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There is obviously growing interest in some medical 
circles regarding what is variously termed functional 
medicine, personalized medicine or integrative medicine. 
While these terms are not interchangeable, they reflect a 
departure from the acute care model that is still 
fundamental to medicine and even to the training of new 
physicians. Nevertheless the common thread while a 

simplification is that the patient is viewed as a person, not a disease and the 
presentation is approached as a system failure of unknown complexity and 
origin. There are certainly plenty of physicians who view this as the way of the 
future, an attitude partly motivated by adult chronic diseases which mostly 
cannot be cured and require an approach that treats symptoms rather than 
causes. Even when the presentation is a classic example of that encountered 
over many years, a disorder caused by a bacterial infection, the standard 
response is now in trouble because drug resistant infections are now 
becoming the norm and drug companies are showing insufficient interest in 
finding new antibiotics or their equivalent. The need to fall back on fecal 
transplants for C. difficile tells one a great deal as does the menagerie of 
specializations that are organ based which almost a priori deprives the patient 
of a “system analysis.” The judgment, for example, of the general practitioner 
that the most probable cause of the  problem a patient presents with is kidney 
disease may be frequently correct and the referral to a nephrologist entirely 
appropriate. However, some patients with complaints that are real and 
strongly impact their quality of life can be difficult to diagnose accurately and 
the most appropriate specialist to deal with the complaints is not obvious.  
 
These are the patients that go from doctor to doctor and may in fact end up 
being interviewed by a psychiatrist when the real problem is a complex 
system failure  where several important basic physiological systems are not 
only not functioning properly, but the dysfunction is interacting, causing a 
complex presentation difficult for any specialist to figure out. And the problem 
is certainly not in their head.  
 
Given the growing prevalence of not only chronic disease but also mysterious 
disorders, the reader may find a bit of self-education useful. The recent book 
by Dr. Jeffrey S, Bland titled The Disease Delusion. Conquering the Causes 
of Chronic Illness for a Healthier, Longer, and Happier Life seems like a good 
place to start. Dr. Bland is known as the “father of functional medicine” and 
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his qualifications cannot help but cause the reader to highly respect the point 
of view he is promoting.  
 
Wishing you and your family continuing good health, 
 
William R. Ware, PhD, Editor 
 
 
 
 
 

 
 
 
 
One of the greatest failures of modern medicine involves the response to Alzheimer’s 
disease. There are no effective treatments aside from nearly ineffective symptom 
control. The appearance of mild cognitive impairment heralds for many what the future 
holds. In this issue we expand on an earlier discussion of work ongoing at UCLA where 
a functional medicine approach is being developed and tested which uses mostly 
lifestyle and dietary interventions following clues offered by patients concerning multiple 
system dysfunctions.  This prompts a review of the application of the same therapeutic 
philosophy to heart disease and stroke and the power of reducing or eliminating multiple 
risk factors, especially if intelligently selected. In earlier issues we have also presented 
with considerable emphasis a list of what not to eat. In this issue we discuss recent 
research which addresses what to eat for optimum health in the context of heart 
disease, stroke and type 2 diabetes based on a recent study of a large US population. 
This issue also contains a special report on survival preparedness.  

 
 

ALZHEIMER’S DISEASE 
THERAPY 

 
In the US Alzheimer’s disease (AD) has 
now become the third leading cause of 
death after cardiovascular disease and 
cancer. Retirement and nursing homes 
are full of individuals with varying stages 
of dementia. Big Pharma has little to 
offer aside from symptom relief. The 
disease is characterized by relentless 
progression.  The stress on caretakers 
and family members is no doubt 
profound. The projected impact on the 
cost of health care no matter how the  
 
 

 
 
care is dispensed is frightening. Single 
target designer drugs as are now 
appearing at yearly treatment costs of 
between $10,000 and $1,000,000 which 
have certainly caught the attention of the 
media and the medical profession are 
not the answer, especially since long-
term treatment appears necessary to 
avoid relapse. One can easily assemble 
a list of a large number of such drugs 
the annual cost of which goes from an 
extreme strain on normal family budgets 
to a road to bankruptcy. Even if covered 
by governments or insurance, a portion 
of the cost will still be passed along.  
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In the past 5 years, scientific papers 
dealing with beta-amyloid and /or tau 
protein, the two prominent theoretical 
causative culprits, number close to 
14,000. At an assumed average of 10 
pages per paper, if printed single-sided 
one gets a stack of paper roughly 50 
feet high. The key words Alzheimer’s or 
mild-cognitive bring up almost 40,000 
publications over the same period. Yet 
clinical paper after paper simply states 
that medications had slight or no impact 
on progression. Hundreds of drugs have 
been developed and tested but only a 
negligible number have been approved 
by regulators. There appears to be vast 
sums being spent to finance 
researcher’s trips down dead-end 
avenues, both with experimental and 
clinical studies.   
 
The causes of AD remain significantly 
incompletely determined thus hindering 
truly effective treatment. Recently some 
significant progress appears to have 
been made. Bredesen at the University 
of California—Los Angeles (UCLA) has 
proposed three distinct subtypes of AD 
which may provide a framework for 
designing personalized treatment which 
for the most part does not involve patent 
drugs.1   
 
Subtype 1. The inflammatory subtype. 
Biomarkers and other mediators of 
inflammation have been identified in AD 
brains, consistent with the identification 
of inflammation associated genes. 
Wound-like microenvironments have 
been identified as having a positive 
causative role in AD. PET scan 
evidence can be found for temporal and 
parietal lobe reductions in glucose 
utilization which some term type 3 
diabetes. Characterized by markers of 
systemic inflammation such as elevated 

high sensitivity C-reactive protein (hs-
CRP), low albumin:globulin ratio, and 
high interlukin-6. Additional metabolic 
abnormalities may confuse the 
distinctions such as insulin resistance, 
metabolic syndrome, 
hyperhomocystemia, hypovitaminosis D, 
hypothyroidism, and hyperchortisolemia. 
However, the typical presentation is 
associated with memory problems and 
hippocampal atrophy in the absence of 
widespread cerebral atrophy.  
 
