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INTRODUCTION


The turbulent events surrounding the 2020 declaration of the COVID-19 “pandemic” have attracted attention as never before to the potential for medicine to be both lethal and malevolent.1 This is a lesson that Americans could have learned decades ago. Notably, when 40 million Americans were maneuvered into accepting a neurologically risky vaccine during and subsequent to the 1976 swine flu fiasco,2 it prefigured the recurrent fact that epidemics and pandemics (real or engineered)3 and the amped-up fear that accompanies them offer a convenient pretext for staging unfriendly medical assaults on credulous populations.


The spooky, “supercharged” biopharmaceutical technologies4 ushered onto the world stage under cover of COVID—and the scale of their implementation—suggest that the latest crop of medical-pharmaceutical interventions may represent a new level of medical skulduggery. At the same time, it cannot be denied that even before 2020, medical history was replete with examples of dangerous interventions that poisoned, injured, or killed. In the view of writer Jon Rappoport—who has outlined many examples of medicine’s “grotesque” track record—the “medical cartel destroying millions of lives is nothing new.”5


At our current juncture, there is much we can learn from medical history—and from 20th- and 21st-century doctors and writers who have sounded the alarm about medicine’s treacherous waters. Ivan Illich, a theologian, philosopher, sociologist, and historian who was one of the most well-known critics of medicine in the last century, popularized the term iatrogenesis (meaning “doctor-caused”) in the 1970s in seminal writings that called attention to “injury done to patients by ineffective, toxic, and unsafe treatments.”6 Illich famously proclaimed that the medical establishment had become “a major threat to health,” adding, “The disabling impact of professional control over medicine has reached the proportions of an epidemic.”


In more recent times, political economist Dr. Toby Rogers has put forth the term iatrogenocide—“the mass killing of a population by scientific and medical professionals”—as an even more apt descriptor of what medicine seems to be up to.7 Distressingly, Rogers notes,8 the pharmaceutical poisoning of the population—which often begins in utero9—has become a major engine of the U.S. economy, creating perverse and entrenched incentives to propagate medical harm. He somberly observes, “We appear rich (in terms of dollars and cents) but, because we are pursuing such a catastrophic economic model, we are actually desperately poor (in terms of health and happiness) as a nation.”10


In April 2023, father and patients’ rights advocate Scott Schara filed a landmark lawsuit against a Wisconsin hospital, alleging purposeful medical battery by doctors and nurses against his 19-year-old daughter Grace, resulting in her wrongful death.11 Commenting on the Schara case and many others like it, Andrew Lohse of the communications firm Overton & Associates suggested in a September 2023 press release that “medical murder” is eclipsing heart disease and cancer and “becoming America’s #1 cause of death”; differentiating “medical murder” from “medical malpractice,” and with the Schara case in mind, Lohse characterizes it as “a degree of negligence and recklessness,” which he says “can only be identified as intentional.”12


Even so, four years into the world events launched by COVID, many people still have a hard time believing that governments and corporations “would really do something this diabolical”; Rogers’ answer is, “of course they would. Genociders gonna genocide” [italics in original].13 Rappoport shares a similar perspective, asserting that “doctors, public health agencies, other government leaders, and mainstream journalists are fully aware” that death is often caused by “medicine.”14 Sadly, citizens who do not understand or accept the reality of medicine’s perils will find it impossible to duck the threats.


The goal of this book is to help readers contextualize current events and more clearly understand the lengthy history of “medical weapons of mass destruction,”15 so they can protect themselves and their family and friends.


Chapter One, “From Quackery to Criminality,” tells the story of Founding Father Dr. Benjamin Rush and posits a historical continuity between some of Rush’s practices and beliefs and those of his modern-day medical brethren.


Chapter Two, “The Medical Cassandras,” reviews the cautionary reportage of nine articulate medical skeptics—Ivan Illich, Dr. Robert Mendelsohn, Dr. Barbara Starfield, Gary Null, Dr. Peter Breggin, Jon Rappoport, Celia Farber, Sasha Latypova, and Katherine Watt. Writing in the 20th and 21st centuries, each in their own way has tried to warn the public about medicine’s life-threatening underbelly. Their warnings, taken together, create a powerful portrait of widespread harm.


Chapter Three, “Twenty-First Century Vaccine Technologies,” highlights the mRNA vaccine technology inaugurated with COVID. Among other troubling features, it has become apparent that this new mechanism for iatrogenesis inflicts novel forms of toxicity, not all of which are understood or readily identifiable.


Chapter Four, “Assisted Suicide and Euthanasia,” discusses the global proliferation of policies and propaganda promoting assisted suicide and euthanasia, including for babies, children, individuals with autism, and those with mental illness. According to the critiques outlined in the chapter, some of the policymakers espousing a rhetoric of compassion actually may have a less benevolent agenda.


Chapter Five, “Deadly Medicine: How Do They Get Away With It?” dives deeper into some of the mechanisms that medicine and pharma use to facilitate and perpetuate medical harm.


Those who entertain the possibility that some of the harm caused by medicine may be intentional understandably wonder why. Chapter Six, “Why Do They Do It? Money, Prestige, and Control,” considers potential answers to that question.


Finally, Chapter Seven, “Lifesaving Facts for You and Those You Love,” explains why it is so important to acknowledge the reality of the medical-pharmaceutical killing machine, whether the damage results from carelessness or a plan. Only then will it be possible to avoid the threats posed by the current medical model and take steps toward building a different model that prioritizes life and genuine health.









CHAPTER ONE


FROM QUACKERY TO CRIMINALITY


The medicinal use of mercury offers a long-running example of medically induced harm. Although centuries of whistleblowers have warned that dosing patients with it constitutes reckless quackery—and the U.S. government presently places mercury at number three on its “Substance Priority List,” right under arsenic and lead1—the heavy metal has figured prominently in the “medical armamentarium” from as far back as the sixth century BC through the present day.2,3


In his important book Evidence of Harm, author David Kirby exposed the pharmaceutical industry’s controversial practice of including mercury preservatives in vaccines.4 Pointedly using the word “criminal,” Kirby wrote in the foreword to another book about mercury (The Age of Autism by Dan Olmsted and Mark Blaxill) that the “blind belief in a known poison” has been “misguided, immoral, and in some cases, patently criminal.”5


The “Messianic” Benjamin Rush


In many ways, the medical practices and beliefs of U.S. Founding Father, physician, and University of Pennsylvania medical school professor Benjamin Rush may have set the stage for modern medicine’s stubborn adherence to dangerous protocols—despite clinical evidence of harm—and its silver-bullet fascination with vaccines “as substitutes for right living,” as Eleanor McBean put it in her 1957 book The Poisoned Needle: Suppressed Facts About Vaccination.6


The reportedly “messianic” and “uncompromising” Rush’s late-1700s stock-in-trade was a radical protocol involving bloodletting and purging with—what else?—mercury,7 a practice that medical historians later dubbed “heroic medicine.”8 Rush had his own proprietary brand of laxative called “Thunderclappers,” consisting of approximately 60% mercury chloride (also called calomel), which he promoted as “a purgative of explosive power.”9,10 As Rush honed his clinical methods, he passed them on to a phalanx of enthusiastic students and disciples during yellow fever epidemics in Philadelphia, where he would bleed and purge up to 100 patients a day.11 Although use of calomel was not uncommon among doctors of that era,12 Rush prescribed up to 10 times more than his medical peers and also recommended the removal of huge amounts of patients’ blood, erroneously believing that the blood would replenish itself in a matter of a day or two. “A patient’s failure to respond to this disastrous therapy,” one historian wrote in 2004, “won [the patient] only another round of bleeding and purging.”13 In another modern writer’s colorful description, “So much blood was spilled in the front yard that the site became malodorous and buzzed with flies.”14


No less a figure than George Washington underwent a rapid and gruesome death after Rush protégé Dr. Elisha Dick (and two other Johnny-on-the-spot physicians) poisoned Washington with mercury and removed 40% of the beleaguered general’s total blood volume—a quantity that, to this day, “continues to amaze and appall laymen and physicians alike.”15 From many historians’ point of view, Washington’s doctors caused his death, a death that may well have changed the course of history.16


