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Dr. Paul K. Pybus
Can Rheumatoid Arthritis Be Cured?

Y ou’ ve been told that Rheumatoid Arthritisisnot curable.

That isfalse!

If the statement disturbsyou, do not read further. Do not learn
how thousands arefinding relief and even wellness. Do not giveup
your aspirin, your non-steroidal anti-inflammatories. Donot quityour
visits to your favorite rheumatologist. Do not stop paying for
ineffective and damaging gold, penicillamine, methotrexate and
cortisone.

If you areoneof thosewho arefilled with pain day and night,
and want relief —if youareaperson who views thefutureasacripple
with constantly decreasing abilitiesandwant to stopthecrippling—
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if you'reaman or womanor child who lives pain-free but minutes
and then only at the will of a drug, a doctor, adrug store, and by
courtesy of afat pocketbook — but especially if you areaperson
whowantsrelief from thiscenturies-long scourge—you'’ |l want to
absorb al of our literatureinitsentirety -- and you'll want to read
further!

Thirteen million Americans suffer from so-called incurable
Rheumatoid Diseases. Three million are restricted in their daily
activities. Seven hundred thousand cannot do useful work, keep
house, attend school or enjoy recreational activities. Oneout of three
of useither haveaformof thediseasesor will display somesymptoms
— if welivelong enough!

Tensof millions of Americans suffer from Osteoarthritis and
Gouty Arthritis. Somepredictthat almost everyonewill developsome
form of Arthritisif he/sheliveslong enough.

Incidentally, wetakethestandthat thereis nodifferencebetween
so-called” Adult Rheumatoid Arthritis’ and “ Juvenile Rheumatoid
Arthritis’. Bothagegroupsrespond tothetreatment tobedescribed.

If left untreated, Rheumatoid Arthritis and other forms of
Rheumatoid Diseasescan becomeprogressively worse, eventually
leading to painful crippling, butthisisparticularly true of Rheumatoid
Arthritis, which canand will destroy the joints unless effective
treatmentisadministeredintime.

Those who tell you that nothing much can be done for Arthritis
areonly foolingthemselvesandyou. A great deal canbedone, asyou
will learn— and cripplingisnot inevitable.

Most arthritisvictimssuffer pain, but wecan show several ways
that pain can be controlled and possibly alleviated entirely.

The sooner you begin treatment for Arthritis, the more
probability of having success in halting its progress and perhaps
cleaning up or reversing damage that has begun.

When there are those who tell you that, “Once you have
Arthritis, chancesaregreat that you' restuck withitforlife,” and “ Y ou
should learnto adjust to it, for better or worse.” “Don’'t look for
acureorrelief , butlearn to control your symptoms’ —thosepeople
aretdlingyoutogiveup, to permitthecripplingtogoon, toget yourself
ready for alife of total misery and acceptance of your fate.

Those same advisors are a so ignorant of any other means of
helping you, or they would not begivingyou such advice. They have
given up. You don’'t need to give up too!

You must make a choice. Do you wish to follow such
“establishment medicine” practices?Or doyouwishtofight foryour
survival and someof thegoodthingsinlife, including therighttolive
unhindered from pain and crippling?

No pharmaceutical company isinterestedin curing or stopping
the progressof our disease. They areinterested in maintaining our
dependency drug habits so that corporate stock owners and upper
management can swell up their pocketbooks. Ideally, when adrug
company can develop an exclusive, patented drug upon which
arthritics must rely — asadrug addict must rely on habit-forming
drugs— thenthedrugcompanyis content. They areespecially happy
if themedicinerelievessymptomsandforces usto spend more and
more onthedrug to ssimply maintain the appearances of wellness
— and the disease rages onward!

The Housesubcommitteeonhealthandtheenvironment (1987)
investigated hikes in prescription-drug prices — a 12.2 percent
increasebetween July 1985and April 1987 (versusonly a2.7 percent
increasein the Consumer Price Index during that time).

The subcommittee staff obtained revenue datafrom thenation’'s
25 largest drug companies and prepared a report. Subcommittee
chairman Henry Waxman summarized the findings at a hearing,
saying, “Most of themoney generated by therecent enormous price
increases isnot going to fund Research & Development. Between
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the years1982 and 1986, drug priceincreases produced revenuegains
of $4.7 billion. Duringthe same period, Research & Devel opment
expenditures roseonly $1.6 billion— or about athird of therevenue
gainsfrom priceincreases.

“In short, themoney wasarrivinginbucketl oads, but wasgoing
to Research & Development in spoonfuls,” Waxman said.

Cortisone provides only symptomatic relief, asits sale and
medicinal administration toarthriticsillustrates very well. Cortisone
providestemporary and spectacular painrelief and theglow of false
wellness. We must take increasing quantities over time to achieve
thiseffect at thelevel we received earlier. During that period our
bodiesproduceless and less of it. Eventually, over time, we quit
producing cortisol at all. (Hydrocortisone: closely related to
cortisone.) Thereafter, overtime, we'rehooked, and without periodic
cortisonepurchased froma drug company, by doctor’ sprescription,
wedie.

Our recommended treatments may not restore your ability to
produce your own cortisol, a substance similar to cortisone, and
it may not restore your deformedjoints, but read on. It may restore
your hopein alivablefuture, a sense of adventure, and afaith that
you’ vepossibly buried beneathtonsof painand agony. It may restore
wellness!

Treated by the hundreds of physicians who follow our
treatment protocol properly, there are aready tensof thousands of
former arthritics— folkslike you and me— who have found great
relief, improvement and yes, even completewellness.

| wasan arthritic— perhapsjust asyou arenow — but | amfree
of thehorrible disease.

| intend to convinceyou to take command of your life again, to
learnfor yourself waysand meansof achieving wellness and again
peace of mind. | will describe what you can do, recommend books
to read, andthat youwork witha caring physician. If necessary, you
must search out andfind aphysicianwho is not bound by that ancient
arrogancewhich prevents some physiciansfromlearningfurther and
the patient from achieving wellness.

Eighty percent of thosewhofollow my directionswill either be
curedorimprovedimmensely andthediseasehalted. If youareamong
thosewhosebodily functions(immunological system) havealready
been damaged by traditiona treatmentsthat use gold, penicillamine,
methotrexate and long-term cortico-steroids, the news is till
favorableand better than your present outlook. About 50% of this
latter group get well or vastly improved, especialy when they are
willing and able to halt thesedestructivetreatmentsfor four months
priortostartingthe onerecommended herein. Usually after permitting
bodily systems torecover throughout four months, theimmunol ogi-
cal system responds sufficiently to our treatment.

Traditional treatment can expect to achieve relief or the
temporary appearance of wellnessbut 33% of thetime. The placebo
effect — the percentage of patients who will improve (at least
temporarily) nomatter what the physician does—is about 33%for
arthritics. 1t follows, therefore, that traditional treatments arenot
effectiveany better than chance a one, and for that dubiousprivilege
of non-wellness we pay out $15 billion ayear.

Thetreatmentsdescribedinthisarticlearethereforeat least 165%
or better than traditional, accepted but ineffectivetreatments.

| have no vestedinterestinthe sale of drugs, foods, medical
treatments, vitaminsand minerals, physiciansor clinics. | work for
anon-profit, charitable, tax-exempt foundati ondedicatedtosolving
the problems of Arthritisby meansof education and research.

This article condenses The Rheumatoid Disease Foundation
(TheArthritisFund) findings since 1982, and while our recommen-
dationsareinadvanceof anything el sewrittenonarthritis, it will not
be the last andfinal word. Scientific progress means change. Solving
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Rheumatoid Arthritisand rel ated di seasesmeans changing both the
modalities of present-day treatment and our own attitudestoward
it.

To your family doctor, wesay: Our treatment protocol hasnever
been considered for use against Rheumatoid Arthritisbecause the
various rheumatologistsand arthritis associations have not inves-
tigated Professor Roger Wyburn-Mason’s brilliant scientificwork,
published since 1964, that led to the treatment to be described.

Y oumust decideif the prescriptionsthat follow are harmful to
your patient. If not, isthe cost involved worth a trial, considering
the hopel ess and insidious nature of the disease?

Many cooperating physicians, and their patients, use and have
used the protocol — more than two hundred physicians, tens of
thousands of patients, represented in many countries.

Many of the suggested treatments are recommended by the
writer becauseof hispersonal experiences, althoughitistruethat some
chapters cameinto being because of successes reported by other
patients or physicianswho tried the treatments described therein.

Rheumatoid Disease Foundationreferral physicianscontributed
greatly throughtheir clinical experiences.

The Rheumatoid Disease Foundation cannot, of course, be
responsible for mal-application, mis-application, orinappropriate
treatment of any kind, and suggestsstrongly that treatment, if possible,
bethrough your family physician.

| pray that you will be among those who read and follow
recommendationswhereappropriate.

Our common goal ?

To ridtheearthof thisterrible, crippling plague, called Arthritis!

You Must Judge

An arthritic needsno description of hisdisease’ s progress, nor
his painful symptomsthat distort the joints into such grotesque
forms, leading inevitably to surgery and certaincrippling. But even
the arthritic needsto be able todifferentiatethosearthriticsymptoms
that represent an on-going disease process — active disease — as
comparedto the damagethat hasalready been doneor will bedone.

Symptoms of an active, on-going disease process are usually
tissue swelling (edema), warm or hot joints (pyrexia), lethargy and
depression, night sweats, and, mostimportantly, anincreasing num-
ber of painful joints.

When we state that we can stop the progress of Rheumatoid
Disease with 80% of the victimswho properly use our treatment
protocol, we speak specificaly of halting and reducing tissue
swelling, halting night sweats, restoring joints and tissuesto normal
temperature and stopping the increase in thenumber of joints that
becomeaffected and painful . Depressionandlethargy may alsostop,
andwill certainly do so withfurther related treatments of adifferent
nature, asmight alsoberequiredfor thepainthat may remain in joints
after wellnessisrestored. It is totally possible, and has happened
frequently, that norelatedtreatmentswill be required, but don’t count
on asimple approach to clear up everything at once.

So what about theal ready crippled-upjoints, and residual pain
and lethargy and depression that might remain

The on-going disease process reflects itself through the
swelling (edema) and heat (pyrexia), and just as these are
symptomatic processes— evidencethat something iswrong— the
result of all those biochemical processes showsup as damaged,
painful joints, lethargy and depression.

