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Death by Medicine 
Gary Null, Ph.D.;1 Carolyn Dean, M.D., N.D.;2 

Martin Feldman, M.D.:3 Debora Hasio, M.D.1 

Introduction 
A close reading of medical peer-review 

journals and government health statistics 
shows that American medicine frequently 
causes more harm than good. The number 
of people having in-hospital, adverse drug 
reactions (ADR) to prescribed medicine is 
2.2 million.1 Dr. Richard Besser, of the CDC, 
in 1995, said the number of unnecessary an
tibiotics prescribed annually for viral infec
tions was 20 million. Dr. Besser, in 2003, re
fers lo tens of millions of unnecessary 
antibi0tics.2.2a The number of unnecessary 
medical and surgical procedures performed 
annually is 7.5 million.3 The number of peo
ple exposed to unnecessary hospitalization 
annually is 8.9 million.4 The total number of 
iatrogenic deaths shown in the Table 1, p.2 
is 783,936. It is evident that the American 
medical system is the leading cause of death 
and injury in the United States. The 2001 
heart disease annual death rate is 699,697; 
the annual cancer death rate, 553,251.5 

The enumerating of unnecessary medi
cal events is very important in our analysis. 
Any medical procedure that is invasive and 
not necessary must be considered as part of 
the larger iatrogenic picture. Unfortunately, 
cause and effect go unmonitored. The figures 
on unnecessary events represent people ("pa
tients .. ) who are thrust into a dangerous 
health care system. They are helpless victims. 
Each one of these 16.4 million lives is being 
affected in a way that could have a fatal con
sequence. Simply entering a hospital could 
result in the following (see Table 2, p. 22): 

1. In 16.4 million people, 2.1% chance 
of a serious adverse drug reaction.1 (186,000) 

2. In 16.4 million people, 5-6% chance 
of acquiring a nosocomial infection.9 

(489,500) 

1. 2307 Broadway Ave .. New York. NY. 10024 
2. P.O. 118. Bronx. NY. 10464 
3. 132 E. 76th SL. New York. NY. 100021 

3. ln16.4 million people, 4-36% chance 
of having an iatrogenic injury in hospital 
( mectical error and adverse drug reactions ).15 

(1.78 million) 
4. In 16.4 million people, 17% chance 

of a procedure error.22 (1.3 million) 

. Overlap of Statistics 
We have added, cumulatively, figures 

from 13 references of annual iatrogenic 
deaths. However, there is invariably some 
degree of overlap and double counting that 
can occur in gathering non-finite statistics. 
Death numbers don't come with names and 
birth dates to prevent duplication On the 
other hand, there are many missing statis
tics. As we will show, only about 5% to 20% 
of iatrogenic incidents are even re
corded, 15

•
17

•
18 and, our outpatient iatrogenic 

statistics1
2.55 only include drug-related events 

and not surgical cases, diagnostic errors, or 
therapeutic mishaps. 

We have also been conservative in our 
inclusion of statistics that were not reported 
in peer review journals or by government 
institutions. For example, on July 23, 2002, 
The Chicago Tribune analyzed records from 
patient databases, court cases, 5,810 hospi
tals, as well as 75 federal and state agencies 
and found 103,000 cases of death due to hos
pital infections, 75% of which were prevent
able.68 We do not include this figure but re
port the lower Weinstein figure of 88,000.9 

Another figure that we withheld, for lack of 
proper peer review was The National Com
mittee for Quality Assurance, September, 
2003 report which found that at least 57,000 
people die annually from lack of proper care 
for commons diseases such as high blood 
pressure, diabetes, or heart disease.69 

Overlapping of statistics presented here 
may occur with the Institute of Medicine 
(IOM) paper that designates "mectical error" 
as inducting drugs, surgery, and unnecessary 
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procedures.6 Since we have also included 
other statistics on adverse drug reactions, 
surgery and, unnecessary procedures, perhaps 
a much as 50% of the IOM number could be 
redundant. However, even taking away half 
the 98,000 10M number still leaves us with 
iatrogenic events as the number one killer at 
734,936 annual deaths. 

Even greater numbers of iatrogenic 
deaths will eventually come to light when 
all facets of health care delivery are meas
ured. Most iatrogenic statistics are derived 
from hospital-based studies. However, 
health care is no longer typically relegated 
to hospitals. Today, health care is shared by 

hospitals, outpatient clinics, transitional 
care, long-term care, rehabilitative care, 
home care, and private practitioners offices. 
In the current climate of reducing health
care costs, the number of hospitals and the 
length of patient stays are being slashed. 
These measures will increase the number 
of patients shunted into outpatient, home 
care, and long-term care and the iatrogenic 
morbidity and mortality will also increase. 