Rush was enthusiastic about promoting his “heroic medicine” protocol, “proclaim[ing] the success of his cure to the public and his medical colleagues” in newspapers, advertisements, and brochures, and even “harangu[ing] people in the streets.”17 In addition, he was an early and explicit proponent of smallpox vaccination. In 1803, he joined with 30 other Philadelphia doctors in signing a public notice “expressing their confidence in vaccination and recommending it for general use.”18 Significantly, smallpox vaccination represented a turning point in the “medicalization of the general public” in both early nineteenth-century America and Europe, and a boon for the burgeoning medical profession:


Since the late eighteenth century, doctors had intensified their efforts to win government support for their plans to bring the whole population under medical control…. Thus Jenner’s method of cowpox vaccination presented medical practitioners with a new chance to increase their prestige and influence on public health affairs [bold added]. Doctors also foresaw an increase in their income through vaccination fees and hoped to establish themselves, with the help of the vaccine, among those classes of the population who had not consulted doctors before.19


From 1813 to 1822, the young U.S. government appointed James Smith as the nation’s “federal vaccine agent,” charging him with “maintaining a supply of the smallpox vaccine and distributing it nationwide”; Smith had been a student of Rush’s at the University of Pennsylvania and was a fellow member of the “well-educated medical elite.”20 Although other physicians of the day argued that smallpox vaccination was both dangerous and ineffective, then—as now—defenders of the practice prevailed by using “more or less perverted statistics,” with one doctor urging his “professional brethren to be slow to publish fatal cases of small-pox after vaccination” and others passing off vaccine-induced fatalities as some other disease.21


Reflecting on Rush’s medical legacy, U.S. Army medical officer P.M. Ashburn made remarks in 1929 that highlight one of the many reasons why Rush’s cautionary tale is still pertinent today. Ashburn wrote that by virtue of Rush’s “social and professional prominence, his position as teacher and his facile pen,” the Philadelphia physician “was more potent in propagation and long perpetuation of medical errors than any man of his day,” thereby “blacken[ing] the record of medicine.”22 This observation illustrates how social prestige—coupled with “unyielding devotion to dogma”—often helps practitioners of dangerous medicine beat back their critics.23


In Rush’s time, those critics included fellow physician Elisha Barlett, who opined about Rush’s medical theories, “In the whole vast compass of medical literature, there cannot be found an equal number of pages containing a greater amount of utter nonsense and unqualified absurdities,”24 as well as feisty British journalist and pamphleteer William Cobbett, who dared to publish tracts asserting that Rush’s yellow fever treatments were both ineffective and dangerous—and “a perversion of nature’s healing powers.”25 In response, Rush sued Cobbett for libel and won, in “one of the largest libel awards in American history at the time.”26


One of Cobbett’s fascinating observations—which reverberates uncannily in the COVID era—was that extreme fear (in this instance, of yellow fever) made members of the public far more willing to subject themselves to Rush’s “experiments” than they otherwise might have been. Cobbett wrote:


[Rush] seized, with uncommon alacrity and address, the occasion presented by the Yellow Fever, the fearful ravages of which were peculiarly calculated to dispose the minds of the panick-struck people to the tolerance, and even to the admiration, of experiments, which, at any other time, they would have rejected with disdain.27


Interestingly, after Rush’s libel victory, Cobbett exacted a modicum of revenge by assembling data from municipal records (acknowledged today as “an epidemiological tour de force”), which pointed to a 56% mortality rate among Rush’s yellow fever patients that contrasted starkly with the physician’s own claim of a greater than 90% survival rate.28 When word of those dismal statistics got out to the public, Rush’s medical practice suffered. Undaunted, Rush went on to become Treasurer of the U.S. Mint under President John Adams. As the author of America’s first psychiatric textbook, he is also revered today as “the father of American psychiatry.” Rush proposed the same general treatments for madness that he favored for physical ailments, supplemented by straitjackets and other “modes of punishments” for tough cases.29


For his part, in 1800, a disgusted Cobbett returned to London, where he continued to hold medicine’s feet to the fire, including condemning smallpox vaccination as “quackery.”30


A “Patently Criminal” Model


Some modern medical historians are willing to go so far as to characterize medicine, in periods and places like 18th-century America, as “deplorable,”31 and to suggest that back then, “a doctor was just as likely to kill you as save you.”32 Most, however, frame medical barbarity as a thing of the past. Shielded by high-end machines, complex drug technologies, glossy scientific publications, and lingo like “rigorous” and “evidence-based,” the current medical-pharmaceutical-regulatory establishment and its hagiographers would have the public believe that “safe and effective” now rules the day.33


There is ample evidence to show that pledges of safety often are either disingenuous or false, and there are indications that Kirby’s description of the medical model as sometimes “patently criminal” was squarely on the mark. At the level of individual medical practitioners, law firms specialized in malpractice note that if a doctor “appears to be indifferent to patients’ well-being or safety,” that indifference can be grounds for criminal liability.34 A search of the word “criminal” on the website of Medpage Today (a conventional news service that is generally protective of medicine’s reputation) brings up countless articles about doctors and other health care providers running “pill mill” operations, carrying out fraud, taking kickbacks, tampering with drugs, faking data, sexually assaulting or abusing patients, and engaging in other types of “unprofessional” and unethical conduct. The site’s “Investigative Roundups” feature stories (often formulated as questions to soften the impact) with titles like “Columbia protected predator doc?”, “Psychiatrist held patients against their will?”, “$15K surgery shakedown?” or “Doc pushed unneeded surgery?”35 Other Medpage Today headlines flamboyantly bandy about words like “deadly,” “loophole,” “games,” “tactics,” “unethical,” and “secretive.”


Sometimes, individuals who defend the medical status quo blame whichever reports of misbehavior manage to surface (many do not) on “a few bad apples.”36 Others, such as Harvard scientist and patient safety advocate Lucian Leape, do the reverse, shifting the blame from “bad people” to nebulous “bad systems;”37 Leape suggests that a cycle of disrespect is “learned, tolerated, and reinforced in the hierarchical hospital culture.”38 The fact is, however, that medical harms flow from both individuals and institutions. Most health care providers operate in broader organizational and corporate contexts—and it is policymakers and decision-makers at those levels who often give medical-pharmaceutical corruption and criminality a green light. This is illustrated by the phenomenon (for which there is even an academic field of study) called “clinicide,” defined as serial medical killers responsible for “the unnatural death of multiple patients in the course of treatment;”39 not infrequently, the killers’ host institutions countenance or “enable” this clinicide by choosing to ignore red flags.40


As an extension of the “bad apples” argument, some upholders of the status quo point to the fines that the U.S. Department of Justice (DOJ) routinely levies on hospitals and pharmaceutical corporations, suggesting that these are an adequate mechanism to catch and punish players engaged in malfeasance.41,42 However, given that medical-pharmaceutical culprits not infrequently are criminal recidivists and that the fines generally amount to “little more than a slap on the wrist,”43,44 it is fair to ask “whether such a monetary punitive system really does much to prevent bad behavior.”45


Moreover, DOJ rarely prosecutes or holds corporate leaders accountable, despite having a “powerful legal tool” at its disposal to go after the executives at the helm of medical misconduct; it has done so only 13 times since the year 2000.46 Instead, many signs point to a wink-and-a-nod sub rosa understanding between the various parties, with the penalties doing nothing to prevent future harms but instead furnishing a generous flow of kickbacks that prosecutors and regulators can funnel into various sectors of the federal budget (see Illegal But Profitable).47 In fact, under the False Claims Act, the U.S. Department of Health and Human Services (HHS) gets a 20 to 1 return on every dollar it “invest[s] in prosecutions and investigations.”48




Illegal but Profitable


In 2018, the nonprofit consumer advocacy organization Public Citizen published a report summarizing 27 years of pharmaceutical industry criminal and civil penalties. The report concluded:


To our knowledge, a parent company has never been excluded from participation in Medicare and Medicaid for illegal activities, which endanger the public health and deplete taxpayer-funded programs. Criminal prosecutions of executives leading companies engaged in these illegal activities have been extremely rare. Much larger penalties and successful prosecutions of company executives that oversee systemic fraud, including jail sentences if appropriate, are necessary to deter future unlawful behavior. Otherwise, these illegal but profitable activities will continue to be part of companies’ business model.49





Iatrogenocide Takes Center Stage


Even before COVID, available data indicated that 20th- and 21st-century Western medicine had failed to improve health in any meaningful way, instead trading off the industrial-age diseases of yore for modern chronic disease epidemics, many or most with iatrogenic causes or contributors. Unfortunately, recent events suggest that medicine—forging an unhealthy partnership with government—may now be more dangerous than it has ever been.


