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A Simple Plea to Sincere Physicians
On Behalf of all Board Members of the The Arthritis Trust/Rheumatoid Disease Foundation
by
Gus J. Prosch, Jr., M.D.

"If you are sincere and truly desire to relieve the agony and suffering of your arthritic patients, I beg of you
to give these recommended treatments a trial on your rheumatoid and osteoarthritis patients. I promise you that
you will receive far superior results in relieving your patients' pain, suffering and disability than anything you
have ever used before. You will be treating the cause of the rheumatoid disease and not simply the symptoms.
You can now offer these severely neglected patients far more than a simple 'hope' of finding relief which
conventional methods of treatment cannot even offer. You will be offering them total relief which will literally
change the entire lives of these patients and their families. You will never find the satisfaction and pleasure of
helping your fellowman any greater than by using these techniques to treat arthritic sufferers. You will com-
pletely and thoroughly understand what [ mean when certain patients come to you in a wheelchair and, after
receiving your treatment and injections by the above recommended techniques, they refuse to use the wheel-
chair to leave your office.

"What a joy! What contentment! What satisfaction!

"Good luck and God be with you!!!"
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This book is no longer available except in
computer print-out form. Since it's initial publi-
cation, we've learned that many microorganisms,
not just the amoeba reported herein, or
mycoplasms reported elsewhere, can be a cause
of rheumatoid disease -- and that many other fac-
tors are now identified, and can be investigated
for the purpose of solving the disease.

See our later publications containing up-dated

information, please!

A SIMPLE AND INEXPENSIVE CURE/REMISSION FOR
RHEUMATOID DISEASES IS SET OUT IN CHAPT.IV: Rec-
ommended Treatments. IF YOU ARE A SUFFERER (OR KNOW
SOMEONE WHO IS) SHOW THE PAGES TO YOUR FAMILY
DOCTOR, DRAWING HIS/HER ATTENTION TO THE LIST
OF COOPERATING PHYSICIANS SIGNED UP WITH THIS
FOUNDATION WHO USE THIS TREATMENT AND WHO
ARE WILLING TO BE CONSULTED. PHYSICIAN REFER-
RALS AND INFORMATION IS AVAILABLE THROUGH THE
RHEUMATOID DISEASE FOUNDATION, Now The Arthritis
Trust of America.

The Arthritis Trust of America, 7111 Sweetgum Drive SW,
Suite A, Fairview, TN 37062-9384, (615) 799-1002; Phone and
Fax are the same.
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Dedication and Acknowledgment

This book is dedicated to two brilliant and brave men,
Professor Roger Wyburn-Mason, who one day should receive the
Nobel Prize in Medicine, and Dr. Jack M. Blount, who should at
least receive the Congressional Medal of Honor for bravery in the
face of hostile forces; with special mention also for Dr. Robert
Bingham whose open-mindedness and foresight brought Profes-
sor Roger Wyburn-Mason's work overseas, John R.A. Simoons,
Ph. D., for persistence in bringing this work to attention of academia
and drug manufacturers, Dr. Archimedes A. Concon, for vision in
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applications, and Dr. Eugene S. Wolcott who knows why, and an
additional personal thanks to L. Ron Hubbard and John W.
Campbell, Jr. for providing the author with vision on the coin’s
other side.

Physicians and Scientists Advisory Committee of The
Roger Wyburn-Mason and Jack M. Blount Foundation for Eradi-
cation of Rheumatoid Disease, The Rheumatoid Disease Founda-
tion, now The Arthritis Fund have been particularly helpful in cre-
ating new medical protocol and in dissemination rheumatoid dis-
ease information, for which a deep, heartfelt thanks — .

This book is a report of the life-time work of Professor
Roger Wyburn-Mason, who had for more than twenty-six years
researched the roles of pathogenic protozoa in human disease as a
protozoologist, pharmacologist and rheumatologist.

In collaboration with his wife, and over twelve years, he
wrote a monumental work, which may revolutionize the diagnosis
and treatment of many chronic and dangerous illnesses. The work
is titled The Causation of Rheumatoid Disease and Many Human
Cancers — A New Concept in Medicine.l

The material that follows in this book for the most part is
taken from Professor Roger Wyburn-Mason’s primary book and/
orhis Addenda. (The Causation of Rheumatoid Disease and Many
Human Cancers — A New Concept in Medicine — A4 Précis and
Addenda, Including the Nature of Multiple Sclerosis) with his
permission. The Memoriam below is from the new cover of Roger’s
Addenda, his last book to be published.

We also wish to acknowledge and to share with the reader
our appreciation for the more than generous cooperation of the
many people who helped us. They are: Branch Owen Adkerson
(Franklin, TN, USA), Stan J. Bardo (Pietermaritzburg, Republic of
South Africa), Frederick H. Binford (Nashville, TN, USA), Warren
B. Causey (San Antonio, TX, USA), E. Harrison Clark (Alexandria,
VA, USA), Terry Crommelin (Perth, Western Australia), Robert
Edmonds (Hollywood, CA, USA), George Hay (London, England),
Kay Hitchen (Southampton, Hampshire, England), Carl Hosch,
Jr.(Atlanta, GA, USA), Bob Kemp (Beebe, AR, USA), John
Kern, (Brentwood, TN, USA), Jean Lancaster (Philadelphia, MS,
USA), Gus and Patty J. Prosch, Jr. (Birmingham, AL, USA),
Paul K. Pybus (Pietermaritzburg, South Africa), CarlJ. Reich
(Calgary, Alberta, Canada), Larry L. Roberts (Nashville, TN,
USA), Don and Nancy Vansant(Nashville, TN, USA), Joan Wyburn-
Mason (London, England), Vaughn Young (Hollywood, CA, USA),
and many others, some of whom prefer anonymity.

In Memoriam
Roger Wyburn-Mason Oct. 2, 1911 - June 16, 1983

When I was at last cured of the dreaded, crippling rheuma-
toid arthritis, I never dreamed of embarking on a world-wide
challenge to professional rheumatologists, the gigantic and ineffec-
tive Arthritis Foundation, and the American petrochemical
industry that siphons $15,000,000,000 a year in the United States
of America from the sick and the lonely, chiefly for aspirin
substitutes that simply treat symptoms, and not causes.

Somehow the Good Lord has seen fit to successfully guide my
path — along with other determined, sincere people — to bring the
good message to all: there is a cure! itis simple! itis cheap! it is
available everywhere!

My book Rheumatoid Diseases Cured at Last (1982)
was monitored by professor Roger Wyburn-Mason, and based on
his original work, The Causation of Rheumatoid Disease and
Many Human Cancers (1978). My book was designed for the
ailing to find hope, to convince them, to be carried to their family
physician for further interpretation where they would be treated.
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My small book also launched The Roger Wyburn-Mason &
Jack M. Blount Foundation for Eradication of Rheumatoid Dis-
ease, The Rheumatoid Disease Foundation, now The Arthritis
Fund, which is now successfully off and running, millions of
messages spreading the word. Many fine humanity-conscious
physicians and non-physicians are now members, and working
toward common goals set by Professor Roger Wyburn-Mason.

Some six weeks ago I wrote to Roger, asking that he please
include a summary of his professional life and writings. I argued
that while his work ought to stand on its own two feet, profes-
sional humans, like other humans, simply were more impressed
with the number of “brownie points” and “merit badges” than
with whether or not the work was “scientifically valid” — not
meaning, of course, to disparage either the Boy or Girl Scouts, (I
was an active Boy Scout) but rather to emphasize the sad state in
which the so-called professional scientific community finds itself
— where “altitude” and “prestige” is of more consequence than
scientific validity.

Reluctantly, Professor Roger Wyburn-Mason sent this,
his last letter before the Good Lord called him on June 16, 1983.

“I was born in Monmouthsire, England. On my mother’s
side I am a descendent of Bishop Stephen Gardiner, who was
Lord Chancellor of England, that is the most powerful person in
the country after the Monarch in the reign of King Henry VIII,
King Edward VI, Queen Mary and first and Queen Elizabeth the
first. He conducted the marriage of King Philip II of Spain to
Queen Mary the first of England in Winchester Cathedral, where
he is buried in a magnificent tomb. My mother’s cousin was the
former Prime Minister of New Zealand, Mr. Nash. My godfathers
were the greatest English Composer, Dr. Ralph Vaughn Williams
of Cambridge University and now buried in Westminster Abbey,
and the historian H.A.L. Fisher, the head of New College Oxford
both of whom held the decoration of Order of Merit (O.M.), the
highest honour that can be bestowed by the Monarch.

“I attended a public school (a public school in England is
the opposite of one in the United States, being privately as op-
posed to state owned and includes such distinguished Institutions
at Eton, Harrow and Winchester Colleges). At the end of school
years I took the necessary final examinations and gained the top
marks in the whole of Great Britain and was awarded a State
Scholarship and an Open Scholarship to Christ’s College, Cam-
bridge (founded in 1405 A.D.), where the poet John Milton and the
great scientist Charles Darwin were also students. Here I occupied
the same rooms as those of Darwin himself.

“At Cambridge I obtained double first class honours in the
final examinations for the B.A. (Bachelor of Arts) degree. I also
represented my University at Rugby football and Athletics. At the
end of my period as an Undergraduate, I remained in Cambridge as
a Bachelor Fellow of'the College and did research in pathology and
particularly protozoology. I afterwards was awarded the degree of
M.A. (Master of Arts) a higher degree and the only University
scholarship awarded to graduates completing their clinical studies
at a London Hospital where I finally obtained my M.B. (Bachelor
of Medicine) and B. Chir. (Bachelor of Chirurgerie [British archaic
spelling of Surgery]). I afterwards held the posts of Registrar
(the equivalent of Instructor in America) in the foremost hospi-
tals in London, namely the Middlesex Hospital, the Brompton
Hosital for Chest Diseases, the National Heart Hospital, the
National Hospital for Nervous Diseases and the Royal Marsden
Hospital for Cancer. While at the Middlesex Hospital, I took part
in the first Clinical Trials of the first sulfonamide antibiotics.
While working at the National Hospital for Nervous Diseases I
wrote my thesis for the M.D. (Cambridge Degree — This is a
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higher degree unlike it is in the United States and other countries).
I also sat for M.R.C.P. (Member of the Royal College of Physi-
cians) examination in which I obtained the top marks of all the
candidates. My M.D. thesis was entitled “The vascular tumours
and abnormalities of the spinal cord and its membranes” and re-
ceived with acclaim as it was the first description of these
matters. It was published as a monograph and has remained the
standard work on this subject. While working at the National
Hospital for Nervous Diseases, I published a number of papers
in medical journals and two of these described new diseases which
have since been named after me, and I am the only /iving doctor
who has such a distinction. One of these conditions describes the
presentation of cancer as a peripheral neuropathy, that is a
disturbance of the nerves of the limbs before any other evidence of
cancer is present. The other describes a congenital blood vessel
disease of the skin of the forehead, the fundus of the eye, the optic
nerve and the brain.

“I later was elected Research Fellow at the Royal Marsden
Hospital for research into cancer and later Research Fellow at the
Royal College of Surgeons of England, where I continued my re-
search into the nature of cancer and first isolated from all human
malignant tumours and from cases of rheumatoid arthritis an hith-
erto unknown, very small free-living amoebae. For this I received
the Ph. D. degree.

“While Working at the Royal Marsden Hospital, I discov-
ered that human tissues affected by herpes zoster (shingles) and
by herpes simplex (cold sores) which are both due to virus infec-
tions were liable to develop cancer of the skin at a later date. This
was the first description of human cancer caused by a virus, and it
resulted in my invitation by the late Professor Duran-Reynals,
who was working at Yale University on the viral cause of human
cancer, to Yale to work with him his assistant where I continued
after his death. I later transferred to the Mayo Clinic and worked
with the late Dr. J.W. Kernohan, the neuropathologist.

“I became convinced that while viruses cause cancer in ani-
mals, they rarely do so in man. During these years, I published
many papers and monographs (books) on my researches, and as a
result of these I was awarded the degree of Doctor of Science of
Cambridge University (a rare honour) and elected a Fellow of my
old College.

“After twenty years work on the new organism which
I had discovered, I was able to show that this was the cause of
rheumatoid arthritis. Furthermore, infection with species of this
organism in susceptible subjects seemed to be the cause of a large
proportion of cases of human cancer, which can be prevented by
taking appropriate substances which kill the organism. This work
has all been described ina book entitled 7he Causation of Rheuma-
toid Disease and Many Human Cancers — A New Concept in
Medicine, and it has caused worldwide interest.

“After a time, it became necessary for me to return to
England where I continued my work in the laboratories and wards
of the National Health Service.

“Among my publications are the following -

Books

The Vascular Tumours and Abnormalities of the Spinal cord
and its Membranes. Henry Kimpton, London, 1943.

Trophic Nerves. Henry Kimpton, London, 1950.

Reticulo-endothelial System in Growth and Tumour Forma-
tion. Henry Kimpton, London, 1958.

A New Protozoan, Its Relation to Malignant and Other Dis-
eases. Henry Kimpton, London, 1964.

The Causation of Rheumatoid Disease and Many Human
Cancers — a New Concept in Medicine. 1ji Publishing Co. Tokyo,
Japan, 1978.

A Précis and Addendum to the above. AC Publishing Co., The
Arthritis Fund, Franklin, TN 37064, 1983.

Some Papers

“On some anomalous forms of amaurotic idiocy and their
bearing on the relationship of various types.” Brit. Journ.
Ophthalmol., April/May 1943, p. 145-187.

“Arterio-venous aneurysm of midbrain and retina, facial
naevi and mental changes.” Brain, 1943, 66, 163-203 . (This is
known as  Wyburn-Mason Syndrome I).

“On some pressure effects associated with cervical and the
rudimentary and ‘normal’ first ribs and the factors entering into
their causation.” Brain, 1944, 67, 141-177.

“A new conception of angina pectoris.” Brit. Med. J., 1948. 1,
972.

“Bronchial carcinoma presenting as polyneuritis.” (Wyburn-
Mason’s Syndrome II). Lancet, 1948, 1, 203.

“The significance of the reference of anginal pain to the right or
left side of the body.” Amer. Heart J., 1950, 39, 325-335.

“The nature of tic doulourux.” Brit. Med. J., 1954, iii, 119.

“Costo-clavicular compression of the subclavian vein and
its significance in relation to post operative oedema in carcinoma
of the breast.” Brit. Med. J., 1953, iv, 1106-1109.

“Malignant change following herpes simplex.” Brit. Med. J.,
1957, ii, 615-161.

“Visceral lesions in herpes zoster.” Brit. Med. J., 1957, 1, 678-
681.

These last three articles are the first reports of a viral
cause of human cancer.

“Association of gastroduodenal lesions with Meniér’s syn-
drome.” Brit. Med. J., 1959, 1, 78-83.

“Clotrimazole and rheumatoid arthritis.
489.

“The free-living amoebic causation of rheumatoid and auto-
immune diseases.” International Medicine, 1979, 1,20-25.

“New views on the aetiology of rheumatoid arthritis.” British
Medicine, August 21st, p. 12-14.

“The Naeglerial causation of rheumatoid disease and many
human cancers - A new concept in medicine.” Medical Hy-
potheses, 1979, 5, 1237-1249.

“SLE and lymphoma.” Lancet, January 20th , 1979.
Roger Wyburn-Mason June 10th, 1983

”

Lancet, 1976, i,

Professor Roger Wyburn-Mason solved the riddle of
one of man’s oldest curses, and in so doing, discovered a vast
panorama of formerly, and so-called, incurable diseases. He strived
with every ounce of his great, God-given intellect to bring to all
humanity his discoveries. We prayed to be there when he walked
across the stage to receive his Nobel Prize, and other prizes that
were his due — but God, in his great wisdom, decided otherwise
for us, and we must accept.

To the famous names of Semmelweis, Jenner, Koch,
Harvey, Ross, Lister, Pasteur, Ehrlich, Sister Kenny, and Roentgen
add Wyburn-Mason — a most brilliant, brave, humanity-loving
man who pursued evil forces causing them to acknowledge that
humanity need not always feel pain, suffering, depression, disillu-
sionment —.

The simple antiamoebic cures developed by Professor Roger
Wyburn-Mason, M.D., Jack M. Blount, M.D., and Robert
Bingham, M.D. are described herein; and corroboratory case histo-
ries are also included.
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In Memoriam
Mrs. Joan Wyburn-Mason, the beautiful lady who patiently
supported and worked with Roger Wyburn-Mason through his
many brilliant medical discoveries, died March 1, 1985.

Her last work, in support of her former husband, is
entitled Dedication, Love and Humour, a brief biography of their
life together, as told through Joan’s loving eyes.

This well-written booklet is published by The Rheumatoid
Disease Foundation, now The Arthritis Trust of America.

1. Professor Roger Wyburn-Mason’s book The Causa-
tion of Rheumatoid Disease and Many Human Cancers, was origi-
nally only available in Japan at $125 each. Limited numbers have
been placed in various hospital and university medical libraries, at
Dr. Jack M. Blount’s expense. A summary of the 479-page book,
with a Précis and Addendum has been republished by The Rheu-
matoid Disease Foundation, now The Arthritis Society of America,
for $10.
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Preface

Cooperating physicians have successfully treated tens of
thousands of patients afflicted with so-called incurable rheuma-
toid diseases using a low-cost, simple medical procedure.

The American Medical Association estimates some 13
million Americans seek relief from rheumatoid arthritis. Three
million are restricted in their daily activities. Seven hundred thou-
sand cannot do useful work, keep house, attend school or enjoy
recreational activities.

The April 24, 1983 Arthritis Foundation National Tele-
thon (out of Nashville, TN) stated that one out of every three
people will suffer from some form of arthritis, that one person
contracts the disease every 33 seconds.

Dr. Carolyne K. Davis! of the U.S. Department of Health
and Human Services stated that the U.S. Medicare program
costs the U.S. Government about one billion dollars annually for
rheumatoid diseases; and that probably an equal annual amount is
spent through State Medicaid programs, totaling U.S. Citizens
about two billion dollars per year for treatment and care of those
afflicted with the dreaded disease.

At least one-half billion per year in lost wages is reported
by The Meridian Star.2

Others3 estimate that 31 million Americans of all ages suffer
from arthritis, that it attacks a million new patients a year, and
costs the national economy about $15 billion annually.4

For each male who suffers, there are three females. The
symptoms often appear between ages of 20 and 35 with weakness,
fever, loss of appetite and weight loss. One or more of the smaller
joints becomes inflamed and swollen. Acute, painful inflamma-
tion migrates from one joint to another. Mental depression is
common.

Attacks may develop gradually, or suddenly with dramatic
seizure. Pain and inflammation may come and go for no apparent
reason. The disease may affect children and produce stunting of
growth and gross deformities.

Considering the insidious nature of rheumatoid diseases,
its many forms of symptoms and its long-term degenerative activ-
ity on your body, sometimes extending from birth onward, appar-
ently this book is for you, your relatives and your friends!

1. Davis, K. Carolyn, Letter to Senator James Sasser, Sep-
tember 1, 1982, transmitted by letter to author by Senator James
Sasser September 23, 1982.

2. The Meridian Star, “The Arthritis Foundation —
Distributing Information to Those with the Affliction,” Meridian,
MS, February 24,1983.

3. The Scanner, Volume 1, Number 4, Fall 1981, The Arthritis
Institute of the National Hospital for Orthopaedics and Rehabilita-
tion, 2455 Army Navy Drive, Arlington, VA 22206, p. 1.

4. E. Harrison Clark reports that Barron'’s and Wall Street
Journal report a figure of $1.5 billion, or a little less for pain-killers.

Chapter 1
You and Your So-called Hopeless Disease
For the Rest of Your Life?

So, you’ve been told you have rheumatic arthritis, and
there is no cure! For the rest of your life, you must watch your
fingers and toes and arms and legs twist and turn and torture
themselves into grotesque shapes that offend each eye and spirit!

When you awake each morning, your fingers and other
joints are swollen, red and they burn as if held to a slow-roasting
fire. You flex them and sharp pains make you grimace. Stiffened
and puffy, your fingers feel like not you, like some burning, sau-
sage-like appendages that were fastened on by instant glue during
the night.

Gingerly protecting each joint, you slide carefully from
your over-soft mattress. Oh, how it hurts to reach for clothing!
Easy now! Not too fast, not too hard! Ouch! How that hurts! You
wince, but go on dressing, though slowly. What else can you do?

The Ordinary Made Hard

Someone has tightened the coffee jar lid too much. A flash
of resentment stirs as you wonder why others cannot understand,
and why they cannot help you more by anticipating your weak-
ness. Again pain forces your immediate attention. It’s every-
where, at each joint -- the terrible, long-lasting, daily increasing
pain....

Dare you risk injury to finger joints by fighting the coffee
jar top this morning.

But you need the stimulation, the black, warm brew, some-
thing --anything -- to lighten depression, to sway your outlook...

So you struggle with the cap, gripping down on it, squeez-
ing it and grimacing again, while sharp pains make you want to
scream aloud -- and then -- at last -- the jar cap moves ever so
slightly. Relaxing your fingers permits pain to diminish some-
what, and then you staunchly tackle the lid again.

You pour the steaming coffee ever so carefully and you
hold it ever more gingerly. You must not place your fingers about
the warm cup, for every finger joint will burn with a fury as though
a small, hot laser beam were focused in them. And so it is with cold
items as well. Are you one of those who wisely insulates all cups
and glasses?

Such are the once easy chores that now loom larger than
life itself!

Perhaps you use special tools designed just for invalids with
incurable arthritis: A wide-band holder for jar caps that multi-
plies weakened muscles and applies increased friction about the
cap; a bathtub grip-bar (what a terrifying experience, that old-
fashioned bathtub); an elevated toilet set; buttoning devices for
shirts, coats, blouses; a special device for turning on and off faucets
at kitchen or shower (what an absurdly simple act that was
once); long handles designed to reach clothing on the floor, and to
permit ease in hanging them; special hooks and handles for special
eye and needle affairs for tying shoe-laces — the mechanical
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devices are endless as the disease works into every muscle-fiber
and joint.
Stiffness, Pain, Heat and Cold

How people comment about your hyperactivity! What
they don’tunderstand is that you sit or stand or lay in one position
overlong, you become stiff and your joints ache excruciatingly. So
you move -- here, there, everywhere -- all the time!

Do your hands and feet feel cold? Do you sweat night after
night, with a terrible burning?

Your walking gait is changing; your skin bruises more eas-
ily and it has an increased fragility. Nodules have appeared in skin
tissue, especially over points of pressure or friction. If you’re
bedridden the nodules will be found at the posterior portions of
head, trunk and spine.

You might have developed skin ulcers or difficulties of
another kind inside your lungs, or any of a dozen other physical
problems that at first glance do not appear to be related to arthritis.

But you’re probably one of the lucky ones, one of those
who can still function, still determine your own physical course
daily, still decide for yourself. What of those whose disease has
progressed beyond, and now must lie bedridden, or rely on a wheel-
chair, and must be lifted and towed everywhere, must be depen-
dent upon others, not daily, but hourly, for every little need,
every little change, every little pleasure -- if any?

Are you still free and financially able to go to a warm
climate where blessed relief may temporarily be yours ? Oh, how
cold rains and winds shrivel us and compress pain upon pain!

Hopelessness

Must you lie and stare, and hopelessly dream of the bless-
ings of suicide, the relief of drugs, the wonderful numbness of
alcohol.... remembering that first visit to your doctor?

“You’ve rheumatic arthritis and there is no cure. Oh, we
know that within the first year you may have a spontaneous
remission, that perhaps as much as ten to twenty percent of our
patients get better. Although sometimes even those have it come
and go again.

“Remember, it isn’t true that nothing can be done for
this disease. Aspirin will kill the pain, and when your system can
no longer tolerate aspirin, we’ve indomethacin, phenylbutazone
and many other drugs all designed very nicely to ease inflamma-
tion and your pain; we’ve antimalarial drugs like chloraquine and
hydroxychloraquine, and sometimes we use gold compounds,
[gold compounds are now believed to interfere with and diminish
the effectiveness of The Arthritis Fund treatment protocols] al-
though I wouldn’t advise it personally; and there are several
others, like propionic acid derivatives and tolmectin....

“Then later, if you do not get better, we may give you
cortisone shots -- adrenocorticosteroids. 1’d not advise that either
unless very urgent, as there are dangerous side-effects....

“Don’t fret because the majority of patients with
rheumatic arthritis can continue to lead active lives with varying
degrees of restrictions. We must not seek a short-term solution,
but plan for long-range management of your problem.

“There are no specific dietary recommendations, ! but you
should maintain a good balanced diet, and there are no indications of
vitamin supplementation, unless, of course, you just happen to
have a special vitamin problem, which I don’tbelieve is true for
you. [Nutritional support, vitamin-mineral supplementation is now
known to be vital to altering the course of arthritic problems and
returning the patient to health. Specific recommendations are avail-
able from The Arthritis Fund. S.C. editor] Weight reduction -- and
keeping it off -- should have a high priority.

“You must have rest, and we must determine a program

of maintenance of joint function by physical measures, and also we
don’t want your muscles to atrophy. In other words, some kinds
of exercises are a must, so long as you don’t over-stress your
joints.

“Then there is the inevitable depression and fatigue...”

“Depression?” you ask. “Fatigue?”

Do you need a lecture on depression and fatigue?

Sharp and dull pains bombard your each waking moment,
until there is nothing left but for your analytical mind to attenuate,
to close down, to push you into a state of emotional apathy that
is beyond words.

Nothing, absolutely nothing on earth or beyond earth, can
have meaning when you are at lowest ebb. Loved ones speak, and
you groan, or turn-over, or at the very best you growl out, I just
don’t give a damn!” and you mean it with every cell, every fiber of
your being. Your spouse could move out at that instance, and
you’d care not! Your beautiful children could be crying of ache
and loneliness, and you’d care not! You could be told of inheriting
amillion dollars, and you’d care not! A flying saucer could land
beside your bedroom window emitting five little green men, each
carrying strange weapons that will evaporate anything they touch,
and you’ care not!

You could die at that instant, and you’d care not!

Please physician, tell us about apathy and fatigue...

Traditional Treatments

But the body recovers with rest, although with lessened
vigor at each interval, and morning comes again. You struggle to
dress, to remove the coffee jar lid, to move about, and to bathe and
go through the motions or easing your daily load.

Time passes. Another trip to the doctor, and another. Your
medicine closet bulges: besides aspirin there is now Indocin®,
Butazolidin®, Motrin®, Clinoril®, Tolectin®, Naprosyn®,
Feldene®. Each day you take one or another with increased fre-
quency.

You may be one of those whose system rebels further, and
you may suffer eternal diarrhea, or you may have developed
stomach ulcers, or some other insidious problem - just when you
thought your body withstood all the problems it could bear...!

Little by little, over weeks and months, you watch fingers
and toes turn and bend, despite rigorous exercises, and you
constantly fight pain. There is absolutely nothing that can be done,
except now and then expensive physical therapy might slow the
terrible deformation if conducted under proper professional condi-
tions, -- but eventually nothing helps when the very joints and
cartilage and tendons themselves have been eaten alive.

Now you’ve become aranking candidate for prosthesis,
those wonderful steel and plastic devices that are transplanted into
joints.

Terrible you say?

Not so! Not if your life consists of unmoving, continuous
staring at a colorless, lifeless ceiling above your bed, and a terrible
moment by moment waiting for someone to come and move you
from hither to thither.

Joint by joint is destroyed by the raging inferno of your
own immunological system, your life eating up yourself, and joint
by joint can, perhaps, be replaced, until there is little you left at
all, or until you finally, blessedly, succumb to the greatest depres-
sion of all -- death!

You are probably intelligent enough to know your future -
- you’ve seen so many others with this terrifying sickness. You’ve
got choices. You can fight, do all the things your family doctor tells
you to do: keep down inflammation and pain; exercise, but also
rest frequently.
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Non-traditional Treatments

Or, like so many of us, you can ignore medical science
and technical knowledge and react to hearsay, superstition, pana-
ceas. You know! Copper bracelets;2 cactus juice;3 special diets;
[these treatments have been clinically tested by The Arthritis Fund
now, and have been shown to be helpful] faith healers; mumbo-
jumbo of one kind or another.

Who can blame us?

There is no hope, because there is no known cause, we’ve
been told; and every day the depression and pain and fatigue and
weakness increases, as does the bending and twisting and
distortion of ourselves.

You look in the faces of loved ones, spouses and children
and grandchildren, who move with gay abandon and carry on life
with zest that was once yours -- and you wonder - can you impose
this frightful crippling burden on their wonderful future? Do you
have the right? Do they have the obligation to suffer with you?

What kind of terrible sin have you committed, you
secretly wonder, that the Lord put this on...

Somewhere secretly deep inside you’ve committed your-
self to ending it all at just the right time if you can find a way to do
so without hurting them.

Meanwhile, any hope, something is better than nothing at
all, even if that something is simply fantasized hope! Who would
take that away also?

So there is nothing you can do!

Live with it, and search for relief anywhere, everywhere,
and hope or give up life completely -- that’s our choice!

So we search in national newspapers for special arthritis
cures -- if you don’t like this week’s , there’s always another
coming along next week just to keep our fantasies alive; we look
into fancy diet books and magazines and organic health journals;
we carefully listen to positive sounding, authoritarian faith healers,
those men who are so sure that if we will just believe a higher
power will reach out with a mystical touch and lo! we are healed;
oh, how we donate to their favorite causes; and we drink this
briny juice, or eat that tasteless herb, or we go on special diets that
would normally make us very happy if we were herbivores; or
we spend time and much money getting ourselves analyzed and
explained away by one school of head-shrinks or another....

No matter, all the time the terrible fires rage, our joints
puff and shriek with pain, and the inexorable horrible twisting and
turning marches onward!

So Where From Here?

So here you are now, with this publication, with just
another claim to cure. You’re pessimistic, aren’t you? You have a
right to be. So, keep your pessimism.

If what follows makes sense, you’ll try it, like you’ve tried
so many other things that didn’t work, even when they didn’t
make sense. If it is science, if it is proper medical practice, it’ll
work. If it works, you’ll be well. Ifit doesn’t work, you’re no
worse off, especially since the time and cost involved in this alleged
“real cure” is relatively tiny, and especially since your own family
doctor can be party to the cure.

What have you to lose? A six weeks trial at very little cost
under your own family physician?

That’s not much compared to an endless lifetime draining
cacti of their sap, or eating alfalfa, or doing some other silly thing,
is it? [Distrust of these traditional medicine approaches has now
turned into appreciation of these approaches for many good rea-
sons|

Read on, if you dare, if you can stand one more hope.

And God be good to you as he has already been good to so

many others....

1. Advice from some physicians differ. Dr. Robert Bingham,
for example, states that 60% of rheumatoid arthritis patients
have dietary deficiencies, and 80% have vitamin and mineral defi-
ciencies. [This is now the consensus of most doctors associated
with The Arthritis Fund.]

2. According to Professor Roger Wyburn-Mason, copper
ions from a copper bracelet, on invading the bloodstream, can in
fact weaken an amoebic infection which is the primary source
cause of rheumatoid arthritis; but that the copper ion concentra-
tion from a bracelet source is not usually sufficient to reduce the
infective population in the drastic numbers necessary. [Later,
Professor Wyburn-Mason was able to demonstrate with others
that pure metallic copper ions in stronger concentrations did con-
stitute an effective treatment for many people. See The Journal of
the Academy of Rheumatoid Diseases, Vol 1, No 3. S.C.]

3. According to Dr. Robert Bingham, Yucca juice is helpful
for some rheumatoid arthritis patients. Its usefulness seems to
come from its two most important chemical components: saponin,
which facilitates the combination of oil and water aiding digestion
and elimination, the other a vegetable steroid related to the corti-
sone family of drugs, thereby relieving symptoms. [ Yucca has also
been shown to have broad-spectrum antimicrobial effects in water
treatment and has reversed arthritis in horses. S.C.]

Chapter 11
Dr. Jack M. Blount’s “Miracle”
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(On left) Left hip joint of Jack M. Blount, M.D., which shows normal head and acetabulum (socket).
(On right) Right hip joint of Jack M. Blount, M.D., which shows abnormal (fragmented) head and acetabu-
lum (socket) caused by rheumatoid disease (aseptic necrosis). X-rays taken December 11, 1975.

Right hip joint of Jack M. Blount, M.D., showing Charnley's prosethic implant and acrylic socket,
March 21, 1976.
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Dr. Jack M. Blount’s Gift to Humankind

Dr. Jack M. Blount’s story is an emotionally gripping
account of a man who has been to the very depths of hell and has
come back to tell us how he escaped the fires. He tells his story
simply, without any attempt to embellish, and it is told with a
genuineness that makes you believe in his continued concern for
your health and welfare. In this chapter Dr. Blount will tell his
own story in his own words. Keep in mind that he is cured of the
ravages of rheumatoid arthritis, that he has since treated better than
16,000 patients successfully, and that he freely gives of his
knowledge to any who ask. He is a man who was active physi-
cally in his youth although his symptoms began as a systemic
illness in his teens with muscle pain, metatarsalgia (pain in the
foot), lumbago (pain in the back), intercostal (between ribs)
pains, iridocyclitis (inflammation of eye), psoriasis (skin lesions)
and that eventually he got pains in the joints, generalized arthritis
with effusions (fluids into joints), carpal tunnel syndrome
(compression of nerve in wrist), paresthesia (loss of feeling or
perverted sensation), ulcerative colitis (sore or inflammation of
colon), aseptic necrosis (death) of a femoral head for which a
prosthesis (steel and plastic joint) was inserted, etc. He was re-
duced to total invalidism and took to alcohol, morphine-contain-
ing drugs, barbiturates and was a terminal case. He had to give up
his medical practice in March 1974 and had taken steroids for
more than twenty years.

Dr: Blount's Story: Rheumatoid Disease
is of the Entire Body

I cured myself and more than 16,000 others of an
incurable illness. RHEUMATOID DISEASE. Icallita MIRACLE.

I had rheumatoid disease. Rheumatoid disease is a disease
of the entire body, not of just the joints although most of the pain
and destruction seems to be in and around the joints. I was hope-
lessly ill.

In the Spring of 1974, I had developed aseptic necrosis
(complete destruction) of my right hip socket and femoral head. I
had to quit work (private medical practice) and take to the bed.
The only thing that would help was a hip replacement with a
prosthesis. The orthopedic surgeon that I went to said at first he
would do the operation but then changed his mind giving the
excuse that because I was only fifty-two years old at the time I
was ineligible. They didn’t know, yet, how much dependence to
put on the procedure.

Despair

Despair set in; I could only lie in bed and stare at the ceiling.
The cure of my illness was hopeless. No one know the cause. No
one know anything useful to do for it. The usual advice was to take
a lot ofaspirin and learn to live with it. Pharmaceutical compa-
nies tried to improve on aspirin and gave us Butazolidin®,
Indocin®, Motirn®, Tolectin®, Nalfon®, Naprosyn®, Clinoril®,
Meclomen®, etc. They called these “nonsteroidal anti-inflamma-
tory” agents: all were useless except for some analgesic effect.

“Cortisone” was introduced in 1949 and was hailed for a
while as the long awaited answer. It was, and still is, the quickest
relief of arthritis symptoms, but it causes devastation worse than
the disease. These adverse effects included hyperadrenalism
(Cushing’s Disease) diabetes, ulcers, weakened bone, (decalcifica-
tion) etc. Itook a form of this for about twenty years.

While lying in bed, my arthritis became complicated by
colitis, with diarrhea of sometimes up to twenty times a day,
kidney stones, alcohol, and drugs. I was in and out of hospitals
repeatedly. I thought I would surely die. Friends kept sending
word that they were praying for me. I often thought of committing
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suicide. The pain and agony were unbearable. One morning after
I'had accumulated about forty Seconal® capsules (sleeping pills) [
swallowed them all. Four have been known to kill. I didn’t want
to kill myself, but I couldn’t endure such perpetual agony. After
some hours, my wife found me unconscious; and on finding the
empty bottle, she knew what [ had done. I awoke very groggy and
tied to a hospital bed. After regaining enough sense to know
anything at all, I wanted to know if I had been apneic. (Had I been
deprived of oxygen long enough to cause permanent brain damage?)
I was assured the answer was “no.” Despite such an overwhelm-
ing dose of sleeping pills, I had continued to breathe ad-
equately without supplemental oxygen or assisted breathing.
This was a miracle initself. “Somebody up There” was not ready
for me.
Why Was I Saved?

Back home I kept breathing but hardly living. Why was I
still here at all? I had been waiting for some earthly savior and none
came. Was there some “learned University professor or researcher”
somewhere who knew something to do?

The Miracle of Professor Roger Wyburn-Mason

One day in the spring of 1976, I came across an article in
Modern Medicine! entitled “Rheumatoid Disease: Has One Man
Found the Cause and Cure of Rheumatoid Disease? Arthritis?,”
written by Robert Bingham, M.D., practicing in Riverside County,
California. Dr. Bingham, orthopedic surgeon, had heard of work
done by Professor Roger Wyburn-Mason, Richard Hill, Surrey,
England, and had gone to England to interview the Professor. His
article told about how the English researcher, practitioner,
microbiologist, had determined that the etiological agent (cause) of
rheumatoid disease is actually a germ, a protozoan, an amoeba,
similar to the “lettuce bug” amoeba that causes dysentery. He also
reported that a chemical (in fact, several chemicals) had been
found that would kill the “bug” in patients without killing the
patient.

He was curing people who had the disease that was killing me.
The chemical (medicine) that the Professor was using success-
fully was called clotrimazole.

That’s wonderful, but how could I get some for myself? It
was not and still is not on the market anywhere in the world for
systemic use.

Finally, in the Spring of 1976, my orthopedic surgeon
decided to operate. They removed the upper part of the right
femur with the femoral head and reamed out the acetabulum
(socket). The socket was filled in with plastic to make a new one
and the bone was replaced with a “comma-shaped” steel rod with
the pointed end inserted down into the marrow, distally, of the
remaining femur.

Now, I thought I would recover. But recovery was terrible.
I still needed my pain medicine and booze. My brother became
disgusted with me and had me sent to an alcoholic ward and
“detox” center at the State Hospital. After a month there, I was off
everything addicting except my daily early morning “Cortisone.” 1
still had my rheumatoid disease -- my germs, the amoeba. I still had
to rid my body of them. The operation seemed to give them new
life.

Somehow, I remembered that clotrimazole is the active
ingredient in a preparation used to treat yeast and fungus infections
of the skin but it was just one part clotrimazole plus ninety-nine
parts propylene glycol, car antifreeze - Prestone®. This is poison-
ous to man if taken internally.

I decided to telephone Delbay, the company that puts the
mixture together, and see if I could get clotrimazole that hadn’t been
mixed. The answer was “no.” They were afraid of the U.S. Food
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and Drug Administration.

Failing with that endeavor, I started wondering if there
might be something else almost the same that would work. I
looked at the word clotrimazole and focused on the azole. Ilooked
that up in the medical dictionary and found that the parent of this
is Imidazole. Somehow Iremembered that I had heard that word
somewhere before. 1 kept repeating it. Then I remembered that
this is the chemical name of the medicine metronidazole, or Flagyl®.
I compared the formulas of the two and they looked close enough
alike that I thought it was worth a trial. We had had Flagyl®
since 1962 and used it to cure amebiasis (intestinal) and vaginal
Tricomonas infections. It was known to be able to kill both of
these protozoa. I decided to try it. Later I pulled out a drawer
in my bath room, and there was a bottle of one hundred Flagyl®
tablets. A MIRACLE! God had put the answer to my illness that
close to me.

