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“There is a principle which is a bar against all infor-
mation, which is proof against all argument, and which
cannot fail to keep a man in everlasting ignorance.
That principle is condemnation without investigation.”

HERBERT SPENCER



CHAPTER ONE

They Dont Yant to Die

SUPPOSE you suddenly discovered that you have cancer.
A horrible, crab-like disease has invaded your body, is
gnawing your flesh, has pushed greedy tentacles into your
vital organs. A loathsome scavenger slowly and inexor-
ably is consuming you alive, cell by cell.

The doctor says it’s too far advanced for treatment. As
gently as anyone ever pronounced a death sentence on
another human being, he tells you: “You may live a year,
you may die in six months.” Nothing on earth can save
you, medical science can do little more than ease the ex-
cruciating physical pain that inevitably accompanies later
stages of this dread disease.

You stumble home, numbly set about putting your af-
fairs in order. You make a will. You assemble the docu-
ments relating to your “estate”—insurance policies, the
deed to the house, title to the car and other personal prop-
erty—and put them in a safe place where your family can
find them after you're “gone.”

Your mind recoils in horror. You don’t want to die.

During the ensuing weeks the hopeless anguish of mem-
bers of your family is only too apparent beneath the thin
veneer of cheery solicitude. They tiptoe past your door as
past the coffin of the dead. The hushed voices and fu-
nereal smiles of friends and relatives who drop in reveal
only too clearly that they, too, already have mentally con-
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2 YOU DON'T HAVE TO DIE

signed you to the grave. Everywhere you turn you are
confronted by signs that your impending doom is an ac-
cepted fact.

But your heart still beats, the blood pulses in your veins,
your lungs inhale and exhale air, you're still alivel And
you don’t want to diel

Then one day a friend brings you a magazine with an
article about a man who claims that he has a treatment
that cures cancer. Not all cases, but a goodly percentage.
And he allegedly has cured many patients who originally
were given up as incurable by their own doctors.

With a faint spark of hope you read avidly. You learn
that this healer is not an M.D., that the American Medi-
cal Association has denounced him as a “quack” and says
the medicine that is the basis of his unorthodox treatment
(he uses no surgery, x-ray or radium) is little more potent
than cough syrup. You are surprised to discover that the
AMA has never actually tested his treatment although
the healer repeatedly has begged for such an investiga-
tion, although hundreds of his patients have testified this
treatment saved their lives, although several courts have
held that it actually cures cancer.

The case histories of a few patients at his clinic are de-
tailed in the magazine, and you read them with tense in-
terest. Most of these people seem to have been in just as
critical a condition as you when they started this treat-
ment. Yet they apparently recovered, and years later
they are still alive. Their accounts are very convincing.

By the time you reach the end of the article the spark
of hope within you has been fanned into bright flame. If
these stories are true, if this treatment actually cured these
cancer victims, perhaps it can do the same for youl
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You get in touch with your doctor, show him the arti- -
cle. He glances at it, tosses it down and dismisses it with
one word: “Rubbish!” He tells you that there is no known
chemical cure for cancer, that this alleged healer is a noto-
rious quack; if you go to him, all youll do is waste your
time and money.

Time and money mean nothing to a dead man, you
grimly remind him. Does he have anything better to offer?

He shakes his head. Perhaps x-ray or radium would
help to buy you a little breathing space. But to be
brutally frank, your case is hopeless, nothing short of a
miracle will save you. . . .

What would you do?

Would you remain at home, praying for death to re-
lieve you from pain and suffering? Or would you imme-
diately set out for the clinic of this unorthodox healer
who at the very least offers you a chance to fight for your
life?

During the past 33 years at least 20,000 cancer victims
in this country have faced this problem, and chosen the
second course of action. They came to me with the same
pathetic plea: “I don’t want to die. Save me!” We've
never turned any of them away, providing there was even
an outside chance that my treatment would help them.

We're not miracle men, we dont profess to cure all
cases of cancer, we don’t guarantee a cure. Nevertheless
thousands of men, women and children once stricken with
cancer are still alive today as the result of our treatment.

I defy any other doctor or hospital on earth to match
that record.

When 1 first came to grips with cancer, in the 1920s, it
was just another disease. The medical spotlight was on
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tuberculosis, at that time the nation’s No. 2 killer, and on
venereal diseases. Since then science, with the aid of “mir-
acle drugs,” has effectively conquered both these plagues.
Unfortunately it has proven an absolute flop in its
efforts to cope with, or even to contain, the third and
deadliest plague afflicting mankind.

Look at the statistics.

During the past 30 years the number of cancer deaths
has more than doubled in nearly every civilized nation
on the globe. It is estimated that between 3 and 4 million
people contract this disease every year. Every 10 seconds
someone, somewhere on earth, dies of cancer. That makes
360 deaths per hour, 8,640 per day, more than 3 million
deaths every year!

No pestilence known to history has taken such a fearful
toll of human life. The awful cycle of epidemics known as
the “Black Death” that practically depopulated Europe
during the dark 14th century is estimated to have carried
off a total of 25 million victims. Today in the 20th cen-
tury, despite our vaunted advance in medical knowledge
and all the miracles of modern science, cancer snuffs out
more lives every decade than the “Black Death” did in its
entire 100-year reign of terror!

In the U.S. about 250,000 people die of this dread
disease every year. Except for the various diseases
of the heart, no other scourge claims as many victims
among our people. Cancer now causes 5 times as many
deaths as influenza and pneumonia combined, 10 times as
many as tuberculosis, 80 times as many as polio. And the
shocking mortality rate keeps right on rising, with an aver-
age increase of 5,000 more cancer deaths each succeeding
year.
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Cancer is more devastating than war. Every year it
takes twice as many American lives as were lost on all the
battlefields of World War I, half as many as were lost in
World War II, ten times as many as in the Korean War.

It is more costly than accidents of all types. Every year
it causes 6 times as many deaths as automobiles do, 4
times as many as all other accidents combined.

It is deadlier than the atom bomb. Every year it kills
twice as many people in this country as died in the
A-bombing of both Hiroshima and Nagasaki.

It stalks every man, woman and child in the land. The
National Cancer Institute estimates that 50 million people
now living in this country—nearly one out of every three
—eventually will contract cancer; that at least 25 million
of them—nearly one-sixth our present total population
—eventually will die of this terrible disease.

Imagine for a moment that a virulent plague wiped out
the entire population of Miami, Florida last year. This
year it destroys all life in Omaha, Nebraska. Next year it
will erase Akron, Ohio from the map. Every 12 months it
converts another major American city into a vast ceme-
tery.

That, in effect, is what cancer is now doing to this
country.

What hope can medical science offer us?

At this writing organized medicine recognizes only two
types of treatment for cancer; surgery and irradiation
(x-ray, radium or radioactive isotopes). The number of
-actual cures achieved by these authorized methods re-
mains pitifully few. Of victims treated in the primary
stage of the disease, it recently was admitted, only 55 or
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56 percent survive; of those who reach the fourth stage,
none survive.

These scandalous figures highlight the tragic fail-
ure of modern medicine to measure up to the deadliest
plague of our times. But no statistics, however sensational,
are eloquent enough to portray the horror, terror, physi-
cal suffering and mental anguish of the victim and his
family, nor the corroding despair that accompanies his
frantic search for a reprieve from death.

No other disease arouses such direct and universal fear
in mankind. In the mind of the public, a diagnosis of can-
cer is the equivalent of a death sentence. Current hysteria
at the mere mention of the word “cancer” is such that
most doctors will not hand the verdict to the victim him-
self; they confide it to members of his family. And chil-
dren let beloved parents die, husbands let their wives die,
rather than reveal the awful, shameful secret.

Seldom a day passes in our clinic without a long dis-
tance telephone call from some part of the country: “Can
you treat my father (mother, brother, sister, wife or hus-
band) without letting him know he has cancer?”

That of course is impossible; just because an individual
is sick, he isn’t necessarily a moron.

“Hell kill himself, if he finds out!”

In vain we point out that very few cancer patients ever
commit suicide, especially if given a chance to fight for
their lives.

But reason seldom prevails in an atmosphere poisoned
by irrational terror. They prefer to let their loved ones
“die in peace”—and ignorance.

Doctors themselves are often infected by panic. They
have little confidence in the treatmments they perforce pre-
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scribe; experience has taught them that few patients
stricken with the dread disease survive long. Today, when
the average physician discovers that his patient has can-
cer, even before he opens his mouth to deliver the diag-
nosis he has given up hope, mentally consigned the help-
less wretch to death. If he is frank, he will tell the victim
(or relatives) that the latter has three months, perhaps
six months, perhaps a year to live.

- Their hopelessness is contagious. Uusually, sometime
within the prescribed period or shortly thereafter, the
doomed individual obediently lies down and dies.

I contend that a great many of these deaths are un-
necessary. Many of these unfortunates do not die of can-
cer. In the final analysis, they are frightened to death!

No case of cancer, however far advanced, is entirely
hopeless. Thousands of cancer victims who were told by
doctors that they would die within six or eight months
are still alive and healthy years later, and now show no
trace of the dread disease!