Until 2020, the Americans who were most concerned about medical risks and medical criminality belonged to groups already adversely affected, such as those injured by vaccines or opioids. However, with the advent of life-threatening COVID “countermeasures” and lethal protocols in U.S. hospitals and in other countries such as the UK,50,51,52 medical-pharmaceutical gangsterism—seemingly occurring with government cognizance—has begun attracting more widespread notice. When governments began parlaying the dubious health “emergency” into an excuse to authorize and mandate the COVID vaccines and boosters53—and proceeded full tilt even when unprecedented injuries and deaths immediately began piling up54—some segments of the public saw the contours of an officially sanctioned medical crime.


As Holocaust survivor and human rights activist Vera Sharav communicated in her docuseries Never Again Is Now Global,55 medical coercion and the suspension of constitutional freedoms have never led anywhere good. Unfortunately, history shows that governments intent on “state repression, brutality and genocide” can usually count on the readiness of some doctors to serve as accomplices, even if their complicity has the potential to turn them into “mass murderers on an exponential scale.”56









CHAPTER TWO


THE MEDICAL CASSANDRAS


In Greek mythology’s Trojan War saga, Cassandra is the daughter of Priam, king of Troy. As recounted by Greek tragedian Aeschylus, Apollo gifts Cassandra with the power of prophecy but, after she rejects the god’s romantic overtures, Apollo ordains that “her prophecies should never be believed.”1 As a result, no one pays attention to her warnings about the fall of Troy, with disastrous consequences.


Chapter One’s discussion of Dr. Benjamin Rush and his journalistic nemesis William Cobbett, who unhesitatingly denounced the trendy practices of bloodletting and smallpox vaccination, shows that medicine has always had its share of “Cassandras.” In fact, though a “heroic account” of medicine still predominates—propelled by “mesmerizing ideals such as evolution and progress”—literature and fiction often have shone a light on a parallel history of “uncertainty, incredulity, and contempt … toward medicine in Western culture.”2


Medical historian Andrea Carlino traces this “antimedical literary tradition” back to at least Greco-Roman times. He observes that it has persisted “almost without interruption across the centuries until today,” with medieval and early modern writers like Italy’s Petrarch (14th century) and France’s Montaigne (16th century) and Molière (17th century) giving colorful “literary respectability to some of the most popular beliefs about medical deceits, defects and physicians’ deplorable habits.”3 In Petrarch’s cynical view (summarized by Carlino), doctors:


•Deceive patients “with false promises and illusory expectations”


•Take risks “with their patients’ suffering bodies”


•Commit “errors and abuses [that] are not prosecuted”


•Are “always granted immunity”


In this chapter, we will see what some of the most eloquent medical skeptics of modern times have had to say—in somber nonfiction writings—about the medical cartel and its kissing cousin, the pharmaceutical industry, now metastasized into the biopharmaceutical industry. (This may be a suitable place to remind readers that pharmaceutical companies provide “outsized funding of medical schools, medical textbooks, and medical associations,” and spend inordinate sums on “the legacy and online digital media, as well as U.S. lawmakers at the state and federal level.”)4 The data and observations assembled by these decades of indignant and high-integrity faultfinders show that not only do “deceits,” “defects,” “deplorable habits,” and “false promises” still abound, they seem to be core traits for much of Western medicine. Although these modern writers often have achieved a significant readership, the general public’s reluctance to hear their message has often had tragic results not so very different from the Trojans’.


Ivan Illich: Iatrogenesis


“The medical establishment has become a major threat to health.”


—Ivan Illich


Since the 1970s when Illich (1926–2002) popularized the term “iatrogenesis,” overwhelming evidence of harm has forced modern medicine to grudgingly acknowledge iatrogenesis as a major problem and even publish books and studies about it. In fact, iatrogenicity has become its own clinical discipline, with one 2018 book devoting 29 chapters to iatrogenesis exclusively in cardiovascular medicine!5


Accounts in the popular press and the scientific literature define iat rogenesis as encompassing an alarmingly wide range of bad outcomes. As one example, a study published in JAMA Internal Medicine in January 2024 reported that diagnostic errors were both “common” and “harmful,” affecting nearly one in four hospitalized adults who ended up in intensive care or died.6 The researchers acknowledged that the incidence of errors and harms was “higher than expected.”7 Table 1 summarizes some of the iatrogenic problems reported in the medical literature.














	Table 1. What Does Iatrogenesis Look Like?






	Iatrogenic Problem

	Examples/Additional Comments






	Diagnostic errors

	Misdiagnosis estimated to cause death or permanent disability in 795,000 Americans annually (BMJ Quality & Safety, July 2023)8







	Medication “side effects”

	Both short-term and longer-term effects






	Medication “errors” Anesthesia complications

	For example, wrong dose or wrong medication given For example, nerve damage, paralysis, blood clots, death






	Other surgery complications

	For example, hemorrhage, infection, thrombosis, pulmonary






	“Traumatic stress”9


	Notably in pediatrics






	“E-iatrogenesis”10


	Harms related to health information technology






	“Organizational iatrogenesis”11


	Problems flowing from decision errors






	“Cascade iatrogenesis”12


	The “serial development of multiple medical complications … set in motion by a seemingly innocuous first event”






	Various and sundry

	“[S]lips of the scalpel, lapses like mixing up lab results, faulty decision-making, inadequate training, evasion of known safety practices, miscommunication, equipment failures, and many more”13








When iatrogenesis makes it into the news—which it does infrequently but dramatically—reporters try to soften the blow by promoting the notion that iatrogenic outcomes are generally unintentional,14 that is, the result of “medical oversights or mistakes.”15 Even with this relatively benign framing of the problem, however, reporters admit that the “ease with which medical errors can occur is striking”16 (see Iatrogenesis: “Widespread, Frequent, Massive, and Continuous”).




Iatrogenesis: “Widespread, Frequent, Massive, and Continuous”


While characterizing iatrogenic harms as the consequence of “medical error or accident,” a 2021 article in STAT was surprisingly frank about both the magnitude of the problem and the efforts taken to hide it:


“This summer, surgeons … transplanted a donor kidney into the wrong patient…. The most surprising thing about the story is not that a serious medical error occurred, but that it found its way into the news…. [Iatrogenic harm is] so widespread, so frequent, so massive, and so continuous that it rarely makes headlines. And unlike a plane crash or a building collapse, the vast majority of iatrogenic deaths can be kept under wraps—and they are” [bold added].17


STAT also noted that “existing incentives push the wrong way,” stating, “Because iatrogenic harm requires additional medical care, errors bring more revenue into the organization.” Conversely, any organization that decides to invest in “system redesigns” to prevent harms is likely to “be rewarded by seeing its income fall”!





Over the course of his colorful life, Illich studied natural science, history, and art history; had a lengthy stint as a renegade Catholic priest; founded a think tank; and was an early advocate of homeschooling. However, his role as medical gadfly may be his most enduring legacy—in part because he was willing to cut straight to the chase and was not inclined to accept medicine’s feeble apologies for iatrogenic outcomes.


Illich’s critique of medicalized healthcare extended well beyond the clinical sphere to encompass social and cultural dimensions.18 Even so, his scathing remarks about “clinical iatrogenesis”—defined as “all clinical conditions for which remedies, physicians, or hospitals are the … ‘sickening’ agents”—were bad enough (see Running the Hospital Gauntlet: Then and Now).




Running the Hospital Gauntlet: Then and Now


In the 1970s, according to Illich, mining and high-rise construction were the only two industries to surpass hospitals in terms of the frequency of reported “accidents.” Citing government data, Illich summarized the dangers of hospitalization at the time as follows:


•Seven percent of all patients (about one in 14) suffered “compensable injuries” while hospitalized.


•One in five patients admitted to university research hospitals ended up with an “iatrogenic disease,” which, moreover, proved fatal for one in 30; Illich noted the particular hazards of university hospitals.


•One in 50 hospitalized children experienced iatrogenic outcomes that required further treatment.


