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Read Quote 295-296

A Will talk about the book which is divided
Into three part

I Concepts about cancer and the need to
strengthen the immune system

I Gorter protocol
I Self-care strategies

A If you have cancer, what now?



*This important, innovative book offers hopeful strategies to improve your
immune function so your strongest ally in the war on cancer is maximally
mobilized.” —KATHI KEMPER, MD, MPH, FAAP, Caryl J. Guth Chair
for the Center for Integrative Medicine, wake Forest University School of
Medicine and author of Mental Health, Naturally; The Holistic Pediairician; and
Addressing ADD, Naturally

F.I'gh:r'ug Cancer presents the Gorter Model, an integrative, nontoxic approach
to cancer treatment that focuses on the body's intrinsic capacity for heal-
ing. Developed by Robert Gorter, MD, PhD, who in 1976 recovered from Stage
I'V testicular cancer using these techniques and no chemotherapy or radiation,
and based on self-experience, extensive research, and decades of clinical prac-
tice, the treatment consists of mobilizing the immune system with fever ther-
apy (hyperthermia), inoculation with immune cells, the use of the botanical
mistletoe, supportive nutrients, and diet and lifestyle changes.

Fighting Cancer offers a dear overview of the model, the research behind it,
and strategies for strengthening natural immunity. Emphasizing stress reduc-
tion and minimizing toxic exposure, the authors provide practical guidance for
patients about questions to ask doctors after diagnosis and advice for evaluating
options, gathering information, and getting second opinions. Included are pow-
erful testimonials from patients—most of whom have outlived their prognosis
and, in some cases, achieved complete and sustained remission.

“In a thoughtful manner, Robert Gorter and Erik Peper offer cancer patients
new options that are useful adjuncts to conventional treatment.... This is
a book every patient should read.” —KENNETH R. PELLETIER, PhD.
MD(hc), professor of Medicine, University of Arizona and UCSF Schools
of Medicine and author of New Medicine: Integrating Conventional and
Alternative Medicine

*This long-awaited guide from two masters of integrative medicine gives people
the choice to participate in their own healing.” —DIANNE M. SHUMAY,
PhD, clinical psychologist and assistant clinical professor., Helen Diller
Family Comprehensive Cancer Center, UCSF
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“This book provides important information and options that empower individuals
to make wige therapeutic decigions when faced with the dreaded diagnosis of cancer.”

—LARRY DOSSEY, MD., author of Healing Words and The Power of Premonitions

CANCER

A Nontoxic Approach to Treatment

Discover a powerful system that involves no chemotherapy
Cain new ingight into cancer and cancer therapies

Learn strategies to boost your immune gystem naturally

ROBERT GORTER, MD, PhD
and ERIK PEPER, PhD




Personal Background

A 1971 Research grant for Spontaneous remission
of cancer (From Dr. Barbara Brown-funded by
Reynolds Tobacco Co)

A 1980 Diagnosed with malignant melanoma

A 1995 My mother is an identical twin. Her twin got
breast cancer and died the next year in 1995, my
mother lived 13 years longer and died at age 95

A 1974 Robert Gorter, MD, got stage IV testicular
cancer and choose to do non-toxic treatment (no
chemotherapy or radiation). He did hyperthermia
and botanicals specifically mistletoe.



Many Questions
A What can | do to prevent cancer?
A What to do when | have cancer?
A What treatment should | do?

A What about other non-traditional
approaches?

A How can | optimize my health?

A Should | do screening for
I PSA?
I Mammogram?




Turn to the person next to you

A One of you will get or has cancer

Now form groups of three

A One of you will die of cancer



= “l want choices other
 than drugs and surgery.”

| “Iwant to be informed.”

- “I want to choose.”

" “| want to explore
therapies that work with
my body instead of
against it.”