The First Major Iatrogenic Study 
Dr. Lucien L. Leape opened medicine's 

Pandora's box in his 1994 JAMA paper, "Error 
in Medicine:'15 He began the paper by remi-

Table 1. Annual Physical and Economic Cost of Medical Intervention. 

Condition Deaths Cost 

Hospital ADR 106,000 $12 billion 
Medical error 98,000 $2 billion 
Bedsores 115,000 $55 billion 
Infection 88,000 $5 billion 
Malnutrition 108,800 ----
Outpatient ADR 199,000 $77 billion 
Unnecessary Procedures 37,136 $122 billion 
Surgery-Related 32,000 $9 billion 

TOTAL 783,936 $282 billion 

Table 2. Annual Unnecessary Medical Events Statistics. 

Unnecessary Events 

Hospitalization 
Procedures 

TOTAL 

People Affected 

8.9 million4 

7.5 million3 

16.4 million 

22 

Author 

Lazarou, 1 Suh31 

IOM6 

Xakellis/ Barczak8 

Weinstein,9 MMWR 10 

Nurses Coalition 11 

Starfield, 12 Weingart70 

HCUP3, 13 

AHRQ71 

Iatrogenic Events 

1.78 million15 

1.30 million11 

3.08 million 



niscing about Florence Nightingale's maxim
"first do no harm," but he found evidence of 
the opposite happening in medicine. He 
found that Schimmel reported in 1964 that 
20% of hospital patients suffered iatrogenic 
injury, with a 20% fatality rate. Steel in 1981 
reported that 36% of hospitalized patients 
experienced iatrogenesis with a 25% fatality 
rate and adverse drug reactions were involved 
in 50% of the injuries. Bedell in 1991 reported 
that 64% of acute heart attacks in one hospi
tal were preventable and were mostly due to 
adverse drug reactions. However, Leape fo
cused on his and Brennan's "Harvard Mecli
cal Practice Study" published in 1991.1

5.1 They 
found that in 1984, in New York State, there 
was a 4% iatrogenic injury rate for patients 
with a 14% fatality rate. From the 98,609 pa
tients injured and the 14% fatality rate, he 
estimated that in the whole of the U.S. 180,000 
people clie each year, partly as a result of ia
trogenic injury. Leape compared these deaths 
to the equivalent of three jumbo jet crashes 
every two days. 

Why Leape chose to use the much lower 
figure of 4% injury for his analysis remains in 
question. Perhaps he wanted to tread lightly. 
If Leape had, instead, calculated the average 
rate among the three studies he cites (36%, 
20%, and 4%), he would have come up with a 
20% medical error rate. The number of fatali
ties that he could have presented, using an 
average rate of injury and his 14% fatality, is 
an annual1 .189,576 iatrogenic deaths, or over 
ten jumbo jets crashing every day. 

Leape acknowledged that the literature 
on medical error is sparse and we are only 
seeing the tip of the iceberg. He said that 
when errors are specifically sought out, 
reported rates are "distressingly high''. He 
cited several autopsy studies with rates as 
high as 35-40% of missed diagnoses caus
ing death. He also commented that an in
tensive care unit reported an average of 1.7 
errors per day per patient, and 29% of those 
errors were potentially serious or fatal. We 
wonder: what is the effect on someone who 
daily gets the wrong medication, the wrong 
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dose, the wrong procedure; how do we 
measure the accumulated burden of injury; 
and when the patient finally succumbs af
ter the tenth error that week, what is en
tered on the death certificate? 

Leape calculated the rate of error in the 
intensive care unit. First, he found that each 
patient had an average of 178 "activities" 
(staff/procedure/medical interactions) a 
day, of which 1.7 were errors, which means 
a 1% failure rate. To some this may not 
seem like much, but putting this into per
spective, Leape cited industry standards 
where in aviation a 0.1% failure rate would 
mean 2 unsafe plane landings per day at 
O'Hare airport; in the U.S. Mail. 16,000 
pieces of lost mail every hour; or in bank
ing, 32,000 bank checks deducted from the 
wrong bank account every hour. 

Analyzing why there is so much medi
cal error Leape acknowledged the lack of 
reporting. Unlike a jumbo jet crash, which 
gets instant media coverage, hospital errors 
are spread out over the country in thou
sands of different locations. They are also 
perceived as isolated and unusual events. 
However, the most important reason that 
medical error is unrecognized and grow
ing, according to Leape, was, and still is, 
that doctors and nurses are unequipped to 
deal with human error, due to the culture 
of medical training and practice. Doctors 
are taught that mistakes are unacceptable. 
Medical mistakes are therefore viewed as a 
failure of character and any error equals 
negligence. We can see how a great deal of 
sweeping under the rug takes place since 
nobody is taught what to do when medica] 
error does occur. Leape cited Mcintyre and 
Popper who said the "infallibility model" of 
medicine leads to intellectual dishonesty 
with a need to cover up mistakes rather 
than admit them. There are no Grand 
Rounds on medical errors, no sharing of 
failures among doctors and no one to sup
port them emotionally when their error 
harms a patient. 