•About half of iatrogenic injuries could be accounted for by drug complications; other frequent sources of harm included unnecessary diagnostic procedures and actions taken by doctors to avoid accusations of malpractice.


Fast-forwarding to 2012, a nursing document reported that the incidence of hospital admissions due to adverse drug events had not, as of that time, “decreased in the past 20 years and the absolute numbers may have increased.”19,20 The report cited ongoing and concerning rates of iatrogenic harm among the hospitalized, including:


•Iatrogenic complications in anywhere from 2% to 36% of hospital patients


•Especially high rates of iatrogenic complications in intensive care unit (ICU) patients, with 6.5% ending up permanently disabled and from 4% to 14% ending up dead


•Disproportionate risks in seniors (age 65 and up), with “twice as many diagnostic complications, two and one half times as many medication reactions, [and] four times as many therapeutic mishaps”


Still more recently, researchers analyzed medical records data for patients hospitalized in 2018 in a dozen Massachusetts hospitals.21 The study defined iatrogenic events as adverse drug events, surgical or other procedural events, patient-care events, health care-associated infections, and, in seven cases, death. The researchers found that nearly one in four patients (24%) had experienced “at least one adverse event,” and a third of those “had a severity level of serious … or higher.”





In his book Limits to Medicine (originally titled Medical Nemesis), Illich boldly asserted that doctors’ effectiveness was “an illusion.”22 Although some might find his claims overstated, he believed doctors’ contributions during epidemics to be especially fabled. He wrote:


The study of the evolution of disease patterns provides evidence that during the last century doctors have affected epidemics no more profoundly than did priests during earlier times. Epidemics came and went, imprecated by both but touched by neither. They are not modified any more decisively by the rituals performed in medical clinics than by those customary at religious shrines.


Warning the public not to be “passive,” Illich made a number of points that have not lost their relevance over the ensuing decades:


•Considering broader influences on health, Illich observed that “the environment is the primary determinant of the state of general health of any population.”


•According to Illich, most of the decline in mortality before 1965 was due to improved nutrition and had nothing to do with “the professional practice of physicians”; he also highlighted undernutrition and poisons and mutagens in food as “a new kind of malnutrition” to which most doctors remain oblivious. (With the wave of 21st-century synthetic foods that is now upon us, the latter remarks seem particularly forward-looking.)23


•If medical care were merely “futile” but “otherwise harmless,” that would be bad enough, said Illich, but he deemed the situation to be far worse, with serious “pain, dysfunction, disability, and anguish resulting from technical medical intervention” constituting “one of the most rapidly spreading epidemics of our time.”


•Illich was skeptical that “new devices, approaches, and organizational arrangements” could correct the hazardous health care system, suggesting that such innovations tend to become “pathogens” in their own right, creating “a self-reinforcing iatrogenic loop.”


•Illich also chillingly prefigured the rise of technocratic medicine,24 calling attention to the shift from the doctor as caring artisan (“exercising a skill on personally known individuals”) to the doctor as impersonal technician who applies “scientific rules to classes of patients.” The “inevitable” result of an “engineering model” of health, Illich suggested, would be “managed maintenance of life on high levels of sublethal illness”—a status quo that could quite easily describe the large proportion of poisoned and medication-reliant Americans who limp along with debilitating chronic illness.25


•Perhaps even more frighteningly, Illich insisted that incompetence, greed, and laziness were responsible for relatively few of the harms caused by modern doctors. Instead, he alleged, “most of the damage … occurs in the ordinary practice of well-trained men and women who have learned to bow to prevailing professional judgment and procedure, even though they know (or could and should know) what damage they do.”


During Illich’s lifetime, many sought to dismiss his warnings about modern medicine as “extreme,” but insiders such as Richard Smith—long-time editor-in-chief of the influential journal The BMJ (formerly the British Medical Journal)—later deemed Illich’s writings on medicine and health to have had “something of a prophetic quality.”26 (Smith himself has been a persistent thorn in the side of the health care industry, suggesting in a 2021 BMJ blog that we should assume all health research “to be untrustworthy until there is some evidence to the contrary.”)27 Illich presciently condemned the ever more widespread use of powerful drugs and the corresponding explosion in side effects—including both obvious reactions and more “subtle kinds of poisoning.” In this regard, he underscored the potential for addiction and pointed not only to risks such as taking wrong, old, contaminated, or counterfeit drugs, but also to the problem of taking multiple drugs “in dangerous combinations,” a phenomenon now referred to as “polypharmacy.”


Recent studies show that polypharmacy increases the risks of hospitalization and all-cause death.28 In the UK, life expectancy began stalling noticeably around 2010, coinciding with a period of skyrocketing prescription drug use—with the life expectancy slowdown “being one of the most significant in the world’s leading economies.”29 U.S. studies confirm out-of-control polypharmacy as a “21st century iatrogenic epidemic.”30 Between 1988 and 2010, for example—driven by increased use of heart drugs and antidepressants—the proportion of American seniors (> 65 years) taking five or more medications tripled (going from 12.8% to 39%).31 In 2019, KFF (formerly known as the Kaiser Family Foundation) reported that over half (54%) of seniors and one-third (32%) of middle-aged adults (50–64 years old) regularly take at least four prescription drugs, as do 7% to 13% of adults under age 5032 (see Chapter Six for more on this topic). The 2018 National Ambulatory Medical Care Survey found that two in five patients leave an office visit with three or more medications or prescriptions in hand; 3% of respondents even answered “yes” to the top response category (15 or more medications)!33


Drawing attention to the personal dimensions of the polypharmacy problem, a grieving mother whose 21-year-old son died of drug interactions wrote in 2023 that “the layering of multiple medications on top of one another” often occurs “without regard to what other doctors have already prescribed or the potential interactions between the drugs.”34 The mother’s clear conclusion: Overprescribing is a “scourge.”


One of Illich’s most visionary statements should give pause in light of the war that government officials have waged on health—and health freedom—in the COVID era:


[T]he medical monopoly over health care has expanded without checks and has encroached on our liberty with regard to our own bodies [bold added]. Society has transferred to physicians the exclusive right to determine what constitutes sickness, who is or might become sick, and what shall be done to such people.


Illich also foresaw the massive gaslighting that now seems to be par for the course when medicine—including vaccination—injures or kills someone.35,36 He warned that we should not be surprised when the medical-pharmaceutical complex blames the victim for the damage it causes.


Dr. Robert Mendelsohn: Hazardous Medicine


“Murder is a clear and present danger.”


—Dr. Robert Mendelsohn (with reference to the dangers of hospitals)


Ivan Illich formulated his critiques of modern medicine from an outsider’s vantage point, but pediatrician and medical school faculty member Dr. Robert Mendelsohn (1926–1988) unabashedly practiced “medical heresy” from the inside. At a time when suppression of dissenting voices had not yet escalated to the level of the rampant censorship that operates today, Mendelsohn even published a syndicated newspaper column for 12 years running (titled “The People’s Doctor”), as well as appearing on television shows with celebrity hosts like Phil Donahue and Joan Rivers.37 Mendelsohn’s half dozen books—with titles like Confessions of a Medical Heretic (1979)38 and How to Raise a Healthy Child … in Spite of Your Doctor (1984)39—sold hundreds of thousands of copies, offering sometimes humorous and often shocking descriptions of “bad medicine” as well as practical advice on how to steer clear of it.


Mendelsohn’s insights were the result of observations painfully accrued from his own practice. In the early part of his career when he practiced medicine conventionally, his patients would later return with iatrogenic diseases; ultimately, his conclusion was that his interventions were doing more harm than good.40 Like many of modern medicine’s detractors,41 Mendelsohn was not particularly sanguine about the prospects for better medicine. In the introduction to How to Raise a Healthy Child, for example, he wrote that doctors emerge from medical school “with their heads so stuffed with institutionalized foolishness that there is no room left for common sense.” (Thirty years later, medical interns could still be seen posting comments on student forums along the lines of, “Don’t go into medicine if critical thinking is important to you.”)42


Spelling out some of the scarier history and implications in Medical Heretic, Mendelsohn asserted that “doctors have throughout the ages embraced the wrong ideas.” Citing a variety of dangerous medical practices, past and present, his conclusion was that one “could make a case that medicine has always been hazardous to the majority of patients.” He also observed, “Doctors almost always get more reward and recognition for intervening than for non intervening”; he wryly noted that “first, do no harm” had morphed into “First Do Something” [italics in original].


