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INTRODUCTION

Dangerous Places

“e doctor is oen more to be feared than the disease.”

—FRENCH PROVERB

ospitals are dangerous places, and it is hard to �nd out whether or not
they provide an overall bene�t to society. Most people, over the

course of their lives, are likely to spend some time in a hospital. What many
may not realize is that the risks of becoming an in-patient can outweigh the
bene�ts. Taken as a whole, a hospital’s advantages might not outweigh the
damage in�icted within.
roughout history, hospitals have been places to stay away from.

Entering a hospital meant you were more likely to die, whether from
unnecessary infection or as a result of the treatment. Nowadays, we are told,
advances in science and medical technology have changed this and hospitals
are necessary and safe. Regrettably, this is far from accurate—hospitals can
still be deadly.

Sometimes, of course, hospitalization is essential—in cases of severe
trauma or other acute, life-threatening emergencies. Similarly, for complex,
life-saving surgical procedures, with risks of complications, a well-equipped
hospital may be vital. But, in general, they are to be avoided. Just as most
people would think it irrational to enter an active war zone, so they should
avoid hospitals—both are bad for your health. In high-tech societies, the
over-commercialized and over-managed medical establishment is in serious
trouble.
e harm done by corporate medicine and hospitals is enormous, but

most people do not have a feel for large numbers or statistics. ink of this:
in 1945, atomic bombs dropped at Hiroshima and Nagasaki killed
approximately 200,000 people. Shockingly, each year, health care in the
United States kills at least as many people as two atomic bombs dropped on
large cities, the equivalent of a Hiroshima and a Nagasaki. is terrifying



picture is not an overstatement: we are using recognized estimates of
unnecessary medical deaths.

On entering a hospital as a patient, you endanger your health: there is a
high risk of infection, complications, or even death. e reader might
consider these statements unsupportable, biased, or alarmist. ey are not.
e risks associated with extreme sports, such as mountain climbing,
swimming with sharks, or motor racing, can be lower than those of a
hospital stay. As the United States begins to offer universal health coverage
for its citizens, the risks of hospitalization will not magically go away.
Indeed, more access means a higher likelihood of medically induced injury.

A DANGER TO YOUR HEALTH

It is generally assumed that, overall, hospitals are bene�cial. is is
speculation, however, as the risks to the patient if they avoid the hospital and
remain untreated have not been quanti�ed. One way of getting an idea is to
measure what happens when doctors go on strike; in such cases, the death

rate has been reported as declining.1 In 2000, the British Medical Journal

reported that when doctors in Israel went on strike, the death rates fell.2 A

similar fall in mortality was reported for a previous strike in 1983.3 Death
rate reductions have been reported during strikes in Israel (three separate

occasions),4 in Canada in the 1960s, and in England5 and Los Angeles

County in the 1970s.6 e idea that hospitals are necessary and help the sick
may be both obvious and quite wrong.
e effect of doctors’ strikes may be considered an amusing anecdote in

medical circles, but it is a �nding that requires explanation. e most direct
explanation is that medicine continues to be a leading cause of death.
Modern medicine may at times provide useful treatments and save lives, but
it is not clear that it provides an overall bene�t. Medicine has inherent
dangers. ose dangers are concentrated where there are the greatest
numbers of practitioners, sick patients, and adventurous technologies. at
place is a hospital.
e dangers of hospitals have been known for decades. In 1964, Dr. Elihu

Shimmel published a classic paper documenting the �nding that a patient
entering hospital has a one in �ve chance of harm from an adverse event and



a one in twenty-�ve risk of serious injury or death.7 Since then, hospitals
have continued to cause harm, which could be greatly reduced if simple
controls were implemented.
e dangers associated with medicine, and hospitals in particular, are not

controversial. A typical study, done by the Institute of Medicine, describes

the risks of a stay in Boston’s University Hospital.8 ese were de�ned as
issues resulting from a diagnostic procedure or from any form of therapy. In
addition, they included harmful occurrences (for example, falls or bedsores)
that were not consequences of the patients’ diseases. From a total of 815
consecutive patients, 36 percent suffered hospital-induced injuries; in 9
percent, injuries were considered severe enough to threaten life or serious
disability. For �een patients, the hospital-induced illness “contributed to
the death of the patient.” In this study, patients entering the hospital had
almost a one in �y chance of dying from some cause other than their
disease; if they had hospital-induced complications, the risk of death rose to
one in twenty.
e Boston University Hospital study became the target of medical black

humor9 rather than a stimulus for change. However, the data suggest that
the risk associated with a single hospital stay is greater than that of being

killed in a motor vehicle accident over an entire lifetime (1 in 100).10 In fact,
the risk of suffering a fatal accident in a single hospital stay is similar to the
lifetime risk of accidental death from any cause (one in thirty-six).
e Boston hospital was not singled out as being an accident black spot;

rather, the risks reported are similar to those in other hospitals. e dangers
of modern hospitals have been con�rmed many times. If patients received

optimal care, at least a quarter of hospital deaths might be avoided.11

Naturally, some doctors challenged these conclusions and suggested that

the reports were exaggerated.12 Firstly, they argued that the Institute of
Medicine should not have compared hospital deaths to motor vehicle
deaths, since hospitals were dealing with sick people, who are prone to die
anyway. Also, the Institute’s report dealt with only the sickest patients who
would be expected to have a high death rate. ey argued that the deaths
were not necessarily caused by the hospital’s errors; it could just have been
that the people who died happened to have suffered the speci�ed adverse
events.



Harvard’s Dr. Lucian Leape points out that the assumption that the
patients concerned were the sickest group, who might have died anyway, is
not valid. Many patients who died “were not very sick”; the hospital was
responsible. Suggesting that doctors merely shortened the period of life is
irrelevant—we all die eventually. ousands of patients are dying, and
hospitals are killing them. Leape’s arguments are not easily dismissed. To
suggest that the patients “would have died anyway” is scant consolation for
relatives and is an unwarranted assumption.

In a study of 182 deaths from 12 hospitals, 14–27 percent of deaths from
common causes, heart attack, pneumonia, or stroke were reported to be

preventable.13 ese high mortality conditions accounted for over one in

three hospital deaths.14 Similarly, it was reported that 17 percent of intensive
care patients had serious or fatal adverse events that need not have

occurred.15 In a study of 1,047 patients, 185 were reported to have had at
least one serious adverse event. Patients who stayed longer in the hospital
had more adverse events than those who where discharged quickly—the risk
of an adverse event increased by about 6 percent for each day a patient
stayed in the hospital. To compound this risk, about 18 percent of patients
had serious events involving a longer hospital stay, increased costs, and
increased risk of additional adverse events.
e number of unnecessary deaths in hospitals is alarming. About 2.5

million people die in the United States each year, and bad medicine may kill
up to one in three of all people dying. ese large numbers blunt the senses.
Details of the death of a single child can tear at the heart, but 100,000 deaths
is simply a statistic. Whether medical errors kill 44,000, 98,000, or 784,000

people each year in the U.S., as has been variously reported,16 is not the
point; even the least of these �gures would be a glaring indictment of
current medical practice. e lowest estimate places medicine �rmly among
the top ten causes of death in the U.S.; the highest makes medicine the
number one killer.

MEDICAL PROGRESS?

A recent book by historian David Wootton concludes that, throughout most

of its history, medicine has been harmful.17 He argues that, over the



millennia, medicine was generally unable to extend life and, for the most
part, was detrimental to the patient. Around 1950, Wootton suggests,
medicine became more scienti�c and patients bene�ted from greater health
and longevity. is sounds reassuring, but would not a nineteenth-century
physician have made similar claims about the eighteenth century?

Perhaps inevitably, an overly optimistic idea of medical progress has long
been a core feature of the profession. is could re�ect “the triumph of hope
over experience,” as Samuel Johnson remarked of a man who remarried
following a previous unhappy marriage. More likely, doctors might �nd it
hard to practice if they did not believe they were curing their patients more
successfully than previous generations. Of course, modern doctors claim to
be scienti�c—they would rightly be classi�ed as quacks if they did not.
Hindsight will show whether current practitioners are right or wrong.
Nevertheless, 100,000 deaths or more per year from medical errors will be
hard to live down.

We concede that medical technology has advanced, with organ
transplants, body scanners, and many new drugs. However, this does not
always mean that patients bene�t: such innovations may do harm as well as
good. An example of this Janus-faced aspect is the use of mammograms for
breast cancer. Clearly, if screening �nds a cancer that would have been fatal,
allowing it to be removed, it is bene�cial to that patient. However, if a
patient is unlucky enough to get a “false positive” result, the mammography
has wrongly identi�ed something harmless as possibly being cancerous. is
patient may undergo uncalled-for investigations, biopsies, or even surgery,
radiotherapy, and chemotherapy, at a �nancial and emotional cost. In this
case, they would have been better off without the screening. Such an
example is not mere speculation: a Swedish team, publishing in e Lancet,
found that “for every 1,000 women screened biennially throughout 12 years,
one breast cancer death is avoided, whereas the total number of deaths is
increased by six.” In everyday language, the screening killed six times as
many people as it saved. e bene�ts of modern medical technology are at

best mixed.18

INSTITUTIONAL INCOMPETENCE



Medicine is entering the terminal phase of a disease that might be named
institutional incompetence. Progression has been remarkably swi and is
beyond anything one might have predicted. e problems assaulting
medicine are caused by con�ict of interest, poor management, and closed-
minded professionals. e process is speeded by the drug industry,
ineffective politicians, and lax government regulators.

Terminal illness is expensive, as desperate attempts are made to avoid the
inevitable or, at least, to make the patient more comfortable. e illness
affecting medicine is no exception. e costs of modern medical care
systems are huge and rising. Insurance organizations, whether private or
governmental, complain about the high cost of medical care, as they try to
avoid paying for services. e National Health Service in the United
Kingdom has grown to be the third largest employer in the world, aer the

Chinese Army and the Indian Rail Service.19 It employs 1.3 million staff or
about 2 percent of the U.K. population.

Similar problems have arisen with government health services elsewhere.
An example is the plan developed in Saskatchewan, Canada, in 1950. e
intent of Premier Tommy Douglas was to make medical care available to
everyone, irrespective of their station in life, but the original framers did not
foresee that such a worthy plan would become inadequate by the twenty-
�rst century. During the following �y years, a number of factors came into
play, complicating medical care and increasing its costs. Food quality
declined, resulting in poor nutrition and increasing chronic disease.
Corporate medicine increased in size and importance, in�uencing medical
teaching and practice. e popularity of drugs grew in parallel with
corporate medicine’s advertising budget. e ensuing dash for pro�t and
patentability overrode old-fashioned notions of safety and clinical
effectiveness, leading to increases in the number and prices of drugs. ese
factors have combined to increase the number of drug-related deaths;
corporate medicine kills vastly more people than illegal drug pushers.

Fundamental Problems

ere are fundamental problems with America’s disease-care system. Here
we list some of the issues:



Financial con�icts of interest—Doctors, hospitals, and pharmacies make
money when people are sick. e end result is care of the sick, with little
preventive medicine. ere is virtually no funding from mainstream
medicine to support research into nutrition and prevention. For-pro�t
companies cannot make money from cheap, nonprescription nutritional
supplements that cannot be patented.

Poor management—Hospitals are oen not well run. For example, even
basic measures to provide healthy nutrition to patients or prevent
infections are not prioritized.

Government out of touch with the people—Governments may change
the way they fund our failing “health” systems, but the underlying
problem continues on, fundamentally unchanged, with its drug-and-
surgery orientation.

Complacency and misinformation from health professionals—For
decades, nutritionists and dietitians have argued that vitamin and
mineral supplements are not needed if you just eat a balanced diet. It is a
nice story, but it is only a story. ey have no scienti�c support for such
statements. Supplements are the only practical way that people can get
800 IU of good-quality vitamin E daily, the minimum amount that may
help prevent most cardiovascular disease, the number one killer. Many
people will need even more. Supplements are needed to get 3,000 mg or
more of vitamin C daily, the minimum amount that is claimed to be
reasonably protective against cancer. Vitamin D de�ciency is rife,
leading to winter epidemics of colds, �u, and more severe illness.
Similarly, magnesium, calcium, and chromium de�ciency is the rule,
even in the U.S. Keeping cholesterol and saturated fat out of your diet

will not help. Medicine has been based on such myths for too long.20

Avoidance of individual responsibility for health—e elderly are the
main users of the disease-care system and are the chief taxpayer-
supported users. is age group is oen resistant to diet and lifestyle
change with less time to bene�t than the young. What preventive health
education the elderly are offered is as limited as the typical nursing home
diet. People are treated for diseases but are not properly educated to
maintain their health. Willing acceptance leaves many dependent on



dispensary-style medical care. For a few cents a day, nutritional
supplements might extend a person’s life and well-being. e system has
taught people to expect to be ill frequently, hold out their hand to receive
a prescription, and go away.

“FIRST, DO NO HARM”

Hippocrates’ famous axiom “First, do no harm” is oen quoted by doctors
and is included in some translations of the Hippocratic oath. It remains
popular because of the continuing realization that, too oen, doctors do
cause harm. ey injure their patients by simple errors, which include
mistakes and miscommunication, poor prescribing, overdosing, and
inappropriate surgery. e rule that a doctor should do no harm does not
work when medical practice focuses on cutting into the human body or
dosing it with chemicals that are dangerous enough to require prescription.

Hospitals are the cathedrals of modern medicine, yet they remain some of

the most dangerous places on earth.21 ey provide a necessary and oen
lifesaving service for injuries and other traumas. However, do not assume
that a hospital is necessarily a good place to have a medical emergency.
Delays in de�brillation can lower the chances of survival from a heart attack.

In hospitals, de�brillation may oen be delayed.22 Delayed de�brillation was
associated with only about half the chance of survival (22.2 percent vs. 39.3
percent) compared with prompt treatment. Some have claimed that it is
safer to have a heart attack in a casino or an airport than in a hospital, as
help in the form of �rst aid and de�brillation might be provided more

quickly.23

Hospitals are essential for treating the critically ill. For most people,
however, hospital visits are unnecessary. If you want to remain healthy, stay
away from hospitals, unless you have an urgent medical condition.

REAL HEALING

Hippocrates emphasized nutrition, exercise, and cleanliness for restoring
good health—these were the basis of his medicine. In ancient days, there
were few alternatives to using diet as therapy. Animals in the wild have no



medical alternative. Humans now have advanced medical technologies, but
that does not necessarily mean these new options are superior or safe. With
most short illnesses, the body heals itself. A bandage does not repair
damaged skin, it merely keeps the wound clean and in an environment that
will aid healing. For many illnesses, the doctor needs to promote healing by
stabilizing the patient and ensuring that food, warmth, and other needs are
met. Hippocrates is remembered for his oath, but he also provided a large
number of aphorisms to guide the physician. Many of these sayings refer to

nutrition and healing24:

“When the disease is at its height, it will then be necessary to use the
most slender diet.”

“For extreme diseases, extreme methods of cure, as to restriction [of the
diet], are most suitable.”

“Persons in good health quickly lose their strength by taking purgative
medicines, or using bad food.”

“If one gives to a person in fever the same food which is given to a
person in good health, what is strength to the one is disease to the other.”

Modern medicine has forgotten that, in most cases, disease is self-
limiting. e common cold is just one example. e doctor’s interventions
ideally help the body heal itself. is issue goes to the heart of the doctor-
patient relationship. Provided the patient is not in a coma, the doctor-
patient relationship is important. Patients may recover when treated by
some doctors but not when given similar treatment by others with whom
there is no therapeutic relationship.

Patients expect to be treated with respect, to be taken seriously, and to be
healed, or at least that a serious attempt be made to help them heal. People
oen judge a doctor’s worth on the old-fashioned doctor-patient
relationship rather than technical knowledge or skill. is is surprisingly
rational, as poor communication is a major source of medical error: if
doctors are not listening carefully and actively, patients may not bring up
important information. Care is also needed when doctors give information.
For example, patients who do not understand discharge instructions are



more likely to be readmitted to the hospital or end up in the emergency

room.25

In medical schools, doctors are taught the importance of being scienti�c.
In this context, “being scienti�c” means following the principles of
evidence-based medicine, in which treatments must be “proven” by
controlled clinical trial or by long established practice. is approach is
increasingly imposed by the Colleges of Physicians and Surgeons. Medical
colleges examine the technical capabilities of their members rather than how
many of their patients get well. Practitioners are expected to conform to
treatments recommended by the medical schools and are not encouraged to
experiment with new (or old) ideas.

Unfortunately, many doctors are not trained in the scienti�c method.
ey think they are being scienti�c when they are simply repeating methods
memorized in college or promoted by corporate medicine. ey do not
realize that genuine science is a trial-and-error approach or that authority is
not science. Increasingly, doctors follow general “best practice” rules, which
are aimed at a hypothetically average patient, or the current “standard of
practice,” which advocates conformity with other doctors. Patients, however,
are individuals, so what helps one may not work for another.

Patients want their doctors to cure them or, if this is not possible, to
relieve their symptoms. ey do not care whether the treatment is scienti�c
or not, only that it works. Doctors want to use “scienti�cally proven”

methods, without realizing that science and proof are incompatible.26 us,
they use only those methods that the medical authorities and corporate
medicine have assured them are scienti�c. is approach is safe (for the
doctor)—doctors do not lose their licenses for being conventional.

If they became real healers—working for the bene�t of patients—they
would not care what method they used as long as their patients got better.
ey would also make strenuous efforts to do no harm. However, doctors
following this approach run a serious risk of problems with the medical
authorities, and few doctors risk their careers for the lives of their patients.

Time for a deep breath. You may feel that this has been a rather gloom-
and-doom opening, but the thrust of this book is positive. It explains how to
take back control and protect your health. Make sure you walk out of the
hospital’s front door and do not end up on a slab in the basement.



BE RISK AVERSE

is book is divided into two main sections:

Part One: Diagnosis—Hazardous to Your Health. is section looks at
the problems with modern corporate medicine and why it can make a
stay in the hospital dangerous to your health.

Part Two: Antidote—Patient Power. is section offers suggestions for
taking charge of your own health care.

Because of the possible dangers of modern medical care, patients need to
be risk averse. is book offers some suggestions for minimizing the risks of
being in the hospital. ese are a summary of the actions we would take if
we could not avoid a hospital stay. However, it is important to tailor your
approach to your own circumstances.

We have written this book as a general and informative guide, for
individuals who wish to lower their risk of death or injury while in the
hospital. We believe that people should think for themselves, taking control
of decisions about their health. A typical, intelligent person can take full
responsibility for such decisions. Clearly, it would be foolish not to take into
account the advice of doctors, nurses, and other health professionals.
Sometimes, however, people become subservient and relinquish their
authority to the hospital. en, when things go wrong, the patient blames
the doctor, resulting in a litigious environment where everyone loses.

Some of our suggestions involve dietary changes or supplements as these
are considered central to maintain good health. But in certain cases,
supplements are contraindicated; oen, this is because of interactions with
drugs or treatments. For example, the drug warfarin prevents blood clotting
by blocking the action of vitamin K; thus, a patient would be unwise to
simultaneously take a vitamin K supplement, as it is the antidote to the drug.
It is always important to check the contraindications and side effects of any
drugs you are taking. Since some doctors display a knee-jerk opposition to
supplements, ask for speci�c reasons why you should not take any particular
nutrients.
is book’s aim is to help people steer clear of unnecessary risks and, if

hospital treatment is unavoidable, to help increase the chances of a



successful outcome. Your life depends on you taking personal responsibility
for your health.



PART ONE

Diagnosis–Hazardous to Your

Health

 



C

CHAPTER 1

How Did We Get Here?

“Who are the greatest deceivers? e doctors? And the greatest fools? e patients?”

—VOLTAIRE (FRANçOIS-MARIE AROUET, 1694–1778)

riticisms of modern medicine may sound new but, historically, have
been rather consistent. A 1929 editorial by Dr. F. H. Garrison in the

Bulletin of the New York Academy of Medicine is entitled “e Evil Spoken of

Physicians and the Answer ereto.”1 Dr. Garrison draws on similar work
from the seventeenth century, itemizing what he calls “these rusty weapons
and damp ammunition, formerly employed so continuously to belittle our
profession.” Dr. Garrison lists the accusations as follows:

e doctor usually kills rather than cures.

Nature, le to herself, will usually heal the patient, but drugging may
harm or kill him.

e doctor is a pompous, pedantic, ceremonious duffer, who talks
learnedly out of books to conceal his ignorance of reality.

In medical consultations, the patient is slain by the force majeure of
numbers.

e demands of professional ethics and etiquette were formerly such
that it was deemed better for a patient to die by rule (secundum artem)
than to recover in de�ance of medical principles. is affectation of
legality or ponti�cal infallibility is, and has been, the weak link (in the
eyes of enemies) in medical practice. It is here naturally that the quack
�nds his opportunity and gets his innings.

e doctor trades upon illness, gets rich through the prevalence of
disease, whenever it does not affect himself or impoverish his clientele.



He pours medicines, of which he knows little, into bodies of which he
knows less.

Such criticisms have dogged medicine for centuries. To quote Dr.
Garrison, “For over twenty-�ve centuries, at least, these stereotyped slurs
were cast up against physicians without let or hindrance.” In other words,
denigration of the medical profession has been happening since before the
days of Hippocrates (circa 460–370 BC) in ancient Greece.

Each generation of doctors tells us their equivalent of the claim that
medicine has become more scienti�c, with technical advances and modern
methods that are assumed to render it more effective. Although they admit
that old-fashioned medicine was of slight bene�t, or even blatantly harmful,
successions of medical authors proclaim that their new methods will save
more lives and make people healthier. Unfortunately, much of this optimism
is self-serving balderdash. As time passes, the de�ciencies of previous
medical paradigms, such as bloodletting or leeches, become apparent. ey
are not, however, necessarily replaced by effective and efficient health care.
In the future, it seems highly likely that many of the methods so valued by
our current physicians will be recognized as obviously harmful, and people
will wonder why we were so gullible.

Dr. Garrison supports the current medicine of his day, using a familiar
sequence of arguments, which we have extracted here:

Medicine [in 1929] has become scienti�c and effective.

e harm done by earlier physicians was a result of them working in an
age of relative ignorance.

Modern medicine has great scientists working unsel�shly for the
common good.

Modern doctors have higher ethical and professional standards.

Doctors work themselves to near extinction looking aer their patients’
health.

A doctor with a bad reputation will soon lose his clients.

e criticisms of medicine are humorous and not to be taken seriously.



Dr. Garrison suggests that, by 1929, medicine had conquered infectious
disease and had perfected surgery, gynecology, obstetrics, dentistry, and the
new science of infant welfare. In 1850, he suggested, people in the United
States had no health whatever, but by 1929 they were healthy and athletic.
Implicit in this is the suggestion that medicine had triumphed over illness.
ere is some truth in the idea that people had become healthier. However,
much of the progress arose through better sanitation, hygiene, and nutrition.
Over the last century, medicine has oen taken credit for these
improvements, while hiding the harm it causes.

A HISTORY OF SHAME

Organized medicine has a long history. As long as 6,000 years ago, medical
schools were attached to ancient Egyptian temples. Hippocrates seems to
have believed his treatments could cure disease and increase life span, but he
was probably wrong. Hippocratic medicine (emetics, cautery, purgatives,
and bloodletting) appears to have killed more than it cured. While
Hippocrates placed emphasis on diet and exercise, he did not report the
central importance of diet to health and longevity.

In�rmaries have existed since before the days of the Romans.2 Back then,
gladiators were revered as valuable sources of entertainment, like modern
sports heroes. Chief physician and surgeon to the gladiators was Galen
(129–199 AD), who attempted to repair their injuries. He thus gained the
opportunity to see aspects of human anatomy without engaging in the then
illegal practice of dissecting dead bodies. However, scienti�c progress was
slow and treatments were based on faith rather than rationality.

From the time of the Greeks and Romans through to the nineteenth
century, medicine relied on the four humors theory. e four humors—
black bile, yellow bile, phlegm, and blood—were thought to fundamentally
control health. When these four humors were in balance, the person was
healthy, whereas if a particular humor increased or decreased, it caused
weakness and ill health. Today, we might �nd this funny (humorous), but for
much of history it was a medical disaster. A doctor might think a patient
had too much blood and would therefore bleed the sick person, weakening
him and preventing recovery. By contrast, phlegmatic patients were



prescribed wine to return them to balance, so were probably happier, if not
healthier!

For centuries, Galen’s in�uence dominated medicine. Indeed, despite its
claims to a scienti�c basis, the profession has been dominated by belief in
authorities for most of its history. Galen was revered almost as a deity and,
until the Renaissance, his work was considered de�nitive. In the sixteenth
century, a notable polymath named Paracelsus helped break this stultifying
tradition. Paracelsus had little time for modesty or self-effacement—his
adopted name means “as great as or greater than Celsus,” the Roman
physician who had been in�uential for over a millennium. e word
bombastic is sometimes said to arise from Paracelsus’ original name,
Phillippus Aureolus eophrastus Bombastus von Hohenheim. While this
may be historically incorrect, it gives a clear impression of the man. As an
indication of his contempt, Paracelsus reputedly burned the books of
Avicenna and Galen at the medical school in Basle.

To its shame and the detriment of its patients, medicine has consistently
followed authority rather than working rationally from reason and data.

Bloodletting and Cautery

It should come as little surprise to the reader that early treatments for
disease could be worse than the malady itself. Cautery was oen used for
minor ailments and was treated by physicians as something approaching a
panacea. An early treatment for piles was cautery, which means to burn
away dead tissue. Naturally, many people would prefer hemorrhoids to the
application of a red hot poker. Quite likely, the mention of the word would
have persuaded any hypochondriacs that they had made a rapid recovery.

Bloodletting had a long history despite the clear harm that it caused. It
seems quite astonishing that the practice could continue for centuries
without doctors noticing the stream of dead patients. George Washington
was killed largely by his doctors’ overenthusiastic bloodletting. ey took an
estimated 3.75 liters of blood over a period of nine to ten hours in December

1799.3 An average adult has a total of about 4.7 liters of blood in their body.
Washington had a bad cold, a throat infection and a fever, so his doctors
bled him to death. Today, with hindsight, we can recognize these eminent
doctors as quacks.



e historical bene�ts of medicine can be gauged by the observation that,
from the time of Hippocrates to the middle of the nineteenth century,
bloodletting was a universal remedy. e Merck Manual was still
recommended bloodletting for some ailments as late as the 1934 edition.
Galen also advocated bloodletting, alongside a proper diet. For most
maladies, a doctor in the time of the Romans could have provided medicine
about as effective as that given in the early nineteenth century.

Mesmer and the Quacks

Some quacks are so famous that their names have become generic. Franz
Anton Mesmer (1734–1815) lived around the time of George Washington
and the term mesmerize means to enthrall, spellbind, or otherwise put
someone into a trance. While generally considered a quack, Mesmer may
have been the �rst successful clinical hypnotherapist. He certainly made a
name for himself, and a good living, from his specialist treatment of the
diseases of the rich.
ough called a quack, Mesmer is not known to have killed anybody. It

might be argued that he diverted people away from authorized medicine,
and, in so doing, caused them harm. However, at the time he was working,
conventional treatments included mercury, purging, bloodletting, leeches,
and so on. Diverting patients from such treatments might well have been
doing them a favor. In Mesmer’s era, doctors did not even wash their hands
between patients. ey would go from lancing a boil to delivering a baby,
and from dissecting a cadaver straight to the operating theater. When
compared with the available medical technology, Mesmer and his methods
might reasonably be preferred by rational patients.

George Bernard Shaw provided a clear and characteristically amusing
description of the difference between quacks and quali�ed doctors: “e
distinction between a quack doctor and a quali�ed one is mainly that only
the quali�ed one is authorized to sign death certi�cates, for which both sorts
seem to have about equal occasion.” Notably, Shaw died at the age of ninety-
four, from injuries sustained falling off a ladder while pruning an apple tree.
Few doctors live that long, never mind retaining the ability to climb trees.



BIRTH OF THE HOSPITAL

One puzzle that spans the history of medicine is why people were willing to
pay doctors for treatments that didn’t work and oen harmed. If patients
paid for treatments only when they were cured, it might have been a
powerful economic constraint, and the �nancial incentive could have driven
medical science to develop effective treatments. Even more baffling is why
this practice of paying for ineffective and harmful treatment is tolerated
today.
e early centuries of medicine had one great advantage—the patient paid

the doctor and maintained responsibility and control. Later, the state or
other large organizations (such as an insurance company) paid the doctor;
as a result, patients lost control over their own bodies and health. As
payment from the patient became indirect, doctors took more control. is
situation brings us to the birth of the medical organization, the clinic, and
the hospital. Historically, hospitals have provided an administrative
convenience that transferred power to the medical profession but offered
few bene�ts to patients.

At �rst sight, hospitals seem to be an obvious development. ey bring
economies of scale, centralized teaching, and the beginnings of organized
medicine. French philosopher Michel Foucault suggests that as hospitals
developed, the experimental method started to be applied and staff began

using laboratories for investigation.4 However, Louis Pasteur (1822–1895),
oen called the “father of modern medicine” and one of the most famous
French scientists, worked in a laboratory in his own house. Until recently,
hospitals were not necessary for many of the major developments in medical
science.

Hospitals have helped organize medical investigations. In the nineteenth
century, physiology developed rapidly as a discipline, based on dissection of
cadavers and live animal experiments (vivisection, oen without bene�t of
anesthetic). In Australia, at least as recently as 1973, live marine toads were
routinely vivisected for neuromuscular experiments in biology courses. In
Dr. Saul’s physiology classes, the laboratory went through bushel-baskets of
toads (admittedly a national pest) each week.

Over time, medicine became a science based on laboratory experiments.
New disciplines, such as pharmacology and medical bacteriology, arose to



provide medicine with the core scienti�c data it needed. For the patient,
however, modern hospitals brought a shi away from good health as the key
objective. Rather than helping a patient to become and stay healthy, the idea
became to return them to normalcy.

Hospitals brought new teaching methods and a change in the doctor-
patient relationship. Early hospitals helped doctors rather than patients.
When patients bene�ted, it was likely to have been through chance and
serendipity. From the early days of teaching hospitals, it became clear that
they harmed patients, and initial statistics showed that a hospital was not a
healthy place in which to be sick. Four in ten amputations resulted in death,
for example. Sir James Simpson (1811–1870), discoverer of chloroform
anesthesia, stated that “A man laid on an operating table in one of our
surgical hospitals is exposed to more chances of death than was the English
soldier on the �eld of Waterloo.” One problem was that infection rates in
hospitals were high, primarily because many sick people were contained in
the same unhygienic building, thus increasing the opportunity for
contagion.

Perhaps we should remind ourselves that Pasteur, who contributed so
greatly to medicine’s understanding of infections and their treatment, was
not a physician. In fact, Pasteur was reluctant to work with medical doctors
because he found them untrustworthy and resistant to progress. In 1885,
Pasteur tested his rabies vaccine on a nine-year-old boy, Joseph Meister, who
had been bitten by a rabid dog. However, Pasteur did this at great risk to
himself: since he was not a physician, he might have been prosecuted. e
deciding factor was that, without the vaccine, the rabies would have killed
the boy. Both Pasteur and the boy were saved by the vaccine’s success.

While Pasteur ignored the rules, he still succeeded in introducing
important developments. Other medical innovators have faced great
difficulties. Ignaz Semmelweis (1818–1865) attempted to get doctors in
obstetric clinics to wash their hands in order to prevent the spread of
childbed fever. Apparently, his colleagues considered this an outrageous
suggestion. Semmelweis ended his days in a mental hospital, aer years of
�ghting the medical establishment. Historian David Wootton, author of Bad
Medicine, puts the position clearly, “Once doctors decided they need pay no
attention to microorganisms, they immediately ensured that they would



never have to encounter evidence suggesting they had made the wrong

choice.”5

People have suggested that if Semmelweis had been more easygoing and

cooperative, his ideas might have been accepted earlier.6 e counter
argument is that if Semmelweis’ personality were different, the problem and
solutions may not have occurred to him, and he might not have had the
courage to stand up for his crusading ideas. Even if he had started out with a
most affable personality, it is unlikely that he would have retained it under
the pressures to which he was exposed.

e Hygiene Paradigm

Semmelweis rebelled against a widespread problem by �ghting the medical
establishment. Without a paradigm change, however, he was �ghting a
losing battle. In his day, the standard of medical hygiene was low,
particularly in hospitals. e medical establishment would have needed to
change their views on the importance of hygiene. In effect, they would have
had to admit they had been killing their patients. Doctors would take some
time to reach that conclusion.

History suggests that reason and data can be ignored for generations:

social revolutions involve a paradigm shi and take time.7 is delay is
particularly the case with medicine. To be told, in effect, “your dirty hands
are killing people” was too much for the doctors to accept, even though it
was true. Instead, by making small advances over time, hygiene could be
incorporated into normal practice without loss of face. Indeed, it could be
used as a demonstration of medical advancement.

By the middle of the nineteenth century, hospitals were death traps and
were consequently in the process of becoming obsolete. ey were dirty and
dangerous places, to be avoided at all costs. Florence Nightingale introduced
improved hygiene standards, but keeping a hospital clean does not prevent
all infections. Hospitals were saved by a fundamental change in medical
science—the theory of germs. e germ theory of disease allowed workers
to understand the need for hygiene, the basis for antiseptics, and, ultimately,
the use of antibiotics. At �rst, antibiotics were viewed as so powerful that
they would defeat infectious disease forever.



e idea that advancing medical technology might overcome infections
completely displays both arrogance and a misunderstanding of biology.
Single-celled organisms are everywhere and, in biological terms, medicine is
largely irrelevant. Modern hospitals are still plagued by rampant infection
despite, or sometimes because of, the use of antibiotics. Bacteria have the
ability to become resistant to drugs; the more a drug is used, the more likely
it is that resistant bacterial strains will develop.

Nowadays, overuse of antibiotics has resulted in multi-drug (or
methicillin)-resistant Staphylococcus aureus (MRSA), vancomycin-resistant
Staphylococcus aureus (VRSA), and multi-drug-resistant tuberculosis
(MDR-TB). e early successes of hygiene and antibiotics led to a
reasonable expectation that a patient should be safe from infection when in
medical care. e reality is different—modern hospitals remain a major
source of some of the most dangerous infections.

AN ALTERNATIVE MEDICAL HISTORY

Modern medicine originated largely in the West and bene�ted from the
Renaissance, Industrial Revolution, and the consequent rapid increase in
scienti�c knowledge. In other parts of the world, notably China and India,
practitioners developed independent forms of medical understanding and
techniques.
e Chinese system is derived from Tao, Buddhist, and Confucian

philosophies. In this view, a person’s health is in a close relationship with
their food and environment. An example is the concept of yin-yang balance,
which in some ways is similar to the four humors of early Western medicine.
Chinese philosophy differs greatly from modern biology and medicine,
which has no direct counterpart to the concept of life force, qi, or the
meridian system that is used in acupuncture. Indeed, some regard qi as

pseudoscience,8 while others describe it as a valid philosophical construct.
Some adherents of Western medicine have described traditional Chinese
medicine as a pre-scienti�c discipline. is may re�ect a drive to eliminate
competition, as shops selling Chinese medicines are becoming
commonplace in Western shopping malls.

Acupuncture derives from traditional Chinese medicine and is oen
considered an alternative treatment in the West. Since there was no known



physiological mechanism to explain results obtained by sticking pins in
apparently imaginary lines on the surface of the body, acupuncture was
initially rejected as a treatment. is rejection was essentially scienti�c but
rather strange, as the dominant Western paradigm of “evidence-based
medicine” is founded on statistical association rather than direct causation.
Despite the apparently irrational nature of acupuncture, it seems to work.

Acupuncture has been found to help low back pain,9 postoperative nausea,10

nausea and vomiting induced by cancer chemotherapy,11 headache,12 and
dental pain. e claimed bene�ts of acupuncture are too numerous to list
here and the clinical trials are inconsistent.

Clinical research into alternative therapies can be difficult. Unlike a drug,
it is difficult to �nd a suitable placebo control for acupuncture. e person is
typically aware that someone is sticking needles or applying skin pressure. A
similar problem occurs in studying conventional surgery, where an ethical
placebo operation is difficult to design and implement. Fortunately, the
seemingly surprising positive results in some clinical trials have guided
researchers to study the mechanisms involved. We now have direct evidence
of a physiological effect.

Acupuncture can reduce pain by increasing pain thresholds.13 A small
pain can induce feedback, causing the release of brain hormones, which
block larger pain signals. ese hormones are similar to morphine and
codeine, in that they are blocked by the drug naloxone. Also, like opiate
drugs, repeated acupuncture generates both tolerance and cross-tolerance
with morphine. When compared with a placebo, acupuncture pain relief
takes time to develop and is more lasting, as might be expected from the
physiological mechanisms. However, it appears that all forms of
acupuncture are not equally effective for providing analgesia. In particular,
electro-acupuncture seems best at delivering stimuli to activate powerful
opioid and non-opioid analgesic mechanisms. To evaluate the efficacy of
acupuncture, we need carefully controlled clinical experiment, rather than
the crude trials currently employed.

Ayurvedic medicine is a legacy of developments on the Indian
subcontinent. It began 5,000 years ago, with a greater degree of organization
being introduced from about 1,500 years BC. Ayurveda means “knowledge
of life” or biology. Indian medicine has provided alternative medicine with



techniques such as yoga, massage, and a range of herbs, in addition to
dietary advice. Traditionally, Ayurvedic medicine describes the body as
consisting of blood, bone, chyle (or plasma), fat, �esh, marrow, and
reproductive tissue (e.g., semen). ere are three “humors”: vata (driving
force, e.g., nervous energy), pitta (�re, e.g., metabolism), and kapha (water,
e.g., plasma), which need to be balanced for health. Hinduism and
Buddhism were in�uential in its historical development. Notably, hygiene is
an essential and valued part of Ayurvedic medicine.

Ayurvedic medicine is a complete health-care system using diet, exercise,
meditation, and herbs to maintain mental and emotional health. It would be
wrong to assume that this form of alternative medicine is somehow
primitive compared with the Western approach. For example, the Sushutra
Samhita, a book from Sushruta, who is known as the father of Indian
surgery and lived perhaps around 600 BC, describes remarkable advances. It
describes ulcers as unclean and needing to be cleaned before fully healing. It
mentions that wounds can be stitched to prevent bleeding, and numerous
types of surgery are covered. With the passage of time, it is not clear how
successful these surgical interventions were. However, at least in some cases,
cataract surgery was successfully performed with speci�c instruments as far

back as 1,000 BC.14 Sushruta even described nose jobs (rhinoplasty). Today,
Ayurvedic medicine is becoming increasingly scienti�c, as it adopts the
experimental method and clinical trials.

One of the main objections to Ayurvedic medicine is that some of its
herbs can contain high levels of heavy metals. Manufacturing control of
such herbs may be poor and about one in �ve medicines sold on the Internet

contains lead, mercury, or arsenic.15 Monitoring of quality is important.16

is contamination relates to inadequately controlled companies supplying
herbs rather than being a problem with the principles of Ayurvedic
medicine. It is important to be sure that herbs are obtained from reputable
suppliers.
e bene�ts of Indian medicine can be outstanding. Turmeric, for

example, is a powerful antioxidant,17 anti-in�ammatory,18

neuroprotective,19 and anticancer20 agent. Modern medicine is only just
coming to terms with the properties of turmeric and the curcumins it
contains. ere are numerous other Ayurvedic treatments that may take



decades to evaluate properly. Orthodox medicine would do well to show a
little humility before dismissing these treatments.

ORTHODOX VS. UNORTHODOX MEDICINE

By the mid-nineteenth century, we entered an age of free-market medicine.
Prescribed medicines and patent remedies shared a common feature—many
were poisonous. en, a number of doctors rebelled against their own
profession by recommending vegetarianism, fasting, water, sunlight, and
even exercise to cure the many diseases of the day. One of these was James
Caleb Jackson, M.D. (1811–1895), developer of the �rst whole-grain
breakfast cereal (“granula,” later to be known as granola). Similarly, John
Harvey Kellogg, M.D., of Battle Creek Michigan, was well known as an
advocate of natural, high-�ber foods. His brother, Will Keith Kellogg,
invented wheat �akes and the even more popular corn�akes. ese pioneers
in nutritional medicine followed the Hippocratic rule, “First, do no harm.”

Today, doctors are arguably the most powerful professional group in
society. In a sense, you do not exist as a legal human being until a doctor
autographs your birth certi�cate and you are not free from paying taxes until
your death certi�cate is signed. Doctors enjoy high incomes, high social
status, and immense authority. Dr. Robert Mendelsohn, author of
Confessions of a Medical Heretic, likens them to modern day priests and
medicine to a new religion. A fundamental difference between science and
religion lies in their respective reactions to challenge. In science, challenging
a hypothesis is a core part of the methodology; in religion, it is considered
heresy. We are so used to thinking of medicine as a respected and
benevolent force that suggestions such as “more people live off cancer than
die from it” are hard to accept. Nonetheless, the view of modern medicine as
a business, pro�ting from sickness and suffering, is rational and consistent
with the facts.

Unorthodox medicine has always been a speci�c target for criticism by
doctors. In any science, there is disagreement, which is essential to drive
progress. To the extent that medicine ultimately gains its authority from
science, it needs open dialog, covering all rational approaches. In the health
professions, open discussion keeps practitioners aware that there are varied
approaches to health. Problems arise when one school of treatment achieves



political power and can bias laws, limiting alternative schools of treatment.
e American Medical Association (AMA) has largely achieved this goal.
Although it represents fewer than half the physicians in the United States, it
remains a powerful lobby in Washington, D.C., and an in�uential union or
guild. Such behavior is unscienti�c, but it is typical of both religions
(stamping out heresy) and commercial businesses (destroying the
competition).
ere is only one scienti�c criterion for an effective therapy: either it

works or it does not. However, clinical trials are oen designed and run for

the bene�t of corporate medicine.21 e effect of this is to deny funding to
trials of cheap, non-patentable therapies that might be effective but could
damage corporate pro�ts. Such untested treatments will be described as
“unproven” and be ignored.

Few people who understand the history of modern medicine can regard it
with any degree of pride. For many years, even the suggestion of basic
hygiene during surgery was rejected. Western medicine gained its
dominance from its commercial success. In the West, the development of
science substituted experiment and observation for belief in authorities such
as Galen. It is arguable that recent developments (such as evidence-based
medicine) have tended to reverse this trend and have instituted a new form

of authority-based medicine.22

In the East, Chinese and Indian forms of medicine have had a long
history, with philosophical similarities to some early Western developments.
In some respects, they were more advanced. However, the introduction of
experimental science and advances in technology provided an advantage to
Western medicine. is was reinforced by the commercial advantage of
patents. Many of the methods of Chinese and, especially, Indian medicine
have yet to be tested in clinical trials. is does not mean they do not work
—just that they are untested in the required type of statistical clinical trial.

Modern medicine has come to consist of those treatments that provide
�nancial pro�ts. Furthermore, evidence-based medicine can repress proper
scienti�c consideration of alternatives.
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CHAPTER 2

Corporate Medicine and the Profit
Motive

“He that takes medicine and neglects diet wastes the skills of the physician.”

—CHINESE PROVERB

he United States alone spends over $2 trillion each year on disease
care. Despite this huge expenditure, U.S. citizens are only number 37 in

the ranking of world health. In total, about 1,300,000 Americans have died
in all the wars in U.S. history, yet today the U.S. loses a similar number of
Americans each year from cardiovascular disease and cancer. Many of these
premature deaths are avoidable.

Total drug industry sales are approaching $500 billion per year, half of
which are in North America. Pro�t margins are so high that in some recent
years “the combined pro�ts for the ten drug companies in the Fortune 500

were more than the pro�ts for all the other 490 businesses put together.”1

Drug companies make pro�ts from the sick and view the healthy as
potential pro�t centers. Hospitals have become industrial centers for
extracting money from the ill and in�rm.

SICKNESS = PROFITS

e U.S. has recently passed landmark legislation expanding its healthcare
delivery system. Many other countries have a national health service and
they are beset with the same fundamental problem: their purpose is not
improving health but treating sickness.

Sickness is pro�table. So much so that, throughout the history of
medicine, there have been quacks, making money peddling treatments and
“cures.” ere are vast pro�ts to be made in pharmaceuticals, medical
technology, and delivery. However, these pro�ts depend on people being
sick. A sick person is oen both desperate and vulnerable. A terminal



disease is literally and psychologically a matter of life and death, and people
will grasp at straws in hopes of a cure. e response to this has been to
introduce legislation controlling who can treat the sick and what therapies
can be used. Unfortunately, this well-meaning approach has produced a
monopoly for corporate medicine.

Preventive medicine does not have the heroic appeal of treatment. Life-
and-death surgery is dramatic and its results are immediate. Taking a daily
supplement is less glamorous and the effects of improved nutrition are
subtle. A person may not realize they are aging more slowly for many
decades. ey simply did not need a heart bypass. Even in such cases,
assigning the person’s longevity and health to their nutrition is difficult.
However, preventive medicine is far more important than treatment. If
modern medicine were based on prevention and the engineering dictum “If
it ain’t broke, don’t �x it,” the need for corporate medical care would
collapse. We would need fewer hospitals and the �nancial and other medical
costs could be 10 to 100 times lower.

Consider the question of whether patients need to be in a hospital. Robert
Mendelsohn, M.D., describes the time he decided to minimize the number

of patients on his ward.2 He thought that many patients were on the ward
unnecessarily and their health might improve if they were properly treated
at home. Dr. Mendelsohn was in charge of twenty-eight beds with, initially,
twenty-four patients. Having control over admissions, he checked each new
patient to make sure they really needed to stay in the hospital. He arranged
taxis for outpatient visits and a truck for adjusting patients’ equipment, such
as leg traction. With time and vigilance, Dr. Mendelsohn reduced the
number of occupied beds to three or four; the other two dozen beds were
unoccupied.

However, Dr. Mendelsohn quickly found that his patients were more
necessary than he was. e nurses started to complain that they had nothing
to do and were worried about being transferred. e young doctors did not
have enough material for their studies. Dr. Mendelsohn’s experiment ended
rather quickly, a result that, in hindsight, was predictable. Look at these
problems from the viewpoint of each of the players in turn: the nurses and
doctors need patients in order to have a job; medical students need them in
order to learn; the hospital needs patients in order to exist. us, the only



people gaining when patients avoided hospitalization were the patients
themselves. However, the patients were passive and did not have a lot of
in�uence. ey obeyed their doctors’ orders to have hospital treatment. A
doctor who reduced the number of patients treated in a hospital can expect
to quickly be moved on. Furthermore, this might happen even in
government-run hospitals with waiting lists and targets. e medical system
needs patients, even if treatment does not bene�t them.