How should I take it? Irealized that the small dosages that
were recommended for Tricomonas and intestinal amebiasis would
not do any good. If it would have, someone would have
discovered it accidentally. I checked the medical text books and
saw that it had been given in doses as high as three tablets, 250 mg,
three times daily. That is the amount I started to take.

1 Experiment On Myself

I didn’t know how long to continue taking it. I didn’t know
if it would kill me. I realized I didn’t have much to lose; therefore,
I took all I had which lasted eleven days. On the morning of he
eleventh day, I got nauseated while brushing my teeth -- and emp-
tied my stomach. Then I knew I couldn’t take anymore even if |
had had more readily available, so I stopped.

But during these eleven days, a miracle had begun to
happen. My arthritis started getting better. I awoke in the middle
of'he night and realized that the soreness, stiffness, and swelling
had started subsiding. Ilooked at my hands which had been so bad
and now were so much better. I couldn’t hold back the tears. I
started praying and thanking God.

After that, I didn’t know how much was enough. I knew
that I was still sick. I still had sweats and felt cold. I was bound
to still have the infection. After two weeks, I decided that I
needed more. Irestarted taking three 250 mg tablets three times a
day. Itook it for eleven days more; and on the eleventh day, I got
nauseated again. But I was surely improving by the day. I decided
to continue this pattern.

More Successful Patients

I decided to find out if some of my former arthritis patients
were brave enough to try it.

I telephoned them and invited several of them to my home,
one at a time. To each I explained what it was all about. Every
single one was eager to try it; nothing else had ever helped. Why
not? During the Summer of 1977, about thirty of them were
treated and most of them had the same good experience that I had.
Some got nauseated from the start and decided to quit.

Among the thirty, was a Reverend Ethel Beall. Brother
Beall not only had arthritis, but had lost a leg due to an automobile
accident. The bone in the stump of the leg had gotten infected and
drained constantly and was always painful. During this treatment
period with Flagyl®, his arthritis got better and his leg got well
and stopped hurting. (Several months later he died suddenly of
embolus [blood clot] while recovering from a prostate operation).

Well Again!

After 8 months, I was able to return to my private medical
practice on a limited basis. I had been out three and one-half
years. On September 1st 1977, I was back in the office seeing
patients by appointments.
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I decided to write Professor Roger Wyburn-Mason in
England and tell him of my experiences. I owed him my life. He
answered immediately and said that he had decided to include my
case in a book he was writing. The Causation of Rheumatoid
Disease and Many Human Cancers -- A new Concept in Medicine.
My story appears on page 205 in the book, which was published
in Japan in March 1978 by a Professor T. Koba, who obtained the
original manuscript from Professor Wyburn-Mason.

We continued to correspond, and I visited with him during
the Summer of 1978. He told me that he tried metronidazole at one
time and it didn’t work. His dosage was not adequate; he had tried
giving only 250 mg three times daily. However, later he gave 750
mg three times daily, and it did work about equally as well as
clotrimazole. He found other nitroimidazoles that would do the
job, also.

Lately he has found three commonly used medications
that are amoebicidal when used in high doses: furazolidone,
allopurinol and rifampicin.

His experiments proved that Flagyl® and the other
nitroimidazoles are excreted slowly from the body and it is not
necessary to give them on a daily basis. After giving aloading dose
for two days there is an effective blood level (for killing the amoe-
bae) for several days more. During the past six years, I have
treated more than 16,000 arthritic people with very gratifying
results. Some are cured of the disease while in others it has been
arrested. People are now coming from all over to share in the
miracle.

Professor Roger Wyburn-Mason should be nominated for
the Nobel Prize in medicine.

Prayer for the Entire World

I pray that the entire world will soon know and people
every where can receive the same relief that I have. What a joy I
know now!

I thank God!

This information is free to whomever will take and use it. I
need no wealth and seek no fame.

1. Modern Medicine, “Rheumatoid Disease: Has One Investi-
gator Found Its Cause and Its Cure?” Robert Bingham, M.D., Feb.
15, 1976, pp. 38-47.

2. Published by Iji Publishing Col, Ltd., Japan ($125). Out of
print. Limited number have been donated to medical libraries
(USA) by Jack M. Blount, Jr., M.D. Addenda (précis and sum-
mary) available from The Arthritis Fund ($10); also write for
information on loan copies of basic work.

Important Note

William Renforth, M.D. (Connersville, IN, USA) deserves
respectful praise for research of nitroimidazoles prior to 1977,
distributing information and pioneering in the use of metronidazole
for treatment of Rheumatoid Disease. Dr. Archimedes Concon
(Memphis, TN) following a non-amoebic theory, also effectively
used metronidazole for RD prior to 1976. [From time to time
historically important papers will be published by The Rheuma-
toid Disease Foundation, now The Arthritis Fund.]

Chapter 11T
The Author is Also Cured
The Beginning of Arthritis
In 1978, the author, at age 53, began suffering from the
first pangs of rheumatoid arthritis, although at the time it was
passed off as simply unimportant, transitory pains in toes and
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fingers and groin of unknown origin.

By choice, the author slept on a hard, cotton-pad, but
slowly shoulder pains became so great that foam padding had to be
overlaid.

Later visits to medical specialists brought out that the
pains were from “degenerative arthritis.” This diagnosis was
confirmed by medical doctors at the Veteran’s Administration
Hospital.

Fatigue and Depression

During the following year, the author began experiencing a
kind of fatigue that sapped strength and made for a hopeless
despair at times which was never part of his former life. Consider-
ing the fact that the author had normally worked more than one job
or position, had stayed busy seven days a week writing or teach-
ing, or working about the yard and house, and now he had listless
and suffering periodic bouts of almost complete apathy, it
became clear early that something more serious was wrong. Dur-
ing one of these severe periods, when apathy was deepest, a mis-
understanding with spouse triggered off a divorce after thirty years
of marriage and ten children.

Since there seemed to be a medically defined distinction
between rheumatoid arthritis and degenerative arthritis, and the
writer was told (wrongly) that the former required considerable
more rest and the second required active exercise of a moderate
nature, this writer undertook to begin learning to play the piano
and to also dance.

There’s little question that the various physical exercises
kept joints fluid, 1 although painfully so at times, but the greatest
puzzle was in the fact that within two years of the initial
diagnosis of “degenerative” arthritis, the small finger on the right
hand began to turn sidewise, and a typical rheumatoid arthritis and
hard nodule had begun to form at this joint.

Pains Increase

Pains continued to increase at various joints; and finally,
about three years into the disease, the hands began to flush red and
hot and to swell, especially on arising early mornings. A great
number of like symptoms lasted throughout the day.

It became almost impossible to type on the author’s regular
manual typewriter, because of pain kick-back to the joints.

Now the little finger on the left hand began to twist also,
and all the joints at the hands began to almost glow a fiery red.

The author was having difficulty opening ordinary
bottles; catsup, pickle jars, soft drinks; and the problem of opening
sacks of peanuts became a procedure of first cutting the celluloid
wrappings with a knife, instead of gripping and tearing with fingers.

Lifting pots and pans became an exceedingly painful chore.

Changing a tire without help was excruciatingly difficult.

His children could not understand why the author’s hab-
its had changed so drastically. Once there was nothing he would
ask them to do in the way of farm or house maintenance that he,
himself, would not chip in to do.

Hopelessness extended from self to family to friends, and
finally even to passing acquaintances who could instinctively
sense the unhappiness carried about by this rapidly aging man.

How could one make fast friends when daily his body was
changing, and daily one became weaker and more ineffective with
everything touched?

How could long-range commitments be kept, or strong
personal relations be acknowledged? How fair is it to impose on
those you love such burdens: future helplessness and twisted
grotesqueness?

The author was sufficiently imaginative to know where it
would end, and frankly did not want to burden anyone with what
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was coming. He would rather be dead than crippled and helpless
and apathetic and sapping the youth and vitality of his children.

Still, the author, having had an extensive scientific background
(mathematics, chemistry, physics, psychology) and also a very
wide-ranging background in many different disciplines, started
searching through technical literature (just as did Dr. Blount) and
talking to people. Only by fortuitous accident did he come to be
helped by Dr. Jack M. Blount, and it came about through this
series of connections:

The Discovery

A daughter-in-law knew of the author’s terrible pains and
his search in the literature. She mentioned the author’s search to
parents. They had a friend who’d been to Dr. Blount and had been
cured. They suggested to her that her father-in-law write to Dr.
Blount.

Like so many others in like predicament, the author sent
out the letter, not with great anticipation -- frankly, he thought
he’d be fluffed off to his family doctor -- but because by now (as
those with the condition know) one cannot afford to overlook
anything.

Lo! A mostamazing answer came back, consisting of three
pages, that described Dr. Blount’s own search and cure, as told in
Chapter II above; and in that correspondence was embedded the
name and amount of the drug necessary to produce the cure -- at no
expense to the author.

The Cure

The author tried Dr. Blount’s treatment, which lasted six
weeks. Here’s what happened:

* After two weeks, the puffiness and redness of fingers
disappeared for the first time in a half year.

« After four weeks, the pain, depression and fatigue ended.

» After seven weeks, the redness of finger joints nearly dis-
appeared.

» After seven weeks the author’s attitude toward life and
people changed remarkably, and again he feels like life is worth the
effort, and so are people and personal relations.

There are still problems. The twisted little fingers are still
distorted, and they still hurt when used. Damaged joints may
never heal, but where capillaries exist, over time, healing may again
proceed faster than self-destruction. There is some redness of the
other finger joints from time to time, especially when used for long
periods at the typewriter. There is still some pain of other joints
here and there. Dr. Blount says that experience shows most of
these residual pains will settle out in time.

But, the author can daily turn more bottle tops, and lift
heavier loads, and wrestle playfully with another without scream-
ing bloody murder!

And best of all, extreme apathy is gone, as is middle-of-
day fatigue!

Can there be a better gift from one human to another, than
this, that health and happiness is restored, and at no cost, except
that of minor medicines?

Need the author state: I love Dr. Jack Blount and Professor
Roger Wyburn-Mason, the first for courage, fortitude and charity,
the second for wisdom, persistence and intelligence!

1. According to Professor Roger Wyburn-Mason, all forms
of arthritis should be rested, as joint activity increases inflamma-
tion and pain and prevents healing.

Chapter IV

The “MIRACLE” Treatment
Recommended Treatments
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To your family doctor, we say: Antiamoebics have never
been considered for use against rheumatoid diseases because the
various arthritis associations have not yet

investigated Professor Roger Wyburn-Mason s brilliant scien-
tific work, published now since 1964.

You must decide if the prescriptions that follow are harmful
to your patient. If not, is the cost involved worth a trial, considering
the hopeless and insidious nature of the diseases?

Many cooperating physicians are using the protocol that
follows:

The Roger Wyburn-Mason

&

Jack M. Blount Foundation

for Eradication of Rheumatoid Disease

7111 Sweetgum Drive SW, Suite A, Fairview, Tn 37062-9384;
(615) 799-1002

The Rheumatoid Disease Foundation,

now The Arthritis Trust of America

A non-profit, charitable, tax-exempt organization

The Rheumatoid Disease Foundation through its cooperat-
ing physicians in a committee chaired by Robert Johnson, M.D.
(Charleston, SC) has established the following standards of
practice when treating rheumatoid disease. These are suggested
standards. Many physicians will exceed these basic standards.
What follows is an outline developed through research and
experience of cooperating physicians. A SIMPLE AND
IINEXPENSIVE CURE/REMISSIN FOR RHEUMATOID DIS-
EASES IS SET OUT IN WHAT FOLLOWS. DRAW YOUR
DOCTOR’S ATTENTION TO THE MEDICATIONS THAT
OTHER PHYSICIANS AREALREADY USING EFFECTIVELY.
IF YOU DO NOT HAVE A FAMILY DOCTOR, WRITE FOR
OUR LIST OF COOPERATING PHYSICIANS.

Your family physician should know that there are at least
two genus of limax amoebae (one-celled animal life) that cause
Rheumatoid Disease if you are genetically susceptible to it, or its
products: Acanthamoeba and/or Naegleria.

Within these two genus, are many species, and strains
within species, and they vary considerably in their ability to
adapt to various antiprotozoal agents. Where one antiamoebic
will kill one organism inside they body, another will not, and which
organism affects you can only be learned by trial and error. Success
rates from the first application of the treatment program listed
below varies from 78% to 95% depending on which physician and
which group of patients is being treated. The success rate is higher
whenever further applications of the appropriate antiamoebic is
used.

If the first treatment does not bring about a Herxheimer
reaction, the physician is advised to move to another antiamoebic,
and in any case, both this Foundation as well as any of the coop-
erating physicians will be more than happy to share their experi-
ences.

The Foundation cannot, of course, be responsible for
mal-application, mis-application, or inappropriate treatment of
any kind, and again suggests that all treatment, if possible, be
through your family physician.

Rheumatoid Disease Protocol
The central theme of treatment is based on the preliminary
work of Professor Roger Wyburn-Mason and Jack M. Blount,
M.D., and later findings or Robert Bingham, M.D.; it also seeks to
introduce physicians to alternative or extended courses of treat-
ment that have been found to be useful by other physicians in the
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organization, the goals being to: (1) arrest theumatoid disease, (2)
repair damage caused by rheumatoid disease, (3) further the
maintenance for wellness.

This protocol is intended as an outline, and cannot serve
as a “course in treatment” for rheumatoid disease. It is necessary
for each physician to pursue his/her own intricacies of modalities
mentioned.

1. Diagnosis: Shall be made on the basis of
A. Patient History - to include

1. Time of onset

2. Degree of disability

3. Family history

4. Remissions and exacerbations

5. Contributing factors

6. Previous treatment modalities and results thereof

7. Activity pattern

8. Medications being taken

B. Physical Examination

1. General appearance

2. Weight and height

3. Blood pressure and pulse

4. Head and neck

5. Cardio-vascular system

6. Abdomen

7. Musculo-skeletal system (to include evaluation of
joints)

C. Laboratory testing

1. Urinalysis

2. SMAC -24

3. Rheumatoid pane (to include sedimentation rate and
CPR)

4. Analysis of synovial fluid (when present)

5. Other (as indicated)

6. Electrocardiogram

7. X-rays of affected joints (if indicated)

8. Any of the above that have been performed by
another physician within the past 60 days may be utilized at the
discretion of the treating physician.

II. Treatment: (several treatment regimens are available)
A. Oral Medications
1. Nitroimidazoles
(a). Metronidiazole
(b). Tinidazole
(c). Clotrimazole
Whichever nitroimidazole is used, the dosage (modi-
fied by weight) is the same: 2 grams for two (2) days each week
X6 weeks. (Children 250mg/25 pounds body weight).

2. Furazolidone (Furoxone) 100 mg q.i.d. X1 week

3. Iodoquinol 650 mg t.i.d. X3 weeks

4. POTABA 2 grams 6 times daily X2 weeks

5. Allopurinol 300 mg t.i.d. X1 week (this in conjunc-
tion with one ofthe above 5 antiamoebics - 1.(a), 1.(b), 1.(c),2,3.
--used together acts as broad spectrum antiamoebic).

6. Rifampin or Rimactane 600 mg daily X1 month (If
reactions are severe, stop treatment immediately).

B. Injections

1. Intraneural Injections (technique of Dr. Paul K. Pybus,
Dr. LLH.J. Bourne)

2. Cleveland Clinic treatment (method of Jack M. Blount,
M.D.: Lumbar subarachnoid injection of 2.5 cc of 0.3% procaine
with 20mg Depo-Medrol)

C. Nutrition (to include vitamin and mineral supplements
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as well as counseling relative to diet. [Updated guidelines are now
available through The Arthritis Trust of America for this nutri-
tional support. Ed. S.C.]).

D. Steroids -- the use of Prednisone 20 mg daily X5 days
or Depo-Medrol 40 mg injection X1 will reduce considerably
the Jarisch-Herxheimer reaction often seen when initiating therapy
(See General Information).

E. Ancillary treatment modalities (as used by various
advisory committee members).

1. Mega vitamin dosage (Prosch, Reich, Bingham)

2. Chelation therapy (American Academy of Medical
Preventics -- AAMPS)

3. Hot mineral baths (Bingham)

F. Return visits

1. Return visits should probably be in 1 week, 3 weeks, 6
weeks, then every 3 months thereafter.

2. Preventive maintenance: It usually helps to prevent
the recurrence of rheumatoid disease if he patient is given a round
of treatment with Allopurinol at 6 months post-original treatment
and every 6 months thereafter. If symptoms are present, the entire
original treatment regimen should be repeated. Allopurinol can
cause a very severe reaction on the second round of treat-
ment -- Wyburn-Mason).

G. General Information

1. Most patients will need counseling about diet and nu-
trition.

2. Explanation of the Jarisch-Herxheimer reaction often
will prevent patient drop-out in many cases.

3. Since Metronidazole is the only nitroimidazole
currently available in the United States, it is probably the drug of
choice for beginning treatment.

4. Utilization of'the “Cleveland Clinic” injection and
intraneural injections should probably be reserved until the indi-
vidual physician has had the opportunity to learn the technique
from a physician already using it.

5. Most of the foregoing treatment is directed toward
rheumatoid disease. Osteoarthritis has been found to respond
much less dramatically, although it does often show some degree
of improvement. (Best results seem to be achieved with intraneu-
ral injections.)

6. Rationale for treatment with antiamoebics: Based on
Dr. Roger Wyburn-Mason’s work which demonstrated free-living
limax amoebae to be the causative agent in rheumatoid disease,
amoebicidal drugs have been postulated as a treatment of choice.
When these drugs kill the organism, the release of foreign proteins
usually results in a Jarisch-Herxheimer reaction (similar to the
old arsenic treatment for syphilis). This results in a temporary
generalized increase of rheumatoid symptoms with the adminis-
tration of an antirheumatic drug.

7. Drug reactions

(a). Rifampicin -- violent Herxheimer. In this event,
discontinue treatment with rifampicin at once.
(b). Allopurinol -- leg pain, temperature spike,
chills, sweating, rash on body and face.

This protocol is subject to revisions (additions,
deletions, changes) as The Rheumatoid Disease Foundation,
now The Arthritis Trust of America completes relevant research.

Perry A. Chapdelaine, Sr.
Executive Director/Secretary

Revised 1985: Physicians & Scientists Committee

Since alcohol in presence of antiamoebic (metronida-
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zole, Allopurinol) (or antibiotics) makes some people sick, it may
be best not to take any alcohol during period of treatment of six
weeks. (The medicine will stay in the body during the first four
weeks. Also sometimes alcohol destroys certain chemical com-
pounds and, in the case of several antiamoebics, alcohol is defi-
nitely not a good idea.

If you are taking other medicines, such as anti-inflamma-
tory drugs for arthritis, and other than cortisone compounds, you
may continue taking them. There will be no conflicting side-ef-
fects. However, for the most part, it is best if you check with your
family physician when determining possible contra-indications of
other medicines.

Cost of these medicines may vary from $37 to several
hundred dollars depending upon your treatment, the pharmacy
with which you trade, and the length of the treatment.

Please keep in mind that every physician including your
own will have additional treatment modalities in mind: nutritional
guidance, exercise, strengthening of the immunological system by
various techniques, chelation therapy, hot baths, and so on. You
should understand what your treatment will consist of in advance,
and why, before rejecting your physicians directions out of hand.

However, in no case should you permit the use of gold
shots or penicillamine at the same time you are taking
antiamoebics.

The response of patients to the above medicines is
often inhibited by long-continued, previous treatment with
gold injections, penicillamine or corticosteroids.> East pa-
tient must be considered and studied independently, for the most
effective treatment.

And while the former use of gold shots and/or penicil-
lamine does not necessarily mean that you will not respond (many
do), it may mean that you must find a way to chelate out the
residual gold prior to having effective antiamoebic treatment.

F.M. Logsdon, M.D. (TX: deceased) developed a tech-
nique that seemed effective using the American Academy of
Medical Preventics (AAMPS) treatment protocol for chelating
out residual gold, following the progress through several chelations
via laboratory tests.

On the Herxheimer

From experience, your primary rheumatoid arthritic symp-
toms should begin to be alleviated within a day or so, although it is
not unusual for several weeks to go by before changes are observed.

In particular, one should know that the fever and swollen
feeling and swollen appearance of joints may be increased at first.
The symptoms may appear very similar to flu symptoms:
flushing of skin, sweating, aching bones, fever, headache, some-
times running nose . . . like a foreign protein reaction. This is the
Jarisch-Herxheimer reaction which is a “transiently increased
discomfort in skin lesions and temperature elevations occurring . .
. after start of antiamoebic treatment. . .,” according to a medical
dictionary.

You may also be quite allergic to the proteins (and /or the
toxic products) of the rapidly dying protozoa that swarm in your
body, and the Jarisch-Herxheimer reaction is related to that “al-
lergy,” a phenomenon very similar to a serum reaction.

However, despair not! Within days to weeks at most, this
reaction (if you have it) will be lessened, and you will be pleasantly
surprised!

The use of antiamoebics for treatment of Rheumatoid
Disease was introduced by Roger Wyburn-Mason in 1964 in the
Henry Kimpton/Charles C. Thomas publication, A New Proto-
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zoan and also at the IXth International Conference of Chemo-
therapy held in London, England in July 1975.

Chief antiamoebics recommended by The Rheumatoid
Disease Foundation, now The Arthritis Fund, are imidazoles where
substitution has been made in the ONE position (Dr. John R.A.
Simoons, Pharmacology).

These compounds are amoebicidal in vitro against
species of Naegleria and Acanthamoeba.

Metronidazole does not fit in the above classification, and
is not amoebicidal in vitro against the named genus. Since
Metronidazole works in vivo we speculate that one of its two chief
metabolites, both azoles, and resulting from intestinal bacterial
action, may be the active substance(s). [And some of these
related compounds may also be effective against Candida albicans,
Cell Wall deficient candida, Cell Wall Deficient bacteria, and mac-
rophages believed to be responsible for autoimmune activity, which
may have been what Wyburn-Mason had identified as amoebae.
The appearance of all these single celled forms are nearly identical.
See The Journal of the Academy of Rheumatoid Diseases, vol 1, no
3. Ed. S.C.] (Metronidazole is the only Nitroimidazole available
in the United States). Antibiotics, of course, can knock out desir-
able microflora. [Acidophilus supplementation was later recom-
mended partly to help the body metabolize Metronidazole into its
effective metabolites, and partly to make up for the destruction of
desirable microflora important in digestion. Ed. S.C.]

Wojtulewski evaluated clotrimazole in a double-blind
study, finding that compound “effective in the treatment of Rheu-
matoid Arthritis and superior to Ketoprofen.” (“Clotrimazole in
Rheumatoid Arthritis,” Annals of the Rheumatic Diseases, 39: 469-
472;1980.)

The Rheumatoid Disease Foundation, now The Arthritis
Trust of America, is funding placebo controlled, double-blind
studies at Bowman Gray School of Medicine, Wake Forest Uni-
versity, Winston-Salem. ND (Chief Investigator, Robert A. Turner,
M.D., Chief, Rheumatology Section).

The Rheumatoid Disease Foundation, now The Arthritis
Trust of America, following the life-time work of Professor Roger
Wyburn-Mason, views Rheumatoid Disease as consisting of per-
haps more than 100 different presenting symptoms, depending
upon which tissues are affected by which genus, species, or strain
of limax amoebae [abnormal macrophage, Cell Wall Deficient bac-
teria, candida strain, etc. Ed. S.C]. Key to understanding the treat-
ment protocol is observing the Jarisch-Herxheimer effect (flu-like-
symptoms) accompanying the use of antiamoebics. When treating
Leprosy, the phenomenon is known as Lucio’s Phenomenon. Treat-
ment of tuberculosis, and the historical arsenic treatment of syphilis
creates the same phenomenon.

While The Rheumatoid Disease Foundation, now The Ar-
thritis Fund, views the limax amoeba theory as being the most
probable (and workable) hypothesis in explaining and bringing
about cure/remission of Rheumatoid Diseases, it recognizes thata
multiplicity of factors are at work, including genetic susceptibil-
ity, nutrition and other good health rules; and it does not view free-
radical explanations as being inconsistent with the limax amoeba
hypothesis.

One difficulty seen in hindsight has been in distinguish-
ing between the disease as an on-going process and the damage
done by the disease.

The disease can be stopped but many of the symptoms
having resulted from the disease -- the damage done -- may prevail,
requiring other treatment protocols: nutrition, chelation, exercise,
surgery, et. al.

Open studies, using various antiamoebics in the treat-
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ment of Rheumatoid Diseases by Drs. Robert Bingham, Gus J.
Prosch, Jr., Paul K. Pybus depict results varying from 78% to
95%. [Anna Boland’s, M.D. (Korea) figures are less successful
while Sheldon Nelson’s, D.O. (Michigan) are more successful.]

Traditional, anticipated placebo effects in an open study
would not be greater than about 33%. Results showing 78-95% are
considerably beyond placebo expectation.

[Wyburn-Mason/Pybus intraneural injection studies show
excellent results when treating pains of Rheumatoid Disease and
Osteoarthritis. Additional independently conceived and developed
intraneural injection studies are available from Dr. .H.J. Bourne
(Richmond, Thorndon Approach, Herongate, Brentwood CM 13
3PA, England).]

In a letter to Dr. John R.A. Simoons, July 7, 1984, Gus J.
Prosch, Jr., M.D. says;

Let me make some general statements concerning past ob-
servations and studies that I have concluded to be the truth in
treating Rheumatoid Disease with antiamoebic drugs.

1. Irecently completed a research project concerning the
treating of 200 patients with Rheumatoid Disease with
antiamoebic medication. The primary antiamoebic used was Met-
ronidazole, and when the desired response was not forthcoming,
I used other

antiamoebics such as Allopurinol, Furazolidone or Rimactane.
Final analysis demonstrated 78% good to excellent (cured or in
remission) results and 22% showing poor to no result. All
patients having a favorable response had some Herxheimer

reaction and those showing poor to no response demon-
strated very mild to no Herxheimer reaction. Incidentally, no seri-
ous side effects were observed from the

medication.

2. The amoeba (or offending agent) can involve (or infect)
any body tissue, organ or system.

3. If involved (or infected), that tissue, organ or system
can demonstrate some form of a Herxheimer reaction when
antiamoebic medication is introduced into the body.

4. With the initial introduction (1st week) of the antiamoebic
medication, the Herxheimer reaction canbe so severe that patients
become fearful that the medication is doing them great harm and
may want to stop the treatment. For this reason, a single initial
injection of 20-40 mg of Depot Medrol is usually given to lessen
the severity of the reaction.

5. After the second week of medication, the reaction
gradually begins to subside, as fewer amoebae (or offending germ or
agent) are killed and less antigen is released in the body.

6. If a patient has any Herxheimer reaction following the
sixth week of medication, the patient is still infected and further
treatment is indicated.

7. Long standing or chronic Rheumatoid Disease responds
slower than acute disease.

8. If a patient being treated with antiamoebics does not
have a Herxheimer reaction, the patient simply does not have
Rheumatoid Disease or the particular amoebae (or offending agents)
are resistant to the particular antiamoebic medication being given.
[There is also a possibility of lack of appropriate stomach bacteria/
flora to metabolize the imidazoles and/or enzyme deficiencies in the
patient. Ed.]

9. Herxheimer reaction signs and symptoms:

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

b. The inflamed and affected tissues become more in-
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flamed and tissues previously unknown to be involved become in-
flamed.

c. If the urinary bladder tissues are infected, patients
may develop signs of full blown cystitis.

d. If the heart, pericardium or cardiac tissue is infected,
the patient may develop some paroxysmal auricular tachycardia,
premature ventricular contractions or ectopic beats.

e. If the brain or meninges are infected the patient may
develop severe (temporary) depression, lethargy, generalized weak-
ness, temporary memory loss (personal experience), irritability
along with headaches.

f. If the mouth tissues are infected, a bitter and/or
metallic taste may be noted along with mild shedding or peeling of
the mucosal tissues. This has also been noted in the rectal tissues.

g. When the periosteal tissues and skeletal muscle tis-
sues are involved, fairly severe bone pain usually accompanied by
severe muscle pains and spasms may be observed, usually at night.

h. When the lungs and bronchial tissues are infected,
the patients may develop bronchitis symptoms and occasionally
pneumonitis (resembling viral) has been observed.

From the above, one can easily see that most all of the
previously observed side effects of [antiamoebics] may also be
simply manifestations of the Herxheimer reaction. Therefore, a
clinician thatis not totally knowledgeable concerning these pos-
sible signs and symptoms could easily mistake the Herxheimer
reaction for possible side effects of the [antiamoebic]. Should this
information not be taken into consideration, a misleading and false
evaluation of any adverse experiences by various patients caused
by the [antiamoebics] will be inevitable . .. the medicine could be
labeled more dangerous than it actually may be, and the aggravated
symptoms could be misconstrued as an intensification of the dis-
ease being treated. The information and the above facts must be
considered 1in evaluating [antiamoebic] effectiveness and side
effects [when treating [patients].

1. Herxheimer, K., Dtsch. Mewd. Wschr., 1902, Vol. 28, p.
895.

2. From Phil Gunby, JAMA, “Allopurinol Treatment for
Protozoan Infections?” Vol. 240, No. 18, Oct. 27, 1978, p. 1941-
1942; The Limax amoeba has a fatal flaw -- a unique enzyme
system that transforms Allopurinol into a toxic (to the amoeba)
adenine analog, 4-amino pyrazolopyrimidine. This analogue then
is incorporated into their nucleic acid, with fatal results for the
protozoan.

3. The Causation of Rheumatoid disease and Many Human
Cancers — A New Concept in Medicine - A précis and Addenda
Including the Nature of Multiple Sclerosis, The Arthritis Trust of
America, 7111 Sweetgum Drive SW, Suite A, Fairview, TN 37062-
9384, 1983, p. 3.

Prior to F.M. Logsdon’s (M.D.) recent death, he sug-
gested that residual gold could be chelated from the patient by
means of several EDTA treatments, using American Academy
of Medical Preventics protocols. Following up the residual gold
measurements by means of sera tests, he was apparently suc-
cessful with several patients who thereafter responded to
antiamoebics. Whether or not this will work for all, most, or many
is unknown.

Chapter V
Cooperating Physicians and Scientists
How to Contact Them
The Rheumatoid Disease Foundation, now The Arthritis
Fund, recommends that you take this book and its described
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treatment to your family physician. He/she will be given every
cooperation, without charge, to help you get well.

If your family physician is unwilling to learn this treat-
ment, then we suggest that you search your city for a physician
who is open-minded. After all, it is your file — not the physician’s
— and you have a right to the treatment of your choice.

Try, first, those physicians who are involved with pre-
ventive medicine as they are often more open-minded than the
strict allopathic physician, who wants to prescribe standard drugs
according to standard practices, whether you get well or not.

And do not be afraid to try osteopathic physicians, [chiro-
practic physicians, and naturopaths], the D.O., D.C., and N.D.,
after their names being just as significant as an M.D.

If all else fails, then you may write to The Arthritis Trust
of America, 7111 Sweetgum Drive SW, Suite A, Fairview, TN 37062-
9384, [(615) 799-1002] for a current list of physicians who’ve
agreed to use these procedures.

There are many physicians scattered across the United
States who use similar or equivalent procedures. How many are to
be found in other countries is unknown, but The Rheumatoid Dis-
ease Foundation, now The Arthritis Fund, will refer where it can.

A list of physicians who’ve agreed to use The Rheuma-
toid Disease Foundation’s treatment protocols — as of the print-
ing date of this edition — may be found in the rear of this book.

Table of Medicines

Robert Bingham, M.D., Jack M. Blount, M.D., Archimedes
A. Concon, M.D., John R.A. Simoons, Ph. D., and Professor
Roger Wyburn-Mason have kindly included the following table
of medicines for physicians and other readers. All but one B
vitamin are anti-free-living amoebic drugs, the prednisone being
given temporarily to counter the Jarisch-Herxheimer reaction if the
physician and patient desire: [the therapeutic uses of the supple-
ments or herbs, boron, copper, protein digestive enzymes, Yucca
extract, and bile salts as alternatives or adjuncts to the following
medications are also available through The Arthritis Fund library of
articles, books and journals]

[Note: The following table was prepared in 1982]

Chemical

Generic Name Compound Group Brand Name Manufacturer
allopurinol pyrimidine Zyloprim® Burroughs-Wellcome
Clotrimazole* imidazole Mycelex® Dome
clotrimazole imidazole Lotrimin® Delbay
diiodohydro-oxyquinon oxyquinoline Yodoxin® Vitarine
furazolidone nitrofuran Furoxone® Eaton
metronidazole nitroimidazole Flagyl® Searle
nimorazole nitroimidazole Emtryl® Salsbury
nimorazole nitroimidazole Naxogin® Erba
ornidazole nitroimidazole Tiberal® Roche
prednisone*** glucocorticoids  Deltasone® Upjohn
rifampin rifamycin B Rifadin® Dow
rifampicin rifamycin B Rimactane® Ciba
tinidazole nitroimidazole = Fasigyn® Pfizer
potassium para amino

benzoate vitamin B POTABA® Glenwood

*Available in USA only as vaginal tablets and cream.

** Not yet released by FDA for use in USA. (Tinidazole, for example, is available in Australia
as Fasigyn® 500; but known as Tinidex® in Mexico without prescription; Most nitroimidazoles
can be obtained through a compounding pharmacy in the United States)

*%% Prodni bic.

is not an antic

Tony Chapdelaine, working under Dr. Jack Neff (protozo-
ologist) at Vanderbilt University, conducted extensive in vitro
chemosensitivity tests on Acanthamoeba culbertsoni,
Acanthamoeba castellanni, and Naegleri gruberi, finding a great
variation in response to the drugs listed above, and others not
listed. This variation begins to explain why some will respond
immediately to treatment, while others must go through a course
of several antiamoebics before acquiring a Herxheimer, and
subsequent health. One medicine will kill one /imax amoeba, but
not another, will encyst one, but ignore another . . . Considering
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that there are more than 300 different species and strains within the
above two classifications, each with a different sensitivity to vari-
ous chemicals, one begins to understand the variable human
responses to antiamoebics.

If the amoeba is killed in vitro, it is likely to be killed in
vivo. But if it is not killed in vitro, it may or may not be killed in
vivo.

A classic example, is metronidazole, which does not affect
any of the above species in vitro. It must be, therefore, that one or
both of the two metabolites (both azoles) of Metronidazole -- (1-
acetic-2methyl-d-nitroimidazole) and (1-[2-hydroxyethyl]-2-
hydroxymethyl-5-nitroimidazole) -- kill the organisms in vivo. Pos-
sibly the small number who do not respond to metronidazole (when
given protocol quantities) do not have the appropriate microflora
that are necessary for producing the two active metabolites. If
this is true, then physicians should consider supplementing their
patient’s treatment with the restoration of the necessary intestinal
bacteria [with L. acidophilus].

Diiodohydroxyquinon (Iodoquinol or Yodoxin), a recent
addition by Robert Bingham, M.D., was found to kill Naegleria,
but not Acanthamoeba. Clotrimazole, on the other hand, was
effective in killing both genus in vitro, and is known to be effective
in vivo, thus the reason for starting Rheumatoid Disease Founda-
tion double-blind studies with clotrimazole.

Consider also that the Limax amoeba, like bacterial patho-
gens, is capable of losing sensitivity to one antiamoebic, and
therefore each physician must consider the prospect of switching
from one antiamoebic to another, especially for those who prove
to be especially sensitive to the amoeba (or its products), and
especially when considering the six-month anti-reinfection treat-
ment.

Some physician do not believe that prednisone should be
used to mask the Jarisch-Herxheimer reaction, that it is better to
discontinue treatment until the “allergy” reaction dies down, and
then to begin antiamoebic treatment again.

Keep in mind that while physicians’ experiences and opin-
ions may vary, results are what’s important!

A Simple Plea To Sincere Physicians
On Behalf of all Board Members

of The Rheumatoid Disease Foundation
now The Arthritis Trust of America

by

Gus J. Prosch, Jr., M.D.

“If you are sincere and truly desire to relieve the agony and
suffering of your arthritic patients, I beg of you to give the
previously recommended treatments a trial on your rheumatoid
and osteoarthritis patients. I promise you that you will receive far
superior results in relieving your patients’ pain, suffering and
disability than anything you have ever used before. You will be
treating the cause of the rheumatoid disease and not simply the
symptoms. You can now offer these severely neglected patients
far more than a simple ‘hope’ of finding relief which conventional
methods of treatment cannot even offer. You will be offering them
total relief which will literally change the entire lives of these
patients and their families. You will never find the satisfaction and
pleasure of helping your fellowman any greater than by using
these techniques to treat arthritic sufferers. You will completely
and thoroughly understand what I mean when certain patients
come to you in a wheelchair and, after receiving your treatment
and injections by the above recommended techniques, they refuse
to use the wheelchair to leave your office.

What joy What contentment! What satisfaction!
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Good luck and God be with you!!!”

Chapter VI
Professor Wyburn-Mason’s Theory of Protozoal Cause
of Many Hitherto Unrelated Diseases

The Prevailing Medical Theory

Are you surprised that a simple thing, like an amoeba,
is the basis, the primary cause of all your “incurable” rheumatic
disease problems?

The author was, so much so that he visited Vanderbilt
University Medical Library to consult with two current books of
internal medicine. The following is quoted:

Internal medicine book 11: “On the basis of current
evidence, itis more likely that rheumatoid factors are products
of the host response to a primary event. The nature of this
postulated primary event is still unknown, but there is renewed
interest in an old concept that microbial disease may underlie the
development of rheumatoid arthritis.”

Internal medicine book 22: “The etiologic factor(s)
[causes] that set into motion the above immunological events is not
known. An infectious agent, viral or bacterial, may will initiate
the immunologic and subsequent inflammatory process in rheu-
matoid arthritis, but this hypothesis needs experimental proof.”

Wyburn-Mason s Findings

Professor Roger Wyburn-Mason’s 479 page book The
Causation of Rheumatoid Disease and Many Human Cancers — A
New Concept In Medicine (1978) and his Addenda (1983), upon
which this book is based, are textbooks written for medical doc-
tors and researchers in micro-biology, and cannot be read easily
without a medical dictionary.

Wyburn-Mason’s  proofs, arguments, and case-
histories are exceedingly well done and lead the reader to but one
conclusion: Protozoa that have been with man since his earliest
evolution are still with him, and, like the bacterial theory of the
origin of various diseases, these same amoebae can be cited as being
the primary cause of many otherwise and hitherto unexplained
diseases.

Indeed, since arthritic deformities are found in fossilized
bones of animals that preceded man’s evolution, his Homo Sapiens
structure, it must follow that this protozoan or one of a similar
genus followed man’s every evolutionary step.

State of Art in Medicine

By way of placing what follows in context, the author
would take the liberty of itemizing some fundamental principles
that the reader should consider:

1. Clinical applications in medicine always lag behind
research, sometimes by as much as a generation or more. The U.S.
Food and Drug Administration tightly — sometimes too conser-
vatively — controls the use of various drugs for experimental
purposes, thus inhibiting your family physician from taking
advantage of early work done by others, often overseas. State
medical boards, rightly or wrongly, inhibit medical practices not
approved by peer review.

