I have some of that. And 
you can buy it as a powder in any 
health food store and online. Just 
want to caution people not to use 
that if they have hemochromatosis 
or high levels of iron or ferritin. 
Both conditions are kind of 
unusual. But I just want to throw 
that out because the vitamin C 
content in there will increase your 
iron. So this is good for people with 
iron deficiency anemia. But it’s not 
good for people with high iron or a 
condition called hemochromatosis.

And the last thing you mentioned 
was milk thistle, which I have had 
pretty good experiences in very low 
doses in that. But once I noticed 
I was using a lot of that. And I 
noticed some breast tenderness. 
And so this can be estrogenic. So 
if you keep it at a low dose, I think 
it could be helpful. But if you’re 
estrogen dominant, I’m not sure it 
would be right for you. You might 
be better with artichoke extract or 
just eating artichokes or something 
like that.

Magdalena, what kind of input do 
you have for a woman who does 
have breast pain, fibrocystic breast, 
something like that but does want 
a liver cleanse and can’t take the 
milk thistle because of that? What 
else would you suggest?
 
Magdalena: So tender breasts, 
enlarged breasts, fibroids in 
the breast, cystic breasts, very 
often it could be due to estrogen 
dominance. So my first go-to 
would be to really support the 
liver. So incorporating things like 
dandelion and parsley into daily 
protocol. I love to juice mine. I used 
to do juicing every day when I was 
working really hard on reversing 
my estrogen dominance. So daily 
juicing of those two.

Suzy: Those are great, dandelion 
and parsley. Thank you for that. 
Both diuretics, so just be careful 
with that. It’s a natural diuretic. It 
can lower blood pressure in a good 
way.

But if you’re going to juice the 
whole entire bunch of parsley or 
the whole bunch of dandelion, 
you might notice that you’re in the 
bathroom urinating much more 
frequently. That’s great advice. 
Thank you for that.

Magdalena: Can I just tell you 
about one more that I would 
typically use? So I like to use 
DIM for just a natural blocker 
of estrogen. And so that would 
be my thing. If a person can’t 
do DIM—I’m talking here about 
diindolylmethane.

Suzy: Diindolylmethane. DIM. It’s 
the more biologically active form 
of I3C or Indole-3- Carbinol. And 
this DIM that Magdalena is talking 
about is available online and at 
pretty much any health food store.

Magdalena: But here’s an 
interesting thing. And I’m thinking, 
Suzy, that we should probably 
mention this on this call is that 
interestingly in a natural form, DIM 
occurs in all the crucifers.

Suzy: Yeah, that’s great.

Magdalena: So we didn’t talk much 
about the crucifers, but cruciferous 
vegetables are just simply the 
richest in this. And here’s the 
paradox is that so many people are 
afraid of eating crucifers when they 
have a thyroid condition. But the 
same time, when we remove those, 
we really deprive ourselves of that 
very compound that helps support 
our liver. And there is no thyroid 
health with a sluggish liver.

I mean, we talked about estrogen 
dominance just now, but it’s the 
same thing. Our liver detoxification 



pathways will get rid of mutated 
estrogens through some of the 
pathways. So we need to support 
them nutritionally. DIM is such 
a wonderful source. So my thing 
about crucifers is that I actually do 
want my clients to eat cruciferous 
vegetables in abundance, just as 
long as they are cooked. That’s my 
approach.

Suzy: I like that approach. I 
think that we’ve become a little 
bit phobic for these crucifer 
vegetables. And I think that they 
impart such incredible healing 
benefits to the body.

And I know they’re a goitrogen. But 
I think you really have to eat bucket 
fulls every day to really see that. 
I’m much more concerned about 
ingestion of soy.

Magdalena, what do you think is 
the biggest secret of your practice 
that really generates the best 
results?
 
Magdalena: First is to really have 
a person identify what her or his 
triggers were. And everybody 
has a different trigger. A lot of 
times our thyroid conditions 
started off because of a very 
stressful situation that happened 
in a person’s life such as divorce, 
getting laid off from work, losing 
a lot of money, death in the 
family, romantic crisis, whatever 
it might have been. Six months 
later we come down with we’re 
diagnosed with Hashimoto’s or 
hypothyroidism. So identifying that 
trigger and really resolving it.

Or could it be just digestive health 
that just completely collapsed? 
And if digestion is the trigger, then 
addressing that. But honoring the 
fact that everyone is different. I 
just go back to the element of bio-
individuality. And whether that 
person is going to be restoring 
her digestive health, for instance, 
by using powerful autoimmunity 

protocol or whether it’s going to be 
overlaid with FODMAPs or whether 
it’s just getting off gluten and dairy 
is going to be sufficient.

It really depends on a person. So 
I think that is my biggest secret. 
I really listen to the person’s 
responses. And that’s why I like 
to work with people for at least 
thirty days because every week we 
check in and observe and keep a 
journal and tweak it from there so 
a person walks away with her or his 
protocol.

Suzy: Right. So people aren’t 
getting the same exact thing. 
It’s what you referred to at your 
website as a hybrid approach. 
And you definitely use the Paleo 
type diet for three to six months, 
right?—

Magdalena: Mmm hmm.

Suzy: —before you make a 
decision about what else to do in 
terms of their diet. The basis for 
that is the Paleo.

Magdalena: You know, Suzy, I like 
to work with Paleo. But I always like 
to meet where the person is. So if a 
person is just absolutely not ready 
to give up grains but is only ready 
to give up gluten for now and take 
out corn for a while, then I would 
go there.

Suzy: What would you say is the 
number one thing to give up of 
these choices? Dairy, corn, or 
gluten?

Magdalena: Well, gluten, I would 
say.

Suzy: Ah! That’s so funny. I was 
going to go with dairy. For me I 
think dairy is the biggest culprit. 
But that’s okay. You’re the thyroid 
diet coach. This is why you do what 
you do.

And it’s different for everybody. 

The honest truth is for every one 
that’s different—like for me, I’ll 
have a reaction to dairy. I’ll just 
start sneezing like crazy. But to 
gluten, I wouldn’t know if I ate it. I 
just wouldn’t know. But that’s the 
opposite for some of my friends. 
The minute they get into gluten, 
they’re in the bathroom five 
minutes later.
 
Magdalena: Mmm hmm. Yep.

Suzy: And that’s one of the 
hallmark signs, if you eat and then 
immediately run to the bathroom, 
kind of the way a dog is. You know 
how you feed your dog and then 
the dog goes to go to the bathroom 
right away? It’s like that. The gastric 
emptying is so rapid. That’s a sign 
of gluten sensitivity. And I don’t 
think gluten’s good for anybody. 
But I also don’t think grains are that 
great, except for rice. I think rice is 
fine.

Magdalena: Yeah. You know, 
I do see a lot of people having 
problems with rice now. And 
whenever we re-introduce grains to 
a person’s diet because they really 
want to have some grains in their 
life—and I respect that—so we will 
start off with soaking and sprouting 
the grains first before introducing 
them. That will be the form of the 
first introduction. I see people 
doing better, like for example, on 
quinoa, buckwheat, amaranth first 
before rice actually. But if a person 
can tolerate rice, gosh, I’m a big fan 
of that. I grew up on rice. That’s my 
staple.

Suzy: I understand. So Magdalena, 
I want to circle back to this 
situation of having more protein at 
breakfast. Can we talk briefly about 
the different protein powders that 
are available to consumers? Let’s 
start with whey protein. Do you like 
that or no?

Magdalena: Yes, I do, especially for 
people who have a lot of digestive 



issues, and we feel like the mucus 
has been seriously compromised, 
people with IBS. I do like whey 
protein. Not everybody can tolerate 
it. But if they can, I do feel like it 
speeds up the process.

Suzy: What about rice protein?

Magdalena: So I have to tell you, 
Suzy, with all the other proteins, I’m 
not a fan at all.

Suzy: Okay, fair enough. You’re 
the nutritional coach. What about 
hemp protein? Magdalena: So all 
of those proteins, the morning 
proteins, the protein powders… 
Suzy: Pea protein?
Magdalena: No. Breakfast proteins. 
When people use the protein 
powders…

Suzy: They use the pea protein 
now. That’s the big one. Or 
combinations of pea with rice. 
Don’t like that either?

Magdalena: No, and I’ll tell you 
why. Here’s the thing. I’m sure 
there’s a lot of science that can 
back up why these proteins are 
great for us. And manufacturers 
will tell us all about it. Here’s what 
I’m seeing, Suzy. And there’s no 
reason why I would be against 
it, right, unless it worked for 
people. Every time, Suzy, I take 
people off protein powders in 
the morning and I get them to do 
those smoothies that I described 
to you—and there’s plenty of 
other recipes on my website on 
ThyroidDietCoach.com—people 
start feeling so much better. Suzy, 
I swear.

Suzy: I believe you. I think it’s just 
getting people convinced because 
they pay extra for these additives.

So this is good information and I 
want people to find you. I know 
they’re going to hear this and 
they’re’ going to want to research 
you and YouTube you and learn 

more. Give us just a minute or two 
of where people can find you and 
get in touch.

Magdalena: Sure. So 
ThyroidDietCoach.com is my 
website. Then once you get there, 
there’s really a lot of great, free 
resources because I created so 
much content for people who just 
want to get self-educated. You’ll 
find a link to a Facebook page, 
which I post every day something 
on it, tidbits of stuff that’s helpful.

Suzy: What is your Facebook page?

Magdalena: And that’s Facebook.
com/HormonesBalance. So that’s 
that. And on my website, there is 
Thyroid Diet Starter Kits, which 
is a really great document. And 
when you sign up to my database, 
you get that completely for free. 
I’ve also got a ton of videos on my 
YouTube channel, so that will be 
YouTube.com/ThyroidDiet.

Suzy: Yeah, we can find you with 
your name, too. And you have a 
beautiful name, Magdalena. I love 
that.

Thank you for taking the time. It’s 
rare to find someone that’s thriving 
and having recovered completely 
from two different autoimmune 
diseases. It’s easy to find somebody 
that’s recovered from Graves’ or 
Hashi’s, but not from both. And so 
kudos to you for doing everything 
you did naturally.

Magdalena: Thank you so much, 
Suzy. And thank you for having me 
on this show.

Suzy: That’s great. Any parting 
words, Magdalena?

Magdalena: I think the biggest 
thing is I feel like because a lot 
of the people who have thyroid 
conditions are women, we are so 
shy of just putting our foot down 
and saying, “No, it’s not okay for 

me to feel this way.” And really 
pushing for answers, pushing for 
finding a good doctor and not 
being shy about it. I think that’s 
one thing I really wish to see more 
is more bravado, more of the type 
A personality in women because 
that anger can be good, anger can 
push us to take action and take 
health into our own hands. And 
what you’re creating is just a total 
platform for getting empowered in 
that way. So that’s one thing.

And the second thing is I just 
want to go back to ramble on 
about the whole thing about bio-
individualities. If one diet hasn’t 
worked for you, don’t give up! You 
really can turn your health around. 
Just you have to find the protocol 
that works for you. And respect 
what your body is telling you.

Suzy: Those are excellent points. 
And I love the point about taking 
back your power. We really do 
need to do that in order to get well. 
It’s up to us. It really is. And thank 
you again, Magdalena.

Everyone, that was Magdalena 
Wszelaki. She fabulous. She’s a 
thriver now. She looks awesome. 
And if you would like to own 
our talk today or if you missed 
any of our other outstanding 
presentations, wait for an email 
link to purchase full access to the 
entire Thyroid Wellness Series. 
This includes audio recordings 
and slides for our world-leading 
experts, plus exclusive interviews 
with bonus speakers and much 
more. You’ll also receive our 
Thyroid Clinical Pearls Collection, 
which is a handy reference sheet 
with the most important takeaways 
from each presentation.

Thanks again for joining us here 
on The Thyroid Summit. I’m Suzy 
Cohen. And you can get in touch 
with me at my website SuzyCohen.
com.



Dr. Hyman: Hey, everybody, it’s Dr. 
Mark Hyman. Welcome to The Fat 
Summit, the second Fat Summit, 
where we separate more fat from 
fiction. And I’m thrilled to have here 
as my guest Dr. Izabella Wentz. 
She’s a clinical pharmacist. She’s 
passionate about the thyroid.

And she’s really dedicated to helping 
people empower themselves around 
knowledge about how to fix their 
own health because the truth is 
most of us never got the owner’s 
manual. Well, we never learned how 
to fix our own bodies. And Izabella 
has actually figured out how to fix 
her own body because she was 
diagnosed with Hashimoto’s thyroid 
disease in 2009.

And it may sound like a crazy weird 
disease, but it’s actually probably the 
most common autoimmune disease 
out there. It affects one in five 
women, one in 10 men. And she was 
really surprised when she started 
looking into this whole field about 
the lack of understanding of why 
people get thyroid problems, why 
there’s actually a link between our 
lifestyle, the environment, our diet, 
and our thyroid function.

And it was sort of like a blank 
in endocrinology. Go to the 
endocrinologist; they go, “You’re 
thyroid’s not working. Here, take 
the medicine.” That’s the end of the 
story. They never talk to you about 

why this happened or how to fix it or 
what the causes are.

And she has amazing book called 
Hashimoto’s Thyroiditis: Lifestyle 
Interventions for Finding and 
Treating the Root Cause. And it’s 
really a powerful book because it 
goes into a functional medicine 
approach to dealing with the root 
causes of thyroid illness. And it really 
is a map for all chronic disease but 
she focuses the laser on thyroid.

And she’s really, really dedicated 
now to focusing on helping both 
professionals, people like me or 
doctors, and patients and people, 
average person who’s got thyroid 
issues, to figure out how to fix their 
thyroid using a comprehensive 
approach of finding the root cause; 
of figuring out how to actually 
diagnose it properly, which most of 
the time, it’s not diagnosed properly, 
how to deal with medications if you 
need them or thyroid medication, 
what kind of lifestyle interventions 
you can do, and what kind of 
functional medicine treatments 
to get to some of the deeper root 
causes that people have for their 
thyroid?

So, welcome, Izabella. I’m so glad 
to have you here on the second Fat 
Summit.

Dr. Wentz: Thank you so much for 
having me, Dr. Hyman. It’s such an 
honor to be here with you.

Dr. Hyman: So, one of the things 
I find fascinating is that you’re a 
clinical pharmacist. And I don’t think 
most people even know what that 
means. In fact, I don’t even think I 
really know what it means. I have a 
vague idea. I was talking to a friend 
of mine, Ohnre Roca, who’s a VA 
doctor in Little Rock, Arkansas. And 
he was explaining how they have 
clinical pharmacists managing their 
diabetes patients, they don’t even 
need the doctor half the time.

So why don’t you tell us a little bit 
about your background and how 
did you become interested in this 
approach as a pharmacist? You’re 
talking about lifestyle medicine but 
you’re actually trained in drugs. And 
you mentioned to me earlier, you 
were working for the drug industry. 
So tell us a little bit about that 
journey and how you got to where 
you are.

Dr. Wentz: And in full disclosure, I 
was never interested in the thyroid 
or necessarily in lifestyle medicine 
during pharmacy school. So my 
training was primarily on medication 
therapy management and that’s 
what I did after graduating from 
pharmacy school was looking at 
medications and the comprehensive 
treatment plans of people with 
multiple chronic conditions, people 
who are on eight plus medications.

So, I worked for a government 
agency where I had a case load of 
about 5,000 patients. And I was 

The Root Cause of Thyroid 
Imbalance
Mark Hyman, MD, Carrie Diulus, MD & Izabella Wentz 
PharmD, FASCP

The purpose of this presentation is to convey information. It is not intended to 
diagnose, treat, or cure your condition or to be a substitute for advice from your 
physician or other healthcare professional. 

Click here to watch to this interview!

https://hto.care/mgrc9


supposed to look at all of their 
health care needs and make sure 
that they were not overmedicated, 
that they were not suffering adverse 
events from their medications, and 
that they weren’t under medicated.
A lot of times, my primary 
interventions as a clinical pharmacist 
were actually to recommend 
monitoring from medications, to 
recommend reducing medications, 
or just really my focus was to 
optimize medications and proper 
medication use. And so that’s what I 
did for many years.

And when I was diagnosed with 
Hashimoto’s, I was sort of at a 
loss because part of me was really 
excited to finally have an answer to 
all of the symptoms that I was going 
through. But another part of me was 
a little bit confused, because in my 
approach as a clinical pharmacist, 
we always recommended lifestyle 
interventions. So, of course, if 
somebody had hypertension, you 
would recommend a medication but 
you also recommend a lifestyle.

Dr. Hyman: Well, they would give 
kind of lip service to it, right? So, 
“Well, eat better, exercise less. And 
then if that doesn’t work, come, I’ll 
give you medication,” right?

Dr. Wentz: Right. But they tried. 
At least, they tried. You put 
something on paper, right? And 
with autoimmune thyroid disease, 
with just about every autoimmune 
disease, there was nothing in 
conventional medicine. It’s basically, 
well, your thyroid is no longer 
working. Your body is attacking 
itself. 

And you’re no longer producing 
thyroid hormone. So we’re just going 
to give you thyroid hormone. And 
then just being, I guess, a logical 
person and believing in cause and 
effect, I was like, “Wait minute. What 
about the attack on my thyroid 
glands? What about that?”

Dr. Hyman: Why is that happening, 
right?

Dr. Wentz: Why is that happening? 
Shouldn’t we talking about that? 
And then, of course, everybody that 
I  met along my journey was  super 
kind and just really caring doctors 
in general, but people only know 
what they know. And they said, 
“There’s nothing you can do about 
the autoimmune attack. You’re going 
to have these symptoms. We’re 
going to monitor you for additional 
autoimmune conditions.” All you can 
do is take this medication and be 
glad that there’s a medication that 
can help you. And really, that was 
limited. And I just knew that there 
was more that I can do.

Dr. Hyman: There was something 
you’ve said that I want to point out, 
which is really important. They’re 
going to monitor you for further 
autoimmune condition. Meaning, 
they’re expecting you’re going to get 
more and they’re telling you nothing 
about what you can do to prevent 
getting the next one. They’re just 
going to monitor and see when you 
get it and treat it if you get it. That’s 
right?

Dr. Wentz: Yeah. And that was just 
so disempowering. I was in my 20s. 
I was a newlywed. I wanted to have 
children. I wanted to live life to the 
fullest. And here I had this diagnosis 
that my body was breaking itself, 
that my body was attacking itself, 
and that I can just take medications 
and hope for the best. To me, that 
just was very disempowering.
And I wanted to be the healthiest 
person with Hashimoto’s. And I 
wanted to figure out if there was 
anything lifestyle I can do to make 
myself feel better. I knew that there 
were lifestyle changes that worked 
for other conditions. So I used to 
have anxiety, and caffeine reduction 
helped that. And so I thought maybe 
there’s something out there.

And when I worked as a clinical 

pharmacist, a lot of my clients 
had very rare disorders. So there 
was no standard of care for them. 
There was no like, here’s what you 
do. This is the drug you take. So 
a lot of times, I was spending a 
lot of time on PubMed looking up 
different interventions for them, 
innovative treatments. And a lot of 
the innovation came from patients 
themselves or their parents and 
patient form.

So I started kind of doing the same 
research I would do for my clients 
for my own condition. And at first, 
being a pharmacist, I came across 
low-dose naltrexone, which is a 
medication that, in small dosages, it 
can modulate the immune system. 
And so that was kind of my first 
area into, I guess, the unknown or 
figuring out that there were other 
things that can be done other than 
take the prescription. And Synthroid 
was the number one prescribed 
medication for the last three years.

Dr. Hyman: Yeah. It’s a big one.

Dr. Wentz: Right. And I thought 
there had to be more. And that’s 
really how I
got interested in lifestyle changes 
and lifestyle medicine.

Dr. Hyman: That’s amazing. So let’s 
talk about Hashimoto’s. Because 
I don’t know if many people really 
understand what that is. And what is 
the difference between low thyroid 
in Hashimoto’s and why are we 
seeing so much of this?
As I mentioned earlier, one in five 
women and one in 10 men have 
low thyroid function and it’s an 
epidemic. What is causing it? Regular 
medicine just says what disease do 
you have? You have thyroid issues 
or Hashimoto’s. They don’t say why, 
right? So functional medicine is the 
medicine of why. How do we get 
to the why in all of this and what’s 
going on?

Dr. Wentz: And so Hashimoto’s 



and hypothyroidism, they can be 
the same condition but they can be 
very different. So hypothyroidism is 
actually a clinical state. So it’s a state 
when one does not make enough 
thyroid hormone and this can be 
caused by a variety of different 
factors. So if you had your thyroid 
gland surgically removed, you will 
become hypothyroid. If you didn’t 
have enough iodine in your diet, 
which used to be the primary cause 
of hypothyroidism back in the day…

Dr. Hyman: You will have those big 
goiters, right?

Dr. Wentz: Right. That can cause 
you to be hypothyroid.

Dr. Hyman: By the way, a lot of 
people are getting iodine deficiency 
now because we’re all having these 
fancy salts like sea salt and no 
more of these iodized salts, which 
is how we got iodine back in the 
food supply which was normally 
through fish. But if people don’t eat 
fish, it actually can come from the 
salt when they add it to the salt. But 
the people aren’t eating that salt 
anymore, so they’re often iodine 
deficient.

Dr. Wentz: Right. And iodine is 
one of those Goldilocks nutrients 
wherein you need to have the 
optimal amount for proper thyroid 
function. So if you have way too 
much of it, you can have thyroid 
problems. If you don’t have enough 
of it, you can have thyroid problems. 
So it’s one of those things that—and 
we’ll talk about the root causes. But 
nutrient deficiencies, for sure, can 
be a root cause of hypothyroidism 
and of Hashimoto’s.

In the case of hypothyroidism 
caused by Hashimoto’s, what’s 
happening is the immune system 
has begun to recognize the thyroid 
as a foreign invader and launches 
an attack on the thyroid gland. And 
eventually, overtime, the thyroid 
gland becomes destroyed and is 

no longer able to produce its own 
thyroid hormone.

And so, this sounds kind of like a 
rare and exotic disease. And most 
people will be told that they have a 
sluggish thyroid and that they just 
need to take some medications for 
their thyroid. But in more than 90% 
of the cases of hypothyroid in the 
United States, it’s going to be due to 
Hashimoto’s. So it’s going to be to an 
autoimmune attack on the thyroid 
gland. Worldwide, we’re looking at 
iodine deficiency as a primary cause 
of hypothyroidism. But in the
U.S. and Europe—

Dr. Hyman: So let’s talk about what 
the causes are of this common 
thyroid problem. Why do people 
have this?