MEDICAL DISASTER

ere is a critical branch in the path of health education, and it occurs at the
point where the subject is nutrition. Traditional, mainstream dietetics favors
a balanced, all-food-groups diet, and discourages the use of food
supplements. However, a persistent minority of nutritionists favor radical
diet revisions and the therapeutic use of high-dose vitamin preparations.
Fortunately, people can make up their own minds.
roughout our lives, we make many crucial, this-or-that decisions:

whether or not to attend college, whether or not to marry, which job to
accept or not accept, whether or not to have children, and so on.
Collectively, our society makes proportionally major choices with each
political and economic decision, and with each election.

Today, the United States is engaged in developing a national health-care
delivery system that will apparently continue to avoid alternative healing
methods. America’s national health-care scheme, if it is implemented, is
likely to replicate the costly mistakes other nations have already made. By
1993, just the single Canadian province of Ontario had run up an enormous

$12 billion debt, largely due to nationalized health care.3 Universal health
coverage is not a panacea: it will cost plenty and produce little. A change in
funding is not a change in content.

Making pharmaceuticals and treatments more widely available will not
solve the disease problem any more than making guns available solves the
crime problem. At least half of all illnesses are avoidable, being due to

unhealthy lifestyles and eating habits.4 Extending catastrophically poor
health care does not prevent disease.



Our expensive and ineffective health care systems are fundamentally
unworkable. Even the most creative of �nancial makeovers will not save
them. Assigning responsibility for our health to someone else is a central
issue with a long history.

PATENT MEDICINE

Medicine developed with the medieval guilds in Europe, which can be
viewed as a forerunner of the corporation. In current terms, guilds were
something between a trade union and a secret society. It has been suggested

that guilds provided an infrastructure for innovation and development.5

However, eventually the restriction of free trade they imposed was
recognized and action was taken to limit their in�uence. Ironically, the
modern patent system helped to break the power of the guilds.
Technological secrets that were being held as the property of a guild were
made public, in exchange for a government-supported monopoly.

Patent medicines developed in the 1600s, when Letters Patent were issued
by royalty. ese seals of approval were used in advertising, rather like the
“By appointment to Her Majesty the Queen” labels used in the United
Kingdom on favored products. e term patent medicine was later used to
describe numerous remedies, and such medicines reached the height of their
popularity in the late 1800s, competing with bloodletting and purgatives.
ey included willow bark and its later derivative, aspirin. Physicians’
ineffective remedies struggled to compete with the aggressive advertising of
the patent medicines.

In the twentieth century, regulations were introduced and the U.S. Food
and Drug Administration (FDA) was formed. Patent medicines had a poor
reputation. It might be thought that patent medicines would have been
regulated out of existence, but they are the core of modern medicine.
Aspirin was a patent medicine of Bayer, now the third largest
pharmaceutical company in the world. Today, many mainstream
pharmaceutics are protected by patent, providing a monopoly to the drug
company. However, companies avoid the designation “patent medicine,”
which was a synonym for quackery.



BIG PHARMA

Leading medical journals regularly carry critical analyses of the role of
corporate medicine in the deterioration of the practice of medicine. ey are
careful, as many leading medical journals are funded by the drug
advertisements they contain. Meanwhile, other members of the medical
profession go along with the industrialization of medicine because of its
�nancial incentives. Some medical journals are trying to break away from
biases forced on them by the �nancial might of the pharmaceutical industry.

Making Bad Food Legitimate

Dr. Harvey Washington Wiley was the �rst chief of the U.S. Bureau of
Chemistry, the direct forerunner of the Food and Drug Administration
(FDA). He helped bring about the Pure Food and Drug Act in the �rst
decade of the twentieth century. Dr. Wiley oversaw research on food
additives to see if they were harmful to health. In a now rare and out-
of-print book, A History of a Crime Against the Food Law (1929), he

described the need for, and the �ndings of, this research6: “e total
number of substances studied was seven, namely, boric acid and borax,
salicylic acid and salicylates, benzoic acid and benzoates, sulfur dioxide
and sul�tes, formaldehyde, sulfate of copper, and saltpeter (sodium
nitrate). Reports of these investigations were published, with the
exception of sulfate of copper and saltpeter, which were denied
publication.”
e question is why publication of facts relevant to people’s health

was denied. is denial was of concern because the �ndings were that
these additives were de�nitely harmful to health. Dr. Wiley wrote,
“Vigorous protests from those engaged in adulterating and
misbranding foods were made to the Secretary of Agriculture against
any further publicity in this direction. As a result of these protests, he
(the Secretary of Agriculture) refused publication of Parts VI and VII
of Bulletin 84. Part VI contained a study of the effects on health and
digestion of sulfate of copper added to our foods. e conclusions
drawn by the Bureau were adverse to its use. e seventh part treated



the use of saltpeter, particularly in meats. Owing to the well-known
results of the depressing effects of saltpeter on the gonads, and for
other reasons, the Bureau refused to approve the use of this coloring
agent in cured meats.”

Oddly this opinion changed with time, because the FDA allows
nitrates and nitrites in our food and particularly in meats. is change
occurred despite accumulating evidence of harm from nitrates and
nitrites in food. Dr. Wiley’s interpretation of the Pure Food and Drug
Act of 1906 was this: “Following the rule adopted by the Bureau, every
doubtful problem was resolved in favor of the American consumer.
is appears the only safe ethical ground to occupy. Decisions against
the manufacturers who used these bodies (sic) could be reviewed in the
courts when the food law became established, whereas if these
doubtful problems had been resolved in favor of the manufacturers, the
consumer would have had no redress.”

In other words, Dr. Wiley’s policy was that if there was doubt that an
additive was safe, it should not be in food. How things have changed.
e FDA allows 60 insect fragments in 100 grams of chocolate, 150
fragments in cocoa powder, and 10 mg of mammalian excreta in a

pound of cocoa beans.7 All food is contaminated but most people are
unaware of how much. While insect fragments are unappealing, some
additives, such as monosodium glutamate (MSG), may destroy brain

cells and cause chronic disease.8

Former editors of the New England Journal of Medicine, for example, have
published books about the pernicious effect of the drug companies on

modern medicine.9 ese books add to a growing library documenting the

malign in�uence of what has become known as “Big Pharma.”10

Many people are worried about drugs, especially aer reading about those
such as Vioxx (rofecoxib), a painkiller that was voluntarily withdrawn by
Merck in 2004 aer being implicated in thousands of heart attacks and
strokes. No wonder some patients tear up prescriptions as soon as they leave
the doctor’s office. Andre Picard recently reported that about $100 million
worth of drugs in Canada are disposed off, usually by �ushing them down



the toilet.11 Drugs have joined pesticides as an important source of water

pollution.12 Many years ago, cynics against nutritional supplements
criticized vitamin C supplements, claiming incorrectly that only the �shes
bene�t. We are waiting for these guardians of our waters to comment about
these drugs, which damage not only the �sh but also humans who drink the
water and eat the �sh. Modern sewage systems are not good at removing the
hormones, drugs, and chemicals that we dispose of in this way.

Corporate medicine’s main concern is to sell their drugs for pro�t. ey
do this using modern techniques of advertising, sending representatives

(drug reps) to doctors, and inviting doctors to support their drugs.13 is
process has extended to the point where drug companies write research
papers, reviews, and speeches and then pay doctors for putting their names
on them. Unwitting or not, too many doctors are working for corporate
medicine rather than for their patients. We do not wish to dwell on this
in�uence as, unless a person is particularly naive or uninformed, they will
understand the problem of people who pro�t from the sick.

UNACCEPTABLE RISK

A patient entering a good hospital has about a one in twenty-�ve chance of

suffering an adverse event.14 Recently, the Healthcare Commission in the
United Kingdom accused a “�agship hospital” in Staffordshire, England, of

causing the deaths of hundreds of patients.15 Appalling emergency care
resulted in “enormous suffering.” e limitations of this hospital were
publicly highlighted. Unfortunately, the numbers of hospital deaths
occurring each year suggest that even good hospitals are losing many
patients to unnecessary death and suffering. Shortly aer the problems at
Staffordshire were disclosed, Basildon and urrock University Hospitals
were found to be contributing to 400 deaths a year through �lthy wards,

poor nursing, and bad management.16 Surprisingly, the Care Quality
Commission, a government organization to validate hospitals, classi�ed
these hospitals as “good,” giving them a score of 13 out of 14 for safety and
cleanliness, and “excellent” for management. e hospital trust reportedly
has a budget of about $400 million a year for 700 beds, or about $570,000



per bed. We are asked to believe that this amount of funding is insufficient
to keep the place clean.

Although people may think that medical care has improved greatly since
the 1950s, problems have been accumulating. e �rst alarm came with
thalidomide, a tranquilizer prescribed to mothers-to-be for morning
sickness. alidomide caused massive birth defects in babies who survived
it, including drastic shortening of the arms, legs, or both. From 1957 to
1961, thalidomide was available in over 100 countries, in numerous
medications with differing names. e United States was fortunate, in that
approval of the drug was delayed and few children were born deformed.
Despite this highly visible calamity, with thousands of deformed children

around the world, it took time to discover the cause.17 alidomide was a
single highpro�le drug that had exceptionally noticeable and debilitating
side effects, and it was on the market for some years before its obvious
problems became apparent. Currently, the extent of health degradation from
drug side effects is not known.

Many hospital patients are given several drugs at the same time, a practice
known as polypharmacy. is is risky, because as the number of drugs
increases, the number of possible adverse interactions becomes large. One
drug has zero interactions, two drugs have a single possible interaction with
each other, three drugs have three interactions, four drugs have six
interactions, and so on. Some patients are on ten or more drugs, and many
patients risk �y or more different interactions, the symptoms and effects of
which are mostly unknown.

Medical science has no effective mechanism for investigating these
numerous potential drug interactions. With each additional drug a patient
takes, the possible side effects are multiplied. We are aware of cases where
lowering the number of drugs has restored a person to health. When a
patient is taking several drugs, it is difficult, if not impossible, to tell whether
a symptom is caused by a disease or is a drug side effect.

Dr. Hickey had a relative who asked if he would review the possible side
effects of her drugs. Alarmingly, she was taking thirteen prescription
medications at the same time. ere were seventy-eight direct interactions
among the individual drugs and many more when groups of drugs were
considered. e list of potential side effects of the individual drugs ran to



many pages and it was not possible to determine the nature of the
interactions. ere was simply insufficient information in the scienti�c and
medical literature to even make a reasonable guess at the side effects.

At this point, readers might consider that a gravely ill person entering
hospital expects not to suffer an unnecessary “adverse event” that might
further endanger their life. It is reasonable to assume that doctors will “�rst,
do no harm.” A one-in-�y risk of death by treatment or error is
unacceptable, whatever the circumstances. Transport provides a service and
people accept that there is a small risk of injury or death when traveling, but
few people would travel if the risk of injury or death were as high as two
deaths or injuries in every 100 person-trips. Even Formula One racing
drivers, extreme sports enthusiasts, or daredevil stunt drivers might not �nd
that level of risk acceptable. Moreover, the service a hospital provides claims
speci�cally to protect patients from illness and death, and return them to
good health.

Dr. Lucian Leape18 noted that autopsy has revealed potentially fatal

misdiagnoses in 20–40 percent of cases.19 Of people who died in a hospital
and had an autopsy, roughly three in every ten might have been killed as a
result of a faulty diagnosis. ese �gures are a low estimate of hospital
errors, because a much higher proportion of people may have had adverse
events that were not diagnosis-related or events that failed to be picked up at
autopsy. We realize a diagnosis is the result of a decisionmaking process with
much uncertainty. e patient, however, may still risk loss of a limb, or their
life, when the diagnosis is wrong.

MEDICAL REGULATION

Governments have given the medical profession the right and duty to
regulate itself, according to broad guidelines. Presumably, the reasoning is
that only doctors have the necessary expertise. e aim is to protect the
public against the ravages that might be caused by unethical, careless, or
fraudulent doctors. ere may, however, be another objective, which is
seldom discussed—to protect the medical profession.

As we have described, medicine is the modern equivalent of a medieval
European guild. ese were powerful organizations and could kill a member



who betrayed a guild secret. e guild was a trade association of

crasmen,20 and early guilds were formed by groups of workers. ey
formed official cartels and were given authority to restrict trade to their
members, an authority oen based on charters or Letters Patent (litterae
patentes, open letters) issued by the monarch. Further trade restrictions were
achieved by limiting the supply of materials and tools. Guildhalls are still
common in European towns as a continuing legacy.

An early example of the restrictive actions of a medical guild concerns the
experiences of omas Sydenham (1624–1689), a lieutenant in Oliver
Cromwell’s army. Aer the English Civil War, Sydenham trained to become
a doctor, eventually becoming known as the English Hippocrates. He
completed his apprenticeship, passed his examinations, and was licensed by
the London Medical Association.

In seventeenth-century England, the major disease was smallpox, which
was thought to be caused by an excess of humors that the body was trying to
eliminate. is explained both the pox, little volcano-like eruptions from the
skin, and the fever. e conventional treatment had a long history, being
established for at least 1,500 years: the aim was to increase the patient’s fever
to hasten the elimination of the noxious humors. Dr. Sydenham, like other
doctors of the period, covered sufferers with blankets, closed windows, and
administered whiskey. Since this was before the advent of central heating, it
was particularly difficult to boost the fever in the cold winter.

Dr. Sydenham differed from his peers in that he counted the number of
patients who died. According to theory, the death rate should have been
higher in the winter than in the summer, as it was more difficult to increase
the patients’ temperature. To Sydenham’s surprise, he found it was the other
way around: the summer death rate was higher. is must have been
puzzling and disturbing, but he believed what he saw rather than what the
established theory proposed.

Dr. Sydenham decided to reverse his approach—in other words, to try
and bring down the fever. He le patients uncovered, had them drink light
English ale, and threw the windows open. e experiment worked: his
summer death rate decreased to winter levels. We can imagine his state of
mind: would we have the audacity to go counter to a theory that had been
followed for over a thousand years? We all like to think we would have such



intellectual courage, but, in reality, few are so reckless. Aer due
deliberation, Dr. Sydenham made a grave mistake—he spoke out. e
response was consistent with medicine throughout its history: the London
Medical Association threatened to take away his license, while another
doctor challenged him to a duel. Luckily, Dr. Sydenham had friends in high
places. He wrote a letter to a member of the nobility, outlining his work and
the problems he was facing. As he explained, “A medical discovery is like a
sapling in the middle of the King’s highway. If you do not fence it in, it will
be trampled down by the galloping hoards.” He was protected and later was
even knighted.

Medical progress owes a great deal to such mavericks. Advances are made
by people willing to go against the status quo and to challenge conventional
clinical guidelines, if they are found to clash with experiment and direct
observation.

Historically, the objective of a guild was to support its members, by
holding secrets and protecting commercially valuable information.
Nowadays, the medical establishment acts as a twenty-�rst century guild.
While patents release information about drugs, practical knowledge and
know-how is heavily restricted. When Dr. Hoffer studied medicine, it was
fashionable to write prescriptions in Latin, denying patients knowledge of
the substances that were being given. e establishment does more than try
to impose restrictive practices—it also tries to prevent new ideas from being
accepted. While it can no longer assassinate heretical members, it can
destroy professional careers.
e eminent philosopher and Catholic priest, Ivan Illich, argues in his

book Limits to Medicine that modern medicine does more damage than

good.21 Illich was one of the �rst to explain how modern medicine harms
people by converting them into lifelong patients. To him, the institution of
medicine was a conspiracy against people and their health. He was not being
poetic or tangential—Illich meant what he wrote. He died aer ten years of
suffering cancer. He treated himself disregarding his doctor’s advice to take a
sedative, which would have prevented him from working. His views were
largely ignored by medical authorities, who failed to provide an adequate
response. Illich was not attacking medicine per se, but modern professions,
which he considered to be much like medieval guilds. He could equally have



attacked accountants or lawyers but chose medicine, presumably because it
provided such a clear example of institutional misconduct.

Medical Nemesis

e de�ning moment in the realization that modern medicine could be
harmful came in 1975 with the publication of Ivan Illich’s book Limits

to Medicine: Medical Nemesis, e Expropriation of Health.22

“Expropriation” means the taking away or deprivation and a “nemesis”
is a difficult-to-defeat enemy. Dr. Illich (1926–2002) argued that
corporate medicine has turned against us and is literally depriving us
of our health. He was a trained scientist and philosopher as well as a
practicing Catholic priest. Rather appropriately, Illich describes doctors
not as scientists but as medical clergy and their activities as disease
producing (iatrogenic). He considered medicine to be a new religion
that required faith and devotion from its followers, and that this
medical monopoly was making us sick. His now classic book questions
the outlook for anyone who contracts their health out to a doctor or
hospital.

Ivan Illich considered modern medicine generally harmful. In his
view, conventional medicine makes little contribution to life
expectancy, has an insigni�cant effect on curing disease, and causes

more illness than it alleviates.23 By turning medicine into an industry,
he suggests, physicians have removed responsibility for health from the
individual. Illich has largely been ignored, though the twenty-�rst
century provides several examples that support his contentions—in
particular, the widespread reports of drug-resistant bacteria, such as
MRSA and Clostridium difficile, a health care–associated intestinal
infection. We agree with Illich that patients cannot rely on institutional
medicine to minimize their health risks.

CHANGING CLINICAL GUIDELINES



roughout history, medical practitioners have claimed more than they
could deliver. Even the most powerful have succumbed to medical
ineptitude. e last words of Alexander the Great were “I am dying from the
treatment of too many physicians.” Alexander could conquer the world, but
not his doctors. Modern patients are less in�uential, and the gradual process
of turning healthy people into patients, as described by Ivan Illich,
continues. One interesting feature of health guidelines is they gradually
tighten; thus, healthy people are gradually rede�ned as sick. Classic
examples are blood pressure and cholesterol levels.

Blood pressure is described as the maximum pressure (systolic or heart
contraction) over the minimum pressure (diastolic or heart relaxation).
Because the height of a mercury column was used in old blood pressure
gauges, readings are written as millimeters of mercury (mm Hg). Normal
ranges are 90–120 mm Hg (systolic) over 60–80 mm Hg (diastolic); an
acceptable blood pressure might thus be stated as “120 over 80” and written
as 120/80 mm Hg.

Blood pressure used to be considered high when the systolic pressure was
consistently above 140 mm Hg. Recently, the values have been lowered and

blood pressures above 115/75 mm Hg are considered a risk.24 ese
pressures, formerly regarded as normal, convert healthy people into patients.
Notably, despite the acknowledged connection between hypertension and
diet, drugs are a primary intervention. Drugs to lower a person’s blood
pressure are prescribed for extended periods to treat this newly created
chronic “disease,” providing a steady income stream for the doctor and
corporate medicine.
e real situation with blood pressure is rather complex. e published

pressures are for resting individuals. If a person stands up, walks, runs,
engages in conversation, or is stressed, the blood pressure rises. One form of
stress is a doctor taking your blood pressure! Blood pressure readings are

unreliable25 and are oen elevated during a medical examination, a

phenomenon known as “white coat hypertension.”26 It is worth checking
that your high blood pressure is not due to a white coat effect before going
on a lifetime course of medication.

Similarly, cholesterol levels that were formerly considered normal are now
thought by some to be dangerous. is example is slightly more difficult to



assess. First, there is no evidence that cholesterol in the diet is harmful—this
is a myth propagated quite recently by corporate medicine and the food
industry. e body regulates blood cholesterol: if more cholesterol is
consumed, the body simply makes less or breaks down more. e effect on
blood levels is rather small. Furthermore, there is a scienti�c debate about
blood cholesterol; speci�cally, the assumption that increased blood
cholesterol increases the risk of atherosclerosis and heart attack is
unsubstantiated.

As criticism of the cholesterol and heart disease hypothesis has increased,
so the propagators of the cholesterol theory have adapted it. ey claim it is
not cholesterol in the diet or the blood that necessarily causes harm. Instead,
they suggest there are both “good” and “bad” cholesterols in the blood.
Supposedly, an imbalance between good and bad cholesterol is the source of
the risk. As this idea is challenged, the circus moves on, and oxidized
cholesterol becomes the latest culprit. We simply note that oxidized

cholesterol is an indication of a shortage of antioxidants in the diet.27

Normal cholesterol levels are no longer accepted as healthy. We might ask,
why does this matter? e reason is that many more people are de�ned as
requiring expensive cholesterol-lowering drugs, such as statins. is
increases the market, bringing normal people into the range for lifelong
treatment. It has even been recommended that these drugs might be taken
prophylactically, before there is any increase in cholesterol. Statin drugs have
not been shown to save lives but do deplete the body of coenzyme Q10, a

molecule essential to every cell. eir use may cause chronic disease, but
rigorous studies on long-term side effects will require decades. Such is the
popularity of statins among a section of the medical establishment that some
doctors have suggested, only half jokingly, that they might be added to the
water supply. In the future, perhaps, our generation’s cavalier use of statins
might be regarded with the same horror that we reserve for bloodletting,
leeches, and thalidomide.

EVIDENCE-BASED MEDICINE

Evidence-based medicine is the current fashion in medical research. e
term evidence-based is a marketing dream, as obviously all medicine should



be based on evidence—any other approach would be irrational. Archibald
Cochrane, one of its pioneers, stated that medical interventions should be

evaluated to make sure they are cost-effective and bene�cial to the patient.28

We agree with this notion, although not with the way it has been
implemented.

Practicing medicine based on evidence is clearly a reasonable idea.
However, this common sense interpretation is not what “evidence-based
medicine” has come to mean. As currently practiced, this methodology
refers largely to the use of certain limited statistics, population studies, and
large-scale clinical trials. Medical scientists appear to believe that statistical
medicine is, in some way, more powerful than direct scienti�c measurement,
including physicians’ own observations. Medical research depends hugely
on statistics, despite the fact that many doctors are neither well trained nor
interested in the decision sciences. David Wootton, author of Bad Medicine,
went so far as to suggest that modern medicine is un-contentious as a result

of its improving technology and the introduction of statistics.29 Little could
be further from the truth.

Modern medicine may have little in�uence of life span or well-being. e
relatively recent increases in the human longevity and population size are
partly a result of reductions in disease attributable to better nutrition and
sanitation. omas McKeown studied in�uences on the world population

from the eighteenth century to the 1970s.30 He attributed improvements to
social and economic changes rather than public health or medicine.
Recently, researchers claimed that McKeown’s conclusions had been

discredited by subsequent research.31 Needless to say, the research that

purported to question McKeown was largely statistical in nature.32 Critics
claimed that the rise in population was largely due to an increase in birth

rate rather than a fall in mortality.33 e authors ask us to believe that
McKeown’s work can largely be dismissed as a historical footnote. However,
this conclusion is irrational: the increased birthrate over this period was
most likely driven by improved nutrition and sanitation, leading to
increased survival of babies and children. Improved nutrition is a social
change, which depends on economics. In dismissing McKeown’s �ndings,
these researchers wrongly attributed to medicine the credit due to
agriculture, food, and social change.



Schoolboy Triumph

Considering the billions of dollars spent on medicine, hospitals, and
related research, we might expect to be given reasonable advice on
preventing illness. However, despite the hype, there is no incentive to
provide real preventive medicine. We will illustrate the problem with
the story of a schoolboy who instigated an official awareness campaign
where medical organizations and corporate medicine had failed.

Fourteen-year-old Ryan McLaughlin lived in the Scottish city of

Glasgow, which is not noted for its sunny climate.34 His mother,
Kirsten, had multiple sclerosis (MS) and Ryan had started showing
symptoms of the disease. en, the family visited sunny Australia, and
his mother found that she was able to quit her wheelchair and get up
and about, even practicing the martial art Tae Kwan Do. e family
wondered what could be so helpful and decided it was sunlight. Intense
sunlight generates large amounts of vitamin D in the skin. ey looked
into the literature and discovered evidence linking vitamin D to MS
and other diseases, such as the �u and cancer. Kirsten started taking
vitamin D supplements and her recovery continued.

Being a teenager was somewhat of an advantage, as Ryan gained
backing from J. K. Rowling, author of the Harry Potter books. With the
Multiple Sclerosis Society, they petitioned the Scottish government at
Holyrood for free vitamin D to be provided to children and pregnant
mothers. e government declined this suggestion but agreed to
provide some official guidance on vitamin D. In Ryan’s words, “I was
shocked there had not been publicity around this before. We wanted
there to be more awareness of the link and more research into how
much of a problem it is in Scotland.”

Why should it be le to the initiative of a schoolboy to acknowledge
the relationship between MS and vitamin D? is is one disease and
one vitamin, but there are numerous other illnesses that vitamin D will
prevent. And vitamin D is only a single nutrient; inadequate intake of
nutrients is a feature of diseases from arthritis to zoster (shingles).



Surprisingly, doctors are likely to tell you vitamins can cause more
harm than good. If they do, remember that doctor may have less
knowledge in this area than a fourteen-year-old schoolboy.

CONFLICTS OF INTEREST

Con�ict of interest is inherent in the practice of medicine. Doctors are paid
for treating patients; if there were no sick people, there would be no medical
profession. A psychiatrist who treats patients with psychotherapy each week
is �nancially rewarded for each visit. If another doctor cures the patient aer
just one visit, the second doctor’s �nancial reward will be correspondingly
small. us, effective medicine can hurt a doctor’s pocket. e ineffective
doctor will be �nancially secure, while the good doctor will struggle to
survive. Similarly, if they treated patients successfully, hospitals could go
broke. An epidemic of health could have severe economic consequences for
some.

Oen there is no �nancial incentive to cure or to prevent chronic
conditions. Preventive medicine is even less rewarding than providing a
cure. Public health doctors, who carry out research into disease prevention,
are mostly salaried—they get paid whether they succeed or not. Moreover, it
can require powerful social action to introduce preventive health measures.
For example, 100 years ago, in the southeast United States, there were
prolonged outbreaks of pellagra, a disease characterized by four D’s—
dermatitis, diarrhea, dementia, and death. Shortage of niacin (vitamin B3)

made people sick and psychotic, but this was not known at the time; the
disease was attributed to other causes, such as spoiled corn or infection.

In some years, the disease struck as many as 300,000 people and helped
�ll mental hospitals. In 1914, Dr. Joseph Goldberger was invited to head the
Public Health Service’s pellagra investigations. He noticed that pellagra
occurred among the inmates of mental institutions but did not affect the
nurses and attendants. He therefore hypothesized that pellagra was a dietary
disease since, if it were an infection, the care staff would be expected to catch
it.

To test his idea, Drs. Goldberger and George Wheeler fed volunteers a
monotonous diet of white bread and similar re�ned food to see if this would



produce pellagra.35 e pellagra squad, who consumed the restricted diet,
were twelve volunteers from the Mississippi State Penitentiary; they agreed
on the basis that they would receive a pardon; 108 control convicts were
given an enhanced diet, including meat and dairy foods. Aer six months,
six of the pellagra squad developed pellagra, while none of the controls
developed the disease.

To counter the notion that pellagra was caused by an infectious agent, Dr.
Goldberger went even further. In what they called “�lth parties,” he, his wife,
and several others inoculated themselves with the blood, feces, urine, and
other secretions of the sick. ey applied these samples up the nose and in
the mouth, as well as by injection. None of these volunteers became ill. Later,
Goldberger produced the equivalent disease to human pellagra (known as
black tongue) in dogs by restricting their diet.

Despite Dr. Goldberger’s daring experiments, opposition to his dietary
theory of pellagra continued. Physicians clung to their view that infection
was the cause, and politicians were outraged by the suggestion that their
area was poor and in need of social reform. Dr. Goldberger’s wife, Mary, a
grandniece of Confederate President Jefferson Davis, was particularly
unhappy at the opposition her husband faced aer he discovered that
pellagra was a de�ciency disease and showed how to prevent and cure it.

Sadly, Dr. Goldberger died in 1929 before his �ndings were �nally
implemented. In the decade following his death, Dr. Tom Spies and others
showed that niacin (vitamin B3) cured pellagra in humans. During World

War Two, the U.S. government authorized the addition of vitamin B3 to

�our and the pandemic vanished, one of the most successful public health
preventive measures.
e strange reluctance of medicine to embrace nutrition continues to this

day. Health authorities preach contradictory viewpoints. People are advised
to eat �ve helpings of fruit and vegetables a day to prevent disease and stay
healthy. Yet, even though nutritional de�ciency is apparently accepted as a
cause of disease, modern medicine claims that the sick will achieve little
bene�t from nutritional supplementation. Doctors accept a strange form of
double think, whereby nutrition is both a primary determinant of health
and of little bene�t to their patients.



Physicians know about past advances from improved nutrition, such as
prevention of pellagra, rickets, and scurvy. ey are less aware that these
developments arose in the face of vehement opposition from medical
authorities. Many still believe, as doctors have through the ages, that
medicine has changed and has become more scienti�c. However, although
corporate medicine has introduced new technologies, the primary economic
paradigm remains: patients are the doctors’ raw material, and disease
prevention or cure reduces the supply of patients on whom to practice.

Dishonesty

People, doctors included, are not always honest. When publishing a research
paper in a medical journal, doctors are oen asked to declare any �nancial
interests. e journal’s aim is to reduce the frequency of publishing what
looks like a valid research paper but is in reality little more than advertising
copy for a medical product. However, the value of the declaration depends
on the doctor giving an honest and accurate response, which is oen not the
case. A second doctor reading the article would like to know if the authors
have any �nancial interests in the treatment. e readers’ view of the results
might be quite different if the authors stand to make large amounts of
money from the success of the drug or equipment.

John Fauber, a reporter at the Milwaukee Journal Sentinel, investigated the

accuracy of self-declared interests.36 Fauber found that nine doctors at the
University of Wisconsin Medical School incorrectly declared they had no
con�ict of interest when publishing papers. ey told the journal that they
had no con�icts of interest or relationship with companies that had a
�nancial interest in their work.

Consider one example. In 2008, Dr. M, a cancer specialist, wrote an article
for the International Journal of Radiation Oncology-Biology-Physics, which
offers authoritative articles linking new research and technologies to clinical
applications. e paper was about therapeutic results obtained using
radiation equipment manufactured by a local company. However, Dr. M was
a paid consultant to the company that developed the equipment described in
the study; the other authors declared that they had related interests, but Dr.
M did not. Dr. M could have made a mistake. Fauber found that before Dr.
M submitted his paper, he told the university that he was working as a



consultant to the technology �rm. As a result, he was lowering his working
involvement with the university. He admitted that he would receive more
than $20,000 in addition to $10,000 worth of stock options. e reporter
discovered that, in 2008, Dr. M received $75,000 from the company for
twenty days’ consultancy. e value of his stock options also increased.
e presence and in�uence of corporate medicine pushes treatment

rather than prevention. Doctors typically have sufficient patients with an
adequate number of diseases to keep them busy. ere would appear to be
no reason for preventive medicine to be unpopular. However, to corporate
medicine, patients and diseases provide pro�ts. A medical company is
expected to grow and increase pro�ts to a maximum for its shareholders. In
so doing, the company is not being unethical—it is ful�lling its legal reason
for existence.
ere are times in medicine when calculated risks are unavoidable.

However, this should always be the patient’s decision. For example, a new
operation has to be tried on that �rst patient. As in any operation, the
surgeon should explain the procedure and risks involved. Oen, however,
the risks are not known—the surgeon cannot know the risks of an operation
that has never been performed. In such cases, a surgeon might have many
in�uences beyond the health of the patient. e new operation may help the
patient, but on the other hand, it could kill him or her; the surgeon
obviously hopes the patient will bene�t. In addition, other people could be
helped by the procedure. Furthermore, success may advance the surgeon’s
career, allowing him or her to present at a prestigious conference or get a
promotion. e surgeon might hold a patent on a piece of novel technology
required for the operation. In other words, the surgeon could be subject to
con�icts of interest. ere are good reasons why the patient should decide
whether or not to undergo the surgery, aer being given access to all the
relevant information. All too oen, patients are involved in trials whose
main purpose is to bene�t medicine rather than the individual.

WISHFUL THINKING

roughout history, medicine has been dominated by wishful thinking and
irrationality. People are subject to irrational con�rmation bias and doctors
are no exception. ey prefer information that supports their prejudices, so



doctors look for data and research results that con�rm their pre-existing
ideas, and they avoid information that contradicts their prejudice. When a
report disagrees with the current opinions, they are likely to �nd an
argument why the experiment was invalid, denigrate the experiment, or
malign the scientist. is defensive posture was applied to pioneers of
orthomolecular medicine. Even Linus Pauling was called a quack when he
suggested that the data on vitamin C and prevention of disease needed
serious consideration. If that can happen to one of the most successful
scientists in history, do not expect prejudiced doctors to treat you as an
equal.

When a patient gets better, the doctor takes the credit—clearly, the
treatment worked. An old joke is that the operation was successful, but the
patient died. It took many years of failed operations before open heart
surgery was practicable. e pioneering heart surgeons gained prestige,

promotion, and fame for their successes;37 failures were ignored once people
began to survive the procedure. But the early open heart patients oen died
or were disabled. In effect, these patients sacri�ced their lives for the
eventual bene�t of others. However, while they might have suggested this
was an altruistic outcome, wishful thinking may have led to their sacri�ce.
Like doctors, patients suffer from a positive outcome bias: they are not
rational, but focus on the chance that things will go their way.

Patients believe a positive outcome is more likely than a negative one,
irrespective of the probabilities. A common example is that a person oen
imagines winning the lottery, but the risk of dying in an automobile accident
is ignored. Of course, rationally, death by motor vehicle is far more likely
than becoming an overnight lottery millionaire. One idea provides hope and
good feeling, while the other fear and despair.

Back in 1929, Dr. F. H. Garrison thought modern scienti�c medicine was

�ne—medicine had changed since the barbaric old days.38 A similar
assertion is made by Dr. Druin Burch’s recent book on evidence-based

medicine, Taking the Medicine.39 On the back cover is the following
statement: “Doctors have unwittingly killed rather than healed. is book
shows how that happened, and how we can stop it in the future.” In his �nal
chapter, Dr. Burch quotes Lewis omas, who quali�ed in medicine in 1937,
as �nding that, despite sulfonamides, contemporary hospitals offered little



more to the sick than hotel accommodation. “Whether you survived or not
depended on the natural history of the disease itself,” wrote Lewis.
“Medicine made little or no difference.”

Dr. Burch goes on to claim that “randomized controlled trials have swept
away much suffering and error from hospitals and homes, ushering in
comfort and healing instead.” A few lines before this, he mentions without
irony that “there is a bitter joke in medicine: the violence with which
someone makes an argument is inversely proportional to the amount of
evidence they have backing it up. e more people are le without reliable
experiments, the more they seem to fall back on strongly held opinions, as
though con�dence was a starch that could stiffen ideas into facts simply by
being applied with enough fervor.” Dr. Burch himself is clearly fervent in his
appreciation of randomized, controlled trials, though the evidence is that
suffering and error still blight our hospitals.



W

CHAPTER 3

Poor Hospital Management

“ose who think they have no time for healthy eating will sooner or later have to find time for illness.”

—EDWARD STANLEY (1826–1893)

e are told that modern medicine is scienti�c and that advances in
technology provide the patient with greater potential for a return to

health. In part, this is true: properly employed, modern medical technology
has many advantages, particularly for diagnosis and surgery. However, the
technology is poorly utilized and hospitals cause harm as a result of
inadequate practice and management.

A sick person goes to the doctor for help, receives treatment, and,
typically, returns to health. However, most illnesses resolve naturally within
a limited time and people return to relative well-being, whether they are
treated or not. In some cases, hospitals are essential: emergency medicine
can heal people when they have suffered major trauma. A diabetic can
receive insulin, which will overcome the acute risk of coma and death.
Surgeons can remove an infected appendix and, potentially, save a life. ere
are numerous bene�ts of modern medicine. ese examples do not,
however, answer the question of whether hospitals provide an overall
bene�t.

As we have explained, each year hospitals are known to kill or harm many
thousands of patients; many more people suffer serious or fatal drug side
effects. We need to balance the bene�ts provided by modern medicine
against these unnecessary deaths, and it is not clear that modern medicine
helps more people than it harms. We need to know, for example, whether
doctors prevent more deaths with antibiotics each year than are killed by
drug-resistant bacteria and other hospital-acquired infections.

Hospitals should exist for the bene�t of patients. Despite this,
management, technology, and treatment methods seem to take precedence.
is phenomenon is not new—it began long ago and increases with the



advancement of technology. When the stethoscope was introduced, it
separated the doctor from the patient. Previously, doctors listened with their
ears pressed against the chest or back of the patient. French doctor René
Laennec (1781–1826) invented the stethoscope. He noticed some children
playing with a stick that transmitted the sound of a scratching pin. His �rst
instrument was a rolled up piece of paper, but it worked. However, some
could see this was the beginning of technological separation of physician
from patient. Dr. Robert Volz (1806–1882), a German physician, remarked

that “the sick have become a thing.”1 e introduction of anesthesia into
surgery greatly reduced the suffering that patients previously endured.
However, it meant that the unconscious patients were completely at the
mercy of the surgeon. In a sense, a surgical patient is a thing, an object to be
acted upon. An anesthetized patient does not complain.

As medical technology has advanced, so has the professional management
of hospitals. Patients may now be referred to as “clients” or even as “cost
centers.” Productivity and cost effectiveness are now considered essential.
Even if such labels are applied to the stream of patients entering and leaving
the hospital, their individual needs should still take precedence over
management tools.

Hospitals have changed dramatically in the last few decades. By the 1970s,
U.S. hospitals were ceasing to be places where private doctors cared for their
private patients. e hospital as an organization began to assume

comprehensive responsibility for the total health care of patients.2 is
increase in scope came without a corresponding enhancement of
management.

Problems associated with poor management and inadequate treatment
occur in many countries, and they extend from developing countries to the
most advanced intensive care units. Africa is beset with an epidemic of
AIDS, which is blamed on unsafe sexual practices. However, we are not
oen told that one in �ve of the new cases of HIV infection occur as a result

of inappropriate medical intervention.3 Reusing hypodermic needles may
appear to be cost saving but risks spreading infection. Over a quarter of
adults diagnosed with HIV in South Africa had not had recent sexual

encounters.4 Furthermore, over one in six HIV-positive children had HIV-

negative mothers.5 Local politicians and health managers underestimate



hospital-induced HIV infection, as it exonerates them from responsibility.6

Public health managers do not inform Africans about the risk of unsafe

health care.7 No African government has examined medically caused HIV
infection by tracing those who went to suspected clinics. In short, medical
practice is inadvertently promoting HIV infection in Africa. e standard
response to the shortcomings of medicine in developing countries is to
suggest additional funding to provide proper medical care.

Even the most technically advanced and well-funded clinics can be as
dangerous as medical care in the ird World. Hospital managers in
advanced countries are simply better at hiding the issues. Here, for
comparison, are two problems in intensive care units worldwide:

e risk of a person in intensive care being infected with by a life-
threatening bug is about 50/50. Of 13,796 patients in intensive care, half

(7,087) were infected.10

e longer a person was in intensive care, the more likely they were to be
infected. is was especially true for antibiotic-resistant superbugs. Most
patients (9,084) were on antibiotics.

Importantly, the death rate for infected patients (25 percent) was more
than double that of non-infected patients (11 percent).

Comparison of �gures for intensive care unit infections in North America
and Africa is instructive. North American infection rates were slightly below

the international average, at 48 percent.9 However, the lowest rate of
infection was in Africa, at 46 percent. Moreover, the overall infection rates
appear to have increased from 45 percent in 1995 to 51 percent today. Poor
management is a characteristic of modern medical practice, and this
involves a number of fundamental structural problems.

LACK OF BASIC EXPERTISE AND EQUIPMENT

Poor management of hospitals is a primary cause of death and suffering. e
British Government conducted a review of the care of patients who died

within four days of entering hospital.10 It would appear that people working
in hospitals oen lacked basic expertise. ey noted that some health-care



professionals did not have the skills required to care for patients nearing the
end of their lives. ey lacked ability to identify patients who were near
death, gave inadequate care to the dying, and lacked basic communication
skills.

In a quarter of the patients who died (407/1,635), there was a delay in
being seen by a consultant. One in seven (267/1,983) clinical teams had
inadequate communication with each other and with other medical groups.
Doctors with different levels of authority did not talk to each other. Decision
making was poor and there was a lack of support from senior doctors,
especially during the night shis. Over 4 percent of patients who were
anesthetized were put under by an unsuitable doctor.

For patients entering the hospital with a life-threatening condition, access
to medical imaging is a primary requirement. However, the government
report noted that only about half the hospitals (150/297) had on-site non-
cardiac angiography (medical imaging of blood vessels). Moreover, only
about one hospital in four had 24-hour angiography available.

Similarly, there was inadequate access to computerized tomography (CT)
and magnetic resonance imaging (MRI) scans in many hospitals. Even in
those hospitals with advanced imaging facilities, they may not be available
outside of office hours. Some time ago, Dr. Hickey worked in a medical
school, investigating the physics of one of the early MRI scanners. At that
time, there were few operational MRI scanners and the equipment was used
almost exclusively for research. However, the hospital next door was
fundraising for a new scanner. ey could have used the one in the medical
school for urgent patients, when it was not being used for research. When
Dr. Hickey suggested the idea, it was refused on the grounds that nursing
cover was not available. However, the suggestion was not put to the hospital
management, who might have been able to provide nurses in the interim,
until they had raised the millions of dollars necessary for their own MRI
unit.

Smaller local hospitals have particular difficulties as they lack expertise
and management. Providing a high standard of care for sick children
requires well managed clinical teams. A particular concern is limitation of
treatment. Doctors may engage in so-called heroic methods to keep a dying
person alive. It is difficult to see how such a term can be applied. It is the
patient who is in danger, not the doctors. With those patients not expected



to survive, 16.9 percent (219/1,293) had no evidence of any discussion of
limiting the care with the relatives or with the patient. Where a “do not
resuscitate” (DNR) order was implemented, 21.8 percent were signed by
trainee doctors.

NO CONTINUITY OF CARE

Many hospitals in the United Kingdom used to have health professionals
with speci�c responsibility for a patient’s care, and the patient felt they had a
relationship with their doctors and nurses. In those days, doctors had a clear
accountability for the health of patients. However, recent changes in hospital
management have changed the structure of clinical teams. e patient may
see a doctor infrequently, and they may not see the same doctor twice. e
National Con�dential Enquiry into Patient Outcome and Death noted,
“Individual clinicians become transient acquaintances during a patient’s

illness rather than having responsibility for continuity of care.”11 is lack of
both the personal touch and continuity of treatment may be expected to
occur with the changes in the U.S. health-care system.

Poor management and accountability are a major cause of dissatisfaction,
appropriate treatment, and patient death. e reported results are terrible.
According to Katherine Murphy, from the Patients Association, they result
in “life-threatening complications le untreated, poor note keeping,
seriously ill patients deteriorating without prompt action, lack of facilities
for emergency surgery, avoidable complications contributing to patient

death.”12

In four out of ten severely ill patients, the standard of care is appalling.
is has consequences beyond the direct effects on the patient. Relatives,
those nearest to the dying patients, are not only bereaved but can have
dreadful memories of what happened. Palliative care is the minimum for a
dying patient: it is not intended to cure but to minimize symptoms and

make the patient comfortable.13 However, the minimum requirements for
palliative care, to relieve pain and other distressing symptoms, are not being
achieved in hospitals.
e problems are becoming widespread and apparent. Vincent Nichols,

the Archbishop of Westminster, recently described hospital care of some



patients as “lacking in humanity.”14 ose in need of care and attention were
treated as “a bundle of genes and actions,” according to the Archbishop.
“Even the most restricted of lives is lived in transcendence by virtue of being
human. If we fail to see this and honor it, then we not only fail to respect a
person: we do that person violence.” e cleric also identi�es the problem as
being a result of the organization and not individual doctors and nurses: “It
is not simply a matter of the attitudes of individuals, though of course that is
part of the story. It is also about the prevailing culture in an institution, the
pressures of control and delivery which can impair and diminish the ability
of staff to care properly.” What was missing, said the Archbishop, was “a
sense of humility, a profound respect for others, and a refusal to see them as
no more than a medical or behavioral problem to be tackled and resolved.”

SECRECY THAT HIDES INEPTITUDE

e secrecy surrounding bad management in medicine is pathogenic. e
role of medical con�dentiality is to protect patients, but it can also be used

to cover up incompetence by hospital staff.15 A patient’s details and
discussion of their health with their physician is protected by law.
Historically, this con�dentiality goes back at least as far as Hippocrates.
However, there are limits that vary with the local laws:

In the U.S., gunshot wounds are customarily reported to the police.

People un�t to drive a motor vehicle may be similarly reported.

e spouse may be informed of a partner’s sexually transmitted

disease.16

Despite these limitations, con�dentiality is necessary for trust in the

doctor-patient relationship.17 Nurses and paramedics have a similar duty of
secrecy. Health professionals frequently need to communicate a patient’s
con�dential details to other care workers in order to provide adequate
treatment. ose patients with particular concerns may need to request
constraints on this sharing of data as con�dential information leaks

occasionally to the detriment of the patient.18



Wherever there is con�dentiality, professionals can keep secrets to protect
themselves. Such secrecy hides wrongdoing and ineptitude. is extends to
professionals who use con�dentiality to shield colleagues from the
consequences of their actions. Moreover, medical organizations can use
secrecy to cover negligence and overcharging.

Human Error

Most hospital accidents are the result of human error. Doctors, nurses, and
other health professionals are as prone to making mistakes as the rest of us.
Unfortunately, the result of their errors can be catastrophic: oen a patient
suffers a serious adverse event, or even dies. People sometimes compare
hospitals with the airline travel industry. In both, there is a risk to life, but
there the similarity ends. When an airplane crashes, hundreds of people may
be killed and the world media reports the accident in detail. By contrast,
medicine kills at least the equivalent of a major air crash each day, but the
deaths are rarely reported. Moreover, through consistent checks and
monitoring, air travel has become remarkably safe. Conversely, medicine
remains responsible for hundreds of thousands of deaths each year.
e defense of modern medicine is typically based on the assumption that

it does more good than harm. If you are unfortunate enough to be involved
in an airplane crash or, more likely, a car accident, the hospital is there to
pick up the pieces. Without a hospital, far more people would die or be
permanently disabled from such events. But the majority of people treated
in hospital do not fall into this category and are not in immediate risk of
dying—except from the treatment and care provided.

Power Relationships

e aircra and travel industries have addressed and reduced the errors that
endanger passenger lives. Engineering problems were relatively
straightforward: imposition of quality control into manufacture and
maintenance means that aircra seldom fall from the sky as a result of
mechanical failure. Nowadays, as with unnecessary hospital deaths, air
crashes are largely the result of human error. Typically, a crash follows from



a sequence of errors, each of which does not inevitably threaten the aircra,
but a combination of �ve or more errors may be disastrous.

