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Abstract: Aim: To compare the cost-effectiveness of CAM (non-drug talk touch therapy) and biomedicine (pharmaceutical 
drugs) for all clinical conditions. Method: Calculating cost per cured patient with physical, mental, existential and sexual 
health issues, year 1-50 for most efficient CAM treatments aneutical: NNT = 5-50). The cost of one year of short-term 
therapy (20 sessions) and drugs was 2,000€ and 2,000€ respectd most efficient pharmaceuticals. Mean NNT (number 
needed to treat) numbers were used (CAM: NNT = 2-6, pharmacively. Results: We found CAM to be 100 (10-500) times 
as cost-effective as pharmaceutical drugs for most clinical condition. The 50 years estimated cost for one patient cured was 
for: drugs 1,000,000€; physical therapy 100,000€; psychotherapy 200,000€; mind-body medicine 100,000€; holistic mind-
body medicine 30,000€; one-session shamanistic healing with hallucinogenic drugs 2,000€. A large number of clinical 
conditions could be cured with CAM but not with drugs, which mainly only reduced symptoms. CAM is more efficient 
than drugs and has no side (adverse) effects and events, whereas treatment with drugs almost always has many often severe 
adverse effects and events. Interpretation: Drugs turn patients into chronic patients instead of curing. Half the population 
of the western world today is chronically ill, seemingly because of national health organ’s preference of biomedicine 
instead of CAM. The shift from drugs to CAM would improve health radically in the society and reduce the cost of 
healthcare to a small fraction. Strict laws should be introduced immediately in all countries to stop pharmaceutical 
industries from promoting drugs without evidence of long term effect and from repressing CAM. 
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INTRODUCTION 
The cost-effectiveness of medicine has become an 
important issue as the prize of biomedicine in many 
countries has become an enormous economically 
burden. In countries with socialized medicine, bio-
medicine is often the dominating kind of medicine for a 
population, where half the citizens are being chronically 
ill (1). Despite free medical care and massive and 
continuous treatment of a huge fraction of the Danish 
population with drugs for over 40 years, 25% of the 
population is chronically mentally ill, and 40% of the 
patients are chronically physically ill, with about half of 
the mentally ill patients also having some physical 

chronic disorder, typically chronic pain, presumably of 
psychosomatic origin.  

Critiques have suggested that the deteriorating 
health intensifies the use of drugs, which again seem to 
deteriorate health (2,3). Some have even insisted that 
the national health services are creating a huge problem 
for the whole society that can be solved only with a 
sharp analysis of which kinds of medicine really 
provides health for the money (4).  

The national cost of the pharmaceutical drugs had 
been doubling every five years for two decades in 
Denmark (5) and many other European countries, with a 
development that seems to continue. Therefore less 
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expensive holistic, complementary and alternative 
(CAM) treatments have become the focus of attention, 
as these treatments might be more cost-effective than 
biomedicine (6). It is well-known that many kinds of 
CAM are not very efficient, like acupuncture for cancer, 
but still the cost might be so small that even a small 
positive effect will make it more cost-effective than 
even the best surgery or chemo-therapy, which is very 
expensive and little productive in most metastatic 
cancers. Most unfortunately, very few studies have been 
performed in this field, rendering us with almost no data 
about the actual situation for most types of CAM for 
most clinical conditions.  

Fortunately a number of reviews have recently 
documented that some types of CAM, especially mind-
body medicine, are highly cost-efficient compared with 
biomedicine (7,8), and completely without the many 
serious side (adverse) effects and adverse (negative) 
events that often follows treatment with drugs (6-22). 
These reviews have encouraged us to make the present 
comparative analysis of the cost-effectiveness of CAM 
and biomedicine.  

 
THE POLITICAL SITUATION AROUND CAM 
The kind of holistic medicine we have in Europe is 
developed from the classical medicine inherited from 
Hippocrates and his students (23). For more than 2000 
years, European doctors used this kind of consciousness 
oriented “character medicine” using almost exclusively 
talk and touch for therapy and no drugs. Medical herbs 
were used but only externally like in aromatic massage 
oils and in ingenious and strangely creative cures like 
smoking the female genitals for energetic purification. 
The physician gained great fame and respect, the same 
way as the Native American medicine man, the African 
Sangomas, the Samic Shamans, the Celtic druids and 
witches, and the Australian aboriginal healers gained 
fame and respect in their cultures (24). The methods of 
all pre-modern medical cultures seem to be essentially 
identical in intervening on and developing the patient’s 
consciousness and insight in self and reality (25,26). 

First with the development of organic chemistry 
and biochemistry and then the following industrial 
revolution, pure drugs became available and soon began 
the search for efficient drugs, which in about 1950 led 
to the discovery of penicillin. This drug boosted the 
belief in the ‘magic bullet’ and started a whole 
industrial adventure of developing all kinds of 
pharmaceutical drugs, and soon the pharmaceutical 
industry gained money and power. Later much of the 
money from the tobacco industry and weapons industry 

found its way to the pharmaceutical industry, making 
this the leading industry of the world today.  

Most unfortunately for CAM, biomedicine seems to 
have taken the threat from alternative medicine very 
seriously, and CAM therapists and researchers have for 
the last 30 years been challenged by attacks from what 
have been called the industrial-medical complex, where 
industry and doctors are working closely together to 
promote biomedicine and to repress CAM (27,28).  

The efficacy by which CAM has been repressed 
and biomedicine promoted as a consequence of the 
competition between the most powerful industry on one 
side and physicians and therapists using and developing 
non-drug medicine on the other seems to be exactly as 
could be expected from the power of the political and 
financial forces of the capitalistic western society 
(2,29). Doctors have been prosecuted just for writing 
books that documented these powers in action, with 
Guylaine Lanctŏt being a well-known example (4,30). 
But hundreds of CAM physicians, therapists and 
especially CAM researchers have now been persecuted 
by their biomedically oriented colleagues.  

The power of industrial money has also been used in 
international misinformation campaigns promoting bio-
medicine and ridiculing CAM—campaigns that have not 
been based on scientific facts as comparative data have 
not been available (2-4,27). Huge amounts of money 
have been channeled to academic institutions from the 
pharmaceutical industry, as we also have seen it at 
universities in Denmark, i.e. the University of Copen-
hagen. This money has built whole departments for 
biomedical education, development, and research and is 
likely to have biased the whole academia in favor of 
biomedicine and therefore naturally against psychosocial 
quality of life promoting interventions—which is CAM.  

Drug research has become prestigious in medicine 
and at the same time, research in psychosocial inter-
vention has become a low status medical field. 
Researchers in quality of life, salutogenesis, and healing 
have often been forced to leave the academia, even in 
Nordic countries, where we often think research is freer 
than in the rest of Europe. A whole institute for quality 
of life and CAM research, the Danish Quality of Life 
Research Center, was forced to separate from University 
of Copenhagen in 1993 due to political pressure, and 
had to continue as an NGO. 

The strong power of industry has also been used for 
massive lobbying of all nations governments, sadly 
leading to a drug-positive and CAM-negative attitude in 
almost all national organs regulating medicine. Often 
biomedical physicians, which whole carriers as 
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researchers have been paid by the pharmaceutical 
industry before they were employed in public offices, 
have been leading the prosecution and repression of 
CAM researchers, abusing all the power of the public 
administration to do so.  

This war against CAM has been quite invisible as 
few media have dared to analyze the situation in any 
depth. Often the journalists and film makers that have 
made critical documentaries on the pharmaceutical 
industry have been severely punished (31). The 
systematic misinformation about medicine in the media 
and the strong bios in favor on biomedicine at academic 
institutions have made most doctors, patients, and 
politicians actually believe that we have biomedicine 
because the original Hippocratic holistic medicine is 
“snake oil” provided by “quacks” that has failed to cure 
the patients, while modern biomedicine has been highly 
effective. Remembering that 50% of the whole popu-
lation in countries with socialized medicine is now 
chronically ill documents that this is definitely not the 
case, quite contrary it is safe to say that it is biomedicine 
that has failed miserably.  