There ismorecomplexity, but weshall unwindalot of it. For
now, remember theterm“free-radica damage” . Forthepurposeof this
book, weshall define* free-radical damage” as secondary damagethat
accompanies Rheumatoid Diseasewhileitisactive or “flared up”.
Thisdefinitionisnot scientifically accurate or complete, but neither
isthisamanuscript of science.
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Evenif youareanarthritic, youhaveprobably been viewingyour
symptomsinaway that includesall characteristicsof thedisease —
the “on-going process’ characteristics and the* secondary damage’
characteristics caused by the “on-going process’ — asacomplete
package. How many timeshaveyou seenor heard the comment, “ Oh,
that's Rheumatoid Disease” when speaking of acrippledjoint?

No!

Thecrippledjoint isnot the disease!

Thecrippled joint isaresult of the disease!

When our treatment is used, and when it is effective, the
symptoms of swelling and heated joints disappear, and the
symptoms of joint pain may disappear, asmay the symptoms of
lethargy and depression. Most certainly other treatments to be
described will probably rid one of |eft over joint painsand lethargy
and depression unless irreversible damage is involved, such as
permanently deformed joints. | have two small fingers with
permanently deformedjoints, for example.

You will find no case histories here. We need the space to
describe treatments, and there is another reason: Case historiesare
nice, and emotionally convincingtothelayman, but they doabsol utely
nothing toconvincescientistsand physicians, whorequiredifferent
proof forms. Our university medical research asfunded by you and
others will satisfy them, not this book, nor any number of case
histories. Even if success stories number inthe tens of thousands
asour referral physicians can already describe, medical scientists
remainunconvinced. Furthermore, | am not interestedin convincing
youontheemotional level of case histories. Y ouhaveprobablytried
many other treatmentsthat have not worked, and you will not be
fearful of trying onemore. Y ou, likeme, areprobably tired of reading
case historiesof alleged success. Our treatment either worksonyou,
ordoesn'twork at al. Youand| carelessabout whether it worked
on others, until we solve our own problem.

Like you, | was skeptical and even scoffed — but | tried this
recommended treatment, for lack of anything better.

Evenmy family doctor scoffed, saying, “ Look, itwon't help, but
it can’t harmyou, so go ahead andtry if youwish,” and withthat he
unknowingly started me on the path to wellness.

The truthis— and soitistrue of the scientific method — that
nonumber of hearsay statementsfromand about successful patients
will answer your bigquestion. Sincethetreatmentissafe— or at least
extremely safe when compared against traditional treatments —
your only question s, “will it be effective for me?’

Thereisno way to answer such aquestion without giving our
treatment protocol afair trial — and only you will know whether or
not you havetried honestly and fairly.

Be forewarned that many of the treatment methods to be
described for you are not accepted treatments. Some related
treatments to be described and which havealso proved effectiveare
being persecuted by unknowl edgesbl estatemedical boards and duped
district attorneys in some states. While this blindrejection is not
true of everything to be described, by being forewarned you will
beableto better cope with scoffers and authoritarian figures who
feel their control — and income — slipping away.

If Authoritiesknew thecorrect treatment, they woul d al ready be
applyingit, wouldn’t they?

So don't be embarrassed if some would-be larger than life
Authority denounceswhatissaid herein, or arguesagainst your trial
of varioustreatments. Progressin medicine has always been thusly
hindered, andyour jobasapatientisto separatethe” It works for me!”
from “It doesn’t work for me!” And no number of Authorities can
makeit otherwise, and no oneknowsbetter thanyou whether or not
thetreatment fitsonecategory or another. Our recommendationsto
get you well are for the most part safe, effective and cheap. Our
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university research -- when we can afford it — to be funded by you
—will set out to convincethe scientific medical establishment, and
to untangle further the skein of rheumatoid sicknesses.

Remember this!

Not al the Authorities on earth and their scholastic, hob-
goblined opinions candeterminewhether or not our treatment works
for you!

Y ou must judge for yourself!

Rheumatoid Disease Newly Defined

The human body hasalimited number of responsesto various
system disturbances. For example: Most everyoneisfamiliar with
headaches. Whilethe pain of each headache may bevery similarin
nature each time experienced, the cause of each headache can vary
considerably. Headaches might be caused by eyestrain, back or low
musculature strain, biological disturbances of tissues or chemistry,
suppressed emotion, and so on.

In other words, just because a person has a headache does not
mean that the causeis self-evident, or necessarily simple, nor does
the cause of our headache need to be related to the causes of our
neighbors or friends.

While weareall genetically different, and have different bio-
chemistries, our bodies seem to have limited ways of responding
tovarying stimuli.

It should be clear, therefore, that all symptoms described as
“arthritic” are not symptomsthat derive from the same cause. Y ou
probably already know about“ Osteoarthritis’, “ Rheumatoid Arthri-
tis’ and“ Gouty Arthritis’, three of the most common with differing
causes.

Rheumatoid Arthritisis characterized by specific symptoms:
heated jointsand body members, swelling, lethargy, depressionand
anincreasing number of painful jointsthat eventually become dam-
aged and crippled.

Since welook at only symptoms of adisease”in-process’ we
cannot say for surethat every time someone has these five
characteristics he/she has the same disease as others.

When laboratory tests areused to narrow the causativeagent(s),
we areoftenledtocostly teststhat are virtually useless. Thetestthat
islabeled"RF" for“ Rheumatoid Factor” ismis-labeled and probably
doesnottestfor Rheumatoid Arthritisatall. It testsafraction of blood
caled “immunoglobulin” and is present in 70% of adults with
Rheumatoid Arthritis. Somephysicians haveindicated that 25% of
suchtests are negative, when they should bepositive, and 25% are
positive when they should be negative. At best, the test measures
probable existence of something akilter respecting our bodily
systems, a fact we already know.

Itishighly unlikely that any number of present-day |aboratory
tests (1994) can determine the existence or non-existence of
Rheumatoid Disease. Often thephysician makes suchtestsbecause
itis the established and accepted thing to do, and because doing
the established and accepted thing protectshis/her medical insurance
andmedical licensestatus. Neither of thesereasonsgetsyou properly
diagnosed or well.

Sometimes theselabteststogether withclinical experienceand
good judgment can deduce a set of possible causes that should be
further explored by medical treatment trials. Those trials, even if
unsuccessful, may lead tofurther educated guessesonthepart of your
physicianthat will eventual ly narrow causesdownto oneor morethat
areamendabl eto changes.

Y our problem may betofindaphysicianwhois willing tostep
outsideof traditional treatment boundariesandtoview youas awhole
person, not just astatistictowarehouseina small examination room
pending arrival of his august presence, and there to be scrutinized
but minutes, and thereafter to be given at relatively high cost a
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traditional, accepted, ineffectivetreatment.

Many inthemedical community suspect a causative organism
for Rheumatoid Disease such as bacteria, mycoplasma, yeast/
fungus, protozoan, virus, cell wall deficient organism, or some
combination or variation of theseminutelifeforms.

They suspect that people are either born with a genetic
susceptibility to these organisms or develop that genetic
susceptibility later. “Genetic susceptibility” means an inborn
sensitivity to the organism or toxinfrom the organism that causes
our tissues to respond with the symptoms.

There isahigh degree of suspicionthat wehave developed, or
arebornwith, an"allergy” tosomeorganismthatinvadesfromoutside
our bodies. Wedevelop“ antibodies”, fighters, for that“ antigen”, the
invader, and there comes persistent warfarebetween our antibodies
and the antigen that creates damage we see asthe symptomswe call
Rheumatoid Disease.

This suspicion may very well betrue, and it serves as a good
model, really the best predictor and hypothesis of the nature of the
disease that we haveto date. From a purely workableviewpoint,
we can accept the model until devel oping abetter one.

The antibody/antigen model servesto underline one very
important aspect of RheumatoidDisease. The diseaseis notlocalized
injust oneplace! Thediseaseissystemic. This meansthat eventhough
you do not observe symptoms of the disease asraging onwardin
aparticular portion of your body -- aswhenyou'reunder theinfluence
of cortisone-- the diseaseis there, actually everywhere, believeme.

It may befor the moment you are manifesting thediseasein
aparticular part of thebody. Theseovert symptomsmakeyou think
thediseaseislocalizedto, say, akneejoint, or wristjoint. All of your
attention is quitenaturally onthat spot, becausethat’ swherethepain,
swelling and heat isfor the moment.

If you accept the proposition that Rheumatoid Disease is
systemic (throughout thebody) innature, itis clear that atreatment
for purely local partsof the body is doomed tofailure. Cortisone
shotstorelievepaininajoint, for example, do not stop theprocessin
either thejoint or in thewhole body, whilethey do help to erodethe
jointfurther.

There are twocharacteristicsabout Rheumatoid Disease tokeep
inmind. Oneisthat Rheumatoid Diseasesymptomsmay be theresult
of multiple causes. We see similarities between different people
becauseour bodiesaredesignedtorespondinbut limitedways. The
secondfactisthat Rheumatoid Disease pervades thewholebody, not
justalocal area.

Having stated the abovetwo principles, we now mention
possible“causes’ of “arthritis’.

The symptoms of “arthritis’ may be"caused,” thatis, actually
produced or mimiced, by any one or combination of thefollowing:

|. Bacterial infections such asthose resulting from invasion of
gonococcal, tubercul osis, or pneumococcal germs.

2. Viruses, particularly RNA viral forms.

3. Yeast/fungus, particularly Candidasalbicans.

4. Allergens, internal and/or external, as with foods, pollens,
house dusts, invading organisms.

5. Weakenedimmunol ogical system, caused by any of theabove
andincluding causation of improper nutrition, prolonged stress, etc.

