~ HEALING

Vol. 7 No. 1 -2 Double Issue 1992 , 3,00

Cure of Lymphoma ....1 _
Cure of a recurrent, Censured for.

Curing Cancer ....... 11

inoperable, chemoresistant | wipes chemotheray,
mixed cell lymphoma boba or oan orany 22

Gerson Institute

(retroperitoneal lymphocytic/ | e "0 23

CHIPSA opens

hiStiocytic nOdUIar diﬁused) Thank you, donors! . ..24

CHIPSA Scenes from a

through the e
Gerson Cancer Therapy

setinplace .......... 31

Healing © 1992
Published by
The Gerson Institute

' ' . Gar Hildenbrand, Editor
An interview with Dr. John Albracht Membership donation:
$25/yearin US.

$30 / year outside USS.
GERSON INSTITUTE
Abstract: The Gerson Therapy is a set of integrated medical treatments PO Box 430
which has been observed to cure many individual cases of advanced Bonita, CA 91908-0430

(619) 585-7600

cancer in man. It is a salt and water management which restricts sodium
Charlotte Gerson, Pres.

intake and supplements potassium intake. Metabolism and cell energy
production are stimulated by thyroid. Hyperalimentation of macro- and

micronutrients is achieved by hourly feedings of fresh, raw juices of Major portions of Healing
vegetables and fruits in addition to a basically vegetarian diet. Fat is Newsletter were composed
restricted to lower intake of potential tumorpromoters. Temporaryprotein on a Kaypro 10 computer,

donated and maintained by
Andrew Kay and Kaypro
Computers, Incorporated.

restriction promotes nonspecific cell mediated immunities. Coffee
enemas provide repeatable choleresis and stimulation of bowel and liver
transferase enzymes for a kind of dialysis across the gut wall of tumor

toxins. Although the mechanisms are not understood, it is probable that Healing Newletter is
the host management of the Gerson Therapy can in some cases induce computer typeset by
rejection of tumors. Michael Jablonski, using

Xerox Ventura Publisher™,




Cure of Lymphoma

an interview with
Dr. John Albracht

by Gar Hildenbrand

Dr. John Albracht with three of his 13 grandchildren.

o

Left to right: Samantha, Brennan, and Alex

his 59 year old doctor of chiroprac-

tic medicine was first treated for
mixed cell ymphoma in 1963. Surgery
was performed by Charles Y. Mayo, Jr.
Onlaparotomy, Dr. Mayo discovered a
large, inoperable, irregular
retroperitoneal tumor pushing up
through'the mesentery of the small
bowel. Dr. Albracht subsequently sub-
mitted to 20 fractions of cobalt
radiotherapy. Exposure was 3,900
roentgens anteroposterior and 3,900
roentgens posteroanterior, for a total
of 7,800 roentgens. The mass shrank
rapidly, and Dr. Albracht remained in
remission for 24 years.

On December 1,1986 he presented to
High Plains Baptist Hospital with

severe gastrointestinal bleeding,
diaphoresis, weakness, gas, belching,
indigestion, epigastric fullness, diar-
rhea, tachycardia, hemoglobin of 8,
and hematocrit of 26.

On December 5, 1986, a small bowel
resection with end-to-end anastamosis
was performed by Dr. Gregorio Matos.
An extensive lymphoma involved one
third of the small bowel and extended to
the mesothelium, involving the whole
jejunum down to the proximal ileum. A
tumor the size of a cantaloupe was
removed with sevenfeet of small bowel.
The laboratory finding was ,malignant
lymphoma, diffuse, mixed small and
large cell type, sclerosing (mesentery).

Dr. Albracht was evaluated for
chemotherapy by Dr. Karim Nawaz,
and plans were made for systemic
treatment with Cytoxan, Adriamycin,
Vincristine, Bleomycin and Pred-
nisone. He tolerated two treatments,
January 11 and February 3,1987, and
voluntarily discontinued after losing
weight from 185 to 130 pounds.

He was admitted with residual ab-
dominal disease to the Gerson
Therapy Center of Mexico on February
17, 1987. His treatment was unevent-
ful. He remained in follow up with Dr.
Matos and Dr. Nawaz, and was seen
for radiotherapy evaluation by'Dr.
Joseph Arkoon July 17,1987. He was
found on examination to still have
some palpable residual disease, a 4 by
7 cm mass just to the right of the um-
bilicus, although both Dr. Matos and
Dr. Nawaz reported that the mass was
getting smaller. Dr. Arko felt that the
previous treatment (1963) was exten-
sive enough to rule out further
radiotherapy because all relevant tis-
sues were near total maximum
radiotherapy tolerance. Dr. Arko noted
that the patient appeared younger than
his stated age.

By the close of 1987, with Dr. Albracht

following the Gerson diet therapy for can-
cer, the mass was no longer detectable.

Dr. Albracht was interviewed in early
1992 by Gerson Institute Executive
Director Gar Hildenbrand.

Hildenbrand: Hi John, it's Gar Hildenbrand.

Dr. Albracht: Yeah, Gar, how're you doing?



"You can't just do part of it, or pieces of it. When | read this book by Tropp, |
became so convinced that this philosophy that Gerson had about cancer —
that this was not a single lesion type of thing, but you have to deal with the
whole body — it was the only time that anything made sense to me about
cancer. | thought, maybe these people have got the answer."

— Dr_. Albracht

Hildenbrand: I'm doing well. How
about you?

Dr. Albracht: Very well.

Hildenbrand: Are you on a busy
schedule today?

Dr. Albracht: Just my usual work
schedule. | get home around 12:30 or
1:00 and then go back at 2:00 and work
till 6:00.

Hildenbrand: I'd like to interview you,
if | could, for our newsletter. Would that
be alright?

Dr. Albracht: Sure. Go ahead.

Hildenbrand: Good. How long has it
been since you had a bump on your
body would you say?

Dr. Albracht: Well, | would say that
probably that mass was pretty well
gone, from what the surgeon téid
me, by the end of 1987. | had a
palpable mass in the right upper
abdominal quadrant, and that was
very evident when | came back from
Tijuana. Of course it was there
when | went to Tijuana. The sur-
geon, Dr. Matos, repeatedly told me
over a period of check-ups that it
was getting softer, and then getting
smaller and smaller and softer and
smaller. Eventually, it got to the
point, | don't know exactly when,
but | would imagine sometime the
end of '87 or the middle of '88,
somewhere in there, he said it was
practically gone as far as he was
concerned.
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Dr. Albracht with his wife, Ann
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(far left), Grandaughter Alex

and daughter, Lynn (youngest of his 6 children

Hildenbrand: Let me ask you a couple
of background questions, here. | love
the consistent follow-up by Dr. Matos.

Dr. Albracht: | still go in every
5 months.

Hildenbrand: Every 5 months, OK.
Now you're a medical professional
yourself. When did you train?

Dr. Albracht: I'm a chiropractor. | went
to Chiropractic College from 1952 to
1955.

Hildenbrand: 1952 to 1955. Where
was that?

Dr. Albracht: That was in Port, lowa
and San Antonio, Texas.

Hildenbrand: Port, iowa and San Antonio,
and you've been treating since then.

Dr. Albracht: I've been in practice
since '55.

Hildenbrand: Would you say that the
chiropractic education predisposed you
to be maybe a little bit more opento the
alternative dietary management?

Dr. Albracht: You would think so, but
the first time this developed was in
1963, and | went to a chiropractor of
course and got an opinion. He said,
John, you got something there that
needs attention. So | went to Mayo
clinic. Dr.CharlesMayo did surgery onme.

Hildenbrand: The Charles Mayo?
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Dr. Albracht: There'sthree of them. My
surgeonwas Charles Mayo, Jr., the son
of the original Charles Mayo. He's dead;
killed in a car accidentin Omahaback in
the middle 60's. Anyhow, he opened me
up, biopsied me and closed me up as
inoperable in '63. He recommended
cobalt treatments. | had 26 — or was it
29 —cobalt treatments. And | got a very,
very rapid response to that; faster than
what the radiologist and the surgeon
thought 1 would have gotten. You know,
when | came out of surgery, Dr. Mayo
warned me about being around volatile
oils, esters, paints, fumes, sprays and
toxic pesticides, herbicides, and those
kinds of things.

Hildenbrand: He did?

Dr. Albracht: He told me that the Mayo
Clinic was of the opinion that the lym-
phomas like I had were due to contact
with the environment, and inhalation of
fumes and vapors. He warned me
about paints, oils, sprays...

Hildenbrand: I'lt be damned.

“(Dr. Charles Mayo) told me
that the Mayo Clinic was of
the opinion that the lym-
phomas like | had were due
to contact with the environ-
ment, and inhalation of
fumes and vapors. He
warned me about paints,
oils, sprays...”

Dr. Albracht: To the point that, to this
day, because of what he told me, when
| drive downthe street and someone is
spraying weedkiller, "Weed-be-gone"
or 2-4-D, using the heavy sprays, | pick
it up. | am extremely sensitive,
nosewise, to that stuff.

Hildenbrand: And you avoid it?
Dr. Albracht: Yes.

Hildenbrand: (People Against Cancer
Science Director,) Dr. Samuel Epstein,
who wrote The Politics of Cancer, a
professor of occupational medicine at

the University of lllinois at Chicago, is
the man who has been hollering warn-
ings for years, as a witness in front of
Congress, and in many professional
journal articles, that the unregulated
use of toxics in the U.S. is behind the
cancer rates. That's very much in
keeping with what Charles Mayo Il told
you, that the cancer problem really
isn't an unsolvable riddle. We know
enough to say that these environmental
challengesare behinda lot of the cancers.

Dr. Albracht: In my discussions with
patients, or lectures about the subject,
| always tellthem the story of Dr. Mayo.
He asked me, "have you been around
any real strong toxic fumes?" And I told
him, at the time, "no". | couldn't think of
any. But later, 1 remembered I'd
worked as a young man with latex rub-
ber. | worked with liquid latex rubber
with floor coverings, seaming carpets.
| used quite strong glues to adhere
hard surface coverings to floors.

Hildenbrand: That stuff is awful. If
you're talking about linoleumtiles, that
stuff is horrendous.

Dr. Albracht: Yes, it is. Many years
later, | was talking to a guy who col-
lects film from us, which he melted
down to get the silver out. He told me
how one of his employees almost got
in trouble working with liquid molten
lead. And | said, "that's interesting."
And then it dawned on me that / had
worked for about four months in a non-
ventilated basement in Davenport,
lowa. It was at a newspaper. They
were on strike, and | was in charge of
melting the lead from a Linotype
machine into solid bars. And I did that
6 days a week, 8 hours a day for about
four months. | remembered that when
| poured that lead my face was directly
over it. | thought "Jiminy Christmas!"

Hildenbrand: All the things that we
used to take for granted that we could
just go ahead and do are subject to
challenge, especially the handling of
metals like lead and mercury, and all
of the outgassing adhesive and paint
and solvent products.

Dr. Albracht: | have also worked in
either new or remodeled buildings in
my profession, on three occasions.

Hildenbrand: The U.S. needs a “fresh
air law" that requires forced outside air
ventilation of new buildings for a
reasonable period of months.

Dr. Albracht: During that same period
of time, 1959 - 1986, | also lived in two
new homes, with all the vinyl wall cover-
ings and floor coverings and carpeting.

Hildenbrand: Not to mention the
plywood in the structure outgassing
formaldehyde. New carpet.

Dr. Albracht: | remember when Nor-
man Fritz talked about that in Tijuana
when | was there, and | thought, "holy
mackerel" | remembered sometimes
the vapors would be strong enough to
practically knock you down.

Hildenbrand: Isn't thatthe truth? It real-
ly is. Here in Southern California, we're
lucky, because when you put those new
things in, its possible, for the most part,
to leave all the windows open.

Dr. Albracht: In this part of the
country, like today for example, it's in
the high 30s and it snowed last night.
If you're installing floor covering, or
painting in a home, or in a new build-
ing, or a remodeling job, you have to
keep the windows closed or you'd
freeze to death.