The final say about which kind of medicine we will 
have in this world will hopefully come from people who 
take care of the patients’ best interest, not the interests 
of the industry and its allies, and who unbiased will 
analyze which medicine is the most helpful for the 
patients. It basically boils down to the matter of cost-
efficacy: How much health and healing can I as a 
patient buy for one dollar, pound, or EURO?  

 
METHODS 
In this study, we estimated the cost of one patient cured 
from the number of patients needed to treat (NNT). We 
compared to our best abilities the best and most efficient 
CAM treatments with the best biomedical treatments. 
We calculated the cost per cured patient after one, two, 
and ten years, as time is an extremely important factor 
here, as we shall see. We approximated the numbers 
from searches in MedLine/pubmed.gov. As the prize 
always varies with factors like country, specific disease, 
age, gender, general health etc. it is difficult to estimate 
the costs exact, but we found that we could estimate the 
cost in round numbers.  

Treatment with biomedicine varies but we have 
based on the national statistics for Denmark estimated the 
cost to drugs alone is in average in Denmark 200 €/month 
or about 2000 €s/Year per patient (32). A more accurate 
analysis might shift this number a factor of two.  

To calculate the cost of one patient cured, this 
number must be multiplied by the number of patients 

needed to treat (NNT) for one to be cured. Most, 
unfortunately, are “cured” almost never the measured 
outcome in biomedical studies; a likely reason for this is 
that the outcome for documenting a patient to be 
“cured” would force the industry to use global measures 
like quality of life, which automatically would include 
the adverse effects and adverse events making the drugs 
come out as less effective. By focusing on positive, 
local effects and calling other negative local effects for 
“adverse effects”, and then claiming that the induced 
positive effects are more important than the induced 
negative, so they cannot be balanced, the industry has 
managed to market its product without any global 
quality control (see below).  

Therefore, what is measured in biomedicine is the 
improvement of some local symptom. Even more 
problematic is it that the test of efficacy, the randomized 
clinical trial, is testing the drugs against placebo, the 
effect of a positive change of consciousness for the 
disease, which is philosophically speaking identical with 
non-drug CAM. We know that the power of placebo 
varies dramatically with the set and setting, the close 
relationship to the doctor has been shown to be the most 
important factor for a strong placebo effect (33). In 
almost all industrial trials the relationship to the physician 
has been reduced to almost no relation, taking all power 
out of the placebo effect as has been shown recently (34).  
We therefore know that drugs, despite the formally 
correct design, have not been tested fairly against 
placebo. Just using active placebo instead of normal 
placebo often changes the whole picture, eliminating the 
effect, as we have seen with the antidepressant drugs 
(35). In this study, the NNT number for antidepressant 
drugs was changed from the normal NNT of 3-5 to 
about 500 (estimated). All NNT numbers of pharma-
ceutical drugs are therefore likely to be a factor 3-100 to 
small, which is highly problematic. We also know that 
practically all adverse effects on the global level of the 
being has been excluded in most industrial randomized 
trials—like the measures quality of life, self-evaluated 
mental and physical health, self/rated ability of sexual, 
social and job/studying ability etc. In reality we do not 
know if the drug really helps the patients all in all. The 
reason why so many countries’ national organs of 
quality control of pharmaceuticals have accepted the 
industrial standards of documentation that introduces 
such strong bias in favor of biomedical drugs should 
urgently be investigated, and the industry should be 
asked to document the treatment effect on the global 
level also; quality of life, self-rated health and self-rated 
functioning which is easily documented with a small
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questionnaire like QOL1, QOL5 or QOL 10 (36,37). 
In the present study, we have chosen to use the 

number for the general effect of the drugs given by the 
industry itself (NNT = 5-50); we have used the number 
10 for practical reasons, but the most common number 
is more likely to be around 20 (38). Seen in the light of 
the above mentions problems with the industrial 
designs, it is fair to say that we have been kind to 
biomedicine in this analysis. 

In CAM the endpoints are often quality of life, self-
rated health (global, physical or mental) or functioning 
(sexual, social, working/studying); from these data it is 
possible to see if the patient is actually cured, if we 
define “cured” as the experienced normalization of the 
patients quality of life, health and functioning.  

Severe side effects of pharmaceuticals often lead to 
hospitalization and to more specific treatments for the 
side effects with other drugs, which is also costly. In 
Denmark, we have about one suicide attempt with drugs 
(common pain killers) for each teenager during 
adolescence, which is also costly. These attempts often 
lead to prolonged negative reactions that also need 
treatment, which is also costly. Severe side effects also 
lead to lower quality of life which burdens other family 
members etc. We have not in the present study 
estimated the derived costs from the adverse effects of 
drugs but this should be included in future research.  

The CAM treatment is normally 10 to 20 sessions a 
year at a prize of 100 € per session, or 1,000-2,000 € per 
treatment-year if we use the figures from our own 
research clinic for holistic mind-body medicine and 
similar types of intensive short-term psychotherapy and 
CAM (39-44). We use the last prize, which is relevant 
to most chronic patients, to simplify the matter. 

Costs to biomedical examinations and hospitali-
zations are not included in the prize of 2,000 € per year 
(see discussion below). We estimate that biomedicine is 
two to three times as costly as drugs alone from all these 
related procedures. Hospitalization and expensive 
objective examinations are not used in CAM as the 
results almost never have consequences for the 
treatment.  

The accumulated cost grows though time as the 
patients that are still treated in spite of not getting cured 
cost much money. As about 50% of patients are cured 
first years with CAM (mind-body medicine which is the 
most efficient type of CAM (7,8,17)), and another 50% 
of the not-cured patients will be cured the next year (45) 
(a tendency which seems to continue judged from our 
clinical experience with about 90% of patients cured in 
three years), the accumulated prize of one patients cured 

with CAM is only slightly more than the first year cost. 
In biomedicine where only about 2-20% of patients 
(NNT = 5-50) are ”cured” (or rather most often only 
improved with regard to a specific symptom), the sad 
reality is that the rest is rarely much helped by 
continued treatment with drugs, but are turning into 
chronic patients now depending on the medication. So 
here we have the opposite pattern where the cost is 
accumulating with almost the same amount of money 
adding to the total amount each year. We have 
calculated the figures as simple as possible, as a simple 
addition of money spent though time, but some 
corrections of this simple schedule could be made, and 
dependent on how the calculated is done, the numbers 
will be a little different (a factor 1.5 to both sides).  

 
RESULTS 
Table 1 lists the NNTs and NNHs for biomedicine and 
seven different classes of CAM. The normal NNT 
number for biomedicine was set to ten (38), while the 
normal NNT number for CAM was set to two (17). As 
normal NNTs are from 10 to 50, we know that we have 
been kind to biomedicine here, and experts often 
conclude that “NNTs under 5 are unusual, whereas 
NNTs over 20 are common.” (38), indicating that the 
most normal NNT number is around 20. When it comes 
to the NNH numbers they are often 2-10 for each 
adverse effect, but the total likelihood to get one side 
effect is much larger, often around one (NNHtotal = 1-2) 
meaning that most patients will have one or more 
adverse effect. These numbers vary with a factor 2, 
dependent on the source, which gives an uncertainty of 
a factor 4 on the final result which is not important for 
the conclusion due to the magnitude of this. 

