

 

CHAPTER 1

What We’ve Learned About COVID-19

As of July 2020, COVID-19 has spread around the world to 200 countries with more than 10 million confirmed cases and well over half a million confirmed deaths.

A ‘coronavirus’ is a family of viruses that usually cause disease in animals. The explanation most often given for the origin of COVID-19 (short for COronaVIrus Disease 2019) is a wild animal food market in Wuhan, China, in November 2019 and in this instance, it is thought to have come from bats. Over decades a handful of these viruses has been transmitted to humans, usually causing cold-like symptoms. In some ways COVID-19 resembles SARS (severe acute respiratory distress syndrome), which spread to many parts of the globe in 2002–2003, infecting around 8,000 and causing 800 deaths. Because those who became infected were very sick it was easy to identify, control and contain SARS and the virus subsequently died out. What makes COVID-19 unique and more difficult to control, is that for the majority who contract it – at least 80 per cent – the symptoms are mild. There are also many who remain asymptomatic and are thus able to carry the virus and unknowingly spread it, most easily from droplets that are expelled through talking, coughing or sneezing. Personal hygiene through regular hand washing is a crucial component in reducing the risk of getting infected after having contact with the virus either through touching someone who is infected (shaking hands, for example) or touching a surface that has been exposed to the virus from human transmission. The most common symptoms are sore throat, dry cough, headache and fever; others reported include fatigue, muscle aches, stomach upset and runny nose. Loss of smell may be the only symptom in approximately 3% of people infected. In the remaining 20 per cent of people who get more severe symptoms – predominantly through difficulty breathing – some end up needing hospital treatment where the most common complications are pneumonia and acute respiratory distress syndrome (or ARDS), which affects 15%. In these cases, severe inflammation results in the lungs losing complete ability to function without mechanical ventilation. Other complications include liver and heart injury, heart failure, blood clots and even stroke. For those unwell enough to need intensive care after being hospitalised the death rate is as high as 40%.

Who is most at risk and why are there differing death rates in different regions?

Within the mortality-rate figures, there is considerable variation according to age. This varies from a 3 in 10,000 risk of death for those aged between 5 and 17 to almost 1 in 3 for those over the age of 85. Among those hospitalised, 74–86% are aged at least 50 years old.

After age the baseline health or underlying conditions of the individual is what has the most significant impact on risk of death. For example, the risk of death is 12 times higher for those with underlying conditions (which we’ll discuss later) than those without.

How is it spread?

Another major cited factor for variation in death rates in different countries has been the speed and ability of governments to implement physical distancing policies, which is the most effective way to limit social contact and reduce both symptomatic and asymptomatic spread.

Once infected the average time for someone to experience symptoms is five days, with the overwhelming majority demonstrating symptoms within two weeks. The median time from developing symptoms for those who need to go to hospital is seven days.

It is estimated that up to 62% of transmission of the virus occurs in the pre-symptomatic phase – in other words, before people start to feel unwell. Taking this into consideration it’s easy to understand that without adequate control measures the virus is able to spread undetected quite rapidly.

The World Health Organization (WHO) declared COVID-19 to be a ‘public health emergency’ on 30th January 2020, acknowledging at that point that the virus had been spread, albeit in small detected numbers, across the globe. A number of countries started to implement measures to contain the spread, which initially involved quarantining travellers coming from areas of the world known to be infected. The primary strategy of the British government to protect the NHS from being overwhelmed was lockdown. The mantra was ‘Stay at home, protect the NHS, save lives.’ But even though the NHS was just about able to cope, Britain ended up having one of the highest death tolls in Europe. There are many postulated factors behind this: the introduction of lockdown later rather than sooner; lack of provision for large-scale and appropriate testing to identify communities at risk; a shortage of personal protective equipment (PPE) for many frontline NHS staff exposed to a high viral load; and last, but by no means least, underlying poor metabolic health. In total over 500 health workers have tragically lost their lives in the UK, which include doctors, nurses and allied health professionals.

What does the future hold?

There are thousands of viruses that our bodies fight off every year, and even after we’ve got to grips with COVID-19 it’s very possible that another pandemic may hit us not so far in the future. So, how do we go about arming ourselves with the tools and the resilience to tackle a virus of this kind in the future? And can we help support our immunity so that as individuals we are better equipped to fight off infection in general?

As we will soon discover, the factor putting many of those worse affected by COVID-19 most at risk of being unwell and dying is preventable and rapidly reversible: it is chronic metabolic diseases. Similarly, what drove our NHS to become overstretched long before COVID-19 hit our shores was the increasing burden of diet-related diseases.

The UK was terribly unprepared because for far too long we’ve neglected public health. The message that would save millions from unnecessary misery and which the government should have been encouraging for years is: ‘Eat real food, protect the NHS, save lives.’

After all, the problem of diet-related disease is not a new concept. It was 2004 when the WHO declared obesity to be a global epidemic – yet not only have we failed to curb it, it’s now far worse than it ever was. And as I will detail throughout the book, obesity itself is only the tip of the diet- and lifestyle-related disease iceberg.

The current primary focus for COVID-19 is to devise a vaccine as quickly as possible but based on what we know about influenza, a vaccine is likely to have some limitations in its effectiveness and impact if significant swathes of the population remain obese and or metabolically unhealthy.