Hildenbrand: So you'd do well to do
that in the summer when you can keep
it open.

Dr. Albracht: They do it year round.

"When | tell people about
the Gerson Therapy, | tell
them that it changed my life
immediately, because it
was a whole new approach
to life.”

Hildenbrand: Let's go back to our dis-
cussion of the cancer. It looks like ex-
actly the same malignant cell recurred
after 24 years.

Dr. Albracht: It was in the same loca-
tion, and it was the same diagnosis.
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Hildenbrand: Everything was the
same the second time around?

Dr. Albracht: Yes. It was a mixed cell
lymphoma. It's a slow growing tumor,
and | was well aware of it before | had
surgery. It was a large palpable mass in
1963. In 1986, when this thing recurred,
| thought "ugggh, same deal," because
the symptoms were exactly the same.
They were mainly symptoms of obstruc-
tion. | observedit, and | was "goingto do
something about it eventually,” and |
finally made arrangementsto have tests
done in Amarillo. Two or three days
before Iwasto go inonanelectivebasis,
| started hemorrhaging very severely.
Even up to this point, | wasn't thinking
about going with an alternative method,
because I really didn't know what I know
now as far as the Gerson. | had used, in
1963, a little bit of Kelly's diet, but it was
kind of hit and miss from what 1 knew. |
did for a period of time. | changed my
eating habits. | went on more of a
vegetable diet, with much, much less
protein; but no coffee enemas.

Hildenbrand: When| asked youabut
your chiropractic training and whether it
left you more open to alternatives, you
said that, basically, it didn't. Were you at
one of the more conservative schools?

Dr. Albracht: That was my original
training. But | went into nutrition later.
At that time, | didn't really have the
concept that once a tumor formed you
could do anything about it. I didn't have
that philosophy.

Hildenbrand: You didn't think of diet
as a potential tumor modifier?

Dr. Albracht: Not even along the lines
of agooddiet as a preventativemeasure.

Hildenbrand: What do you remember
of the time? You were probably just
starting up a practice when that first
cancer came along. What do you
remember of the impact that had on
your life?

Dr. Albracht: When i tell people about
the Gerson Therapy, | tell them that it
changed my life immediately, because
it was a whole new approach to life.
But in 1963, my philosophy of living
was totally different. After a relatively
short few years, | was busy, success-

ful, raisingkids, family, and | went right
back to the routine I'd always been in.
| reverted back to being a typical
American, eating, drinking and smok-
ing; all those things.

Hildenbrand: The recurrence was
more than twenty years later, wasn't it?

Dr. Albracht: Yes, twenty-four years
later, actually.

Hildenbrand: Was that in 18857
Dr. Albracht: 1986 was whenit recurred.

Hildenbrand: Did you know what it
was? Did you recognize it?

Dr. Albracht: I could feel it. | could feel
this mass for a long time before | did
anything about it.

Hildenbrand: How long?

Dr. Albracht: From March to Decem-
ber of 1986, when | had surgery.

Hildenbrand: You really held off.

"The second time, when
they opened me up here in
Amarillo, they removed a
tumor the size of a can-
taloupe, and 7 feet of my
intestine.”

Dr. Albracht: | wasn't real gung ho
about going into the hospital. There
was a lot going on in my life, two sons
in school, one of them had a pregnant
wife — | mean girlfriend — and they
were getting married. There was all
kinds of stuff going on. All the stress
and tension | was under at that time
was a contributing factor, in my
opinion. I was using it as an excuse,
putting it off, putting it off, putting it off.
You know, | thought maybe some of
these symptoms would subside when
things settled down. But as time went
on, the obstruction continued to in-
crease. The palpable mass increased
to the point that it was really obvious.

Hildenbrand: Didyouknow whatitwas?

Dr. Albracht: For all intents and pur-
poses, | was sure it was the same
thing. Ironically, both when | went to
Mayo and the second time around,
when | went here lccally and had all
these tests done, the results were ex-
actly the same. Everything was nega-
tive. All they could find was a palpable
mass, and a slight shadow on an x-ray.

"l think that's the magic
answer they give all patients
who have just had surgery:
'We think we got it all."”

Hildenbrand: Did you have a biopsy
both times?

Dr. Albracht: Yes. They did an ex-
ploratory both times.

Hildenbrand: A laparotomy?

Dr. Albracht: Yes. Both times. They
said it was inoperable at Mayo. The
secondtime, when they opened me up
here in Amarillo, they removed atumor
the size of a cantaloupe, and 7 feet of
my intestine.

Hildenbrand: Who was the surgeonin
1986, and what was the facility?

Dr. Albracht: It was here at High
Plains Baptist Hospital. Dr. Gregorio
Matos was the surgeon. He's the one
who still does the follow up.

Hildenbrand: Did the surgeon take
everything he could see?

Dr. Albracht: That's what he said. But,
within three days the oncologist was
telling me about the chemotherapy |
was going to need. | asked "What for?
They told me they got it all." He said,
"You can still feel that mass in there,
can't you?" And | said, "Yeah | can."
You know, | was thinking maybe the
swelling was from the surgery yet.

Hildenbrand: Was there actually
residual tumor mass left?

Dr. Albracht: Oh, yes.

Hildenbrand: Why did they tell you
they got it all?
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Dr. Albracht: You tell me. | think that's
the "magic answer" they give all
patients who have just had surgery:
"We think we got it all."

Hildenbrand: What was the on-
cologist basing his impressions on?

Dr. Albracht: I think he probably had
reports from the surgeon that didn't
conflict with what he was now telling
me. I've niever confronted him about
that, but that's what I think.

Hildenbrand: That's kind of spooky.

Dr. Albracht: Yes, it is, when you go
from, "we got everything" to turning
around within less than a week saying,
"we're going to have to start you on
chemotherapy to try to get the balance
of that; there's an obvious palpable
mass," — and | could feel it myself.

Hildenbrand: You could feel it and the
oncologist could feel it.

Dr. Albracht: Yes, no doubt about it.

Hildenbrand: Were you surprised that
radiotherapy wasn't advised the
second time around?

Dr. Albracht: No, | wasn't, because |
felt, and | later confirmed this, that I've
had all the radiation | can tolerate in
that area. Last week, | was reading
through some reports | ran across. |
believe they said that my left kidney, a
portion of my left kidney, was scarred
or sclerosed, and | wondered how
much of that may be due to the radia-
tionthatlhad. In 1963, whenthey were
giving me the radiation, they gave me
eleven minutes a day.

Hildenbrand: Wow.

Dr. Albracht: I'd lay on my back and
they'd give it to me for eleven minutes.
The next day I'd come in and they'd
turn me over and do the other side for
eleven minutes.

Hildenbrand: What were the

symptoms associated with that?

Dr. Albracht: Nausea. Vomiting.
Some diarrhea.

Hildenbrand: Did you have trouble
eating?

Dr. Albracht: Oh yeah. I'd go to the
table and | never knew if | was going
to have an appetite, eat, or throw up.

Hildenbrand: How long did that go on,
do you recall?

Dr. Albracht: Well, they put me on
Dramamine, or some sort of anti-
nausea medication. As the treatment
proceeded, the symptoms increased
and increased. After they discontinued
the radiation, 1 don't know how long it
was before 1 really got back to normal.
Ironically, | lost my appetite for every-
thing but fruits and vegetables.

Hildenbrand: Is that right?

Dr. Albracht: Light, easy to digest
fruits, vegetables, and juices. That's all
I could eat. | lived on them.

Hildenbrand: Through a fortunate
physiological reaction, you ended up
on a dietary that was almost devoid of
tumor promoters.

"By innate instinct, | would
say, my appetite was al-
tered, my diet was altered."

Dr. Albracht: By innate instinct, |
would say, my appetite was altered,
my diet was altered. Meat and gravy,
and things like that, even a lot of the
heavily cooked fruits and vegetables,
didn't appeal to me.

Hildenbrand: How about butter and
cheese?

Dr. Albracht: Nope.
Hildenbrand: Ice cream?
Dr. Albracht: It just didn't appeal to me.

Hildenbrand: How long would you say
that persisted?

Dr. Albracht: How long? Until the ef-
fects of the radiation were over. | im-
agine it was six months.

Hildenbrand: That's very interesting.
Before you told me this, | was thinking
to myself that  would have to credit Dr.
Albracht's 24 year remission to the
sole influence of radiotherapy. But in

light of this information, | don't think
one could argue that persuasively
anymore. You employed protein and
calorie restriction, fat .restriction, high
beta carotene feeding, high
micronutrient feeding, and probably
other aspects of nutritionalimmunology.

Dr. Albracht: | was following some of
Kelley's dictates.

Hildenbrand: You're referring to Wil-
liam Donald Kelley?

Dr. Albracht: Yes. He'd had one of
these spontaneous remissions
through diet. They gave him up for
dead. He healed himself by following
the dictates of his body.

Hildenbrand: Did you eat the "fourteen
grain cereal" that he had at that time?

Dr. Albracht: | ate a lot of the things
he talked about in his book. The name
of his book is One Answer to Cancer.

Hildenbrand: Yes. Iknow it well, because
Norman Fritz of the Gerson Institute did
the interview with Kelley which appeared
in his book, One Answer to Cancer.

Dr. Albracht: Really? As far as
vitamins, niacin, and heavy vitamin C,
| forget all the things he recommended
in that book, but those are the things
that | started following.

Hildenbrand: You know John, all of
Kelley's work, at that time, was closely
derivative of Gerson's work. It is more
evidence that radiation can't take total
credit for your long term remission. It
undoubtedly blew the tumor out of the
water, but the reason you didn't have
a recurrence for 24 years may be
grounded more solidly in your dietary
treatment. That's my view. To returnto
1986 and the second manifestation of
the cancer, this was biopsied, and it
was found to be a recurrence of mixed
cell lymphoma.

Dr. Albracht: That is correct.

Hildenbrand: Then you saw the on-
cologist. How long after surgery did
you start taking the drugs.

Dr. Albracht: Surgery was performed
on the 5th of December and my first
chemotherapy was January 11, 1987.
My second chemotherapy, and last,



was February the 3rd. | was
programmed for what they said was a
minimal amount of chemotherapy and
yet they gave me five different kinds.
They said I'd probably "only need
about eight" treatments. After the
second one, boy I'll tell you what, my
life started ebbing away very rapidly.

Hildenbrand: You were still at High
Plains?

Dr. Albracht: No, | was dismissed as
a patient about the middle of Decem-
ber, on the 16th actually. So roughly a
month later they started the
chemotherapy. | was doing that as an
outpatient.

Hildenbrand: And who was the doctor
then?

Dr. Albracht: Dr. Nowaz was the
oncologist.

Hildenbrand: Do you remember the
drugs, off the top of your head?

Dr. Albracht: Prednisone, and vincris-
tine was one of them.

Hildenbrand: Periwinkle chemotherapy.
Did you know that comes from
flowers?

Dr. Albracht: Yeah.

Hildenbrand: What do you recall of
the first day of treatment?

Dr. Albrachtr It took about an hour and

45 minutes to give me the
chemotherapy, and they gave it to me
in an 1V, of course. They started out
with an injection to counteract the
nausea so | wouldn't throw up all over
the place. And that evening when |
came home, | lost it all.

Hildenbrand: Did you feel anyting
right there in the doctor's office?

Dr. Albracht: Well, the only symptom
| felt there was a hot rush to the tes-
ticles from the antinausea shot they
gave me, which they warned me
about. | didn'tfeeltoo muchatthe time.
| couldn't put my finger on it and say
boy | feelbad. | had a lot of anxiety and
fear, of course. But | was positive | was
not going to let my emotions influence
my becoming nauseous, | was very
adamant that | was not going to let that

happen. | had been told to expect all
these symptoms. If it happens | want it
to be for real, not from my brain. But |
started experiencing symptoms like
crazy. In fact, | refused to even read
the material they gave me that ex-
plained what the symptoms were. |
didn't want to be influenced. When |
was reading it to my daughter several
weeks later, it dawned on me why |
was feeling like | was feeling. | had the
nausea and vomiting; the diarrhea
started; abdominal cramping, pain, ir-
ritation, hoarseness, chest pains,
shortness of breath, coughing, pain in
the lower back and testicles, burning
and swelling in both arms where they
gave the injections.