Subtype 2. Termed the non-
inflammatory type. Insulin resistance, 
very low vitamin D status, elevated 
homocysteine and hormonal loss due to 
ovary removal are implicated in this 
subtype. These all have theoretical 
support for being associated with the 
mechanism of development of AD and 
its progression. Characteristics include 
absence of the inflammatory markers 
typical of subtype 1 but metabolic 
abnormalities associated with vitamin D, 
homocysteine and hormonal function. 
  
Subtype 3. Termed the cognitive 
subtype.  Individuals with this type have 
one or more of the following: impaired 
language ability, are unable to verbalize 
thoughts, unable to comprehend written 
or printed text, are unable to process 
visual input and thus for example unable 
to recognize objects, faces, etc. and 
finally  have impaired ability with 
arithmetic or numbers.  
 
A more detailed view of subtype 3 has 
recently been published by Bredesen.2 
He proposes that this subtype is due to 
specific toxins and they are most 
commonly inhaled. He thus attributes 
type 3 to what he calls the “chronic 
inflammatory response syndrome” 
(CIRS) which is due to biotoxins such as 
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mycotoxins. Mycotoxins are commonly 
from molds such as are present in 
water-damaged (sick) buildings. 
However, he also postulates that 
biotoxins from Lyme disease or other 
tick-borne pathogens or agatoxins can 
also cause CIRS.  
 
All this adds up to the necessity of 
taking a broad view of AD which 
essentially dooms the reductionist 
approach and may be responsible for 
the failure of the beta-amyloid 
hypothesis to yield significant 
therapeutic guidance since the 
emphasis is on monotherapy.  This also 
brings us back to the work of Bredesen 
and colleagues previously briefly 
discussed in IHN in the December 2014 
issue. The postulated nature of AD 
requires a personalized approach or at 
least a comprehensive approach which 
deals with the three subtypes. They 
have designed a protocol called 
“Metabolic Enhancement for 
Neurodegeneration” (MEND). The basic 
philosophy is that MCI and AD are 
multifactorial and require personalized 
diagnosis and therapy which must 
recognize the uncertainties regarding 
the pathophysiology and view all 
relevant abnormalities as targets for 
therapy and that there are probably 
multiple targets which interact. The 
reductionist view in which the central 
and principal actor is beta amyloid has 
proved to lead to nothing but essentially 
unsuccessful therapeutic adventures.3,4 
Thus AD and mild cognitive impairment 
(MCI) provide an excellent opportunity 
for personalized medicine to potentially 
have a profound impact. Bredesen and 
colleagues have initiated the serious 
consideration of this approach 
culminating in the proposed three type 
character of these disorders and 

performing an exploratory study 
involving 10 patients covering the range 
of MCI to type 3 AD.2  The personalized 
protocol is called MEND. Rights to the 
protocol and its application have 
apparently been assigned to a company 
(Muses Labs) in Raleigh, NC. Physician 
training is offered along with 
computerized aids for patient evaluation. 
Some will be able to take advantage of 
the MEND program but many will not. 
Thus while a potentially powerful 
treatment for MCI and AD may be out 
there, the majority at this point can only 
be spectators. What can one do?  
 
A compromise in the absence of referral 
to a MEND trained practitioner is to have 
all the blood tests done, and they are 
common ones, and then get advice from 
ones physician or appropriate specialist 
and correct any abnormalities if 
possible. Cooperation from an MEND 
specialist may be difficult to obtain. 
Furthermore, some tests may require 
referral to an endocrinologist as well as 
someone that specializes in heavy metal 
testing and normalizing, frequently by 
oral chelation. This is what a MEND 
trained practitioner would do, but 
perhaps with more selectivity and 
different thresholds. However, for 
someone presenting with high C-
reactive protein, there are a number of 
possible causes and the problem is not 
simple and may require experimenting if 
the common causes such as oral or 
other infections or an inflammatory diet 
are not responsible. But getting CRP 
down to normal is a worthwhile 
undertaking no matter what the 
motivation. The remainder of the 
protocol involves identifying or assuming 
metabolic and lifestyle related problems 
and taking action, again for some, with 
professional assistance.  
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The following table derived from various 
online sources and the tests done in 
published studies using the protocol 
provides the therapeutic interventions 
indicated from which the physician 
practicing personalized medicine can 
select, even using most if there is 
uncertainty as to the sub type or 
subtypes present. Some can be 
eliminated. For example, if the patient 
sleeps well, has no sleep apnea, leads a 

more or less stress free life, exercises, 
and eats a non-inflammatory diet; this 
reduces significantly what is left to worry 
about. The same can be said if blood 
tests come back normal. Thus anyone, 
with the aid of their physician, should be 
able to implement the principal if not 
most features of the MEND protocol. 
Here are the details.5,6  
  

 
 

 
 

 
 
In a report published in 2016,6 Bredesen 
and colleagues updated their 2014 
study5 and added cases and provided 
more detail on both the patient 
characteristics including blood tests and 
the outcomes. The cases included 
various stages or types of MCI and AD. 
In nine out the ten cases, the outcomes 
varied from good to sensational. This 

paper in pdf format is in the public 
domain from the publisher of the journal 
Aging. Use the following link                     
www.aging-us.com/article/100981. 
 
