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PEGGY SARLIN: Hello, I’m Peggy Sarlin, and today I’m in Novato, CA at The Buck Institute for 
Research on Aging where I have the great honor of speaking with Dr. Dale Bredesen.

Dr. Bredesen has received international acclaim for his breakthrough research in Alzheimer’s. And 
today, he’s going to tell us how the Bredesen Protocol has achieved unprecedented results, and in 
fact, has gained recognition as the first effective treatment for reversing Alzheimer’s and dementia.

Dr. Bredesen is the Founding President and CEO of The Buck Institute. He’s worked in the research 
labs of two Nobel Prize winners, and today he is a world leader in conquering Alzheimer’s. So 
welcome, Dr. Bredesen.

DR DALE BREDESEN: Thanks, Peggy. Thanks for having me here.

PEGGY: You approach your research with a great deal of optimism, so what’s going on that makes 
you optimistic about Alzheimer’s?

DR BREDESEN: Right. So we’ve been at this for 27 years, looking to discover what are the underlying 
mechanisms that actually cause the degeneration in Alzheimer’s disease. And at this point we’re 
seeing that this literally is the dawn of the era of treatable Alzheimer’s disease. We’re seeing people 
who have pre-Alzheimer’s conditions, things like subjective cognitive impairment and mild 
cognitive impairment — so called “MCI” — and then into early Alzheimer’s where we wouldn’t say 
we’re reversing the disease because we’re not looking at an autopsy. 

We’re reversing the cognitive decline that is associated with the disease, and we published the 
first example of that now a little over a year and a half ago, and we’re seeing this repeatedly. We 
published the first ten cases. Now we’ve had over 100 people come through the program, and we see 
dramatic and unprecedented improvements – for example, improvements in hippocampal volume 
on MRI, improvements in quantitative neurocyte testing, ability to go back to work…just some 
amazing stories, people talking about their ability to interact with their spouses, their children, go 
back to work, do jobs they couldn’t do before, get their memories back, and things like that.
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So I think this is a very exciting time. Since we opened the lab 27 years ago I’ve never been so 
enthusiastic about what is going on in the field. You’re hearing good news from multiple sources at 
this point about what is actually causing the problem, and what we can do about it for the first time.

PEGGY: Well, what you’re saying is remarkable, because you’re saying we’re at the dawn of the era of 
treatable Alzheimer’s, and that is just gigantic news.

DR BREDESEN: Exactly.

PEGGY: And that you’re actually seeing it. You’ve done it. You’ve treated people, and you’ve 
remedied their Alzheimer’s to the point where they can go back to work, as you’re saying. So can 
you give us some stories? Tell us some examples of people – the before and after. What happened?

DR BREDESEN: Right, right. So a simple example: We have a woman who was part of the first 
publication, actually. This is a 67-year-old woman whose mother had passed away from Alzheimer’s 
disease, and when she was in her early 60’s she began to have the same sort of problems, and 
specifically, had trouble getting lost on the freeway.

She couldn’t remember even four-digit numbers, so we had to write these down… was having 
trouble – which is a very typical story – having trouble with doing reports for her work, having 
trouble with looking at all the different things. She does these very complicated reports at her work, 
and she was having difficulty doing those.

And she had been told by her physician that she had the same thing that her mother did. In fact, he 
wrote in the chart, “Memory problems,” and so she was unable to get long term care insurance. So 
she actually called a friend and said that she was going to commit suicide, and her friend sent her 
here. 

She’s now been on the program for four years. She’s done better. In fact, her memory, she says, has 
been better than since she was in her 30’s. She’s now 71, doing absolutely great, back at work full 
time, and doing very well. We’re seeing this sort of thing again and again.

Another example: A man who now, also, 71, who’s APOE4-positive, meaning he had the most 
important genetic risk factor for Alzheimer’s disease. He began to have problems, actually, in 
his late 50’s, and had slow decline for a number of years. And then he went into a phase – which 
happens often – where there’s a more rapid decline. He had about 18 months of a more rapid 
decline in his late 60’s, and had documented very well, not only positive for Alzheimer’s disease 
on a PET scan, but had documented with the neurocyte testing as he monotonically declined over 
time.

