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Abstract
The indisputable fact that tumours may spontaneously regress
provides the basic incentive to develop biological and specific
immunological cancer therapies. This implies that mammals possess
a natural intrinsic regulatory capability to control the differentiation
of specialized organ cells. The aim of this bio-immunotherapy study
was to delineate the natural biomodulating factors causing such
mysterious cures. The challenge was to learn to actively simulate,
apply and harness these biological factors in a new framework for
cancer research.
Dietary correction of the aetiological metabolic deficiency,
supported by autologous active specific immunotherapy in patients
suffering from metastatic renal adenocarcinoma, or malignant
melanoma, have caused highly significant clinical results, as compared
with our best standard therapies, in randomised clinical series which
comprised hundreds of patients, with a follow-up over thirty years.
Initially hard to explain, the therapeutic result was a complete
disappearance of large tumours. Complete regression is caused by
transformed electron-dense mitochondria appearing in the cytoplasm
of the malignant cell and especially gathering around the tumour cell
nucleus. A mitochondrial regulatory signal forces the oncogene
transcription of malignant cells back into normal steady state organ
function, under the inductional control of the surrounding healthy
tissue.
The curative effect does not involve apoptosis or lysis of the
tumour cells. In bio-immunotherapy, cancer cells regain normal gene
transcription and cellular function, whereby no trace of the malignant
cells remains in the diseased organ. The reaction mimics spontaneous
cures.
Genetic weakness detected in a patient can be compensated for by
a small dietary supplementation of certain essential metabolic
components. The healthy person gets sufficient amounts from his/her
normal diet. An inherited cancer risk can be biologically compensated.
Bio-immunotherapy entails no side effects, has prophylactic potential,
and is very inexpensive.

Introduction
The knowledge of spontaneous cures in advanced cancer provided
the incentive to try to develop a biological and immunological
treatment modality for cancer. There was in indication that the
mammalian organism could biologically halt and even reverse
malignancy.1, 2
The framework for bio-immunotherapy contrasts with the present
cancer treatment paradigm, based on non-physiological intrusions
designed to ‘kill the last cancer cell’, since bio-immunotherapy strives
to imitate biology. The evidence that a natural physiological
modulation of transcriptional control could induce complete regression
of malignant cells, without the use of toxic remedies or surgery, was
the root for the working hypothesis. One should actively try to
understand and then simulate these natural biomodulating reactions
to reconstitute the physiological ‘milieu intérieur’ which must have
been the inducement for these rare ‘mysterious cures’.
From over thirty years of clinical and experimental studies with a
special treatment modality called “bio-immunotherapy’, the ideas
have evolved to a strong belief that malignant gene-transcription can
definitely be corrected. Bio-immunotherapy is also aimed to
compensate genetic weaknesses by natural bio-modulating dietary
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means to prevent the inborn errors from leading to malignant
transformation or recurrent disease. The clinical results suggest even
its prophylactic potential.3, 4 In this cancer therapy modality, the
dietary supplementation is aimed at correcting the aetiological
metabolic deficiency. This is supported by a specific active
immunological therapy that uses autologous tumour material as a
vaccine.
Normalisation of malignant oncogene transcription seems primarily
to require the balanced dietary correction of an aetiological, longstanding metabolic deficiency , involving six or more inter-linked
natural components, and hormonal factors (schematic presented in
Figure 1).

Figure 1. Hypothethical cell control mechanism for steady-state function
exerted by amino-acid/trace-element pentamer complexes mediated by
hormones. Selective deficiencies in these pentamer codes may be expressed
as various histopathological forms of cancer. Dietary restriction of methionine
is prescribed, since it seems to be a growth factor for leukaemic stem cells

The therapy has cured fulminant carcinosis and eradicates large
tumours. Cancer seems to be the end result of a metabolic deficiency,
which may be aggravated as a function of time. Continuous metabolic
supplementation, slightly increased for every decade the patient
survives, can preserve the healthy ‘steady-state’ function of the
patient’s genome.
The use of autologous tumour material, specially polymerised via
natural peptide bonds, 5 circumvents introduction of foreign
transplantation antigens. Such a vaccine represents a fingerprint of
the multitude of individually specific immunological tumour markers
and haptens present in a patient’s malignant tissue. Furthermore, the
technique fulfils all requirements for a human cancer vaccine.

Figure 2. Life tables of metastasized renal cell cancer from nephrectomy.
The difference in favour of bio-immunotherapy is highly significant,
p < 0.001 (from ref. 7)
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In 1971, at the Helsinki University Central Hospital it was originally
decided for ethical reasons to conduct bio-immunotherapy trials with
patients who suffer from metastatic cancer forms that usually do not
respond to standard therapies. Cases suffering from metastatic renal
cell adenocarcinoma, or stage IV malignant melanoma, formed the
pilot groups. Over the years, significantly (p < 0.001) better clinical
results have been achieved in bio-immunotherapy.6,7,8,9 (Fig 2).
Patients suffering from certain genetic aberrations may be treated,4
e.g. hereditary nonpolyposis colorectal cancer syndrome (HNPCC)
was found to require, at a certain age, a small dietary supplementation
of certain specific natural components to compensate their inherited
weakness, preventing the development of colon cancer. Healthy
persons get sufficient amounts of these from their normal food intake.
Surgery is an important integral part of cancer bio-immunotherapy.
It mainly removes the symptoms of this aetiological deficiency disease,
but it decreases the tumour load. The main requirement is to retrieve
both primary tumour as well as tissue material from the patient’s
metastases to be made into their individual tumour vaccines.
It is important to obtain tumour tissue from different body locations,
since tumour cells may contain slightly different antigenic tumour
markers. The organ in which the metastasis grows may affect the
immunologic marker-pattern of the malignant cells. Surgeons should
avoid bloody intervention or unnecessary biopsies. The tumour
within its capsule is carefully peeled out to decrease the risk of
spreading intracellular metastasising chromatin filaments present in
tumour cells, and to avoid causing implantation metastases. Without
risking the patient’s life, the retrieval of metastases should be taken
into account by surgeons already at primary operation and avoid the
stress of re-operations.
The lack of a reliable analytical laboratory method necessitated
tedious empirical studies with mammals to pinpoint missing, but
controlling ‘pentameric’ codes (amino acid trace elements) involved
in the regulation of the three main forms of cancer: leukaemia,
adenocarcinoma, sarcoma. These natural controlling complexes seem
to arrest and prevent malignant transformation. The assumption was

that these cancer forms emanated from ecto-, endo- and mesodermal
stem cells.
In the development of this biological cancer therapy modality the
emphasis was placed on efforts to find and correct the alleged metabolic
deficiency linked to missing essential natural dietary components.
The important helper function emanating from a specifically stimulated
immune system was stressed. Although, basically cancer is not an
immunological deficiency disease, improved immunity has the
capacity to arrest the spread of malignant cells, and confine the
tumour growth, despite the fact that it is not potent enough to eradicate
a big tumour mass. Always try to arouse the immune defence,
preferably by active specific immunological stimulation using
autologous cancer vaccines, instead of the less effective passive or
adoptive immunological methods (Table 1).
The aim of this long study was to explain the reason for regression
of large tumours.
The dramatic disappearance of fulminant lung carcinosis
experienced with patients suffering from renal cell or ovarian cancer,
following bio-immunotherapy, was already very difficult to explain
in the early 1970s14. It ordained the basic aim of this study, to
satisfactorily explain the nature of this surprising curative biological
reaction. This bio-immunotherapy project was also aimed at analysing
the prophylactic effect of supplementary dietary compensation of
genetic inborn errors, as a clinical alternative to gene therapy.
In this review I will highlight some basic findings emanating from
this study. This has slowly led to advances in the understanding of
the aetiology of cancer, appearing to be a manifold metabolic
deficiency disease. This notion will hopefully present novel
possibilities to rationally apply specific biological remedies in cancer
therapy and prophylaxis.

Bio-Immunotherapy, a search for interactive
curative biological components
The aetiological metabolic deficiencies to be corrected

Table 1.

A.

Biomodulating, supportive
and restorative measures

B

Active specific immunological
stimulation

The concept that immune reactions do not have the capacity to heal
massive tumours led, to the notion that natural dietary components
must also have been involved in the events we call ‘spontaneous
cures’. Moreover, there was already, in the early forties, a proposition
presented by Dr Howard Beard, that cancer represents an ‘amino acid
deficiency’ disease.

Sarcoma as an amino acid deficiency?
homoginised
mechanically &
by ultrasound

TUMOUR
CELL
Autologous

$$$$$$$
$$$$
$$

C.

Homogenate
polymerised
NH2.COOH

Non-specific immunological
stimulation
Adjuvant
PPD tuberculin
Candida albicans antig.
B and C injected together
intradermally + supportive measures

This idea was supported by his impressive curative results with
established Emge sarcoma in rats10,11 caused by injection of the three
basic amino acids; Arg, His & Lys (18 mg/day). Unfortunately, he
did not notice that these basic amino acids, in the late thirties, were
still linked to the metal (wolfram = tungsten) used to purify them.
This ‘salting-out’ technique formed biological complexes whereby
one could retrieve single amino acids from proteolytic digests.
Consequently he had injected such essential biological complexes,
and not only the pure amino acid.
His studies were so well performed that somebody must have tried
to reproduce them after the Second World War, although no report of
that fact can be found. A study aimed at confirming his results should
have failed, if it was performed after 1947. At that time the chemical
industry started to use ion-exchange chromatography, a technique
leading to the production of really pure L-amino acids. Lacking this
required essential biological, organic and inorganic complex (ArgHis-Lys-W), a treatment using only pure amino acids, could not
incite the mitochondrial impulse required to reverse the oncogen
transcription, which originally had lead to the dramatic healing of
Emge sarcoma in his rats.

