Editorial
Unacceptable Losses: Hospital-Caused
Deaths
I find medicine is the best of all trades
because whether you do any good or not
you still get your money.
(Moliere: “A Physician in Spite of
Himself” 1664)

Indeed, it is likely that adverse reactions
are systematically under-reported.10
If we now consider the results of
medical error, the figures provide increased concern. In the United States,
medical errors result in between 44,000
and 98,000 unnecessary deaths each
year, and one million direct injuries.11
Note that these deaths are in addition
to those from adverse drug reactions
indicated above. Similarly, in Australia
medical error results in about 18,000
unnecessary deaths, and disabled more
than 50,000 patients.12
A reasonable (low) estimate for
medical deaths per year in the United
States is between 225,000 and 284,000,
making medicine at least the third largest cause of death in the United States.13
However, this estimate is conservative.
Some authors estimate the number of
deaths to be far higher, about 780,000
deaths per year, which would make
conventional medicine the number one
leading cause of death in the US.14 Compare this with all deaths from cancer,
numbering 553,251 in 2001.15 It is clear
that “the toll of medical injury is truly
appalling.”16

The harmful effects of conventional
medicine are alarming and increasing. 1 A patient entering hospital has
about a one in 25 chance of suffering
an adverse event.2,3 By 1992, over 17%
of surgeries in the United States were
based on unconfirmed diagnoses, and
2.4 million unnecessary operations were
performed annually with approximately
11,900 deaths at a cost of $3.9 billion.4
This large surgical death rate is small in
comparison with the problem caused by
drugs in hospitals. A person hospitalized
in the United States had a 6.7% chance of
suffering a serious adverse drug reaction.5
Yes, this figure excludes minor reactions,
as well as excludes therapeutic failures,
overdose, and drug abuse. It also leaves
out errors in drug administration, noncompliance, and unconfirmed adverse
reactions that could be explained by
other causes. Despite this, a minimal
estimate is that between 1,721,000 and
2,711,000 (mean 2,216,000) people suffered adverse reactions in just the year
1994 alone.
That is grim, but it gets worse: three
in 1000 hospital patients were killed by
adverse drug reactions. In 1994, between
76,000 and 137,000 (mean 106,000) hospital patients died in this way. These reactions were thus estimated to be between
the fourth and sixth leading cause of
death in the United States. Unsurprisingly, considering both the preeminence
and profitability of the pharmaceutical
industry, these figures have been challenged6 but adverse drug reactions have
been confirmed to be a major international health issue in other studies. 7-9

When Doctors Strike
An objection to pointing out the
high incidence of medical-related deaths
is that doing so ignores the benefits provided. It is frequently suggested that the
number of lives saved greatly outweighs
the number of deaths. 17 However, in
developed countries, mortality increases
with the number of doctors.18,19
When conventional doctors withdraw their services in a strike, there is a
brief but dramatic lowering of mortality
rates as surgery for elective operations
is suspended.20 Such a decrease (about
18%) occurred in Los Angeles in the
1970s.21,22 When the strike ended, the
death rate returned to more normal
values. At about the same time, a strike
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occurred in the Colombian city of Bogota and the mortality was reduced by
about 35%.23 A strike in Israel produced
a reported 50% drop in deaths.24 A later
strike, in 2000, produced a similar result
(93 funerals compared with 153), and
lead to complaints by funeral parlors.
The director of Jerusalem’s burial society reported “the number of funerals we
have performed has fallen drastically.”25
The British Medical Journal suggested
the strike might be beneficial to health.
A recent study of a strike in Croatia
showed no effect on mortality figures.26
It seems strange when a study showing
no increase in deaths during a physicians’
strike is reassuring.
Treatment or Prevention?
Filling hospital beds is much like
filling hotel rooms or airline seats:
maximum occupancy means maximum
profitability. Treating illness is profitable.
Often treatments are cost insensitive, as
a patient with a severe or life-threatening
disease has a profound impetus to pay
whatever is necessary to become well
again. A person in good health has less
motivation to pay out-of-pocket to maintain wellbeing, but is often insured either
directly or indirectly against sickness.
For decades conventional medicine
has espoused the benefits of preventive
medicine, but the immediate economic
benefits to the medical providers are not
apparent. Indeed, a declining proportion
of sick people in a population means
a reduced role for the most profitable
medical interventions. Hospitals stays
are not for preventive care.
There are ready alternatives to continued tolerance of iatrogenic deaths.
History more than suggests that most
gains in public health arise from sanitation, hygiene, and nutrition. Hospital
food, long mocked for poor quality, has
been just as long tolerated. This too could
be radically and promptly improved. One

cost-effective way to enhance nutrition
is with routine vitamin supplementation to institutional diets. Adding suitable supplements with a patient’s meal
would add only pennies to a hospital’s
costs, but greatly enhance the patient’s
healing. A healthier patient means a
shorter hospital stay and a lower bill.
Shorter stay? Lower bill? A cynic might
perceive a vested interest in hospital
undernutrition.
Hospital stays have always been
dangerous, and they remain dangerous.
Hospitals collect our very sickest people
into close proximity. Very sick patients
require optimum nutrition. Even a glance
at what is served up on any hospital foodservice tray indicates a pressing need for
orthomolecular supplementation. Delay
is unjustified at best and fatal at worst.
Let us provide patients with superior
hygiene, and actively protect them from
unnecessary surgery and excessive drug
therapy. In not doing so, hospitals are
clearly breaching their duty of care, and
the death toll is horrendous.
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