“ want my doctor to
listen to me.”

| don't want to be the K want toknow ll my
"Invisible Patient” any more! |-

New Choices in Healing for Women from Susan M. Lark, M.D., Advertisement, Summer 2001, p.18 Tel: 877-437-5275



Change in death rate adjusted for the size
and age of the population
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Figure 1.1. Leading cause of death of all ages. Note that there has been almost no change in
cancer death rates over the last fifty-five years, unlike heart disease and stroke. Data adapted from
the National Vital Statistics System, CDC/NCHS, Health, United States, 2009, Figure 18.

From: Gorter, R. & Peper, E. (2011). Fighting Cancer-A None Toxic Approach to Treatment.
Berkeley: North Atlantic/New York: Random House.



Tobacco Use In the US, 1900-2005
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*Age-adjusted to 2000 US standard population.

Source: Death rates: US Mortality Data, 1960-2005, US Mortality Volumes, 1930-1959, National Center for Health
Statistics, Centers for Disease Control and Prevention, 2006. Cigarette consumption: US Department of
Agriculture, 1900-2007.



What about screening?

A PSA?
A Mammogram?



Problems with the PSA Test

t can not detect cancer

t can not distinguish between two types of
prostate cancer

I Aggressive that can kill you
I Non aggressive that you live with

A PSA levels are increased by
I Over-the-counter drugs such as ibuprofen

I Swelling of the prostate
I Infections

A
A

From the discoverer of the PSA test. Ablin, R. J. (2010). The great prostate mistake. New York
Times. Op Ed contributor March 10, 2010.



PSA Testing

A P.S.A. test has grown in popularity, the devastating
consequences of the biopsies and treatments that often flow
from the test have become increasingly apparent.

A PSA testing does not change the death rate over 10 years.

A From 1986 through 2005, one million men received surgery,
radiation therapy or both who would not have been treated
without a P.S.A. test, according to the task force. Among them,
at least 5,000 died soon after surgery and 10,000 to 70,000
suffered serious complications. Half had persistent blood in
their semen, and 200,000 to 300,000 suffered impotence,
Incontinence or both.

A Dr. Richard J. Ablin, who developed the test, has called its
wi despread use a ARnPubl i1 ¢c Hea

Harris, G. (2011). U.S. Panel Says No to Prostate Screening for Healthy. New York Times. October 6, 2011



2011 United States Preventive
Services Task Force Report

A Healthy men should no longer be routinely
screened for prostate cancer using the
prostate-specific antigen, or P.S.A., blood
test. That decision was based on findings
from five well-controlled clinical trials,
Including a major American study called

the Prostate, Lung, Colorecta
(PLCQO) cancer screening tria

and Ovarian
. which

studied P.S.A. testing in near
men ages 55 to 74.

y 77,000

http://well.blogs.nytimes.com/2012/01/06/embargoed-no-benefit-from-prostate-cancer-screening/



A Although about 12 percent more cancers
were found among men in the screening
group, the risk of dying of prostate cancer
In the study was about the same for each
group, whether the cancer was detected
through screening or because a man
developed symptoms.

http://well.blogs.nytimes.com/2012/01/06/embargoed-no-benefit-from-prostate-cancer-screening/



A In a new paper published January 6, 2012
In The Journal of the National Cancer
Institute, the scientists report that the
additional follow-up t 1 me di dno
overall conclusion: that regular P.S.A.
testing does not save lives and can lead to
aggressive treatments that leave men
Impotent, incontinent or both.

http://well.blogs.nytimes.com/2012/01/06/embargoed-no-benefit-from-prostate-cancer-screening/



What are the actual statistics for
prostate cancer for American men?

A 16% lifetime chance of receiving a
diagnosis of prostate cancer

A 3% chance of dying from it (most prostate
cancers grow very slowly.

AiMen |l ucky enough to
much more likely to die with prostate
cancer than to di e of

From the discoverer of the PSA test. Ablin, R. J. (2010). The great prostate mistake. New York
Times. Op Ed contributor March 10, 2010.



But what about Mammograms?
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Annual age-adjusted rates of advanced breast cancers and breast
cancer mortality in the Netherlands and rate differences compared

with the observed rates in 1989 for woman age 55-75.