Between 1970 and 1999, Korean Air crashed 16 aircra, with the loss of
700 lives. Malcolm Gladwell, in his book Outliers, describes how Korean Air

turned this unacceptably high accident rate around.19 Interestingly, they did
this by addressing the hierarchical social structure of the cabin crew. To
avoid a crash, co-pilots and engineers are required to check the captain’s
decisions and actions. A pilot may be tired or may simply miss a cockpit
warning sign. Co-pilots are also responsible for communicating with ground
controllers and pilots. Communication in the aircra cabin needs to be clear
and direct. A statement like “e aircra is too low, pull up” is a clear
instruction to the pilot. It tells the captain to increase altitude and provides a
reason. However, if the co-pilot says, “Are we a little low?” this is more of a
question, which does not demand any immediate action. If the plane is in
danger, the co-pilot needs to declare the problem and action clearly.

In cultures such as that of Korea, which have a high degree of respect for
authority, a suggestion is more acceptable than a straightforward
instruction. Within Korean Air, the social structure in the cockpit was
hierarchical. Co-pilots and �ight engineers were loathe to make demands of
the superior captain or to highlight even the most obvious errors. e
solution was to change the culture in the cockpit, so that co-pilots and
engineers were able to correct pilot error and communicate effectively with
ground control. Staff received training courses to reduce their sense of
deference, as a result of which the accident rate was greatly reduced.
e safety record of the air travel industry has a direct message for

medicine.20 Dr. Geert Hofstede, an in�uential Dutch psychologist,
introduced the idea of a power distance. is measures how much members
of institutions and organizations expect and accept the unequal distribution

of power.21 Culture can in�uence the behavior of professionals and generate

a risk of error.22 In low power distance organizations, people consider
themselves more or less equal in status, regardless of their formal positions.
In high power distance organizations, members have great respect for
authority and for the power it provides. Korean Air staff originally had a
high power distance, which was lowered through training, thus increasing
safety.



In general, professions have relatively level hierarchies. A �at hierarchy is
essential if an educated professional is to have the individual authority

necessary to do their work.23 Hospitals, however, are an extreme case—
power relationships dominate the professional function. In other words,
hospitals have a high power distance. In the past, this was so obvious that it
formed the basis of doctor jokes and comedy. For example, “What is the
difference between God and a consultant surgeon?” Answer, “God doesn’t
think he’s a surgeon!”
ere is a strict hierarchy between members of the medical professions.

is has nothing to do with the teaching element. Hospital staff may explain
that their authority is essential to the therapeutic process: patients need to
have faith in their doctor. us, the doctor needs to be authoritative to put
the patient’s mind at rest. Patients like to feel that the surgeon about to
operate on them is a senior professional with a high level of competence.
Alternatively, they may claim that the placebo effect may be more effective if
the patient respects the position of the doctor. is is, of course, special
pleading and nonsense. Doctors and surgeons are expected to be competent
because of their training and knowledge. Wearing a white coat and being
pompous does not help to heal patients.
e order of status in the medical profession is attending surgeon, fellow,

chief resident, and resident. For nurses, it is nurse manager, resource nurse,

charge nurse, and staff nurse.24 However, this description ignores the
patients. Patients and their relatives are the lowest level in this power
structure. Oen, the “clients” are called by their �rst name. is may be the
case even if the patient is a doctor, a professor, or a retired surgeon. We have
seen junior nurses calling an internationally famous professor, who had the
misfortune to become an inpatient, by her �rst name.
e hierarchy is so pervasive that it extends to the diseases a doctor

treats.25 Among specialties, neurosurgery and thoracic surgery have the
highest rank, while geriatrics has a low rank. A doctor will be proud of the
status of treating heart attacks, leukemia, and brain tumors, but may be less
forthcoming about a specialization in �bromyalgia or anxiety neurosis.
e hierarchy in medicine is destructive to the health of patients. A young

doctor who openly corrects a consultant or attending physician is unlikely to
prosper in his or her career. Constructive criticism by a student doctor is



considered whistle-blowing.26 Nurses are trained to be subservient to
doctors, so there is little chance for effective feedback to prevent accidents. A
doctor who insists on professional dominance over patients and other staff is

a threat to their health.27 One educated patient we know was prepared for a
hip operation, but they marked the wrong leg. He did not ask why they were
marking his le leg, when the bad hip was in the right leg—presumably, he
had been conditioned to assume the staff knew what they were doing.
Fortunately, they noticed the mistake shortly before the operation, avoiding
a catastrophe. ese kinds of errors are not always caught in time.

One of the steps Korean Air took was to insist that cockpit staff use �rst
names for all their colleagues. is was to help level the distribution of
power. In non-clinical university departments, it is common for all to use
their �rst names. e most renowned professor might be called “Jane” by
John, a �rst-year student. e distinction between staff and students is clear,
but not explicitly enforced, and there is no apparent loss of respect in this
low power distance approach. e professor’s respect is based on merit.
Clinical units, however, oen insist on titles.

We suggest that patients insist on being called by their formal title, say,
“Mr. Smith.” If the hospital staff decide to use your �rst name, then demand
to use theirs. Being a physician does not allow him or her to be disrespectful
to patients. Make sure you do not allow medical staff to assume authority
over you. is is not arrogance, it is a matter of safety—when doctors and
nurses assume an unwarranted authority, patients suffer.

Obedience to Authority

Although each of us must ultimately make our decisions alone, it is our
nature to pay attention to input from others, especially those in authority. In
Stanley Milgram’s famous experiment in the 1970s, white-coated authority
�gures were able to get subjects to deliver apparently painful and possibly

deadly shocks to other human beings, simply because they were told to.28 A
surprising number of reasonably intelligent people automatically defer to
authority �gures, and this is the case even when the authority �gure is
clearly wrong or immoral.



People can �nd it difficult to tell the difference between stupid obedience
to authority and thinking for themselves. We all tend to believe we would
question authority and not shock strangers or commit other unspeakable
acts. e facts are generally less �attering. Charles Ho�ing, a psychiatrist,

did a study on the obedience of nurses, with disturbing results.29 Twenty-
two hospital nurses were telephoned by people claiming to be doctors and
were asked to give a drug overdose to a patient. e “doctor” said he was
running late and would be along later to complete the paperwork. ey were
asked to give a dose of 20 mg of Astrofen, a phony drug that had been
placed on the ward. e drug was clearly labeled with a safe maximum dose
of only 10 mg. Remarkably, twenty-one nurses were willing to administer
the drug overdose. ey did not know the caller, other than that he claimed
to be a doctor, and his request broke the rules of prescribing: the drug was
not on the list of drugs to be administered. Importantly, Ho�ing asked
twenty-two control nurses what they would do in this situation, and all but
one said they would refuse the order. In other words, most people do not do
what they think they would do. In medicine, unwarranted obedience to
authority is pernicious and can cost lives.

OUT OF CONTROL

Hospitals work with dangerous medical interventions, which require
controls to prevent error. Even in diagnostic areas, lack of control systems
can cause harm. X-rays, as most people are aware, have the side effect of
increasing cancer risk. X-ray CT body scans expose the body to large
amounts of radiation and should be avoided, unless essential. A current
fashion is to use whole-body scans to screen apparently healthy people to
prevent disease. However, even the U.S. Food and Drug Administration
(FDA) can �nd no justi�cation or bene�t for subjecting healthy people to

the large dose of x-rays in a typical body scan.30 Anyone who undergoes
such screening increases their risk of cancer and of being treated
unnecessarily for a benign condition. In getting normal controls for brain
scanning on an early MRI system, two out of twenty-four normal subjects
were found by Dr. Hickey’s group to have abnormal brains. e
abnormalities were causing no apparent symptoms and the decision was



made not to inform the volunteers. However, if a harmless lump or
abnormality is found in screening, you may be advised to have exploratory
surgery or removal of the tissue. Such health screening is irrational, as it

does not balance the possible bene�ts against the known risks.31

Even when equipment is working properly, mismanagement can cause
unnecessary danger to patients. As well as the inherent risk of a standard
head or body scan, failure to set up a scanner correctly can expose patients
to risk. In February 2008, technicians at Cedars-Sinai Medical Center in Los
Angeles did not set up the equipment properly for a new brain scan

protocol.32 e scanner was going to be used to image blood �ow in the
brain to help assess stroke patients. Unfortunately, an administrative error
with the instructions led to the default settings being used and about eight
times the intended radiation was delivered to the patients. e problem was
noticed in August of the following year, when a stroke patient complained
that he was losing his hair as a result of the scan. As a result, and to avoid the
problem of widespread error in CT scanning control, the FDA issued a

warning to hospitals.33 e FDA suggested that radiological staff should
note the dose indicator on the control panel!

Lack of a simple checklist is causing thousands of people to suffer botched
operations. Hospitals could prevent four in ten surgical deaths if staff
followed basic safety rules. Similarly, three in ten surgical complications

would be avoided.34 e World Health Organization (WHO) has developed
such a checklist. e WHO questions are quite basic and relate to having the
correct patient, staff, and equipment:

Before anesthesia:

Has the patient con�rmed his/her identity, site, procedure, and consent?

Is the site marked?

Is the anesthesia machine and medication check complete?

Is the pulse oximeter on the patient and functioning?

Does the patient have a known allergy?

Is there a difficult airway or aspiration risk?



Is there risk of greater than 500 ml (7 ml/kg in children) blood loss?

Before cutting the patient:

Con�rm all team members have introduced themselves by name and
role.

Con�rm the patient’s name, procedure, and where the incision will be
made.

Has antibiotic prophylaxis been given within the last sixty minutes?

For surgeon:

°    What are the critical or non-routine steps?

°    How long will the case take?

°    What is the anticipated blood loss?

For anesthetist:

°    Are there any patient-speci�c concerns?

At end of operation:

For nursing team:

°    Has sterility (including indicator results) been con�rmed?

°    Are there equipment issues or any concerns?

°    Is essential imaging displayed?

Nurse verbally confirms:

°    e name of the procedure

°    Completion of instrument, sponge, and needle counts

°       Specimen labeling (read specimen labels aloud, including patient
name)

°    Whether there are any equipment problems to be addressed

To surgeon, anesthetist, and nurse:

°       What are the key concerns for recovery and management of this
patient?



ese simple rules would save numerous lives. e sorts of errors that are
to be avoided include operating on the wrong patient. Richard Reznick,
Head of Surgery at the University of Toronto, investigated the checklist in
order to set an international standard. Dr. Reznick collected information on
complications and deaths in 7,688 surgical patients who underwent surgery
in centers throughout the world (Amman, Auckland, Ifakara, London,
Manila, New Delhi, Seattle, and Toronto). e hospitals adopted the WHO
checklist to determine if it would lower the number of complications and
deaths. Complications occurred in 11 percent (411/3,733) of patients who
had surgery before the checklists were used; 56 of the patients died. With the
checklist, complications occurred in only 7 percent (277/3,955) of patients;
only 32 patients died. is is a substantial improvement. Similar
management controls on infection would bring the death rate down further.
ese checklists highlight a fundamental problem with corporate

medicine: basic rules of management control are absent. Most organizations
in order to be successful need to implement feedback mechanisms to
prevent errors, mistakes, and accidents. What few attempts there have been
to introduce proper controls into medicine have been rudimentary and
ineffective. If an elementary checklist can save lives, proper management
controls might revolutionize hospitals into the centers of excellence they
claim to be.

Hospitals need to take greater care with patient safety. e sort of
management controls that are currently proposed are a minimum that
would be anticipated in any industry. Other industries such as air and rail
travel are expected to take measures for the safety of the public for whom
they have a direct responsibility. Hospitals are a special case, where people
are at their most vulnerable, and they have a particular responsibility for the
health and well-being of the sick. As Phil Bronstein, a journalist who led an
investigation by Hearst media, put it, “e annual medical error death toll is

higher than that for fatal car crashes.”35 It is not acceptable for the number of
unnecessary deaths to have increased over the last ten years.

IMPROVING MANAGEMENT TO PREVENT
ERROR



Some errors will happen in any human activity. However, medical errors
have serious consequences and, importantly, most are relatively easy to
prevent. A crucial improvement in hospital management would be to
identify problem areas and avoid consequent errors. In particular, the
central role in preventing errors is to place the control with the doctor-
patient or nurse-patient interaction. e educated people providing care
could help prevent these errors, given the opportunity. Central management
and control leads to waste, inefficiency, and, in the case of medicine, dead
patients.

Management science has improved over recent decades and has achieved
a startling reduction in manufacturing errors. To put the hospital problem
into perspective, a Boeing 747 Jumbo Jet has approximately 6 million parts,
about half of which are fasteners, 171 miles of wiring, and a typical �ight has

50,000 service items.36 Just as doctors are responsible for the safety of their
patients, aircra companies have to protect passengers. Every �ight involves
a risk to hundreds of passengers. However, compared to spending a day
being treated in a hospital, the risk associated with �ying is minute.
e failure of hospitals to protect patients stands out in our safety-

conscious world. In manufacturing, Boeing and other aircra companies
follow strict practices of quality control, such as those pioneered by the

American statistician William Edward Deming.37 It was Dr. Deming whose
ideas turned “made in Japan” from an indication of shoddy goods to a
validation of quality. Japanese business embraced his ideas, while the rest of
the world largely ignored them. Dr. Deming found that by implementing
principles of management, organizations can simultaneously increase
quality and reduce costs. In manufacturing, a company could reduce waste
and rework, while enhancing customer loyalty. Similarly, hospitals and other
organizations could avoid staff attrition and patient litigation as side effects
of appropriate quality control. e aim is to think of the hospital and
treatment as a (cybernetic) system, not as ad hoc individual parts.
Continuous monitoring and improvement are key elements of the process.

Currently, if an error occurs, there is a good chance the hospital will not
tell the patient. is is regrettable, as the key to real quality is negative
feedback. In this context, negative feedback does not just mean complaints
—it means recognizing the error and taking action to stop it from



happening again. Unfortunately, in recent times, doctors and hospitals have
developed a not-unfounded fear of litigation. Lawyers advise them to deny
and defend: do not admit the error and refer to a lawyer. is is presumably
an excellent source of income for the legal profession, but it prevents
progress, as the feedback loop is blocked.

Das Gupta took a different approach.38 He had inadvertently taken a piece
of tissue from the patient’s ninth rib rather than the eighth. In many years of
practice, he had never made this mistake before. Dr. Gupta told the patient,
“Aer all these years, I cannot give you any excuse whatsoever…. It is just
one of those things that occurred. I have to some extent harmed you.” e
case was settled amicably.

Two U.S. universities and the U.K. National Health Service39 have taken
up the challenge of admitting errors and apologizing. Since their initiative,
the University of Michigan Health System’s monthly claims and lawsuits
have declined; for example, from 262 in August 2001 to 83 in August 2007.
is reduction could have been a direct result of the disclosure or because of
improvements to safety. In the words of the risk officer, Richard C.
Boothman, “Improving patient safety and patient communication is more
likely to cure the malpractice crisis than defensiveness and denial.” e
hospital’s claims and legal costs dropped to two-thirds of previous levels.
Similarly, the number of malpractice cases for the University of Illinois
reduced by half when it introduced disclosure. Only one patient sued in
thirty-seven cases of preventable error. When medicine is participative, the
patient is involved in the decisions, the responsibility is shared, and the
blame game short-circuited.

e Example of Intravenous Injections

To be speci�c, we can consider a routine nursing task—administering an
intravenous (IV) injection. is is a simple task but has the potential to
cause harm. Sadly, the current practice is poor and many injections are done

improperly; in one study, in 212 out of 430 injections, an error occurred.40

ree of these mistakes were potentially severe; of the remainder, 29 percent
were moderate and 19 percent were considered minor. e majority of
problems occurred when giving rapid injections or in preparing the drug.



We can see how to prevent these errors by considering the processes the
nurses use to prepare and give the injection. Both nurses and the hospital
should consider intravenous injections as an invasive procedure. Nurses
need sufficient time to perform the task; even on a busy ward, appropriate
time should be allocated to the injection. Giving an intravenous injection
should not be rushed nor be considered routine.

First, the nurse reads and considers the prescription. Only 3 percent of
the errors were caused at this prescription stage. ese errors could be
reduced if the nurse consciously ensures that the prescription is clearly and
unambiguously written and that she understands it. Clari�cation of any
unclear instruction should be encouraged and considered standard
procedure.
ere are three types of preparation for an IV injection. e �rst two, a

single-step preparation or a drug ready to be administered, have low risk.
ese can be performed by a trained nurse without particular concern, as
signi�cant risk has not been identi�ed. We suggest, however, that the nurse
routinely double checks both before and aer the preparation. Multiple-step
preparations are risky and give rise to 14 percent of the errors. is is
unsurprising. What is surprising is that nurses with various levels of
expertise are expected to mix drugs on the ward. Nurses preparing multiple-
step injections should be speci�cally trained and certi�ed for the procedure.
We suggest that pharmacists prepare multiple step injections, because they
are trained in this task and in procedures for quality control. Particular care
is warranted for the transfer of information from the ward to the pharmacy.
e largest number of errors occurred during the process of injection.

Rapid injections cause the largest number of errors (73 percent),
intermittent infusions were less risky (9 percent), and no errors were noted
for continuous infusions. e main problem appears to be administering the
drugs too rapidly. A bolus dose should typically be given over a period of
three to �ve minutes. Nurses should be made aware of the necessity to give
slow IV doses and explicit training to time the injection could be
implemented.

In this example, there were no errors in the identi�cation of the patient.
However, nurses could be trained to ask the patient’s name before every
injection. If the patient is unable to communicate, the nurse should check
the name tag. Blame for an IV error does not rest with the individual nurse.



e supervisor, medical staff, and organizational culture are all at fault if an
error occurs. Staff should feel comfortable reporting errors and methods
should be introduced to update the way the treatment is delivered.

SEVEN DEADLY MANAGEMENT DISEASES
AND HOW TO FIX THEM

Dr. Deming described a number of management “diseases” that lead to

reduced quality.41 ese are oen characteristic of government
organizations and particularly hospitals.

1. Lack of consistency of purpose—e purpose of the organization should
be clear to all involved. e aim of a hospital is to help people heal.
Doing harm is to be avoided by all staff, under all conditions. e aim is
to improve the quality of the patients’ experience and health. At the
same time, these improvements should decrease the costs of care to the
patient.

2. Emphasis on the short-term—Hospitals are concerned with short-term
pro�tability and gains. Short-term considerations are obstructive. For
example, hospital nutrition is poor because the hospital’s aim is to deal
with critical short-term conditions; so, it is assumed that nutrition does
not matter—all the hospital needs to do for patients is “patch them up
and send them home.” By contrast, each stay in hospital could be a
practical demonstration of nutritional excellence and disease prevention.
A hospital’s long-term goal should be continuous improvement, with the
aim of providing an efficient, effective, and excellent service to their
patients.

3. Evaluation by performance, merit rating, or annual review—Recent
changes in hospital management to improve efficiency and cost
effectiveness and to increase quality have resulted in the imposition of
performance checks. Giving merit ratings or annual reviews of hospitals
or hospital staff gives the appearance of monitoring quality, while it in
reality prevents real improvement. In Dr. Deming’s words, “Eliminate
management by numbers, numerical goals. Substitute leadership.”



4. Mobility of management—Moving management and senior staff may
give the appearance of increasing expertise, but it means that the most
expert managers are not used effectively. Staff need to be comfortable in
their role and given time to gain experience. Gaining expertise takes
time and is unlikely to be achieved in less than ten years’ direct
experience. “e aim of supervision should be to help people, machines,
and gadgets to do a better job.”

5. Running a hospital on visible measures—e central role of a hospital is
for healing. Healing is not easily quanti�ed or measured. Continuous
improvement is not compatible with quotas.

6. Excessive medical costs—Hospital staff should use the facilities in their
hospital with no special privileges or deals when they get sick. ey
should pay for their treatment in the same way as typical patients,
receive the same treatment, and not have special insurance privileges.
ey would then know what it was like to be a patient in that hospital.

7. Excessive costs of warranty—Hospitals are currently hampered by
excessive legal costs, resulting from low-quality service. Get rid of the
lawyers who work for contingency fees. Let medical professionals work
in a supportive environment, creating their own objectives for improved
treatment standards and patient support. Replace lawyers with
participative medicine.

Dr. Deming also described a number of lesser obstacles to achieving
quality service. e �rst obstacle is neglect of long-range planning—that
current medicine fails in this respect is clear from its emphasis on treatment
rather than disease prevention. A similar limitation is the current reliance
on technology to solve problems. Multimillion-dollar diagnostic systems
and new cancer drugs costing $50,000 a year are no substitute for avoiding
disease.

Dr. Deming suggested seeking successful examples to follow rather than
developing solutions. In medical terms, a manager should �nd a doctor who
does not get sued, a ward that does not get infections, a hospital with an
excellent reputation, and then copy what they are doing. He could almost
have been criticizing the current emphasis on so-called evidence-based



medicine, the aim of which is supposedly to “prove” treatments using large-
scale, randomized clinical trials without an underlying philosophy. In this
approach, each treatment is tested individually, and scienti�c theory and
models are belittled. ere is no underlying intellectual theme, but rather a
collection of experimental results.

Dr. Deming described a �nal obstacle—the “our problems are different”
excuse. Medicine relies on this excuse to avoid facing reality. e
management of medicine is no different from management of other complex
organizations and high technology systems.



W

CHAPTER 4

A Look at Hospital-Acquired Infections

“e very first requirement in a hospital is that it should do the sick no harm.”

—FLORENCE NIGHTINGALE (1820–1910)

hen you need to go into a hospital, you hope to expect to return
healthy. But one in twenty inpatients will return with a hospital-

acquired infection. Such infections are sometimes described as nosocomial.
e United States has the most expensive health care in the world, and yet a
decade ago, about half a million people suffered a hospital-derived infection
each year, and 88,000 died from it; that’s one person every six minutes, day

and night.1 e rate of hospital infection continues to grow and the culprit

microorganisms have become increasingly resistant to antibiotics.2

e early success of antibiotics in the middle of the last century generated
hubris in doctors. ey thought that they had beaten infectious disease.
Antibiotics and vaccination were technologies that appeared to be so
effective that medicine had apparently triumphed. Any capable biologist
could have told them that the microorganisms would simply adapt and
evolve. ere might be one or two successes, such as the eradication of
smallpox, but the vast majority of microorganisms would hardly be affected.
Old infections would develop defenses to accommodate and resist
antibiotics at an exponentially increasing rate, and new diseases would
emerge for which medicine had no effective response. It seems obvious in
hindsight, but to the doctors, hubris replaced insight.

THE SICKEST PEOPLE IN CLOSE PROXIMITY

A modern hospital contains society’s sickest people in close proximity. For
this reason, a key feature is the need to prevent the spread of infections.
Historically, some hospitals overcame the problem of infection by not
admitting contagious patients. In 1219, when the Hospital of St. John, in



Bridgewater, England, was formed, statutes were clear: lepers, pregnant
women, infants, and patients with contagious disease were excluded. If they

were allowed in by error, they were to be removed.3 Difficult patients or the
mentally ill were also unwelcome. Medieval English hospitals oen

discouraged admission of the sick.4 Conversely, until recent decades, high
death rates discouraged women from giving birth in a hospital. is was
despite the early research showing that puerperal fever was an avoidable

contagious disease.5

Hospital design has typically re�ected the technology and scienti�c
understanding of the day. e London Hospital, built in 1791, had its
operating theaters on the top �oor. e roof let in light to assist the surgeon,
but this was not the real reason for its location. e top �oor had large heavy
doors that were closed before any operation started. In pre-anesthetic days,
such doors served to muffle the screams of the patients. Perhaps the doors
also functioned to keep patients in the hospital. Since hospital staff were
needed to hold down and subdue the patients being operated on, other
patients hearing the screams might otherwise take the opportunity to leave.

By the time the Johns Hopkins Hospital was built, in the late nineteenth
century, sick patients were more welcome. An isolation ward was proposed

to keep contagious or smelly patients apart.6 Around the same time, the
design and function of hospitals was beginning to be transformed by
Florence Nightingale. In the 1920s, Asa Bacon, of Chicago’s Presbyterian

Hospital, proposed hospitals with all private rooms.7 Bacon considered
efficient hospitals should have rooms like hotel suites, with central heating
and a private lavatory. Many modern hospitals do not achieve these levels of
patient care.

By the 1990s, architects were expected to work with infection control

professionals in the design of hospitals.8 e recommendations for new
hospitals were becoming more advanced. For example, new hospitals may
use HEPA (high-efficiency particulate air) �lters to lower the number of
fungal spores in the atmosphere and lower the risk of aspergillosis, a
particular problem with immunocompromised patients. HEPA �lters can
incorporate ultraviolet light to destroy bacteria, viruses, and fungal spores
trapped by the �lter media and provide protection against airborne disease
transmission. Notably, HEPA and other air �lters have been a mainstay of



alternative medicine for decades. As with many buildings, the water supply

and particularly drinking water in hospitals can be a source of legionella.9

Hospitals should have �ltered water free of such pathogens.
Tuberculosis (TB) is an excellent example of the problems with hospitals.

A large hospital should have sealed rooms with negative pressure and
frequent air changes for these patients. Approximately 9 million people
worldwide develop active TB each year, and between 1 and 3 million die
from the illness. However, perhaps 1 in 3 people have been infected but do

not show symptoms.10 at means around 1.7 billion people may have latent

TB.11 Whatever the actual numbers, many people become and remain
infected with TB, long term, without having the illness or showing
symptoms. Only about one in ten of those infected with TB will get the
illness. Once symptoms appear, about half will die.
e reason that most people infected with TB do not get ill was stated

clearly by Louis Pasteur on his deathbed: “e microbe is nothing, the
terrain is everything.” People get ill with TB when their immune system is
compromised. is can be a result of inadequate nutrition,
immunosuppressive drugs, substance abuse, or AIDS. In the old days, TB
was treated in sanitaria, with sunlight and fresh air. is was a reasonable
approach, as sunlight generates large amounts of protective vitamin D in the
skin. Nutrition may play a large part in why so few with the latent infection

become ill. Poor nutrition, particularly de�ciency of vitamins C and D,12

may lower host resistance allowing TB and other infections to take hold.
Make sure you are not susceptible to a hospital-acquired infection by

taking orthomolecular levels of vitamins C and D3. If the hospital staff tell

you the nutrients will not work, remember that they are the people
responsible for unnecessary hospital infections.

POOR MEDICAL HYGIENE

Before the germ theory of disease, medicine could be excused for lack of
hygiene. It is difficult even to suggest that physicians could have noted the
association with disease as dirt was ever present. Doctors of the eighteenth
century did not know to wash their hands before surgery or between
patients. Ignaz Semmelweis (1818–1865) tried to get doctors in obstetric



clinics to wash their hands to prevent the spread of childbed fever. In 1847,
Dr. Semmelweis was ignored when he discovered that lack of hygiene was
killing women who were giving birth in the hospital. When doctors could be
persuaded to wash their hands and conform to basic hygiene standards,

death from sepsis fell from 22 percent to 3 percent.13 Sadly, doctors in Dr.
Semmelweis’s time could not see the point of washing their hands and did
not believe the evidence.

Some relatively recent doctors have displayed a similar disregard for hand
washing. Even in the 1990s, rates of hand washing were low and there was a

need for education in essential hygiene.14 Doctors did not appear to

understand the need for basic hand washing.15 During twenty-one hours of

ward rounds, consultants were reported to wash their hands only twice.16 In
one study, 939 patient contacts were observed and the hand-washing rates
both before (12.4 percent) and aer (10.6 percent) patient contacts were

measured.17 Medical staff were more diligent when they knew they were
being watched: when openly observed, rates increased, leveling out at 32.7
percent (before) and 33.3 percent (aer). Following performance feedback,
these rates increased to 68.3 percent (before) and 64.8 percent (aer). Seven
weeks aer the study, medical staff were observed covertly again. Hand-
washing rates were then 54.6 percent before and 54.9 percent aer patient
contact. So, when medical staff are in an environment that expects and
acknowledges the importance of hygiene, they can adopt more reasonable
practices.

When doctors are asked about hand washing, they thought they washed
their hands 73 percent of the time. Direct observation indicated that their

actual rate was only 9 percent.18 Medical staff do not appreciate the
consequences of not being diligent, even when the importance of hand
washing is explained. When the British Medical Journal published an
editorial on hand washing in 1999, the responses were startling. Dr. Andrew
Weeks, a specialist in obstetrics and gynecology, explained why he did not
wash his hands between patient contacts, saying “I have never seen any
convincing evidence that hand washing between each patient contact

reduces infection rates.”19 Despite working in the same area of medicine as
Dr. Semmelweis, he explained that with sixty touch contacts with patients
each day, there was simply insufficient time for all this hand washing. Dr.



Weeks’ argument echoes back down the decades, reminiscent of early
doctors’ responses to Dr. Semmelweis.

Dr. S. Kesavan, a senior resident physician, provided practical reasons for
lack of hand washing, citing the lack of facilities for hand washing in

hospitals.20 Nurses were concerned about possible damage to their skin.21 A
letter from Dr. Robert MacDermott, another senior registrar in obstetrics
and gynecology, suggested that dermatitis was a possible consequence of

repeated hand washing.22 He noted the use of gloves as protection and
suggested that appropriate solutions for hand washing should be provided.
is is unlikely to be sufficient, as even the uniform of the hospital doctor is
dangerous. Dr. Varghese, a cardiothoracic surgeon, noted that

stethoscopes23 and white coats24 spread disease in hospitals.
In the 1990s, it seems, hospitals were poorly managed with insufficient

attention to basic hygiene. Kesavan and colleagues investigated the adequacy
of hand washing facilities at 264 sinks on nineteen elderly care wards in

seven hospitals in the United Kingdom.25 ere were numerous de�ciencies:
many sinks were inaccessible, badly placed, or blocked by ward equipment;
ward sinks oen did not have soap, antiseptic agent, or hand cream. Dr.
Kesavan recommended the implementation of a standard checklist for
hospital hand-washing facilities. Given this lack of management, it is hardly
surprising that hospitals develop widespread antibiotic-resistant diseases.

Hospital staff are little more hygienic than members of the public. Paul
Hateley, lead nurse for infection control at the Royal Hospitals, London, and
P.A. Jurnaa, consultant microbiologist at Great Ormond Street Hospital,
performed an observational study and reported that 59 of 100 male and 83
of 100 female health-care workers washed their hands aer using the toilet.
For comparison, they observed members of the public and found that 34 of
100 male and 56 of 100 female members of the public washed their hands
aer using a toilet in a railway station. Hateley and Jurnaa suggested that
improvements in hospitals would be difficult, without changes in the wider
community. However, we consider this special pleading—hospital staff have
a particular and crucial need for such hygiene methods.
e above accounts concerned hospitals in the 1990s. It is likely that

hospitals will use the age-old defense of medical progress. “Yes, in the bad
old days of the 1980s and 1990s, standards were unacceptable. However,



since that time progress has been made. We have improved hospital
management. ere are alcohol dispensers at the bottom of all our patients
beds. Medical staff are trained in hygiene, and encouraged to wash their
hands between patients …” And so on. However, a patient going into
hospital is still far too likely to catch an antibiotic-resistant infection. Rather
than improving, things seem to be getting worse.
e lack of care with even routine techniques can lead to infection. Each

year, almost a million needle-stick injuries are reported in U.S. hospitals.
Underreporting could mean the true incidence is nearer three million

events. Data from the University of Virginia puts this into context.26 In
teaching hospitals, there was an average of thirty-three reported wounds per
100 beds; in other hospitals, the rate was sixteen per 100 beds. Yet, these are
certi�ed medical professionals—phlebotomists, nurses, and doctors—in
high-technology environments.

FLORENCE NIGHTINGALE: A HERETICAL
VIEW

e problem of hospital-acquired infections is not a new one. e British
Medical Journal did a cover story to honor Florence Nightingale (18201910),

who was perhaps the �rst media-created celebrity.27 e widely supported
choice of “the lady of the lamp” as medical heroine remains controversial.
Nightingale gained fame and acceptance partly because of her ability as a
self-publicist and partly because she was a bureaucrat. One biographer
suggests that Nightingale was not even an efficient administrator but rather

a power-hungry and manipulative person.28 More moderate critics have
pointed out that many of her achievements are mythical and a creation of

the popular press.29 Despite these claims, Florence Nightingale remains one
of the most important historical �gures in health care.

Nightingale was brilliant at self-promotion but rather a poor nurse. Her

own sister, Parthenope, said of Florence, “She was a shocking nurse.”30

Nightingale was from a wealthy and well-respected family and her skills as a
ruthless politician and administrator were respected by the establishment.
Her popular support in�uenced contemporary politics. Perhaps this is
unsurprising, as politicians and managers are prone to support people who



place administration at the center of a problem. One of Nightingale’s main
contributions to hospital design was to discourage private rooms or multiple

bays, which did not allow nurses to view all the patients at once.31 She
believed that the bene�ts of staff efficiency and increased monitoring in
large multi-occupancy wards outweighed the need for individual privacy.

Guided by Florence Nightingale, the Victorian and later medical
establishments built their hospitals and staffed them with nurses trained to
her requirements. One common criticism is that Nightingale supported the
miasma theory of infection. “Quarantine is a complete failure” is one quote

from this famous lady.32 She held on to the idea that disease was caused by
smell long aer the germ theory of disease was established in 1858 by Louis
Pasteur. However, Nightingale’s opinion later in life is not clear; some
contend that her support of sterilization, antisepsis, and asepsis show she
later gained an understanding of the germ theory and its implications.

Fortunately, avoiding bad smells has the side effect of preventing the
spread of germs. Cleaning and good ventilation are common to both. e
miasma theory led inadvertently to a massive reduction in infectious
disease. In London, avoidance of bad smells led Sir Joseph Bazalgette (1819–
1891) to develop modern sewers, preventing cholera and other water-borne
disease. e world followed Bazalgette’s initiative, leading to perhaps the
greatest disease reduction in history.

Nightingale’s in�uence on hospital design was largely determined by her
advocating the invalid miasma theory of disease. In 1853, Nightingale
visited the new Lariboisière Hospital in Paris and witnessed the design of

the wards.33 e new hospital had wards constructed on a pavilion plan.
Since the miasma theory explained that disease arose in con�ned or dirty
spaces, large rooms full of fresh air would prevent smells and the resulting
disease and illness. e new wards admitted fresh air and light; long open
corridors between the wards allowed the miasmas to disperse.

As late as 1898, Florence Nightingale’s in�uential book Notes on Nursing:

What It Is, And What It Is Not34 concentrated on fresh air for cleanliness.
She believed scarlet fever, measles, smallpox, and other infections were
caused by houses being built over drains, from which odors could escape

and sicken the inhabitants.35 With this background, the emphasis of



cleanliness, ventilation, and sunlight in the design of hospitals is
understandable.

One substantial bene�t arose from the potential for sunlight to increase
vitamin D production and improve the health of patients. When exposed to
the sun, people manufacture vitamin D3 in their skin. Sunlight can also kill

microorganisms. e large room volume and ventilation would have helped
disperse airborne infections. Nightingale believed the lowered mortality in
the Lariboisière hospital con�rmed the miasma theory. For decades, the
design of hospitals followed the Nightingale approach.

Nightingale’s beliefs yielded improvement in hygiene as a side effect:
cleaning, a way of removing the cause of smells, also removes germs. e
result was reduced transmission of disease. Unfortunately, ideas with
serendipitous side bene�ts are not ideal foundations for designing hospitals,
health management, or training nurses.

At War

During the Crimean War (1853–1856), the British Government allowed
Florence Nightingale to take thirty-eight nurses to help injured soldiers. e
need was urgent—the Crimean War reportedly had four times as many
deaths resulting from inadequate medical care than from battle. At �rst,
Nightingale and her nurses had little in�uence on the death rate, as they
ignored the need for sanitation.

Nightingale’s Scutari hospital was not close to the battlefront in the
Crimea, but rather 300–400 miles away in Istanbul. A wounded soldier
needed to survive a long sea journey in order to reach the hospital. Injured
soldiers would arrive with infected and blackened wounds. Oen, they were
infested with maggots, although, considering the action of maggots in
cleaning wounds, these soldiers may have been relatively fortunate. If the
soldier survived the journey, his chance of survival at Scutari was lower than

if he had been too sick to transport.36 In the �rst winter, 5,000 of 12,000
soldiers reaching the hospital died. Aer surviving the journey to Scutari,
patients had a 42 percent chance of dying. Each nurse was responsible for at
least eighty-four patients, so patients could rarely have received individual
attention.



is was a perfect environment for administration and sanitation to have
a large effect on survival. Nightingale and her nurses eventually cut the
death rate from 427 per thousand to 22 per thousand. However, such a result
was possible because of preexisting poor conditions at Scutari. Under such
conditions, any improvements in cleaning, sanitation, and hygiene would be
expected to lower the death rate.

It is oen not reported that Nightingale ignored government
commissioners’ requests that she should �rst clean the wards and �ush out
the drains beneath the wards. She regarded them as interfering government
busybodies. Men were dying—she did not have time to waste on cleaning
sewers! However, the commissioners were right. Death rates were high in
the hospitals, and Nightingale’s hospital had the highest rates. e Royal
commission covered up these failings of the national hero. Nightingale
learned the lesson, however, and would later press consistently for light,
clean hospitals, with excellent ventilation.

Interestingly, Nightingale might have cleaned the hospital aer being
scolded by another woman. Miranda Stuart (1795–1865), or perhaps her

real name was Margaret Ann Bulkley,37 masqueraded as a man so she could
train and eventually become a quali�ed and successful doctor. In so doing,
her alter ego, “Dr. James Barry,” unofficially became the �rst British woman
to be medically quali�ed. Dr. Barry heard of the squalor and high death rate
at the Nightingale hospital and went over to see for herself. She eventually
confronted Nightingale and gave what Nightingale described as the worst
scolding of her life, while sitting, literally, on a high horse. While the content
of this scolding is not fully established, some suggest that Dr. Barry was
explaining the need for hygiene. Sanitation was certainly high on Dr. Barry’s

list of priorities.38 Whatever the reason, the hospital’s windows were opened
and drains were cleaned out. In one week, 215 handcarts of muck were
removed, the sewers were �ushed, and the bodies of two horses, a cow, and

four dogs were buried.39

MOTHER SEACOLE

If you could ask your ancestors whether their family doctor was female, you
would get few positive answers and some strange looks. Furthermore,



women physicians who did practice were usually graduates of homeopathic
and naturopathic schools. Today, we tend to be unaware of this, because we
are not told. Drug-centered physicians like to parade Elizabeth Black-well’s
1849 graduation, from Geneva Medical College, as heralding the �rst female
doctor of “modern medicine” in the U.S. e educational and charitable
works of Dr. Blackwell are well recorded. But pharmaceutically biased
history has slipped quietly by the real story: nineteenth-century medical
women had their roots and practices in herbal, hygienic, and nutritional
therapies.

Naturopathy, a system of natural therapies that acknowledges and
in�uences the innate healing potential of the body, is becoming increasingly
popular as the limitations in modern medicine become apparent. e
philosophical basis of naturopathy is similar to that of nursing. Naturopathy
originated in the early history of medicine, with Hippocrates and others.
Galen and Greek ideas dominated medicine for over a thousand years.
Gradually, harmful remedies were introduced, such as bleeding, mercury,
and purging. ese are in direct contrast to the safer methods of natural
medicine, which are closer to those of Hippocrates. Once the cause of the
illness is found, the aim is to treat the whole patient holistically. Preventive
medicine and education are central to the naturopathic approach.

Naturopathy was popular in the Victorian era, re-emerging in the time of

Florence Nightingale.40 In Nightingale’s words, nursing was “the proper use
of fresh air, light, warmth, cleanliness, quiet, and proper selection and
administration of diet.” Her approach to nursing was similar to that of a
naturopath. Unfortunately, modern hospitals have strayed far from this
emphasis on nutrition and support for the healing process.

Mary Seacole provided natural medical care during the Crimean War and
was, in a way, a competitor to Nightingale. However, Seacole had several
disadvantages: she was black and, though caring and competent, she
typically dressed like a gypsy. Unlike Nightingale, Seacole did not have an
in�uential family, with all the implied advantages. Moreover, she did not
provide assistance by managing a hospital hundreds of miles from the
battle�eld: she was oen on the front line, under �re, taking bandages and
�uids to the injured.



Mary Seacole was born in Jamaica in 1805 and died of apoplexy (stroke)
in London in 1881. Mother Seacole, as she became known, was famous for
her work in the Crimean War. However, the designation “nurse” does not
really suit Mary Seacole, who described herself as a “doctress.” e word
doctress has no modern meaning, but suggests a female doctor at a time
when the profession was uniformly male. Seacole believed she was acting
more like an unlicensed doctor than a contemporary nurse. Her
unconventional healing was oen, however, more effective than the best
contemporaneous medicine had to offer.

Patients who wanted to survive and return to health would have been well
advised to opt for Mother Seacole’s help, rather than take the long sea
passage to Scutari and risk the hospital. Seacole was operating in a world
before the licensing of physicians and surgeons was fully implemented. In
the 1850s, just before the extension of medical licensing in the U.K.,
Seacole’s role was that of healer, herbalist, and battle�eld surgeon. She had
learned folk medicine and herbalism from her mother, who ran a Jamaican
boarding house for disabled sailors and soldiers. When she became aware of
the limited medical support for soldiers �ghting in the Crimea, she moved
to London and approached the War Office to offer help. In her words, this

was “in blissful ignorance of the labor and time I was throwing away.”41 e
salaried representatives of the government laughed at her application; the
establishment has rarely had a reputation for open-minded thinking.

Despite her application and experience, Mary Seacole was not included in
plans for the Crimea. She was, however, very determined and found her own
funding to travel to the battle�eld as an independent practitioner. Arriving
at Scutari with a letter of introduction from a doctor, she was asked to wait
to see Florence Nightingale, as Nightingale’s time was too valuable to waste.
Aer their meeting, Seacole was allowed to sleep in the washerwomen’s
quarters, before moving to the front line. It was a miserable vocation.

Mother Seacole’s Medicine

By the end of the war, in early 1856, Mary Seacole had overextended her
resources in providing treatment to the soldiers. Returning to London, her
friends, who were also back from the war, held a concert for her bene�t. In
Victorian times, Seacole’s medical work was acknowledged alongside that of



Florence Nightingale. Like Nightingale, Seacole was an excellent self-
publicist, and her book Wonderful Adventures of Mrs. Seacole in Many
Lands, published in 1857, was well received. Her efforts were subsequently
forgotten for nearly a century.

Recently, Seacole’s work has been recognized again, and she is now seen as
a brave black woman who succeeded in a Victorian world of racial and
gender prejudice. Arguably, Seacole had more relevant experience with
infectious diseases than most practicing doctors. In a Central American
cholera epidemic in 1851, Seacole had treated the rich and, like a medical
Robin Hood, used the pro�ts to minister to the poor. Her �rst patient
survived, enhancing her reputation and number of patients. She avoided
using opium, but used the then conventional approaches, based on lead and
mercury. More holistically, she employed a drink of cinnamon boiled in

water; cinnamon is a known antibiotic.42 With hindsight, we suspect that
Seacole’s success arose from her holistic approach of rehydration, infection
control, and natural antibiotics, rather than the use of heavy metals. Notably,
she varied her treatment according to the individual patient. Sea-cole’s
practical experience and the medical tradition of her people accommodated
the reality of contagion, while Western medicine took many years to accept
and act on the germ theory.

A poem called “A Stir for Seacole” was published in 1856, in praise of
Mary Seacole:
e sick and sorry can tell the story
Of her nursing and dosing deeds, 
Regimental M.D. never worked as she
In helping sick men’s needs.

HOSPITALS AND “SUPER-BUGS”

Recently, hospitals have again become known as centers of disease
transmission of “super-bugs” that are resistant to antibiotics. A typical
hospital environment is contaminated with MRSA (methicillin-resistant

Staphylococcus aureus),43 VRE (vancomycin-resistant enterococci),44

Clostridium difficile,45 and so on. Despite hospitals being designed to



prevent transmission, patients quite rightly perceive them as sources of
infection.

Partly, this re�ects a laissez-faire attitude to infectious disease, following
the introduction of antibiotics. Doctors and other health professionals
overused antibiotics for years, promoting resistant organisms. According to
the U.S. Centers for Disease Control and Prevention (CDC), antibiotic
resistance “can cause signi�cant danger and suffering for people who have
common infections that once were easily treatable with antibiotics…. Some

resistant infections can cause death.”46

In addition, in the 1950s, the Food and Drug Administration (FDA)
allowed antibiotics as animal growth promoters. is widespread use meant
people were consuming antibiotics in their food. Decades aer the
mechanisms of antibiotic resistance were identi�ed and appreciated, their
misuse continues even today. Unfortunately and predictably, discovery and
development of new antibiotics has lagged behind the rapid rise in

resistance.47 We are all at risk from this indiscriminate use of antibiotics.
Each year, over 3 million pounds of antibiotics are reportedly used in the

U.S. medical system: enough to give every person in the country a tea-

spoonful of pure drug.48 About half the patients with upper respiratory tract
infections, such as the common cold, will be prescribed antibiotics.
However, the majority of these infections are caused by viruses, against
which antibiotics are ineffective. About 20 million of the 50 million
prescriptions for antibiotics were unsuitable. In addition, each year, a
staggering 25 million pounds of antibiotics are administered to farm
animals, almost ten times the amounts used for humans. Mostly, these are
given in an attempt to prevent illness or increase growth rates. Seepage from
farms spreads low concentrations of antibiotics through our waterways and
food. is misuse increases antibiotic resistance in organisms that cause

human disease.49

In 2008, the CDC released the �rst report ever done on adverse reactions

to antibiotics in the United States.50 is is startling because antibiotics have
been widely used since the 1940s. Why has it taken the CDC so long to
report on the side effects of these drugs? It is now apparent that an
undeserved presumption of safety has existed for decades.



Antibiotics can put you in the emergency room. Common antibiotics, the
ones most frequently prescribed and regarded as safest, cause nearly half of
such emergencies. Partly, their widespread use produces an increased
number of adverse events. Incredibly enough, people in the prime of life, not
babies, are especially at risk: people 15–44 years old accounted for 41.2
percent of emergency department visits; infants only accounted for 6.3

percent.51 ey also found that nearly 80 percent of antibiotic-caused
adverse events were allergic reactions. Overdoses and mistakes, by patients
and by physicians, make up the rest.

Allergic reactions to antibiotics can be serious, including life-threatening
anaphylactic shock, a system-wide reaction. Anaphylactic shock is the most
severe form of reaction and can cause death in minutes, if untreated. A
search of the U.S. National Library of Medicine’s “Medline” database for
“antibiotic allergic reaction” generates over 10,000 scienti�c or medical
papers. A search for “antibiotic anaphylactic shock” brings up over 1,100.

Many papers on this severe danger were published before 1960.52 Since that
time, adverse reactions have accumulated, and one might wonder why the
CDC took so long to investigate the problem.

Antibiotic resistance and allergic reactions continue to be major public
health issues. Both dangers are directly related to the large amount of
antibiotics we consume or feed to animals. One way to improve the situation
would be to use antibiotics less oen.