Hildenbrand: And how long did-you
keep this up?

Dr. Albracht: I had the second one on
February the third, and the side effects
came on again very rapidly. They had
tapered off after the first treatment in
about 10 days or two weeks, and | felt
pretty decent. Then | went back in and
hadthat secondtreatment, andit seemed
like everythingwas compounded.

Hildenbrand: Did you notice any
shrinkage of the abdominal mass?

"I thought, 'damn, if | die, at
least I'm gonna do this and
| can die in comfort'."

Dr. Albracht: No. I didn't. Infact, | was
losing so much weight at that point,
that 1 didn't feel any improvementat all.
I'd lay there at night trying to get com-
fortable to go to sleep, feeling my ab-
domen, and it did not feel good.

Hildenbrand: After you had the last
chemotherapy, | assumeyou had another
couple weeks of lousy symptoms.

Dr. Albracht: Yes. About a week after
that last 'chemotherapy treatment,my
nephew told me about a book he
wanted me to read. He was telling me
about the Gersondiet. He asked me to
read this book by Jack Tropp, called
Cancer, a Healing Crisis. He en-
couraged me to go to Tijuana. And I

said, "no, I'm doing real well. | don't
think I'd be interested." He said, "well
just read the book, at least. We'll talk
about it. In fact if you want to go down
there, I'd be willing to go with you." So,
| read the book, started reading it on
my birthday, Feb. 11. It was a Wednes-
day afternoon. By 5:30 that evening,
we started the Gerson diet.

"So, | read the book... It
was Wednesday afternoon.
By 5:30 that evening, we
started the Gerson diet.”

Hildenbrand: That was a pretty fast
turn around.

Dr. Albracht: Respectable. I quit salt,
alcohol, proteiri. Ann fixed me some
Hippocrates soup as best she could
from what's in Tropp's book. We got a
juicer and started juicing vegetables. |
had my first coffee enema. 1 did it ab-
solutely backwards. Every way you
could do it wrong, 1 did. But 1 didit. Next
morning | had another coffee enema
before | went to work. | was working
two hours in the morning and two
hours in the evening, see. l insistedon
working. How | did it, | don't know.
Anyhow, | was. That evening, | came
home and had another one. In 24
hours my diarrhea dropped from 20
times a day to three, and that was a
helluva a marvelous change!

Hildenbrand: Wow. In one day.

Dr. Albracht: In one twenty-four hour
period. | thought, "damn, if | die, at
least I'm gonna do this and | candie in
comfort." The chemotherapy and the
cancer had me so sick that when 1
would go from home to work — I only
live 2 and a half miles — that's the last
thing | did before I left was go to the
bathroom, and I didn't know if i'd make
it home or not. Infact, | tradedvehicles.
My vehicle was a four-wheel drive
Toyota. It was so rough driving on
smooth streets, my intestines hurt so
bad, | traded it off. When I'd go
anywhere, | never knew if I'd make it
or not, the diarrhea was so bad. Every
time | moved, I'd have another bowel



movement. Anyway, in 24 hours, that
changed. And | thought "boy, this
makes sense to me." Then, | was look-
ing through my books, and low and
behold, | found Gerson's book on my
own book shelf. It had been sitting
there for 3 or 4 years. Saturday morn-
ing, we called Gerson the Gerson In-
stitute and talked to Charlotte. She
recommended that we make arrange-
ments to come, and we came the fol-
lowing Tuesday, which was the 17th.

Hildenbrand: Who was your doctor at
the Gerson hospital?

Dr. Albracht: Dr. Melendez.

Hildenbrand: Dr. Alicia Melendez. Yes.
She's almost got it down to a routine
now, taking people who've recently had
chemotherapy which didn't work and
made them sick, and gettingthem going
again. She's very conservative. She
really mollycoddles them.

Dr. Albracht: | really, really was im-
pressed with that woman. She gave
me a lot of good solid advice. | really
appreciate her.

Hildenbrand: She's a fine physician.
She's senior staff physician now at
CHIPSA, and the only difference be-
tween now and then, is that she has
more experience behind her, and more
drug damaged patients to deal with.

"I became so convinced
that this philosophy that
Gerson had about cancer
— that this was not a
single lesion type of thing,
but you have to deal with
the whole body."

Dr. Albracht: Yes. Sure. | was dealing
with a patient this morning. He's in his
late 60's or early 70's. He told me just
this morning that he had what must be
a rapid growing lung cancer, and he
was having upper thoracic pain. He
wanted to know if |, as a former patient,
could help him. I said, "sure, but | don't
want you to get the impression I'm
treating your cancer. We'll try to get

you some pain relief." | asked him,
"how long have you known about
that?" He said, for nine months. | said,
"it ain't moving too fast then." He said,
"l refused all treatments." | said, "well,
my opinion is this: you're going to live
longer without treatment than you cer-
tainly will live with treatment." | had
talked with him about the Gerson
Therapy two or three weeks ago.
Anyway, | said, “there are more damn
people dying of cancer treatment than
from cancer itself. You're a lot better
off with no treatment rather than with
chemotherapy."”

"There are more damn
people dying of cancer
treatment than from cancer
itself. You're a lot better off
with no treatment rather
than with chemotherapy.”

Hildenbrand: Do you recall, when you
first met Dr. Melendez, what impres-
sions you had of her?

Dr. Albracht: Well, I met her, of
course, the first day | was there. | felt
very comfortable with her. She
seemed very compassionate, and a
very caring person. Even though all
this was very new to me, she appealed
to me because she's a very warm and
caring type person. In my notes, |
made a notation that my abdomen
started to feel real hot. She said that
was good, that | had a normal inflam-
matory process going on there. |
bought everything she told me, hook,
line and sinker, let's put it that way.

Hildenbrand: | understand that. You
went into that Mexican independent
innovative cancer management center
as aphysician with a whole lot of medi-
cal training. You didn't go to the new
facility, but to a converted motel that
was serving temporarily to replace the
fire-gutted La Gloria. As you ex-
perienced the medical model of this
alternative treatment system, did any
attitudes change?

Dr. Albracht: I'd been in a brand new,
ultramodern hospital. Going from here,
to Tijuana and the hospital there, |
thought this was certainly primitive.
But by the same token, I've told a lot of
people, everything Ineeded was there.
Whereas everything | needed was not
here. When I'd tell people about going
to Mexico, I'd say, don't be impressed
by the buildings. Remember one thing,
if this doesn't work, you have no alter-
native, this is your only hope. If you're
serious about it, you have an excellent
chance of getting help. You have to
buy it, hook line and sinker. You can't
just do part of it, or pieces of it. When
I read this book by Tropp, | became so
convinced that this philosophy that
Gerson had about cancer — that this
was not a single lesion type of thing,
but you have to deal with the whole
body — it was the only time that any-
thing made sense to me about cancer.
I thought, “maybe these people have
got the answer."

Hildenbrand: Well, it was certainly an
answer for you. Was your course of
recovery steady then?

“I'd been in a brand new,
ultramodern hospital.
Going from here, to Tijuana
and the hospital there, |
thought this was certainly
primitive. But... everything
| needed was there.”

Dr. Albracht: | think it was, yes. CE
course, Melendez told me that I'd be
having this reaction. | was there nine
days before | had my first flare-up. It
was a lulu. | remember the depression
was intense, like Gerson says in his
book. I never knew what depression
was before. | only thought | did. | had
terrible depression, nausea, vomiting,
and | was insistent on getting well. |
refused to give in to the symptoms. Dr.
Melendez told me that to make it, | was
going to have to eat. | was going to
have to keep the juices going. Some-
one convinced me that the more | ate of
that diet, the better | was going to do. |
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went after it. There were times, though.
| remember one night, 1 was in my
room eating because | was too sick to
go into the dining room. Right in the
middle of the meal, | got up and lost it
all, and I came back and finished my
meal because | was convinced. That's
where | was coming from.

Hildenbrand: You had a sort of
soldier's attitude about it.

Dr. Albracht: Yep.

Hildenbrand: How would you define
depression, having experiencedit then?

Dr. Albracht: Well, | guess, the way |
look at it, there was no hope. Every-
thing in the world was going sour.
Everything | looked at was gloom,
despair, and misery. Everything was
negative. There was nothing good in
practically anything. | had tremendous
doubt and lack of confidence.

Hildenbrand: Did you feel out of
touch, isolated even when you were
with people?

Dr. Albracht: Yes. | remember one oc-
casion. My wife was going to go shop-
ping one day in Tijuana. I cried like a
baby, and said "please don't go, don't
leave me today, | don'twanttobe alone."

"You have to buy it hook,
line and sinker. You can't
just do part of it, or pieces
of it.”

Hildenbrand: Clinical depression is
really an astonishingillness. And when
it hits, like & hit you for purely biochemi-
cal reasons — it is all pervasive. We all
remember those Psychology 101 films
of the rats with probes down in their
brains. They'd be docile, next to each
other in the cage, and the next minute
they'd be fighting because a researcher
had stimulated a certain area of the
brain. That is absolutely the way clinical
depression hits. It turns on like you
opened the door to ablast furnace.

Dr. Albracht: You know, the thing that
amazed me was that in Gerson's book
he explained that before you have

these flare ups, as | understand it, this
depression is part of the reaction. And
do you know | never could remember
until it was past, thinking back all the
times that | had these flare-ups.

Hildenbrand: You don't remember it
because part of the prodromal
syndrome of the healing reactioncan be
that you may lose some of your acute
perceptions and perhaps some of your
memory, to a certain extent. Part of
being depressed is not being able to
remember how or why you got there.

Dr. Albracht: Looking back, | would
say, "oh, that's why it was that way!" |
had reactions every 9 days, and then
all of a sudden it went to 13 days. Then
it stayed on that basis for a while, then
it went to once every 28 to thirty days.

Hildenbrand: Isn't that fabulous?

Dr. Albracht: lkept a diary of that time.
I amalways so amazed when | go back
and read this, how it all begins to fallin
place. The more I read of other people,
the more | read Gerson's book — I've
read that two or three times, it became
so solid in my mind that this was work-
ing — when | read West's book about
lymphocytes, and | read Jaquie
Davison's book, I'd say, "yeah, | know
exactly what you're talking about."

Hildenbrand: When you started the
Gerson Therapy, all you had was this
one big mass.

Dr. Albracht: Right, that was the only
place | had it. Retroperitoneal lym-
phoma. In fact, before they dismissed
me from the hospital in December,
they did the lymphangiograms on me,
they did bone marrow tests, and every-
thing was negative exceptthat mass in
the abdomen.

Hildenbrand: Did your oncologist and
your surgeon have trouble with you
doing an alternative treatment?

Dr. Albracht: Let me put it this way, |
left and explained when | came back.

Hildenbrand: You didn't ask their
permission.

Dr. Albracht: No. | thought 1 knew
what their impression would be.

Hildenbrand: Were you right?

“I thought, 'maybe these
people have got the
answer".”