Table 2 and figure 1 show the estimated fraction of 
patients cured as times goes by, from one to ten years. 
In biomedicine 80% of patients become chronic 
patients, in the most efficient CAM therapies only 5-
20% of the patients become chronic patients. Most 
interestingly, figure 1, which promises fine results as 
times goes by, is in strong contrast to the empirical 
finding that half the population is chronically ill after 40 
years of free biomedicine in countries with socialized 
medicine, like Denmark. As not everybody has a 
tendency to get sick, it is likely that the majority of 
patients become chronic patients with biomedicine. The 
reason the this is that patient not cured year one has a 
much less likelihood to get cured with the drugs years 
two, and after year two the therapeutic benefit from 
drugs seems to be marginal. CAM has the opposite 
tendency: year after year a fraction of patients get well,
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Table 1. NNT and NNH numbers of the seven CAM classes estimated from clinical studies (with chronic patients, see 
text) (based on 39-74, see 17).  
 

CAM class 

Short term effect Long term effect Side effects/ 
adverse events (0-6 month) (6-24 month) 

NNT NNT NNH 

Class 0-Biomedicine 5-50 5-100 1-5 

Class 1-CAM (Chemical CAM) ≥10 ≥20 25 (allergy) 

Class 2-CAM (Physical therapy) 2-4 6 >64,000 

Class 3-CAM (Psychotherapy) 3 6 >64,000 

Class 4-CAM (Spiritual therapy) 10 20 >64,000 

Class 5-CAM (Mind-Body medicine) 2 4 >64,000 

Class 6-CAM (Holistic medicine) 2 1-2* >64,000 

Class 7-CAM (Shamanism w. drugs) 1 1 >1000 

*The effect of clinical holistic medicine and similar medical systems seem to continue to increase though time (53). 
NNT: Number Needed to Treat. NNH: Number Needed to Harm 

 

Table 2. The fraction of ill patients cured for drugs and non-drug medicine, if NNTs could simply be added, and health 
accumulative  
 

Number Needed to Treat (NNT) 
Not cured (years of treatment) 

0 1 2 3 4 5 

Biomedicine 
5 (most effective drugs) 100.0 80.0 64.0 51.2 41.0 32.8 
10 (typical drug) 100.0 90.0 81.0 72.9 65.6 59.0 
20 (typical drug) 100.0 95.0 90.3 85.7 81.5 77.4 
50 (cancer chemotherapy,  
antipsychotic drugs (”mental state”)) 100.0 98.0 96.0 94.1 92.2 90.4 
100 (less effective drugs) 100.0 99.0 98.0 97.1 96.1 95.2 

CAM 
1 (like sexology) 100.0 7.0 0.5 0.3 0.0 0.0 
2 (typical mind-body medicine) 100.0 50.0 25.0 12.5 6.3 3.1 
3 (typical non-drug CAM) 100.0 67.0 44.9 30.1 20.2 13.5 
5 (less effective CAM) 100.0 80.0 64.0 51.2 41.0 32.8 

 
 
even without continued treatment (see i.e. 46). The 
reason is that the therapy has started a process of 
personal development that continues even if the therapy 
is discontinued, as the change happens in the patient’s 
consciousness and philosophy of life, before it 
materializes in life and body. Another important aspect 
is that the adverse effects of drugs tend to accumulate 
though time, thus burdening the patients health (total 
NNH = 1-3 for most drugs), presumably giving a 

negative curve of lost health very much the same way as 
the NNT = 1-3 (see the NNT = 2 AND NNT = 3curves 
in figure 1). Drugs therefore give health and take about 
the same amount of health, not really contributing to an 
overall improvement of health, which is why global 
health (self-rated physical and mental and total health) 
is almost never measured in industrial drug trials. Our 
estimate of a realistic development of health as a 
function of “years treated” can be found in Table 3. The
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Table 3. Accumulated number of patients cured through time under continued treatment (year one, two, ten and forty) 
with biomedicine and the seven CAM classes estimated from clinical studies with chronic patients and the state of 
health of the Danish population after 40 years of free biomedicine (based on 39-74, see 17) (see text)  
 

Class 
Fraction of patients cured (percent) 

First year Second year Year 10 Year 40 

Class 0-Biomedicine 10 25 20 20 

Class 1-CAM (Chemical CAM) < 10 < 10 < 10 < 10 

Class 2-CAM (Physical therapy) 33 50 60 60 

Class 3-CAM (Psychotherapy) 33 50 60 60 

Class 4-CAM (Spiritual therapy) 10 15 20 20 

Class 5-CAM (Mind-Body medicine) 50 75 80 80 

Class 6-CAM (Holistic medicine) 50 85 90 90 

Class 7-CAM (Shamanism w. drugs) 90 90 90 90 

     

     

     

 
 
Fig. 1: The fraction of ill patients cured for drugs and non-drug medicine, if NNTs could simply be added, and health accumulative 
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Table 4. Accumulated cost for one patient cured through time (year one, two, ten and fifty) for biomedicine (calculated 
for NNT = 10) and the seven CAM classes (NNT = 1-10) based on clinical studies with chronic patients (based on 39-
74, see 17, and Table 4)1 

 

Treatment 

Accumulated cost (€) 

per patient per cured patient  

First year Second year Year 10 Year 50 

Constantly treated w. biomedicine     

Class 1-CAM (Chemical CAM) >20,000 >40,000 > 200,000 > 1,000,000 

Constantly treated w. CAM     

Class 2-CAM (Physical therapy) 4,000  6,000 24,000 100,000 

Class 3-CAM (Psychotherapy) 6,000  10,000 46,000 200,000 

Class 4-CAM (Spiritual therapy) 20,000  38,000 180,000 800,000 

Class 5-CAM (Mind-Body medicine) 4,000  6,000 16,000 100,000 

Class 6-CAM (Holistic medicine) 4,000  5,000 10,000 30,000 

Class 7-CAM (Shamanism w. drugs) 500  600 800 2,000 

1(cost of biomedical examination, hospitalization, and treatment of adverse effects and events not included) (estimated round 
numbers, see text) 
 
 
figures here are consistent with the existing knowledge 
on biomedicine and CAM, although we do know very 
little about long term effects as the industry hardly ever 
documents long term effects of adverse effects, quality 
of life etc. in their studies. Biomedicine and CAM cost 
is, if you exclude the cost for examinations and 
hospitalization often necessary in biomedicine and often 
unnecessary in CAM, almost the same on a yearly basis 
per patient treated for most kinds of drugs and most 
kinds of CAM.  

Based on the figures in table 3, the accumulated 
cost per cured patient after one, two, 10, and 40 years 
can be estimated (table 4). The high number needed to 
treat biomedicine makes this kind of medicine a fairly 
expensive medicine per cured patient, five times as 
expensive as CAM the first year. But because many 
patients are cured the first year with CAM, typically 
50%, and next year again 50% of the patients that was 
not cured first year etc. most patients will eventually be 
cured, and the accumulated expenses per cured patient 
is therefore modest. In biomedicine most patients 
continue to be chronic patients, and year after year the 
cost accumulates. After 10 years, biomedicine is about 
17 times as expensive as biomedicine per cured patient. 
Most chronic patients are still ill with biomedicine after 
10 years, whereas most patients are cured with holistic 
CAM therapy. There are very few long term studies 
following patients for 40 years, but we find it likely that 

most patients stay chronically ill for life if not cured. If 
there were a strong tendency of spontaneous healing and 
recovery every second citizen in Denmark would not be 
chronically ill. Some types of CAM are even more 
expensive than biomedicine per cured patient, so it is 
highly important to pick the right type of CAM to 
secure efficient and affordable medicine. 

Table 5 lists some established CAM treatments for 
a number of diseases to document the efficacy in CAM. 
Table 6 compares the cost of some known CAM 
treatments to the cost of the traditional biomedical 
treatment. Please notice that the cost varies much from 
country to country; the numbers listed are typical 
European and American numbers. 
 