2. The increase in malpractice suits against physicians
has brought about an almost sterile inclination to practice any kind
of medicine except that which is “acceptable” by text-book peer
review. If the text-book says that something cannot be cured, and
that one should, however, treat symptoms, then that is what your
doctor will tell his patient, and what he will do, respectively. It
keeps him out of trouble, although it has virtually no chance of
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curing you.

3. The theory of protozoa as sources of disease in the
human body has only recently been opened by the general medical
profession, and the theory has only now been fully developed
by the research of Professor Wyburn-Mason and shown in the
above named book.

4. There is already a well-developed theory of bacteria as
primary source of disease, a well-developed theory of fungus and
yeasts as cause of disease, a growing development of viral cause of
disease, a new theory of viroids and prions (stripped-down
virus), and a very sporadically developed theory of protozoan
(amoeboid) cause of disease, until now.

5. Consider the original, historical impact of the
theory of bacteria as primary source of disease. Once you get the
idea that there are many different species and strains of bacteria
and that, when they invade humans, they each affect different
systems and organs in different ways, one can begin to under-
stand the parallel protozoal theory. Broad-spectrum antibiotics
can be used interchangeably against microbial caused diseases
thereby demonstrating many different symptoms and bringing about
acure of each. So it is with the protozoan theory of disease. There
are over 300 species of amoebae identified to date, some of which
are pathogenic, and certain broad-spectrum anti-protozoal medi-
cines will knock them out, no matter what the ultimate symptoms
may appear to be and no matter how those symptoms are currently
classified in medical literature. Remember, symptoms classifica-
tions are only that, not descriptions of primary causes!

6. According to Professor Roger Wyburn-Mason’s work,
there are certain protozoa that are called Limax (Limax amoeba:
meaning slug-like amoeba) that are found in virtually all human
and animal tissue from birth onward. Similar to the ever-present
bacteria, these Limax amoebae may be pathogenic and may affect
different parts of the human body in different ways, depending
upon their species, your genetic heritage, and upon which sys-
tems or organs they invade. Their hostile invasions are apparently
triggered off within the body in the same manner and for the same
reasons that multiplication of hostile bacteria begins.

7. These Limax amoebae were not found in many dis-
eases previously because (a) it was thought to take special staining
techniques to find them, (b) when they are found they are often
mistaken for the body’s own macrophages or poorly stained leu-
kocytes, (c) even when animals are inoculated with them and simi-
lar diseases produced in the animals, the amoebae are difficult to
find in the lesions, although the live protozoa can be separated from
tissue by special techniques.

8. In Chapter IV of Professor Wyburn-Mason’s book
(pages 120-1) it is stated that the Limax amoebae were isolated
from:

a. all the tissues of all cases of collagen and
auto-immune diseases examined, including cases of rheumatoid
arthritis, systemic lupus erythematosus (disease producing symp-
toms on skin), lymphocytic thyroid lesions (infection of thyroid),
salivary glands affected by Sjogren’s syndrome (inflammation of
parotid glands; arthritis; dryness of mouth from lack of secretion)
etc. In these cases, it was found not only in the region of the
affected joints, muscles, thyroid and salivary glands, but also in
the spleen, lymph nodes and central nervous system, and, in fact,
in all apparently normal tissues.

b. all body tissues in all cases of human leuke-
mia (disease of blood-forming organs) and lymphoma (disease of
lymphoid tissue) examined.

c. all of a large number of human and animal
malignant tumors examined, when it occurred in large numbers in
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the tumor itself, but in lesser numbers in all the unaffected tissues
of the body.

d. all aborted material exhibiting congenital
growth anomalies examined and in many normal placentas.

e. hypertrophied tonsils and adenoids removed
at operation.

f. the normal tissues in many healthy subjects
killed in accidents.

g. human and mammalian fecal material.

h. uncooked beef, mutton, pork, and eggs and
unsterilized milk.

1. some specimens of surface soil.

J. certain plant tumors growing at the site where
the stem passes through the soil.

9. The Limax amoeba was not found in laboratory mice
and rat cancers.

Primary Source of Rheumatic Diseases

The protozoan theory as the primary source of rheuma-
toid diseases is simply this:

1. The Limax amoebae are found virtually everywhere in
the world, and inhabit virtually all animal bodies, including man’s.
Encysted forms (spheres filled with reproductive material and holes
through which this can escape) are taken into the body through air,
water and food and adult forms are found in the feces of most
animals, including man. We are constantly infected and re-infected
with both pathogenic (disease producing) and nonpathogeic forms.
Such protozoa form part of our natural environment and are quite
unlike and unrelated to those forms of parasitic amoebae which
cause amoebic dysentery in man.

2. In certain individuals, stress, or the taking into their
body of certain pathogenic species of amoebae, causes the body
tissues containing the organisms to react to their presence and
become inflamed, providing the organismis pathogenic and the
patient’s individual cells contain certain genes which make them
react to the presence in the tissues of these organisms, where its
products are recognized as antigens3 by our bodily defenses. This
reaction to the presence of the organism is genetically controlled,
so the disease may run in families.

3. The reaction to the presence of these foreign and
pathogenic organisms consists of the proliferation of certain
cells called lymphocytes and their derivative plasma cells, which
produce antibodies against the antigens of the organism. These
antibodies are present in the blood plasma forming immunoglobu-
lins. Both the blood cells and chemicals attempt to destroy the
foreign bodies and in so doing fail to discriminate between them
and many normal tissues in the body. As Dr. Jack M. Blount
explains, “like innocent bystanders, they get hit by bullets aimed
at an invader; our own immune system attacks both the invader
and our own tissues, thus the name ‘autoimmune disease.’”
However, though these blood changes are undoubtedly present,
no one until now has been able to find their cause, though it has
frequently been suggested that they are due to some unknown
infection. These inflammatory changes may involve any tissue in
the body.

4. Many other micro and macro events abound, but sim-
ply stated, it appears as though the inflammatory changes and
destruction of joints is partially due to the presence of the amoeba
and partially due to the blood. This is true of all the tissues of the
body.

5. Two physicians have confirmed Professor Roger
Wyburn-Mason’s findings of protozoa in the tissues#; and also by
England’s Air Vice Marshall Stamm?; and also by Raymond
Cursons,® New Zealand, that the sera of all living humans and even
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the cord blood, contains antibodies against free-living amoebae,
whether pathogenic or non-pathogenic, indicating that every-
body is infected by these protozoa. Craig and Faust” state that
unspecified types of amoebae have been isolated from every tissue
in the body, while C. Dobell8 states there is hardly an organ in the
body from which somebody has not obtained amoebae.” Dr. Bra-
dley, a microbiologist, has positively identified antibodies against
Naegleria fowleri in the blood of his patients9!

6. Most amazing, after Roger Wyburn-Mason’s discovery of
the organism in human tissues, there is found a published report in
192210 and 1924 by the eminent protozoologists, Kofoid and
Swezy, in the University of California Publications of Zoology,
who describe their findings in the bone marrow of cases of rheu-
matoid arthritis and the lymph nodes of Hodgkin’s disease (Dr.
Roger Wyburn-Mason’s work was confirmed 50 years ear-
lier!) The two protozoologists suggested an aetiological relation-
ship to the arthritic process, but they published this in a zoological
journal, so that their findings never received the interest they de-
served. (In 1969, Dr. S.L. Warren and Dr. Leonard Marmor!
reported finding an agent in tissue drawn from patients with
rheumatoid
arthritis

Herxheimer reaction in suffering arthritics, and healthy patients do
not react in like manner, proves the presence in the lesions of
rheumatoid arthritis of an amoebal2 [or other single celled organ-
ism such as a macrophage, Cell Wall Deficient bacteria, or Cell Wall
Deficient candida, that is responsive to the same antiprotozoal
chemicals. Ed. S.C.].

8. The organisms have been demonstrated in tissues
by immunofluorescent staining of sections to which antisera to
the organisms have been added. 13

9. A condition almost identical with rheumatoid arthri-
tis may complicate amoebic dysentery; but in this case, the organ-
isms are not in the tissues, and patients do not exhibit the Herxheimer
reaction with antiamoebic drugs.

10. Thus, if the protozoal theory is correct, when we seek
to cutdown inflammation and pain in rheumatoid arthritis with
anti-inflammatory drugs (as with aspirin and aspirin substitutes),
we are simply decreasing symptomatic responses, and leaving the
protozoa free to continue proliferating and causing further damage.

11.A- gain, if'the protozoal theory is correct, when we seek

to knock out the immunological system (as with imuran treatment)
we are sim-

ply freeing

which could
be transmit-
ted to mice
producing in-
flammatory
changes.
Since then,
the sub-
stance
[which ap-
pears to be
an infectious
nucleic acid
precipitate]
has  been
found in syn-
ovial tissues
removed
from the
joints of pa-
tients with
classical
symptoms of
advanced
acute rheu-
matoid ar-
thritis. It ap-
pears to be
present dur-
ing the early
and active
stages of ar-
thritis when
the disease is
spreading
from joint to
joint. The Limax am
researchers suspect that the Limax amoebae are the carriers of
the rheumatoid arthritis ribonucleic acid infective agent.)

7. But even without confirmation of the Limax amoeba,
the fact that antiprotozoal medicines bring about the Jarisch-
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‘ Photograph of a Limax amoeba which emigrated from the malignant
lissue in a case of carcinoma of the bronchus (unstained). (X1500). Note
single spike-like pseudopodium, typical of many species of Naegleria*.

the protozoa
from any
check and
balance, and
so it can be
expected to
continue
proliferating
and causing
further dam-
age.
12.
If the proto-
zoal theory is
correct,
when we
seek to block
the interac-
tion be-
tween anti-
gen and
anti-body
(as with
cortisone
treatment),
we are sim-
ply freeing
the protozoa
for further
action.
13.
If the proto-
zoal theory is
correct, then
some weeks
of the
iediate relief in most
symptoms, especially as the body no longer finds need to react
against the invader, and the immunological system can then settle
down -- and this is exactly what Professor Roger Wyburn-
Masonl4 and Dr. Jack M. Blount and other researchers have
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A cyst of Limax amoeba beside a trophozoite heavily pigmented as
recovered from human malignant tissue. The pigmentation is
presumably due to phagocytosis of debris from the minced-up tumor
tissue (unstained) (X2000)*. [Compare with Figure 2 in Jager and
Stamm (1972).]

Cysts of Limax amoeba formed after migration from malignant
tumors under the influence of thermotropism (unstained). Shows
simultaneous cyst formation from a cluster of trophozoites (X950)*.
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Cylindrical glass jar
/ or beaker containing
ice which is replac-
ed as it melts.

Minced tissue lying
on membrane filter
[~ resting on zinc gauze

Membrane filter with
pores 0.5-1.0u.

™ Zinc gauze.

Ringer's Solution at
37 C°.

—}- Water bath at 37 C°

Rubber tubing and

clip.

Drawing of apparatus used to enable migration of organism to take place
under thermotropic influences. Note: do no use copper screen as the copper ion
will kill the amoebae. (Used by courtesy Professor Roger Wyburn- Mason).
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1. Fifteenth Edition of the Cecil Textbook of Medicine, Vol. 1,
W.B. Saunders Co., Philadelphia 1979, p. 187.

2. Harrison's Principles of Internal Medicine, 9th Edition,
Vol. 11, McGraw-Hill Book Co., New York, 1980, p. 1873.

3. From “The Genetics of Antibody Diversity,” by Philip
Leder, Scientific American, Vol. 246, Number 5, May 1982, p. 102,
we learn: “[Our] immune system has a virtually unlimited capac-
ity to generate different antibodies, which recognize and bind to
many millions of potential antigens, or ‘nonself” molecules. .. An
antibody is an assembly of protein chains, and the structure of a
protein chain is specified by aunit of genetic information: a gene.
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amino acid composition of a chain and the sequence in which the
amino acids are arrayed along the chain determine how the chain
folds in three dimensions and perhaps combines with other chains.
...The amino acid composition and sequence of a protein chain are
prescribed by [the] gene.”

4. James W. Overstreet I1I was in the Microbiology Depart-
ment, Vanderbilt University. Nashville, Tennessee, USA in 1965,
according to a personal letter from Professor Roger Wyburn-
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Mason to author. In a letter dated February 1, 1983 to Wyburn-
Mason, James W. Overstret, M.D., Ph.D., now Associate Profes-
sor of Human Anatomy and Obstetrics and Gynecology at Univer-
sity of California , Davis, states: “Thank you for your letter of
January 22, 1983. T am the same individual who corresponded with
you in 1965. At that time, I was a second year undergraduate
student and the work on protozoa recovered from human tissue
was my first independent research project. Ithought you might be
interested in my curriculum vitae since it details my subsequent
professional career. As you see, I spent several years in Cambridge
where my research interests became focused on the area of Repro-
ductive Biology. Although I never pursued the work on protozoa,
I believe that project and your encouragement were significant fac-
tors in my decision to pursue a career in medical research”; and
Magda Uhrinova, Oncological Research institute, Bratislavia,
Czechoslovakia [from Professor Roger Wyburn-Mason, who
states, “Dr. Magda Uhrinova and Dr. A. Kwasnicka working
together also isolated the organism in the same way as I had done
and, when I visited them in 1965, they showed me photographs of
beautiful examples of the organism which I understand was re-
ported to the House Journal of the Institute in that year; I have
since lost touch with them”].

5. The doyen of amoebologists [personal letter from
Professor Roger Wyburn-Mason who states: “Air Vice Marshall
Stamm has long ago retired. He worked at the Institute of
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Amoebology which was then part of the royal Free Hospital,
London. Since his retirement the Institute has closed and this
work is largely taken over by the London School of Hygiene and
Tropical Medicine. I sent a number of slides to Air Vice Marshall
Stamm apparently containing no amoebae visible by ordinary
stains, but out of which I had obtained them. The slides consisted
of tissue taken from the enlarged salivary glands in cases of rheu-
matoid disease, Hodgkin’s disease, knee joint tissue and muscle
taken from cases of rheumatoid disease and in addition various
cancers. I asked him to test them by immunological staining using
antibodies to various species of Naegleria amoebae for evidence of
amoebae and in a number of phone calls and a letter he was highly
enthusiastic and had confirmed by his very selective method of
staining that certain cells in the tissues gave the typical stains for
Naegleria though in ordinary circumstances they did not re-
semble them, but looked like macrophages. He did not, however,
publish his findings as those were going to be included in my book.
His findings are those cited by me in my book and were taken from
his letter.”]

6. Cursons, R.T.M., T.J. Brown and E.A. Keys, Lancet,
1977, ii, 875.

7. Craig and Faust, Clinical Parasitology, 6th ed. Henry
Kimpton, London, 1957, p. 211.

8. Dobell, C., The Amoebae Living in Man, John Bell Sons
and Dainelsson, London, 1919, p. 90.

9. Personal correspondence from John R.A. Simoons, Ph.D.
to Dr. J.M. Blount, November 5, 1981

10. Kofoid, C.A., Swezy, O., “Amebiasis of the Bones,” J.
JAMA, 78: 1602-1604, 1922a; also “Mitosis in Endamoeba
Dysenteriae in the Bone Marrow in Arthritis Deformans,” Univ.
Calif. Publ. Zool.20:301-307, 1922b; also “On the Occurrence of
Endamoeba Dysenteriae in the Bone Lesions of Arthritis Defor-
mans,” Calif. State J. Med. 20:59; 1922x Kodois, X.A.; Boyers,
L.M.; Swezy, O. “Endamoeba Dysenteriae in the Lymph Glands
of Man in Hodgkin’s Disease,” Univ. Calif. Publ. Zool. 20: 309-
312; 1922a; also “Occurrence of Endamoeba Dysenteriae in the
Lesions of Hodgkin’s Disease,” JAMA 78: 1604-1607; 1922b; and
Kofoid, C.A., Swezy, O., Boyers, L.M., “The Coexistence of
Hodgkin’s Disease and Amoebiasis,” JAMA 78: 1602-1604, 1922;
[from Professor Roger Wyburn-Mason: Also “later publication in
1925 in the Univ. Calif. Publ. Zool. where they changed the name of
the organism to that of Vahlkampfia, which is free-living amoeba.
The organism that they found in the bone marrow differed from
normal cells in that it contained only 6 chromosomes as compared
with the normal 46 of humans and its method of mitosis (multi-
plying) and possessed one pseudopodium which is identical with
the organism as found by “Professor Wyburn-Mason].

11. Arthritis News Today, Vol. 1, No. 10, “Progress on the
Cause and Treatment of Rheumatoid Arthritis,” P.O. Box 730, Yorba
Linda, California 92686, July 1979, pp. 1-2.

12. PK. Pybus, S4 Mediese Tydskrif, “Metronidazole in
Rheumatoid Arthritis,” February 20, 1982, p. 261-262.

13. According to one of Professor Roger Wyburn-
Mason’s latest communications, “Dr. P.K. Pybus and Dr. A.E.
Davis, both of South Africa, have recently informed of a very
simple method of isolating the organism and the cysts from the
effusion fluids of actively inflamed rheumatoid knee joints. Using
a sterile needle and syringe they withdrew all the fluid from
inflamed knees and put this into a sterile screw top bottle. They
allowed this to stand and cool for a few hours and then examined
the deposit. In all cases the deposits contained groups of typical
free-living amoebic cysts identical in appearance with those in
Figure 1 of the article by Jager and Stamm (Lancet 1972, 1i, 1943)
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featuring the cysts of an organism of the Naegerial genus. The size,
the fenestrated holes allowing the cytoplasm of the cysts to escape
and the varying colouration of the cysts from dark brown to light
brown, dark blue to light blue, are typical of the same cysts
photographed by the present author as being found with their
trophozoites in rheumatoid disease and cancers and photo-
graphed at Figure 7, page 123 in the original monograph. The
variation in colour found by both Pybus and Davis and the author
caused the latter to christen the organism, amoeba chromatosa
(colored amoeba). In addition Pybus and Davis sometimes found
the motile amoebae apparently attempting ingestion of red blood
cells and sometimes in the process of encystment. These workers
remarked that these objects one would normally dismiss as cell
debris or ‘gubbins,’ but in view of their features they are undoubt-
edly small amoebae.”

14. Professor Roger Wyburn-Mason had spent 27 years in
the field of protozoology, pharmacology and rheumatology.

“Of Course one does meet brilliant men but they are
isolated. The fashion nowadays is all for groups and societies of
every sort. It is always a sign of mediocrity in people when they
herd together . . . The truth is only sought by individuals, and they
break with those who do not love it enough . .. -- Dr. Zhivago
By Boris Pasternak.

Roger Wyburn-Mason
Letter received, June 1983

I have been thinking over the significance of the discov-
ery of the cause and cure of rheumatoid disease in all parts of the
world.

To begin with the treatment and cure of the early
disease prevents patients becoming chair-bound and bed-ridden
and eventually taking up beds in hospitals for the physically
handicapped, which in your country and my own and in all coun-
tries of the civilized world is an enormous drain on financial re-
sources.

In addition while the patient is gradually developing the
disease over he course of years he has with the so-called orthodox
treatment long periods off work in which he is paid for by the state
either at home or in hospital absorbing enormous amounts of
expensive anti-inflammatory or immunodepressant drugs very of-
ten paid for by the state and requiring medical and nursing atten-
tion throughout the active period of the diseases. In spite of this
the disease makes its inevitable painful progress.

In children the disease causes painful deformity often
treated with cortisone derivatives which stunt growth and do not
kill the cause of the disease. They end in homes for the incurable
provided by the state.

From these observations it is obvious that treatment of
RD by anti-free-living amoebic drugs will result in the saving of
enormous amounts of money by the state in providing hospital
accommodation, doctors, nurses, drugs and apparatus, while if the
patient is not hospitalized he remains ill at home where he has to
be nursed and doctored and the Government pay his unemploy-
ment benefit.

The discovery of the cause of the disease and its cure will
have an important financial bearing on the state and country pro-
viding all the above mentioned aids in the commonest disease
affecting mankind and the one causing more suffering and disability
than any other.

Within ten years the disease could probably be elimi-
nated from civilized countries setting free enormous amounts of
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money to be used for other purposes.

Chapter VII

Amazing Implications of the Protozoan Discovery

Broad-spectrum Antibiotics

As has been already stated, when the germ theory of

disease was at last accepted, many disease symptoms could be seen
to respond to similar or identical medicines. In later years, particu-
larly stemming from the development of sulfa-like and penicillin-
like drugs, we have seen many apparently dissimilar diseases re-
spond to identical drugs, now called broad-spectrum medicines
because of their ability to inhibit or kill a variety of species or genus
within species of bacteria.

Broad-spectrum Antiamoebics

Professor Roger Wyburn-Mason asserts in his massive
study that the same is true regarding protozoa as a primary cause of
other diseases.

Isolation of the Amoeba

He was able to recover the free-living amoebae (to be dis-
tinguished from parasitic amoebae) from human tissues in certain
conditions by using the property of these organisms to migrate
from cold to body tissues to fluid at body temperature (37°). When
this is done, the organisms can be grown in the laboratory and
various substances can be tested on them to see which kill them.
Among the latter are dugs containing the 5-nitroimidazole nucleus
of which one is the metronidazole or Flagyl®, but numerous others
exist, such as allopurinol. In addition furazolidone, clotrimazole,
and other substances are effective in killing the organisms, but are
unavailable in the USA.

Collagen Diseases

Closely related to rheumatoid arthritis are the so-called
collagen diseases. These include systemic lupus erythematosus
(SLE), dermato-(poly-)myositis, scleroderma (systemic sclerosis)
and polyarteritis nodosa, and every gradation to or combination of
these various conditions with theumatoid arthritis exists and these
diseases may be associated with internal manifestations of the same
process as affects the joints.

In SLE, the presence of the causative organism in the body
produces changes in the proteins of the blood which may deposit in
the walls of blood vessels which then cut off the blood supply to
parts of the brain or kidney especially. When these changes have
occurred, treatment with antiamoebics cannot cure the disease com-
pletely, but can halt its progress. The same applies to advanced
cases of rheumatoid disease, though the cause of the disease may be
killed and damaged joints may be treated by other means such as
surgical or chelation therapy.

The other diseases mentioned above can be cured in early
cases in the same way as rheumatoid arthritis.

Some cases of rheumatoid arthritis or any of the collagen
diseases may be associated with mild diabetes or the rare muscular
disease known as myasthenia gravis.

Myasthenia gravis appears to be due to liberation from
infecting amoebae of substances which combine with the chemical
substances normally liberated at the nerve endings in muscles thus
inactivating and preventing muscle contraction and producing weak-
ness.

Diabetes is not due to failure of the cells of the pancreas to
produce sufficient insulin to enable the muscle and liver cells to
store sugar in them. This was the theory until some years ago when
a United States Professor! received the Nobel Prize for medicine
by showing that in diabetes the pancreas produces either normal or
excessive amounts of insulin in diabetics.

Diabetes is, in fact, due to inactivation of the normally
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formed insulin by some substance in the body. Ifa patient suffering
from diabetes is treated with the antiamoebic drugs, the mild diabe-
tes will disappear unless the patient becomes reinfected with the
organism. Until the recovery of the free-living amoebae from the
tissues of cases of rheumatoid disease, the generally held idea was
that the disease was due to a chronic antigenic stimulation though
the source of this antigen was unknown. We now know that the
amoeba is the [one] source of this antigen which induces the pro-
duction by lymphocytes and plasma cells of antibodies in the blood.
Susceptibility

The presence in all bodies, including the newborn, of the
organisms (transmitted across the placenta to the fetus) may pro-
duce no damage or signs of its presence unless the species is of a
pathogenic type and even then it may not produce disease in hu-
mans unless the cells of the human’s body possess certain genes
which are inherited from the parents which enable them to become
inflamed in the presence of the organisms. In this way, whole
families may be affected by rheumatoid disease.

Rheumatoid disease may affect any tissue in the body and
produce what are known as precancerous lesions, i.e. changes in
tissues which may develop into cancer.

Treatment with antiamoebics can cure those precancerous
lesions and the tendency for them to become cancerous, but this
requires a course of treatment repeated perhaps yearly or so.

If no reaction to the antiamoebic medicines occurs, then the
individual is free of pathogenic infection. If a reaction does occur,
the individual is infected and even if there is no evidence of active
rheumatoid disease, such an individual may have internal changes
due to the organism, which may develop into cancer.

The Rheumatoid Disease Foundation, now The Arthritis
Fund, recommends that allopurinol be taken at six month intervals
to prevent reinfections. Whenever the patient appears highly sus-
ceptible, and/or the geographical region appears to offer maximum
opportunities for reinfection, antiamoebics could be taken every
two months. Public water systems, swimming pools, dust farming,
meat handling. . . are often excellent sources of reinfection.

The copper ion seems to be rather deadly to the amoebae
but chlorine, as used for purifying our drinking water, is not.

William Catterall, Sc.D., recommends a copper algaecide
for swimming pools; and while the Limax amoebae are very sensi-
tive to small amounts of copper ion -- such as placing a copper wire
in refrigerator drinking water -- he cautions against intake of too
much copper, as this can upset the mineral ratios or even be danger-
ous.

Small doses of antiamoebics taken at semi-annual intervals
may also prevent mild but obvious joint aches and pains, a sign that
fluid movement is being inhibited and also an early sign of rheuma-
toid arthritis. If allopurinol is taken, then 3 tablets (300 mg) a day
each day for seven days should be sufficient to remove reinfections,
and the resulting Herxheimer, if any, will probably be much less
than the first full treatment; if a different antiamoebic is used, then
a different number of tablets may be required.

In both cases, the number of tablets will also depend upon
body weight. Obviously children, or people of above average or
below average weight, should be given differing dosages, usually
determined in terms of 20# increments.

Regular doses will avoid cancerous change in some cases.
Quite apart from the prospect of being able to prevent the appalling
suffering and deformities of long-standing cases of rheumatoid ar-
thritis and its internal lesions, one can cure the disease in children
and eventually the prospect of wiping out probably the common-
est disease in the world opens up.

In addition to this, there is the possibility of preventing the
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development of many cancers by curing the pre-malignant diseases,
which are part of rheumatoid arthritis. As stated, the presence in
the body of the organisms with their antigens stimulates the appro-
priate cells (lymphocytes and plasma cells) found in the bone mar-
row to produce antibodies against these cells. Iflong continued, the
bone marrow cells proliferate and change into cancerous cells called
myeloma or lymphoma, so that the chronic infection with the amoe-
bae is a very important cause of cancer. These growths can be
prevented by taking yearly treatment with antiamoebic drugs only
some of which are available in the United States, but all of which are
harmless, as opposed to the present anti-inflammatory drugs and
cortisone.
Present Rheumatology Practices UnscientiﬁcZ

From the discovery that rheumatoid arthritis is due to an
organism around the lesions certain practices commonly found in
rheumatology are seen to be unscientific:

Firstly, all present anti-inflammatory drugs, gold salts and
penicillamine have side effects which may be so dangerous as to kill
the patient either by damage to the bone marrow, and thus failure to
produce the essential blood corpuscles, damage to the kidney re-
sulting in kidney failure, or to the skin which may peel off the whole
body giving rise to severe and uncontrollable infection resulting in
death, as in the case of the film actress Rosalind Russell. This
group of drugs has never cured a patient. Whereas the drugs
used to kill the amoeba have all been used for twenty or more years
without causing ill effects. These antiamoebic medicines are fre-
quently successful in completely curing the disease. Like bac-
teria, different amoebae show different susceptibilities to different
antiamoebic drugs. It may be necessary to switch from one to
another to obtain the best results. (Alcohol should not be taken
during treatment.)

Secondly, massage and exercising affected joints are guaran-
teed to spread the organism about and make the condition worse.
Affected joints should be rested and cooled with water (not ice) and
never massaged.

It is quite clear from the amazing list covered by Professor
Wyburn-Mason’s work, that he has opened a realm of medical
applications that is strikingly unusual to say the least.3 Causes for
some diseases are unknown, some are classified as hereditary, and
some are flatly blamed on viral infections, while others are diseases
of behavior or thought. Yet anti-protozoan drugs seem to affect
cures, with exceptions noted in Wyburn-Mason’s book (such as
arthritis caused by bacteria or physical shock, et. al.)

Keep in mind that symptom descriptions are only that,
descriptions, and not necessarily indicative of the causes. When
the Limax amoeba [or Cell Wall Deficient bacteria, Cell Wall Defi-
cient candida, or autoimmune macrophage] attacks one kind of
tissue, and depending upon your particular inherited) body chemis-
try, you may have a set of symptoms totally different than would
another from the same amoeba.

Since application of antiamoebic drugs is novel in the treat-
ment of most of the diseases listed, you should work with your
family physician in seeking treatment, or, failing that, contact any
of the medical doctors already working with this treatment.

1. Rosalyn S. Yalow, 1977, who shared one half the prize with
two others, Roger C.L. Guillemin and Andrew V. Schally.

2. For analysis of the unscientific nature of present rheuma-
tology practices, see Clinics in Rheumatic Diseases, December 1983,
W.B. Saunders, Ltd., West Washington Square, Philadelphia, PA
19105. Especially read the chapters on gold shots and pencillamine,
and the lack of scientific basis, as described by leading
rheumatologists.
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3. In the second edition, Crohn’s disease was added to the list
below by Dr. Gus J. Prosch; trigeminal neuralgia and multiple scle-
rosis has been added by further research of Roger Wyburn-Mason,
with precautionary statements given on applying anti-amoebics to
multiple sclerosis footnoted below the list. [See his Addenda, The
Causation of Rheumatoid Disease and Many Human Cancers -- A
New Concept in Medicine: A Précis and Addenda, Including the
Nature of Multiple Sclerosis, The Arthritis Fund, 5106 Old Harding
Road, Franklin, TN 37064, $10.]

Dr. Jack M. Blount, states that manifestations of infection
vary with the anatomy involved, the genetic composition of tissue
affected, and the nature of the infestation. To your family doctor he
says, “Compare to Treponema pallidum (Syphilis spirochete) symp-
toms -- may involve any organ or tissue . . . relapses frequent, may
exist without symptoms for years.”

Roger Wyburn-Mason, in his Addenda, [p.7] adds the fol-
lowing: “Al [autoimmune] lymphocytic and humoral reactions are
thus not the primary disturbance in RD and Al diseases, but are the
response to the tissue damage. The whole syndrome resembles
syphilis. Waldenstrom (1963) and others state that ‘if the spirocha-
ete had not been discovered, syphilis could be taken to be the ideal
model of an Al disease. The variety of tissue reaction antibodies,
the widespread lymphocytic tissue damage and the vasculitis are
characteristic features. “RD closely resembles the rheumatoid mani-
festations in leprosy (Lancet Editorial 1981), which may present
with an acute arthritis affecting one or a number of joints, poly-
myositis, skin lesions, fever, raised ESR, etc. with increase in circu-
lating gamma-globulins and positive serological tests for autoanti-
bodies, RF and ANF, as in RD. This is an immune complex syn-
drome with antigen provided by disintegrating M. leprae. The
reaction may be precipitated by anti-leprosy drugs, a reaction known
as Lucio’s phenomenon, which is identical with the Herxheimer
reaction.” [Emphasis author’s]

Tissues affected are:
Arteries: Periarteritis
Bone: Paget’s Disease, cysts, myelomas
Brain and Cord: Tremors, seizures
Bronchi: Bronchitis, intrinsic asthma
Cardiac: Dysrhythmias, myocardial disease, pericardial
disease
Cecum: Appendicitis, mesenteric adenitis
Colon: Ulcerative colitis
Endocrine: Thyroid, parathyroid, thymus, pituitary, ad-
renal, gonads
Esophagus and Stomach: Atropic mucosa (pernicious
anemia), webs
Eyes: Iridocyclitis, exophthalmias
Fascial Planes: Bursitis
Female Genitals: Ovarian cysts, fibroids, salpingitis-
sterility, tubal pregnancies
Functional CNS: Neuroses, psychoses senility
Hemopoetic: Systemic lupus erythematosus, poly-
cythemia, purpura
Joints: Arthritis
Kidneys: Pyelonephritis, calculi
Liver: Hepatitis, cholangitis, gallbladder disease
Lower Small Gut: Regional enteritis, Crohn’s disease
Lungs: Alveolitis
Lymphatics: Lymphomas, splenomegaly
Meninges: Headache, meningomas
Muscles: Myositis
Nerves*: Trigeminal neuralgia®, [multiple sclerosis*]
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Nose and Throat: Rhinitis, eustachian salpingitis, en-
larged tonsils, & adenoids, etc.
Ovum: Fetal deformities, abortions
Pancreas: Pancreatitis, maturity diabetes, noninsulin de-
pendent diabetes
Salivary & Tear Glands: SICCA syndrome
Skin: Psoriasis, alopecia, erythemas, urticaria
Tendons: Tendonitis, ganglion
Upper Gut: Celiac disease
Important Note
* From Addenda [Roger Wyburn-Mason, p. 26, 28-29]: «.
.. The makers of 5-nitroimididazole drugs warn against administra-
tion to patients suffering from neurological disease, but none of
them on close inquiry can give the reason for this warning. . . MS is
due to the presence in the CNS [central nervous system] of patho-
genic free-living amoebae in a sensitive subject as evidenced by the
tissue antigens and the sudden destruction of the organisms by anti-
free living amoebic substances can cause a sudden and violent exag-
geration of symptoms due to the action of drugs on the organisms
within the CNS. Can such drugs be used in the treatment of MS
without running the risk of exaggeration of symptoms?. . . [It is
possible that] antiamoebic drugs [that do not produce] an Herxheimer
reaction might. . . be used to prevent the progress of MS by killing
the causative agent and preventing the formation of new plaques..”
[also see “Candidiasis: Scourge of Arthritics,” Gus Prosch,
MD; The Missing Diagnosis, Orian Truss, MD, about candida
treatment causing a similar reaction in MS and other conditions;
“Molybdenum for Candida albicans Patients and Other Problems,”
Walter Schmitt, DC; “Sunshine Deficiency Diseases,” S. Cooter,
and Chapters 10,11, 12, in Beating Chronic Illness, Stephan Cooter,
PhD, about the possibility of metabolizing the byproducts of
candida, and possibly the byproducts of dead Cell Wall Deficient
bacteria, candida, or macrophages, with molybdenum and other
compounds in the ammonia, aldehyde, and sulfite biochemical path-
ways: supplying the minerals and vitamins necessary for the ca-
tabolism of sulfur containing proteins might lessen the severity of
the Herxheimer reaction from “foreign” proteins decaying in the
tissues or bloodstream. ]

Chapter VIII

Case Histories

(Based on Professor Roger Wyburn-Mason, Surrey, England,
in which two new anti-protozoan compounds furazolidone and al-
lopurinol were used in the treatment of rheumatoid arthritis. These
compounds have been safely in use for many years for other dis-
eases.)

Introduction

Furazolidone is an antibacterial and antiprotozoan drug ef-
fective against a wide range of common enteric infections, both
bacterial and protozoan, such as Giardia lamblia and Entameoba
histolytica.

It was found that in vitro a dilute solution rapidly killed the
organisms in a culture of the free-living amoebae isolated from the
tissues of rheumatoid and related diseases being equally or more
potent in this respect to the 5-nitroimidazoles.

Allopurinol has been reported as being effective treatment
of the protozoan diseases Leishmaniasis and Trypanosomiasis and
it shows promising results in the treatment of Trypanosoma cruzi
infections and diseases due to other haemoﬂagellatesl.

Free-living amoebae of the genus Naegleria assume a flagel-
late form in distilled water and [ Wyburn-Mason] found that in vitro
the drug killed the cells of a culture of amoebae obtained from the
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tissues of patients with rheumatoid disease in very dilute solution,
being equally or more effective in this respect than the 5-
nitroimidazoles.

Antiamoebic substances without anti-inflammatory prop-
erties, which kill free-living amoebae in cases of active, rheumatoid
disease2 often produce a Jarisch-Herxheimer reaction, indicative of
the presence of such a causative organism in this disease.

It was decided to test the effect of these safe and long-
established substances (furazolidone and allopurinol) in case of
active rheumatoid disease, in view of [ Wyburn-Mason’s] previous
findings of the curative effect of many antiamoebic substances.

When taking furazolidone, patients have occasionally been
reported as having nausea or headache and facial flushing if they
take alcohol. Both substances tend to cause dark yellow coloration
of the urine and this prevents their use in a double blind trial.

The following are the details of successive cases of active
rheumatoid disease treated in a rheumatology practice with fura-
zolidone in doses of 100 mg four times a day for 7 days or with
allopurinol 300 mg three times daily for 10 days.

Successive cases treated with furazolidone

Case 1: Female, aged 62 years. Family History: Mother,
one brother and two sisters all suffered from rheumatoid arthritis
while one brother and one sister are free of the disease. A nephew
and one sister suffered from diabetes.

Past history: Her periods ceased at the age of 40 years. Ten
years previously she noticed painless thickening and stiffness of all
joints of the fingers and thumbs gradually increasing in degree and
eleven months previously she woke up one morning with painful
and swollen fingers and wrist joints, increasing in severity over the
next two months. Her knees were also affected and her symptoms
became so severe that she was unable to use her hands. Four months
later the right knee and both elbows became painful and swollen,
movements were restricted, and she developed bursitis of both
elbows followed by pain and restricted movements of the right
shoulder. She was treated with numerous anti-inflammatory drugs,
including steroid injections into the shoulder joints and olecranon
bursae. Five months previous to being seen, she developed bilateral
carpal tunnel compression of the median nerve for which operation
was undertaken successfully. X-rays showed some slight loss of
disc space in the first carpo-metacarpal joints, but otherwise the
appearances were within normal limits.

The serum RF was strongly positive. Blood sedimentation
rate was 30 mm/hour, RBC was 3.9 X 1012/dl, serum albumin 2.8,
globulin 3.8g/dl, WBC 4.8 X 109/d1, Hb 10.9 g/dl.

She was at present taking 3 Naprosyn® tablets a day with
little relief. There was morning stiffness and stiffness after sitting.
Examination showed marked rheumatoid deformity of hands and
thumbs and of the metacarpohalangeal joints. She could not make a
fist. The changes of rheumatoid arthritis with heat and swelling
were present in both wrists. Restriction of the shoulders, neck and
midtarsal joint movements, and some swelling of the feet was
present.

She was treated with furazolidone, which produced dark
yellow coloration of the urine, stiffness and swelling of the affected
joints on waking, but less pain in the shoulder joints. On the fifth
day, the symptoms had all increased in severity with increased
swelling and pain in the knees with limitation of flexion, but no free
fluid. The symptoms persisted for the next week when they gradu-
ally subsided and after one month had completely disappeared.
She was now able to make a fist on both sides, but there was no
tenderness of any joint.

Two months after beginning treatment she had been able to
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give up taking Naprosyn®, and all joint movements were full, free
and painless. There was only minimal bony swelling in the proxi-
mal interphalangeal joints of the fingers which had been present for
10 years. Blood examination now showed ESR 10 mms/hour, RBC
5.0 X1012/d1, WBC 5.6 X 109/dl, serum albumin 4.6, globulin 3.2 g/
dl, Hb 14.2 g/dl. She remained well for the next eight months of
observation.