Like Illich, Mendelsohn was leery about doctors’ power to “define or manipulate the limits of health and disease any way [they] choos[e].” In 2002, The BMJ’s Richard Smith and Australian journalist Ray Moynihan agreed, writing in an article titled “Too much medicine?” that “the concept of what is and what is not a disease is extremely slippery.”43 Commenting on the profession’s growing propensity to medicalize normal life processes such as “birth, ageing, sexuality, unhappiness, and death,” they alerted readers that a “boost to status, influence, and income … comes when new territory is defined as medical,” also pointing out that “[a]dvances in genetics open up the possibility of defining almost all of us as sick.”


Mendelsohn cited the inconstancy of hypertension definitions as one blatant example of doctors’ control over definitions of health and illness. In 2017, as if illustrating this very point, medical trade groups revised their definition of high blood pressure, arbitrarily lowering the threshold from 140/90 to 130/80.44 In one fell swoop, they moved 14% more Americans from the “healthy” column to the “hypertensive” column. Coincidentally or not, a study for the 2017–2022 period later showed a 25% increase in prescriptions for statin drugs,45 and especially the riskier “high-intensity” statins46 promoted for both cholesterol-lowering and blood-pressure-lowering effects.47 As one of the most prescribed medicines in history, powerful statins happen to be the very definition of an iatrogenic intervention; since their inception, not only have they not delivered on their promise of improving heart health, but they have caused a wide range of horrific side effects that “mimic the effects of aging”48—including “brain fog, joint pain, kidney injury, impaired liver function, heart failure, and even dementia.”49


A central—and bold—premise of the Medical Heretic chapter titled “Miraculous Mayhem” is that there is no such thing as a completely safe drug (see Dr. Mendelsohn’s List of “Pharmaceutical Backfires”). In fact, citing official statistics, Mendelsohn observed that doctor-prescribed drugs were bigger killers than illegal street drugs. A 2016 story in U.S. News & World Report confirmed that almost five times as many people “die each year as a result of taking medications as prescribed” as perish from illegal drugs or overdoses, making prescription drugs America’s fourth leading cause of death, according to official rankings.50 Another news story has suggested that “the traditional distinction between illegal ‘street drugs’ and legal ‘therapeutic prescription drugs’ [has] become so blurred as to be almost nonexistent.”51


In a statement likely to speak to any person who has ever been injured by a drug or vaccine, Mendelsohn cautioned:


Like a game of Russian Roulette, for the person who gets the loaded chamber, the risk is 100 percent. But unlike that game, for the person taking a drug no chamber is entirely empty [italics in original]. Every drug stresses and hurts [the] body in some way.




Dr. Mendelsohn’s List of “Pharmaceutical Backfires”


Briefly outlining “pharmaceutical backfires” from the late 1890s through the early 1960s, Dr. Mendelsohn underscored that such incidents were not exceptions: “drug disasters like these are going on every day.”


1890: Tuberculin—Dr. Robert Koch injected tuberculosis (TB) patients with a TB “remedy” (tuberculin) of “greatly exaggerated” healing power.52 In an 1891 trial, the recovery rate was no better in treated than untreated patients, and 1% to 4% of treated subjects died.53 Adding interesting historical context to Koch’s mixed motivations, renowned Max Planck Institute immunologist Stefan H.E. Kaufmann wrote in a 2001 paper that Koch was under professional pressure to present “spectacular” results at an International Congress of Medicine but also had personal reasons to spin tuberculin as a breakthrough: “He had fallen in love with the 17-y-old beauty Hedwig Freiberg and wanted to divorce his wife Emma, who had demanded a hefty financial settlement in return.”54 According to Kaufmann, when Koch was 50 and Hedwig was 21, the “substantial payments” that Koch received for tuberculin finally allowed him to divorce his first wife and remarry.


1928: Thorotrast—Doctors began using “an apparently innocent contrast medium” to take x-rays of organs such as the liver and spleen; within a couple of decades, it became evident that radioactive Thorotrast, even in small doses, “irradiated such organs for a lifelong period” and caused cancer.55


1937: Sulfanilamide—Harold Watkins, chief chemist at the S.E. Massengill Co., developed a liquid version of the popular antibiotic sulfanilamide, discovering that while it would not dissolve in water, it readily dissolved in diethylene glycol (a deadly poison better known as antifreeze).56 The chemist designed the raspberry-flavored “Elixir Sulfanilamide” to appeal to pediatric patients. Roughly six gallons of the “elixir” killed 107 people, mostly children,57 who suffered symptoms characteristic of kidney failure for as long as three weeks, including “intense and unrelenting pain.”58 University of Chicago pharmacology graduate student Frances Kelsey was part of the team that identified diethylene glycol as the culprit (see “1959: Thalidomide” below).59 The next year, the 1938 Food, Drug, and Cosmetic Act increased the authority of the Food and Drug Administration (FDA) to regulate drugs. Watkins ended up committing suicide, but the Massengill company denied any wrongdoing.


1955: Salk Polio Vaccine—When the U.S. rolled out the fast-tracked “inactivated” polio vaccine developed by Jonas Salk, at least 220,000 children received a famously defective batch that killed 10 and left tens of thousands with permanent muscle weakness or paralysis.60 The number of “polio” cases also rose immediately and dramatically, with some health departments choosing to ban the vaccine.61


1959: Thalidomide—Dr. Frances Kelsey, now a newly minted FDA medical reviewer (see “1937: Sulfanilamide” above), courageously resisted pressure to approve the U.S. release of the German-developed tranquilizer thalidomide, but, under false cover of “clinical trials,” U.S. pharmaceutical company Richardson-Merrell (which eventually became Sanofi-Aventis) distributed over 2.5 million doses to 20,000 pregnant women anyway.62 FDA’s senior administrators eventually admitted to birth defects in 17 babies but suppressed evidence assembled by thalidomide survivors that the “unauthorized marketing program” caused far more widespread damage.63 (For more information about the suppression, see the 2023 book Wonder Drug: The Secret History of Thalidomide in America and Its Hidden Victims by Jennifer Vanderbes.)64


1962: Triparanol—Fresh from the thalidomide disaster, the Merrell company marketed triparanol (trade name MER/29), the nation’s first synthetic cholesterol-lowering drug.65 Many recipients reported experiencing unsettling and toxic adverse effects, including baldness, loss of body hair, development of a “fish-scale” skin texture, impotence, and unusual blindness-causing cataracts. It later came to light that Merrell had “improperly withheld information already in its files that triparanol had caused cataracts in animals.”66 Merrell paid $50 million to settle civil lawsuits.67


These and many other such incidents prompted Mendelsohn to observe, “One of the unwritten rules in Modern Medicine is always to write a prescription for a new drug quickly, before all its side effects have come to the surface.” He also commented that for many drugs, “the side effects are the same as the indications” for taking the drug to begin with!





As a pediatrician, Mendelsohn found the drugging of children particularly offensive, dissenting from the runaway prescribing of behavior-modifying concoctions like the central nervous system stimulant methylphenidate (e.g., Ritalin and Concerta) and observing that there was no defining biological test for the nebulous condition called “hyperactivity.”68 In Medical Heretic, Mendelsohn frankly warned that many of the drugs given to children were transforming them “into ‘brave new world’ type zombies.”