Dr. Wentz: And I like to explain 
it from an adaptive physiology 
standpoint. So we know that our 
body is always trying to survive and 
it’s always trying to help us out. And 
so whatever can put us in a state of 
feeling like we’re on safe or there’s 
a famine or anything like that, 
we know that in cases of famine, 
people with hypothyroidism and 
Hashimoto’s were more likely to 
survive because that slowed down 
our metabolism.

So what are the factors in our 
environment that are causing our 
body to want to slow down? And 
these are going to be things like 
extreme stress, nutrient depletions, 
food sensitivities, chronic infections, 
and an impaired ability to handle 
toxin. So all of these different things 
together create the perfect storm 
of developing autoimmune thyroid 
disease when our body, for one 
reason or another, wants to slow 
down the production of thyroid 
hormones.

Dr. Hyman: So, basically, if you don’t 
have enough of the right nutrients—
and we’ll get into what those are, if 
you’re allergic or sensitive to certain 

foods, if you have too much stress, 
and if you’re exposed to too many 
toxins and you can’t get rid of them, 
and if you have all this maybe latent 
infections, that all  is going to mess 
up your thyroid. And sometimes 
people have all of that, right?

Dr. Wentz: Absolutely.

Dr. Hyman: Yeah. So what are the 
most common things you see?

Dr. Wentz: Some of the common 
things I see—

Dr. Hyman: Let’s go through each 
one of those. Let’s go through 
each—people don’t understand that 
actually that is functional medicine. 
So we talk about any illness, whether 
it’s autoimmune thyroid disease or 
autoimmune any disease or heart 
disease or cancer, diabetes, or 
dementia, we think about all these 
basic factors. It’s one of the things 
that are creating imbalance in the 
body; toxins, allergens, microbes, 
stress, poor diet, that’s functional 
medicine. And I think that’s really 
what we’re talking about here.

Dr. Wentz: So let’s start with stress. 
So we know that stress is not good 
for anything, right, and definitely not 
for the thyroid. When I did a survey 
of over 2,000 of my readers last year 
about the common triggers, the 
common things that cause them to 
feel worse and what was going on 
in their lives before they got sick, 
more than 70% of them said they 
had a period of severe stress in their 
lives. And stress could be day-to-day 
stress. So it can be having a job you 
hate, sitting in traffic, fighting with 
your spouse, not getting enough 
sleep, or it could be traumatic stress. 
So it could be things that are very 
difficult for people to talk about like 
being abused as a child. So that can 
set off our stress response later on 
in life where we’re not able to handle 
stress as well and we’re as resilient. 
So we don’t have that protection that 
we do get when we have a proper 



function of stress hormones.

So that’s going to be a really, really 
big factor. And a lot of things can 
cause an impaired stress response. 
So a lot of these food sensitivities, 
nutrient depletions can contribute. 
And blood sugar imbalances are 
going to be very stressful for our 
body.

Dr. Hyman: Well, before you 
leave stress, let’s talk about that. 
Because I think there’s a lot of 
underappreciated connection 
between stress hormones and 
thyroid functions. So even 
you’re talking about it as causing 
Hashimoto’s, which it could, but 
also it affects everybody’s thyroid 
function, right? So when you’re 
stressed, what happens to your 
thyroid function?

Dr. Wentz: So in one way, it can 
lead to Hashimoto’s. So that’s going 
to be a breakdown of our immune 
barrier. And another way is basically 
the thyroid gland and the adrenal 
glands are kind of good friends and 
their always looking at each other 
for feedback. So there’s a feedback 
between the adrenal glands and the 
thyroid gland.

What can happen when we’re under 
a lot of stress, we can produce more 
of something known as reverse T3, 
which basically looks like the active 
version of thyroid hormone T3. But 
rather than activating the thyroid 
receptors in the body, it slows them 
down and it shuts them down. So 
it’s kind of the body’s way of saying 
slow down. We need to stop. There’s 
too much going on. We need to slow 
down activity.

Dr. Hyman: So it’s kind of like when 
you’re stress, it’s like your body puts 
a break on the thyroid hormone 
which makes you feel even worse.

Dr. Wentz: Exactly.

Dr. Hyman: Yeah. And the other 

thing about stress—and I just want 
to frame this for a minute, because 
what we’re talking about here is 
thyroid. And why does that make 
sense in the context of this concept 
of fat? Well, it’s related but the truth 
is when I wrote Eat Fat, Get Thin, I 
wrote about our metabolism and 
how fat affects our metabolism. But 
what else I wrote about was what 
the eight causes of resistance to 
weight loss. There are a lot of other 
reasons people can’t lose weight 
other than what they’re eating or the 
calories or the fat. It actually has to 
do with all these other factors like 
you’re talking about toxins and bugs 
and autoimmune issues thyroid, 
hormone, stress, all these factors. 
So I think this is really why we’re 
contextualizing it.

So back to the stress thing, so when 
you’re stressed, besides the reverse 
T3, something else often happens. 
Because when people are stressed—
and I want you to talk more about 
this, doesn’t their tolerance for their 
thyroid hormones go down? Even 
though they need thyroid hormone, 
when they take it, they don’t feel 
good because the stress response 
makes them hyperactive to the 
thyroid.

So in other words, even if you need 
a thyroid and you take it, when you 
take it you feel worse because you’re 
stressed and that doesn’t allow your 
thyroid to work properly. So you 
actually feel like you’re getting too 
much when you’re really not getting 
enough. Can you talk about that?

Dr. Wentz: Yeah. Absolutely. And 
this is one of the common things we 
see with people with Hashimoto’s 
when they get diagnosed. Initially, 
they are placed on thyroid 
hormones. And at first, they’ll feel 
better. And they’ll say, “Okay, good. 
I’m starting to feel better.”

But eventually, what happens is 
they start feeling worse. And that 
occurs because thyroid hormone 

actually increases the clearance of 
cortisol. And so, at that point, the 
person becomes cortisol depleted. 
And cortisol, people give it a bad rap. 
They say it’s our fat hormone and 
it’s a bad hormone. It’s not a bad 
hormone. No hormones are bad or 
good. You want it in the right level.

And what happens in a lot of people 
with Hashimoto’s is they actually 
go to adrenal dysfunction, adrenal 
fatigue, where they don’t have 
enough cortisol. So we talk about 
having excess cortisol. But not 
having enough of it can be really, 
really bad.

And that can make a person 
extremely fatigued, extremely tired. 
They’re not able to lose weight and 
they feel like a zombie. And they 
feel like they’re going crazy. And 
this is part of the reason why we 
really have to look at the whole body 
when we’re treating a person with 
Hashimoto’s. We’re not just looking 
at one gland in isolation. We have to 
look at the whole feedback loop.

Dr. Hyman: Okay. So we covered 
stress. Now, let’s talk about food. 
How does food play a role with 
thyroid function because it doesn’t 
seem like it would? So the thyroid 
gland, your hormones, like what 
does food have to do with all that?

Dr. Wentz: So some of the ways 
that nutrition can impact thyroid 
function. So we know that—we’ll 
get into nutrient depletions, but 
also food sensitivities. So, when 
you’re thinking from an evolutionary 
perspective, the only time you would 
eat foods that were not serving you 
would be during the famine.

And so, when we have foods that 
are reactive in our bodies, this is 
going to cause more inflammation. 
Some of these foods can cross react 
with thyroid tissue as well and this 
is known as molecular mimicry. 
When the immune system begins to 
recognize a food as a foreign invader 



and then anything that looks like 
the food becomes recognized as an 
enemy as well. The most common 
food reactions are going to be 
gluten, dairy—

Dr. Hyman: So when you’re eating 
your lunch, your body thinks, “Oh, 
this is bad. This is not me. I’d better 
attack it?”

Dr. Wentz: It is. And then if 
something in your lunch has some 
protein structure that resembles 
your thyroid gland, then you can 
end up attacking— not just causing 
all this inflammation and intestinal 
permeability and all these other 
symptoms and all of these other 
things happening, but also you can 
be attacking your own thyroid gland. 
And one of the foods that are known 
for this that cross-react with thyroid 
tissue is gluten.

Dr. Hyman: Big surprise there, 
right?

Dr. Wentz: Yeah, right?

Dr. Hyman: So it’s interesting you 
say that, because I noticed decades 
ago, I started testing people, and 
everybody who had Hashimoto’s, 
I checked their gluten antibodies. 
And I don’t have a scientific study, 
but I would say probably a third—
at least a third of people who 
had Hashimoto’s have elevated 
antibodies of some level to gluten. 
What are your thoughts about that?

Dr. Wentz: I did a survey—and 
you’re absolutely right, and I’m so 
glad that you started spreading this 
awareness. I read your thyroid book 
at the beginning of my journey. And 
so I would say, I did a survey of over 
2,000 of my readers. And maybe 
this was a biased group of people 
because I’m a big advocate of going 
gluten free. But 88% of my readers, 
out of 2,232 readers, reported 
feeling better going gluten free.

Dr. Hyman: So they felt better, but 

they didn’t actually necessarily have
antibodies against gluten. They just 
got off gluten and they felt better.

Dr. Wentz: Some of them do 
have antibodies. So there’s a few 
different ways. So you can have 
celiac disease, right? And so the 
rates of celiac disease are going to 
be higher in Hashimoto’s than in the 
general population. So depending 
on which part of the world the 
study was done, we’re looking at 
anywhere from 1% to 15% of people 
with Hashimoto’s can also have 
celiac disease. So that’s kind of a no 
brainer.

And studies have found that when 
you remove gluten, some people 
can go into remission. About 20% 
of people with Hashimoto’s who are 
celiac, once they get on a gluten free 
diet, will go into remission. And that 
was one of the very first studies I 
found. And then I was like, “Okay, I 
can do this.” And so that’s one part 
of it and I think that’s kind of been 
well established.

But not everybody has celiac disease 
that has Hashimoto’s. Some of them 
may just have gluten sensitivity or 
gluten intolerance or gluten may 
cause some degree of intestinal 
permeability, which can exacerbate 
autoimmune disease. So we find 
that even when people don’t have 
celiac disease, they can still have a 
gluten sensitivity. So the next level is 
looking at IgG—

Dr. Hyman: So do you recommend 
everybody to get off of gluten who’s 
got Hashimoto’s?

Dr. Wentz: I do. So that’s one of 
the very first things I recommend is 
getting off of gluten.

Dr. Hyman: Does it have to be 
100%? Can you just have like a bagel 
on Saturday or does it have to be 
like… 

Dr. Wentz: If it’s a gluten-free bagel. 

Dr. Hyman: So, you have to be 
100%.

Dr. Wentz: You really do. And I 
would say give it at least six weeks 
and see how that impacts you. And 
I was a very skeptical scientist. I was 
pharmacist trained in conventional 
medicine. And it took me about a 
year to go gluten free because I was 
like, “Okay, there’s no science behind 
this. I don’t have celiac disease. 
I don’t have—it’s just there’s no 
support for this.”

And sure enough I went gluten free. 
Within three days, my acid reflux got 
better. It went away completely. My 
irritable bowel syndrome went away. 
And I had these issues for three to 
five years. And all these things just 
improved. And that’s what I see time 
and time again with my clients and 
with my readers. So many success 
stories of a person going gluten free 
changes their life.

Dr. Hyman: Yeah. It’s true. And I 
think Dr. Fasano, who’s one of the 
leading researchers on gluten, he 
said, “You know, if you have like a 
thumbnail full of gluten in three 
months, it’s like hits the reset button 
to zero.” So it’s kind of hard. You 
have to be diligent and it’s hidden 
in everything. So I’m sure you talk 
about it in your book.

But I think that people have to be 
aware that it could be in all kinds 
of foods that you wouldn’t even 
know would have gluten in it. It’s 
got all kinds of weird names. In 
fact, in most processed food—this 
is something I learned when I was 
studying autoimmune disease—that 
there’s this product that’s made by 
the food industry called microbial 
transglutaminase. Do you know 
about this? And essentially, they 
manufacture gluten.

Dr. Wentz: Wow.

Dr. Hyman: They manufacture 
this thing that’s in gluten called 



transglutaminase that is where 
your body reacts to. And the way 
you find out if you have celiac is 
you have elevated antibodies to 
transglutaminase. But they actually 
manufacture it in microbes. So they 
have like a bacteria farm that makes 
this protein and they put it in food 
because it makes it stick together. 
It’s glue. That’s why they called it 
gluten. It’s like gluey, sticky stuff and 
it sticks the food together.

So pretty much anything that’s 
processed and it doesn’t need to 
have to say on the label. So you have 
to be very, very smart about this. 
And eating processed food is not 
a great idea anyway. But if you’re 
eating any kind of thing that comes 
from a factory or food industry 
company, you kind of have to bet 
that there’s going to be something 
strange in there.

Dr. Wentz: Absolutely. And even 
licking envelops, putting on lipstick, 
all these different things can give 
you gluten exposure. So you have 
to do a thorough inventory. Going/
looking at your supplements, looking 
at the medications that you’re 
taking.

Dr. Hyman: It’s true. So what 
common medications does a 
pharmacist have
gluten in them?

Dr. Wentz: One of the biggest ones 
that has come recently to light was 
Cytomel. So that’s actually a T3-
containing medication manufactured 
by Pfizer and…yeah.

Dr. Hyman: So you have thyroid 
disease, you’re taking a thyroid 
medication that’s caused by 
gluten, and they put gluten in the 
medication. That’s a bad idea. 

Dr. Wentz: Yeah. It’s one of those 
things. Actually, I have a petition out 
about that to get Pfizer to remove 
gluten from Cytomel and to make 
sure that it doesn’t even have 

tiny amounts of gluten, because 
per some people that can be 
devastating. And I’ve had people—
my readers actually made me aware 
of that, where they were doing really 
great and they were doing all this 
lifestyle changes.

They were gluten free. And all of 
sudden, they got a refill of their 
Cytomel. And they were just like, 
“My symptoms are coming back. My 
autoimmune disease felt like it was 
coming back.” So sometimes people 
will have multiple autoimmune 
conditions that go into remission 
when they go gluten free. And even 
tiny amounts of gluten that are 
found in medication can cause flare-
ups.

So over-the-counter medications 
like Advil, things like that, you 
always want to check the labels. 
And I encourage people to talk to 
their pharmacist because these 
formulations can change. I mean 
six months ago, Cytomel was gluten 
free, did not have gluten-containing 
ingredients. And these things can 
just change though.

Dr. Hyman: And it doesn’t say it on 
the bottle. Like when you buy your 
Advil, it says “Oh, it contains gluten.” 
How do you know, right?

Dr. Wentz: Generally, starch, 
I consider that to be a suspect 
word whenever I see that on a pill 
bottle. And I wish there were better 
labeling. But right now, what we 
have to do is we have to call the 
manufacturer and ask what the 
source of the starch is. Because it 
could be rice, it could be potato, 
it could be tapioca or it could be 
wheat.

Dr. Hyman: And this is a trick. You 
can go online. You can search for 
the doctors’ sort of medication 
information. It usually says for 
health professionals but you 
can download what they call the 
PDR, Physicians’ Drug (sic) [Desk] 

Reference guideline, which actually, 
they have to put in what the 
ingredients are and all the other 
ingredients. You can actually read it. 
It’s like a very long thing. But you can 
read through it and find out what’s 
in there.

Okay. So we talked about gluten. 
What else, food wise, can be a 
problem for your thyroid?

Dr. Wentz: The second biggest 
stressful food is going to be dairy. 
So about 80% of people with 
Hashimoto’s are going to be dairy 
reactive. I remember when I first 
went dairy free, one of my good 
friends who’s a pharmacist said, “Oh, 
why don’t you just get the lactose-
free milk?” But it’s actually not the 
lactose, so it’s the dairy proteins. 
It’s casein and, in some cases, even 
whey can be reactive for people. 
And so, in my case, I was making 
myself sicker because I was trying 
to be healthy having a whey protein 
smoothie with Greek yogurt every 
morning.

Dr. Hyman: Oh, yeah.

Dr. Wentz: And that can be a really 
great way to annoy and aggravate 
your thyroid. There are studies 
connecting dairy sensitivity to 
having to escalating doses of thyroid 
medications and proper thyroid 
hormone absorption. No studies 
connecting it to Hashimoto’s per se.

Dr. Hyman: This is not an allergy like 
someone gets a rash or a swollen 
tongue or they can’t breathe. This 
is just a sensitivity that is hard to 
measure.

Dr. Wentz: It’s hard to measure 
sensitivity and it’s not immediate. 
So when I was in pharmacy school, 
I learned about true allergies, right? 
And you’ve probably heard that 
term. And it annoys me because that 
implies that other allergies are not 
true. So there are the IgE reactions, 
which are allergies. And this is what 



we think about like hives and rashes.
And whenever the pharmacist asks 
you for allergies that’s what you put 
in. But there are also sensitivities, 
which are governed by a different 
part of the immune system, and 
this could be the IgA or IgG branch 
and that’s what we’re talking about 
with food reactions. And so you’re 
not going to eat dairy and be able 
to connect it if you’re eating it on a 
daily basis.

But when you go on an elimination 
diet, when you exclude these foods 
for three to six weeks, then you 
start reintroducing them, then you’ll 
start seeing the reactions. So for 
me, acid reflux and IBS was very 
much triggered by dairy and gluten. 
And then as soon as I had even tiny 
amounts of it, it would come right 
back. But when I was off of it, it was 
gone.

Dr. Hyman: I mean the challenge 
in medicine is we go, “Well, where 
is the double blind randomized 
control study that proves that dairy 
sensitivity is real and that it affects 
you?” And I’m like, “There may be 
some that may not be, right?” For 
some things like gluten, there are 
good studies. But for some other 
things, there may not be.

And so what I would say the most 
important study is the study of you. 
I call it the N of one study. N means 
number and it’s a medical term that 
means the study of one person. But 
actually, the NIH now has a whole 
initiative of what we call the N of 
one research, which is actually doing 
research on individuals, not on large 
groups, and showing differences 
between different interventions in 
that person.

So, in reality, the best study is you. 
If you stop something and then you 
feel better, and you start it again 
and you feel worse, you don’t need a 
randomized double blind controlled 
trial. You know what’s affecting you. 
So I encourage you to listen to the 

smartest doctor in the room, which 
is your body.

Dr. Wentz: Absolutely.

Dr. Hyman: So we talked about 
gluten. We talked about dairy. Is 
there anything else food wise?

Dr. Wentz: Soy and grains are going 
to be reactive in a lot of people 
in some cases; nuts and seeds, 
nightshade vegetables. There’s a 
variety of different things and eggs. 
So it depends on the person.

Dr. Hyman: Okay. Let’s talk about 
soy. Because we learned that soy is 
a goitrogen, which means it blocks 
thyroid function. What can you tell 
us about that? And does it matter 
what kind of soy you eat?

Dr. Wentz: And goitrogens, we 
could get on this whole topic. But 
goitrogen is basically any substance 
that can block, that can  interfere  
with thyroid function, right? And so 
there are 20  different mechanisms 
that can  be described as goitrogenic 
mechanism. So some of it can be 
blocking iodine absorption into the 
thyroid like vegetables like broccoli 
and so on and so forth, which is 
actually not an issue for most with 
Hashimoto’s.

In the case of soy, it interferes 
with thyroid peroxidase, which 
is the enzyme that’s required for 
producing thyroid hormones and it’s 
also the source of the autoimmune 
attack. And so we’ve seen—studies 
have shown that infants that were 
fed soy formulas were more likely to 
have thyroid peroxidase antibodies 
later on in life. And, generally, it’s not 
as—

Dr. Hyman: So that’s processed soy. 
They’re not feeding him tofu shakes. 
This is highly processed hydrolyzed 
Franken-soy that they’re giving these 
babies.

Dr. Wentz: Absolutely. And so it’s 

definitely genetically modified. It’s 
something that we want to stay 
away from. Now, fermented soy, 
miso, things of that nature, if we 
grew up eating that and just that, 
likely, it would okay.

But if you’re already sensitized to the 
soy protein, there’s a chance that 
you’re going to cross react with that.
So for most people, I recommend 
excluding soy as a starting point. 
Gluten, dairy, and soy get off of 
those for three months and then 
look at how your body’s doing, test 
your thyroid function.

Dr. Hyman: What about people 
having like kale salad and like kale 
juice and all this stuff? Was that a 
bad idea for people with thyroid 
issues?

Dr. Wentz: There are a lot of 
controversy about goitrogens and 
it was kind of one of those old 
things that was very relevant when 
everybody’s thyroid issue was 
because of iodine deficiency. But 
now, we know that’s not really as big 
of an issue.

So we found that people with 
thyroid disease and Hashimoto’s 
can actually tolerate raw goitrogenic 
vegetables. The times where they 
cannot is actually more like be 
due to SIBO because of the whole 
FODMAP issue. So I would say, for 
most people, eating kale, eating 
broccoli, eating all these like healthy 
green vegetables—

Dr. Hyman: But does it have to be 
cooked? Or can it be raw? Like would 
you juice kale if you’re a thyroid 
patient? I mean, I worry about that.

Dr. Wentz: You know what? I 
probably would say I wouldn’t drink 
like gallons and gallons of kale but 
I wouldn’t necessarily recommend 
doing that in general. But if you want 
to have a kale salad or you want to 
have a green juice that contains kale, 
I wouldn’t worry about it. I wouldn’t 



freak out about it. If you do find 
some things to look out for as if you 
feel colder after drinking that or if 
you feel a little bit more tired, listen 
into your body that, that maybe too 
much for you.

But in general, having a little bit of 
kale salad, having some raw broccoli, 
that’s going to be fine. If you’re 
concerned, you can steam them and 
you can also ferment them. It’s one 
of those big controversies and I hate 
to see so many people with thyroid 
disease avoiding these really healthy 
foods.

Dr. Hyman: I completely agree with 
you. So highlights are gluten and 
dairy free, probably soy free, but you 
can eat your kale. Don’t worry about 
it.

Dr. Wentz: I mean I wouldn’t eat a 
whole tree worth of kale but that’s 
just, I mean, everything.

Dr. Hyman: That’s all I got in my 
garden is kale. It grows from April to 
November. I love it. I always go out 
and get some in the garden.

So let’s now go into nutrients 
because there are certain nutrients 
that regulate thyroid function and 
many of us are deficient in these 
nutrients. So maybe you can just 
quickly highlight a few of them and 
how people get them and where 
they can get them from food. And 
also, if not, what supplement they 
should take for their thyroid?