Dr. Albracht: | didn't bother to get
their opinion, because | could care
less. But, when | came back from
Tijuana, irohically, when | stepped
off the plane — well, | wasn't step-
ping, | was riding a wheelchair —
who should { run into but my on--
cologist, getting on the same plane ..
I was getting off of. | stopped in the
hallway and said, "in case you -
wonder why | didn't keep my last
appointment, I've been to Tijuana,
Mexico. I'm on a nutritional treat-
ment and in a few days, I'll call you
and let you know what’'s going on."
He just said, "if you're doing fine, no
problem." | was shocked that he
was so open about it. This guy is not
American. He is Arab or Indian or
something. Anyway, he's a gung ho
oncologist. | called at his home one
night two or three weeks later. He
lives just down the next block from
me. | said, “Dr. Nowaz, this is John
Albracht. | want to explain why |
haven't been coming in, why I'm not
coming back." And he said, "well,
hey, if you're doing well, and its
working for you, no problem. OK."
Then, | did have an appointment
coming up with Dr. Matos. | kept
that appointment because | thought
i might need someone here for lab
work, etc. And so | went in to see
him. | explained to him where | was,
where |'d been, and what was going
on. | told him I'd gotten back from
Tijuana on the 11th of March. On
the 20th I went to see Matos. | told
him where | was, and how things
were going, and | was feeling so
much better, and how a lot of the
symptoms |'d had were diminished.
And I'd stopped the chemotherapy
and | wasn't going to take any more.
! was on B-12 and liver shots. |
kinda gave him a little bit of an over-
view; not real detailed. He made a
comment. He said, "the way you
were going downhill, your health was
deteriorating. And I think you did the



right thing to bring your health back up,
and your weight and strength, and to
get some sunshine. And after you get
better, go back to Nowaz." And | said,
"no way, I'm not even thinking about
that." Anyway, he did his usual palpa-
tion examination on my abdomen. He
outlined the tumor and said it was
about the size of a golf ball. He said it
seemed like it was smaller and softer
though.

Hildenbrand: This was about how
long after the chemotherapy stopped?

Dr. Albracht: My last chemotherapy
was on the 13th of February, and this
was the 20th of March.

Hildenbrand: OK.

Dr. Albracht: Anyway, he said the ab-
domen felt better. | was doing well. He
recommended a wait to resume the
chemotherapy. | said | was going to
talk to Nowaz about this before | do
anything, but | don't think | will.
Anyway, | came back about a month
later, and each time he would check
me over and essentially the same
thing. April the 24th | went in, and
Matos said everything was going well.
The tumor mass in the right quadrant
was 3-4 centimeters in size. He recom-
mended radiation. | told him, "l suggest
we wait at least six weeks to think it
over before | do anything." He said,
"basically, you're doing fine, we'll
wait." | wasn't aggressive enoughtodo
anything like that. | was just stalling for
time. He was, at that point in time,
pretty open with me. When | went in
May, he said again the tumor was
smaller and softer. He said the
chemotherapy had apparently done a
good job and | would need some more.
He insisted that | continue to rest for at
least two more months and be
rechecked in July. I think he was going
on a trip or something. So | went back
in July, and — let me see if | have a
note to that effect — I went in July, and
he said the remnant of the lymphoma
was smaller and softer yet. And he
wanted me to go see Dr. Arko, a
radiologist, for consultation. | told him
I would go, but | was not going to allow
anything as far as any treatment was
concerned. No radiation and no
chemotherapy. So, | did go in and he

checked me over. Essentially, he
reviewed what the Mayo clinic had
given me. He confirmed that | couldn't
have anymore radiation. That would
be out of touch with reality. | kept up
the monthly visits to the doctor. It was
just more and more good news every
time I'd go in, you know.

Hildenbrand: When was it again that
the lump was totally gone?

"I told (Dr. Matos), ‘look,
you know damn good and
well that I'd be dead if |
hadn't gone on that diet.’
He said, 'yes, your case
was terribly mismanaged'."”

Dr. Albracht: Let me see if | can fig-
ure that out. At one point, Matos said
that he was very concerned about my
color. So he went to check some
notes, and he came back and told me
what he hadlearned. My color was so
bad that he wondered if I'd had some
kind of toxic effect from all of the beta
carotenes, the carrot juices. And |
really got upset. That's the one
time where | got upset and | told
him, "look, you know damn good
and well that I'd be dead if | hadn't
gone on that diet." He said, "yes,
your case was terribly mis-
managed." In September of 1987,
Matos said that all he could feel
was a little bit of nothing. He said
he couldn't figure out or understand
how or why the diet was working so
well. One little note about all this: when
| was in Tijuana, Dr. Matos used my
case as a case study at the hospital
here. One of the doctors was a friend
of mine; one of my associates. One of
his friends was on the staff there at
High Plains when they were doing this
luncheon case study and they used my
case. He said that they told the group
that | had maybe three to six months
to live. The meeting was either in the
last part of February or the first part of
March. I think that's one of the reasons
why he was concerned or alarmed that
| kept getting better. | have a note that

here in March of 1989, everything was
gone as far as he was concerned.

Hildenbrand: Took a while, didn't it?

Dr. Albracht: Like Gerson says in his
book, slow growing tumors go away
very slowly.

Hildenbrand: Yes, especially when
they're in the lymph nodes and they're
plugged up at both ends, and the im-
mune system has to take them apart
one cell at a time from either end. |
have one last "yes or no" kind of ques-
tion. Have you noticed, since the Wilk
vs. AMA decision was upheld in
February of 1990, that things have got-
ten any more amicable between the
chiropractors and the allopaths?

“| kept up the monthly visits
to the doctor. It was just
more and more good news
every time I'd go in, you
know."

Dr. Albracht: Oh yes. Much more so.
Of course, by the same token, the way
finances are those suckers will take
any referral. | don't know how much of
it is economy.

Hildenbrand: A change of heart is
something that can't be ordered by the
court. | guess a modicum of coopera-
tion can be. Of course, the economy
has been brutal to everyone in
medicine, and everywhere else. I'm
glad to hear that John. | want to thank
you for giving me the chance to ask all
these questions. We'll be putting them
together. I'll nip, tuck and flip things
around a little bit to make it flow. Have
a good day at the office. ll
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Now Available!
Censured for Curing Cancer:
The American Experience of Dr. Max Gerson

fter a year of delays, mostly involving

computer incompatibility problems,
the first shipments of Censuredfor Curing
Cancer have arrived at the Gerson In-
stitute office.

Censured for Curing Cancer: The
American Experience of Dr. Max Gerson,
edited by Gerson Institute Executive
Director, Gar Hildenbrand, is the newest
incarnationof an enduringlypopularbook
about the American political experiences
o Dr. Gerson. Written in 1959 by inves-
tigative news reporter S.J. Haught, this
insightful look into the dramatic story of
Dr. Gerson was originally titled Has Dr.
Max Gerson a True Cancer Cure?. In
1983, Cancer: Think Curable, with its
now-familiar, brightly colored red, blue,
and yellow cover was the edition created
by Norman Fritz. In its new format, with
an all new design, Censured for Curing
Cancer is a "quality paperback” with a
hardhitting Foreword and Afterword writ-
tenby Gar Hildenbrand, himself aveteran
d the political intrigues surrounding un-
conventional cancer treatments. Also
new is a special eight page layout of
photographs of Dr. Gerson, his family, his
famous friends, his foes, and his former
patients.

S.J. Haught originally intended to expose
the "quackery" of Dr. Gerson's then-
revolutionary diet therapy for cancer. In-
stead, his expose became a classic
documentation of Dr. Gerson's remark-
able success in curing both adults and
children with cancer, and the story of his
courageous and lonely fight against the
forces of organized medicine. The book
includes personal stories, case histories,
and Dr. Gerson's 1946 testimony before

Censured forCuring Cancer: the American Experience of
Dr. Max Gerson flanked by three earlier incarnations.

Senator Pepper's committee during
which he presented five thoroughly
documented, astonishingly healed
cancer patients who testified on his
behalf. Read it for yourself.

The original text used initials instead of
names to identrfy the doctors who sup-
ported Gerson, to protect them from
harassment. Initials were also used to
protect the writer from potential lawsuits
which would surely have followed publi-
cation of the names of the men in posi-
tions of power who led organized
medicine in a crippling boycott against
Gerson. Those initials have now been
replaced with names. Hildenbrand
painstakingly searched the Gerson ar-
chives for letters and documents which
identified those important players.

It took many hands to make this edition
of Dr. Gerson's story available. Thank
you to Charlotte Gerson who opened
herfamily scrap books and took the time
to share some of her private memories.
Our thanks to Chip White who had the
idea to "update and upgrade" and who
entered the text of the book into the first
of the many computers we used. Special
thanks to Michael Jablonski who finally
gotthe computersto speakto eachother
and who produced the final layout. And
thank you to the folks at Station Hill
Press. Censured for Curing Cancer: the
American Experience of Dr. Max Ger-
son, $6.95 U.S./$8.25 CAN ($1.50 ship-
ping U.S. & CAN) is available through
the Gerson Institute. For a limited time,
order 10 or more for V2 price and free
shipping. Order now! ll



What has chemotherapy
done for you lately?

by Gar Hildenbrand

ill it work? Willit hurt? Will I live?

These are the questions that
scream in the minds of people with
cancer as they listen to proposed
chemotherapeutic treatment plans.

Talking to an oncologist who prescribes
chemotherapy is talking to a true
believer. Most are sincere in their belief
that chemotherapy is appropriate treat-
ment for most types of cancer.

And of course they believe in drugs.
Everywhere in the U.S., and in most
other countries where modern phar-
micocentric medicine is the norm, the
pep talk floods forth. Cheerleading ar-
ticles appear regularly in newspaper
business pages, enthusing about the
growth in biotechnologicalissues. The
stocks are on the rise, they say.

Will it work? Will it hurt?
Will I live?

In newspaper front page sections, and
on network news, the spin is that final-
ly, in this 21st year of the "War on
Cancer", our new genetic under-
standing of cancer is leading to better
drugs, hybridomas, cytokines, im-
proved radiation techniques.

Chemo edges surgery

And in the medical press we are told,
“In the 19&05, drug treatment eclipsed
the surgical treatments of the 1970s.
While it remains the most effective
means of debulking solid tumors,
surgery is an adjunct to radiation and

chemotherapy, often after these
methods have been used" (Beverly
Merz, American Medical News, "War
on Cancer Marches On", Dec. 16,
1991, pub. American Medical Associa-
tion, Chicago).

The professional environment for can-
cer chemotherapy has far too many
parallels to major league sports, in-
cluding the pep squad, the pay, and
the high price of admission. It is the
twenty-first consecutive losing
season, and the bleachers are empty.

Patients avoid chemo trials

According to American Medical News,
patients are avoiding clinical trials of
cancer drugs. "Although the Community
Clinical Oncology Program encompas-
ses 300 hospitals and 2,575 physicians,
there are only about 5,000 patients cur-
rently in clinical trials." Why?

Word of mouth, probably. Although it
is not true that all chemotherapeutic
treatments cause extreme side ef-
fects, the word chemotherapy has be-
come a synonym for diarrhea and the
dry heaves. And it is a reputation that
can't be shaken.

But what is the other side of the coin?
What about the claims for increased
survival? Quality of life?

Leading statistician
challenges claims

This question was addressed last year
by a leading statistician, a number
cruncher for the German Federal Can-
cer Research Center in Heidelberg. Dr.
Dr. habil. Ulrich Abel, medical scientist,

university lecturer, chief of the Institute
of Epidemiology and Biometry in
Heidelberg, published an outwardly
unassuming 65 page booklet (92
pages including the 290 citations).

Chemotherapy has become
a synonym for diarrhea and
the dry heaves. And it is a
reputation that can't be
shaken.

Its title, Chemotherapy of Advanced
Epithelial Cancer: A Critical Survey,
and its publisher, Hippokrates Verlag
of Stuttgart, inform the reader that this
is a medical monograph: "a learned,
detailed, and thoroughly documented
treatise covering exhaustively a small
area of a field of learning" [Webster's
3rd New International Dictionary (un-
abridged), G&C Merriam Co.,
Springfield, MA].

This document is not a
"blow to the cancer estab-
lishment". Dr. Abel IS the
cancer establishment.

Its thesis, in Abel's words, is that "after
decades of intensive clinical research
and development of cytotoxic (cell kill-
ing) drugs, there is no evidence for the
vast majority of cancers that treatment
with these drugs exerts any positive



“After decades of intensive clinical research and development of cytotoxic
(cell killing) drugs, there is no evidence for the vast majority of cancers that
treatment with these drugs exerts any positive influence on survival or quality
of life in patients with advanced disease.”