Those interested are encouraged to 
read the case histories and examine the 
tests conducted and draw their own 
conclusions.  

LABORATORY TESTS ACTION 
Elevated homocysteine discuss with physician 
Low serum B12 supplement, sublingual or injection 
Elevated  C-reactive protein discuss with physician 
Elevated fasting insulin diet 
Elevated HbA1c diet 
Abnormal hormone status: fT3, fT4, estrogen-2, 
progesterone,  pregnenolone, cortisol 

discuss with physician, referral to endocrinologist 

Low 25-hydroxyvitamin D Supplement with oral vitamin D3 
Elevated mercury, lead and cadmium discuss with physician, referral to  toxicologist or 

specialist 
Unfavorable zinc to free copper ratio discuss with physician 

DESIRED CHANGE ACTION 
Minimize simple carbohydrates and inflammatory 
diets 

low glycemic diet high in fruits, vegetables and whole 
grains for fiber 

Enhance cellular elimination of dysfunctional 
components (autophagy)  and enhance ketogenesis 

fast from three hours before bedtime to next morning 

Gastrointestinal health pre and probiotics,  referral to gastroenterologist 
Optimize antioxidants diet and supplements, blueberries 
Optimize mitochondrial function ubiquinol, alpha-lipoic acid, selenium, zinc, resveratrol, 

vitamin c, thiamine 
Provide alternate brain fuel medium chain triglycerides, coconut oil 
Increase focus discuss pantothenic acid with physician 
Ensure nocturnal oxygenation exclude or treat sleep apnea 
Optimize exercise 30-60 min per day, 4-6 days per week 
Optimize sleep consider melatonin 
Reduce psychological  stress get professional help if necessary 
Brain stimulation if occupation insufficient, seek professional advice on 

computer assisted or other  methods 
Provide synaptic structural components discuss citicoline and the omega-3  DHA with physician 
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The promotion of the MEND protocol by 
Muses Labs and UCLA has come under 
harsh criticism by one Evidence Based 
Medicine group, partly because the 
underlying research was of case history 
design and involved only ten 
participants. (Google Science-Based 
Medicine and MEND) The author of the 
piece takes the position that nothing 
else will do but a large randomized 
controlled blinded trial where fake 
treatments are used for the control. 
Examining the above table leaves one 
wondering about how one arranges 
many of the fake therapies. No one 
denies that some patients imagine some 
of their MCI or AD symptoms but the 
improvements found by Bredesen and 
colleagues are sufficiently dramatic in at 
least some if not  the majority of cases 
that the evidence seems quite 
convincing. When someone goes back 
to work and functions well, reopens a 
business, or is judged by both family 
and friends or colleagues to be vastly 
improved, the screaming over 
randomized trials seems a bit overdone. 
 
Science or Evidence Based Medicine 
(EBM) is based on benefit outweighing 
harm and benefit being real. Judging by 
what EBM accepts with enthusiasm, 
treatments that benefit only 1-2% of 
those treated are just fine if the adverse 
effects as determined by the company 
involved do not exceed these 
percentages. Thus the word “evidence” 
seems to carry a special meaning. 
Evidence that a treatment or drug is 
statistically significantly and almost but 
not completely useless is all the 
evidence needed to satisfy those who 
have taken it upon themselves to protect 
us from quacks and quack treatment. 
 

They have sanctified the p value of 0.05, 
i.e. the one in twenty risk probability 
threshold that results is by chance and 
must be ignored if exceeded. The EBM 
movement (religion) will make it almost 
impossible for any therapy not 
originating from Big Pharma or liberally 
funded by a government organization to 
ever have widespread acceptance. In 
the name of protecting the public, the 
unintended consequence will in some 
cases actually cause great harm by 
destroying a highly effective treatment or 
cure. When a US company cannot even 
cite published papers in peer reviewed 
journals supporting the efficacy of their 
product without being raided by a SWAT 
team and having their records and stock 
of products seized, one gets a good 
picture of what is really going on and the 
widespread success of the nanny state 
concept of government.  
 
Many readers will recall the book by Dr. 
Mary Newport What if Alzheimer’s 
Disease Can Be Cured? concerning the 
use of coconut oil and medium-chain 
triglycerides (MCT) to target the glucose 
metabolism defect in the brain 
associated with AD. The MEND protocol 
also uses MCT or coconut oil. Dr. 
Newport has collected a set of case 
histories sufficiently convincing to 
prompt a clinical study at a university. 
This is partly thanks to those who did 
not wait until EBM gave their blessing 
and must be thankful that they did not 
wait even if told that the evidence was 
not acceptable to the establishment. 
They laughed all the way to a better 
quality of life. Both oils were so widely 
available that the standard nanny state 
response was impossible.  
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BENEFITS OF NON-
PHARMACEUTICAL INTERVENTIONS 
WHEN COMBINED INTO A 
PERSONALIZED PROGRAM 
 
The lead piece in this issue illustrates 
the potential effectiveness of 
personalizing an intervention by 
combining a number of actions indicated 
by laboratory tests and additional 
observations. In this case, the disorder 
is especially challenging since there is 
no effective officially sanctioned 
treatment for Alzheimer’s disease aside 
from modest palliative interventions 
which may further destroy an already 
poor quality of life. Combining 
interventions frequently leads to a large 
reduction in the resultant cumulative 
odds for the incidence or progression of 
a disorder.  This approach is also called 
functional medicine which implies that 
the disorder in question may be related 
to the failure of one or more biological 
systems and that targeted therapy (e.g. 
statins or anti hypertensives or blood 
sugar control drugs) is not only 
inappropriate but will in general fail the 
test of producing a large and impressive 
absolute improvement. Examples of this 
were discussed in the June and 
September 2016 IHN in the context of 
coronary heart disease and stroke. To 
reinforce this point of view, short 

sections of these two reports and the 
associated tables are reproduced below.  
 