Case 2: Female, aged 63 years. Family history: nil revenant.
Past history, hysterectomy for fibroids and bilateral ova-
rian cysts aged 49 years. Three years previously, she developed
pain, heat, hotness and restricted movements of the fingers, wrists,
neck, elbows, shoulders, hips, knees and ankles. There was pain
under the balls of the feet on weight bearing. There were posterior
headaches and nocturnal sweating. In addition she had all the symp-
toms and signs of proven ulcerative colitis. She also had consider-
able weight loss though her appetite was good. She had been treated
elsewhere with Indocid®, Feldene®, brufen, penicillamine,
myocrisin, and salazoprin for diarrhea.

Examination showed a high color in the cheeks, mildly pale
mucosae, pain and swelling of the fingers and wrist joints with
deformities of the wrists, left alecranon bursitis, pain and restricted
movements of the shoulders making it impossible for her to feed
herself or to raise her arms above 45° from the body. Both knees
showed lipomata below the patella, though the movements were
reasonable and full, but painful on the left side. There was slight
pain on extreme movements of the left ankle with midtarsal move-
ments painful and restricted. She was tender on pressure under the
balls of the feet.

Hb 9.0g/dl, WBC 5 X 109/d1, RBC 4.0 X 1012 /d1, ESR 44
mms/hour, serum uric acid 4.8 mg/dl, serum albumin 2.8, globulin
4.6 g/dl.

She was treated with furazolidone as above. On the fourth
day, the joints of the upper limbs were stiff and painful. There was
pain in the neck and head. The left hip was painful and movement
restricted. The left knee became swollen and stiff, but not hot.
These symptoms persisted for six weeks and then suddenly disap-
peared and on examination six weeks later the only abnormal physi-
cal sign to be made out was some slight fluid in the supra patellar
bursa above the right knee; otherwise she was without evidence of
rheumatoid disease.

She was given prednisolone (enteric coated) 2.5 mg’s twice
daily for a week when the signs of bursitis had completely disap-
peared. A blood count now showed Hb 14g/dl, WBC 6 X 109/d1,
RCB 4.8 X 1012/d1, ESR 19 mms/hour, serum albumin 5.0, globulin
3.2g/dl. She has been on a journey to Australia and New Zealand
and back lasting six months without any recurrence of symptoms
and remains well.

Case 3: Female, aged 68 years.

Past history: cholecystectomy for cholecystitis without
gall stones. Ten years history of pains in the neck and shoulders
with moderately restricted movements of the neck and shoulder
joints. The neck pain tended to be severe on waking and occurred
especially on the left side. Later it extended down the medial border
of both scapulae, along the course of the suprascapular nerves. The
joints of both middle fingers became hot, swollen, painful and the
movements restricted, especially of the middle interphalangeal joints.

Examination showed moderate restriction of all movements
of the neck with pain at extremities, tenderness on pressure over
the cervical spine. There was audible crepitus on the neck move-
ments and tenderness on pressure over the shoulder joints with
some slight restriction and pain on movements in all directions. The

27

interphalangeal and metacarpal-phalangeal joints of both middle
fingers were hot swollen and flexion restricted, so that the tips
could not voluntarily reach the palms which showed palmar
erythema. X-rays of the fingers and shoulder joints were normal,
but those of the neck showed mild narrowing of the disc space
between C4 and CS5 vertebrae.

The blood count showed an Hb 14.2g/dl, RBC 4.8X 1012/
dl, WBC 6 X 109/dl, differential count normal, ESR 25 mms/hour,
serum uric acid 4.8 mg/dl, RF (latex) positive 1 in 160, serum albu-
min 2.6, globulin 8.4 g/dl.

She was given furazolidone in the above dose with no effect
for 4 days when she began to develop influenza-like symptoms
with general malaise and aching pains in most of her joints and
increased pain in the neck and shoulders and increased signs of
inflammatory changes in her middle fingers, which became mark-
edly painful and movements further restricted and the joints more
swollen. She sweated slightly and ran a temperature of 39° for 4
days. The urine became dark yellow in color. The exaggeration of
symptoms of rheumatoid disease persisted for two days after ces-
sation of treatment, at the end of which the ESR had risen to 40
mms/hour. There was no lymphadenopathy or eosinophilia. The
exaggeration of symptoms then rapidly died down and within a
week all symptoms and signs of rheumatoid disease had disap-
peared and remained absent over the next six months of observa-
tion, at the end of which time the ESR had fallen to 10 mms/hour,
serum albumin 4.2, globulin 2.8 g/dl. She now feels extremely well.

Case 4: Female, aged 43 years. Her mother suffers from
rheumatoid arthritis and diabetes. Past history: nil revenant.

Rheumatoid disease began some 5 months before being seen
with pain in the balls of the feet on weight bearing, the feet swelling
and the midtarsal joints becoming painful. The toes were painful on
flexion and the ankles painful on any movement. Two years previ-
ously, she had pains across the lower abdomen and lumbar spine,
which have persisted. In the last three months pains and swelling
had spread to the fingers, thumbs, wrists, shoulders and neck, which
was stiff. She suffered from night sweats. There was marked morn-
ing stiffness. RF was positive. She had been treated elsewhere with
aspirin, Indocid® and exercise with some relief.

Examination showed warmth, tenderness, swelling and re-
stricted movements of the wrists, finger joints, thumb joints and
both midtarsal joints with tenderness on pressure under the meta-
tarsals. X-rays showed no bony changes.

She was treated with metronidazole 2 gm on two succes-
sive evenings which was followed by generalized joint pains after
24 hours with sweating, headache, and a temperature of 38.6°C.
Seven weeks later, there was marked improvement in her symp-
toms, but the thumb and first finger joint on both sides remained
hot and swollen and the tips could not be flexed into the palms.
Otherwise there were no abnormal physical signs. ESR was 45 mm
hour, Hb 10g/dl, serum albumin 2.6, globulin 8.2 g/dl, serum uric
acid 4.8 mg/dL.

The symptoms persisted over the next two month when
the dose of metronidazole was repeated with a similar result. After
a further two months, her only symptoms were pains on the dor-
sum of the fingers and tenderness of the right sternoclavicular joint.
Five months later she noticed some return of pains and swelling to
the fingers and wrists and hotness and tenderness of the right ster-
noclavicular joint, and hotness and tenderness on the inner side of
the left foot, which could not be inverted fully without pain. The
symptoms remained unchanged requiring treatment with aspirin
for the next year. At this time, the ESR was 25 mms/hour.

She was treated with furazolidone as above. After three
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days, this caused aching in the fingers, elbows and shoulders and
the midtarsal joints with generalized influenza-like symptoms and
tenderness in most of the other joints. She sweated and her tem-
perature rose to 38.2°C for 3 days. The ESR rose to 80 mms/hour.
Her symptoms rapidly disapppeared three days after cessation of
treatment when she complained of only occasional sharp pains in
various joints, but there were no physical signs of rheumatoid dis-
ease to be made out. Four months after being treated with furazoli-
done, the ESR had fallen to 12 mms/hour, blood count showed Hb
15 g/dl. Over the course of the next three months, she became
completely symptomless and has remained so for eight months
since the course of furazolidone, with serum albumin 4.0, globulin
3.0g/dl.

Case 5: Male, age 53 years. Grandmother and mother both
suffered from rheumatoid arthritis. Nil significant in the past his-
tory.

For 15 years, he had suffered from pain in the back of the
right wrist with swelling, hotness and difficulty in dorsiflexion.
There was occasional similar pain in the left wrist. RF was positive.
A blood count and ESR were completely normal and serum uric
acid was 4.2 mg/dl. X-rays of the wrists and hands showed no
bony changes. He was treated with Inodcid® 25 mg twice daily
which controlled the swelling, but did not completely relieve the
pain and had no affect on the restriction of writ movement. He had
also been treated by acupuncture and some kind of electrical stimu-
lation of the area without benefit and various herbal remedies with-
out effect. A notable feature was that the pain and swelling were
worse in the morning after taking alcohol of any sort.

On examination of the dorsum of the right wrist and neigh-
boring region of the hand was markedly swollen, hot and tender in
one small area. No dorsiflexion of the wrist was possible and pal-
mar flexion and lateral deviation of the wrists was somewhat lim-
ited. No rheumatoid changes were found elsewhere in the body.

He was treated with furazolidone as above and this was
followed by a marked increase in the swelling in the dorsum of the
right wrist lasting 14 days. He also had slight symptoms affecting
the left wrist. Three weeks after taking the tablets, pain and swell-
ing had ceased and the movements of the wrists had returned to
normal for the first time in 15 years. He has been followed for six
months without return of symptoms or signs. The ESR and RF
have not yet been retested.

Case 6. Male, aged 59 years. Family and past history nil
revenant.

Two months before being seen, he noticed an onset of marked
weakness of the arms with stiffness of the wrists and fingers, which
could not be extend fully, and an inability to make a fist on either
side. He also had tingling in the inner side of the thumb, index and
middle fingers and the outer side of the ring finger on both hands.
The neck was somewhat stiff, and there was marked pain and re-
stricted movements of both shoulders and in the elbows, especially
the left, and these could not be extended fully. There was also some
pain and restricted flexion of the right knee. There was marked
sweating of the palms of the hands, especially on the right. All the
symptoms were worse after sitting. X-rays at another hospital
showed no abnormalities in the joints. The weakness of the upper
limbs were so severe that he was unable to carry on his work as a
pianist. RF in the serum was mildly positive.

A blood count showed Hb 13.0 gm/dl, WBC 6 X 104/d1,
RBC3.8 X 106/dl, ESR 44 mms/hours, serum uric acid 5.8 mg/dl,
serum albumin 3.0, globulin 4.8g/dl. He had been treated at another
hospital for four months with indomethacin 25 mg three times daily
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without benefit.

Examination showed marked weakness of all muscles of
the arms and of movements of the wrists and fingers with inability
to lift his arms above an angle of 75° of the body at the shoulders.
He was unable to dress or undress because of this weakness. The
palms were sweating profusely and on both sides there was evi-
dence of median nerve dysfunction. The finger joints and wrists
were swollen, hot and marked restricted. He was unable to flex the
index and ring fingers into the palms. Both elbow joints were hot
and tender and the movements restricted and there was marked
tenderness and pain on attempted movement of the shoulder joints.
Movements were partly restricted by severe weakness and pain.
There were no abnormalities in the lower limbs. The CNS was
normal, but a tensilon test was positive indicating the presence of
myasthenia gravis in addition to bilateral median nerve dysfunction
evidently associated with the rheumatoid condition.

He was treated with furazolidone as above. This produced
a headache on the second day when all his joints became painful and
there was general malaise, aching and morning stiffness. He sweated
during sleep, but nine days after commencing treatment here was a
rapid improvement in the joint pains and weakness of his upper
limbs, though three weeks later he was still unable to close his
fingers fully and full extension of the right wrist was not com-
pletely possible. There was also slight weakness of extension of
the right elbow.

Two months after treatment, he still complained of stiffness
on waking and after sitting with occasional pain in the right shoul-
der, both elbows and the middle interphalangeal joint of the right
index finger. He was not quite able to make a fist and the medial
nerve disturbances were still present. The middle interphalangeal
joints of both index fingers were slightly swollen and tender with
restricted flexion. The course of furazolidone was then repeated for
7 days again with mild increase in pains in the upper limb joints
with hotness and swelling of the wrists and elbows and increased
pain in the right shoulder joint lasting for 5 days, after which the
myasthenic symptoms had completely disappeared and the symp-
toms of medial nerve dysfunction were absent. All joint pain and
swelling had now ceased. He has been followed for a further six
months and has remained symptomless. The ESR now had fallen to
9mms/hour, serum Hb 15gm/dl, WBC 5X 109/d1, RBC 5.5 X 1012/
dl, serum albumin 6.8, globulin 2.8 gm/dl.

Successive cases treated with allopurinol

Case 1: Male, aged 66 years. Fifteen year history of pain,
swelling and restricted movements, particularly of knees, but also
of hips, ankles, wrists and hands. He had been treated by many
anti-inflammatory drugs including aspirin, Naprosyn®, indometha-
cin, Motril®, brufen and others. None of these helped the pain and
swelling of the joints.

On examination, there was heat, swelling and restricted
movements, especially affecting the knees but also the ankles, mid-
tarsal joints, elbows, wrists, both shoulder joints and the neck. The
finger joints were swollen, hot and tender and he could not make a
fist on either side. RF in the serum was strongly positive, the ESR
was 40 mms/hour, Hb 11 gm/dl, RBC 4.0 X 1012/d1, WBC 6 X 109/
dl, serum uric acid 5.6mg/dl, serum albumin 3.0, globulin 4.2 gm/dl.
Differential count was normal.

He was treated with allopurinol 300 mg, three times daily
for 7 days without any reaction until the 4th day when he began to
get shooting pains in most of his joints. The temperature rose to
39.2-39.4°C for 5 days accompanied by shivering chills and on the
6th day by profuse sweating, severe stabbing pains affected the
whole lower limbs, but also in various other parts of the body. This
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lasted for 9 days when his temperature settled and remained nor-
mal.

Five weeks after the initial rise in temperature his symp-
toms and signs of disease had completely disappeared according to
him “in a most extraordinary way.”

He has been followed for eight months during which time
he has had no return of rheumatoid symptoms. He is playing golf,
tennis, squash racquets and swimming. His ESR is not 5 mm/hour,
HB 15.2/d1, RBC 5.3 X 1012/dI, WBC 6.5 X 109/dl, RF negative,
serum uric acid 4.6 mg/dl, serum albumin 6.2, globulin 3.2 gm/dL.

Case 2: Male, aged 22 years. Family history — Grandfa-
ther suffered from rheumatoid arthritis. Three years previously the
patient’s right knee became painful and swollen and left knee, both
ankles and left elbow followed within the next six weeks. These
symptoms were relieved by brufen and paracetemol during the next
six months; but after two years, he developed pain in the lumbar
region and pain, swelling, hotness and restricted movements of the
right elbow and wrist, and then other joints became affected on the
left. Iridocyclitis appeared. This had varied in severity over the
next year during which time the left shoulder and neck became
painful with restricted movements and then the hips and the heels
and insteps were also painful. He sweated excessively and the back
of the neck was stiff. He had been treated with seven (7) 25 mg
tablets of Indocid® and 6 paracetemol a day. The London Hospital
had informed him that he had ankylosing spondylitis.

Examination showed some slight painful restriction move-
ments to right and left. All movements of the left shoulder were
moderately restricted by pain. Extension of the right elbow was
limited to 15° with pain. The right wrist was hot, swollen and all
movements restricted. Other joints were not affected. There was no
evidence of iritis at the time.

He was treated with metronidazole 2 gm on two successive
evenings which resulted in influenza-like symptoms on the first
two days and on the second day exaggeration of the pain and swell-
ing by pain in both shoulder joints, right toes, balls of the feet and
heels on weight bearing. After this, the elbows were less painful
and their movements less restricted. Other joints, however, were
not infected. He had continued to take Indocid® and paracetemol
during this time.

One month after taking metronidazole, there was slight
pain at the back of the neck on flexion, but movements were full.
The shoulder joints were normal. The elbows were painless and
would now straighten almost completely. The right wrist was cold
and not tender and the movements were now full.

The treatment was repeated and six weeks later the only
symptom was slight pain in the ball of the right foot when walking.

He remained well during the next two years without taking
any anti-inflammatory drugs when he reported that for the last two
weeks his left shoulder had begun to ache and both knees gave him
some pain on walking. The right elbow became painful and could
not be extended fully. His neck was stiff on waking. There was
generalized morning stiffness.

Examination showed the right elbow could not be fully
extended by 10°. The blood count was normal, but the ESR was 30
mm/hour. RF was negative, serum uric acid was 5.2 mg/dl, serum
albumin 4.1, globulin 5.2 gm/dl.

He was treated with allopurinol 300 mg three times daily
for 7 days. This produced mild influenza-like symptoms, slight
pyrexia of 38.2° C and some generalized joint pains especially for
the right elbow and left shoulder joints and swelling of both wrists
lasting for two days.

Following this, the symptoms rapidly disappeared and
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within two weeks of beginning treatment he was completely symp-
toms without any physical signs of disease. The ESR had fallen to
9 mms/hour one month after beginning treatment with allopurinol.

He has remained completely well over the last nine months.
Serum albumin 5.0, globulin 2.8gm/dI now.

Case 3: Female, aged 64 years. White inhabitant of Barba-
dos. Family history, mother suffered from cholecystitis and mild
rheumatoid arthritis and half-sister from thryotoxicosis and a sister
died of gastro-intestinal cancer.

In 1967, she had several attacks of cystitis and in June
1969 mild pains and swelling of the finger joints, wrists and pains
and restricted movements of the shoulder and ankles. She was treated
with aspirin without benefit; and in 1970, she began to suffer from
severe weakness and arthropathy of almost all the joints and an
anemia requiring blood transfusions. She was treated by repeated
courses of gold injections until 1972 when this was changed to
prednisolone and indomethacin suppositories. In 1974, she had a
replacement of the right hip carried out. In 1974, both knees had
become severely affected with the disease. In 1978 the pain and
restricted movements of the neck became so severe that an x-ray
was taken and showed severe involvement of the whole cervical
spine with subluxation of C1 on C2 vertebra, for which she was
treated with a collar. The movements of the shoulders became
remarkably painful and restricted with nodules round the elbow. In
1979, there was severe pain under the balls of the feet, and she
developed nasal blocking at this time. There was a slight chest
cough with brown sputum. There was pain in the right chest on
deep breathing. She also complained of considerable generalized
pruritus.

Examination in 1979 showed bilateral nasal congestion, se-
vere thinness; the chest exhibited crepitations in the right mid-zone,
movements of the neck were impossible and the elbows and wrists
were severely painful with all movements restricted with nodules
round the elbow. The fingers and thumbs were completely useless
with ankylosed joints. The right hip movements were free and
painless (the site of the prosthesis) and the left hip movements
were markedly painful and restricted. The knees were knobbly
without free fluid, but with severe crepitus and full movements
accompanied by pain. The midtarsal joints were fixed. The toes
were markedly involved with over-riding. She was unable to stand.
X-rays of the chest showed diffuse shadowing in the right lung. The
serum Hb was 10gm/dl, RBC 11 X 106/dl, WBC 7.0 X 104/dl,
differential count normal, serum uric acid 5.5 mg/dl, ESR 88 mms/
hr, serum albumin 1.8, globulin 5.8gm/dl. X-rays showed gross
destruction of the knees, left hip joint, fingers, wrists and elbows
and of the midtarsal joints with gross deformities of the toes. The
RF was strongly positive. An ophthalmological opinion showed a
positive Shirmer’s test on both sides with evidence of scleritis and
conjunctivitis.

In four days, she began to run an evening pyrexia of 39.2-
39.4°C and complained of pain, hotness and swelling of most joints
and pain in the neck. In addition, she developed rheumatoid nod-
ules over the sacrum and on the dorsa of both feet. The increase in
symptoms lasted for two weeks when the pyrexia settled and the
rheumatoid nodules began to disappear slowly. The pain in the
neck gradually lessened, and the hotness of the joints died down.
By this time, the movements of the neck showed marked improve-
ment in all directions, and those of the shoulders improved to such
an extent she was able to do her hair and feed herself again. She was
able to walk round the room, but this produced aching in the knee
joints after five minutes. There was, however, no joint swelling and
her temperature had fallen to normal.
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This improvement was maintained over the next eight
months; and at the end of this time, the serum Hb was 13.8 gm/dl,
the ESR had fallen to 19 mms/hour, RBC was 4.6 X 106/d1, serum
uric acid 4.6 mm/dl, serum albumin 5.8, globulin 3.6gm/dl. The eyes
were markedly less dry as confirmed by Shirmer’s test and there
was no evidence of active rheumatoid disease, though the previous
articular damage, of course, persisted.

Case 4: Female, aged 63 years. Family history nil revenant.

Past history, hysterectomy for fibroids and bilateral ova-
rian cystectomy age 49 years. Ten years later, she fell and injured
the right ankle and immediately developed pain, hotness, swelling
and restricted movements of the fingers, thumbs, wrists, knees,
elbows, shoulders, hips and ankles, pain and stiffness and restricted
movements of the neck and pain under the balls of the feet when
weight bearing. This was accompanied by occipital headaches,
sweating and loss of weight.

In addition, she later developed symptoms of ulcerative
colitis proven by sigmoidoscopy, radiological appearances and
mucosal biopsy. She was treated by numerous anti-inflammatory
substances, including indomethacin, Naprosyn®, Feldene® by pred-
nisolone and salazopyrin for the colitis. None of these produced
appreciable improvement in her condition.

Her blood showed Hb 10.0 gm/dl, WBC 7500 X 104/d1,
ESR 55 mms/hour, RF strongly positive, serum uric acid 5.3 mg/dl,
albumin 4.2 gm/dl, globulin 6.3gm/dl.

Examination showed high facial color with mild mucosal
pallor, mild rheumatoid deformities of wrists and fingers, left ole-
cranon bursitis, pain and restricted movements of the shoulders,
elbows, wrists, neck, marked crepitus during movements of both
knee joints and restricted flexion and the presence of free fluid.
Movements were painful at the extremes. The left ankle showed
pain on extension, and she was tender on pressure under the balls of
the feet. Walking was painful at the knees and under the balls of the
feet. She was tender over the large intestine.

She was treated with allopurinol as above. After 4 days,
this produced an increase in the symptoms of arthropathy with
pain in the hips, knees, and ankles, the two latter becoming hot and
swollen and her neck painful on movement. Her temperature rose
on the 4th day to 38.5°C, and there was general malaise and influ-
enza-like symptoms. The muscles were tender to the touch, and
she sweated profusely.

These symptoms continued until two days after cessation
of the drum administration when the temperature suddenly fell to
normal; and within 5 days, there was a complete cessation of all
joint swelling, hotness and pain and cessation of symptoms and
signs of ulcerative colitis.

One month later, the serum Hb had risen to 13.8 gm/dl,
ESR had fallen to 22 mms/hour, serum uric acid 5. mg/dl.

The temperature remained completely normal, and she has
remained symptomless without taking any drugs over the last ten
months and without any visual evidence of arthritis, bursitis, or
deformities. No intestinal symptoms and barium enema normal.
Serum albumin 6.4 gm/dl, globulin 4.0 gm/dl.

Case 5: Female, aged 60 years. Family history — no rheu-
matoid disease. Eighteen months previously she began to notice
pain, swelling, hotness and restricted movements of the fingers and
wrists later spreading to the elbows, shoulders and neck and to the
knees, ankles and midtarsal joints with pain under the balls of the
feet on weight bearing. She had been previously treated with in-
domethacin and aspirin without relief. On examination there was
evidence of acute active inflammation in the fingers, thumbs, wrists,
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elbows and shoulder joints with pain, tenderness, heat and restricted
movements. The neck movements were painful and restricted. She
was unable to extend her elbows fully or to do up or undo her
brassiere. She could not feed herself. The wrists, fingers and thumb
joints were markedly swollen, hot and tender, and she was unable
to make a fist on either side. The knees were hot, swollen with free
fluid and restricted flexion and this also applied to the ankles and
metatarsal joints.

Hb was 10.2 gm/dl, WBC 8 X 109/dl, RBC 4.0 X 1012/dl,
ESR 42 mms.hour, serum uric acid 4.4 mg/dl, serum albumin 4.9 gm/
dl, globulin 6.2 gm/dl, RF positive.

She was treated with allopurinol as above which produced
on the third day a marked rise in temperature to 39.5°C, sweating
and generalized pains in the muscles and joints which became swol-
len and hot and included the temporo-mandibular joints. The symp-
toms were severe enough to interfere with sleep in spite of continu-
ing with the Naprosyn® as before treatment.

Ten days after beginning treatment, there was a sudden fall
in temperature and evidence of active rheumatoid arthritis rapidly
disappeared, so that after ten days she was completely free of pain,
stiffness on waking and one month after beginning treatment she
showed no abnormal physical signs whatsoever.

After three months, repetition of blood tests showed Hb
14.6gm/dl, RBC 4.8 X 1012, ESR 16 mms/hour, serum uric acid 5.6
mg/dl, serum albumin 6.4 gm/dl, globulin 5.6 gm/dl.

She has been followed for a further six months without
return of symptoms or recourse to pain killing drugs.

Case 6: Female, aged 54 years, Brazilian. Family history
— mother suffered from rheumatoid arthritis. Eight years previous
to being seen, she began to complain of pain, hotness, swelling and
restricted movements of the fingers, wrists, elbows and shoulders,
both knees, especially the right, left ankle and midtarsal joints.
This had been treated in Brazil by hot wax baths to the fingers and
wrists, by massage, exercising of the upper limbs, hands and lower
limbs and by various anti-inflammatory drugs, including predniso-
lone 5 mg twice daily, none of which have controlled the symp-
toms.

On examination, there were typical rheumatoid arthritic
changes in the above mentioned joints with swelling and heat, marked
palmar erythema with restricted extension of the right knee. There
was tenderness on pressure under the balls of the feet and bilateral
olecranon bursitis. Neck movements were restricted with tender-
ness on pressure over the cervical spine at the side of the neck. She
was unable to raise her arms above the shoulder; walking was only
possible with a stick.

X-rays showed a minimal loss of disc space between C5-6
vertebrae in the neck, but were otherwise normal. Blood showed
strongly positive RF, ESR 104mms/hour, Hb 10 gm/dl, WBC 5 X
109/d1, RBC4X 1012/dl, serum uric acid 4.6 mg/dl, serum albumin
2.0 gm/dl, globulin 5.8 gm/dl. The temperature was 38.0°C and
there was palmar erythema and sweating.

Treatment consisted of gradually tapering off the pred-
nisolone and substituting with Feldene® 2 tablets in the morning.
This, however, did not control the symptoms. She was therefore
treated with a course of allopurinol.

Within three days, she had a violent joint reaction with
pain, welling, hotness and restricted movements of all her joints,
profuse sweating and considerable pain requiring morphine injec-
tions to control it. The temperature reached 40.0°C for several
days.

After ten days, there was a sudden cessation of her joint symp-
toms, pain and sweating and a fall in her temperature.
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Within a week, she was free of any joint symptoms and
was able to walk normally. At the height of her symptoms the ESR
had risen to 1450 mms/hour, WBC 9 X109/dl and 8% eosinophilia.

She was observed for the next six months during which
time the symptoms did not return, even after giving up anti-inflam-
matory drugs.

The serum uric acid was at that time 4.6 mg/dl, Hb 14.5 gm/
dl and the ESR was 18 mms/hour, serum albumin 6.8 gm/dl, globulin
5 gmy/dl.

Conclusion

The above findings show that when the antiamoebic sub-
stances furazolidone and allopurinol are administrated to patients
suffering from active rheumatoid disease, within a few days they
cause an exaggeration of the disease symptoms, which may be se-
vere and accompanied by a rise in ESR, eosinophilia, sweating,
pyrexia, all of which begin to die down after about ten days. This
may be sudden and is followed by rapid and complete relief of
disease symptoms, providing there has not been destruction of
joint cartilage or bone or deformities have been present. Myasthe-
nia gravis and ulcerative colitis likewise disappear.

In the next six months, all serological signs of infection
disappear and the patient returns to health and normalization of the
ESR and Hb and in the course of time the RF becomes negative.
The exaggeration of symptoms is an example of the Jarisch-
Herxheimer reaction. This is in accord with the previous demon-
stration of the presence of a free-living amoeba in the region of the
joints and elsewhere in the body and of the curative effect of other
antiamoebic substances, such as 5-nitronimidazoles.

(Based on Madden, J.E., B.M., B. Ch. [Oxford],
and

Mendel D., M.D., B.S.

Hounslow Health Centre, Middlesex, England)
The effect of tinidazole on cases of active
rheumatoid arthritis2-3:4.

Introduction

Wyburn-Mason (1978) first reported the effect of 5-
nitroimidazole drugs on cases of active rheumatoid arthritis. He
found that in almost all cases, on first administration, they caused
an immediate transient exaggeration of the manifestations of the
disease often with influenza-like symptoms and in the appearance
of'lesions in tissues not previously affected. These symptoms gradu-
ally disappeared over the course of the next 2-3 months and in
many cases all signs of disease activity were lost both clinically and
serologically in the course of 8-12 months. The exaggeration of the
symptoms of the disease could be lessened by the concomitant

administration of an anti-inflammatory substance.
The authors undertook a trial in an attempt to confirm this
report, using the most potent antiprotozoal drug of the 5-
nitroimidazole series, namely tinidazole. The case of rheumatoid
arthritis used in the trial were successive ones fulfilling the features
of probable, definite or classical examples according to the Ameri-
can Rheumatism Association classification encountered in a general
medical practice. In most cases, those which were already taking
anti-inflammatory drugs continued on this regime and the tinidazole
was given as 2 gram doses on 2 successive days. An attempt at a
double blind crossover trial with a placebo was unsuccessful, since
in all cases taking tinidazole within 24 hours there occurred general-
ized malaise with influenza-like symptoms, profuse nocturnal sweat-
ing and a marked increase in the arthropathy by the second or third
day so that the trial was no longer blind to the observer. Instead of
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this, an open trial was used. Full investigations of each case were
carried out immediately before and throughout the trial and contin-
ued for 12 months or more after the administration of the tinidazole.
All patients were advised not to take alcohol during the next month
and not to exercise the joints and more than was essential and to
avoid massage and heating the joints.

Successive cases treated with tinidazole

Case 1: Female, aged 54 years. Family history nil revenant.
Acute onset of painful joint swelling in October 1979 involving the
fingers, wrists, shoulders, knees and feet. Treated with aspirin with-
out improvement.

Examination showed painful, tender, hot swelling of the
wrists, finger and thumb joints, knees and ankles. Serum ANF posi-
tive, RF negative, ESR 20 mms per hour. HB 14.6 Gm per cent.
RBC 4.4 ml X 1012/d1, WBC 5.8 X 109/dl, no LE cells, albumin 2.4
mm per cent, globulin 2.4 mms per cent. Radiographs of wrists,
fingers, knees, ankles normal.

On January 15th and 16th, 1980 she was treated with 2 grams
of tinidazole on both days. This resulted in influenza-like symp-
toms and lasted 36 hours with severe nocturnal sweats and some
increase in the severity of the arthropathy lasting for 10 days fol-
lowing which there was a rapid disappearance of the joint swelling,
pain and heat and return of the movements to normal during the
next 12 months.

After six months, she was completely symptomless. The
ESR was 14 mm per hour. ANF and RF were still positive. Hb was
14.8 Gm/dl, RBC 4.8 X 1012/d1, WBC 5.5 X 10%/d1, serum albumin
3.0 Gm per cent, globulin 1.8 Gm per cent. Eighteen months after
treatment apart from occasional joint pains varying with the cli-
mate and controlled by aspirin, she has remained well. The ESR is
now 6 mm/hour, ANF and RF negative.

Case 2: Male, aged 43 years. Family history, nil revenant.
Twelve year history of progressive seropositive rheumatoid arthri-
tis beginning in the wrist and gradually spreading to involve the
fingers, ankles, knees, elbows, shoulders, neck at midtarsal joints.
He had been treated with indomethacin and prednisolone through-
out.

Examination showed typical rheumatoid changes in all the
above joints with signs of activity as evidenced by heat and pain.
All the joint movements were restricted, especially wrists, fingers
and knees, which exhibited free fluid in the joint cavities. The arms
could not be raised about 45° at the shoulders, and he was unable to
shave, feed himself, do up his tie or put on his coat. Walking was
painful and limited and movements of the knees, and ankles were
restricted and of the midtarsal joints nonexistent. He could not
make a fist and dorsiflexion and palmar flexion of the wrists was
impossible. The fingers and thumbs could not be fully extended.
X-rays showed loss of joint space in both knees and fingers. Serum
ANF negative, latex test positive 1 in 20, RAHA positive 1 in
2560, ESR 64 mm per hour, Hb 11.0 Gm per cent, RBC 4.2 X
101271, WBC 109 X 109/1, neutrophils 59 per cent , lymphocytes
33 per cent, albumin 1.8 Gm per cent, globulin 3.8 Gm per cent, IgG
2000mg/dl, IgA 500/dl, IgM 200 mg/dl.

On 2nd and 3rd of February 1980, he was treated with
tinidazole 2 grams on both days. He continued on indomethacin and
prednisolone. This resulted in some exaggeration of his symptoms
over the first week followed by a definite lessening of the pain and
hotness of the joints; and after two months, the ESR had fallen to
19 mms per hour, RAHA was positive 1 in 640, latex test positive
1 in 20, and the ANF was negative.

Because of the improvement, the patient requested another
course of treatment three months after the first. This was given as
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2 grams tinidazole on the 1st and 2nd April 1980 and was followed
by headache, general malaise and an increase in the joint pains a
week later. He was tapered off steroids.

Six months later there was a remarkable improvement, and
all signs of activity of the disease were absent, the joints being cold
and mostly painless, not swollen and with full movements, except
for the knees which were still painful with marked crepitus on
movements due to secondary osteoarthritic changes, and some pain
and swelling of the finger joints.

One year after the first treatment with tinidazole, the ANF
was negative, the RF latex test was less than 1 in 20, and the RAHA
was now 1 in 80, albumin as 3.6 Gm per cent, globulin 2.8 Gm per
cent, ESR was 19 mms per hour, Hb 14.8 g per cent. RBC 4.6 X
1012/1, WBC 7.8 X 109/1. He has remained symptomless apart
from his knees and fingers and is still under observation.

Case 3: Female, aged 50 years. Family history, nil revenant.
Three year history of gradual increase in pain, swelling, hotness and
restricted movements of fingers, wrists, elbows, shoulders, neck,
temporo-mandibular joints, knees, ankles, midtarsal joints and
metatarso-phalangeal joints in spite of treatment with aspirin, gold
injections, levamisole, indomethacin and opren.

On examination, there was typical rheumatoid arthritis af-
fecting the fingers and thumb joints, wrists, elbows, shoulders,
knee joints with effusions, ankles and midtarsal joints with edema
of the feet and inability to move either the ankles or midtarsal
joints. Joint x-rays showed no cartilage or bony damage. Serum
ANF negative, RF latex positive 1 in 640, Rose Waaler test positive
1 in 64, ESR 34 mms per hour, serum albumin 2.8 Gm per 100 ml,
globulin 3.8 g per 100 ml, IgG 2000mg/dl, IgA400 mg/dl, IgM 200
mg/dl, Hb 12.0 Gm/d, RBC 3.5x 1012/1.

She continued to take opren, but on January 9 and 10,
1980, she took 2 gm tinidazole each evening. This was followed by
influenza-like symptoms and general exaggeration of arthropathy
over the next three week followed by gradual general improvement.

After two months, evidence of active joint disease had dis-
appeared, and she began to put on weight and the muscle power to
improve. After six months the ESR was 18 mms per hour.

She had given up treatment with opren; and after one year
was completely symptomless except for occasional joint pain after
twisting or wrenching or with changes in the weather. At this time,
serum albumin was 4.0 Gm per cent, globulin 2.5 Gm per cent, IgG
800 mg/dl, IgA 60 mg/dl, IgM 140 mg/dl, ESR 6 mm/hour.

She has remained symptomless while still being followed
two years after initial treatment.

Case 4: Female aged 73 years. Family history, a sister
suffered from severe rheumatoid arthritis. The patient gave a ten
year history of progressive pain, swelling, hotness of fingers, wrists,
elbows, shoulders, neck, knees, ankles and midtarsal joints with
considerable pain on the balls of the feet when weight bearing.
There was pain in the region of the temporo-mandibular joints
when chewing. She had been taking brufen over the last year with
no appreciable relief of symptoms.

Examination showed tenderness on pressure over the
temporo-mandibular joints, restricted painful movements of the
head on the neck in all directions with pain on pressure over the
cervical spine, marked restriction and pain of the shoulder move-
ments bilaterally with tenderness on pressure over joint spaces.
The elbows were swollen, hot and tender and could not be fully
extended or flexed. Both wrists were swollen, very tender with
marked restriction of all movements with swelling of the meta-
carpophalangeal joints of all fingers. She was unable to make a fist
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or to extend the fingers fully. Palmar erythema was present; marked
weakness of all movements of the upper limbs. The knee joints
were swollen, hot and tender at the joint spaces with creptitus more
marked on the left. Both ankle joints showed with bony thickening
and restricted movements, midtarsal joints were swollen, hot and
tender with absent movements. There was tenderness on pressure
under the heads of all the metatarsals, some general edema of the
feet and ankles. Blood examination — ANF, RF strongly positive.
ESR 62 mm/hr, Hb 11.4 Gm/dl, RBC 4.3 X 1012/, WBC 30 X 10/
1, 67 per cent neutrophils, 25 per cent lymphocytes, 4 per cent
monocytes, 4 per cent eosinophils, albumin 2.1 Gm per cent, globulin
4.3 Gm per cent. X-rays showed losses of joint spaces in the knees
and interphalangeal joints of the fingers. IgG 3000 mg/dl, IgA 550
mg/dl, IgM 200 mg/dL.

On January 11th and 12th, 1980, she was given tinidazole
2 grams on two successive evenings. Brufen was continued, but the
tinidazole produced an influenza-like reaction with sweating and
pyrexia of 38.8°C on the next two days and some exaggeration of
joint pain and swelling.

She was seen again on May 20th, 1980, when there was a
remarkable improvement in her general condition. The hotness and
swelling of all the joints had disappeared. The neck and jaw ache
were no longer present. The shoulder, neck and elbow movements
were full and painless. The wrist swelling had disappeared. The
joints were no longer hot and movements were almost normal, the
finger movements were no longer painful, and swelling almost dis-
appeared. Flexion and extension of metacarphophalangeal and in-
terphalangeal joints were full with normal grip. The hip joints were
normal. The knee joints were no longer swollen or hot, but move-
ments were still painful. The swelling of the feet was no longer
present, and movements of the ankles and midtarsal joints were
full, free, and painless. There was still tenderness on pressure over
the heads of the metatarsals.

On May 7th, 1980, the blood showed ANF and RF nega-
tive, ESR 3 mm/hr, Hb 14.6 gm/l, RBC 4.8 X 1012/d1, WBC 4.1 X
109/1, 46 per cent neutrophils, 46 per cent lymphocytes, 5 per cent
monocytes, 3 per cent eosinophils, albumen 4.5 Gm per cent, globu-
lin 2.3 Gm per cent.

On December 5th, 1981, she remained symptomless apart
from secondary osteoarthritic symptoms in both knees. The serum
protein showed albumen 4.6 Gm per cent, globulin 2.4 Gm per
cent, IgG 1000 mg/dl, IgA 300 mg/dl, IgM 110 mg/dl. She remains
under observation and symptomless except for some pains in both
knees.

Case 5: Male aged 69 years. Family history — mother suf-
fered from asthma. At the age of 35 years, the patient developed
nocturnal asthma. Ten years previous to being seen, he developed
pains in the upper arms after exercise and drenching night sweats to
be followed by calf pains on exertion and eventually generalized
pains in the muscles which became tender and wasted. These symp-
toms became much worse two years before being seen. He also
noticed painful lumps under the skin lasting 24 hours, morning
stiffness, pains, hotness, swelling and restricted movements of the
elbows and knees and pain and stiffness of the back of the neck.
The shoulders became stiff, and their movements painful and greatly
restricted as were the wrists, fingers, and thumbs. Also, pain was
present in both joints and pain, swelling, hotness, and restricted
movements of both ankles, midtarsal joints, and pains under the
balls of both feet. The left toes became deformed. He also suffered
recurrent left painful parotid swelling. He had been treated by
recurrent courses of gold injections over 8 years without control of
the pain and progress of the disease. He was now completely
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helpless.