Leukaemia as an amino acid deficiency?
This suspicion prompted my long experimental studies utilising a
methylcholanthrene-induced chloroma rat-leukaemia model (stem-
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cells kindly supplied by Prof. Tapio Rytömaa), since no experimental
rat-sarcoma cell-strain was available. For these experiments it was
decided to add physiological amounts of essential trace element salts
in a biologically active ionic form, to facilitate the formation of the
theoretically required biomodulating, organic and inorganic complexes.
The trace element salts prescribed as biologically active ions were;
Cr, Mo, Mn, Se, Sn, V, W.
For amino acids, the same seven chemically different amino acid
groups (Table 2)
Table 2.

Amino acids and trace element complexes
seem to form the metabolic codes
acting on cell receptors to keep specific
organ cells in healthy transcription
Seven different chemical groups of amino
acids used as dietary supplements:
Ala, Ile, Leu, Val | Arg, His, Lys |
Thr, Syr | Glu, Asp | Met, Cys | Try, Phe | Pro
Biologically active trace element ions
empirically tested to form the regulatory
complexes with the amino acids:
chromium, magnesium, manganese,
molybdenum, selenium, tin, tungsten
and vanadium

Table 3. Amino acid and trace element effect on chromacell-induced
leukaemia in rats.

No of animals
Follow-up
(time in days)
Number of animals surviving
Survival rate (%)

No of animals
Follow-up
(time in days)
Number of animals surviving
Survival rate (%)

Control
food pellets

Ala,Ile,Leu,Val
trace elements

Ala,Ile,Leu,Val
Cr,Mn

Ala,Ile,Leu,Val

Glucose

55
11.3
±2.6

23
22.1
±2.3

30
26.3
±6.2

15
17.6
±3.3

12
16.8
±1.8

13
17.3
±5.7

-

1
4.34

15
50

1
6.6

-

-

Ser, Thr
trace elements

Glu, Asp
trace elements

Pro
trace elements

Arg, His, Lys
trace elements

Thr, Phe
tr. elem.

13
20.6
±6.7

12
17.1
±3.3

11
16.9
±2.4

12
16.8
±4.5

11
16.2
±2.1

12
15.5
±4.2

1
7.7

-

-

-

-

-

Cr,Mn

Met, Cys
tr. elem.

The amino acids and trace elements Cr, Mg, Mn, Mo, Se & V were mixed in infusion glucose and
evaporated to a semi-solid state at room temperature. The results are excerpts of over 800 animal
experiments. The survival time for pregnant control rats, fed normal food pellets, was 20.6 ± 7.6
days, but none survived. Methionine was found to be a growth factor leukaemic cells, contained
also in food pellets, the reason for no survivals.

three basic amino acids possibly acted as a ‘general cancer controlling
code’.6,13,22
In the search for metabolic factors linked to sarcoma and leukaemia,
a positive trend effect on survival rates was recorded in both these
experimental series when rats were fed Ser & Thr + trace elements.13,22
This prompted the postulation that the amino acid triplet code for
adenocarcinoma may include Serine and/or Threonine, coupled to
some essential trace element salts (possibly Se & V). These
experimental results were regarded as reflecting the embryonic origin
(ecto-, endo-, & mesoderm) for the three main cancer forms appearing
in mammals (suggested in Figure 1).
Rats in full bio-immunotherapy, but fed the amino acid proline,
could in certain cases survive after IV induction of myeloid leukaemia.
When these rats then started to eat normal food pellets, a lymphoma
could develop.22 Following the proline diet, the chloroma injected
leukaemia cell strain had transformed into a clinically different
malignoma of the white stem cell strains, than that used to induce it
(Fig 3 a,b,c,d).

Amino acids and trace element complexes seem to form the
metabolic codes acting on cell receptors to keep specific organ cells
in healthy transcription. Seven different chemical groups of amino
acids were used as dietary supplements: Ala, Ile, Leu, Val | Arg, His,
Lys | Thr, Ser | Glu, Asp | Met, Cys | Try, Phe | Pro; the same as used
by Dr Beard10,11 (Table 2).
Biologically active trace element ions
empirically tested to form the regulatory
complexes with the amino acids were
Chromium, Magnesium, Manganese,
Molybdenum, Selenium, Tin, Tungsten
& Vanadium; these were separately fed
to the rats. The L-Amino acids were
administered at the same ratio as they
were present in the blood of rats. These
essential, organic and inorganic
components were dissolved in infusion
grade glucose, evaporated until solid at
room temperature, and then fed to the test
animals.13.
Of the experimental animals, 50%
survived (p < 0.001) on a diet containing
only Ala, Ile, Leu, Val & Cr, Mn. There
was a negligible effect in control groups
fed these natural organic and inorganic
ingredients separately.6 Rats that survived
on this optimised combined diet were
subsequently immune to re-induction even
with supra-lethal doses of leukaemia cells
given intravenously. No effect on the
survival rate was recorded in the group Figure 3. Experimental rat, chloroma leukaemia in bio-immunotherapy. A: Active induction of immunity to induced
fed Arg, His, Lys & trace elements, nor in chloroma leukaemia in rats. B: Substitution of the specific amino acid, trace element diet by normal food pellets lead
death of all rats in leukaemia. Metabolic digestion of dietary proteins into mono-amino acids can explain the lethal
the groups fed all amino acids, or food- to
effect. C: If the diet consisted of sulphur-containing amino acids all rats died, since methionine acts as a growth
pellets containing natural proteins (Table factor for myeloid stem cells. D: Fed with amino acids, Pro or Asp & Glu certain animals survived. When they then
started to get normal food pellets, 50 days from induction using myeloid leukaemia cells some rats could develop
3)
This ruled out the possibility that these lymphoma.
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Selection of supportive dietary components
for cancer patients
The working hypothesis was based on the presumption that a longstanding metabolic deficiency could cause malignant transformation,
while spontaneous cures signalled that this malfunction could be
corrected biologically, leading to a cure. Although numerous reports
on such events have been presented, they are actually extremely rare
with respect to the high incidence of cancer. This indicated that the
hidden flaw must be a complex, manifold interlinked regulatory
system responsible for preserving healthy ‘steady-state’ organ function.
The chance that a patient coincidentally would get all of these
essential components in the right proportion is very small. They had
to be actively given as a supplementary treatment to restore the
healthy balance of our specialised organ cells.
The main problem in this respect was the fact that no reliable
laboratory technique is available to reveal the precise nature of this
suspected deficiency, comprising e.g. essential amino acid trace
element complexes involved in the critical inductional control cycle
regulating the function of a healthy organ. For human patients the
search for similar pentameric codes had to be based on empiric
studies. In this respect I had to presume that all mammals would obey
fairly similar rules. The minimal daily requirement dose for a 70 kg
human body was kindly extrapolated by Prof. Klaus Schwartz, based
on his experiments with rats.12 The milligram amounts of these metal
ions prescribed for human patients as co-factors with specific amino
acids, have been presented in detail elsewhere.3,8,9 Essential,
biologically active trace elements, as practicable isotopes studied in
this bio-immunotherapy method, are listed in Table 4.
Table 4. Practicable radioisotopes
(NV Philips-Duphar, compiled by JJ Arlman).
I
H
Li
Na
K
Cu
Rb
5 Ag
6 Cs
1
2
3
4

II

III

IV

V

VI

VII

Be

B

C

N

O

F

Ti

V

Cr
Se

Mn

Sn

VIII

Fe, Co

Mo
W

Radioisotopes in bold are of special interest in the
development of bio-immunotherapy

Selection of dietary amino acids for clinical trials
Used as a remedy, the advantage with amino acids is that they are
natural components formed continuously from proteins by our normal
digestion, and transported into our circulatory system. Experimental
studies with rats13,22 indicated that five essential organic and inorganic
complexes formed the metabolic components involved. The
pentameric regulatory code seemed to require three amino acids
coupled to two inorganic trace element ions (fitting the number of our
fingers), and the sixth component is fit for hormone sensitising cell
receptors to accept the code.
The results with animal experiments were considered as guidelines
for mammals in general, in the search for regulatory biologically
active triplets of amino acids to be selected. The selection of the
seven chemically different amino acid groups (Table 2), as Dr Beard
had used, were tested for their eventual effect on the control of
specialised organ cells.6,22,27
A positive clinical response with metastatic renal adenocarcinoma
patients was empirically found from administration of essential
L-amino acids, given orally as 3-6 g of each, with normal meals, as a
teaspoonful (tsp) with a draft of 3 ml: Ala (4 g/tsp), Arg (4 g/tsp), Asp
(6 g/tsp), Lys (3 g/tsp) and optionally also Ser (4 g/tsp), twice a day.

At this point, in the 1970s, the effect of amino acids alone could
only be linked to enzyme activation/inhibition, or to stimulation of
the production of certain hormones, but not directly to gene regulation.6

Selection of dietary trace element salts for clinical
trials
When it became evident that the cell-regulatory signal required a
trace element coupled to an amino acid, it was mandatory to select the
right essential elements and administer them in physiological doses;
these to be extrapolated to cover at least twice the minimal daily
requirement dose12 to compensate the suspected metabolic deficiency.
These essential trace element salts, in a biologically active ionic
form, were prescribed as capsules (produced by the Helsinki University
Pharmacy and available for purchase), and adjusted by Klaus Schwartz
to suit a human 70 kg body. Trace element capsules contained, Cr,
Mo, Se, Sn, V as described before.3,7 They were administered at dose
levels of some milligrams (1-3 mg/day):
CrCl2.6H2O, 6 mg (= 1.17 mg Cr) Fluka 27096;
Na2SeO4.10H2O, 6 mg (= 1.28 mg Se) Aldrich 308477;
Na2VO4.4H2O, 6 mg (= 2.50 mg V), alternatively Sodium
orthovanadate 1.7 mg Acros Organics 20533-0000, without
any crystal water molecules;
SnCl4.5H2O, 4 mg (= 1.35 mg Sn) Merck;
Na2MoO4.2H2O, 4 mg (=2.23 mg Mo) Merck 1.06521;
Na2WO4.2H2O, 4 mg (= 2.3 mg W) Merck 1.06672;
Mangan glyceryl phosphate 400 mg/caps, Dolder 655750.
All other supportive measures for renal cell cancer patients were
administered as described in Table 5, and on page 7 below.
Table 5.
Bio-immunotherapy schedule for renal cell carcinoma
Supportive dietary measures started prior to surgery
1. Oral administration (of approximately 5 g/day) of L-amino acids:
Ala, Arg, Asp, Lys and (Ser ?).
2. Essential trace-elements administered orally as biological
active ions: Cr, Mo, Se, Sn, V, as mg’s/day & Mn (manganese
glycerophosphate C3H7MnO6P. H2O) as 100 mg’s/day.
3. Physiological doses of vitamins; A, B, C, D, E, K, and folic acid 2
mg/day.
4. Diet containing neurogenic lipids such as ice-cream (cooked
brain from healthy pigs, available as canned ‘functional’ food).
5. Patients should avoid foods and vitamin preparations rich in
zinc (possibly a growth factor for renal adenocarcinoma cells).