— Dr.Dr.habil. Ulrich Abel

influence on survival or quality of life in
patients with advanced disease.”

This monograph [available from
People Against Cancer, (515) 872-
4444 for about $40.001 is considerably
more thanthe work of one man. Its first
draft, which synthesized input from
about 150 oncologists and research
units throughout the world, was
revised after being circulated to about
300 oncologists in German- speaking
countries.

Although some cancer industry critics
have sensationalized the Abel
monograph, waving it from the
podium, or creating banner headlines
in newsletters and magazines, both
the subject matter and the author
deserve much more conservative and
sober treatment.

This is the result of a col-
laborative effort by hundreds
of oncologists. Rightly, it
should be considered a con-
sensus document.

In the first place, it should be read
slowly, and its referenced citations
should be reviewed. What at first
glance looks like a quick 65 pages
rapidly expandsto thousandsof pages
of technical reading.

But taking the sober-sided approach
leads one to conclusions different
from those who created the "first
wave of publicity".

Consensus document

This document is not a "blow to the
cancer establishment". Dr. Abel is the
cancer establishment.

"The reproach that clinical
oncologists correctly raise
against therapists favoring
unconventional methods,
that they are unable to give
scientific support to their
claims, reflects on (the on-
cologists) themselves."

— U. Abel

Neither is it an attack on oncologists.
On the contrary, this is the result of a,
collaborative effort by hundreds of on-
cologists. Rightly, it should be con-
sidered a consensus document.

What it shows us is a professioninflux,
dissatisfied with ineffective or mar-
ginally effective drugs, disillusionedby
the failure of clinical trials to produce
replicable results, willing to admit the
failure of chemotherapy to live up to
most expectations.

First hand experience

The story behind the reportis that Abel
himself spent 10 years in yeoman's
service as a clinical oncology statis-
tician. He kept track of the data, begin-
ning each clinical trial with a series of

methodology meetings where
decisions were made regarding the -
endpoints of the study. Did physicians
expect patients to feel better, live
longer, experience partial or complete
remissions of tumors?

A clinicalftrial, by itself, is not the start
of anything; it's the middle. Much has
gone on before. At most research
centers around the globe, most clinical
oncology trials are extensions of pre-
vious labors. In other words, trials are
based on the results of previous trials.
Someone says it works. Someone else
gets excited and tries it.

As Abel collected and interpreted data
over the ten year period, he was disap-
pointed by the results of treatment.
And he began to wonder about the
veracity of reports by people who said
the drugs worked.

A clinical trial, by itself, is
not the start of anything; it's
the middle.

Questioning claims

He began the practice of reading and
evaluating anew the data of trials
whose published conclusions were be-
hind each current methodology meet-
ing. His efforts revealed 'Yhat while
oncologists often refer to resuits of
clinical trials for various chemotherapy
regimens and use these results as a
basis for new studies, a sober and
unprejudiced analysis of the literature



has rarely revealed any therapeutic
success by the regimens in question.
Such a misjudgment is by no means
harmless; it is not only ethically
serious, for it may result in unneces-
sarily burdening patients with toxic ef-
fects, but it is also questionable from a
scientific point of view. From my own
experience and as documented in the
literature, it leads to an almost dog-
mafic belief in the efficacy of
chemotherapy.

Perhaps the mosi valuable aspect of
Abel's work can be best seen through
the lens of medical sociology. Abel
has questioned the methods used by
clinical oncology to acquire
knowledge, and he has tested the
acquired knowledge of the field for
limits and validity.

Oncologists agree

It was time for the door to be opened.
Abel was concerned that his review
would devastate, emphasizing as it
does the failure of chemotherapy to
extend survival in almost all cancers,
and the wide-spread fallacies within
the profession. "Surprisingly," he
writes, "the conclusions regarding the
effects of chemotherapy on the sur-
vival of cancer patients have met with
almost unanimous agreement in the
numerous personal communications |
have received. Although critical publi-
cations on the value of chemotherapy
in epithelial cancers do exist, the per-
sonal views of many oncologists seem
to be in striking contrast to com-
munications intended for the public."

Such cancers are con-
sidered advanced when
they have spread, recurred,
or are inoperable or incom-
pletely operable.

|
Indeed, as Abel recounts it, many on-
cologists wrote to him stressing that
they use chemotherapy not in an at-

tempt to extend survival, but only to
palliate, to relieve symptoms, and im-

prove the quality of life.

And Abel cautions, "While by its very
nature, a general refulation of this ar-
gument is impossible, a close analysis
of the controlled clinical trials address-
ing the question of quality of life of
cancer patients shows that, again,
reality does not quite agree with the
ideas and wishes of many therapists."

From the enlightened perspective of
the epistemologist, Able comments on
the big picture, "given the lack of suc-
cess, the present concentration of
clinical capacities on chemotherapy
trials is hardly justified."

No room to criticize

And in a sentence, Able suggests
rather a level playing field by saying,
"the reproach that clinical oncologists
correctly raise against therapists
favoring unconventional methods, that
they are unable to give scientific sup-
port to their claims, reflects on (the
oncologists) themselves."

The monograph is not a finished
product, in that it was intended by Abel
to inspire animated scientific discussion.

DeVita's enthusiasm was
dismissed by Abel, who
referred to DeVita's con-
clusions as “an enormous
extenuation of reality."”

Subject of the report

More than 8 out of every 10 cancer
deaths are due to epithelial malignan-
cies. The epithelium is a layer of cells
forming the epidermis of the skin, and
the surface layer of mucous
membranes and serous membranes.
Epithelial malignancies are the ones
most people get: bladder, breast,
colorectal, ovarian, cervical, uterine,
liver, pancreas, stomach, lung,
bronchial, tracheal, and head & neck.

The monograph deals with positively
reported clinical trials of chemotherapy
for advanced epithelial cancers. Such
cancers are considered advanced when
they have spread, recurred, or are in-
operable or incompletely operable.

Names attached to some of the most
influentialclaims of positive results are
Vincent DeVita (former NCI chief),
Bruce Chabner (currentlyof NCI). Abel
points out that DeVita considers all
people with spreading inoperable can-
cer appropriate candidates for
chemotherapy.

"While oncologists often
refer to results of clinical tri-
als for various
chemotherapy regimens
and use these results as a
basis for new studies, a
sober and unprejudiced
analysis of the literature
has rarely revealed any
therapeutic success by the
regimens in question. Such
a misjudgment is by no
means harmless; it is not
only ethically serious, for it
may result in unnecessatrily
burdening patients with
toxic effects, but it is also
questionable from a scien-
tific point of view. From my
own experience and as
documented in the litera-
ture, it leads to an almost
dogmatic belief in the ef-
ficacy of chemotherapy."

— U. Abel

DeVita discounted

DeVita's enthusiasm was dismissed
by Abel, who referred to DeVita’s con-
clusions as "an enormous extenuation
of reality." DeVita concluded that the
observed 30% increase in 5-year- sur-
vival rates since 1950 was due to the
introduction of chemotherapy. Abel
points out that a statistical mirage was
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created by researchers who mistaken-
ly pooled the data from local and dis-
seminated disease, and failed to
account for improvements in early
detection, earlier and perhaps more
definitive primary therapy (usually
surgery), and "stage migration”
(Feinstein, 1985; also, please see
Healing 20&21, Jul.-Oct., 1987, "Com-
prehensive Government Report Chal-
lenges NCI Claims" for a complete
discussion of "lead time bias", "length
bias", "stage migration", “overdiag-
nosis”, "self-selection", and "improved
reporting" as the major statistical in-
fluences leading to DeVita's impres-
sion that 5-year-survival rates had
climbed since 1950). Abel denied the
validity of comparisons to historical
controls. He also stressed that only
randomization can provide the basis of
comparison either to historical con-
trols, or between multiple patient
groups receiving simultaneous treat-
ment in different hospitals.

Criticizes Bailar and Smith

While industry skeptics may applaud
Abel for debunking DeVita, one would
expect less enthusiasm for his critique
of Bailar and Smith ("Progress against
cancer?" NEJM 314:1226-32). He
holds that therapeutically increased
survivals in the absence of increased
cure rates would be missed by the
methods of Bailar and Smith due to the
inclusion of both healthy and diseased
persons in their death rate analyses.
Their method confused the effects of
risk factors (incidence rates) with
therapy (lethality of diseased per-
sons), Abel said.

In another surprising acknow-
ledgement, Abel allows that sub-
groups of patients may exist in which
there is a beneficial effect of treatment
by chemotherapy. Either the groups or
the effect might be undetectably small
by statistical analysis. This is actually
a consideration of interest to advo-
cates of unconventional cancer
managements, as well.

Tumor growth rate

While reminding the reader that un-
usually long survival of individual
patients cannot be regarded as proof for

the effectiveness of chemotherapy
(because untreated patients can enjoy
the same unusually long survival),
Abel points out that the best prognostic
indicator may be the growth rate of the
tumor. Peariman ("Doubling time and
survival time" in Cancer Treatment: End
point valuation, pub. J. Wiley,
Chichester, NY) concluded that tumor
doubling times follow a log-normal dis-
tribution; and that the number of tumor
doublings untildeathis always the same
regardless of varying treatments.

Upholds need for randomization

In another note at variance with the
intellectual trends popular among ad-
vocates of unconventional treatments,
Abel adamantly refutes those who
claim that he overemphasizes ran-
domized studies and fails to do justice
to modern complex treatment
strategies which are geared to in-
dividual patient difference~.If the
therapy follows rational criteria, it can
be evaluated in controlled clinical tri-
als, he says. Ethically, any therapy
aimed at routine clinical practice must
be so evaluated.

Cancer by type

Small-cell lung cancer is the only ad-
vanced epithelial carcinoma for which
good direct evidence of extended sur-
vival exists. However, the survival
edge amounted to only 2-3 months
when compared to untreated controls.
Interestingly, with far fewer side ef-
fects, hemibody radiotherapy
produced survivals of seven months
compared to the chemotherapy
group's three months. It should be
noted that untreated people tended to
die within a median of 2 months. Due
to extremely low rates of partial or
complete response (duration of mini-
mumone month), and lack of effective-
ness in attempts at long-term
palliation, none of the treatment op-
tions should be considered standard
for this disease.

Non-small-cell lung cancer, like small-
cell, benefits only slightly from
chemotherapeutic treatments alone or
in conjunction with radiotherapy. The
studies promoting survival advantages
in chemotherapy treated patients were

small and less well designed than
those for small-cell. The survival dif-
ference between treatment groups and
controls was never more than several
months.

Colorectal carcinoma is not affected
by chemotherapeutic treatments. Abel
cites Moertel's 1982 retrospective
study (“Large bowel" in Cancer
Medicine, Lea & Febiger, Philadel-
phia) of comparable groups, one inten-
sively treated and the other minimally
treated, which found very similar sur-
vival curves: Citing Moertel's 1990
publication (NEJM322:352-58), Abel
called it a well designed 3-arm trial
which showeb a statistically significant
disease free (time before recurrence)
survival advantage for levamisole and
5FU when compared to levamisole
alone or observation (no treatment).
However, the significant data were
restricted to only one stage of the can-
cer, and this could not be logically ex-
plained. The study, by itself, is
inconclusive. The survival edge could
be measured in months.

Gastric cancer is not manageable by
chemotherapy for any length of time
with any one agent or any combination
of agents at any dosage for any dura-
tion. Only three randomized studies,
all negative, have addressed survival.

Pancreatic cancer is always treated
with chemotherapy when patients con-
sent. Response rates are 30%, but
survival rates in the three randomized
studies which addressed them cannot
be said to have been positively af-
fected. In the study with the most
dramatic conclusions for survival ex-
tension (Mallison, Brit.Med.J.
281:1589-91), of 40 patients, only 15
cases had spreading cancer, and 14
were not biopsied.