The fact that we cure cancer without the use of
surgery, x-ray or radium has been established in open
court on numerous occasions by the testimony of hundreds
of recovered patients. The witnesses exhibit photos show-
ing hideous growths on various parts of the body, give
harrowing accounts of long and ineffective treatment by
conventional methods before they came to our clinic. And
they show clean scar tissue where the cancer fell away
“like the pit from a peach” after a few months of our
treatment. Others, internal cases, tell how they came to
the Hoxsey clinic after their physicians gave them up as
incurable and sent them home to die, how they live on to
confound their doctors.
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Did these people actually have cancer? We produce
records showing diagnosis by their own doctors, and
biopsy reports from leading pathological laboratories.

Are they really cured? The average life of a cancer vic-
tim is about two years after the onset of the disease. The
witnesses were treated 5, 10, in some instances 20 years
ago, and they are still alive, free of any trace of the dis-
ease.

Such overwhelming evidence has convinced judges,
juries, U.S. Senators, Federal and State investigating com-
mittees, as well as numerous doctors that we cure cancer.
The refusal of organized medicine to recognize or even
investigate my treatment will be dealt with in detail in
future chapters. In part, this opposition stems from the
fact that I am not an M.D. (although I employ qualified
and licensed practitioners at my clinic). Yet the cele-
brated scientist Alexis Carrel has declared:

“More than half the great remedies known to medical
history have come from empiricists; that is from ‘irregulars,’
men and women of no or little scientific training. There
is no reason to believe that conditions have essentially
changed. In the future an unregistered, self-trained experi-
menter, an ‘empiricist’ by strict classification, may just as
well make a revolutionary medical discovery as one em-
ployed in a great laboratory having every up-to-date equip-
ment.”

So I am an “empiricist.” My treatment is based on expe-
rience and practice.

Today the Hoxsey Clinic at Dallas, Texas is the largest
independent cancer clinic in the world, with some 10,000
cases under constant treatment or observation. And day
by day more patients stream in from every section of the
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United States, Canada and Mexico. They come by bus,
train, plane and private auto; some hobble in on crutches,
others are brought in on litters or in wheel chairs.

What kind of people are they? What drives them to our
clinic for treatment, frequently against the advice of
trusted family physicians?

If you were to come to our clinic, sit in a waiting room
and talk with some of our patients, here are a few of
the stories you'd hear:

No. 1—This elderly man sat in a trailer camp in Ari-
zona a few days ago, contemplating suicide. He has can-
cer of the prostate and the doctors say it is incurable. A
carpenter by trade, he can no longer work; his wife has
had to take a job in a laundry to support them. Having
seen his father and brother die of the same disease, he had
no desire to prolong his agony. So he sat there, a loaded
revolver on the table, trying to nerve himself to the deed.
At that moment there was a knock on the door and a
neighbor came in with an account of the Hoxsey treat-
ment. He immediately phoned his wife, told her to quit
her job. That same night they hitched up their trailer and
set off for Dallas.

No. 2—The parchment-faced young man in a wheel
chair says he is from California. Doctors there performed
an exploratory operation, discovered his intestines were
riddled with cancer, decided he is inoperable, sewed him
up again and sent him home to die. A few weeks later his
sister brought him a publication containing an account
of the Hoxsey treatment. His brother, who accompanied
him to the clinic, tells you: “What do we have to lose?
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Even if this treatment doesn’t cure him, at least he has a
chance to fight for his life.”

No. 3—The middle-aged woman from Ohio says she
contracted cancer 12 years ago and submitted to ampu-
tation of the right breast, followed by 16 x-ray treatments.
Last year nodules suddenly appeared in the scar of the
operation. A biopsy revealed the recurrence of cancer.
She received 18 more x-ray treatments, was burned so
severely that the skin flaked off her chest and back. Four
months later the nodules reappeared. She tells you she
has severe pains in her right arm, shows you the swollen
glands of her neck. The doctors have told her she is
incurable, suggested intensive x-ray to build a wall of
dead tissue around the cancer and confine it. She has
refused, declaring she would rather die than go through
more agony. A neighbor who once took the Hoxsey treat-
ment recommended our clinic.

No. 4—This young fellow works for an oil company in
Houston. He shows you a black spot about the size of a
silver dollar on his upper right arm. The company doctor
said it was an unmistakable melanocarcinoma (“black
cancer,” the most deadly type of the disease ) and declared
the entire arm would have to be amputated. Even then his
chance of recovery is slim, since this type of cancer
spreads rapidly and other areas of his body probably al-
ready are invaded. A semi-professional ball player, the
patient says if he had to die he’d rather be buried “all in
one piece.” The sports columns of a local paper carried
his story. The day after it appeared he received a phone
call from a former Hoxsey patient, urging him to come to
this clinic for treatment.
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The above are actual first-person accounts from case
histories taken in one day by the nurse who interviews pa-
tients at our clinic. They represent a fair cross-section of
those who come to us for treatment.

Cancer victims come to us because they’re unwilling to
accept as final a death sentence handed them by their
own doctors.

Or because they refuse to submit to mutilation by knife
or searing irradiation without any certainty that this will
save their lives.

Or because they already have tried conventional meth-
ods, and these have failed.

They come to the clinic as a last resort, like drowning
men clutching at a straw, because they don’t want to die.

We don’t pretend to cure all of them. The vast majority
are advanced and even terminal cases by the time we get
them. Many come to us after the disease already has
spread through the body; after surgery or irradiation has
so impaired circulation of the blood to the affected areas
that our treatment cannot reach them; after ravages of
the disease, or previous treatment, have so damaged vital
organs and functions that even if the cancer were eradi-
‘cated the patient still would die. No cure, however effec-
tive, can regenerate vital tissue once it has been de-
stroyed.

Nevertheless we believe we cure a far greater percent-
age of cases treated than is cured by any other method at
present known to science.

That is a tall claim. In subsequent chapters I propose
to document it thoroughly enough to convince any fair
and impartial reader, layman or professional.



CHAPTER TWO

Portrait of the Killer

As A cAUsE of death cancer is unique in that it attacks
all forms of life: vegetable, animal and human. And it
strikes down human beings of all races, types, ages, geo-
graphic locations and economic status. Long considered
primarily an affliction of middle and old age, it now oc-
cupies second place in frequency as the major cause of
death in infants from birth to five years of age, and is the
chief cause of death (from disease) in children between
the ages of five and 19. Some 17 percent of all cancer of
the breast occurs among women under 40.

From the cradle to the grave every man, woman and
child on earth is stalked by this killer.

Cancer is not a new disease. It was known in Egypt
4500 years ago, in India at least 4000 years ago. An excel-
lent description of it was recorded by Hippocrates nearly
2400 years ago; he called the hard, rapidly-growing swell-
ings karkinos, or karkinoma (from which the modern
term carcinoma derives). More than 1700 years ago an-
other famous physician of antiquity, Galen, observed:
“Just as a crab’s feet extend from every part of its body,
so in this disease the veins (he meant lymph glands)
are distended, forming a similar figure.” He gave the
crab-like disease the name it now bears, cancer.

Over the centuries we've learned a lot about this dis-
ease, and its development. Yet today if you ask the aver-
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age layman what cancer is, he will tell you only that it’s
a “malignant growth.” He has no more idea of the nature,
characteristics, origin or development of that growth
than he has of the craters in the moon. Cancer victims
themselves are singularly uninformed on the subject. I am
constantly amazed to discover how little the vast ma-
jority of our patients know about the loathsome enemy
that is consuming their flesh and vital organs.

In order to demonstrate why surgery, x-ray and radium
offer little hope to cancer sufferers, and to explain the
scientific basis for the Hoxsey method, it may be well to
start with a brief review of the biological process that
characterizes the development of this highly malignant
disease.

Growth is one of the fundamental activities of life.
All living matter begins its existence as a single living
cell which reproduces itself by division. As the reproduc-
tive process continues, tissue and organs are formed. The
number of cells increase with remarkable speed between
conception and birth. Although still quite rapid after
birth, the rate of increase gradually slows down as the
organism approaches maturity. After maturity, cellular
production normally continues only at a rate sufficient
to repair or replace damaged, worn-out or destroyed cells.

Thus normal growth is orderly, controlled and pre-
dictable. And normalcy (or health) in the adult body
depends to a very large extent on maintaining a balance
between cellular supply and demand.

Sometimes one or more new-born cells suddenly mani-
fest a strange immunity to the chemical forces that regu-
late growth. Endowed with extraordinary energy, they
divide at a speed that may equal or even exceed that



14 YOU DONT HAVE TO DIE

normally occurring before birth. In total disregard of
the natural laws of structure and function they run riot,
invade surrounding cells, create tissue which serves no
useful purpose and for which there is no room in the or-
ganism.

Such centers of outlaw growth are known as tumors.
They are autonomous new growths (neoplasms) which
show different degrees of disorganization and lack of
control.

Some, such as warts, wens and moles, are content to
remain in their immediate locale. They may become
quite large and cause considerable distress, but they
never break loose and invade other areas of the body.
They are known medically as benign tumors.