He is now two years into the program, and has dramatic improvement in his neurocyte quantitative 
testing, for example, on tests where he went from third percentile to eighty-fourth percentile, and 
just clearly improved. He was closing his offices at the time. He was told by the neuropsychologist, 
“You have Alzheimer’s disease, clearly, and this is not going to get better. It’s been getting worse for 
the last few years, and you need to shut down your offices.”

He’s now kept his offices open, and now he’s decided to open a third office, which he’s just recently 
done. 
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And one of the things that he said to us is that, “You know, I’ve allowed myself to think about the 
future once again with my children, which I couldn’t do before. I had stopped thinking about a 
future with my grandchildren, and I’ve allowed myself to do that once again.” So we’re hearing these 
sorts of stories again and again and again.

PEGGY: So just to kind of appreciate the scope of what you’re saying, you had a woman come to you 
who was contemplating suicide, whose mother had died of it, and so it was a death sentence; and 
a man who was planning to end his professional life, and now is opening a third office in whatever 
his field is. So you... these are in the category of miracles, compared to how Alzheimer’s usually 
progresses.

DR BREDESEN: Right. In general, as you know, it is an unquestionable decline. In fact, one of 
the things that you hear commonly is, “Everyone knows a cancer survivor; nobody knows an 
Alzheimer’s survivor.” And so now we’re seeing the first. We’re seeing people who either had a 
pre-Alzheimer’s condition like MCI, or were early in the process of Alzheimer’s, and who have 
experienced reversal of the cognitive decline, and who are doing very well and sustaining it over... 
now we’re up to four years. Now we’ll see. No guarantee at five, six, seven, eight, but so far people 
are sustaining their improvement, so we’re very excited about that.

PEGGY: So here, they’re sustaining their improvement. Here you are creating the first Alzheimer’s 
survivors. You’re treating 100 people who are being given the tools to live a productive life, have 
more good years of life. So how do you do it? What are you doing for them?

DR BREDESEN: So, again, what we do goes back to, what is the problem? And it’s a very interesting 
biological problem, and somewhat complicated. What we found is that the idea that you make 
amyloid, and that amyloid is the problem in the disease, is backwards; that in fact, what we 
discovered is that the amyloid is a protectant. So your brain makes this as part of a protection — 
and I should say, some work just came out from Dr. Rudy Tansi’s lab showing in fact that amyloid is 
killing microbes. 

So this goes very much with what we’ve been saying for the last several years, that amyloid is a 
protective response that your brain makes to three different toxic and metabolic conditions.

Inflammation or infections — things like oral bacteria, or spirochetes, or fungi, molds, things like 
that. Your brain elaborates this as a protectant. Other things that inflame the brain, even things 
like high sugar usage, cause inflammation, and, again, the response is to activate inflammatory 
pathways, and that includes making this amyloid.

Second type, which we call “Type II Alzheimer’s disease” is a withdrawal of trophic support. So if 
you drop your estradiol, testosterone, Vitamin D, nerve growth factor, brain-derived neurotrophic 
factor… on and on and on, – there are many, many trophic molecules that support brain structure, 
and support the interaction, the synapses in the brain. And if you drop those, the response is to 
elaborate amyloid as part of a downsizing program. So that’s a separate way to go.

And then third one, the third reason you have this – or what we call “Type III Alzheimer’s” – 
is that you also elaborate this if you get exposed to certain toxins, things like divalent metals, 
mercury, copper, iron, things like that. The amyloid binds these very tightly, so it’s a very good 
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protectant against these toxins. And of course, there are all sorts of biotoxins you can be exposed to: 
mycotoxins, for example; Lyme-related toxins.

PEGGY: Lyme, yeah.

DR BREDESEN: So Lyme is turning out to be another critical factor. So there are these various toxins 
that your brain — and that, by the way, has been the hardest. That’s been the one where it’s toughest 
to see reversal. The Type I’s and the Type II’s tend to be easier; the Type III’s tend to be much more 
difficult because they have this exposure to toxins. You have to identify the source of the toxin and 
remove that before you get anywhere.