Specific active immunisation against tumour marker
antigens
6. Immunisation using autologous tumour polymer particles (tumour
antigens polymerised via peptide bonds as deviced by
S. Avrameas, Pasteur Institute, Paris), admixed with tuberculin
(PPD) as adjuvant, injected intradermally at 4-6 weeks intervals
and corresponding supportive measures prescribed for malignant
melanoma, as shown in Table 6.

Autologous tumour vaccines
With the advent of the important protein polymerisation technique
devised by Dr Stratis Avrameas at the Pasteur Institute in 1967,5
based on forming natural peptide bonding to mimic the structure of a
natural protein, there was finally an ethical possibility of testing the
effect of active specific autologous immunotherapy in cancer patients.
With this ‘Pasteur’ technique, the insoluble protein polymers prepared
from autologous tumour homogenates, fulfilled all requirements that
must be placed on a tumour vaccine. A patient’s tumour tissue
contains precisely all individual antigenic tumour markers and haptens,
from the multitude of markers that theoretically could be present.
These insoluble particles incite only agglutinating antibodies. No
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precipitating antibodies (IgG, IgM) are formed which, theoretically,
could cause tumour enhancement. Specific cell-bound immunity is
activated. The natural peptide bond forming these insoluble particles
preclude auto-immune reactions, since it is not processed by the
immune response as a denatured protein. This characteristic is
crucial since every tumour tissue sample also contains normal tissue
components.
Table 6. Bio-immunotherapy schedule for cutaneous
and uveal melanoma
Supportive dietary measures started at diagnosis of
melanoma
1. Oral administration (of approximately 5g/day) of L-amino
acids Ala,Asp,Ile,Lys, and Gly,Glu, together with a small
dose of aspirin (50-100 mg/day).
2. Essential trace-elements administered orally as biologically
active salts: Cr,Mg,Se,Sn,V,W, (Na2WO4 . 2H2O), as mg’s /
day.
3. Physiological doses of vitamins: A,B,C,D,E,K and folic acid
2mg/day.
4. Repeated vaccinations against influenza A and B strains.
5. Diet containing neurogenic lipids such as ice-cream (cooked
brain from healthy pigs, available as canned food,
Neurofood).

Specific active immunisation against tumour marker
antigens
6. Immunisation using autologous tumour polymer particles,
(procured by natural peptide bonding of tumour marker
antigens according to S.Avrameas), with tuberculin (PPD)
as adjuvant.

The special polymerisation technique used, renders the tumour
components biologically inactive, although their antigenicity may be
preserved – especially for haptens improved due to the increased
molecular size they may have attained. No local tumour growth has
ever been seen at injection sites. Auto-vaccines are simple to prepare
and easily stored for years (at +4° C). They are inexpensive to
produce (approx. $200) and 10 g - 20 g of sterile tumour tissue
sample weight may be sufficient for ten years of vaccinations. By the
time the vaccine has been consumed it may not be required any more,
especially if metabolic supportive therapy is continued to prevent
recurrent disease. A full and detailed description of this relatively
simple and economical polymerisation procedure has been presented
in previous publications.7,8

Endocrine effects
In carcinogenesis the hormone balance occupies a central place in
the inductional signal system, in addition to its physiologically normal
standard functions. Although a hormone is usually not curative on its
own in cancer, it has an important position in triggering metabolic
factors preserving our health. Hormones can delay the progress of
the disease in both breast and prostate cancer.
Insulin seems to trigger organ specific mitochondria to exert their
regulatory function on leukaemic cells, restoring normal white cell
function16,17 (described later in this article), based on the experimental
rat leukaemia studies. In diabetes, the presence of a deficient insulintriggering function could explain why diabetics are prone to get
infections. The hormone effect may also generally act to sensitise
cell receptors to accept the natural regulatory, amino acid / trace
element codes (Fig 1).
Antagonistically, pituitary hormones can cause malignant
transformation of healthy cells, if these are transplanted into a different
organ, as seen with normal ovaries transplanted into the spleen of the
same animal.15 These healthy transplants transform into folliculoma
or luteoma in eight weeks time. If the test animal was hypophysectomised, no tumours appeared. Applying a selective
© 2003 ACNEM & Thomas Tallberg

hypophysectomy by injecting anti-FSH sera, only luteomas formed.
With anti-LH sera only folliculomas were produced. The use of both
anti-hormone sera prevented all tumour formation. Consequently the
malignant transformation was dependent on circulatory FSH or LH,
and was not relying on the growth hormone effect, as had been
suggested.
In these bio-immunotherapy studies the effects of hormones were
consequently given special attention. They seem to act both as
arresters and co-factors in tumour genesis, especially for cells displaced
in a wrong inductional milieu.

Influence of neurogenic components
Central nervous system (CNS) components are involved in
embryonic induction, but they also seem to retain a supervising
position over specialised organ cells in the mature body. With
malignant melanoma, satellite metastases seem to appear in skin
areas innervated by the same axon, and not simply five centimetres
from the primary tumour. The inductional control in that skin area
may be feeble if the root of the axon in its spinal cord segment is
damaged, e.g. by neurogenic viruses like herpes. Evidence for the
suspicion that lesions in the blood-brain barrier could precede
malignant transformation was detected by chance when analysis of
free amino acid levels in serum samples of cancer patients was
performed by two-dimensional thin layer chromatography.
The original reason for performing these analyses was the suspicion
that certain viral infections could cause recurrent cancer. Influenza
seemed to be dangerous for patients suffering from melanoma, breast,
or gastric carcinoma but not for renal cell carcinoma. On the other
hand, with renal cell cancer a cytomegalovirus infection could in
some cases aggravate the disease.18 A study was therefore set up to
analyse whether viral infections consumed specific amino acids and
thus tilted the balance. This could then lead to recurrences. Dietary
compensation, directed at preserving the patient’s amino acid levels
during such infections, was thought to decrease such a risk. These
analyses did not resolve the problem, since all amino acids decreased
during acute viral infections.

Blood-brain barrier leakage of amino acids into the
serum of cancer patients
In serial analysis on patient serum samples, the serum of three
patients suffering from renal cell cancer coincidentally revealed fastmoving foreign Ninhydrinpositive spots.6,13 These spots moved in a
different way than all known amino acids, in two dimensional thin
layer chromatography. These spots did not represent amino acids at
all, but phospho-ethanolamines or serines derived from the spinal
cord or brain tissue of the patient.
With the first patient serum in which such a spot was detected, he
had years earlier suffered from a bronchogenic tumour. Some months
later a renal-cell carcinoma was detected in his right kidney. The
location coincided with the segmental spinal cord innervation area at
the height of the ninth thoracic vertebra (T9). Upon the following
bio-immunotherapy using his renal cell tumour as a vaccine, a herpes
zoster reaction was elicited in the costal axonal (T9) skin area
innervating the diseased kidney. As such a loss of neurogenic lipids
would be difficult for the neural system to rapidly compensate for,
cooked neurogenic lipids were fed to cancer patients in an effort to
compensate for the loss.
The clinical effect of this brain diet was studied. It had been found
that the lymphocyte function in certain cancer patients could be
depressed.3,6 This related to a low AMPase level detected on the
lymphocytes of patients suffering from advanced cancer. 3,6
Surprisingly, the lymphocyte function could be corrected within
three days following ingestion of a diet containing brain, prepared
according to standard cookbook recipes. Ether-alcohol extracts from
cooked and lyophilised brain3,6 equivalent to 70 - 100 g/day, fed
alternatively to patients, were equally effective.6,13
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Preliminary studies suggest that a fat-soluble CNS micro-constituent
is involved in normal lymphopoiesis. This vitamin-like substance
may contain the metal component titanium in its molecule.3,13 Cr or
Mn may alternatively be involved, since these three metals were
retained with the CNS lipids, upon dialysis (Table 4) all other metals
present in this active ether/alcohol fractionated pool of CNS lipids
moved out of the dialysing bag.
The first suspicion is that perhaps titanium is linked to this lipid
molecule, in analogy with cobalt in vitamin B12. The purification of
this important fat-soluble thermo-stable vitamin-like factor, present
among the millions of other fats in the CNS of mammals, could be
facilitated due to its assumed metal content. The availability of a
relatively simple bio-assay measuring the ecto-enzyme level on
lymphocytes,19,20 would greatly assist the characterisation of these
active molecules present in the CNS of mammals.
Monitoring where the metals move in consecutive purification
steps, in relation to the normalisation of the cancer patient’s depressed
5´nucleotidase ecto-enzyme activity6,13 on his white blood cells, caused
by feeding patients with such purified lymphopoietic fractions. This
should help to specify the molecular structure of this important
biological CNS factor. The brain diet could then be left out, as the
life-saving liver diet became obsolete with the characterisation of
B12. Healthy young pigs in Finland are regarded as safe donors of
CNS lipids containing this vital vitamin-like substance, since no
equivalent to ‘mad cow’ prion disease has ever been found in piglets
in Finland.
Eventually a tablet a day of this synthesised ‘lymphopoiesis vitamin’
could improve the immunity of a whole population. The importance
of continuous research to characterise this lymphopoietic substance
is obvious, especially since the project can realistically succeed. A
generally improved immunity in a whole population would certainly
lead to a positive and utterly valuable impact on our general health
care, and national economy.