Others are more vicious. Not satisfied with merely in-
vading their immediate neighbors, they break loose, in-
filtrate the blood stream or lymph system, are carried to
distant parts of the body. There they set up new law-
less colonies and continue their ruthless propagation.
Eventually they reach vital organs, disrupt the body’s
intricate and delicate balance, interrupt normal func-
tions. The brakes on growth provided by nature have
failed, the human machine careens downgrade to de-
struction. These groups of gangster cells are known as
malignant tumors.

The superficial resemblance between benign and ma-
lignant tumors (especially in the early stages of the lat-
ter) is so close that it is practically impossible to tell one
from another, except under the microscope. Patients
often come to the Hoxsey clinic half scared to death be-
cause two or three doctors have clinically diagnosed a
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swelling as cancerous, yet on examination we find that it
is non-malignant. The average general practitioner sees
perhaps 100 cases of cancer in a lifetime; our doctors
see 500 to 600 every week.

Under the microscope the cells of a benign tumor look
exactly like the ordinary, adult cells of the tissue or
organ in which they arise. Cancer cells, however, are un-
like any normal adult cell in the body. In appearance
they are young and undifferentiated, strikingly similar
to the cells encountered in the embryo shortly after con-
ception; they have not become specialized, or adapted to
any particular function. A malignant tumor of a gland,
for example, does not develop a duct for the discharge of
secretions. It does not develop a nerve connection, and
is not under the control of the general nervous system.

Cancer may be described as cellular anarchy. Its out-
standing characteristics are purposeless, never-ending,
unrestrained and uncontrollable cell production, and the
ability of these lawless cells to migrate (metastasize) to
other sites in the body and so extend their destructive
activities.

It is important to note that the disease always arises in
a local site within a normal organ or tissue. And that it
begins as a specific malignant cell which multiplies by
dividing itself, not by converting neighboring cells into
cancer cells. It may originate in any part of the human
body, and each particular section of the body produces
a specific type of cancer which retains its original char-
acter, wherever it may migrate. For example, lung metas-
tasis of a breast cancer will consist of breast cells, not
lung cells.
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More than 300 different types of human cancer have
been discovered. Generally they are classified in one of
two categories:

Carcinoma, the most common, originates in the epithelial
tissues. Typical sites are the skin, breast, uterus, stomach,
rectum, intestines and ovaries. It metastasizes almost en-
tirely in the lymph channels, varies extremely in virulence.

Sarcoma originates in the structural framework. Typical
sites are the bones, muscle, tendons, testicles, kidney. It
metastasizes almost entirely through the blood vessels, and
its rate of growth usually is more rapid than the other.

But there are as many subdivisions as there are organs
and tissues in the body, the particular origin of each in-
dicated by a prefix (adenocarcinoma, fibrosarcoma, etc.)
Leukemia is a malignancy of the cell groups whose func-
tion is to produce white blood cells; cancer of the cells
that produce the pigmentation of the skin is called malig-
nant melanoma.

Each type of cancer has its own pattern of growth, de-
velopment and virulence; no two tumors behave in ex-
actly the same manner. A fibroid of the uterus may grow
for 40 years without attracting attention and without
metastasis; acute leukemia may prove fatal within a
month. Basal cell tumors of the skin are relatively be-
nign, seldom metastasize and yield readily to treat-
ment; malignant melanomas metastasize at a very early
stage, frequently before they are noticed, and the sur-
vival rate is very low.

Indeed the appearance and behavior of these “wild”
cells, even within a single type, are so varied that many
medical authorities hold cancer is not a single disease,
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but a large family of diseases having in common the at-
tribute of uncontrolled cell division.

What is the basic cause of cancer?

Galen, about 200 A.D., thought that it was due to stag-
nation of the “black bile” which, he said, was one of the
“four humors” of the body. Paracelsus in the 17th cen-
tury maintained that it was caused by a concentration of
mineral salts. Physicians of the early 18th century be-
lieved it resulted from coagulation and degeneration of
the lymph. In 1775 Dr. Pott observed that English chim-
ney sweeps developed cancer of the scrotum as the result
of constant contact with tar-soaked trousers, and specu-
lated that this disease might be caused by some irritant
in the tar. Many of his colleagues thought that cancer
generally resulted from a severe blow, others that it was
hereditary.

Doctors were fumbling in the dark. Little more than a
hundred years ago, chemists and pathologists settled
down to work with flasks, test tubes and microscopes in
laboratories in various parts of the world, and the age of
scientific research began.

We know that cancer is not contagious. There is no
record in medical history of anyone contracting this dis-
ease because of intimate contact with a victim.

Can it be inherited?

In 1907 it was shown that the offspring of mice with
cancer of the breast or lung are more likely to develop
the same malignancy than the offspring of non-cancerous
animals. Exhaustive experiments with rodents over the
ensuing years have shown that this is also true of cancer
of the uterus, connective tissue, liver and white blood
cells. By carefully selecting and breeding together can-
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cerous stock, in about 5 generations certain strains of
mice were produced in which 100 percent of each litter
ultimately developed malignancy of the same organ. One '
strain exclusively reproduced breast cancer, another in-
testinal cancer, etc.

Such experiments led to a widespread belief in medical
circles that heredity plays a determining role in the ori-
gin and development of human cancer. Actually they
proved nothing of the sort. Our society deliberately dis-
courages human inbreeding, and a cancerous (or non-
cancerous) ancestry in common is not a prerequisite to
human mating,

Statistics on the incidence of human cancer are uncer- .
tain and confusing. Recent studies show that cancer of
the breast is three times more prevalent among the daugh-
ters of women with this type of disease than among the
general population. However others even more recent
indicate that cancer patients have no higher percentage
of cancerous relatives than do non-cancerous patients.

A survey of cases at the Hoxsey Clinic indicates that
less than half of our patients have a history of cancer in
the immediate family.

As of now, the most that can be said authoritatively on
this subject is that a predisposition to a particular type of
cancer may be inherited.

Today three theories as to the cause of cancer have
gained considerable support and are under intensive in-
vestigation:

1—Chronic irritation,
2—Virus infection,
3—Hormone disturbances.
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Widespread scientific interest in the chronic irritation
theory, first proposed by Pott in 1775, was revived in 1915
when two Japanese pathologists succeeded in inducing
skin cancer in rabbits by painting the animals’ ears with
coal tar. The active cancer-producing irritant (carcino-
gen) in tar was isolated 17 years later by British chem-
ists. It is a compound known as benzpyrene.

Since then more than 20 organic and inorganic irri-
tants capable of producing malignancy in human tissue
have been found. :

Dentists, orthopedic surgeons, radium and x-ray tech-
nicians regularly exposed to radiation are particularly
susceptible to skin cancer. Workers in the dye industry
often develop cancer of the bladder as the result of con-
stant exposure to aniline and other chemicals. Cancer of
the respiratory tract is common among workers exposed
to fumes and vapors of chromium, nickel, arsenic and
mineral pigments. Workers exposed to benzol may de-
velop leukemia, those exposed to coal tar and arsenic
compounds often contract multiple cancers of the skin.
Cancer of the tongue or cheek often is attributed to ill-
fitting dental plates, cancer of the lip to the constant pres-
sure of a hot pipe-stem, cancer of the oesophagus to the
habit of swallowing hot liquids. Seamen, farmers and
others constantly exposed to the hot rays of the sun
often get skin cancer.

Could chronic irritation be responsible for the alarm-
ing increase of cancer of the lung during the past 20
years?

Some researchers, noting that lung cancer is more prev-
alent in industrial areas than in rural districts, came to
the conclusion that pollution of the air by industry and
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transportation is responsible. They held that the smoke
of furnaces and factories, the exhaust of gasoline and
diesel engines, dust from rubber tires and asphalted and
oiled roads waft a heavy concentration of carcinogens
into the air and thence into the lungs of the population.

But when laboratory animals were exposed to the same
carcinogens in even more concentrated form, a raft of
conflicting data resulted. Principally because it is almost
impossible to find animals which develop lung tumors
comparable to those in man.

Other investigators, observing that the consumption of
cigarettes in this country has increased fourfold during
the past 20 years (in 1953 an average of 187 packs of
cigarettes were sold for every American over the age of
15) undertook more than a dozen independent studies
to determine whether there was any connection between
excessive smoking and lung cancer.

Last year (1954) the American Cancer Society made
public the spectacular results of one such study, a 20-
months project covering nearly 5,000 men aged 50 to
70, their smoking habits and the cause of their death. It
showed that people who smoke a pack or more of ciga-
rettes per day are 10 times more likely to develop lung
cancer than those who never smoke. And those who
smoke less than a pack a day are 4% times more likely to
develop the disease than those who abstain entirely.

A second report this year covering the deaths of more
than 8,000 men, resulted in the following conclusions:

1—Lung cancer is rare among men who have never smoked;
2—The death rate from lung cancer increases with the
number of cigarettes consumed by the individual, but
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the increase is appreciable even among those who smoke
fewer than 10 cigarettes daily;

83—Among those who smoke two packs or more daily, lung
cancer accounts for one in 8 deaths. In the general popu-
lation it accounts for only one in 30 deaths;

4—Regardless of whether they live in city or rural areas,
the rate is high among smokers and low among non-
smokers.