Examination showed blood pressure 100/120, left parotid
gland markedly swollen, and tender. All movements of the neck
grossly restricted and painful and there was marked tenderness
over the cervical vertebrae. All the shoulder joint movements grossly
restricted and painful. He was unable to get his hand to his mouth
to feed himself, shave, or comb his hair, or to take his shirt or coat
on or off. All elbow movements were grossly restricted by pain
and tenderness of joints which were hot. The wrists were swollen,
hot and all movements impossible because of pain. Finger and
thumb joints were thickened, cold; and movements slight and re-
stricted. He was unable to write, cut up his food, dress himself, or
go to the toilet. The knees were normal. Both ankles and midtarsal
joints were thickened, hot and movements were impossible. The
left toes showed outward deviation with tenderness under the balls
of'the feet on pressure. The palms were red. He was unable to walk
more than a few paces. Serum RF positive 1 in 640, ESR 102 mm/
hr, ANF positive, Hb 9.4 Gm per 100 ml, globulin 4.6 Gm per 100,
diarrhea with passage of mucus and blood. Sigmoidoscopy and
rectal biopsy and a barium enema showed typical ulcerative colitis.
The indomethacin and aspirin were continued.

On April 6th and 7th, 1980, he was given tinidazole 2 gm
on each occasion. This resulted in a violent reaction with further
swelling and pain in the left parotid gland and pyrexia of 39°C,
drenching night sweats, headache, severe neck pain and stiffness,
and a generalized increase in pain, swelling, and stiffness in all the
joints in the body. The shoulders were so markedly affected, he
was unable to move his arms at the shoulders as though paralyzed.
Within a week, the pyrexia and sweating had ceased, and the pain,
swelling and hotness of the joints began to decrease.

After four weeks, there was considerable improvement in
all his symptoms; and at that time, the ESR was 140 mm per hour.
The parotid swelling had disappeared.

Over the next twelve months, there was a gradual disap-
pearance of all signs of active disease. His diarrhea and abdominal
pain ceased. Power returned to his limbs, and the muscle wasting
lessened until he was left with only some bony thickening of the
left ankle. He was now able to look after himself in the normal
fashion, eat, feed, shave, and dress himself and to walk normally.
He began to gain weight, and the ESR now was 19 mm per hour.
The blood pressure had fallen to 140/80. He had been able to give
up taking aspirin, indomethacin and some five months previously
the ANF and RF were negative, Hb 15.2 Gm/dl, RBC 4.8 X 1012/
1, WBC 6.8 X 109/ 1, differential count normal, albumin 3.2 Gm per
cent, globulin 2.8 Gm per cent, IgG 1200 mg/dl, IgA 280 mg/dl, IgM
80 mg/dl, barium enema was normal.

He has remained symptomless and under continued obser-
vation without further treatment during 2 years.

Case 6: Female, aged 45 years. Six months history of
progressive pain, hotness, swelling, and restricted movements of
wrists and knees, night sweats, morning stiffness, and occipital
headaches.

Examination showed palmar erythema, swelling, tender-
ness, heat and restricted movements of wrists and knees with free
fluid in the latter. Blood count showed Hb 12.6 Gm per cent, ESR
42 mm per hour, RF positive 1 in 320, serum albumin 1.8 Gm/dl,
IgG 2000 mg/dl, IgA 350 mg/dl, IgM 200 mg/dl, LE cells negative,
Rose Waaler 1 in 32. She was treated with brufen tablets, 2 three
times daily after meals during six months with some lessening of the
pain and heat, but no obvious regression of arthropathy. Fluid
persisted in the knee joints.

On January 8th, 1980, she was treated with tinidazole, 2
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gm on 2 successive evenings. After three hours, she noticed influ-
enza-like symptoms with exaggeration of the heat, pain and swell-
ing of the wrists and knees and the appearance of similar symptoms
in the fingers and ankles. There was marked sweating during sleep.
Brufen was continued.

The exaggeration of symptoms was maximal on the third
day after tinidazole was given and thereafter gradual improvement
over the next two months when the arthropathy had disappeared
and the patient felt well. The ESR was now 68 mm per hour. Six
months later, she still remained symptomless in spite of giving up
brufen, and the ESR had fallen to 9 mm per hour, the RF was now
negative, and the blood Hb had risen to 14.8 Gm/dl. A year after
treatment, the serum IgG was 1400 mg/dl, IgA 330 mg/dl, IgM 100
mg/dl.

She is still under observation and symptomless and re-
quires no treatment.

Case 7: Male, aged 49 years. Onset of swelling, pain, and
restricted movements of the left metacarpo-carpal joint of the thumb
persisting for six months followed by acute onset of intense pain
and restricted movements of the left shoulder joint making it im-
possible for him to dress himself. This persisted for five months
and was followed by pain in the right shoulder and in the right
metacarpo-carpal joint of the thumb.

Examination showed signs of gross pain on attempted
movement of both shoulder joints which could not be raised for-
ward or laterally more than 45°. The metacarpo-carpal joints of the
thumbs were severely tender and movements impossible. X-rays
ofthe shoulder joints and thumbs were normal. ESR 36 mm/hr, RF
positive, albumin 2 Gm/dl, globulin 2 Gm/dl. He was treated with
2 gm tinidazole on two successive evenings with violent sweating
on each night and increased pain in the affected joints making it
impossible for him to look after himself.

Within 4 days, all symptoms had disappeared and move-
ments of the affected joints were completely normal and painless.

Three months later, blood ESR was 6 mm/hr, albumin 2.8
gm/dl, globulin 1.8 gm/dl. He has had no recurrence of symptoms
during a year follow-up.

Case 8: Female, aged 29 years. Ten year history of severe
rheumatoid arthritis affecting almost every joint in the body at
times, but especially the left knee. She had received every form of
treatment, including gold injections, penicillamine, cortico-steroids,
and many anti-inflammatory tablets and had recently had a syn-
ovectomy of the left knee, which left it swollen and still containing
large amounts of free fluid. She was confined to bed and emotion-
ally extremely depressed.

Examination showed very active arthropathy affecting the
neck, shoulders, elbows, wrists, fingers, temporomandibular joints,
especially both knees with large amounts of free fluid, ankles, mid-
tarsal, and metatarsophalangeal joints. She was totally bedbound,
sweating and had a temperature of 37.5-39°C. X-rays showed
surprisingly little damage to cartilage and this only partial in the left
knee joint. Blood showed strongly positive RF, ESR 100 mm/hr,
Hb 9.8 gm/dl, RBC 3.6 X 1012/], WBC 4.8 X 109/1, albumin 1.6 gm
per cent, globulin 2.8 gm per cent.

She was treated with tinidazole, 2 grams on two successive
evenings, followed by violent sweating, further pyrexia, and in-
creased pain and swelling of all her joints gradually dying down
during the last two weeks.

Within four weeks, she was able to walk and within three
months, apart from the operated left knee, all the joints were cool,
unswollen and movements normal and painless. The fluid in the
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left knee had absorbed, but walking was still painful to some extent.

During the next two years, her life has become completely
normal except for some pain in the left knee after prolonged walk-
ing. She is able to look after her house and husband and do a full
time job and take a degree at the Open University. Blood count
now is completely normal, ESR 4 mm/hour, RF negative, albumin
2.9 gm/dl, globulin 1.8 gm/dl.

She requires no further treatment.

Case 9: Girl, aged 18 years, born with juvenile arthritis
with marked deformities and had received prednisolone treatment
almost since birth. She complained of pain in the back, in feet and
hands, and her growth was stunted.

On examination, she showed the typical changes of Still’s
disease affecting the spine, wrists, fingers, knees, ankles and feet.
The child was in continuous pain and tearful with severe growth
stunting. Blood showed ESR 60 mm/hr, positive RF, Hb 5.0/dl,
RBC2.5X 1012/1, albumin 1.2 gm percent, globulin 3.0 gm percent.
X-rays showed gross kyphoscoliosis of the spine and marked de-
formities of the wrists, fingers, ankles, feet, and toes.

She was treated with one gram tinidazole on two succes-
sive evenings which produced a short lived Herxheimer reaction;
but within four weeks, the patient was obviously in much less pain
and in two months was completely free of pain, and the joint move-
ments were markedly freer.

The prednisolone was gradually tapered off. She gradually
began to grow in the next year and grew two inches in height and
was able to walk about though the deformities remained. She has
been able to play games with school friends; and after 1-1/2 years,
all the blood parameters are within normal limits.

Case 10: Male, aged 65 years. Slow onset of pain in the
left shoulder and left side of the neck and tingling down the outside
ofthe arm, forearm and into the fingers followed by pain and swell-
ing of the right wrist and right index finger making work impossible.

Examination showed a painful, fixed left shoulder, tender-
ness on pressure over the cervical spine and pain, hotness, swelling
and tenderness of all joints of the right middle finger. X-rays of the
shoulders were normal; of the neck showed some degree of spondyli-
tis, and of the right middle finger were normal. Blood showed
doubtful positive RF, but was otherwise normal.

He was treated with 2 grams of tinidazole on each of two
successive evenings which resulted in violent night sweats and a
pyrexia with further swelling of the finger.

On the third day, the movements of the shoulders were
completely painless and free; and three weeks later, the finger was
completely normal.

He has remained well over the next two years and is now
able to play golf.

Disease activity was assessed clinically before, during, and
at the end of observations. Pain and stiffness was scored subjec-
tively according to an arbitrary scale, severe (3), moderate (2), mild
(1), and absent (0).

A Ritchie articular index was used to assess joint tender-
ness, and grip strengths were measured with a sphygmomanometer
bag inflated to 30mm of mercury. Laboratory measurements in-
cluded C-reactive protein by single radial immuno-defusion, immuno
complexes by liquid-phase Clg-binding assay and IgM rheumatoid
factor by an enzyme-linked immuno-assay and red and white blood
cell counts by the standard methods. The ESR was carried out in
the normal manner.

Conclusion
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In all ten cases, tinidazole induced sweating, pyrexia, and
exaggeration of the symptoms of active disease both in the affected
tissues and the appearance of inflammation in other joints, not
previously affected. This exaggeration of symptoms is typical of
an Herxheimer reaction.

These phenomena gradually settled down during the next
few months; and after one year, joints in which no radiological
damage was present were normal clinically.

The accompanying parotid swelling and ulcerative colitis
cleared permanently. In joints with erosion of cartilage or bone
deformities, symptoms persisted.

After a year, the blood changes returned to normal.

(Based on Archimedes A. Concon, M.D., Memphis, Tennes-
see)
Introduction
Dr. Archimedes A. Concon is a Mempbhis physician who
has apparently had the experience of trying antiamoebic drugs on a
wide variety of ailments. From among the variety submitted for
publication, the author has chosen the following, which includes
the effect of metronidazole on psoriasis, lupus erythematosus, and
rheumatoid arthritis, all diseases which are supposedly incurable
with the present state of art of medical treatments.
Successive cases treated with metronidazole
Case 1: A 33-year-old white male patient came to see me
with a history of psoriasis involving the hands and fingers of 12
years duration. Patient was put on metronidazole, 500 mg, 4 tab-
lets (2 gm) after supper daily for 2 days, rest 5 days, and repeat
course indefinitely until well. At the end of 4 months, the skin on
the hands were largely clear. Most of the fingernails were normal
looking. At the end of 6 months, patient was clinically free.

Case 2: A 61-year-old white female came in with com-
plaints of rheumatoid arthritis involving the hands, left hip, and
knees of 14 years duration. She was barely able to use her hands or
walk at the time I saw her because of stiffness and pain of joints
involved. She was put on metronidazole, 500 mg, 4 tablets (2 gm)
after supper daily for 2 days, rest 5 days, and repeat course indefi-
nitely until well. At the end of 3 months from the start of treat-
ment, stiffness and pain in joints were hardly noticeable. At the
end of 6 months from start of treatment, patient was clinically free.
During course of treatment, patient complained of chronic nausea
which was bearable. The chronic nausea disappeared after termina-
tion of treatment.

Case 3: A 29-year-old white male patient came in with a
history of systemic lupus erythematosus, of 7 years duration with
recent kidneys involvement. His albuminuria (urinary protein) was
2+. Urinary output was adequate at start of treatment. Patient was
put on metronidazole, 500 mg, 4 tablets (2 gm) after supper daily
for 2 days, rest 5 days, repeat course indefinitely until well. After
1 month of treatment, his albuminuria was 1+. His urinary output
was adequate. At the end of 5 months of treatment, his albuminuria
was negative, and his urinary output was adequate. Patient could
tolerate exposure to sunlight where before he could not. Patient
was clinically free.

Conclusion
The above findings apparently show that the Limax amoeba
[abnormal macrophage, Cell Wall Deficient bacteria, Cell Wall Defi-
cient Candida albicans, or other organisms susceptible to the treat-
ment that behave like the Limax amoebal) is responsible (as re-
ported by Professor Roger Wyburn-Mason) for more than limited
forms of theumatoid diseases.
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(Based on Robert Bingham [Report],
Desert Hot Springs, California

Introduction

Robert Bingham, M.D., was Chief of Orthopaedic Surgery
of the Surgical Section, Esperanza Inter-Community Hospital, Yorba
Linda, CA, and is Medical Administrator of the Desert Arthritis
Medical Clinic in Desert Hot Springs, CA. He’s had a special
interest in arthritis for more than 30 years, which began when he
was an intern at the University of Pennsylvania Hospital, and con-
tinued under several renown specialists over the years. In August
1976, Dr. Bingham visited Professor Roger Wyburn-Mason in En-
gland, and followed up the visit with the article, “Rheumatoid Dis-
ease: Has One Investigator Found its Cause and its Cure?”” This is
the same article credited by Jack M. Blount, M.D., in Chapter 2,
which led to the vital clues that saved his life.

According to a second article> by Robert Bingham, the first
medical information on clotrimazole to be published in Britain ap-
peared in Lancet, Feb. 28, 1976 as a medical letter from Professor
Wyburn-Mason. Therein, Wyburn-Mason reported the first ten
patients treated whose signs and symptoms of active rheumatoid
disease disappeared in from 3 to 28 days and showed no return of
the disease in a one year follow-up.

In his article, Dr. Bingham describes results of over two
hundred patients treated by Professor Wyburn-Mason, and includes
the following case histories based on interviewing Roger Wyburn-
Mason and reviewing case reports and letters from patients who
had been treated with clotrimazole.

Effects of treatment with clotrimazole

Case 1: ... He was suffering from painful and complete
ankylosis of the spine and other joints of the limbs. The disease
had lasted 33 years. He could not move his neck or back at all, and
the joints of his extremities were swollen, tender and painful. His
spine, hips and knees were flexed and fixed so that his eyes were
directed toward the floor when he was standing. In 12 weeks on
clotrimazole, 2 gm per day, he was able to move his spine almost
normally and to stand erect. The swelling in his hands and feet
subsided, and he was able to walk with a normal gait. He is now
decorating his house, digging the garden and driving an automobile
again for the first time in 30 years.

Case 2: ...aphysician’s 5-year-old daughter, had very acute
painful and tender joints and night sweats with elevated tempera-
tures continually up to 106°F. She was taking prednisone 80 mg per
day. Her temperature fell to normal in 12 hours after beginning
clotrimazole and remained down, enabling prednisone to be stopped
without return of symptoms.

Case 3: Another child — 13 years of age — had the disease
since she was 1 year old. Symptoms included a low hemoglobin.
Her spleen was huge and the sedimentation rate elevated to 60 mm/
hr. Her hands, knees, ankles, and feet were swollen, and she was in
constant pain. She had been taking prednisone, 5Smg and Indocin®,
50mg per day, with only partial relief of pain. Within 2 days of
clotrimazole treatment, her temperature dropped to normal for the
first time in months. By the end of 3 weeks, the corticosteroid and
pain-relieving drugs could be stopped, and she was walking com-
fortably. Her hemoglobin increased from 50% normal to 80% nor-
mal in just a few weeks. At the end of 12 weeks, all signs of active
rheumatoid arthritis had subsided.
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Case 4: ...a boy age 5, proved that the most dramatic
results with clotrimazole occur in juvenile arthritis. He was com-
pletely handicapped by pain, swelling and joint deformities from
onset of the disease. He had been taking prednisone, 30mg per day.
He was 9 inches too short and 20 pounds overweight for his age. In
3 or 4 days after the start of clotrimazole (500mg once a day), he
had so much relief of pain and swelling that his actions were “lively
and comfortable.” He became almost uncontrollable ... The corti-
sone was decreased at the rate of Smg each week, and he continued
to improve. Clotrimazole was given at 500 mg/day for 5 weeks and
then decreased to 250 mg/day for 7 more weeks. After 12 weeks, it
appeared that he had made a “full recovery.” After a year, he has
remained well and is now of normal weight and height for his age.

The Treatment of Rheumatoid Disease
With Anti-protozoal Drugs
A Preliminary Report by Robert Bingham, M.D.

On a clinical basis...treatment of rheumatoid arthritis and
its related forms of disease with anti-protozoal drugs has proven
very successful. This infectious origin of rheumatoid arthritis ex-
plains the success in the use of chloroquine which has anti-proto-
zoal properties as well as anti-malarial action.

Over the last six years, our clinic has used various anti-
protozoal drugs for the treatment of active rheumatoid arthritis in
over 500 cases. We have not done double-blind placebo studies for
lack of research funding. However, we have used two groups of
patients, one not treated at all, the second group treated by conven-
tional methods such as with gold, penicillamine, and anti-inflamma-
tory drugs, and we have compared our results with six medications
which have anti-protozoal properties.

Dr. Roger Wyburn-Mason recommends tinidazole
(Fasigyn®) which is available in Great Britain but not the United
States. He believes it is more effective and has less side-effects than
any of the drugs used in this study. We have found di-hydroxyquin
(Diodoquin®) and metronidazole (Flagyl®) to be very effective
and adequate in our series. If a patient shows any side-effects to
one of these, such as nausea or loss of appetite, or if the particular
case shows some resistance to treatment, then a change to the other
of these two drugs has often been effective in relieving acute symp-
toms. The failure rate of patients with active rheumatoid arthritis
treated with anti-protozoal drugs has been about 6%.

Flagyl® (metronidazole) is given as follows: for a 150
pound male (70 kg), three tablets of 250 mg each, three times a day
for ten days, a total of ninety tablets. With women patients weigh-
ing approximately 120 pounds (50 kg), two tablets of 250 mg three
times a day for ten days, a total of sixty tablets. Then the medicine
is stopped from one to five months. If there is a recurrence of
symptoms or a continued activity, then the medicine is repeated for
three days, one tablet (250 mg) three times a day, a total of nine
tablets.

In using Diodoquin® (di-iodohydroxiquin), the dosage is
two tablets (650 mg per tablet), three times a day for ten days, a
total of sixty tablets. If the medicine has to be repeated in one to
five months, then one tablet is given three times a day for 3 days, a
total of nine tablets. These medications should be given with food
or milk, preferably at the beginning or in the middle of a meal.
Except for occasional nausea or anorexia, we have found no side-
effects. We have had no drug reactions or complications with these
medicines in the dosages mentioned.

Results: 500 patients have been treated with anti-proto-
zoal drugs. All had active rheumatoid arthritis with elevated sedi-
mentation rates and positive rheumatoid serology. Of these, 278
patients showed improvement, 137 showed complete remission
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and 85 had no improvement with the first drug used; 30 of these
responded to the second course of treatment or the second drug
used.

Comparative Results of Treatment With Other Drugs

Improved

Patients or

Treated Remissions % Change
Controls 22 7 30
Conventional Care 30 8 27
Copper Sulfate 12 8 66
Bile Salts 12 9 75
Clotrimazole 9 7 78
Diodoquin® 204 189 93
Chloroquine 12 6 50
Flagyl® 221 181 82%

*Recent cases have done better on increased dosages.

Conclusions
The discovery of Dr. Roger Wyburn-Mason that many
cases of rheumatoid arthritis are infectious in origin with either
Limax or amoeba Naegleria seems confirmed by success with treat-
ment of acute active cases using anti-protozoal drugs. Diodoquin®
and Flagyl® have been the most successful. Further clinical and
pathological studies are recommended to verify these results and
determine the pathological relationships between the protozoa and
the rheumatoid diseases.
Conclusion
Apparently, there is a wide range of antiamoebics that will
kill the Limax amoeba. Clotrimazole was one of the very first, and
it was no less effective than those that are in general use now.

5. Orthopedic Review, “Dr. Wyburn-Mason is Alive and
Back at Work, The Protozoal Theory of Rheumatoid Disease, A
Progress Report and a Drug for Treating It,” Robert Bingham, M.D.,
1977, pp. 23-26.

Irony

In America, much is made out of the idea of double-blind
experiments, which are quite costly, and perhaps can help discrimi-
nate between one aspirin substitute and another. Rheumatologists
have insisted on double-blind experiments which are supposed to
be the ultimate in “scientific” proof, — although their own routine
usage of gold shots and penicillamine have no scientific basis — the
lack of such studies kept Wyburn-Mason’s findings from the gen-
eral public for six years.

According to my recent letter, “Roger Wyburn-Mason told
the story of his student who originally wrote up the double-blind
trial method in the Lancet and the Editor gave a glowing appraisal of
the method. It was then seized on as the perfect proof of all new
therapies and was adopted. The first one done was on the use of
cortisone in asthma and the result of this trial was that it showed
quite conclusively that cortisone had no effect on asthma! It is well
known that the most effective therapy for asthma is cortisone. So
where do we go from here?”

[Name withheld by author]

“Chance only favours the mind that is prepared.” —Louis
Pasteur
ROGER WYBURN-MASON
Letter received, May 1993
Many substances having in common the fact that they kill
free-living amoebae have been found when administered to suffer-
ers from active rheumatoid disease to cause a transient but rapid
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increase in the symptoms of the latter followed by marked im-
provement or complete disappearance of disability and pain. De-
formities are, however, not usually affected. These substances
have no effect in healthy subjects. Because of this property of first
increasing the symptoms of the disease before lessening or abolish-
ing them, it is impossible to carry out a double-blind trial with them
on rheumatoid patients. Rheumatologists have seized on this as a
reason for not accepting the idea that these drugs are of benefit to
such patients, whereas, in fact, if given correctly, they invariably
cause the activity of the disease to cease and, in early cases, result
in complete cure. Rheumatologists refuse to try the treatment on
patients to see if they get similar results, which is the true test of a
scientific discovery. Instead, unscientifically, they dismiss anti-
amoebic treatment out of hand simply because no double-blind trial
has been carried out owing to the impossibility of doing them.
They ignore the fact that if a substance has already been found to be
curative, then no double-blind trial is necessary. None was carried
out in humans in proving the benefit of salvarsan in cases of syphi-
lis, of the original sulphonamides in many human bacterial infec-
tions [Professor Roger Wyburn-Mason took part in the original
trials of sulfonamides], or the first human trials of penicillin on
infections.

Eminent [ethical] doctors maintain that once a drug treat-
ment has been shown to be superior in treating any disease, other
drugs should be abandoned. This applies to rheumatoid disease
when the pain and suffering can be rapidly brought to a halt with
the giving of anti-amoebic drugs. Only this group of drugs should
be continued to be used in the treatment of rheumatoid disease.
Failure to do so could be unethical and amount to malpractice or
negligence.

Chapter IX

Correspondence, Testimonials, and Book Report

From Dr. Paul K. Pybus,I

Pietermaritzburg, South Africa

(To The Beebe News, Beebe, Arkansas) “Other doctors in
South Africa are also using metronidazole with equally good re-
sults. It really works. I also know Professor Wyburn-Mason who
first advised its use to me. Many years ago I was his House
Physician.

“Dr. Blount is doing wonderful work ... The whole world
must know what has been discovered ...

(To Dr. Jack M. Blount) “... one must promote a cure if
we have one. If the medical profession will not accept it, then it
must be stated elsewhere. Neither of us wish to keep our secrets
for our own monetary gain. The Hippocratic oath tells us to teach
our colleagues. If any doctor is man enough, and there are many of
them, to bring a patient to me, I will not only treat the patient but
give the doctor details of how to do it. T have myselfnot only done
this but also even given the doctor materials with which I work.
My methods are open for all to see and for those who wish to learn
so that all may benefit. I know that yours are also.”

From Bob Kemp, Beebe, Arkansas

(From Bob Kemp, editor of The Beebe News, Beebe, Arkan-
sas) “I took the first dose of Flagyl® at 5 p.m. on Thursday, Oct.
29. Eight tablets, 250 milligrams each, were swallowed following a
supper meal. Two hours earlier — at about 3 p.m. — I took a 400
milligram Motrin® tablet, a medication which had been in use sev-
eral months. This was the final Motrin® tablet. Within just a few
hours — before bedtime — I began experiencing less pain.

“During the early morning hours — some 7 hours after
the initial Flagyl® dosage — a headache developed, but nothing
else. The patient took three aspirin tablets, went back to bed and
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the headache quit. Less and less body pain was experienced Friday
morning and a previously severe pain in the right knee — the most
troublesome pain in the past — was completely gone. This re-
mains so at the writing of these comments on Tuesday morning.
The second dose of Flagyl® — another 2000 mg or two gm — was
taken at 4 p.m. Friday. This dose — taken on a partially empty
stomach, not recommended by Dr. Blount — produced nausea but
not severe enough to vomit. Also a headache developed a few hours
after the second dose. Three aspirin tablets (5 grains each) ended
the headache rather quickly. On arising from bed Saturday morning,
all arthritic pain — and all other pain — had vanished. It seemed
like a miracle had happened. This general feeling of well-being
continues.”

(Reprint from The Beebe News, Beebe, Arkansas) On Wednes-
day, Nov. 25, Dr. Blount flew to Chattanooga, TN, to appear on a
morning television show on Channel 12, with the show host: Harry
Thornton, and a woman colleague.

Several of Dr. Blount’s patients from the Chattanooga
area were at the studio to give results of his treatment. What they
said was almost unbelievable. Dr. Blount provided 7he Beebe News
with an audio tape of the program. The following information is
from that audio tape:

A woman that identified herself as Louise Searcy said:

“I was almost in a wheel chair. I was just dragging my
feet and could not hardly go any steps or anything. And I went
down there to Philadelphia, [Mississippi] that morning and got up
the next morning after driving, and I was almost crying with my
knees hurting so bad. On the way home, they relieved me. After
my first treatment, I felt better all the way home. That was the first
day of October. I’m doing square dancing now.”

And the woman invited the TV audience to come and see
her square dance at a nearby center that day.

A man who identified himself as W. M. Hill gave this
account:

“I had osteoarthritis. Not the crippling kind. I’ve had it
36 years, 6 month and 6 days before going to Dr. Blount. I took so
much pain pills in those amount of years that I came up with heart
trouble. But I haven’t had any pain since I left Dr. Blount’s office
at Philadelphia two weeks ago today. I haven’t took any pain
killers since then and haven’t needed any pain killers. I was living
off pain killers. I was living off pain killers for 36 years, 6 months
and 6 days.”

Others in the studio audience gave testimonials of ben-
efits and the TV hosts told of hearing similar glowing reports from
other persons in the area. A woman who said she is Helen Erwin
told of breaking-out and having some swelling after her first dose of
Flagyl®. She commented that the druggist, because of this, would
not refill her Flagyl® prescription.

Dr. Blount commented: “The druggist was right in not
refilling the prescription under the circumstances.” But Dr. Blount
explained that such reaction “does happen — even though it is
rare.” However, he told the woman that a short course of cortisone-
like injections (Depo Medrol) “usually takes care of that all right.”
“Most such patients,” he said, “are able to take the medicine
(Flagyl®) eventually.”

At this point in the TV show, Dr. Blount was told by the
TV woman hostess: “I have talked to people who have gone down
to see you who were just about carried into your office and by the
time they got back to Chattanooga, they were walking and doing
well.”

TV host Thornton commented: “Dr. Blount, do you fell
your treatment is a cure for arthritis or just a pain reliever? Replied
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Dr. Blount: “TI think it is a cure.” Dr. Blount explained that the
patient’s diagnosis has to be right.

“I have patients brought in with broken hips and told at
the door they have arthritis.”

“Can the treatment do anything about deformity.”

“Not much,” answered Dr. Blount.

Dr. Blount was asked what percentage of success had he
accomplished in arthritis: “Almost universal,” was his reply.

A TV studio question to Dr. Blount by a TV watcher
asked: “Do you treat arthritis and bursitis the same way?”

“We treat them the same. It is the same germ that is the
troublemaker,” said Dr. Blount.

“Is the Flagyl® treatment employed by you for fibrosi-
tis?”

“It is,” said Dr. Blount.

“Can a person with a heart condition or a diabetic take
this treatment?”

“Yes, sir. Many such are taking it already.”

Regarding backaches and those who have had back sur-
gery: “We treat those people.” Dr. Blount explained that if the
original cause was the germ, the germ is still there after the opera-
tion and in those cases Flagyl® is the treatment he has found effec-
tive.

“We treat those people and they get well of their back-
aches ... even those who have had several operations on their backs.”

Asked about gout, Dr. Blount said that condition is caused
by buildup of uric acid caused by faulty metabolism. Flagyl®, he
said, is not the treatment for gout.

“One reason I am here is to tell people who have arthritis
that there is hope. Up until now, they have been told there is
nothing that can be done constructively about it. But to say there
is no hope to a patient, that is hell. There is hope. Almost all can
improve. New cases can get well,” declared Dr. Blount.

During the TV appearance, Dr. Blount was told by the
TV woman reporter: “I know of people who could not do their
own work or comb their own hair. They are now doing their own
work ... and this just a week later after treatment.”

The TV hostess further commented on Dr. Blount’s re-
markable results.

“That’s a gift of God,” commented Dr. Blount.

“What has been the reaction of organized medicine?”

“It has been hard for them to accept it right now, because
they have been taught the orthodox, and fear of litigation ... and
errors,” replied Dr. Blount.

“A gift of God we cannot hide. We must pass it on,”
commented the TV woman hostess.

“Right,” said Dr. Blount.

In closing the TV program, TV host Thornton gave these
kind words to Dr. Blount: “I wish I could say how much I appre-
ciate this man. Coming at his own expense, getting a plane, having
a pilot with him and flying up here. I wish I could say how much I
appreciate him going to all that trouble and expense. He did it
because of his interest in reaching people and helping people. I just
wish we covered the entire United States, so the people every-
where might know that there is hope for them.”

From A. W. Hamilton,z Salisbury, Rhodesia
(To Dr. John R. A. Simoons) “It seems to me that Roger
Wyburn-Mason has been the first man to make a positive sugges-
tion in the cause and treatment of rheumatoid arthritis. The an-
nouncement appeared remotely in one of our Rhodesian papers,
and my wife latched on to it smartly. Se lost no time and I simply
wrote to Wyburn-Mason.
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“Fan me with a plate of soup if I don’t get a reply by
return of post.

“My own case history goes back over 16 years, and I can
genuinely trace it to a fall on the polo field at the time, complicated
by an onset of ‘Tick-bite-fever.” The name of the fever may, in fact,
be a bit of a misnomer. Suffice it to say that the fever ran to a very
high temperature, days in bed, and profuse sweating.

“Subsequently my left knee began to swell, and cartilage
trouble was diagnosed. Out came one cartilage. No improvement
whatsoever. The following year, a second surgeon diagnosed the
trouble as coming from my groin and wanted to operate. I put a
stop to that, smartly. On the third year, the inner cartilage was
removed with much ado. No improvement whatsoever, although I
was beginning to know the nurses by their first names. It’s an ill
wind ...

“Tiring of the sight of knives and hospital food in Rhode-
sia, I took myself off to Scotland in the hope that, if the worst came
to worst, I could die on my native soil. With the abandon which
comes from experience, I struck myself into the Royal Infirmary in
Glasgow, under Professor Watson-Buchanan, head of arthritic re-
search at the Royal Infirmary. Three months and 36 X-rays later, I
am advised by Professor Watson-Buchanan that I have nothing
more romantic than Rheumatoid Arthritis. Steroids and aspirin
until the end of my days were prescribed. I prescribed for 12
further pain-racked years.

“In the interval, the R.A. seemed to spread, first to my
toes, then to the other knee, and, as you know, I’ve only got two,
my thumbs and my right shoulder. By this stage, I began to look
like a cross between a mouse with dysentery, and a camel with
glandular fever.

“I spent my time going about saying ... ‘Oh, Death, where
is thy sting.’

“Enter the article by Dr. Wyburn-Mason.

“Mind you, in the interval, I had been cheered. 1 had been
cheered by people reminding me of the man who had NO legs.

“Orthodox medicine seemed to have failed. In Africa, I
had an alternative which I even considered. A witch Doctor! Cer-
tain it was that his results could not have been less negative. How-
ever, [ am a bit scared of witch Doctors in case they ask me to eat
my young. I did not want to commit three gorgeous daughters to
the frying pan. One daughter, incidentally, having spent a year in
Hollywood [California], a fully qualified nursing sister, looking
after the brat of ... It should have been me.

“Cautiously I hoped that Wyburn-Mason might JUST
have the answer. An arthritic ship will, perforce, seek any port in
a storm.

“The books ... There IS a Cure for Arthritis, Arthritis and
Common Sense, ... line my shelves. I must consign them to the
flame and the lazy. Boiled elephant dung has even been suggested.
I have been trying for some time to catch an elephant. They are
non-cooperative. In addition, I do not run fast enough.

“Little is left, except Wyburn-Mason. It made sense. A
bug, eating away at the tissues between the joints, bone against
bone, distortion and infinite pain. Let’s have a crack at Doc Roger.

“With all the will in the world, it is difficult to sit down,
when invited, on a seat laced with a pin. Remove the pin, and I shall
be happy to sit down. Thus it was with the ‘experts’ screaming at
me to keep movement going. Remove the pin, or the pain, and I’ll
sit down happily. None had removed the pin.

“I must correct you here. After 14 days, I began to
FEEL that something was happening with clotrimazole. After 16
years, there seems little hope for the apparently hopelessly dis-
torted joints from assuming the appearance of those given to a new
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born babe, but hope does still spring Eternal after clotrimazole. In
the event, I was able to get off steroids for the first time in 11 years,
and the masses of aspirin with which I alternated, — up to 15
aspirin per day at times.

“Now, weather does seem to have an effect, and if it is
cold and wet, Bob’s-your-Uncle, pain. Diet too, I consider most
important, without being a faddist... After 7 years of being denied
the fairways, I am back on the links, not yet down to the old scratch
golf club standard, but shaping. When I re-started last year, the
Captain of the local golf club picked me out for playing the ball
from the Ladies’ tee. I told him to get out of my road and let me hit
my third shot.

“The degree of morning stiffness has been improved by,
I would say, 75%.

“All in all, I personally feel, after 16 odd years, that
Wyburn-Mason HAS found the answer and daily my mobility is
improved. However, now in my fifties, do not expect me to break
any track records, play golf again for the Royal Air Force, or play
polo for Rhodesia.”

From E. H.C., Ph.D., Chevy Chase, MD

(To John R.A. Simoons, 1979) “I am amale, 67, who still
likes to engage in vigorous physical activities. I was under treat-
ment by Dr. for chronic rheumatoid arthritis from late 1973
or early 1974 until January 1977.

“My medical history indicates I showed evidence of the
infection prior to 1974: Various forms of bursitis (1961-1973),
gout (1964), and periodontal disease (1971).

“Aside from aspirin, the drugs which Dr. pre-
scribed were Motrin® and Tandearil® (1974-5), Indocin®, [losone®,
Naprosyn®, Butzoladin® and Tolectin® in 1976. (Tolectin® gave
me the most unpleasant side reactions I ever had from a drug.) [ was
given Plaquenil® in 1976 and 1977. In addition, when the pains
were too great, Dr. injected cortisone in the knees. There
was never any improvement and indeed I fully expected to be
crippled. I gave up almost all exercise and sports; even stair climb-
ing often required going up on hands and knees.

“The 1975 report on rheumatoid arthritis, and its suc-
cessful cure, by Prof. Roger Wyburn-Mason to the International
Conference on Chemotherapy in London received extensive but
garbled coverage in the Washington Star. This I clipped for refer-
ence. In 1976, the National Institute of Arthritis published How to
Cope with Arthritis which stated that neither the cause of nor a cure
for arthritis was known. This was confirmed by other authoritative
sources. It was obvious I was spreading a great deal of money with
no hope for improvement.

“When my wife and I went to Switzerland in the winter
of 1977, I flew to London to see Wyburn-Mason. I saw him again
before we left Switzerland. I have had his constant advice and
assistance since that time.

“On my first visit, he gave me an imidazole compound
not otherwise identified. I was scarce prepared, back in Switzer-
land, for the violence of the reaction and pain which I began to
experience some 46 hours after taking the first dose. It reached over
a period of days to every part of my body below the neck. It was
almost like a lesson in anatomy and physiology as the stabbing
pains spread; they confirmed Prof. Wyburn-Mason’s statement
that the infection was universal in my body. The second dose of
tablets produced nearly as strong a reaction. Thereafter, the pains
became less intense. When I went again to London, I was told to
take imidazole tablets only when the preceding pain had virtually
disappeared.

“In May 1977, I attended a dance where, without think-
ing about it, I was on the floor for three hours. This was the point
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where I realized how effective the antiprotozoal drugs had been. I
subsequently and quickly returned to tennis, squash, golf, swim-
ming, etc. There was a noticeable change in my appearance, re-
marked upon by many people to my wife. Rheumatoid disease is
depressing and debilitating, as well as painful.

“I had not informed my Washington physician of my
new treatment, prior to going to London, since Prof. Wyburn-Ma-
son could give me no advance assurance of success. Some time later
when I was sure the treatment had worked, I sent him a written
report. In September and October 1977, he gave me a complete
physical, with further checkups thereafter. He found no trace of
rheumatic pains n any of the joints, which he had unsuccessfully
treated for several years previously. My RF was negative; my ESR
which was 40mms per hour soon dropped to 30. It has not been
checked since that time. Dr. was sufficiently impressed with
the results to phone them to Dr. , a leading Washington-area
rheumatologist. The latter asked me for a sample of the drugs to
analyze. I have heard nothing further on this. Subsequently I lent
Prof. Wyburn-Mason’s book to Dr. . Prof. Wyburn-Mason
later assured me my ESR was not unusually high after a course of
potent antiprotozoan drugs.

“In September 1977, Prof. Wyburn-Mason provided me,
through a friend, a supply of tinidazole tablets from Switzerland.
Although I had no arthritic pain, I still had lingering reactions to the
drugs, indicating I might still have some Limax amoebae in the
system. In the winter of 1977-78, when I was again in Switzerland
and Italy, I replenished, with Prof. Wyburn-Mason’s prescription,
the supply of tinidazole and added Naxogin®. I was advised to
continue to use them from time to time as a safeguard. By then, I
had little or no reaction to the drugs. Although I felt I should not
resume alpine skiing, I was able to take lessons in Swiss cross-
country skiing, which is a vigorous enough exercise.”