Leape hoped his paper would encour-
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age medicine "to fundamentally change the 
way they think about errors and why they 
occur." It's been almost a decade since this 
groundbreaking work, but the mistakes 
continue to soar. 

One year later, in 1995, a report in]AMA 
said that, "Over a million patients are injured 
in U.S. hospitals each year, and approximately 
280,000 die annually as a result of these inju
ries. Therefore, the iatrogenic death rate 
dwarfs the annual automobile accident mor
tality rate of 45,000 and accounts for more 
deaths than all other accidents combined:'16 

At a press conference in 1997, Dr. 
Leape released a nationwide poll on pa
tient iatrogenesis conducted by the Na
tional Patient Safety Foundation (NPSF), 
which is sponsored by the American Medi
cal Association. The survey found that 
more than 100 million Americans have 
been impacted directly and indirectly by 
a medical mistake. Forty-two percent were 
directly affected and a total of 84% per
sonally knew of someone who had experi
enced a medical mistake. 14 Dr. Leape is a 
founding member of the NPSF. 

Dr. Leape at this press conference also 
updated his 1994 statistics saying that 
medical errors in inpatient hospital set
tings nationwide, as of 1997, could be as 
high as three million and could cost as 
much as $200 billion. Leape used a 14% 
fatality rate to determine a medical error 
death rate of 180,000 in 1994_15 In 1997, 
using Leape's base number of three mil
lion errors, the annual deaths could be as 
much as 420,000 for inpatients alone. This 
does not include nursing home deaths, or 
people in the outpatient community dy
ing of drug side effects or as the result of 
medical procedures. 

Only a Fraction of Medical Errors are 
Reported 

Leape, in 1994, said that he was well 
aware that medical errors were not being 
reported.15 According to a study in two 
obstetrical units in the U.K., only about 

one quarter of the adverse incidents on the 
units are ever reported for reasons of pro
tecting staff or preserving reputations, or 
fear of reprisals, including law suits.17 An 
analysis by Wald and Shojania found that 
only 1.5% of all adverse events result in 
an incident report, and only 6% of adverse 
drug events are identified properly.18 The 
authors learned that the American College 
of Surgeons gives a very broad guess that 
surgical incident reports routinely capture 
only 5-30% of adverse events. In one sur
gical study only 20% of surgical complica
tions resulted in discussion at Morbidity 
and Mortality Rounds.18 From these stud
ies it appears that all the statistics gath
ered may be substantially underestimat
ing the number of adverse drug and medi
cal therapy incidents. It also underscores 
the fact that our mortality statistics are 
conservative figures. 

Drug latrogenesis 
Drugs comprise the major treatment 

modality of scientific medicine. With the 
discovery of the "Germ Theory" medical 
scientists convinced the public that infec
tious organisms were the cause of illness. 
Finding the "cure" for these infections 
proved much harder than anyone imagined. 
From the beginning, chemical drugs prom
ised much more than they delivered. But 
far beyond not working, the drugs also 
caused incalculable side effects. The drugs 
themselves, even when properly prescribed, 
have side effects that can be fatal , as 
Lazarou's study1 shows. But human error 
can make the situation even worse. 

Medication Errors 
A survey of a 1992 national pharmacy 

database found a total of 429,827 medica
tion errors from 1,081 hospitals. Medication 
errors occurred in 5.22% of patients admit
ted to these hospitals each year. The authors 
concluded that a minimum of 90,895 pa
tients annually were harmed by medication 
errors in the country as a whole.19 
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A 2002 study shows that 20% of hospi
tal medications for patients had dosage 
mistakes. Nearly 40% of these errors were 
considered potentiaUy harmful to the pa
tient. In a typical 300-patient hospital the 
number of errors per day were 40.20 

Problems involving patients' medica
tions were even higher the foBowing year. 
The error rate intercepted by pharmacists 
in this study was 24%, making the poten
tial minimum number of patients harmed 
by prescription drugs 417,908.21 

Recent Adverse Drug Reactions 
More recent studies on adverse drug 

reactions show that the figures from 1994 
(published in Lazarou's 1998]AMA article) 
may be increasing. A 2003 study followed 
four hundred patients after discharge from 
a tertiary care hospital (hospital care that 
requires highly specialized skills, technol
ogy, or support services). Seventy-six pa
tients (19%) had adverse events. Adverse 
drug events were the most common at 66%. 
The next most common events were pro
cedure-related injuries at 17%.22 