The essential feature of grouping factors 
is multiplication of risk reductions 
measured as odds of a heart attack or 
stroke in the presence vs. the absence 
of the risk. Odds ratios represent the 
odds that an outcome will occur given a 
particular exposure, e.g. smoking, 
compared to the odds of the outcome 
occurring in the absence of the 
exposure. These are assumed to be 
operating more or less independently. 
 
In the table below, an illustration is 
provided based on the INTERHEART 
data where the initial change involves 
either smoking or not smoking followed 
by the presence or absence of beneficial 
factors. As on goes down each column 
more factors come into play and the 
cumulative risk of a heart attack is 
dramatically reduced. For example, 
stopping smoking makes the odds of a 
heart attack 0.34 vs. 1.0, the reference 
for the calculation. In the INTERHEART 
paper7 the authors show in their Figure 
3 on the right hand side just such a 
calculation where they start with no 
smoking and then add beneficial actions 
one by one. The table below uses the 
same calculation but provides a more 
extensive view.  

 
TABLE.  Cumulative effects of elected multiple additions of factors associated 
with risk of heart attack7 
 
                          ACTION                        ODDS         CUMULATIVE ODDS 

Not smoking 0.34 0.34 0.34 0.34 - 0.34
Not having diabetes 0.32 0.11 - - - 0.11
No abdominal obesity 0.45 0.05 0.15 - - 0.05
No psychosocial issues 0.40 0.019 - - - - 
Lots of fruits and vegetables 0.70 0.013 0.11 0.23 0.7 - 
Exercise 0.72 0.009 0.02 0.17 0.5 0.04
Alcohol in moderation 0.79 0.007 0.01 0.13 0.4 - 
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The odds column represents the 
reduced odds of having a heart attack 
compared to 1.0 as the reference. For 
smoking, diabetes, abdominal obesity 
and psychosocial issues, the 
comparison is with no vs. yes. For fruits 
and vegetables it is optimum vs. low 
intake. For exercise it is active vs. little. 
For alcohol, the comparison is one to 
two drinks per day vs. abstinence. Thus 
in the first row the risk reduction for not 
smoking  expressed as the odds of a 
heart attack is 0.34 vs. 1.0 for smoker. 
In the cumulative odds columns, the 
additive effect is calculated. For 
example, not having diabetes and not 
smoking gives 0.34. X 0.32 = 0.11. Add 

a low risk hip to ratio which is the 
measure of abdominal obesity and 0.34 
X 0.32 X 0.45 = 0.05, so that the risk is 
now only 5% of that for the obese 
diabetic who smokes. It is assumed that 
each factor is acting independently with 
no synergism. 
 
The same approach to cumulative risk 
reduction for strokes as was used in 
INTERHEART heart attack study will be 
used. The effect of starting out with the 
absence of hypertension risk and then 
adding other factors is shown in the 
table below.  

 
TABLE.  Cumulative risk reductions associated with modified multiple risk factors 
for all stroke events. Data for Western Europe, North America and Australia8 
 

MODIFIABLE RISK FACTOR BENEFIT CUMULATIVE 
Eliminate hypertension 0.48 0.48 
Stop smoking 0.34 0.16 
Normalize waist/hip ratio 0.47 0.08 
Eat healthy diet 0.44 0.03 
Engage in physical activity 0.74 0.02 

 
The small cumulative odds obtained 
even by adding one additional factor to 
avoiding hypertension or not smoking 
seem impressive. Four of the five factors 
in the above table also were modifiable 
risks found associated with heart attack 
in the INTERHEART heart attack study. 
Taken together, these two studies 
provide guidance for non-drug 
prevention of heart disease and stroke. 
 
Viewing disease as potentially 
multifactorial and with interacting factors 

requiring a broad whole body 
perspective is also in the domain of the 
physician who practices integrative 
medicine and such a professional may 
well be able to provide vital assistance 
in implementing the MEND protocol or 
for that matter solving mysterious 
illnesses which have eluded more 
conventional, specialist-orientated 
approaches. 
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OPTIMIZING THE “WHAT TO EAT” LIST 
 
A study has just been published which 
addresses this issue for what is termed 
“Cardiometabolic Mortality.”9 It is based 
on data from the US National Health and 
Nutrition Examination Surveys 
(NHANES) and the National Center for 
Health Statistics. These sources of 
information allowed an analysis of the 

association between suboptimal intake 
of dietary factors and mortality from 
heart disease (CHD), stroke and type 2 
diabetes. The results apply to the 2009-
2012 and the mortality data to 2012. The 
dietary factors and results are presented 
in the table below. 

 
 
The What Not To Eat list severely limits 
the number of super market isles on 
needs to visit. It is important to note that 
mean optimal consumption levels are 
given below which dietary intake is 
judged suboptimal. 
 
But the means have variance so the 
target levels need to be considerably 
above the mean optimal levels to assure 
an adequate protective and health 
friendly intake. 