From: Fracheboud, J. et al. (2004). Decreased rates of advanced breast cancer due to

mammography screening in The Netherlands, British Journal of Cancer (2004) 91, 8611 867.



Screening May not Reduce
Cancer Deaths

A Mammography appear not to reduce breast
cancer deaths when comparing Three country
pairs
I the Netherlands v Belgium and Flanders (Belgian

region south of the Netherlands)

I Northern Ireland (United Kingdom) v Republic of
Ireland,

I Sweden v Norway

Autier, P., Boniol, M. & Gavin, A. , & Vatten, L.J. (2011). Breast cancer mortality in neighbouring European

countries with different levels of screening but similar access to treatment: trend analysis of WHO mortality
database. British Medical Journal.343:d4411
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Participation in mammography screening and age adjusted (European standardised
rates) breast cancer mortality in women of all ages in the Netherlands and Belgium

Autier, P., Boniol, M. & Gavin, A. , & Vatten, L.J. (2011). Breast cancer mortality in neighbouring European
countries with different levels of screening but similar access to treatment: trend analysis of WHO mortality
database. British Medical Journal.343:d4411
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First year of screening
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First year of organised screening programme and age adjusted (European standardised

rates) breast cancer mortality in Northern Ireland and Republic of Ireland

Autier, P., Boniol, M. & Gavin, A. , & Vatten, L.J. (2011). Breast cancer mortality in neighbouring European
countries with different levels of screening but similar access to treatment: trend analysis of WHO mortality
database. British Medical Journal.343:d4411
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Year of first invitation for mammography screening and age adjusted (European
standardised rates) breast cancer mortality in women of all ages in Sweden and Norway

Autier, P., Boniol, M. & Gavin, A. , & Vatten, L.J. (2011). Breast cancer mortality in neighbouring European
countries with different levels of screening but similar access to treatment: trend analysis of WHO mortality
database. British Medical Journal.343:d4411



Most recent data

A Is it useful?

I Woman under age 50: No evidence of any
benefit for women with out any signs or
symptoms. It contributes to radiation triggered
cancers later in life

I Woman over age 50: Possibly benefit
A Newer techniques better? No evidence

I Digital mammogram machines cost five times
more to purchase ($125-300 per exam)

I MRI cost 10 to 20 more than mammograms
(cost about $2000-3000 per exam)
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States. New England
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Should | be Tested for Cancer?

A Over diagnosis and over treatment

I Testing may identify cancers that will never
develop into a life threatening iliness

I Encourages treatment for a disease that my not
cause iliness

A The problems of false positives and false
negatives

A The knowledge that you have cancer may
suppress your immune system and hope



Cancer Concepts (1-2)?

A Cancer may be many different diseases.

A All cancers involve cells that multiply when they
should not, and then invade and damage other
tissues.

A Cells that malfunction should be recognized and
destroyed by immune system.

A Stress suppressed the immune system.

A Stress -> Suppression of Immune System ->
Failure of Immune System to Detect Defective
Cells



Cancer Concepts(2-2)

A Many carcinogens may work by suppressing or
distracting the iImmune system or by causing
more cells to malfunction.

A Stress makes therapy more difficult - It is not
uncommon for people to simply stop therapy
and choose to die rather than continue.

A Relaxation, stress control, and support groups
may be very helpful in dealing with the stresses
of having cancer. Although they are not cures
they may help with medical treatments that may
lead to a cure.



Abnormal & malignant cells occur

all the time
A Mutations

A Many forms of radiation

A Poisons from outside like pesticides,
colorings, preservatives, antibiotics, heavy
metals, etc

A Viruses (Hepatitis B&C, HPV, EBV, HIV,
etc.)

A Hundreds of other (unknown) causes
A Genetics?



Genetics?

A How much does genetics contribute to
most cancers?

A If one identical twin gets cancer what is
the probability that the other will get
cancer?



Disturbing Data: Genetics
versus Environment

A Study of 90,000 twins underlined the
overwhelming importance of
environmental factors in deciding who gets
cancers.