In a NE]M study an alarming one-in
four patients suffered observable side effects 
from the more than 3.34 billion prescription 
drugs filled in 2002.23 One of the doctors who 
produced the study was interviewed by 
Reuters and commented that, "With these 
10-minute appointments, it's hard for the 
doctor to get into whether the symptoms are 
bothering the patients."24 William Tierney, 
who editorialized on the NE]M study, said 
·· ... given the increasing number of power
ful drugs available to care for the aging popu
lation, the problem will only get worse." The 
drugs with the worst record of side effects 
were the SSRls, the NSAIDs, and calcium
channel blockers. Reuters also reported that 
prior research has suggested that nearly 5% 
of hospital admissions - over 1 miUion per 
year - are the result of drug side effects. But 
most of the cases are not documented as 
such. The study found one of the reasons for 
this failure: in nearly two-thirds of the cases, 

Death by Medicine 

doctors couldn't diagnose drug side effects 
or the side effects persisted because the doc
tor failed to heed the warning signs. 

Medicating Our Feelings 
We only need to look at the side effects 

of antidepressant drugs, which give hope 
to a depressed population. Patients seek
ing a more joyful existence and relief from 
worry, stress, and anxiety, fall victim to the 
messages blatantly displayed on TV and 
billboards. Often, instead of relief, they also 
fall victim to a myriad of iatrogenic side 
effects of antidepressant medication. 

Also, a whole generation of antidepres
sant users has resulted from young people 
growing up on Ritalin. Medicating youth and 
modifying their emotions must have some 
impact on how they learn to deal with their 
feelings. They learn to equate coping with 
drugs and not with calling on their inner 
resources. As adults, these medicated youth 
reach for alcohol, drugs. or even street drugs, 
to cope. According to the journal of the 
American Medical Association, "Ritalin acts 
much like cocaine."25 Today's marketing of 
mood-modifying drugs, such as Prozac or 
Zoloft, makes them not only sociaBy accept
able but almost a necessity in today's stress
ful world. 

Television Diagnosis 
In order to reach the widest audience 

possible, drug companies are no longer just 
targeting medical doctors with their mes
sage about antidepressants. By 1995 drug 
companies had t ripled the a mount of 
money aUotted to direct advertising of pre
scription drugs to consumers. The major
ity of the money is spent on seductive tel
evision ads. From 1996 to 2000, spending 
rose from $791 million to nearly $2.5 bil
lion.26 Even though $2.5 billion may seem 
like a lot of money, the authors comment 
that it only represents 15% of the total 
pharmaceutical advertising budget. Ac
cording to medical experts "there is no 
solid evidence on the appropriateness of 
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prescribing that results from consumers 
requesting an advertised drug." However. 
the drug companies maintain that direct
to-consumer advertising is educational. Dr. 
Sidney M. Wolfe, of the Public Citizen 
Health Research Group in Washington, D.C., 
argues that the public is often misinformed 
about these ads.27 People want what they see 
on television and are told to go to their doc
tor for a prescription. Doctors in private 
practice either acquiesce to their patients' 
demands for these drugs or spend valuable 
clinic time trying to talk patients out of 
unnecessary drugs. Dr. Wolfe remarks that 
one important study found that people mis
takenly believe that the "FDA reviews all ads 
before they are released and allows only the 
safest and most effective drugs to be pro
moted directly to the public:'28 

How Do We Know Drugs Are Safe? 
Another aspect of scientific medicine 

that the public takes for granted is the test
ing of new drugs. Unlike the class of people 
that take drugs who are ill and need medi
cation, in general, drugs are tested on indi
viduals who are fairly healthy and not on 
other medications that can interfere with 
findings. But when they are declared "safe" 
and enter the drug prescription books, they 
are naturally going to be used by people on 
a variety of other medications and who also 
have a lot of other health problems. Then, a 
new phase of drug testing called Post-Ap
proval comes into play, which is the docu
mentation of side effects once drugs hit the 
market. In one very telling report, the Gen
eral Accounting Office (an agency of the U.S. 
Government) "found that of the 198 drugs 
approved by the FDA between 1976 and 
1985 ... 102 (or 51.5%) had serious post-ap
proval risks ... the serious post-approval risks 
(included) heart failure, myocardial infarc
tion, anaphylaxis, respiratory depression and 
arrest, seizures, kidney and liver failure, se
vere blood disorders, birth defects and fetal 
toxicity, and blindness."29 

NBC's investigative show "Dateline" 

wondered if your doctor is moonlighting as 
a drug rep. After a year-long investigation 
they reported that because doctors can le
gally prescribe any drug to any patient for 
any condition, drug companies heavily pro
mote "off-label" and frequently inappropri
ate and non-tested uses of these medica
tions in spite of the fact that these drugs 
are only approved for specific indications 
they have been tested for.30 