Bladder carcinoma respondsto com-
bination chemotherapyfrom 30% up to
80% depending on the regimen. Zero
clinical trials have addressedthe ques-
tion of improved survival. In the pub-
lished studies there have been no
noticeable survival differences be-
tween any of the groups.
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Small-cell lung cancer is
the only advanced
epithelial carcinoma for
which good direct evidence
of extended survival exists.
However, the survival edge
amounted to only 2-3
months when compared to
untreated controls.

Breast cancer receives the greatest
share of chemotherapeutic drugs. In
all of the published trial results, there
is no direct evidence that
chemotherapy prolongs survival of
breast cancer patients. There have
been no controlledtrials with untreated
people. Neither have there been trials
which establish either sole agent or
combinationtherapy as superior. Abel
says that it is really amazing that, with
the enormous number of Phase I tri-
als which have been conducted, never
have there been any findings of a dis-
tinct or reproducible survival ad-
vantage. In reality, the only increase
with more aggressive treatment is in
toxicity. Two strong statements are
found in the concluding remarks for
this disease. Abel writes, "After close
and critical consideration of all avail-
able relevant data and studies, one
has to conclude that there is neither
direct nor indirect evidence that, on the
whole, cytotoxic chemotherapy im-
proves the prognosis of patients with
advanced breast cancer." Abel quotes
Macaulay and Smith ("Advanced
breast cancer" in Randomized trials in
cancer, Raven Press, NY), “There is
no evidence that asymptomatic
patients need any form of active
(chemotherapeutic) treatment.”

Ovarian carcinoma is considered
sensitive to chemotherapy. Most on-
cologists are convinced that
chemotherapy extends survivalfor this
malignancy, even in advanced stages.
There never were randomized trials
with untreated controls. There have
been no randomized pure dose-effect
studies. The ranges of published

remission rates, even for the same
drug or combination, are extraordinari-
ly wide. Cisplatinum achieves the
highest response rate. There is no cor-
relation between high response rates
and extended survival. None of the
combinations was found to be an im-
provement. Cisplatinum-containing
regimens probably can prolong the
survival of some ovarian cancer
patients in a not too advancedstage of
the disease, but its toxicity is great and
many patients are forced to discon-
tinue it. Abel concludes, "Contrary to
published and widely accepted state-
ments by oncologists, one should note
that, to date, there is definitely no
evidence that patients with advanced
ovarian carcinoma (whether of stage
FIGO Il or IV) can be cured."

'‘Contrary to published and
widely accepted state-
ments by oncologists, one
should note that, to date,
there is definitely no
evidence that patients with
advanced ovarian car-
cinoma (whether of stage
FIGO 111 or 1V) can be
cured.”

— U. Abel

Cervical carcinoma and carcinoma
of the corpus uteri have not been
subjected to much study.
Radiotherapy is the treatment of
choice in most centers for cervical can-
cer. In metastasized cervical car-
cinoma, there appears to be a survival
advantage for chemotherapy and
radiation versus radiotherapy alone.
There may be a slight radiation en-
hancing effectin the drugs. Again, sur-
vival advantages are measured in
weeks or, at best, months. Only two
randomized trials have been con-
ducted for endometrial cancer, and no
survival benefit was observed, as with
cervical cancer.

Head and neck cancer is a cancer in
which chemotherapy may relieve
symptoms effectively in some cases,
but survival has not been affected by
the drugs in any of their usages, in-
cluding induction therapy aimed at
making cancer more treatable by
surgery and/or radiation. There is no
added value in combinations versus
single agents.

Unwarranted optimism

Well over four decades have passed
since the first malignanttumors shrank in
response to David Karnofsky's clinical
applications of nitrogen mustard
chemotherapy. At the time, the recent
adventofthe wonderdrug penicillinmade
the magic bullet concept plausible.
Generous media attention, tremendous
enthusiasm on the part of pioneering
clinicians, and desperate public need all
fed afeverishzeal for more research. And
there was more research.

Tons of research

Former NCI chief Vincent DeVita
called cancer the most "treatable" dis-
ease. | think we should refer to it in-
stead as the most "researched"
disease. It is really quite impossible for
the mind to grasp how much research
was conductedby NCI alone last year
withits $1.6 billion budget. There have
beentwenty consecutive years of such
NCI budgets (adjusting for inflation).
NClis the world's largest, but certainly
not its only centralized research
machine. Huge budgets feed many
other institutions in the U.S. and
around the globe.

With so many scientific initiatives
aimed at testing anticancerdrugs, how
did it come to pass that we did not
know, and many still do not, that most
cytoxic drugs perform poorly, if at all,
in aggressive treatment efforts to ex-
tend survival or even to improve
quality of life for the great majority of
people with cancer?

Truth be told, methodology and
biometry forty, thirty, and even twenty
years ago were nowhere near the
rigorous disciplines we now take for
granted. People collected inap-
propriate data, asked questions
toward which the data were ill suited,



and reached fallacious conclusions
with inadequate support.

Aggressive true believer

And yet, believers understandably want
to goonbelieving. The more passionate,
the more adamant. | well remember
June of 1987, as the U.S. Office of Tech-
nology Assessment review of "Uncon-
ventional Cancer Treatments" (UCTSs)
got underway with its first advisory panel
meeting. Quite a few members of the
panel were convinced that only the
UCTs lacked solid backing data. | was
the lone critic at that first meeting as |
suggested that Martin Shapiro
(Assoc.Prof Med.UCLA) and others had
recently found the methodology for a
large number of randomly selected
chemotherapy clinical trials so flawed
that they declared their conclusions for
survival benefits invalid.

The question on the floor was "How
should one go about evaluating
UCTs?"l pointed out that modern criti-
calreassessments strongly suggested
that even conventionaltreatments had
not yet been adequately evaluated.

"l can still hear panelist
Grace Monaco trying to
drown me out — she literal-
ly jumped up from her chair
and shouted her objections
— as 1 forwarded the sug-
gestion that the question
should instead be 'How
should one go about
evaluating any cancer
treatment?””

— G. Hildenbrand

| can still hear panelist Grace Monaco
trying to drown me out — she literally
jumped up from her chair and shouted
her objections — as | forwarded the
suggestion that the question should
instead be "How should one go about
evaluating any cancer treatment?"

Panel chair Rosemary Stevens detily
steered the meeting back to high
ground. Her skills prevented
numerous train wrecks during the
study's emotionally charged sessions.

What went wrong?

In his monograph, Abel takes pains to
explain each of the common errors of
method which have dominated clinical
trials since the introduction of cytotoxic
chemotherapy forty-five years ago.
Where possible, he offers solutions.

Misinterpretation of datais called bias.
Uncorrected bias can totally invalidate
otherwise sound research.

It is probable that the ap-
parent survival gap be-
tween groups is made to
appear larger because of
accelerated deaths of
weaker patients damaged
by the toxic drugs whose
side effects are better
tolerated by the stronger
patients.

Time-to-response bias and solution

Abel suggests a correctionfor the now-
classic error of comparing
"responders” (who are likely to be
stronger and live longer regardless of
treatment) to non-responders (who are
likely to be weaker and die sooner).
This error produces a “time-to-
response bias", which has been, and
unfortunately remains the most fre-
quent methodological error.

Abel's suggested solution could
revolutionize cancer chemotherapy
clinical trials, pointing to J.R.
Anderson's "Analysis and interpreta-
tion of the comparison of survival by
treatment outcome variablesin cancer
clinical trials", Cancer Treatment Rep.
69, 1139-44. The “landmark” method
suggested by Anderson, says Abel,
can completely eliminate differences
between responders and non-

responders. Essentially, observers
should wait, Abel asserts, until a set
point in time, say 3 months or 6
months, and then compare only sur-
vival information. The "landmark"
method has not caught on.

Overtreatment of non-responders

In many cytotoxic drug trials with

flawed designs, it can be argued that

their time-tosresponse bias has a com-

plicating factor built in. Weaker

patients are probably more suscep-

tible to damage from drug side effects. ..
Therefore, it is probable that the ap-

parent survivalgap between groups is

made to appear larger because of ac-
celerated deaths of weaker patients
damaged by the toxic drugs whose
side effects are better tolerated by the
stronger patients.

Selection bias-

Failure to insure that all arms of a trial
have patients whose tumor growth"
rates and other variables have been
properly randomized creates a selec-
tion bias. If evaluators fail to take into
account the interval between surgery
and recurrence, or the rate of tumor
doubling, it is possible that one or
another of the treatment groups will
have a greater number of slow growing
tumors. This will create the illusion of
survival benefit.

Even if there may be a few
who actually receive sur-
vival benefit from
chemotherapy, if the same
drugs cause earlier deaths
in others, this becomes a
kind of "trade off" which
may be completely unethi-
cal.

Ethics

Abel raises the very real concern that,
evenif there may be a few who actually
receive survival benefit from
chemotherapy, if the same drugs
cause earlier deaths in others, this be-



comes a kind of “trade off" which may
be completely unethical. ltis ironic that
numerous trials exclude treatment re-
lated deaths on various grounds,
evaluating only those who were not
harmed by treatments.

Basic postulate

In the U.S. and abroad, the cancer re-
searchindustry operates on the assump-
tion that better tumor kill leads to longer
life. All funding and efforts are essentially
channeled in that direction. While Abel
does not agree with the prevailing logic,
he feels that it can be studied.

Abel suggests a testable postulate (P)
based on the hypothesis that more
tumor kill in more patients indicates
increased survival rates. "Of two
therapies yielding different response
rates, the one giving the higher rate
should be superior as to survival; this
difference must be demonstrable in
randomized studies and it must be
reproducible.”

Eliminating the existing literature

How does one, whether deeply trained
in statistics or not, learn to evaluate the
conclusions of studies &s they appear
in the literature? One may infer several
clear suggestions from Abel, all of
which stem from the above postulate.

1. Throw out any studies which
eliminated patients. Look for the
key words “evaluable patients".

2. Throw out any single, unreplicated
studies on the grounds of probable
selection bias.

3. Throw out overview papers which
suggest statistical correlation be-
tween response and survival in
multiple single studies. (Abel
points out that viewing such
reviews under the lens of P reveals
that groups with the better prog-
nosis always end up in the same
arm of the trial, and that should not
be possible.)

Hallmark variables affecting
response rates

Abel offers a laundry list of variables
that must be randomized in order to

eliminate as much error as possible.
They are:

Extent of spreading disease

Organs or structures infiltrated

Pl

3. Biology (behavior) of tumor, e.g.:
rate of doubling

4. The treatment (which drugs, etc.)

&. The dosage, timing, and duration
of treatment

&. Any previous treatments

7. Criteria for response (how to
measure remission)

&, Judgment errors (how good is the
researcher's eye?)

9. Exclusion of patients (which Abel
disagrees with)

10. Statistical variability
Comparison of randomized trials

Since much has been made of ran-
domized clinical trial generated proof
that multiple drug regimens do indeed
yield remarkably higher response
rates, such treatments have virtually
become the worldwide standard. But
do people receiving those treatments
live longer?

However, looked at in-
dividually, one trial's 50%
response is coupled to a
median survival of only
13.5 months, whereas
another's response rate of
45% has a median survival
of 15 months, and yet
another's response rate of
only 40% shows a median
survival of 19 months!

In a critical review of all randomized
studies greater than forty patients
which pitted cisplatinum combinations
(A) against non- cisplatinum combina-
tions (B), survivals did not follow
responses.

Responses for A ranged from a low of
8% to a high of 50%, while median
survival spanned from a low 8.8 to a
high of 18.5 months.

Responses for B ranged from a low of
11% to a high of 62%, while median
survival spanned froma low of 11 to a
high of 20 months.

In 27% of the trials, survival
in the lower response arm
actually exceeded that of
the high response arms.

"

However, looked at individually, one
trial's 50% response is coupled to a
median survival of only 13.5 months,
whereas another's response rate of
45% hias a median survival of 15
months, and yet another's responserate
of only 40% shows a median survival of
19 months! Clearly, there is no evidence
to support the claim that increased
responses yield increased survivals.
Abel states that this is true even when
one drops the requirement for statistical
significance — there is still no direct
evidence under the lens of P.