A 45,000 pairs of identical twins from
Sweden, Denmark and Finland found that
If one identical twin had cancer, his or her
sibling had less than a 10 percent change
of contracting the same disease

Lichtenstein, P et al., 2000. Environmental and heritable factors in the causation of cancerd analyses of cohorts of
twins from Sweden, Denmark, and Finland. New England Journal of Medicine, 343(2), 78-85



Disturbing data: Genetics?

A The lifetime risk of breast cancer of those
with the "breast cancer gene" or BRCA1L or 2

IS presently 82 percent and increasing every
year.

A Before 1940, the risk of getting cancer for
those with the cancer gene was 24 percent.
What changed? Our diet, lifestyle, and
environment--both physically and
emotionally. Might these factors be a better
place to look for answers on how to address
our cancer epidemic?

From: Mark Hyman, MD, Cancer Research: New Science on How to Prevent and Treat Cancer From TEDMED 2010, Posted:
November 8, 2010
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Cancer Cancer burden

Risk Immune competence

Gorter, R. & Peper, E. (2011). Fighting Cancer-A None Toxic Approach to Treatment.
Berkeley: North Atlantic/New York: Random House.



Do organ transplant patients
have higher cancer risk?

ATo avoid organ transplant r
system is suppressed. Are they at increased risk for cancer?

A Design, Setting, and Participants Cohort study using linked
data on solid organ transplant recipients from the US
Scientific Registry of Transplant Recipients (1987-2008) and
13 state and regional cancer registries.

A Conclusion Compared with the general population,
recipients of a kidney, liver, heart, or lung transplant
have an a two fold increase risk for diverse infection-
related and unrelated cancers due to
Immunosuppression

Englels, E.A, et al. (2011). Spectrum of Cancer Risk Among US Solid Organ Transplant
Recipients. JAMA, 306(17), 1891-1901
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Figure 1. Survival curve for mesothelioma as seen by Gould.

From: Servan-Schreiber, D. (2008). Anticancer: A new way of life. New York: Viking, p. 12



The 2008-2009 report
from the President's

Cancer Panel found that

REDUCING we have grossly
ENVIRONMENTAL underestimated the link

CANCER RISK

between environmental
ELIEEEE O Now toxins, plastics, chemicals,
and cancer risk.
f e »r:;,' WA = : :;,' 7 , ,"‘ - .
S e |t 1s estimated that 70
. percent of all cancers

4 w \were related to diet and
BB environment.

Ol
(=]
=

http://deainfo.nci.nih.gov/advisory/pcp/annualReports/pcp08-09rpt/PCP_Report_08-
09 508.pdf



A Plea In this Report

A Environmental exposures that increase the national cancer
burden do not represent a new front in the ongoing war on
cancer. However, the grievous harm from this group of
carcinogens has not been addressed adequately by the
National Cancer Program. The American peopled even before
they are bornd are bombarded continually with myriad
combinations of these dangerous exposures. The Panel urges
you most strongly to use the power of your office to
remove the carcinogens and other toxins from our food,
water, and air that needlessly increase health care costs,
cripple our Nationo6s product.
lives.

Sincerely,
LaSalle D. Leffall, Jr., M.D., F.A.C.S.Chair
Margaret L. Kripke, Ph.D.



Estimated Percentage of Cancer Deaths
Attributable to Established Risk Factors

Environmental PoBution 2%

Socioeconomic Status MT [ Prescription Drugs/Medical Procedures 1%
|

Reproductive Factors 3%

Given that the majority of
cancer deaths are due to
preventable risks such as
tobacco, obesity/energy
balance, alcohol consumption,
and infectious agents,
approximately 50% of all
cancers and cancer deaths
could be prevented by
modifying personal behaviors.

Perinatal Factors/ Tobacco 30%

Growth 5%

Family History
of Cancer 5%

Viruses/Other
Biologic
Events 5%

Occupational
Factors 5% |

( { Sedentary Lifestyle 5%

| Alcohol 3%

Salt/Other Food Additives/Contaminants 1%
lonizing/Ultraviolet Radiation 2%

Adult Diet/Dbesity 30%

From: AACR Cancer Progress Report 2011. American Association for Cancer Research.
http://www.aacr.org/Uploads/DocumentRepository/2011CPR/2011_AACR_CPR_Text web.pdf



Alcohol Increases Cancer Risk

A Alcohol consumption has been causally
related to cancers of the oral cavity, pharynkx,

larynx, oesophagus, liver, colorectum, and
female breast.