PEGGY: So Doctor, you’re raising a very new way of thinking about Alzheimer’s. I think most 
people who are interested in the topic know about amyloid, as you referred to it, which is kind 
of the sticky plaque there that gums up the brain. And so the thought has been, “Oh, there’s this 
plaque, and the plaque’s a bad thing, and that makes Alzheimer’s.” 

DR BREDESEN: Right.

PEGGY: And you’re kind of reversing the chicken and the egg. You’re saying the amyloid is there 
as a response, as a protective response. We have to find out, “Why does the brain feel the need to 
make this amyloid?” And that’s how we’re going to start reversing the Alzheimer’s. Did I say that 
properly? Is that…?

DR BREDESEN: Yeah. So think about the amyloid a little bit like you’d think of a police force, or of 
an army. It is there as a protective force. On the other hand, that doesn’t mean that there aren’t guns 
there, that they can’t go off and there can’t be collateral damage. 

So in fact, there are two sides to the amyloid build-up. There is the protective part, where you are 
protecting against things like microorganisms and binding toxins, and things like that. But it’s 
also part of the downsizing itself, so therefore, no big surprise. If you have a genetic mutation that 
makes you elaborate much more amyloid, you will see enhanced neurodegeneration. 

I usually say, imagine you have a chief financial officer, a CFO, who is supposed to be looking at all 
the things, seeing if you’re in the black or in the red. If you’re in the red the CFO is going to call for 
a downsizing. Well, imagine you have a CFO that’s actually way, way too conservative, calling for 
downsizing too early. 

That’s what it’s like to have familial [genetically connected] Alzheimer’s, where you’re making too 
much amyloid. You’re calling for this downsizing event before you should be calling for it. So in 
fact, you see the degeneration when you don’t have as much stimulation and as much need for it.

But the bottom line here, for the vast majority of people, is that you’re making the amyloid in 
response, as a protective response to these three different toxic and metabolic perturbations. 

PEGGY: So let’s go back to the 100 people that you’ve been treating who’ve had these great results, 
who have this amyloid in their brain. You mentioned it’s complicated. There might be three 
different causes for the condition. They come to you. How do you go about analyzing all this and 
figuring out what you’re going to do for them?
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DR BREDESEN: This is fundamentally the difference between 20th Century medicine and 21st 
Century medicine. We as physicians have been hampered over the millennia because we do not 
have large data sets. So what happens? We’re dealing with incredibly complex organisms, human 
organisms, and yet what do we know? We know things like their sodium and their potassium. That 
doesn’t tell us very much about why they have chronic, complex illnesses — cancer, congestive 
heart failure, Alzheimer’s disease, Parkinson’s disease, things like that. These are chronic, complex 
illnesses.

So 21st Century medicine – instead of asking, “What is it?” … If it’s hypertension, you give an 
anti-hypertensive. If it’s Alzheimer’s, you give a drug – 21st Century medicine says, “No, let’s get a 
much larger data set.“ Instead of asking what it is, we need to ask why it is, and this is the basis of 
functional medicine, integrative medicine, things like this.

PEGGY: Right.

DR BREDESEN: We want to get at the root cause and ask not just, “Do you have Alzheimer’s?”, but 
“Why did you get Alzheimer’s?”

And what we found is that if you look at these more extensive metabolic profilings, then, in fact, 
you readily see (and we’ve published this about a year ago), you readily see three different types. 
And these fall into the group, the same reasons you make the amyloid. You see an inflammatory 
type of Alzheimer’s; you see an atrophic type; and you see a toxic-related type. 

And then, of course, you see some combinations. So, for example, people who have what we call 
“glyco-toxic” Alzheimer’s from chronic increase in sugar exposure, insulin resistance, then they 
have some of the Type I Alzheimer’s because they have an inflammatory response from all the 
AGE’s and things like this — these advanced glycation end products. But they also have a Type II 
Alzheimer’s, an atrophic response, because they’ve lost the support of the insulin. They no longer 
have the insulin signaling that they had when they had insulin sensitivity. So we see combinations 
of these as well.

So what we then do with these people is to look at, “What are the drivers that are driving the 
underlying degenerative process?” And is this mostly a Type I, Type II, etc. 