Survival in lower response arms

Although R.P.A. A'Hern argued that
his survey of 79 studies provided con-
vincing evidence for survival benefit in
the high response arms of trials ("Does
chemotherapy improve survival in ad-
vanced breast cancer? A statistical
overview", Brit.J.Cancer 57, 615-618,
1988), Abel points out that in 27% of
the trials, survival in the lower
response arm actually exceeded that
of the high response arms. This obser-
vation is the one of note, says Abel. It
strongly undermines the argumentthat
high rates of tumor response correlate
to increased survival. In fact, Abel is
uncompromisingly critical of the fact
that A'Hern’s findings are exactly
those one would expect if responders
are actually a selectionof patients with
favorable prognosis.

Abel expresses more interestin a new
look at such studies as one conducted
by T. Buroker and Chas. Moertel ("A
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Guestlons for study

Abel suggests research aimed at
two guestions. For each of the
guestions,; he has suggested mulk
tiple posgitulties. They are listed
below for convenience.

[ Why does complete remis-
sion fol Amph: clinical cure?
Bacauee lumors recur due to:

A Biochemical resistance to

cytotoxic drugs.
1. The larger the tumor, the
MorE FEsistance.
2. Lells &:—1!_1 become resis-
1ani 1o gl drugs.
3; Complele’ re Missions “arg
notfeproducible inthe

samsa palient, even with
regsy drugs.

4. Drugs themselves calise
the resistance.
B. Gerelic instability of tumor
cells. :
1. Cells change genefically —
a mowing target.
2. - Wetaslases change even
tastar. :
I. - Why doss panial remission
not prolong survival?
A. 50% reduction may not be
enoughl: o

B. Localion mist also be con-
sidered. -
C. Drugs themselves can en-
hance malignancy.
1. E:mgs CEN SUppress im-
iy,
2. Drugs can cause vascuiar
damage: :
3. Dnigs can cause genefic
mutation.
4. Dnegs can alter gene ex-
Pression.
Druns can amplify genetic
resistance.
6. Drugs can cause metas-
tases in sites where they
waid ol Bsually boour;

o

randomized comparison of 5-FU con-
taining combinations with 5-FU alone
in advanced colorectal cancer," Proc.
Amer. Soc. Clin. Oncol. 3:138, Abstr.
C-537, 1984). In this study, combination
chemotherapy produced a 32%
response rate with median survival of 8
months, whereas 5-FU alone mustered
only a 15% response rate but median
survival was 12 months or 50% greater
than the high response group.

Macaulay and Smith

Abel was sufficiently impressed with
the conclusions of V. Macaulay and
I.LE. Smith (AdvancedBreast Cancerin
Slevin, M.L., Randomizedtrialsin can-
cer: A critical review by sites, Raven
Press, NY), that he quoted them, and
the quotes are certainly worthy of
repeating here verbatim:

"The single most disturbing feature of
the trials reviewed here has been the
great emphasis placed on the response
rate as the most important and frequent-
ly the only parameter by which
therapeutic benefit is assessed."”

"Response rate alone is a poor
parameter by which to assess
therapeutic benefit in advanced breast
cancer; it does not predict survival,
and its effect on quality of life is very
much determined by the nature of the
treatment used."

Chemo after surgery

Once it had become apparent to many
in oncology that chemotherapy in all
forms, combinations and modalities
had failed to answer advanced
epithelialcancers, hopes shifted to ad-
juvant usages, intent on boosting the
effectiveness of potentially curative
surgeries, Abel recounts. Becausethe
hope for this type of benefit pervades
modern oncology, Abel evaluated
literature often cited to support i.

Only works in premenopausal
breast cancers?

His conclusion, stated flatly, is that
"good and consistent evidence of
beneficial effects of adjuvant systemic
chemotherapy on survival exists only
for breast cancer, and more specifical-
ly, for patients with at most three posi-
tive nodes." Moreover, he says that it

remains unclear whether adjuvant
treatment actually produces more
cures and lowers mortality rates, or
whether it only delays recurrence and
progressive disease.

It is possible that the sur-
vival benefit conferred on
premenopausal breast can-
cer patients by
chemotherapy does not
result from any cytotoxic ef-"
fect of the drugs,’ but rather
from an inadvertent chemi- .
cal suppression of ovarian
function.

Abel notes, in passing, that although
no chemotherapy studies show sur-
vival benefit for postmenopausal
patients, "some effect can be obtained
with hormonal therapy (tamoxifen)."

Why?

Pursuing what must be regarded as a
"strange" susceptibility of only
premenopausal breast cancer to ad-
juvant chemotherapy (out of all
epithelial cancers and even against
postmenopausal breast cancer), Abel
puts forth an appealing argument. It is
possible that the survival benefit con-
ferred on premenopausal breast can-
cer patients by chemotherapy does not
result from any cytotoxic effect of the
drugs, but rather from an inadvertent
chemical suppression of ovarian func-
tion. He holds that this is an opinion
widely acceptedin Great Britain, citing
a personal communication with
M. Baum.

Removalof ovaries has been shownin
randomized trials to confer survival
benefit in premenopausal breast can-
cer. Results of chemotherapy and
ovarectomy have never been com-
pared. An alternative to ovarectomy,
"ablative" treatment with leutinizing
hormone release hormone analogs
(e.g.: Zoladex), is currently the subject
of a randomized trial begun in 1990.



"Response rate alone is a
poor parameter by which to
assess therapeutic benefit
in advanced breast cancer;
it does not predict survival,
and its effect on quality of
life is very much deter-
mined by the nature of the
tfreatment used."
— V. Macaulay
and L.E. Smith

Colorectal

Abel nods, as well, to literature
(Soybel, 1987; Metzger, 1989) which
provides good evidence that, after
potentially curative surgery, disease
free survival for completely resected
colorectal cancers may be prolonged
by adjuvant chemotherapy, including
non-systemic approaches like in-
traportal infusion.

Quality of life

Abel points out that the U.S. Food and
Drug Administration requires evidence
of either prolongation of survival or
improvement in quality of life (QL) for
approval of new cancer drugs.

QL is a quagmire. Quoting I.C.
Henderson (in Oncology colloquium .
Therapeutic strategies for metas-
tasized mammary carcinoma, Walter
de Gruyter, Berlinand New York), “It is
almost impossibleto separate subjec-
tive response from the individual judg-
ment of response. Thus there are
patients who can endure severe pain
but who are unable to suffer the
slightest nausea. Others accept all
kinds of side effects if only their pain is
alleviated so that they can work or
actively take part in daily life. In addi-
tion, the results from studies that as-
sess QL cannot be generalized and
appliedto other countries because QL
depends very much on the specific
culture area; and it will be definedin a
rather different way by individuals
living, e.g., in Great Britain, the U.S,,
or in Germany."

Early studies of QL in chemo-
therapeutic trials discovered the ob-
vious. People feel worst when they
take the drugs, and gradually recover
from the toxic effects. This prompted
R. Gelber and A. Goldhirsch to
propose a new variable as endpoint,
"Time Without Symptoms of disease
and Subjective Toxic effects of treat-
ment" (TWIST) ("A new endpoint for
the assessment of adjuvant therapy in
postmenopausalwomen with operable
breast cancer," J.Clin.Oncol. 4:1772-
79, 1986).

So why do people get chemotherapy?

Chemotherapy can. sometimes pro-
vide dramatic relief of symptoms, as in
the case of pleural and other types of
effusions, severe pain, and the en-
docrine effects of lung and kidney
tumors or endocrine tumors. Abel
rightly states that the effects are so
clearly visible that they need not be
verified by clinical trials. But these pal-
liations do not justify giving the drugs
to people without symptoms.

Oncologists are egged on by
the literature.

Abel lists three reasons chemotherapy
is given to people who do not need it
and will not benefit fromit.

—t

Oncologists believe the drugs will

work.

2. Oncologists follow protocols of
clinical trials.

3. Desperate people with cancer ask

for the drugs.

Oncologists are egged on by the litera-
ture. Take, for example, the following
quote from the protocol of the Mann-
heim Oncology Center, "For the
reasons given above (achievement of
a high rate of complete remissions with
the chance of a real prolongation of
survival) it appears justifiable to use
this relatively toxic but obviously highly
effective combination in primary treat-
ment of metastasizedbreast cancer."

Perhaps the strongest ar-
gument against positive
findings in clinical trials
which have attempted to
measure quality of life is
that patients who suffer
most from toxic effects of
drugs simply die and are
excluded from follow up.

Abel names Drings, Greenfield, Bres-
low and Cumberland, and | would like
to add Chabnerand DeVita, as authors
who advocate greater and more ag-
gressive use of chemotherapyroutine-
ly in virtually all palienis.

Others, according to Abel, lead the
crusade toward ever higher dosages.
Named are Chokski, Israel, Hryniuk,
Hillemanns, Karrer, Sheel and
Aumeuller, who is quoted as saying, "a
small compromise in the dose may
cause an enormous loss of success."

The dead are silent

Perhaps the strongest argument
against positive findings in clinical tri-
als which have attempted to measure
quality of life is that patients who suf-
fer most from toxic effects of drugs
simply die and are excluded from fol-
low up. Abel asks us to imagine a
treatment that is lethal to all non-
responders, and points out that a trial
of such a treatment under popular
methodologies could actually lead to
positive QL findings.

"To date, there have been no ran-
domized studies yielding clear
evidence for an improvement of QL by
means of chemotherapy," Abel says.

QL measured in randomized trials

K.R. Durrant ("Comparison of treatment
policies in inoperable bronchial car-
cinoma," Lanceti, 715-12, 1971) wrote,
"Our results provide no evidence that
immediate treatment by irradiation or
mustine leads to prolongation of survival
or to prevention of incapacitating



symptoms in patients with inoperable
carcinoma of the bronchus."

"Good" or "excellent" quality of life
lasted longerin untreatedpatients who
enjoyed freedom from symptoms and
ability to get out of the house, while
respondersin the treatment group who
escaped the 2 month 48% death rate
had the best control of symptoms in
A.H. Laing's "Treatment of inoperable
carcinoma of bronchus", Lancet ii,
1161-65, 1975.

Theodore Lad (“Immediate versus
postponed chemotherapy for un-
resectable non-small cell lung can-
cer: A randomized trial," Cancer
Treatment Rep. 65, 973-78, 1981)
wrote, "Little benefit from immediate
combination chemotherapy is evi-
dent. Such treatment for patients with
unresectable non-small cell lung can-
cer with minimal symptoms should
not be considered beneficial until
well-controlled trials demonstrate im-
provement in the quality of life or a
survival advantage."

"To date, there have been
no randomized studies
yielding clear evidence for
an improvement of QL by
means of chemotherapy,”
Abel says.

Criticism of the Coates trial

A. Coates {“Improving the quality of
life during chemotherapy for ad-
vanced breast cancer," New
Engl.J.Med 317:1490-95, 1987) has
inspired many oncologists to use
chemotherapy with the intention of
getting results like his. He wrote,
"Those concerned about the toxicity
of chemotherapy will find reas-
surance that continuous treatment
was perceived by our patients as
providing a better quality of life
during chemotherapy for metastatic
breast cancer."

Abel points out, however, that QL was
assessedonly after patients recovered
from each treatment, when they were

coming back in to receive another.
Naturally, descriptions of toxic effects
and their resuttant symptoms were lar-
gely absent in responses to questions
from physicians who administeredthe
evaluation. Just the fact that the doc-
tors themselves asked the questions
could easily have prompted more posi-
tive responses than might have been
given a neutral party. Also members of
the responding group had many more
contacts with physicians than did the
comparative arm, leaving the impres-
sion of a bias created by intensity of
care. Abel concludesthat the results of
the study "are of little value with
respect to QL."

“There cannot be any doubt
that, at present, clinical on-
cology is in a sort of dead-
lock which it will leave only
by small steps and after
possibly painful insights,”
summarizes Abel.