This report aroused considerable alarm among smok-
ers, and consternation in the tobacco industry. Several
prominent medical authorities immediately registered
their sharp dissent. One of these, Dr. W. C. Heuper of the
National Cancer Institute, contends:

“The cigarette theory is almost entirely based on statisti-
cal data having at best circumstantial value and being in
part of questionable origin.”

Does the good doctor suggest that the American
Cancer Society is a “questionable” source? Heaven for-
bid! And the controversy rages on.

(Incidentally a survey of case histories at the Hoxsey
Clinic indicates that smoking plays little or no part in
the incidence of lung cancer among our patients. This is
especially true of women who have come to us with this
type of malignancy.)

One conspicuous discrepancy of the chronic irritation
theory is the fact that many extremely heavy smokers
never get cancer of the lung; many workers exposed con-
stantly to various carcinogens never get cancer of the
bladder, respiratory tract etc.; many pipe addicts never
get cancer of the lip. On the other hand there are nu-
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merous cancer victims whose history reveals no evidence
of chronic irritation.

The virus infection theory first aroused intense interest
in 1911 when Rous succeeded in transmitting sarcoma
from one fowl to another of the same species by inocu-
lating the latter with a cell-free extract of the original
tumor. Other researchers successfully completed similar
experiments on frogs, domestic rabbits, rats and mice. It
seemed obvious that a virus must carry the infection from
one animal to another.

Some 25 years later Bittner apparently confirmed this.
He demonstrated that new-born mice, suckled by moth-
ers with cancer of the breast, at maturity themselves de-
veloped cancer of the breast. Heredity played no part
in this phenomenon. For when the same mothers were
given foster-children of a cancer-free strain to suckle, the
latter also came down with cancer of the breast.

Recently, scientists with the aid of the newly-devel-
oped electronic microscope actually were able to see
small spherical particles in samples of milk obtained from
mice with cancer of the breast. Similar micro-organisms
were observed in tumor extracts and cell cultures from
mice with cancer of the breast, and when purified prep-
arations of these were injected into susceptible mice,
cancer of the breast occurred. Identical particles have
been observed in human milk, and it is noted that their
presence coincides roughly with a history of cancer in the
donor’s family.

However, while cancer can be transmitted from ani-
mal to animal within the same species, it cannot be trans-
mitted from one species to another—from a mouse to a
rat, for example. Attempts to transmit it from one hu-



Portrait of the Killer 23

man to another by means of an extract of cancer cells or
a solution of milk particles have failed. And efforts to iso-
late an infectious virus in human cancer likewise have
failed.

In short, if cancer is due to a virus infection, it is en-
tirely different from any other infection known to medi-
cine. Therefore most authorities in the field refuse to ac-
cept this theory.

For many years endocrinologists have noted a striking
similarity in chemical structure between hormones pro-
duced by the human body and chemically-produced car-
cinogens. The cancer-producing agent in tar, for example,
is also a component of such glandular substances as cho-
lesterol. Methyl cholanthrene, one of the most powerful
of all carcinogens used in animal experiments, is a con-
stituent of bile. Testosterone, which also incites cancer,
is a synthetic duplicate of a secretion of the male sex
glands.

Dr. L. F. Fieser of Harvard University, who has done
considerable research on such substances, has become
convinced that abnormal metabolism (chemical changes
incidental to life and growth in the cells) may stimu-
late certain glands to abnormal activity and transform
their secretions into cancer-producing substances.

This theory is not necessarily in conflict with either the
chronic irritation or the virus infection theories; in fact
it complements them and offers a logical explanation of
their basic effect upon the human organism. As Dr. G. S.
Sperti put it, more than 10 years ago:

. . cancer-causing agents have the power to injure large
numbers of cells and to keep them injured over a long period
of time, resulting in the secretion of a large and continuous
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quantity of growth factor and an unbalance in metabolism.
This may be the cause of cancer.”

As we shall see in succeeding chapters, the imbalance
in body chemistry and cell metabolism is one of the key

factors in the development of cancer—and the primary
target of the Hoxsey treatment.



CHAPTER THREE

Why Surgery, X-ray and Radium Fail

WHEN we examine current methods of treating cancer,
we venture into an area of bitter controversy and acri-
monious debate where most medical angels fear to tread.

An article in the Saturday Evening Post (Dec. 21,
1946) states that “a doctor who claims to know an effec-
tive treatment for cancer not involving surgery, radium
or x-ray is an ipso facto quack.”

As recently as July 1952 a Federal Circuit Court in
Texas handed down an amazing decision (we will discuss
it at length later) which declares flatly: “Qualified ex-
perts recognize that the only treatment for internal can-
cer is surgery, x-ray, radium and radioactive products.”

That today is the arbitrary position of organized medi-
cine. Those who stray off the beaten path of approved
knowledge no longer are burned at the stake as they were
in the Middle Ages. Nevertheless highly reputable doc-
tors who experiment with, advocate or use treatments for
cancer other than those approved by the AMA are vio-
lently denounced as quacks, expelled from their profes-
sional organizations, banned from hospitals and fired
from their jobs, often without any real investigation of
the merits of the treatment in question.

For example: Dr. Andrew C. Ivy, once vice-president
of the University of Illinois and head of its medical

25
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school, the largest in the nation; former Executive Direc-
tor of the National Advisory Cancer Council; director of
the American Cancer Society. When he began to experi-
ment with the drug Krebiozen on cancer patients he was
suspended from the Chicago Medical Society, denounced
as naive and misguided, forced to resign his various offi-
cial and professional positions.

For example: Dr. Robert E. Lincoln, suspended from
the AMA and hounded to death because he persisted in
using a bacteriophage in the treatment of cancer.

For example: Dr. William F. Koch, M.D. and Ph.D.,
former instructor in histology and embryology at the
University of Michigan and professor of physiology at
the Detroit Medical College. When he developed a drug
called “Glyoxylide” and used it in the treatment of can-
cer he was persecuted as a quack, prosecuted by the Gov-
ernment and eventually forced into voluntary exile in
Brazil.

The list of doctors who suffered a similar fate because
they pioneered unauthorized cancer research or treat-
ment is too long for further particularization.

Exactly how effective are surgery, radium and x-ray
in the treatment of cancer?

In 1953 no less an authority than Dr. Cornelius P.
Rhoads, director of the Sloan-Kettering Institute for Can-
cer Research (a unit of the Memorial Center for Cancer
and Allied Diseases, in New York City) admitted pub-
licly that these treatments are possible in only 25 percent
of all cancer cases!| He didn’t say how many of the pa-
tients treated by these methods recovered. But even the
most optimistic figure stated by authorities in the field
seldom exceeds 25 percent.
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Over the years there has been a tremendous accumula-
tion of weighty and authoritative medical testimony that
these treatments are completely ineffectual, except per-
haps for skin cancers and other malignancies without
metastasis.

A quarter of a century ago Dr. L. Duncan Bulkley,
senior surgeon at New York Skin and Cancer Hospital,
and an outstanding authority in this disease, stated
flatly:

“Cancer is not a surgical disease. Neither surgery, x-ray
nor radium has changed in any way whatever the ultimate
mortality of cancer in 40 years. It was 90 percent in 1894;
now it is 92 percent.”

A few years later Dr. W. A. Dewey, formerly professor
of medicine at the University of Michigan, wrote:

“In a practice of nearly 45 years I have yet to see a single
case of cancer—save a few semi-malignant epitheliomata—
cured by surgery, x-ray or radium.”

Dr. Emest A. Codman, a nationally known surgeon
and registrar of the American College of Surgeons, was
even more specific. At an AMA conference on March 5,
1924, he declared:

“We have now collected from the most efficient surgeons
and hospitals in the country notes on some 400 odd cases of
supposed bone sarcoma.

“All of these 400 registered cases, with few exceptions,
are records of error or failure.

“I have many of the foremost surgeons and pathologists
in the country convicted in their own handwriting of gross
errors in these cases.

“Legs have been amputated when they should not have
been and left on when they should have been amputated!”
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Needless to say, Dr. Codman was never asked to ad-
dress another AMA meeting.

Dr. Stanley Reimann, director of research at Lankenau
Hospital (leading cancer institution of Philadelphia),
conducted an extensive survey of cancer cases over a
period of years. In a report to a U.S. Senate Committee
in 1948 he concluded that those who received no treat-
ment at all lived much longer than those who received
surgery, radium or x-ray! And that these treatments ac-
tually cause more harm than good to the average
victim!

Except for cautery, surgery is the most ancient of all
cancer treatments. Leonides, the greatest of all cancer
experts of ancient times, used the knife to excise tumors
as far back as 180 B.C. The methods he employed re-
mained in use for nearly 2,000 years. In 1839 Dr. John
Lizars, professor of the Royal College of Surgeons, de-
veloped the doctrine that wherever possible all the lymph
tissue in the area of the cancerous growth should also be
removed, as a prophylactic against metastasis. This is
common practice today in many types of cancer.

Organized medicine considers surgery “the most re-
liable weapon in the war on cancer.” Yet even our brief
study of the biological development of the disease should
make it obvious that this method can be effective only in
the early stages, before the “wild” cells have run riot
through the system. For once they spread to distant parts
of the body it is impossible to ferret out and remove all
of them.