Neurogenic distress symptoms, and stimulated
lymphopoiesis
The above described neurogenic loss of CNS components through
the blood-brain barrier, led to recommending a diet of cooked healthy
pig brain to compensate for this endogenous loss. This part of the
supportive diet was primarily aimed at improving lymphopoiesis and
immune response, although a general depletion could also have
caused a loss in CNS-lipids involved in the inductional control. The
innumerable lipids in the CNS can obviously be absorbed from the
blood, and eventually compensate the patient’s inadequate endogenous
production. A further effect of this diet was an alleviation of the
warning signal, felt as neurogenic pain.
Approximately 85% of the cancer patients have a long case history
of fleeting joint pains without an increase in the Rh factor, or they
have suffered sciatica-like neurogenic pain without a decisive
anatomical cause. These neurogenic distress symptoms (‘Tallberg
syndromes’) may also appear as hyperaesthesia, migraine, insomnia
or as other indefinable neurogenic ailments, for years prior to the
diagnosis of cancer. This enigmatic neurogenic pain is probably due
to our body’s inability to produce certain CNS lipids, but the affliction
will appreciably abate after ingestion of a CNS-lipid-containing diet,
compensating for the deficiency.
Detection of a loss of CNS lipids into the serum of cancer patients
motivated analyses of the content of all different lipids in specific
spinal cord (SC) segments, obtained at autopsies of cancer patients.
The aim was to find whether there was a regional loss of any specific
neurogenic lipid component in the SC, conjoined with the innervations
of the kidney or gastric area respectively. Biopsies were therefore
collected (length 1 cm) from SC autopsy material of patients suffering
from renal-cell cancer or gastric carcinoma. Samples were analysed
at the height of the first vertebrae (T1) and the ninth (T9). These were
selected to represent the respective innervation areas of these organs.
No specific lipid component was found to be significantly and

selectively increased or diminished in the respective specimens
obtained from these cancer patients.
Surprisingly, a gross segmental but regional diminution, to one
tenth of the total SC-lipid content, was found in the SC segments
from patients selected to represent controls. In some patients, this
tenfold reduction was observed only at the level of T9, while the lipid
content was quantitatively normal at the level of T1 in the biopsy
specimen from the same individual. This ruled out cachexia as a
causal explanation for the regional lipid deficiency. In other analyses
there was a similar great loss of CNS-lipids encompassing both the
T1 and T9 level6,13 of the patient’s SC. The amino acid content was
normal at both levels, showing that this irregularity was not secondary
to a decreased blood circulation in this segmental area.
Cancer could not be linked to any specific depletion of a lipid
component in the spinal cord. This marked segmental loss
encompassing all types of lipids could startlingly be linked to
arteriosclerosis. The case histories showed that patients who had a
lipid deficiency only at the level of T9 had died of femoral-artery
obliteration. In cases where this marked pathophysiological neurogenic
lipid depletion involved both T1 and T9 segmental levels, the patients
died of failure in the heart circulation. This suggested that, as we
recognise, clinical arteriosclerosis is a ‘troika’. Patients may suffer
from circulatory distress only in their legs, or die of heart failure,
while they are mentally alert. The third group suffering from
circulatory problems in the central nervous system, would suffer
from disturbances in the upper third area of their brain stem, with
effects on their mental function.
The aetiology of arteriosclerosis may thus, at least in part, be
linked to such idiopathic, but marked, segmental CNS lipid aberrations
in the SC, secondarily leading to disturbances in the blood circulation.
The structural spinal cord segmentation originating in the dorsal axial
mesoderm (notochord), which during embryo genesis is structured by
the homeotic genes into three regional variations, or somites, may be
the cause for this ‘tripartite’ aetiology, which we define as clinical
arteriosclerosis. This regional but grave failure in CNS lipid
metabolism deserves more study.
The diet recommended for cancer patients, containing healthy
cooked brain, may therefore have some mitigating effect on this
metabolic lipid privation. Some cancer patients have been able to
decrease their intake of nitroglycerine, and have less circulatory
distress symptoms in their legs, following prolonged dietary
supplementation with CNS-lipids.
A marked decrease in serum cholesterol levels (7.0 mmol/L ± 1.5
n=30, to; 3.71 mmol/L ± 0.25 n=7) were also recorded in the 1970s
after ingestion of CNS-lipids, together with physiological amounts of
the essential trace element salts.6 This reduction in the cholesterol
level seen in cancer patients was highly significant (p = 0.001),
compared with the level recorded in healthy medical students (5.11
mmol/L ± 0.99, n=16 ; as for cancer patients, 3.71 mmol/L ± 0.25,
n=7, which gave a; t=5.1). The decrease caused by ingestion of brain
extracts (extracted by ether/alcohol) is more pronounced than any
usually attained by pharmaceutical remedies. Furthermore, the
cholesterol reduction showed a dose-response effect to the CNS
components ingested.6
Canned, healthy piglet-brain is produced and was purchased from
Neurofood Ltd, Finland (phone +358 9 7003 9340, fax
+358 9 674 117). It was mixed with assorted fruits (in a fast blender)
and formed this tasty, genuinely functional food supplement which
entailed no side effects. The effect on cholesterol levels could derive
from some substance present in our brain membranes, a putative
enzyme utilising cholesterol to build the billions of lipids constituting
our brain, a requisite to secure its normal function?

Neurogenic lipid monomers as a signal system in
allergic reactions?
A further indication that neurogenic lipid signals are involved in
the pathophysiologic regulation of cellular reactions was observed
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with the allergic reaction ‘sweet-itch’, a recurrent seasonal allergic
dermatitis, the most common allergic skin disease of certain horses.
Some horses react to insect bites in the spring by developing this
exudative skin rash. In a study on the aetiology for this disease, the
generally misconceived, homoeopathic treatment modality showed a
significant positive clinical result, in a duly planned prospective
randomised study. An autogenous serum preparation, serially diluted
1:100 in water over 3 times, utilized 50% alcohol in the last dilutents
with water. This gave a curative effect (p=0.004) on the disease when
some drops taken from the surface of this last dilutent were fed to the
horse on a lump of sugar 21
A realistic explanation for the mitigating effect observed is, that as
the bites of insects cause this toxic pathophysiological allergic reaction,
it results in a corrective but excessive excretion of inductional lipid
components from the central nervous system into the blood of the
horse. This ‘overproduction’ of lipid-signal components may therefore
aggregate spontaneously into big molecular structures. These would
then again be too large to fit the appropriate lipid cell-membrane
receptors on cells, and the lack of this physiological signal may lead
to an allergic reaction. The last dilution with excessive shaking in
alcohol could dissolve these lipid-signal structures into monomers.
When the monomers then are fed and absorbed into the blood they
can attach to appropriate cellular membrane receptors in a physiological
way, whereby this corrective signal may normalise the allergic reaction.
This allergic reaction probably has a genetic background predisposing
certain individual mammals (as certain breeds of horses, or human
patients) to develop such a pathophysiological over-reaction, especially
in a modern more sanitary milieu exposing us to fewer bacterial
challenges, so that the body may be prone to over-react to various
toxic incitements.
Already these few observations suggest that we have overlooked
the need for more extensive studies on the central biological position
the CNS has on our general health control, as well as its relation to
carcinogenesis. An additional indication is that dietary CNS
supplementation seems to alleviate burnout syndromes, probably by
compensating the cerebral consumption of certain neurogenic lipid
components in these patients. An increased cancer incidence may
also possibly be linked to such acquired CNS burnout stress syndromes.

Cancer patients should avoid ingestion of
certain natural dietary growth factors
Certain amino acids and essential metal ions may act as growth
factors for malignant cells. Based on the rat leukaemia studies it
became evident that methionine was a growth factor for malignant
white cells.22 This explained why rats died if fed normal food pellets
containing complete proteins from which the digestion mobilised this
potentially dangerous natural sulphur-containing amino acid (see
Figs. 3b & 3c). Alarmed by this finding, special attention was given
to disclosing other possible unfavourable effects emanating from our
food. Primitive malignant cells should therefore be deprived of these
dangerous dietary growth factors present in our food. This is especially
important in the initial phase of the patient’s care, until the biological
treatment has had time to correct the aetiological metabolic deficiency,
which has caused the cancer. When physiological balance has been
achieved, the restriction does not seem to be so important for the
patient, since s/he reacts physiologically like a healthy person.
Based on preliminary clinical observations and tumour marker
analysis, the following deleterious components may be involved:
alanine seems to increase the PSA level;
serine may be unfavourable in lymphoma;
isoleucine for neurofibromatosis;
arginine for colon cancer;
leucine in ovarian cancer;
zinc may lead to growth of renal cell metastases etc.
To facilitate recommendations for the diet in this respect, the
physician is advised to consult the extensive report on Amino-acid
© 2003 ACNEM & Thomas Tallberg

Content of Foods and Biological Data on Proteins, published by the
Food and Agriculture Organisation of the United Nations (FAO 1970
& 1972). Utilising these comprehensive analytic findings, lists have
been compiled at the Institute of Bio-Immunotherapy to guide cancer
patients to be apprehensive of certain normal food items, especially
rich in specific unfavourable amino acids. Lists of foods
recommended, containing an especially lean content of deleterious
components, are available on request. Unfortunately, these lists are
usually overlooked by oncologists.
Progress along these lines is slowed down, since both the positive
and negative effects have to be searched for empirically, as no
reliable clinical analytical methods are available. Naturally, certain
amino acids and essential metal ions may act as growth factors for
‘embryonic’ primitive cancer cells. The health food shop is usually
not aware of this disturbing fact!
The ideal solution for patients suffering from, for instance,
leukaemia, would probably be for the patient to eat a synthetic food
formulation devoid of methionine during the first months of the
standard therapy with cytotoxic remedies - especially for some months
after all detectable blast cells have vanished following standard
therapies. This recommendation is based on the notion that we
should avoid feeding the last prevailing malignant cell with the
growth factor it needs. Deprivation of deleterious dietary growth
factors would secure time for the patient’s aetiological metabolic
deficiency to be fully corrected. Thereafter, the risk is overcome and
the food intake need not be restricted. To prevent the patient’s
metabolic deficiency from becoming re-established, continue dietary
supplementation with the pentamer components (Fig 1).