 
 
Overall 45.4% of all cardiometabolic 
deaths were associated with suboptimal 
intakes of the 10 dietary factors. The 
impact of suboptimal diet impacted men 
more strongly than women. Suboptimal 
diet also proportionally affected younger 
individuals more than older individuals, 
black and Hispanics more than whites, 
and individuals with low and medium 
education as compared to higher- 
educated. The most significant target 
was sodium which justifies 

 
TARGET DIETARY 

COMPONENTS 

 
MEAN 

OPTIMAL 
CONSUMPTION

 
BENEFITS FROM GOING 
FROM SUBOPTIMAL TO 

OPTIMAL. 
 

POPULATION 
CARDIOMETABOLIC 

DEATHS 
ATTRIBUTABLE TO 

SUBOPTIMAL DIET (%) 
Fruits excluding 
fruit juices 

300 g/d Decreased CHD, both 
types of stroke 

7.5 

Vegetable’s 
including legumes 

400 g/d Decreased CHD, both 
types of stroke 

7.6 

Nuts and seeds 20 g/d Decreased CHD, diabetes 8.5 
Whole grains 125 g/d Decreased CHD, both 

types of stroke, diabetes 
5.9 

Red meats 14 g/d Increased diabetes 0.4 
Processed meats Eliminate Decreased CHD, diabetes 8.2 
Sugar sweetened 
drinks 

Eliminate Decreased BMI, CHD, 
diabetes 

7.4 

Polyunsaturated 
fats replacing 
saturated fats or 
carbohydrates 

11 % of energy
replaced 

Decreased CHD 2.3 

Seafood omega-3 
fats 

200 mg/d Decreased CHD 7.8 

Sodium 2000 mg/d Decreased systolic BP 9.5 
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governmental pressure on the food 
industry to decrease added salt levels. 
The problem with salt in processed 
foods is that it is hidden, whereas most 
are conscious of what they add at the 
table. Processed meats and sugar 
sweetened beverages which are 
incidentally on the Do Not Eat or Drink 
list also found thresholds of no intake 
above which they were classified  as 
suboptimal.   

Among the 10 items in this study, one 
finds guidance pointing to the 
Mediterranean diet, consistent with the 
fact that this dietary approach has been 
found to result in 30% to 70% reductions 
in cardiometabolic risk.10,11 The 
Mediterranean diet if followed with 
normal caloric intake should in general 
convert the suboptimal levels of 
beneficial nutrients to optimal. 
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SPECIAL REPORT 
 

PRACTICAL AND HEALTH-RELATED DISASTER PREPAREDNESS 
 

William R. Ware, PhD 
 
The media periodically carries dire warnings about the US power grid and its 
vulnerability to severe and widespread damage from solar storms or acts of war which 
would involve exploding an atomic device high above a country. This can essentially 
destroy a considerable fraction of the commercial and domestic electrical equipment 
and service. Any country with atomic weapons can potentially do this. The risk may 
have increased in early 2017. More localized power outages can be caused by severe 
ice storms, hurricanes or hacker attacks on the computers of utility companies. The 
duration of the power outages can be anywhere from days to weeks to very long 
periods if the grid damage is extensive, severe, and replacement equipment such as 
large transformers is unavailable.  
 
 The solar storm is one of the most serious threats. The probability of this happening 
has been recently estimated as 12% over the next 10 years. The solar storm results 
from a huge burst of subatomic particles and radiation released by the sun and 
projected into space. If it happens to hit the earth, the result is a disaster, the magnitude 
of which depends on the strength of the burst. A near miss July 23, 2014 heightened 
awareness of the threat. If that storm had entered the earth’s atmosphere it would have 
equaled the iconic Carrington event of 1859 in destructive power, but vulnerability would 
have been orders of magnitude higher due to the current dependence on electric power, 
electronics, satellites, etc. A much weaker hit occurred across Quebec in March 1989 
and caused a power outage but was not serious. The intense radiation can induce 
spikes in power grids that take out large transformers and damage anything connected 
to the grid. The electromagnetic radiation fields can impact and destroy electronic 
equipment from computers that run the world to those that run the automobile. There 
will incidentally be a short warning of about 12 hours for a severe solar storm. The 
potential loss of power is predicted to last from weeks to months. 
 
 There is also the severe ice storm which can produce a 1-3 week power outage. In 
addition, an eruption of the huge caldera under Yellowstone National Park could cause 
the equivalent of so-called nuclear winter or the equivalent of a huge meteor hitting the 
country. Here the issue is principally the food supply and eruption related illnesses or 
death for those unable to survive the ash accumulation and sulfuric acid vapor. Ash 
could cover a number of downwind states making some close to uninhabitable. The 
caldera is definitely alive and active. Ignoring the caldera for now, it is therefore 
important to think about the impact of no electrical power and the associated lack of 
power-related services. The hacker attack is probably the event of highest probability 
but least damaging by comparison.  
 
Total prolonged power outage would profoundly impact food, fuel and gasoline supplies, 
medical services, prescription drugs, and consumer goods in general. Most businesses 
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would shut down for the duration. When the power goes off, modern civilization ceases 
to function. Water distribution and purification systems as well as natural gas may fail. It 
will be back to the time of the cave man but with better housing. The magnitude of the 
disaster of course depends on the cause, geographical location and extent, but the 
interconnectivity of the electrical grid and the potential for severe transformer damage 
with immediate replacements unavailable give one pause for concern, perhaps even 
nightmares. The US has just issued a National Space Weather Action Plan which 
merely informs the reader that they can make lists of issues and that real preparedness 
for a high impact disaster is absent. Everyone will be on their own. The major issues for 
survival become availability of food, home heating, emergency electrical power, heat for 
cooking, potable and non-potable water, and prescription drugs, all strongly dependent 
on the duration of the failure of utilities. 
 