A For cancers that are causally related to
alcohol consumption, the proportions were
32% Iin men and 5%in women, with a
substantial part (40-98%) being attributable to
current alcohol consumption above the
recommended upper limit of two drinks a day
INn men and one drink a day in women.

, M. Et al. (2011). Alcohol attributable burden of incidence of cancer in eight European
countries based on results from prospective cohort study. BMJ; 342:d1584


http://www.bmj.com/search?author1=Madlen+Sch%C3%BCtze&sortspec=date&submit=Submit
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From: Schutze, M. et al. (2011).
Alcohol attributable burden of
incidence of cancer in eight European
countries based on results from

prospective cohort study. BMJ;
342:d1584



DES- diethylstilbestrol

A Synthesized in 1938 by Charles Edward Dodds to
develop an artificial version of female hormone estrogen
(it s three times more powerful than naturally occurring
estrogen (Male scientists who worked and inhaled the
substance while working in the lab started to develop
breasts.

A Widely prescribed to pregnant women in the 1940s and
1950s to prevent miscarriage (prescribed to around four
million American women and eight million world wide.

A Daughters exposed to DES in utero have forty times the
risk of developing clear cell adenocarcinoma (rare form
of vaginal cancer) and they may experience other
problems such as infertility or pregnancy. They also have
2.5 times the rate of breast cancer for women over 40



What are the recommendations



Recommendations:
Chemical Exposure (1-2)

A Exposure can be reduced at home by removing
shoes and washing work clothes separately from
family laundry

A Cease using landscaping pesticide and fertilizers
A Cut the amount of toxic auto exhaust in the air
A Eliminate exposure to secondhand smoke.

A Filter home tap or well water. Use filtered tap water
Instead of commercially bottled water.

A Store or carry water in stainless steel, glass or
BPA-and phthalate-free containers

http://deainfo.nci.nih.gov/advisory/pcp/annualReports/pcp08-09rpt/PCP_Report _08-09 508.pdf



Recommendations:
Chemical Exposure (2-2)

A Eat, to the extent possible, food grown without
pesticides or chemical fertilizers and washing
conventionally grown produce to remove
residues

A Eat-free range meat raised without antibiotics
and growth hormone

A Avoid eating processed, charred and well-done
meats to reduce exposure to carcinogenic
heterocyclic amines and polyaromatic
hydrocarbons

http://deainfo.nci.nih.gov/advisory/pcp/annualReports/pcp08-09rpt/PCP_Report _08-09 508.pdf



Recommendations: Radiation

A Wear a headset when using a cell phone, texting
Instead of calling, and keeping calls brief to reduce
exposure to electromagnetic energy

A Check home radon levels.

A Reduce exposure to radiation from medical
sources. Discuss with your physician the need for
medical tests or procedures that involve radiation
exposures.

I Ask for alternative ways to obtain same information
I Keep record of all imaging or nuclear medicine tests
received and estimated radiation dose

A Avoid overexposure to ultraviolet light






NCRP Report No. 160, lonizing Radiation Exposure
of the Population of the United States

Early 1980s 2006

e Occupational/
Industrial Background
S 0.3% 50%

Occupational/

Medical T Industrial
Consumer 7 01%
2% —
Consumer
. )
Medical 2%
Early 1980s 2006 48%
Collective effective dose 835,000 1,870,000
[person-Sv]
Effective dose per individual 3.6 6.2

in the U.S. population [mSv]

Source: National Council on Radiation Protection and Measurements, Report Mo. 180, Figure 4-12; 2009 March 3.