The insidious nature of reinfection is shown by the fol-
low-up letter received recently (1982) by the author from E.H.C.,
Ph.D.:

“I have had, since then, serious relapses, as [ seem to be
genetically highly sensitive to the amoeba involved. Most likely I
was being reinfected by our swimming pool which we keep heated
all winter. After conferring with Prof. Wyburn-Mason, I have now
added copper plates and copper sulfate to the pool, to kill the
infective organisms.

“I'have also been under an intensive course of treatments,
this winter and spring, with allopurinol, felden, and furazolidone. I
am greatly improved, but I cannot yet say I have had a complete
cure.”

On making further queries of Professor Wyburn-Mason
regarding a situation in Tennessee (USA), where perhaps eighty
percent of the well and spring water contains coliform bacteria —
implying that the protozoa must also be present — the Professor
replied as follows:

“As regards sterilizing of your water supply — the pro-
tozoan is killed not only by copper sulfate, but also by metallic
copper,3 but not by chlorine. The simplest way to get over the
problem of the organism in the drinking water is to have pipes from
the reservoir changed to copper ones. However, while you can take
reasonable precautions not to take the organism into the body, one
is always left with the fact that the cysts float in the air and can be
taken in by breathing or talking. There is no way of preventing this
unless you are one of the lucky ones and the organisms you inhale
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are not pathogenic.”

Interviews

The author interviewed patients as they entered Dr.
Blount’s office, finding that most were there, from scattered parts
of the country, because of what they had seen happen to friends,
neighbors, and relatives ... Their responses were overwhelmingly
enthusiastic. They told of those they’d personally witnessed, who’d
not been able to work, or to walk, or were suffering considerably,
and now could work, or walk, or were free of pain. The author, of
course, could not collect statistics on such short notice; and, in any
case, such numbers would not have satisfied the more stringent
requirements of scientific “double-blind” experiments. Nonethe-
less, having had personal experience with antiamoebic treatment,
having read Professor Roger Wyburn-Mason’s technical research
findings, having interviewed patients — and having had some tech-
nical knowledge of biostatistical requirements — its problems and
pitfalls — there was little the author could do but be impressed.

Letters to and on File with Dr. Jack M. Blount

(From Mrs. A.B.M., Chattanooga, Tennessee) “Just a
note to let you know how we are feeling. Mrs. G. is better than she
has been in over 6 years. She is having no pains hardly, and plan-
ning a trip to New Orleans to visit her grand-daughter, when she
hasn’t been able to even go to the grocery store. She’s driving her
car, going where she needs to go now. My sister, M.H., was feeling
much better while she was at my apartment, but she left on Wednes-
day after we were to see you on a Monday. She was awful sick
vomiting. She said her stomach was full of gas, and she was so sick,
but  haven’t heard anything else. Myself I feel much better. I think
the treatment has helped my headaches as much as arthritis pains.
My pains in my fingers I still have. I have a breaking out on my
bottom, but I don’t believe the medicine I am taking has anything to
do with it. Enjoyed your appearance on H’s show and it was nice
seeing you again.”

(From Mrs. E.K., Trenton, Tennessee) “I was in your
office Thursday of last week. I began my medicine on Friday.
Today I am fee of pain for the first time. I really feel as if  want to
do things, and to go somewhere. It is unbelievable.”

(From B.D. Killen, Alabama) “I am writing you to let
you know that my father is doing great since he seen you the 23rd
of November. He has not missed any work and is dressing himself
now. We all want to thank you so much.”

(From E.H. Florence, Alabama) “Hello. I am feeling fine.
Thanks to Dr. Blount.”

(From A.S.B., Rogersville, Alabama) “Iam sure you will
be glad to know that I am doing very well following my visit and
treatment.

“I was down there December 18, 1981.

“I finished my medication two weeks ago. The last two
weeks of Flagyl made me feel sick to the stomach but vomited only
twice.

“Some mornings I feel a little stiff but the severe pain is
gone. Sometimes I feel a weakness in the lower back but not the
pain I once had. Other joints of the body have some soreness but
very little.”

(From GH., Savannah, Tennessee) “I was down there
and had a treatment October 26. I have not had a pain since. Since
I was there it has helped my husband and Mrs. W. too... I think you
will be getting some calls from Savannah for treatments as I am just
fine.”

(From an English physician who prefers to remain anony-
mous; [Note that this physician had been corresponding with Dr.
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Jack M. Blount from time to time and especially arguing that Dr.
Blount could not help the long-term arthritic in the manner re-
ported, and that he, personally, had not seen the same results from
such patients that Dr. Jack Blount had reported]) “He was a 63
year old man from Georgia, USA, who insisted on coming to see me
although I tried to advise him that he was really so bad it would be
awaste of time. He was the worst case of rheumatoid arthritis [ had
ever seen. Every joint in his body, including cryo-arytenoids, was
completely ankylosed. He could only speak in a whisper, could
not move his bowed head and was brought in in a wheel chair. I
treated him much against my will because I thought he would be
wasting his time and money, but he implored me to do so as I was
his last hope. He had traveled all over the world including going to
Taiwan for acupuncture. Curiously, his condition was quite pain-
less, since all joint movement was prevented by adhesions. The
disease had begun 33 years before at which time he had had to give
up driving his car. I gave him metronidazole at four weekly inter-
vals. He had only a mild Jarisch-Herxheimer reaction, but then the
most astonishing things began to happen. Normally, his wife used
to put him to bed, and he lay on one side quite immovable until she
turned him in the middle of the night. About five days after the first
dose of tablets, while lying in bed, he suddenly threw his right arm
out and found he could extend it fully at the elbow after a loud
cracking of the adhesions. This process went on over the next few
months and five months after returning to the USA, he wrote to me
in his own hand (previously impossible) to say that he was now
symptomless, had just dug his garden, planted flowers, painted and
decorated his house inside and out, bought a new car, and he and his
wife were gong for their first holiday in 33 years. This is a remark-
able case.”

Book Report by Dr. Robert Bingham4

Each generation of man develops a few independent medi-
cal investigators whose recognition may be long delayed. This is
true as well of inventors, geniuses, and original thinkers in other
fields. But confirmation and proof of a discovery in medicine may
be controversial for many years.

This may be the fate of the author of this new book by
Professor Roger Wyburn-Mason. He has for more than twenty
years researched the roles of pathogenic protozoa in human dis-
eases. For twelve years, he has been writing a monumental work, in
collaboration with his wife, which may revolutionize the diagnosis
and treatment of many chronic and dangerous illnesses.

After taking his degrees at Christ’s College, Cambridge,
England, where he was also a Fellow, he was an associate professor
and lecturer at Yale in the United States. He then returned to
London as a research fellow in Royal Marsden Hospital, London,
Prophit Research, in microbiology.

While serving as a physician in the Ealing-Hammersmith
and Hounslow Health Authority in hospitals and laboratories, he
discovered pathogenic protozoa in arthritis patients from all tis-
sues of the body. He was amazed to find these in cases of rheuma-
toid arthritis and in some forms of cancer and degenerative diseases
— all conditions considered by most doctors to be of “unknown
etiology” and generally incurable as well.

The Preface states: “What is required in the search for
the causes of rheumatoid disease and human cancer are not just
increasing expenditures of money for traditional research but new
ideas. This book puts forward such new ideas and shows how
clinically and pathologically they fit the known facts about both
rheumatoid disease and many cases of human cancer.”

He discovered that the organisms responsible for rheu-
matoid arthritis are Limax amoebae. They are found in brackish
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waters and affect certain susceptible individuals, migrating from the
gastrointestinal tract into the blood and then into the joints and
other body tissues.

These are thermotropic, or “heat-seeking,” organisms and
can be isolated by chilling the laboratory specimen, whereby the
amoebae migrate through a fine membrane into warmed saline solu-
tion where they can be identified.

His next problem led to exploration and experimentation
to find chemicals and drugs which would destroy these amoebae
and control these diseases.

Several chemical compounds have proved useful, as he
announced in July 1975 at the International Congress of Chemo-
therapy in London. One was clotrimazole, manufactured by Bayer
in Germany. It is now undergoing further clinical tests in Germany
and England and has been tested at the National Arthritis [now
Desert] Medical Clinic in California.

Professor Wyburn-Mason further writes: “It seems
highly probable that various species of free-living Limax amoebae
are the etiological agents of collagen-auto-immune diseases. In
general, these diseases show every gradation and combination with
one another. They are not due to a single organism but to a number
of similar organisms. Such a parasitic infection would explain the
urticaria [hives], asthma [intrinsic], and eosinophilia observed in
many cases of collagen or auto-immune diseases.

“The failure to find such organisms in ordinary sections
of tissue is due to the fact that they appear like macrophages. They
may be shown up, however, by immunofluorescent techniques.”

This list of chronic and degenerative diseases, in which
pathogenic protozoa have been found by Professor Wyburn-Ma-
son and the investigators who have been studying his work, reads
like a list of the unknown maladies of mankind: Paget’s disease of
bone, ulcerative colitis, myasthenia gravis, arteritis, chronic pyelo-
nephritis, some cases of diabetes, pericarditis, some cases of hepa-
titis and cirrhosis of the liver, uterine fibroids, ovarian cysts, and in
some types of malignancies such as lymphoma, leukemia and
Hodgkin’s disease. These organisms may also cause scleroderma,
alopecia, vitiligo, melanoderma, eczema, psoriasis and dermatitis
herpetiformis of the skin. In the mouth, they are associated with
gingivitis, pyorrhea, and dental caries may occur. Asthma and chronic
bronchitis may appear in the lungs. Parkinson’s disease of the
central nervous system, psychoses, and gliomas may result from
such protozoal infections.?

They may cause many pre-malignant conditions and thus
play a role in causing many human malignancies. Severe physical
and nervous stress, injuries and other illnesses may precipitate
these diseases by lowering local and general tissue resistance and
permit the spread or localization of protozoa which under other
circumstances might not cause symptoms.

Adequate Ti reatment® by Dr. Robert Bingham

A young woman patient with an early case of rheumatoid
arthritis presented herself at the Desert Arthritis Medical Clinic in
Desert Hot Springs for treatment. She brought with her a five-page
consultation from a famous medical center. It was well written,
contained an excellent medical history, a complete physical exami-
nation, many x-ray reports, and three pages of laboratory tests.
The clinical diagnosis was correct: “active rheumatoid arthritis.”
But the treatment of her disease had failed completely. Her physi-
cian, a well-known rheumatologist, had advised her as follows: “You
have an active case of rheumatoid arthritis. Idon 't know whether it
will get better, get worse, or become chronic. Take twelve aspirin
tablets a day. Come to see me in three months’time.” She had not
improved on the “aspirin alone” therapy.
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(This is not an isolated example. It is wrong only because
it is inadequate. Aspirin relieves pain. It causes an increased flow
of blood to the joints and has some anti-inflammatory effect. The
omission of other medical advice regarding her health, diet, rest,
exercise, physical therapy, and vitamins handicapped her in making
any improvement or recovery.)

Further evaluation of this patient showed that she was in
a high stress occupation, teaching school in a neighborhood where
disciplinary problems were almost out of hand, leaving her ex-
hausted at night. She smoked too many cigarettes. She didn’t get
enough sleep. She was “dieting” to avoid getting fat. She was not
taking any regular exercises. Her arthritis was worsening, and her
impending mental and physical breakdown was feared by the school
principal. He gave her a month’s “sick leave.” She came to the
desert to recuperate in a change of environment and the dry warm
desert climate. Fortunately, she had not been started on corticos-
teroid drugs or gold therapy. Her arthritis was early and acute and
limited mostly to the metacarpal-phalangeal and proximal interpha-
langeal joints of her hands and feet and her wrists and elbows and
knees. These joints were hot, tender, swollen, and painful. On
twelve aspirin a day, she was capable of walking and of self care,
but she had been getting worse during the past few months.

In reviewing her x-ray and laboratory findings, I found a
sedimentation rate of 56, a positive theumatoid arthritis factor in
the latex fixation test, a positive C-reactive protein test, a white
blood count elevation of 11,000 with a slight shift to the left and 5%
eosinophils. Her other blood chemistries, serological tests, and
urine findings were normal.

A dietary analysis was obtained, typical of one week’s
meals prior to her coming to the desert. This showed an inadequate
protein intake for her height, weight, age, sex, and physical activity.
It was only 62% of normal. Her fat intake surprised her very much,
because she was dieting to lose weight. It was 120% of normal. Her
caloric intake was 80% of normal. She was deficient in every single
vitamin and mineral. Her acid base balance was strongly to the acid
side.

Since she is somewhat typical of the rheumatoid patients
which we examined and treated during the past year, I will mention
the features of her care.

1. She was placed on a high protein, high vitamin diet
eliminating refined carbohydrate, high fat, processed and preserved
foods. An important part of this diet is certified raw milk, fresh
fruit, fresh vegetables, and emphasis on nuts and grains.

2. Vitamin supplements were used therapeutically, giv-
ing her about four times the minimum daily requirements to build
her vitamin reserves and improve her metabolism.

3. A hair analysis showed mineral deficiencies which
were treated with chelated minerals, especially chelated magne-
sium.

4. She was given “Yucca extract” tablets as a food supple-
ment to correct any lower bowel malfunctions and to help relieve
her arthritis symptoms.

5. She was started on the arthritis vaccine program.

6. Female hormones were first given by injection, later
by mouth.

7. Physical therapy was started, hot wax baths for her
hands and wrists, and hot packs and ultra sound for her knees.

8. She took deep hot natural mineral water therapy two
or three times a day in the pools of the motel in which she stayed in
Desert Hot Springs.

9. She started a gradual program of sunbathing and light
tanning.

10. Exercise was started by swimming twice a day and
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short walks of gradually increasing distance.

11. She was started on one of the new anti-protozoal drugs
(Flagyl®) for a three-week period of medical care, gradually reduc-
ing her aspirin intake from forty to about ten grains a day.

This might be called an “eleven point program” for the
treatment of rheumatoid arthritis.

On this regime, by the end of only four weeks, she was
greatly improved. All heat and swelling had disappeared from her
joints. Stiffness and limitation of motion was greatly reduced. The
constant pain was relieved, permitting her to sleep without drugs.
Fortunately, she had an early and fairly mild case of the disease. By
six months, a follow-up examination revealed only a slight amount
of stiffness in her wrists. She was considered to be “recovered”
without significant permanent joint damage.

(From Terry Crommelin, Perth, Western Australia to the
author) “Perhaps you are aware of the fact that one of my close
friends on holiday in America saw Dr. Robert Bingham’s article at
the same time as Dr. Jack M. Blount did. Iimmediately telephoned
Dr. Bingham, recalling his amazement on hearing someone from
Perth, as he passed through here during the war for one day. His
words were ‘By all means, bring your daughter Jenny to see me, but
I am not the number one man. I have commenced practicing the
works of Roger Wyburn-Mason.” His charming wife respected the
long distance call advising me that Professor Wyburn-Mason was
recovering from a a heart attack, but would speak to me.

It is history that I visited him a month or so later and
arranged for my wife and my 13 year old daughter to go to London
for treatment. She started on clotrimazole, then moved to Flagyl®.
She had been on cortisone for 10 years or more. She is now 19 years
old, only 4’8" high and weights approximately 32 kg and has re-
cently been diagnosed as a celiac, as my 23 year old daughter is also.

The genetic history of our family was of great interest to
Professor Wyburn-Mason, particularly my wife’s father being dia-
betic and her mother suffering from rheumatoid arthritis. The ge-
netic build-up of the family has affected the three living children.
One died after birth. Whilst crippled, Jenny has no joint pain. She
takes Fasigyn regularly in small doses.

My friends with minor joint aches and pains that disturb
their golf and gardening take Fasigyn with immediate results, usu-
ally four tablets every six months.

Letter by Dr. Jack M. Blount

(To Professor Wyburn-Mason) The practice of medicine
is much more rewarding and satisfying since your wonderful revela-
tions. I used to dread seeing people with rheumatoid — collagen —
auto-immune — disease. I had nothing that would help apprecia-
bly. Now it’s a pleasure to see them. The thrill really comes when
they return and tell how grateful they are that they have finally
found something that really helps.

I have continued to refine and simplify the treatment....

More Letters

Between the first and second editions of this book, more
success letters have been received from patients and physicians,
world-wide. I wanted very much to include all of them in the
second edition, especially those heart-rending successes from Dr.
Paul K. Pybus of the Republic of South Africa.

Unfortunately, space and time precluded satisfaction of
my desires; also it is unlikely that either physicians or the afflicted
will be convinced by several tons of testimonials and letters — only
by trying it, and observing successful results will complete accep-
tance of The Rheumatoid Disease Foundation, now The Arthritis
Fund, protocol be accepted everywhere.

Dr. Paul K. Pybus has contributed in other ways most
significantly to the solution of the residual pains of rheumatoid
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disease, known as pains of sciatica, and also in giving us an ap-
proach to handling osteoarthritis — an for that important, precious
knowledge, additional book space is indeed devoted, and presented
beginning with Chapter XI.

1. Also see “Metronidazole in rheumatoid arthritis” To the
Editor: Sa Mediese Tydskrif, 20 Februarie 1982, pp. 261-2, PK.
Pybus, advocating further investigations. Also see S. Afi: Med. J.
Journal, Roger Wyburn-Mason, “Metronidazole in Rheumatoid
Arthritis,” May 1982, Vol. 61, pp. 648-649. [In personal letter to
author (June 17,1982), Paul K. Pybus, M.D., further states: “I
have subsidized my treatment of this antiamoebic therapy. My
intraneural treatment (developed from what was taught to me by
Professor Wyburn-Mason many years ago) gives the patient imme-
diate relief from the pain and stiffness of the disease. Metronida-
zole keeps them that way.”

2. Alec Hamilton died of “uncontrollable bleeding from gastric
ulcers,” as a result of the side-effects of corticosteroids as reported
to John R. Simoons, Ph.D. via letter by A.E. Strover, M.D., of
Cape Town, South Africa.

3. According to Dr. Jack M. Blount, demographic studies
ought to demonstrate a statistically significant relationship between
the use or exposure to copper and lessened incidence of rheumatoid
diseases, as with certain primitive tribes that use copper bowls for
cooking and eating, exclusively. William E. Catterall, Sc.D., and
Nutritionist, in a March 23, 1983, letter to Professor Roger Wyburn-
Mason, says: “I remain skeptical about your treatment of swim-
ming pools. Concerning your evidence, many pools would be toxic
to amoebae under filling conditions. I have typical water analyses
around the U.S. East Coast (typically soft, acid water) with copper
contents up to 5 ppm. Excess copper is likely to precipitate a
typical pool pH of 7.4-7.6 and no more could dissolve. In any case,
dissolution of oxide-coated copper at this pH must be nil, as sug-
gested by non-corrosion of copper water systems at this pH. The
copper algaecide I mentioned is readily available in the U.S.:
BioGuard® MSA Algicide (Bio-Lab, Decatur, Georgia). This con-
tains 7% copper in the form of a soluble triethanolamine complex.
The recommended treatment is 4 0z/5000 gal., or 0.4 ppm copper
added.”

4. Bingham, Robert, M.D., Book Review, Arthritis News
Today, “The Causation of Rheumatoid Disease and Many Human
Cancers, A New Concept in Medicine by Roger Wyburn-Mason,
M.A., M.D.,” pp.5-6.

5. Professor Wyburn-Mason does not state that all of the
aforementioned diseases are solely caused by the amoeba, nor that
solid, unmoveable, scientific proof has been proffered in all named
diseases, certain specified rheumatoid diseases certainly being an
exception, in that solid scientific evidence has been presented.

6. Arthritis News Today, “What is Adequate Treatment for
Rheumatoid Arthritis,” Vol. 1, No. 8, May 1979, p. 7. (It should be
noted that in the view of Professor Roger Wyburn-Mason, unless
the amoeba is absent from the system, rheumatologist’s routine
more or less standard treatments involving heat and exercise may
need to be re-evaluated.)

Chapter X
Is It Ethical to Deny the Sick?
Children Sick Forever—

Why haven’t the various rheumatology associations and
foundations and the rheumatology organizations of professional
medical practitioners studied Professor Roger Wyburn-Mason’s
findings, now nearly a generation old?

Why does The Arthritis Foundation still conduct televi-
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sion telethons, using the names of music celebrities, for the purpose
of finding a cure for rheumatoid diseases, when the primary cure is
already known?

Why are Professor Roger Wyburn-Mason’s findings made
known only in a book of this kind? Why isn’t the whole medical
profession aware of Professor Wyburn-Mason’s astounding dis-
covery?

On television recently, I [di Fabio] watched three lovely
children limping through playground activities. Beside them was a
young handsome, learned rheumatologist, who nicely explained to
us, his audience, that these children suffered from an incurable
disease, and that their only hope lie in aspirin substitutes.

I restrained hot tears.

Suppose you knew for certain that these children could
be cured, that the method was simple, inexpensive, eminently safe,
and took but six or seven weeks? What would you do? Would you
immediately pick up the telephone and try to contact that profes-
sional specialist? Would he listen if you did? What credentials do
you have to make him listen? The fact you are cured is not a
credential, but perhaps nothing more than a “spontaneous remis-
sion” — the modern world’s name for miracle.

Or perhaps you never had the disease. Someone who
was not a specialist undoubtedly diagnosed it wrongly to begin
with — the proof, you understand, lies in the definition of “incur-
able.” Ifthe disease is incurable, then how can it possibly have been
cured? And if the expert, the specialist, has pronounced it as such,
i.e., incurable, then who are you to say otherwise?

The Right to Try!

Dr. Jack M. Blount records all of his telephone conversa-
tions, and one such I listened to with great dismay and shame. A
specialist in theumatology called Dr. Blount and proceeded to lec-
ture him with great vituperation. Was Dr. Blount trained in this
specialty of rheumatology? If not, then what right did Dr. Blount
have to practice in this field? —and so it went, until at last the caller
stated, “I hope someone gets you!”

The rheumatology specialist had not heard of the brilliant
medical detective work of Professor Roger Wyburn-Mason, nor
had he read that the Limax amoeba was the source cause of theuma-
toid diseases, nor had he talked to patients who claimed to be cured,
nor had he conducted laboratory examinations on them, nor had he
asked for an explanation from Dr. Blount, nor had he ever tried the
simple medications the knowledge of which is given away so freely
— free of charge — by all participants.

Was this specialist ethical? “Is it ethical for a group of
men who can offer ... no hope whatever, to deny ... the right to 7y
a remedy of which they do not approve?!

I am not implying that all young, learned specialists in
rheumatology are so hostile, so unthinking, so unscientific, but I
have been terribly amazed at the lack of response in the so-called
objective field of medicine and science to Professor Roger Wyburn-
Mason’s nearly life-time work.

Vested Interests

We all suffer from vested interests: In the case of this
brash, young, learned specialist in rheumatology, he suffered from
an insufferable ego, an identification of his own personality with
cookbook truisms taught him by the elite and also those who could
and did decree upon him a symbol of his great value to society, his
medical certificate. Can one who has studied so long, and so hard,
and who is so conscientious have overlooked a genuine cure for
rheumatoid diseases? In his mind, hardly! Anyone who says
otherwise, therefore, must be a quack, a real danger to society!

It takes a genuinely humble, self-knowing individual to
acknowledge that lessons long-learned are in error, that life is for
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learning, each and every day, until the very end, that we must
continue to learn and unlearn.

Then there is the vested interest of State Medical Boards,
each member presuming to judge peers according to standards es-
tablished by state legislatures (also pressured by special interest
minority groups called medical associations).

Any doctor who does not prescribe according to the cur-
rent peer-group dictates of the times risks being censured by such
boards, and at the very least will be embarrassingly, summarily
brought before them to explain his/her peculiar behavior in treating
someone in a non-standard, non-accepted, non-peer-group manner.
The fact that no member of these boards has a cure to the problem
is not pertinent to their hearing. In their minds, the important thing
is that one treats patients according to accustomed norms.

The doctor who persists in curing people with non-stan-
dard, non-accepted, non-peer-group fashion also risks legal liability
suits which are not covered by medical mal-practice insurance.
Apparently insurance companies also have a vested interest in cov-
ering only standard, accepted, peer-group medicine. Why should
they take risks? Their job is to make money for stockholders, not
to cure people. If they accept current standard, accepted, peer-
group treatment procedures approved by minority groups called
medical associations, then they are legally safe from law-suits, and
they can maximize their profit accordingly. On the other hand, they
will finance small pamphlets to encourage people to drive safely, to
look out for household accidents, etc., such activities not requiring
them to take any kind of risk at all.

Do not forget the attorney who can make a contingency
fee for filing and winning a suit against a medical doctor who treats
with a non-standard, non-accepted, non-peer-group procedure, and,
along with him, the patient who, rather than blame God, or the
devil, or his environment, or his genes, finds it more convenience to
blame the one person who genuinely strives to help. It looks aw-
fully good to a naive jury for the attorney to ask “Dr. So and So, is
this procedure approved by your peers who are specialists in the
field?” Itis so easy to second-guess the physician, especially in the
artificial environment induced by courts of law, so far removed
from the problem. The fact that you have cured is not pertinent,
apparently.

Washington bureaucrats also have their little niche to pro-
tect. More and more decision-making has descended on petty ty-
rants who must blindly follow rules laid down by Congressmen
who also responded to special interest groups. While the U.S.
Food and Drug Administration has undoubtedly saved thousands
of lives by their over-protectiveness in medical applications, they
have also lost thousands of lives by the same guidelines. No one
counts lives lost, and no one loses jobs for it, and so ultra-conserva-
tism is the norm when deciding to release or not to release a particu-
lar medicine for use on a particular disease. Many foreign countries
have leaped ahead of the United States in medical application, and
we, the mighty and forward thinking American union of states have
fallen ten to twenty years behind in certain applications.

Drug companies may apply to the U.S. Food and Drug
Administration for permission to run limited tests on certain ap-
proved drugs. Treatment of arthritis by means of antiamoebic
medicines should be pronounced entirely safe and easily approved
— many of the indicated medicines have been in use since the
sixties in the United States, for other purposes, without
contraindications. Yet this writer has read numerous letters about
efforts to get various drug manufacturers off their duff, to treat
arthritics with these procedures under Federal guidelines. Well,
fifteen billion dollars returned to them annually for repetitive sales
of ineffective aspirin substitutes is a larger financial stake than the
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total national budget of many countries. Why should drug manu-
facturers take the lead in cutting down their own share of the medi-
cal pie? Besides, drug manufacturers contribute a great deal of
money to arthritis foundations dedicated to “finding the cure” to
arthritis, and to rheumatology groups. By this means, their con-
sciences are salved.

This author has also read numerous letters written to
foundations by the esteemed participants. The foundations claim
to have a vested interest in treatment and potential cure of arthritis.
Letters to the foundations itemized in detail the source cause of
arthritis, the nature of the amoeba involved, how to isolate it, grow
it, identify it, and how to inoculate animals with it to create similar
diseases as humans have, human cases cured and how they were
cured, and how long were follow-ups, as well as scientific source
data. These foundations generally send out a nicely printed form
letter that is so insulting they don’t bear repeating in detail. In
essence, they say thank you for being interested in arthritis and we
will file your information in our files and perhaps some day some
researcher will scour through them, and he will find your note, and
it will help someone, somehow!

Lastly don’t forget the patient — you and I — we each
have strong-binding vested interests in maintaining our sicknesses:
for sympathy, for a talking subject, for bringing about presumed
companionship and ending presumed loneliness, for excuses to our-
selves and others on why we cannot do things, or are not success-
ful, for continued collection of pensions and insurance monies ...

Knowing all of this, what can I do to help those small,
beautiful children recently viewed on television, and pronounced as
forever ill, forever to be crippled, forever to be stunted...?

Definition of a Quack

According to John W. Campbell,2 “Back before Pasteur
discovered germs, Semmelweis discovered a 99.9% successful method
of stopping childbed fever. There was a hospital in Vienna, one half
of which was run by nuns, and the other half by doctors. The
incidence of childbed fever in the doctors’ half of the hospital at
times ran as high as 90% — [10% to 30% of the] young women
who came in to have their babies died of infection. The nuns had a
far better record.

“The doctors didn’t observe the fact particularly; the
women of Vienna were acutely aware of it, however. (The human
tendency to count your hits, and forget your misses —while the
women observed the misses a lot more actively.)

“Semmelweis, studying the situation, came to the con-
clusion that the difference was that the doctors, as part of their
routine, performed autopsies on the dead women; the nuns did not.
Semmelweis came to the completely false, crackpot notion that it
was the odor of death on the doctors’ hands that transmitted the
disease. Itjust happened that he picked, as his deodorizer, chlorine
water.3 It did indeed deodorize the doctor’s hands; also, quite
unknown to Semmelweis, it was an extremely powerful antiseptic
— the concentration he used would kill anything.

“At that time — about a century ago — it wasn’t cus-
tomary to wash the hospital sheets very often, either — until
Semmelweis detected the ‘odor of death’ there, too. ‘Wash ‘em!
And use chlorine water!’

“The death rate from childbed fever among Semmelweis’s
patients dropped from about [30% to 1.2%].

“For this, Semmelweis was thrown out of the hospital
by the other doctors, and violently attacked and harassed by the
medical profession of Europe.

“Why? Because of a certain emotional factor involved.

“His work — his absolutely unarguable and shocking
success — said ‘Doctor — healer! — you killed those young women.



Medical data is for informational purposes only. You should always consult your family physician, or one of our referral physicians prior to treatment.

You killed them with your dirty hands. They didn’t just “happen to
die’; you killed them!’

“Semmelweis was, of course, a dedicated healer; he could
not endure standing idly by, so he was very busily spreading the
word of laymen — telling them not to let a doctor examine a woman
unless he scrubbed his hands in chlorine water.

“There’s the old saying, “What you don’t know won’t
hurt you.” With respect to objective factors, that’s obviously false.
With respect to emotional things, however — it’s true. So long as
a doctor could hold off from his own mind the realization that it
truly was his unclean hands that did it — then he did not have the
grinding agony of regret.

“... the modern attitude that the patient has a right to
perfect security, puts the doctor under terrific pressure to refrain
from any therapy.

“Now let’s consider for a moment what’s meant by a
‘quack’ in the medical field.

“The usual charge is that a quack is someone who uses an
improper treatment, one which does not help, or actually injures
the patient, while inducing the patient to pay for his mistreatment,
and keeping the patient from going to a licensed doctor and getting
the treatment he needs. That a quack is in the business solely to
make money at the expense of suffering humanity.

“Now any time A disapproves of B emotionally, he’ll
attribute B’s actions to some generally demeaned motivation —
‘just for money’ being the most common, with ‘just for his own
pleasure’ being a runner-up.

“Let’s be a bit objective about this business of what a
quack does. Suppose a man, calling himself Dr. Jones, treats a
patient who has a lethal disease, and uses a method he knows for a
positive fact will not save the man’s life. He charges fees, and sees
to it that the patient doesn’t go to any other therapist — just gives
him some drugs that do not save him, but let him die slowly.

“That set of actions fulfills exactly what the AMA#4 ac-
cuses those awful, nasty, wicked quacks of doing.

“It is also precisely what an AMA doctor does when he
treats [a certain arthritis] patient; he knows that the standard treat-
ments for [arthritis] do not work, do not save lives. [Arthritis],
treated by AMA methods, means [continuous pain, disfigurement
and possibly] death.

“The AMA, moreover, does everything in its power to
make it impossible for the victim to get treatment from any other
therapist who might be able to do better, and most certainly couldn’t
be less effective.

“The patient [may], moreover, wind up broke, and his
family in debt — a charge constantly leveled against those wicked
quacks! — by the time he dies.

“But this is not quackery, of course.

“Why not? Because the doctors know they are doing
their best, with the best of intentions — which is strictly an emo-
tional statement.

“How about an unlicensed non-M.D. who does his best,
with the best of intentions—despite the AMA’s convictions that
he must be evil—and actually does better than the AMA’s best?

“Oh...Isee. That never happens, huh. . ..?

“. .. how about that unlicensed non-M.D.—that charla-
tan, that fraud, who’d gotten crackpot ideas from studying silk-
worms and wineries, no less!—who started treating human being
for rabies? That chemist, with only half a brain, Louis Pasteur?

“Or how about that licensed M.D. charlatan, expelled
from the hospital and the medical society — Semmelweis?

“Or take a few other notorious quacks like Lister — who
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was most violently attacked for his temerity in opening the abdo-
mens of living patients. (Ethical doctors of the time never opened
the abdomen until the patient died.) And Ehrlich, another chemist,
who invented the concept of chemotherapy.

“Every time someone outside — or even inside! — the
field of medicine brings up a break-through discovery, he’ll be la-
beled a quack. The field is too emotional.

“He’ll be charged with being a fraud, a charlatan out after
money, a blood-sucking leech.

“Actually, it’s pretty clear, the definition of ‘quack’ is
‘someone I believe to be dangerous, evil, destructive and unprin-
cipled.’

“Trouble is — the term ‘quack’ was — in their own place
and time -- violently hurled at many men we consider today among
the greatest medical heroes. [Semmelweis], Jenner, Koch, Harvey,
Ross, Lister, Pasteur, Ehrlich, Sister Kenny, even Roentgen, who
didn’t even try to practice medicine!

“One very certain thing about the field of medicine: itis
not, and never will be a field of objective science. It’s too deeply
dominated by emotional factors.”

Considering all of the above vested interests from which
spring emotional factors that will blind the very best intentioned,
how can one answer those who insist on clinging to old methods
that are absolutely doomed to failure?

The answer, I think, is simple, indeed elegant!

Ask—

“Have you read Professor Roger Wyburn-Mason’s re-
search work?”

“Have you studied the many case histories that reflect
‘cures’ in the traditional medical sense?”

“Have you talked to people who claim to have been cured?
Have you studied their medical histories? Before
and after?”

“Have you looked into the technical, professional litera-
ture, beginning with C.A. Kofoid and O. Swezy in 1922, and
terminating with Wyburn-Mason, today?

“Have you attempted to isolate out the thermotropic,
free-living Limax amoebae? ~Grown them in the laboratory? In-
oculated animals, and observed their illnesses?”

“Have you reviewed the research and medical credentials
of Professor Roger Wyburn- Mason?”

“Do you have any better alternative to offer?”

State, in short, that—

“Simple denial, quiet disclaimer, profound indifference,
is no longer sufficient. That the means are at hand for your cure, for
your neighbor’s cure; and even though you, yourself, must also
remain skeptical, you — the sick one — have an absolute right to
try a remedy so safe and so economical.”

1 Pray That You Will Be Healed, Too!

While not in medicine, this writer does have a rather ex-
tensive life-time of readings and work in mathematics and general
science, and believes himself somewhat familiar with the scientific
method, bio-statistical procedures and requirements, the placebo
effect and personal-emotional-involvements in one’s own cures,
and also the dangers of early pronouncements regarding cures.

I have taken the time to study the authorities in the field,
to read Professor Roger Wyburn-Mason’s massive research report,
to look at his credentials, to interview Dr. Jack M. Blount’s pa-
tients, to get to know and to study Dr. Blount, to correspond with
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others using similar or the same techniques, and even to try the
medical procedures on myself, to an almost instant and wonder-
fully good effect.

It is my considered opinion that Professor Roger Wyburn-
Mason will one day stand with Semmelweis, Jenner, Koch, Harvey,
Ross, Lister, Pasteur, Ehrlich, Sister Kenny, and Roentgen as one of
the greats in medical history.

It is my considered opinion that Professor Roger Wyburn-
Mason should have received the Nobel and Lasker Prizes in medi-
cine.

It is my considered opinion and prayer that those lovely
children I recently viewed on television will be given the opportu-
nity to be healed, as have tens of thousands since 1974!

It is my prayer that you, too, will be healed, as have I!

1. Harrison, Harry, Editor, John W. Campbell: Collected Edi-
torials from Analog, “Louis Pasteur, Medical Quack” (Reprint
from John W. Campbell Editorial, Analog Science Fact and Fiction,
Condé Nast Publications, Inc. and Davis Publications, Inc.

2. Ibid., pp. 114-122.

3. There seems to be some historical conflict between refer-
ences as to whether phenol (carbolic acid) or chlorine water was
used. According to the Encyclopedia Americana, Vol. 24, Grolier
Inc., Danbury, CT 1982, p. 545, Semmelweis required students to
wash their hands in chlorinated lime.

4. Although John W. Campbell has used the AMA organiza-
tion as a vehicle to embellish his article, more fitting for this pur-
pose would be use of the various arthritis foundations and the
rheumatology association which, so it is said, are heavily subsi-
dized by the drug industry, and both having to date been unwilling
to look at Professor Roger Wyburn-Mason’s life-time scientific
work, or the results of various practicing physicians such as those
reported herein.

Chapter XI

Treatment of

Osteoarthrosis, Osteoporosis,
Rheumatoid Pains,

and

Elements of Proper Nutrition

The “Aging” Disease

Somewhere in humankind’s long history, we accepted the
idea that there are diseases “caused by aging.” Such diseases, of
course, can not be halted. One gets old, and one “ages” and one
degenerates slowly but quite surely, until at last other infectious
diseases bring us to our maker; or we break our bones and become
invalid and dependent upon others for a mere pittance of unhappy
survival.

Among these “aging” diseases that everyone knows is
that of osteoarthritis, a disease of the “aging” that affects approxi-
mately 90 percent of the population by the age of 40. Among the
many symptoms, degenerative joint diseases is the most common
cause of chronic disability‘1

When the author wrote the first edition of this book to
report on the wonderful news that rheumatoid disease can and is
being cured by a simple, low-cost medicine, there was no intent to
include osteoarthritis. Everyone knew that osteoarthritis is com-
pletely unrelated to rtheumatoid disease: rheumatoid disease dis-
plays systemic infectious factors (although its agent was unknown
until Roger Wyburn-Mason’s research), whereas osteoarthritis was
considered as simply a consequence of being human — and living
long enough. One lived through time, and one aged, and one got
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degenerative bone and joint diseases. The “wear and tear” disease,
it was called, although no authority ever bothered to check the
mechanical engineering of human joints with mechanical and mate-
rials engineers, who would have informed us that bones and joints
should be good for 150 years or more, based on simply the mechan-
ics.

So much for “wear and tear —.”

We victims of theumatoid disease often also have mingled
with our systemic rheumatoid symptoms, osteoarthritic symp-
toms, as well as weakening of the bones, called osteoporosis, where
the ratio of bone cell replacement to bone cell destruction has de-
creased, until the bones become brittle.2

In any one person, all three symptoms may present them-
selves — or one of the symptoms may dominate over others.

Some 30 years ago, in the fifties, Dr. Paul K. Pybus worked
and studied under Professor Roger Wyburn-Mason who, you may
keep in mind, was a specialist in several fields, including that of
diseases of the nervous system.

Roger Wyburn-Mason developed a theory of the causa-
tion of osteoarthritis which apparently was laid to rest until Dr.
Paul K. Pybus had a need for it in treating members of his South
African retirement community, many of whom suffered from clas-
sical osteoarthritis, and many of whom had a mingling of rheuma-
toid disease and osteoarthritis.

Casting back in his mind to the teaching of his earlier
mentor, he came upon Roger’s theory, which was that whatever the
source, osteoarthritis was a disease caused by inflammation of cer-
tain nerves, at certain key junctions, which caused joints to stay
compressed, and thereby to deny cartilage nutrients required for
health.