Because he passed away in 1988, Mendelsohn was not around to witness (but likely would have been horrified by) the tripling of stimulant prescriptions in the U.S. in the 1990s, followed by a further doubling between 2006 and 2016, primarily in children given a diagnosis of “attention-deficit/hyperactivity disorder” (ADHD).69,70 The “bible” of psychiatry, the Diagnostic and Statistical Manual of Mental Disorders (DSM), formalized the subjective ADHD diagnosis in 1980, but again—as with its predecessor “hyperactivity” and all other DSM diagnoses—with no biologically verifiable basis.71 By 2020, according to the mental health industry watchdog group Citizens Commission on Human Rights International (CCHR), over 3.1 million young people (from birth through age 17) in the U.S. were taking ADHD drugs,72 including even stronger and longer-acting amphetamine-based stimulants like Adderall and Vyvanse that companies began heavily marketing in the early 2000s. Both methylphenidate and the amphetamine drugs have pharmacologic effects similar to cocaine.73


Mendelsohn also surely would have been distressed by the penetration of ADHD drugs into the vulnerable two- to five-year-old market, despite the fact that few such drugs are FDA-approved for children under age six. Between 1991 and 1995,74 preschoolers’ use of stimulant medications increased threefold; by 2011–2012, researchers found that 44% of ADHD-diagnosed children in the two- to five-year age group were taking stimulants or other powerful medications.75 Cautioning parents, in How to Raise a Healthy Child, that drugging kids at any age “obviate[s] the need and the incentive to discover what is really troubling [a] child,” Mendelsohn instead recommended common-sense measures such as searching for environmental factors, eliminating food additives from the diet, or checking out other teachers or schools. In his view, these practical pathways were far preferable to letting doctors intervene with a child’s delicate biochemistry (see Ritalin Roulette).




Ritalin Roulette


The Swiss company Ciba (later Ciba-Geigy, and, since 1996, a division of Novartis) patented methylphenidate as Ritalin in 1950. Currently, ten other companies in addition to Novartis (Ironshore, Janssen, Lannett, Neos Therapeutics, NextWave, Noven, Purdue Pharma, Rhodes, SpecGx, and Vertical) manufacture branded methylphenidate products.76


After its FDA approval in 1955, Ritalin’s initial use in the U.S. was in psychiatric facilities, where doctors prescribed it, according to health history professor Matthew Smith, for “chronically depressed, schizophrenic and psychotic patients, the ‘mentally retarded’ and patients recovering from lobotomies.”77 From there, says Smith, its marketing broadened to “troublesome, miserable old people,” the “tired housewife,” and postpartum mothers, as well as “exhausted businessmen, narcoleptics, convalescents and ‘oversedated’ patients.” However, it was in 1961, when FDA approved Ritalin for “hyperactive” children, that the drug achieved bestseller status. In the first major behavioral trial of Ritalin—in hospitalized children—in the early 1960s, 70% of the pediatric participants experienced serious side effects; both principal investigators later averred that “ADHD was overdiagnosed and Ritalin was overprescribed.”78


In How to Raise a Healthy Child, Mendelsohn noted that while drug manufacturers, by law, must share information about a drug’s side effects with doctors via the Physician’s Desk Reference (PDR), prescribing doctors do not necessarily share information about “potentially damaging or fatal effects” with their patients. Mendelsohn, therefore, took it upon himself to disseminate the PDR information about Ritalin, including Ciba-Geigy’s acknowledgment that the company did not understand how Ritalin worked or know anything about its long-term safety. He noted that the wide range of potential Ritalin side effects admitted to by the company in the PDR included anorexia, blood disorders, depression, insomnia, nervousness, palpitations (and other cardiac and blood pressure irregularities), skin conditions, stunted growth, and toxic psychosis, among others.





Unfortunately, Mendelsohn’s warnings about ADHD drugs went largely unheeded, and the drugs remain a source of widespread harm. In a JAMA study published in April 2023, for example, anywhere from zero to 25% or more of middle and high school students admitted to “nonmedical” use (that is, abuse) of ADHD stimulants in the past year.79 Misuse of ADHD drugs was more prevalent than for drugs like opioids or benzodiazepines and, unsurprisingly, was especially likely to occur in schools that had a “large population of students with stimulant medication prescriptions.”80 A 2014 study likewise estimated the “misuse and diversion” of ADHD medications to be common in both high school (5%–10%) and college (5%–35%) students.81


Federal agencies have known about ADHD drugs’ potential for “abuse and dependence” for decades, but it was not until May 2023 that the FDA belatedly required that an update to the black box warnings for all stimulant drugs communicate the potential for “abuse, misuse, and addiction,” even when taken as prescribed.82 Between 2017 and 2022, across all age groups, overdose deaths from stimulants (both prescription and illicit) tripled.83


Comparable to Illich, Mendelsohn’s take on hospitals was that they were “one of the most dangerous places on earth.” In comments that seem particularly foresighted since COVID, he argued that in the hospital setting, “murder is … a clear and present danger” and “hospitals are already getting away with murder” [italics in original]. In Medical Heretic, he wrote, “A hospital is like a war. You should try your best to stay out of it. And if you get into it you should take along as many allies as possible and get out as soon as you can.” Again, well before the appalling isolation of hospital patients from their loved ones during COVID, Mendelsohn described how hospitals force the surrender of all the “personal factors”—such as family, friends, and home-cooked meals—that ordinarily promote healing and help a person remain upbeat and hopeful. Mendelsohn also opined that nine in ten surgeries were “a waste of time, energy, money, and life,” and he lamented that many needless surgeries were being done on children.


At the time of Mendelsohn’s writings, his assessment was that patients were receiving 12 different drugs during an average hospital stay. However, as the good doctor elaborated, hospitals also pose chemical dangers to undrugged patients:


[E]ven if you’re not drugged to death or disability, there are other chemicals floating around that can make your [hospital] stay less than healthy…. Poisonous solvents used in laboratories and cleaning facilities, flammable chemicals, and radioactive wastes all threaten you with contamination.


Ultimately, Mendelsohn advised would-be patients to exercise responsibility for their own health, suggesting that they simply avoid doctors as much as possible, and especially if not sick. For those determined to head to the doctor’s office anyway, he recommended doing proper due diligence beforehand to investigate “possibilities, alternatives, and consequences.” He also had other down-to-earth suggestions:


•Ignore badgering to get annual checkups. According to Mendelsohn, “not a shred of evidence has emerged to show that those who faithfully submit live any longer or are any healthier than those who avoid doctors.” Dr. Nortin M. Hadler, an emeritus professor at the University of North Carolina–Chapel Hill, has sounded similar themes in books like The Last Well Person: How to Stay Well Despite the Health-Care System (2004)84 and Worried Sick: A Prescription for Health in an Overtreated America (2008).85


•Understand that lab tests often “do more harm than good,” in part due to their notorious inaccuracy and also due to medical practitioners’ inability to interpret accurate results properly.


•Become aware of the inherent dangers of polypharmacy.


•When visiting a doctor, ask questions. As Mendelsohn put it, “[Y] ou always should be on your guard. Not passively, either. Your job is to make trouble…. Subvert the system that will steal your dignity and maybe your life if you let it.”


Dr. Barbara Starfield: Implicating the Medical System


“The American public appears to have been hoodwinked.”


—Dr. Barbara Starfield


Dr. Barbara Starfield (1932–2011) was an eminent American pediatrician who spent nearly all of her 50-year career at Johns Hopkins University, including a stint as head of the Division of Health Policy. In her obituary in The Lancet, a colleague described her as having an intense “fire in her belly to right wrongs and improve the health of people around the world.”86 However, while making much of Starfield’s passion for primary care, the obituary said nary a word about the publication that may be one of her most impactful legacies—a pithy three-page commentary she published in JAMA in 2000, titled “Is US Health Really the Best in the World?”87


In the commentary, Starfield cogently highlighted factors responsible for the United States’ abysmal health rankings compared to other highly industrialized (and also less industrialized) nations88—a poor standing that persists to this day and is “robustly” consistent across a wide variety of health measures. Pointedly, she called attention to analysts’ failure to implicate the medical system and the iatrogenic damage it causes. Using available studies (mostly hospital-based), Starfield judged that medicine was causing 225,000 deaths annually, making it, in her estimation, America’s third leading cause of death after heart disease and cancer. This appraisal was 25% higher than that produced six years earlier by Harvard health policy expert Lucian Leape,89 who speculated that around 180,000 people perished annually from iatrogenic causes.90


In all likelihood, Starfield was overly generous in giving iatrogenesis a third-place ranking (versus first or second place), for several reasons. First, medical interventions for heart disease and cancer also cause many serious iatrogenic outcomes, not always recognized as such.91 French authors reported in 2019 that 40% to 70% of pediatric cancer patients go on to develop another health problem—such as a second cancer—“related to the disease or the treatment,” particularly if “treatment-related risk factors” interact with other toxic exposures.92