6. Metabolic disturbances, as evident with Gout,
Osteoarthritis, Osteoarthrosis.

7. Other unidentified and unnamed source causes.

All of theabove, and perhapsmore, may cause symptoms of
Rheumatoid Arthritis. Theportionsof thebody wherethesymptoms
may appear areamultitude. To nameafew, they are:

The arteries, as inperiarteritis, Bone, as in Paget’ sDisease,
cystsand myel omas; Brainand Spinal Cord, as displayed by tremors
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and seizures; Bronchi, as with bronchitis, intrinsic asthma (as
opposed toextrinsic; i.e. caused by an external allergen or external
source); Heart, as with dysrhythmias, myocardial disease,
pericardid disease; Cecum as withappendicitis, mesenteric adenitis,
Colon, as with ulcerativecolitis, Endocrineglands, aswiththyroid,
parathyroid, thymus, pituitary, adrenal glands; Esophagus and
Stomach, producing atropic mucosa (pernicious anemia), webs;
Eyes, withiridocyclitis, exophthalmias; fascial planes, showing
asburgitis; Female Genitals, for ovarian cysts, fibroids, salpingitis-
sterility, tubal pregnancies; Hemopoetic, displaying as Systemic
Lupus Erythematosus, polycythemia, purpura; joints, as with
arthritis; Kidneys, pyelonephritis, calculi; Liver, showing as
hepatitis, cholangitis, gallbladder disease; Lower Small Gut,
displaying asregional enteritis, Crohn’s disease; Lungs as with
aveoalitis; Lymphatics (Lymph system) forlymphomas, splenom-
egaly; Meninges (covering around brain), producing headache,
meningomas; Muscleswith myositis, Nerves, trigeminal neuralgia;
Nose and Throat, presenting as rhinitis, eustachian salpingitis,
enlargedtonsils and adenoids; Ovum, producing fetal deformities
and abortions; Pancreas with pancreatitis, maturity diabetes,
noninsulin dependent diabetes; Salivary and Tear Glands with
SICCA syndrome; Skin with psoriasis, alopecia, erythemas,
urticaria; Spine, degenerated discs andlow back syndrome; Tendons
for tendonitis, ganglion; Upper Gut with Coealic disease; and also
functional Central Nervous System problems producing neuroses,
psychosis and senility.

Since different parts of the body areinvolved, the symptoms
presentedtothephysicianaregivendifferent names, but many of those
described can now beclassified under oneheading, that of “ Rheuma-
toid Disease”. This is the definition given by Professor Roger
Wyburn-Mason, abrilliant research physician from England, now
deceased, and whose treatment methods led to the first major
improvementsand cures.

Thereisapardlel, by analogy, between the old andgenerally
accepted view of “Rheumatoid Arthritis’ and that cluster of diseases
whichyour Foundation nowtitles “ Rheumatoid Disease” . Beforethe
discovery of thetuberclebaccilus, thegermthat causestuberculosis,
there were about 150 differently named symptoms that patients
presented to their doctor. Thefact that each symptom was givena
unigque name sometimes appeased the patient, but certainly did not
getthemwell.

After discovery of the tubercle bacillus all of those 100 or so
names collapsed under the heading of “ TB of thebone”, “TB of the
lungs’, “TB of the skin”, and so on.

When | wenttogradeschool (thirties) | was taught that everyone
on earthwasexposedtothe TB germ, but that only asmall number
of peoplewere genetically susceptible to theorganism, thuscoming
downwithTB. Thismay or may not havebeentrue, but as a parallel
analogy, and to produce a working hypothesis around which
Rheumatoid Disease can be solved, the essentials appear to
correspond. Rheumatoid Disease (hereafter often referred to as RD),
hasbeen given nearly a hundred different names; it now hasbut one,
“Rheumatoid Disease” or “RD” and it seems to have a “genetic
predisposition factor”, i.e. peopleseemto besusceptiblealonggenetic
lines (inherited) to whatever causes the apparent antigen/antibody
relationship.

All of the previously described diseases— and perhaps more
— canoccur intheir pureforms, or in combinationswith any of the
other “labeled” diseases.

Naming adisease, asyou know, does not get the person well
any more so than treating adisease with thewrong medicine, or by
the wrongtreatment protocol . Most of the established and accepted
treatments for RD are based on the presumption that there is
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something wrong with the immunological system, that portion of
thebody that fightsoff infection by recognizing aforeign proteinas
“not-me”. If this presumptioniswrong, therewill be endless hours
spent unraveling thecompl exity of thevery obscure immunol ogical
system. There are, in fact, tonsof books on this one subject, and it
reguiresahighly trained specialist simply to understand details.It's
sort of like being in themiddle of a tangledwoodsand, rather than
stepping out tounderstand thewoodsasawhol e, onespendsalifetime
learning about and studying each individual growth.

A perfect example of this“scientific” medical problem once
existed withthelack of understanding of syphilisasa diseasecaused
by an organism. Until the finding of the syphilisspirochete, the
symptoms of syphilispresentedto the research physician aperfect
picture of an “auto-immune”’ disease; i.e., adisease wherein the
immunological system failsto identify portions of thebody as* self”
and attacksthe body as “non-self”.

Now we know better that syphilisis a disease caused by an
organism that comes from outsidethe body. It is not theconsequence
of a“failed” immunological system, exceptinthesensethat thosewho
livelifestylesthat weakentheimmunological systemareat higher risk
for becoming infected with any kind of pathogenic organism.

But consider the present day consequencesto millions (and to
organized society) if research physicians continued to insist that
syphiliswasafailureof theimmunol ogical system, anauto-immune
disease, asall characteristicsseemedtoindicate beforediscovery of
the spirochete! Tens of millions, perhaps hundreds of millions of
dollars would have been expended in studying the immunological
system, and thousandsof dangerousdrugswoul d havebeen invented
andtriedwithout successtomodify or otherwisechange a supposedly
defectiveimmunological system — to no avail!

But that situation indeed seemsto prevail today in theattempt
to understand and otherwise control arthritis!

We have no proof that those who pursuethe small seedlings
within theforest of thevery compleximmunological system arenot
correct. Butthey al so haveno proof that our hypothesis and treatment
isnot correct. Wemust befair bothways, and perhapsboth sides have
acomponent of truth. Youand | as arthritic victims carelesswhat
isbelieved or known, so long as we get well!

We shall take theassumptionthat there is a causativeorganism
of originor originsunknown. Andfromthat presumption, simply as
aworking hypothesis, weexpect to show 80% of thosewho try our
treatment that they can indeed become greatly improved or cured
completely.

Finaly, toal of those who have written to the Foundation or
will writeto ask acertainquestion, wehavethesameadvice. Sincethere
arenodefinitivetests, if youwishtoknowif your particular symptoms
will respond to the treatment to bedescribed, you can only answer
thisyourself, by trying our recommendationsfairly and honestly
under supervision of acaring physician.

May both God and your own good sensegowithyouinthe next
adventure!

Rheumatoid Disease Foundation Treatment Protocol

TheFoundation’ streatment protocol must beadministeredby a
licensed physician, usually a Medica Doctor or Doctor of
Osteopathy, or any physician (especially in foreign countries) who
can prescribethe medicinesthat areto berecommended.

The physician must determine whether or not your body is
capable of handling (metabolizing) the various medicines without
danger, andwhether or notinteraction betweenvarious medicinesthat
you may betaking will be safe.

Y our physician must al so makeadetermination that you do not
suffer from neurological disease, such as Multiple Sclerosis(MS).
If you haveM Sand should take some of the medicinesdescribed,
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the progress of your MSmay advance — which isobviously not
what isdesired.

Incasethat scaresyou, keepinmindthatinthePhysician’ sDesk
Reference! (acollection of drugcompanies’ package inserts) the use
of some of our recommended medicines aready carrieswarning
against use by Multiple Sclerosis victims, and that all ethical
physicians know or seek to know the Physician’s Desk Reference
before prescribing for apatient.

Medicines used for the treatment and remission or cure of
Rheumatoid Arthritis and related collagen diseases now called
“Rheumatoid Diseases’ arethefollowing:

1. Metronidazole

2.Clotrimazole

3.Tinidazole

4.Nimorazole

5.Ornidazole

6. Allopurinol

7.Furazolidone

8. Diiodohydroxyquinon

9. Rifampin

10. Potassium Para Amino Benzoate

11. Copper lons

Not all of the above medicineswill work for everyone, and
usually one must start with acommonly accepted medicine or
combination of medicines, and makeatrial, which will bedescribed.

Thebrilliant English professor and physician, Roger Wyburn-
Mason, Ph.D., M.D., discovered use of al of the above except
M etronidazol e, whoseusefor Rheumatoid Arthritiswas discovered
by the Mississippi physician, Jack M. Blount, J., M.D;
Diiodohydroxyquinon, whoseusefor thesepurposeswas discovered
by Robert Bingham, M.D. of California; and SeldonNelson, D.O. of
Michigan devel oped the use of Copper ions.

Our treatment protocol , which wasdesigned by acommittee of
physicians under the umbrella of our referral physicians, and
subsequently modified through clinical findings, follows:

Why you must get off of traditional drugs.

If you are being treated with gold, penicillamine or
methotrexate, then quit! Wait four months before taking our
treatment, asyour immunological system hasalready been so upset
by these ineffective and often damaging treatments that your body
probably will not respond well if at all to any of our medicines. DO
NOT TAKE OUR TREATMENT AT THE SAME TIME YOU
ARETAKING GOLD, PENICILLAMINE, METHOTREXATE
ORANY OTHERCYTOTOXICDRUGS. If youdoyouare simply
laying the groundwork for maintaining the disease and related
diseasesat thesametimeyou areusing our recommended medicines
to ridyourself of thedisease. Thereasonisrelatedtothe weakening
of your ability to fight diseases generally, and drug toxicity.

The effects of theuse of corticosteroids (cortisone) arefound
at the microscopic level. It inhibits the early phenomena of the
inflammatory process which includes swelling (edema), fibrin
deposition (fibrin is responsible for blood clotting), capillary
expansion (dilatation), migration of leukocytes (whiteblood cells)
into theinflamed area, and phagocytic activity. Phagocytes search
out and engulf and destroy foreign invaders. Cortisone also inhibits
capillary proliferation, fibroblast proliferation, deposition of
collagenand later scar tissueformation, all necessary for body growth
andrepair.