The leading causes of adverse drug 
reactions are antibiotics (17%), cardiovas
cular drugs (17%), chemotherapy (15%), 
and analgesics and anti- inflammatory 
agents (15%).31 

Specific Drug Iatrogenesis: Antibiotics 
Dr. Egger, in a recent editorial, wrote 

that after fifty years of increasing use of 
antibiotics, 30 million pounds of antibiot
ics are used in America per year.32 Twenty
five miJlion pounds of this total are used in 
animal husbandry. The vast majority of this 
amount, 23 million pounds. is used to try to 
prevent disease, the stress of shipping, and 
to promote growth. Only 2 million pounds 
are given for specific animal infections. Dr. 
Egger reminds us that low concentrations 
of antibiotics are measurable in many of our 
foods, rivers, and streams around the world. 
Much of this is seeping into bodies of water 
from animaJ farms. 

Egger says overuse of antibiotics results 
in food-borne infections resistant to antibi
otics. Salmonella is found in 20% of ground 
meat but constant exposure of cattle to an
tibiotics has made 84% of saJmonella resist
ant to at least one anti-salmonella antibi
otic. Diseased animaJ food accounts for 80% 
of saJmonellosis in humans, or 1.4 million 
cases per year. The conventionaJ approach 
to deaJing with this epidemic is to radiate 
food to try to kill all organisms but keep 
using the antibiotics that cause the original 
problem. Approximately 20% of chickens are 
contaminated with Campylobacter jejuni 
causing 2.4 million human cases of illness 
annually. Fifty-four percent of these organ-
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isms are resistant to at least one anti
campylobacter antimicrobial. 

A ban on growth-promoting antibiot
ics in Denmark began in 1999, which led 
to a decrease from 453,200 pounds to 
195,800 pounds within a year. Another re
port from Scandinavia found that taking 
away antibiotic growth promoters had no 
or minimal effect on food production costs. 
Egger further warns that in America the 
current crowded, unsanitary methods of 
animal farming support constant stress 
and infection, and are geared toward high 
antibiotic use. He says these conditions 
would have to be changed along with cut
ting back on antibiotic use. 

In America, over 3 million pounds of 
antibiotics are used every year on humans. 
With a population of 284 million Ameri
cans, this amount is enough to give every 
man, woman and child 10 teaspoons of 
pure antibiotics per year. Egger says that 
exposure to a steady stream of antibiotics 
has altered pathogens such as Streptococ
cus pneumoniae, Staplococcus aureus, and 
entercocci, to name a few. 

Almost half of patients with upper res
piratory tract infections in the U.S. still 
receive antibiotics from their doctor.33 Ac
cording to the CDC, 90% of upper respira
tory infections are viral and should not be 
treated with antibiotics. In Germany the 
prevalence for systemic antibiotic use in 
children aged 0-6 years was 42.9%.34 

Data taken from nine U.S. health plans 
between 1996-2000 on antibiotic use in 
25,000 children found that rates of antibi
otic use decreased. Antibiotic use in chil
dren, aged 3 months to under 3 years, de
creased 24%, from 2.46 to 1.89 antibiotic 
prescriptions per/patient per/year. For chil
dren, 3 years to under 6 years, there was a 
25% reduction from 1.47 to 1.09 antibiotic 
prescriptions per/patient per/year. And for 
children aged 6 to under 18 years, there was 
a 16% reduction from 0.85 to 0.69 antibi
otic prescriptions per/ patient / per year.35 

Although there was a reduction in antibi-
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otic use, the data indicate that on average 
every child in America receives 1.22 anti
biotic prescriptions annually. 

Group A beta-hemolytic streptococci 
is the only common cause of sore throat 
that requires antibiotics, penicillin and 
erythromycin being the only recommended 
treatment. However, 90% of sore throats are 
viral. The authors of this study estimated 
there were 6.7 million adult annual visits 
for sore throat between 1989 and 1999 in 
the U.S. Antibiotics were used in 73% of 
visits. Furthermore, patients treated with 
antibiotics were given non-recommended 
broad-spectrum antibiotics in 68% of vis
its. The authors noted, that from 1989 to 
1999, there was a significant increase in the 
newer and more expensive broad-spectrum 
antibiotics and a decrease in use of peni
cillin and erythromycin, which are the rec
ommended antibiotics.36 lf antibiotics were 
given in 73% of visits and should have only 
been given in 10%, this represents 63%, or 
a total of 4.2 million visits for sore throat 
that ended in unnecessary antibiotic pre
scriptions between1989-1999. Dr. Richard 
Besser, of the CDC, in 1995, said the number 
of unnecessary antibiotics prescribed annu
ally for viral infections was 20 million. Dr. 
Besser, in 2003, now refers to tens of millions 
of unnecessary antibiotics.2.2a Neither of these 
figures takes into account the number of un
necessary antibiotics used for non-fatal con
ditions such as acne, intestinal infection, skin 
infections, ear infections, etc. 