Dr. Wentz: Sure. So some of the 
biggest deficiencies in thyroid 
disease are going to be vitamin D. 
And so we know that vitamin D plays 
a important role in autoimmune 
disease and in thyroid function. And 
generally, we’re going to be deficient 
in that just through diet. So we can 
get it from fatty fish, things of that 
nature. But—

Dr. Hyman: So unless you’re 
eating a lot of Herring and wild 

mushrooms, you’re going to be 
deficient; or unless you’re lifeguard, 
basically.

Dr. Wentz: Unless you’re a lifeguard, 
yeah. So I generally recommend 
that people do supplement with 
vitamin D. And I find that majority 
of my patients who are in remission 
have optimal vitamin D levels. So 
anywhere between 60 and 80 seems 
to be optimal now. I’m sure the 
numbers will change next week, 
but that seems to be the best bet. 
So getting that from a supplement, 
plenty of sun.

Dr. Hyman: So it’s important to 
check your level because different 
people require different amounts of 
vitamin D to get that level. So some 
people need 10,000, some people 
need 1,000. So you have to be 
careful and actually have your level 
checked so you know what your 
amount should be.

Dr. Wentz: Absolutely, because 
it can build up in the body. Some 
of the other vitamins are easily 
eliminated.

Dr. Hyman: So what else do people 
need besides vitamin D? And by the 
way, in order for your thyroid to 
work at the receptor level, where it 
binds in the nuclear receptor, you 
actually need vitamin D to activate 
the thyroid and also vitamin A. 
Without that, you can’t actually have 
your thyroid working even if you 
have enough thyroid.

Dr. Wentz: Absolutely. So selenium 
is a very important nutrient as 
well. And so it’s been connected 
to thyroid, to Hashimoto’s, Grave’s 
disease, postpartum thyroiditis. And 
generally, we’re looking at getting 
a person on anywhere from 200 to 
400 micrograms of selenium per 
day. That’s been shown to reduce 
the autoimmune attack on the 
thyroid gland.

I’ve seen a lot of people with the 

anxiety resolves as well when 
they start selenium. And a lot of 
people will say Brazil nuts are an 
excellent source and I think it can 
be. However, we want to make sure 
that the dosage is optimal. So we 
know that selenium is the goldilocks 
nutrient as well. And when you 
get too high doses, above 800 
micrograms, you can become toxic.

Dr. Hyman: Yeah, you don’t want 
to eat a whole a bag. It’s like 50 per 
Brazil nuts. You have four that’s 
good, four to eight maybe, but after 
that, it’s too much.

Dr. Wentz: Absolutely. And then you 
don’t want to have not enough. So 
a lot of times, what I recommend 
is actually taking a supplement for 
that purpose just because the Brazil 
nuts, they may have various levels 
depending on where they’ve grown. 
So if they’re grown in this part of the 
world, they might have this much 
selenium and 10 times more or less 
in a different part.

Dr. Hyman: And by the way, the 
nutrients and minerals in your food 
is related to the soil they’re grown in. 
And often, we grow foods in a way 
through industrial agriculture that 
has depleted the soil, so there’s very 
little minerals in the soil. So, often, 
very mineral deficient. And why you 
need selenium is because it does 
what?

Dr. Wentz: It does a lot of different 
things. So with the thyroid, it’s like 
a powerhouse. One of the things it 
does is it helps up convert T4 to T3, 
the more active thyroid hormone. 
Another thing it does is it helps us 
detoxify—

Dr. Hyman: So wait, back up. So 
basically, your body makes thyroid 
hormone in your thyroid gland and 
then it kind of goes into circulation 
and then your body has to convert it 
to the active form, which is called T3. 
And you need selenium to do that, 
right?



Dr. Wentz: Absolutely. So selenium 
is required to have the T3 hormone, 
which I like to call kind of the go 
hormone because it’s more effective 
at stimulating our metabolism. It 
helps us grow hair and helps us lose 
weight and just feel energetic and 
feel great. That’s a part of it.

Dr. Hyman: So what other 
nutrients? Vitamin D, selenium…?

Dr. Wentz: The B vitamins are 
very important. So thiamine is very 
important for thyroid function. 
And deficiencies in that can 
create a lot of thyroid symptoms, 
especially, fatigue. B12 is another 
very important B vitamin that 
can be deficient. Biotin is another 
one of those B’s. And generally, 
I recommend that a person get 
on a B complex vitamin to try to 
get adequate levels of that. Iron 
or ferritin may also be a common 
deficiency in people with thyroid 
disease. And we need iron to 
basically carry thyroid hormone into 
our cells.

Dr. Hyman: What about this iodine 
thing? You mentioned iodine and 
we need iodine. So how much do 
we get? And people are taking huge 
doses of iodine.

So there were 6 and 12 milligrams of 
iodine where we should be maybe 
taking micrograms. So can you talk 
about that and the controversies 
about that?

Dr. Wentz: Well, yeah. So we 
could be here all day. So iodine is 
such a controversial topic in the 
thyroid world because we know 
that we need it. We absolutely 
need it for proper thyroid function. 
And whenever we’re deficient, 
we can have goiters, we can have 
hypothyroidism.

But what studies have also shown 
is when we get too much of it…No 
nutrient lives by itself in a vacuum. 
It can offset the whole autoimmune 

response causing more oxidative 
stress in the thyroid gland when 
other nutrients are depleted. 
And excess iodine can actually 
exacerbate Hashimoto’s.

Dr. Hyman: Yeah. So why are 
people—

Dr. Wentz: I think it’s one of those 
things when you’re not really 
looking at the full picture because 
the high doses of iodine may make 
a person more energetic and they 
make a person lose weight. But a 
lot of times, if you’re looking at the 
person’s labs, this can be because 
of an elevation in thyroid antibodies 
and an elevation in TSH and thyroid 
cell turnover.

So what happens in Hashimoto’s 
is, as we break thyroid tissue, the 
thyroid hormone gets dumped into 
the bloodstream. And this is known 
has hashitoxicosis. And this can 
cause a lot of the symptoms that 
are very much like hyperthyroid 
symptoms. And it can make a 
person feel anxious but also more 
energetic.

And so I think people, just looking 
at how the person feels, where 
they’ll feel more energetic because 
of that rush of thyroid hormone in 
the bloodstream, that’s why they 
utilize it. But they’re not realizing 
that the rush of thyroid hormone is 
actually coming from an accelerated 
destruction to the thyroid gland.

Dr. Hyman: Yeah, that’s like it.

Dr. Wentz: Yeah. So that’s the 
concern. And dosages between 150 
and 300 micrograms are where we 
want to be from like a supplemental 
perspective. So if you’re looking at a 
prenatal vitamin or a multivitamin, 
that’s how much iodine, generally, is 
going to be in there.

Dr. Hyman: 100 to 300 micrograms.

Dr. Wentz: Yeah. Above that, 

you may have the higher risk of 
Hashimoto’s. Below that, you might 
have hypothyroidism. So you want 
to stay kind of in that sweet spot 
between 1 and 300 micrograms.

Dr. Hyman: So it’s amazing how 
much your diet and nutrient levels 
play a role in your thyroid. What 
about some of the other big factors? 
We talked about food sensitivities 
and the diet part. But what about 
some of the other factors that you 
talk about such as toxins or just 
infections? What about those things? 
We talked about stress but what 
about those other two areas?

Dr. Wentz: So, let’s talk about toxins. 
And I think part of the reason why 
we have such an epidemic of thyroid 
disease in our world is because 
our world is becoming more and 
more toxic. So we’re looking at 
toxins in our home, toxins in our 
environment. So I was personally 
exposed to Chernobyl.

Dr. Hyman: Wow.

Dr. Wentz: Yeah. And so, I was down 
the Ukrainian border in Poland when 
I was growing up. And so we know 
that anybody—

Dr. Hyman: So you’re from Eastern 
Europe?

Dr. Wentz: I am from Eastern 
Europe?

Dr. Hyman: Wow. Amazing.

Dr. Wentz: And we know that 
anybody—there was one part in the 
Ukraine that 80% of the children 
that were of a certain age had 
thyroid antibodies indicative of an 
autoimmune attack on their thyroid 
gland. So it’s not just genes. It’s our 
environment that’s bringing this out. 
Now, even low doses of radiation 
can produce and exacerbate 
conditions like Hashimoto’s and 
asthma. So that’s one sort of toxin.



Another toxin is fluoride in our 
lovely water supply. So public health 
officials wanted us to have better 
teeth. But unfortunately, fluoride 
actually suppresses thyroid function. 
And we know that communities that 
utilize fluoride have higher levels 
of hypothyroidism. Back in the 
day, fluoride was used to suppress 
thyroid function in people with 
hyperthyroidism. So that’s another 
source of toxicity. Then we have—

Dr. Hyman: That’s concerning 
because a lot of people are exposed 
to that. And it’s not something 
that even you know about or have 
a choice about, it’s just put in the 
water. And what about kids who are 
getting all these thyroid pills from 
their doctor?

Dr. Wentz: Absolutely. So it’s 
something that is in our water 
and we don’t know about it, we’re 
taking it in. Then we have endocrine 
disrupting chemicals in makeup. This 
is the point that gets me really upset 
because thyroid disease affects 
women primary and women are the 
ones that have six to eight personal 
care products each day compared 
to maybe two or three that men put 
on.

And a lot of our personal care 
products that are supposed to make 
us more beautiful and wonderful 
and all that are actually making us 
sicker. So we know that women who 
wear lipstick are more likely to have 
lupus and that’s potentially due to 
lead contamination and then there’s 
mercury and then there’s arsenic. 
A lot of different toxins have been 
found in beauty products. Lipsticks, 
I would say, would be the most 
devastating.

Dr. Hyman: So stay away from 
radiation. Don’t have fluorinated 
water, filter your water, right?

Dr. Wentz: I like filters.

Dr. Hyman: And check out safe 

body care products. I recommend 
people going to ewg.org, where they 
have a database called Skin Deep, 
where you can find skin products 
and put yours in there and see what 
kind of toxins there are. They rate 
them whether they’re good or bad. 
So, really important to reduce your 
exposure.

What other things like can you 
do for mercury and lead and all 
these—do you find that people get 
rid of them that they actually thyroid 
improvement? Or once they’ve got it, 
it doesn’t affect them if they get rid 
of it?

Dr. Wentz: Let’s use mercury as 
an example. So people who have 
mercury amalgams. So they have 
those silver fillings in their teeth. 
That’s a source of mercury. And 
what studies have found that some 
people are mercury sensitive. And 
when they’re mercury sensitive, 
when you remove the fillings, they 
actually have better outcomes and 
their thyroid antibody is reduced.

Their symptoms improve. Then, 
there is a subset of people with 
Hashimoto’s who are not mercury 
sensitive and you can do a test 
called the MELISA to determine 
that. And so those people probably 
are not going to benefit as much 
from the removal. But you do want 
to make sure that you remove 
them safely with a biologic dentist. 
Because removing mercury in 
some cases like chelation or even 
removing amalgams can exacerbate 
things if your clearance pathways 
are not moving properly.

So one of the things that I 
recommend rather than having 
somebody do heavy duty chelation 
or something like that right off the 
bat is looking at supporting liver 
function. So doing things like milk 
thistle, n-acetylcysteine, green 
veggies, broccoli, to try to move 
some of those toxins naturally or 
moving by helping your liver do its 

job. Or sitting in a sauna, that can be 
very, very helpful rather than taking 
out some of the toxins and letting 
them kind of recirculate.

Dr. Hyman: Absolutely. I think it’s 
important. And we’re so exposed 
to so much. And I’ve written a lot 
about this how we actually can 
detoxify, what foods we can use; 
how we can use things like exercise 
and saunas, hot baths; how we can 
use nutrients and supplements to 
upregulate detox pathways; how 
we can use things in the gut to help 
bind the metals. There’s all science 
of detoxification, which is pretty 
important.

And I think the thyroid gland is often 
called the yellow canary because it 
basically is like the yellow canary in 
the coal mine. It’s the gland in our 
body that reacts most strongly to all 
sorts of things and all the things that 
we’re talking about; toxins, allergens, 
poor diet, stress. It’s a very sensitive 
gland and that’s why we see such an 
epidemic and problems with it.

So what about infections? You 
mentioned that. What about that?

Dr. Wentz: So chronic infections can 
trigger autoimmune thyroid disease 
through a few different mechanisms. 
One of them is through molecular 
mimicry, which we talked about. So 
the infection looks a little bit like 
the thyroid and it has some protein 
sequence that’s similar. And the 
immune system attacks the infection 
and then the thyroid because it 
looks like the infection. So that’s one 
mechanism.

Another mechanism is the bystander 
effect when perhaps the thyroid 
gland may have an infection in it, like 
a virus. And as the immune system 
tries to attack the infection, it attacks 
its home, as well. So that’s how the 
thyroid can get damaged that way.

Another way is through inducing 
intestinal permeability. So we 



know that intestinal permeability 
is a factor and in just sort of every 
case of autoimmune disease and 
infection specifically in the gut or in 
the mouth, even in the sinuses can 
all produce intestinal permeability. 
So some of the most common ones 
I’ve seen in people are going to be H. 
pylori; Blastocystis hominis, which is 
a protozoan parasite.

It’s been connected to Hashimoto’s 
and there’s one—I’ve been seeing 
it for quite a few years. Usually, 
when we get rid of that pathogen, 
people will start seeing a reduction 
in thyroid antibodies and the 
reduction in food sensitivities. And 
there was one paper, I should say, 
that highlighted a person going into 
remission by treating that pathogen. 
And so it’s also been connected to 
chronic hives and irritable bowel 
syndrome. So that’s one particular 
pathogen that may be present.

Dr. Hyman: Yeah, it’s common. And 
most doctors, by the way, don’t test 
for it and don’t even look for it. And 
they don’t even know what to do 
it once they get it and think it’s not 
pathogenic so they might not treat 
it.

Dr. Wentz: Yeah. They think 
it’s commensal. So they say, it’s 
supposed to be there. But sure 
enough, when you have symptoms, 
you get rid of it, the symptoms 
go away too. So there’s different 
schools thought on that. And I’m 
definitely with the school of thought 
that it’s something that we want to 
get rid of. And then we have small 
intestinal bacterial overgrowth. 
So about half of the people with 
hypothyroidism are going to have 
that and that can be a profound 
inducer of intestinal permeability.

Dr. Hyman: You mean leaky gut?

Dr. Wentz: Exactly, leaky gut. My 
Eastern European accent is coming 
out, so…

Dr. Hyman: It’s all right. You speak 
Polish, I don’t. So that’s good. I think 
it’s true. I think we don’t even think 
how does our gut bacteria affect 
our health in that way and it affects 
everything. So you’re saying, it even 
affects our thyroid function.

Dr. Wentz: Absolutely. And I 
think there’s a controversy about 
parasites. I’m a big proponent of 
the Paleo movement. But they’ll 
say, “Well, parasites are Paleo and 
parasite are good. We should have 
parasites that help with autoimmune 
disease.”

But just like there are good 
bacteria and pathogenic bacteria 
and opportunistic bacteria, same 
goes with parasites. So there are 
parasites that are beneficial to us 
and live in symbiosis with us. And 
then there are ones that cause us all 
kinds of trouble.

Dr. Hyman: And it depends on 
you, right? It really depends on the 
individual. That’s why it’s sort of you 
can’t just make blanket statements 
for everybody.

So one last thing I want to ask you 
about was the issue of sugar. And I 
read a lot about sugar and diabesity 
and can they detox and so forth. 
How does sugar and diabesity and 
blood sugar problems play a role 
and then some resistance play a 
role in thyroid function? Because it’s 
pretty epidemic, right? And how do 
we connect those two?

Dr. Wentz: That’s a really big 
connection. Researchers in, actually, 
my home country, Poland, found 
that up to 50% of people with 
Hashimoto’s have an impaired 
tolerance to carbohydrates. So that 
means that when they’re consuming 
these carbohydrate-rich foods, their 
blood sugar goes up too high and 
too quickly. And this can lead to like 
a rapid, sometimes excessive release 
of insulin.

And then you have this insulin 
surge. And then what happens is 
you have reactive hypoglycemia 
when your blood sugar goes too 
low. This causes a lot of unpleasant 
symptoms so feeling nervous, 
lightheaded, anxiety, feeling ‘hangry’ 
is a common side effect of that when 
you’re still hungry you get angry and 
feeling fatigued. And so that’s kind of 
one piece of it.

The next piece is this reactive 
hypoglycemia is going to be a big 
stressor for the adrenals because 
then they have to show up and kind 
of try to repair the damage and 
remedy the situation. And as this 
is happening, so that depletes our 
cortisol levels. And then cortisol is 
no longer able to do all of its anti - 
inflammatory functions.

And this can actually lead to more 
production of thyroid antibodies 
and more inflammatory markers 
within the body. And so what I’ve 
seen is these blood sugars can really 
flare up thyroid antibodies. So when 
you have a person on a high sugar 
diet versus a low sugar diet, and a 
lot of times, the very first thing I’ll 
recommend is balancing the blood 
sugar. We’ll start seeing that people’s 
thyroid antibodies dramatically 
reduced and that’s all they do. And 
then they feel so much better. They 
don’t feel like they’re going crazy.

Dr. Hyman: That’s true. It’s like 
a hormone soup. You’ve got 
thyroid, adrenals, your insulin, the 
pancreas, even sex hormones; all 
are dynamically interacting all the 
time. So it’s important to understand 
our body is a system and that’s the 
beauty of functional medicine.

So I want to just finish on one topic, 
which is what if people have to take 
medications and what should they 
take and how do you figure out, 
as a pharmacist, what’s the right 
treatment for people?

Dr. Wentz: So, of course, everybody 



is going to be different. And 
what I think they should know 
is that there’s more than one 
thyroid medication. So though 
Synthroid was one the number 
one prescribed medication, and 
most endocrinologist and most 
conventional medical doctors will 
put a person on Synthroid, which 
is the T4 hormone, and we talked 
about how T3 is the more active 
thyroid hormone.

And so through the medication like 
Synthroid, you’re basically getting a 
pro drug or a pro hormone because 
it needs to be turned into the more 
active drug within the body. And 
that always happens really well on 
paper but doesn’t always happen 
so well within the body because 
of a lot of nutrient deficiencies, 
impaired liver function, impaired 
gut function, stress; all these things 
can prevent this proper conversion. 
And so in an ideal world, if you had a 
person that—where everything was 
functioning perfectly, perhaps the 
T4 medication would be just fine for 
them.

And some people do just fine on the 
medication like Synthroid or Tirosint, 
which is more of a hypoallergenic 
version without lactose and it’s 
easier to absorb. But in many other 
cases, we see that people just don’t 
feel their best with a T4-containing 
medication and they benefit from 
the addition of T3 into the mix. So 
a lot of times, this may be adding 
a medication like—I would say the 
generic version of Cytomel, because 
the Cytomel right now may be 
contaminated with gluten. So that’s 
one option.

Another option is to go to natural 
desiccated thyroid medication, 
so Nature- Throid, WP Thyroid, 
or Armour. These are old school 
medications that are isolated from 
the thyroid glands of pigs, which 
are very bio identical to the thyroid 
glands of humans.

And so this produces a more natural 
response of how your own thyroid 
would produce hormone within your 
own body and many people will 
report that they feel dramatically 
better using these natural 
desiccated thyroid medications or 
sometimes compounded versions in 
the same dosages of somebody has 
sensitivities or religious reasons why 
they cannot have pork.

Dr. Hyman: What percentage of 
people don’t do well in Synthroid? Is 
it half, 75%? Like who would benefit 
from tweaking of their thyroid 
medication?

Dr. Wentz: So let me tell you, 
I’m going to be very biased here 
because the studies will say that 
90% of people do just fine on T4 
medications, where—

Dr. Hyman: Depends how you 
define just fine, right?

Dr. Wentz: Yeah, just fine, that 
they’re fine, that they don’t need 
these other medications. In my 
experience, I would say the reverse 
is probably true. So definitely, 
the people that are coming to me 
are probably not the people that 
are singing the praises of their 
medications and saying everything is 
fine. So in my experience, I’ve been 
a pharmacist for 10 years. I’ve been 
a thyroid specialist for the last four 
of them and focusing just on that. 
And majority of my people, I would 
say 90% feel better that way and 
they benefit from this combination 
medication.

Dr. Hyman: That’s great. So what 
about the things with Armour and 
Westhroid and Nature-Throid? 
Like of those choices, there are 
differences, right? How do you 
decide which one? And are there 
problems? People have been saying 
they have problems with Armour 
and people do better in Westhroid. 
Maybe, Armour has gluten in it. 
What do you know about that?

Dr. Wentz: There’s a lot of 
controversy with that. There’s 
always the issue of reformulation. 
So Armour, at one point, was 
reformulated. And that caused 
issues for some people who were 
not absorbing it properly. Perhaps, 
corn might have been an issue for 
some. With Nature-Throid and WP 
Thyroid, why I like them is because 
they tend to have fewer ingredients 
and fewer fillers. WP Thyroid is going 
to be the most hypoallergenic of the 
bunch.

Dr. Hyman: Is that Westhroid?

Dr. Wentz: Yeah. And they recently 
rebranded. So now it’s WP Thyroid. It 
used to be Westhroid Pure. And just 
to confuse everybody, now, it’s WP 
Thyroid.

Dr. Hyman: That’s fantastic. This is 
such a great amount of information. 
What do you say to patients whose 
doctors say, “Well, when you take 
this natural thyroids, there’s no 
way to regulate it. The doses aren’t 
consistent. They’re not standardized. 
And you shouldn’t take it.”

Dr. Wentz: I would say that, that 
information is very, very true from 
50 years ago. But in modern days, 
we have advanced assays where 
the medications are very highly 
regulated. So, for example, RLC Lab 
will say that they have never had a 
recall for inconsistent batches. So 
they do, back in the day—

Dr. Wentz: So they’re just repeating 
the mantra that their professor told 
them from 1950, basically.

Dr. Hyman: Right. And I think at 
that time, that information was 
very accurate. But now, we’re 
measuring actual levels of T4 and 
T3. Back in the day, they were just 
measuring iodine. And depending 
on the animal’s diet, that could’ve 
been high or low. And so that was 
an accurate way to measure thyroid 
hormone. So I totally appreciate 



where they’re coming from. But it’s 
not going to be relevant at this point 
because we use more advanced 
assays for figuring out what’s in our 
medications.

Dr. Hyman: Well, this has been such 
a great conversation, Izabella. We’ve 
covered a whole gamut of thyroid 
dysfunction, why people get it. We 
haven’t talked too much about how 
to diagnose but I know that’s in your 
book, Hashimoto’s book on thyroid, 
which is the root cause book. And I 
read about it.