Many who have rheumatoid disease also have osteoar-
thritis, and since many with osteoarthritis also display the
Herxheimer effect when given anti-amoebics even in the absence of
rheumatoid disease factors — it appears as through some osteoar-
thritis is caused by the Limax amoeba. That is, with a certain
affinity for nervous tissue, the Limax amoeba apparently also in-
vades these key nervous tissue junction points, creating inflamma-
tion, and thereby bringing about some osteoarthritis.

Some osteoarthritis responds to treatment of anti-viral
medicines, and therefore some osteo must be caused by viruses.

Some osteoarthritis responds to treatment of appropri-
ate doses of vitamins A, D, and calcium, and therefore some osteo
must be caused by improper nutrition, or utilization of nutrition
(mal-absorption often accompanies effects of rheumatoid disease.)

Surely, some osteoarthritis must be caused by bacterial
agents and mechanical shock or damage, also.

In any event, in addition to a metabolic imbalance, most
all osteoarthritis seems to have a common underlying cause: that
the nervous tissue at certain key junctions is disturbed, becomes
inflamed, sends signals to affected joints, and creates a condition
where the joint cartilage cannot any longer receive proper blood
supply, and therefore the cartilage begins to die — thus, “osteoar-
thritis,” disease of the aging.

Dr. Paul K. Pybus3 developed a simple technique and
used it on aging members of the retirement community under his
care. His results were phenomenal. 7o this date he’s had great
success — far, far greater than traditional treatment — in treating
thousands of patients! Many reportedly now conduct handball and
other hitherto forbidden exercises.

After rheumatoid disease has been vanquished — the
disease process — there is left-over damage to the tissues and joints
that create great pain. Killing the Limax amoeba [aberrant mac-
rophage, Cell Wall Deficient bacteria, or Cell Wall Deficient can-
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dida, or other similarly behaving cell or organism] remember, does
not straighten out joints, nor does it eliminate pain resulting from
nerve damage done by genetic susceptibility to the amoeba.

The pain left over from rheumatoid disease is virtu-
ally identical to that found in osteoarthritis, and may be treated
exactly the same way with great success.

Gus J. Prosch, Jr., M.D., was the first American to learn
Dr. Paul K. Pybus’s technique and to apply it to patients, including
the author, with success equal to that of Pybus. Now many Ameri-
can Physicians have equal success. Dr. .LH.J. Bourne, General
Practitioner, Hornchurch, Essex, reported independent development
of identically the same technique as that developed by Dr. Pybus.4

What follows is a second protocol from The Rheumatoid
Disease Foundation, relating to rheumatoid disease, osteoarthrosis
and osteoporosis.

Itis included in this book because of the many letters and
phone calls relating to osteoarthritis and the pain of rheumatoid
arthritis, and is proffered here primarily for your family doctor.
Gus J. Prosch, Jr.,, M.D., chaired the committee that wrote this
portion of our treatment protocol.

The Roger Wyburn-Mason &Jack M. Blount Foundation

for Eradication of Rheumatoid Disease

7111 Sweetgum Drive SW, Suite A, Fairview, TN 37062-9384

The Arthritis Trust of America, formerly The Rheuma-
toid Disease Foundation

A non-profit, charitable, tax-exempt organization

The Arthritis Trust of America through its Board Mem-
ber physicians

has established standards of practice in the

treatment of rheumatoid disease

and hereby supplements with the following protocol

when treating osteoarthrosis disease.

Primary Osteoarthritic Disease &
Secondary Arthritis from Rheumatoid Diseases

This work and the various intraneural injection techniques
were pioneered by Dr. Paul K. Pybus of Pietermaritzburg, South
Africa, as a development of what was taught him by the late Profes-
sor Roger Wyburn-Mason.

He has been successfully using these techniques for over
seven years for the treatment of any type of inflamed joint, and
tender neuritic areas that are located near the joints. These areas are
physiological disturbances in nerves. These neuromata, as they are
called, affect C type fibers which are responsible for the severe
deep pains so often experienced in arthritis. The C type nerve
fibers are 0.5-0.2 mm in diameter, and have a slow conduction rate
of 0.5-2.0 m/sec. When irritated, these axons generate impulses
both in the normal or prodromic, and reverse or antidromic direc-
tions. Prodromic impulses, producing the sensation of slow pain,
relay in the cells of the spinal cord, reflexly causing spasm or stift-
ness of the musculature near the joint. The antidromic impulses
dilate the blood vessels in the region of the peripheral origin of the
nerve fibers, causing an increase in blood supply and swelling that
occurs in the distal end of the sensory nerve, and effusion into the
joint.

Many of these unmyelinated fibers travel to the various
joints of the body and are very susceptible to damage which pro-
duces:

1. Pain and tenderness at the site of injury to reflexly
produce:

2. Spasm of the muscles around the joint causing stiff-
ness to produce:

3. Compression of the joint to produce:
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4. Arrest of circulation of the joint fluid in the cartilage to
produce:

5. Death of the cartilage cells to produce:

6. Creaking of crepitus, inflammation, swelling, heat red-
ness, and loss of function.

It must be remembered that cartilage has no capillaries or
blood vessels in it at all. Circulation in the cartilage takes place by
means of joint fluid. This joint fluid is alternately sucked in or
squeezed out by the cartilage, which acts like a sponge, expressing
from the cartilage the nutrient synovial fluid as pressure is applied
to it, and re-absorbing it again when pressure is taken off. If the
muscles are continually in spasm, fluid is constantly driven out of
the cartilage and so prevents circulation of the nutrients from reach-
ing the vital areas. This results in cell death, some deformity in the
erosion of the joint surface, and osteoarthrosis. It is the stiffness of
the muscle spasm which is responsible for the destruction and not
necessarily the pain.

Therefore, in summary, it will be noted that around the
inflamed joints will be observed certain areas of tenderness.

These trigger points or neuromata correlate closely with
the sites of various superficial peripheral nerves, and at these points,
the nerves are liable to damage. Around these damaged nerves
develop areas of electrical disturbance resulting in a barrage of both
antidromic and prodromic impulses arising at these points. Prodro-
mic impulses are relayed to the dorsal horn of the spinal cord to
produce a reflex spasm of the muscles around the joints, causing
compression of the joint cartilage, interfering with the cartilage’s
nutrition and resulting in arthrosis. The antidromic impulses are
conducted peripherally to the plain nerve ending where they result
in the release of histamine like substances and vaso-dilatation and
swelling, producing arthritis. (See Schematic Drawing I of these
nerve fibers affecting joints, suggested by Dr. Paul K. Pybus.)

If these inflamed nerves which give off so many abnormal
impulses can be suppressed, there will be an immediate cessation of
the pain as well as of the spasm and stiffness and a reduction in the
creaking of the joints and crepitus. Blocking these impulses with
local anesthetic results in just this, namely, the abolition of these
impulses and the immediate cessation of their effects with restora-
tion to normality. This, of course, only lasts as long as the local
anesthetic actions persists. By adding a very small amount of
depot steroid, which remains primarily at the inflamed area, the
inflammation is finally relieved and the arthrosis and arthritis
stopped, and usually permanently so.

The following table refers to schematic drawings II, 111,
and IV: [a video tape is also available through The Arthritis Fund
showing the procedure]

Technique of Intraneural Injections

The following intraneural recommendations are suggested

by The Arthritis Trust of America.

[Note: The booklet Intraneural Injections for Rheumatoid
Arthritis and Osteoarthritis and The Control of Pain in Ar-
thritis of the Knee is available through The Arthritis Trust of
America. This brief section cannot do justice to the work, and
therefore is not complete.|

1. Palpate with firm pressure by using fingers or a blunt
instrument, (e.g., pencil eraser) over any expected points of tender-
ness, and if tender, mark with a skin pencil. Only the tender
points are marked for injection.

2. Infiltrate a bleb of local anesthetic intradermally at each site
oftenderness. A Dermajet® power gun is nearly painless and saves
time. [Mada-jet®: Mada Medical Products, Inc., 60 Commerce
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Rd., Carlstadt, NJ O7072 as per John Baron, D.O.]

3. To 10 ml 1/2% local anesthetic, add 0.25% ml (5Smg) triam-
cinolone hexacetonide (Aristospan® or Lederspan®). This fluid
should now have a milky appearance. Not more than a total of
30ml of the mixture should be injected at any one session into the
various marked points. Should the patient complain of dizziness,
the procedure should not be continued further, but the remaining
points should be treated at a later date.

4. Introduce the needle through the local bleb and probe gently
towards the expected situation of the nerve, until the patient feels
pain. It is essential to watch the patient’s face at this time.

5. As the patient experiences pain, (with a change of facial
expression), start to inject the mixture 1-4cc.

6. The patient will experience acute pain for about 2-3
seconds.

7. All tender sites are injected in this manner, and the patient
is told the numbness will last 4-5 hours and then return to normal.
Explain that some bruising will occur and the sites will be sore for a
day or two, but the arthritis pain will no longer be there. If the
nerves are injected properly, relief of the pain usually lasts from 4
months to 5 years or longer, but the overall average is about one
year.

8. The patient is seen after one week and any points still
tender are injected again. This can be repeated at weekly intervals
until all pain is gone. The patient is then seen at three-monthly
intervals and any recurrence dealt with as necessary.

Injection Points for Intraneural Injections

Injection Acupuncture Nerve Root Name of Nerve (Ist line)
Location of Tender and Injection Points & Details of Possible Variations (2nd, 3rd line)

#1 BL-9 C-2 Greater occipital
Lateral aspect of upper margin of external occipital protuberance about 1" from
midline
#2 GB-11 C-2 Lesser occipital
On posterior aspect of mastoid process of temporal bone about 1-3/4" lateral to #1
#3 BL-10 C-3 Third occipital

Approximately 2 inches inferior to #1 and 3/4 inch lateral to midline

#4 TH-23 Trigeminal Zygomatico-temporal
Two centimeters above zygomatic arch at the lateral tip of the eyebrow
#5 BL-2 Trigeminal ~ Supraorbital
At the medial end of the eyebrow
#6 SI-17 C-23 Great Auricular
Approximately 1-1/2" ventral to ear lobe
#7 HT-1 C-5,6 Axillary (lower branch)

(Circumflex humeral)
In mid-axilla on medical aspect of axillary artery
#8 Not Known C-5,6 Axillary (upper branch)
(Circumflex humeral)
Just dorsal to anterior axillary fold or crease

#9 TH-13 C-5,6 Lateral cutaneous of arm
On posterior surface of arm approximately 1-2 inches lateral to posterior
axillary fold
#10 SI-9 C-5,6 Axillary bifurcation

(Circumflex)
One thumbsbreadth superior to posterior axillary fold
#11 SI-10 Brachial Plexus ~ Suprascapular
Passing through suprascapular notch sending filaments to all joints of shoulder
#12 CO-15 C-34 Supraclavicular
(Posterior branch)
Posterio-lateral and inferior to acromion where depression is formed with arm
raised
#13 TH-15 C-34 Supraclavicular
(Anterior branch)
Posterior over trapezius muscle 2-3 inches lateral to midline at level of C-4

#14 BL-41 C-6,7,8 Thoracodorsal
Four fingerwidths (of patients) of 3-1/2 inches lateral to inferior end of spinous
process T2
#15 SI-12 C-5,6 Superior subscapular
In middle of suprespinatus fossa
#16 LU-5 C-5, 6, 7 Lateral cutaneous of forearm

At cubital fossa on the radial aspect of biceps tendon
#17 SI-18 C-8, T-1 Medial cutaneous of forearm
In fossa between ulnar olecranon and medial epicondyle of humerus with elbow
flexed. (May be found as the nerve emerges through the deep fascia in front of
medial epicondyle)
#18 HT-3 C-5,6, 7,8, T-1 Median
At the medial end of the elbow crease when elbow is flexed
#19 LU-8, 9 C-5, 6,7, 8, T-1 Anterior inter-osseous
Approximately 1 to 1-3/4 inches proximal to wrist flexion crease just medial to the
radial artery and flexor pollicis longus tendon
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#20

#21

#22

#23

#24

#25

#26

#27

#28

#29

#30A

#31

#33

#34

#35

#36

#37

#38

#39

#40

#41

#42

#43

#44

TH-4 C-5, 6, 7, 8, T-1 Posterior inter-osseous ganglion

On the dorsum of the wrist in the depression of the skin crease proximal to the
3rd and 4th metacarpals

CO-4 C-5, 6, 7, 8, T-1 Radial terminal branches

On dorsum of hand between 1st and 2nd metacarpals in anatomic snuff box

SP-20 T-2,3 Lateral cutaneous of thoracic

Six inches lateral to mid-sternal line at a line even with the 2nd intercostal space

SP-21 T-6 Lateral cutaneous

In the mid-axillary line in the 6th intercostal space

KI-27 T-1 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the Ist intercostal space

KI-26 T-2 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the 2nd intercostal space

KI-25 T-3 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the 3rd intercostal space

KI-24 T-4 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the 4th intercostal space

KI-23 T-5 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the 5th intercostal space

KI-22 T-6 Anterior cutaneous

One and 3/4 inches lateral to mid-sternal line in the 6th intercostal space

BL-27 S-1 Posterior rami S-1

One to 1-1/2 inches lateral to 1st sacral vertebra, superior to sacroiliac joint

BL-28 S-2 Posterior rami S-2

One to two inches lateral to 2nd sacral vertebra to sacroiliac joint

BL-29 S-3 Posterior rami S-3

One to 2 inches lateral to 3rd sacral vertebra, level with anterior superior crest of
ilium

BL-30 S-4 Posterior rami S-4

One to 2 inches lateral to sacral hiatus

BL-35 S-5 Posterior rami S-5

One centimeter m lateral to the mid-line of spine, level with the superior border of
the coccyx

BL-37 S-1,2,3 Posterior femoral

Trigger points can be anywhere in a 2 inch band running down the mid-posterior
thigh from the gluteal region to the back of the knee

GB-27,28 L-2, 3 Lateral femoral cutaneous

Anterior and about one inch inferior to the anterior superior spine of the ilium

LI-11 L-2,3,4 Accessory obturator (often not present)

Approximately one inch inferior to medial end of Poupart’s ligament

None known L-2,3,4 Obturator

A. Anterior area of greater trochanter; insert needle at X & penetrate to trochanter

Arterial branches
B. Superior area of greater trochanter; insert needle at X and penetrate to trochanter
Nerve to quadratus femorus

C. Posterior area of greater trochanter; insert needle at X & penetrate to trochanter

GB-30 Joint capsule (hip)

2/3’s of distance from midline on a line joining the greater trochanter with sacral hiatus

ST-34 L-2,3,4 Intermediate femoral cutaneous

2 to 3 thumbsbreadths superior to the patella along the lateral margin of the patella

SP-10 L-2,3,4 Medial femoral cutaneous

2 thumbsbreadths superior to the medial border of the patella on the medial aspect
of the thigh with the knee flexed

SP-11 L-2,3,4 Saphenous in femoral canal

Approximately 6 inches superior to #33 on the medial aspect of Sartorius muscle &
lateral to the femoral artery

GB-31, 32 L-2,3 Lateral femoral cutaneous

On the lateral aspect of the thigh approximately 4 to 6 inches proximal to the
superior border of the patella

SP-9 L-2,3,4 Saphenous

At attachment of median longitudinal ligament 1-2 cm inferior to medial condyle
of tibia about 1 inch medial to patella; this point often relieves ankle pain

? L-2,3,4 Saphenous
At origin of infrapatellar branch of the nerve
? L-2,3,4 Saphenous

Immediately below the patella; there may be two or three points located here

? L-2,3,4 Saphenous

At the apex of the curve in the nerve as it enters the subcutaneous tissues

ST-36 L4,5 Musculocutaneous (Peroneal)

Approximately 3 inches inferior to tibial tuberosity & one finger lateral to crest of
tibia in the tibialis anterior muscle

SP-6 L-2,3,4 Saphenous for foot

At the junction of the mid & lower 1/3 of the shaft of the tibia approximately 4 inches
superior to the apex of the medial malleolus & slightly medial to the tibial crest

LI-4 L-2,3,4 Saphenous for foot

At the lower 1/4 of the tibial shaft two thumbs superior to the medial malleolus &
lying just medial to the tibial crest

ST-41 L-4,5 Anterior tibial (Deep perineal)

On dorsum of foot in the center of the inferior extensor retinaculum & between the
tendons of the extensor hallicus longus & extensor digitorium longus

BL-59,60 L-4,5

Sural In the depression anterior to the Achilles tendon & posterior to the lateral
malleolus

S-1,2,3

Also three inches superior to this point

Recommendations, Rationale and Research

The majority of physicians working with The Arthritis

Fund, formerly The Rheumatoid Disease Foundation, are realizing
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Schematic Drawing I
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Schematic Drawing I: Probable cause of sciatic pain in osteoarthrosis according to Professor Roger Wyburn-Mason and Dr. Paul K.
Pybus, who, along with Gus J. Prosch, Jr., M.D., also developed a successful remedy. These two pictures occur alternately when the patient
is walking. However, when the nerve has been inflamed, as in the above picture, the cartilage stays pressed and nutrients do not provide

for the cartilage, and it is destroyed.
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Nerve Sites for Intraneural Injection

Side View Anterior View Posterior View

Ventral
axial line of
upper limb

Points for Sciatica
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the importance of good nutrition, adequate and proper diet with
necessary vitamin and mineral supplementation. With the increas-
ing number of patients being treated by these physicians daily, a
few obvious facts are becoming clearer. Those of greater impor-
tance are the following:

1. Most all arthritic patients’ body fluids are more acid
than they should be.

2. Most all arthritic patients show numerous signs and
symptoms of a deficiency in free or ionic calcium in the body.

3. Most arthritic patients drink 2% butterfat milk, eat
margarine instead of butter, and demonstrate a lack of vitamins D
and A along with other nutrients.

4. The diet of arthritic patients does play an important
part in controlling the severity of their symptoms.

5. Vitamin and mineral supplementation does shorten
recovery time; and by strengthening the immune system, these
patients become less susceptible to reinfection by amoebae as well
as other infections.

As opinions and conclusions tend to vary widely at the
present time among most physicians concerning the use of diet,
vitamin and mineral supplementation, and strengthening the im-
mune response system, The Arthritis Fund makes no recommenda-
tion to any physician concerning these important factors. These
decisions are left to the discretion of the attending physician. How-
ever, to those physicians [and consumers] who are sincerely inter-
ested in these important factors, a short summary of diagnostic
signs and symptoms and our rationale concerning diet, vitamin, and
mineral supplementation and strengthening of the immune system
will be presented. [Many new articles are now available from The
Arthritis Fund concerning dietary support for arthritic and related
conditions including candidiasis, the roles of essential fatty acids,
and enzymes].

Credit for much of the following information should be
given to Carl Reich,> M.D., of Calgary, Alberta, Canada, who has
studied much of the presented information for the past twenty
years. Dr. Reich has noticed a strongly positive relationship be-
tween the various forms of arthritis and poor or inadequate nutri-
tion. Numerous other physicians have observed similar findings
along with a multitude of arthritic patients. One of our physicians
has undertaken a continuing in-depth study of this subject, result-
ing in three primary observations:

1. Many patients who are blood-related to arthritic per-
sons do not develop arthritis especially when different dietary hab-
its are followed.

2. Oftentimes arthritic patients exhibit slight to signifi-
cant improvement when self-administered home and folk remedies
are taken, as alfalfa tablets, bone meal tablets, cod liver oil capsules,
vinegar with honey, peanut oil, bee venom and cherries.

3. Some patients are more susceptible to becoming
reinfected with amoebae than others, once the germs [or aberrant
macrophages] have been destroyed in their bodies by antiamoebic
drugs.

The same physician initiated a program to accomplish
the following three proposals listed below. Space does not permit
a detailed explanation of the technique and methods of study in-
volved, and so only conclusions are presented.

Studies Performed

1. To determine any previously overlooked physical signs
and symptoms exhibited

primarily by arthritic patients.

2. To determine and correct any poor or inadequate eating
habits along with any vitamin

and mineral deficiencies present by using an in-depth and de-
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tailed past history questionnaire.

3. To determine a successful method to strengthen the ar-
thritic patient’s immune system in an effort to prevent any reinfec-
tion by amoebae along with any simple and easy-to-follow tech-
niques that will rid the patients drinking water of any pathogenic
amoebae.

Tentative Results of These Studies

1. There are present with arthritic patients certain physical
signs and symptoms which have been found to be much more preva-
lent than in normal persons not afflicted with arthritis. Of course,
one must understand that not all arthritic patients exhibit every sign
or symptom listed below, but some are seen in nearly every ar-
thritic (rheumatoid and osteo) patient in one form or another:

a. Longitudinal ridges in fingernails with an increase in
opaqueness of the nails.

b. Mild to moderate tenderness with strong palpation of
the soleus and trapezius muscles.

c. Generalized slight increase in deep tendon reflexes.

d. Generalized irritability of skeletal muscles to percus-
sion.

e. Acid saliva on the average should be about pH 7.
Arthritic patients’ saliva usually ranges from 4.5 to 6.5 as deter-
mined by using Hydrion® paper which is manufactured by Micro
Essential Laboratories of Brooklyn, N.Y.

f. Slight to severe coating on the tongue.

2. An in-depth past history questionnaire which includes a
past nutritional evaluation should be completed on arthritic pa-
tients. Most arthritics consume a diet that is strongly acid-forming
in nature; and it is felt that these patients should be educated as to
the proper foods they should eat along with foods they should
avoid. It has been found that arthritic (rheumatoid and osteo) pa-
tients respond to treatment more rapidly and successfully when
they follow the diet recommended below. The diet also helps pre-
vent reinfection by amoebae when followed.

Diet, Vitamins and Minerals

One of our leading physicians says:

“In my practice, I have noticed that most arthritics avoid
whole milk and butter and instead drink skim or low-fat milk and
eat margarine. Their clinical symptoms and physical examination
signs usually demonstrate strong evidence of a deficiency of “free”
calcium in their system as well as a lack of vitamins A and D. Blood
calcium studies are misleading since they measure the free calcium
along with other forms as all the calcium bound to proteins. Whereas
normal body fluids are nearly always slightly alkaline, as opposed
to acid, I constantly find those patients with rheumatoid disease
have body fluids that are more acid in nature than normal. This is
partly due to a deficiency in free (ionic) calcium, which in itself is
very alkaline in nature, but the primary cause of this acid-alkaline
reversal can be found in the diet and nutritional habits of those with
rheumatoid disease. Most cellular mechanisms of the body and
particularly those involving the use of ionized (free) minerals such
as the secretory (all glands) processes, nerve function processes
and muscle contraction, etc., proceed best in a mildly alkaline body
state. For this reason, a diet consisting of high alkaline forming
foods should be consumed, combined with the avoidance of acid
forming foods. Acid forming foods are those which are high in one
or more of three elements: phosphorus, sulfur, and chlorine. Alka-
line forming foods are those which are high in one or more of four
other elements: potassium, calcium, magnesium, sodium. The fol-
lowing diet has proven to be effective in preventing and treating
those with rheumatoid diseases, but also seems to strengthen and
fortify an individual’s immune system and body defenses, espe-
cially when combined with adequate vitamin and mineral supple-
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ments.

“The diet used to treat and prevent development of rheu-
matoid diseases should definitely avoid, as much as possible, the
following foods: All processed and most canned foods should be
avoided along with caffeine, sugar in all its forms, as well as the
simple carbohydrate foods that quickly upon digestion turn into
sugar as white flour foods, crackers, many cereals, macaroni, (pasta
foods), white rice and corn products. Ideally, nicotine and alcohol
should be avoided, along with any sweets, candy, soft drinks, past-
ries, or desserts. The “nightshade plants” (foods containing sola-
nines) such as white potatoes, tomatoes, egg plant and garden pep-
pers should be avoided. Also avoid chocolates since they contain
oxalates which interfere with calcium absorption. Most fruits are
alkaline forming (contrary to public opinion) with the exception of
cranberries, plums and prunes, which of course should be avoided.

“Concerning vitamin and mineral supplementation, the
most important point to consider here is to correct the free calcium
deficiency present in most arthritics. This requires much larger
amounts of vitamins A and D in their natural form than what is
usually recommended by the ‘recommended daily allowances’ tables.
The synthetic vitamin A and D-2 preparations on the market sim-
ply do not work. Synthetic vitamin D-2 does increase the calcium
absorption from the small intestine but seems to be totally inad-
equate in regulating the use of calcium and especially calcium excre-
tion by the kidneys. The only preparation I have found that is
adequate is the natural D-3 which is found in fish liver oils. There-
fore, I recommend plain cod liver oil as the ideal which seems to be
even better than cod liver oil capsules. Itis easily taken when mixed
with some orange juice and stirred rapidly. The preparation recom-
mended is plain Norwegian cod liver oil liquid which contains 10,000
units of vitamin A and 1000 units of vitamin D per teaspoon. I
recommend that patients take two teaspoons on arising each morn-
ing and two teaspoons at bedtime. This preparation can be found in
most health food stores and should be taken for at least four months
then the dosage should be cut in half. I explain to the patients to not
fear any vitamin A or D toxicity with this dosage as it is less than 1/
3 the toxicity level that has been reported in the literature. If the
patient absolutely cannot take the liquid, they can usually find
capsules at a health food store which will provide approximately
40,000 units of vitamin A and 400 units of D. I also explain that
exposure to the sunshine of at least 20 minutes weekly will activate
the vitamin D.

“Concerning calcium preparations, [ have found that none
of the available inorganic calcium preparations are effective. Idis-
covered that organic bone meal tablets (3-4 per day) work better
than other calcium preparations but I continue to have reservations.
Recently, I located a calcium preparation that seems to work ide-
ally. This compound is Calcium Orotate which is the naturally
occurring calcium in plants. Miller Pharmacals of Chicago or Lanpar
Corporation in Dallas, Texas carries this compound and I prescribe
500 mg Calcium Orotate (50 mg. elemental calcium) three times
daily with meals for two months, then 500 mg twice daily. This
calcium preparation also seems to enhance the ability of the body
to use and metabolize other forms of calcium ingested. I also pre-
scribe 500 mg Magnesium Orotate once daily to balance the cal-
cium-magnesium ratio. The above calcium preparation is also ex-
cellent for osteoporosis and it greatly strengthens the bone and
cartilage structures in the body.”

“As a rule, most protein foods tend to be acid forming
since they contain phosphorus and sulfur. Animal sources of pro-
tein — lean meat (beef, lamb, veal) poultry, fish and eggs — are
definitely in this category. With the exception of shrimp, most sea
food is extremely acid forming. These foods must not be avoided
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however in the diet, as they provide the building blocks for al body
functions and processes. Therefore one of these proteins should be
eaten with each meal. Pork meats should be limited however. Just
try not to eat an entire meal consisting of protein foods, but balance
these foods with alkaline forming foods. Ideally your breakfast
should always consist of some high protein foods, balanced with
whole milk, fruit juices, etc. Also remember to cook protein foods
at low temperatures, as enzymes and trace minerals are reduced
when foods are heated above 120 degrees F.

“Avoid processed and hydrogenated, or “hardened” oils
and fats. Most margarines, peanut butters, restaurant prepared
French fries and potato or corn chips are prepared with hardened
oils. Sweet cream butter is best and use “non hydrogenated” veg-
etable oils (like Pam®) for home cooking. Also watch those high
calorie salad dressings. Most fats and fatty foods (butter, oils,
sausages, bacon, etc.) are neutral in their acid-alkaline content, but
they greatly contribute to excessive weight gain which severely
complicates arthritis. Therefore, it would be wise to limit are oily,
greasy, fried, fatty foods, if you tend to be overweight.

“Most all vegetables (except corn) are highly alkaline in
nature and should be emphasized in your eating program. Salad
vegetables are excellent and should be eaten daily. All other veg-
etables are very good and when “wok” cooked or stir-fried in “non-
hydrogenated” vegetable oil, they are even better for you. Fresh
vegetable juices (not canned) are nearly perfect and should be part
of your diet. It is important to prepare and serve as many foods in
their raw and natural state as possible. All fruits and fruit juices
(excepting cranberries, plums and prunes) are very good alkaline
forming foods and should be eaten daily. Most nuts (with the
exception of peanuts, pecans and walnuts) are alkaline forming and
are good to “munch” on. Whole milk is one of the best alkaline
forming foods due to its high calcium content. Raw certified whole
milk is much preferable if you can find it, and I would class it as the
#1 choice of foods for arthritis patients. You should not drink skim
milk or low fat milk in preference to whole milk. At least two
glasses of whole milk should be taken each day and use butter
instead of margarine. Plain yogurt is an excellent alkalinizing food
and not only easy to digest but tastes great when mixed with fresh
fruit. Certain dried fruits such as raisins, dates, dried figs and
apricots are also good and make excellent munching foods. This
diet will change your system to be more alkaline as it should be.

[It is also reported that the steroid, Decadurabolin®
(nandrolone decanoate by Organon) injected intra-muscularly, 100
mg once each month for six months, also reverses the progress of
osteoporosis—Editor]

“Concerning other vitamins for arthritic patients, I rec-
ommend as an ideal supplement program the following:

1. Vitamin B complex — two to three “Stress” B vita-
mins daily in divided doses.

2. Vitamin C — two to three grams daily in divided
doses.

3. Zinc Orotate — 500 mg, one to two tablets daily.

4. Selenium, 250 mcg daily as yeast selenium.

5. Beta-Carotene — 25,000 units daily.

6. Vitamin E — 400 units daily.

“The above vitamin and mineral supplementation will
not only help the patient’s arthritis by stimulating the immune
response system but will play an important role in counteracting
the aging process as well as acting as a deterrent to some forms of
cancer since many of these preparations act as free radical and
peroxide scavengers in the body. With painful hands and feet, I
recommend in addition 100 mg vitamin B6 twice daily. this is also
helpful for carpal tunnel syndrome. With neuralgia, I suggest 500
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mg niacinamide twice daily.

“In treating rheumatoid disease patients who have re-
cently been taking any cortisone preparations, gold injections, or
penicillamine, the physicians working with The Arthritis Fund have
discovered that these patients respond more slowly and less effec-
tively with anti-amoebic medications. Professor Roger Wyburn-
Mason believed that these medications produce some form of shield
or coating around the amoebae which prevents the anti-amoebic
drug from getting to the amoebae.

“In trying to prevent reinfection of the amoebae and real-
izing that drinking water is a primary source of reinfection with the
fact that copper kills the amoebae effectively, the writer recom-
mends to patients that they should either boil their drinking water
10-15 minutes before drinking or to place one half pound of clean
“non-insulated” copper wire in each of two gallons of water which
is allowed to stand at least 8 hours before drinking.

The Arthritis Fund recommended treatment for rheuma-
toid arthritis was previously presented in Chapter IV. Dr. Prosch’s
observations (which coincide with some Arthritis Fund members’
observations) on osteoarthritis follow:

1. It has been observed that the majority of osteoarthritic
patients are infected to some degree with amoebae. For this reason,
all osteoarthritis patients are first given a “therapeutic trial” of anti-
amoebic medication usually in the form of metronidazole and al-
lopurinol as suggested under the recommended techniques of treat-
ing rheumatoid disease.

2. Location and injection of tender points of the nerves
affecting the involved joints as shown under the prior table and
schematics in this section under intraneural injections.

3. Prescribe amantidine hydrochloride (Symmetrel®) 100
mg three times daily for 2-3 months or until symptoms disappear.
Along with this, colchincine 0.6 mg should be given once daily for 6
days of each week for 2-3 months or until well. These two together
(without other treatment) have proven effective in about 55% of
patients, according to Dr. Archimedes A. Concon.

4. Follow the recommended diet suggestions to “alkalin-
ize” the body.

5. Follow the recommended vitamin and mineral supple-
mentation mentioned previously with special emphasis on the
proper dosage of cod liver oil and calcium, magnesium and zinc
orotates.

This protocol has been subject to revisions (additions [e.g.
boron, essential fatty acids], deletions [amoebae may have
been Cell Wall Deficient bacteria, or CWD candida albicans,
or aberrant macrophages], changes) as Board Members have
completed relevant research. New articles are now available
from

The Arthritis Trust of America

Perry A. Chapdelaine, Sr.
Executive Director/Secretary
March 1984,

revised

1. Fifteenth Edition of the Cecil Textbook of Medicine, Vol. 1,
W.B. Saunders Co., Philadelphia 1979, p. 202.

2. Deca-durabolin®, used in South Africa and Europe, seems
to turn osteoporosis around. See The Arthritis Fund protocol,
“Diets, Vitamins, and Minerals.”

3. See The Control of Pain in Arthritis of the Knee, Paul Notrik,
The Arthritis Fund, 5106 Old Harding Road, Franklin, TN $4.50
plus $1 postage and handling, 1984.
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4. See “Treatment of Backache with Local Injections,” 222:
708-711; “Treatment of Painful Conditions of the Abdominal Wall
With Local Injections,” 224:921-925; “A Controlled Trial to Com-
pare the Effects of Local Injection of Cortiosteroid and Lignocaine
into Painful Lesions of the Back”; “Treatment of the Painful Knee
With Local Injections,” all with The Practitioner, “Local Injection
Therapy,” The Physician, 185-188, 1984.

5. According to Carl J. Reich, M.D.: “In essence, I feel that
calcium is intimately related with energy release mechanisms of the
cell and deficiency of it enhances these processes to cause ‘burn
out’ of cell function, whether it be of muscle cell, nerve cell, connec-
tive cell, etc.

“Likewise, I feel that calcium deficiency causes the auto-
nomic nervous system to excite certain adaptive units, present in
the lung, intestine, or skeleton to function in a different direction
that may be compensatory for the encroaching calcium deficiency
state.

“These combined influences of calcium ion deficiency, of
course, may be heightened by any toxin which will depreciate the
effectiveness of ionic calcium.

“Therefore, a calcium deficient patient may be
asymptomatically adapting to the calcium deficiency by some au-
tonomically excited process of lung, intestine, and skeleton; and in
such instances, this asymptomatic adaptive process may be broken
down to pathological maladaptive disease by an infection which
may aggravate the deficiency state.

“Most importantly, vitamin A which is the natural ac-
companiment of vitamin D and calcium in milk products, and vita-
min A which accompanies vitamin D in fish oils, may be a natural
anti-yeast or protozoal protective device, the deficiency of which
will predispose the individual to infection with these agents. Be-
cause of the co-existence of these nutrient factors in milk products
and fish oils, etc., the person who becomes infected for reason of
vitamin A deficiency, naturally pays the penalty of experiencing
the calcium disrupting effect of the toxin which the infection ex-
cretes.

“...Possibly the most important aspect ... [the] symp-
toms and signs due to the direct effect of deficiency on the indi-
vidual, may constitute a warning that the person’s deficiency is of
a level that is exciting physiological adaptation. I now also inter-
pret these symptoms and signs as a warning that the individual also
is susceptible to infection, which infection may depreciate the as-
ymptomatic adaptive device to pathological expression in acute
fashion, whereas otherwise, if infection did not occur, the break-
down of this function to induce disease might not have occurred for
years or decades later, or possibly not at all.”

6. Patient Nutrition Handbook, Nettie F. Strauss, National
[now Desert] Arthritis Medical Clinic, 13630 Mountain View Road,
Desert Hot Springs, CA 92240; 1981 Arthritis Program, Robert
Bingham, M.D.

7. ANAVIT-F3, Chemical Consultants International, Inc., P.O.
Box 88041, Honolulu, Hawaii 96815.

Chapter XII

The Past and the Future

The BCF Syndrome

For people like you and me, the future is again glistening.

Not only do we perceive the living of useful, happy pain-free lives,
but through forthcoming research of the tax-exempt, non-profit
Arthritis Fund, we perceive discovery and development of new tech-
niques and medicines that will prevent tissue and joint destruction
before it begins. Before the tuberculosis bacillus was discovered,
physicians had a hundred different names for what seemed to be a
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hundred different diseases. Once the tubercle bacillus was identified
and isolated, it became apparent to all that what had come in a
hundred different guises was in reality but one germ that affected a
hundred different body tissues.

Thus it is also for Professor Roger Wyburn-Mason s dis-
covery of the Limax amoebae — a hundred different symptoms
disguised by discriminating medical nomenclature is found to have
the same basis, and therefore, the same cure.

Since the first edition of this book, the author has repeat-
edly been asked: “Why don’t the authorities — medical organiza-
tions, drug manufacturers, Arthritis Foundation, U.S. Government,
et al — look into Professor Roger Wyburn-Mason’s findings, and
do something about all this? After all, they are in the business of
helping the sick?”

I thought that Chapter X, “Is It Ethical to Deny the
Sick?” with its inclusion of a description of vested interests, suffi-
cient to answer the question in advance. It appears that something
stronger is required.

There is a sickness among us which I’ve titled the BCF'
Syndrome:

This disease is characterized by a group of mental disor-
ders affecting thinking, mood and behavior. There is an altered
concept of reality, and in some cases, delusions and hallucinations.
Mood changes include inappropriate emotional responses and loss
of empathy. Withdrawn, regressive, and bizarre behavior may be
noted. Whenever reality is addressed, i.e., whenever the person’s
attention is forcibly directed toward the real world, delusions of
persecution may drive the individual to attack with unwarranted
venom. Such attacks often take the form of Authoritarian state-
ments of denunciation to the press, radio, and TV, the primary
purpose of which is to restore the denouncer to a semblance of
inner security in an inner world where all things are nicely predict-
able, thus also nicely controlled, and no thing is perceived as a
threat.

I am writing, of course, of the dreaded Bumblebees Can’t
Fly Syndrome.

The Bumblebees Can’t Fly Syndrome was named during
the first part of this century in the 1920s or 1930s (I believe) by
some unknown scientist who, when shown certain mathematical
equations clearly demonstrating that Bumblebees Can’t Fly, said,
“But what of the one that has just flown to your shoulder?” He
was summarily drummed from the Scientific Academy and thereaf-
ter attacked in the news media with great venom, many claiming
that he was a fraud, a charlatan, not a true scientist at all: and at
least one great organization, The Foundation for the Preservation of
the Mammoth Elephant, proceeded forthwith to send out a stupen-
dous number of requests for research funds to find the cure for why
Bumblebees Can’t Fly, at the same time warning all recipients not
to listen to any quacks who claimed otherwise.

While the disease — BCF Syndrome — was named but
recently, the symptoms were observed several hundred years ago,
the most memorable occasion being when august French scientists
at a famous museum threw out a valuable collection of meteorites,
patiently collected over several hundred years, because “everyone
knew that rocks can’t come from the sky.”

Of course, I’m being facetious!

But consider the same thought posed in a more restrained
manner: Arthur Koestler in his The Sleepwalkers,l says:

“... the inertia of the human mind and its resistance to
innovation are most clearly demonstrated not, as one might expect,
by the ignorant mass — which is easily swayed once its imagina-
tion is caught — but by professionals with a vested interest in
tradition and in the monopoly of learning. Innovation is a twofold
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threat to academic mediocrities; it endangers their oracular author-
ity, and it evokes the deeper fear that their whole laboriously con-
structed intellectual edifice may collapse.”

Consider, for example, the Arthritis Foundation: It should
have done something with Professor Roger Wyburn-Mason’s re-
search the moment it was published in 1964, but it did not. In the
author’s opinion, and to the author’s personal knowledge, the Ar-
thritis Foundation has impeded any attempt to spread the word, or
to bring about proper scientific investigation of Professor Wyburn-
Mason’s work — and it still begs for money “for research to find
the cure for arthritis!”