Second, the medical profession’s notoriously bad nutritional and other preventive advice surely bears some responsibility for the emergence or exacerbation of heart disease and cancer in individuals who slavishly follow such advice.93 Where heart disease is concerned, Harvard dissenter Dr. George V. Mann was one of many to characterize the doctor-promoted theory that saturated fat and cholesterol are to blame for heart problems as “propaganda,” “dogma,” and a “scam,”94 arguing that the theory was so unscientific it would have made Galileo “flinch.”95 British writer James Delingpole likewise has called the flawed diet-heart theory a “big fat lie,” one that dangerously heightens rather than lessens heart risks; he scathingly criticizes the “vast but entirely pointless, corrupt and worthless global industry built over decades on a foundation of junk science, public hysteria and woefully misguided government regulation.”96 Other well-researched critics of conventional heart disease explanations include Danish physician Uffe Ravnskov (author of The Cholesterol Myths: Exposing the Fallacy that Saturated Fat and Cholesterol Cause Heart Disease),97 British author and researcher Zoë Harcombe,98 and the Weston A. Price Foundation.99


Vaccines represent a third iatrogenic pathway for both heart disease and cancer. Package inserts for the vaccines on the childhood schedule reveal an association with a wide range of cardiac adverse reactions.100 The insert for the Gardasil human papillomavirus (HPV) jab links it to breast, nasopharyngeal, and pancreatic cancers, and an April 2023 lawsuit alleges, ironically, that Gardasil causes the very cancer it is theorized to prevent—cervical cancer—citing “rapidly climbing cervical cancer rates among young women in countries where Gardasil has seen a high uptake.”101 The COVID shots—the most far-reaching medical intervention in living memory—are also plausibly causing both heart disease and cancer.102,103


Although studies of iatrogenesis outside of hospital walls were and are scarce, Starfield’s JAMA commentary directed readers’ attention to a 1997 study by pharmacy professors who examined drug-related morbidity and mortality in ambulatory care settings; incorporating their analysis of fatal adverse events nearly doubled Starfield’s mortality estimate, adding another 199,000 fatalities to the annual iatrogenic death toll.104 Possibly even more sobering was the pharmacy experts’ calculation that every year, complications from drugs are the catalyst for tens of millions of extra physician visits, prescriptions, emergency department visits, hospital admissions, and admissions to long-term care facilities.105


Writer Jon Rappoport has repeatedly reminded his readership of Starfield’s seminal article, which he characterizes as “the most explosive revelation about modern healthcare in America ever published,” deeming it particularly noteworthy in light of Starfield’s “impeccable” insider credentials within medical circles.106 However, despite the consequential implications of her 2000 publication, Starfield told Rappoport in 2009 (by email) that whereas her work on primary care had been widely disseminated, “including in Congressional testimony and reports,” her comments about iatrogenesis and Americans’ poor health standing had attracted “almost no attention.”107 As Rappoport summarized, “No major newspaper or television network [ever] mounted an ongoing ‘Medicalgate’ investigation” after Starfield published her analysis, nor did any federal agency tackle “remedial action.” Meanwhile, Starfield wrote to Rappoport, “The American public appears to have been hoodwinked into believing that more [medical] interventions lead to better health.”


In further remarks shared with Rappoport, Starfield emphasized the problem of “vested interests,” situating health care corruption in the context of wider societal rot:


[My findings] are an indictment of the US health care industry: insurance companies, specialty and disease-oriented medical academia, the pharmaceutical and device manufacturing industries, all of which contribute heavily to re-election campaigns of members of Congress. The problem is that we do not have a government that is free of influence of vested interests. Alas, [it] is a general problem of our society—which clearly unbalances democracy.


Starfield also told Rappoport in 2009 that studies conducted after publication of her JAMA analysis generally had come up with death rates exceeding her calculations. A 2009 update on “errors in medicine” authored by Leape, for example, calmly suggested that medical injury was “causing hundreds of thousands of preventable deaths each year.”108 In 2013 (two years after Starfield’s own death), a meta-analysis estimated that there might be two to four million serious, “preventable adverse events” annually in hospitals, with up to 440,000 proving fatal.109 However, those findings and others published in later years were “quickly ‘disappeared’ from view,” shrouded in a “Wall of Silence” and “intentional amnesia.”110 As another Johns Hopkins-based physician, Dr. Martin Makary, stated in 2016, “We all know how common [medical error] is” and “We also know how infrequently it’s openly discussed.”111


Gary Null: Gruesome Statistics


“The American medical system is the leading cause of death and injury in the U.S.”


—Gary Null


In 2010, Gary Null and physicians Martin Feldman, Debora Rasio, and Carolyn Dean took up the medical muckraking baton, publishing Death by Medicine and, in 2011, putting out a documentary by the same title. Null, an “environmentalist, consumer advocate, investigative reporter and nutrition educator,” hosts the nation’s longest-running nationally syndicated health radio talk show and has directed over 100 full-feature documentary films and written over 70 books.112


Right up front, Death by Medicine’s authors argued that the American medical system “is broken, utterly corrupted by money, and no longer founded on scientific fact.” They declared their purpose to be to present “in painstaking detail” the “gruesome statistics” showing that American medicine is not just “a” cause of death and injury in the U.S. but the leading cause. Although their book largely sticks with the language of “medical error,” they point out that “healthcare is the only business where you keep paying whether you get good results or not…. The physician is rewarded for his efforts, not for his results” [italics in original].


Null calculated that medicine was killing almost 800,000 Americans every year—255% more than Starfield’s figure and 343% more than Leape’s. Leape had attempted to contextualize his 1994 calculation by likening the pace of iatrogenic fatalities to “2 unsafe plane landings per day at O’Hare, 16,000 pieces of lost mail every hour, [or] 32,000 bank checks deducted from the wrong bank account every hour.”113 In comparison, Null’s 800,000 annual deaths would be “equivalent to six jumbo jets falling out of the sky each day.” Extrapolating the annual death toll to a 10-year total would add up to more deaths (close to eight million) “than all the casualties from all the wars fought by the US throughout its entire history.”


Null and coauthors emphasized that even though their numbers were higher than previous estimates, the figures probably were still conservative due to the vast underreporting of iatrogenic outcomes, including in children and in outpatient settings. A government official quoted in Death by Medicine admitted as much, stating, “the full magnitude of [the medical errors] threat to the American public is unknown.” According to Null’s review of the literature:


•At best, 1.5% of all adverse events make it into an incident report.


•Surgical incident reports capture as few as 5% of adverse events.


•Up to 94% of adverse drug events may never be identified at all.


A 2013 study in the Journal of Patient Safety reiterated the underreporting of iatrogenic harms.114 The author frankly observed that physicians—with cardiologists alleged to be the worst offenders—“often refuse to report a serious adverse event to anyone in authority”; as a result, “unreported medical errors often [do] not find their way into the medical records of the patients who were harmed.” Calculations of iatrogenic injuries and deaths depend on medical records as the primary data source.


According to Null, “business as usual” pressures, the drive to preserve reputations, and motivation to keep lawsuits at bay are all factors that strongly disincentivize the documenting of iatrogenic outcomes by institutions and providers. As Leape not very flatteringly explained in 1994,


Physicians typically feel … that admission of error will lead to censure or increased surveillance or … that their colleagues will regard them as incompetent or careless. Far better to conceal a mistake or, if that is impossible, to try to shift the blame to another, even the patient” [bold added].115


As Death by Medicine explains, even well-intentioned providers and researchers face potent disincentives to report problems:


When honest scientists do exist, they have no power to override the corruption. The price they would pay for writing or speaking the truth about the drug company invasion into modern medicine, or for censuring a colleague for cause, is that the doctor or researcher would be alienated, unable to get grants, unable to publish, possibly even unable to work.


The onus to report problems, therefore, may be on the injured party or their surviving family—but this will happen only if the victims recognize the iatrogenic nature of the harm. Even for those who connect the dots, reporting is no guarantee of follow-up; in the aftermath of the COVID injection rollout, for example, it has not been unusual for patients who managed to file a report with the Vaccine Adverse Event Reporting System (VAERS) to find their reports mysteriously “disappeared from the system.”116


Like Illich and Mendelsohn before them, Null and coauthors had no kind words for the pharmaceutical industry or its detrimental influence on Americans’ well-being. They noted sobering statistics, such as the fact that (as of 2004) the U.S. pharmaceutical market accounted for almost half (48%) of the global market; that same year, Americans spent four and a half times more on prescription medications than they did in 1990. In 2002, Death by Medicine explained, American pharmacies filled 3.34 billion drug prescriptions—and at least one in four recipients experienced side effects, with antibiotics, anti-inflammatory drugs, antidepressants, heart drugs, and chemotherapy being some of the worst offenders.