But before we get into how we can rapidly reverse the risk factors for developing more severe illness and have better functioning global healthcare systems in the future, it’s essential to understand and acknowledge what those barriers to progress have been.

How much do you know about the contribution of public health to our own sense of well-being and longevity? And how is this relevant to our immune system?





 

CHAPTER 10

The 21-Day Immunity Plan

Why 21 days?

There are three main reasons for writing a plan for 21 days. The first is that for most people it takes three weeks to break any habit, or for many what is a form of addiction to sugar and ultra-processed food. I follow my own advice and when I started my own plan several years ago I was amazed at how my cravings for sugary foods and refined high-glycaemic index carbohydrates disappeared. After that it just seemed so much easier to keep going on a healthy path, especially as I felt better. And I consistently see this replicated in the patients I prescribe this plan to as well. This is the most important first step to set you on a path that you can then go on to build upon.

The second reason is that most people with adverse metabolic health will start to see marked improvements to their health and/or shape albeit to different degrees within three weeks, without having to count calories.

The third reason is an important one, not just for patients but for doctors too. It is the need to change the narrative around the impact of lifestyle changes and show that their effect on health can be rapid and substantial. We should use this to motivate ourselves to continue to reap the benefits of improved health for life.

So the 21-day immunity plan is one that involves nutritious food, helps regulate and reduce inflammation, combat insulin resistance and overall improves metabolic health. It should be enjoyable and be in keeping with all cultures and personal preferences. It will help you to:

 

•lose excess body fat in a sustainable and enjoyable way, which will improve metabolic health irrespective of weight loss.
•support normal immune function and make you more resilient to fight infection through food, nutrition and lifestyle measures.
•reduce the risk of developing type 2 diabetes; help control blood glucose and the need for medications for those with the condition; and potentially reverse or send it into remission.
•reduce high medication loads and prevent and manage heart disease.
•get you on the road to significantly reducing your risk of developing dementia and cancer.
 

That said, although many people see some initial major improvements in their metabolic health, these may not be enough either to get their type 2 diabetes into remission or get to the level of weight they wish to achieve. In this instance I suggest seeking extra help from a registered dietitian, nutritionist or nutritional therapist. You may need to look at your overall calorie intake, for example, tailored to your dietary preferences. The same goes for all the other goals you’re trying to achieve – you may need more specialist input from a personal trainer, psychologist or someone with expertise in stress reduction. Don’t blame yourself if you’re not seeing the results you want. Get extra help.

Over the course of the three weeks, you will follow an eating plan, you will be required to move your body daily, carry out breathing exercises, monitor and improve your sleep habits and be seeking to reduce your stress and improve your mental well­being by making a concerted effort to nurture and celebrate time with friends and family.

Please note that if you suffer from type 2 diabetes, high blood pressure or heart disease and more specifically are taking medications, you must consult your doctor before starting the 21-day plan, as medication will likely need adjusting/reducing and even potentially being stopped altogether.

EAT

Enjoy

•Three meals per day maximum, and eating only until you feel full. Take your time eating, eat with others if you can and enjoy your food.
•At least 2–4 tablespoons of extra virgin olive oil (EVOO) daily.
•One small handful of tree nuts (walnuts/almonds/hazelnuts/macadamias) daily.
•At least 5–7 portions of a variety of fibrous vegetables and low-sugar fruits a day (see box below). I suggest a maximum of two pieces of low-sugar fruit and/or one medium-sugar fruit, and at least five portions of vegetables a day. Fibrous foods tend to make you feel full for longer, reduce a rapid rise in blood glucose and insulin and are good for gut bacteria (the microbiome).
•Vegetables in at least two meals daily.
•Oily fish (such as salmon, mackerel, tuna, herring and sardines) at least three times a week.
What fruit and veg should I be eating?

 

Fibrous vegetables include cauliflower, broccoli, asparagus, aubergine, spinach, onions, peppers, Brussels sprouts, mushrooms, cucumber, celery, tomatoes and courgettes (tomatoes are technically a fruit, although most people think they’re a vegetable). You can also eat these freely.

 

Low-sugar fruits include all berries, such as blueberries, raspberries and strawberries, avocados, lemons and apricots (one portion is 80g in weight; eat a maximum of two portions per day).

 

Medium-sugar fruits are apples, pears, oranges, peaches (eat a maximum of one per day).

 

Avoid

•All added sugars, fruit juice, honey and syrups. For the 21 days I advise that you go completely cold turkey on added sugar and sucrose (which is made up of 50% glucose and 50% fructose). It’s the fructose component which has been shown in scientific studies to increase liver fat and insulin resistance when consumed in excess. This is bascially food items containing sugar that lack fibre. Whole fruit in general is not a problem but for metabolic health be mindful of not consuming too many of the high-sugar fruits, especially if you’re not undertaking regular vigorous activity. High sugar fruits include bananas, grapes, pineapple, mangoes and cherries.
•The World Health Organization set an ideal maximum limit of no more than 6 teaspoons of added sugar, fruit juice, syrups and honey for the average adult per day. The US Department of Agriculture recommends no more than 3 teaspoons for the average 4–8-year-old child. To put this into perspective one regular-sized chocolate bar, a glass of fruit juice or a can of cola contains almost three times that amount!
•Avoid all low-quality carbohydrates and starchy foods that lack fibre (see
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