Unfortunately cancer is probably the most difficult of
all diseases to diagnose. In its early stages it presents
none of the usual dramatic “warning signals,” such as
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pain, discomfort or fever. By the time the first suspicious
signs appear the disease frequently is well distributed
and entrenched in the victim, vital organs have been
seriously damaged, it is too late for surgery.

Moreover cancer is not just an autonomous growth,
springing from nowhere; it is the result of some myste-
rious abnormal condition in the body. Cut out the growth
and the abnormal condition that produced it will persist
and often produce another outbreak.

As the eminent Dr. Robert Bell observed in an article
entitled “Cancer is a Blood Disease and Must Be Treated
as Such” (N.Y. Medical Record, March 18, 1922):

“Cancer is rooted in every drop of blood in the body and
we may as well expect to stop the growing of apples by
picking them off trees, or to stop the springing of dandelions
by cutting off the blossoms and leaving the root in the
ground, as to expect to destroy malignancy in the human
body by attacking the outward growth.”

Dr. Bell then was head of the Cancer Research Depart-
ment of Battersea Hospital (England) as well as vice-
president of the International Society for Cancer Re-
search. Despite these exalted positions his unorthodox
view that cancer is a blood disease, and especially his
attacks upon surgery and irradiation as ineffective in
the treatment of cancer, led officials of the British Medi-
cal Society to stigmatize him publicly as a “quack.” He
promptly sued for libel and slander, won a court deci-
sion and damages totaling £10,000 (nearly $50,000 at
that time).

Numerous other medical authorities agree that the
treatment of cancer by surgery and/or irradiation usu-
ally is followed by another outcrop of the disease.
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Thirty years ago Dr. G. Everett Field, director of the
Radium Institute of New York, observed:

“Blindly we have been attacking cancer in its advanced:
stages for many generations with surgical effort, only to
find prompt recurrence after removal.”

Dr. Alexander Braunschwig, attending surgeon at
Memorial Hospital in New York, recently told the In-
ternational College of Surgeons that “about 40 percent of
the pelvic cancer victims (who survive the radical opera-
tion) die within a year because of a recurrence of the
cancer” The good doctor’s figures are extremely con-
servative, by comparison with other statistics.

In the standard medical text, Tumors of the Breast, Dr.

Max Cutler and Sir G. Lenthal Cheatle assert:

“Of the cases entering the hospital with recurrence after
operation, only 3 percent are alive and well. The addition
of preoperative or postoperative prophylactic x-ray treat-
ment to radical surgery gave no greater percentage of five-
year successful results.”

Significantly, few cancer specialists speak of a “cure”
in connection with surgery. If the patient survives five
years after the operation with no further indication of
cancer, he is considered “clinically cured.” Doctors talk
of “five year cures,” “ten year cures” etc., because they
know the disease may flare up again at any time. At the
Hosxsey Clinic we have treated cases in which cancer nod-
ules suddenly reappeared in the scars of a radical oper-
ation performed as many as twelve years previously for
the same disease.

In the past few years a sharp trend toward more radical
operations has been noted, especially in cases of cancer
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of the pelvic organs (uterus, bladder, prostate) and can-
cer of the stomach and breast. One of the few distin-
guished medical men with courage enough to denounce
this vicious practice is Dr. O. Theron Clagett, famous
Mayo Clinic surgeon. On March 1st of this year (1955)
he told the Society of Graduate Surgeons of Los Angeles
County:

“We are in a terrible trend toward too fast and radical
surgery. More conservatism and fewer quickly decided upon
radical operations are in order for the future. You may find
that a cancer operation that will save a few weeks or months
of a man’s life may cost so much that his children can’t go

to college. You have to be sure that the most radical opera-
tion will make a man live more and not less comfortably.”

He asserted bluntly that radical surgery is not the an-
swer to cancer (except possibly in breast cases) because
the knife “fails to remove all possible routes of spreading.”
And later, in an interview with the press, he voiced an
opinion which only a few years ago would have been re-
garded by his colleagues as rank heresy, and almost cer-
tainly would have gotten him suspended from the AMA.

He stated openly that he was certain cancer eventually
would be cured by drugs! He declared:

“If I were a young man I wouldn’t go in for surgery. The
best thing now would be to get a college degree in chemistry
before getting a medical degree. Future health lies more in
the laps of the internal medical men than in the hands of

us surgeons.”

Such frankness unfortunately is all too rare in author-
itative medical circles. Physicians continue to recom-
mend the knife to cancer patients even when the diag-
nosis is not absolutely certain, and the chances of survival
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(in the event the diagnosis proves correct) are very slim.

In a speech in New Orleans two years ago Dr. Alton
Ochsner, former president of the American College of
Surgeons and of the American Cancer Society, stated:
“Any possibility of stomach cancer should be treated
as though it really were cancer. Most of the stomach
should be taken out.”

In practically the same breath he admitted that “only
from 5 to 10 percent” of cases of stomach cancer are
saved by this radical operation!

(Incidentally, Dr. Ochsner is chairman of the depart-
nent of surgery at the Tulane University School of Medi-
cine, and as such shapes the future thinking of a rising
generation of doctors.)

Why do surgeons continue to perform such operations,
when they know they are futile?

An illuminating comment on the subject by no less an
authority than Dr. Paul R. Hawley, director of the Amer-
ican College of Surgeons, appeared in U.S. News and
World Report (Feb. 20, 1953). The reporter quoted him
as stating that people “would be shocked, I think, at the
amount of unnecessary surgery that is performed.” Asked
why a doctor should perform such an operation, he re-
plied succinctly: “Money!”

Asked if he really thought doctors went to such lengths
for filthy lucre, Dr. Hawley snapped: “I don’t just think
it, I know it. And I can prove itl”

As for x-ray and radium, it is customary to hail these as
“modern developments” (x-ray was first applied to can-
_cer of the skin in 1896, radium in 1903). Actually both
are merely refinements of barbaric treatments of antig-
uity. About 4,000 years ago the Chinese used moxa, a
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smoldering fire, to destroy tumors; Hippocrates used
a white-hot iron. In x-ray and radium doctors found a
new kind of fire with which to combat cancer. Moreover
rays penetrate to inner reaches of the body usually not
accessible to ordinary methods of cautery.

The cauterizing effect of rays emanating from a vac-
uum tube through which an electric current is passed
was discovered accidentally. Severe burns suffered by
early workers with x-ray gave Dr. Emil Grubbe the idea
that this destructive energy might be beneficially em-
ployed to destroy malignant growths. It is ironic to note
that Dr. Grubbe’s new method of cancer therapy en-
countered bitter opposition from leading doctors of his
generation—the predecessors of the same medical hier-
archy which now embraces x-ray therapy and just as bit-
terly fights advanced methods like the Hoxsey treat-
ment. It took 37 years for x-ray treatment to win the
approval of the American College of Surgeons.

The discovery of radium therapy was equally acci-
dental. Dr. Becqueral, the great French physicist and
radiation pioneer, took a tube of the newly-discovered
crystals to a lecture to London. For safe-keeping, he car-
ried it in his vest pocket. On his return to Paris he found
on his abdomen a red spot which gradually increased in
size over the weeks, with considerable destruction of
tissue.

This gave other experimenters a clue. They enclosed
radium in a shielded screen and focussed the so-called
“gamma” rays on skin cancer. It destroyed them, all
right. About 1920 the first “radium bombs” were used
against internal cancer. Long, thin, hollow needles were
thrust into cancerous masses in the breast, womb and
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other parts of the body, and through these tubes tiny
radium pellets were shot into the malignancy. This tech-
nique still is employed on various types of internal can-
cer.

Both x-rays and radium kill cells by bringing about a
minor atomic explosion—they produce intense ioniza-
tion within the cells, knocking the electrons out of the
atoms.

Do x-ray and radium cure cancer?

The most ardent exponents of these treatments ac-
knowledge that their therapeutic effect is extremely lim-
ited. For example Dr. Edward Podolsky, a faculty mem-
ber of the New York Medical College, writes:

“Often it is impossible to give a large enough dose of
x-rays to kill the cancer without harming the patient. The
best that can be done at present with x-rays is to cure or
benefit about 15 percent of the patients treated—about one
out of six.”

As Dr. Francis Carter Wood, professor emeritus at St.
Luke’s Hospital (New York City) and vice-president of
the organization that later became the American Cancer
Society, observed:

“Radium will not cure cancer. It only destroys cancer
tissues within a certain radius, but it does not drive the
disease from the blood.”

Dr. William S. Bainbridge, former surgical director of
New York City’s Children’s Hospital and of Manhattan
State Hospital, in 1948 told a U.S. Senate Committee:

“While there are some who still believe in the efficiency
of radiation as a cure, my skepticism with regard to its value
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is being increasingly sustained. Even with the best technic
of today, its curative effect on a real cancer is questionable.”

In 1953 Dr. Ross Golden, professor of radiology at
Columbia University College of Physicians and Sur-
geons, presented a paper at a four-day session of the
Dallas Southern Clinical Society in which he declared
that radiation is no more the answer to cancer than is
surgery. He added:

“What somebody needs to do is find out why cancer de-

velops and eliminate the cause. Radiation does not treat
the cause.”