LIMITATIONS OF THIS STUDY 

In this paper we wanted to investigate the relative 
cost-efficacy of CAM and biomedicine by comparing 
the first year cost and also the accumulated cost through 
year two, ten and 50 years for one patient cured with 
CAM and biomedicine respectively. As most 
chronically ill patients according to the experience from 
the biomedical health system of Denmark actually live 
for at least 40 years with their health issues unchanged 
in spite of continuous medical treatment we believe that 
the accumulated differences in cost are five times what 
we have calculated for the ten year period, but as some 
of the most ill patients will go to hospital, which is
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Table 5. Estimated NNT-numbers of the CAM treatments of physical, mental, existential and sexual health issues and 
working disability (mostly based on clinical studies using chronic patients as their own control, see text) (based on 17)  
 

Treatment NNT References 

CAM for physical health   

Subjectively poor physical health 3 (7-10,13,17-23,39,46,59) 

Coronary heart disease 2-4 (71,72) 

Cancer (QOL, survival, pain) 2,7,3 (73,74,82,83-88) 

Chronic pain 2-3 (14,17,20-22,33,39,46,49,51,54,59,82) 

CAM for mental health   

Subjectively poor mental health 2-3 (7-13,17-22,40,50,55,64-66) 

Schizophrenia 3-5 (9,11,21-23,40,52,64-66,89) 

Borderline  3 (9,11,21-23,40,52,64-66,76,89) 

Major depression 2-3 (6-10,20-23,35,40,50,57,64-66) 

Anorexia Nervosa  3 (6,20-22,40,41,42,43,64-66) 

Anxiety  3 (7-10,12,13,17-22,40,57,64-66) 

Social phobia  3 (7-10,13,17-22,40,57,64-66) 

CAM for sexual dysfunctions   

Subjectively poor sexual functioning  2 (16-22,41,46,47,51,55,61,62,64-70) 

Male erectile dysfunction  2 (41,68) 

Female orgasmic dysfunction  1 (41,68,69) 

Female lack of desire 2 (16-22,41,46,47,51,55,61,62,64-70) 

Female dyspareunia 2 (41,46,47,51,55,61,62,64-70) 

Vaginismus 2 (41,46,47,51,55,61,62,64-70) 

Vulvodynia 2 (41,46,47,51,55,61,62,64-70) 

CAM for psychological and existential problems   

Subjectively poor quality of life 2 (7-10,12,13,17-22,42,47,51,57,64-66,73,74,85) 

Sense of coherence 2-3 (7-10,12,13,17-22,42,47,51,57,64-66,73,74,85) 

Suicidal prevention (with decisions) 1 (18,19,20) 

Low self esteem 2 (6,20-22,43,64-66) 

CAM for low working ability   

Subjectively poor working ability 2 (20-22,60) 

 
much more costly and eventually will die in a long and 
costly process this estimate is not as certain as the one, 
two and ten year estimates.  

We want to investigate the general numbers for all 
patients and all clinical conditions which are connected 
with a number of technical problems. First of all the 
goal of CAM is primarily improve the quality of life of 
the patient, which can be done for every single patient, 
despite the concrete disorder, health problem, existential 
problem or sexual dysfunction. Thus every single 
patient can be treated with CAM. Even if the patient 
cannot talk, the CAM therapist can still provide 

therapeutic touch. Biomedicine has the problem that 
many disorders cannot be understood biochemically, so 
the treatments are only symptomatic, not curative for 
most diseases. CAM is according to its own theory 
working on the causal level of the diseases, and in 
accordance with this view CAM therapist intent to cure 
the patients. These discrepancies mean that biomedicine 
looks for improved symptoms while CAM looks for 
normalized quality of life, self-rated health, physically 
or mentally, and normalized ability of functioning.  

The two different set of outcomes make it difficult 
to compare biomedicine and CAM, but most researchers
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Table 6. Estimated first year treatment cost per cured patient with physical, mental, existential and sexual health issues 
and working disability (mostly based on clinical studies using chronic patients as their own control, see text). As many 
patients not cured will die it is often difficult to make the long term estimates (based on table 4 and (17)  
 

Treatment Cost per cured patient € 
CAM Biomedicine 

CAM for physical health   

Subjectively poor physical health 6,000 200,000 

Coronary heart disease 4,000-8,000 1,000,000 

Cancer (QOL, survival, pain) 4,000;14,000  20,000,000 

Chronic pain 4,000-6,000 500,000 

CAM for mental health   

Subjectively poor mental health 4,000-6,000 200,000 

Schizophrenia 6,000-10,000 20,000,000* 

Major depression 4,000-6,000 200,000 

Anorexia Nervosa  6,000 100,000 

Anxiety  6,000 100,000 

Social phobia  6,000 100,000 

CAM for sexual dysfunctions   

Subjectively poor sexual functioning  4,000 no cure 

Male erectile dysfunction  4,000 20,000 

Female orgasmic dysfunction  2,000 no cure 

Female lack of desire 4,000 no cure 

Female dyspareunia 4,000 no cure 

Vaginismus 4,000 no cure 

Vulvodynia 4,000 no cure 

Infertility 12,000 20,000 

CAM for psychological and existential problems 4,000 no cure 

Subjectively poor quality of life 4,000-6000 no cure 

Sense of coherence 4,000 no cure 

Suicidal prevention (with decisions) 2,000 no cure 

Low self esteem 4,000 no cure 

CAM for low working ability   

Subjectively poor working ability 4,000 no cure 

* no antipsychotic drug cures schizophrenia, and the mental state of patients are in general no improved but hallucinogenic behaviour 
is reduced (NNT = 4) (75) 
 
find that the global outcome measures used in CAM are 
more likely to document cure than the local outcomes of 
biomedicine. To put this in another way, the different 
outcome measures are likely to favor biomedicine, not 
CAM. If we therefore find CAM to be superior to 
biomedicine this is done in spite of the system of 
measuring outcomes strongly favorites biomedicine. 
When it comes to the NNT figures, these are often 

meaningful for CAM treatments because of the global 
outcomes, while they are often of much less value in 
biomedicine where some symptoms are more or less 
improved. Therefore we have not been able to find useful 
NNTs for this study for most of the pharmaceutical drugs. 
Where we have found them, i.e. in the treatment of 
antipsychotics (75-77), the NNT numbers for improved 
mental state has often been so large (around 1000
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estimated from (75)) that using them would make the 
table look hard to believe. Instead of using this data 
source we have made judgments from our clinical 
experience. We apologize if a more thorough analysis 
based on better data at a later point in time will review 
our estimates to be deviating much from reality. 

In CAM it is possible to treat and cure the most 
severely mentally ill patients like the schizophrenic 
patients (50,83), which according to the most recent 
Cochrane meta-analysis not be helped even to improve 
their mental state with biomedicine (56). Similarly we 
know from Ulrich Abels’ famous analysis in 1992 that 
chemotherapy is likely to shorten life and destroy 
quality of life for most types of cancers (78-81), while it 
seems that CAM can actually help patients to 
experience less pain (82), improve quality of life 
(72,73), survival (72,73,81,83-85), and even sometimes 
get a complete remission of the cancer (87-88), the same 
way as we have observe some schizophrenic patients 
spontaneously recover (89). 

In these comparisons we have a severe problem of 
the quality of the studies. The biomedical studies are 
often paid for big money by the industry, whereas the 
CAM studies are conducted for almost no money by 
CAM researchers that want to document that their 
medicine can help. Both types of studies are likely to be 
biased as both groups have inters in a positive outcome, 
but the pharmaceutical industry is much more likely to 
be smart in the way that they introduce bias making 
these biases much more difficult to detect.  