Individuals living in apartments will be at the greatest disadvantage. Those living in a 
rural setting or on a farm will have the best situation and are most likely to have a 
generator. Those living in a house are also in a good position with many options to meet 
the needs of survival. Some will be able to travel to where there is no problem and wait 
it out, but widespread grid failure will shut down trains and planes and gasoline and 
other fuels will run out. For most, hardship is a real possibility. The magnitude of the 
problem caused by a massive grid failure would probably vastly exceed the capability of 
local, state and federal governments to help much. The military and associated 
auxiliaries and some service organizations such as the Red Cross will have important 
resources and in some cases expertise to help, but we have all seen in recent natural 
disasters that this is partly theoretical. A grid failure over a very wide area taking months 
to fix will stress any of these resources, probably driving them to dysfunction. Here are 
some thoughts on what one might do.  
 

•     ELECTRICAL POWER: Gasoline generators are an obvious solution, but 
imply a supply of gasoline. Hooking up a generator to the house wiring is very 
dangerous and an electrician should be consulted to install a system. Using 
just extension cords circumvents this problem.  Incidentally, to get gasoline 
for generators from cars, there are hand operated gasoline pump-siphon 
systems that are simple and inexpensive. Sucking on a tube to start siphoning 
can be dangerous. In hard times, generators will be targets of theft and they 
are not practical for some living situations and of course cannot be operated 
indoors. Generators should be secured with a strong chain and lock since the 
desire for generators will run high. If one lives in a house, there are many 
other attractive options. Inverters of 300 watt (W) to 1500 W at 110 V AC are 
available that plug into the car 12 volt system or connect to the car battery 
and operate while the car is idling outdoors. It may prove useful to have a 300 
W inverter and one more powerful. The lower power inverters generally 
cannot handle the starting surge of a refrigerator or motor and in fact, 
abandoning the refrigerator and freezer appears necessary to avoid having to 
deal with supplying too much emergency power. However, a generator would 
do the job. So-called power boxes are available providing 600 to 700 W 
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capabilities at 110 V but do not confuse the steady power from the power box 
inverter with the peak 12 volt power coming directly from the box battery used 
to start vehicles.  Eventually the battery must be recharged. This can be 
accomplished with the 12 V car power or a solar battery charger, the latter 
requiring a controller to prevent overcharging. 
 
Solar systems are now inexpensive with 40 watts available at 12 V, i.e. a 3.3 
amp which will charge a 600-watt power box in 7-10 hours. The larger the 
investment, the more power. The portable solar systems can be moved 
around to take advantage of good sun exposure and were designed for boats, 
trailers and camping.  Such a charger along with two power boxes makes a 
good source of energy for lighting, grinding coffee, charging cell phones, 
powering a radio or many TVs, etc. Sump pumps may need a generator to 
handle the surge and steady running power requirements. Individuals 
dependent on sump pumps for a dry basement should get professional 
advice. Since power boxes cannot only be charged from the car 12-volt 
system, but also from a solar charger, this mitigates the worry of what to do 
when there is no gasoline. It is wise to keep car tanks more than half full all 
the time, since two cars represent a large amount of gasoline and idling 
engines do not use much fuel. Life in a disaster is simpler if one has at least 
two 600-700 watt power boxes. Finally, a few of the new low-energy light 
bulbs should be available. The 65-watt equivalent only uses 13 watts or less.  
Also, since there will be no cable TV and probably no satellite TV, it helps 
having enough reading lamps including bedside lamps. In addition, a few 
battery operated fluorescent or LED camper’s lanterns (with a good stock of 
batteries) help to light halls, stairs and bathrooms and the kitchen. Finally, a 
good supply of extension cords is essential for efficient use of power boxes 
and car-powered inverters. Candles and matches should also be in the 
emergency supplies, although candles are a classic cause of house fires. 
Obviously, a good supply of batteries needed for any of the emergency 
equipment is essential. A source of information on power requirements of 
common appliances, computers and tools can be found at  
https://www.donrowe.com/usage-chart-a/259.htm 

 
•     HEAT: This is a complex problem, the magnitude of which depends on the 

climate in which one lives and the season of the disaster and the type of 
heating system used. Forced air gas still needs power for the fan motor which 
has a high surge current and has steady power usage that is too high for 
most back-up systems other than a generator or a high power inverter used 
with the car battery/generator. Lack of power may even impact the distribution 
of natural gas. Houses with hot water heat generally have a system with a 
very low power water-circulating pump which can be run off car inverters or 
power boxes. A boiler furnace with such a pump can be easily rewired to 
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allow use of a power pack or inverter. It is convenient to have a receptacle 
box on a boiler furnace into which the furnace power is plugged. In an outage 
this plug can be pulled and plugged into an alternative power source to power 
the pump and thermostat. However, if gas pressure is not maintained, then 
about all that remains are the fireplace and a supply of fuel. Obviously a gas 
fireplace helps, but with rather inadequate heat. Many with wood fireplaces do 
not keep large supplies of wood, but wood may be available for gathering in 
nearby woods. Fireplaces can be equipped with reflectors that increase the 
heat projection. When it is impossible to keep more than one room warm, 
under cold winter conditions pipe freezing becomes a problem which must be 
addressed. This impacts the emergency water problem. Knowledge regarding 
draining house water pipes is important.  The worst-case scenario requires 
down sleeping bags for everyone and heat is only available from basal 
metabolism.  

 
•     COOKING: There are few simple solutions, but one seems very attractive. 