Clinical studies with patients receiving this
combined biological and immunological
therapy
In 1971, cancer patients suffering from various recurrent stage IV
tumours, who had a dismal prognosis, were treated, with their consent,
using full bio-immunotherapy. Preliminary and encouraging clinical
results in bio-immunotherapy entailed no side-effects. There was
complete regression of tumours, especially with patients suffering
from cancer forms which usually don’t respond to standard treatment,
e.g. metastatic renal cell carcinoma or malignant melanoma.

Metastatic renal cell carcinoma in full bioimmunotherapy
A clinical pilot study started in the early 1970s with metastasised
hypernephroma patients, indicated surprisingly positive clinical results.
As no untoward reactions appeared in three years time, it was decided
to continue the study.14 Knowing that advanced renal adenocarcinoma
is refractory to conventional forms of treatment,25,28 the further
development of the bio-immunotherapy modality received support.
Unfortunately, only empirical efforts could be used to delineate the
biological factors, which advanced the clinical effect of these nontoxic metabolic remedies.
In the early 1970s, when this study started at the Helsinki University
Central Hospital, patients suffering from metastatic renal cell cancer
had a median survival of only 12 months. Today, thirty years later,
the median survival is merely 11.1 months after nephrectomy followed
by adjuvant interferon alfa-2b treatment.23 Some medical centres still
regard nephrectomy as a contraindication for patients suffering from
metastatic renal cell cancer. As late as 1999 urologists held that
nephrectomy remained controversial for patients with metastatic
disease, but adjunctive radical nephrectomy, followed by some
systemic immunotherapy was proposed to improve the outcome.24
With this dismal prognosis already at hand in the 1970s, 127
nephrectomised patients suffering from metastatic renal
adenocarcinoma, were collected for a controlled study. A new
biological and immunological treatment modality was used, which
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was devised at the University Central Hospital laboratory of
immunology. After ten years, the clinical result was statistically
significantly better for the 71 patients receiving bio-immunotherapy,
than for the control group of 56 patients receiving the best possible
conservative treatment.25
This clinical result improved continuously (Fig. 2). At five years a
significantly better result was established, based on t values for the
immunotherapy group (t=2.5). At ten years (25) it had improved
(t=3). At 13 years (7) the t value was 3.4, and at 15 years of followup the t value was 3.9 (26). At ten years, the statistically calculated
life expectancy in the immunotherapy group was already 47.2 months
(SE 6.4) and in the control group 18.6 (SE 3.2). This difference is
very significant (p < 0.001). The risk of dying from renal cell
carcinoma was twice as high in the control group receiving our best
standard therapy, than for the patient group in biological supportive
treatment assisted by specific active immunotherapy.7
The most recent report on metastatic renal cell cancer patients in
bio-immunotherapy was published in 2001.3 Several patients have
lived over 20 years and are regarded as cured. The longest follow-up
is today well over 300 months. The central importance of biological
remedies is based on novel positive clinical results, following only
dietary correction of the aetiological metabolic deficiency maiming
such cancer patients. This is further affirmed by the fact that patients
who have stopped their supportive dietary treatment, because they
have believed that their cancer is cured if it has not reappeared in five
years time, have later suffered recurrent disease. Tumours have then
again completely regressed upon re-administration of the supportive
components; but in this late instance, usually prescribed at higher
dose levels.4,27 Full details of the bio-immunotherapy schedule for
kidney cancer patients are presented in Table 5.3
The general recommendation is that the supportive dietary measures
should be started prior to surgery, whenever possible. Even a short
time of supportive therapy may improve the patient’s general health
condition, probably achieved already by a partial correction of the
basic metabolic deficiency. These supportive measures may stop the
otherwise continuous emergence of additional malignant cells, curtail
the spread of cancer cells and shorten the convalescence.7
The remarkably positive clinical results achieved in bioimmunotherapy should in the future motivate its more general use in
the treatment of renal cancer patients. This is also the case with the
aim of preventing recurrent disease, which 50% of the radically
operated cases suffer postoperatively after five years time. In Finland
the incidence of renal cancer is now already around 700 cases a year
and in the USA about 15,000, with 150,000 cases worldwide. As
25% of the patients already suffer from metastatic disease at the time
of diagnosis, thousands of patients have a really short life expectancy.
Our standard therapy, including nephrectomy, interferon and
cytostatic remedies, entails an annual cost of approx. $60,000 per
patient. The expense in standard therapy is thus over 10 million
dollars per year, for this relatively small group of patients in Finland
alone. In comparison, all renal cancer patients in Finland could be
treated on full bio-immunotherapy for the cost of one patient on the
present standard therapy. Of the 15,000 renal cancer patients diagnosed
every year in the USA, 3750 (25%) cases suffer metastatic disease,
consequently with a median survival of only 11.1 months (23), but at
a cost of 250 million dollars. Furthermore, 5600 (= 50%) of all
radically operated patients will succumb in 5 years time, since surgery
will only remove the symptom of the disease, and not the underlying
reason for the disease. As these recurrent cases will need therapy, the
additional annual cost is approx. 400 million dollars.
The number of tormented casualties merely due to this form of
cancer, exceed those of the 11th of September 2001, with a cost for the
national economy of approx. 650 million dollars every year.
Internationally the expense amounts to billions of dollars, with equally
meagre clinical results. The existing economical possibility of
substantially improving the survival rate and the disease-free interval,
using bio-immunotherapy, has sadly been overlooked.

Trials to reproduce the results achieved in bioimmunotherapy, without the aid of supportive dietary
measures
Only three researchers have tried to reproduce the clinical results
obtained with patients suffering from renal cell carcinoma, in ‘full
bio-immunotherapy’. Unfortunately, no trial protocol enlisted the
use of the imperative metabolic supportive measures, so decisive in
this treatment modality. Accordingly, they cannot be regarded as
adequate tests to repeat this genuinely medical, biological and
immunological treatment modality. In 1980 Dr J Neidhart obtained
some encouraging clinical results in a randomised clinical study
using only polymerised tumour antigen. Unluckily, vaccines made
from allogeneic tumour material were also used.28 These were correctly
prepared according to the Pasteur method,5 in the same way as
originally procured. Even without the use of systematically
administered supportive dietary measures, he could partially confirm
our results. In his last study (1983) comprising 62, patients he
obtained a significantly better disease-free interval (p = 0.004) over
standard therapy, in favour of the immunotherapy group. 29
Unfortunately he has not published any further follow-up studies
since that time.
The unsatisfactory clinical results presented by Dr J E Fowler in
1986, cannot be accepted as a study to test the effect of this bioimmunotherapy method.30 In addition, to miss the metabolic dietary
measures he erroneously used allogeneic tumour material. The foreign
transplantation antigens thus introduced, would certainly compete
and mitigate the immune response to weak antigenic tumour markers,
or haptens present. Furthermore, primary tumours and metastases
should be prepared and used separately, since differences and shifts
in the antigenic pattern may occur. Prior to immunotherapy, patients
in his trial had also received radiation, cytostatic, interferon and/or
hormone treatment, which may all depress a natural immune response.
Urologists may not have fully understood the basic faults affecting
his trial.
Again, immunotherapy utilising only autologous tumour tissue,
but persistently without administration of the supportive measures,
did not result in a significantly better clinical result.31
Furthermore, these studies highlight the importance of the natural
biomodulating dietary measures to correct the aetiological metabolic
deficiency, in order to be able to achieve the combined effect of full
bio-immunotherapy. Tumour immunotherapy alone has not been
successful, 36 since cancer does not basically seem to be an
immunological disease.

Malignant melanoma in full bio-immunotherapy
Patients suffering from stage III-IV malignant melanoma were also
treated based on the same deduction that their prognosis was bleak,
although rare spontaneous cures have been reported. Positive results
were seen with the first six patients in bio-immunotherapy, commenced
in the early 1970s,32 ultimately leading to survivals of over 300
months to date.3 Of the twelve metastatic cases taken into bioimmunotherapy in this early pilot study, three had died by 1991,
albeit with a mean survival time of more than 60 months. Nine
patients were then still alive.
From this initial study, started in 1971, the three oldest female
patients were still alive and living at home at the turn of the
millennium.3 Their mean follow-up time was 302 months (SD =
42.9). Compared with patients who suffered recurrent disease treated
by standard methods, the mean survival time was only 16 months.8
The full bio-immunotherapy schedule, comprising the dietary measures
empirically found to improve the prognosis of malignant melanoma
(p<0.0001) in the 1980s, has been improved and is described in detail
in Table 6.3

8 - Reprinted from Journal of the Australasian College of Nutritional and Environmental Medicine

- Vol 22 No 1 - April 2003

© 2003 ACNEM & Thomas Tallberg

Clinical studies to evaluate the effect of
dietary compensatory treatment alone
During the early experiments in the 1970s, leading to full
regression of tumours in a patient with inoperable ovarian cancer
suffering from fulminant lung carcinosis following standard therapy,
this finding actually prevented surgical intervention to procure autovaccine,6 and forced me to utilise only biological supportive measures
in her therapy. These led to complete regression of all tumours in six
years, and represented the first signal that biological components
alone could cure cancer. This patient is still alive today (>25 years)
in good clinical condition. This motivated further controlled studies
using only biomodulating treatment in cases when tumour tissue
material was not available.
Ensuing recurrent disease has been cured upon renewed biological
therapy, utilising only the biomodulating dietary components.