Most people believe today, due to massive mis-
information in the media and not due to thorough 
scientific investigations that have yet to be made, that 
biomedicine cures cancer and schizophrenia, whereas 
CAM is inefficient in these regards. Just analyzing the 
existing data becomes difficult when everyone seems to 
know how things are even before the facts have been 
introduced. Manipulation of the public happens every day 
though the appearance in the media of physicians closely 
connected to the industry telling success-stories of cured 
patients, but forgetting to inform the public that the 
statistical picture tells a completely different and much 
more depressing story when the cancer or schizophrenia 
treatment is compared with no treatment or with placebo. 
 
DISCUSSION 
Every year the cost of the Danish biomedical health care 
system is about 50 billion DKR or 7 billion EURO, or 
10,000 DKr per capita (1,200 EURO). Half of the 
population is chronically ill (1). Half of these patients 
use the public health care system (5), making the cost 

for each of these patients about 40,000 DKr in average 
(6,000 EURO). This figure is about twice the figure we 
have estimated in the tables above, indicating that the 
cost of examination and hospitalization is about the 
same as the cost of the drugs. The cost of 50 years of 
treatment is therefore known to be about 2,000,000 
million DK, or about 250,000 EURO, not 100,000 
EURO as listed in the table. We therefore know that the 
figures listed in the tables are realistic and likely to be 
too small in spite of their impressive size. 

Most unfortunately, the CAM treatments listed in 
table 4 have been documented only on chronic patients 
using themselves as their own control. Very few CAM 
studies are clinically controlled randomized studies. One 
reason for this is that CAM treatments are placebo cures, 
so it is not possible to control them against placebo. 
Another reason is that CAM studies often are low budget 
studies, of variable quality. On the other hand, the 
industrial studies of biomedicine are often severely biased 
(90), as we have also seen above, making these studies 
highly problematic despite excellent formal quality 
(performed according to the industrial standard). As a 
matter of fact, it is difficult to say if such a small effect 
like NNT = 20 or 50 is caused solely by bias; just a small 
bias would introduce such an effect of this size. Another 
serious problem is that we lack NNT-numbers for the 
outcome “cured” for most drugs as the industrial design 
often uses much less improvement to make it easier to get 
their products approved. The national authorities that 
should have forced the industry to document the long 
term effect on the patient’s global health has most 
definitely failed to do so. 

Non-drug CAM has, as we have seen, practically no 
significant side (adverse) effects (7-22), which makes 
them very attractive compared with biomedical drugs. 
Quite surprisingly to people believing that CAM was 
inefficient, the mind-body type has in almost all studies 
been found highly efficient not only in improving 
quality of life but also in improving health, ability, and 
survival (NNT = 2).  

If one compares the cost of treating one patient for 
one year with biomedicine (drugs) and with CAM (talk 
and touch), the two treatments are often comparable in 
prize. But if you include the number of patients needed 
to treat for one to be cured (NNT), the whole picture 
changes dramatically in favor of CAM.  

If you then follow the development over time, this 
difference grows further year for year, making bio-
medicine 100 times as expensive per cured patient as 
CAM in the long run. If you include expenses for 
examinations like CT scans and hospitalizations often 
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needed in biomedicine, and rarely needed in CAM, this 
difference is most likely to grow 2.5 times more. If you 
include the sufferings from being chronically ill and not 
able to work much this figure simply explodes. W found 
most cost-effective types of CAM to be about 100 times 
as cost-efficient as biomedicine if we just looked at the 
cost of the basic treatment (drugs versus talk and touch).  

The classic shamanistic cures using mind-expanding 
drugs and one session healing, which according to the 
rich literature seem to last for life, seems to be about 10 
times as efficient as non-drug CAM, thereby explaining 
the ubiquitous presence of shamanism in almost all pre-
modern medical systems, except for some reason the 
European Hippocratic holistic medicine. For cultural 
and political reasons, we do not find it possible to turn 
back to these dramatic rituals of highly efficient 
shamanistic one session healings, but these healing 
events are still academically interesting and therefore 
included in the present analysis. We always like to think 
that we are better today than a thousand years ago, but 
when it comes to medicine we would benefit largely 
from looking back.  

Most importantly, shamanism shows us that CAM 
can be further developed to be even more efficient than 
it is today, making it in the end an efficient cure for 
every ill patient on the planet, including cures for cancer 
patients and schizophrenic patients, a great theoretical 
possibility to be explored in the new millennium.  

The interested reader will find the works of the LSDs 
gurus Stanislav Grof and Timothy Leary interesting, and 
will also enjoy spending lots of time reading also 
Anderson, Mumey, Castaneda, Luna, and White (91-98). 
The philosophy of shamanism is quite profound and good 
introductions to this kind of “magic thinking” are Saint-
Exupéry, Huxley, and Castaneda while the advanced 
reader will benefit from reading The I Ching and The 
Tibetan Book of the Dead (99-103). Studying shamanism 
was what made us understand the depth of holistic 
philosophy so despite its time consuming and 
surprisingly strange nature we can strongly recommend it 
to physicians interested in CAM and holistic medicine.  
 
 
CONCLUSION 
In this comparative analysis of the cost-effectiveness of 
CAM and biomedicine, we found that CAM and 
biomedicine cost about the same per year per treated 
patient. Despite this, we found CAM to be of much 
higher value for the patient. The value of CAM comes 
from a surprisingly low NNT number (NNT = 2-3) and 
a surprisingly high NNH number (NNH = 100.000). 

Most biomedical drugs have a NNT about 10-50, and 
many adverse effects.  

When we use these figures (NNT = 2 and NNT = 
10) to calculate the number of patients cured through 
time, we found that most patients are cured with CAM 
whereas with biomedical drugs most patients turn into 
chronic patients. This makes biomedicine extremely 
expensive per cured patient as most patients continue to 
get treatment that does not really help them, often for 
many years or even, in countries with free socialized 
biomedicine, for life. In our model, we find CAM about 
100 times cheaper per cured patient than biomedicine 
(drugs). To make the analysis more accurate, one should 
also include the cost of biomedical examination using 
highly developed technology and of many days of 
biomedical hospitalisation for examination and treatment, 
which is not used in CAM.  

We found the difference in cost per cured patient to 
be about a factor 100, when the most cost-effective types 
of CAM (mind-body medicine, holistic mind-body 
medicine) compared with biomedical drugs. A number of 
uncertainty factors give us a total estimated uncertainty of 
a factor of 5 on this result, which means that the result 
seems to be a robust finding. From the present analysis, it 
is quite clear that we need to go back to the original type 
of medicine, the Hippocratic holistic mind-body 
medicine, if we are to have an effective and affordable 
medicine, and a healthy population, in the future.  

Biomedicine is simply not the answer to growing 
general health problems of the western countries. It is 
more likely to be the other way round: that the poor 
health of the population is caused by the treatment of 
patients with pharmaceutical drugs that only cures 
(actually improves specific symptoms of) one in ten, 
and at the same time give so many severe side effects. 

Luckily for America, CAM seems to have won the 
race against biomedicine and is now dominating the 
health system and seems to be the future medicine here 
with biomedicine playing only a minor role (104,105). 
In Europe, things are more conservative. The choice of 
CAM as the basic service in socialized medicine instead 
of biomedicine could turn the high number of 
chronically ill patients—in Denmark 50% of the popula-
tion after 40 years of socialised biomedicine—into a 
healthier, happier, and abler population. At the same 
time, the cost of the health care system is likely to be 
reduced to a small fraction of the present. Physicians 
would again start to deliver health by clinical medicine, 
using talk and touch as the primary tools of medicine, 
and drugs only when the patients failed to cure them-
selves with the support of the physician.  
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Biomedicine is leading to massive pollution of the 
oceans and other waters with highly biologically active 
molecules, which would be stopped this way. The loss 
of healing power of antibiotics would also not be lost if 
complementary treatment were tried first (106). The 
cost of surgery could be dramatically reduced as well 
(see 7,8 for a review). Money now used on inefficient 
biomedicine could be used to solve some of the true 
problems of the world. A more healthy population 
would also take better care of the planet and of each 
other making the world a better place.  