Recommendations: Children

A Mothers and fathers should avoid
exposure to endocrine-disrupting
chemicals and known or suspected
carcinogens prior to
and throughout pregnancy and early life,
when risk of damage Is the greatest

I Remember DES
I Remember Thalidomide

http://deainfo.nci.nih.gov/advisory/pcp/annualReports/pcp08-09rpt/PCP_Report _08-09 508.pdf



Need to Change the Model

Traditionally, we have focused on late-stage
curative care, and in doing so, we have
missed the thinking and the treatments
focused on changing the underlying
conditions that led to the cancer In the first
place. Diet, lifestyle, thoughts, and
environmental toxins all interact with our
genes to change the landscape of our
health.



Dr. Anna Barker, deputy director

of the National Cancer Institute

A We have asked "what": What tumor do you have?
What kind of chemotherapy, surgery or radiation
IS needed for that tumor? What is your prognosis?

A Instead, we need to be asking "why" and "how":
Why did this cancer grow? How can you change
the conditions that feed and support cancer-cell
growth? How did the terrain of your garden
become a host to such an invasive weed?



What can you do?

A Remove the cancer burden

A Enhance the immune system such as
the Gorter model.

A Mobilize your own self-healing
potential



Gorter Protocol

A Hyperthermia
I Local to selectively kill cancer cells
I Total-body body to restart the immune system

A Dendritic cell vaccination that enhance immune
defenses

A Extended immune therapies

I Botanical mistletoe therapy to enhance immune
function and reestablish circadian temperature rhythm

I Intravenous (IV therapy with vitamins, minerals, trace
elements, antioxidants) to quench the oxidants

I Treatment with oncolytic viruses (Newcastle disease
virus) that destroy cancer cells



Overview Immune Functions

The immune system consists of 2 main parts to

protect us against catastrophies:

1. humoral immune system - distinguishes between
Inside (body own) and outside (body foreign). If
something enters the body (virus, bacteria) antibodies

are produced,;

2. cellular immune system - distinguishes between

Agoodfi and Abadi inside the



Immune Systems needs to be
Competent

A Cancer (malignant) cells are always body-own
(autologous); therefore, the humoral immune
system is less apt to fight off malignant cells

A Cancer cells occur consistantly and must be
detected early and destroyed. Dendritic cells
(DC) are |like Apolice
system. Once a cancer cell has been detected
the DC inform T-lymphocytes, NK cells and
other cytotoxic cells, which in their turn, kill the
cancer cell (within 24-28 hours)

M ¢



2011 Nobel Prize in Physiology or
Medicine to Ralph M. Steinman

A In1973 he discovered the role of .
dendritic cell in adaptive Iimmunity. - |

A He demonstrated that dendritic
cells have a unique capacity to
activate T cells.

A He was diagnosed with pancreatic
cancer 2007. His life was extended
using a combination of surgery, |
standard chemotherapy and
experimental dendritic-cell based
Immunotherapy of his own design.

L



Dendritic Cells

A A special type of immune cell
that is found in tissues, such as
the skin, and boosts immune
responses by showing antigens
on its surface to other cells of
the Immune system. A dendritic
cell is a type of phagocyte and a
type of antigen-presenting cell
(APC). And part of the cellular
Immune system




Dendritic Cells Vaccination

A DC are manufactured by us from peripheral
blood monocytes

A 807 100 ml blood draw at a time is simple and
no burden to the patient;

A Always autologous (no risks);

A Repeated harvesting of monocytes leads to
Improved DC function;

A At MCC, vaccination is performed at six monthly
Intervals; then every six months during three
years,; then once a year (life long?).



Observed Effects After Dendritic

Vaccination

AFlu-like symptoms (fever, chills, musc

aches but never severe: only 3% of all

e & joint

natients

have more than WHO Grade 1 toxicity )

A Cutaneous reaction (erythema)

A Localized pain in the tumor

A Syndrome of tumor lysis (1 case)

A Immunologic rejection after blood transfusion



Normal Temperature Rhythm
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Core body temperature waveforms averaged with respect to time of day for young and
older subjects. r, Older subjects (n=43); s, young subjects (n=97); solid bar, usual sleep
episode of older subjects (mean +1 SD); open bar, usual sleep episode of young
subjects (mean + 1 SD). Core body temperature was collected continuously throughout

each study usin_g a rectal thermistor. o
From: Duffy, J.F., Dijk, D-J, Klerman, E.B. & Czeisler, C.A. (1998). Later endogenous circadian temperature

nadir relative to an earlier wake time in older people. Am. J. Physiol. 275 (Regulatory Integrative Comp.