And then we can address each of these things, and we looked initially at, “What are all the 
molecular drivers of the pathway?” And initially we identified 36, so I usually tell people, “Imagine 
you had a roof with 36 holes. If you take one drug, that’s fine, but it will patch one hole very well.”

The drugs are going to work much better when you use the whole program; when you patch the 
other 35 holes, then the drug should work quite well. 

And as you know, between 2002-2012, one decade, there were 244 clinical trials for Alzheimer’s 
disease at a cost of billions of dollars. 243 failed outright, and the one that succeeded had a very 
minimal impact. So the problem is that we’re asking the drugs to do too much. A single drug 
cannot do all these dozens and dozens of things. 

And again – if you just go back to what happened with HIV, which is a much simpler disease than 
Alzheimer’s disease – even with as simple a disease as HIV, of course, it took three drugs to make a 
big impact. One by itself didn’t really have a lot of impact, but three together work very, very well.
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So imagine with Alzheimer’s that it may take ten, or fifteen, or twenty. Well, the good news is that 
we can combine the drugs with the non-pharmaceutical approaches, many different things, based 
on following the genetic and metabolic profiling for the person so that you can actually see what 
needs to be impacted and what is being impacted. 

And interestingly, what we’ve been finding is that as the metabolism goes, so goes the cognition. If 
you don’t fix the metabolic input to the amyloid — if you don’t fix the infectious, the inflammatory 
processes — then you don’t see improvement. When you fix those things, that’s when you see these 
marked improvements.

PEGGY: So we’re at a state, as you said, where all these drug trials have failed dramatically: 243 out 
of 244.

DR BREDESEN: 244, right.

PEGGY: And even the one that worked isn’t a magic pill.

DR BREDESEN: Right.

PEGGY: So we have to come at it another way.

DR BREDESEN: We do.

PEGGY: So what have you done? How did you help the woman who’s now able to go back to work 
and write reports, and the man who’s opening the third office? What did you do for them? 

DR BREDESEN: Right.

PEGGY: How did their daily routine start changing once you told them what they should be doing?

DR BREDESEN: Right. So we actually now have an algorithm that we go through. We look, literally, 
at all of the underlying parameters that are contributing to the cognitive decline. 

Simple example: We want to know your copper to zinc ratio, your estradiol to progesterone ratio, 
your Vitamin D status, your stress level… Do you have ongoing inflammation? What’s your hs-
CRP, your IL-6, your TNF alpha… on and on and on.

We have now over 100 parameters that we look at, both historically, imaging-wise, and 
biochemically and genetically. We can look to see whether, in fact, you have the specific 
determinants, specific drivers of the underlying process. So this, again, goes right back to the basic 
research looking at what is actually driving this change. 

Well, literally, what we see is very much like what you would look for, for example, in osteoporosis, 
although it’s more complicated. What happens in osteoporosis, when you get thinning of your 
bone? Well, you have osteoblastic activity that’s creating bone. You have osteoclastic activity that’s 
taking up the bone. 

And this is a little bit like if you’ve got two different contractors for your home. Imagine that 
you’ve got one contractor that’s doing the demolition, and another contractor that’s doing the 
construction. And imagine that for 20 years the guys who are doing the demolition always did 
extra, and the guys doing the construction never showed up for work.
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PEGGY: Oh!

DR BREDESEN: Your house would start getting smaller and smaller. That’s exactly what happens in 
osteoporosis. You have a mismatch.

And so what we’ve found is that the same thing occurs in Alzheimer’s disease. There is a mismatch 
between the synaptoblastic activity and the synaptoclastic activity. And you can see that. You can 
measure it with these various parameters.

So you have a higher synaptoclastic than synaptoblastic activity. And so what we want to do is 
reduce the synaptoclastic activity, increase the synaptoblastic activity, so that you’re literally on the 
right side of the balance, so that you can now begin to form and maintain synapses once again. And 
the idea is to do that with dozens of different things… to pull out all the stops… to look at what are 
all the things that are actually driving the process.

So of course, it is personalized, and of course, it’s not a pill. It is programmatic. So we see as the 
future, 21st Century medicine is much larger data sets followed by programmatics instead of a pill.