We strongly encourage all governments of the 
world to shift the medical systems of their countries to 
the most cost-effective types of CAM, and 
pharmaceutical drugs only used when CAM cannot cure 
the disease. All universities should teach CAM, and bio-
medicine should be reduced to it proper place in the 
curriculum: a minor subject of medicine, not 
unimportant for the treatment of specific disorders, but 
definitely not the central core of medicine.  

Strict laws should be introduced immediately to 
control the pharmaceutical industries campaigns in the 
media and elsewhere in favor of drugs and against 
CAM, as these campaigns are not evidence-based but 
highly manipulative. CAM researchers, who in these 
years experience severe attacks from the pharmaceutical 
industry and its allied physicians (28) seemingly in an 
effort to eliminate CAM on an international level, 
should be supported and protected against these attacks 
from the medical-industrial complex. Such laws should 
also address the national organs to stop biomedically 
oriented physicians working in these organs to abuse the 
power of the Nation to repress CAM.  
 
ACKNOWLEDGMENTS 
The Danish Quality of Life Survey, Quality of Life 
Research Center and the Research Clinic for Holistic 
Medicine, Copenhagen, has been from 1987 until today 
supported by grants from the 1991 Pharmacy Foundation, 
the Goodwill-fonden, the JL-Foundation, E Danielsen 
and Wife's Foundation, Emmerick Meyer's Trust, the 
Frimodt-Heineken Foundation, the Hede Nielsen Family 
Foundation, Petrus Andersens Fond, Wholesaler CP 
Frederiksens Study Trust, Else and Mogens Wedell-
Wedellsborg's Foundation and IMK Almene Fond. The 
research in quality of life and scientific complementary 
and holistic medicine was approved by the Copenhagen 
Scientific Ethical Committee under the numbers (KF)V. 
100.1762-90, (KF)V. 100.2123/91, (KF)V. 01-502/93, 
(KF)V. 01-026/97, (KF)V. 01-162/97, (KF)V. 01-198/97, and 
further correspondence. We declare no conflict of interest. 

REFERENCES 
1. Kjøller M, Juel K, Kamper-Jørgensen F. [Folkes-

undhedsrapporten Danmark 2007]. Copenhagen: 
Statens Inst Folkesundhed, 2007. [Danish] 

2. Illich I. Limits to medicine. Medical nemesis. The 
expropriation of health. London: Marion Boyars, 
2001.  

3. Whitaker R. Mad in America. New York: Basic 
Books, 2002 

4. Lanctŏt G. The medical mafia: How to get out of 
it alive and take back our health and wealth. Quebec: 
Self published, 2002  

5. Danmarks Statistik, Statistical Year books 1970-
2008. www.danmarksstatistik.dk. Accessed 15 
Feb 2009. 

6. Ventegodt S, Kandel I, Merrick J. Biomedicine or 
holistic medicine for treating mentally ill patients? 
A philosophical and economical analysis. Scientific 
WorldJournal 2007;7:1978-86. 

7. Sobel DS. Mind matters, money matters: The 
cost-effectiveness of mind/body medicine. JAMA 
2000;284(13):1704. 

8. Sobel DS. The cost-effectiveness of mind-body 
medicine interventions. In: Mayer EA, Saber CB, 
eds. The biological basis for mind body inter-
actions. Progr Brain Res 2000;122:393-412. 

9. Vickers A, Zollman C. (1999) ABC of comple-
mentary medicine. Massage therapies. BMJ 319 
(7219):1254-7.  

10. Astin JA, Shapiro SL, Eisenberg DM, Forys KL. 
Mind-body medicine: State of the science. 
Implications for practice. J Am Board Fam Pract 
2003;16:131-47.  

11. Röhricht F, Papadopoulos N, Suzuki I, Priebe S. 
Ego-pathology, body experience, and body 
psychotherapy in chronic schizophrenia. Psychol 
Psychother 2009;82(Pt 1):19-30.  

12. Levy Berg A, Sandahl C, Clinton D. The 
relationship of treatment preferences and 
experiences to outcome in generalized anxiety 
disorder (GAD). Psychol Psychother 2008;81 
(Pt 3):247-59. 

13. Koemeda-Lutz M, Kaschke M, Revenstorf D, 
Scherrmann T, Weiss H, Soeder U. [Evaluation of 
the effectiveness of body-psychotherapy in out-
patient settings (EEBP)] Psychother Psychosom 
Med Psychol 2006;56(12):480-7. [German] 

14. Broderick JE. Mind-body medicine in rheuma-
tologic disease. Rheum Dis Clin North Am 2000; 
26(1):161-76.  

15. Ventegodt S, Merrick J. A review of side effects 



COST-EFFECTIVENESS OF NON-DRUG MEDICINE 255

and adverse events of non-drug medicine (non-
pharmaceutical CAM): Psychotherapy, mind-body 
medicine and clinical holistic medicine. J 
Complement Integr Med 2009;6(1):16. 

16. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
The open source protocol of clinical holistic 
medicine. J Altern Med Res 2009;1(2), in press. 

17. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
Effect, side effects and adverse events of non-
pharmaceutical medicine. A review. Int J Disabil 
Hum Dev, in press.  

18. Ventegodt S, Kandel I, Merrick J. Positive effects, 
side effects and negative events of intensive, 
clinical, holistic therapy. A review of the program 
"meet yourself" characterized by intensive body-
psychotherapy combined with mindfulness 
meditation at Mullingstorp in Sweden. J Altern 
Med Res 2009;1(3), in press. 

19. Allmer C, Ventegodt S, Kandel I, Merrick J. 
Positive effects, side effects and adverse events of 
clinical holistic medicine. A review of Gerda 
Boyesen’s nonpharmaceutical mind-body medicine 
(biodynamic body-psychotherapy) at two centres 
in United Kingdom and Germany. Int J Adolesc 
Med Health 2009, in press. 

20. Ventegodt S, Merrick J. Metaanalysis of positive 
effects, side effects, and adverse events of holistic 
mind-body medicine, subtype holistic, clinical 
medicine: “clinical holistic medicine” (Denmark, 
Israel) “mindful mind-body medicine” (Sweden), 
“biodynamic body psychotherapy” (UK), and 
“biodynamishe körperpsychotherapie“ (Germany). 
A review. Int J Disabil Hum Dev 2009, in press. 

21. Harrington A. The cure within: a history of mind-
body medicine. New York: WW Norton, 2008. 

22. Goleman D, Gurin J, Connellan H. Mind, body 
medicine: How to use your mind for better health. 
New York: Consumer Reports Books, 1993. 

23. Jones WHS. Hippocrates. Vol. I–IV. London: 
William Heinemann, 1923-1931. 

24. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Jacobsen S, Torp M, Ægedius H, Enevoldsen L, 
Merrick J. A review and integrative analysis of 
ancient holistic character medicine systems. 
ScientificWorldJournal 2007;7:1821-31. 

25. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
Clinical medicine and psychodynamic psycho-
therapy. Evaluation of the patient before inter-
vention. J Altern Med Res 2009, in press.  

26. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
Formal errors in nonpharmaceutical medicine 

(CAM): Clinical medicine, mind-body medicine, 
body-psychotherapy, holistic medicine, clinical 
holistic medicine and sexology. Int J Adolesc Med 
Health 2009, in press. 