ALTERNATIVES TO ANTIBIOTICS

Alternative, non-drug treatments can be an answer to the problem of
prevention and treatment of infection. Robert F. Cathcart, M.D., and several
other doctors have independently reported that massive doses of vitamin C
substantially lower the effective dose of antibiotics or eliminates their need.
Vitamin C also speci�cally counters allergic reactions. According to Dr.
Cathcart, “Patients seemed not to develop their �rst allergic reaction to
penicillin when they had taken bowel tolerance vitamin C for several doses.
Among the several thousand patients given penicillin, two cases of brief rash
were seen in patients who had taken their �rst dose of penicillin along with
their �rst dose of vitamin C…. Many patients �nd the effect of ascorbate



[vitamin C] more satisfactory than immunizations or antihistamines and

decongestants.”53

Back in the 1940s and 1950s, physicians such as William J. McCormick,
M.D., and Frederick R. Klenner, M.D., found that high doses of vitamin C

can be safely and effectively used to treat infection, allergy, and shock.54 e
intakes of vitamin C employed in such therapy were far in excess of the
commonly touted 1 gram (1,000 mg) “megadose” for treating colds. e
initial oral intakes are as much as 5–10 grams every half hour, tailing off as
symptoms subside or the beginnings of a laxative effect is apparent. is
takes a little practice. Either the person takes too much too quickly, causing
diarrhea, or too little, with no effect. In the words of Dr. McCormick, an
early pioneer, “When thus administered, the effect in acute infectious
processes is favorably comparable to that of the sulfonamides or the mycelial
antibiotics, but with the great advantage of complete freedom from toxic or

allergic reactions.”55 In other words, massive intakes of vitamin C can be
more effective and safer than antibiotics.

While drug-oriented conventional medicine ignores the potential for
nutrition in prevention and treatment, some other direct methods of
infection control continue. Even today, hand washing is a primary
preventive measure for preventing the spread of hospital infections. Check
that your doctors and nurses wash their hands. (Yes, you have to be certain.)
Rubber gloves are not always used, and they are not enough, even when they
are used. Hand washing should be done before and, preferably, following a
patient’s examination. Ceilings and walls are not common sources of patient
infection, unless they are damp or damaged. However, the walls, �oor, and
air in hospitals may become contaminated. e �oors harbor mostly skin

organisms.56 Cleanliness and ventilation in hospitals remain the primary
way of preventing infection.

e Strange Case of Vitamin C

e �rst physician to use massive doses of vitamin C to treat disease
was Dr. Frederick R. Klenner (1907–1984), beginning back in the early
1940s. “Vitamin C is the safest substance available to the physician”



was his credo. Dr. Klenner claimed to consistently cure chicken pox,
measles, mumps, tetanus, and polio with huge doses of the vitamin, as
much as 300,000 milligrams (mg) per day. Generally, he gave 350–700
mg per kilogram of body weight per day. Dr. Klenner emphasized that
small amounts do not work: “If you want results, use adequate ascorbic
acid.”

Born in Pennsylvania, Dr. Klenner received his medical degree from
Duke University in 1936, followed by three years of postgraduate
training specializing in diseases of the chest. In the mid-1940s, he
reported successful treatment of forty-one cases of viral pneumonia
with vitamin C. Dr. Klenner’s doses were enormous, continuous, and
symptom-driven. e sicker the patient, the higher the dose. “When
proper amounts are used, it will destroy all virus organisms,” he said.
“Don’t expect control of a virus with 100 to 400 mg of C.” Today,
corporate medicine considers a single gram of vitamin C a high dose.
Showing that a gram of vitamin C will not cure a cold is irrelevant; Drs.
Klenner, Cathcart, and Levy reported effects with doses 100 times
larger. Strangely, the reports of these physicians for massive intakes of
vitamin C are not refuted or even tested in later clinical trials. Decades
later, we still await scienti�c testing of these clinical observations.

BE VIGILANT

A patient entering the hospital needs to be vigilant about hygiene, which is
oen easier said than done. We say again: you cannot rely on doctors having
washed their hands before examination or treatment. So, if you do not see
the doctor or nurse washing their hands, and are feeling sufficiently daring,
remind them. Try to be courteous and respectful, but do not expect willing
cooperation. However, if you have any concerns about your own immunity
—for example, if you have had chemotherapy or are a transplant patient—
forget about politeness and demand that they wash their hands.

More importantly, ensure that your immune system is reinforced with
good nutrition before, during, and aer your hospital stay. In particular,
make sure you have sufficient vitamin D3 (5,000 units a day) and vitamin C.

With vitamin C, try to achieve constant level of at least 50 percent of your



bowel tolerance by taking supplements every four to six hours if possible.
You may expect that the hospital will not like the supplements.

Later in this book, we will offer practical steps you can take to protect
yourself from infection if you have to stay in the hospital.
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CHAPTER 5

Psychiatry and the Limits of Modern
Medicine

“Most men are within a finger’s breadth of being mad. “

—DIOGENES THE CYNIC (404–323 BCE)

ooking back in time, the treatment of psychiatric patients seems less
than sane and has been consistently awful. Psychiatric hospitals and

treatment centers have not been known for their ability to cure patients;
most of those that come into their care are managed rather than cured. In
the eighteenth century, mental hospitals, such as Bethlem Royal Hospital
(also known as Bedlam), in London, supplemented their funding by
allowing the public to view the lunatics. e conditions were frightful.
Patient care was largely restraint: uncooperative patients were manacled and
chained to the wall. e noise alone was reported to be enough to drive a
person insane. Some lucky patients were permitted to leave and beg in the
streets in an effort to survive. It is humbling to remember that the beggars in
modern city streets are oen also mentally ill. Some still prefer the streets to
psychiatry.

Schizophrenia remains one of the most serious chronic diseases, attacking
1 to 2 percent of the population. Fiy years ago, patients suffering from
schizophrenia occupied half of all the mental hospital beds and one-quarter
of all hospital beds. Today, most of the mental hospitals have shut down but
they have not disappeared. e mental hospitals were closed, shrunk in size,
or incorporated into wards in general hospitals. By refusing to accept
patients, and by discharging them before they are ready for independent
living, they converted the wider community into the new mental hospitals.
About half of the homeless people on our streets are schizophrenics, many
of whom have been treated in mental hospitals or psychiatric wards, placed
on tranquilizers, and then discharged to fend for themselves in a hostile
world.



Formerly, mental patients were treated in inadequate hospitals, which
provided shelter, food, and some medical care. Patients were protected from
society and, in turn, society was protected from the more violent aggressive
psychotics. e patients, aggressive or not, had little personal freedom.
Today, the modern mental hospital is the street: rundown hotels, nursing
homes, foster homes, and so on deal with the mentally ill. ey provide
tranquilizers for some, but little food or shelter. ere is no longer
protection for patients or for society. e patients implicitly have freedom to
be sick, to roam, and to refuse medication. ey also prey upon and are
preyed upon by others. Life for schizophrenics is a severe struggle, because
of inadequate treatment and support.

Early treatments, such as electroconvulsive therapy (ECT) and insulin
coma, had been introduced with the idea that schizophrenia and other
mental disorders were biochemical in nature. ese treatments apparently
increased the recovery rate slightly, though the bene�ts were temporary.
Mental diseases are typically long term, more like diabetes than appendicitis,
and need lasting programs of treatment that are relatively free of side effects.

Modern drugs, primarily the major tranquilizers, are helpful in
ameliorating the symptoms of the disease, but these antipsychotics cannot
and do not lead to recovery. Psychiatric chemotherapy does little good and
leaves unfortunate patients with a dismal choice: they can decline the drugs
and remain naturally psychotic or they can opt to suffer a drug-induced
disease called tranquilizer psychosis. Antipsychotic drugs have severe side
effects that increase with time and can cause permanent neurological
disability.
e end results for typical schizophrenics are the same—they do not

recover. e recovery rate today is under 15 percent, which is apparently
only one-third of the recovery rate achieved in 1850. e street
schizophrenics today are no better off than they were in the mental hospitals
of the 1950s. In those days, they suffered from psychiatric ignorance and
social rejection. Today, they suffer from psychiatric refusal to embrace
nutritional therapy. Dietary treatment provides patients with a choice that
can enable them to become normal and stay well.

THE STIGMA OF MENTAL ILLNESS



Even today, mental illness is considered somehow shameful by many. Some
have considered schizophrenia to be a socially constructed illness, a sane
response to an insane world. While people with eccentric behavior may be
misdiagnosed, mental illness can strike anyone and is clearly a physical
disease. We are all potential patients and it is easy to induce psychosis.
Shortage of vitamin B3 will consistently bring about psychosis in otherwise

normal, mentally strong people. Lack of a small amount of this single
nutrient can bring on schizophrenia or related psychosis. at disturbed
beggar may be someone with who was unfortunate enough to have a higher-
than-typical need for vitamin B3 and a teenager’s taste for a junk food diet.
People with psychosis are not weak, pathetic people—they simply have an
illness that could under the right circumstances affect anyone.

Governments and managers running psychiatric hospitals have been
concerned about the stigma associated with institutionalism. One approach
was to relocate psychiatric hospitals away from centers of population. In
Saskatchewan, the two large hospitals were at least seventy-�ve miles away
from Saskatoon and Regina, the two main cities. e names were changed
and they were no longer called asylums, as this indicated insanity. In
Saskatchewan, they were oen named aer the location, which did not help,
since you cannot �ee from stigma by giving it a pretty name.

At the University Hospital to which Dr. Hoffer moved in 1954, the
psychiatric ward was not named—it was simply called “5DE” for its two
wards, 5D and 5E. Locally, 5DE soon had the same stigma as the word
asylum. When Dr. Saul was a student at the Canberra Hospital, Australia,
the corresponding name was “R-Wing.” Recovery of patients from these
wards might have de-stigmatized them, but that that did not happen.
Changing the name did not fool the public.

Back in the nineteenth century, British psychiatrist John Conolly was
aware of the ease with which a person could be considered mentally ill and
the difficulty of reversing the diagnosis. He said, “Let no one imagine that
even now it is impossible or difficult to effect the seclusion of an eccentric

man or easy for him when once con�ned to regain his liberty.”1 More
recently, in 1970, American psychologist David Rosenhan conducted an

experiment to demonstrate that the problem continues.2 Eight normal
people, including psychologists and psychiatrists, presented themselves at



psychiatric clinics claiming to hear unclear voices, including the word
“thud.” ey were otherwise to act normally. If admitted, they were to
explain they felt �ne and the voices had stopped. Seven were diagnosed as
schizophrenic and the last as manic depressive. Once in the hospital, getting
out was difficult. e other patients identi�ed them as sane, but they were
unable to convince the doctors. ey would not be released until they
admitted they were ill and took antipsychotic medication. Today, things are
different—the experimenters would probably be encouraged to leave the
hospital as soon as they had been sufficiently tranquilized.

Of course, corporate medicine used the same old defense. ey updated
their methods and claimed that normal people could no longer be classi�ed
as insane. e introduction of a new diagnostic manual of psychiatric
disorders (the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders or DSM-3) was supposed to prevent such
problems. Indeed, Dr. Robert Spitzer, one of the leading psychiatrists,

suggested that Rosenhan’s study was pseudoscience.3 With the new methods
Dr. Spitzer announced, “that experiment could never be successfully
repeated. Not in this day and age.”

Psychologist Lauren Slater was writing a book on great psychological

experiments and covered Rosenhan’s study.4 Much to her husband’s chagrin,
Slater decided to try to repeat the test in an up-to-date hospital. She visited
emergency rooms for a psychiatric assessment aer saying she heard the
word “thud.” In nine visits, she was consistently diagnosed as suffering
depression with psychosis and prescribed antipsychotics. In Slater’s words, “I
am prescribed a total of twenty-�ve antipsychotics and sixty antidepressants.
At no point does an interview last longer than twelve-and-a-half minutes,
although at most places I needed to wait an average of two-and-a-half hours
in the waiting room.”

Psychiatry is not a science—it is based on subjective observation of
behavior. Despite psychosis being a clear neurological condition, when a
person is diagnosed as mentally ill or psychotic there is no hard evidence to
support the assertion. ere are no officially recognized biochemical
measurements or other changes in the person’s physiology. Psychiatrists note
that a patient is behaving strangely or providing supposedly irrational
responses to questions. e standard symptoms are things like the person



reports hearing voices. Sometimes, the psychiatrist will try to support his
contention with the results of magnetic resonance imaging (MRI) or
positron emission tomography (PET) scans that show changes in the brain
of diagnosed individuals. However, there are many environmental
in�uences and medical interventions that alter brain images and the results
may not be speci�c to the diagnosis. Psychiatrists should realize their
discipline is not scienti�c and would be well advised to show a little
humility.

LACK OF TREATMENT CHOICE

When no safe treatment is available for a disease, and a physician claims to
have found a safe and effective therapy, it is oen rational to use the new
treatment. Provided the new treatment is safe, this approach avoids toxicity
and minimizes harm. However, doctors who are puzzled by the demands of
so-called evidence-based medicine need to be weaned from an apparently
uncontrollable addiction to prescribing drugs. is compulsion means they
will recommend drugs even if the side effects outweigh possible bene�ts. Ill-
informed doctors and patients like to use the latest and greatest medication,
believing it may provide the breakthrough needed to cure a disease. is is a
risky strategy as, when a drug �rst comes onto the market, its potential to
cause adverse events or even death is unknown.

If all you have is a hammer, as the saying goes, everything looks like a
nail. For example, if confronted with a disturbed, hyperactive, or aggressive
child, along with the child’s desperate parents, a modern child psychiatrist
will tend to prescribe long-term, toxic drugs. Psychiatrists feel safe with this
approach, which will not result in censure from the governing medical
organizations. Modern medicine has forgotten that, before drugs became
available, we used to treat children by methods that were safer and more
rational for both child and society.

Early treatment paid attention to nutrition, food allergies, long-term
health, and community support. Drug use was more circumspect and
controlled. Speci�c drugs were available for known physical diseases, such as
anticonvulsants for epilepsy. When Dr. Hoffer and others developed
orthomolecular psychiatry and treated patients with supplements, it was safe

and apparently effective for children.5 Dr. Hoffer described the treatment of



over 2,000 children under the age of fourteen: when nutritional medicine
was used, few children needed powerful antipsychotic drugs. Nearly all the
children recovered. Just like adults, children deserve interested and
intelligent physicians.

Antipsychotic poisons are routinely given for most psychiatric diagnoses.
Oen, poisons that do not kill you will slow you down, make you sick, and
act as a tranquilizer. Before sophisticated laboratory tests were developed to
select antipsychotic drugs, a catatonic test was used. A catatonic person has
a tendency to remain in a �xed, stuporous state for long periods. If a
chemical given to an animal made it catatonic, it was probably a
tranquillizing drug. Drug-induced catatonia is a superb controller of
behavior—a person who can barely think, move, or talk will not exhibit
unwanted behavior and will not need a straightjacket.

Unless catatonic behavior is the desired objective, a rational doctor would
not force this state upon their patients. Of course, if a disruptive person is
rendered catatonic, other people may bene�t. However, it is not clear that
being in a tranquilized state is better for the patient. Modern medicine has
become so obsessed with drugs that it considers medication-induced
catatonia preferable to difficult behavior. With misguided con�dence,
doctors assume that psychoses will never respond to simple vitamins and
other natural compounds that are normally present in the body.

CORPORATE MEDICINE AND HERD
BEHAVIOR

Dr. Hoffer attended the last meeting of the Huxley Institute of Biosocial
Research (HIBR) in New York: he was president of the Institute and chaired
the meeting. During the program, Dr. Allan Cott presented the case of a
disturbed young boy, about eight years old, who refused to take his vitamin
pills. Nevertheless, his mother was determined she would help him and had
little sense of political correctness. Whenever she offered him the pills and
he refused to take them, she would sit on him until he agreed! He recovered.

Dr. Cott le the stage and three other people marched on. First, was a
short woman, about �ve feet four inches, who described the case from her
point of view. Standing beside her was a tall, lanky, but healthy-looking



young man, her son. He acknowledged what had happened and thanked her
for having made him take the pills. e young woman standing beside him
was his girlfriend. e standing ovation was astonishing—Dr. Cott had
probably saved this family (and the New York social services) immense costs
and suffering by prescribing a few pennies worth of vitamins. No drugs were
used.

Dr. Hoffer began treating problem children about �y years ago. e
recovery of the second child he treated with niacinamide (vitamin B3), in

1960, made a lasting impression. is eight-year-old girl had been labeled
retarded, a term that is no longer used, as it is considered humiliating. e
girl in question was disturbed and restless; she was developing behavioral
problems and was being prepared for special classes for the retarded. She
had been adopted by her grandparents because her mother, who was
pregnant, was in a chronic ward in a mental hospital. Dr. Hoffer saw a cute-
looking little girl but, being inexperienced in children’s illness, he could not
make an accurate diagnosis. Rather than ignoring her problems, he
suggested she be treated with a gram of niacinamide, three times a day aer
meals. Two years later, there had been no apparent change. Despite this, Dr.
Hoffer encouraged them to continue the vitamin. Over the following two
years, she blossomed and became normal. She completed her university
education, became a teacher, and, a few years ago, she retired.

Psychotherapy or Nutrition?

Dr. Allan Cott (1910-1993) gave up psychotherapy to specialize in the
nutritional treatment of the mentally ill. He found that psychotherapy
was ineffective in the early treatment of schizophrenia. He tried
nutritional therapy and was sufficiently convinced to become an
original member of the Committee on erapy of the American
Schizophrenia Association. According to Dr. Cott, “e patient with a
biochemically disturbed brain is not capable of understanding or

bene�ting from the insights offered by conventional therapy.”6 He was
a supporter of orthomolecular psychiatry and the use of niacin.
However, he cautioned against patients self-medicating. “When you



use niacin in such large doses, it acts more like a drug than a vitamin.
at’s why I don’t think laymen should experiment with megavitamin
therapy on their own. ey should consult a physician �rst.”

Dr. Cott also believed in the bene�ts of fasting. Books, even
paperback best-sellers, can sometimes change lives. For many people,
their introduction to therapeutic fasting came by way of Alan Cott’s
Fasting: e Ultimate Diet and Fasting as a Way of Life. When Dr. Saul
�rst tried fasting as a self-treatment, he noticed that it was the best he’d
ever felt while sick. Reading Dr. Cott’s book set Dr. Saul on the path of
learning about nutritional medicine.

Doctors are currently trained to �nd such case studies unconvincing.
Trained on the basis of statistical medicine, they neglect the importance of
clinical observation. In this case, Dr. Hoffer had seen the girl twice in two
years and, on each occasion, for only a few minutes. Others agreed the girl
had made a recovery but suggested it was spontaneous (“just one of those
things”). ere was no shortage of explanations. Like the six blindfolded
men who examined an elephant, each provided a different explanation of the
recovery. Naturally, the consistent opinion was that it could not have been
the vitamin.

However, Dr. Hoffer kept observing similar recoveries, together with the
sad consequences of not treating these disturbed people properly. With the
rise of statistical medicine, there is an unfortunate tendency for medics to
consider only recent research results. is �ts with the need for novelty as a
source of patentable treatments for corporate medicine, but it means that
results more than a few years old are oen considered worthless. It is rather
like a physicist rejecting Isaac Newton and Albert Einstein as out of date, or
a biologist rejecting Charles Darwin. Drug companies further exploit this
idea and have taught both doctors and the public to look upon newer and
more expensive drugs as better. is sad situation continues, in spite of
consistent and accumulating evidence to the contrary.

Parents of disturbed children and relatives of the psychotic typically do
not realize that tranquilizers make animals catatonic. ese pills have nice
packaging and are not labeled poisons with skull-and-crossbones, as they
should be. Why would a learned profession blindly prescribe such drugs,



with little supportive evidence? Perhaps doctors are simply over-obedient to

supposed authority.7 As described previously, in Professor Stanley Mil-
gram’s experiments, most subjects were found to comply with requests to
torture others, when ordered to do so by an authority �gure in a white coat.
roughout history, doctors were willing to poison and perform painful
surgery without bene�t of anesthetic, provided a medical authority deemed
it current practice. In modern medicine, authorities are largely determined
by the availability of �nance and thus pharmaceutical companies are
dominant players.

One day, medical historians may use antipsychotics as an example of
barbaric treatment. ey may be considered alongside chaining patients to
the wall in the old Bedlam hospital. But today, herd behavior and is alive and
well in doctors and other social animals. When Dr. Hoffer was sixteen, he
spent the summer herding about forty cattle to keep them from invading
neighboring land. Among his charges was a cow that apparently thought the
neighbor’s grass was always greener. Back then, in the great drought and
depression of the 1930s, this was a serious business. e neighbor’s crop was
valuable and the cow’s behavior most unwelcome. At each opportunity, she
would appoint herself lead-cow and head off toward the greener grass.
Immediately, the other cattle would line up behind her and, like a Roman
army unit, they would advance on the adjoining �elds. Dr. Hoffer had a
good horse and a dog to help, but could never teach that determined cow
that she was not allowed to trample the neighbor’s land.

An Avalanche of Medical Misinformation

John Tierney has described the tendency of strange ideas in medicine

to behave like avalanches.8 Take the idea that fat in food is bad for a
person’s health. is idea gained popularity in the 1950s, when a diet
researcher named Ancel Keys suggested that cholesterol in the diet
causes heart attacks. (It does not.) He found a correlation between
levels of fat consumption and rates of heart disease, and wrongly
assumed that the �rst caused the second. However, to obtain the link,
some of the available data was ignored. Keys cherry-picked the data,
hiding an alternate explanation that should have discredited this idea



from the start. In arguing for fat, Keys omitted the association between
heart disease and sugar consumption. Most people are aware that high
fat in our food comes from modern diets: high-fat, high-sugar
processed foods now dominate supermarket shelves.

To their credit, the American Heart Association at �rst denied the
link between fat and heart disease. However, by 1988, the Surgeon
General was warning that ice cream was a public-health threat, similar
to cigarettes. Unfortunately for this hypothesis, low-fat diets do not
prevent heart disease. Indeed, Dr. Atkins’ famous high-fat, low-
carbohydrate diet, which restricts intake of sugars, has been shown to
improve the pro�le of lipids in the blood and, arguably, prevents heart
disease. As Tierney put it, “cascades are especially common in
medicine.” An in�uential person gets a silly idea, selects data to
con�rm the suggestion, and the cascade begins, rapidly turning into an
unstoppable avalanche. Despite the lack of evidence, research funds
were poured into attempts to relate dietary fat to cardiovascular disease
for half a century. Other, more plausible explanations, such as sugar
over-consumption and nutrient insufficiency, were not funded. As a
result, people died.
ese medical misinformation cascades lead to widespread errors,

based on a mistaken consensus. Tierney continues, “Doctors take their
cues from others, leading them to over-diagnose some faddish ailment
(called bandwagon diseases) and over-prescribe certain treatment (like
the tonsillectomies, once popular for children).” Unable to keep up
with the volume of research, doctors look for guidance from experts or,
at least, someone who sounds con�dent. e current fad for statin
drugs builds on and maintains the cholesterol-heart disease hypothesis.
It is rare for medicine to admit an error; it simply moves on and waits
for patients to forget.

Doctors are driven by authorities who have no preferred access to
information and no advantage in analyzing data. e authorities try to
maintain the illusion of expertise in the received medical wisdom. ey
tend to report what they are supposed to believe rather than what the

data indicate. is process of social conformity9 is vividly described as



groupthink.10 In short, your doctor believes what he or she is taught
and, as a result, people keep dying.

Dr. Hoffer concluded that cattle were dumb and unteachable and did not
even have the intelligence of a mouse. Of course, he was wrong, since he was
judging them from a human point of view. e cows were presumably
rewarded by good pasture when they strayed. However, herd behavior was
impressed on his mind. It gave him great comfort to remember the herd
when observing the behavior of doctors under the spell of corporate
medicine.

PSYCHOTHERAPY OF LITTLE VALUE IN
SCHIZOPHRENIA

Dr. Hoffer conducted early double-blind experiments to test the ability of
niacin for treating schizophrenics. However, he soon found that
schizophrenic patients were no longer being admitted to the psychiatric
ward. ere was resistance among the clinical staff to the study. ey refused
to allow their patients to be included, so they diagnosed them as suffering
from depression, anxiety, or psychopathy. However, the patients relapsed
aer discharge, and on readmission the doctors were forced to make a more
accurate diagnosis. Fortunately, the study ran for several years and the initial
dearth of patients was followed by abundance.

Psychiatrists were aware that schizophrenics did not respond to
psychotherapy. Schizophrenia is a physiological disease requiring direct
treatment rather than discussion. Dr. Hoffer interviewed one patient aer a
resident had been treating her with psychotherapy for several months.
During the therapy, she kept on looking over his shoulder into the corner of
the ceiling. He asked what was she looking at and she replied that her sister,
who lived in Edmonton, was in the top corner of the room, looking down at
her. A few days later, Dr. Hoffer informed the resident that the patient was
hallucinating and psychotic. e resident changed the diagnosis and sent
her to the nearby mental hospital.



Today, psychiatrists are generally aware that psychotherapy alone is of
little value, but they also know that drugs, although helpful, do not return
schizophrenic patients to normality. If they have a patient that they really
want to treat, they will diagnose them as bipolar (manic-depressive) or
depressed, which most patients are. Note that the same patient may be
diagnosed as bipolar or schizophrenic by different psychiatrists. With a
bipolar diagnosis, they can prescribe lithium or antidepressants. However,
psychiatrists do not want to treat some patients—those who are especially
difficult, troublesome, or have a dislikable personality. In such cases, patients
may be diagnosed as having a personality disorder. Narcissists and
psychopaths are considered untreatable. In any event, the result is that
patients who are schizophrenic, and who might respond to appropriate
treatment, are drugged, ignored and banished to the streets of our large
cities.

SHOCKING CHILDREN

In Australia, electroconvulsive shock treatment (ECT) has become popular
for children under age four. ECT involves passing an electric current
through the head of an anesthetized patient in order to induce a seizure.
Usually, a muscle relaxant is also employed, as people have a tendency to

fracture limbs and other bones, if restrained physically.11

e problem is sufficiently out of control and unethical that the media
have begun to break ranks with corporate medicine. e Herald Sun
(January 25, 2009), reported that “the use of ECT in the state of Victoria has
tripled in the private health sector in the past six years.” During 2007-2008,
over 18,000 people were given ECT; 55 children younger than age four were
treated. During 2008, 6,197 people were treated against their will. We have
reasonable information on the long-term damaging effects of ECT in adults
but not in children, whose brains are still maturing.

Dr. Hoffer treated some adult patients with ECT but never children. All of
Dr. Hoffer’s patients who got ECT were also treated with niacin, which has
been found to protect brain tissue against nerve degeneration. Niacin also
appears to decrease the memory loss caused by ECT. Dr. Hoffer �rst
observed this effect in 1953, when a middle-aged woman came to see him in
a local mental hospital, one month aer her last ECT. She was disoriented,



lost, confused, and unable to function; her accompanying husband was also
unhappy, not knowing how to help her. Although Dr. Hoffer knew that no
treatment had been shown to help, he gave her 1 gram of niacin, three times
a day, aer meals. He knew it was safe, had helped with other types of
confusional psychoses, and would do no harm. One month later, the couple
came back and both were happy: she was normal. In this woman’s case, the
old rule that this condition could not be helped appeared to be wrong.

Since then, Dr. Hoffer observed the same effect hundreds of times. He
considered that any doctor who gives ECT without niacin is committing
malpractice. ECT causes damage to the brain. Since there is no long-term
evidence about its efficacy and safety for children, there is no rational reason
for its use by Australian psychiatrists.

TREATMENT RATHER THAN CURE

Tommy Douglas, who Canadians chose as the “greatest Canadian of all
time” in a national vote (2004), was Premier of Saskatchewan, the father of
Canadian Medicare, and leader of the New Democratic Party. He was also a
friend of Dr. Hoffer and saw the impact of poor treatment when Dr. Hoffer
interned at a mental hospital in Saskatchewan. is was over �y years ago
and psychiatry was in terrible shape: there were no effective treatments and
the main approach was incarceration. Still, medicine was quicker to adopt
new ideas than the profession is today. Without Premier Douglas’s energy,
enthusiasm, and zeal to help the mentally ill, there would have been little
psychiatric research in Saskatchewan. Under his leadership, Dr. Hoffer’s
group was allowed to conduct research freely, in spite of intense antagonism
from the psychiatric establishment.

An impression of the atmosphere back then can be gleaned from the
Saskatchewan Hospital, which built new barns for its horses and other
livestock while patients in the hospital remained in their inhuman prisons.
A senior administrator in the Department of Health stated privately that it
was more important to give adequate care to the livestock than the patients.
When Premier Douglas le Saskatchewan, Dr. Hoffer’s research quickly
sailed into stormy seas.

When Dr. Hoffer was young and naïve, he had an excellent relationship
with the pharmaceutical industry and its representatives. Corporate



medicine had developed hormones; it had helped determine the structure of
some vitamins and made them available. Drug companies such as Merck
provided valuable information about these new vitamins in copious
amounts and distributed it freely to anyone who was interested.

With the support of corporate medicine, Dr. Hoffer performed the �rst
double-blind clinical nutrition trial in psychiatry. His trials on schizophrenic
patients were done using vitamins (niacin and niacinamide) provided free
by Merck. Merck deserves recognition for having helped discover that niacin
(vitamin B3) lowers cholesterol levels. Niacin, but not niacinamide, has the
effect of returning blood lipids to a healthy pro�le more effectively than the

overhyped statin drugs.12 Inositol niacinate, the most common “no-�ush”
niacin, will also serve but is not as effective as niacin for lowering
cholesterol. Both inositol hexaniacinate and niacinamide are as good as
niacin for other conditions, such as psychoses, schizophrenia, and anxiety.
However, they could not make the enormous pro�ts now characteristic of
the industry without patent protection.

Drug sales today are more dependent on promotion and advertising than
they are on the merits and safety of the products. Corporate medicine
depends upon “blockbuster drugs” that have some effect in relieving the
symptoms of chronic disease. eir aim is treatment rather than cure.
Treating a chronic disease produces a steady income stream. A cure, by
contrast, might need to retail at more than $30,000 for it to be commercially
interesting. People could question the necessity and cost of such a curative
drug, but might willingly pay $50 a month for the rest of their life for
symptom relief.

Common diseases such as arthritis, cardiovascular disease, and blood
pressure disorders provide steady income. Illnesses that generate fear, such
as cancer, can be highly pro�table. People are willing to pay large sums and
suffer the side effects from ineffective chemotherapy for even a slight chance
of recovery. Corporate medicine does not put in the same effort to develop
inexpensive drugs that are used only for a short period of time, like
antibiotics, or drugs for rare illnesses, or for diseases of the ird World.
is is not unethical: drug companies exist to make pro�ts. e people who
run corporate medicine have a legal obligation to maximize pro�ts for their
shareholders; they should not be expected to be altruistic.



e tragic irony is that, for many of these conditions, we already have
natural treatments that can be more effective, free of side effects, and
cheaper.

ANTIPSYCHOTIC DRUGS DO NOT CURE
SCHIZOPHRENIA

Psychiatric patients do not like their medication, but neither would anyone
else. In the short term, antipsychotics leave the patient barely able to think
or communicate. Dry mouth, constipation, gaining weight, and skin
disorders occur in the early stages of drug use. With continued use,
especially with higher doses, patients oen demonstrate a characteristic
“thorazine shuffle.” is slow, aimless stagger is a direct consequence of
excess sedation with chlorpromazine, which also results in indifference to
stimulation. With time, more severe and permanent adverse reactions start
to appear. So, it is hardly surprising that some patients prefer the disease to
typical antipsychotic medications.

All the major tranquilizer drugs used in psychiatry cause brain damage.
e amount of the damage depends on the total dose accumulated. us, if a
patient takes 100 milligrams each day of one of the older drugs for 1,000
days, the total dose is 100,000 mg or 100 grams. e total dose is found by
multiplying the average daily dose by the number of days on that drug.
Rather than tranquility, as the name suggests, these major tranquilizers
cause misery.

Antipsychotic drugs are oen worthless and cause more harm than

bene�t.13 At common therapeutic doses, they take away a patient’s ability to
think and act. By increasing the dose, they can stop almost any thinking or
behavior the therapist wants to stop by putting the patient out of action. is
is not therapy—it is disabling people. Psychiatrists need to be more
circumspect about using drugs known to be neurotoxic. ese major
tranquilizers may even permanently destroy a person’s personality; the good
aspects are removed with the bad. e drugs may relieve psychotic anxiety
but they dull the personality, removing initiative, emotional reactivity,
enthusiasm, sexual drive, alertness, and insight.



Antipsychotics do not cure schizophrenia. It may simply be that higher
mental functions are more vulnerable and are impaired before the
elementary functions of the brain, such as motor control. Loss of motor
functioning is readily observed and is reported as a side effect. However, by
the time motor controls are impaired, the brain’s higher functions will also
be damaged. As the dose and duration of medication increases, so does the

atrophy of the cerebral cortex.14 When a patient has been on antipsychotic
drugs for some time, it can be difficult to tell whether degenerative changes
in the brain are due to the illness or the drugs.
e widespread and somewhat indiscriminate use of these drugs is

increasing. ey have been used whenever it would suit someone to render a
patient malleable and tranquil. is use is preparing the ground for millions
of chronic schizophrenic and other patients to become more brain damaged.
Note that schizophrenic patients have no choice: they may be forced to
remain on the drugs, even if they know they are destroying their brains.
e increasing numbers mean that hundreds of thousands of people will

be rendered helpless and in need of long-term care. It is not clear how
corporate medicine is going to deal with the resulting brain-damaged
schizophrenic patients. Even now, people are being taken from the
mainstream of life, which passes them by. We are generating a permanent
core of helpless people with little hope they will recover. Hospitals are freed
from the large numbers of psychiatric patients that they fail to treat
adequately. Dr. Hoffer estimated that nine out of ten of these patients could
lead relatively normal productive lives.

PSYCHIATRIC DRUGS AND THE ABUSE OF
POWER

In the past, mental hospitals harbored many of the abuses of modern
medicine, as patients were assumed to be incapable of making rational
decisions about their own health. With such patients, the hospital and
doctors have complete authority and control. Even in ordinary hospitals,
patients oen lose power and choice over their bodies. With psychiatric
patients, this process is taken to the extreme.



In the Middle Ages, lepers were declared dead to the world but alive to

God.15 e ceremony to proclaim them legally dead involved standing male
patients in a grave and pouring soil on their heads. e afflicted person’s
possessions were transferred to their family and heirs, and the lepers were
sent to isolated colonies and, if they were lucky, were le food and drink.
Oen, they had to fend for themselves or, perhaps, to risk being burnt to
death. is removal of legal rights and isolation has parallels with modern-
day psychiatric patients. However, with the introduction of antipsychotic
drugs, the modern colonies (asylums) have shrunk.

Corporate medicine’s treatment for the schizophrenias demands that they
are treated with the most current drugs. Many of these expensive new drugs
are no better than the original antipsychotics that came into use in the
1950s; some even have increased side effects, such as metabolic syndrome
and diabetes. One of the original antipsychotics, perphenazine, appears to
be as effective and free of side effects as the modern drug olanzapine, but it

costs far less.16 While it might be expected that this would be welcome news,
increasing medical cost effectiveness, psychiatrists are unimpressed with this
study.
e importance of psychiatric drugs and therapies is that they lead the

way for some of the gross abuses of power in modern medicine.
Governments have a tendency to view psychiatry as a branch of policing and
social control. Worldwide, there are numerous cases of dissident views being
considered symptoms of mental illness. With diseases that are ill-de�ned,
except for changes in behavior, it is easy for unwanted behavior to be
considered aberrant, or even a sign of illness.

Psychiatric patients are oen vulnerable and unable to defend their
personal needs and boundaries. However, many other patients also face this
challenge and can be victims of institutional abuse. A recent example is the
use of antipsychotic medication in demented elderly patients. Elderly
patients who suffer from Alzheimer’s disease or similar dementia oen
display aberrant behavior. Some elderly patients, who are clear minded, may
also be unwilling to accept the authority of the hospital and continue with
unwanted behavior. ere is thus pressure on hospital and other staff to
tranquilize such patients and render them more malleable.



Some readers may think we are overstating the facts. Doctors, nurses and
other health professionals work in hospitals for the bene�t of the patients,
and they consider their career a vocation. Surely, suggesting that they would
give major tranquilizers to patients, risking serious side effects, merely to
render them more manageable, is outlandish?

Unfortunately, this is not so. As we are writing this book, the abuse of
antipsychotics to control the elderly has, at last, been picked up by the

media.17 e U.K. government initiated a review by Professor Sube
Banerjee, of King’s College, London. Dr. Banergee accepts that, for some
patients, antipsychotic drugs would be necessary in the short term. In his
view, they might be used for up to three months, when the patient is a
danger to themselves or to others. Even this is a difficult moral question. For
example, motorcycle racing could be considered dangerous or an exciting
sport. If we take the former view, are we entitled to drug all would-be racers?
e U.K. National Health Service has been administering antipsychotics

to 180,000 patients each year. Of these, only about 36,000 patients received
any bene�t. As a result of the drugs, there were 1,800 deaths and uncounted
injuries from falls or through struggling following a stroke. In other words, a
patient being given these drugs would have a 1 in 100 chance of dying
(1,800/180,000) and a much greater risk of serious injury or side effects. So,
for 20 people who needed the drug for some reason and bene�ted, one
patient would be killed (1,800 compared with 36,000). Neil Hunt of the
Alzheimer’s Society said, “is goes beyond quality of care. It is a
fundamental rights issue.”
e abuse of major tranquilizers to chemically control the elderly is only

one aspect of a failing system. A widespread issue is that care homes for the
elderly are requiring feeding tubes to be surgically �tted, before a person can

become a resident.18 is is particularly the case with demented patients.
e name “care homes” suggests a place of refuge, where a patient can
expect to be properly fed. However, they appear to consider normal feeding
a drain on resources. Perhaps the staff are simply too lazy to feed the
patients? If technology can replace nursing, it may save time and effort, at
the expense of depriving the unfortunate “inmates” of their last remaining
pleasure.



Psychiatric patients admitted to mental hospitals in 1950 potentially faced
a life sentence, with no time off for good behavior. In the past ten to twenty
years, modern psychiatry adopted the corporate medicine point of view that,
once a patient is on antipsychotic drugs, they should take them for life. One
psychiatrist who recently advised a patient that he might be able to come off
the drug was threatened with loss of his medical license. Fortunately, there is
an increasing challenge to this viewpoint and the media is reporting the

change.19 Dr. William Carpenter, director of the University of Maryland’s
Psychiatric Research Center and editor of the journal Schizophrenia Bulletin,
said, “My personal view is that the pendulum has swung too far and there’s
this knee jerk reaction out there that any period off medication, even for
research, is on the face of it unethical.”

Published clinical trials do not support the idea that patients on these
drugs show greater healing. e lifetime medication creates huge numbers
of dependent, chronic schizophrenic patients. Moreover, their chance of
recovering decreases the longer that they stay on the drugs.

DIAGNOSING PSYCHOSIS

Early in Dr. Hoffer’s long career as a psychiatrist he became aware of the
need to diagnose schizophrenia accurately and reasonably quickly. In 1955,
research psychologists had spent at least $50,000 to examine the clinical
literature and concluded that there was no accurate test for this disease. ey
also decided that this was because psychiatrists would not agree on a
de�nition and stick to it. e clinical expression of the disease was so
variable that it was extremely difficult to sort it out from other conditions.
is has been true of medicine in general. Syphilis had similarly varied
symptoms and, until biological tests were developed, there was a similar
degree of uncertainty in diagnosis.
e problems of diagnosing schizophrenia have not changed over the past

�y years. We still do not have any de�nitive test for the disease. e
Minnesota Multiphasic Personality Inventory (MMPI) is a widely used
psychological test used for diagnosis. e current test involves 567
questions. Clinically, it is of little value to the psychiatrist, even though it is
used widely by psychologists. e accepted de�nition of schizophrenia and
related disorders are speci�ed in the American Psychiatric Association’s



Diagnostic and Statistical Manual of Mental Disorders (DSM, version DSM-
IV-TR) and the World Health Organization’s International Statistical
Classification of Diseases and Related Health Problems (ICD–10). ese
de�nitions are not easily related to the results of the MMPI test.

Human beings are complicated individuals; while there may be speci�c
characteristics of a disease such as schizophrenia they are unlikely to be
captured and measured using a simple test. However, psychiatry needs
objective methods to allow clinicians to agree on a diagnosis. e current
diagnosis depends on the surface appearance of people: what people say and
do are the measures used. All medical tests are uncertain and we suggest
people do not take an assessment unless they have some signs of illness. As
we have seen from the Rosenhan experiment, it is easy to be misdiagnosed
and difficult to be reclassi�ed as normal unless you admit to being insane.
e paradoxical catch-22, from Joseph Heller’s novel of the same name,
applies. e Nobel Prize-winning physicist Richard Feynman was famous
for his amusing stories in addition to his scienti�c accomplishments.
However, he was classi�ed as mentally un�t for the military aer being
assessed by a psychiatrist. Clearly sane and with an outstanding grasp of
reality, Dr. Feynman had simply answered all the questions such as “Do you
talk to yourself?” accurately and reasonably. Dr. Feynman’s comment to the

psychiatrist was telling: “And this is medicine?”20

e practice and science of psychiatry has been subjective and
controversial. e DSM, oen called “the psychiatrist’s bible,” is currently
being updated, amid controversy. e diagnosis of mental illness is not
scienti�c—it does not rest on direct measurement but relies on an
interpretation of behavior. e new DSM-V will extend the de�nition of
mental illness, bringing more people within the diagnostic criteria. Two
psychiatrists, Drs. Robert Spitzer and Allen Frances, have strongly objected

to the DSM update.21 Dr. Frances was head of the panel that produced the
previous version and he described the new version as a secretive process
combining “the most unhappy combination of soaring ambition and weak

methodology” with exaggerated claims.22 We reproduce Frances’s
reservations here to clarify the problems.



No scienti�c basis for the ambition to achieve a paradigm shi in the
DSM.

e absence of clear methodological guidelines and evidence for the
changes.

A lack of openness to wide scrutiny and useful criticism.

An inability to spot the obvious dangers in most of their current
proposals.

e failure to set and meet timelines, and a likelihood of unconsidered
last-minute decisions.

We encountered Dr. Spitzer earlier in this book, when he objected to
Rosenhan’s research on getting healthy people admitted to mental hospitals.
Here, he is again critical of the DSM committee, saying, “e main problem
is that we don’t know what they’re doing.”

A speci�c concern is that the DSM-V could include new categories of
disease. Milder forms of aberrant behavior may be classi�ed as illnesses such
as schizophrenia, depression, or dementia. We all have minor personality
deviations from the average. For example, a person with a tendency toward
autism may be labeled as having Asperger’s syndrome. However, in some
groups, such as physicists or computer scientists, this trait is relatively
common and useful. As the number of psychiatric conditions is expanded, it

may be that people classi�ed as normal or healthy become rare.23 If this
process continues, being normally sane could become a future illness and
require medication. Dr. Frances suggests, “e result would be a wholesale
… medicalization of normality that will lead to a deluge of unneeded
medication.” So, powerful antipsychotic drugs may be given before a person
has experienced a psychotic episode if doctors predict they could be at risk
of having one. is is clearly open to widespread abuse. It is not clear if such
medication would be compulsory, as is common in cases of psychosis.

In his book Indications of Insanity, John Conolly (1794–1866) provided an

alternative way of de�ning insanity.24 Conolly’s clear and elegant
explanation is a useful working de�nition: insanity is a disease of
perception, combined with an inability to tell whether these perceptual
changes are real or not. Dr. Hoffer used this de�nition clinically and found it



most valuable. Unfortunately, American psychiatry developed from an
alternative de�nition of insanity described by Dr. Eugen Bleuler (1857–
1939). His de�nition depended upon the presence or absence of thought
disorder, with little emphasis given to perceptual changes. is remains a
basis for diagnosis. It is difficult to de�ne accurately when thought disorder
is present. Moreover, we are in an age of multifactorial explanations in
medicine, which re�ects increasing uncertainty in our understanding.

Dr. Hoffer and Dr. Humphry Osmond created a simple test for assisting in
the diagnosis of the schizophrenias, based upon the perceptual theory of

schizophrenia: the Hoffer-Osmond Diagnostic (HOD) test.25 e test
consists of 145 cards, each containing a question to which the patient replies
by placing the cards in a true or false category. e true questions are scored.
Schizophrenics score high, usually over 50, while other persons score low,
usually under 30. e magnitude of the score indicates the likelihood one
has schizophrenia.

e HOD Diagnostic Test

e Hoffer-Osmond Diagnostic (HOD) test is a diagnostic tool of wide
utility, developed initially in relation to schizophrenics. It is based on
the idea that schizophrenia is an organic disease: that the intensity of
the psychotic or neurotic manifestations are revealed by the degree that
the senses (sight, hearing, taste, smell, etc.) are affected. Using
responses from normal individuals as a baseline, a questionnaire (the
HOD test) was created to reveal the kind and level of perceptual
distortions experienced by patients. It consists of a series of cards with
statements relevant to the perceptions, which the patient answers as
“true” or “false.” Here are a few statements from the HOD test:

When I look at people they seem strange

My thinking gets all mixed up when I have to act quickly

Pictures appear to be alive and to breathe

I can read other people’s minds



People’s faces seem to change in size as I watch them

I oen hear or have heard voices talking about or to me

People watch me all the time

I oen hear my thoughts inside my head

I now become easily confused

People’s eyes seem very piercing and frightening

Sometimes I feel very unreal

I have to be on my guard with friends

ere is some plot against me

At times my mind goes blank

At times some other people can read my mind

Some foods which never tasted funny before do so now

I �nd that past, present, and future seem all muddled up

HOD testing consumes little time and can be accurately scored by
almost anyone. A normal score was calculated to be under 40, but it
was found that seriously ill schizophrenics could have scores ranging
from 75 to as much as 150! Plus, the severity of the illness in its various
mental and emotional manifestations could be readily diagnosed.