Cutaneous and uveal melanoma in biotherapy
In a prospective randomised study comprising 103 (51/52) patients
suffering from malignant cutaneous melanoma (Stage I-II) and
receiving only biomodulating dietary components,8 the disease-free
interval and the survival rate were significantly improved in a five
year follow-up time (1985-1991). Before the first patient died in the
biological treatment group, ten patients had died in the control group
(Fig. 4a) receiving the best available standard treatment (p = 0.0015).
The result after recurrent disease was even more impressive in favour
of bio-immunotherapy (Fig 4b).

Renal-cell adenocarcinoma in biotherapy
To evaluate the effect of the supportive metabolic components
alone, a randomised five-year study (1985-1993) was carried out,
comprising 101 (Stage I-IV) renal cell carcinoma patients.22, 27 Thirtythree post-operative patients received only the biomodulating dietary
components, without the use of autologous tumour vaccines (Table 7).
Significantly fewer patients succumbed (p < 0.04), and complete
regression of tumours was also registered.4 The number of deaths
from renal cancer in the control group of 68 patients, receiving our
best standard treatment, was two-fold (29/68) as compared with
patients in postoperative adjunctive bio-therapy alone (7/33).

#1
#0

Total
51
52

Dead
10
1

Generalized
Wilcoxon
(Breslow)

Statistic DF P value
10.033 1
0.0015

Table 7. Renal-cell adenocarcinoma patients in biotherapy
without auto-vaccines (B) compared with patients in standard
therapy (A).

Total Dead Censored
Prague
Helsinki

24
12

16
3

8
9

Proportion
censored
0.3333
0.7500

Wilcoxon
statistic
16.690
p=0.0000

Figure 4. A: Survival rates for stages I-II malignant cutaneous melanoma
in a randomised prospective study with 103 patients with a follow-up over 5
years. B: Comparison between survival rates of malignant melanoma
patients in bio-immunotherapy (H), and patients after recurrent disease in
standard therapy (P).

The correction of the aetiological metabolic deficiency can obviously
be accomplished solely by dietary supplementation3 (Table 5., 1-5).
This observation is supported by the fact that patients who, e.g. after
ten years in bio-immunotherapy have stopped the intake of the
biological components, have subsequently suffered recurrent disease.
They erroneously believed what we read in our medical textbooks:
that cancer is cured if it has not recurred within five years. Based on
thirty years of experience, cancer seems rather to be the end result of
a long-standing metabolic deficiency, which has a tendency to be
exacerbated as a function of time. Instead of decreasing the intake of
the supportive natural components one should probably slightly
increase the intake every decade, to redeem this natural problem
affecting a biological treatment.
The effect of biological supportive measures alone is confirmed in
several recent cases. The patient after years of successful bioimmunotherapy has stopped the intake of the essential components.
The recurrent disease has again been cured using only biomodulating
means.
© 2003 ACNEM & Thomas Tallberg

With uveal melanoma in a non-selected study group comprising
nine T3 ‘high risk’ patients, the same favourable prevention of
recurrent disease has been achieved. Using biological adjuvant
therapy,33 according to the same schedule as applied in cutaneous
malignant melanoma (Table 6, 1-5), only one of these nine patients
died, but had a follow-up of 96 months. Eight are still alive without
any signs of recurrent disease,3 compared with 16 commensurable
uveal melanoma patients in standard therapy, where only 2 are alive
(p<0.001). The only patient in bio-immunotherapy who succumbed
had actually not been able to afford to abide by the dietary prescriptions
for over one year before she suddenly died, due to massive liver
metastases. The median follow-up is now over 100 months for the
eight patients still alive and suffering from their high-risk uveal
melanoma.
As realised in so many other situations in bio-immunotherapy,
continuous correction of the ‘chronic metabolic deficiency’ is
imperative with cancer patients, to consistently preserve the healthy
function of specialised organ cells.
The high incidence of malignant melanoma prevalent in disparate
regional areas, e.g. in Australia and Czech Republic, would strongly
suggest that the aetiology in this disease is an ecological one. As
predisposing factors, a genetic weakness could possibly fit
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Czechoslovakia but not the Australian population. A second possible
factor would be the sun causing a chronic carcinogenic skin irritation
as in Australia, but it cannot be linked to this particular European
population. Czechs did not travel to sunny beaches during the
communist regime. The only common denominator at hand, to
explain these two highest melanoma incidences in the world, is the
presence of an endemic environmental deficiency. The critically low
level in the soil, or ground water, encompasses certain trace element
salts in accord with the lack of specific amino acid components
involved in the pentamer code, which is responsible for the healthy
transcription of melanocytes. This coincidental situation, with the
aetiology hidden in the environment, could result in a chronic
deficiency syndrome, leading to faulty or weak transcriptional control.
Any suitable carcinogenic assault, especially the sunburn of
unprotected skin, could then trigger a malignant uncontrolled
proliferation of the melanocytes.
A population suffering from such a chronic, acquired aetiological
metabolic deficiency is definitely at risk, and this aetiological reason
can explain the high incidence of this disease. This postulation
should urgently be tested, with government support, to see if the
melanoma incidence could be curtailed in populations living in these
disparate geographic endemic areas.
If these natural components missing in the food and drinking water
were supplied to the population, simply as a tasty dietary supplement
mixed into their morning yoghurt, it may very well have a prophylactic
effect, and dramatically lower the melanoma incidence in Australia.
The natural amounts of the missing amino acids and trace element
salts supplied would be the same as have successfully been used in
these bio-immunotherapy studies (Table 6. 1-5). The result could
match the classic prophylactic effect of iodine supplementation in
table salt as this was missing from the ground water. This supplement
actually eradicated endemic goitre in Europe. The economic impact
of achieving a decreased melanoma incidence for the Australian
population, as well as the value of prophylactic measures for the
health care in general, is so great that its magnitude is hard to
conclusively evaluate on a national budgetary level.

Efforts to explain the complete regression of
large tumours
Immunological reactions
The disappearance of massive tumours during bio-immunotherapy,
leaving no trace of the cancer, was difficult to explain in the beginning.
No consistent tumour-specific immunological reaction could be found.
Inconclusive evidence was obtained from extensive immunological
screening for circulating and cell-bound immunity, cytolytic
antibodies, effector T-cells, macrophage inhibition factor, natural
killer cells, killer cell indexes and phospholipase A2 assays. A
positive activation of complement C´3 was recorded in patients who
were responding well,6 and specific leucocyte chalone reactions6,13,34
were registered both in normal pregnancy as well as in cancer patients.
None of these tests could rationally be linked to the complete tumour
regression recorded.
The interferon production was not increased in cancer patients
responding well.6,13 Neither had human interferon any restorative
effect on the patients’ functionally repressed lymphocytes (assays
kindly performed by Prof. Kari Cantell). Nor was the interferon
production increased in white cells from good responders. Interferon
could thus not directly be linked to the curative effect caused by bioimmunotherapy in renal cancer patients. On the other hand, the
positive prolongation of the disease-free interval seen in sarcoma
patients35 may be caused by interferon shielding the patient from viral
infections. This may indirectly cause recurrent disease, possibly by
consuming, through their endogenous metabolism, certain essential
components already at a critically low level in the patient. External
interferon injections may theoretically sometimes disturb and mitigate

natural immune reactions, which themselves should activate the
endogenous production of interferon and interleukin.
Consequently, explanations for the regression of tumours had to be
looked for among other than immunological factors, e.g. primarily
those involved in the inductional control.36 Improved immunity
alone cannot explain the positive outcome, although all imaginable
efforts to develop an effective immunotherapy for cancer have been
pursued for over a century.36
This lengthy failure, despite all efforts, should not be held as an
ineptitude affecting immunologists. Rather it would logically indicate
that cancer is fundamentally not an immunological disease. However,
active improvement of the patients specific immunity, aroused by
specially prepared autologous vaccines (according to Avrameas
technique) 5 seems to be an important co-factor in this bioimmunotherapy modality for cancer.
An enhanced immune reaction may primarily hinder the spread of
cancer cells, and confine established tumours. Cancer cell membranes,
eventually expressing abundant antigenic tumour markers, may be
lysed. However, all tumour cells do not present markers in that way
and, furthermore, there may be an additional problem caused by
spontaneous antigenic shifts. Appearance of eventual recurrent or
new tumours, potentially of a different immunogenic type than the
initial cancer cells, should lead to surgery again, to obtain new
autologous tumour polymer vaccines. The relatively low capacity
bestowed by the immune system nevertheless limits the rationale in
explaining how eradication of massive tumours comes about.

Mitochondria seem to regulate oncogenes, and the
mammalian genome
The elucidation of the mechanism for the complete regression of
big tumours, required a completely novel mental approach, and
electron microscopy (EM), since extensive efforts to link it to classical
immunological reactions had for decades failed.
With induced and spontaneous cancer models in experimental
animals (rat leukaemia and equine sarcoid) treated by bioimmunotherapy, the first indication suggested that mitochondria were
involved in the normalisation of oncogene transcription. The complete
regression of big tumours implied that the mitochondrion, in addition
to furnishing the nucleus with energy, also could transform malignant
cells back into normal functioning cells.
This regulatory activity in organ-specific mitochondria, was
originally observed in studies with experimental rat leukaemia in
1985.13 Millipore filtrates passing a 10 µm pore size, contained
mitochondria from the malignant tissue, but no whole or intact
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leukaemic cells. This filtrate revealed a ‘metastasising’ thermolabile chromatin filament in EM (Fig. 5), which could cause leukaemia
in young rats in dilutions down to 1 in 10 million. This spreading
factor was neutralised when heated to 42º C for two hours. It may
explain the historical effect of hyperthermia in cancer. Heating could
perhaps arrest the spread of a metastatic factor in certain cancer cases,
but heating does not eliminate the aetiological metabolic deficiency
which leads to cancer.
There was also a light mitochondrial ‘immunising’ electron-dense
fraction present in the 10 µm Millipore filtrate, retrieved by sucrose
gradient ultra-centrifugation (in 55% sucrose, Fr 2 & 3, in Fig 6), in
addition to normal looking mitochondria collected in the bottom
fraction. These organ-specific transformed ‘electron-dense’ light
mitochondria were 20 times more abundant in the spleen of rats
during curative bio-immunotherapy, as compared with the number of
electron-dense mitochondria in the spleens of normal rats. These
organ-specific electron-dense mitochondria could pass 5 µm Millipore
filters.