Cortisone has many well-known undesirable side-effects. It
impairswound healing and providesapredispositiontoinfection. It
has major effects upon the monocyte/macrophage system,
preventing release of Interleukin|, asubstancethat aids infighting
diseases. Large doses of corticosteroids results in a secondary
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problem of lymphopenia, adeficiency of lymphocytes inthe blood.
Monocytes are large mononuclear (one nucleus) leukocytes having
more protoplasm (a thick viscous colloidal substance which
constitutes the basis of al living activities) than a lymphocyte.
Lymphocytes are lymph cellsor white blood corpuscles without
cytoplasmic granules(cytoplasmic protoplasmof acell outsidethe
nucleus). Macrophageshavetheability to phagocytose (absorb and
destroy) substances. Amongour first lineof defenseagainst foreign
invadersareto befound lymphocytesand macrophages.

If the language disturbs you, do not be concerned. Just
remember that in people receiving cortisone, monocytes (large
leukocytes that kill invaders) show an impaired ability to Kkill
microorganisms. In the test tube there is an inhibition in the
proliferation of T cells. Helper and suppresser T cells in the blood
stream haveto beinthe proper ratio, and they have avital partin
defending the body from foreign invaders. They also act in certain
waysthat causes macrophages to rel ease thelnterleukin 1. Interleukin
| stimulates formation of Interleukin 2, theimmediate stimulusfor
proliferationof T cells.

Corticosteroids(cortisone) lead to anincreasein thenumber of
polymorphonuclear leukocytes (white blood cells whose nucleus
appear in different forms) in the blood. The lymphocytes,
eosinophils (alsoaleukocytebut onethat stainsreadily withan acid
stain, eosin), monocytesand basophils (a type of leukocyte of heavy
course granuleswhich stain with basic dyes) decreasein numberin
theblood stream.

Corticosteroidsinterfere with avariety of functions,including
intra-cellular killing, which is an anti-inflammatory effect. One
common mechanismfor anti-inflammatory effectsis toenhance the
production of a specific protein caled*lipomodulin”,whichinhibits
“phospholipase A,” whichinturnisthe enzyme necessary for the
releaseof “arachidonicacid” frommembrane phospholipids (fatty
acid containing phosphorus). Arachidonic acid promotes the
“arachidonic cascade” derived prostaglandins effectsoncardiovas-
cular, smooth muscle and has other effects. There then follows
reduced synthesis of active metabolites (resulting products of the
biochemical actions) of arachidonic acid. Arachidonicacidprecedes
the prostaglandinsthat resultintheinflammatory phenomena. Aspirin
and many other non-steroidal anti-inflammatories (NSAIDS) are
aimed at inhibiting the production of prostaglandins, which then
inhibitstheinflammatory symptoms.

The results of al of the phenomena described with such
technical medical wordsisseen mostly intheincreasedincidence of
infection usually controlled by cellular immunity, which means an
increase in infections of mycobacterial, fungal, nocardial and
cytomegaloviral infections— bacteria, fungus, virus, etc.

Steroids are also used widely in transplantations involving
kidney, heart, liver, andbone marrow. In part, subsequentinfections
that are usually news-media-wiseblamed on infectionsafter trans-
plantations is a direct result of use of the corticosteroidsaswell
as other drugs.

Bacterial arthritis is an acute process that occurs in ajoint
following infection by any oneof several microorganisms. Patients
who receive intra-articular (in the joint) corticosteroids and those
with existing Rheumatoid Arthritisappear to be predisposed to
bacteria arthritis. Use of corticosteroi dscan stimulateand enhance
thispredisposition.

When corticosteroids result in increased susceptibility to
various organisms, the list resembles the agents to which patients
with Hodgkin’ sdisease or acquired immune deficiency syndrome
(AIDS) arevulnerable. Cryptococca (fungus infectionaffecting any
organor tissue) infectionis a rare infectionoverall, but at least half
of al patientshave some type of immune depression. Steroids can
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unmask latent Mycobacterium tuberculosis. Nocardial (gram
positive bacteria) infectionsusually involvingthelungsor brainoccur
in patients receiving long-term corticosteroids for a variety of
indications (symptoms and signs) including Systemic Lupus
Erythmatosus and organ transplantation. Listeriamonocytogenes
causes serious infectionin infants who are otherwise healthy and
in adults who areimmunosuppressed by steroidsor lymphreticular
(lymph system) malignancy.

There are other negative effects from the use of
corticosteroids, but theprecedinglist shouldbesufficient toexplain
why itisnecessary to get off of thisdrug asquickly aspossible, and
also why the percentage of those helped by our treatment drops
drastically when the patient uses some combination of gold,
penicillamine, methotrexate, other cytotoxic drugs and long-term
corticosteroids. While | have described the cortisone
characteristics, gold, penicillamineand methotrexate, aswill beseen,
have even worse side-effects.

All of thetraditional treatmentsaffect the immunol ogical system
in various ways, and the list lengthens as more and more of these
damaging medicinesareusedto suppresssymptoms whilepermitting
the diseaseto rage onward.

Decrease and Get Rid of Cortisone!

All of theforewarningsgivenweretosay this: If you arehooked
on cortisone, then start decreasing the dosage, under proper medical
supervision. Decreasing the dosage of cortisonecan be dangerous
if you havereached astage where daily orweekly shots or oral pills
havereplaced your body’s natural ability to producecortisol (your
body’ scortisone). Except for those peoplewho nolonger have any
ability to produce cortisol for themselves, you MUST get off from
any kind of cortisone, whether intheoral formof prednisoneor given
as injections, or purchased in Mexico under some brand name or
throughaclinic, or mixed with herbs of variousvintage. Again there
is another reason, that is, cortisone usage, while damping down
symptoms, also permits Arthritis and related diseases to spread.
Cortisoneal sointerfereswith the effectiveness of our treatment.
Non-Steroidal Anti-Inflammatory Drugs

If youareonaspirin, or aspirinsubstitutescalled NSAIDS- after
the phrase “ Non-steroidal Anti-Inflammatory Drugs’ - (indometha
cin, phenylbutazone, etc.) thenyou may continue usingany of these
within safelimits. Their usagewill not interferewith thetreatments
and may not causeyour immunol ogical systemto weaken. Whenour
treatmentsarecompl eted successfully you shouldbepainfree, oron
minimum dosages of NSAIDS.

TheSuccessful Treatment

In our treatment protocol, and onfirst trial, you should take
simultaneously Metronidazole and Allopurinol. Based on a 170
poundweight, you shouldtake2 gramsof Metronidazol eeither inone
dosage, or distributed throughout four equal treatments, per day. Y ou
shouldtakethisdosagefor two daysinarow, thenskipfor fivedays.

Y ou should repeat this procedurein all for six weeks.

During the first week only, you should take 300 mg of
Allopurinol 3 times a day, for 7 days, then quit, taking only the
M etronidazol e throughout theremaining 5 weeks.

For each 25 poundsyouweigh over or under 170 pounds, you
should increase or decrease, respectively, your dosage of
Metronidazoleby /4 gram or 250 milligrams.

Five hundred milligram tablets are fine, but if your physician
prescribesMetronidazolein 250 mg pills, thenyou caneasily adjust
the amount taken by your weight. For example, if youweigh 120
pounds, then you need to reduce theamount of M etronidazol etaken
by 1/2 gram, or two 250 mg tablets, because the difference between
170 pounds and 120 poundsis 50 pounds, whichistwo 25 pound
units less than thetreatment formulacallsfor a 170 pound person.
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Similarly, therefore, if you weigh 240 pounds, you needtoincrease
the dosage to 2-1/2 grams. A child, therefore, can be administered
proper dosage simply by observing the weight and subtracting
accordingly. Approximationstotheclosest 25 pound unitisaccept-
able.

This technique of dosage by weight is common with
prescription writing, because the human body’s capability of

metabolizing — converting chemicals and food to usable
substances, or detoxifying poisons — is often directly correlated
toweight.

It happens that all of the 5-nitroimidazoles (Metronidazole,
Tinidazole, Clotrimazole, Ornidazole, Nimorazole) are chemically
related where, in afive ring nitrogen structure molecule, thefirst
nitrogen position (asdefined by organic chemists) isreplaced by
another set of atomsor molecules. It asoturned out that thisistheonly
nitroimidazol e nitrogen substitution that seems to be effective for
arthritiswithout al so causing damage. This doesn’t meanthat others
will not befound, nor that someother compoundssubstitutedinthe
first nitrogen position will not be dangerous. It does mean that so
far as we know today, whenever a 5-nitroimidazole compound has
the first of fivenitrogen atoms replaced, andif thecompoundisalso
safe for human use, then it is probably effective for various
Rheumatoid Diseasesto some degree, and with many people.

Before describing what to expect after taking the above
medicines, | will describetheremainder of our protocol, as theeffects
to be expected are similar in most instances.

If you are one of therare peopleallergic to Allopurinol, your
doctor may substitute Furazolidoneinthefollowing dosage: 100mg,
four times a day for one week only.

Either Allopurinol or Furazolidone may also be taken by
themsel ves asmay Metronidazole. However, if youareto benefitby
our experiences, itisprobably best totakethe combination described
asfirsttrials.

Intheplaceof Metronidazole, onemay takeif availableany of
the other 5-nitroimidazoles, which includes Tinidazole, Clotrimazole,
Nimorazole and Ornidazole. They may be taken incombination with
Allopurinol or Furazolidone, or by themselves. The dosageisexactly
thesameasdescribed for Metronidazole, andthetimeperiod exactly
thesame.

Nimorazole and Ornidazole areavailable in some European
countries, and perhaps elsewhere, but not in the United States.
Tinidazole is available aimost everywhere in the world except the
United States, and is easily available at any drugstore in Mexico
without a prescription under thetrade names of Fasigyn or Tinidex.

Incidentally, thelower cost genericmedicinesinall of thedrugs
named areperfectly satisfactory.

Diiodohydroxyquinon (known aslodogquinol) should betaken
as 650 mg threetimes aday, for three weeks.

Potassium Para Amino Benzoate should be taken as 2 grams,
6 times daily for two weeks.

“Copper lons’ are small, resin granules upon which is
deposited copper ions by a special process developed by Seldon
Nelson, D.O., one of our referral physicians. Only five one-
hundredths of agram of copper per granuleis available. Thesetiny
granules are taken sub-lingually (beneath the tongue) in various
ways: Usually the physician will start the patient with about 20 or
30 granulessevera timesa day, increasing theamount by 10 or 20
per day, until acertain reactionisobserved. Since large numbersof
thesesmall granulesdonot exceed thedaily minimum requirement
for copper, they do not require aprescription. Unfortunately, they
cannot be easily obtained, asthey were developed by Dr. Seldon
Nelson for use with special patients.