PEGGY: Well, of course it’s easy to just take a magic pill and everything happens, and it’s great. But 
when you’re saying a program, or a protocol, the Bredesen Protocol, that means there is somewhat 
of a responsibility on the part of the patient, or the caregiver — that there are things they have to do 
each day in order to create this synaptic health that you’re aiming for...

DR BREDESEN: Yeah, that’s exactly right. So these are programs, and they are personalized, and they 
are driven by what’s actually causing your problem. And so absolutely, they are things that you’ve 
got to do each day, as you said.

We think that health coaches are going to be very important going forward, and of course, many 
places are currently training health coaches. They are an important part of the medical system for 
the 21st Century. They will help each person to do the optimum thing.

And yes, you’re absolutely right. Many of the things that we’re doing to ourselves are pro-
Alzheimer’s — are damaging in and of themselves. The things that we’re doing in terms of again, 
sugar — big problem…where we live… toxic exposures that we have. As you know, eating fish that 
are species with high mercury contents absolutely can be damaging to the brain, and again, what 
does the brain do to respond? It makes amyloid to bind the divalent metal mercury.

PEGGY: It’s protecting itself from the toxin by making this shield. 

DR BREDESEN: Absolutely. Exactly, so you’re making this shield, so that you’ve got the amyloid in 
your brain now. All these things are critical. And you’re absolutely right. These programs include 
things that you must do each day that are helpful.

The good news is the way this works — there is a threshold. And again, because we’re talking 
about a ratio… Again, go back to the idea of the guys doing the demolition of your house, and the 
guys that are doing the construction. As long as the demolition guys don’t do too much and the 
construction guys do enough, you’re slowly making your house big again. You’re slowly — again, 
same with the osteoporosis, where you’re slowly healing the bone. And the same with the synapses 
— you’re now regaining the ability to form and maintain synapses, to form and maintain memory. 
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So you have to get over that. Not everybody needs to do everything, as long as you get over that. 
And by the way, this is no different than what, for example, Dean Ornish has seen for 35 years with 
atherosclerosis. You have a threshold where you’re putting down plaque for years. Once you exceed 
that threshold on the good side, now what happens? You actually start pulling up the plaques. 
And of course, he beautifully documented that you’re actually seeing a reduction in coronary 
atherosclerosis, for example, so...

PEGGY: So you’ve treated about 100 people. You’re continuing to expand the number of people that 
you’re treating.

DR BREDESEN: Right.

PEGGY: For those people who may be caring for a loved one, or may be at risk themselves, and 
they’re not lucky enough to come to you here in Novato, and to gain your personalized attention, 
are there universal principles of what you’ve learned that they could start applying at home today? 
Let’s begin, for instance, what would you recommend in terms of diet? Diet is a recommendation 
for your patients.

DR BREDESEN: So let me first, let me start by saying that I’m a researcher, so we work with this, 
and we provide medical information to physicians who deal with patients. So we don’t typically 
function as the doctor for the patient, but we work with physicians.

PEGGY: Right. You’re not the family doctor.

DR BREDESEN: Exactly. And this is an evolving area. So this is not a static area. There are new 
things that are happening all the time, new things that we’re learning, etc. And we’ve published a 
number of papers, and we’ve talked about the various things that are optimal for each area. We also 
have a book coming out the spring of 2017 that will go into the nuances for these, to look at the 
various things, such as, “Where do you get it? How do you do it? What works the best?” So forth 
and so on.

But you asked specifically about diet and nutrition and, no question, this is a huge issue. There are 
several critical pieces of this. The first thing is that fundamentally you want to convert the system 
from a carbohydrate-based system to a lipid-based system, so you really want to go toward a fat-
related diet, good fats. So you want to include things — and this is where the whole idea of coconut 
oil, and MCT oil, avocados, nuts – these sorts of things – comes into play.

Interestingly, people who do very well often are keeping themselves in very mild ketosis. So this is 
often a very helpful thing.

You want to get away from everything that is simple carbohydrate. In fact, there’s a triad that we 
talk about. People laugh and call it the “Berfooda Triangle,” which is a joke, but it’s a triad that’s a 
very damaging triad. You don’t want to have the combination of simple carbohydrates, saturated 
fats, and low fiber, both soluble and insoluble. That is a horrible combination for you. Now, you do 
one of those things — not so bad. You do the three together — it’s actually quite damaging. 