The Problem with Antibiotics: They are 
Anti-Life 

On September 17, 2003, the CDC 
relaunched a program, started in 1995, 
called ''Get Smart: Know When Antibiot
ics Work:'37 This is a $1.6 million campaign 
to educate patients about the overuse and 
inappropriate use of antibiotics. Most peo
ple involved with alternative and comple
mentary medicine have known about the 
dangers of overuse of antibiotics for dec
ades. Finally the government is focusing on 
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the problem, yet they are only putting a 
minuscule amount of money into an iatro
genic epidemic that is costing billions of 
dollars and thousands of lives. The CDC 
warns that 90% of upper respiratory infec
tions, including children's ear infection s, 
are viral, and antibiotics don't treat viral 
infection. More than 40% of about 50 mil
lion prescriptions for antibiotics each year 
in physicians' offices were inappropriate.2 

And using antibiotics, when not needed, 
can lead to the development of deadly 
strains of bacteria that are resistant to 
drugs and cause more than 88,000 deaths 
due to hospital-acquired infections.9 

However, the CDC seems to be blaming 
patients for misusi ng a ntibiotics even 
though they are only available by prescrip
tion from a doctor who should know how 
to prescribe properly. Dr. Richard Besser, 
head of "Get Smart;' says "Programs that 
have just targeted physicians have not 
worked. Direct-to-consumer advertising of 
drugs is to blame in some cases:· Dr. Besser 
says the program "teaches patients and the 
general public that antibiotics are precious 
resources that must be used correctly if we 
want to have them around when we need 
them. Hopefully, as a result of this campaign, 
patients will feel more comfortable asking 
their doctors for the best care for their ill
nesses, rather than asking for antibiotics:'38 

And what does the "best care" consti
tute? The CDC does not elaborate and pat
ently avoids the latest research on the doz
ens of nutraceuticals scientifically proven to 
treat viral infections and boost the immune 
system. WiJI their doctors recommend vita~ 
min C, echinacea, elderberry, vitamin A, zinc, 
or homeopathic oscillococcinum? No, they 
won't. The archaic solutions offered by the 
CDC include a radio ad, "Just Say No- Snort, 
sniffle, sneeze- No antibiotics please:· Their 
commonsense recommendations, that most 
people do anyway, include resting, drinking 
plenty of fluids, and using a humidifier. 

The pharmaceutical industry claims 
they are all for limiting the use of antibi-

otics. In order to make sure that happens, 
the drug company Bayer is sponsoring a 
program called, "Operation Clean Hands", 
through an organization called LIBRA.39 

The CDC is also involved with trying to 
minimize a ntibiotic resistance, but no
where in their publications is there any 
reference to the role of nutraceuticals in 
boosting the immune system nor to the 
thousands of journal articles that support 
this approach. This recalcitrant tunnel vi
sion and refusal to use available non-drug 
alternatives is absolutely inappropriate 
when the CDC is desperately trying to 
curb the nightmare of overuse of antibi
otics. The CDC should also be called to 
task for focusing only on the overuse of 
antibiotics. There are similar nightmares 
for every class of drug being prescribed to
day. 

Drugs Pollute Our Water Supply 
We have reached the point of satura

tion with prescription drugs. We have ar
rived at the point where every body of wa
ter tested co ntains measurable drug 
residues. We are inundated with drugs. 
The tons of antibiotics used in animal 
farming, which run off into the water ta
ble and surrounding bodies of water, are 
conferring antibiotic resistance to germs 
in sewage, and these germs are also found 
in our water supply. Flushed down our 
toilets are tons of drugs and drug 
metabolites that also find their way into 
our water supply. We have no idea what 
the long-term consequences of ingesting 
a mixture of drugs and drug-breakdown 
products will do to our health. It's another 
level of iatrogenic disease that we are 
unable to completely measure.40

-
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Specific Drug latrogenesis: NSAIDs 
It's not just America that is plagued 

with iatrogenesis. A survey of 1,072 French 
general practitioners (GPs) tested their 
bas ic pharmacological knowledge and 
practice in prescribing NSAIDs. Non-
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steroidal anti-inflammatory drugs 
(NSAIDs) rank first among commonly pre
scribed drugs for serious adverse reac
tions. The results of the study suggested 
that GPs don't have adequate knowledge 
of these drugs and are unable to effectively 
manage adverse reactions.50 

A cross-sectional survey of 125 pa
tients attending specialty pain clinics in 
South London found that possible iatro
genic factors such as "over-investigation, 
inappropriate information, and advice 
given to patients as well as misdiagnosis, 
over-treatment, and inappropriate pre
scription of medication were common." 5 1 