I wrote a little eBook called the Ultra 
Thyroid Solution, where I talked a 
lot about these issues, as well. And I 
think that people now have a bigger 
understanding of the complexity 
of thyroid disease but also the 
empowerment around things you 
can actually do to fix it and improve 

it and maybe even reverse it. And I 
think that—I encourage people to 
check out Izabella’s work.
Where can they find more about you 
and your book and your work?

Dr. Wentz: They can go to 
thyroidpharmacist.com. So I 
have information about my book, 
Hashimoto’s: The Root Cause 
there. And if they wanted to go to 
thyroidpharmacist.com/gift, I’d love 
to share some recipes, the whole 
nutrient depletions chapter so 
they could figure out exactly what 
nutrients they can benefit from.

This helps people with symptoms 
right away, and then a quick starter 
diet. Because when I first went 
gluten and dairy free, I did it all 
wrong. I did the gluten free junk 
food diet. And I actually like got 
worse before I got better. So I don’t 

want people to make the same 
mistake again. So I have a little guide 
on how they can just quick start 
themselves into that.

Dr. Hyman: I always say gluten-free 
cake and cookies are still cake and 
cookies.

Dr. Wentz: Yeah. And you think 
it’d be common knowledge. But it’s 
not because most of our education 
comes from Subway commercials, 
at least mine did in nutrition. So I’m 
grateful for the work that you’re 
doing in this world. This summit is 
going to help so many people.

Dr. Hyman: Well, thank you so 
much, Izabella. Great to see you. 
And, everybody, check out her work. 
And we’ll see you next time.



Sean: Welcome back to The Second 
Opinion Series. I’m super-pumped 
up about this interview. We’re about 
to nerd out with Nora Gedgaudas, 
nutritional practitioner, as well as 
author of Primal Body, Primal Mind. 
Nora, thanks for hanging out with 
us.

Nora: Sean, thanks for being here.

Sean: Really appreciate it. We’re 
talking about autoimmunity, 
Hashimoto’s, things like that. 

Nora: Right.

Sean: But before we get to that, 
we’re in your office right now. And I 
love your office. 

Nora: We’re in some aspect of my 
office. Yes.

Sean: It’s got this Zen-like feel to it. 

Nora: Yes.

Sean: Tell us, how do you work with 
clients? What do you do here?

Nora: Well, I do a combination of 
something called neuro feedback, 
and also nutritional therapy, nutri-
tional consultation. And sometimes 
those things overlap. Sometimes 
they don’t. And a lot depends on 
what people are actually needing. 
But I work with training people’s 
brains. I deal a lot with people who 

are struggling with, you know, what 
they think of is mentally-related is-
sues or neurologically-related issues 
and symptoms.

But a lot of that dovetails into…Most 
people’s heads are screwed onto 
their bodies, that I’ve met. And so 
the whole idea of this sort of the 
mind being a separate thing from 
the body or the brain 
being separate from the body is 
kind of a myth. So usually we end 
up looking at a lot of other things, as 
well.

But Hashimoto’s is a subject fairly 
near and dear to my heart because 
I actually am the only woman in 
my entire family that doesn’t have 
Hashimoto’s.

Sean: Really?

Nora: Yeah, and including my nieces 
and everything else. And this is really 
kind of an epidemic issue right now. 
A lot of people aren’t aware of the 
fact that easily more than ninety per-
cent of all low-functioning thyroid 
cases are actually autoimmune 
in nature. And so this is radically 
underdiagnosed. And it’s radically 
prevalent.

Sean: So about ninety percent. What 
are some of the tell-tale symptoms 
of autoimmunity?

Nora: Well, it’s kind of interesting 
because usually a person with thy-
roid autoimmunity will have some 
combination of symptoms related 
to low thyroid function and hyper-

thyroid/overactive thyroid function. 
So they may have the weight gain, 
or they may not have undesirable 
weight gain. They may have consti-
pation. They may be brain fogged 
and depressed. They may be con-
stipated, things like that. But they 
also may have time where they have 
insomnia issues or they have heart 
palpitations.

A lot of these people are extreme-
ly nervous and emotional. In fact, 
they tend to have very commonly 
a lot of characteristics one might 
also associate with bipolar disor-
der. Sometimes somebody walking 
in with those kinds of symptoms 
prompts me to want to look at that 
as a possibility, not that all bipolar 
disorder by any means is associat-
ed with Hashimoto’s. But it shares 
many common characteristics with 
it. So having a very rapid pulse even 
at rest, things like that are common 
characteristics of hyperthyroid func-
tion.

Sean: Yeah, that’s what I was think-
ing.
 
Nora: So with a Hashimoto’s person, 
these things tend to kind of flip-flop. 
And they sort of get convoluted 
with each other. And, again, the vast 
majority of low-functioning thyroid 
cases are actually autoimmune in 
nature. And because of that, there’s 
a bigger problem underlying this 
that really isn’t a thyroid glandular 
issue.

In other words, if you’ve been 
diagnosed with autoimmune thy-
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roid, your primary problem really 
isn’t thyroid related. It’s immune. 
The thyroid gland itself may need 
some support. And there’s certainly 
nothing wrong with taking thyroid 
hormone if it’s called for under the 
circumstances because we need 
thyroid hormone for almost every 
physiological process. It’s incredibly 
important.

But a lot of people find that their 
symptoms really don’t get better 
when they’re taking the thyroid 
hormone because if you’re having 
a cytokine storm…What a cytokine 
storm is is you’re being flooded with 
inflammatory compounds due to 
a reactivity to something either in 
your diet or in your environment 
or something that’s just driving an 
inflammatory process right now. 
That can actually inhibit the thyroid 
hormone receptors, can block them 
and prevent you from being able to 
make good use of the hormone even 
if you’re supplementing with it. So 
your labs may look prettier, but you 
may not feel any better. And that’s a 
really common characteristic in this 
particular brand of illness.

Sean: If that number is ninety per-
cent, why don’t we hear about this 
more often? I’ve had clients, and I 
know people who have thyroid prob-
lems. And very seldom do they say, 
“Oh, this is an autoimmune issue. 
This is Hashimoto’s.” Why is that?

Nora: Well, there are a bunch of 
different reasons. In conventional 
medicine, typically the one thing that 
they ever really bother to test is your 
TSH, which incidentally isn’t even 
a thyroid hormone. It’s a pituitary 
hormone, right?

And if your TSH is elevated, “Okay, 
your thyroid is under functioning. 
We’re just going to prescribe thyroid 
hormone and leave it at that.” They 
don’t bother looking for thyroid 
antibodies. And the main reason 
they don’t bother looking for thyroid 
antibodies is that they really don’t 

have anything to offer you if you 
are positive for thyroid antibodies. 
Their treatment standard does not 
change.

Okay? They’re still going to treat 
it the same, regardless. So they’re 
pretty uninterested in that. 
Other forms of autoimmunity are 
sometimes treated with prednisone 
and things like that. But that’s con-
sidered really too aggressive for au-
toimmune thyroid. There’s so many 
horrible side effects associated with 
that that that’s not something that 
they typically offer in an autoim-
mune thyroid person. So they just 
sort of pretend that it’s not an issue, 
and just give you hormone if you 
need it, and call it good. And it’s not 
good. Again, the actual underlying 
issue itself has not been addressed.

And another part of the reason for 
this is that in the field of medicine 
right now, there is really no such 
thing as a medical immunologist. 
The field of immunology is explod-
ing with this kind of literature right 
now. It’s suffocating, there’s so much 
information available within the con-
text of the field of immunology. But 
immunologists are not MDs, by and 
large. They’re PhD researchers.
They’re looking at this from a whole 
different perspective.

Medical doctors, the only overlap 
with medicine and immunology is 
really kind of a rheumatologist. And 
they’re basically mostly about dif-
ferent medications and things that 
can be used to treat rheumatoid 
arthritis. They’re not really looking 
at what drives the underlying mech-
anisms that are generating these 
immune-related issues.

Now, one piece of semi-good news is 
that the mechanisms driving auto-
immunity are pretty similar across 
the spectrum of autoimmunity. 
There are some things that are a 
little more specific to autoimmune 
thyroid. And that’s our subject 
matter. But a lot of times, if you can 

address the underlying mechanisms 
that are driving autoimmunity—and 
there’s a lot you can do naturally in 
order to do that—there’s a lot that 
you can do to gain ground and feel a 
lot better and manage this condition 
better.

You don’t cure autoimmune con-
ditions. I’ve heard people say that 
you can do that. You can’t. Once 
that gene expression switches on, 
it doesn’t switch back off again. But 
what you can do is you can modu-
late your immune function. And you 
may be able also to, if you’re lucky, 
maybe put the antibody production 
into remission.

Sean: What does that mean to mod-
ulate the gene expression?
 
Nora: Well, the genetic expression 
doesn’t change. Once those genes 
switch on for autoimmunity, they 
tend not to switch off. And there is a 
bit of a genetic component. In other 
words, there’s a genotype where, for 
instance, in my family Hashimoto’s 
is pretty rampant. But there’s also 
sort of a phenotype. In other words, 
the interaction between genes and 
the environment, the environmental 
things that can impact the initia-
tion of these processes. And there 
are certain things that are known 
triggers for the development of 
Hashimoto’s, known things that flip 
that switch.

The thing you kind of have to as-
sume if you have an autoimmune 
thyroid condition is you have to 
make the assumption that gluten is 
a problem for you. The correlation 
between Hashimoto’s and gluten 
sensitivity or celiac disease is so 
overwhelming that it’s nearly 100 
percent association, and either glu-
ten as an initiating or exacerbating 
factor. So you’ve got to lose gluten 
yesterday if it comes down to that.

Sean: Do you have to be celiac or 
just?...



Nora: No. No. Because there’s 
non-celiac sensitivity that can drive 
this process, as well. It’s highly 
correlated with celiac in the litera-
ture. But there’s, again increasingly 
recognized now as non-celiac gluten 
sensitivity, which itself is a vector for 
every manner of autoimmunity that 
there is. Celiac is really only twelve 
percent of what actually comprises 
the totality of gluten sensitivity.

Sean: Do you have to have digestive 
symptoms?

Nora: No! Seven out of ten celiacs 
don’t have any gastrointestinal 
symptoms at all. And there was an 
article in the Journal of Neurology. 
And I forget the exact issue. I can’t 
quote that chapter and verse. But 
the basic quote from the article was 
that “Gluten sensitivity may be at 
times primarily, if not exclusively, a 
neurological disease affecting not 
only the brain and nervous system, 
but also cognitive and psychiatric 
illness.”

So gluten is one of those things—as 
you know from talking to our buddy 
Tom O’Bryan who’s wonderful—is 
one of those things that can impact 
you clear from your hair follicles 
down to your toenails and every-
thing in between. We know it is 
either an initiating or exacerbating 
factor in all forms of autoimmunity. 
So it’s one of those that you have to 
rule out. I would just assume it as a 
problem, actually, with an autoim-
mune condition.

Sean: So get rid of it? All grains? All 
grains? Or just the gluten containing 
grains?

Nora: Well, again, I think you’re 
better off losing all the grains. And 
there are a number of different rea-
sons for that, not the least of which 
is that there’s a phenomenon in 
autoimmunity and gluten sensitivity 
known as cross reactivity.

Sean: Right.

Nora: That has to do with molecu-
lar mimicry. It has to do with other 
substances that, for instance, in the 
case of gluten that may not be glu-
ten containing, but may be similar 
enough in their molecular structure 
that the immune system confuses 
it for gluten and reacts exactly the 
same way. Now, not all potentially 
cross reactive compounds are cross 
reactive for everybody. But the 
single most common…Like half of 
everybody, literally, who has a gluten 
sensitivity also has a cross- reactivity 
with casein, with dairy proteins.

So that’s, again, something that you 
need to…You don’t have to assume 
that you have a problem with dairy. 
But I would use a lab like Cyrex Labs, 
which is the only lab I use or recom-
mend for this just for the sheer ac-
curacy of the information you’re able 
to get from them to rule that out.

But there also some other non-glu-
ten containing grains that them-
selves may either be a source of 
their own food sensitivity or may by 
cross reactive with gluten-containing 
grains.

Sean: Isn’t millet one of them?

Nora: Millet’s one of them. Oats 
are another one. Rice, actually, can 
be cross-reactive with wheat. Sean: 
Even white rice?
 
Nora: Even white rice. In fact, that’s 
the form of rice that they use in the 
Cyrex testing as the antigen that 
they use as their standard. So yes, 
absolutely. And dairy, of course, all 
the different dairy proteins. They 
actually break it down. But there 
other things like amaranth and teff 
and buckwheat and other types of 
grains that are seen as supposedly 
gluten-free friendly that for some 
individuals may not be friendly at all.

So if you’re really that intent on 
eating grains…And the thing to keep 
in mind is that there’s nobody living 
or breathing or walking anywhere 

on the planet that has a grain defi-
ciency. There is no such thing. They 
are much more likely to cause you 
problems than they are to support 
optimal health.

And some people may tolerate them 
better than others. That doesn’t 
necessarily mean that they’re health 
food for anybody.

So depending on how symptomatic 
you are, again, the wiggle room with 
each new generation of human on 
this planet is less and less and less. 
We have much less wiggle room 
than our parents did, or than our 
grandparents, or great grandpar-
ents. As time goes on, it’s gotten to 
be very, very challenging to maintain 
any kind of semblance of health at 
all, much less be able to achieve op-
timal health, which I’m honestly not 
sure is even possible even more.

Sean: For the people in our audi-
ence, if they can’t afford the Cyrex 
test, do you recommend just like 
getting rid of grains, gluten, dairy? 
What about something like ghee?

Nora: Right. Well, you know, ghee 
is an interesting one. A lot of peo-
ple think ghee is fine. And I actually 
used to think it was fine, too. In fact, 
I think I probably even mentioned 
that in my book where you think of 
it just being solely the fat fraction of 
butter, right? Most ghee actually has 
trace protein content and would be 
considered a no-no for somebody 
with dairy protein sensitivity.

Now, there is one particular…I don’t 
have any financial ties with these 
guys, but I don’t mind mentioning 
their product because I think it’s a 
really good one. There’s a brand of 
ghee made by Pure Indian Foods. 
And they have one specific prod-
uct called cultured ghee. And that 
particular one—they have other 
ghees that still have dairy proteins 
in them—but all their ghee is 100 
percent pastured, which is very cool, 
and organic. But their cultured ghee 



actually has been certified as dairy 
protein-free. So that would be the 
only dairy product I can think of that 
might be okay.
 
Sean: Can they have just a little bit? 
Just a little bit of gluten here? A little 
bit of dairy here?

Nora: Right. And the fact is that if 
you have an immune reactivity to 
gluten on any level in any way shape 
or form, then you need to eliminate 
that gluten 100 percent. If you’re 
only ninety-nine percent with it, “Oh, 
I’m mostly gluten-free.” You’re not 
gluten-free. It’s like being a little bit 
pregnant.

Sean: That’s exactly what I was 
thinking.

Nora: Either you are or you’re not. 
And the thing is, too, with respect to 
neuro inflammatory kinds of condi-
tions, which is only slightly off topic 
because a lot of Hashimoto’s people 
really do suffer neuroinflammation. 
But also just simply from the stand-
point of the thyroid autoimmunity 
itself, that even trace exposure of 
gluten can be enough to set up an 
inflammatory reaction either in the 
thyroid or in the brain that can last 
for six to eight months.

Sean: For that long, huh? Wow.

Nora: For that long. Yeah. So you 
may decide, okay, you’ve been diag-
nosed with a thyroid related thing. 
You may say, “Okay, I’m going to go 
on a gluten-free diet for two weeks 
and see how it goes.” That may not 
be enough time for you to really get 
a clear idea.

Sean: What would be enough time?

Nora: Well, I would say ideally a 
minimum of six months. But when 
it comes to elimination diets, my 
skepticism about elimination diets is 
that people aren’t usually…Nobody 
wants to think that they can’t eat a 
food that they really like to eat. A 

lot of people are kind of addicted to 
those foods. And so it’s like, “Yeah, I’ll 
try going gluten-free for a couple of 
weeks.” So they’re not eating bread. 
They’re not doing pasta.

But they’re not necessarily…They’re 
still going out to restaurants. They 
may be getting cross contamination. 
Or they still may be eating what 
they think of as a gluten-free diet, 
but they’re eating things that they’re 
cross reactive to without knowing it. 
And that is really problematic 
because then their symptoms don’t 
abate. They think gluten is okay. It 
was never a problem. “And, there-
fore, I can go back to eating that 
again. Phew, glad that wasn’t an 
issue.” And they really haven’t exam-
ined it to the degree that they need 
to.

I don’t necessarily trust that people 
are going to do their appropriate 
diligence in really conducting a true 
elimination diet. It’s really hard to 
do. Now, when you can show them 
a test result that says, “You tested 
positive for this,” there’s not a lot of 
room for ambiguity there. It’s like, 
“Well, okay, now I have to deal with 
this.” People then become automat-
ically more interested in, “How do 
I get this out?” Then they’re much 
more receptive to what the implica-
tions are of that test result.

And I found it to be the best com-
pliance tool. To me, it’s an invest-
ment in your health. Everybody, we 
all have our things that we spend. 
Some people are like really into…
They’re technophiles. They want to 
spend money on electronics. Or oth-
er people are into shoes. Or other 
people are into…

Sean: I like shoes.

Nora: Yeah, you’re into shoes. 
[Laughs] Yeah, yeah. You’re very hip. 
And I think you’ve got people living 
in trailer parks that have two big 
screen TVs and you know a pickup 
truck outside.

Sean: It’s a matter of priorities.

Nora: It’s where you put your prior-
ities. If you don’t have your health 
in this day and age, you don’t have 
anything. And the number one 
cause of bankruptcy right now in 
the United States is a bad diagnosis. 
Autoimmune disease is a collective 
whole of which Hashimoto’s is either 
the number one or two most preva-
lent autoimmune disease. I think it’s 
probably number two behind celiac 
and gluten sensitivity. But it depends 
on who you talk to. It’s either one or 
two.

But autoimmune disease, as a col-
lective whole, is the number three 
cause of morbidity and mortality in 
the entire industrialized world right 
behind cancer and heart disease. 
However, there’s overlap. The num-
ber one cause of death in a person 
with gluten sensitivity is a cardiovas-
cular event. Number two cause of 
death is malignancy. I’m not saying 
that all of cancer and heart disease…
Obviously there’s a complex etiology 
when it comes to what causes and 
drives these things. But clearly there 
is overlap.

And if you have an autoimmune con-
dition…And by the way, this is an-
other reason to be concerned about 
identifying autoimmunity if you have 
it with your thyroid. And since that’s 
supposed to be the subject we’re 
focused on, is that you have a more 
than fifty percent chance of actually 
having multiple tissue antibodies. 
That usually if you have one set of 
antibodies against one set of tissues 
in your body...I’m kind of fond of 
saying that autoimmune antibodies, 
they’re like cockroaches. If you have 
one, you’re bound to have more.

And polyautoimmunity today is 
becoming—where you have mul-
tiple tissue antibodies happening 
simultaneously, or certainly more 
than one—is becoming more the 
rule than the exception. And it’s 
very uncommon…I do lots of Cyrex 



testing in my practice, lots of it. And 
I can tell you that the overwhelming 
majority of the time that people do 
the testing, that they find that it’s 
not just one, but it’s usually a few 
different…

Sean: Is that the predictive antibod-
ies test?

Nora: Yes, that’s the Array 5 predic-
tive autoimmune antibody array. 
And, of course, they call it…Well, 
Aristo Vojdani wanted to call it the 
predictive autoimmune antibody 
array because they know statistically 
that if you’re producing antibodies, 
it doesn’t diagnose autoimmune 
disease per se. Autoimmune diseas-
es don’t tend to be diagnosed until 
they’re in their end stages.

Sean: Right.

Nora: Right? So you have silent 
autoimmunity where you’re produc-
ing antibodies and don’t necessarily 
have any symptoms right now. And 
then you have reactive autoimmuni-
ty, which is like the stage two where 
you’re having all kinds of symptoms, 
but you don’t necessarily have a 
diagnosis to pair with that. Your au-
toimmune condition is not advanced 
enough. The tissue destruction is not 
advanced enough to be recognized 
by conventional medicine as diag-
nosable.
 
And the standards of diagnosis 
are completely absurd. This is the 
reason why autoimmunity as seen 
as relatively rare because the stan-
dards of diagnosis are so abysmal.

Sean: It has to get so bad before it’s 
recognized.

Nora: Look, if you’re producing 
adrenal antibodies against your own 
adrenal tissue, which I’m here to tell 
you is really common. I see it all the 
time. And commonly people with 
Hashimoto’s, they’ve got adrenal 
antibodies, parietal cell antibodies. 
They’ll have antibodies against their 

cerebellar tissue. They’ll have all 
kinds of things going on.

So to have autoimmune antibodies 
against your own adrenal tissues 
is not at all uncommon. And I’ll be 
talking about this, actually, in an 
upcoming ebook I’m releasing on 
the whole adrenal thing, which is 
still kind of in the 1950s for the 
most part in the realm of natural 
medicine, and still very much in the 
Dark Ages in mainstream medicine, 
bringing that whole subject into the 
twenty-first century.

But that’s not at all uncommon.

But to be actually diagnosed with 
something called Addison’s disease 
is quite uncommon. It’s considered 
a rare condition. The reason it’s 
considered a rare condition is that 
you’re not diagnosable with what’s 
called Addison’s disease until—and 
this is the standard of diagnosis 
in medicine right now—until a 
minimum of ninety percent tissue 
destruction has occurred.

If you’re at only half that, forty-five 
percent tissue destruction, you’re 
going to notice that in every part 
of the way you feel and function in 
your life. And, yet, you’re not going 
to have any answers.
You don’t have a diagnosis until it’s 
so far gone that there’s quite literally 
nothing to be done anymore. They 
may prop you up on prednisone or 
something like that. That’s just not 
acceptable. But that’s the standard 
of diagnosis.

And this is true in a lot of respects. 
Autoimmune thyroid mainly doesn’t 
get diagnosed because mainstream 
medicine sees that as kind of an 
irrelevant finding. The majority of 
thyroid cases are autoimmune in na-
ture, anyway. They don’t really have 
anything to offer that specifically. 
And so they’re just going to kind of 
throw hormones at the glands and 
call it good when the underlying 
issue, again, it’s not a thyroid glandu-

lar issue. It is an immune issue.
 And the immune system, of course, 
it’s a systemic thing. It reaches out to 
every tissue in your body, potential-
ly. There are likely other antibodies 
involved, other tissues involved. Why 
would your immune system just pick 
on your thyroid? Sometimes that’s 
the case. But increasingly that’s not 
the case. It’s usually multiple tissues.