Rifampin should be taken as 600 mg daily for one month.
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Caution on useof thisone, asit isa medicine that must be
administered under close supervision, and if complications (as
tobeexplained) occur, then the physician should takeyou off of
itimmediately.

If you have nausea with any of these medicines, your physician
can prescribean anti-nauseatabl et.

| havejust describedall of themedicinesandtheir dosagesinour
trestment protocol.

It is besttostart withMetronidazoleand Allopurinal if possible,
but not necessary. Itisbest to use the variousmedicinesindividually
orinthecombinationsalready described, but not necessary. Usually
most patientsrespondto the first medicineswhen used properly in
theproper dosages, but therearea significant number that donot. One
reasonthey do not hasalready beendescribed: their past and possibly
present use of gold, penicillamine, methotrexate (cytotoxicdrugs)
or long-term cortico-steroids. No one should deny such patients
trials with our treatment for those reasons, but they should be
made tounderstand (1) to get off of cortisoneif at al possible and
safe — and absolutely to get off of gold, penicillamine and
methotrexate (cytotoxic drugs) for 4-monthsprior to our treatment;
(2) thattheir responseto our treatment may not beassure, spectacular
or swift asthose not having been on such drugs; and (3) that they
may need to use anumber of other related and supportingtreatments
which, by theway, many othersmay alsoneed in thelongrun, asis
describedinour literature.

Prior totaking Metronidazol e, thephysician should insurethat
thepatientisprovidedwithagood supplement of intestinal microflora,
such as Lactibacilus acidophilus. Y ogurt may or may not doas it
isabulgaris species. | have other objectionstocommercia Y ogurt,
asfoundinmost supermarkets, in that they areoftenmixedwithsugars
and promotethegrowth of anarthritisaccompanyingand damaging
organism called Candidas albicans, ayeast fungus that can create
similar symptomstoArthritis, and other problems. | alsoobjecttothe
use of pasteurized productslabeled as“acidophilus’ thisor that. If
you kill the organisms by pasteurization, then why advertisetheir
presence?

When you look around for agood grade of intestinal microflora
supplement use caution. Whileit doesnot require aprescription to
purchaseLactibacilusacidophilusfroma healthfood store, youmay
begetting apoorly performing species, or, as bad, an organism that
has already been weakened by environmental conditions. Anytime
temperatureexceedsabout 74 degrees Fahrenheit, theorganismmay
loseviability or die, aswhenitistransported, |eft onthefloor orin
the stockroom of the store temporarily, or inadvertently placed
on non-refrigerated shelves.

Physicians who administer this beneficial and symbiotic
organism usually order from acompany that is known to culture a
good, viable grade, and it is shipped to you or the physician by
overnight air express packed in dry ice, and it is immediately
refrigerated, which you will do also onreceivingit.

Take about 1/4teaspoonfiveor sixtimesdaily. Over about three
weeks, you should beginto build up proper intestinal microflora
sothat theseorganismswill metabolizeMetronidazole. Y our enzyme
systemcannot dothejob, andthat hel psto explainwhy Metronidazole
does not always work with Rheumatoid Arthriticsin the dosages
required. Metronidazole, being also anti-bacterial, may knock out
“goodguys’ microfloraonfirst six-week tria's,inwhich casesecond-
timetrialsmay not beeffective, asthe “good-guys’ microfloraisnot
present in sufficient numbersto metabolize the medicine properly.

Supplementation with viable Lactibacilus acidophilus will
normalize gut flora and reduce the concentration of gram-negative
bacteria, amajor source of “endotoxins.” Endotoxins are toxins
usualy confined insidethebody of a gram-negative bacteriumuntil
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it dies, atwhichtimeitisreleased. Atthe same timeL actibacilus will
inhibit overgrowth of Candidas albicans which has itself been
implicated in disruption of immunefunctions aswell asGlI inflam-
mation, which couldthenincreaseabsorption of existing endotoxins.

Such is nottrueof Clotrimazoleand Tinidazole as thesesimilar
chemicals can bemetabolized by boththe human enzymesystem and
intestinal microflora. It’ sprobably still best tosupplement your diet
with Lactibacilus acidophilus for many reasons, whichwecoverin
other publications.

Asamatter of good practice, after theinitial few weeks of build-
up of 5to 6 one-quarter teaspoons per day, it might be well to
supplement withthesamel/4 teaspoon about threetofour times a day
until you are certain that you no longer need the organism or other
microflorathat your physiciansuggests. Inany case, itiswell totake
adosage with every application of Metronidazole. Y our physician
may have different dosagesin mind, which you should follow.

Incidentally, thereisnoevidencethat Metronidazole whenused
intravenously hasany effect on halting RD, but it doesvery quickly,
and for aperiod, knock out inflammation that showsitself asswelling
and heat. Metronidazol eisused intravenoudy frequently for bacterial
infections, especially whenthe patient hasbeenhospitalized. Accord-
ingto John Baron, D.O., Vs chiefly affect organs that demand
the most blood, such as stomach, duodenum, gall bladder and
pancreas. Thismeansthat the lower colon and other body portions
that receive proportionally lessblood will probably not receive
sufficient supply of Metronidazole when given through IVs.

Do not take any kind of alcohol when taking these medicines.
Metronidazol ewithevenasmall amount of alcohol, for example, acts
asananabusg, i.e., asubstance used to make one sick enough to quit
drinking alcohol. Alan Gaby, M.D. has also pointed out that some
vinegarscontainasmall amount of alcohol, and sotakingasaladwith
thesevinegarsasadressing, alongwith Metronidzole, will makeone
quitesick.

The Physician’s Desk Reference is often mis-interpreted as
providing asinglestandardfor administration of drugs, in thebelief
that only those diseases described therein can be treated by the
associateddrugs. | wanttoclarify that this book issmply a collection
of drug packageinserts placed there by pharmaceutical companies
for thebenefit of physician, pharmacist and patient inknowingwhat
isbeing purchased and consumed. These package inserts, with
their statements discussing characteristicsand possible dangersof
taking variousmedicines, are required by the U.S. Food and Drug
Administration. Inaddition toscientificfindingsreportedtherein, any
possibledanger, whether known to befrequent or not, is contained
therein. To gain FDA approval of aparticular drug, for themedicinal
use the company is promoting, the pharmaceutical company will
include many symptoms that seem to occur when taking the drug,
including some very rare effects and some symptoms virtually
speculative. Whether or not a medicine is traditionally used by
physiciansfor other purposesisseldom mentioned. Inparticular, if
amedicineis being touted by the drug company as, say, an anti-
bacterial agent, they have no responsibility toreportthatitisalsoused
for ananti-protozoal, viral-static, or anti-viral agent.

The Physician's Desk Reference, init's “Forewordto the
FortiethFirst Edition” (1987) states,“ The FDA hasal so announced
that the FD & C Act (Federal Drug and Cosmetic Act) ‘does not,
however, limitthemanner inwhich a physicianmay useanapproved
drug. Onceaproduct hasbeen approved for marketing, aphysician
may prescribe it for uses or in treatment regimens or patient
populationsthat are not included in approved labeling.” Thus, the
FDA statesalso that * accepted medical practice’ often includes drug
usethat is not reflected in approved drug testing.”

So, when someonetellsyouthat, say, Metronidazole is ananti-
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bacterial agent, orthat Clotrimazoleismainly an “anti-fungal” agent,
and that “everyone knows” that Rheumatoid Arthritisisnot caused
by bacteria or fungus, just nod and go on your way. Many of the
medicineslisted abovecan beshown under |aboratory conditionsto
becombinationsof anti-bacterial, anti-viral, viral-staticor anti-proto-
zoal or anti-yeast/fungus, under the correct conditions.

In theUnited States, themost frequently used firgt-trial medicine
for Rheumatoid Disease (RD) is Metronidazole. It islisted inthe
Physician’ sDesk Referenceasbeing FDA approvedfor marketing
and human use. It is easily available by prescriptionandisrelatively
well known. It'suse has resulted in alarge number of remissions/
cures.

However, the medicine of most probable futurefirst-choiceis
Clotrimazole. Whileit isavailablein theUnited Statesasanoral tablet
for vaginal infections, themixtureof substancesinthetablet seemto
delay absorption. It isasovery costlyinthat formto obtain thedosage
required by our treatment protocol. Under a prescriptionwritten by
your physicianand giventoyou, Clotrimazol ecan beobtained at one
pharmacy in Canadaand oneintheUnited Statesfor areasonableprice
and inthe purity required.

Writeto the Rheumatoid Disease Foundation for the address
— and please, send adonation at that time not only to cover our cost
of responding, but also to carry on this work. A self-addressed,
stamped, legal sizeenvelopewould help, too, as most of our literature
must gointhat size.

To some extent Clotrimazole is anti-amoebic, anti-viral, viral -
static, anti-yeast/fungus, and anti-bacterial . It doesnotkill all germs,
but for certain species, Clotrimazole may be effective in specific
dosages under specific conditions.

Clotrimazolea soinhibitsasubstanceinsidethebody knownas
phospholipase A, which is a precursor (forerunner) toproduction
of prostaglandins (from thearachidonic acid cascade) that helps to
createinflammatory responsesthat produce heat (pyrexia), swelling
(edema) and pain. Phospholipaseisan enzyme derived from afatty
acid containing phosphorus.

Clotrimazole stimulates the body’s own production of cortisol.
Itactsasan“immuno-modulator” changing someof theout-of-kilter
characteristicsof theimmunol ogical system.

It kills Candidas albicans, the yeast-fungus organism that
causes so many symptomsthat appear to be Rheumatoid Arthritis,
and which also creates other major medical problems which is
explainedinour literature, el sewhere.

Clotrimazole isusually easier for the patient to tolerate than
Metronidazole— but patientsvary.

So, which isthe” best” medicinein the whole trestment protocol
so far asisknown to date?

Answer: Thereisno“best”. Themedicinethat getsyou well is
best, and that may also vary from person to person.

