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Abstract
AIDS (Acquired Immunodeficiency Syndrome) is believed to
be caused by HIV (Human Immunodeficiency Virus).
 Vitamin D is an immunomodulator that works both as an
immunosuppressant [1] and an immunostimulant. [2]
Therefore, deficiency of this substance is a form of AIDS. This
review examines AIDS rethinking arguments in light of this.

Orthodoxy
The “probable cause” of AIDS, - which leads to multiple
opportunistic infections and cancers - was defined as HIV in
1984 by press conference. Since then, despite an initial
promise of a vaccine within two years, more than a quarter of
a century later there is still no vaccine or cure for this
condition. Treatment is commonly through highly active
antiretroviral therapy (HAART) which is believed to slow down
the progress of the disease.

Argument
The most visible AIDS dissident (also called a 'denialist'), Peter
Duesberg, alleges that HIV does not cause AIDS and is in
actual fact a subsequent benign infection arising from
immunodeficiency caused by toxic substances (intravenous
recreational drugs or factor VIII treatment for haemophiliacs)
and/or malnutrition. [3]
 Later, The Perth Group hypothesised that HIV may not
even exist and that a positive test result could simply be
indicative of hypergammaglobulinemia (an abundance of
antibodies to an immense number of antigens). [4] This is
supported by the fact there are a number of conditions that
can induce a false-positive result, [5] and certain vaccines can
at least trigger a temporary false-positive result. [6]
 There are other viewpoints, including that HIV is an
endogenous (non-external) retrovirus (HERV) made visible by
immunodeficiency, which could be treated by GcMAF (a
potent macrophage activating factor) or similarly by
paracalcitol (activated vitamin D analogue). [7]

Gut dysbiosis
An unpublished review by a gay man named Tony Lance, who
is a HIV+ long-term non-progressor, postulated whether HIV
positivity and subsequent development of AIDS in a number
of gay men is linked to intestinal dysbiosis caused by
excessive and extreme anal sex, possibly facilitated by
recreational drug use, zealous douching and certain chemical
lubricants. [8] Intestinal dysbiosis leads to a porous gut that
leads to mass antigen leakage into the bloodstream and
decline of beneficial bacteria in the gut that helps keep threats
at bay. Thus where there are too many antigens and not
enough innate processes to fight them, adaptive (by
antibody) immunity is invoked which may or may not be
successful. The progress to AIDS depends on how severe and
quickly the gut is compromised.
 Cocaine abusers and babies developing in the womb of
such abusers are also prone to intestinal tearing, [9-10] while

babies regardless temporarily have a period where the gut is
not sealed, as mentioned in Lance's paper.
 Those who lack good nutrition and sanitation such as
Sub-Saharan Africans would end up with similar gut
conditions that can lead to various illnesses as a result of poor
living conditions, a comment oddly backed up by one of the
scientists who discovered HIV. [11]

Vitamin D and the gut
A recent study on mice has found that in those mice in which
the VDR (vitamin D receptor) is disabled, [12] “These mice
showed higher levels of activity of inflammatory molecules,
and they lost weight more quickly and were much more likely
to die in response to [Salmonella] infection.” [13] Baring in
mind that recurrent Salmonella infection is an AIDS-defining
condition, [14] it's not hard to believe that mice with
stereotypical AIDS were created.

Haemophiliacs
While the guts of haemophiliacs may not be affected, the fact
that they test positive could be down two things: 1)
Haemophiliacs often present kidney disorders, [15] and this
organ is necessary for conversion of ordinary vitamin D to
active form. A clue to the failure of the conversion is the fact
that, compared to non-haemophiliacs, low dose vitamin D
treatment for rickets can have no effect. [16] 2) Factor VIII,
which is injected, presents an assault to the system which
would be dealt with, perhaps unsuccessfully, through
antibody production.

Does supplementation help?
If the gut VDR is severely damaged or renal hydroxylation is
impaired, normal supplemental vitamin D will have little or no
effect, even at recommended nature-matching doses of up to
around 20,000 units of vitamin D3 per day. [17] In this
instance, injected activated vitamin D (calcitriol or 1,25D) may
perhaps need to be administered, but with caution, as unlike
with ordinary vitamin D supplementation toxicity is easy to
achieve because the body is not regulating conversion. [18]

Other observations
From American data, blacks and Hispanics test positive more
often than Caucasians. [19] This supports that even basic
vitamin D deficiency as well as insensitivity could play a role,
as the darker the skin colour, the more it acts as a natural
sunscreen.
 Oddly, as HIV risk is expected to decrease with advancing
age it actually increases. [20] The reason could be the fact that
less 7-dehydrcholesterol is sent to the skin of the elderly,
which is a substance needed to create vitamin D on UVB
exposure. [21] The AIDS illnesses that the deficient suffer
though, may be lesser than those who are largely insensitive.
 It should also be noted that tuberculosis which is a classic
AIDS-defining illness is also linked to vitamin D deficiency. [22]
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In regards to mother-to-child transmission of HIV, a study has
shown that mothers with higher levels of vitamin D seem less
likely to transmit the virus. [23] However, it's equally possible
that simply an improved immunomodulatory status is passed
on in which most possible threats are dealt with innately
(non-antibody). The fact that any babies born to a vitamin D
deficient mother may lose an acquired HIV+ status could be
simply attributed to the fact that in many, - but not all -
countries vitamin D is added to cow’s milk, which even at the
low recommended RDA would be enough to boost the
immune system of a child.

Research targets
Vitamin D should be given at optimal doses – typically as
thousands of units in D3 form per day, rather than the typical
hundreds in D2 form, depending on how much is needed via
blood testing to reach 50-80ng/ml [24] - to people regardless
of their HIV status; but its effect on HIV+ people needs to be
studied. In those with a damaged gut receptor or impaired
renal hydroxylation, activated vitamin D by injection should
be considered. Additionally where there is dysbiosis, friendly
bacterial products as suggested by Lance and sub-lingual
high dose vitamin B12 (of which 1% bypasses the gut through
an alternative pathyway) [25] should be taken.

If vitamin D can delay or stave off AIDS symptoms, or
even entirely clear HIV 'infection', this would be safe, natural
and cost effective.
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