27. Carter JP. Racketeering in medicine: The suppres-
sion of alternatives. Charlottesville, VA: Hampton 
Roads Publi, 1992. 

28. Ventegodt S, Merrick J, Andersen NJ. Bio- and 
alternative medicine in conflict. Human rights 
protection of the alternative therapist. J Altern 
Med Res 2009, in press.  

29. Wohl S. The medical industrial complex.. New 
York: Harmony Books Crown, 1984.  

30. Schafer J. The trial of the medical mafia. Quebec: 
Voici La Clef, 1998.  

31. Engberg, P. Personal contact 2009.  
32. www.DanmarksStatistik.dk. Statistisk årbog 2008. 

Accesed 2009-05-15  
33. Kaptchuk TJ, Kelley JM, Conboy LA, Davis RB, 

Kerr CE, et al. Components of placebo effect: 
randomised controlled trial in patients with irritable 
bowel syndrome. BMJ 2008;336:999-1003. 

34. Hròbjartsson A, Gøtzsche PC. Placebo interven-
tions for all clinical conditions. Cochrane Database 
Syst Rev 2004;(3):CD003974.  

35. Moncrieff J, Wessely S, Hardy R. Active placebos 
versus antidepressants for depression. Cochrane 
Database Syst Rev 2004;(1):CD003012. 

36. Lindholt JS, Ventegodt S, Henneberg EW. 
Development and validation of QoL5 for clinical 
databases. A short, global and generic question-
naire based on an integrated theory of the quality 
of life. Eur J Surg 2002;168:103-7. 

37. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
QOL10 for clinical quality-assurance and research 
in treatment-efficacy: Ten key questions for 
measuring the global quality of life, self-rated 
physical and mental health, and self-rated social-, 
sexual- and working ability. J Altern Med Res 
2009;1(2), in press. 

38. Smith R. The drugs don’t work, BMJ 2003;327 
(7428):0-h. 

39. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, et al. Clinical holistic medicine 
(mindful, short-term psychodynamic psychother-
apy complemented with bodywork) in the treat-
ment of experienced physical illness and chronic 
pain. ScientificWorldJournal 2007;7:310-6. 

40. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, et al. Clinical holistic medicine 
(mindful, short-term psychodynamic psychother-



S VENTEGODT ET AL 256

apy complemented with bodywork) in the 
treatment of experienced mental illness. Scientific 
WorldJournal 2007;7:306-9. 

41. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, et al. Clinical holistic medicine 
(mindful, short-term psychodynamic psychother-
apy complemented with bodywork) in the treat-
ment of experienced impaired sexual functioning. 
ScientificWorldJournal 2007;7:324-9. 

42. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, et al. Clinical holistic medicine 
(mindful, short-term psychodynamic psychother-
apy complemented with bodywork) improves 
quality of life, health, and ability by induction of 
Antonovsky-salutogenesis. ScientificWorldJournal 
2007;7:317-23. 

43. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, et al. Self-reported low self-esteem. 
Intervention and follow-up in a clinical setting. 
ScientificWorldJournal 2007;7:299-305. 

44. Ventegodt S, Clausen B, Merrick J. Clinical 
holistic medicine: Pilot study on the effect of 
vaginal acupressure (Hippocratic pelvic massage). 
ScientificWorldJournal 2006;6:2100-16. 

45. Ventegodt S, Thegler S, Andreasen T, Struve F, 
Enevoldsen L, Bassaine L, et al. Clinical holistic 
medicine: Psychodynamic short-time therapy 
complemented with bodywork. A clinical follow-
up Study of 109 patients. ScientificWorldJournal 
2006;6:2220-38. 

46. Ventegodt S, Merrick J. Psychosomatic reasons 
for chronic pains. South Med J 2005;98(11):1063. 

47. Ventegodt S, Braga K, Andersen TK, Merrick J. 
Clinical holistic medicine: Holistic sexology and 
female quality of life. J Altern Med Res 2009, in 
press. 

48. Broderick JE. Mind-body medicine in rheuma-
tologic disease. Rheum Dis Clin North Am 2000; 
26(1):161-76.  

49. Dreher H. Mind-body interventions for surgery: 
Evidence and exigency. Adv Mind-Body Med 
1998;14:207-22. 

50. Barrows KA, Jacobs BP. Mind-body medicine. 
An introduction and review of the literature. Med 
Clin North Am 2002;86(1):11-31. 

51. Bø K, Berghmans B, Mørkved S, Van Kampen, 
M. Evidence-based physical physical therapy for 
the pelvic floor. Bridging science and clinical 
practice. New York: Elsevier Butterworth Heine-
mann, 2007. 

52. Ventegodt S, Kandel I, Merrick J. First do no 

harm: an analysis of the risk aspects and side 
effects of clinical holistic medicine compared with 
standard psychiatric biomedical treatment. Scientific 
WorldJournal 2007;7:1810-20. 

53. Susan M. Review shows no evidence that individ-
ualised herbal treatments are effective. BMJ 
2007;335:743. 

54. Ventegodt S, Merrick J. What is the most efficient 
way to improve health: Changing your lifestyle or 
improving your quality of life? In: Kinger LV, ed. 
Focus on lifestyle and health research. New York: 
Nova Science, 2005;1-22.  

55. Knight RP. Preface. In: Searles HF. Collected 
papers on schizophrenia. Madison, CT: Int Univ 
Press, 1965:15-8. 

56. Ventegodt S Andersen NJ, Kandel I. An ethical 
analysis of contemporary use of coercive 
persuasion (“brainwashing”, “mind control”) in 
psychiatry. J Altern Med Res 2009, in press. 

57. Fernros L, Furhoff AK, Wändell PE. Improving 
quality of life using compound mind-body 
therapies: evaluation of a course intervention with 
body movement and breath therapy, guided 
imagery, chakra experiencing and mindfulness 
meditation. Qual Life Res 2008;17(3):367-76. 

58. Fernros, L. Improving quality of life with body-
mind therapies. The evaluation of a course 
intervention for personal self-awareness and 
development. Dissertation.. Stockholm: Karolinska 
Institutet, 2009. Accessed 01 Mar 2009. Available 
at: http://diss.kib.ki.se/2009/978-91-7409-356-8 

59. Ventegodt S, Kandel I, Merrick J. A study in 
experienced chronic pain in the holistic medicine 
clinic using mindful psychodynamic short time 
psychotherapy complemented with bodywork. J 
Pain Manage 2008;1(1):55-62. 

60. Ventegodt S, Andersen NJ, Merrick J. Clinical 
holistic medicine in the recovery of working 
ability. A study using Antonovsky salutogenesis. 
Int J Disabil Hum Dev 2008;7(2):219-22 

61. Lukban J, Whitmore K, Kellogg-Spadt S, Bologna 
R, Lesher A, Fletcher E. The effect of manual 
physical therapy in patients diagnosed with 
interstitial cystitis, high-tone pelvic floor 
dysfunction, and sacroiliac dysfunction. Urology 
2001;57(6 Suppl 1):121-2. 

62. Bergeron S, Brown C, Lord MJ, Oala M, Binik 
YM, Khalifé S. Physical therapy for vulvar 
vestibulitis syndrome: a retrospective study. J Sex 
Marital Ther 2002;28(3),183-92. 

63. Wurn BF, Wurn LJ, King CR, Heuer MA, 



COST-EFFECTIVENESS OF NON-DRUG MEDICINE 257

Roscow AS, Hornberger K, Scharf ES. Treating 
fallopian tube occlusion with a manual pelvic 
physical therapy. Altern Ther Health Med 2008; 
14(1):18-23. 