So you want to have the fiber. That’s a very helpful thing. You want to, instead of having meat and 
vegetables, you want to have vegetables, and if you have any meat — fine, meat’s a condiment, but 
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you want to have the right kind. If it’s going to be beef, it should be pastured, it should be grass-fed. 
If you’re going to have an egg, for example, you’re going to want to have a pastured egg. 

If you’re going to have fish, of course, you want to have wild-caught fish. You don’t want to have fish 
that have been farmed in these toxins. Not a good thing for your body. You don’t want to have fish 
with large mouths and long lives, because they have a lot of mercury in them — swordfish, shark, 
tuna, things like that. You want to go toward what they call the “smash fish.” So salmon, mackerel, 
anchovies, sardines and herring. Those are the smash fish, and those are the ones that are low in 
mercury, and actually, quite good to have.

You want to have things, obviously, with high omega-3 to omega-6 ratios, that are anti-
inflammatory, of course. One of the problems, of course, is people who are just taking the omega-3 
without some of the supports like the secoiridoids and phlorotannins that Paul Clayton has taught 
us are so critical. These are people that are often not helping themselves.

So that’s a part of the diet. Again, meat as a condiment is a good way to think about it; and stay 
away from all the white stuff — the white potatoes, and the white rice, and the white bread, 
especially.

And yes, you know, as David Perlmutter has taught us, and others, you want to find out if you 
are gluten-sensitive. And in the mainstream often people laugh about gluten sensitivity. Do we 
really have it? Well, Dr. Fasano has done some beautiful work to show that for most people this is 
a problem. Even for people who aren’t clearly gluten-sensitive, they often don’t do very well with 
gluten anyway. So it can be a relatively bad thing for people who aren’t, who don’t have full-blown 
celiac disease, for example. So that’s an important part of this as well.

And then fruits, you want to stick with things that are low-glycemic. In general, you want to 
have a low-glycemic diet. You do not want to spike your insulin. This is, of course, one of the big 
problems with the American diet and with processed foods. We spend so much of our lives spiking 
our insulin, giving ourselves this insulin resistance that’s so damaging in the long run… giving 
ourselves Type II diabetes… giving ourselves the related Alzheimer’s disease that’s been called 
“Type III diabetes,” and again, we see the multiple types. Alzheimer’s is not quite as simple as just 
the Type III diabetes label would suggest, but it’s an important part that you see with this, and 
especially in this Type 1.5 in which you’ve got part of the Type I and part of the Type II. So these 
are all critical things to do.

Then you want to make sure that you have a fast at night for a minimum of 12 hours. So 12 to 16 
hours is what is recommended, from last food in the day to first food the next day. And this helps 
you with things like autophagy. It helps you with time to actually clean out your brain, literally.

And then you want to have three hours between last meal of the day and bedtime. This is another 
critical piece of this that you want to do. And then a lot of people feel that along with that you want 
to have 8 to 12 hours, at most, of the time where you’re actually consuming food. So these are all 
critical pieces of this.

PEGGY: Okay, so you’ve just given us some tremendously important information, and let’s just 
summarize it. We want to eat low carbs. We want to stay away from simple carbs, for sure. We 
want to have healthy fats, and we want to time our intake of food. This whole issue of when to 
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eat, I think, is new to a lot of people. Let’s just go over that bullet-point again so people are sure to 
understand that. 

DR BREDESEN: Right.

PEGGY: We time our food…

DR BREDESEN: Yeah, the best thing to do is to eat within about an 8– to10-hour window so that it 
allows you to have the rest of the time fasting. You want to have a minimum of 12 hours, so 12 to 16 
hours of fasting at night. Of course, if it’s 16, then you’ve got an 8-hour window in which you would 
eat.

PEGGY: So in other words, if I have my first food at 11:00 in the morning, and then I have my last 
food at 7:00 at night, and that’s it. I can have water.

DR BREDESEN: Right, you have water, but you don’t want to have caloric things after that. That’s 
right. And take your things like coconut oil or your MCT oil during the day, and keep your food 
choices, again, at the low end of the glycemic index.