So if you can catch these things early 
on enough, there’s a tremendous 
amount that you can do. You can 
support the tissue that’s being af-
fected to some degree. If you know 
you’re producing antibodies against 
some aspect of your own brain or 
nervous system tissue, you’d better 
believe that your brain and ner-
vous system is going to need extra 
support. But then you also have to 
work, again, to kind of modulate 
your immune function and dampen 
that inflammatory reactivity. Some 
of that is going to come through 
food sensitivity testing. But there are 
also environmental compounds that 
are very commonly associated with 
these kinds of things, too.

Everybody talks about heavy metals 
and mercury toxicity triggering these 
things, or exposure to BPA or myco-
toxins or whatever have you. Well, 
we’re all exposed to these things. 
We live in the twenty-first centu-
ry today, you know. We’ve all got 
heavy metals. We’ve all got industrial 
pollutants that are impacting us and 
our environment, our air, water, 
food supply. We’re all being impact-
ed by a lot of these things. Here in 
Portland, the state flower is mildew. 
Mold is everywhere. Whether or not 
it’s causing you problems is most 
strongly associated with whether 
or not you happen to be producing 
antibodies against these substances 
or not.

And again, there’s only one lab that’s 
actually looking at that, and that’s 
Cyrex. They have an array now that 
actually looks at quite a number of 
common environmental compounds 



in chemicals that, again, aren’t good 
for anybody, but can be particularly 
devastating for certain individuals 
who happen to be producing anti-
bodies against those substances. It’s 
really good to know and be able to 
identify them so that then you can 
take steps to remove these things 
from your environment.

And there was one woman who 
was struggling with all kinds of 
symptoms neurologically. She had 
a mouthful of mercury amalgams, 
wanted to know what to do to get 
those out. That can be really dicey 
to do that. Sometimes, it may not be 
worth the risk to do it in some cases.

Sean: What are the risks for that? 
I just had mine taken out. So I’m 
curious.
 
Nora: Ooh! [Laughs] Okay, I wish 
you would have talked to me first. So 
I’m not saying it’s never appropriate 
to do it. I think, again, particularly if 
you’re producing antibodies against 
mercury, that’s your answer. You’ve 
gotta go do something about that 
because there’s no question this is 
having massive damage to your sys-
tem, to your brain in particular. But 
figuring that out first probably would 
be a first step for me. But some of 
the problems associated with these 
things, particularly in people who, 
they know how to do it, but that’s 
not necessarily their area of special-
ty. You run the risk of re-exposing 
yourself, of really kind of massive-
ly mobilizing the mercury in your 
system, getting exposed, having it 
outgas as it’s being removed, having 
it basically affect your tissues.

I know at least a couple of instanc-
es of people who went to whoever 
somebody said was good in their 
neighborhood to get it done. And 
one person within a few months was 
diagnosed with MS, a friend of mine. 
And a gentleman who really didn’t 
necessarily have a bunch of symp-
toms, they just had a mouthful of 
mercury amalgams, they had those 

amalgams out. And in no time at all, 
they were suffering massive demen-
tia symptoms.

Sean: Really?!

Nora: Yeah, and many which may 
not be reversible. And in this wom-
an’s particular case, she tested for 
a number of environmental com-
pounds. She was off the charts in 
her immune reactivity to mercury. 
And so it’s like “Yeah, well, you’ve got 
your answer.” What I usually recom-
mend is that people go and they do 
their due diligence to research the 
heck out of it. Go to Huggins site or 
wherever they need to go to find the 
most qualified, the best rated, the 
most experienced person out there 
doing it. And then you buy a plane 
ticket to go see them, you know? 
You don’t just go to the first person 
somebody recommends who may or 
may not be experienced enough to 
do it right.

Sean: I got a recommendation from 
David Getoff from the Price-Pot-
tenger Nutrition Foundation.

Nora: Well, then you probably got 
some good advice there. 

Sean: Yeah. Yeah.
 
Nora: But you have to be careful be-
cause you can really, sometimes the 
consequences of removal are worse 
than just living with it. The other 
thing that’s incredibly important, 
though…And we’re a little off topic 
with this, but what the heck.

Sean: It’s okay.

Yeah. So the other thing that I would 
absolutely insist upon…And we’ve 
done that actually with this woman 
because she’s already doing her due 
diligence and she’s found who she 
wants to go to. It’s like now, we have 
to make sure you don’t have a leaky 
blood brain barrier going because 
I don’t care how talented they are 
removing your amalgams, if your 

blood brain barrier’s compromised, 
you’re going to have problems. So 
we gotta make sure that that is 
good. And there is a test for that, 
too.

Sean: The gaba test?

Nora: No. No, actually… 

Sean: Not that one?

Nora: Cyrex actually has, it’s their 
array 20, they’re calling it. It tests 
specifically for blood-brain barrier 
integrity.

Sean: Have you heard the test 
where you take gaba?

Nora: Yes. Well, the whole issue that 
way is that gaba does not typically 
cross the blood-brain barrier. So if 
you take a bunch of GABA and you 
get the desired effect from that, 
chances are that’s not a good sign. 
That’s a little bit of a crude way of 
doing it.

Now, there’s a much more, I think 
there’s a test, specifically, looking 
at that in a really accurate way. And 
so that’s something that you really 
kind of need to ascertain. And if your 
blood brain barrier’s compromised…
Usually if your gut’s comprised, your 
blood brain barrier’s compromised 
because the same mechanisms basi-
cally regulate both. But I would want 
to look at that specifically and just 
make sure that that was intact be-
fore I went and had that done. And if 
it’s not, you’ve got to fix it first.

Sean: Let’s get more into the gut. 

Nora: Yeah.

Sean: The connection between the 
gut and Hashimoto’s. Andrea Na-
kayama, she talked about that in 
her talk. Give us the in-depth nerd 
version of it.

Nora: The nerd version? 



Sean: Yeah.

Nora: Well, it’s a complicated thing. 
The thing I can tell you is that gluten 
I sort of see as the granddaddy of 
all gut compromising substances 
because whether or not you have an 
immune reactivity to gluten or not, 
it’s going to stimulate the release of 
this enzyme called zonulin. Zonu-
lin controls intestinal permeability 
so that even if you don’t have an 
immune reactivity to gluten, you 
consume gluten, it’s going to give 
you an acute compromise of your 
gut barrier for a few hours after the 
fact. And so you’re literally opening 
up the gates for the potential of your 
immune system to start reacting to 
something else that you’re eating.

And I have seen that, actually, where 
somebody actually tested negative 
for gluten reactivity, which shocked 
me. But they were off the charts. But 
they did better on a gluten-free diet, 
which was curious. But it still wasn’t 
perfect. This was a kid with really 
severe migraines. So what mom 
had found was that if he ate glu-
ten-free, that was a little bit better. 
But he wasn’t motivated to stick to 
it because it didn’t totally solve the 
problem. But it helped. But he still 
had the migraines.

And so I said, “Well, we’ve got to look 
at cross-reactivity. We’ve got to look 
at all this other stuff.” The only thing 
that he showed a reactivity to—and 
it was off the charts—was eggs. And 
the kid ate eggs every day. But what 
was happening was that gluten was 
actually helping to facilitate—you 
know what I mean?—it was really 
opening the gates to that egg anti-
gen getting into his bloodstream and 
really, really reacting big time.

Sean: Can you explain that perme-
ability thing, like how the intestines 
are structured and what supposed 
to get through and what’s not sup-
posed to get through?

Nora: Well, our gastrointestinal track 

has a semi-permeable membrane. In 
other words, it’s kind of like a…

Sean: I call it a window screen.

Nora: You can call it a window 
screen. You can call it a bouncer at 
a really hip nightclub in LA or some-
thing like that, who is very, very fussy 
about what gets through and what 
doesn’t. And if that gut barrier integ-
rity is compromised by something 
like gluten that just sort of opens up 
the gates… It’s like, okay the bounc-
er has gone off to Starbucks, or is 
passed out in the alleyway, and now 
all the nerds are getting in and ruin-
ing the club’s reputation.

Sean: Good way to put it. Yeah.

Nora: Right. Yeah. So it can open up 
the doors to things getting through 
that never belonged through. And 
that can happen either through 
some of these channels opening up 
wider than they’re supposed to or 
through literally, kind of parasail-
ing. In other words, the damage to 
the gut, just simply like a hole that 
gets punched through that doesn’t 
belong there.

Sean: So gluten is punching the 
holes in there? 

Nora: Well, it can do both, right?

Sean: And undigested egg particles 
are getting through for the guy you 
talked about? Nora: Right.
 
Nora: Yeah. Yeah. And then the im-
mune system goes, “Whoa! That isn’t 
supposed to be here,” because we’re 
supposed to be absorbing tiny little 
amino acids and some smaller pep-
tides that the body says, “Okay, we 
recognize that. That’s cool.” Gluten is 
actually kind of never altogether cool 
because—and you may have spo-
ken with her—you know something 
about Alessio Fasano, the Harvard 
researcher with respect to celiac 
disease, who stated point blank that, 
“Gluten is actually not digestible by 

any human being.” So there’s no-
body for whom it’s a health food.

I actually see it as fundamentally 
a contaminant. It’s never a protein 
source. And a vegetarian will says, 
“Well, that’s one of the few protein 
sources I can eat.” Well, it’s not a 
protein source. You can’t use it. It’s 
more likely to cause you problems 
than it is to benefit your health in 
some way.

Sean: Well, what if the grain is prop-
erly prepared?

Nora: Yeah, right. Properly pre-
pared! [Laughs] Yeah, let’s go there. 
So that properly prepared means 
sort of sprouting the grains ahead 
of time, which radically increases 
the amount of wheat germ aggluti-
nin. Now, that’s a lectin as a part of 
the gluten molecule that becomes 
more abundant when you sprout 
the grain. And wheat germ aggluti-
nin, you don’t have to be immune 
reactive to wheat germ agglutinin in 
order for it to be able to cross your 
blood brain barrier all on its own, 
attach itself to your myelin, and start 
inhibiting your brain-derived neuro-
tropic factor.

In other words, wheat germ agglu-
tinin all by itself can damage your 
brain. You don’t even have to have 
an immune reactivity to it. So this is 
true of gluten, in general, and wheat 
germ agglutinin are both absolutely 
harmful to everybody that consumes 
them, whether or not there’s that 
immune reaction. But in people who 
are immune reactive, we’re talking 
about a devastating impact on the 
immune system. There’s no such 
thing as a healthy whole grain, in my 
opinion.

Sean: Yeah. A lot of people think 
they’re being healthier by eating the 
sprouted bread. But they’re not.
 
Nora: I know. And they’re not. 
They’re increasing their exposure to 
wheat germ agglutinin. And there 



may be a lessening of some oth-
er potential antigens. But they’re 
increasing additional ones. And, 
again, it doesn’t even have to be 
an antigenic reaction to cause you 
problems. Again, we don’t have a lot 
of wiggle room today. So because 
grains really aren’t a health food for 
anyone, because they’re more likely 
to cause you problems than not, I 
just don’t see any point in consum-
ing them.

There are so many things that you 
can…I mean you can do things with 
nut flour today that will make you 
weep, which doesn’t necessarily 
mean that nut flours can’t cause 
you problems, too. It’s possible to 
be reactive against almost anything. 
But you’re much more likely to have 
an immune reactivity against a food 
that is a post-agricultural food. In 
other words, grains, legumes, dairy 
products, even chicken eggs. When 
you think about it, our most primi-
tive ancestors would have really only 
had eggs very seasonally. It would 
have been just a certain time of the 
year when birds were laying eggs 
when they would have had access to 
them.

And then we have a whole culture…
Not that egg protein isn’t potentially 
fabulous protein, egg yolks and egg 
proteins, potentially, a really good 
protein. But when you think about 
it, should we be consuming some-
thing like that every single day all 
the time? For some people, it may 
be okay. And for increasing numbers 
of people it’s kind of not okay. I’ve 
actually been really dismayed at the 
prevalence of egg sensitivity, which I 
have by the way.

Sean: Me, too.

Nora: Yeah. Yeah. And I had no clue 
that it was a problem. Actually, I had 
no clue gluten was a problem for 
me. I’d kind of gone Paleo fifteen or 
twenty years ago. And I assumed 
because I wasn’t eating grains that 
I didn’t really have to worry about 

gluten. I thought, “Well, if I order a 
little calamari and there’s a dusting 
of flour, why should I care? It’s just a 
small amount.” And clearly, I had a 
lot of catching up to do when it came 
to understanding how this problem 
really works.

But I had no idea until I tested posi-
tive for gliadin antibodies that, “Holy! 
Holy crap! This is really a problem 
for me and I need to do something 
about that.” Dairy, too, off the charts 
with dairy and I had no idea. I was 
eating, the only thing I did for dairy, 
I did butter, raw milk, goat cheeses, 
[and] sheep’s milk cheeses. I wasn’t 
even really doing bovine anymore, 
dairy. I figured that was probably-
okay for me. And it wasn’t. It was 
obviously not okay for me because 
I’d been eating those things and 
that’s how strongly I reacted. And I 
had, again, no idea that I was sensi-
tive to eggs. I was eating eggs every 
morning. Now if I eat a chicken egg 
or I get exposed to chicken eggs, it’s 
really obvious.

Sean: It makes me phlegmy. 

Nora: Oh, yeah.

Sean: I have to clear out my throat 
every two minutes. 

Nora: Phlegmy and my brain fogs 
up.

Sean: It took me years to figure it 
out. I didn’t know what the heck it 
was.

Nora: And different people react dif-
ferently. They’ll say, “Well, what’s—
how’s does that that…?” How a food 
reaction manifests for you may 
depend on you. Some people might 
get itchy. Some people might get 
kind of phlegmy. Some people might 
get brain fogged.

Sean: Exactly.

Nora: I suffered some auditory 
nerve damage a few years back. And 

if I get exposed to something that 
generates inflammation, it feels like 
my head has gone underwater. In 
fact, I start hearing things in a really 
kind of muddled, garbled kind of 
way. I mean, it’s great to have that 
litmus there. But it really sucks too. 
And some people might get joint 
aches and pains. Some people might 
get stomach upset. Some people 
might get headaches. It can mani-
fest. People might get mood swings 
or they might feel really depressed. 
They were feeling perfectly fine. 
Now, today, they just don’t even feel 
like doing anything, or they just feel 
really agitated or irritable. It can be 
anything.

So knowing what to look for, it’s 
literally any kind of symptom at all 
could potentially be associated with 
a food sensitivity. It is not just a 
gut-related issue. The gut is where 
a lot of this starts, allowing things 
through that don’t belong in our 
immune system and setting off an 
immune response. But an inflamma-
tory reaction can manifest itself. And 
we’re only as strong as our weakest 
link. We all have a different kind of 
genetic makeup. For some people 
this is more likely to manifest as an 
autoimmune thyroid condition. For 
some other people, it might be an 
adrenal thing. For other people it 
can be brain autoimmunity.

Sean: Are there any foods that we 
can focus on, or nutrients that we 
can focus on to kind of dampen the 
inflammation or dampen the im-
mune system?

Nora: Yeah. I’m not sure exactly how 
nerdy we want to get. 

Sean: Let’s go nerdy. Let’s go deep!

Nora: Yeah, yeah, yeah. So we have 
different aspects to our immune 
responses: the TH1 immune re-
sponse, which is kind of the attacker, 
the attacking troops, and then the 
TH2, which is more the antibody 
production, the B cells. In a person 



without autoimmunity…And I almost 
want to meet that person. If I run 
into someone who isn’t autoim-
mune, I’m a little startled nowadays 
because it’s just that prevalent to be 
producing autoimmune antibodies, 
most people you see walking loose 
in the street probably are producing 
inappropriate levels of antibodies. 
There’s a little truth bomb for you.

I was having lunch with Aristo Voj-
dani when I was in Los Angeles. And 
we were sitting out there… Sean: 
And who is he, real quick?

Nora: Aristo Vojdani is the head sci-
entist at Cyrex Labs. He also found-
ed Immunosciences Lab. He is one 
of the world’s most elite immunol-
ogists. He’s also published close to 
150 papers in the subject of immu-
nology, and is just one of the most 
respected people in that field. And 
he has done a tremendous amount 
of research into this area. He’d be 
the go-to guy with respect to this.

And we were talking for a little while 
and after a bit, I just sort of said, 
“So basically, what you’re telling me 
is that virtually everybody that we 
see wandering around here in the 
streets,” and we’re talking the streets 
of LA, “is producing some inappro-
priate level of antibody against some 
tissue or another.” And he said, “Yes, 
that’s what it’s come to in the world 
in which we live today.”

This is not a normal thing. This is just 
kind of a sign of the times. And it’s 
a potentially very serious issue. It’s 
something that we all, I think, could 
probably benefit from knowing 
more about in terms of getting our 
own testing done and understand-
ing what tissues may be challenged. 
And then take the steps necessary in 
order to support those tissues and 
support our immune system in an 
appropriate way.

So at any rate, you have the TH1 
immunity. Again, the attacking cells, 
natural killer cells, things like that, 

cytotoxic T cells, etc. Then you have 
your B cells, your B lymphocytes, 
your antibodies. And in a person 
that may not be exhibiting auto-
immunity, these things are usually 
relatively in balance with each other. 
In a person with an autoimmune 
condition, usually one or the other 
will overly predominate. Now, close 
to eighty percent of people with 
Hashimoto’s tend to be TH1 im-
mune dominant, which means that 
that side of their immune system is 
overactive. And anything that you do 
to activate that more is going to just 
make you feel worse.

Now, there’s certain botanicals, cer-
tain herbs and foods and things that 
might actually make a TH1 immune 
person worse. Those are usually 
immune stimulating things like your 
echinaceas and goldenseals and 
astragalus and some of the mush-
rooms and things that we think of as 
being really beneficial may actually 
make a Hashimoto’s person worse. 
Not 100 percent of Hashimoto’s 
people are TH1 immune dominant. I 
know exceptions to that. But a lot of 
them are.

I used to think it was a good idea for 
a person to go and kind of challenge 
themselves in a way to figure out 
which was which. But the problem 
with that is that you have to make 
yourself worse to figure that out. 
And I no longer really think that’s a 
good idea. I just don’t think people 
have the wiggle room to play with 
that.

Sean: So what do we do?

Nora: Well, you can either take a 
look at the list of things. And I have 
a book on autoimmunity that’s 
going to be coming out, an ebook. 
Lots and lots of really good infor-
mation to help people understand 
this more, but also lots of practical 
information that the average per-
son can take and actually empower 
themselves with.

So there are a list of foods that some 
people just automatically know, “Oh, 
yeah, you know when I had that cold 
a few months back.” Now people 
with TH1 immune dominance, they 
get a cold or flu and it may really 
flatten them out because that TH1 
immune thing suddenly goes domi-
nant. And it really wipes them out in 
a way that the average person might 
be able to function a little better. 
But, “Oh yeah. I had that cold and 
then I took this echinacea for the 
cold and oh, my God! My naturopath 
gave me this echinacea thing and I 
think they’re trying to kill me be-
cause it made me so much worse.”

Sean: Right.

Nora: Well, it just happened to 
be over-activating that aspect of 
their immune system that’s already 
over-activated. So for those peo-
ple, taking something that might 
help support the other side of that 
equation might be beneficial. But a 
lot of times people just sort of know. 
They’re like, “Oh, oh, green tea. Oh, I 
don’t tolerate it. I feel horrible after 
I do that.” Well, you may be TH2 im-
mune dominant. That could be part 
of what’s going on. Maybe, I’m not 
saying for sure.

Sometimes people will recognize in 
those lists the things that they can 
and can’t tolerate. And that may 
be helpful for them kind of making 
some quasi-determination of the 
immune dominance. But the saf-
est thing to do, far and away, is to 
actually support something called 
TH3, T helper cell immune function. 
Now that’s kind of like with TH1 and 
TH2, you can kind of picture a teeter 
totter.

Sean: Right. That’s what I was think-
ing about in my head.

Nora: Yeah, it’s like a total teeter tot-
ter. And there you are with autoim-
munity. You’ve got the fat kid sitting 
on one end of the teeter totter and 
the tiny, scrawny, little kid at the 



top of the teeter totter. And they’re 
crying because the fat kid’s bullying 
them and not letting them down. 
And so there’s this imbalance. And 
TH3 immune function is sort of like 
the playground monitor that comes 
out and levels out the teeter totter 
and says, “Okay you guys, chill.” 
Right?
 
TH3 immune function tends to be 
consistently dampened or impaired 
in people with autoimmune. It just 
doesn’t function very well. There are 
three things—well maybe four—that 
are consistently helpful in support-
ing TH3 immune function, which 
automatically is going to be helpful 
towards balancing out the TH1 and 
TH2 thing, but also towards damp-
ening other types of destructive 
inflammation down the line.

Number one is vitamin D. And there 
is a very common polymorphism—I 
mean like in excess of ninety percent 
of people with Hashimoto’s with vita-
min D—in which they are not able to 
make as good a use of vitamin D as 
non-Hashimoto’s people. And so vi-
tamin D becomes a lot more import-
ant when you have Hashimoto’s that 
in making sure you have sufficient 
levels of vitamin D.

And I’m always recommending that 
you don’t just run out and start 
taking these supplements willy nilly. 
Go out and test. Make sure where 
your levels are at. You may need 
higher averages than the average 
normal person that doesn’t have 
Hashimoto’s. So where the vitamin 
D council says, “Well, you want to 
be somewhere between sixty and 
eighty or fifty and eighty,” you may 
want to be between eighty and a 
hundred nanograms per deciliter in 
vitamin D levels. Higher is usually a 
little better.

Sean: So you get the vitamin D test. 
You start taking more vitamin D? 

Nora: Yeah.

Sean: At what point do you retest?

Nora: I would say every few months, 
go. Every three to six months or 
something go and test and continue 
to be sure of what you’re getting 
from what you’re taking.

But I also have a little bit of an issue, 
personally, with taking vitamin D 
willy nilly without it being in concert 
with other fat soluble nutrients be-
cause here’s the deal. All this great 
research into vitamin D and how 
wonderful it is for everybody fails to 
take into account the fact that vita-
min D doesn’t function in a vacuum 
in the body. It works together with 
other nutrients to optimize it’s func-
tioning in the human body.
 
And so vitamin D, for every receptor 
and every cell for vitamin D, there 
are at least two receptors for vitamin 
A. Vitamin A has some role to play in 
balancing vitamin D levels. It’s really 
important that if you’re taking vita-
min D, you’re also taking sufficient A, 
not excessive A, but that there has 
to be some. You don’t avoid vitamin 
A when you’re taking vitamin D, and 
also vitamin K2.