One serious objection to irradiation is indicated in an
editorial in the Michigan Annals of Internal Medicine
(May 1930):

“As to the curative results from x-ray and radium irradi-
ation, these methods of treatment of malignant neoplasms
have proved very disappointing. Particularly is the irradi-
ation of the affected area after operative removal of the
neoplasm now being advised against, as some workers be-

lieve that such irradiation favors the occurrence of metas-
tases.”

The inexpert application of irradiation, far from curing
this disease, frequently causes considerable damage to
normal tissue. It affects not only the tumor itself but
also the vessels that feed it, obliterating them and produc-
ing early necrosis. It causes serious burns and ulcers, re-
sulting in the malformation and malfunction of normal
tissue.

A graphic description of what may happen was written
30 years ago by Dr. E. C. Folkmar, editor of Scientific
Therapy and Practical Research:
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“It is no wonder that when a physician has attended a
patient with an extensive necrosis following the application
of radium needles, or has seen the entire side of a face below .
the eye, even extending down into the neck and part of the -
jaw, slough away some months after the injection of radium
‘seeds’ into these tissues, that he should say: ‘Never again
will I recommend the use of radium. The remedy seems to
be worse than the disease.’”

In 1938, when the British Ministry of Health placed
orders for nearly $1 million worth of radium for the treat-
ment of cancer, the authoritative English publication
the Medical World (Dec. 2, 1938) commented:

“This radium is by far the least important of the available
treatments for cancer. It is an extremely dangerous agent
causing great pain and often severe injuries to those who
are treated with it . . . it is in no sense a desirable treat-
ment for the great majority of cases of cancer.”

Seven years later (July 7, 1945) this publication was
still of the same opinion. It declared:

“The average practitioner is no friend to deep x-ray
therapy for malignant disease, because he has usually seen
more than one case in which death has been rendered more
horrible than it would have been if the disease had taken its
normal course. Nor is he convinced that radium is curative
in any but a very restricted series of cases.”

In 1946 Dr. Herman J. Muller, world-renowned scien-
tist and Nobel Prize winner, warned a Senate Committee:
“There is no dosage of x-ray so low as to be without risk
of producing harmful mutation.”

Indeed it has been established that both x-ray and
radium themselves actually produce cancer.
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The official publication of the British Medical Society,
the Lancet (Nov. 12, 1938) stated that rectal ulcers
often resulted from treatment (with radium) or cancer
of the cervix, and that cancer of the uterus was a pos-
sible result of treatment (by radium) of post-menopausal
bleeding.

And in 1948 Cancer, official publication of the Amer-
ican Cancer Society, published a 20-page report by five
prominent medical researchers stating that both x-ray
and gamma rays may cause sarcoma of the bone.

All of which led Sir Leonard Hill, the great British
physiologist, to write in 1939:

“The world would, I think, be little the worse off if all the
radium in the country now buried in deep holes for security
in bombings were to remain there.”

Thus there is conclusive evidence that x-ray and ra-
dium have no place in the treatment of cancer. At best
they are palliative rather than curative; they represent
another attempt to deal with the symptoms rather than
the disease itself. They weaken the body, sap its resist-
ance, if improperly administered may hasten death.

As a matter of fact many cancer patients die because
of too extensive therapy, either radiological or surgical.
Their deaths can be directly attributed to functional or
anatomical deformities produced by these treatments.

According to organized medicine the approved treat-
ments—surgery and irradiation—will cure most cases of
cancer if the disease is diagnosed soon enough. The need
for early detection of the disease is constantly empha-
sized, we are constantly exhorted to get a complete physi-
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cal check up at least once a year (and if over 35, at least
every six months).

No one can quarrel with the statement that early de-
tection of a deadly disease vastly improves the chances
of a cure. But the fact remains that this is a subtle and
stealthy enemy, and that present-day methods of cancer
diagnosis are not nearly as effective as medical propa-
ganda would have us believe.

For example, our Congressmen and Senators get regu-
lar physical check ups and are under almost constant
medical observation. Yet within four years no fewer than
five Senators—Arthur Vandenburg, of Michigan, Robert
Taft of Ohio, Brien McMahon of Connecticut, and Lester
Hunt of Wyoming—all died of cancer. In each case the
most thorough physical examination at regular intervals
failed to detect any trace of the deadly disease until it
was far advanced. And in each case surgery and irradia-
tion by the best specialists in the nation failed to save the
victim’s life.

Early detection is obviously impossible at present in
many if not most cases of cancer. Even if it were possible
it would not be the answer to the problem. The only
hope to cope with this terrible disease is to seek a truly
effective cure and preventative.

Now both surgery and irradiation are based on the
theory that tumors are autonomous growths on an other-
wise healthy organism, something like parasitic growths
on trees. Cut away the malignancy or burn it off, and
the organism will flourish again.

Nearly half a century ago a handful of earnest scien-
tists, convinced by vital statistics that these treatments
were not effective, began to suspect that tumors are not
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entirely autonomous growths but rather symptoms of a
sick organism. They set to work in their laboratories and
came up with a number of important discoveries.

In the 1920s Dr. Otto Warburg, a Nobel Prize winner,
demonstrated that the metabolism (chemical changes
incidental to life and growth) of cancerous tissue differs
radically from that of normal tissue. The latter acquires
its nourishment from oxidation, and usually dies if de-
prived of oxygen. But cancerous tissue subsists by a
process in which cell-nutritive substances are broken
down by specialized chemicals, much as food is broken
down in ordinary digestion, and so needs little or no
oxygen to exist. Subsequent experiments established that
normal animal tissue may become cancerous if deprived
of oxygen at long intervals.

Since the blood provides cells of the body with oxygen,
Warburg’s discovery indicated that the condition of the
blood stream must play an important part in the devel-
opment of cancer. This is substantiated by the fact that
malignant tumors frequently are found in or near scars,
at the side of ulcers, in atrophied organs and in other
places where the blood supply is poor.

Other researchers noted an increase of alkalinity in the
blood plasma of most cancer patients. Experimenting
with marine cells, they discovered that when the alkaline
content of sea water is increased even slightly, cell divi-
sion is accelerated; on the other hand when acid is intro-
duced into the water, cell division is greatly retarded, or
even halted entirely. As frentic cell division is a funda-
mental characteristic of cancer, they deduced that in-
creased alkalinity in the body may be an important
factor in the development of the disease.
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Recently it was discovered that the chemistry of the
cancer cell nucleus differs considerably in synthesis of
amino-acid from that of normal cells.

And only last year a researcher at Southwestern Medi-
cal School announced that he had found a factor which
regulates the speed with which energy derived from food
is transported to the body cells, hence controls the speed
of cellular growth. This agent, normally produced by the
healthy organism, he called the “Q factor.” It allegedly
slows down the transfer of energy to the cells. His theory
is that cancer patients either have less of this factor in
their blood stream than normal, or else have developed a
counter-agent which destroys the “Q factor” and thus
permits an excessive transfer of energy to the cells.

From these physical and chemical changes, and others
too technical to discuss here, one general conclusion can
be drawn: basic disturbances in blood chemistry and cell
metabolism accompany the development of cancer, if in-
deed they do not cause it.

This concept received wide publicity at the Sixth Inter-
national Cancer Congress at Sio Paulo, Brazil, in 1954.
In a paper read before distinguished delegates from all
over the world, Dr. Nikolai Blokhin, of the Soviet Acad-
emy of Science, declared that Soviet scientists consider
cancer due to a number of agents, including chemical
and physical factors which “may bring about alterations
in the metabolism and in certain conditions provoke can-
cer.” Noting that a long series of experiments have shown
“the dependence of the growth of tumors on the general
health of the organism,” he asserted that cancer special-
ists in his country “deny that there is complete autonomy
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of tumor growths and regard cancer as an illness of the
organism as a whole.”

Within the past 5 or 6 years this view has gained wide
acceptance in research laboratories (if not among prac-
ticing physicians) throughout the civilized world. As a
result perhaps 85 percent of all cancer research today in
this country is devoted to one aspect or another of a treat-
ment basic to the chemistry of the human body, to chemi-
cal substances that are taken internally or are injected
into the body of cancer victims in order to normalize or
halt the abnormal processes taking place there. Most
researchers are convinced that chemotherapy offers the
only real hope for a solution of the great plague.

In 1948 Dr. Cornelius Rhoads of the Sloan Kettering
Institute published a paper in which he conceded a belief
that “the problem of cancer is insoluble by any existing
technic.” Then he went on to voice an opinion which he
himself called “radical” and “contrary to general scien-
tific opinion.” He wrote:

“Though it is true, and must be completely understood,
that the chemical restraint of cancer at the moment is rare,
most incomplete and wholly transient, it does exist. This fact,
coupled with experimental evidence, brings us an all-im-
portant conclusion. Cancer is not necessarily a wholly un-
controllable growth which must destroy or be destroyed.
Real hope exists that other and less mutilating measures for
control can be found.”