In comments about vaccines that eerily foreshadowed what was to come with the COVID shots, Null and coauthors described how mandates, liability carve-outs, propaganda, and toxic-drug “solutions” perpetuate a profitable business model:


Vaccinate infants, children, teens, adults, elders, each one a potentially lucrative marketing niche, even an opportunity to sell drugs to otherwise healthy people. Why not make these vaccinations mandatory? Force us to pay for possible side effects, ‘for our own good.’ Fright tactics are used to petrify the public into rushing to pay for vaccines that may prove debilitating or worse. All of this is done with a wink and a nod. Not a cent is spent on prevention (except pseudo-prevention through toxic inoculations that do not really prevent disease, and may cause harm); instead, every dollar goes for treatment.


Death by Medicine also showed that for many drugs—52% in a study conducted by the federal government’s own Government Accountability Office (GAO) (formerly called the General Accounting Office)—the substance’s risks only become apparent after FDA approval.117 On the GAO’s list of serious drug risks identified post-approval, as summarized by Null, were “heart failure, myocardial infarction, anaphylaxis, respiratory depression and arrest, seizures, kidney and liver failure, severe blood disorders, birth defects and fetal toxicity, and blindness.”


In the book’s Table 2, Death by Medicine lists a variety of pathways to iatrogenic mortality, ranging from adverse drug reactions to negligent care (e.g., hospital bedsores, nursing home malnutrition) to unnecessary procedures and more. However, some of the book’s most ghastly information addresses the problem of unnecessary surgeries and their sometimes fatal outcomes. Death by Medicine reported a tripling of unnecessary surgeries between 1974 and 2001, from an estimated 2.4 million (fatal for almost 12,000 individuals) to 7.5 million (fatal for over 37,000). While not going so far as to deem 90% of surgeries pointless, as Mendelsohn did, Null estimated that “the proportion of unwarranted surgeries could be as high as 30%.” Whether rated as “necessary” or not, the most common surgical procedures—which include cataract surgery, Cesarean delivery, inguinal hernia operations, knee arthroscopy, back surgery, and removal of anatomic structures (for example, the tonsils, appendix, or uterus)—all are rife with iatrogenic risks (see Iatrogenic Complications from Surgery).




Iatrogenic Complications from Surgery


According to Death by Medicine, the list of iatrogenic complications from surgery “is as long as the list of procedures themselves.” Among the hair-raising possibilities mentioned are paralysis associated with catheterization118 and surgical equipment left inside patients. The latter is “one of the more common acts of negligence,” according to one law firm, which notes that the range of items left inside patients’ bodies includes “sponges, scalpels, scissors, drain tips, needles, clamps, forceps, scopes, surgical masks and gloves, tubes, and measuring devices.”119 Patients generally need to undergo another potentially risky procedure to remove the abandoned item(s)—that is, if the items are discovered!


Death by Medicine also mentions “wrong-site” surgery, a subset of “wrong-site, wrong-procedure, wrong-patient errors” (WSPEs)—defined by the Agency for Healthcare Research and Quality (AHRQ) as “patients who have undergone surgery on the wrong body part, undergone the incorrect procedure, or had a procedure intended for another patient.”120 The AHRQ admitted in 2019 that the official rate of WSPEs would probably be “significantly higher” if the agency had access to data from ambulatory as well as hospital settings. In August 2023, Medpage Today reported in its “weekly roundup of healthcare’s encounters with the courts” that a man’s estate was suing several health care organizations for operating on the wrong eye and leaving him “essentially blind.”121


Also in 2019, researchers commented on the growing incidence of “iatrogenic wounds”—surgical interventions that compromise skin integrity or damage the subcutaneous soft tissue or deep tissue.122 The authors hypothesized that such wounds are on the rise due to “the continued expansion of surgical indications” and “an increase in difficult surgeries” as well as “the constant emergence and application of new implantable biomaterials.” They observed that improperly handled iatrogenic wounds “have a very poor prognosis and will cause serious physical and psychological harm to patients.”





In 2023, ProPublica shone a light on the rampant performance of unnecessary surgery—often with government and institutional complicity—in its investigation of “profit-driven procedure mills, in which doctors can deploy any number of devices in the time it takes to drill a tooth and then bill for the price of a new car.”123 The report’s title—“In the ‘Wild West’ of outpatient vascular care, doctors can reap huge payments as patients risk life and limb”—aptly summarized the rogue health system behavior and corresponding risks to patients.


ProPublica focused on atherectomies, an outpatient endovascular procedure that involves the use of a blade or laser to remove arterial plaque buildup and repair blood flow, often in the legs. Some researchers dismiss atherectomy as a “niche” intervention of dubious effectiveness, noting the failure to conduct rigorous studies.124 ProPublica discovered that in 2008, the Centers for Medicare and Medicaid Services (CMS) essentially launched an atherectomy boom by “turbocharging” its insurance payments to doctors, opening the floodgates for “unfettered profiteering”; between 2013 and 2021, atherectomies doubled and CMS payments to doctors tripled. (CMS ignored ProPublica’s request for an interview or written response.)


Concerned about the “disproportionately higher” use of atherectomy compared to interventions such as angioplasty or stenting, the authors of a 2019 study found that atherectomy patients were much more likely to experience subsequent amputation or a “major adverse limb event” than recipients of the other procedures.125 In their toned-down conclusion, they wrote, “[A]lthough emerging endovascular technologies may be popular in contemporary practice, the related increased risk of long-term adverse outcomes may caution against widespread use.”


To further illustrate atherectomy’s perils, ProPublica profiled a suburban Maryland doctor who earned over $30 million from CMS for a decade’s worth of “medically unnecessary and invasive vascular procedures” that allegedly killed at least one woman and resulted in a man having a leg amputated. Despite years of complaints and various lawsuits, it was not until October 2022 that the state’s medical board belatedly suspended him and fined him a token $10,000, ordering him to “enroll in an ethics course.” The daughter of the deceased woman told ProPublica, “I trusted doctors, but now I’m starting to think that maybe they shouldn’t be as fully trusted.”


In 2022 and 2023, news outlets reported on a New Hampshire hospital’s complicity in the “troubling record of medical errors” (to put it mildly) of a top heart surgeon who racked up 21 malpractice settlements—with 14 linked to patient deaths—before his “abrupt” retirement in 2019 at age 63.126 According to a “chilling” investigation by the Boston Globe—which pointed out that the surgeon in question had “one of the worst surgical malpractice records among all physicians in the United States,” contrasting sharply with the one to two malpractice claims that mark most surgical specialists’ careers—senior hospital officials “knew the truth and its consequences” but persisted in celebrating the doctor “as a star” and promoting his services “in glowing terms.”127 Hospital management had heard about the problems as far back as 1997 but “resisted reining in one of their leading rainmakers,” ignoring repeated complaints from the surgeon’s horrified colleagues.


To its credit, the Globe went beyond merely blaming one treacherous provider to emphasize the wider iatrogenic lessons:


This case out of a little-known community hospital … reveals painful truths that apply far beyond its halls and operating rooms and point to some common realities in today’s health care world: Medical consumers … are often kept in the dark about the performance history of their physicians, even when that history is grim [bold added]. And hospital officials can in some cases evade accountability for years, even when confronted repeatedly by alarmed medical staff, as happened in this case.


A 2023 Reuters investigation shows that doctors would not be able to “buy their way out of trouble” without the say-so of an unperturbed and wily government.128 Reuters describes situations—quite common—in which criminally inclined physicians pay negotiated settlements and then “walk free,” only to continue engaging in the same harmful practices. In the case of a surgeon who paid a civil settlement after federal prosecutors alleged he “had performed scores of medically unnecessary cardiac procedures,”


[He] faced no judge or jury. He did not admit to wrongdoing. He maintained his license to practice. What’s more, neither [the doctor] nor government officials were required to notify patients who purportedly were subjected to vascular surgical procedures they didn’t need.
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