Dr. Hoffer’s patients were routinely given the HOD test before being
placed on niacin (vitamin B3) therapy and other supportive

medications. Two to three months later, when the patient again
answered the identical questionnaire, his or her score had oen made a
noticeable drop toward normal. If niacin is withdrawn from treatment,
aer a similar period the HOD score oen returns to the higher �gure,
and the patient appeared to be as sick as ever.
e HOD testing kit, along with full directions, can be obtained

from: Behavior Science Press, 3710 Resource Drive, Tuscaloosa, AL
35401. Telephone: 800-826-7223, 205-758-2823, or 205-247-3134.



ere is also a skin test for schizophrenia developed by Dr. David
Horrobin. Inspired by the work on niacin and schizophrenia, Dr. Horrobin
realized that the skin �ush caused by niacin might be an indicator of disease.
Healthy people �ush when given a large dose of niacin, but schizophrenic
patients require a much higher dose to induce a �ush. In the test, an
adhesive strip containing four different concentrations of niacin is placed on
the skin and le there for �ve minutes. e strip is then removed. Normally,
the niacin in the patch will cause some reddening; a mild �ush or dilatation
at the point of contact. However, people with schizophrenia are more
resistant to the effect.
is is a useful test, considering the difficulty in obtaining a diagnosis of

schizophrenia and the absence of other physiological measures. ere are
some limitations, such as if a healthy person takes aspirin or a similar anti-
in�ammatory, the response may be absent as in a schizophrenic. e
absence of a �ush does not imply that a person is mentally ill. ey may, for
example, have a minor vitamin B3 de�ciency. However, the niacin patch is a
straightforward physiological test. In a 1998 study of thirty-eight
schizophrenics, the test gave a response in 83 percent of schizophrenics and

only 23 percent of controls.26 In a 2006 study, sixteen schizophrenics could
be separated from seventeen depressed patients and sixteen controls based

on skin �ushing.27 ere have been several other studies showing the test

can be effective.28 e caveat is that the test is more predictive if there are
pre-existing reasons for thinking a person is sick, such as a high score on a
HOD test or strange behavior.

Psychiatry is currently based on subjective checklists and opinion. e
niacin skin test is direct physiological indicator but typically is not used or
even studied. is irrational behavior of psychiatrists could be seen as a
refusal to change their current habits. e skin test would generally be seen
as a breakthrough in providing a unique, physiological test for
schizophrenia, but psychiatrists would need to directly address the problem
with the biochemistry of niacin in schizophrenics.

NUTRITIONAL THERAPY FOR PSYCHOSIS



Caught early, psychosis responds well to treatment. e longer the person
has been sick and the greater the number of psychotic episodes, the slower is
the recovery. Chronic schizophrenic patients respond slowly to nutritional
treatment—it may take up to ten years before the maximum bene�t is seen.
From a recent survey of about 500 chronic patients under Dr. Hoffer’s care,
he concluded that the major recovery occurred about �ve to seven years

aer treatment was initiated.29 If nutritional supplementation is
discontinued too soon, the optimum therapeutic effect will not be seen.

One of the problems with psychiatric hospitals is that they stop the
nutritional therapy when a patient is admitted. It is as if the psychiatrists are
demanding authority over all aspects of the patient’s care. On the rare
occasions when Dr. Hoffer’s patients were admitted, the hospital doctors
promptly stopped his nutritional program, prescribed medication, and took
away the patient’s vitamins. A few determined patients had their families
smuggle the vitamins into the hospital or surreptitiously took the
supplements on their own. If the patient were found out, the hospital might
assume this behavior is a symptom, rather than a rational response.
Forbidding the use of supplements interrupts treatment and retards
recovery. Patients chose to return to Dr. Hoffer when they were discharged
and began their nutritional therapy again.

Chronic psychiatric patients must be treated patiently and continuously,
with adequate support. A combination of short-term medication and long-
term nutrient therapy combines the advantages of the rapid effect of drugs
and the slow, curative effect of the nutrients. is permits a gradual
reduction of medication, until the dose is so low the drug no longer creates
its tranquilizer psychosis. Schizophrenia in children may take the form of a
learning disorder, so normally intelligent persons appear retarded. Liing
the psychosis by means of orthomolecular therapy will remove the apparent
learning difficulty.
e orthomolecular therapy for psychosis consists of taking sufficient

niacin, vitamin C, and perhaps �sh oils. Schizophrenics need greater intakes
of niacin than normal people. Sufficient niacin and vitamin C, perhaps 2–3
grams of each spread throughout the day, will gradually return most
schizophrenics to normality.

Dr. Hoffer’s criteria for recovery are simple:



ere must be no symptoms and signs.

e patient must be getting on well with family.

e patient must be getting on well with the community.

e patient must be employed, i.e., paying income taxes.

One of a Kind

Dr. David Horrobin (1939–2003) was one of the most original
scienti�c minds in nutrition and physiology. At Balliol College, Oxford,
he obtained a science degree with First Class Honors; to this, he added
a medical degree and a doctorate in neuroscience.

Medical pioneers are not happy with the standard methods of
treatment taught in medical school. ey have the initiative to try to
improve the available treatments with true scienti�c medicine.
Fortunately for schizophrenic patients, Dr. Horrobin became
dissatis�ed with the results of modern psychiatry. Dr. Hoffer �rst heard
him as a young scientist at a meeting of the Canadian Schizophrenia
Foundation in Montreal. Dr. Hoffer had described how schizophrenics
given niacin typically did not �ush, and Dr. Horrobin immediately
realized the implications and asked a question from the �oor. It is
notable that no one else had ever referred to that observation. David
Horrobin realized that a lack of the niacin �ush might be a
physiological indicator of psychosis.

A few years later, Dr. Horrobin became particularly interested in the
role of the essential fatty acids (EFAs) found in �sh oil. He was a fellow
of Magdalen College, where he taught medicine alongside Dr. Hugh
Sinclair, one of the pioneers in the �eld of EFAs. Dr. Horrobin became
increasingly fascinated in lipid biochemistry and its role in human
disease. From his travels in East Africa and work in Kenya, he
developed new ideas about fatty acids, schizophrenia, and its role in
evolution. He described these ideas in his book e Madness of Adam
and Eve. His interest and drive persuaded universities to test his ideas
that these fatty acids could help in treatment. Unlike many lesser



scientists, Dr. Horrobin realized that more than one biochemical defect
was involved in psychosis. He thought that there would be a simple
solution to schizophrenia and that patients could be quickly returned
to normal. His scienti�c interests were wide-ranging, leading him to be
frustrated by the slow pace of research and by so-called evidence-based
medicine. He was critical of multimillion-dollar treatment trials,
pointing out that these were needed only when the drug being tested
hardly worked at all. Dr. Horrobin founded two medical journals
which expanded on this scienti�c philosophy: Medical Hypotheses and
Prostaglandins, Leukotrienes and Essential Fatty Acids.

As is common with exceptional scientists Dr. Horrobin made many
professional friends and some enemies. On his death, the British
Medical Journal published an unpleasant and critical obituary of him.
e journal immediately received many letters of protest from his
former colleagues and supporters all over the world. We need more
scientists like David Horrobin.

e nutritional therapy is effective and patients recover, whereas
corporate psychiatry provides remarkably little help to patients beyond
tranquilizing them. One of the advantages of the orthomolecular approach
is that patients are more compliant, since they do not suffer major drug side
effects. When drugs are needed, the dose is small and side effects are
minimized or avoided.

Niacin: An Antipsychotic Nutrient

Jim had been totally unmanageable. At twenty-one, he’d already been kicked
out of the state hospital for being too violent. ey sent him home to his
parents, whom he threatened on a daily basis, while punching holes in the
livingroom walls. Jim slept one hour per night and roamed the streets for
the other seven. His face was scaly and severely broken out with acne. His
dietary and digestive habits were appalling.

Corporate medicine had failed Jim and his parents. Dr. Saul told them
about Dr. Hoffer’s approach: take very large quantities of niacin, starting at
3,000 milligrams a day, plus an equal or larger amount of vitamin C.



Advanced niacin de�ciency, or pellagra, causes psychosis, as well as the skin
and gastrointestinal problems that Jim was experiencing. He needed more
niacin than an average person. In large doses, niacin has a profound calming
and sedating effect. Niacin is powerful, but it is not a drug, it is a nutrient. Its
safety margin is large—Dr. Hoffer has, on occasion, prescribed 20,000 mg or
more a day.

About two weeks later, Jim’s father called. “Let me tell you what
happened,” he began. “You know Jim only sleeps maybe an hour a night?
Well, the �rst night on the niacin, he slept eighteen hours. He’s been sleeping
about seven hours a night since.”

“at’s terri�c,” said Dr. Saul.
“at’s not all,” he said. “Last Friday morning, for the �rst time in I don’t

know how many years, Jim came down for breakfast. He walked into the
dining room and said ‘Good morning, Dad.’”

Even on the phone, Dr. Saul could hear the tears in the man’s voice. It was
wonderful news.

Niacin toxicity is rare. Doctors frequently give patients 2,000–5,000 mg of
niacin to lower serum cholesterol. Dr. Hoffer estimated that over about
200,000 mg per day could be fatal. ese levels are far higher than people
supplementing with niacin are likely to try.

Most healthy people will not exceed an intake of 1,000 mg without having
a severe �ush. A large dose of niacin, especially if taken on an empty
stomach, will cause a �ush: the skin reddens and this blushing gradually
spreads over the whole body. e red skin can be accompanied by a pleasant
tingling sensation or a strong feeling of burning. Either way, the reaction is
harmless. e feeling of burning usually occurs in those who have a �ush
without being prepared for the reaction. Most people adapt to the �ush quite
quickly aer a few attempts, and some even come to enjoy it.

Niacin is safe when compared with drugs. Even widely available over-the-
counter drugs are far more dangerous, causing many deaths every year. In
comparison, there is not even one death from niacin each year. e �ush can
lower body temperature, especially on a cold day. Such symptoms vary with
dose and the body’s need. Slowing down the absorption by taking niacin
aer a meal may prevent the �ushing and associated side effects. e upper
limit is the amount that causes nausea and the dose should be lowered if this
occurs.



People with a history of heavy alcohol use, liver disorders, diabetes, or
pregnancy need to have their physician monitor their use of high-dose
niacin. Monitoring long-term use of niacin is a good idea for anyone on
high intakes. A doctor can check your liver function with a simple blood
test. Note that niacin therapy increases liver function tests, but this elevation
indicates that the liver is more metabolically active; it does not necessarily
indicate an underlying liver pathology. Many compounds elevate liver
enzymes, including common drugs such as statins, paracetamol
(acetaminophen or Tylenol), and ibuprofen (Advil). Unless the increase with
niacin is substantial, say threefold higher, it may not be clinically important.
Negative side effects are easily dealt with by physicians who are familiar with
niacin. Some of the side effects may be minimized with vitamin C, as they
may be a result of low antioxidant status.

Positive side effects of niacin are not oen covered by corporate medicine.
Niacin will increase general health, improve healing, and prolong a high
quality of life. In sharp contrast, few drugs have positive side effects. Lack of
niacin is a major public health problem. e U.S. Recommended Dietary
Allowance (RDA) for niacin is only about 20 mg. About half of all

Americans will not get even that much from their diets.30 However, the
bodily need for niacin varies with activity, body size, and illness.

Of course, not every psychiatric patient wants or is willing to take niacin
and vitamin C. Sometimes, they will take it for unlikely reasons; for
example, Dr. Hoffer once convinced a psychiatric patient with painful
earwax that a niacin �ush would help melt the wax and keep his ears clean.
is was an unusual way of convincing the patient, but it worked: the
patient’s earwax soened and, as a side effect, he stopped being psychotic.

One female patient refused to take her niacin and vitamin C, and she
gradually became more psychotic. She would not visit Dr. Hoffer and
refused any medical treatment. In an increasing rage with her mother’s
persistent pleas that she needed help, the daughter decided to commit
suicide. She told the mother she had had enough and would show her and
that doctor. She grabbed the bottle of niacin tablets and attempted to
overdose, swallowing and chewing the tablets, and pushing the mother away.
e mother relaxed, made herself a cup of coffee, and waited. e daughter
had a massive niacin �ush and gradually calmed down. Of course, the niacin



did not kill or harm her—it just helped her recover her sanity. e daughter
apologized and went back on her nutrient therapy.

Success Story: Elizabeth

Oen, discussion of psychiatric problems can be a little impersonal.
However, each psychosis can destroy a person or even a whole family. Here,
we describe the case of Elizabeth, one of Dr. Hoffer’s patients.

Elizabeth came to see Dr. Hoffer in December 1995. Her family
practitioner wrote in his referral letter, “She is twenty-eight years old with a
long history of psychiatric illness, with varied diagnosis, including anorexia
nervosa, borderline personality disorder, multiple personality disorder, and
these are associated with suicide attempts and multiple hospitalizations.”
Elizabeth had also been diagnosed with depression.

About mid-1992, she began to suffer severe headaches. ese migraines
occurred two to three times per month, were unrelated to her periods, and
were oen preceded by nausea and vomiting. She had been given the usual
variety of headache medication, without any response, including Fiorinal,
Demerol, Gravol, Tylenol, and Imitrex by injection. Her general practitioner
had reported to the neurologist that she was working as a nurse’s aid;
Elizabeth was a good worker and hated missing work.

Elizabeth had been a member of an eating disorder support group. When
she was sixteen, she would starve herself for up to six weeks. en, aer
having gained some weight, she would resume her fasting. She had also used
laxatives as an aid to weight loss. Later, she began to use medication such as
Ionamin to control her appetite. Elizabeth would binge and vomit three or
four times per week; sometimes, she would eat and vomit twice each day.
is behavior has the immediate side effect of preventing the absorption of
brain-protective nutrients such as vitamins B and C. She had been an
excellent student and a good athlete, happy with school and with her family.

Early in 1993, a consultant reported that Elizabeth had an eating disorder
that was not responding to treatment. For over three weeks, she had fasted
and drank little �uids. She felt faint, had palpitations, and was tired. She was
admitted to the hospital a second time, with severe depression, auditory
hallucinations, and suicidal ideas. On this admission, Elizabeth admitted she
had been a victim of child sexual abuse, by her stepfather. She continued to



hear voices, a clear symptom of psychosis, but the psychiatrist in charge
interpreted these as a projection of her own thoughts. He began to indulge
in psychoanalytic speculations about the causes of Elizabeth’s voices, which
he denied were hallucinations. Such speculation on the part of the doctor is
irrational. Nutrient de�ciency was clearly present and can result in psychosis
and depression.

For the �rst time, the term personality disorder began to appear in her
record. A personality disorder is a chronic personality style that is
unresponsive to medication. e most well-known form of personality
disorder is the psychopath. e suggestion of a personality disorder was in
striking contrast to the opinion of her general practitioner, who had seen
Elizabeth as basically a normal, achieving person. She was diagnosed with
depression and placed on antidepressants.

About six months before seeing Dr. Hoffer, Elizabeth was assessed by
psychologists. She reported hearing derogatory voices inside her head,
which had become louder in the past few years. She also heard voices from
outside, calling her. She hallucinated faces in several different and visually
complex scenes and places, such as in �owers, food, and in a window.
Furthermore, she reported having been in four car accidents due to
blackouts when driving. It was suggested that she suffered from dissociative
reactions, such as daydreaming and amnesia, but no speci�c diagnosis was
made.

During Elizabeth’s �rst interview with Dr. Hoffer, she complained she had
been depressed and agitated for four years. She was less depressed while on
Prozac but was still having problems with her eating disorder. A mental state
examination con�rmed a variety of perceptual symptoms, including hearing
voices of several men and seeing visions, and there was also a change in taste
perception. Importantly, she could not tell the difference between the
hallucinations and real phenomena. She was also very paranoid and
suspicious of her family and friends.

Dr. Hoffer disregarded the previous diagnoses, which ignored her major
symptoms, and diagnosed her as schizophrenic. He used the Hoffer-
Osmond Diagnostic (HOD) test for assisting in the diagnosis of the

schizophrenia.31 Elizabeth scored 152 on the HOD test, suggesting severe



psychosis. Dr. Hoffer assessed the odds Elizabeth was schizophrenic at over
90 percent.

He started her on niacin (500 mg) and vitamin C (1,000 mg), three times
a day. To this were added daily doses of vitamin B6 (pyridoxine) (250 mg)

and zinc citrate (50 mg). Elizabeth was asked to go on an orthomolecular
diet of unprocessed, whole foods, along with the restriction of dairy

products, little sugar, and no junk food as part of her therapy.32

ree months later, Elizabeth was free of voices. A month aer that, Dr.
Hoffer heard from the referring physician, expressing his pleasure at seeing
how well she was. He added, “She is almost unrecognizably improved.” By
June of the following year, both Elizabeth and Dr. Hoffer agreed that she had
greatly improved. She stated that she felt normal for the �rst time in �ve
years. In July, she visited her mother with her three children and enjoyed the
visit. When she had been depressed and paranoid, her psychiatrist had
stated that she had a poor relationship with her parents. is was no longer
the case. Her HOD scores were now normal. Elizabeth remained on niacin
(4,500 mg each day), Prozac (20 mg a day), and the rest of the vitamin
regimen.

Aer Elizabeth was properly diagnosed and given the correct nutritional
treatment, she was almost normal in a few months. She returned from the
state of a person declared inadequate, suffering an untreatable personality
disorder, severe depression, and migraine headaches, to the normal
individual she had been before her illness. Finally, she was now a person, not
a patient.



PART TWO

Antidote—Patient Power
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CHAPTER 6

e Hospital Game

“Never ask a barber if you need a haircut. ”

—WARREN BUFFET

taying healthy involves making a series of decisions. Decision science
explains how people can make rational decisions. One aspect of

decision science, game theory, suggests we should take a paranoid approach
to the kind of one-off decisions necessary in hospitals. is means you
should always act to maximize your own bene�t and, more importantly, to
minimize your biggest risk of harm. A rational patient will ruthlessly
demand the treatments that minimize their risk of suffering serious injury.
In short, a patient must be risk averse. Clearly, the same applies to doctors,
who should always avoid taking risks with patients.
e discipline and applications of game theory were highly in�uenced by

the mathematician John Nash, made famous by the book and �lm A
Beautiful Mind. However, Nash was a paranoid schizophrenic and his view
of the world was odd. He and other early game theorists believed that every
one was sel�sh, scheming, and acting in their own personal interest. Nash’s
paranoia was particularly useful in the game theory mindset. According to
game theory, we should all act rather like paranoid sociopaths. is might
be a rather frightening prospect if it ever came to pass. Fortunately, we live
in a world mostly populated by normal, rational, and caring human beings.
As a theoretical construct, however, game theory is a powerful technique
and is used effectively in many contexts, such as the military, politics, big
business, and medical management.

Patients can apply game theory to doctors, nurses, hospitals, and
corporate medicine. Professionals, such as lawyers and accountants, and
organizations, such as banks, try to behave rationally. Since that is the case,
their behavior can be modeled rather accurately by considering them to be
sel�sh and mean. We can assume their main concern is for their own bene�t



and they are far less concerned about the harm they might do to others. e
recent problems with the �nancial system might be considered a vindication
of this view—investment bankers maximized their personal gain at
enormous cost to the economy and taxpayers.

CORPORATE MEDICINE’S GAME

It is rational for patients to be paranoid about corporate medicine and
hospitals. e old joke that “just because you are paranoid doesn’t mean they
aren’t out to get you” applies. Similarly, in the current system, hospitals and
doctors oen feel paranoid about litigious patients and their lawyers. We
don’t need to extend this kind of thinking to our everyday lives but, in the
hospital, our lives are at risk. If we were more paranoid by nature, we could
invent a scenario in which the leaders of major drug companies get together
in expensive resorts to develop the criteria for selling drugs with maximum
pro�t. Each chief executive officer (CEO) has an obligation to maximize
their company’s pro�ts; their official role is to generate pro�t for
shareholders. However, game theory suggests the chief executives’ actual
aim will be maximizing their own personal bene�t. erefore, companies
harness individual aims by giving share options to personnel, so that what is
good for the company is good for the executive. Of course, if the CEOs did
get together to maximize pro�ts, this would be an illegal cartel, a price-
�xing conspiracy. In practice, they do not need to conspire in this way. ey
just need to have a feel for the market—groupthink and conformity will do
the rest.

Corporate medicine has some straightforward requirements for their
products. ese are rational and can be predicted using game theory. Our
CEOs in their exclusive hideaway might suggest an ideal drug should have
the following characteristics:

It would give some therapeutic bene�t—perhaps not too much, but
enough that the patient wants to keep taking the drug.

It must not cure the patient entirely, as they would then have no further
need for the drug, which would hurt pro�ts.



e drug should be addictive or be widely used for a chronic condition,
leading to more sales.

If use is not long term, the drug should be capable of attracting a high
value (e.g., expensive anti-cancer drugs).

Side effects must not be apparent in controlled trials (with the exception
of anti-cancer drugs).

Many recently developed drugs (not to mention illegal recreational
substances) meet these criteria; a classic example would be statins. Is this
pure chance? A conspiracy? Or does this result emerge naturally from a
system devised to make money from sick people? We think the latter is the
case. Corporate medicine is constructed as a branch of commerce and, as
such, the results will inevitably work against patients’ best interests.

ROLE-PLAYING AS DOCTORS AND PATIENTS

roughout this book, we are critical of corporate medicine and hospitals in
particular. is does not extend to individual physicians. Many physicians
working in the system are ethical and care about their patients; they would
not knowingly harm a patient. It is not the individual doctors that are the
issue but the organization of medicine.

Medicine and other professions are distinguished by monopolization of

specialist knowledge along with considerable freedom from accountability.1

It used to be the case that doctors typically had an automatic authority over
patients. However, patients are becoming more educated and, with the
advent of the Internet, have access to similar information to that of the
specialist. Patients are expecting a higher standard of care and more respect
from their doctors. A medical consultation is starting to resemble a
negotiation.

Negotiation is a process by which people with con�icting interests
determine how they are going to allocate resources or work together in the

future.2 Every interaction between a patient and a doctor is a negotiation. As a
patient, your interests may include receiving treatment, health care, and
reassurance. e physician’s concerns may include taking account of other
patients, adhering to standard medical practice, and getting paid. As in any



negotiation, there are rules you can apply to help you achieve the optimal
outcome.
e interaction between doctor and patient can be considered according

to the rules of game theory. is allows us to break down the two roles and
consider their respective goals. e use of the word game does not imply
that we are trying to trivialize the interaction. Game theory relates to
decision making in a competitive situation and aims to �nd the “best” or

optimal course of action.3 Researchers originally applied the theory to
games such as poker, chess, and bridge. Its later development was intimately
associated with military strategy and the Cold War. More recently,
applications in the behavioral sciences have been analyzed, particularly in
economics.

In this chapter, we are concerned with the “hospital game,” during which
a patient attempts to negotiate the best outcome for their health and well-
being with health professionals. e hospital game generally involves role
playing: one person acts as patient and another takes the role of physician.
Conventional strategies are expected of these roles, which may help the
hospital more than the patient.
e doctor role includes acting as gatekeeper to health-care resources. As

such, doctors behave in ways that would be utterly inappropriate in other
settings: asking intimate questions of people they hardly know or requiring
patients to remove clothes and submit to physical examinations. Likewise, if
the patient wants access to health care, they may feel obliged to answer
questions and allow intrusions that, in a different context, might be seen as
interrogation or even torture. Under these circumstances, it helps to
remember that both you (the patient) and the medical staff are people.

A patient oen has a speci�c goal: perhaps he is suffering from a
particular symptom and his hopes include being reassured that it is not
serious, receiving treatment, and recovering. If the patient pays for medical
services directly, he may also want to know that he can afford them. He may
perform a simple cost-bene�t analysis; perhaps he estimates that removal of
an annoying wart is worth, say, $50. By contrast, if he has terminal cancer,
he may be willing to spend his whole life savings, on top of any medical
insurance. e massive personal cost of some conditions means that patients



are vulnerable and could be exploited by unscrupulous people or quacks
offering ineffective therapies.

In an ideal world, the physician’s interests would coincide exactly with
those of the patient. In reality, the physician has to balance a complicated set
of constraints, in addition to his own personal goals, any of which may
con�ict with the wishes of the patient. Legally, for example, physicians are
limited as to which medicines they can prescribe and when they can provide
them. Additionally, their actions are restricted by a set of expectations from
their profession, which specify what is considered as “best practice.” Any
deviation from standard practice might not break the law but could exceed
the terms of their medical license, their medical insurance, or open them up
to the risk of being sued. Such behavior could also lead to professional
censure, which is a powerful constraint. Private medical practitioners need
to cover their costs, including overhead, staff, and insurance. So, a doctor
may view her patients as customers as well as patients.

Taking Back Control

e hospital is organized to place patients in a position of relative
weakness. Hospitals do not rely on the disparity in resources,
information, and expertise, but have other mechanisms of social
control. e waiting for the doctor to “see you now,” the white coats
and even the use of the labels “doctor” and “nurse” are mechanisms of
control and roles that are played.

One patient in an English hospital described how they objected to
providing their �rst, or Christian, name to a nurse. ey indicated that
they did not appreciate people in big organizations being disrespectful.
e response was telling. e nurse replied, “We are taught in training
always to ask to use a patient’s �rst name, because that puts us in

charge.”4

Make the staff call you by your formal name, such as Mrs. Smith. is
makes it clear that you have some relevant status as an intelligent adult
and are not simply a patient. If they wish to be called by their title, they
should have reciprocal respect. Your social position is of some concern



to staff in a hospital and is likely to make a difference to the care you
receive.

Unnecessary operations, which can be highly lucrative, are
increasing. By 1992, over 17 percent of surgeries in the United States
were based on uncon�rmed diagnoses, and 2.4 million unnecessary
operations were performed annually, with approximately 11,900

deaths, at a cost of $3.9 billion.5 ese patients would have done well to
ensure that their surgery was really necessary. In cases where surgery is
elective, such as breast enhancement or a nose job, the patient needs to
make sure that they have balanced the costs and bene�ts carefully. In
particular, it is important to get an estimate of the risk of major
negative outcomes, so the patient can do a simple worst-case analysis.

In the hospital game, patients should adopt a paranoid attitude—do
not assume that everything is as it appears.

SELF-SERVING ADVICE

Health professionals frequently release health care advice, which is claimed
to be for the bene�t of patients. An example is to use elastic stockings on
long airplane �ights to prevent deep vein thrombosis (DVT). rombosis
can occur when blood �ow is reduced, a blood vessel wall is damaged, or
spontaneously in some people, who have an abnormal tendency for blood
clotting. DVT can be life-threatening, especially in the legs: about 3 in 100
people with clots in their lower limbs will die. e risk of an adult having a

DVT increases by 12 percent when one long �ight is taken each year.6 In the
two weeks aer the �ight, the risk is about four times higher. However, the
risk of death from a DVT on a �ight is small compared with accidents at
work or motor vehicle fatalities.

Since sitting motionless for long periods can increase risk, the standard
medical advice to wear elastic socks and, especially, to move about on long
�ights is sensible. Unfortunately, the advice is also self-serving and the
widespread emphasis on �ying distracts attention from a greater cause of
DVT. In a hospital bed, you are oen immobile for far longer than a long
�ight and the risks of DVT are correspondingly greater.



Here, we use the risk of DVT in the hospital as a practical example of how
negotiation may save your life. While a long trip on an airplane increases
risk of DVT slightly, hospital patients are at much greater risk. e increased
risk for major venous blood clots in the hospital is large for surgery (twenty-
two times higher than normal), trauma (thirteen times higher), and hospital

or nursing home con�nement (eight times higher).7 In this case,
conventional medicine has given air travel a bad name, while hiding a
higher risk that is directly attributable to themselves.

Lifeblood, a thrombosis charity in the U.K., suggests that harmful clotting

affects about 1 in 1,000 people each year.8 A similar risk is associated with
pregnancy. Of those affected, one in ten will die if untreated. However,
Lifeblood also states that, unless preventive measures are taken, one in three
surgical patients may develop DVT. Lifeblood’s �gures for DVT in the

hospital are as follows9:

17 in 100 chance if you are ill on a medical ward

50–50 chance if you are on the ward with a severe stroke

Greater than 50–50 chance for an orthopedic operation on the hip

Almost certain (nearly 100 percent chance) in a case of severe trauma

It is estimated that that one in ten hospital deaths are caused by abnormal

venous clotting.10 e number of people dying from hospital-induced DVT
is �ve times greater than the number who die from hospital-acquired
infections. ese deaths could be avoided with clinical awareness, preventive
medicine, and good nutrition. Hospitals are killing patients through lack of
basic care.
e fact that you are asked to take precautions before �ying in an airplane

but not before entering the hospital is worrying. You need to protect yourself
from this major cause of death—you cannot rely on the medical staff.
Consider using both nutritional supplements and negotiation skills. If
possible, before a hospital stay, make sure that you are not at high risk of
inappropriate blood clotting. To do this, you can take supplements of
vitamin C (3,000 mg) and �sh oils (2,000 mg); also helpful are vitamin E,
NAC (N-acetyl-cysteine), and possibly the herbs ginger and Ginkgo biloba.



Take these nutrients in the weeks leading up to a hospital stay. Good
nutrition may prevent the abnormal clotting and save your life.
Unfortunately, the medical professionals who are negligent in preventing
hospital deaths by DVT may oen try to prevent your use of
supplementation.

Before admission to a hospital, you might ask: “Will I be at risk of DVT
during my stay and how do you propose preventing its occurrence?” and
“What is the risk of DVT during my stay?” If you do not get an educated
response to these questions, reconsider your choice of hospital. Typical
suggestions include use of anti-embolism stockings or pneumatic
compression boots, if you are likely to be bedridden for a prolonged period.
Also, ask if the hospital has ultrasound facilities that will be used to check
for DVTs. If you are unfortunate enough to suffer a DVT, it is reassuring to
know that the hospital can diagnose it correctly. By asking such questions,
you are informing the hospital staff that you are aware of the DVT issue and
increasing the likelihood that the staff will be predisposed to prevention and
diagnosis of the condition.

One approach the hospital may suggest is the use of blood thinners, drugs
such as warfarin, to prevent blood clotting. However, such drugs can cause
unnecessary bleeding, hemorrhage, and stroke. Arti�cial prevention of
clotting with drugs also has associated risks. If the hospital suggests blood
thinners, you should proceed with care. You might begin by asking: “Before
using drugs, are you proposing to check my blood clotting to see if I am at
high risk?” You need to be sure that you only use anti-embolism drugs if
they will substantially reduce the risks to your health.

In addition to knowing that you are being administered such drugs
because your blood is prone to clotting, you need to check how they are
going to monitor your blood. Blood clotting is an incredibly complex
mechanism, which facilitates wound healing while preventing internal
clotting such as DVT. It is not possible to simply take a drug and modify
blood clotting safely, without constant checking. eir proposal should
include monitoring your blood frequently while you are in the hospital. A
simple �sh oil supplement can prevent the need for warfarin treatment. Get
the doctor’s opinion on trying �sh oil and high doses of vitamin C and
rechecking your clotting before you elect to use the drug.



Also, ask about the side effects of the blood-thinning drug and its
interactions with other medications and food. Warfarin, for example, has a
long list of interactions and restrictions. Finally, you need to ask how long
they propose you will stay on blood-thinning medication. Consider their
response carefully—the drug interactions will affect you for the time you are
on the drug, and you will need to be monitored frequently and consistently
over the period you are medicated. ere are costs, both monetary and in
restrictions on your lifestyle.

Healthy people who take appropriate nutritional supplements can expect
to have normal blood clotting and a lower risk of hospital-induced death by
DVT. ey can thus avoid the risk both of DVT and the blood-thinning
drugs. Take control of your health. Hospitals cause this problem, so don’t
look to them for a solution.

CONFLICTS OF INTEREST

With any professional who provides advice or services, there is likely to be a
con�ict of interest. In most decisions, there will be in�uences that may not
act in the patient’s best interests. For example, a doctor may recommend a
diagnostic test that is not really necessary, and may even have an associated
risk, because performing the test may reduce his or her risk of liability.

In the U.S., the use of “managed care,” which claims to reduce the cost of
providing health bene�ts while improving the quality of care, means the

doctor’s options may be restricted.11 ey may have a limited number and
type of treatments and conditions under which they are provided. One drug
may have less risk of side effects but may be much more expensive. e
choice may come down to the cost.

Medicine involves complicated decision making, and the decision may
have �nancial implications for the doctor. For example, telling a patient the
results of a simple test over the telephone may prevent the costs of an office
visit, which may be more advantageous for the patient than the doctor.
However, some test results may be upsetting and require detailed
explanation; if this happens, you may decide a face-to-face meeting was
worth the cost.



THE BALANCE OF POWER

It is oen assumed that physicians require authority in the doctor-patient

relationship.12 is sovereignty of medical doctors is a relatively new
phenomenon. In the mid-1800s, medicine was a despised profession.
However, the sick and their relatives are oen emotional and vulnerable and
may not be the most rational judges. In addition to their professional
knowledge, doctors are oen thought to have particular skill in decision
making. While doctors exercise control over patients, other health-care
workers, and the general public, they are not trained in decision science nor
do they necessarily have great judgment. Patients need to think for
themselves.

Trust is essential in the patient-doctor relationship, but this should not
translate into giving doctors unwarranted power. We place similar trust in a
bus driver or airline pilot to take us safely to our destination. Oen, we
might not be interested in the details of the route. However, taxi drivers can
take long detours to hike up the fare. With doctors, “we must trust that our

vulnerabilities will not be exploited for power, pro�t, prestige, or pleasure.”13

e more power given to the doctor, the greater is the patient’s vulnerability.
Patients must bear some of the responsibility for the incredibly high rate of
adverse events in medicine. We need to demand higher standards and
greater care.

For Your Own Good?

Imagine a �y-�ve-year-old woman has cancer of the uterus and is
given the option for potentially life-saving surgery. e surgery
involves removing the ovaries and fallopian tubes, rendering her
sterile. At �rst, she agrees to have the procedure, and then she changes
her mind. e woman claims she has a fear of hospitals and
particularly needles. e cancer is slow-growing, but without the
surgery it will probably spread and kill her.

Should she be forced to have the surgery for her own good? By force,
we mean should she be tricked into taking a drug to sedate her in her
own home. en, she would be transferred to the hospital and operated



on. If necessary, aer the operation she would be physically restrained
and drugged to prevent her leaving the hospital before she has fully
recovered. We expect most readers would consider this option
unethical, authoritarian, and unjusti�ed. It would clearly be assault
against the poor woman.

Now, what if the woman had “learning difficulties.” Does this mean
that she should be forced to have the surgery? Aer all, if you arrive in
an emergency room unconscious aer an automobile accident, the
medical team will make decisions on your behalf, including the
decision to operate. Similar situations arise where doctors make
decisions for drunk, psychotic, confused, or demented patients. So, do
learning difficulties and a reported signi�cant impairment in
intellectual functioning mean that she can be treated in this way?

A judge in the United Kingdom has recently given doctors this

option in a case.14 e judge deemed that the woman was incapable of

making a rational decision and such action was in her best interests.15

e mandated surgery might cure the cancer, but then again it might
not. e woman was accused of failing to attend hospital
appointments, which implies that she was expected to have sufficient
intellect to manage this action. Notably, her initial decision to have the
operation was considered rational and acceptable, while changing her
mind was not. Her ability to make the decision was questioned when
she gave the “wrong” answer. Under the circumstances, the woman’s
phobia is well founded, since avoiding hospitals would be one way of
maintaining her autonomy rather than being drugged and assaulted
against her will. Her second speci�c phobia was against needles—
intravenous needles would be inserted into this poor woman and held
in place by bandages. We have known suicides to occur with far less
stress.

Now, consider a patient with cancer wishing to try a treatment based
on vitamin C. e doctors decide that the patient should have standard
chemotherapy instead. Importantly, they might consider the patient to
be irrational to choose vitamin C rather than chemotherapy. It might
be concluded that a patient displaying such absurdity is incapable of
making a rational decision. In this case, even if the patient had a



doctoral degree in science it might not help, as the incapacity could be
deemed to be madness rather than incapacity.

One woman posted the following eloquent response to the Daily
Telegraph newspaper’s website aer reading this woman’s story:

“I too have a phobia about hospitals and have refused further
surgery. is is not because of mental impairment, but because of
the incompetence, negligence, arrogance, and aggression that I
have suffered from doctors and nurses in two London hospitals to
date…. I went into hospital relatively healthy and thanks to their
‘skills’ am le dis�gured and physically ill for life. To me, it makes
perfect sense that I would not want such shysters anywhere near
me again, yet the medics cannot understand the logic of it. e
woman featured in this article will inevitably be made ill by the
surgery and treatment for cancer. She could have legitimately
decided that she would rather not undergo that. She emphatically

should not have been forced to do so.”16

When is it irrational to exercise your rational choice?

Having authority over patients makes doctors feel important. It can also
give them freedom to make a suboptimal decision with your life and health;
they make the decision and you take the consequences. You have more
control over your health and medical interventions than you might realize.
To exercise this control, it is necessary to make sure you know as much as
possible about your condition before discussing your options with the
doctor.

Doctors and other medical professionals need your consent before they
provide treatment. Consent may be assumed if you are unconscious or
unable to respond. In special cases, such as children, or people suffering
from psychosis or dementia, the problem of consent is more complicated.
However, in general, you have ultimate control and can veto the proposed
treatment, if you so decide. e doctor has a duty to act in your interests and
to warn patients about the risks of treatment.



INTERVIEW YOUR DOCTOR

You want to �nd a rational doctor who puts your interests ahead of those of
corporate medicine. Your goal is to �nd someone who values patient choice
and true participation. Such a doctor might be a person who has the
following characteristics:

Is supportive of holistic or alternative forms of medicine

Takes a patient-centered approach

Communicates risks as well as advantages of treatment

Respects the patient

Involves the patient in decisions

Describes the illness or problem in straightforward language

Believes preventive medicine is more important than treatment

Uses the fewest drugs possible

Does not insist on medical screening without prior indications or
symptoms

Understands high-dose vitamin supplementation

Will not force you or your children to have vaccinations if you choose
not to

Selecting a doctor requires careful evaluation. For example, not all
doctors who promote themselves as “holistic” or “alternative” will be as
advertised; paying lip-service to a natural health philosophy is not the same
as practicing it. Look for membership in appropriate professional bodies or
capitalize on other people’s experience with a particular doctor by asking
around. People at a complementary health center may be familiar with many
of these issues and be able to provide information on the attitude of local
doctors.

You can screen any physician you are considering to trust with your
health. If there is a charge for an initial consultation, then ask the office
manager, nurse, or assistant for information. You need a positive response to



your questions. Of course, you can terminate the discussion at any time if
feedback is not consistent with your requirements. e screening process is
a negotiation, and you have the �nal say.

You will have to decide on a list of characteristics that are important to
you. However, taking the list above as an example, you might proceed as
follows. If the response to your questions about preventive medicine is
positive, then ask the doctor about her approach to health. Explain that you
are looking for a doctor who will work in partnership with you, but agrees
that, ultimately, you are in charge of your own health. You need to know if
this personal control is compatible with the physician’s philosophy of care.

You could tell the doctor that you take vitamin supplements and ask how
she feels about that. An ideal response might be that she is fully supportive
and considers it a wise form of medical insurance. An unacceptable
response might be that you can get all the vitamins and minerals you need
from �ve helpings of fruits and vegetables a day. We have also known
doctors who denounce taking supplements as “quackery,” saying that they
do no good, probably do harm, and merely support unscrupulous purveyors
of vitamins. However, when asked, not one of these critics has been able to
provide suitable evidence.
e oen-controversial issue of immunization provides useful insight in

selecting your doctor. If you did not wish to have immunizations for
yourself or your child, would the physician be willing to accept this
viewpoint? e physician is likely to respond that immunization has helped
relegate infectious diseases to the past. is degree of protection for the
population depends upon a high proportion of people being immunized to
prevent the spread of infectious diseases. However, game theory tells us that
the rational patient acts for their own bene�t, not misguided altruism.
Moreover, there are scientists who do not agree with these generalized
claims for vaccination. An alternative explanation is the decline in infectious
disease arose from improvements in sanitation and nutrition.

Some people object to the mumps, measles, and rubella (MMR)
combined vaccination, and there is no reason why these vaccinations cannot
be given separately. e medical industries have persisted in putting

mercury, which is toxic and can cause brain injury,17 into vaccines,



especially for young children. e choice of having or not having a
vaccination should be with the patient.

Do I Really Need a Heart Bypass?

Many people with angina or related heart disease opt for bypass
surgery. Oen, this is unnecessary and will not increase expected life
span. Importantly, the bene�ts of a bypass can oen be achieved with
improvements in lifestyle and nutritional medicine. e general rule is
to avoid unnecessary surgery; here, we use a bypass as a speci�c
example.
e procedure known as a coronary artery bypass gra is oen

shortened to CABG, pronounced “cabbage.” is description is apt. In
open heart surgery, the patient is placed on a heart and lung bypass
pump. is operation oen results in damage to the brain, called post-
perfusion syndrome and colloquially described as “pump-head.” So,
having a cabbage may turn you into a pump-head. e name is
misleading, however, as the problem is not caused by the pump.

Basically, the surgery releases lumps of fat, clots, calci�ed tissue, and
other detritus from the damaged arteries. ese enter the bloodstream
and travel to the brain, causing multiple mini-strokes. As a result, the
patient oen suffers from shortened concentration, slower thinking

and motor control, and poor short-term memory.18 Fortunately, the
brain has great �exibility and inbuilt redundancy. In the weeks
following the bypass, the functions of cells in the damaged regions of
the brain are taken over by other brain tissue. As recovery continues,
many patients and relatives may not notice the difference.

Heart bypass operations are popular and the signi�cance of the

damage to the brain is disputed.19 However, the use of the term pump-
head suggests it is a common observation among medical staff. If
considering such surgery, ask:

Will the surgery extend your life?

Is it being proposed merely to relieve symptoms?



What bene�t can you expect?

What are the complications and risks?

Are there other noninvasive alternatives, such as medication?

If you are told that you must have bypass surgery, get a second
opinion from a cardiologist, not a surgeon, and ask about minimally
invasive surgery. If you decide to go ahead, high-dose antioxidants,
such as R-alpha-lipoic acid, melatonin, and vitamins C and E may help
prevent damage to your brain.

Almost inevitably, a patient will have strokes during bypass surgery.
However, their impact can vary: instead of the mini-strokes, causing
pump-head, one or more large blockages may occur in the brain,

causing a major stroke.20 Even with good surgeons, brain
complications are far too common. Acute brain disorder
(encephalopathy) occurs in about one operation in ten. Clear stroke is
less common, but hits about 3 percent of patients. Large strokes may
cause death, paralysis, and other obvious problems. Many smaller
strokes may cause cognitive de�cit (loss of memory and ability to think
clearly). If the patient is lucky, they may have fewer small strokes and a
large cognitive capacity—clever people may simply be a little less
clever, but still not quite what they were before the operation.

In addition to pump-head, there are a large number of speci�c
complications. e bony sternum, which joins the ribs down the
midline of the chest, may not heal properly aer being cut open. A
heart attack can occur if the gra fails, an air bubble is introduced, or
there is insufficient blood �ow through the transplanted vessels. e
gra may close up because of the underlying atherosclerosis, causing a
return of angina or heart attack. e kidneys may fail, and the
operation is likely to be painful.

Unless your surgery is critically urgent to save your life, you could
elect to try a change in diet and to take nutritional supplements. We
hope it is unnecessary to suggest stopping smoking. You would need to
build up to at least 10,000 mg of vitamin C, spread throughout the day.
Ideally, this intake should include some liposomal vitamin C. In
addition, you could consider high intakes of mixed tocotrienols (a



form of vitamin E), R-alpha-lipoic acid, glucosamine and chondroitin,
magnesium chloride, vitamin D3, and a B-vitamin complex. It is

possible to prevent heart disease by changing the diet and the evidence
suggests that some supplements and a change in lifestyle can stabilize
or even reverse the condition.

It is important to think critically about a CABG before the
operation. You may not have the capacity aerward.

If the doctor agrees to your position statements, then you are in business.
If not, keep looking. Be prepared to spend some time on this initial selection
process—it is important to choose the right doctor for you.

RATIONAL PATIENTS

A rational patient is one that lowers their risk of harm. A �rst principle of
game theory is to avoid the maximum cost. In buying a house or car, you
negotiate to save money. For a hospital patient, avoiding the maximum cost
means making sure you come out alive. Patients can avoid risk of death or
crippling debilitation by checking every procedure that is suggested. If you
are considering surgery, for example, you might ask the following kinds of
questions:

Do I really need this operation?

Is the surgery urgent, for example, acute appendicitis or a major
aneurism?

Is there an acceptable conservative treatment?

What speci�c bene�ts will I achieve?

Heart bypass operations do not usually extend life expectancy, so what is
the advantage of having one?

Will a nose job really change my life?

Many babies will be born without an elective cesarean, so is there any
reason to have one?



How many times has the surgeon/hospital performed this operation?

What is the success rate and what does the hospital regard as a success?

Will I suffer harm?

All surgery is dangerous—what are the critical dangers of this operation?

Will I become infected?

What proportion of patients undergoing this operation in the hospital
become infected?

What happens if I get an antibiotic-resistant bacterial infection?

How many patients get antibiotic-resistant bacterial infections in this
hospital?

is list is by no means exhaustive; there are many possible questions, so
concentrate on the major risks. With surgery, the risks associated with
anesthetics, DVT, and infections can dominate.

MEDICAL SCREENING

Each screening suggestion from your doctor is likely to start a negotiation.
Recently, Dr. Hickey received a letter from the local health center offering an
appointment for a health screening. Apparently, the U.K. National Health
Service (NHS) was offering tests to all people between the ages of forty and
seventy-four who did not have an established risk of heart disease or stroke.
e aim of the test was to record a series of risk factors, such as smoking,
obesity, poor diet, and so on. e individual risks would be added to
determine an overall risk factor and those the test determined to be at high
risk would be medicated.

Could this health check initiative be little more than a way of increasing
drug sales? ere are about 60 million people in the U.K., and 15 million are
in this age group. e people for whom such screening is least appropriate
are those with no known cardiovascular disease—exactly the group targeted
by this initiative. Suppose we assume the test is 90 percent accurate at
indicating a clinical problem or good health, which is being generous. is
means that 10 percent of healthy people (those not at speci�c risk) will fail



the test. Consequently, 1.5 million people will receive medication from
which they will not bene�t, but will still suffer the risk of side effects.
e �gures necessary for a patient or a doctor to assess the validity of the

tests were not published on the NHS website about the health check. So, it
was not possible to decide if the screening would be helpful. When asked for
speci�c �gures for the tests accuracy, the government’s customer service
center did not give direct answers. However, they did provide the number of
people who were expected to bene�t: they predicted that, as a result of the
initiative, 1,600 people would not have heart attacks or strokes in a year, and
650 lives might be saved. is seems impressive, until you consider that 15
million people were likely to be tested. So, the chance of bene�ting from the
test by not having heart disease or stroke is small, approximately one in a
thousand. Your risk of not dying is lowered by only 0.004 percent.

Given the information provided, a rational healthy individual would not
have the test. Even in a socialized medical system, there is a cost for the
“free” test. First, the person taking the test needs to attend the clinic, aer
fasting overnight, and take a urine sample with them. e claimed minor
reduction in risk might be worth this cost. However, to achieve this bene�t,
the patients who fail the test will need to take drugs for the rest of their lives.
So, this small lowering of risk from cardiovascular disease may incur the
cost of thirty years’ worth of prescriptions and taking one or more drugs
each day. As a result of this health screening, some unfortunate people are
likely to end up with an unnecessary heart bypass operation. e risks of
side effects from the drugs alone are likely to outweigh the small chance of
bene�t.