By meansof research of thekind performed by us, and that you
helppay for, wewill know agreat deal moreabout “ best” inthefuture.
For now besatisfiedthat agood honest trial of one(and possibly all)
of the given medicinesisyour “best” opportunity todefeat thecrippler
thananythingelse available. If subjectedtosimilar scientificresearch,
ashasClotrimazole, we may learn that many of the other medicines
have effectssimilar to Clotrimazole. Withyour helpwewill beable
to fund such research.

TheHerxheimer Effect

Many traditional medical treatments require atrial and error
period, just like ours. the physician evaluates effectiveness of a
treatment by observing signs and clinical symptoms, and health
progress. With our treatment, both the patient and the physicianwill
know, after startingit, whether or not thetreatment will probably be
effective.
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Usually, when one of the medicinesisadministered for RD,
there will beaset of clinical signsand symptoms called the Jarisch-
Herxheimer effect. Observing the Jarisch-Herxheimer effect,
hereafter known as “ The Herxheimer” is often very important for
following the effectivenessof our treatment.

In 1902 two research physicians, Doctors Adol ph Jarisch and
Karl Herxheimer, studied the treatment of syphilis, using various
kinds of relatively dangerous medicines. They learned that whenever
they killed the syphilis spirochete the patient displayed a series
of symptomssimilarto “flu”. They later concluded that whenever
anorganismmorecomplex than a simplebacteria was killedwithin
the human body, onehad these same symptoms. Subsequently this
phenomenonbecamenamedthe” Jarisch-Herxheimer” or“ Herxheimer”
effect.

When treating tuberculosis, the Herxheimer occurs, asit also
does in treating Leishmaniasis. When treating L eprosy, the same
phenomenon occurs, butitiscalled“Lucio’s’ phenomenon”. Some
other rare, tropical diseasesa soexhibitthe Herxheimer whentreated
by killing the causative organism.

Accordingtothe Jarisch-Herxheimer theory, whenan invading
organism (more complex than asimple bacteria) acts as an antigen
(allergy agent) the body prepares antibodies that tend to fight the
antigen. Thiscreates productswhich arethe cause of theswelling,
heat, and joint damage. Onerespondstothekilling of the organism
inside the body by having a serious alergicresponseinsidethebody.
Theproductsof that allergic responsecreatesecondary problemsthat
lead tothe additional damage.

If there is a causative organism that creates RD, and if the
organismiskilled by our medicine, andif a human has beensenditized
to the protein products of that organism, then more of the protein
products resulting from dead organismswill increase the internal
allergic response. It follows, therefore, that the body will have an
intensification of the very symptoms that we label as Rheumatoid
Arthritis(RA). Rheumatoid Arthritissymptomsareamanifestation
of theinternal allergy!

Whenever aphysiciantrainedinour protocol treatsapatient for
Rheumatoid Disease, he/she looks very closely to observe if the
patientisor isnot having aHerxheimer. Usually, within amatter of
aday or so the Herxheimer will occur if the treatment is to be
successful. Such generality cannot bea golden rule, because there
areanumber of former arthriticswho havehad totake the medicine
as long assix or seven weeks prior to observing aHerxheimer,
and some few have Herxheimer's that do not seem to terminate.

There aresome, likel was, whoaresosick at the time of treatment
that neither the doctor nor patient are able todiscriminate between
theon-goingdiseaseand the Herxheimer. That is rare, however, and
thenormal casethat is to respond will show the Herxheimer within
amatter of daysof treatment. A very few patientswill get better without
experiencing anything but avery light Herxheimer — which they
might not notice — but thisis not the norm.

Asreported by GusJ. Prosch, M.D. of Birmingham, AL and one
of our referral physicians, theHerxheimer signs and symptomsare:

a. General and usual: Sweating and especially night sweats,
diarrhea, nausea, vomiting, headache, fever, general malaise,
flushing of skin, anorexia, aching bones and “flu” symptoms
resembling aserumreaction.

b. Theinflamed and affected tissuesbecomemoreinflamed and
tissues previously unknown to beinvolved becomeinflamed.

c. If the heart, pericardium or cardiac tissues areinfected,
patients may develop some paroxysmal auricular tachycardia,
prematureventricul ar contractionsor ectopicbeats.

d. If theurinary bladder tissues are infected the patient may
develop signsof full-blown cystitis.

e. If thebrainor meningesareinfected the patient may develop
severe (temporary) depression, lethargy, generalized weakness,
temporary memory loss, irritability along with headaches.

f. If the mouth tissuesare infected, a bitter and/or metallic
tastemay benoted al ongwithmildshedding or peeling of themucosal
tissues. Thishasalso been noted in the rectal tissues. However, it
should benoted that Metronidazole and Tinidazole also producea
metallic tastewithout the Herxheimer effect being present.

g. Whenthe periosteal tissuesand skeletal muscle tissuesare
involved, fairly severebonepain usually accompanied by severe
muscle pains and spasms may be observed, usually at night.

h. When thelungsandbronchial tissues are infected thepatients
may develop bronchitis symptoms and occasionally pneumonitis
(resembling viral) has been observed.

From theabove, Dr. Prosch states, onecaneasily see that most
al of the previously observed side effects of therecommended
medicines may also be simply manifestations of the Herxheimer
reaction. Therefore a clinician that is not totally knowledgeable
concerning these possiblesignsand symptoms could easily mistake
the Herxheimer reaction for possible side effectsof the medicine.
Shouldthisinformation not be taken intoconsideration, amisleading
and falseevaluation of any adverseexperiences by variouspatients
caused by the medicine will beinevitable. The medicine could be
|abeled moredangerousthan itactually may be, and the aggravated
symptoms could get misconstrued asanintensification of thedisease
being treated. The information and the above facts must be
considered in evaluating the medicine's effectiveness and side
effects, whentreating patients.

While themedicinesmay haveatoxicity of their own— andin
large dosages they surely do have — the symptoms listed in the
Physician’ sDesk Referenceare probably in many instances areport
on the Herxheimer reaction rather than actual drugtoxicity. The
proof isthat when apatient takes the medicine, and passesthrough
the Herxheimer, the same drug dosage no longer produces the
symptoms described on the packageinsert.

Professor Roger Wyburn-Mason’ shypothesisthat there exists
acausative organismfor Rheumatoid Diseasewhichismore complex
than a simple bacteriabearsfruit. Once the Herxheimer isachieved,
andthebody cleansout thedead protein products (if that is what they
are) and toxins, the individual gets well; i.e., the symptoms of
swelling (edema), heat (pyrexia), night sweats, and increasing
number of joint painsdisappear, alongwith lethargy and depression.

From personal experience, and even though | knew full well
better, during a course of a particular medicine, | havecondemned
and blamed the medicine asbeing the “cause” of my agony, the
Herxheimer. Afterwards, oncleaningout the debriswithin my body,
| havefelt wonderful, and themedicine in the same dosage is now
seenasobviously not the cause of theHerxheimer. “Cleaning out
thedebris’ meansgivingthe body anopportunity to metabolize and/
or eliminate toxins and other allergenic products.

A practicing physiciancould have treated 16,000 patientswith
great effectiveness, asdid Jack Blount, Jr., M.D. Sixteen thousand,
20,000, . .. 100,000 patients are meaninglesstothescientific medical
community, unless those studieshave been castintheframework of
double-blind studies, and subsequently accepted for publication in
anaccepted “peer-group”, “refereed” medical journal. “ Refereed”
means that “ peer” scientific physi cianshavean opportunity tosearch
for scientific flaws inthe article prior to being accepted for
publication. Even then the publisher of aparticular medical journal
may, for reasonsof biasor spaceor unknownreasons, rejectthearticle
for publication.

Y ou can understand, then, that thereisa great deal of political
jockeying for space in such “peer group” journals, as publication
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therein can makereputations, and lead to better position and pay.
There will be atendency to build uprespectability viathe “buddy-
buddy” system, as well as by “ Authority”, through“ co-authoring”
one another’ s articles. A big name on an article, along with the
investigator's, assures publication and often acceptance by the
scientificcommunity. Themore a scientist gets published, theeasier
it is for the scientist to get published.

Anordinary practitioner of medicinehasabout asmuch chance
of getting published in such“peer” group journals as theproverbial
snowball surviving aday in hades, especially so when their chief
dedication istoward helping patients, not inbecominganAuthority.

What followsintroducespatient treatment studies completedin
a clinical setting by three different physicians in three different
locations, with three different practices. Each physician making
hisown study wantedto satisfy himself that they were helpingfolks,
andso, fortheir own purposes, they accumulated statisticsin asetting
that is not accepted as “proof” by authoritarian standards or
“accepted” “peer-group” standards.

Dr. Jack M. Blount's clinical work is not included as it is
described in Rheumatoid Diseases Cured at Last!2 Brigfly, Dr.
Blount had had crippling Rheumatoid Diseasesincechildhood. When
he discovered Roger Wyburn-Mason’ swork, he was aready bed-
ridden, unabletowalk, alcoholic, on drugs tokill the eternal pain
and prepared to die. Trials of Metronidazole made himwell. He
calledinadozenelderly former patients giving themtheopportunity
totry thedrug. Most of those who stayed with thetreatment al so got
well. He reopened his practice and treated with great effectiveness
another group of RD patientsin excessof 16,000, including myself.
Asaformer RD victimDr. Blountwasmorefamiliar withthedisease
and itsprogress than most physicians, and it was quite obvious to
himthat the treatment wasworking on the vast majority of his
patients.

William Renforth, M.D. of Connersville, IN reported his
studiesin1977. They arereportedinour Historical Documents in
Search for the Cure for Rheumatoid Disease®.

Gus J. Prosch, Jr. had a successful medical trial on his back
problem that traditional practices stated would require anoperation.
Dr. Blount had suggested he try Metronidazole and Allopurinol first,
as Dr. Prosch could always have the operation if the medicinedid
not help. Thetreatment was successful inridding Dr. Prosch of his
back painfor thefirst time in 7 years. Onbehalf of hispatients, Dr.
Proschfeltan obligationtostudy hiscasehistoriesandtocompiletheir
statistics.

Another of our referral physicians, Robert Bingham, M.D., on
the other hand, had specialized asan orthopaedic surgeon andgeneral
practitioner with poliovictims and later arthriticvictims, the latter
for morethan 30years. He therefore knew success and non-success
quitewell. Through hislong years of experience he further had an
ability to separate out variouskinds of arthritic characteristics(signs
and symptoms) and could, therefore, pre-select patientswho would
most likely respond to Rheumatoid Disease protocols.