Specific Drug latrogenesis: Cancer 
Chemotherapy 

In 1989, a German biostatistician, 
Ulrich Abel, Ph.D., after publishing dozens 
of papers on cancer chemotherapy, wrote 
a monograph "Chemotherapy of Advanced 
Epithelial Cancer." It was later published in 
a shorter form in a peer-reviewed medical 
journalY Dr. Abel presented a comprehen
sive analysis of clinical trials and publica
tions representing over 3,000 articles exam
ining the value of cytotoxic chemotherapy 
on advanced epithelial cancer. Epithelial 
cancer is the type of cancer we are most 
familiar with. It arises from epithelium 
found in the lining of body organs such as 
breast, prostate, lung, stomach, or bowel. 
From these sites cancer usually infiltrates 
into adjacent tissue and spreads to bone, 
liver, lung, or the brain. With his exhaus
tive review Dr. Abel concludes that there is 
no direct evidence that chemotherapy pro
longs survival in patients with advanced 
carcinoma. He said that in small-cell lung 
cancer and perhaps ovarian cancer the 
therapeutic benefit is only slight. Dr. Abel 
goes on to say, "Many oncologists take it 
for granted that response to therapy pro
longs survival, an opinion which is based 
on a fallacy and which is not supported by 
clinical studies:· 

Over a decade after Dr. Abel's exhaus-
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tive review of chemotherapy, there seems 
to be no decrease in its use for advanced 
carcinoma. For example, when conven
tional chemotherapy and radiation has not 
worked to prevent metastases in breast 
cancer, high-dose chemotherapy (HDC) 
along with stem-cell transplant (SCT) is the 
treatment of choice. However, in March 
2000, results from the largest multi-center 
randomized controlled trial conducted 
thus far showed that, compared to a pro
longed course of monthly conventional
dose chemotherapy. HDC and SCT were of 
no benefi t. 53 There was even a slightly lower 
survival rate for the HDC/SCT group. And 
the authors noted that serious adverse ef
fects occurred more often in the HDC group 
than the standard-dose group. There was 
one treatment-related death (within 100 
days of therapy) in the HDC group, but none 
in the conventional chemotherapy group. 
The women in this trial were highly selected 
as having the best chance to respond. 

There is also no all-encompassing fol
low-up study like Dr. Abel's that tells us if 
there is any improvement in cancer-sur
vival statistics since 1989. In fact, we need 
to research whether chemotherapy itself is 
responsible for secondary cancers instead 
of progression of the original disease. We 
continue to question why well-researched 
alternative cancer treatments aren't used. 

Drug Companies Fined 
Periodically, a drug manufacturer is 

fined by the FDA when the abuses are too 
glaring and impossible to cover up. As one 
example of many, the May 2002 Washing
ton Post reported that th e maker of 
Claritin, Schering-Plough Corp .. was to pay 
a $500 million fine to the FDA for quality
control problems at four of its factories.54 

The FDA tabulated infractions that in
cluded 90%, or 125 of the drugs they made 
since 1998. Besides the fine, the company 
had to stop manufacturing 73 drugs or 
suffer another $175 million dollar fine. PR 
statements by the company told another 
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story. The company assured consumers 
that they should still feel confident in its 
products. 

Such a large settlement serves as a 
warning to the drug industry about main
taining strict manufacturing practices and 
has given the FDA more clout in dealing 
with drug company compliance. According 
to the Washington Post article, a federal 
appeals court ruled in 1999 that the FDA 
could seize the profits of companies that 
violate "good manufacturing practices." 
Since that time Abbott Laboratories Inc. 
paid $100 million for failing to meet qual
ity standards in the production of medical 
test kits, and Wyeth Laboratories Inc. paid 
$30 million in 2000 to settle accusations of 
poor manufacturing practices. 

The indictment against Scheri ng
Plough came after the Public Citizen Health 
Research Group, lead by Dr. Sidney Wolfe, 
called for a criminal investigation of 
Schering-Plough, charging that the com
pany distributed albuterol asthma inhalers 
even though it knew the units were miss
ing the active ingredient. 