Alternative to Cardiovascular Screening

e rational alternative is to have health checks only when you have a reason
for thinking you may have a speci�c problem. Of course, a rational person
would take preventive measures to avoid having such a problem by making
sure his or her diet is not dominated by junk food, but by eating right and
taking supplements. To avoid heart attack and stroke, you can take some
speci�c dietary measures:



1. Avoid sugar—Remove fructose and high-fructose corn syrup from your
diet. Fructose is a “sweet poison” and is found in common table sugar as
sucrose, which is a combination of glucose and fructose. Similarly, as the
name suggests, it is found in high-fructose corn syrup. Glucose is less
sweet than fructose and is relatively benign. e toxicity of fructose
leads to obesity, type 2 diabetes, high blood cholesterol, and so on. In
other words, most of the symptoms addressed in the NHS health check
could be reversed by substituting glucose for normal sugar (sucrose),
avoiding processed foods (which contain high-fructose corn syrup), and
cutting out fruit juices. We are aware that fruit juice is normally
considered a health drink but this may be outweighed by the high levels
of available fructose.

2. Take supplements—Start with the following program:

Vitamin C (3,000 mg a day or more, in divided doses)

Vitamin E (800–1,600 IU a day as natural mixed tocopherols or 100
mg of mixed natural tocotrienols)

Vitamin B complex (B100 slow release)

Magnesium (200–400 mg as magnesium chloride or chelated
magnesium)

Fish oil (3,000–5,000 mg)

A daily multivitamin and mineral

Cardiovascular disease, leading to heart attack or stroke, may simply be a
result of chronic nutritional de�ciency. It may be possible to prevent or even
reverse atherosclerosis and related diseases by taking nutritional
supplements. However, these claims have not been tested in randomized
clinical trials in humans. So, the rational question to ask is whether investing
in these supplements will beat the 0.004 percent reduction in risk provided
by the above medical screening and intervention. e authors estimate the
probability that nutritional supplements can completely prevent
cardiovascular disease as high. Some readers may consider the probability is
lower, but we suspect that even the staunchest critics will produce a
probability greater than four thousandths of a percent. e associated



�nancial cost is the price paid for good-quality supplements, minus the cost
of the drugs you might otherwise be taking. Health bene�ts of taking
supplements rather than drugs include avoiding the drugs’ side effects.
Supplements themselves have little in the way of negative side effects, but

they do have “side bene�ts,” including the possibility of preventing cancer21

and Alzheimer’s disease,22 along with widespread health bene�ts.
Dr. Hickey’s negotiation for the health check was short. He simply read

the lea�ets provided and e-mailed the government with a list of questions.
e information provided was insufficient to estimate the potential value of
the test. e medical establishment was clearly not geared up to provide a
response which would allow a patient or doctor even to check the bene�ts
and risks associated with the tests. Looking at this particular health
screening initiative using game theory shows that the government was not
even providing minimal data. In this negotiation, the government request
that he agree to the test was declined as inappropriate and irrational.

RULES FOR NEGOTIATION

Despite the importance of negotiation in our daily lives, we are not taught
this skill in school. Negotiation is not an innate attribute, a skill that some
people have and others do not; it is a pattern of behavior that can be learned.
Most people do not know how to negotiate effectively and many do not even

try, inhibited by fear.23 Such apprehension is even greater for a layperson
discussing their health with a highly trained physician.

Some people, such as business managers and salespeople, have an
advantage over the physician in discussing possible treatments because they
are used to negotiating deals. ey weigh the bene�ts of a deal against its
costs on a daily, or even hourly, basis. Others, such as teachers and social
workers, have years of experience negotiating with difficult teenagers. If such
people inform themselves about their speci�c diagnosis, they may �nd it
relatively easy to discuss their treatment.

Lawyers are a particular case in which the balance of power can rest with
the patient. Physicians are aware that their role in treating disease involves
difficult cost-bene�t choices. Mistakes are common and any error could
result in legal action. Doctors may tread very carefully if the patient or a



close family member is a lawyer. However, lawyers need to be careful not to
push too hard: if they act in a threatening way, they may receive suboptimal,
dangerous, or expensive treatment. If a doctor is scared that her actions may
be monitored, she could opt for defensive treatments. In this context, a
doctor’s rational response would be to protect herself by initiating a large
number of diagnostic tests, many of which, such as x-rays or biopsies, might
have damaging effects. She may request a costly second opinion to spread
the risk. Furthermore, a physician under legal scrutiny would tend not to
deviate from standard, conventional treatment. Potentially life-saving
surgery might be rejected, for example, based on the risk of complications.
When the risks of treatment apply legally to the doctor, as well as medically
to the patient, the physician is likely to choose an overly conservative option.

We can compare this situation to eating in restaurants. A difficult
customer might be wise to complain and annoy the staff aer the meal is
�nished. We have oen heard stories of chefs and waiters spitting in the food
of critical customers who made the mistake of complaining too early. In any
negotiation, it is essential to consider the position and response of your
opponent and adjust your behavior accordingly. Do not threaten legal
action, as the response might be directly detrimental to you.

A negotiation occurs whenever you want something from someone else,

or they want something from you.24 All meetings between medical

professionals and patients involve negotiation.25 Fortunately, the rules for
successful negotiation have been studied and can be taught. Here, we outline
a basic approach, but remember that negotiation is a skill and requires
practice.

Before You Visit the Doctor

You should prepare well before visiting a doctor, clinic, or hospital. Your
preparation is an essential part of taking and keeping control of your own
health. e period before you visit your health-care worker is called the pre-
bargaining phase of the negotiation. You need a clear reason for your visit,
such as symptoms. Remember that health checks and tests are usually
valuable only if you have a speci�c reason for concern. Make sure you are
well prepared by having an aim—some bene�t you want to achieve.



Plan Ahead

A critical factor in your negotiation is planning and preparation. Plan your
negotiation at an early stage. Decide what you want and consider what you
might do if the doctor refuses. You may try to persuade the physician or,
alternatively, if seeking private medical care, you could seek a more
cooperative medical professional.
ink about how you are going to communicate. Will you have more

chance of getting what you want by �rst talking to the nurse or physician’s
assistant? You might be able to get information on the hospital’s current
practices over the telephone. You may ask your family physician to write a
supportive letter for your use in the hospital. For those taking supplements,
we recommend a “this patient takes vitamins” letter. Even in adulthood, a
note from the doctor still carries weight.

Another factor is cost: what is the maximum you can afford for
treatment? Will this cover the associated costs? If you can afford the
treatment, will the bene�t be worth more to you than the cost?

In the event of a complete refusal to cooperate, it may be possible to make
small concessions, provided they are reciprocated. For example, a patient
might agree to have the operation, provided she is allowed to take her
vitamin supplements while in hospital. Any physician that refuses should be
asked for a full explanation as to why. One elderly woman we know was in
hospital and the staff attempted to take away her vitamins. At ninety years of
age, she faced them down, saying: “ese supplements are my personal
property. You may not take them. If you do, you are stealing from me.” ey
backed off, and she had the procedure.

Gather Information

Gathering information about your health problem is essential. If you have a
con�rmed diagnosis, �nd out about the disease and its treatments. Take
particular care to �nd out about the side effects of any drug or therapy. With
the advent of Internet search engines, such as Google, medical information
has become widely available. Generally, you have access to the same data as
your doctors. You will quickly �nd the authorized sites such as Medscape,
but make sure you include sites on nutrition and alternative medicine. If you



are not familiar with computers or medical terms, get a friend to help. at
young geeky nephew who always seems to be playing computer games has a
use. You are aiming to achieve the most bene�t (restored health) for the
minimum cost, including physical costs such as side effects. Do not be
fooled by the common “insurance pays for it.” Danger for free is no bene�t.
Before attending any consultation meetings, be sure you know what the
main issues are.

If you are not sure what is ailing you, get background information. Try

searching for your symptoms on the Internet.26 e result might not be an
accurate single diagnosis but it may give you an idea of the possibilities. You
can generally get what the physicians call a differential diagnosis—the range
of possible problems. Don’t get carried away, though, or develop the
“medical students’ disease” (hypochondriasis), worrying that you have every
disease you have read about.

When looking up diseases, don’t worry if all the symptoms seem to �t
your case. A lump in the breast may be cancer, but there are several other
less-scary possibilities. Don’t agonize until you have a doctor’s de�nite
diagnosis. Get one. A solid diagnosis is one of the main bene�ts of
conventional medicine; background information helps you understand the
implications.

When you look up your ailment online, use respected sites, such as the
Merck Manual Medical Library. ere are a large number of websites,
though few provide reliable information. Conventional sources are
preferable for diagnosis and information about disease symptoms. However,
this reliability does not always extend to prevention or treatment. Subtle,
hidden promotions from the medical industries contaminate conventional
information sources. It is useful, however, to learn what the conventional
approach has to offer for your illness. When you have the basic information
and a solid diagnosis, look at some of the orthomolecular and related
websites for natural alternatives.

When your physician suggests a treatment, you need to know the risks
and bene�ts involved. If you have not researched the particular treatment,
such as the incidence and severity of side effects, be sure to ask. You should
always look up any drug that you are offered before taking it. You need to
know the probability that the treatment will be effective: if it only helps one



in ten people, you may not want to try that particular therapy. Also, you
need to establish whether the drug will be curative or will merely reduce
your symptoms to some degree. is is especially the case if the drug has a
long list of side effects. Just as you need to know the chance of the drug
being effective, it is important to know the risk of side effects. If your doctor
cannot provide this information, then �nd it yourself. Pharmaceutical
websites provide extensive lists of side effects, presumably to cover
themselves against future litigation.

Set Goals and Expectations

Specify your goals. What do you want to achieve? Are your expectations
realistic? Decide the minimum result you would �nd acceptable, and refuse
to accept less. Despite this, remember that half a pie is better than none.
Your doctor is not likely to agree to every request. In some cases, there may
be genuine concerns. High-dose vitamin therapy may sometimes con�ict
with some procedures or drugs. But that is not sufficient reason for hospital
patients to stop all supplement intakes. If hospital staff want supplement
intake halted, make sure you �nd out exactly why. Which individual
supplement is the problem? Ask your doctor. In some cases, a refusal will be
in your interests, and a good doctor will be able to provide speci�c reasons
for refusal. A poor doctor may rely on authoritarian arguments and will not
be able to give a reasoned explanation based on data. If your doctor is too
busy to provide speci�c evidence, then the doctor is too busy for you. Get a
second opinion.

Before you begin a negotiation, you need to consider your Best
Alternative to a Negotiated Agreement (BATNA). e BATNA is the action
you will take if the hospital or doctor refuses your requests. Oen, the most
powerful leverage in a negotiation is the ability to walk away. In many cases,
you can �nd another hospital or doctor; with private medicine, this will
lower your health provider’s income. If enough patients walk away, their
behavior will change or they go out of business. In socialized medicine, such
as in the U.K., telling the health-care provider that you �nd their service
inadequate may only affect their reputation.

In some cases, such as emergency surgery, there is no BATNA. You need
the doctor’s help immediately, and there is no time for negotiation.



Fortunately, emergency treatment is where conventional medicine provides
its greatest bene�t. However, starting nutritional supplementation as soon as
possible aer surgery may hasten recovery. As soon as the acute emergency
is over, patients need to be willing to re-negotiate their treatment.

Establish Rapport

You should aim to build an effective relationship with hospital staff. To this
end, it is a good idea to engage the physician in conversation early on in
your meetings. Is his or her demeanor friendly and open? You need to �nd
out if the doctor is likely to be willing to cooperate with your needs or will
he or she be unnecessarily authoritative. If the doctor is uncooperative and
unhelpful, consider choosing an alternative physician.

Consider the doctor’s perspective. Most physicians are legally bound and
professionally constrained. If you had trained for ten years, how would you
react to a know-it-all patient who began to dictate terms in your office?
Avoid backing your doctor into a corner. One approach you can use is to
introduce materials written by other physicians who treat naturally—journal
papers, published treatment plans (protocols), excerpts from books, and
highlighted articles. If a reputable doctor uses a natural approach, it may be
easier for your doctor to try it with you. Ask for a “therapeutic trial” as the
doctor may be willing to see if the proposed therapy has any bene�t.

Never mention the words legal or sue in your discussions. Doctors are
genuinely concerned that they could be the subject of legal actions. ey are
performing a difficult service and are responsible for the good health of their
patients. Even the mention of legal action may deter the doctor from
treating you. Remember, most doctors are helpful, intelligent, and caring.
reat of litigation will not make them any more so.

Your primary objective in the initial consultation could be to inform your
doctor that you are a reasonable, intelligent person, and that your goal is to
get back to excellent health. You want to achieve the best possible outcome,
without taking unnecessary risks, and understand that you will need to
access the doctor’s expertise to help achieve your goal. Any reasonable
physician would welcome such a patient.



Consider Costs

ere is no such thing as a free lunch. Every negotiation has associated
costs. ere are obvious costs, such as payment for private medical care. In
�nancial terms, popular wisdom suggests you get what you pay for.
However, the most expensive specialist may not be the best. One leading
surgeon had a reputation for excellence. As a result, he was wealthy but his
waiting list was too long and getting him down—he wanted to shorten it and
do less work. He decided that increasing his prices should solve the problem,
so he doubled them. Ironically, far from cutting his workload, the number of
patients requesting his services increased dramatically. Clearly, the surgeon
was just as competent before he raised his prices, but his new patients
apparently thought that expensive means better. It doesn’t—it just means the
specialist is making a lot of money. Don’t be one of those people who make
medical decisions based on inappropriate �nancial criteria.
ere are other kinds of costs. For example, a protracted negotiation

during which you upset your doctor could result in delayed treatment,
leading to the cost of physical deterioration. e side effects of any
treatments are costs, which should be weighed against the potential for
improving your condition. We have known numerous patients on so many
drugs that it was impossible to tell whether their symptoms were a natural
illness or resulted from interactions between their medications.

Consider any surgery carefully. While a particular operation may be
essential, increasingly surgery is becoming elective, a lifestyle choice. Before
you commit to that nose job or tummy tuck, make sure you are aware of the
costs and possible risks. Is trading a �abby tummy for a large, ugly scar line
and thousands of dollars really a good decision? Ask yourself what else you
could do with the money. Perhaps booking some gym sessions in
preparation for a Caribbean holiday could make you happier?

Judge Based on the Merits

Do what works. Always make sure the negotiation is based on merit and
avoid letting your emotions drive the process. Illness and treatment are
clearly emotive topics, but the more the discussion is based on the merits of
the case, the more likely is a satisfactory outcome. When discussing the



merits of different courses of action, it is helpful to remember that, in most

negotiations, there is a range of fair or acceptable outcomes.27 e aim is to
�nd an outcome that is optimal for your health, while maintaining a
satisfactory relationship with the hospital and its representatives.

You need to ask what treatment options are available. A simple list of
possible treatments is not enough—you need sufficient information to
enable you make an informed decision. If the list of options does not include
your preferred choice, ask about the possibility. For example, a cancer
patient offered surgery and chemotherapy, with the alternative of
radiotherapy, might ask about nutritional therapy or intravenous vitamin C.
e doctor should not dismiss such possibilities but should provide a
reasonable and rational justi�cation of his or her recommendations. If you
are given a plausible medical reason why you should not use vitamins, be
bold and ask for references to the scienti�c papers from which this was
determined.

Given that you have established a level of rapport with the doctor, it is
important to decide whether to suggest an option, such as vitamin therapy,
or wait and see what the physician proposes. If you suggest an option and
the physician states that it is inappropriate, it is the physician’s duty to
explain the reasons. We keep repeating this because it is important, and you
might have to press even for critical information. While the doctor may have
specialist education and understanding, you are the patient and the issue is
your health; in some cases, your life is at risk. So, the physician has a
responsibility to explain the reasons for his decisions and you have an equal
responsibility to show respect and consider the evidence provided. Be a
good listener, but not a slavish subject.

If the physician suggests a treatment, ask about its effectiveness and
possible side effects. How likely is it that the treatment will restore you to
health? How frequent are the side effects and how severe might they be?
What is the likely outcome if you decline the treatment? If patients do not
know the side effects of medications they are taking, they may misinterpret
them as a new illness.

When Beta is the Better Format



A classic negotiating scenario, used in business schools, separates the
students into two groups, Alpha and Beta. ose in the Alpha group are
asked to behave like go-getting business types, negotiating aggressively for
the best result. ey are individual, impatient, and direct. e members of
the Beta group are told to be polite, smile a lot, and never use the word “no.”
Betas are formal, patient, and indirect. ey are deferential to their group’s
authority and unable to make a decision that does not involve the whole
group. Almost invariably, and much to the surprise of the students, the Beta
approach is more successful.

Similarly, a Beta approach may be useful in negotiating your health with a
physician, as it avoids confrontation without conceding important points. In
the business school scenario, Alpha and Beta teams are asked to compete on
a speci�c deal. e Alphas typically make demands and the Betas respond
“yes,” “maybe,” or “we’ll have to check and get back to you on that.” Typically,
the Alphas think that they are winning until close to the end, but they are
eventually beaten down, disillusioned by repeated failure to close the deals.
One of the reasons for the Betas’ success may be the time factor: Alphas tend
to be in a hurry, whereas Betas take time to go back to base and consult with
the rest of their team. Being short of time is a weakness.

You need time to make sure that you understand the issues. Are you
convinced that the proposed treatment will restore you to good health? Is
the solution the best option available? What will be the outcome if you do
not have the treatment? Is it worth getting a second opinion? What does
your local pharmacist think about the drug? If you are unsure about the
doctor’s proposed treatment, take your time. And so you know you have the
time, ask a doctor how long the issue could safely wait. Weeks? Months?
Don’t be afraid to say you need extra time to think about it. It is a big
decision, so consider your options carefully.

Employ a Principal?

In negotiation, a “principal” is a third party with in�uence or, perhaps, the
�nal decision maker. For example, a small computer company, in Italy, had
only one employee. When negotiating contracts, the employee said he had to
put all options to his �nancial director, Mr. Black. Unknown to his
negotiating partners, the �nancial director was a small black terrier! True to



his word, he would put the proposal to his dog before returning to the
negotiation. “Mr. Black indicates these prices are not justi�able in the
current �nancial circumstances. Is there anything you can do on the price?”
e approach was highly effective in negotiating bene�cial deals, which
illustrates the power of a principal or higher authority.

Applying this method, you might, if you have medical insurance, discuss
your options with company representatives before going to see the
physician. Not only will you know what will be covered, if the insurance
representatives support your approach to treatment, they may provide
additional leverage for your suggestions. A layperson negotiating with a
doctor is oen at a disadvantage because of perceived differences in status
and education. You can also use this in reverse: if you are not happy with the
proposed treatment, you might tell the physician that you wish to discuss
the options with your representative from the insurance company.

Win-Win

Doctors sometimes have odd ideas about medicine. Seeing as many bodies
as they do, they can forget that this particular body is yours; your precious
health is on the line. You would not expect to take your automobile to a
garage for an oil change and then be told that they had decided (unilaterally)
to recondition the engine. e mechanic’s role is as a professional, providing
a service. He has a responsibility to provide advice and technical skill in
order to ensure the automobile is an effective, reliable, and safe means of
transport. Similarly, the doctor provides a service to the patient. In the
doctor’s case, the role is to help the patient achieve relief from pain and
discomfort, together with freedom from illness. e role extends to helping
achieve the optimal physical, mental, and emotional health. In that role,
doctors have a duty to make sure patients are satis�ed with the treatment.

A win-lose solution is a bad outcome to a negotiation. In particular, you
do not want your doctors to feel aggrieved—they might one day wear masks
and hold your life in their gloved hands. e result should be satisfactory to
all the parties. While you should always negotiate on merit, do not neglect
the emotional and other interests of those involved.



Closure

e negotiation is not over until you have achieved a resolution. You may
not achieve all your aims, but you should cease negotiating when you are at
least satis�ed by the outcome. “Satis�cing” means achieving a satisfactory
outcome, not necessarily the best possible solution. e aim is to achieve a
mutually acceptable compromise. If you are dissatis�ed with the proposed
treatment, there are several options. You can engage the current doctor in
further negotiations, explaining that the available options are unappealing or
too expensive. You could ask for a second opinion. If you are paying for the
treatment, you are free to take your business elsewhere. Look for possible
compromises, but don’t suggest them, unless the negotiation has reached an
impasse.

Stacking the Deck in Your Favor

Make it easy for your doctor by staying healthy. Eating well, not smoking,
and avoiding excessive alcohol will show that you take your health seriously.
Show that you take care of yourself and expect similar consideration from
your physician. Present your doctor with a positive approach to health, just
as you might brush your teeth before visiting the dentist.

If you are unconvinced about a proposed therapy, use the “suggestive
selling” technique. Suggest a natural alternative to the medical treatment
you may be offered. If you are not successful, then, instead of an either-or
choice, suggest “both.” Know what bene�ts you want to achieve and see that
you get them with minimum risk.

If possible, avoid taking several different drugs, which is known as poly-
pharmacy. Each drug has side effects; if you take two drugs, they can
interact. So, you have a three-fold potential risk of side-effects: one set of
side effects from each drug and one from the drug interactions. e more
drugs you take, the greater the potential for side effects. e number of
possible drug interactions also increases rapidly and these interactions are
not well understood.

Look up each surgical procedure or medicine you are offered. If you are
unsure about doing this yourself, ask someone with an interest in the area to
do it. Always ask your pharmacist about a prescribed drug and its side



effects. Find out for yourself if there is really a problem with
supplementation. It is rare for a vitamin to interfere with a prescription
drug. Information about prescription drugs can be found in a number of

books, such as the Physicians’ Desk Reference28 or the British National

Formulary.29 Ask at your local library for sources of information or use the
Internet wisely. e necessary information speci�c for a particular drug
should also be contained on its package inserts. Do not assume that your
doctor or nurse knows drug interactions for all the available drugs.

Listen for phrases that suggest an open-minded physician:

“Vitamins aren’t likely to do you any harm.”

“I myself take a daily vitamin tablet.”

“I’ve heard of more and more people doing this.”

“I attended a seminar on this recently.”

“Since it is unlikely to do any harm, let’s try it.”

“Let me know how this works out for you.”

“I told my other patients about it.”

Doctors love to be told that “their” therapy is successful, so provide your
doctor with feedback. Medicine will refocus efforts on nutrition and disease
prevention when it becomes apparent to physicians that patients need and
request it. It is equally important to let the doctor know when a nutritional
intervention is ineffective. If appropriate, tell the doctor that the therapy has
worked and you are feeling great. You are likely to be rewarded with,
“Whatever you are doing, keep doing it.” at is the sweet sound of self-
reliant success.

WMD

Ultimately, you could invoke your WMD—weapon of medical destruction—
and bring in a lawyer. However, do not make idle threats. We do not support
the widespread increase in legal action against the medical profession. Its
main actions are to pro�t lawyers and increase medical costs. However,



everyone entering the hospital should have the contact details of a legal
representative. Hospitals are dangerous places and a lawyer can be your
ultimate weapon. Legal action is always a last possible resort and must be
avoided if there is any reasonable alternative. Involving lawyers, or even
mentioning them, may prevent doctors from providing you with the best
care. As mentioned previously, you may be subjected to excessive diagnostic
testing and procedures, as the physicians cover their actions with defensive
medicine. Once you have invoked legal action, health care may be more
difficult to �nd. Even excellent doctors do not want patients who encourage
legal challenge of their best efforts.

Medical doctors do a difficult job under challenging circumstances with a
constantly changing knowledge base. Unless conditions are extreme and
patients have suffered gross neglect or life-threatening incompetence, simply
side-step inept or prejudiced doctors. Take control of your life and manage
your case yourself. Avoid the transferring of responsibility from one �awed
profession (doctors) to another (lawyers), and having to pay for both.



I

CHAPTER 7

Take Charge of Your Health Care

“e doctor of the future will give no medicine,
but will instruct his patient in the care of the human frame,

in diet, and in the cause and prevention of disease. ”

—THOMAS ALVA EDISON (1847–1931)

t is a cornerstone of corporate medicine that doctors are needed in order
for people to make rational decisions about their health. Doctors, it is

assumed, have the training and information needed for such life-and-death
decisions and ordinary people do not. While it is true that patients suffering
from dementia may need help with even day-to-day decisions, a motivated
intelligent adult is at little or no disadvantage compared to a physician.
Medical doctors have no special access to privileged information and no
specialist training in rational decision making. Perhaps it is time doctors
respected the primary authority of the patient.

GET THE CORRECT DIAGNOSIS

When you are ill, the �rst critical focus is to �nd out what is wrong with you.
While there are some general ways of helping the healing process, most
treatments depend on the speci�c diagnosis; there is no point in giving an
inappropriate treatment. One of the main functions of doctors is to make a
diagnosis, which provides information, suggesting possible treatments and
the likely outcome.

To be useful, the diagnosis must be accurate. Errors at this stage may be
compounded if incorrect treatment is given that causes the patient increased
harm or endangers their life. As a senior surgeon once told us, diagnosis is
more of an art than a science: it depends upon clinical judgment. Medicine
is not a science and is more accurately described as a cra or technology.
Clinical decisions have no unique properties and are well explained by the
decision sciences. Unfortunately, a doctor’s judgment is oen subjective.



ey might do well to learn some simple decision-science techniques and to

use computer aids.1 Medical diagnosis may be described as an art, but it has
a basis in science and could easily be improved.

Inappropriate decisions cause errors. Strangely, medical errors are oen
not a major concern for either patients or doctors, though this may simply
re�ect ignorance of the facts. Dr. Robert Blendon and colleagues did a
national survey of 831 physicians, who responded to mailed questionnaires.
About one-third of the physicians (35 percent) reported medical errors. e
researchers compared this result with random telephone interviews with
1,207 members of the public. A large proportion of the public (42 percent)

reported medical errors in their family’s care.2 A similar study of 2,201

adults supported these observations.3 Of these, 35 percent reported that
their immediate family had suffered a medical error in the previous �ve
years. Half of the errors were misdiagnoses and 35 percent of these
produced permanent harm or even death. Over twice as many adults (55
percent) were concerned about outpatient diagnoses, compared with those
provided in a hospital (23 percent). Similar worries about the
appropriateness of treatment (38 percent) and misdiagnosis (22 percent)

were found in patients receiving emergency treatment.4 Somehow despite
this widespread experience, medicine is oen considered caring and
effective.

Accurate Methods of Diagnosis

Some methods of diagnosis are less subjective and likely to produce accurate
results. Pathology and laboratory examination of specimens should give
reproducible results. Radiology, which involves recognizing magnetic

resonance, x-ray, or ultrasound images, is also reasonably accurate.5 For
these approaches, typical error rates are reported to vary between two and
�ve misdiagnoses per 100 patients. With surgical pathology specimens, a
second opinion resulted in only 86 altered diagnoses in 6,171 patients,

suggesting reasonable consistency.6 However, these low error rates depend
on the skill and interpretation of medical specialists; when radiographs are
interpreted by physicians in an emergency department, from 16 percent to

35 percent were incorrect.7 As we have described earlier, medical tests are



typically not accurate enough to be considered reliable. Always ask for a
second test, particularly if the doctor suggests you have an unexpected
result.

Gerd Gigerenzer, psychologist and Director of the Max Planck Institute
for Human Development, in Berlin, has investigated medical diagnosis and
decision making. He came to the conclusion that physicians are oen unable

to interpret the results of diagnostic tests.8 Dr. Gigerenzer found that simple
methods, such as representing probabilities as fractions, such as 23 people in
100 rather than a probability of 0.23, greatly improved doctors’ ability to

understand the meaning of basic diagnostic results.9 Unfortunately, doctors
are given almost no training in such statistics. Moreover, there is a trend in
medicine to represent results in terms of percentages and relative risks,
which simply confuse the reader, whether medically trained or not. Even
when tests provide de�nitive results, doctors may misunderstand their
implications.

Error-Prone Diagnoses

Direct clinical observation can provide robust results but, oen, such
evidence is vague. e proportion of errors in clinical diagnoses is higher
than with experimental or radiographic data. In British hospitals, according
to one study, 6 percent of the admission diagnoses were found to be in

error.10 Almost 11 percent of hospital patients in Greater London had
adverse events, more than half of which could have been prevented. Of these
patients, less than one-�h of the adverse events were caused by surgery or
invasive procedures; more than half were caused by errors on the wards.
Diagnoses by inexperienced clinicians, poor records, insufficient
communication, inadequate consultant support, and inappropriate
assessment before discharge were identi�ed as contributory factors.
e current popularity of so-called evidence-based medicine (EBM)

means that doctors are guided in their practice of diagnosis and treatment
by the results of large clinical trials. Unfortunately, large-scale trials are next
to useless in this respect. e idea that you can use the statistics of groups to
predict the response in an individual is a fallacy. Gamblers know this well,
oen to their regret. Indeed, such error even has a scienti�c name—the



ecological fallacy. To take an extreme example of this error, in human beings,
the average number of ovaries and testicles across the population is one of
each! Clearly, a surgeon operating on a randomly selected individual would
be unlikely to �nd this particular arrangement of organs. In this case, the
group is really two groups—males and females—so the average is
nonsensical. However, human anatomy and physiology are biologically
individual, so it is improbable that a doctor will ever meet an “average”

patient.11 Serious mistakes occur when group averages are attributed to an
individual.

Diagnoses made in emergency departments are particularly difficult, as
staff members operate a high patient load under time constraints.
Emergency doctors are oen subject to stress and uncertainty, which can
lead to diagnostic errors. In addition, emergency medicine oen requires
complex and rapid decision making concerning life-threatening situations.
e rate of misdiagnosis in emergency rooms is variable, but is reported to

be from 0.6 percent12 to 12 percent.13 e divergence in these �gures may
simply re�ect different de�nitions of misdiagnosis.

One reason for doctors making so many mistakes in diagnosis and
treatment is overcon�dence. Too oen, a medical doctor seems to want to
be thought of as a sort of deity, and many patients are only too happy to
oblige. Patients should give doctors the respect that comes with their
education and professional standing. However, the converse is also true:
doctors should respect patients, who regardless of their education, gender,
race, or economic standing, deserve courtesy. Indeed some patients are
better educated and of higher standing than their physician. e
unwarranted assumption of power may lead physicians to become

overcon�dent, which can result in errors in diagnosis.14

MINIMIZE THE RISKS OF MEDICAL
SCREENING

Medical tests can be dangerous: they might put you in the hospital. Such
repercussions should be considered carefully. Screening tests such as body
scanning or mammography are difficult to justify. e tests are simply too
inaccurate, given the small chance that a typical subject has the disease.



Many doctors do not realize this, thinking that a positive test means that the
subject is almost certain to be ill. e broader implication of medical testing
is that screening a person in good health is likely to be harmful.

To take an example, let us assume we have a mammogram test for breast
cancer that is 90 percent accurate. is means that for ten people who have
the illness, nine will have a positive test. At �rst glance, such a result looks
great, as those nine can now have treatment. However, some of the people
with positive mammograms may have a form of cancer called ductal

carcinoma in situ (DCIS).18 If le untreated, some women with DCIS will
not go on to develop breast cancer. Following the mammogram, DCIS
patients may be considered as cancer sufferers; they could have their tumors
removed, followed by radiotherapy and, possibly, chemotherapy. ey might
even be happy, considering themselves the lucky ones because their “cancer”
was found early. e doctors bene�t too, as their apparent cure rates go up,
treatment statistics improve, and they can use the data to support additional
screening. However, some of these patients will have been “cured” of a
disease they never actually had and, if not for the mammogram, they could
have lived their whole lives in blissful, healthy ignorance.

“How Long Have I Got?”

On hearing they have malignant cancer, patients oen respond with
the question “How long have I got, doctor?” In some cases, the doctor
will reassure the patient that there are treatments available. In most
common adult malignancies, the physician will know that treatments
are unlikely to save the patient. Doctors face a dilemma: answering
honestly is an admission of failure, but the patient wants an idea of the
length of time they have, so they can say goodbye and make
arrangements.

“So,” said comedian Henny Youngman, “is guy’s doctor told him
he had six months to live. e guy said he couldn’t pay his bill. e
doctor gave him another six months.” e joke is more apt than it
appears. Let’s say the doctor gives an opinion, based on ten years’ of
experience in cancer treatment, that the patient has four to six months
to live. e patient then uses this estimate to plan, survives for eight



months, and feels lucky for beating the odds. However, the doctor’s
estimate of life expectancy is likely to be almost useless for any
individual case and should probably be ignored, as another illustration
of the ecological fallacy.

As an example, biologist and author Stephen Jay Gould was

diagnosed in 1982 with mesothelioma.15 As a scientist, Dr. Gould’s
response was to ask where the best technical literature on his illness
was. e physician told him there was nothing worth reading about the
disease. Perhaps she was being kind—on average, half the people with
this disease would be dead in only eight months. However, Dr. Gould
knew he might achieve a much longer life, as some people with the
disease live for years. He understood the statistics better than his
doctor. In the end, he recovered and survived for twenty years and
eventually died of a different (lung) cancer.

In one study, doctors were asked how long 193 patients with

Hodgkin’s disease, a cancer of white blood cells, would live.16 eir
estimates were essentially random, about as good as taking a number
from a hat. Suppose you are �y and expected to live to age eighty but
now have prostate cancer. Picking a random number between �y and
eighty is as accurate as your doctor’s estimate. As iconoclastic
optimists, we suggest you break the rules and choose age eighty-�ve.
Most people with prostate cancer die with it rather than from it.

Some patients with “terminal” cancer will greatly exceed the doctor’s
expectations, living a long and gratifyingly productive life. Given a
terminal diagnosis, the patient would do well to consider changing
their lifestyle. A rational terminal patient, aware of the nature of the
disease, would take some speci�c supplements and change their diet to

improve their chances.17 Yogi Berra was right: “It ain’t over ‘til it’s over.”

To minimize the risks associated with medical testing, we need to
understand how they work. You cannot rely on the expertise of your
doctors; many of them are as confused by statistics as the rest of us.

In order for you to make a rational decision, the doctor needs to be able
to tell you more than the “accuracy” of the test. A doctor who tells a patient
that a test is about 90 percent accurate, or even 99.99 percent accurate, has



not conveyed enough information. e patient cannot use this �gure to
work out whether or not they should have the test. e patient also needs to
know the accuracy of the test on people who do not have the disease. So, an
important question is, if a subject does not have the illness, what is the
likelihood of the test reporting this accurately? To keep things simple, we
will assume that the test is also around 90 percent accurate for people who
do not have the illness. On hearing this �gure, people may feel reassured
that the test is useful. Aer all, if the test only misses one in ten people who
have the disease, and misclassi�es only one in ten people who do not have it,
that is not too bad, is it? We might think it is worth subjecting one person to
gratuitous treatments, in order to save another person’s life (although the
�rst person might disagree).

Unfortunately, we still do not have enough information to make this
decision. In order to decide whether or not a screening test is likely to be
bene�cial, we also need to know the incidence of the disease in the
population. is is the chance that a typical person in the population will get
the disease over some period of time. In mammography, for example, we
need to know the chance of a typical person developing breast cancer.

Let us use �gures published by David Eddy for the accuracy of

mammography.19 As an example, let us suppose that you are a typical,
apparently healthy woman and your chance of having breast cancer is one in
1,000. (Men also get breast cancer, but the frequency is lower.) You take a
mammographic screening test, which gives a positive result. What is the
chance that you actually have breast cancer? e test’s accuracy is 92
percent, so most people, including many doctors, would assume this meant
a 92 percent chance of having the disease. Fortunately, they are wrong: even
if you have a positive result, you are still unlikely to have the disease. If you
really did have cancer, there is a 92 percent chance of the disease being
picked up. Similarly, if you are healthy, the test will be correct 88 percent of
the time. Now—and this is important—remember that the incidence of
breast cancer is only one in 1,000. So, for 1,000 people tested, only one will
have the disease and have a positive test (at 92 percent accuracy). By
contrast, 999 people will not have the disease, of whom 120 (at 88 percent
accuracy) will be wrongly diagnosed false-positives. erefore, if you have a
positive test, your result is much more likely to be false than true. Your



probability of having the illness with a positive test is only one in 120, or less
than 1 percent!

Of course, as a patient with a positive screening result, you are likely to be
worried and concerned about having the illness. You will probably be
recalled for additional tests. e initial test might be repeated just to be sure.
If the result of the second test is positive, you may well be even more
worried. However, even aer two positive tests, the chance of having cancer
is still less than 10 percent, despite the test’s 92 percent accuracy. is can be
seen in the following way: of the 121 positive results of the �rst test, on
average only one will be correctly diagnosed as having the illness, while 120
healthy people will be misclassi�ed as sick. e chance of an apparently
healthy person having the disease aer two positive tests is only 7 percent.
However, many may consider two positive tests “proof.”

Before the test you were apparently healthy and happy. Now, you may be
scared enough to go for additional tests and perhaps a surgical biopsy. If this
shows abnormal cells (which, if undetected, might never have caused a
problem), you could be in for treatment. Conservative treatment might be
lumpectomy (removal of the lump), followed by radiation therapy. If you
have a more radical surgeon, you might have a radical mastectomy, together
with radiation or chemotherapy. Living in fear of a relapse, you are likely to
be monitored and frequently rechecked for the next few years. However, you
could well have been healthy and likely to remain that way.

Basic Rules for Medical Tests

Ask the physician to explain your individual need for the test. is should
include the reason the doctor considers you may have the disease. In an
ideal world, the doctor will be able to tell you the test’s accuracy, both for
those with the disease and for those who are healthy. You would also be told
the incidence of the disease in the population and in any high-risk group to
which you belong. You also need to know what will happen if the test
indicates you may have the disease. Will the follow-up be invasive? Might
you receive treatment for a disease you do not actually have?

Staff and students at Harvard Medical School found test results difficult

and failed to interpret them properly.20 ey were asked about the meaning
of an accurate positive diagnostic test result. e medics had been told that



the illness occurred in one person in 1,000. Of those who did not have the
illness, 5 percent (50 in 1,000) would test positive. e subjects were asked,
what is the chance that a person with a positive result has the disease? About
half of the respondents said the probability was 95 percent that such a
patient had the illness. is answer is wrong. If 1,000 people took the test,
then 51 would be expected to test positive: 50 false-positives and one person
with the illness. Of those 51 positive results, only one person was really ill
(1/51 ≈ 2 percent). So, only 2 percent of those with a positive test would
have the disease, not 95 percent, as many of the medics believed.
Worryingly, the medics who failed this test were from an elite medical
school and presumably represent the cream of the profession.

In the real world, the doctor (even a specialist) will not be able to provide
you with all this information. A general practitioner is not expected to
remember the incidence of every disease and the statistics for all clinical
tests. As we have seen, the necessary �gures are oen difficult to obtain.
Despite this, doctors administering screening tests should be able to provide
such information. Critically, without this information the test may simply be
misleading. You can glean what information the doctor is able to provide
and then do further research. Find out about the test. If you do not
understand test statistics, �nd someone who does.

Here are some rules of thumb to help you decide whether or not to be
tested.

You should have a diagnostic test:

If you have good reason to believe you have the disease.

If you are in a high-risk group. Being in a high-risk group means that the
likelihood of your having the disease is greater. is means the test has
more value as a positive test might indicate a higher risk of having the
illness.

If you have symptoms. Having relevant symptoms places you in a high-
risk group. Something is generating signs of disease, such as breast
lumps, and you need to ensure that you are safe.

If the test is exceedingly accurate. A really accurate test would overcome
the problems of diseases with a low incidence. If the test is highly



accurate, a patient with a low risk who tests positive will probably have
the disease. However, medical tests are performed on biological systems,
which are characteristically variable. People also vary, so highly accurate
diagnostic tests are rare.

If the risk is large. Risk includes the likelihood that you have the disease
and the magnitude of its consequences. It is pointless having a test if the
health cost of the disease is minimal. For example, infection with benign
gut bacteria is irrelevant if the bug is naturally present and does no
harm.

You should not have the test:

If you have no reason to believe you are at risk. In this case, a screening
test may be counterproductive and ultimately cause you harm.

If you are not in a high-risk group. en, you are, by de�nition, unlikely
to have the disease. In this case, the test is unlikely to be accurate, unless
you have symptoms.

If you don’t have symptoms. If you do not have symptoms and are not at
speci�c (high) risk of contracting the disease, the test is unlikely to be
useful.

If the test is not accurate. An inaccurate test is useless unless you are at
very high risk, have some decidedly speci�c symptoms, or have a strong
reason to believe you have the disease.

If you receive too little information. You need three pieces of
information before you can judge the value of any test: the test accuracy
for people who have the illness (also called the incidence of true
positives and false negatives); the test accuracy for those do not have the
illness (also called the incidence of true negatives and false positives);
and the incidence of the disease in the group of people to which you
belong. e doctor proposing the test should be able to provide this
information.



WHY YOU DON’T NEED HIGH-TECHNOLOGY
MEDICINE

People do not need doctors and high-technology hospitals to maintain good
health. Corporate medicine deals with the sick and is little help with disease
prevention and promoting good health. Doctors get little training in
nutrition at medical school and only rarely embark on independent
nutritional studies. Over the years, corporate medicine has acted to inhibit
people from taking nutritional supplements or having a good diet. Since the
decision, long ago, that they would predominantly target the sick, it may be
time for them to stay out of preventive medicine altogether.

It is not clear whether corporate medicine is of overall bene�t to patients,
even though doctors and hospitals oen save lives and prevent disability. We
will repeat the caveat that if you are unfortunate enough to break bones or
have acute appendicitis, a hospital may save your life. However, there is solid
evidence that hospitals also kill and maim. Overall, do hospitals reduce
disability and extend people’s lives? Obtaining an answer might seem
straightforward: if the number of people killed is subtracted from the lives
saved, we would have an indication of the overall utility. e numbers are
not published. Currently, there is no convincing evidence that, on average,
hospitals bene�t the health of society.

Fantasy Surgery

Fantasy surgery is a term that refers to operations carried out to
forestall problems that might not occur. A twentieth-century example
is the removal of tonsils from children, just in case they might become

infected.21 In 1934, a study in New York found that 610 out of 1,000
children (61 percent) had had their tonsils removed. Doctors then
examined about 370 of the remaining children (37 percent), to see
whether they required tonsillectomy. ey recommended that 45
percent (about 166) of the children should have the operation. is le
about 204 “healthy” children, who were presented to other doctors as
new patients. e new doctors selected a similar proportion for surgery
(46 percent or 94 children), leaving about 110, who had been classi�ed



as healthy children twice. ese twice-healthy children were then
examined by a further set of doctors to see if they needed
tonsillectomy, which resulted in only 64 children (of the original group
of 1,000) who had not been recommended for the operation. e study
ended, apparently, because there were no more physicians to advise the
remaining children to have the operation.

George Bernard Shaw would seem to have been correct when he
commented, “e test to which all methods of treatment are �nally
brought is whether they are lucrative (to doctors) or not.” As the
tonsillectomy example suggests, each time a doctor examines a patient,

the patient may risk unnecessary treatment and �nancial cost.22 Unless
the patient has ominous symptoms, a clinical examination or other test
may do more harm than good. is is particularly the case with mass
medical screening, which is becoming increasingly common.

e publication of the number of people who were dying as a result of
medical interventions has generated concerns about the quality of

treatment.23 In 2004, the U.S. Institute for Health-care Improvement (IHI)

responded with the 100,000 Lives Campaign.24 e Institute approached
over 3,000 U.S. hospitals, with the aim of preventing 100,000 unnecessary
deaths over eighteen months. ey wanted the hospitals to use six
interventions that might help protect patients:

Rapid response teams

Medication reconciliation

Prevent central line infections

Prevent surgical site infections

Prevent ventilator-associated pneumonia

Evidence-based care for myocardial infarction

e idea was that by setting a number of lives to be saved, the aims would

be clear and results measurable.25 Eighteen months later, in June 2006, IHI
proudly announced that the campaign had far surpassed its goal, as 122,342



lives had been saved.26 According to their reports, hospitals had responded

successfully to the challenge laid down by the campaign.27 Self-
congratulation was the order of the day. One paper even suggested, without

a hint of irony, that a new target should be set: a 5 Million Lives Campaign.28

Admitting that 15 million adverse events occurred in hospitals each year, it
was suggested that there were forty to �y incidents for each 100 hospital

admissions.29 e aim of the new campaign was to lower the number of
adverse event deaths by 5 million a year.

Despite these well-publicized campaigns, unnecessary hospital deaths and
injuries continue to happen. Even the estimates for the number of lives

saved in the 100,000 Lives Campaign were optimistic.30 ere is no reliable
evidence to support this claim. In 2009, the Agency for Health-care
Research and Quality (AHRQ) provided a check of the �gures. ey
reported a decrease of 23,623 deaths between 2004 and 2006. Using the

dates of the campaign, they suggested, only 12,342 lives were saved.31 e
idea of lowering the harm done in hospitals was laudable. Unfortunately, the
effort was a failure: people are still being killed and maimed in hospitals.

For millions of years, humans and their ancestors have thrived without
doctors and organized medicine. Over the past 2,000 or so years, people
survived despite the bloodletting, barbaric operations, and purging that
physicians used to think were therapeutic.

Over recent years, corporate medicine has tended to destroy or abuse
many of the most effective tools at its disposal. In 200 years, it has essentially
failed to improve vaccination beyond its crude beginnings and still injects
animal tissue and various viruses, along with the supposedly protective
antigen. To this concoction, product developers have added various toxic
additives and preservatives, which potentially cause autoimmune disease
and neurotoxicity. Hospitals have failed to maintain reasonable standards of
hygiene and consequently have acted as breeding grounds for antibiotic-
resistant organisms.
e medical professions have abused and overused antibiotics, promoting

the development of resistant pathogens. In late 2009, the �rst case of XXDR
TB was found in the U.S., an extremely drug-resistant form of tuberculosis,
which is even more dangerous than multi-drug-resistant tuberculosis (MDR
TB) and extensively drug-resistant TB (XDR TB). MDR TB is resistant to at



least two primary �rst-line drugs, isoniazid and rifampicin. Modern
medicine would do well to remember that diseases such as TB ravaged
Western populations a relatively short time ago. It could return. In 2007,
there were 9 million new cases and almost 2 million deaths from the

illness.32 Half a million people are estimated to have MDR TB.
In the past, TB was epidemic in Europe, with one in four people dying

from the disease. Over time, TB and other infections were defeated largely
by changes in lifestyle and improved nutrition. Fortunately, a good immune
system can prevent the disease from developing in as many as 90 percent of

people.33 In other words, people can be infected with TB for long periods
without harm. e illness breaks through when the body’s immune system
cannot keep the person healthy.

Drug-resistant TB most oen arises when doctors fail to treat it properly
or patients do not adhere to the long treatment schedule. Notably, MDR TB
spreads from person to person in places where people have compromised or
poor immune systems. XXDR TB may be resistant to all �rst-line and
second-line antibiotics. Relying on antibiotics and treatment, rather than an
excellent immune system, to protect against pandemic diseases is irrational.