Dr. Paul K. Pybus, our Chief Medical Advisor, worked under
thesupervision of Roger Wyburn-Mason, M.D. inhisyouth, and had
learned to respect thephysician’ sbrillianceand originality inmedi-
cine. Pybus investigated Wyburn-Mason’s claims, tried the
treatments, andwasconvinced by hispatient results. Dr. Pybusoften
publishes his observationsas “ Letters’ in the South AfricanMedical
Journal or the English published Lancet.

Statistics compiled by Prosch, Bingham and Pybusfollow:

PARTIAL REPORT OF
SUMMARY OF TREATING PATIENTS
WITH MEDICATION
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Gus J. Prosch, Jr., M.D.

Effect Metronidazole % Furoxone %
Rimactane %

None 7 3.5 23 39.0 16 5.0
Mild 9 4.5 7 11.9 5 16.0
Moderate 29 14.5 5 8.5 3 9.0
Good 56 28.0 14 23.7 5 16.0
Very Good 99 49.5 10 16.9 3 9.0
Total 200 100 59 100 32 55

COMPARATIVE RESULTS OF TREATMENT WITH
OTHER DRUGS
Robert Bingham, M.D.

Improved
Patients or Per cent

Treatment Treated Remissions Change
Controls 22 7 20
Conventional Care 30 8 27
Copper Sulfate 12 8 66

Bile Salts 12 9 75
Clotrimazole 9 7 78
Diiodohydroxyquinon 204 189 93
Chloroquine 12 6 50
Metronidazole 221 181 82*

* Recent cases have done better on increased dosages.

CLINICAL RESULTSIN 156 PATIENTS
Dr. Paul K. Pybus

Clinical Results Number Per cent
Poor (no change) 11 7

Fair (dightly improved) 35 22
Good (onejoint still troublesome) 60 38
Excellent (symptoml ess) 50 32

Nearly twelveyearshave passed sincethese studieswere made.
Subsequent follow-up data passed to me orally from those
physicianswho tally their clinical resultsindicate a consistent 80%
successratein patient popul ations, the oneexception beingthe50%
sub-group successratenotedfor thosethat have al ready been abused
by gold, penicillamine, methotrexate(cytotoxicdrugs) and long-term
cortico-steroids.

Earlier | reported on the “placebo” effect in the treating of
arthritics, andthat itwas30%. Thismeansthat any scientific tatistical
study must account for about 30% of the patientsresponding well
— or at least appearing to — for reasonsto do with mood, natural
variations between humans, “belief” or “faith” or reasons just
unknown. No matter what a physician does the patient will show
“improvement” atleasttemporarily.

Look closely at the statisticsoffered. Study them. Therecanbe
no explanation for the great differences between an anticipated
placebo effect of 30% and the consistent 80% successrate, or better
displayed by different physicians in far different clinical settings
with much different backgrounds and experiences! — other than
to conclude the extremely highprobability that thetreatment protocol
is165%or greater betterthan traditional treatments, and safer than
traditional Rheumatology practiceswhich, remember, donot claimto
cure or permanently improve anyone, but doclaim to get about
30%"“improvement”, atleasttemporarily. Notethat the 30% placebo
effect is exactly the same figure as the 30% temporary
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“improvement” effect achievedintraditional practices. For thesource
of the30% figure, read Clinicsin Rheumatic Diseases, December
1983, published by W.B. Saunders, apeer-group accepted publication
informing practicing rheumatologists of the state-of-art of their
treatment protocol sasscientifically evaluated.

There aresomepatients, it shouldbementionedin passing, who
will get well permanently no matter what is done. Medical science
does not explain this, other thanto label it as a‘spontaneous
remission” whichisascientific name substituted for theterm“faith
cure” used by various religious groups.

Wearequitehappy for wellnessinformer victims, no matter how
labeled or towhom they attributetheir great relief.

Additional Treatment Requirements

Itisessential that other componentsof our treatment protocol also
be followed, and these include nutritional aspects, treatment for
Candidiasis, possible food allergy treatments, possible Chelation
Therapy, and many other possible healthimproving treatments.

Refertoour listing of publicationsfor theseimportant regimens.
Thefollowing papersor booksareespecially important for Arthritics:

Physician/Doctor Referral Service

Intraneural Injections for Rheumatoid Arthritis and Osteoar -
thritisand The Control of Painin Arthritis of the Knee

Pain, Pain Go Away

Prevention, Treatment and Cure of Arthritis

Rheumatoid Diseases Cured at Last

The Art of Getting Well

Supplementsto The Art of Getting Well

Arthritis

Boron and Arthritis

Candidiasis: Scourgeof Arthritics

Chelation Therapy

Essential Fatty Acidsare Essential!

Friendly Bacteria -- Lactobacillusacidophilus& Bifido
bacterium

Proper Nutrition for Rheumatoid Arthritis

TheHerxheimer Effect

The Master Regulator: Thyroid Therapy

Treatment of First Choice for Osteoarthritis and Other
Aritic-likePain: Sclerotherapy, Proliferative
Therapy, Reconstructive Therapy

Vitamin C: How to Use The Great Missing Vitamin
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Anti-Amoebic Treatment of
The Rheumatoid Diseases
Gus J. Prosch, Jr., M.D.
(Formerly published in The Journal of the Rheumatoid Disease
Foundation, Volume 1, Number 2)

| was asked to spesk on the anti-amoebic treatment of the Rheu-
matoid Diseases, and | even discussed this subject at last year's
seminar to adegree. | alsorealizethat the protocol isspelled out in
detail intheinformation sent out by The Rheumatoid Disease Foun-
dation [now The Arthritis Fund] to physicians, but one of our pri-
mary problemsis physiciansnot using the protocol and instructions
properly and therefore not getting good results.

Because of this, | feel it is appropriate at thistime to go into
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detail about the present treatment and atape-recording of thistalk can
be provided for any physician who wantsto treat their patients prop-
erly.

To begin with, sincethe anti-amoebic treatment iscontroversid,
| believeitisvery important that all patients be completely informed
asto what we do, and we should instruct the patient what to expect
during thetreatment. | believethat the more confidence apatient has
inour treatment, the better resultswewill see. Inmy practice, | give
every new patient abrochurethat explains everything about thetreat-
ment so the patient will know exactly what to expect. Besidesthis, |
have made a45 minute videotapethat al new patientsarerequired to
watch before | actually treat them. This not only develops confi-
dencein the patient about the treatment, but it savesme considerable
timewhen talking to the patients. Most all questions are answered
onthisvideotape. Inadditiontothis, | giveeach patient an audio tape
recording of the videotape so they can re-listen and review every-
thing should they forget or get confused about the instructions.

Onebig problem that we all facewith out patientsisthat ortho-
dox or established medicine today convinces rheumatoid arthritis
patientsthat they are going to haveto livewith their arthritisfor the
rest of their lives. When patients believe they are not going to get
well, the brain produces more harmful chemicals that suppressthe
immune system, and that actually hinders the patient from getting
well faster and better. Wethereforein treating our patients, must give
our patients hope, not a false hope but a belief that there's a good
chancethat they can get well. And | do believethat if we canridthe
patients of amoebaein their bodies, they can and will get well. With
newer and better drugs such as clotrimazol e and tinidazole available
in the future, | do believe we are going to be even more successful
thanwearenow. | have patientstell meevery day, “ Dr. Prosch, you
are the only doctor sho has given me hope that something can be
donefor my arthritis” And those patientswho don’t have thishope
do not respond aswell to the treatment.

Now concerning anti-amoebic therapy, when a patient comes
for my treatment, | usually begin therapy with prescriptionsfor Flagy!
or MetronidazoleandAllopurinol. Thedosagefor Allopurinol which
inhibitsthe enzyme systems of the amoebaeis 300 mg. tablets, three
timesdaily for 7 days. If the patient weighs|essthan 100 pounds, |
usually give one 300 mg. tablet twice daily and, if achild, | cut the
dosage proportionately. Intreating nearly 1000 patients, | have only
seen 2 reactions to the Allopurinol, and they both consisted of a
moderately severe hemorrhagic rash that was generalized. They
both cleared up on discontinuing the Allopurinol and giving high
doses of vitamin C and bioflavinoids. | do advise patients when
taking any drug to call meif anything arisesthat | haven’t told them
to expect. | therefore do get extra callswhen patients begin having
the flu symptoms with the Herxheimer reaction, and | have one of
my personnel talk to them first to screen out the Herxheimer symp-
tom patients from the drug reaction patients.

With metronidazole, for patientsweighing lessthan 150 pounds,
| givetwo, 250 mg. tablets or 500 mg. after each meal, two daysina
row each week for six weeks. This means 1500 mg. each of the 2
daysthey aretreated each week. For those above 150 poundsand up
to 175 pounds, | give 1 extratablet each day of treatment. For those
patients weighing 175 to about 225 pounds, | give two tablets after
meals and 2 at bedtime each day, making atotal of 2000 mg. daily.
For patients above 225 pounds, | give 3 tablets after each meal,
making atotal of 2250 mg. daily. | impress on these patients that
when they have the flu symptoms, this is a good sign, and they
should not discontinuethetreatment. Theseamoebae caninvadeany
tissue in the body, and patients may have Herxheimer symptoms
wherever thegermsarelocated. For example, with amoebaein the
heart, the patients may noticetheir heart racing or skipping some. In
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the bladder, the patients may have cystitis symptoms such as ur-
gency, frequency and burning on urination. Inthebrain, the patient
may develop temporary depression or cloudiness or fogginess in
their thinking. In the breast, areas of pain, tenderness or soreness
may develop. These are all good signs and mean the amoebae are
beingkilledintheseareas. Of course, somejointsmay ache and hurt
that the patient didn’t know were arthritic and thisisnormal. Met-
ronidazole has been known to cause paresthesias in the arms and
legsor numbnessand tingling feelings. The drug should bediscon-
tinued if thishappens, and the paresthesiasusually go away. I'vehad
this happen only acoupleof times, and | usually do not mention this
beforehand as many patients are quite suggestible and will develop
these symptoms; | usually tell them to take some Benadryl and
continuethetreatment for 1 moreweek and call meagain. If symp-
tomspersist, | discontinue the Flagyl, but usually the symptoms go
away.