It's a Global Issue 
A survey published in the journal of 

Health Affairs pointed out that between 
18% and 28% of people who were recently 
ill had suffered from a medical or drug er
ror in the previous two years. The study 
surveyed 750 recently-ill adults in five dif
ferent countries. The breakdown by coun
try showed 18% of those in Britain, 25% in 
Canada, 23% in Australia, 23% in New Zea
land, and the highest number was in the 
U.S. at 28%.55 

Warehousing Our Elders 
The fact that there are very few statis

tics on malnutrition in acute-care hospi
tals and nursing homes shows the lack of 
concern in this area. A survey of the litera
ture turns up very few American studies. 
Those that do appear are foreign studies in 
Italy, Spain, and Brazil. However, there is 

one very revealing American study con
ducted over a 14-month period that evalu
ated 837 patients in a 100-bed sub-acute
care hospital for their nutritional status. 
Only 8% of the patients were found to be 
well nourished. Almost one-third (29%) 
were malnourished and almost two-thirds 
(63%) were at risk of malnutrition. The 
consequences of this state of deficiency 
were that 25% of the malnourished patients 
required readmission to an acute-care hos
pital compared to 11% of the well-nour
ished patients. The authors concluded that 
malnutrition reached epidemic proportions 
in patients admitted to this sub-acute-care 
facility. 56 

Many studies conclude that physical 
restraints are an underreported and pre
ventable cause of death. Whereas adminis
trators say they must use restraints to pre
vent falls, in fact, they cause more injury 
and death because people naturally fight 
against such imprisonment. Studies show 
that compared to no restraints, the use of 
restraints carries a higher mortality rate 
and economic burden.57

-
59 Studies found 

that physical restraints, including bedrails, 
are the cause of at least 1 in every 1,000 
nursing-home deaths.60-62 

However, deaths caused by malnutri
tion, dehydration, and physical restraints are 
rarely recorded on death certificates. Several 
studies reveal that nearly half of the listed 
causes of death on death certificates for 
older persons with chronic or multi-system 
disease are inaccurate.63 Even though 1-in-5 
people die in nursing homes, the autopsy 
rate is only 0.8%.64 Thus, we have no way of 
knowing the true causes of death. 

Over-Medicating Seniors 
Dr. Robert Epstein, chief medical of

ficer of Medco Health Solutions Inc. (a unit 
of Merck & Co.), conducted a study on drug 
trends.65 He found that seniors are going 
to multiple physicians and getting multi
ple prescriptions and using multiple phar
macies. Medco oversees drug benefit plans 
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for more than 60 million Americans, in
cluding 6.3 million senior citizens who re
ceived more than 160 million prescriptions. 
According to the study the average senior 
receives 25 prescriptions annually. In those 
6.3 million seniors a total of 7.9 million 
medication alerts were triggered: less than 
half that number, 3.4 million, were detected 
in 1999. About 2.2 million of those alerts 
indicated excessive dosages unsuitable for 
senior citizens and about 2.4 million indi
cated clinically inappropriate drugs for the 
e lderly. Reuters interviewed Kasey 
Thompson, director of the Center on Pa
tient Safety at the American Society of 
Health System Pharmacists, who said, 
"There are serious and systemic problems 
with poor continuity of care in the United 
States." He says this study shows "the tip 
of the iceberg" of a national problem. 

According to Drug Benefit Trends, the 
average number of prescriptions dispensed 
per non-Medicare HMO member per year 
rose 5.6% from 1999 to 2000 - from 7.1 to 
7.5 prescriptions. The average number dis
pensed for Medicare members increased 
5.5%- from 18.1 to 19.1 prescriptions.66 The 
number of prescriptions in 2000 was 2.98 
billion, with an average per person prescrip
tion amount of 10.4 annually.66 

In a study of 818 residents of residen
tial care facilities for the elderly, 94% were 
receiving at least one medication at the 
time of the interview. The average intake 
of medications was five per resident; the 
authors noted that many of these drugs 
were given without a documented diagno
sis justifying their use.67 

What Remains To Be Uncovered 
Iatrogenic morbidity, mortality, and fi

nancial loss in outpatient clinics. transitional 
care, long-term care, rehabilitative care, home 
care, private practitioners offices, as well as 
hospitals, is also due to the following: 

l. X-ray exposures: mammography, fluor
oscopy, CT scans. 
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2. Overuse of antibiotics in all conditions. 
3. Drugs that are carcinogenic: hormone 
replacement therapy 
4. Immunosuppressive drugs, prescription 
drugs. 
5. Cancer chemotherapy: If it doesn't extend 
life, is it shortening life? 
6. Surgery and surgical procedures. 
7. Unnecessary surgery: Cesarean section, 
radical mastectomy, preventive mastec
tomy. radical hysterectomy, prostatectomy, 
chol ecystectomies, cosmetic surgery, 
arthroscopy. 
8. Medical procedures and therapies. 
9. Discredited, unnecessary, and unproven 
medical procedures and therapies. 
10. Doctors themselves: when doctors go on 
strike, it appears the mortality rate goes down. 
11. Missed diagnoses. 

Conclusion 
What we have outlined in this paper 

are insupportable aspects of our contem
porary medical system that need to be 
changed, beginning at its very foundations. 
When the number one killer in a society is 
the healthcare system, that system must 
take responsibility for its shortcomings. It's 
a failed system in need of immediate at
tention. 
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