Figure 7. Equine sarcoid tumour in re-transformation into normal
skin during bio-immunotherapy. Electron dense transformed
mitochondria surround the tumour cell nucleus (EM x 15,000).
Complete regression (re-transformation) of the skin tumour takes
place, without apoptosis or lysis of cancer cells.

Figure 6. Electron microscopy of (Fraction 2, in 50% sucrose)
containing electron dense bodies (EM x 7,500) which could retransform leukaemia cells back into normal transcription,

Assays could be performed for the biological activity of these
‘schooled’ mitochondria. This is due to the fact that they could be
concentrated by serial centrifugation, in warm Hanks’ solution, (since
mammals are warm blooded) from the spleen homogenates of test
animals in bio-immunotherapy (Fig. 3a). When these test animals
were sacrificed on the 7th to 9th day after the intravenous leukaemia
induction, the increased number (x20) of the transformed ‘schooled’
electron-dense mitochondria could be concentrated and enriched by
serial centrifugation. These transformed mitochondria could inhibit
leukaemia induction in rats with high significance (p<0.001), when
mixed with an LD100 dose of chloroma cells, injected intravenously
into young healthy rats.17,40 These transformed mitochondria seemed
to restore the intravenously injected leukaemic cells back into a
normal white blood cell function.
In preliminary analysis, this regulatory biological and curative
effect on white blood cells was enhanced by insulin. This hormone
seems to trigger this special reparative mitochondrial function directed
against malignant white cells. It may also explain why diabetic
patients are prone to infections, as their insulin-triggering system is
not acting optimally to fully preserve the patient’s natural immune
defence. Further details on these studies are presented in a separate
article on the regulatory function of mitochondria on the genome.40
An optimistic future possibility may be the use of schooled,
transformed electron-dense mitochondria as a primary therapeutic
remedy17 in synergy with physiological bio-immunotherapy.
After these findings in the rat experiments, transformed electrondense mitochondria were also seen with horse tumours, in EM, to
cause complete regression of large tumours. This was revealed in
1991 in biopsies during the healing phase (Fig 7) of the spontaneous
skin tumour equine sarcoid,37,38 following bio-immunotherapy. The
base of this horse tumour, which had been left in the skin, disappeared
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without a scar followed by normal hair growing in the place where
the base of the tumour had been located.
Finally, regression of tumours in human patients showed that this
reaction-pattern represented a general biomodulating curative force
present in mammals.39
Transformed electron-dense mitochondria were seen in abundance
in the cytoplasm of tumour cells, especially around the intact nuclear
membrane (Fig. 8). The tumour regression in mammals was not due
to apoptosis or lysis of the malignant cells. In light microscopy, the
cancer cells were seen to reverse into normal-looking organ cells and
started to change from the periphery of the tumour mass. The healing
went on without any sign of destruction of the malignant cells.39
Mitochondria in the healing malignant tissue slowly regained the
structure of the surrounding normal organ, and the form of their
trabecular cristae was restored.40

Figure 8. Human malignant histiocytoma in bio-immunotherapy
with skin tumours in transition to be healed showing numerous
transformed electron dense mitochondria around a dividing tumour
cell nucleus (EM x 5,500).

In certain instances, the electron-dense material was even seen to
be transferred into the nucleus, via the intact nuclear membrane.40
Malignant cells then regain their normal microscopic appearance and
cellular function without disintegration - a final reaction resembling
spontaneous cures.
The transformed mitochondrial cristae most likely contain some
metallo-enzymes, involved in the mitochondrial signal system,
regulating genes in mammalian chromosomes. Deduced from the rat
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leukaemia studies, mainly ‘organ-specific’ transformed mitochondria
seem to surround the tumour cell nucleus. It was therefore important
to be able to perform metal analysis on these electron-dense
mitochondria.
These analyses were performed by inductively coupled plasma
mass spectrometry (ICP-MS) on a concentrate of transformed rat
mitochondria. The idea was to get a clue regarding the possible type
of enzymes involved in this mitochondrial regulation of genes. As in
the assays for the biological activity, it was possible to retrieve these
transformed mitochondria (‘black bodies’) and enrich them by serial
centrifugation, starting from homogenates of spleens from rats in
curative bio-immunotherapy (Fig 3a). As mentioned before,16,17,40
since the curative treatment led to a marked increase (x 20) in the
number of ‘black bodies’ in the rat spleen, a pool of the ‘black bodies’
collected from six rat spleens facilitated ICP-MS metal analysis. The
test revealed an increased content of Cr, Fe and Ti40 in the electrondense mitochondrial sample, as compared with the metal content in
an equal amount of mitochondria extracted from normal rat spleens.
As malfunctioning mitochondrial regulation of the healthy cells
ultimately may lead to malignant transformation, this could be
conjoined with the recent finding showing high frequencies of
mitochondrial DNA (mtDNA) mutations in tumours.41 Fortunately,
we may find that the general DNA repair system can correct these
mitochondrial aberrations. If this fault would irreversibly involve all
of the organ-specific mitochondria in a tumour cell, or those located
in the surrounding healthy helper cells and/or tumour suppressor
cells,13 neither spontaneous cures nor the results achieved in bioimmunotherapy could have been accomplished.

Dietary augmentation of certain nutritional
components may compensate hereditary
weaknesses
Currently, studies to pinpoint gene aberrations are very popular.
The results of this important ‘micro anatomy’ research is causing a
lot of distress and socio-economic problems for afflicted patients,
when they realise their inherited ‘high risk’ of contracting certain
forms of cancer. These findings lead to turmoil in medical activities
and are very stressful for these risk patients. They receive various
suggestions concerning chemoprophylaxis and radical surgery. They
are subjected to expensive and tedious diagnostic tests, coupled with
the constant fear it causes. Add to these the mounting drawback
coming from discriminating occupational and insurance policies etc.
The effect is sometimes disastrous for these unfortunate patients.
Therefore, these valuable new findings emanating from intensive
worldwide genetic population studies, should consistently and urgently
be combined with active efforts to understand, and act on the
physiological need to biologically compensate these inborn
weaknesses.
Preliminary findings, as seen with patients suffering from HNPCC,
suggest that such inborn errors can be subdued by biological dietary
means. This is especially important since actual gene therapy is
impaired by technical difficulties and excessive cost, even if they
were ever to prove successful. Furthermore, several gene aberrations
may be acting in consort to cause malignant transformation, leading
to an utterly difficult task to precisely change them all. This fact will
enlarge the technical dilemma to achieve successful, active gene
therapy coupled with an insurmountable expense, with populations
showing an incessantly increasing incidence of cancers.
A realistic indication that a biological compensation of inborn
errors may be possible to achieve, comes from results with two young
colon cancer patients, 22 and 34 years of age. Their diagnoses for
colon cancer, Dukes C & D respectively, was made in the 1970s.
Both have now been in active bio-immunotherapy for over twentyfive years. The woman (born 1937) was operated on for a primary
caecum carcinoma in 1970. The tumour recurred in 1971 and a re-

operation was again performed in 1972. Tumours were again found
in her lower abdomen and in her bladder 1973. Her disease was then
classified as Dukes D. Bio-immunotherapy was started and she
reacted in the beginning with signs resembling interstitial cystitis,
possibly indicating that cancer precursor cells already were located in
her bladder.
These initial symptoms registered during bio-immunotherapy,
subsided and she recuperated from her fourth operation in some
weeks’ time. After this she suffered no further recurrent disease for
eight years. She then started a new job in a different town in Finland.
Since no recurrent disease had appeared for eight years, she thought
her cancer was cured, and in 1982 she stopped the intake of the
supportive dietary components. Six years later she returned for a
routine checkup to the Helsinki University Central Hospital. A
recurrent tumour, 10 cm in diameter, was found in her transverse
colon. This tumour was immediately extirpated and bioimmunotherapy was resumed in 1990.
She responded very well to bio-immunotherapy after this fifth
operation and is now living at home in good health . She is again
regularly ingesting the biologic components prescribed. The only
sign of a dormant ailment is a slightly elevated serum ferritin level
(193 µg/L). The minimal physiological level of the dietary
biomodulating components required has likely again been reached,
which could explain her new long disease-free interval.
The man (born in 1953) was operated on for a (Dukes-C) colon
cancer in 1975, and received bio-immunotherapy postoperatively.
He has followed the dietary prescriptions for all these years, although
the autologous vaccine was already used up in 1989, and he has not
suffered recurrent disease. Five years ago blood samples were sent to
Prof. Albert de la Chapelle, who detected that both these patients
actually suffered from a hereditary nonpolyposis colorectal cancer
syndrome (HNPCC). Both patients belonged to the few families who
are affected by this genetic weakness in Finland. As these patients
may also develop bladder cancer, due to this genetic disorder involving
several genes, prophylactic removal of the urinary bladder, or a
colostomy, does not therefore seem to be a sensible therapeutic
choice.
This fortunate healthy event witnessed in these patients suggests
that inherited genetic aberrations can be overcome by compensatory
dietary administration generated by administration of a small surplus
comprising certain specific natural essential biologic components.
These comprise L-Alanine, Lysine and Glutamate, approx. 3 g/day,
plus milligram amounts of trace element salts in biologically active
ionic form:
Cr equiv. to 0.36 mg;
Mo equiv. to 1.6 mg;
Sn equiv. to 0.68 mg;
V equiv. to 0.47 mg;
W equiv. to 1.1 mg; and
Mn glycerylphosphate 200 mg/day).
A healthy person probably receives metabolic components from
normal food intake in sufficient amounts to keep colon cells in a
normal healthy transcription. This active supplementation will
hopefully lift the level to the required higher proportion the inherited
weakness calls for, to prevent the patient’s cells from withering into
oncogene transcription. A specified physiological non-toxic dietary
substitution therapy could in the future form a pragmatic prophylactic
remedy for various genetic weaknesses for these high-risk patients,
which are increasingly detected but not acted on!