Individuals can support their immune systems and greatly lower their risk
of infection by ensuring they are not nutritionally de�cient. e key
vitamins are C and D3. Most people do not obtain sufficient amounts of

either. In temperate regions, people can manufacture their own high levels
of vitamin D when exposed to the summer sunshine. During the winter,
however, vitamin D levels drop, which may be the driving factor for the cold

and �u season.34 If you get a cold or the �u every year or two, it is time to
reassess your diet and consider vitamin supplements.

THE DOCTOR WITHIN

A classic case report from 1940 concerns a boy with an abnormal craving for

salt.35 His �rst word was “salt.” At one year old, the boy began licking the salt
off crackers and eating it directly from the salt shaker. At every opportunity,
the boy would eat salt. His parents, concerned at this abnormal behavior,
consulted a doctor. e boy was taken to the hospital, where extra salt was
not available, and he died. e doctors failed to recognize that the child had



a problem with his adrenal glands, causing shortage of the hormones that
regulate salt excretion. His body could not retain salt and his hunger for it
was a compensation mechanism. e boy needed salt and would go to great
lengths to maintain his intake. By restricting his salt, the hospital
inadvertently killed him.

It is strange to think that this little boy’s body knew more about his
nutritional needs than a hospital. Fortunately, the case of the boy who loved
salt is an outlier—few people will have such a salt requirement. However, the
case demonstrates that human requirements for nutrients can vary widely, a
factor that is not taken into account in determining recommended dietary
allowances. Sixty years aer a hospital killed the little salt boy, medicine still
does not accept the variability in need for vitamins and minerals.

Just like humans, animals have speci�c vitamin and mineral requirements
and will seek out sources of nutrients and adjust their diet accordingly.
Elephants dig out saltlicks to satisfy their need for minerals, including salt

and iodine.36 In places where the soil is de�cient in sodium, termite mounds
may be used as saltlicks. Many other animals visit saltlicks and use them to
obtain adequate intakes of calcium, magnesium, selenium, sodium, and
zinc. Dairy cattle are given saltlicks that are loaded with trace minerals.

While humans retain some ability to select food for the nutrients we

require, animals are more effective and even self-medicate.37 Dogs and

jackals oen eat grass;38 there are several explanations for this behavior, but
the most likely one is that canines use grass as a medicine for
gastrointestinal upsets. Cats also commonly eat grass, presumably for

similar medicinal reasons.39 Baboons in Ethiopia selectively eat balanites
fruit when at risk of schistosomiasis, a disease caused by a �uke of fresh-
water snails. e fruit contains a powerful drug, diosgenin, which may help

protect against infection.40 Tanzanian chimps use aspilia, which is
antibacterial, antifungal, and helps prevent worms. However, the drug is not
well absorbed when swallowed. To overcome this, the chimps knead the
leaves around their mouths before swallowing, to encourage buccal

absorption. Aspilia is important in African traditional medicine as well.41

Wild orangutans have been observed using a natural anti-in�ammatory.42

In 2005, Dr. Helen Morrogh-Bernard, of Cambridge University, was

studying the great apes in Borneo.43 She saw an adult female grab leaves



from a plant and chew them. en, taking some of the foamy green spit, the
ape applied it to her le arm. Dr. Morrogh-Bernard immediately realized the
ape must be applying the leaves as a form of self-medication. e leaves
came from commelina, also known as day�owers, which orangutans do not
normally eat. Local people use the plants as a medication: they grind it up
and apply it to their skin as an anti-in�ammatory treatment for muscular
pain and swelling. Other apes also used the leaves as a skin treatment. Dr.
Morrogh-Bernard acknowledges the herbal link between the apes and the
local people, both of whom use the same treatment, and she speculates that
the people may have learned about the drug from the apes.

Animals adjust their behavior, movement, and diet to ensure they have
adequate mineral intakes. Modern humans are not so lucky—we consume
so much processed and otherwise adulterated food that it confuses our
ability to control our diets. An example of this contamination is the
widespread introduction of monosodium glutamate (MSG), which is used
to make otherwise unpalatable food tastier. At high intakes, MSG is a
neurotoxin that kills brain cells and is somewhat addictive.

THE NEW MEDICINE

A new initiative is taking hold in medicine, supported by improvements in
communication and collaboration brought about by the Internet. e
rami�cations may be immense and unforeseeable. Looking back to 1977,
Ken Olson, President of Digital Equipment Corporation (then a leading
computer company), told the World Future Society in Boston, “ere is no
reason anyone would want a computer in their home.” It is easy to be smug
aer the event, but few could have predicted the rise of ubiquitous
computing and the Internet. Similarly, corporate medicine may have missed
the implications of the new technology in their �eld.

As many people are aware, the World Wide Web has developed a more
collaborative technology, commonly called Web 2.0, which facilitates
information sharing and cooperation. Health 2.0 and Medicine 2.0 are used
by people with an interest in health care, including doctors, scientists, and

patients.44 e aim is to increase participation in health care and medicine
through social networking, participation, apomediation, collaboration, and
openness.



Most of these terms are self explanatory. Apomediation is when someone
�lters and interprets the information. An apomediator is anyone with
extensive knowledge of the area; an intelligent patient who has researched
an illness and produced a website is an apomediator. Apomediators may
have no formal quali�cations or could be university professors. However,
apomediators oen have more specialist knowledge than physicians. It
seems that the idea of apomediators was not initially considered part of the
process. Dean Giustini, a librarian at the University of British Columbia
Biomedical Branch, suggested, “An expert [that is, doctor] moderated
repository of the knowledge base, in the form of a medical wiki, may be the
answer to the world’s inequities of information access in medicine if we have

the will to create one.”45 Limiting the information to that approved by a
physician may have been suggested to placate physicians. However, almost
immediately it became apparent that medical knowledge is not the
proprietary domain of doctors, nor was it ever so. e new open approach to
medicine provides almost endless opportunities for improving health in the

future.46

TAKING CONTROL OF YOUR HEALTH CARE

Doctors have a vested interest in controlling of your health care.
Participative medicine involves patients retaining responsibility for the �nal
decision; the doctor’s role should be to provide information and technical
expertise. Ultimately, you should decide whether or not surgery is
appropriate in your case or if the bene�ts of a prescribed drug outweigh the
risks. e doctor should inform you of the side effects and potential bene�ts:
if a doctor is prescribing a drug, he or she should be able to justify that
recommendation.

Naturally, doctors have criticized Health 2.0 and patients’ use of the
Internet. ese tools may be seen as threatening to their status and
livelihood. ey argue that while doctors might validly use Google to help
diagnosis, this does not apply to the general public. e claim is that people
who are not quali�ed physicians might be “less efficient and be less likely to

reach a correct diagnosis.”47 Surprisingly, in experimental testing, individual
“human experts” get worse results than does a nonspecialist but informed



crowd.48 Moreover, we consider it highly unlikely that a typical M.D. would
outperform a well-educated apomediator, although, like the critics of Health
2.0, we have no speci�c data on this point.

Can you manage your own health care?

is is a strange question, but one that is oen asked of patients by doctors
and other health-care professionals. Oen, the answer is a simple “yes.” e
management of your health is ultimately your choice. Indeed, the failings of
corporate medicine mean that it is essential that people take more
responsibility for their own care. If you will not take the trouble to minimize
your risk, do not expect the hospital to take such care.

Health is too big a topic for any one person to know it all, and that
includes doctors. Most intelligent patients can rapidly learn more about
their own condition than a typical general practitioner is likely to know.
Read a book or paper, and the words you will read are the same as a
physician reads. In fact, you may discover material that your busy doctor has
never found or perhaps not investigated in detail. In addition, you can ask
your doctor to provide supplementary information or to explain medical
terminology or the implications of what you have found. If patients
investigated their ailments before they visited the doctor, they would
improve the chance of effective treatment and of not being harmed. e
doctor should encourage you to participate in your health care.

Is a little knowledge dangerous?

In our experience, some medical professionals are not comfortable with
well-informed patients. e patients may be engineers, architects, or
research scientists, with at least the intellect and education of a medical
consultant. Strangely, physicians expect special treatment and
acknowledgment of their status. We have even seen bemused world-famous
professors being talked down to as if they were children by low-status
hospital staff.

Both doctors and patients are increasingly turning to the Internet for
information. However, if the patient asks a question as a result of what he
read, a doctor may ask, condescendingly, if he found that out by reading it



on the Web. Such an attitude is unprofessional. e patient’s efforts should
be supported, not discouraged. Plus, the doctor will likely be getting a high
proportion of his or her information from the same source.
e increasing availability of knowledge has led to a new initiative called

participatory medicine. e Society for Participatory Medicine began in
2009 to extend the work of medical self-care pioneer Tom Ferguson, M.D.,
who came up with the concept of the “e-patient”: an Internet-aware and
capable patient who expects to discuss health issues with the doctor.
Physicians who refuse to hold such discussions risk damaging the doctor-

patient relationship49 and losing credibility as professionals.
Doctors sometimes warn against the dangers of patients who gather

medical information using the Internet, suggesting they may get factually

incorrect information, leading to serious harm.50 ere is so much wildly
irrational information on the Web, they claim, that patients may be

confused and delay going to see their doctor.51 is appears to be a biased
and condescending argument, as intelligent people using the Internet can
tell that many sites are rubbish. ey are already aware of the need to �lter
medical data carefully and to discuss it with their physician. e record of
harm caused by relying on corporate medicine is the greater problem. Most
medical practice is irrational and not based on science, so intelligent
patients should check all the information they receive, regardless of whether
it comes from the Internet or from their doctor. Both are prone to error.

Isn’t a doctor’s special province to be the authority
on health?

An authority is someone with the power or right to make decisions; “the
authority” is an expert whose views are taken as de�nitive. In the �rst case, a
doctor has power to make decisions about a person’s health to the extent
permitted by that person; that is why we have consent forms, for example. In
the second case, most doctors’ opinions are not considered de�nitive, as
medicine is complex and differences of opinion are the norm.

Patients may perceive a doctor as having a level of authority that exceeds
his or her knowledge; certain arrogant or insecure doctors may even
encourage such perceptions. Although physicians and surgeons have a long



period of university and hospital training before they can practice, whole
bodies of knowledge in healing are omitted from the curriculum. Even at the
point of graduation, doctors can be aware of only a minute fraction of the
relevant information. Each year, thousands of research papers are published,
so medical practitioners have little or no chance of remaining up to date,
especially family doctors, who see patients from many specialist areas.

Participatory medicine recognizes that any doctor’s knowledge is
necessarily limited and acknowledges the skills of the patient. Suppose a
world-famous professor of genetics came down with an hereditary illness. A
general practitioner would be very unlikely to have greater knowledge of the
disease. In such a case, the geneticist should not refrain from checking the
Internet or any other resources in deference to the physician. Even the
consultant physician specializing in the disease and its treatment would be
wise to respect and listen to this patient. is is an extreme example, but any
patient may have the time and motivation to become more of an expert in
their own disease than a typical doctor, whose time is spread thin.

In many �elds, so-called laypeople have made valuable contributions.
Advances in mathematics, science, and medicine have arisen from outside
the disciplines, oen inspired by people with limited formal education.
Famous examples include the mathematician Srinivasa Ramanujan, the
physicist George Green, and the milkmaids who told Edward Jenner how to
avoid smallpox. Being a patient does not remove your intellect.

Doctors may be authorities in some sense, but that does not prevent
Professor Stuart Sutherland using them as examples throughout his book

Irrationality.52 Physicians and surgeons are no better (or worse) at making
rational decisions than anyone else. To remain healthy, whenever possible,
you need to take responsibility for your treatment. ere are numerous
specialist websites, created by patients and others with a particular interest,
which can help you with this aim. ese oen provide a simple explanation
of symptoms, diseases, and treatments. Moreover, the doctor who chides
you for researching on the Internet may well be using the same site.

Isn’t the science of modern medicine too much for a
layperson to learn?



Richard Feynman was the leading physicist of his generation. He de�ned
science as a belief in the ignorance of the experts. He also argued that “if you
can’t explain something to a �rst-year student, then you haven’t really
understood it.” Albert Einstein said something similar and both were
dealing with aspects of physics, which are acknowledged to be conceptually
difficult. Likewise, an able doctor should be capable of explaining your
disease or symptoms to you in a straightforward way. If the doctor cannot
explain your illness or the treatment, get a second opinion from someone
who can. However, ask four different doctors and you may receive four
different diagnoses or prescriptions.

Taking charge of decisions about your health seems an awesome
responsibility, yet we do it every day. When uncertain about the decision, get
advice: ask another doctor, the pharmacist, or that nurse you know, and
solicit opinions from a suitable online forum. But receive all this
information critically and take responsibility for evaluating what it means to
you.

How can I avoid hospitals?

is is the pivotal question, for it is not essential to turn over responsibility
for wellness to someone else. e �rst and most important thing to do is
change your attitude and realize that you, the individual, are in control.
en you can do things to increase your health, strengthen your immunity,
and reduce your chances of ending up in a hospital.

Start by �nding out about nutrition and supplementation. Initially, you
may �nd that information about the large number of vitamins and minerals
and how they act is confusing. Claims and counter-claims abound. However,
you can �nd trustworthy websites and consider the advice provided. Such
websites do not make claims to cure all cancers, prevent all diseases, or stop
you aging so you can live forever. Government-sponsored websites are
unlikely to be of help in keeping you healthy; typically, they will claim that
nutritional supplements are unnecessary and potentially harmful. Consider
all advice rather skeptically. Do not be swayed by academic quali�cations.
Many of the sites that provide the most reliable advice are authored by
patients with a disease, who have become disillusioned by the inability of
modern medicine to help.



Many people can improve their health and expected life span by simple
actions. Smokers have a decision to make: they need to decide if their
enjoyment of smoking outweighs the �nancial cost and the risks of heart
disease, cancer, or other chronic illness. Added to this is the negative impact
on their family. is is a personal choice. For some, the personal bene�ts of
smoking trump the negative aspects. Some people, however, need to get help
to overcome this addiction.

Dietary changes can greatly increase good health and longevity. Small
modi�cations can have big effects; for example, lowering your intake of
sucrose and high-fructose corn syrup. People who add sugar to their coffee
or tea oen think it tastes nicer and feel deprived without it. Remarkably,
when a person stops taking sugar, their taste changes and, aer a period,
they �nd tea or coffee with sugar most unpalatable. Make the decision to
drop the sugar and you will lose weight and have less risk of cancer and
heart disease.

As a general rule, do not have health checks or tests unless you think
there is a high chance you have the disease. As we have seen, such tests have
high false-positive rates and may incorrectly indicate you have an illness. If
this happens, you could risk the dangers of medication or even surgery
when you are perfectly healthy. A doctor who wants you to have a test needs
to explain why you should have it, the full risks of the test, and the accuracy
(false-positive and false-negative rates, population incidence). If the doctor
cannot provide this information, ask why not. Importantly, if you have a
positive test result, ask for a retest, as it will provide at least some level of
assurance that the �rst result was not an error.

Do not take any drugs for preventing a disease you do not have. Some

doctors are suggesting polypills to prevent heart disease.53 Such a pill might
contain a combination of aspirin, three blood pressure-lowering drugs, and
a statin drug to lower cholesterol. Healthy people taking a cocktail of
multiple drugs are supposed to reduce their risk of heart disease, cancer, or
whatever. In fact, a healthy person taking such medication can suffer side
effects. e doctor will not know how the drugs will react together in the
body over the long term. Importantly, the chance that a healthy person will
bene�t by taking multiple drugs to prevent a disease they do not have is
remote. Polypharmacy will not make you healthier.



We know of no good evidence to support the use of statin drugs or aspirin
for preventing heart disease in healthy people. Despite this, drugs to prevent
illness are becoming popular with corporate medicine. e pro�ts to be
made by selling drugs to a large population of the healthy are immense.
Moreover, it is a good way of making a pro�t from older drugs that are out
of patent protection.

Before you take any drug, �nd out what it is for, determine why you need
to take it, and check what bene�t you can expect to get as an individual. If
you do need the drug, �nd out the side effects, watch out for them, and
make sure it is safe to take the drug for an extended period, if this is
applicable.

Importantly, remember that for drugs proposed to prevent disease, oen
there is a safer nutritional supplement with a similar action or effect.
Supplements typically have an array of health bene�ts and few, if any, side
effects. Why take statins or aspirin to prevent heart disease when niacin,
vitamin E, and �sh oils are safe, effective, and cost less?

Start with a quality multivitamin and mineral tablet: make sure it is high
dose and not one that provides only Recommended Dietary Allowance
(RDA) levels. Check that it provides an adequate intake of vitamin D3 (a

minimum intake would be 2,000 IU each day and 5000 IU may give
increased bene�t). Add to that a natural, mixed vitamin E tablet (at least 600
IU each day) and vitamin C (start with low doses, such as 500 mg with each
meal, and increase the dose gradually until you are consuming several grams
a day). Each person is an individual with speci�c needs. As your knowledge
of nutrition increases, decide which nutrients are the ones you need.

Begin with small changes to the diet, but don’t be too hard on yourself.
Changing eating habits is at least as difficult as stopping smoking, and just as
important. If this were not the case, there would be far fewer obese people in
the world. Take small steps in changing your diet and celebrate your
achievements. You need to make positive changes that you can live with for
the long term.

How can I take charge of my health care?



e �rst step in taking charge of your health care is to respect yourself. If
you do not give yourself and your health suitable respect, do not imagine
medical professionals will either. You need to expect to take the leading role
in any decision making. Make sure your general practitioner is aware that
you intend to be fully informed and to participate in your treatment
decisions.

Find a Doctor Who Will Support You

Nowadays, doctors are being encouraged to support participative
medicine. For example, the website of the U.K. General Medical
Council (GMC), the body that regulates and registers doctors in the
United Kingdom, advises doctors to approach patients in the following
way:

Relationships based on openness, trust, and good communication
will enable you to work in partnership with your patients to address
their individual needs. To ful�ll your role in the doctor-patient
partnership, the doctor must:

Be polite, considerate, and honest

Treat patients with dignity

Treat each patient as an individual

Respect patients’ privacy and right to con�dentiality

Support patients in caring for themselves to improve and maintain
their health

Encourage patients who have knowledge about their condition to
use this when they are making decisions about their care

In its description of the duties of a doctor, the GMC encourages a
participative approach as follows:

Patients must be able to trust doctors with their lives and health.
To justify that trust, you must show respect for human life and you



must:

°    Work in partnership with patients
°       Listen to patients and respond to their concerns and
preferences
°    Give patients the information they want or need in a way they
can understand
°    Respect patients’ right to reach decisions with you about their
treatment and care

If your doctor adheres to these or similar guidelines, you can hope to
have found a helpful ally in avoiding hospitals and maintaining your
health.

If you have a psychiatric problem or are in danger from dementia, ensure
that you have intelligent friends or relatives to take care of your health and
well-being. Be sure to choose advocates who will put your needs �rst and
not be cowed by medical authority.

You need a diagnosis when you get sick. If possible, Google your
symptoms before you see your doctor. When the doctor provides a
diagnosis, check the verdict against the symptoms yourself. Try to �nd out if
any other diseases �t the symptoms. If you do not agree with the diagnosis,
tell the doctor and, if necessary, get a second opinion. If you do agree, �nd
out about the possible treatments. Check the websites that specialize in your
disease. When the doctor suggests a treatment, ask why that approach is
likely to be the best. Expect an answer based on a rational assessment of the
evidence.

What if we do it ourselves and do it wrong?

Much of the fear of doing something wrong vanishes as we become more
knowledgeable. ere is no fence around health information that prevents
us from learning it. Likewise, there is no law preventing us from using our
acquired knowledge to bene�t our health. e key is to gain the knowledge
by wanting to learn and by wanting the responsibility for our own well-



being. Your aim is to reduce your risk of harm and ensure the appropriate
treatment. Naturally, you cannot achieve zero risk. Patients thinking for
themselves and taking responsibility means health costs will be far lower
and malpractice lawyers will lose business.

Taking responsibility does not mean going against medical advice. It
means working with the advice, wisdom, and knowledge of your physician.
Expecting your doctor to treat you like an intelligent human being, on
something like equal terms, is reasonable. e doctor is there to help prevent
you from making a mistake.

Participative medicine also helps the doctor. If you participate and take
some of the responsibility for a decision, it is far less likely that the physician
will be blamed for any errors. You are checking the symptoms against the
diagnosis, the treatment against the disease, and avoiding drug side effects.
Participative medicine has an objective—to avoid the side effects and
mistakes that are a plague in modern medicine. You and your doctor have
the same aim, for you to be healthy and not be harmed by medicine.

Don’t doctors and hospitals today have open
minds?

Some doctors are embracing participative medicine, but others may resist
what they see as a challenge to their position and standing. A general
practitioner with an open mind will listen to patients and their wishes. If
your doctor is resistant to participative medicine, use of supplements, or
nutritional approaches, �nd another physician.

Medical doctors go to medical schools, where they learn to practice
medicine. Most medical personnel are unfamiliar with nutritional
treatments. Many disregard nutritional supplementation and preventive
health care, without knowing what they are dismissing. is is a great loss to
the doctor as well as to the public.
e new medicine may, ultimately, be based on good nutrition and

prevention, leaving our current health-care treatments as a minor �nal
option. is ideal depends on intelligent patients becoming involved and
making choices to maintain their own standard of health.



Mainstream medicine is not going to concur with
your ideas, is it?

Probably not. is book is about the failings of corporate medicine and how
patients can avoid doctor-induced illness. We would be surprised if some
doctors did not consider the book suitable for burning. e �gures on
adverse events in hospitals are devastating; something needs to be done.

Many doctors will agree that medicine needs improving. Our suggestion
is to build on recent initiatives, such as participative medicine. We simply
want medicine to become more rational. We think a person has a right to
reduce the risks incurred in modern medicine. People can check and make
sure they are not taking unnecessary risks. is is a rational response by
patients.

Can natural healing really beat serious illness?

Natural therapies are not just another way to �ght disease—the aim is to
prevent the illness in the �rst place. Natural healing modi�es the basics,
such as diet and lifestyle, which are the major determinants of illness today.
ey are also habits that are difficult to change; no one is following you
around checking that you eat right, take exercise, and live happily.

A distinguishing feature of most natural therapies is that they are
straightforward enough to do safely on your own at home. Drugs and
surgery are not inherently safe. With drugs, a chemical or poison is added to
the body. In surgery, an organ or part of the body is cut, mutilated, or
removed.

Treatment is needed when a person has a chronic disease or becomes ill.
In such cases, we suggest the �rst approach should be using diet and
supplements to obtain bene�t without harm. is should be done with the
knowledge and advice of a physician. In many cases, disease can be cured or
effectively treated by nutritional supplementation alone.

Why do people have more confidence in hospitals
than nutrition?



Most of the devastating impact of hospital failures is hidden. Con�dence in
corporate medicine is, however, changing. Over half of Americans will see
an alternative practitioner this year. More people are aware that hospital-
derived infections are becoming endemic and widespread. People need to
realize that there is no direct evidence that modern medicine, taken as a
whole, is helpful. It may harm more than it helps.

If nutritional medicine is effective, why don’t
doctors use it?

It is not rational to expect corporate medicine to tell you how to avoid their
services by using alternatives. Hospitals, doctors, and pharmaceutical
companies share a common Achilles’ heel—they all pro�t from disease.
Follow the money and you will understand that it is not in their interest to
support the competition.

However, the majority of doctors are ethical. A recent study found that
doctors and nurses were as likely as members of the general public to take
vitamins. e Health-care Professionals Impact Study in 2009 found that 72

percent of physicians and 89 percent of nurses used dietary supplements.54

Over half of doctors (51 percent) and nurses (59 percent) used supplements
regularly, and many took supplements for overall health and wellness. Both
doctors and nurses recommended supplements to their patients. Medicine is
changing its head-in-the-sand attitude. If your doctor tells you that
supplements do not work, we suggest you realize that he or she is in the
minority.

What is the legality of all this?

Participating in your treatment is not illegal—it is good medicine. We are
not suggesting you step outside the law or have dangerous treatments.
Rather, we are proposing that patients act rationally and become actively
involved in their own care.

Self-care means accepting some risk and much responsibility. You accept
that your doctors are human and can make mistakes. ere is an implicit
agreement: your doctor respects your involvement and you accept that



errors can occur. As a participator in medical decisions, you are much less
likely to take legal action against the hospital unless they make an
outlandish mistake. If you are not prepared to accept this level of
responsibility, then participative medicine may not be for you.

MOVE TOWARD SELF-RELIANCE

We will get health care for individuals when they take responsibility for their
own health. People need speci�c instruction on how exactly to do this, and
they have not been getting it. is book is expressly designed to both
educate and motivate the general reader toward self-reliance. Our main aim
is for readers to become more rational patients, with the con�dence to think
for themselves.



T

CHAPTER 8

e Power of nutrition

“e effect of this state of things is to make the medical
profession a conspiracy to hide its own shortcomings.

No doubt the same may be said of all professions.
ey are all conspiracies against the laity. ”

—GEORGE BERNARD SHAW (1856–1950)

he relationship between nutrition and health has a long history. ere
is little excuse for the failure of hospitals to provide adequate nutrition.

Suitable nutrition, provision of rest, warmth, cleanliness, and other care are
paramount in the treatment of ill health. Supplements are preferable to
drugs partly because, being natural constituents of the diet, there is less risk
of side effects. Fortunately, many individuals have taken responsibility for
their own health and are supplementing their diet with additional vitamins

and minerals.1

One example mentioned earlier is the use of vitamin B3 (niacin) to lower

cholesterol. Recently, niacin was shown to be more effective than a

cholesterol-lowering drug, Zetia (ezetimibe).2 Zetia inhibits absorption of
cholesterol from the gut. However, cholesterol in the diet does not
contribute much to blood levels. e body makes cholesterol in the liver, so
if you get more in the diet, the liver makes correspondingly less. Conversely,
if less is provided by the diet, the liver manufactures more. It is therefore
unsurprising that Zetia should largely fail at lowering cholesterol in the
blood. Slow-release niacin appears to be more protective against
cardiovascular disease and is less expensive. Niacin has been used in this
way for over �y years and provided “the most potent therapy” for altering
blood cholesterol.

When the media report the bene�ts of a supplement, they typically add
some condition as to why it should not be used. In this case, news reports
stated that the (slow-release) niacin used was a special prescription-only

form not available in health food stores.3 We hope these statements were



made in ignorance of the availability of niacin and other ? vitamins as over-
the-counter supplements. Misinformation about health is ubiquitous in the
media and many medical journals consistently bias their conclusions against
nutrition and health. Suggesting that slow-release niacin is not available as a
supplement is a minor example.

In fact, niacin is widely available in both standard and slow-release forms.
About 9 million Americans take the rather expensive and useless Zetia,
whereas less than 3 million take the more effective and less costly niacin
supplements. e drug has a long list of side effects, including headache,
fatigue, gastrointestinal upset, hypersensitivity reactions, anaphylaxis,

hepatitis, and so on.4 In contrast, the main side effect of taking sufficient B
vitamins is excellent good health. Dr. Hoffer would inform his patients that
the main side effect from niacin is that they would live longer. And then he
would wryly add, “Is that a problem for you?”

ANTIOXIDANT MISINFORMATION

Antioxidants are one of the main targets for media misinformation. An
antioxidant delivers electrons to the body’s cells. Indeed, our bodies burn
food partly to supply energy but also to generate antioxidant electrons.
Without antioxidants, we might age rapidly like butter going rancid on a hot
day. Antioxidants are essential to life, health, and well-being. However, the
potential of antioxidants to prevent disease means potential competition to
the use of drugs and an implicit pressure on corporate medicine.

One role of antioxidants is to prevent cancer. e medical literature
abounds with reports and reviews that both support and contradict the idea
that antioxidants are bene�cial. Many of the reports are poorly designed
studies, especially those that purport to show antioxidants have little or no
bene�t. One review of antioxidant supplements found little evidence that the

antioxidants prevent gastrointestinal cancers.5 e implicit claims of the
paper were simply wrong. First, there are numerous antioxidants in the diet,
which were not covered by the review. Any one of these antioxidants might
be effective. Despite this, the authors implied that their results apply to all
dietary antioxidant supplements. e authors, editors, and reviewers of this
paper were surely aware that the broad claims of this paper were misleading.



It concluded that, alone or in combination, antioxidants “do not seem to
have much effect.” Not seeming to have much effect is an unusually vague set
of words to �nd in a scienti�c paper. e authors were covering their claims
carefully.
e reviewers were right to have hedged their bets, since claims for the

bene�cial effects of antioxidants have oen used far larger doses than those
covered in their paper. It may even be that, in biochemical terms, they were
not studying antioxidants at all. For example, the review covered intakes of
vitamin E from only 30 to 600 IU each day. However, to provide antioxidant
bene�t requires much higher doses, taken for a prolonged period. An intake

of 1,600 IU a day will have an antioxidant effect, if taken for many weeks.6

Even an intake of 3,200 IU will require about sixteen weeks to generate a
maximum antioxidant effect. Furthermore, bene�cial claims specify the
natural form of vitamin E, not the synthetic form, but this was not made
clear in the review. Importantly, “vitamin E” does not exist as a single
molecule: there are multiple forms, including eight main naturally occurring
types (four tocopherols and four tocotrienols).

In this same review, selenium and beta-carotene were also studied. e
element selenium also occurs in many different forms, both naturally and in
supplements. Like many substances, selenium can act either as an oxidant or
an antioxidant, depending on the form, the conditions, and the dose. Beta
carotene is similarly Janus-faced and can act either as an oxidant or an
antioxidant. e authors of the study describe these substances simply as
antioxidants, apparently not realizing their true nature.

According to these authors, beta carotene appears to increase morbidity.
However, this �nding was based on two dominating large studies, involving
men who were heavy smokers and some who had been exposed to asbestos.
A third study, on non-smoking physicians, did not show any toxic effect
from beta carotene. ese results might be predicted from the antioxidant
action of beta carotene. roughout their bodies, smokers have a massive
oxidant pressure as a result of the smoke they inhale. In such conditions,
antioxidants of the beta carotene type can act as oxidants, unless they are
supported by a second source of antioxidants, such as massive intakes of
vitamin C. Antioxidant supplements work together synergistically.



e effect magnitudes of the low doses of antioxidants were probably
below the sensitivity of the trials. e authors are, in effect, reporting the
effects of minor biases in the experimental design or procedure. In studies of
“antioxidants” and lung cancer, similar small increases in risk are reported

with beta carotene in some studies,7 but not in all.8 Most so-called gold-

standard studies of this type are known to be wrong!9 is form of trial, with
this intake of nutrients, can be repeated inde�nitely, with varying results.
Sometimes, beta carotene will seem to cause cancer, and other times it
apparently prevents cancer. Such are the bene�ts of so-called evidence-based
medicine. People are becoming aware of the contradictory results of these
trials, which are likely to do little more than bring medical science into
disrepute.

It is important to know the exact methods used in this study. e study
used a large population of male smokers, aged 50–69. One group was given
a synthetic form of vitamin E (dl-alpha tocopherol). Another group was
given 20 mg of beta carotene, which is a low dose. A third group was on
placebo, and the fourth group received both antioxidants.

We have some observations on this methodology. In lungs ravaged by
oxidants from tobacco smoke, the antioxidant potential of the beta carotene
would be overwhelmed. We have explained how low doses of vitamin E will
not act as antioxidants. In this case, the synthetic (dl) form was used, despite
the widely known fact that claims for bene�t reside in the particular
molecular forms (d) of the natural vitamin. Testing of synthetic supplements
does not address the health claims for the natural supplements. If someone
asked us to design a misleading study to apparently demonstrate that
antioxidant supplements were ineffective or harmful, we might use a similar
approach, molecules, and doses to the ones in these particular studies.
Experiments can be set up to fail.

Having dealt with the main elements of this �awed trial, we �nd multiple
related issues. Contrary to popular belief, large-scale trials are oen subject
to biases, which can subtly alter the results. Small differences found in large
studies, as in this case, should be considered highly suspect. e subjects
smoked �ve or more cigarettes daily for over thirty-�ve years. ey were
followed in the study for �ve to eight years. But the beta carotene group had
smoked on average for one year more than the control group, thus the



groups were not comparable. In the control group, the men with the highest
blood levels of these two antioxidants showed the lowest incidence of lung
cancer. e dl-alpha tocopherol (synthetic vitamin E) group showed a small
reduction in the incidence of lung cancer, but this was not statistically
signi�cant.

In the beta carotene group, an 18 percent increase in incidence of the
cancer was claimed. However, note the use of relative statistics, which
amplify the result and increase its apparent importance. Of 14,560 men on
beta carotene, 474 developed cancer, while out of 14,573 men not on beta
carotene, 402 did. e actual incidence increased from 2.76 percent for the
control group to 3.26 percent for the treated group. is minor difference
(0.5 percent) is of little clinical importance and could re�ect a minor bias in
the experimental setup, even though it is statistically signi�cant because of
the large number of participants in the study. Expressed in plain language,
the incidence in each group was about three per 100. However, dividing 3.26
by 2.76 gives 1.18, or an 18 percent increase. is much larger number is
stressed and may be the only �gure an unwary reader will remember. With
large sample sizes such as these, a minor variation can be arti�cially in�ated
into a major �nding.
ere was something odd about the Finnish group of men in the study.

e authors reported that one in three of the men on beta carotene
developed yellow skin. is is totally foreign to our experience. For example,
Dr. Hoffer has started at least 500 subjects on this amount of beta carotene
(and far more), yet he never encountered yellowing of the skin with
anything close to this low dose. It does occur, but with far higher doses. is
observation could suggest that the liver function of these heavy smokers was
compromised and they were unable to deal with normal doses of beta
carotene.

Cancer is oen present and undetectable in patients long before it is
�nally discovered. A preventive study should start before any tumors are in
progress, which could mean many years. With this group of heavy smokers,
it is likely that a large fraction had already started developing cancer. It was
therefore a mixed study, consisting of treatment for those already with
cancer, and prevention for those who were initially free of the disease.
Treatment and prevention of cancer with antioxidant supplements require
different dose levels and have different mechanisms of action.



ese large studies are an expensive waste of resources that could be more
usefully employed. e results demonstrate nothing of use but are
potentially misleading. If you supplement with tiny doses of synthetic
vitamin E, nothing much will happen. If you give heavy chronic smokers 20
mg of beta carotene, their incidence of lung cancer may or may not change.
e authors do point out that “�ndings regarded as showing
supplementation to be bene�cial or harmful may occur by chance.”
Presumably, they had a suspicion that they were merely reporting
experimental bias.

Tricking Patients?

e Courier Mail, an Australian newspaper, reported a possible cancer

cure.11 Ecobiotics, a Queensland company, claimed an extract of
blushwood fruit could kill cancer cells. Blushwood is found in native
rainforests. e extract, called EBC-46, was described by Dr. Victoria
Gordon as “proving to be something exceptional” and “the tumor
literally lique�es.” e extract is easy to administer and appears to be
safe with few side effects. It was said to work on several different forms
of cancer, including melanoma and bone tumors. It may also work on
breast, colon, and prostate cancers.

Blushwood extract was tried in �y dogs, as well as cats and

horses.12 Tumors were said to disintegrate within twenty-four hours,
and healing was rapid. Elton Buchanan, from Melbourne, was the
owner of a Great Dane that was treated for an inoperable nasal tumor.
When excited, the dog would rasp and snuffle and have a nosebleed.
One treatment with EBC-46 produced a rapid therapeutic response
and, three months later, the symptoms disappeared completely.

We are not particularly locked onto the reported cancer-killing
properties of this herbal extract; there are numerous safe cancer-killing

substances with similar properties.13 Unfortunately, the sick are
actively discouraged from bene�ting from safe therapies by the active
restriction of patient choice. In this case, Dr. Gordon, CEO of
Ecobiotics, was reported as explaining that it was “immoral, illegal, and



unscienti�c” for patients to demand the extract before it was officially
approved. She did not “want to kill the enthusiasm of all the wonderful
research, but until it is proven it will do the job, we recommend they go
with proven and conventional treatments.”

We do not wish to criticize Dr. Gordon and we wish her success with
her project. Her research initiative may be original, but she is
responding to the media in a standard way. Doctors and scientists
reporting research on nutrients and herbs appear to be required by
corporate medicine to always provide a warning not to take the
supplement. So, for example, if your clinical trial shows that high
intakes of vitamin E prevent heart disease, you are expected to say “but
don’t take supplements, at least not yet” and provide a reason, such as
further research is required or there may be unknown safety issues. Dr.
Gordon was merely being conventional.

However, such conventional concern for cancer patients is irrational
and may cause them great harm. In this case, the erapeutic Goods
Administration would take up to seven years to authorize the use of
EBC-46. So, a terminal patient would need to wait until aer they had
died to try the treatment.
e rational patient’s approach is to say that EBC-46 is an option for

their terminal cancer. A dying cancer patient has a right to make their
own decision about treatment. In this case, the treatment appears to be
safe. It may cause harm in humans, but there is no evidence for this
suggestion. A patient having the treatment has a chance of surviving
the cancer or, at least, of living longer in good health. ere would
appear to be a good chance that they could achieve large bene�t; it
might save their life. ere is a risk of harm, but this currently appears
to be small for the individual patient. A rational patient with terminal
cancer might choose to try the treatment.

At the time of writing, people can apply to get blushwood treatment
for their dog, in a clinical trial, but are discouraged in attempting to
save their own lives. Given that a patient’s rational choice might be to
try the treatment, we see no justi�cation for the idea that it would be
immoral. It is not wicked or depraved to make a decision to try to save
your life, with no harm to others. It is most certainly not unscienti�c to
engage in a rational treatment decision. Moreover, EBC-46 is not a



controlled drug. Rational choice is not “immoral, illegal, and
unscienti�c.”
ese reports for blushwood extract killing cancer are

unremarkable: selectively killing cancer cells, without harming the
host, appears to be surprisingly easy. It is not a breakthrough, as there
are numerous substances, including vitamin C, that can safely kill
cancer cells. e difficulty is in working out how to use such substances
to maximum bene�t, a process that is discouraged and prevented by
corporate medicine.

Patients are oen tricked out of making decisions about their own
health care by well-meaning but irrational platitudes. Do not be a
victim of corporate medicine. ere is no such thing as a “scienti�cally
proven” treatment, as science abhors certainty and proof. Patients
should consider the evidence for so-called unproven therapies and
think for themselves. It may save a life—your life.

Beta carotene is converted in the body to vitamin A. e protective effect

of dietary vitamin A against lung cancer was reported in 1975.10 Since then,
a large number of studies have indicated that higher levels of vitamin A in
food are associated with decreased incidence of cancer. Laboratory
experiments and animal studies have also found that the vitamin is
protective against cancer. e general rule is to treat epidemiology and
large-scale trials as suspect. e evidence that such social studies provide is
oen ambivalent and misleading.

DIET IS NOT ENOUGH

Doctors oen answer patients’ requests for information on supplementation
by asserting that, if people consume fruits and vegetables, they will get all
the vitamins they need from food. In reality, that cannot be known. It is only
an idea at best and a legend at worst. Data on nutrients and health is far too
limited. Doctors assume that they are being scienti�c when they make these
claims, without realizing it is simply historical prejudice.

Following the discovery of vitamins, it was found that the acute de�ciency
diseases did not occur provided a person had a small intake of the required



vitamin. In other words, if you consume a few milligrams of vitamin C, you
will not suffer the horrors of acute scurvy (teeth falling out, rotten gums,
joint pains, bruising, death). As a result, doctors assumed that only small
intakes of the vitamins were necessary. is idea was even incorporated into
the de�nition of a vitamin, as a substance that, in minute quantities, is
essential to normal metabolism.

However, just because a minute quantity of a vitamin will prevent acute
deficiency disease does not mean that it is the optimal dose. In the long term,
for example, low intakes could lead to chronic illnesses. is hypothesis has
been repeatedly suggested over the last �y years for a number of vitamins
but has not been tested. It is not scienti�c for doctors to say that we need
only small intakes of vitamins, as there is not enough evidence to support
such claims. e assertion that supplements are unnecessary is a statement
of ignorance rather than scienti�c enlightenment.

Shortage of vitamins and other nutrients may result in chronic disease,
including heart attacks, strokes, many cancers, arthritis, dementia,
psychosis, and so on. ere are no studies to show that this is not the case.
Nor is it easy to see how a scienti�c study could be conducted within a
reasonable period. If, for example, dementia was a result of long-term
shortage of vitamin B12, it would require a study extending over many

decades to demonstrate the effect. Such trials are not performed.
Many people live on junk food and do not even reach the low

Recommended Dietary Allowance (RDA) levels of vitamin intake. Even in
First World countries, hunger and malnutrition are still with us. e
authorities and the media would like us to believe that, in our affluent
countries, children are well fed and educated, but even in the United States,

hungry children are an increasing problem.14 e consequences are oen
more invidious than realized. Poor children are more likely to display

behavioral problems and end up on antipsychotic medication.15 is
medication is typically prescribed by a nonspecialist doctor, rather than a
psychiatrist. Such problems have been predicted to result from nutritional

de�ciencies.16 Doctors are doping children into submission rather than
helping to provide adequate nutrition. Low-cost vitamin and mineral
supplements would ameliorate many of the harmful effects of childhood



malnutrition. People are short of nutrients and many do not realize the
harm it is doing to themselves and their children.

e Vitamin C Man

Biochemist Irwin Stone introduced Linus Pauling to vitamin C. Dr.
Pauling remembered this highly in�uential �rst contact, when Dr.
Stone sent him some papers on vitamin C that he had just published.
“e 3,000 milligrams per day that he recommended is 50 times the
RDA,” said Dr. Pauling. “My wife and I began taking this amount of the
vitamin … (and) the severe colds that I had suffered from several times
a year all of my life no longer occurred. Aer a few years, I increased
my intake of vitamin C to 100 times, then 200 times, and then 300

times the RDA (now 18,000 mg per day).”18

Nearly �y years ago, Dr. Stone postulated that humans have
inherited a genetic trait to need but not manufacture ascorbic acid
(vitamin C). is innate dependency may be made up for in diet, but
not easily. e government’s Recommended Dietary Allowance (RDA)
for vitamin C is far less than the amount produced daily by most other
mammals.

Dr. Stone’s 1972 book, e Healing Factor: Vitamin C Against
Disease, contains a description of the decades he spent researching the

sub-stance.19 It summarized the apparently successful vitamin C
treatment of infections (bacterial and viral), allergies, asthma,
poisoning, ulcers, and eye diseases including glaucoma. e potential
role of vitamin C in treating cancer, heart disease, diabetes, fractures,
bladder and kidney diseases, tetanus, shock, wounds, and pregnancy
complications was also described. Despite the claims of great bene�t,
none of this work seems to be of interest to modern medicine.

Every so oen, a leading researcher rediscovers the bene�ts of
supplementation. Dr. Irwin Stone famously introduced Linus Pauling to
vitamin C, and Dr. Hoffer did the same with niacin. ese events led to the
foundation of orthomolecular medicine as a discipline. Dr. Roger Williams



described how we are all unique individuals with particular nutritional
needs. More recently, Dr. Bruce Ames found that low levels of nutrients

cause multiple DNA mutations and increase the risk of cancer.17

Unfortunately, corporate medicine ignores these �ndings, preferring to
maintain the pro�table status quo.

STATINS ARE NOT NUTRITIOUS

Corporate medicine’s rejection of nutritional therapy can appear obsessive.
A recent study suggested that statins might be used to help prevent diseases
that are likely to be due to nutritional de�ciency. Writing in the New
England Journal of Medicine, the JUPITER study group described a study in
which statin drugs were apparently successful in preventing heart disease

and stroke.20 e aim was to �nd out whether statin drugs could provide
any bene�t to people with low cholesterol. is was not a purely academic
question. Cholesterol-lowering drugs are normally used for people with
high cholesterol. If it could be shown that they could also help people with
low cholesterol, it would mean a larger market and increased sales for the
drug company.

Heart disease and stroke are caused by in�ammation in the arterial wall.
High C-reactive protein levels in the blood are associated with in�ammation
and thus are linked with heart disease or stroke. e subjects in this trial had
low cholesterol and elevated in�ammation (C-reactive protein). e authors
concluded that, in apparently healthy persons with elevated C-reactive
protein levels, rosuvastatin (Crestor) signi�cantly reduced the incidence of
major cardiovascular events.

Since this was a pro�table statin drug, the study received widespread
publicity. Its claim, that the statin lowers the risk of heart attack by
approximately one half, is technically correct though highly misleading. e
reported annual incidence of coronary events was 37 people in 10,000
(controls) and 17 people in 10,000 (treated); similar results were reported
for risk of stroke. When expressed as a proportion, a 46 percent
improvement (17/37) sounds large. In absolute terms, however, an
improvement of 20 events (37 – 17) in 10,000 people known to be at risk



sounds less impressive: the already slight risk was reduced by just one event
for every 500 people treated!
e widespread publicity following the release of this study suggested that

millions of healthy people could cut their risk of heart disease by taking

statins.21 Reporters also claimed that statins could cut the risk of heart

attack for “everyone.”22 is was inaccurate and incorrect. e study did not
include normal healthy people, only a sample of a relatively small number of
people who were suffering from in�ammation (increased C-reactive
protein), a known cause of heart disease and stroke. Out of 89,890 people
considered for inclusion, only 17,802 people (19.8 percent) met the speci�c
criteria of poor health for the study. Widespread prescription of statins to
healthy people is not supported by these �ndings.

A rational doctor would not consider prescribing this drug for a patient
based on these results. e statin drug might perhaps produce a minor
reduction in risk in the population, at a high �nancial cost. is risk in a
population cannot be directly applied to a single individual. But if we
assume that the risk could be applied, an individual patient would pay
$1,000 a year to lower their risk of a heart attack or a stroke by one chance in
500. at is a large fee for a small return, even before we consider the risk of
statin side effects.

People who understand nutrition and in�ammation consider statins a
sucker’s bet. e fact that statins produce a modest improvement is
unsurprising, since they are known to lower in�ammation, as do many
nutritional supplements. As health writer Bill Sardi has pointed out, Crestor
lowers C-reactive protein by 37 percent, but vitamin E lowers it by 32

percent,23 and vitamin C by 25.3 percent.24 ese effects are similar to those
of statins and would be expected to provide comparable bene�ts, without
side effects and at a much lower cost.