Most of the established Foundations use a code word
that, among those not in the know, sounds erudite and conservative
and proper; but in fact, to those who are in the know — the medical
and scientific establishment — means “don’t touch,” we haven’t
approved. The code word is simply not proved or “an unproven
remedy.” The term “unproven remedy” is fostered on the public as
being equivalent to quackery — this despite the fact that 80-90% of
AMA-approved medical practices are also unproven, according to
the U.S. Office of Technology Assessment, publication (1978), “As-
sessing the Efficacy and Safety of Medical Technology.” Try call-
ing the Arthritis Foundation and ask why they are not using and/or
propagating the Roger Wyburn-Mason treatment which has been
said to be scientifically proved over six years ago. The answer you
will most probably receive from any of its many branches will be
simply “not proved.” This code word means “not invented here,”
“not approved by our FNR (friendly neighborhood rheumatologists)
who run our organization,” “boycott this treatment, because it’s
not part of our establishment,” and so on. They will never once tell
you that they are themselves investigating the claims — for they
are not —, or that they’ve furnished funds for running “requisite”
double-blind studies — for they have not —, or that they have
looked into the claims, either through Professor Roger Wyburn-
Mason’s research, or through other physicians’ cures and remis-
sions — for they have not.

They will never tell you of the treatment research back-
ground, in many medical fields, or Professor Roger Wyburn-Ma-
son, but rather seek to cast doubt on this wonderful person through
innuendo and false statements taken out of context. And when
they speak of Dr. Jack M. Blount, of course, they will use two
modes: (1) On the record, this is an “unproven” remedy (the code
word), and they will make fun of his heart-rending story as told
herein in Chapter II. (2) Off the record, Dr. Blount is a [you fill in
the blank].

The Arthritis Foundation has over many years used its
IRS tax exempt base and its privilege of free radio and TV time to
condition people into believing that their foundation is the sole
authority on arthritis, that everyone else who has insight, knowl-
edge, data, is a fraud and charlatan, that one should check with them
before making any move whatsoever. They admittedly can do
nothing for you, except teach you how to live with your pain and
suffering and continuing and increasing disfigurement, but since
they’ve set themselves up as being The Authority, they have the gall
to also judge for you where to go for treatment — and they will
protect your pocketbook from charlatans and con artists while
steering you to your FNR (friendly neighborhood rheumatologist),
who will, instead, take your money without any cure.

The Arthritis Foundation has no greater legal basis for
existing than does any other association of individuals; nor are they
any greater authority than they can produce workable results —
which is apparently none!

As to the FNR (friendly neighborhood rheumatologist),
he or she is a physician who has specialized in theumatology. Con-
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sciously or unconsciously, professional rheumatologists know that
if Professor Roger Wyburn-Mason is correct, and that rheumatoid
diseases can be easily and swiftly cured with a small amount of
medicine (and they can), then any general practitioner can cure the
disease, and rheumatology as a specialty is doomed! Some, I'm
sure, have a severe mental conflict when they are told that all the
procedures they use, for treatment and for alleviation of symp-
toms, are wrong! After all, they are the experts. They have a
university degree to show for it, haven’t they? The fact that they
cannot get results is ignored by their own suffering from the Bumble-
bees Can’t Fly Syndrome.

As to show the American petro-chemical industry, the
American health systems, and some foundations, control virtually
all practice of medicine for profit (as opposed to the chief aim of
getting people well), I have only to refer the reader to a series of
Penthouse articles wherein thorough investigative and objective re-
porting shreds the mysterious veil of direct and indirect control
over the American public’s right to health.2

And any serious student of these matters would do well
to review problems encountered by The Dreyfus Medical Founda-
tion,3 wherein Jack Dreyfus, — who had access to Presidents, top
Federal bureaucrats and the Army Surgeon General — was unable
to effect a needed minor change in the Physicians’ Desk Reference.4

One famous German physician describes Americans as
“Stupid,” because we conduct all the basic medical research, and
then bury it. All the Europeans need to do is read our journals, and
apply findings and lo!, they are ahead of us in medical applications
by twenty years!

It is not the author alone and other now-cured rheuma-
toid victims who have reached the point of disgust on how our
health and welfare is controlled by others with vested and narrow-
viewed interests. The People’s Medical Society™> has recently
been chartered with the stated goals of giving each of us more con-
trol over our own medical care and to reduce health-care costs.
Robert Rodale says, “The medical confrontation is not just coming
— it’s here.”0

The Arthritis Trust of America

The Roger Wyburn-Mason and Jack M. Blount Founda-
tion for the Eradication of Rheumatoid Disease, IRS tax-exempt,
non-profit, is dedicated to curing you, and everyone else who suf-
fers from rheumatoid diseases: (1) stopping disease progress, (2)
repairing damage, (3) maintaining health.

Professor Roger Wyburn-Mason spent many agonizing
years suffering through skeptical rebuffs, when all anyone had to
do was look at this proffered research. Jack M. Blount, Jr., M.D.,
likewise has charged ahead despite much ridicule and persecution to
bring his knowledge to those who, like myself, also suffered.

Every member of The Arthritis Trust of America has sac-
rificed more or less in some manner to bring this valuable informa-
tion to those who suffer needlessly.

With welcome assistance from many others, The Arthri-
tis Trust of America is now sending out letters asking for research
funds to bring Roger Wyburn-Mason’s findings to fruition. There
are many research, development, and application needs that can be
satisfied through your donation — big or small — and these are:

1. First and foremost is the use of funds to conduct
double-blind studies. We must demonstrate to the American medi-
cal and scientific establishment the correctness of Professor Roger
Wyburn-Mason’s treatment. In making double-blind studies, pa-
tients are divided into two groups, one to receive the medicines that
are thought to cure or bring relief, and the other group that receives
aknown neutral ingredient, called a placebo. “Double-blind” stud-
ies mean that neither the patient nor the physician is aware of
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which patient receives the anti-amoebic and which the placebo (in-
ert ingredient without any medical value). In some parts of Europe,
it is both unethical and illegal to perform double-blind studies when
an agent is known to effect relief of pain and suffering. In the
United States, double-blind studies are necessary to convince those
who set the standards (medical establishment) of what shall consti-
tute proper medical treatment, although neither the miraculous sulfa
drugs nor penicillin went through such costly and extravagant stud-
ies. Perhaps double-blind studies can be effective in showing which
of several anti-inflammatory substances, that treat symptoms only,
is most effective, but of what use when the cause and cure are
known? The Arthritis Trust of America has acquired funds through
generous donors and is currently running double-blind studies with
clotrimazole at Bowman Gray School of Medicine, Winston-Sa-
lem, NC, Department of Rheumatology under Robert Turner, M.D.
These scientific studies will take 12 months, but as studies begin, it
will be quickly shown that double-blind studies cannot be done,
because each infected patient who receives antiamoebics will have
the Herxheimer effect, and the administering physician will at once
know which patient is receiving the antiamoebic and which is not,
thus destroying the double-blind aspect. [The patient may not
know what is happening or why, but the physician will know, thus
only single-blind trials are possible.]

However, The Arthritis Trust of America must go through this
expensive charade for the sake of getting information into the present
hard-headed medical establishment.

There are another $2,000,000 worth of studies of similar
nature waiting to be funded.

2. There must be developed a better test to determine
genetic susceptibility [or resistance] to the Limax amoeba [or other
similar organisms or cells] in advance of tissue destruction, and
awaiting the Jarisch-Herxheimer effect (after taking amoebics) for
initial verification. Right now, it’s like saying, “Yup! That guy over
there who’s almost dead did have the disease.” Until now, the state
of medical art has precluded such definitive tests — most expensive
presently used laboratory tests and x-rays are non-definitive — but
whole new fields of bio-genetic engineering are unfolding which give
promise to solve this problem neatly.’

During 1985, with the help of generous donors, The Ar-
thritis Trust of America funded one to three university centers to
duplicate Roger Wyburn-Mason’s initial work in isolating the Limax
amoeba. With this step accomplished, we will then be able to fund
monoclonal antibody studies that will provide the physician with a
specific test to determine which amoeba, [Cell Wall Deficient bacte-
ria, Cell Wall Deficient candida, or aberrant macrophage] must be
killed [or normalized] with which antiamoebic. No more guessing
or shotgun approach!

3. Now that we know how insidiously dangerous is the
Limax amoeba [and its look-alikes, aberrant macrophages, Cell Wall
Deficient bacteria, or Cell Wall Deficient candida], we should have
a catalog of all 300 or more species, with their characteristics, so
that the basic and developmental research can be performed to
safeguard people; such research would include knowledge on how
they affect changes in tissues, their capacity to adapt to changing
environments, including different antiamoebics, their relationship
to diets, including vitamins and minerals — and we must communi-
cate to people on the proper procedure of treating the symptoms of
rheumatoid disease. For example, for many years rheumatologists
have told victims to exercise, and to use massage and warmth. It
turns out that this standard advice has been causing the organism
that causes rheumatoid disease to spread faster. Money must be
spent to de-condition people, so that they will know the truth.

We must have definitive tests that can discriminate be-
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tween allergies, yeast infections, bacterial, viral, [autoimmune] and
amoebic.

5. The Arthritis Trust of America has republished Profes-
sor Roger Wyburn-Mason’s masterly publication, The Causation
of Rheumatoid Disease and Many Human CancersS and his Ad-
denda.? These must be made more widely available so that all
physicians and scientists can study in detail the massive amount of
work Wyburn-Mason placed into them over a lifetime, and thereby
convince themselves that merit lies therein.

6. Other rheumatoid diseases that have not, until now,
been recognized as related to the rheumatoid condition need more
studies and therefore also need funding. Many have been named in
Chapter VII, but it would be well to cover here two important ones:
cancer and multiple sclerosis.

In Wyburn-Mason’s Addendal0 is stated: “Certain hu-
man lesions are well recognized as premalignant and, if their cause
could be elucidated and removed, the possibility of finding the
aetiology and of prevention of some forms of cancer arises.”
Wyburn-Mason briefly reviews the statistical studies, and their
implications, and it becomes easy to visualize that perhaps as much
as 20% of cancer is now set up by the Limax amoeba [and/or other
similar in appearance macrophages, Cell Wall Deficient bacteria, or
Cell Wall Deficient candida] by establishing a changed environment
around individual cells, which, when the cells adapt because of the
changed environment, become precancerous, among which are the
following: Exocrine glands (salivary and lacrimal glands, cystic
mastitis, chronic lymphocytic pancreatitis, liver), Endocrine glands
(Ilymphocytic or Hashimoto’s thyroiditis, adrenal, parathyroid,
thymus, ovary), Mucosa of the respiratory or gastrointestinal tract,
Colon, Lungs, Gallbladder, Bone Marrow, Bones, Lymph Nodes,
Macroglobulinaemia, etc. Wyburn-Mason further states, “In order
to prevent certain malignant changes, it would seem that the prema-
lignant lesions described above must be prevented. This can be
accomplished in some cases by administration of antiamoebic sub-
stances to all subjects at regular intervals as every person becomes
reinfected with amoebae in the course of his life and these may be
pathogenic or the subject sensitive to them. In this way, [the vari-
ous syndromes] can be prevented.”

Multiple sclerosis, the last disease researched by Wyburn-
Mason before his death, also seems to be an invasion [in part] of the
central nervous system by Limax amoebae [or its look-alikes].
However, those antiamoebics now routinely used to cure other
rheumatoid diseases are dangerous for victims of multiple sclerosis
to use, because during the course of killing amoeba, there is a plaquing
over of nervous tissue, causing the disease to progress faster. Ob-
viously, now that the [cellular or microbic] cause of multiple sclero-
sis is known, research funds for assessing anti-amoebics which do
not at the same time create a worsening condition would be very
well spent. Since the [cellular or microbic] cause of multiple sclero-
sis is known, the disease can now be prevented by assuring that
those who are susceptible to the Limax amoebae receive
antiamoebics before the disease progresses into the nervous struc-
ture; and perhaps the cure of multiple sclerosis is just around the
horizon, as has already been experienced by other rheumatoid dis-
ease victims. As of this writing, one of our cooperating physicians
may have the answer for MS! Perhaps by the book’s next edition,
we will be privileged to publish that answer.

7. Since the Limax amoeba is resistant to chlorine, the
treatment of public water systems must be reevaluated, and public
hygiene programs must be instituted for preventing reinfection
through swimming pools, drinking water, mishandling of sewage,
and so forth.

8. Perhaps one or more clinics for the indigent can be
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established across the nation and the world in time. Cost is no
longer a large factor in treating rheumatoid disease conditions.

9. Hundreds of thousands of antiamoebics need to be
screened to learn which are the most effective. Those given in this
book, Chapter V, represent chiefly the results of discoveries by
Prof. Roger Wyburn-Mason, Jack M. Blount, M.D., and Robert
Bingham, M.D., none of whom have been in the business of search-
ing and screening. Think of what can be found — and the good that
will be forthcoming — when funds are at last available to search out
the most effective, lowest cost antiamoebics!

The above are only my suggestions. The Arthritis Trust
of America Board members will make a determination of priorities
as donations become available, and you can be quite sure that any
further suggestions, whether or not accompanied by a donation to
The Arthritis Fund will be seriously considered.

Donations

If you are concerned for yourself, your children and their
children, and other loved ones, and if you want to help in this
magnificent effort, your donation may be made to The Arthritis
Trust of America, 7111 Sweetgum Drive SW, Suite A, Fairview, TN
37062-9384. Your gift will be tax-deductible to the full extent of the
law, and will represent a first effort to lick a scourge that has been
with humankind since its beginnings, and must, therefore, be an act
of mercy heard by many sufferers and also by He who demands
love and mercy for us all —.

1. Koestler, Arthur, The Sleepwalkers, McMillan Co., New
York, NY, 1959.

2. Some of the articles are: “The Great Cancer Fraud,” Gary
Null and Robert Houston, Penthouse, September 1979; “The Sup-
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Chapter XIII
Dr. Jack M. Blount’s Suspended Sentence
The Board Hearing

In 1983, Dr. Jack M. Blount received a suspended sen-
tence of two years from the State Board of Medical Licensure of
Jackson Mississippi. Dr. Blount’s “crime” was as follows:

Following a hearing before the Board of Medical Licen-
sure on May 19, 1983, and July 21, 1983, Dr. Blount was found
guilty of unprofessional conduct, which included, but was not
limited to, making or willfully causing to be made many flamboyant
claims concerning his professional excellence and he was judged
guilty of dishonorable or unethical conduct likely to deceive, de-
fraud or harm the public...the Board suspended Dr. Blount’s Mis-
sissippi medical license No. 2466 for a period of (two) 2 years.
However, the period of suspension was stayed upon Dr. Blount’s
compliance with certain conditions:

Dr. Blount shall cease issuing papers extolling the par-
ticular virtues of the expected results of his treatment for arthritis.

Dr. Blount shall not prescribe by mail or in person to a
patient unless he has conformed to the traditional ethical medical
methods, including but not limited to, the taking of a medical his-
tory and performing a physical examination and suitable laboratory
procedures.

Dr. Blount shall post conspicuously in his office a state-
ment that the treatment he uses for arthritis is experimental and that
there is no guarantee of any cure.

Dr. Blount shall verbally inform each patient he treats for
arthritis that the treatment he uses for arthritis is experimental and
that there is no guarantee of any cure.

Dr. Blount shall personally reappear before the board
after a period of one (1) year has elapsed.

If Dr. Blount fails to comply with any of the conditions
it will result in the immediate lifting of his license to practice medi-
cine in Mississippi.

Dated July 25, 1983 — Mississippi State Board of Medi-
cal Licensure

As with most Board Hearings and court cases, the public
seldom views behind scenes, they seldom sense or know the preju-
dicial power vectors that thrust a man like Dr. Jack M. Blount
before a set of supposed peers for judgment. Fortunately, the
author has personal and private knowledge that can shed some light
on what took place, and by means of this book, you, the reader, can
know something of those forces in our society that fight to keep us
from getting well:

Prior to Blount’s hearing of May 19, 1983, this writer got
word from an independent source that the Arthritis Foundation had
taken action to “get” Dr. Jack M. Blount, and next to go after
another of The Arthritis Fund Board Members.

As reported in Chapter II and Chapter III of this book,
Dr. Jack Blount was miraculously cured of arthritis himself, and he
passed his good news on to this writer and to thousands of others.
In perhaps 127 patients (including this writer), Dr. Jack Blount
gave prescriptions away fiee of charge. When the prescriptions
were used properly, sick people got well, or at least much, much
better. It was perhaps unethical, by current medical practices, to
give prescriptions away to those who had not been seen in his
office, but how much more unethical would it have been for Dr.
Blount to deny desperately ill people the same relief he had achieved?

His Hippocratic oath as a physician required that he ser-
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vice suffering humankind — but his license as a Mississippi doctor
required him to deny those same suffering people.

What would you do, knowing that you could easily lift
your brother’s burden by means of three scraps of paper: three
prescriptions sent free of charge and with tons of love—?

During the hearing, Dr. Blount was repeatedly accused of
making flamboyant claims. you, the reader, can judge Dr. Blount’s
judges: Read again Chapter II of this book, and ask yourself if Dr.
Blount was making flamboyant claims. This chapter is a reprint of
a speech Dr. Blount gave to a local business organization in Phila-
delphia, Mississippi, immediately on recovering from death’s toll-
ing, and it was later used to tell people about his swift recovery and
what he’d discovered, using Professor Roger Wyburn-Mason’s
theory and recommendations. According to the prosecutor (and
the Board), Dr. Blount must not use the words “miracle” and “cure.”
For him to use these words is the making of flamboyant claims. In
retrospect, it seems quite obvious that had Dr. Blount told each and
every patient: “Look! God is not involved in my sudden, new and
wonderful knowledge, only science,” and “There is no miracle, I
cannot cure you of bring you relief,” (a lie) then Dr. Blount, like all
Friendly Neighborhood Rheumatologists, would not have been ac-
cused of the making of flamboyant claims.

There is an obvious constitutional question of whether or
not any Board has the right to control another American’s speech,
writing, or religious convictions. I was taught that we were all
guaranteed the right of freedom of worship, belief, and the right to
freedom of speech and writing. Regardless of your convictions or
mine, Dr. Blount’s freedom of speech and religious convictions to
be restricted, even in part, also decreases our own personal free-
doms, and those of our loved ones.

It is the author’s opinion, and hopefully the readers’, that
the Mississippi Board had no right to delve into Dr. Blount’s reli-
gious expression or right to express his opinions — to patients or
anyone else.

Dr. Jack M. Blount was brought before the Board by
entrapment. Someone (probably the Arthritis Foundation) put the
bug in one of the Mississippi investigative agencies, and told them
to entrap Dr. Blount.

Of all the witnesses brought before the Board, only one
was not a member or agent of the investigative agency set out to
trap Dr. Blount. Each member but the one told essentially the same
story to the Board: They were called on to lie to Dr. Blount about
their desperate sickness and need for help, and they lied about their
inability to pay. Thinking each to be a legitimate brother in sick-
ness, Dr. Blount sent the same prescriptions that cured this writer,
each free of charge.

The prescriptions were not used by these liars, of course,
and were offered as part of the case against Dr. Blount.

The sole witness that was not (apparently) a direct agent
of the Board, became one through intense fears placed in her by
jealous rheumatologists or the Arthritis Foundation or the investi-
gative agency or some combination of the three.

In her testimony on the stands, she said exactly the words
that the Board’s prosecutor had coached her to say, in the writer’s
opinion. But her words and emotional mannerisms told another
story, that of a sickly woman who had been terrified by falsehoods,
and she was stimulated to hostility and now wanted to get even.

She had been told by someone unknown that Dr. Blount’s
prescriptions were dangerous, and that she must not take them.
She was obviously still ill with severe rheumatoid disease, and I
introduced myselfto her as a writer, and asked if  might talk to her
for a short time. I had hopes of convincing her that she would be
well if she tried those simple remedies.
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The opposing attorney got wind of my plans and imme-
diately ushered the lady away from me, and out of the hearing room
— gone forevermore. This action, more than any other single action
at the “trial,” gave the lie to the supposed ethics and purposes of
the investigative agencies that performed the entrapment processes.

My final observation in the hearing is that the prosecutor
at all times held two things on trial: (1) Dr. Jack M. Blount’s giving
away of free prescriptions, and (2) Professor Roger Wyburn-
Mason’s “unacceptable” theory of cause and treatment of rheuma-
toid disease.

While an equal amount of hearing time was spent on both
portions, in all fairness to the Mississippi Board, they did not
charge Dr. Blount with the requirement that he stop treating people
according to the new methods and techniques, nor did they pro-
nounce that the treatment and cure were fallacious.

They were wise to bear restraint —!

Irony

In America much is made out of the idea of double-blind ex-
periments, which are quite costly, and perhaps can help discrimi-
nate between one aspirin substitute and another. Rheumatologists
have insisted on double-blind experiments which are supposed to
be the ultimate in "scientific" proof. The lack of such studies has
needlessly kept Wyburn-Mason's findings from the general public
for six years.

According to my recent letter, "Roger Wyburn-Mason told
the story of his student who originally wrote up the double-blind
trial method in the Lancet and the editor gave a glowing appriasal of
the method. It was then seized on as the perfect proof of all new
therapies and was adopted. The first one done was on the use of
Cortisone in Asthma and the result of this trial was that it showed
quite conclusively that Cortisone has no effect on Asthma! It is
well known that the most effective therapy for asthma symptoms
is Cortisone. So where do we go from here?

[Name withheld by author]
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Important Note
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We recommend that you first go to your family doctor. If
s/he refuses to treat you, then try the physicians in this list. Since
new physicians are joining each week, you may also wish to write
to The Arthritis Arthritis Trust of America for the latest list.

Chapter XVI

Where Else Does One Look?

One of our referral physicians, Archimedes A. Concon, M.D.,
Memphis, TN, contributed the following treatment protocol. As it
is not otherwise available in our literature, I make it available here.

Dr. Concon states: “In those cases of heumatoid Arthritis and
Osteoarthritis which are intractable to our therapeutic regimens, |
suggest adding Germanium to stimulate the patient’s immune
system, to overcome the disease process. Also applicable to other
multiple collagen tissue diseases (MCTD).”

“Rheumatoid Arthritis.”

Rx Dexamethasone 50 mg 1 tablet qd, pc supper X 4 days

Metronidazole 500 mg 4 tablets (2 grams based on body weight
of 170#) qd, pc supper X 2 days.

Allopurinal 300 mg 1 tablet qd, pc breakfast X 6 days.

He suggests that we read The Report on Germanium by Karl
Loren, Ph.D., abook that can be ordered toll-free by phone at 1-800-
443-0100, ext 170SP7.

“For Osteoarthritis.”

RX Symmetrel 100 mg I capsule bid, pc breakfast and supper
X 6 weeks.

Vitamin D 50,000 units 1 capsule every other day, pc breakfast
X6 weeks.

Germanium 300 mg 1 tablet qd, pc breakfast X 6 weeks.

Germanium, he says, is available in health food stores as
Germanium 50 mg, 150 mg, 300 mg tablets or capsules.

Ifyou have tried all else recommended in our treatment proto-
col,I suggest you give these prescriptionsa try through your family
doctor. (Note that Colchicine is again mentioned in a totally different
context than control of gout.)

In addition to the intraneurals recommended by our treatment
protocol, there is increasing interest in the clinical use of lasers for
treating neuromata thathavebeen injured. Laser application inmuch
the same as our intraneural treatment except that the skin is not
penetrated with aneedle, the amplified infra-red providing its own
healing effects as it “sees” through the skin.

Anthony Lazzarino D.P.M. of Lewiston, NY has worked with
“cold{“ laser applications to good effect. As a podiatrist he limits
himself to lower extremities and the hands, but by the theory of
intraneurals he finds himself quite often treating extensive neu-
romuscular skeletal systems to relieve patients of pain and symp-
toms.

A number of our referral physicians are familiar with laser
treatments for these purposes.

Other devices, such as neural stimulators, are also in use by
various physicians, and warrant investigation by you, if necessary.

Dimethylsulfoxide, known as DMSQO, is a by-product of the
paper-pulp industry. It is exceedingly cheap and is an extremely
good, safe free-radical scavenger. DMSO has had many research
papers covering its effects, and there are so many popularized books
on the subject that I won’t do other than sketch out its major
importance to arthritics.

Most all of us who are arthritics have been exposed to the
external (and sometimes internal) use of DMSO at one time or another
in seeking pain relief.

Ithas been banned from easy access for out use because “it might
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be unsafe,” yet there is no proof of such unsafety on humans in any
properly done research papers.

Arthritics sometimes purchase DMSO from veterinarian
suppliers, where it is frequently used for animal pain. Food stores
actively promote its sale, and I want to caution you on one
deception I encountered.

When the store set on its shelves DMSO with a label stating
that it was 90% DMSO “not for human use”, I found that the way
in which the “90%” was derived was by this means: they decanted
DMSO from a large bottle marked as “90% DMSO” filling a small
container 10% full of the 90% DMSO and the remainder of the
container about 90% full of water.

I leave the first year algebra students the task of determining
what the real percentage was!

DMSO when used for arthitis will surely relieve some pain at
least temporarily - and in my opinion probably does so with much
more safety than would be the taking of aspirin or SNAIDs (non-
steroidal anti-inflammatories)

Two books that Irecommend for your reading pleasure are:The
Persecuted Drug: The Story of DMSO by Pat McGrady, Sr. The
Nutri-books Corp., Box 5793, Denver, CO 80217; available also
through many health food stores. And, Mildred Miller’s A4 Little Dab
Will Do Ya! DMSO: The Drug of the 80’s, Quality Advertising,
Degenerative Disease Medical Center, 1005 South Third, Las Vegas,
NV, 89101.

Within these two books, and others on the market, are reports
of so many positive features of DMSO that these pages are not
adequate to report them all.

Besides being a very good anti-oxidant - free-radical scavenger
- it “potentiates” (magnifies) the activit of other medicines, so that
you do not need to take as much in oker to produce the same results.

If a person who suffers from a very recent cerebral stroke is
immediately injected with DMSO (in brain tissue near the hemor-
rhage) the stroke victim will most likely not be paralyzed or lose
powers of speech. The reason: because leaking blood oxidizes to
destroy brain neurons (nerve tisssue), whereas the DMSO safely
anti-oxidizes the leaking blood, thus protecting the neurons from
damage. I have known two physicians who have used this method,
and have succeeded in bringing about healthy post-stroke victims.

DMSO is alsoused intravenously foramultiplicity of reasons,
very much like EDTA, but for different effects to some extent.
It potentiates the use of EDTA in the veins while also contributing
itsown good effects, allowing onetouseless EDTA - or to achieve
“stronger” EDTA action over less time.

When used with and without EDTA it has brought about
healing of kidney tissues in patients who’ve been on continuing
dialysis.

DMSO whenused intravenously, of course, must be quite pure,
not laced with resins and by-produicts of the wood-pulp industry,
and should be buffered with something like potassium carbonate.

There is also strong evidence that it will change rapidly, and
safely the ratio of High Density LIpids (HDL) to Low Density
Lipids (LDL). I’ve had one personal experience to verify this
through laboratory tests, but I could not answere as to the effect’s
permanency. One of these lipids is responsible for carrying fats to
the cells, and the other one for stuffing the fats in the cells, so to speak,
and italways made good sense to me that the ratios ought to be close
to one. Young people show an HDL to LDL ratio greater than one.
Old folks show a ratio much less than one. My measured ratio was
close to that of seventy year men, yet, at the time, [ wasbut 58.
After nine IV treatments of DMSO taken three times a week in
increasingly stronger doseagges, over increasingly long periods of
time, my ratio reversed to that of twenty year olds. Multi-vitamins
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and EDTA did not do this, as Talso kept tract of my ration through
such treatments to determine exactly what would happen.

Was the treatment beneficial?

I believe it was, but I have no proof to offer, good or bad.

I’'ve spoken of depression and lethargy that comes with
arthritis and continual pain. These symptoms cause mood changes
that can from time to time becme virtually suicidal, as any arthritic
will testify. That some of us do not suicide speaks to the tenacity
of life, thelove of supporting friends and relatives, and the often
abiding faith we have in God.

One medicine that can help us ride through this period, and one
that is normally quite safe, is Dilantin, also known as
diphenylhydantoin.

Dilantin is also a potentiator of other medicines, but more
importantly, it acts to stabilize brain cells into a mormalcy of
behavior. It is not a narcotic, not addictive, not a stimulant, not a
barbiturate, nor is it a tranquilizer. It does little else but permit the
brain cells to operate the way they were intended to do.

On taking it you will most probably find that your moods
and ability to confront the emotional problems of life increase
tremendously. Do not be dissuaded by those who argue that
the Physician’s Desk Reference lists Dilantin for use with epileptics
andthe brain damaged. There are many, many more uses for Dilantin
than reported in that compendium of drug package inserts. Read the
book A Remarkable Medicine Has Been Overlooked by Jack
Dreyfus, Pocket Books (ISBN: 0-671-45607-5)>

Naturally this chapter is not complete, nor con it be. There are
simply too many treatments of a beneficial or possibly benefical
nature, that exist “out there”, and if you are to get well, you must
take the bull by the horns, so to speak, and begin searching and
applying them, preferably with your family physician’s active
support.

This book had the pupose of informing you, a vicitm of
Rheumatoid Disease, alternative routes to recovering life without
pain, and a future that you will want to live and to enjoy. I cannot
promise you that all described will work for you, or that any of it
will.

I have, I hope, shown you that establishment-type medicine,
with its head-in-the-sand attitude will not accomplish wellness - but
you already knew that or you wouldn’t be searching still.

The fact that you search still is a very good sign, as it means
tht you, at least, are open to new and creative ideas - and that’s the
very first step toward wellness!

If nothing else, I hope you understand that “out there”, in
alternative medicine land, lies a tremendous number of procedures
and techniques and treatment protocols, among which will be one
o more that suit you perfectly. Eight out of ten will get well, or
greatly improved through following The Rheumatoid Disease
Foundation’s suggestions. If yourimmunological system has already
been permanently damaged by dangerous, ineffective establishment-
type treatments, there is still hope, for at least 50% of such will
be greatly improved or cured. The balance who are nothelped should
concentrate even harder on those other adjunctive aned alternative
remedies in this book, and perhaps search for some not as heartily
recommended.

I can think, for example, of a number of treatments that we do
nothave roomto describe, such as hydrogen peroxide therapy, taken
both orally and by IV drip. You will probably need to go to a foreign
country for it, however, and there you must consider the conse-
quences if you fall into unscrupulous hands.

Macrophages kill invading organisms. With the weakening of
the immunological system comes invaders: viral, bacterial, fungus
and yeast and mycoplasmas. Your body loses its ability to destroy
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these invaders by means of peroxides and superoxides produced by
macrophages. Apparently hydrogen peroxide therapy provides the
missing killing ingredient, peroxides, so thatthese organisms can be
killed in large masses.

Many claims are and have been made about the dangers of
this approach, but those who’ve tried to assure me that it was
beneficial t them, and not dangerous at all.

One of our referrala scientists, J. Rinse, Ph.D., suggsts that
arthritics check into the use of “natural” (unpasteurized, unstrained)
honey. He reports onanarticle by Charles Mraz in Health Freedom
News, August 1987 (212 W. Foothill Boulevard, P.O. Box 688,
Monrovia, CA 91016). Mraz states that natural honey contains
dextrose and levulose in about equal proportions.

Acccording to Mraz: Levulose in honey is hydroscopic, it has
a great affinity for water so that it can absorbe moisture from bacteria
in contact with honey and dehydrate them. However, this is not its
main bacterial action. Natural honey, also contains an enzyme,
‘glucose oxidase’. This enzyme has the interesting activity to take the
energy from the honey to produce about 35 parts per million hydrogen
peroxide when the honey is diluted.

Ifhoney is heated above the 100 degrees F. this will destroy the
action of the enzyme, as will filtering of the honey. This enzyme
action of the honey is preservedin thatitis not activateduntil the honey
is diluted. Aslong as the honey is stored in the honey combs, or stored
in jars or other containers without any destructive processing this
glucose oxidase enzyme remains ready to produce the health giving
H,0, justas soon as it is consumed by the bees, and humans that
add moisture to itas it is eaten. The interesting beneficial action of
H,0, in honey is, taht this action is carried out all through the
digestive system of the body. Ordinary ‘commercial’ hydrogen
peroxidewould be active when first consumed, but the nascent oxygen
is released long before it reaches the lower intestines. The enzyme
in the honey will continue to produce hydrogen peroxide all through
the intestines as long as moisture is added to the honey all during its
travel through the digestive system.

I have not investigated this approach, and I would advise
caution if you suffer from Candidiasis, as honey contains yeast
nutrition: sugar. However, if the effects are what is reported from the
peroxides, then it must be through the action of killing off various
yeast/fungus, mycoplasmas and other non-natural intestinal micro-
flora. It may be worth a long-term trial.

Oxygen in the form of ozone is provided through I'Vs in some
clinics. Ozone therapy, treating blood externally or internally through
complex IV procedures, is used in some foreign countries, also to
good effects on various diseases. ONe of our referral physicians in
West Germany, Helmut Christ, M.D. spoke at our Second National
Mdical Seminar telling us both of his use of ozone therapy as well
as a new treatment for Psoriasis that he has found 100% successful
on every patient. Such a huge success percentage is unheard of
(and almost unbelievable) in medical treatments.

The story is told that Christ’s physician friend with Psoriasis
himself, tried many different treatments until he stumbled on the use
of fumaricacid. Apparently the Psoriasis victim’s skin lacks fumaric
acid, or the products with fumaric acid. When Helmut Christ
obtained the knowledge he was a general practitioner, and had no
desire to specialize in Psoriasis. He used the fumaric acid “recipes”
on several of his patients, and lo! they were healed. Through word
of mouth his patients were sending more and more Psoriasis patients
tohim,and he woke up one morning finding himself, really against
his ambition, a specialist in Psoriasis.

A light cas of Psoriasis is treated with fumaric acid salve, and
provided with certain vitamins and minerals. A moderate case may
be given fumaric capsules, and a heavy case of fumaric capsules,
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salves and fumaric acid soaks, all with various vitamins and minerals.

If you have an interest in this treatment, send a self-addressed,
stamped large envelope to The Rheumatoid Disease Foundation
along with $5.00 or more donation to defray our costs. We will also
provide the name and address of a pharmacy that has taken the touble
to prepare the ingredients according to Christ’s treatment protocol.
One caution: while many in the U.S. have had similar results to
Christ’s patients, I did talk to one lady who could not get these
results. Was she treated incorrecly? Did she really have Psoriasis?
Were there complicating factors consisting of other metabolic and/
or nutritinal and/or disease factors? Is the treatment less than 100%
effective?

Live cell therapy is also administered in foreign countries. The
theory is that as we age, or sicken, or the endocrine systemno longer
furnished us with appropriate substances from embryos of certain
animals, our organs can be revitalized, thus restore the ability to
better fight off stress and disease.

True?

I don’t know, but I’d love to be able to try it.

Some physicians specialize in the rebalancing of hormones,
and seem to have great success in eliminating various diseaes,
including Rheumatoid Disease. There is no special protocol, but
rather an evaluation from day to day of patient needs - and these must
be coupled with other good health rules.

A number of good alternative medicine periodicals will keep
you abreast of various alternative treatments, and they will often
discuss the pros and cons of these treatments so that you are free
to form an independent judgment, unbiased by Authority or
prejudice, or the strappings of past customs.

Among them is Medical Hypothesis available through various
libraries, but can also be ordered at 1-3 Baxter’s Place, Leigh Walk,
Edinburgh EH1 3AF, Scotland. Warning: it is written for physicians
and scientists, but otherwise very excellent for new ideas.

Health Freedom News is available by writing 212 W. Foothill
Boulevard, P.O. Box 688, Monrovia, CA 91016.

Townsend Letter for Doctors can be ordered by writing 911
Tyler Street, Port Townsend, WA 98368.

Health Consciousness, P.O. Box 550, Oviedo, FL 32765.

While it is somewhat off the subject, two pamphlets perhaps
of interest to you for general information available at The
Rheumatoid Disease Foundation: are Historical Documents In Search
of the Cure for Rheumatoid Disease (ISBN: 0-93150-18-3) with
articles by Jack M. Blount, M.D., Archimedes Concon, M.D.,
James Rowland, D.O., William Renforth, M.D., Paul Williamson,
M.D. and Roger Wyburn-Mason, M.D. Available for $5.50
donation or greater; Dedication, Love and Humourwrittenby Roger
Wyburn-Mason’s loving wife, Joan (ISBN: 0-931150-18-3-) who
describes briefly her life with Professor Roger Wyburn-Mason, the
genius who firstdiscovered the effects of medicines in our treatment
protocol on Rheumatoid Disease. Available for donation of $5.50
or greater.

The Rheumatoid Disease Foundation is not bound by any
treatment, including its own. We do not stand or fall on particular
treatments, but rather on accomplishing the goal or eradicating
Rheumatoid Diseases.

When a new treatment comes along that is superior in
accomplishing this goal, we expect to be in the forefront of its
acceptance.

Our present research, which is paid by donations by yourself
and friends, not pharmaceutical companies, involves three aspects:

1. Untangling the biochemical reasons why our present
treatment protocol works so effectively, when all othes have failed
so drastically.
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2. Conducting double-blind studies on each of our recom-
mended medicines to prove their safety and effectiveness in the eyes
of the FDA, and the established medical community. Regardless of
what we’ve said derogatorily about establishment-type medicine,
itis the main thrust of generally accepted medical treatment, and
we wish to convince, not destroy.

3. Continue to search out the cause or causes of Rheumatoid
Disease, wherever that may take us in our studies.

No other organization has these three combined goals coupled
with the selfinterest of eradicating your disease and all others who
havebeen afflicted. No other organization has already done so much
toward that goal, and with so little.

Together you and I have embarked upon a great, if not grand,
adventure, and we wnat everyone to participate. There are a
multitude of ways by which each can contyribute, whether by
personal services, the setting up of chapters, educationg the public
and news media, or contributing generously with your limited funds.

One ofthe most exciting concepts yet unresearched for clinical
applications of medicine lies in the field of cell-wall deficient
bacteria. Whenever antibiotics are used, various species of bacteria
have their walls striped off in whole or in part. Some of these
organisms, instead of dying, revert to a form that can live in body
tissue (blood cells) without a wall. It happens that the way in which
our immunological system recognizesa foreign invader is through
sensing the molecules of the invader’s walls. Without a wall, the
bacteria cannot be sensed by our immunological system and has
trotected itself, and it continues to survive. Some bacteria can revert
to aviral size and appear to be gone entirely. Later, it can reconstruct
itself into common and well known bacteria, and again create the
disease. Cell-wall deficient organisms have beenknown forten years,
but very little is known about treating them, or how they affect us.

It is research on promising subjects like this that needs your
interest and active, willing support. All arthritics will be most
grateful - all arthritics whrldwide - and all of their arthritic neighbors
and relatives - and all of their friends, everywhere!

Please write to The Rheumatoid Disease Foundation/The
Arthritis Trust of America if you have further questions or sugges-
tions, or means of supporting this noble work further.

Meanwhile, please also remember our joint goal. First get
yourself well, then our relatives and friends, and afterward help us
to go out into the world and eliminate the great crippler!

With great appreciation, I remain,

Anthony di Fabio