And so people often ask, what’s the most important single thing to do? My argument is, the most 
important single thing to do is to find out your biochemistry and your genetics. You want to know 
where your Vitamin D is. You want to know your estradiol to progesterone ratio.

You want to know your APOE4 status. Do you have one copy, zero copies, two copies? Because 
these are the critical things that are going to determine your likelihood.

So what we suggest is just as you have a colonoscopy at the age of 50, at 45 you want to have a 
cognitive assessment. You want to see, “Where do I stand?” And then every five years after that. 
And then, “What is my biochemistry? Am I at high risk for this problem, or am I at low risk, and 
what do I need to do to change things so that I actually reduce my risk going forward?” Or if I’m 
beginning to have symptoms, then what do I need to do to reverse the symptoms.

So optimizing your metabolism, optimizing your biochemistry unquestionably helps to optimize 
your cognition.

PEGGY: So we know we’re going to optimize our biochemistry by eating high amounts of healthy 
fats, low amounts of carbs, and we’re going to time our food. We’re going to compress it to an 
8-hour window.

DR BREDESEN: Right.

PEGGY: And we’re fasting a great deal of the time. Are we going to take supplements? Are there 
certain supplements that you have included in your Bredesen Protocol that you’ve seen people have 
great results with?

DR BREDESEN: Yes, the Protocol includes many different things, 36 different pieces — again, 36 
holes in the roof, and it addresses all of those. And yes, supplements, even things like hygiene, and 
things like herbs, things like this, are all important.
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And again, the supplements are personalized. There are certain people that would be appropriate 
to be on ashwagandha, or appropriate to be on bacopa, or gotu kola, or vitamin D, or methyl B-12, 
or methyl folate. These are actually things, again, you use one at a time, and you don’t really know 
what you’re doing. But if you’re actually following the biochemistry…

If someone, for example, has a sub-optimal homocysteine… and by the way, the old idea of the 
doctors that what’s within normal limits is good enough is no longer true when you’re looking at 
complex chronic illnesses. You want to be optimal, not just at the end of the bell-shaped curve, 
because that’s not helping you.

So we want to optimize people going forward, and look at them and say, “Okay, where do you 
stand?” If your homocysteine is 10, or 12, or 14, then you’re at increased risk for cognitive decline, 
for atrophy of the brain, and so you want to reduce that, and that takes typically, methyl B-12, 
methyl folate, P5P, which is an active form of B6. You may need to add trimethyl glycine at some 
point, but these are helpful. And that’s a simple thing and, again, one of many things you can do. 
Okay?

PEGGY: So taking supplements, eating a healthy diet with healthy fats, and fasting on a regular 
basis, compressing our eating period are all healthy things.

DR BREDESEN: Exercise, and reducing stress, and many, many more things — getting the 
appropriate sleep… There are many more, and we’ve published all of this showing the different 
pieces of this protocol.

PEGGY: But once you start doing it, you start seeing the results that you’ve seen, where people get 
better. You’re coming at it from multiple pathways. Is that the essence of the approach? It’s not just 
the magic pill, but you’re putting together a whole series of effective remedies.

DR BREDESEN: It’s addressing the root cause of the problem. That’s the idea.

PEGGY: To wrap up, because I know you’ve got to go off and do your great research. Because you’re 
optimistic, what do you think 21st Century medicine for Alzheimer’s is going to look like in five 
years, or ten years? What are you aiming for?

DR BREDESEN: I think that in five years you will see this as a routinely reversible problem. People 
will get prevented. People will get reversed early. People will have very extensive data sets, and they 
will be very personalized — as they say, N of one, so you’ll have your genome, your proteome, your 
metabolome, etc. And I think it will be very routine to see reversal of cognitive decline.

PEGGY: That is so exciting, and you’re helping to create that, that 21st Century medicine. So thank 
you so much, Dr. Bredesen, and thank you for watching. I hope you’ve learned from Dr. Bredesen 
about how we’re at the dawn of the era of treatable Alzheimer’s, and Dr. Bredesen has just so 
eloquently explained how you can start putting that into your daily routine today. Thank you very 
much for watching.