Average Cor&d emperature
100.0 -

99.5
Healthy people (N=28)

99.0

98.5

Post-treatment cancer patients (N=48)

Temperature F

Pretreatment cancerpatients (N=68)

96.5

96.0

4 567 89101112131415161718192021222324 1 2 3
Time
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Prof. Coley Instructing young
medlcal doctc_)_rs (around 1870)
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latrogenic iliness due to fever
suppressing medication

A Children who never developed a high
fever, about 30 % developed food
allergies, hay fever, and contact dermatitis

A Children who experienced episodes of
childhood fever only 5% developed these
allergies



latrogenic effects of fever

suppression

A Acetaminophen (Tylenol) exposure during
Intrauterine fetal development and/or
during first year of infancy Is associated
with significant increased risk of asthma
symptoms, rhynoconjunctivitis and
eczema by age six.

McBride, J. (2011). The Association of Acetaminophen and Asthma Prevalence and
Severity. Pediatrics , 128, 1181 -1185



Fever on admission to hospital
helps survival of pneumonia

A Barlow et reported that the more feverish the patient on
admission (N=400), the better their chance of 30 days
survival in patients with community acquired pneumonia
classified as being nesevere by the CURED criteria (CURB
65 score ).

w Temperature on admission
I Below 36 C, one-third died within 30 days of admission.

I Higher than normal temperature, 8 per cent of patients died
within the same period - and not one

I Fevers of 40 C or more
A Similar figures for patients with bloodstream infections.

Barlow, G., Lillie, Mathwanj D. & Davey. (2010BHev er as n atSamee 0 S
clinical data. BMJ;340: doi:10.1136/bm;.c905

e



Association between temperature at

hospital admission and mortality*
Unadjusted data for the entire cohort (CUBB scores ®b).

Temperature (°C) % Mortality (n/N)

<35 50 (2/4)
35-35.9 31 (13/42)
36-38 21 (62/300)
38.1-39.9 9 (11/124)
>40 0 (0/7)

This could be explained by sicker patients taking antipyretics just before admission, but the
association was maintained when data were stratified by severity using the CURB-65 score. A
similar association was seen in a separate cohort of 118 patients with clinically significant
bloodstream infection5: mortality decreased from 50% (2/4) in patients with a temperature <36°C at
the time of blood culture to 23% (11/48) in those with a temperature between 36°C and 38°C and
17% (11/66) in those with a temperature >38°C.

Barlow, G., Lillie, Mathwanj D. & Davey. (2010Hever as natSameeods e
clinical data. BMJ;340: doi:10.1136/bm;.c905


http://0-www.bmj.com.opac.sfsu.edu/content/340/bmj.c905.full

The effect of antipyretic therapy upon
outcomes in critically ill patients: a
randomized, prospective study

A 82 selected from 572 patients and randomized to

I Forty-four patients to the aggressive treatment group
(total of 961 ICU days) with 131 infections

I 38 patients to the permissive group (total 751 ICU
days), respectively with 85 infections

A Results:

I seven deaths in the aggressive group
I one death in the permissive group

Schulman, C.l., Namias, N., Doherty, J., Manning, R.J., Li,P., Elhadded, A., Lasko, D., Amortegui, J., Dy, C.J.,
Diugash, L, Baracco, G., & Cohn, S.M. (2005). The effect of antipyretic therapy upon outcomes in critically ill
patients: a randomized, prospective study. Surg. Infect., 6(4), 369-375.
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From: Gorter, R. & Peper, E. (2011). Fighting Cancer-A None Toxic Approach to Treatment. Berkeley: North Atlantic/New York: Random House.