Some Asian as well as hotel restaurants and Sunday buffets routinely use 
small one-burner butane stoves which apparently are safe indoors. The 
butane cans are small, frequently sold as six-packs, are easily stored and the 
stoves are readily available since they are popular for camping and other 
outdoor uses. Electric hot plates use too much power to be consistent with 
most emergency electrical supplies (typically 1000 watts). One can also cook 
over the fire in the fireplace, but the little gas hot plate is obviously much more 
convenient. Some will fire up their outdoor barbeques and this obviously 
provides a solution until the propane tank goes empty, and it may not be that 
pleasant outside and neighbors may line up to use it. Note that propane 
camping stoves are not safe for indoor use. 

 
•     FOOD: Any emergency plan must obviously take into account the size of the 

family and number of pets. It also needs to recognize that children living away 
from home and relatives, either or both of which can be unprepared for the 
disaster, may come knocking on the door. It is impossible to know long food 
from markets and stores would be available and if resupply is even possible. 
It is best to assume the worst-case scenario, but obviously the duration of the 
disaster will determine the success of preparedness. Stockpiling food for a 
family of 5 plus a dog for even 1-2 months presents a real challenge.  Calorie 
requirements are also hard to estimate since they can be lowered as food 
runs low. A good rough minimum number seems to be around 1000-1200 
calories, i.e. about half of the common daily intake. One should consider 
energy density in designing a stockpile, since for a month or two, optimum 
nutrition is obviously not an issue, although diabetics have a special problem 
as do individuals with food allergies or sensitivities or are on special diets. 
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Nuts stand high on the list. A 300-gram can of cashews contains 1880 
calories and other nuts are similar.  
 
Other calorie dense items include chocolate bars and some so-called health 
bars, and prepared foods such as canned clam chowder, chili, and corned 
beef hash. Canned meats such as ham and Spam and canned fish also 
qualify. Finally for those with a wine cellar, each bottle of table wine is good 
for about 500-600 calories. Thus in an emergency situation, while nutritionally 
absurd, one might think they could get enough calories from a bottle of wine 
and 100 grams of nuts and the former would make the disaster easier to 
suffer through. In fact that bottle of wine allows considerable diversity in 
making up the remaining calories. However, this is mostly a fantasy since 
alcohol is metabolized differently than ordinary foods and is normally not 
considered fattening. It also increases hunger.  Emergency food packs are 
readily available, have long storage life, and are compact and easy to store. 
Even Amazon carries a selection. For large families, this is probably a major 
part of a workable solution.  

 
•     WATER: Both potable and non-potable water are at issue. However, a 

growing number of well-informed individuals realize that tap water is a priori 
non- potable although their solutions may be ineffective.  Many if not most 
municipal water systems depend on electricity and even if they manage to 
maintain water pressure, the water may become excessively non-potable. 
High buildings require pumps to service the upper floors. However, unless 
gravity alone is providing the pressure, the taps will go dry. As an initial step it 
is wise to store potable water. Screw cap wine bottles holding ¾ liter offer a 
toxin free way to store water, but for a family of 4 over a month and a liter a 
day per person, that amounts to 160 bottles. Large plastic containers or 
bottles are practical but may leach toxins and the supply should be replaced 
periodically. Unless one has a well with a pump that can be run off 
emergency power, this leaves, streams, lakes and rivers, but this solution is 
not available to significant fraction of the population and the water may not be 
potable. Thus rain collection becomes necessary. If one lives in a house, it is 
generally a simple matter to collect rainwater from the roof by diverting a 
downspout, but it may be necessary to filter it through at least cloth to clean it 
up. Some thought needs to be given to clean collection containers. If water is 
obtained from dubious sources, water purification systems or chemicals used 
by hikers and campers are readily available but are not intended for heavily 
polluted water. However, simply boiling will deal with the pathogens in water.  

 
•     SANITATION: This is a problem mostly faced by apartment dwellers who do 

not have easy access to rainwater, or by individuals living in areas that are 
running out of water. Rainwater can used to flush toilets and for bathing.  
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•     MEDICATIONS: A very serious problem if the pharmacies close down or run 

out of stock. Obviously, stopping some medications can be life threatening. 
Blood thinners, blood pressure drugs and psychiatric medications come to 
mind as well as anti-organ rejection drugs. Children may have essential 
drugs. Not having other prescription medications such as pain killers, anti-
reflux drugs, birth control or sleeping pills may also present a problem.  One 
can stockpile pharmaceuticals by pretending to take more than is actually 
taken, but managed healthcare and drug plans use computers that pick this 
up. Even running out of magnesium if one depends on it for bowel regularity 
could be a problem but stockpiling magnesium as the oxide powder or 
capsules as citrate is simple. Stockpiling pharmaceuticals is expensive and 
would not be allowed under many prescription plans. Advice from a physician 
or pharmacist on minimum doses might be necessary. For over-the-counter 
medications one should make a list of necessities, especially painkillers of all 
sorts and items like Tums, melatonin etc. and stockpile a supply. 

 
•     MONEY: Banks will be closed and ATMs inoperative and those stores open 

will not take cards. Thus cash will be necessary if it is even possible to satisfy 
a need by a purchase. Bartering may become common. Small stores will 
probably revert to the old custom of keeping a “tab” for known customers.  

 
•     CONTACT WITH THE OUTSIDE WORLD: An emergency radio is essential. 

This needs to be carefully researched to select one that will pick up useful 
stations not impacted by the disaster. It is good to know an amateur radio 
operator, a so called a Ham. Cell phones can be charged with power packs or 
inverters, so the problem here is the network system. There will be no internet 
to which one can turn for help with problems, and Dr. Google will have closed 
up shop. Satellite TV may be functional and the TV and box generally can be 
powered by an inverter or power box.  