In the ensuing years this opinion has become not so
radical. Only last year Dr. Charles S. Cameron, Executive
Director of the American Cancer Society, guardedly
broadcast over the radio the significant statement that
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“when a cure for cancer is discovered,” in all probability
it will be chemicall

Yet as late as last April (1955) no less an informed
authority than the U.S. Surgeon General, Dr. Leonard
A. Scheele, sent a letter to Congressman Antoni N. Sadlak
in which he stated positively:

“As you are undoubtedly aware, the only recognized
methods of treatment which can cure cancer are surgery
and irradiation by x-ray or radium . . .”

The Surgeon General knows full well that neither sur-
gery nor irradiation can cure cancer after it has metas-
tasized. At the time he wrote this letter he had in his
possession a secret report by the Committee on Chemo-
therapy of the National Cancer Council (a Government
agency) in cooperation with the American Cancer So-
ciety, the National Cancer Institute (another Govern-
ment agency) and the Damon Runyon Cancer Fund—a
report so secret that on its front cover appears a warning
that “the information contained herein is not for publica-
tion or publication reference.”

The report is prefaced by the following statement:

“This program was inaugurated because of the conviction
of the Committee that cures for many different kinds of
cancer will be produced by research in this field (Chemo-

therapy) . ..”

Why has this report—paid for by Government funds—
never been released to the public?

Publicly these organizations insist that surgery and
irradiation are the only effective cures for cancer. Pri-
vately, however, they concede that the only real hope
for an effective cure lies in chemotherapy.
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At the same time they persistently refuse to make a
fair and impartial scientific test of “unorthodox” meth-
ods based on chemotherapy. And they gang up to perse-
cute, prosecute and destroy any individual or institution
—like the Hoxsey Clinic—which attempts to treat can-
cer by chemotherapeutic methods.

The victims of this monstrous hoax are the American
people. It already has cost us millions of lives. If it is per-
mitted to continue, it may cost you your life!



CHAPTER FOUR

The Hoxsey Treatment

THE Hoxsey method essentially is chemotherapy. For
more than 50 years my father and I have been treating
cancer in human beings—not in mice or rats—with a
great degree of success by means of chemical compounds
and without the use of surgery, radium or x-ray.

We consider cancer a systemic disease. We don’t pre-
tend to know its fundamental cause (no one else does,
either, at this writing). But we are convinced that with-
out exception it occurs only in the presence of a profound
physiological change in the constituents of body fluids
and a consequent chemical imbalance in the organism.
This concept, based on extensive practical experience in
treating thousands of cancer cases, is in full accord with
medically-accepted research outlined in the previous
chapter.

For example, a boy bites his tongue in football practice
and a sore appears; later it turns out that he has cancer
of the tongue. In the course of the same year hundreds
of other boys undoubtedly bit their tongues in precisely
the same fashion, yet they did not develop cancer. It
would appear obvious that in this case the bite was
merely the mechanism that triggered the outbreak of the
disease. Its real cause must be sought elsewhere, in the
basic body chemistry and cell metabolism of the afflicted
lad.

44
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We believe that the organism’s attempt to adapt it-
self to the new and abnormal environment produced by
the chemical imbalance causes certain changes (muta-
tions) in newly born cells of the body. The mutated cells
differ radically in appearance and function from their
parent cells. Eventually a viciously competent cell
evolves which finds the new environment eminently suit-
able to survival and rapid self-reproduction. These cells
are what is known as cancer.

It follows that if the constitution of body fluids can be
normalized and the original chemical balance in the body
restored, the environment again will become unfavorable
for the survival and reproduction of these cells, they
will cease to multiply and eventually they will die. Then
if vital organs have not been too seriously damaged
by the malignancy (or by surgery or irradiation) the en-
tire organism will recover normal health.

That in brief is the theory of the Hoxsey treatment. We
are convinced that cancer cannot be cured successfully
as an isolated phenomenon, unrelated to basic body
processes. We attempt to get at the roots of the disorder,
rather than deal merely with its end result. Our primary
effort is to restore the body to physiological normalcy.

We have a basic medicine which, taken orally, accom-
plishes this purpose. It stimulates the elimination of tox-
ins which are poisoning the system, thereby corrects the
abnormal blood chemistry and normalizes cell metabo-
lism. Its ingredients are not secret. It contains potassium
iodide combined with some or all of the following inor-
ganic substances, as the individual case may demand:
licorice, red clover, burdock root, stillingia root, barberis
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root, poke root, cascara, Aromatic USP 14, prickly ash
bark, buckthorn bark.

It is worth noting that potassium iodide is commonly
used in chronic diseases like syphilis to dissolve fibrous
tissue in lesions caused by these diseases, and as prepara-
tory action for actual treatment with arsenicals, bismuth
and mercury, etc. And that the synthetic anti-coagulant
Dicumarol derives from spoiled sweet clover.

We prescribe the above medication in all cases of can-
cer, internal and external. (Except where there is evi-
dence of latent or arrested tuberculosis, in which instance
the use of potassium iodide is contraindicated.) The exact
ingredients and dosage vary, depending on the individ-
ual patient’s general condition, the location of the cancer
and the extent of previous treatment.

Until recently our medicine was taken in liquid form.
Experience demonstrated that it was virtually impossible
to standardize dosage in this form; each patient’s concept
of “a full teaspoon” varied considerably. Therefore last
year we arranged with a reputable pharmaceutical firm
to put up an improved formula in the form of pills, and
these are now standard at our clinic.

In our laboratories we are able to demonstrate that the
blood chemistry of patients does undergo definite change
as the result of this medicine. And to some extent we
also are able to show a change in the activity of the cells,
as treatment progresses. Unfortunately the refusal of or-
ganzied medicine to permit scientific investigation of our
treatment in medically-approved laboratories has pre-
vented any comprehensive study to determine specifically
how these changes are brought about. And we have been
too busy treating cancer victims—and fighting court bat-



The Hoxsey Treatment 47

tles to keep our clinic open—to spare the time, personnel
and facilities for objective study.

In the near future we expect to have a full, scientific
report on the Hoxsey treatment and its effects upon
blood and cell chemistry in the human body. A non-profit
cancer research foundation affiliated with our clinic re-
cently was chartered by the State of Texas. It already has
begun work on the above project.

We have another type of medication which we apply
locally in external cases. Its purpose is to halt the spread
of the disease and speed the necrosis (death) of cancer
cells. It is employed either as a yellow powder, a red paste
or a clear solution, in accordance with the location and
type of the cancer. Their formulas are not secret, either.
The powder contains arsenic sulphide, yellow precipi-
tate, sulphur and talc; the red paste has antimony tri-
sulphide, zinc chloride and bloodroot; the liquid is Tri-
Chloro-Acetic Acid.

All of these are escharotics, and in one form or another
were commonly used by the medical profession in the
treatment of external cancer long before the development
of “more scientific’ (and more lucrative) x-ray and
radium treatment. We have adopted techniques which
result in effective therapy with much less pain and mutila-
tion than that caused by surgery or irradiation. The yel-
low powder employed in our clinic is highly selective; it
reacts only on malignant tissue, does not affect normal tis-
sue. The paste and liquid forms are not selective; how-
ever we are able to localize their effects by erecting a
vaseline or zinc oxide fence around the area to be treated,
thus avoiding damage to normal tissue.

In practice we have found that a small amount of our
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compounds, when placed on a large cancerous mass,
cause a chain reaction which extends an inch or two be-
yond the point of application. The mass dies, dries, sepa-
rates from normal, healthy tissue and falls out.

In fact, organized medicine has conceded that we cure
external cancer! (See Chapter 15.)

In addition to the two main groups of medicines I have
discussed here, we follow standard medical procedure in
the treatment of subsidiary disorders or diseases which
may contribute to the normal blood chemistry of pa-
tients: for example venereal diseases, kidney ailments,
ete.

Thus the Hoxsey method of treating cancer is a com-
bination of three elements: internal medicine, external
compounds and supportive treatment.

There is nothing secretive or complicated about 1t Any
qualified physician who knows the ingredients, has
learned the combination and dosage most effective in
each type of case and has studied their application in our
clinic, can go home and treat his own patients with
equal success. A number of doctors, as we shall see later,
already have done so.

Now suppose that you are suffering from cancer, and
you decide to take the Hoxsey treatment. We do not pre-
scribe medication or send it to patients we have not ex-
amined, so you will have to come to the Hoxsey Clinic.
What is the procedure, how do our facilities compare with
those of orthodox, medically-approved institutions?

You will find the clinic a clean, white, modern building
about a mile from the heart of downtown Dallas. It
contains 60 rooms including 5 waiting rooms; 10 individ-
ual treating rooms; 2 fully-equipped laboratories; a drug
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dispensary and pharmacy; 3 x-ray units for diagnostic
purposes; an emergency room equipped with the latest
apparatus for administration of oxygen, plasma and glu-
cose; medical consultation rooms, administration and
business offices. Incidentally, our laboratories were ap-
proved by the Government for the training of GI veter-
ans.
Our medical staff at this writing consists of 7 phy-
sicians headed by Dr. Charles P. Barberee. Under him
are Dr. Donald Watt, a certified roentgenologist; Dr.
William Stokes, in charge of the external department;
Dr. D. C. Logan, Dr. Alfred H. Staffa and Dr. Ben-
jamin H. Harry, all assigned to internal cases. All of these
are graduates of leading osteopathic institutions and are
duly qualified and licensed to practice medicine without
restriction in the State of Texas, as well as other states.
Another staff member, Dr. W. F. Pickett, M.D., is a
graduate of Baylor University and at this writing still
a member of the Dallas County Medical Society. Assist-
ing them are 26 nurses, 8 x-ray technicians and 5 labora-
tory technicians.