Sean: Backing up, that’s real vitamin 
A, not beta-carotene, right?

Nora: Yes retinol. Yeah, yeah, get me 
started on that because that’s a real 
pet peeve of mine that you look at 
the back of the supplement bottle. 
It says, “Oh, 10,000 IU of vitamin 
A in this product from beta-caro-
tene.” Well, that’s not vitamin A. It’s 
pro-vitamin A. And it takes six to ten 
units of beta- carotene minimum to 
convert into vitamin A.

You have a thyroid issue? You’re 
not making those conversions. And 
there are many other reasons why 
you might not be making those 
conversions either. They’re made 
very inefficiently, if they’re made at 
all. For true vitamin A, you’ve got to 
be getting true pre-formed vitamin 
A. And in every instance that is only 

found in animal-sourced foods. 
Liver is the best source. Cod liver oil 
would be a popular…It’s either a su-
per food or a supplement, however, 
you want to look at it.

Sean: Fermented cod liver oil or 
liquid?

Nora: Well, fermented cod liver 
oil has a few nice things going for 
it maybe that regular cod liver oil 
doesn’t. There seems to be some 
really good reason to consider fer-
mented cod liver oil. I just personally 
wouldn’t be inclined to do the liquid 
because I value my taste buds.

Sean: [Laughs] Seriously!

Nora: I hear that they’ve come out 
with some flavored versions that 
are a lot more palatable. That may 
be true. I haven’t tried them. So to 
be fair, I don’t know. But where I’ve 
done fermented cod liver oil in the 
past, I’ve always done it in capsule 
form. But if you just do a serving 
of calf’s liver a week or something, 
that’s probably enough to support 
your vitamin A levels.

Sean: Okay.
 
Nora: Make sure you’re taking suffi-
cient other fat soluble nutrients that 
may work in concert with vitamin D. 
And make sure that you’re getting 
enough vitamin K2 so you’re not cal-
cifying things that weren’t meant to 
be calcified in your body. You’ve got 
to really be careful. And don’t take 
calcium supplements.

The other thing that is universally 
helpful for supporting T helper cell 
function is omega-3 fatty acids, EPA. 
And we’re not talking about flaxseed 
oil or chia seed oil or whatever else. 
We’re talking about the pre-formed 
animal source omega-3s that you 
find in fish oil or in grass fed meats 
and things of that nature. Really, 
really critical for helping, again, to 
have that immune modulatory affect 
for supporting the TH3 function, 



and also having really critical natural 
anti-inflammatory potential.

And then the third thing that is uni-
versally helpful in the management 
of TH3 function and in the support 
of TH3 function is glutathione, and 
also superoxide dismutase. But, un-
fortunately, a lot of the superoxide 
dismutase supplements tend to be 
from sprouted grains and things like 
that. So I don’t recommend those.

But at any rate, glutathione is some-
thing that is universally helpful and 
really becomes your best friend in 
many respects if you have an auto-
immune condition of any kind be-
cause it’s your body’s most import-
ant antioxidant enzyme. And it will 
take the hit so that your tissues don’t 
in an inflammatory response.

So there are many ways of sup-
porting glutathione production—
sulfur-based compounds in the 
diet—whether those sulfur based 
compounds be from things like egg 
yolks assuming that eggs are okay 
for you, from red meat, but also 
from various brassica kinds of vege-
tables, cruciferous vegetables.

Sean: Garlic?

Nora: Garlic and onions are fabu-
lous, seeks and things like that. A 
lot of these sulfur rich foods are 
great substrate for glutathione 
production. But, also, there are 
supplements like N-acetyl cysteine 
that your body will take and convert 
into glutathione in there. Cordyceps 
is a member of the fungus fami-
ly that has some really profound 
glutathione enhancing properties. 
And that may be really, really useful, 
one of the few so-called medicinal 
mushrooms that is more likely to be 
helpful than problematic in a TH1 
immune dominant person.

Well, there are other anti-inflamma-
tory substances that are really im-
portant. The biggest one that comes 
to mind is turmeric. That’s not so 

much for enhancing glutathione, 
but just having its own anti-inflam-
matory potential, especially when it 
comes to neuroinflammation.

As a foundational dietary approach…
And many people know this about 
me. And a lot of the work in re-
search that I had done and continue 
to do, it keeps coming up again and 
again that a fat-based ketogenic 
approach to things might be par-
ticularly useful for people suffering 
autoimmune problems because it is 
so profoundly anti-inflammatory. It 
helps dampen free radical activity. It 
promotes antioxidant activity.

The other thing is that one of the 
common vectors for the initiation 
and the exacerbation of Hashimo-
to’s is blood sugar surges. And those 
blood sugar surges can trigger cy-
tokine storms like crazy. And I have 
yet to meet a Hashimoto’s person 
that doesn’t have really sketchy 
blood sugar issues. And you can 
do things. You have the options of 
managing your blood sugar by trying 
to eat constantly all day long and 
hope that you don’t eat something 
glycemic enough to trigger a cyto-
kine storm. Or you can take blood 
sugar out of the mood, cognitive, 
and energy equation, and train your 
body instead to rely upon a much 
more stable source of fuel, which is 
ketones.

Sean: To be a fat burner?

Nora: Yeah, be a fat burner, not a 
sugar burner.

Sean: So when you say a ketogenic 
diet, is that a high-fat diet?

Nora: It’s a high percentage fat diet, 
at the very least, which means that 
you’re minimizing your intake of 
glycemic foods. You’re minimizing 
your intake of sugars and starches 
and things of that nature. And you’re 
moderating your protein intake 
because too much protein can kick 
you out of ketosis. So eating enough 

protein from complete source pro-
tein, in other words, animal-source 
to actually meet those requirements. 
It’s just the idea behind is not overly 
exceeding them. So you’re moder-
ating your protein intake. And I talk 
much more about this in my book…

Sean: I was just thinking that.

Nora: Yeah, yeah, yeah. So I have 
that information in there. And there 
are ways of figuring out what it 
should be for you. We don’t have 
time to go into that here.

And then you’re eating as much fat 
as you need to, hopefully from a va-
riety of natural unadulterated sourc-
es. Right? It’s not any one source of 
fat that is more important than any 
other. It’s the relative balance that’s 
appropriate. So you eat natural fats 
from a variety of sources in your 
diet, naturally occurring in meats 
and fish and eggs if those are okay 
for you.

But, also, you can add things like 
olive oil, cooking with coconut oils, 
using extra kinds of fats like tal-
low or whatever have you to cook 
with, and olive oil on the salads and 
avocados. Lots and lots of sources 
of fat that are really good. What you 
want to avoid are trans fats. You 
want to avoid overly polyunsaturat-
ed vegetable oils or overly processed 
vegetables oils. You also don’t want 
to overcook your fats to where they 
become rancid in the pan. And a lot 
of people cook their foods over heat 
that is just too high.

Sean: Way too high.

Nora: Low to medium. Better to 
slow cook it and safeguard because 
damaged fats can give you a whole 
lot of hurt.

Sean: Your website is primal-
body-primalmind.com. Your book is 
Primal Body, Primal Mind, as well. 
Tell us about your ebook you’ve got 
coming up.



Nora: Yeah, so I have actually a cou-
ple of ebooks coming out very, very 
soon within probably the next cou-
ple of weeks, no more than a month. 
I’ve got one coming out on the whole 
issue of adrenal problems and really 
bringing that whole subject into the 
twenty-first century and addressing 
it in a way that a lot of people might 
not be expecting that it is actually 
being addressed by us physiologists 
today.

So much of what goes on with 
adrenal dysfunction today is based 
on a 1950s model that really, as 
it turns out, isn’t the way it works. 
And it’s still being taught in natural 
health care circles. And conventional 
medicine doesn’t recognize a lot of 
the rest of it. So it’s going to be really 
valuable for people understanding 
how to better manage their energy 
levels.

The other one I have coming out, 
kind of on its heels is one that is 
on the subject of autoimmunity in 
general. And I think that it’s going to 
be…My goal with that one is to help 

people understand the subject in 
a way that’s easy for them to kind 
of put in context of their own lives 
and their own experience and their 
own symptoms, but also to be able 
to empower them with informa-
tion that’s going to allow them to 
understand much better what it is 
that they can do, what they can take 
control of to better manage these 
issues so that they’re less likely to be 
symptomatic with them.

And, again, that’s coming out in the 
relatively near future, as well. So 
these are going to be, I think really, 
really helpful to a huge number of 
people.

Sean: What are the titles?

Nora: Ah. Well, I’m not leaking the ti-
tle of my autoimmune book just yet. 

Sean: Okay.

Nora: But the adrenal book is called 
The Fatigue Factor: What Your 
Adrenals Are Really Trying to Tell 
You and What You Can Do About it.

Sean: Great sell.

Nora: Yeah. And I’m saving the title 
of my autoimmune book because 
it’s not out yet. But the title will really 
help capture, not just the people out 
there who knowingly have autoim-
mune problems, but who may have 
all kinds of autoimmunity going on 
and may not necessarily recognize 
that. And that’s the really import-
ant thing is to help people be more 
aware of just how prevalent an issue 
this is.

Sean: Can’t wait to read it. You’re 
always so great! You’re so smart. 
Thank you so much. I appreciate it. 
Primalbody-primalmind.com. Go 
over there and check out Nora’s 
stuff. Thanks so much!

Nora: Thanks.
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Dr. Brownstein: Hi. I’m Dr. David 
Brownstein, author of twelve 
books including Overcoming 
Thyroid Disorders. And I’m hosting 
The Thyroid Summit along with 
Suzy Cohen, author of the new 
book Thyroid Healthy. Right now I 
have the pleasure of talking with 
pharmacist, Rudy Dragone, a 
leading authority on the topic of 
thyroid disorders.

Rudy Dragone is a compounding 
pharmacist, a nationally-acclaimed 
bioidentical hormone replacement 
expert, and author. Mr. Dragone 
has helped educate thousands of 
doctors, health care professionals, 
and individuals on hormones and 
natural hormone replacement 
therapies. Gifted with a keen sense 
of clinical observation and ability 
to formulate treatments outside 
the constraints of traditional 
therapies, Rudy is regularly 
contacted by physicians from 
around the country to consult on 
particularly difficult cases.

Mr. Dragone has served 
as business and product 
development consultant and a 
member of the advisory board at 
New Zealand Pure Incorporated, 
and was owner of Profile Health, 
a specialty bioidentical hormone 
compounding company. Previously 
he built a chain of ten pharmacies 
that gross more than twenty 
million dollars annually, which he 
sold in 1998.

He graduated from St. John’s 
University and has dedicated 
his last twenty two years to 
studying bioidentical hormone 
replacement therapy as a 
compounding pharmacist, and 
has built a large bioidentical 
hormone replacement therapy 
knowledge network of doctors 
and health care professionals 
committed to finding natural 
solutions to vexing health issues. 
Recently Mr. Dragone published 
his first book, Bioidentical 
Hormone Replacement Therapy: 
The Natural Solution to Hormone 
Replacement. And this was 
authored in 2014.

Rudy, I’m pleased to have you on 
The Thyroid Summit. And welcome!

Rudy: Oh, thank you, doc. I’m really 
glad to be here.

Dr. Brownstein: Rudy, I’ve been 
following you for a number of 
years. And we’ve spoken about 
thyroid problems in the past. 
And I’d like to just throw it out to 
you. How did a pharmacist—who 
most of us associate with standing 
behind the counter counting 
pills—get involved in doing all 
this compounding and counseling 
patients on thyroid disorders 
and looking at people for their 
hormone imbalances? How did 
you come out of that box and 
doing what you’re doing now?

Rudy: Well, it started back in 
1992 when I started first buying 
pharmacies. As soon as I started 
buying pharmacies, I found myself 
more in a managerial role and 
had a lot more time to myself. 
So there was one pharmacy that 
was dealing primarily with one 
doctor who always wanted us 
to compound some hormones 
for him for fertility. And I went 
over and I introduced myself and 
started talking to him. And as I was 
looking at what he was doing for 
fertility—and he was also touching 
on thyroid—I looked and I said, 
“Wow! I know this is much more 
interesting than just counting and 
slapping labels onto medication.”

So I devoted a lot of time going 
to different seminars. Jonathan 
Wright had one, and I wanted 
to see him. And Terry Hertzog 
out in Belgium had one. And I 
went to spend the week with 
him. And Toby Mitchell down in 
Amarillo, Texas. And I just kept 
going to any different seminar 
that I could, having to do with 
bioidentical hormones or any 
type of endocrine replacement 
therapy.

And the more I studied it, the 
more I realized that as doctors…
Doctors will fall into a certain 
niche. They have their patients 
that are coming to them from a 
particular area. And because of 
that particular area, those people 
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have particular needs. Almost 
all of them from a particular 
area will have the same type of 
needs. So if you see one doctor 
from one side of the country and 
another doctor from another side 
of the country and a third from 
a different part of the country, 
you’ll find that they’re practicing 
their hormone replacement 
therapy completely different from 
everybody else.

And as I was looking at all of that, I 
found that there was congruency. 
There was about seventy percent 
of everything that any one of them 
were doing was equal. But the 
other thirty percent was specific 
to their area where they were in 
the country. And so after I saw 
that I said, “Wow!” I started taking 
all of the good and the bad from 
different people. And I saw how 
this is probably an easier way of 
doing things.

And when it came to the 
thyroid, I looked at it and I 
said, “Wow! There’s a huge 
discrepancy in thyroid levels 
and what the labs say. And 
how do I explain this to the 
patients? And what’s the 
biggest problem that we have 
with patients?” And the first 
thing that I noticed was when 
you look at, say, TSH. And 
you’ll have a TSH that says 
that the normal range is 0.45 
to 4.5.

And I go, okay. So at 0.45, you’re 
normal. But if you’re twice that at 
0.9, you’re normal. And then you 
multiply that by two, you’re at 1.8. 
And guess what? You’re normal.
Multiply that by two again, 3.6 
and you’re normal. Add twice that 
what you started with and you’re 
still normal! How can that be? 
There’s a problem inherent with 
the labs themselves.

So I called a few labs and started 
poking around. And then what 

you’d find is that—and it’s no 
strange thing to doctors, but to 
patients it is—is that all the labs 
have different levels which they 
consider normal. And when you 
look at those lab normals, you ask 
them where did they get them 
from, they say they get them from 
patients that came in. And I say, 
“Okay.”

“We did 10,000 patients on 
thyroid hormone. And we take 
off the top five percent. And we 
take off the bottom five percent. 
And this is what we say were 
normal.” And I say, “Well, wait a 
minute. The people that you’ve 
tested, all 10,000 of them have 
come to you to test their thyroid 
because they already have 
thyroid symptoms. So
inherently your numbers are 
skewed to the low side.” And 
they go, “Yeah, well, that’s one 
of the problems with all the 
different testing.”

So with that being said, you 
come to a patient. And the 
patient comes in. And their 
thyroid hormones are on the low 
side—but low normal, mind you, 
according to any of the labs—and 
some physicians will say to them, 
“Well, I’m sorry. I can’t do anything 
for you because you’re within the 
normal limits.”

And the person says, “Hey, wait 
a minute. All my life I was feeling 
much better than what I am now. 
And I was able to burn food really, 
really quickly. And I felt so much 
more energetic. And I didn’t have 
any problems with my nails being 
brittle or my hair falling out and 
all of these other symptoms that 
I have that are classic low thyroid 
symptoms. And all of a sudden, 
now I have them. But maybe I 
was—because you can double 
it and double it and double it—
maybe I was on the high side of 
normal. And now I’m on the low 
side of normal. And that’s why I’m 

having these symptoms.”

And I turned to them and 
I said, “You know, that’s 
exactly your problem. But 
when you’re replacing them, 
we have a bigger problem.”

Dr. Brownstein: Well before we 
talk about replacement, I want to 
commend you on that because I 
agree with you that the laboratory 
reference ranges are much too 
broad. And you very simply 
explained an important point 
that I try and make in my writings 
and in my books that much of 
the laboratory reference range 
tests are set up on sick people. 
And we don’t really know where 
the healthy range of something 
like a TSH should be because the 
laboratory tests have never been 
done on them. They’re always 
done on sick people.

So I always tell my patients, 
“I’m not treating a laboratory 
test here. I’m treating a whole 
patient in front of me.” And no 
one should be judged whether 
they have or don’t have a 
thyroid problem based on one 
laboratory test and based on 
that TSH test. Even though that’s 
how we’re trained in medical 
school. And it’s interesting to 
hear a pharmacist’s observation 
on this because you guys are in 
contact with patients all the time.

And I wrote a newsletter not too 
long ago about that it takes a 
village to get some sick people 
well. And what I meant by that 
was that it takes a pharmacist. 
It takes a family doctor. It might 
take a chiropractor to be involved 
in that team. It might take a 
naturopathic doctor and others 
to really help put these pieces 
together. But you’ve certainly put 
a big piece together when you’re 
realizing that the laboratory tests 
are not the end all, cure all and 
should not be solely used to judge 



whether a patient has or doesn’t 
have a thyroid problem.

Rudy: Well, I get a chance to go to 
the naturopathic medical school 
here in Arizona. So often I get 
invited to either give a lecture. Or 
if something comes up new, I will 
actually ask to lecture whenever 
they have a conference. And one 
of the biggest things I always tell 
the doctors is—especially the new 
doctors, and occasionally the new 
doctors before they graduate—I’ll 
have eight or nine of them come 
to the pharmacy or even come 
to my house. And we’ll explain 
how natural hormones and/or 
the thyroid hormone works and 
how you should explain it to the 
patients.

And when I do have these little 
conferences with them, they’re 
always shocked because they’re 
like, “How come they don’t teach 
this in medical school? How come 
they don’t simplify it the way 
you do within medical school?” 
And I said, “I don’t know.” But it 
is important that if you look at a 
patient, ten percent should be the 
lab work, ninety percent should 
be how the patient is feeling.

Dr. Brownstein: I agree with 
you. Rudy, I agree with you. And 
let me reiterate something you 
just said that my feeling is that if 
a doctor can’t explain something 
simply to the patient, either they 
don’t understand what they’re 
talking about or they’re trying to 
hide something from the patient. 
And our job as professionals and 
counseling with patients should 
be to make things easy for a lay 
person to understand so they can 
make the right decisions on their 
health.

And if we’re not making it easy for 
them, either we don’t understand 
it or we’re hiding something from 
them. So I think that’s an important 
point, too, for the listener, that you 

should fully understand why you’re 
taking this medication for this 
problem and what it’s supposed to 
do. Otherwise, how can you make 
a good choice whether you’re going 
to take this thing or not?

Rudy: Exactly, doc. It’s so nice 
to be able to find a kindred soul 
and to be able to talk about 
this.

I’d like to say something at this 
point. When we talk about thyroid, 
I always give this example to the 
doctors, as well as to the patients. 
I said, “Thyroid is very complicated. 
And because it’s complicated, I 
try to simplify the issue by giving 
an example of a pool table.” I say, 
“If you look at a pool table, it has 
sixteen balls and six holes. Okay? 
And if you throw all sixteen balls 
across and the balls represent 
thyroid hormone and the six 
holes represent receptor sites for 
that particular body. And that’s 
a normal person. You throw all 
sixteen balls across the table, one 
or two of them sink. And the one 
or two of them that sink, actually 
causes the biological functions 
that we need for thyroid to work. 
In time, as a person goes into a 
hypothyroid mode. It’s like taking 
two balls off the table. The body 
compensates. By the time you 
got down to eight balls, the body 
compensates by putting twelve 
holes on the table. So you have 
half the balls but you have twice 
the amount of holes. And it still 
is able to function because if you 
throw all eight balls across, one 
or two of them will sink and the 
biological function will continue.”

The problem comes when we 
get to two balls on the table. 
Now, there’s thirty holes on the 
table. And at this time is when 
they present to the doctor and 
you see is a hypothyroid patient. 
And you look at the hypothyroid 
patient and most of the doctors 
will say, “Well, we have to start you 

on a certain amount of thyroid 
hormone.” And if they start 
them on a thyroid hormone that 
they need—like let’s say if we’re 
talking about Nature-Thyroid or 
Armour or any of the desiccated 
thyroids, and you start them on, 
let’s say, two grains of thyroid 
hormone—well, it’s like putting 
sixteen balls back on the table 
when you still have thirty holes. 
If you throw those across, ten of 
them are going to sink and they’ll 
get palpitations. And they’ll have 
all the problems that come with 
almost like thyrotoxicosis.

So they idea is—and all the doctors 
know this—is you have to start 
small. You start with a quarter of a 
grain. And then you add a quarter 
of a grain every, let’s say, ten or 
eleven days. Okay? As the body 
starts closing up some of the holes, 
you can replace some of the balls.

But nobody tells this to the 
patient. And because they 
don’t tell it to the patient, after 
the third or fourth adjustment 
up, the patient becomes very 
frustrated and says, “This guy 
doesn’t know what he’s doing.” 
And he stops going to the 
doctor. So when they come to 
our pharmacy, I explain that to 
them.

I explain that even though you’re 
starting on a particular thyroid 
dose, over time, your receptors 
will down regulate. And when 
they do, you’re going to need 
more thyroid hormone. But that’s 
normal because that’s a biological 
function that happens in every 
individual. And when I tell them 
that, all of a sudden, the four or 
five different adjustments that 
they need become tolerable, as 
opposed to leaving the physician 
right up front.

Dr. Brownstein: You know, that’s 
a very good explanation about 
a complicated topic. And let me 



just make sure the audience 
understands the logic of that. What 
I think you’re saying is when thyroid 
hormone is either produced in the 
thyroid gland or we take it orally, 
it has to bind to its receptor in the 
cells. And that’s what picks up the 
metabolism and makes us feel 
warm and gives us energy and all 
this stuff. 

So we need to have enough thyroid 
hormone. But we don’t want too 
much thyroid hormone because 
too much thyroid hormone’s 
going to cause some of those side 
effects that you mentioned, the 
palpitations and nervous and jittery 
and stuff.

And you’re right. Doctors need to 
communicate this better to patients 
so that they can assume control 
of their own healthcare. I always 
feel, Rudy, that I’m on the side of 
the road yelling, “Go left! Go right! 
Go straight!” The patient’s going 
to decide where to drive that car. 
And if I give them good advice, 
hopefully they’ll follow it. But if I 
don’t communicate very well which 
way they should turn, who knows 
which way the car’s going to go? 
And I think that’s where a lot of 
problems develop between doctors 
and patients.