Crestor and other statin drugs have serious side effects. e incidence of
established side-effects, such as rhabdomyolysis (0.3 per 10,000 per year),
myopathy (1.1 per 10,000), and peripheral neuropathy (1.2 per 10,000 per

year) seems low,25 but may be underestimated, as it takes time to establish
long-term side effects. ese preliminary �gures imply that for ten people
who avoid a cardiovascular event, at least one previously healthy person will
suffer a non-trivial side effect of the statin drug.



e JUPITER group who carried out this study reported a statistically
signi�cant increase in diabetes in the statin group, compared to the placebo
group. Over the course of the study, this corresponds to an increased risk of
approximately 61 in 10,000 people. In fact, the number of extra people on
statins who were reported to have become diabetic was greater than the
number who avoided a heart attack! In the long term, these people might
have shorter lives and be at greater risk of heart disease. Notably, the
JUPITER study was stopped early, which even the authors admit prevents
assessment of how side effects might outweigh reported bene�ts in the
longer term. e study was intended to last three to �ve years and criteria

for stopping were not included in the original published design.26

JUPITER stands for “Justi�cation for the Use of Statins in Prevention: an
Intervention Trial Evaluating Rosuvastatin.” e reader might well think this
“justi�cation” sounds more like a marketing plan than a scienti�c endeavor.
e researchers did not address the underlying cause of the in�ammation
and increased C-reactive protein; they simply treated the condition with
drugs. In many cases, raised C-reactive protein is a result of nutritional

de�ciency.27 Several nutritional supplements inhibit in�ammation and
lower C-reactive protein, without causing known side effects. De�ciencies in

vitamins A,28 B6, C, E, folate, carotenoids, lycopene,29 and selenium are

associated with raised C-reactive protein.30 People at risk could supplement
their diet and restore their health, without using expensive drugs to conceal
their underlying sickness.

THE GOLDEN ERA IS OVER

Back in the 1930s, headline news about vitamins was surprisingly honest.
is was the golden era of vitamin discovery: Nobel prizes were given to
pioneers who discovered, identi�ed, or isolated them. ere are some
exceptions, such as Dr. Roger Williams, who discovered pantothenic acid
(vitamin B5) yet did not become a Nobel laureate, though he received many

other honors. Announcements in the science of nutrition were typically
followed with great interest, and people realized that vitamins would prevent
otherwise incurable diseases. Studies using the newly identi�ed vitamins
were carried out as soon as they became available. An example of this was



Dr. William Kaufman’s use of niacinamide (a form of niacin) to treat joint
dysfunction in the 1930s, only a few years aer niacin was identi�ed. Some
of the most successful nutritional studies were conducted by curious
scientists in those early years. ese reports gradually tailed off with the
introduction of the antibiotics and the steroid “wonder drugs.”

Medicine seems to have gone from one extreme to the other. Studies only
a few years old may be ignored. For hundreds, if not thousands, of years,
physicians followed the ideas of the ancients, from the mythical Asklepios to
Hippocrates and Galen. Nowadays, however, they oen assume that
anything old must be inferior to the new. Neither method is sensible.
Evidence should be considered on its merits, not its age.
e pioneering physicians who laid the foundations of modern medicine

were not handicapped by the requirement to perform double-blind,
randomized clinical trials. ey had little funding for their studies, so these
early scientists had to think and design good experiments. But now, such
clinical or “anecdotal” studies are condemned and considered largely
useless. ey do not meet a set of statistical standards for social medicine,
described as “evidence based,” introduced since the 1970s. We prefer well-
designed experiments to statistics. In the words of Ernest Rutherford, the
great experimental physicist, “If your experiment needs statistics, you ought
to have done a better experiment.”

Unfortunately, the main purpose of the modern double-blind, controlled
trial appears to be persuading regulating bodies that a product of corporate
medicine should be released onto the unsuspecting public. Organizations
without the resources of the major drug companies are unable to meet the
regulatory standards. A secondary consideration is marketing. As we have
seen, a large-scale trial can be used to amplify the minor effects of a drug
and persuade doctors and patients that it is some kind of breakthrough.
Clinical trials have become so large they have created a de facto monopoly.
Epidemiology and large clinical trials are turning medicine into social
science. Dr. Rutherford’s view of social science is also most apt: “e only
possible conclusion the social sciences can draw is: some do, some don’t.”
is agrees with modern interpretations that most clinical trials are simply

wrong.31 Unfortunately, a good deal of harm may be done before a typical
drug is found wanting and the side effects discovered.



Small-scale studies, using targeted subjects and designed to look for
major differences between the treated and the control group, are much more
likely to be of value than are huge and expensive trials. e vitamin pioneers
used the vitamin-as-prevention paradigm, which played a useful role in
discovering and isolating essential nutrients. e initial idea was that
vitamin supplements should only be used where the person is de�cient in
those nutrients. is seemed obvious: there would be no point giving extra
vitamin C if people are already getting all that they need. It therefore became
important to determine whether populations really did need extra
supplements and then only to provide those in short supply. Unfortunately,
it is extremely difficult to determine the requirements necessary to prevent
chronic disease, such as atherosclerosis and cancer. It was hoped that small
intakes would suffice for good health. is assumption has potentially
caused millions to suffer debilitating disease and early death.
e truth is, it is not known whether people are woefully de�cient in

nutrients, such as vitamin C. However, there is strong suggestive evidence
that many chronic diseases and conditions associated with aging are
primarily the result of long-term nutritional de�ciency.

SUPPLEMENTS TO TAKE BEFORE GOING TO
THE HOSPITAL

Asking for guidance on nutrition from a doctor is a bit like trying to buy a
new Honda from a Ford dealer. You may be told “Just eat a balanced diet” or
“Supplements are unnecessary.” A major reason that hospitals are so
dangerous is because corporate medicine downgrades the importance of
nutrition. It is irrational to ask the people who are responsible for a problem
to provide the solution.

Nutritionists, dietitians, and physicians oen maintain that vitamin
de�ciencies are rare in our modern civilization. For example, the U.S. Food
and Drug Administration (FDA) has removed the need for B-vitamin
information from food nutrition labels because they perceive it to be
unnecessary. Nevertheless, nutritional supplements are essential for
preventing illness. Only about one in ten Americans consumes sufficient

nutrients in their diet.32 In 1990, it was reported that 45 percent of



Americans did not take fruit or juice daily, and 22 percent consumed no

servings of a vegetable.33 Only 27 percent ate three or more helpings of
vegetables and 29 percent took two or more servings of fruit, as then
recommended by the U.S. Departments of Agriculture and of Health and
Human Services. No wonder we have so many hospitals.

Vitamin A

Studies con�rm that vitamin A de�ciency weakens immune function, thus
we all require an adequate provision of this vitamin. Beta carotene is the
precursor of vitamin A, so a safe way to obtain this vitamin is to take beta
carotene, which the body will convert into vitamin A as needed. is
method also avoids the risk of overdose, especially during pregnancy.
Vitamin A is one of the few vitamins that produces signi�cant toxicity if
taken in excess. Excessively large doses of preformed vitamin A can depress
immune function, but beta carotene does not appear to have this negative
effect.

Beta carotene supplements strengthen the immune system by helping the

body to build more helper T cells.34 Ideally, the body can derive about
10,000 IU of vitamin A activity from each 6 milligrams of beta carotene
consumed. e actual conversion is likely to be less than this �gure,
however. Small amounts of beta carotene (20 mg or so) are likely to show no
bene�t, even though the predicted yield would be over 30,000 IU of vitamin
A activity.

Following surgery, the white blood cell count usually decreases. Vitamin

A acts as an immune stimulant and prevents this postoperative problem.35

We suggest beta carotene supplementation should be taken alongside

dynamic �ow intakes of vitamin C.36 is requires at least 500 mg of vitamin
C to be taken several times a day (every four to six hours). e maximum
intake is limited by bowel tolerance and produces loose stool. e dose of
vitamin C should be gradually increased to just below the maximum
tolerable.

B Vitamins



De�ciency of B vitamins can be devastating. e disease beri-beri means “I
cannot, I cannot,” relating to severe weakness and exhaustion. is
previously incurable condition was found to be a de�ciency of vitamin B1

(thiamine). Eating whole brown rice instead of polished white rice was
enough to effect a remarkable cure from the fatigue that had resisted drug
therapy. A similar weakness and lassitude is found with de�ciency of

vitamin B3 (niacin).37

In the body, food is broken down into simple molecules such as glucose, a
sugar and the cells’ main source of immediate energy. A major part of the
complex process that converts glucose to energy is called the Krebs, or citric
acid, cycle. Without the B-complex vitamins, this elaborate energy-releasing
biochemical pathway grinds to a halt. e four B-vitamins most involved
with the cellular energy cycle are thiamine, niacin, pantothenic acid and
ribo�avin. We have focused on the �rst two, as the last two are reasonably
well provided, even in modern diets: ribo�avin (B2) is in all milk products;

pantothenic acid is found in most cells, so it cannot easily be avoided in
food.

Scienti�c research indicates that vitamin B de�ciencies weaken

immunity.38 We suggest a high quality “B-50” supplement should be taken
twice each day. In addition to those mentioned above, this should provide
B6, B12, folic acid, and biotin.

Vitamin C

Vitamin C can improve your chances of surviving a hospital stay. Massive
doses of vitamin C have been described as successfully boosting the immune
system for �y years. Back in the 1940s, Dr. Frederick Klenner pioneered
vitamin C therapeutics, giving exceptionally large intakes for a wide variety

of viral illnesses.39 For over half a century, a stream of doctors has observed

and con�rmed the bene�ts of vitamin C in shock and illness.40

Notably, Dr. Robert Cathcart has published his successes with enormous
doses of vitamin C for many viral illnesses. Even among patients with fully
developed AIDS, improved length of life and quality of life are the rule, not

the exception.41 In 1988, Dr. Ian Brighthope published his book e AIDS
Fighters, describing how massive doses of vitamin C restored patients in the



terminal stages of AIDS.42 However, his observations were ignored. Some
AIDS patients took up the therapy, but many did not appreciate the
magnitude of the doses needed. e increased energy levels and increased
resistance to viral infection require the highest tolerable doses of vitamin C.

A Surgeon Converted by Vitamin C

Robert Cathcart (1932–2007) was a doctor who based his work on
basic science as well as his direct experience and observation of
patients. His surgical training was at Stanford Hospital and he was an
instructor of orthopedic surgery at Stanford from 1966 to 1967. His
�rst major contribution was to design a hip prosthesis used in over
100,000 hip replacements. However, he abandoned surgery and
corporate medicine when he observed the power of large intakes of
vitamin C. First, he tried treating himself for a persistent allergy. Later,
he was amazed at the response of his patients. Dr. Cathcart used far
greater doses of vitamin C than popularly imagined—he reported the
effects of intakes up to 300 grams a day. More recently, Dr. Cathcart
became well known for his work on the concept of bowel tolerance as a
way of �nding the amount of vitamin C a person needs.

Dr. Cathcart reported his observations of immediate and
unparalleled recovery in a range of illnesses, from the common cold to
AIDS. Unsurprisingly, his reports were ignored. In his own words: “In
1978, a NBC reporter who had just won the Peabody (the rattlesnake
in the mailbox story) did a piece on my work. She had two
photographers who were shooting �lm on several of my patients who
had been cured suddenly of several infectious diseases (especially on
the treatment of hepatitis) with intravenous vitamin C and massive
doses of ascorbic acid orally. She said this was the best story she had
ever done. But the story was squelched the day it was to be aired. I
wonder if they still have that story in the can in their library.”

Dr. Cathcart’s work was based on rational observation in patients.
He said that other doctors never accused him of lying—they just
thought he must be deluding himself. He was accepting of his medical
colleagues and thought they genuinely believed that his observations



could not be accurate. Unfortunately, seasoned researchers depending
on government grants do not study adequate doses of vitamin C. is
results in a massive accumulation of knowledge about little, which
gives the impression that there is no more of real importance to be
learned. is accumulation of minutia may hide the impressive effects
of vitamin C that have been repeatedly reported and ignored.

Dr. Cathcart gave vitamin C to bowel tolerance, which is the maximum
amount the body can take without causing diarrhea. Any person can achieve
this level for themselves. e bowel tolerance level is not a static amount: the
sicker the patient, the more vitamin C their body needs and will absorb. As
you return to health, you are not able to absorb as much, and need to reduce
the dose. e aim is to maintain an intake a little below that which would
cause loose bowels. It is a self-adjusting process.

Vitamin D

Vitamin D is called the “sunshine vitamin” because it can be made by the
skin in direct sunlight. In the body, vitamin D acts like a hormone and is
needed for bone health and immunity. Shortage of vitamin D is well known
to result in rickets, osteoporosis, and osteomalacia (bone thinning).
However, recent indications suggest de�ciency of this nutrient is involved in

many additional conditions: high blood pressure,43 cancer,44 gum disease,45

diabetes, atherosclerosis,46 hip fracture in the elderly, and perhaps

dementia47 are associated with shortage of vitamin D. Of particular interest
is the effect on the immune system.

Ever wondered why people get colds and �u in winter rather than the
summer months? e body’s levels of vitamin D are higher in the sunnier
months and decline in the winter. Similarly, multiple sclerosis occurs more
oen in the more polar regions, rather than places near the equator. Vitamin

D prevents bacterial and viral infections.48 Claims for the bene�ts of vitamin
D supplementation are strong. An intake of several thousand IU of vitamin
D3 a day will provide powerful immune support and may prevent a hospital-



acquired infection. For full immune support, vitamin D3 should be

combined with high intakes of vitamin C.

Magnesium

e mineral magnesium is a catalyst for numerous biochemical reactions in
body cells. Along with calcium, magnesium is necessary for nerve function
and muscular activity. Magnesium de�ciency is common and can lead to
high blood pressure, heart disease, stroke, diabetes, and other chronic

conditions.49 A long period of supplementation may be required to restore

healthy levels.50 Try a twice daily dose of a chelated form, such as
magnesium citrate. Read the label carefully to make sure you are getting
about 200 mg of the element (magnesium) itself, not counting the
accompanying molecule. e main side effect of overdose is loose stool.
Avoid magnesium oxide supplements, which are particularly poorly
absorbed.

Preventing Bedsores

Bedsores are not an inevitable and necessary evil. Bedsores indicate
poor nursing and hospital management. Sometimes called pressure
ulcers, or decubitus ulcers, bedsores occur when the skin and
underlying tissue are compressed for long periods. Other in�uences,
such as shear force, friction, dampness, and temperature may
contribute to forming or sustaining bedsores. Such sores are serious
injuries: they extend from skin reddening, which does not fade when
the pressure is relieved, to deep ulcers that can destroy muscle, tendon,
or even bone. In severe bedsores, the bone may be visible. A typical

bedsore can take many weeks to heal.51 About half of all advanced
bedsores heal within a year; however, treated conventionally, four out
of ten bedsores never heal.

Bedsores are easily prevented by good nursing:

Patients should turn or be turned every two hours



Patients should be given heel pads to protect their feet

Skin should be kept clean and dry

Patients’ skin should be examined regularly

Daily patient skin care and massage should be routine

Patients at risk may need pressure-reducing mattresses

One factor oen overlooked in pressure sores is the role of nutrition.
Bedsores do not just happen, they are allowed to happen. Inadequate
hospital and nursing home food is a major culprit. Mild compression
should not result in complete destruction of the tissues.

Bedsores might better be termed “scurvy sores” and, in centuries
past, such ulcers oen were. Scurvy, caused by shortage of vitamin C,
results in bleeding gums and spontaneous pinpoint hemorrhaging.
Small local areas of the skin and tissues are liable to spontaneous
breakdown and bleeding. When it is short of vitamin C, the local tissue
is unable to heal even the minor damage that normally occurs on a
daily basis. Pressure and mechanical damage, from brushing the teeth
or lying on a mattress, is enough to break blood vessels that are grossly
weakened by a lack of vitamin C. e symptoms of acute scurvy
include poor healing, weak capillaries, easy bruising, open wounds that
suppurate (discharge pus), spontaneous bleeding, and internal
hemorrhage, oen from minor trauma. Descriptions of scurvy and of
developing bedsores are remarkably similar.

Shortage of vitamin C has been considered a factor in the

development and recovery from bedsores for many years.52

Importantly, a person with bedsores may require several days of
supplementation before their levels approach normal. In one study of
patients with pressure sores, those treated with 500 mg of vitamin C a

day recovered more quickly.53 In the vitamin C group, the area of the
sore reduced by 84 percent aer one month; the control group had
only half this recovery (42.7 percent reduction in area). More recent
studies have con�rmed the requirement for adequate vitamin C in

association with supplemental arginine and zinc.54



Bedsores can be associated with severe in�ammation and
destruction of so tissue and bone. Both share a number of symptoms,
occur in malnourished patients, and are treatable with nutritional

supplementation.55 Vitamins C and B3 (niacin) oen work together,

and this appears to be the case with bedsores. Pressure sores are a

symptom of pellagra, a de�ciency of niacin.56 Back in 1946, it was
reported that tropical ulcers were a symptom of vitamin B3 de�ciency,

in American prisoners of war in the Philippines.57 Niacin, the cure for

pellagra, is also reported to help heal bedsores.58

Other nutrients will also be helpful. Zinc gluconate is readily
available, cheap, and well-absorbed. A dose of 25 mg day of
supplemental zinc is indicated. Vitamins A, B1 (thiamine), B2

(ribo�avin), and E (natural mixed tocopherols or tocotrienols) are
probably also helpful. Vitamin A and the B-vitamins can be found in
any multivitamin preparation. e bene�ts to supplementing are
improved healing, less discomfort, and reduced risk of infection and
scarring. We should point out that Recommended Dietary Allowance
(RDA) levels of nutrients, found in lower-quality supplements, are

insufficient to prevent or help treat bedsores.59

Patients with bedsores and other chronic skin ulcers oen have
borderline malnutrition. Oral supplements will cover core nutrient

requirements and their use in hospitalized elderly patients is justi�ed.60

Conservative treatment is preferred to surgery, and vitamin
supplementation is about as conservative as it gets. Patients given
optimal amounts of these nutrients will become more comfortable in
days, although healing will take weeks.
e amounts of vitamin C required to prevent bedsores and other

disease are typically underestimated. Clinical claims for vitamin C
relate to intakes above 10,000 mg a day, in divided doses. Once again,
make sure you are taking dynamic �ow doses of vitamin C, close to
bowel tolerance level, which is just below the level that causes a laxative
effect. An effective way to take vitamin C is to take the tablets several
times a day, with each meal. Start with 500 mg with each meal (about
every six hours) and increase the dose each day, until excessive wind or
loose stools occur. e aim is to take just less than your maximum



tolerated dose. Lower intakes are less likely to be effective.61 e
hospital and doctors may tell you it is unsafe. If so, make sure they
provide a detailed explanation that is directly pertinent to your case.
For example, it would be unwise to take high levels of vitamin C if a
person had kidney disease or hemochromatosis (iron overload).
However, in the absence of speci�c contraindications, there is little or
no evidence that supplementing your diet is harmful.

WHEN YOU LEAVE THE HOSPITAL

Patients need to monitor their health and take precautions when they leave

hospital aer surgery.62 e risk of a blood clot is increased seventy times in
the six weeks aer having surgery. For the twelve weeks following surgery, a
person is at risk of developing deep vein thrombosis (DVT) or pulmonary
embolism. ese are potentially life-threatening problems of abnormal
blood clotting. One in 140 middle-aged women will be readmitted with
abnormal clotting within twelve weeks of surgery in hospital; these �gures
increase to one in forty-�ve aer hip or knee replacement. Surgery for
cancer is slightly safer in this respect, with one in eighty-�ve being
readmitted. Surgery not requiring a hospital stay is safer still, with one in
815 suffering abnormal clots. Oen, such readmissions will not be
considered side effects of the original surgery.

Aer surgery, take action to prevent blood clots; remember to ask the
doctor or nurse what precautionary measures you can take. Elastic stockings
are available to help prevent DVT. Standing up, stretching and moving
around will help. Ask what exercises are safe aer your particular operation;
if possible, take a short walk each day for the three months following the
surgery.
ere may be no clear symptoms with DVT. However, look out for:

Discolored or visibly extended veins

Pain, tenderness, or sudden swelling in one leg

Skin that is unusually warm



Urgent assistance is needed if you have:

Chest pain

Shortness of breath

Coughing blood

Dizziness or fainting

Disproportionate sweating

Unusually rapid pulse

Patients can take nutrients that may help prevent such complications: as
indicated previously, a gram (1,000 mg) or more of vitamin C three or four
times a day, taken with �sh oil, may help prevent DVT.

UNACCEPTABLE REASONS FOR STOPPING
SUPPLEMENTATION

One of the most common issues with corporate medicine and particularly
hospitals is their intolerance of vitamin supplementation. Sometimes, this
prejudice can border on fanaticism. Here, we provide some speci�c advice
for discussing supplementation as an example of using negotiation to get
what you need.

“Vitamins will interfere with your tests.”—In response to the claim that
vitamin supplementation can interfere with hospital tests, ask which
tests are unreliable in this way. Do not expect a speci�c answer, however,
as the data is unlikely to be available to the clinical staff making the
claim. To answer this objection, ask for the phrase “takes supplements”
to be added to any test paperwork. Remind them that everyone
consumes vitamins in the diet as otherwise they would become sick. For
any particular test, there will only be some supplements that are relevant.
Ask which particular supplement will interfere with the test and why.
Hospitals routinely have patients on several drugs at the same time
without this interfering with their ability to perform and interpret
diagnostic tests.



If there is a speci�c and essential test, or procedure, that requires
suspension of a vitamin supplement, the particular vitamin can be
stopped for a short period. e supplementation can be resumed
immediately aer the test is performed. Only a few supplements will
need to be dis-continued—those speci�cally known to interfere with
the diagnostic test. Low-dose supplementation can continue, as
vitamins and minerals are essential.

“Vitamins will be dangerous aer surgery.”—ere is a substantially
increased need for vitamins and other nutrients during wound healing.
For example, tissue repair requires synthesis of the structural protein
collagen, for which vitamin C is needed. Some patients have been told
that their blood-thinning medications, such as warfarin (Coumadin),
are incompatible with vitamin supplements, especially vitamins K, C,
and E. Vitamins C and E are essential to life. Vitamin C may lessen
clotting time, and vitamin E may increase it, but it is not clear how a
combination will in�uence the action of warfarin.
e one vitamin supplement that is absolutely contraindicated with

warfarin is vitamin K, as the drug speci�cally blocks its action.
Warfarin is a vitamin K antagonist: blocking vitamin K produces its
primary inhibition of blood clotting. e drug’s action in blocking this
vitamin also produces numerous side effects, including interactions
with other drugs and dietary substances. Most people do not
supplement with vitamin K and many multivitamins do not include
this vitamin. Vitamin K is provided for the body by intestinal bacteria.
e problems with warfarin are side effects of the drug, not

nutrition. e use of this drug demands careful monitoring of blood
clotting, typically at weekly to monthly intervals. e dose of the drug
is adjusted to maintain a consistent clotting level. Use of supplements is
entirely consistent with the use of warfarin, provided the drug is
properly monitored and administered. We would not advise any
dealings with a hospital that is unable to provide robust safe
medication, monitoring, and control. Even warfarin can be combined
with supplements.

“Vitamins are unnecessary on a normal diet.”—As indicated earlier, there
is no evidence to support the o-repeated statement that a normal diet



provides all the nutrients necessary. is is an outdated idea from the
early twentieth century, when it was thought that people only required
micronutrients for good health. It is true that people get by living on
burgers, chips, and other junk foods, but such a diet is unlikely to
provide good health. e effects of a poor diet were graphically
illustrated by Morgan Spurlock in his 2004 �lm Super Size Me. Most
people in modern industrial societies have marginal nutritional
de�ciencies; for example, a large proportion of the population has low
vitamin C and magnesium levels. It may be wise to ignore the statement
that a normal diet provides all the nutrients necessary.
e staff who claim that vitamin supplementation is unnecessary

also carry some responsibility for the hospital food. Hospital food
continues to deserve its almost pathogenic reputation.

If the Hospital Staff Remove Your Supplements

Hospital staff have no right to remove your vitamins or other supplements.
ey are your property. If they remove your supplements, demand they
return them immediately. ey have forced a negotiation.

Appeals to Authority

You are not a child and have the right to make decisions concerning your
body. Accept nothing without an explanation that is satisfactory to you. If
the nurse, doctor, aide, clerk, orderly, or anyone else makes a reference to
authority, challenge the claim. It may be the hospital’s rule, but who is the
system intended to bene�t? Ask for a supervisor. If the supervisor also
claims that it is a rule, ask to see the hospital administrator. e rule should
be backed up with a reason. Make it clear that they have a responsibility to
you as a human being. If you are paying for your treatment, remind them.
Remember, there are other hospitals and, unless your problem is acute, you
can choose to leave.

SAFETY OF SUPPLEMENTS



Adverse drug side effects are a concern. Sick patients are oen given
multiple drugs and physicians end up treating the patient through a haze of
side effects, and it is oen impossible to tell what is the original disease or a
side effect of an interacting drug. Still, doctors have an easier time than the
patients.

While nutrition is accepted as a primary determinant of health,
highlighting the potential dangers of supplements is routine in current
medical papers reporting their bene�ts. is is ironic in an environment
where adverse drug events are routinely accepted and an average hospital
patient can expect to suffer at least one medication error per day. On the
other hand, a review of poison control center reports reveals the amazing

safety of vitamins.63 e American Association of Poison Control Centers
(AAPCC), which maintains the U.S. national toxicology database, indicates
an extremely small number of deaths from vitamins in each given year. Keep
in mind that these are national �gures for an entire year.



is list includes the most recent data available at the time of writing.64

e lack of deaths attributed to vitamins is not a result of selective coverage.
AAPCC has noted that vitamins are among the sixteen most reported
substances. Even including intentional and accidental misuse, the number of
vitamin fatalities is strikingly low. In most years, the AAPCC reports that
there was not one death due to vitamins. Plus, the causes of the reported
deaths are typically not well determined and the risk may be an
overestimate.
e safety of vitamin supplements is well established. e AAPCC data

suggest an average risk of dying from vitamin supplementation in the U.S. to
be less than one in 300 million a year; a person is at far greater risk of being
struck by lightning. Despite this, a harmless niacin �ush is oen seen as
sufficient justi�cation to discontinue vitamin B3 therapy for psychosis or

cardiovascular disease. Some physicians declare that they simply do not
“believe” in treating with vitamins but, unless one chooses to consult a
shaman, such belief should have little to do with treatment.



F

Conclusion

ew people realize the danger that hospitals and medicine present to
patients. Most people think of hospitals as high-technology cathedrals,

where doctors save lives. In some cases, of course, hospitals are bene�cial.
Nevertheless, the horror story we have presented of medicine being a
leading or even preeminent cause of death is not controversial. e
hundreds of thousands of deaths that result from medical errors,
mismanagement, or poor practice are recognized in the scienti�c press and
apparently accepted by the wider public. Despite token attempts, there has
been little effective action to prevent this slaughter.

Paying more for high-technology treatments may lead to greater harm.
e Commonwealth Fund compared standards of health care in the United
States with twelve other advanced countries: Australia, Canada, Denmark,
England, France, Germany, Italy, e Netherlands, New Zealand, Norway,

Sweden, and Switzerland.1 e Netherlands, which topped the list, spent
$3,837 per person a year on health care—less than half the spending by the
bottom-placed U.S. ($7,290 per person a year). In the words of Karen Davis,
president of the Commonwealth Fund, “As an American, it just bothers me
that with all of our know-how, all of our wealth, that we are not assuring that

people who need health care can get it.”2 Americans pay substantially more
for a lower-quality, less-efficient medical system, which is unfair to patients.
Until the philosophy, management, and control of medicine are updated,
hospital patients need to reclaim responsibility for their own health.
roughout much of their history, hospitals have been places that patients

would have been well advised to avoid. Modern corporate medicine has an
unprepossessing past. e scorned patent medicines of old have fashioned
modern pharmacy. Pharmaceutical companies and medical societies
developed out of medieval guilds, designed to protect trade and
professionals by creating monopolies. Nowadays, the main aim of drug
companies is not to provide effective treatments but to maximize pro�ts—
indeed, this is a legal requirement for their company directors.

Descriptions of the terrible state of modern medicine are not new. In
1975, Ivan Illich explained how medical organizations were stealing our



health for the bene�t of corporations and professional physicians.
Professions and organizations accumulate power, money, and in�uence
primarily for their own bene�t, not that of patients. Naturally, they try to
acquire control and expand their importance. eir resulting monopolies
have generated a licensed medical profession that excludes competing ideas
and therapies. Such licensing is a relatively new phenomenon. However, do
not be fooled into thinking the medical license exists to protect you from
quacks; rather, it provides monopoly protection for the doctors. We see no
evidence that the existence of medical licensing improves patient care.
Despite all this regulation, many patients are still treated badly.

Doctors largely regulate themselves. ey decide who is providing
acceptable treatment and an implicit threat of deregistration for those who
disagree or do not comply. e medical profession tends to avoid direct
scienti�c comparison, but we would be surprised if nutritional and other
“alternative” treatments did not provide superior results for the majority of
patients. Aer this book’s limited review of the catalog of medical failures,
we hope the reader will be suspicious of the claims of conventional medicine
and more open to the idea of improving health with alternatives. Nutritional
medicine, in particular, claims to provide effective and safe treatments.
Readers may take the opportunity to investigate for themselves.
e level of errors occurring in medicine would not be tolerated in other

commercial �elds. If a manufacturer produced an aircra with even a small
risk of falling out of the sky on each �ight, people would simply refuse to use
that plane. Similarly, a television manufacturer that did not provide a
reliable, competitive product would rapidly lose market share. Corporate
medicine fails its patients because it has legislated away the competition. e
controls needed to reduce the risk of hospital death are simply not in place.
e situation is so bad that the introduction of a straightforward checklist
for surgery is seen as a major improvement. Hospitals and their staff are
apparently so sure that they are helping people that they turn a blind eye to
the contrary evidence.
e incidence of hospital infections is increasing and they are becoming

untreatable by conventional medicine. In just a few decades, corporate
medicine has destroyed the value of many antibiotics. To doctors who
observed penicillin in the early days, it really was a miracle drug.
Mismanagement and overuse means people now fear the resistant infections



that are rampant in hospitals. Fortunately, for those with the time and
inclination to investigate, high doses of vitamins C and D can provide a
boost to host immunity, claimed to be at least the equivalent of the effects of
early antibiotics. But do not expect to be offered such possibilities by
corporate medicine—there is no money in it.
e loss of patients’ rights is illustrated most sharply by the treatment of

the mentally ill. Modern tranquilizing drugs are aptly named a “chemical
cosh”—they interfere with and damp down the brain’s function. With high
doses, the patient can barely think or act at all, so it’s no wonder they stop
behaving and start talking strangely. Authorities have transferred psychiatric
patients from locked wards and consigned many of them to a homeless life
on the streets. ere may be a better option for these people. Dr. Hoffer and
others have described how high intakes of simple vitamins, such as niacin
and vitamin C, might provide the basis for a successful treatment of
schizophrenia. Corporate medicine offers long-term drug treatment, with
chronic side effects and a life of dependency. By contrast, Dr. Hoffer
reported a remarkably high rate of nutritional cure, which he de�nes as the
patient returning to a useful and productive life.

Participative medicine is becoming the new paradigm: it is hoped that
doctors will increasingly involve patients in decision making. However,
current patients cannot expect medicine to reform itself in time for their
next stay in the hospital. ey can, however, take more control today.
Doctors proposing a treatment should explain its potential bene�ts and risks
fully. is book has explained brie�y how the patient can view their
interaction with health-care providers as a “game.” Game theory suggests
that a person should act to avoid the maximum risk. Strangely, if your health
is in good condition, a health check-up may do more harm than good. For
example, unless you have been at speci�c risk, a positive AIDS test may
simply be misleading.

A rational person will value active good health, preventive medicine, and,
particularly, supportive nutrition. If such a person needs treatment, they will
treat it as a negotiation and make sure they are in charge. As the saying goes,
everything is negotiable: you don’t get what you deserve, you get what you
negotiate!

Declaring a victory is an old ploy. Corporate medicine has claimed that,
in the past, it provided bene�ts of extended life and freedom from disease. A



closer examination of the data suggests that the eradication of the epidemic
diseases of earlier centuries was mainly a result of improved sanitation and
nutrition. e bene�cial effects of medical interventions were secondary, if
not irrelevant. Improved nutrition is usually given the credit for major
increases in life expectancy and health. Likewise, poor nutrition is strongly
implicated as a primary cause of the two predominant modern diseases of
developed countries, cardiovascular disease and cancer. Indeed, the
evidence suggests that our high levels of chronic disease, such as arthritis
and late-onset diabetes, are also a result of chronic poor nutrition. is
implies that earlier health improvements, attributed to improved nutrition,
could continue into the future. Although corporate medicine considers this
suggestion may be accurate, it campaigns vigorously against nutritional
supplements.

Taking time to learn to get well and stay well is the most certain of
investments. Sickness is expensive. Consider this: If you are pressed for time,
but can spend some fraction of an hour each day improving your health, you
will probably live longer. If you live longer, then you will have more time in
the end. To keep control, we have to keep thinking, learning, and
negotiating.



APPENDIX

Your Hospital Checklists

You want to leave the hospital on foot from the front door, not in a box by
way of the basement. Take great care in choosing a hospital—your choice
may save your life. In the United States, check out the Twelh Annual
HealthGrades Hospital Quality in America Study for the rating of your

hospital.1 e HealthGrades Study analyzed approximately 40 million
Medicare discharges for quality as 1 star (poor), 3 stars (reasonable), and 5
stars (best). ey compared twenty-seven procedures and diagnoses. In the
three years from 2006 through 2008, they found a small improvement in
mortality. Over seventeen procedures and diagnoses where death rates were
studied, there was on average a 72 percent lower chance of dying in a highly
rated hospital compared to a poor hospital. Compared with the average
hospital, 5-star hospitals had less than half the risk of dying.
e report suggested that, from 2006 to 2008, 224,537 lives would be

saved on Medicare if all hospitals had 5-star performance for the seventeen
treatments. Over half of the preventable deaths were associated with four
conditions: sepsis, pneumonia, heart failure, and respiratory failure.
Remember that these statistics are people, with parents, wives, husbands,
and children. Each of these deaths is a tragedy.
e results for complications were similar. While in the hospital for

orthopedic procedures, there was an 80 percent lower chance of one or more
complications if the hospital was 5-star rated hospital compared to a 1-star.
e good hospitals were also much safer than the average ones. ere was a
61 percent lower chance of one or more complications when in a 5-star rated
hospital compared to the U.S. average. If all hospitals were working as well
as a 5-star rated hospital, Medicare patients would have had 110,687 fewer
orthopedic complications. Remember, a more expensive hospital is not
necessarily safer. You need to select your hospital carefully.



Core Requirements for a Hospital

ere are some core requirements for an institution attempting to heal the
sick. e patient needs shelter, food, and respect. Unless these needs are met,
there is little hope for effective treatment. However, patients may improve
and get better in spite of the detrimental effects of the hospital.
e �rst requirement is to provide shelter. e failure of modern

medicine in this respect is illustrated by the psychiatric patients begging on
our streets. e patient needs shelter until well enough to carry on with his
or her life outside the hospital.
e second requirement is for good nutritious food, and hospitals almost

always fail on this. While it is generally accepted that much of modern
disease is related to a poor diet, hospitals provide a terrible example in the
food they typically serve. Do not expect the food you receive on a cardiology
ward to adhere to the nutritional research on how to avoid a heart attack.
Even when hospitals try to provide good nutrition, they are prevented by the
current dietary paradigm. e majority of dietitians and nutritionists in
hospitals are badly trained in vitamin therapy. As a rule, they promote
vitamins and minerals only to the extent condoned by government
standards such as the Recommended Dietary Allowance (RDA). Nutrition is
perceived as part of preventive medicine and thus ignored by organizations
dedicated to treatment. Some patients have their families bring them their
meals, prepared at home from natural, fresh, whole foods—the classic
grapes by the bedside. However, even an excellent diet does not provide
sufficient nutrients to help heal serious illnesses. Supplements are essential.
e third factor is that patients need decency, respect, and optimism.

Modern hospitals have much to learn from the Quaker model for mental

hospitals.2 e Quaker approach arose in the eighteenth century and the
treatment included:

Harmonious situation—building and surroundings that li the spirit

Nutrition—exceptional food standards

Self-control—patients rewarded for controlling their behavior

A return to socialization



Useful work

Staff as role models

e power of these simple requirements to aid recovery from psychiatric
disorders is illustrated by the results claimed for schizophrenia by Dr. Hoffer
and current medicine. Practitioners of orthomolecular and nutritional
medicine necessarily provide good food and respect for the individual
patient. e core element in Dr. Hoffer’s treatment of schizophrenia was a
very high intake of B vitamins, particularly niacin, and vitamin C. e
reported recovery rates are shown in the table.
 

RECOVERY RATES FOR SCHIZOPHRENIA PATIENTS

  TREATMENT/ORGANIZATION RECOVERY RATES

  Mental hospital (1900 to 1950) 0 percent response

  Modern psychiatry Under 10 percent

  Dr. Hoffer’s orthomolecular treatment 75-90 percent

ese �gures are not directly challenged. When Dr. Hoffer reported them
to colleagues, they suggested his excellent results were a result of his healing
personality or self-delusion. Similarly, early critics of Dr. Hoffer’s therapeutic
clams never accused him of lying; instead, they provided alternative
explanations, such as it was his amazing persona that was so bene�cial. Dr.
Hoffer was always the �rst to admit he really did have a marvelous
personality, but he never considered it that powerful.

On one occasion, Dr. Hickey suggested a massive dose of niacin and
vitamin C to a patient having an acute and severe psychotic episode. e
young man was waiting for an appointment for mainstream psychiatric help.
e results were immediate and dramatic: the young man recovered
overnight and, within two days, had returned to normal. When he went for
his appointment with the psychiatric services, he did not need medication
or additional help. Dr. Hickey e-mailed Dr. Hoffer to tell him the news and
received this tongue-in-cheek reply: “My critics never called me liar when I
spoke about recoveries but they knew that it was due to my marvelous



healing personality, as they also knew as a matter of fact that vitamins had
absolutely nothing to do with schizophrenia. Now, we know that you too
have that marvelous personality. Congratulations.”

Here, we examine a number of factors you should look for in choosing a
hospital and provide handy checklists to help your evaluation process.

BASIC CONSIDERATIONS

When choosing a hospital, there are a few basic considerations that may be
helpful. Large hospitals and those connected to universities are more likely
to have the equipment and expertise to cope in an emergency. However, take
care with teaching hospitals—they are in need of material for research and
training, and being a guinea pig is a risk you might want to avoid. Check
that the hospital appears clean and well organized. Poor hospitals oen have
a bad reputation and this will be re�ected in the opinion of former patients
and perhaps local news reports. Do an Internet search on the hospital.
Remember, you are far more likely to suffer complications or die in a poor
hospital.
 

BASIC CONSIDERATIONS

Is the hospital clean? Yes No

Are the corridors clear? Yes No

No bad smells? Yes No

Good staff/patient ratio? Yes No

Provides patient satisfaction forms? Yes No

Do care plan conferences include patients and relatives? Yes No

Friends and relatives provide positive reports? Yes No

Good reports in local press? Yes No

Are the nurses smiling? Yes No

Is it a large, well-provisioned hospital? Yes No



TOTAL SCORE: ___Yes ___No

An adequate hospital score is 8 of 10 or higher.

HOSPITAL WARDS/FLOORS

Checking hospital �oors (wards) is straightforward. Look out for any breach
of hygiene that will raise the risk of infection. e ward should be clean,
welcoming, and well managed. Watch out for low numbers of nurses. In
particular, make sure the hospital staff are focused on nutrition and have a
positive attitude toward supplements. Ask about pressure sores—they
should be rare or absent. Also, make sure that good food can be provided by
relatives if the hospital food is poor. Arrange for a relative or friend to be
with you throughout your stay.
 

HOSPITAL WARDS/FLOORS

Are the rooms clean and tidy? Yes No

Nurses can monitor beds visually or are within calling
distance?

Yes No

e nurse/patient ratio is high? Yes No

Immediate response to calls for help and other requests? Yes No

Resuscitation and emergency equipment is immediately
available?

Yes No

Nurses are happy with staffing levels? Yes No

A patient will see a doctor each day? Yes No

Staff wash hands/change gloves between each patient? Yes No

A consulting physician controls all treatment? Yes No

Are cleaning staff visible and effective? Yes No

Staff report that there have been no recent issues with Yes No



infection?

Nurses report normal supplies are at hand? Yes No

Food is excellent? Yes No

Nurses consider nutrition of primary importance? Yes No

Medical and nursing staff answer your questions politely
and are helpful?

Yes No

Are visitors welcome at any time? Yes No

TOTAL SCORE: ___Yes ___No

A score of 12 out of 16 is barely acceptable.

INFECTION CONTROL

One of the worst things about hospitals is that you can go into a hospital for
surgery or another treatment and pick up an infection. As we have
explained, this is more serious than it may sound. Hospital germs are oen
antibiotic-resistant “super-bugs.”
 

INFECTION CONTROL

Staff wash hands and change gloves between patients? Are
you sure?

Yes No

Are catheters cleaned regularly? Yes No

Ventilators are maintained regularly with the external
airway changed each day?

Yes No

Dressing changes are done with a sterile technique? Yes No

Waste needles, dressings, etc., are treated as biohazard
waste?

Yes No

Has the antibiotic been chosen as a result of a bacterial
sensitivity test?

Yes No



If the patient is in isolation, do the staff obey the same rules
on masks, gowns, etc., as visitors?

Yes No

TOTAL SCORE: ___Yes ___No

A score of 6 out of 7 is acceptable.

SAFE EMERGENCY ROOM?

In many cases, the choice of emergency department is moot. However, with
minor injuries and conditions, it may be possible to have some �exibility
over which emergency room (ER) you go to. Large hospitals have the
imaging, intensive care, and other facilities necessary to properly support
emergency medicine. Note that while an ER with a short waiting time is
preferable, the imposition of target waiting times is a sign of poor
management.
 

SAFE EMERGENCY ROOM?

Is there a doctor for every ten patients? Yes No

Is there a nurse for every �ve patients? Yes No

Short waiting times? Yes No

Are security staff present? Yes No

Is the ER part of a large hospital? Yes No

TOTAL SCORE: ___Yes ___No

A score of 4 out of 5 is acceptable.

INTENSIVE CARE

Intensive is not necessarily bene�cial. High-technology and “heroic”
medicine is glamorous to the physician and makes exciting TV programs.
Unless you have suffered major trauma, it is possible to have a long and full



life without ever coming into contact with intensive medicine. As medicine
becomes more intensive and invasive, it carries a correspondingly greater
risk to the patient. All too oen, patients need such intensive care because
the hospital has made a life-threatening error. Try to stay with patients in
intensive care, and check all their lines and procedures. e staff should be
happy to explain what they are doing and why.
 

INTENSIVE CARE

Is the patient monitored constantly? Yes No

ere is a nurse for every three or fewer patients? Yes No

When you ask, you are told what each of the tubes and
wires are for?

Yes No

Good staff/patient ratio? Yes No

Where visible, the entry sites for intravenous (IV) drips are
clean, not in�amed, swollen, reddened, or infected?

Yes No

IV lines are dripping and have a drip chamber? Yes No

Blood from paid donors is not being used? Yes No

Are feeding tubes clean and the �ow is acceptable? Yes No

e patient is not indicating problems with any tubes? Yes No

TOTAL SCORE: ___Yes ___No

A perfect score is necessary and is non-negotiable.

SURGERY

Elective or non-urgent surgery should be undertaken with clear knowledge
of the risks and bene�ts. For example, is a straighter nose worth the �nancial
cost and small risk of major loss of facial tissue through infection? Pre-
surgery is one occasion where screening tests are appropriate. Before
surgery, the patient should receive health checks, including blood cell counts



and chemical analysis, clotting time, and an electrocardiogram (EKG). Try
to ensure that there is someone in the recovery room at all times.
 

SURGERY

Is the patient infection free? Yes No

Has the procedure been described in detail? Yes No

Have the possible complications been discussed? Yes No

Have the risks been identi�ed and explained to you? Yes No

Will a suitably trained nurse be with you in the recovery
room?

Yes No

Does the operation have speci�c requirements for recovery? Yes No

High-dose vitamin C before and aer the procedure? Yes No

TOTAL SCORE: ___Yes ___No

A score of 5 out of 7 is acceptable.

ANESTHESIA

A surgeon’s mistake can cause you harm, disable you, or even kill you.
However, it is even more critical to avoid an error by the anesthetist. One
author suggests you ask the anesthetist to show his or her hand palm down

and let you rest a sheet of paper on it.3 He suggests you should request a
different anesthetist if the hand is shaking.
 

ANESTHESIA

Can you meet the anesthetist? Yes No

Is the anesthetist con�dent? Yes No

Does the anesthetist have at least �ve years of experience? Yes No



Does the anesthetist drink or smoke? Yes No

Will the anesthetist describe the process and the risks? Yes No

Does the anesthetist report a risk of death of at least one in
10,000?

Yes No

Does the anesthetist give the impression that the procedure
is routine?

Yes No

TOTAL SCORE: ___Yes ___No

A score of 5 out of 7 is acceptable.

MOBILITY ISSUES

Patients with mobility issues have speci�c requirements. Falls in hospitals
are a frequent cause of injury. Make sure everything needed is available and
the patient does not need to leave the bed. Remember that following
operations or other procedures, any patient can have mobility issues.
Relatives of patients at risk who do not trust the hospital can help by visiting
and monitoring the patient as much as possible.
 

MOBILITY ISSUES

Is the patient unsteady on his or her feet? Yes No

Does the bed have side rails? Yes No

Is the nurse call switch within easy reach? Yes No

Are calls for assistance responded to immediately? Yes No

Do nurses make frequent patient checks both day and
night?

Yes No

Are water and other �uids within reach? Yes No

Are urinals and bedpans within reach? Yes No

Are patients told that assistance is available and they do not Yes No



need to leave the bed?

Do the nurses appreciate the patient’s risk? Yes No

If confusion is present, will the patient be monitored
constantly day and night?

Yes No

Is video surveillance in use? Yes No

TOTAL SCORE: ___Yes ___No

A score of 9 out of 11 is acceptable.

GIVING BIRTH

Hospitals are no safer than home births for normal deliveries, but they may
be required if there are unusual health problems or risks. If having the baby
at home, make sure you are prepared for a quick trip to the hospital in case
of complications. Check the hospital’s facilities and the route to be taken.
Arrange for an ambulance to be available within �ve minutes to get the
mother to hospital. e hospital should be large and well equipped to cover
all eventualities.
e maternity unit needs to be secure. Hospitals make errors, such as

operating on the wrong person or removing the wrong leg, so make sure you
have the right baby! Check the nametag yourself and look for birthmarks as
soon aer birth as possible. Consider taking a footprint or handprint from
the newborn or, better still, initial your baby’s foot with an indelible marker.
One of the authors (Andrew Saul) was almost switched in the hospital at his
birth.
 

GIVING BIRTH

Will fetal monitoring be employed and kept on throughout
the birth?

Yes No

Is a consulting obstetrician always available? Yes No

Does the hospital have full backup for emergencies, such as Yes No



pediatric intensive care?

Is there a fully equipped crash cart nearby? Yes No

Is the unit secure? Yes No

How can the mother be sure the baby is not swapped
accidentally?

Yes No

Is the baby’s heart rate between 100-160 beats per minute? Yes No

TOTAL SCORE: ___Yes ___No

A score of 5 out of 7 is adequate.
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