Entering the clinic you sign the register at the recep-
tion desk and are directed to the main waiting room,
where you will usually find between 100 and 125 patients.
Some like you are here for the first time (we process ap-
proximately 150 new patients per week); others are in
various stages of treatment and report for periodic ex-
amination; still others, discharged as cured, have come
in for their periodic check-up.

The routine for all new patients begins with an inter-
view by a nurse who takes down your complete medical
history. She inquires about previous diagnosis, biopsy
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and treatment, including the names of doctors and
pathologists whom you’ve consulted. (Nearly all our pa-
tients have had a diagnosis of cancer or a biopsy before
they arrive, most of them have undergone treatment by
surgery, x-ray or radium.) She lists all the symptoms of
your complaint such as pain, bleeding, loss of appetite,
inablility to sleep, nervousness, etc. She questions you
about other illnesses and habits.

When this is completed you are sent to the laboratory
for tests. These include blood count and analysis, urinaly-
sis, gastric analysis, bacteriological tests and any others
which the doctor who has studied your history considers
necessary.

Then you take your turn in one of the x-ray rooms
where a full series of x-ray studies is taken. OQur x-ray
photographic equipment is the finest and most modern
available. It includes three Mattern (two 100 x 100 and
one 200 x 200) x-ray machines of the latest type, all
equipped with fluoroscopes and stereoscopic apparatus.
Our darkroom processes an average of 150 films (14 x 17)
per day.

Next comes a thorough physical examination by one
of our doctors. He will probe the affected areas, attempt
to determine by palpation and special examining instru-
ments the location and extent of internal tumors. If yours
is an external case, photographs of the lesions are taken
from various angles for study and comparison at various
‘stages of treatment.

Your completed record then goes to the doctors’ con-
sultation room where it is considered by the clinic’s
Medical Director, assisted by the examining doctor, the
roentgenologist and other members of the staff. Your
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x-rays go up on a battery of reading boxes, then are care-
fully studied in the stereoscopic viewer. Our doctors do
not accept on faith any previous diagnosis you may have
had; their final verdict is based on the sum total of the
following:

1. Your case history. The symptoms of most cancers are
so characteristic that a detailed list of your complaints
may be sufficient for a strong presumption of cancer.

2. Your laboratory tests. Increased acid phosphates
content of the blood is a commonly-accepted indication
of cancer of the prostate; excess of albumoses in the
blood and urine is a valid sign of myeloma of the bone,
etc., etc. T

8. Your x-ray studies. These are especially important
in determining cancer of the lung, stomach, colon, intes-
tines, kidneys, bladder, bone, brain, etc.

4. Your physical examination. One of the outstanding
cancer authorities in this country, Dr. George T. Pack,
has written:

“At least 50 percent of all cancers are visible on inspection
or within reach of palpation by an examining finger; at least
25 percent more may be seen by the use of special examin-
ing instruments inserted within the orifices of the body.”

Our diagnostic procedure has been attacked because
it does not include biopsy. Medical authorities assert that
a positive diagnosis of malignancy can be made only
after pathological examination of tissue under a micro-
scope.

Now it is fairly easy to take a sample of tissue from the
surface of the body. But to take it from the interior of
the body is quite complicated. It can be obtained by an
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electric snare, or by syringe aspiration; the most com-
mon procedure is a surgical operation, in which a sample
of tissue is cut out with the scalpel.

Many highly respected medical authorities have
opposed biopsies on the grounds that the very act of cut-
ting into cancerous tissue may release malignant cells in
the blood stream, bringing about metastases in cases
where it has not already occurred. In the end this may
cost the patient his life.

For example Dr. C. H. Mayo, the famous surgeon, once
wrote in the AMA Journal (Vol. 2, p. 213):

“When they cut out the section and send it away for
examination, they have first endangered the person’s life
through delay; they have next endangered his life through
aggravating and stimulating the malignant growth.”

A biopsy can verify malignancy and determine its de-
gree, but it will not determine the extent of spread. As a
matter of fact, the extent of growth and the spread
(metastases) are far more important for prognosis and
treatment than the particular grade of cancer presented.

Moreover biopsies are not as reliable as most medical
authorities would have us believe. They are as fallible as
the doctor who takes them, and the pathologist who reads
them. Even when taken by reputable surgeons and ana-
lyzed by a competent pathologist, they may be disputed.
If negative, it may be proven that the surgeon missed the
malignancy by a fraction of an inch. If positive, it may
be demonstrated later—after a limb or an important or-
gan has been amputated—that the pathologist’s analysis
was “in error,” the tissue was not malignant after alll This
is so common that no pathologist worth his salt will ac-
cept as definitive a biopsy report by another pathologist,
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however brilliant. And conflicting analyses of the same
tissue by different pathologists are every-day occurrences.

The result may be tragic. One such instance was re-
lated to me recently by a doctor who attended a surgical
operation in a well-known New York hospital. A sample
of suspect tissue was taken and rushed to the hospital’s
pathological laboratory. Two pathologists resected it and
examined it under the microscope. One said it was defi-
nitely malignant, the other declared just as definitely that
it was non-malignant. The patient was still on the oper-
ating table, so another tissue sample was taken. While
the two pathologists were examining it—and still de-
bating—the patient died!

Under pressure to prove to the medical profession that
patients treated at the Hoxsey Clinic actually did have
cancer, at one time we took samples of tissue from pa-
tients and submitted them to AMA-recognized patho-
logical laboratories for analysis. It is noteworthy that in
every instance the biopsy report confirmed our clinical
diagnosis. This practice ended when the AMA stepped
in and forced the pathologists to discontinue their deal-
ings with our clinicc We then employed a qualified
pathologist to perform the same work in our own labora-
tories, only to learn that organized medicine refused to
accept our biopsy reports.

With this convincing demonstration that we would
never satisfy our medical opponents, no matter what
proof we offer, we stopped worrying about biopsies and
concentrated on improving other diagnostic techniques.

The fact is, most of our patients already have had
biopsies before they come to us for treatment. Moreover
we seldom get a case of cancer in its early stages, when
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diagnosis is particularly difficult. The great majority of
our patients are terminal cases who have come to us
after long and unsuccessful treatment by conventional
methods; by the time we see them the cancer is so far ad-
vanced that its symptoms are unmistakable. Another
point: the thorough diagnostic procedure outlined ear-
lier usually presents our doctors with enough data to in-
sure a correct diagnosis.

I might add that each of our doctors sees more cases
of cancer in a single week than the average practitioner
sees in a lifetime. And they are so careful that on numer-
ous occasions patients who have come to us with a diag-
nosis of cancer by their own doctors have been informed
that the latter were mistaken; the patient suffered from
chronic colitis, ulcers, non-malignant prostate or rectal
conditions, etc.

Thus we finally arrive at the diagnosis in your case.
Both diagnosis and prognosis are recorded on your chart.
Assuming that we have found cancer, the prognosis de-
pends upon your general condition, the site and type of
cancer and the extent of irreparable damage you already
have suffered. These same factors (as already stated) de-
termine the exact medication and dosage recommended
in your individual case.

The examining doctor frankly discusses our findings
with you. If the prognosis is “poor,” you may be accepted
on a trial basis. This means that you will be given our
treatment for a month; at the end of that time you must
come back to the clinic for further examination and tests;
if you have failed to show any response to the medica-
tion, we will then decide whether to continue or drop it.

However, if you decide not to go ahead with our treat-
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ment, all you owe us are laboratory fees (which inciden-
tally compare favorably with charges for the same serv-
ices in any other clinic or laboratory). No charge what-
ever is made for consultation.

Suppose you decide to take the treatment. If there are
cancerous lesions on the surface of your body, you go up-
stairs to the “external” treating rooms where the powder,
salve or clear solutions prescribed in your case is applied.
You are also given a prescription for the particular ver-
sion of our basic internal formula recommended in your
case, plus prescriptions for such supportive treatment as
may be required. All these prescriptions are filled in our
own dispensary. If yours is an internal cancer, you by-
pass the external treatment and get your supply of in-
ternal medication.

The routine outlined here usually takes the better part
of two days. When it is completed you go to the business
office to discuss the financial arrangements with our busi-
ness manager or his assistant. The question of fees is never
raised by any of our employees until you are ready to
leave.

You are informed that we do not sell medication;
we set a flat fee on the full course of treatment, depend-
ing on the severity of your case. In any case our maxi-
mum charge is $400, regardless of the length of treatment
and the ability or willingness of the patient to pay more.
An additional moderate charge is made to cover the
cost of laboratory tests and x-ray studies. Any patient
discharged as cured by our clinic is entitled to periodic
check-ups without further cost throughout his life.

Statistics show that the average cancer victim (or his
family) spends more than ten times $400 for conven-
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tional treatment. Further comment as regards our fee
would be superfluous.

If you cannot pay the entire fee we have set at once,
you m