Rudy: When I turn to the patients 
and they come to me, and a lot 
of them… I’ve been doing a lot of 
pro bono work down in Mexico. 
And some people come to me. 
And I look at them and they’re 
a complete mess hormonally, 
not only the sex hormones and 
the adrenal glands, but also the 
thyroid. And I say to them, “The first 
step in any thyroid replacement or 
thyroid or hormone modulation, 
I should say, is to clean the liver.” 
You have to start by cleaning the 
liver. And once we clean the liver, 
then that’s going to help in any 
of the metabolism that goes on 
with all of the other hormones 
and the binding with all the other 

hormones, as well as the overall 
metabolism of thyroid hormone, as 
well.

Dr. Brownstein: You’re so right 
on this, Rudy. But I want to just, 
before we get into liver detox—
which I will come back to you 
with that—I want to just focus on 
thyroid a little bit since we were 
moving into that area pretty well.

Rudy: Okay.

Dr. Brownstein: Let’s talk about 
Nature Thyroid a little bit. You 
mentioned that there’s different 
forms of desiccated thyroid 
available. My favorite form of 
desiccated thyroid or natural 
thyroid as a lot of people refer to it 
is Nature Thyroid. Let’s talk about 
what forms of thyroid are available 
if a patient has a diagnosis of a low 
thyroid and they’re supposed to 
take thyroid.

I was taught in medical school, 
just give everybody either 
Synthroid or Levothroid, T4 
versions of thyroid. And that’s 
all they need. They don’t need 
the natural thyroid. And, really, 
I was taught in medical school 
the natural thyroid is an old 
medication that should never 
be used because it wasn’t 
standardized. And you really 
didn’t know how much you were 
getting dose to dose. That’s how I 
was taught in medical school.

Rudy: Let me first start by saying, 
I’m an advocate of the Nature-
Throid company. By that I mean 
that I believe in them. I am not 
getting paid by them. Okay?

Dr. Brownstein: Nor am I.

Rudy: This is not a paid 
commercial. I’ve got to make 
sure that I tell everybody this 
because this is coming strictly 
now as a pharmacist. I’m going 
to ask you a few questions, 

doc. And I’ll see if you answer 
it the way I think I would 
answer it, okay?

Let’s say I came in as a drug 
representative. And I said to you, 
“Doc, I’ve got this drug X. And you’re 
going to use it for everybody for 
headaches.” And you give it to 
everybody for headaches. And you 
give it out to a hundred people. And 
fifty of those people call you back 
up and say, “This stuff isn’t working. 
I hate it. I hate it. I hate it.” And they 
keep calling you back and calling you 
back and calling you back. So you 
have to give them something else, 
okay?

Then another drug rep comes over 
to you and says, “I want you to use 
drug Y.” And drug Y, you take it and 
you give it out. And then one person 
calls you back. Everybody else is 
satisfied. Which one are you going 
to use?

Dr. Brownstein: Well, that’s an easy 
one. I don’t want phone calls back.

Rudy: You don’t want phone 
calls back. Well what happened 
was a few years ago, there was a 
shortage of Armour Thyroid. And 
Armour Thyroid probably takes 
over—I don’t know, I’m going to 
say…And I don’t know the exact 
numbers. But I’m going to say it’s 
a large part of the market. And 
Nature-Throid was available. And 
what happened with them was 
they gave out a lot of Nature-
Throid. And a lot of people went 
on Nature- Throid and then stayed 
on Nature-Throid.

And I tell them, “If I get a thousand 
people on Armour, I’ll have three 
hundred people calling me with 
one problem or another. If I have 
a thousand people on Synthroid or 
the Levothyroxine by itself, I’ll have 
four hundred people calling me 
from one problem or another.”



And mostly whenever you talk 
about T4, it’s the lack of energy 
after four o’clock. Okay? And 
then I have a thousand people 
on Nature-Throid, and I might get 
thirty people to call me. And I go, 
“Wait a minute.” Just like a previous 
example, if I’m only having thirty 
people calling me, what is up with 
this particular medication? Just 
like, remember, we talked about 
that I went from doctor to doctor 
to figure out what their niche was? 
What was different between one 
and the other? Well, I did the same 
thing.

I went to Nature-Throid. And I 
went to RLC Labs. And I talked 
to the formulators and I talked 
to C. And I found out some very 
interesting information. Because 
natural thyroid or desiccated 
thyroid is a natural product and it 
comes from pigs, it can’t be one 
hundred percent standardized. 
So the FDA allows a certain 
amount of leeway. Okay?
That leeway is nine micrograms per 
grain.

Now, the standard thyroid dose 
per grain is thirty-nine micrograms 
of T4 and nine micrograms of 
T3. But the FDA allows nine 
micrograms slide up or down of 
the T3 and the T4, which means 
you can either have eighteen 
micrograms of T3 in the one grain 
or zero. Or you could have thirty 
micrograms of the T4 or forty-
eight. And according to the FDA, 
it’s still within the normal means.

Well, when I went and found this 
out, I talked to RLC Labs and they 
said, “Oh, yes. We know of the FDA 
standards. But our standards are 
more stringent than that.” And I 
go, “What do you mean?” He goes, 
“If we receive a batch that’s off by 
two, either up or down, we reject 
it.” And I said, “Wow! Now that 
explains why as the doctor thinking 
that you have a certain amount 
of numbers inside that tablet that 

says one grain and you prescribe it 
to the patient accordingly, hoping 
that you’re going to get a certain 
effect, if the tablets themselves 
don’t have it, then they’re not going 
to get the effect.”

So a few years ago if you remember, 
there was a shortage of Armour 
Thyroid.

And what happened was they 
recalled all of the medication, which 
after I’ve explained the problem 
with the pool table, it can become 
very evident. They recalled all of 
the medication for a few months. 
Now nobody had any. And because 
nobody had any and they were 
suffering, then a few months later 
they released the same medication, 
which did not have the high amount 
of thyroid that they were supposed 
to have. But because the people that 
weren’t taking anything started to 
upregulate their receptors, it worked 
for them. Okay?

Dr. Brownstein: Yep.

Rudy: Just like the pool table thing. 
The people that were taking the 
Armour were no longer taking 
anything, upregulated their 
receptors because they weren’t 
taking anything. 

So after a few months, when they 
re-released the same thyroid that 
was lower than it was supposed 
to be, it worked for them. And if 
that batch is gone and the new 
batch after that came back and it 
was standard, just like you would 
increase the level for a person 
after they’ve been on it for a 
couple of weeks because they’ve 
downregulated the receptors, the 
new batch would work well, as well.

So they were able to skirt the 
issue. But I say to myself, “Why do 
I even want to be bothered with 
something like that? Why do I even 
have to go into that situation of 
figuring out receptors?” We should 
have a standardized product. And 

I should feel very confident in the 
medication that I’m giving. And 
that’s why when people say, “Why 
do you recommend WP Thyroid 
or Westroid or Nature-Throid?” 
I said, “Because I believe in the 
company.” And that’s the big thing 
for me.

Dr. Brownstein: You know, your 
argument for that is interesting 
because I came at it from a little 
bit of a different way. I started 
off diagnosing and treating a lot 
of people with thyroid disorders 
about twenty years ago. And 
Armour was the only natural 
thyroid that was out there. And 
I was using that. And it did work 
well at the beginning. And then 
something happened to it within 
the last five to six years. It just 
wasn’t working as well. I was having 
a much harder time regulating 
people with it. And I was having, 
like you said, too many phone calls 
back. And when I was searching 
around for alternatives out there, 
there were a couple of alternatives. 
And RLC Labs’ Nature Thyroid was 
one of them.

And I spoke to the chief chemist 
there. And he talked me how they 
do their business, as well, and how 
they have much more stringent 
requirements for they thyroid than 
what the FDA says and how they 
turn away a lot of thyroid because 
they don’t want to make product 
out of it because it’s not meeting 
their qualities. And when I started 
switching to their product—again, 
just like you described—I had 
much less phone calls and much 
less problems and much easier 
time regulating it.

And I’ve really used that product 
pretty…For most people, I would 
say if someone’s doing well on 
another form of thyroid, I won’t 
switch them. But I would say 
exclusively I’ve used Nature 
Thyroid, Westhroid—both are 
the same product—exclusively



for probably the last ten years—
well, maybe not that long, five 
to seven years—and been very 
satisfied with it and very satisfied 
with the quality of it and very 
satisfied with the results I’ve seen 
in my patients.

Rudy: Well, and again, I don’t want 
to sound like a commercial for 
Nature-Throid even though I do, 
for ninety percent of the people if 
not more, I recommend it. There 
are certain people that come in. 
And they’re testing. And their T3 is 
real high and their T4 is low. And 
they say, “The doctor just wants 
me put on Synthroid. Should I 
just go on Synthroid or regular 
Levothyroxine?” And I’ll say to 
them, “I don’t have a problem with 
a person like that going on just 
Levothyroxine.”

And there are times when people 
have, for instance, Hashimoto’s. 
And the Hashimoto’s is a different 
protocol that I’ve been working 
on with several different doctors. 
And what we find is that with 
Hashimoto’s patients, when the 
TPO goes up—the antibody titers 
goes up—we look at them and 
we say, “Okay. Here’s a person 
that’s been on Nature- Throid, two 
grains,” which is equivalent to two 
hundred micrograms of Synthroid.

And we take them off. And we put 
them on two hundred micrograms 
of Synthroid. And they’ll be good 
for about, oh, let’s say, three 
months. And then all of a sudden 
the antibody titers go back up 
again. And you take that person 
and you switch them back to the 
Nature-Throid. And it’ll be two and 
a half, three months before the 
thyroid antibodies go up again.

So once you find a pattern for the 
people with Hashimoto’s, what I 
like to do is I say, “Keep a diary. See 
when you feel that the hormone 
isn’t working again. Take both of 
the medications. But what you do 

is you take one…Instead of waiting 
three months and then the titer 
goes up and you don’t feel well, 
at two and a half months, switch 
it.” And once you’ve realized that 
they can do that, I’ve had several 
patients now that have gone 
a couple of years without ever 
having their TPO go up just by 
switching it beforehand.

Because the body does see—
even though it is still T4 and 
even though it might be with 
Cytomel, it’s still T3—because 
it’s that sodium atom that goes 
on to the Levothyroxine, it sees 
it as a different molecule. And 
it will make different antibodies 
to it. And I’ve been able to flip 
flop them. I mean, Doc, think 
of your own patients. What 
normally happens is they get 
on a certain medication. You 
get them adjusted. They have 
Hashimoto’s. They go again two 
or three months. But then it 
doesn’t work for them.

They call you and they want to 
make an appointment. Then it 
takes another couple of weeks 
before they come in to see you. 
And by the time they come in to 
see you, then they have to go 
get the prescription. And before 
you know it, they’re miserable 
for a month. And every two 
months, they’re miserable for 
a month. So at the end of a 
year, they’re miserable for four 
months out of the year.

Whereas if you take them and 
you flip them every two and a 
half months, maybe it’s a few 
days that they’re feeling a little 
uncomfortable because of the
difference in the actual T4/T3 
ratio. But they get adjusted rather 
well. And at the end of the year, 
instead of having four months 
where they were out of sorts, you 
really have maybe a couple of 
weeks that they were out of sorts.

And that is another thing that I’m 
thinking about talking to a lot of 
people about because it’s worked 
anecdotally. But we don’t have any 
studies to prove it. And I’d really 
like to get something going. I wish 
I could get some funding for it to 
make sure that that’s happening 
exactly the way I say it’s happening.

Dr. Brownstein: Well, your clinical 
observation certainly can help 
you decide what’s working or not 
because people are going to tell 
you when they’re feeling good or 
they’re not feeling good. Do you 
ever use T3 thyroid hormone in 
patients?

Rudy: Yes, we do. There’s a whole 
Wilson’s Protocol, which I don’t 
want to get into right now because 
in the hands of the wrong physician 
that doesn’t really study it, can 
be rather harmful to somebody 
because you’re giving them all 
straight T3. But I like the T3, the T4 
combination. We sometimes use T3 
products. I combine them in an SR 
capsule that we actually compound 
with Methocel.

Dr. Brownstein: What does SR 
stand for?

Rudy: Sustained-release. So that 
they’ll get a little bit throughout 
the day instead of a bolus either 
in the morning. The SR works 
really well. But some people will 
say that the Methocel will bind 
the T3 and the T4 and will not 
allow it to interact with the body. 
And all you have to do is increase 
the dose that you need.

So you may have a T3/T4 that 
you’re giving someone. And let’s 
say that it’s a hundred micrograms 
of T4 and twenty-five micrograms 
of T3. When you do it into an SR 
capsule and you want them to 
have energy throughout the entire 
day, you start at that dose, and 
then increase by, let’s say, twenty-
five micrograms of T4 or seven 



micrograms of T3 every ten days 
or so if the person doesn’t have 
enough energy. And then you’ll find 
a different level. Just because some 
of the Methocel will bind to the T3/
T4 and not allow it to interact or go 
into the body. But it does give them 
coverage throughout the entire day.

Dr. Brownstein: Do you have 
a particular ratio of T4 to 
T3 that you think works the 
best for patients? Or is it all 
individualized?

Rudy: We start off everybody on 4:1.

Dr. Brownstein: So four parts T4 and 
one part T3, which is how the human 
body releases thyroid hormone. 

Rudy: Exactly. We start 
everybody on 4:1. And then 
depending on what the tests 
show and depending on 
how the patient comes back 
to us and says they’re
feeling…If the patient says to me, 
“I’m feeling great. Leave it alone,” I 
don’t care if the T3 is upside down, 
I’m going to leave it alone. But if their 
numbers are showing that their T3 
is missing or that it doesn’t have 
enough and the patient says, “I still 
don’t have the energy that I want,” 
then I’ll boost the T3 level up so that 
it can be even up to 2:1.

Dr. Brownstein: So T3 is the active 
thyroid hormone.

Rudy: Here’s another thing that I 
love to talk about. When I talk to 
patients, they go, “T3, T2, T1, TSH, 
reverse T3, TPO. What is all of this?” 
And let’s just take two seconds out 
to be able to explain it because I 
even have some doctors that don’t 
understand the idea of TSH.

Dr. Brownstein: Before you start, 
Rudy, let me just tell the audience 
Rudy and I picked this time to talk 
about this. And just, I spend a minute 
or so prepping…these people I’ve all 
spoken to are professionals. They 

know how to talk about this stuff.

But I said to Rudy, “Rudy, just keep 
in mind that we’re talking to lay 
people here. We want to make sure 
they understand what we’re talking 
about.” And he immediately said, 
“Doc, that’s all I do all day is talk to 
people and explain to them. I’m 
ready for this.” And boom! We just 
started doing this. So, anyways, go 
ahead, Rudy, and let’s talk about it.

Rudy: For a long time, I’ve given 
lectures all across the country, 
over five hundred of them. And 
when I was talking to people 
and I found all of the scientific 
proof and I was talking about 
2-hydroxy this and 4-hydroxy, and 
people would look at me. And I 
would look out. And I’d see the 
glazed look over their eyes. And I 
would say, “I can’t do it that way 
anymore.” I have to be able to 
speak to them like I’m speaking 
to my children. Not to say that 
people are not smart. But you can 
keep a person’s interest if you talk 
to them in that way.

And when I talk about, let’s say, 
let’s go back to TSH. What is TSH? 
TSH is nothing more than a scream 
that comes from the brain telling 
the thyroid that it needs to make 
more thyroid hormone. So when 
you have a high TSH, it is the brain 
screaming high that it says that 
it needs more thyroid hormone 
because you don’t have enough 
thyroid hormone in the body.

And you’d be surprised how many 
people say, “Well, we have to 
decrease the amount of thyroid 
hormone you’re taking so that 
we can decrease your TSH.” And 
it’s no! You have to increase the 
amount of thyroid hormone 
you’re taking so that you decrease 
your TSH because if the brain 
is screaming that it wants more 
thyroid hormone and you give it 
more thyroid hormone, then all of 
a sudden it’ll stop screaming. And 

that’s the simplest way to being 
able to talk about TSH.

Now when you go to the thyroid 
hormones themselves and you 
talk about T4, T4 is the hormone 
that comes out of the thyroid 
gland and will have an interaction 
somewhere inside of the body on 
some cellular level. So if I compare 
it to a car, I would say T4 is gas in 
the gas tank. T3 is the actual gas in 
the engine while it’s combusting, 
actually doing the work. That’s 
the T3. And then once the T3 is 
wasted or like the gas going out 
the tailpipe, it goes out as T1 or T2. 
And that’s it in a nutshell.

So when someone says to me, 
“Well, my T4 is low. But my T3 is 
good.” How do you feel? “I feel 
great.” Well, can you run a car if 
every time you used a quart of gas 
you just kept putting a quart of gas 
back in to the gas tank. Yes. You 
could run it for millions of miles 
that way without any problem. The 
problem comes is if you don’t have 
enough T3. And can you run a car 
if there’s not enough gas going 
into the engine? Absolutely not. So 
when I look at different levels, if a 
person’s feeling good and the T4 
is low, I’m not just going to replace 
them with T4 unless they have 
symptoms.

Dr. Brownstein: That’s a very 
simple explanation. And I’ll still 
go back to my previous line that 
you’ve got to be able to explain it 
simply so people can understand 
it. And what I mean by people are 
both lay people and physicians. 
And it should be simple. And if we 
can explain it simply, people have 
a good knowledge of that subject. 
And I think you just explained it 
pretty simply how it works.

Rudy: I love to be able to 
make these analogies because 
with these analogies people 
understand it. And then once 
they understand it, then they 



can go back to the doctor.

I have a book that I’ve put out 
that I told you, the Bioidentical 
Hormone Replacement Therapy: 
The Naturally Balanced Solution to 
Hormone Replacement. And you 
can get it through AuthorHouse. 
And I did it exactly like that. The 
first two-thirds of the book was 
giving anecdotal stories and 
explaining exactly what are all 
these hormones and how do they 
work. And then at the last part 
of the book, I gave little tidbits 
of information, what I call pearls 
that I normally talk to physicians 
about when they call me and they 
say, “Oh, Rudy, this person’s got 
a thyroid hormone and she’s not 
Hashimoto’s. I don’t have a high 
TPO. But it doesn’t seem to be 
working on them.”

Another thing we want to 
talk about, doc, is eleven 
percent—eleven percent, 
which is huge—of people that 
hypothyroid symptoms don’t 
really have a hypothyroid. They 
have an iodine deficiency. And 
interestingly enough, if you give 
them Synthroid or you give them 
T3, that does nothing for their 
iodine. But because the natural 
hormones like Nature-Throid 
is desiccated thyroid itself, it 
has everything that’s inside the 
thyroid.

So inside the thyroid you’re going 
to have T1, T2, T3, T4, TSH, iodine, 
potassium iodine, amongst other 
organic things that all influence the 
way the thyroid works. There are 
probably some coenzymes in there 
that we haven’t even identified 
yet, that you can only get by the 
desiccated thyroid. And you can’t 
just get it with a T4 and a T3.

Dr. Brownstein: So let’s talk about 
that for a second. So the desiccated
thyroid that Rudy’s referring to 
is made from pigs. They get this 
from pig thyroids. And it’s called 

glandular thyroid.

Rudy: Correct.

Dr. Brownstein: And in this 
glandular thyroid there’s a bunch 
of thyroid hormones in it. There’s 
T4, T3, T2 and T1. And each one of 
those numbers refers to how many 
iodine atoms are attached to that 
thyroglobulin molecule. There’s 
calcitonin in that gland.
There’s minerals in that gland. 
There’s many other things that 
haven’t been studied in that 
gland.

And in the old time days a 
hundred years ago, doctors 
used glandular therapies to treat 
many different conditions. I have 
hundreds of articles on these case 
histories on these things where 
pancreatic illnesses were treated 
with pancreatic glandulars. And 
liver problems were treated with 
liver glandulars. And I’ve used 
glandulars very successfully in 
my practice for treating many 
problems.

And I agree with you. I think that’s 
where the benefit of the natural 
thyroid glandulars, like Nature 
Thyroid, shine out over the T4 
derivatives, that they have many 
more helpful things in them that 
our body needs, especially in 
someone who’s deficient in things. 
And it can just give that thyroid 
hormone a leg up over just simply 
giving them T4 derivatives like 
Synthroid or Levothroid.

Rudy: Again, that’s why I 
advocate the use of the 
glandular thyroid and Nature-
Throid in particular, or the 
Nature-Throid company in 
particular because, number one, 
it has everything in there, even 
things that I don’t think we’re 
going to even find out about 
until the future.

But people don’t understand 

something when I explain to them 
about what I call hormonal pressure. 
Every hormone, even the T1 and 
the T2, when you take it into the 
body, it exhibits a certain effect on 
the thyroid gland and on the other 
thyroid hormones that are found 
inside the body. So to take T4 by 
itself, you’re almost shooting yourself 
in the foot. Not to say that there’s 
not a place for it. But if someone said 
to me, “Which one would you take?” 
I would say, “I’d definitely take the 
Nature-Throid.”

Dr. Brownstein: So you touched on 
it a little bit. How does the thyroid 
interact with the other hormone 
glands of the body? And is there an 
interaction with the other hormone 
glands of the body?

Rudy: Well, like I said before, you first 
take care of the lvier. And then the 
first hormones you want to take care 
of is the thyroid hormone.

Dr. Brownstein: Let me switch 
gears here. Let’s talk about the liver, 
since you brought that up. And I 
was going to come back to it. And 
I wrote myself a note here. And I 
would agree with you one thousand 
percent that when someone is not
responding correctly to any 
hormonal therapy—whether 
it’s thyroid or whether 
it’s bioidentical hormone 
replacement therapy—first 
thing I look at is the liver.

And I always stop what I’m doing, 
have my patients do a liver detox. 
I’ve created a liver detox formula 
for patients called Total Liver Care 
that works fabulous for this. But I 
really focus on the liver. And let’s 
talk about the liver’s role in all this 
and liver’s role in hormones. Let’s 
start with the liver’s role on thyroid. 
And then we can move to the other 
hormones with that.

Rudy: Well, the most important 
thing that I want to talk about the 
liver is that without it being cleansed 



completely…And people can tell 
how well their own liver is doing 
without having to take any fancy 
tests. I always tell everyone to look 
at their fingernails. And look at the 
base where the cuticle is and see if 
they have any moons.

And, doc, you have to 
remember that even though 
I’m an allopathic pharmacist, 
I’ve studied with anyone 
that wants to teach me. So if 
someone has eastern medicine 
and wants to talk to me about 
eastern medicine, I want to 
listen to them. Accupuncture.
Everything I think has a place. 
Allopathic medicine can probably 
take care of seventy percent 
of a person. But naturopathic 
medicine and Chinese medicine 
and acupuncture an even 
massage, prayer, will help the 
other thirty percent without any 
problem.