 
•     SANITY. Some do not read for pleasure or as a leisure activity and may have 

a problem. For those who do, a supply of low wattage bulbs (e.g. 13 W 
equivalent to 75 W) is essential, plus lamps that are convenient for reading in 
bed. The occasional reader may have a problem having nothing to read and 
the absence of cable TV creates minor or perhaps even major crisis. Thus it 
is important to reflect on personal solutions to avoid what is commonly called 
cabin fever. Those with good personal libraries will be OK since considerable 
entertainment can be had by reading books that have not been opened in 10 
years. Knowing neighbors who play chess can be good for a few hours a day.  
Children are particularly vulnerable due to a growing dependence on the 
internet, social media and video games, although the latter only depends on 
having enough back-up power for a TV and the game box. A 32” LED/LCD 
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TV use about 50 W whereas a 42” plasma TV uses 240 W, and a video game 
console 40-140 W. Some satellite dish receivers requires 20-30 W. These fall 
in the range of both car powered inverters and power boxes and thus the 
entertainment of children may be partially solved.  Children with nothing to do 
will impact parental sanity. All these power requirements can obviously 
change with time. However, a solar storm or atomic electromagnetic blast 
would probably wipe out satellites. The stage is really set for cabin fever if 
there is no electricity, no TV and one is snow-bound.  

 
•     MEDICAL ASSISTANCE. This is totally unpredictable, depends on the 

location, the amount of back-up power the area hospitals have, and the size 
of the staff that can even get to work. It is not hard to imagine already 
dysfunctional emergency departments becoming overwhelmed as will any 
hospital having a significant number of patients critically dependent on 
equipment requiring power. In other words, they will treat only the most critical 
cases.  A good first aid kit is important but may not help much if at all. Most 
may have to rely on nurse friends, physician friends including those retired, 
and even veterinarians. After all, in a pinch a vet can probably stabilize a 
broken bone or stich up a cut or stop bleeding or even administer a strong 
painkiller. But they may worry about liability issues. Thus it may be important 
to be on good terms with a vet or two. Keep in mind that it will probably not be 
possible to phone with either a landline or cell and seeking help will require 
driving around to find someone who is willing and able but not overwhelmed. 
If you gas tank is almost empty, this will add to your problems. Addresses 
suddenly will assume great importance and we have become accustomed to 
using the internet for getting such information. Furthermore, vets will probably 
not be at their clinics but at home trying to cope, and most people do not 
know where their vet lives even if they have one. Paramedics will be a 
valuable resource but will probably already be fully engaged. Every town has 
doctors, in some cases in large numbers. The Red Cross may set up 
emergency clinics, but no one will know where they are although hospital 
parking lots are a good place to start looking. Again, almost everyone will be 
on their own. There do not seem to be city-wide emergency plans in place to 
deal with many of the crisis situations one can easily imagine, perhaps with 
the exception of hurricanes.  

 
•     SAFETY. In some countries the home will be defended by one or more 

effective weapons including assault rifles. However, many countries have 
very restrictive gun ownership laws and it is left up to the imagination of the 
individual to consider the response to home invasion by those in search of 
food and water. Some breeds of dog can provide a considerable level of 
defense. Because there may be accidents associated with lighting and 
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cooking, a good carbon dioxide fire extinguisher is important, especially if 
there is no water. 

 
Thus it seems clear that everyone should stop and think about the scenario where they 
have no electrical power for a month or two or more, and perhaps no other necessities 
of life or normal services available. Then face the question, what will I or what are we 
going to do? Once the disaster occurs, it will be too late. You are on your own. This is 
the first time in human history where hackers, who have already amply demonstrated 
their impressive knowledge and skill, can accomplish the sort of damage contemplated 
above. Perhaps this could be accomplished by a coordinated attack on utility computers 
over an area of several states or provinces while sitting in a room overlooking the 
Caribbean or the Black sea, or in a mountain chalet. The hacker’s ability to lock up 
computer systems has been clearly demonstrated by, for example, hospitals paying 
ransom. Governments have been warned about the multiplicity of these treats but 
nothing happens. This is understandable, given that municipalities and governments 
already face long-term challenges which require vastly more money that is available 
even in the foreseeable future. Damage from a solar storm to the grid and the hard to 
replace transformers can, to some extent, be mitigated, but we do not hear of all the 
utilities engaged in coordinated implementation. In fact, we have to come to grips with 
the fact that there are disasters so big that it is unrealistic to expect governments to 
effectively cope and provide timely and critically needed help. The above issues would 
make great material for a novel if it has not already been done, probably several times.  
 
 
 
 
 
 
 
 
 
 
 
 

 
 

We apologize for the recent problems in the IHN Vitamin Store. They have now been 
corrected and we invite you to continue visiting the shop. Please help us defray some of 
the costs incurred in publishing this FREE newsletter by purchasing your supplements 
through the IHN Vitamin Store at www.yourhealthbase.com/vitamins.htm 
 
Please note we do not receive a commission on sales if you buy directly from iHerb. 
 

Thanks for your continued support! 
 
 
 
 
 
 

International Health News has an arrangement with iHerb to facilitate 
subscribers ordering supplements from a reliable source as well as assisting 
the newsletter in meeting its expenses. Dr. Ware, the editor, is not involved 

with this aspect of IHN, receives no financial benefit from these sales, and is 
only concerned with the scientific content of the newsletter. 
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