64. Leichsenring F, Rabung S, Leibing E. The 
efficacy of short-term psychodynamic psychother-
apy in specific psychiatric disorders: a meta-
analysis. Arch Gen Psychiatry 2004;61(12):1208-16. 

65. Leichsenring F. Are psychodynamic and psycho-
analytic therapies effective?: A review of empirical 
data. Int J Psychoanal 2005;86(Pt 3):841-68. 

66. Leichsenring F, Leibing E. Psychodynamic 
psychotherapy: a systematic review of techniques, 
indications and empirical evidence. Psychol 
Psychother 2007;80(Pt 2):217-28. 

67. O’Donohue W, Dopke CA, Swingen DN. 
Psychotherapy for female sexual dysfunction: A 
review. Clin Psychol Rev 1997;17(5):537-66. 

68. Masters WH, Johnson VE. Human sexual inade-
quacy. Philadelphia, PA: Lippincott Williams 
Wilkins, 1966. 

69. Struck P, Ventegodt S. Clinical holistic medicine: 
teaching orgasm for females with chronic 
anorgasmia using the Betty Dodson method. 
ScientificWorldJournal 2008;8:883-95. 

70. Heiman JR, Meston CM. Empirically validated 
treatment for sexual dysfunction. Ann Rev Sex 
Res 1997;8:148-94. 

71. Ornish D, Brown SE, Scherwitz LW, Billings JH, 
Armstrong WT, et al. Can lifestyle changes reverse 
coronary heart disease? The lifestyle heart trial. 
Lancet 1990;336(8708), 129-33. 

72. Ornish D, Scherwitz LW, Billings JH, Brown SE, 
Gould KL, et al. Intensive lifestyle changes for 
reversal of coronary heart disease. JAMA1998; 
280(23),2001-7. 

73. Spiegel D, Bloom JR, Kraemer HC, Gottheil E. 
Effect of psychosocial treatment on survival of 
patients with metastatic breast cancer. Lancet 
1989;2(8668):888-91. 

74. Spiegel D, Butler LD, Giese-Davis J, Koopman C, 
Miller E, DiMiceli S, et al. Effects of supportive-
expressive group therapy on survival of patients 
with metastatic breast cancer: a randomized pro-
spective trial. Cancer 2007;110(5):1130-8. 

75. Adams CE, Awad G, Rathbone J, Thornley B. 
Chlorpromazine versus placebo for schizophrenia. 
Cochrane Database Syst Rev 2007;(2):CD000284. 

76. Ventegodt S, Andersen NJ, Kandel I, Merrick J. 
The effect of antipsychotic drugs and non-drug 
therapy on borderline and psychotic mentally ill 

patient’s quality-adjusted life-years (QALY). J 
Altern Med Res 2009, in press. 

77. Ventegodt S, Kandel, I Merrick J. The therapeutic 
value of antipsychotic drugs: A critical analysis of 
Cochrane meta-analyses of the therapeutic value 
of anti-psychotic drugs used in Denmark J Altern 
Med Res 2009, in press. 

78. Abel U. Chemotherapy of advanced epithelial 
cancer—a critical review. Biomed Pharmacother 
1992;46:439-52. 

79. Abel U. [Chemotherapy of advanced epithelial 
cancer.] Stuttgart: Hippokrates Verlag 1990.  

80. Abel U. [Chemotherapie fortgeschrittener Karzi-
nome. Eine kritische Bestandsaufnahme.] Berlin: 
Hippokrates, 1995. [German] 

81. Abel U. Chemotherapy of advanced epithelial 
cancer. Stuttgrat, Germany: Hippokrates Verlag, 1995. 

82. Levenson FB, Levenson MD, Ventegodt S, 
Merrick, J. Psychodynamic pain management for 
cancer patients. J Pain Manage 2010;3(1), In press  

83. Ventegodt S, Andersen NJ, Merrick J. Rationality 
and irrationality in Ryke Geerd Hamer’s System 
for holistic treatment of metastatic cancer. 
ScientificWorldJournal 2005;5:93-102.  

84. Levenson FB, Levenson MD, Ventegodt S, 
Merrick, J. Psychodynamic psychotherapy and 
therapeutic touch (clinical holistic medicine) for 
cancer. A review of the method and study of 75 
cases. J Altern Med Res, in press. 

85. Levenson FB, Levenson MD, Ventegodt S, 
Merrick, J. Qualitative analysis of a case report 
series of 75 cancer patients treated with psycho0-
dynamic psychotherapy combined with therapeutic 
touch (clinical holistic medicine). Int J Disabil 
Hum Dev 2009;8(3), in press 

86. Ventegodt S, Morad M, Hyam E, Merrick J. 
Clinical holistic medicine: Induction of spon-
taneous remission of cancer by recovery of the 
human character and the purpose of life (the life 
mission). ScientificWorldJournal 2004;4:362-77. 

87. Ventegodt S, Solheim E, Saunte ME, Morad M, 
Kandel I, Merrick J. Clinic holistic medicine: 
Metastatic cancer. ScientificWorldJournal 2004;4: 
913-35.  

88. Ventegodt S, Jacobsen S, Merrick J. A case of 
induced spontaneous remission in a patient with 
non-Hodgkin B-Lymphoma. J Altern Med Res 
2009;1(1), in press. 

89. Ventegodt S, Kandel I, Merrick J. Clinical holistic 
medicine (mindful short-term psychodynamic 
psychotherapy complimented with bodywork) in 



S VENTEGODT ET AL 258

the treatment of schizophrenia (ICD10-F20/DSM-
IV Code 295) and other psychotic mental diseases. 
ScientificWorldJournal 2007;7:1987-2008. 

90. Gøtzsches P. Bias in double-blind trials. Dan Med 
Bull 1990;37:329-336. 

91. Anderson EF. Peyote. The divine cactus. Tucson, 
AZ: Univ Arizona Press, 1996. 

92. Bruhn JG, de Smet PA, El-Seedi HR, Beck O. 
Mescaline use for 5700 years. Lancet 2002; 
359(9320):1866. 

93. Mumey N. The peyote ceremony among the 
American Indians. Bull Med Libr Assoc 1951;39 
(3):182-8. 

94. Stafford P. Psychedelics Encyclopedia. Berkeley 
CA: Ronin Publ, 1992 

95. Castaneda C. The teachings of Don Juan: A Yaqui 
way of knowledge. New York: Harper Collins, 1968. 

96. Grof S. LSD psychotherapy: Exploring the 
frontiers of the hidden mind. Alameda, CA: 
Hunter House, 1980. 

97. Luna LE, White, S. Ayahuaasca Reader. Santa Fe, 
NM: Synergetic Press, 2000. 

98. Leary T, Metzner R, Alpert R. The psychodelic 
experience. A manual based on the Tibetan book 
of the dead. New Jersey: Secaucus, 1983. 

99. Saint-Exupéry AMR. The little prince. New York: 
Harcourt Brace, 1943. 

100. Huxley A. The perennial philosophy. New York: 
Harper Collins, 1972. 

101. Castaneda C. The art of dreaming. New York: 
Harper Collins, 1993. 

102. Legge J. The I Ching. The book of changes. 
Mineala, NY: Dover Publications, 1975. 

103. Sambhava P, Thurman RA, Pa KG. The Tibetan 
book of the dead. New York: Bantam, 1994. 

104. Eisenberg, DM, Davis RB, Ettner SL. Trends in 
alternative medicine use in the United States 
1990-1997. JAMA 1998;280:1569-75. 

105. Eisenberg DM, et al. Unconventional medicine in 
the United States. Prevalence, costs, and patterns 
of use. N Engl J Med 1993;328(4):246-52. 

106. Ventegodt S, Merrick J. Clinical holistic 
medicine: Chronic infections and autoimmune 
diseases. ScientificWorldJournal 2005;5:155-64.

 