Onthe patient’sfirst visit, | give 1 c.c. of Depo Medrol which
counteractsthe most severe Herxheimer symptomsthefirst week as
moregermsarekilled then, and the Herxheimer reaction can bevery
severe that first week. Many patients have fairly severe flu-like
symptoms the second and third week and thisisgood. If the Depo
Medrol isnot given, theflu-like symptoms can be so severethat the
patientsmay discontinue the medications and will not respond to the
therapy.

| try to have the patientsreturn to the officefor their second visit
in 6 weeks. Atthisevaluation, | usually see one of three responses.
They may have had no Herxheimer reaction, and usually inthiscase
their arthritisis still quite active, but fairly often they are quiteim-
proved even without a Herxheimer reaction. With noimprovement
and no Herxheimer reaction, | then use another anti-amoebic drug.
More commonly they have had afairly severe Herxheimer and espe-
cialy the 2nd, 3rd, or 4th week of treatment; and in many cases,
many are asymptomatic with their arthritis. If they had noHerxheimer
the 5th or 6th week but still have arthritic pains, | try another anti-
amoebic drug. If they had aHerxheimer all six weeks of therapy, |
continue them on the Metronidazole for another 4 to 6 weeks of
treatment.

Whenever | seethat the Metronidazoleisn’t working or maybe
the amoebae have built up aresistanceto the Metronidazole, | usualy
being other anti-amoebic. Duringtheinitia visit, | usually prescribe
also copper aspirinate, 1 tablet after each meal. Thisis my own
persona therapy as| believetheamoebae are strongly infested in the
colon, and the copper has some effect on killing these colon germs.
Andif any of the copper isabsorbed into the system, it should have
an additional positive effect on the amoebae. | do not believe the
copper isefficiently absorbed, however, as| personally took 80 mg.
of copper daily for 3 weeks, and my serum level of copper was not
increased at all.

| have also tried the copper beads sublingually that Dr. Sheldon
Nelson devel oped, on about 150 patients, and | finally discontinued
this method of copper administration as only about 20-25% of pa-
tients developed a Herxheimer reaction, and | became personally
convinced that agood percentage of these patientshad the Herxheimer
reaction because | had suggested to them that they might get theflu
symptoms. | came to this conclusion when | gave the beads to a
dozen patientswithout mentioning the Herxheimer reaction, and none
of them had any Herxheimer and their arthritis symptoms did not
improveat all. However, | must say that | have had 3 or 4 patients
that sincerely believe the copper beads hel ped them better than any-
thingelse. So| occasionally usethe copper beadsin resistant cases
but only as alast resort and then as adesperation trial — just likel
occasionaly try bilesaltsintheform of Decholin, 2 tablets, 3-4 times
daly. Rarely, aresistant patient will get someresponseto the Decholin,
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but thisisthe exception and not therule.

My second choice of drugsis either Yodoxin or Furoxone or a
combination of the two depending on the patient. | usually begin
Yodoxin, 2 tablets 3 times daily for two weeks only. There have
been some eye problems when given longer than this, so | usualy
limit the Yodoxin treatment to 2 weeks. | have seen some good
responses and Herxheimer reactionsto theYodoxin.

When prescribing Furoxone, the dosage is 100 mg. or 1 tablet
3timesdaily for patients under 125 pounds, and one tablet 4 times
daily when over 125 pounds of weight. | usually writethe prescrip-
tion for a30 day supply and writein 2-3 refills. | instruct the patient
tocall mein30days; andif they are having aHerxheimer reaction, |
have them get arefill for another 30 days.

My next choice of an anti-amoebic drug is Rimactane or
Rifampin. The dosageis 2,300 mg. capsulesdaily for 30 dayswith
2-3 refills given. If after 30 days, the patient is still having some
Herxheimer reaction, | have them refill the prescription and take it
another 30 days. Thisdrugisnormally used for tuberculosis, but it
is a very good anti-amoebic. | have seen some very severe
Herxheimer reactionswith thisdrug, and | alwaysimpress on these
patientsto call meif anything unusual other than routine Herxheimer
reactions develop. | have seen one patient develop fairly severe
paresthesias in the toes and feet when he continued the medication
after the numbnessand tingling began. He devel oped weaknessand
minimal loss of function in histoes, but it went away after about 8
months. | discontinuethe medicationimmediately now if paresthesias
develop, and they usually clear up promptly. Also one patient devel-
oped double vision or diplopia which cleared up on stopping the
Rimactane.

These medications or anti-amoebic drugs are the main ones
available in the U.S. today; and sometimes when patients are not
responsive satisfactorily to the methods or treatment | have dis-
cussed, | may then try combinations. For example, Furoxone and
Allopurinol, or Metronidazole and Yodoxin, or Furoxone and
Yodoxin, and have found in some cases good results. Occasionally
| re-prescribe one of the above medications and add Potabain the
doserange of 12 gramsdaily in divided doses. Envelopes contain-
ing 2 grams of Potaba are available and can be mixed with water, 2
packages, 3timesdaily withmeals. Potaba, or potassium ParaAmino
Benzoic Acid is a vitamin but must be used in high doses to be
effective asan anti-amoebic.

| havefound that | get very good to excellent resultsin 8 out of
10 patients with treatments | have described so far. 1’'m not sure
whether thereisadifferent germinvolvedinthe 2 out of 10that don’t
respond, or possibly these patients' amoebae arejust resistant tothe
availablemedicationswehaveintheU.S.

When | have apatient that comesin with avery acute rheuma-
toid arthritis and numerous joints are very hot, that is swollen, red,
and very painful, these patients can berelieved very nicely by giving
high doses of the enzyme Bromelain. | useaBromelain tablet con-
taining 500 mg. per tablet. By giving 2000 mg. or 4 tabletsa.m. and
p.m., the acuteinflammation usually subsides rapidly and these pa-
tientsare very grateful. Thetheory isthat the enzymes destroy the
auto-antibodiesin theinflamed sitesthat are responsiblefor the acute
inflammation. | usually keep the patientson 4 tabletstwicedaily for
7 daysthen decrease the dosage to 3 tabletstwice daily for 1 week,
then 2 tabletstwicedaily for 1-2 weeks. | try not to give Bromelain
if the patient is also given Depro Medrol or other cortisone like
medications; and in these cases, | wait a week after the steroid is
stopped and begin the Bromelain.

I might al so mention at this point that when patientscomeinand
aretaking prednisone, goldinjections, or penicillamine, they do not
respond to any treatment as well as those patients not taking these
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drugs. Dr. Wyburn-Mason liked to get the patients off these drugs
completely for at least 4 months before initiating the ant-amoebic
therapy. | havefound that much better results are achieved when his
recommendationsarefollowed.

I’ve gone over the primary anti-amoebic drugs and how they
areto be used to get the best results. | do not mean to insinuate that
any physician must use this protocol exactly because | realize that
some cases are different, but | get calls every week from patients
who tell me that other physicians on our referral list gave them the
drugsinadifferent manner. For example, some physiciansprescribe
the Metronidazole, 1-250 mg. tablet, 3timesdaily for 10 days, which
isthetreatment for Trichomonasvaginitisbut will not kill theamoe-
bae. Or the Allopurinol isgiven only 1 tablet daily. These physi-
cianssimply have not studied the protocol, and when they do not get
results, they have only themselvesto blame— at the expense of the
suffering patient. This can only give our treatment and protocol a
bad result which will discredit every physician on our list plus our
foundation. Let me make an urgent pleato any physician listening to
me now or whomever listens to the tape recording of this talk to
study the protocol and treat your arthritic patientsin the proper man-
ner. You oweit to yourselvesand to your patients. I've had patients
who have read Rheumatoid Disease Cured at Last go to doctorson
our referral list and fully expect to receive the recommended treat-
ment but instead receive treatment for allergies or just nutritional
supplements, and occasionally they are given gold injectionsor the
orthodox, non-steroid anti-inflammatory drugs. Heaven forbid!
These physiciansare charlatanswho join up with usto usethe anti-
amoebic therapy, then treat the patient in the orthodox manner. We
arelearning who these physicians are who have been using usto get
new patients, and we arekicking them out of our organization. Inmy
opinion, it is the lowest character for any physician to represent
himself asone of usand not treat a patient properly who cameto him
inthefirst placefor that particul ar treatment.

Another large areaof complaint iscertain physicianswho rep-
resent or claim on our physician referral list to give the intraneural
injections and they know nothing about how to properly give the
injections. Thisisunfair to our organization, the physiciansthem-
salves, but especially to the patients, and thisisblatant deceit. These
physicians also are being weeded out of our organization. Those
physicians attending this seminar will observe avideotape that will
show them exactly how theintraneural injectionsareto begiven, and
thistapeisavailablefrom The Rheumatoid Disease Foundation [now
TheArthritis Fund] to any physician who wantsto learn. Thevideo-
tape is overly repetitious to make sure the physician can properly
givetheinjectionsafter studying thetape, soreally thereisno excuse
for not giving theinjections properly.

Let me give a brief review about these intraneural injections
because those of you not using theintraneural injections are really
missing out on atremendously beneficial technique to help al ar-
thritic patients. | have patients who come to me from al over the
United States who mainly just want the intraneural injections be-
causethey get so much relief. Theinjectionshelp tremendously in
rheumatoid arthritic patients but are even more effective in osteo
arthritic patients. Even patients with acute back sprain and other
muscle sprains often get immediate relief of their painsand muscle
spasms. It isan excellent tool to add to any physician’s armamen-
tarium of treatmentsand skill.

The sincere and genuine physicians on our referral list can
easily be the best doctorsin their part of the country. These physi-
cians are men of vision, they have taken off the blinders placed on
them by orthodox medical training, and most of all, they have cour-
age, fearless courage, to stand up for their convictionsand givetheir
patientsthe very best treatments availabletoday. I’ m proud of these
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pioneersin medicine and delighted to work with them.

The actual techniques of the intraneural injections were first
pioneered by our chief medical advisor, Dr. Paul Pybus and Dr.
Roger Wyburn-Mason. Dr. Pybus has further refined the art.