Use your imagination

Abel admonishes that modern study
designs which allow complex
therapeutic strategies tailored in-
dividually, and sequential plans,
should be used. He says, "the ethical
concerns are largely devoid of any
foundation; rather they witness a lack
of scientificimagination."

Don't give it; | wouldn't take it

Abel points out that a 1988 Consensus
Development Conference (Munich
Med. Wschr. 130:83-102, 1988) ad-
vised against overuse of
chemotherapy saying, "For most
patients with metastasized disease
one should start with endocrine
therapy as a first-line treatment."

Polls have indicated that oncologists
themselves would refuse
chemotherapy (H.H. Hansen, "Ad-
vanced non-small-cell lung cancer: To
treat or not to treat? J.Clin.Oncol.
5:1711-12; and M.J. Moore, "How ex-
pert physicians would wish to be

treated if they developed genito-uri-
nary cancer," Proc. Amer. Soc. Clin.
Oncol., 7:118, 1988).

Deadlock

"There cannot be any doubt that, at
present, clinical oncology s in a sort of
deadlock which it will leave only by
small steps and after possibly painful
insights," summarizes Abel.

It is impossibte to convince ethics com-
mittees to use no-treatment or
postponed-treatment arms, because
chemotherapy is widely regarded as
the "best available treatment". On- -~
cologists believe in it. The efficacy of
chemotherapy, Abel says, assumes .
the character of a dogma.

Abel asks us to imagine a
treatment that is lethal to all
nonresponders, and points
out that a trial of such a treat-
ment under popular
methodologies could actually
lead to positive QL findings.

Although good evidence points to
treatment of only certain select
symptomatic patients, those without
symptoms are routinely treated. Other
valid, well researched possible treat-
ments are simply not studied. Clinical
oncology has become a prisoner of its
own tenet, accordingto Abel.

There are other ways

Abel himself has advocated serious
study of the antineoplastic effects of
fever inducing bacterial toxins ("Die
antineoplastische Wirkung
pyrogener Bakterientoxine," in Hager
& Abel (Hrsg.): Biomodulation
und Biotherapie des Krebses, Bd. 2,
Verlag feur Medizin, Heidelberg,
1987). He says that "for an outsider
it must be incomprehensible why
therapeutic concepts that have
shown antineoplastic effects in
animal experiments for decades and
whose anticancerous effects in man
are documented by promising



evidence are not examined in control-
ledclinicaltrials."

He points to striking and encouraging
results in adjuvant immunotherapy
published by Hoover, Watanabe and
Iwa, Windle, and the Cervical Cancer
Immunotherapy Group which should
have lead to many more studies but,
because of the pervading atmosphere,
have not.

Abel asks us to imagine a treatment
that is lethal to all nonresponders,
and points out that a trial of such a
treatment under popular
methodologies could actually lead
to positive QL findings.

It seems certain that almost all forms
of innovative cancer management
suffer neglect for the same reasons.
Such studies are justified. "However,
the author of this report, like some of
his colleagues, has had the regret-
table experience that proposals for
study designs in this direction are
rejected for ethical concerns and
without serious consideration. This
situation is complicated by the fact
that many clinicians who are con-
vinced of the value of immunotherapy
or certain unconventional methods
(mostly without a sufficient proof)
have similar reservations concerning
the use of chemotherapy in ran-
domized studies."

Yet, Abel remains optimistic that im-
aginative trial designs can solve
most problems, even the mutual
skepticism of both sides.

Summary of a summary

Abel has made his findings concrete.
Reduced to the vernacular of middle
America, they are:

* 80% of cancer deaths in western
industrial countries are caused by
advanced epithelial malignancies.

« Chemotherapy isn't worth a
tinker's dam.

« Chemotherapy probably nudges a
small survival extension out of
small-cell lung cancer, but it hurts
most patients.

« It may do the same, atiny amount
of good and a lot of bad, for ovarian
cancer patients.

« Tumor shrinkage caused by
chemotherapy does not imply ex-
tension of survival.

« Chemotherapy has not been
shown to improve quality of life.

* Oncologists shouldn't give
chemotherapy to most patients,
but they do anyway.

* No one is studying the problem
properly.

"For an outsider it must be
incomprehensible why
therapeutic concepts that
have shown antineoplastic
effects in animal experi-
ments for decades and
whose anticancerous ef-
fects in man are docu-
mented by promising
evidence are not examined
in controlled clinical trials.”

— U. Abel
—————————————

Last comment

Chewing through Abel's monograph
and the cited literature was a big job,
rewarding, enlightening, and terribly
frightening. He's right.

Every day, everyone here at the Ger-
son Institute talks to people with can-
cer who have had chemotherapy that
hasn't worked and, for many, has
made them sicker. But chemotherapy
maintains its standing in the
marketplace of medicine. Why?

Don't ask me. I just work here. ll

Gerson Institute
seeks books for
loan library

he Gerson Institute is building a

loan library for patients and com-
panions to use during their stay at
CHIPSA. Books, video tapes and
audio tapes have been donated by
past patients and companions, includ-
ing such diverse subject matter as
medical physiology textbooks, political
writings, practical living, organic farm-
ing, fiction, and the spiritually uplifting
reading found in poetry and religious
material.

The library was started with a
generous donation of books and tapes
from June Poliak, former secretary at
the Gerson Institute.

"We want people to share whatever
helped them," states Christeene Hil-
denbrand, recovered patient, and the
impetus behind this project. "l love
going to old bookstores. Now | arrive
with a list, looking for copies of the
books that helped me so much while |
was on therapy. This has been my way
to give back, to say thank you... to
help."

If books and/or tapes were a vital part
of your therapy, please write Chris-
teene and let her know the names and
authors, “I'll add them to my list" — or
even better, donate a copy. All
donated books and tapes will be iden-
tified with a label thanking the donor,
and will be placed in the library at
CHIPSA. Send books, tapes and cor-
respondence to the Gerson Institute,
PO Box 430, Bonita, CA 91908..




Gerson Institute
Update

991 saw many changes in the Ger-

son Institute. June Pollak, secretary
since the Gerson Institute's early days,
retired and moved with her new hus-
band Johnto abeautiful, lakefrontestate
in Oklahoma. Her retirement well-
earned, her presence in the office, her
cheerful, gentle, helpful rapport will be
sorely missed.

Norman Fritz and Charlotte Gerson
began a series of seminar workshops
crisscrossing the United States and
Canada. Networking with existing or-
ganizations and individuals and saturat-
ing different areas with mass mailings,
the seminars have reached thousands
of people with information about nutri-
tionand diettherapy. Inthe autumnthey
were joined by Marilyn Barnes, who
augments their educationallectures and
presentations of "cured incurables" with
beautifully prepared "Gerson Meals,"
and at conventions she presents the
"Gerson Organic Cafe". The Gerson or-
ganic food booth exclusively offers deli-
cious completely organic dinners and a
la carte foods similar to those served in
the Gerson Therapy hospitals. What
better way to learn about diet therapy
thanto eat the food and drink the juices?

Filmmaker George Powell, of Powell
Productions, has just completed a
beautifully made video to introduce
people to the Gerson Diet Therapy. He
is in the process of making educational
videosto be used at CHIPSA, as well as
documenting people who have been
cured of disease while using the Gerson
Therapy.

The opening of the CHIPSA facility in
Mexico marked a momentous occasion,
a milestone in the work of the Gerson
Institute. We look forward to a rich and
rewarding new year. —Ed. Il




CHIPSA opens
Thank you, donors!
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July 1, 1991 the doors of Centro Hospitalario International del Pacifico, S.A.
(CHIPSA) opened. CHIPSA is the first accredited hospital in the Western
Hemisphere dedicated to the care of people with a wide range of diseases
and using the Gerson Therapy as primary treatment. The Gerson Institute
wants to thank the donors who helped make this hospital more than a dream.
Today CHIPSA is a reality. Thank you.
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We thought our Appleseed donors might appreciate
seeing a few photos of the “bricks and mortar” their
dolfars purchased. It hasn't been “just add water
and stir” instant pudding. But those little seeds have
become the world’s first Gerson Therapy hospital.

Congratulations to us alll



Follow-up program
set in place

he Gerson Institute will be sending

follow-up questionnaires to all
past patients in the files. Patients
treated in CHIPSA will receive a fol-
low-up call if the questionnaire is not
returned by March 1. The Gerson In-
stitute is working closely with Dr. Nick.
Ortuno, follow-up and consult
physician, to maintain contact with the
patients who come through CHIPSA.

The Gerson Institute files contain ap-
proximately 4,000 names. In 1988, a
questionnaire-was sent out, but less
than 10% responded. A random
sample of known cured patients
revealed that only 22% of them had
responded to that mailing. In an effort
to increase response rate, the Gerson
Institute will make the response cards
postage paid. In addition, a phone call-
ing campaign is being set in place to
contact the most recent patients, those
who were treated at CHIPSA.

The Gerson Institute is also seeking
patients who are not presently in our
files. If you are, or know of, a person
who used the Gerson Therapy to heal,
please let us know by calling (619)
472-7450. 1
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CONVENTION SCHEDULE & OTHER APPEARANCES

MARCH 14, 15 (SAT & SUN)

— MIAMI BEACH, FL

Gerson Workshop (SAT) 7 - 10pm,
Gerson Therapy lecture (SUN), part
of the Healing Continuum
Convention, Deauville Hotel

67th St. & Collins Ave. on the beach.
Visit the GERSON ORGANIC CAFE

MARCH 22 (SUN)

— SAN DIEGO, CA

Gerson Therapy One Day Convention
Al Bahr Shrine Temple

5440 Kearny Mesa Rd at Hwy 163
Behind Hampton Inn

APRIL 11 (SAT)

— SANTA BARBARA, CA

Gerson Therapy One Day Convention
Mountain Home High School

501 Bomber Blvd off Hwy 62

MAY 16,17 (SAT & SUN)

— SAN FRANCISCO, CA
Gerson Therapy lecture, part of
National Health Federation
Convention, Cathedral Hill Hotel
1101 Van Ness Ave. at Geary

JUNE 6 (SAT)

— DALLAS, TX

Gerson Therapy One Day Convention
Unity Church of Dallas 6525 Forest
Lane in North Dallas off LBJ Frwy
(1-835), exit Hillcrest

JUNE 20 (SAT)

— VICTORIA, B.C., CANADA
Gerson Therapy One Day Convention
co-sponsored by Cancer Victors &
Friends, Victoria Chapter
Metropolitan Church

907 Pandora St.,

downtown Victoria

JUNE 21 (SUN)

— VANCOUVER, B.C., CANADA
Bonsor Park Recreation Complex
6550 Bonsor Ave Burnaby, B.C.,
2 miles east of Vancouveron
Kingsway next to Sears Centre

Try the Gerson diet. Healthy organically grown foods,
Hippocrates soup, raw juices served at most of the

above conventions.

Call us (619) 472-7450 to receive a Irea 8-page
brochure for details, book/tape/video list, and 53
recovered "incurable" cases compiled, with photos, by
Norman Fritz.

Help get the word out. We'll send free brochures to
health food stores, co-ops, Gerson Institute friends
and supporters, and anyone who needs them.

We want you to come to our conventions, so admis-
sion is FREE to the first lecture "Healing and prevent-
ing 'incurable' diseases: The Gerson therapy" and
appearances of cured "incurables".

The Gerson Institute is a non-profit, public benefit
corporation dedicated to helping people and advanc-
ing the Gerson therapy. Please make your tax-deduct-
ible contribution today to help us keep our conventions
going, mailings, printings, airfare and more.

Admission to the "How to do the Gerson therapy"”
workshop is $25 (with special consideration given in
cases of financial hardship).

| Gerson Institute
PO Box 430
Bonita, CA 91908-0430.

The Healing Newsletter is the
membership organ of the Gerson
Institute. You can become a
member of the Gerson Institute
simply by making a donation of
$25 or more ($30 foreign).
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