So when I tell them, a long time ago 
an eastern medicine guy told me, 
he goes, “Look at the moons that 
you find on your thumb. If you’re 
liver’s working properly, you should 
have at least eight moons on your 
fingers. And when they look at their 
moons and they say, “Okay, I don’t 
have any moons on my fingernails.” 
Then your liver’s congested. And 
you need to clean it out.

And what they do is they will 
actually conjugate hormones. 
Like, for instance, the estrogen, 
progesterone, DHEA, testosterone. 
And this is something that we 
have to talk about with thyroid. 
And I know I’m skirting the issue 
on the detox because as far as I’m 
concerned, all you have to do is 
detox. And once you detox, you 
go on to the next step. And the 
next step is thyroid. And thyroid is 
important for many reasons.

But let’s, I just want to take one 
second and give the audience 
this analogy. When you look at a 

person that has a thyroid problem, 
it is just like you’re looking at a 
person that is starving. So if I took 
a person and they were completely 
healthy and starved them for three 
days, what the body would do to 
protect itself was it would bring 
down thyroid hormone. And as 
the thyroid hormone goes down, a 
protein called a steroid hormone 
binding globulin will start to be 
made. And when that’s made, it 
attaches itself to testosterone, 
DHEA, estrogen, progesterone, all 
of the other sex steroid hormones.

Now when they attach to that 
protein, they’re no longer available 
to function in the body. So it’s as 
if they have a deficiency of all of 
those other hormones. So if you 
look at someone and you know 
they have a deficiency of the other 
hormones, but you don’t fix the 
thyroid first and release whatever 
hormones they have, if you adjust 
the other hormones and then you 
fix the thyroid, you’ll be overdosing 
them with the sex hormones. 
So that’s why you have to go to 
thyroid hormone first.

Once you get the thyroid hormone 
up to the normal level and if the 
body temperature is good and you 
know that the steroid hormone 
binding globulin is down, then you 
adjust the other sex hormones like 
DHEA, testosterone, estrogen. And 
not have to worry that they would 
be flooded with other hormones 
when you did adjust the thyroid 
hormone.

So many people that I have 
that feel great and they call 
me back up and they’ll say, 
“Your medication’s not working 
anymore.” And I go, “Well, what 
did you do?” And I go, “It’s been 
working for six months. What 
happened?” And they go, “Well, I 
haven’t done anything differently.” 
I go, “You haven’t done anything 
differently? Are you taking thyroid 
hormone?” “Oh I stopped taking 

thyroid hormone because I feel 
great.” I go, “Well, once you stop 
taking the thyroid hormone, your 
steroid hormone binding globulin 
is going to go up. And it’s going to 
attach itself to the testosterone 
and all the other sex hormones.”

And guess what? Now they’re not 
available to let the body function 
correctly. And you’re going to feel 
exhausted. You’re going to feel all 
the deficiencies that come without 
having the right sex hormones. 
And I go, “That’s how important 
thyroid hormone is.” And they 
go, “Oh!” So they start the thyroid 
hormone up. And I call them in 
three days. And I go, “How are you 
feeling?”

Within three days of just starting 
the thyroid hormone back 
up, they no longer say that 
the medication that we gave 
them, the other bioidentical 
hormones, weren’t working. 
Now everything’s working back 
in sync. They all work together 
in this beautiful symphony that 
we call the human body. But you 
have to look at them all.

I’ll give you a for instance. I get 
people coming into the store all 
the time. And one lady comes in to 
me. And she goes, “The doctor gave 
me a prescription for thyroid. And 
he gave me a prescription for all of 
these other bioidentical hormones. 
What should I do?” I say, “Take the 
thyroid hormone first for a couple 
of day. Then see how you feel. And 
once you see how you feel, then 
come in. And I’ll fill the prescription 
for the other hormones. Once I 
fill the prescription for the other 
hormones, once you’ve already 
got…”

Because I feel that you have to, 
again release whatever they have 
inside you. And some of them, 
when they just start on thyroid 
hormone, the others that are 
released, they don’t even need the 



bioidenticals anymore. And that’s 
what I do is bioidentical hormones. 
But, yet, I know that the important 
role that the thyroid plays in all of 
them.

Dr. Brownstein: I would fully 
agree with you. And I always tell 
my patients the thyroid is kind of 
the bus driver of the hormones. 
And if that bus driver pulls off the 
side of the road, you don’t want to 
be messing with the back of the 
bus. You’ve got to mess with the 
front of the bus first and get that 
working.

Now there is a relationship with 
the thyroid and the adrenals. And 
there are some patients—maybe 
five percent or less—that if you 
give them thyroid hormone and 
they’re suffering from adrenal 
dysfunction, that thyroid hormone 
might make them worse. And 
let’s hear how you approach 
those patients. And how might 
you advise those patients a little 
differently?

Rudy: Okay. One of the biggest 
problems that we have, I guess, 
is we’re not meant to see two 
planes crash into the twin towers. 
We’re not meant for a thirty-year 
mortgage. We’re not meant for 
seeing all the crime and all of the 
reality TV that has just stressed 
our bodies to the point of no 
return in some cases.

And because of the problem that 
we’re all being bombarded with, 
I see a lot of adrenal fatigue and 
some of them adrenal failure. 
And when someone comes in 
with adrenal fatigue and they’re 
on thyroid and they’ll say to me, 
“Yeah, I still don’t feel like I got my 
energy level up.”

And especially three different 
types of people that I 
always talk about is multiple 
sclerosis, systemic lupus, and 
fibromyalgia. Eighty percent of 

those three diseases correlate 
with low DHEA levels. And 
interestingly enough in women 
for example, the protocol that 
has worked well for me is, again, 
I increase them. I start them 
with, let’s say, ten milligrams 
if they can tolerate it. Some of 
them, because the adrenals 
are so beat up, they can’t even 
tolerate ten milligrams of DHEA. 
And I’d have to go down to like 
two.

Dr. Brownstein: So, Rudy, let me 
just tell the audience. The adrenal 
glands are two glands on the top 
pole of your kidney in the back 
that secrete hormones that help 
maintain the blood pressure and 
energy levels. And the adrenals 
and thyroid are like a teeter totter. 
You want them balanced. You 
don’t want one or the other sort of 
off kilter.

And so what Rudy’s talking about 
is when there’s low adrenal 
function...And DHEA—it’s called 
dehydroepiandrosterone—is a 
hormone, is the largest amount 
of steroid hormone produced 
from the adrenal glands. When 
they’re not producing enough of 
these, sometimes we’ll give these 
hormones before patients can 
take thyroid hormone to get their 
adrenal glands working better.

So let me throw it back to you 
with your DHEA, which you said 
you start some women at ten 
milligrams if they can tolerate it 
and sometimes you have to start 
lower.

Rudy: If they can tolerate it. 
If they can’t tolerate it, I have 
to go even lower into like the 
two or 2.5 milligrams. But the 
protocol is to have whatever they 
have and double it every two 
weeks or so until they reach ten 
milligrams. And then when they 
reach ten milligrams, add by ten 
milligrams every two weeks if 

they can tolerate it to the point 
that they get their energy back. 
Once they get their energy back, 
I back them off ten milligrams. 
Once they get their energy back, 
you’ve basically taken over all 
of the work on the adrenal 
glands. When we’re talking about 
chronic fatigue patients, when 
we’re talking multiple sclerosis, 
systemic lupus, fibromyalgia 
patients, you want to start 
building up their DHEA level. Now 
eighty percent of those people 
that we were just talking about 
are found to have low DHEA 
levels. Now, once you bring the 
DHEA levels up to the top one 
third of normal—even on the 
faulty lab tests that we have—
miracles happen. A lot of people 
go without symptoms for years 
bringing [up] their DHEA levels.

But when you replace them, 
you want to go very slowly. 
For females, you start at ten 
milligrams. If the ten milligrams 
is not tolerated, we bring them 
down to like 2.5. Do that for 
about two weeks then bring 
them up to five. Then add 
another two point five. Then 
add another two point five every 
two weeks until you get to ten. 
If they will tolerate the ten, then 
you increase it by ten until you 
get to the point that their energy 
comes back. If their energy does 
not come back, I like to also add 
a little bit of thyroid and a little 
bit of cortisol if their cortisol is 
low. But at a certain point, there 
energy will come back.

Dr. Brownstein: Cortisol is 
another hormone produced 
in the adrenal glands, just like 
DHEA. And sometimes people 
need to supplement with a little 
bit of cortisol in low adrenal 
states.

Rudy: Yeah. And, again, very, 
very small amounts is what we’re 
talking about. The old time docs 



used to give tons of cortisol, 
huge amounts. And they wound 
up having a lot of problems 
with people that were looking 
cushingoid. By that I mean the 
real round face, like almost when 
people are overdosing with 
Prednisone. But in this particular, 
once we reach a certain point 
that they have the energy they 
want, I recommend they back 
down ten milligrams. And the 
reason behind it is you don’t 
want to take over the entire job 
of the adrenal glands. You want 
to give them a break. You want to 
give them an ability for them to 
recharge their batteries.

But by backing down after that 
first week of giving them the full 
amount where they’ve gotten 
their energy back, the body will 
kick in and start to make more 
adrenal glands. And little by 
little as it makes more, you can 
start testing it by decreasing 
the amount that you’re giving 
it. And sometimes people just 
need that whole protocol to be 
able to recharge because like 
I said, we’re not meant to see 
two planes crash into the twin 
towers. We’re not meant to see 
all the things that we do that 
puts stress on it.

Like I said, I told you I was studying 
with all these different people. And 
I thought this was very interesting. 
And I want to share this with 
you, doctor. I was talking to this 
doctor up in Alaska. And he says 
to me, he goes, “Most people don’t 
realize how much suffering they 
do because of stress.” And I said, 
“Well, what do you mean?” He 
goes, “Have you seen the women 
that look like they’re wearing this 
fat overcoat with very thin arms 
and very thin legs?” I said, “Yes. My 
mother’s one of them.”

And he goes, “Well, let me tell you 
what happens.” He goes, “They 
stress out over bills. They stress 

out over anything. And they shoot 
high amounts of cortisol, way 
high amounts of cortisol, into 
their blood stream. That starts 
destroying the muscles and the 
muscles then turn into sugar. 
When the muscles turn into 
sugar, that’s the fight-or-flight 
reflex to be able to either fight 
with whatever made you nervous 
or run away from whatever made 
you nervous. But they’re not. 
They’re just watching television.”

So what happens? The pancreas 
releases a ton of insulin. And that 
ton of insulin goes right into the 
portal vein. And it goes right into 
the liver. Now, the liver can hold 
about two teaspoons of sugar, and 
that’s it. The liver has two hundred 
thousand receptor sites per cell 
for insulin. And what other cell has 
that many receptor sites? The fat 
cells. So all of a sudden, that whole 
idea of the belly getting bigger and 
bigger and bigger and the trunk 
getting bigger and bigger and 
bigger as these people stress, they 
destroy their muscles. They form 
sugar. Then the liver can’t hold that 
much so it goes right into their fat 
cells.

And you see them converting. 
And they look like a potato with 
toothpicks. And that’s the whole 
purpose of everybody going back 
and saying, “You have to start 
exercising. You have to start 
exercising,” even a little bit of 
walking to burn up some of that 
anxiety. If they don’t, there’s no 
way they’re ever going to get any 
better.

Dr. Brownstein: I would agree 
with that analogy, as well. And 
these people, number one, 
if they can get ahold of their 
stress, that helps out. Exercise 
helps out. And certainly 
getting their hormonal system 
balanced like we’re talking 
about.

So, look, Rudy, you’ve given 
a lot of information on the 
thyroid and the adrenal 
hormones. Let’s just touch 
on the sex hormones a little 
bit. And where do they come 
from and how do they fit into 
this symphony of hormone 
balance in the body?

Rudy: Well, here we have 
another fifteen or sixteen hours 
that I can talk about. I’ve given 
these lectures. And the longest 
one actually lasted seven hours 
because nobody would leave 
because they kept hitting me 
with more and more questions. 
Let’s look at the four basic sex 
hormones, and the first one 
being testosterone.

Testosterone is what makes a man 
a man. And when he’s young, he 
has a high amount of it. And as he 
gets older, a man loses about two 
percent of his testosterone from 
age twenty-five on. We go through 
what’s called circadian rhythm. 
And what that means is for the lay 
people is that we peak. A young 
man will peak his testosterone 
from the hours of eleven o’clock 
at night and four o’clock in the 
morning. And that’s why most 
men, especially the younger men, 
wake up with an erection because 
they’re flooded with testosterone 
and they have to urinate. And that 
flooding of testosterone will help 
them get an erection. And then we 
have another bump around 10:30. 
And then the lowest amount of 
testosterone is around 2:30 in the 
afternoon.

So, interestingly enough, if you 
go to the nursing homes, you’ll 
see that all the old men at 2:30 
in the afternoon are sleeping. 
And just recently when you look 
at the television, there’s all this 
advertisement going on and 
saying, “Do you have the 2:30 in
the afternoon feeling?” And it’s 
because a lot of people have—a 



lot of men in particular— have the 
low testosterone. And what do 
they do to get the energy? They go 
for the fake fix—the cup of coffee, 
the candy bar, the extra sugar, 
anything. Now there’s that 5-Hour 
Energy to be able to boost up the 
energy. But the truth of the matter 
is it’s a hormonal deficiency. And 
testosterone is what makes a man 
a man.

Just like estradiol. Ooh, I have 
to throw this in here. There are 
three different estrogens. There’s 
estrone, estradiol, and estriol. 
Not all estrogens cause cancer. 
Estrone—in fact the metabolite, 
the 2-hydroxy and the 14-hydroxy 
metabolite—were known to carry 
or to cause cancer. Well, how do 
we know this?

If you take labial tissue, you take 
vaginal tissue, breast tissue, 
cervical tissue and you put it in 
petri dishes and then you subject 
it to high doses of estriol, nothing 
happens. You subject it to doses 
of estradiol, and you’ll see a lot of 
growth happening. But when you 
subject it to the estrone fraction, 
what happens is you get two 
hundred times more DNA splits.

And interestingly enough, when a 
woman is young and she has the 
most amount of estrogen in her 
body, she doesn’t have cancer. But 
as she gets older and she doesn’t 
have enough estrogen and the fat 
cells then kick in to try to make 
more estrogen, they make more 
of the bad—what I call the bad 
estrogen—and the propensity for 
cancer goes up.

If you’re supplementing…And 
I just want to throw this again 
out there for people to make 
up their own decision, okay? 
If I said to you, you’re going to 
be making less and less of the 
good estrogen and more and 
more of the bad estrogen, the 
probability for cancer goes up. 

Your own body does that. If you 
take the good estrogens and 
then put them back into your 
body, you dilute the effect of the 
bad estrogen. So a person that 
takes nothing at all has more 
of a chance of getting cancer 
than taking the right hormones. 
If this wasn’t true, then all our 
young girls would have a ton of 
estrogen- related cancers. And 
they don’t.

So it’s very important that people 
realize that hormones that are 
being mistreated or in the wrong 
levels can do damage. But in the 
right hands of a good physician 
that has studied this and that 
has taken the time to talk to you 
and make sure that you are all 
about balance—that you’re liver’s 
functioning well, that your thyroid’s 
functioning well, your adrenals 
are fine, and your sex hormones 
are fine. I have a Dr. Pooley in 
Connecticut who is now writing 
up some papers that he has had 
people with cancer that have come 
to him. And after he has adjusted 
all of their hormones and they’ve 
gotten to a good, healthy level their 
immune system bolstered up, and 
the cancer disappeared.

Dr. Brownstein: He’s a vascular 
surgeon. He calls himself a—not 
reformed vascular surgeon—he 
uses a word like that, that he’s 
re-educating himself in the use of 
natural therapies. And him and I 
have been friends for a number 
of years. And he’s thrilled with his 
results of seeing this stuff. And he 
makes the same comments that 
you made. He can’t understand 
why doctors aren’t taught this 
in medical school because it’s 
basic biochemistry and basic 
physiology. And we’re just trying 
to support the body and give the 
body what it needs. And the body 
can handle itself pretty well when 
it has the basic nutrients and the 
basic hormones in balance.

Rudy: Doc, I’m so happy to be 
able to talk to you and to be 
able to relay this out to people 
because to me, this is my life’s 
work. I spend a ton of time on 
the phone at the pharmacy. 
And I’m going to say five hours a 
day just talking to patients and 
making sure that they’re on the 
right dosage and that they’re 
taking the right hormones.

And a lot of people say to me, 
“You’ve gotten so many people 
off of medication.” He goes, “It’s 
contradictorial to what you do as 
a pharmacist because, hey, you 
sell the drugs, you make money. 
Why is it that you’re spending so 
much time helping people get off 
of drugs?” And I go, “Because the 
whole idea is to try to get them 
cured, not just on a maintenance 
type of thing.” If you can cure them 
and you can get them off of all the 
other things, it’s so much better.

Like progesterone, for example. 
I talk about progesterone. And I 
say, “It’s the feel good hormone.” 
It binds to the same nerve centers 
of the brain that Valium does, the 
GABA receptors of the brain. But 
it needs vitamin D for it to work 
and to function properly. So I can’t 
tell you how many doctors will 
call me and say, “Hey. I gave this 
lady two hundred milligrams of 
progesterone. But all I’m getting 
is a paradoxical reaction where 
she’s wired instead of sleepy. If 
she’s not sleeping, she’s more 
of an insomniac. What do I do?” 
And I go, “Have you checked the 
vitamin D level?” And the vitamin 
D is at eight. You bring them back 
up to sixty, seventy, eighty, and all 
of a sudden, the progesterone’s 
working perfectly.

It’s a bone-tropic hormone. I’ve 
had patients…I had one patient 
at seventy-seven come in and she 
had a hunch back. Two years later 
after being on progesterone two 
hundred milligrams every day, 



her back was straight. She was no 
longer osteoporotic, she was not 
even osteopenic! She had gained 
four inches in height at the age of 
seventy-nine.

Rudy: I mean, look, you certainly 
make a good case for getting 
these hormones in balance. And 
let me just finish this part of it 
by saying Rudy is talking about 
bioidentical, natural progesterone 
as it’s produced in both the male 
and the female body. That’s 
contrasted with the synthetic form 
of progesterone, Provera, that 
almost all conventional doctors 
are familiar with and prescribe. 
And that’s a totally different beast 
that doesn’t have these good 
effects and has bad effects, such as 
causing increased rates of cancer 
and heart disease and blood clots 
and many other problems. My 
feeling is Provera should be pulled 
from the market.

Rudy: I agree.

Dr. Brownstein: There’s no reason 
that should be the most commonly
prescribed progesterone substance 
in the United States. And it’s a 
shame. And it’s really a black eye 
on the FDA. And it’s a black eye on 
all of us because we have a breast 
cancer epidemic in our country. 
And I think it’s being driven in large 
part from the use of the wrong 
hormones, such as Provera and 
the synthetic progesterone-like 
derivatives in all those birth control 
pills that are partly responsible for 
that issue, as well.

Rudy: Well, doc, if I could say in 
closing what I’d like to say is if I had 
my way in a perfect world, what I 
would do is I would test everyone 
in high school and college. And I 
would get new reference ranges 
for everyone. And I would tell 
these young girls that are out 
there now—and when I give a 
lecture and sometimes you’ll 
have someone that’s in their early 

twenties come in to a lecture—and 
I’d say to them, “Get tested. Get 
those levels.”

If you’re feeling great right now, 
get those levels and put them 
in a safe. And thirty years from 
now when those levels aren’t 
where they were when you were 
young, you can go to a physician 
and say, “Hey, my body was most 
comfortable at these levels. Put 
me back to these levels.”

Dr. Brownstein: Rudy, I tell my 
patients the exact same thing. If I 
could get everybody’s testosterone, 
estrogen, progesterone, all the 
hormone levels—thyroid levels 
included—when they were 
eighteen to twenty-five years old, 
I would love for them to bring 
those in to me when they’re older 
and not feeling good. And let’s see 
where you felt the best at.

Rudy: I saw once from another 
doctor—I think it was Toby 
Mitchell that talked about it—and 
he said to me, he goes, “We are 
aging two years for every one.” 
We should last to be about 120 
to 150 years old. And when we 
get to that level, we should look 
like what most of us look like to 
seventy to seventy-five. So what 
do you think we should look like 
at seventy-five? What most of us 
would look like a 37½ now. I go, 
“If we had the right nutrients, if 
we had the right hormones…”

I tell people all the time, I go, 
“There’s no such thing as an old 
body. There’s only a poorly made 
new body.” Radioactive isotope 
studies have shown that ninety 
percent of the body is torn down 
and rebuilt every three years. Every 
three years! A red blood cell only 
lasts one hundred and twenty 
days. The body is constantly being 
remade. And if we don’t have the 
architects, if we don’t have the 
right hormones in the right places 
at the right times, we get these old 

looking bodies.

And people say, “Well, what do you 
expect? I’m this age. What do you 
expect? I’m this age.” Well, I expect 
you to rationalize these things out 
and to look at it and say, “There’s a 
better solution.” Fix the thyroid. Fix 
the sex hormones. Fix everything. 
And you’ll see that the body wants 
to be in a better place than what it 
is now.

Dr. Brownstein: Totally agree with 
you, Rudy. And we’ve covered a lot 
of material in this little bit of time 
over an hour. And we started off 
talking about thyroid and which 
thyroid hormones were the best. 
And we moved into talking about 
some of the sex hormones and the 
importance of liver detox in getting 
the hormones balanced. And I think 
that we gave people a lot of good 
information.

And I’d like to just turn the last 
minute or two over to you and 
tell them where can they get your 
book? Where can they find more 
about you? And let’s hear the info 
on that.

Rudy: Well, the book is called 
Bioidentical Hormone Replacement 
Therapy: The Naturally Balanced 
Solution for Hormone Replacement. 
And you can call the pharmacy, 
which is 877-450-0040 or directly 
at 480-488-2007. You can call me 
if you want and if you have any 
questions. Or you can reach me 
at ClarksPharmacyAZ.com. Or 
you can go to AuthorHouse. And 
AuthorHouse is selling the book 
for, I think it’s fourteen dollars.

Dr. Brownstein: Wow, I think that 
would be well worth the price. 
And, Rudy, I appreciate you being 
on The Thyroid Summit. And thank 
you for being a part of it.

Rudy: Thank you, doc. Thank you 
for having me.
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