Other cancer forms in which bioimmunotherapy has given preliminary positive
clinical results
Experience from clinical studies with 3,200 samples of tumour
tissue polymers so far prepared over 30 years, reveal that patients
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suffering from certain other forms of cancer have also benefited from
this biological therapy modality. In addition to the renal cell carcinoma
and melanoma protocols presented, it was used in the treatment of
hundreds of patients (Tables 5 & 6). These preliminary treatment
schedules are continuously being delineated and modified, based on
empirical observations and trials. Among these other forms of cancers
are basalioma, gastric, pancreas, colon, breast, ovarian,
neurofibromatoma, lymphoma gastric and cutaneous, and cancer of
the prostate gland.9,13,22,27,42
Only a brief preliminary description of these recommendations can
be presented here.
• For basalioma: trace elements: Cr, Mn, Mo, Se, Sn, V & W; no
dietary restriction; physiological doses of vitamins + folic
acid 2 mg/day, and especially a diet containing neurogenic
lipids is recommended for all cancer patients.
• For pancreas and gastric carcinoma: Cr, Se, Sn, V, W + L-amino
acids: Asp, Glu, Gly, Leu, Lys, Ser; plus the use of autovaccines in every possible case, and avoidance of Argcontaining foods.
• For colon cancer: Cr, Sn, V, W; L-amino acids: Ala, Glu, Gly +
brain diet and auto-vaccines; avoid Arg.
• For lymphoma and gastric lymphoma: Cr, Mo, Se, Sn, V, W;
and Ala, Glu, Gly, Leu, Val; + brain diet; use auto-vaccines,
and for a short time anti-oestrogens; avoid Ser and oestrogensubstitution therapy.
• For neurofibromatosis: Cr, Se, Sn, Mg, Mn, Mo, V, W; + Lamino acids: Arg, Glu, Gly, Lys, Ser; vaccination against
influenza + brain diet; avoid Ile.
• For Chondrosarcoma Myxoides: Cr, Mg, Mn, Mo, Se, Sn, V,
W; + Ala, Gly, Glu, His, Leu, Lys, Ser; vitamins and folic
acid + brain diet.
• For ovarian cancer: Cr, Se, Sn, V, W; + Ala, Arg, His, Lys, Thr,
Val; neurogenic lipid diet; and avoid Leu-containing foods.
• For breast cancer: Cr, Mn, Se, Sn, V; and Ala, Leu, Lys, Thr; +
neurogenic lipid diet; and repeated vaccinations against
influenza; avoid folic acid, Ser and Mo.
With any new patient, before treatment is started, I invite
practitioners to contact me for more detailed instructions.
One of the patients treated for gastric lymphoma is especially
interesting. This 60-year-old female patient was palliatively operated
on in 1987, under the erroneous diagnosis of metastatic colon
carcinoma. At the primary operation gastrectomy, splenectomy and
removal of her gallbladder was performed.
The operation was terminated when enlarged retroperitoneal lymph
nodes were found. After this palliative operation, bio-immunotherapy
was started immediately. The enlarged retroperitoneal lymph nodes
regressed in three years, and then the diagnosis was also changed - to
gastric lymphoma.
She was in good clinical condition when four years later her
gynaecologist prescribed oestrogen-containing vaginal treatment.
Within five months a lymphoma tumour developed in her vagina. It
was extirpated and found to be of the same type as her original gastric
lymphoma.
Bio-immunotherapy continued with this new auto-vaccine, and she
also ingested for a short time a low dose of Tamoxiphen (10 mg/day).
It then became evident that she had been on oral oestrogen substitution
therapy before the gastric lymphoma had been diagnosed five years
earlier. She continued her biological supportive measures for years,
even after her vaccine had been used up. She died without suffering
recurrent disease, 10 years after the primary operation.
Her good clinical response surprisingly resembles what we now
see with the tyrosinekinase inhibitor Glivec® in the initial acute phase
of the disease. The bio-immunotherapy she received had probably
also activated an endogenous production of this enzyme-inhibitor,
and most likely, also other important arresting factors, since the
curative effect in her case lasted until her natural death. Her therapy
was inexpensive (approx. $1,000/year).
It again posed the definite warning that female patients in general
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should avoid oestrogen substitution treatment, since it could initiate
lymphomas and breast cancer and, furthermore, it does not even seem
to decrease the risk of circulatory distress.47 In addition, a disturbing
finding linked to this currently popular oestrogen substitution therapy
was observed in a healthy postmenopausal woman. Oestrogen
substitution with only 50 µg plasters caused in her a dramatic change
in the inhibin/activin factor balance, dramatically decreasing the
inhibin level to < 7.8 pg/ml from normal levels (around 200 pg/ml)
while the mean level for activin was 560 pg/ml. The correlation value
for inhibin over activin was around 1:70.
This dramatic deviation from normal values was also seen in
healthy pregnant women. If oestrogen substitution causes a reaction
simulating pregnancy in a postmenopausal woman, and she continues
to use this hormone substitution for years, disregarding a situation
resulting in simulated pregnancy, her body may not understand that
cells should not be freely proliferating. Eventually she may end up
with malignant cell growth. All females on oestrogen substitution
therapy should therefore demand to be tested for their inhibin and
activin levels to find out if their body reacts in this disturbing way. In
pregnancy it naturally normalises when the woman’s growing cellmass is dispatched, i.e. the mother’s healthy child is born. Surprisingly,
this same dramatic shift in the growth factors activin/inhibin was also
detected in patients orchidectomised for prostate cancer.
Carcinoma of the prostate gland, currently representing a potentially
incurable disease, has for years upheld a central interest in these
biological cancer studies (a full report will shortly be published). The
evidence at hand suggests that our standard hormone treatment only
activates a feedback reaction, mediated by the zona reticularis (ZR)
cells of the adrenal gland. Prostate cells may become refractory to
our hormone treatment because the feedback4 reaction subsides and
tires down after a certain time, if the organism cannot produce a
physiological response to the dramatic change caused by our standard
hormone treatment.
Naturally, it is impossible to elicit a physiological testosterone
response cycle if the patient has been orchidectomised. After his
sweating spells subside, recurrent disease often appears. The adrenal
zona reticularis cells seem to produce an unknown neuroendocrine
factor necessary to preserve the normal gene transcription of prostate
gland cells. If this feedback reaction is deprived of a chance to
produce its biological response, the end result is a ‘hormone-refractory
state’. This leads to our standard, constantly upheld, LHRH-analogue
treatment, with injections given according to the duration of the
active effect. This may exhaust the feedback reaction, as this
uninterrupted standard hormone treatment schedule unfortunately
resembles irreversible orchiectomy.
Intermittent hormone treatment utilising LHRH-analogues, with
Androcur® for ten days around the time of the Zoladex®, 3.6 mg
injection, seems to be preferable, necessarily based on regular PSA
and FSH level supervision, since an increased FSH level is a very
positive prognostic sign.
Instead of applying a constant and dramatic change in the patient’s
hormone balance (by orchiectomy or regular LHRH analogue
treatment), an intermittent hormonal effect will on the contrary give
the ‘adrenal feedback’ reaction time to produce a physiological
response. The zona reticularis is then fooled to think that it has
achieved its function, and it will not diminish its activity so easily.
Intermittent hormone treatment, especially if combined with the
special supportive dietary measures as described below, will in this
delayed action pattern allow PSA, testosterone and FSH levels to
have time to slightly increase in between; whereby the response to a
renewed hormone treatment seems to be pronounced. It then simulates
a primary effect in synergy with the dietary bio-modulation prescribed.
The advent of the feared ‘hormone refractory state’ may thus be
delayed for years.
This synergistic biomodulating metabolic effect, acting in consort
with our standard hormone therapy in prostate cancer patients, was
detected ten years ago. A lowering effect on PSA (a serine-protease)
was recorded in patients if they ingested the amino acids: Arg, Asp,
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Glu, Gly, Lys & Ser; together with the trace elements: Cr, Sn, W; and
vitamins, especially folic acid, in addition to a diet containing
neurogenic lipids.
On the other hand, a negative effect may result from ingestion of
alanine. Consequently, one should try to decrease the ingestion of
foods containing a high amount of alanine for these patients, and
increase the food intake of Ser-containing food.
The positive clinical arresting effect on the prostate cancer, caused
by the amino acids and trace elements ingested, was most likely due
to a physiological stimulation of the production of this unknown
adrenal, zona reticularis factor, thus overcoming its ‘age-linked’
depressed endogenous production. A second possibility is that the
biological supplement, administered as serine in a mono-amino acid
form, theoretically may cause ‘substrate inhibition’ of the formation
of the ‘serine-protease’ PSA? However, this explanation seems less
plausible.
The response to this combined therapy, utilising these metabolic
components with intermittent hormone therapy, seems to be very
good with all patients treated. Usually only 85% of the prostate
cancer patients respond to hormone therapy alone. This synergistic
effect was recorded as a regular, rapid decrease in PSA levels back to
normal, even starting from levels of up to 2,000 µg/L.

Dietary supportive measures given to prostate cancer
patients diagnosed in screening tests
Ingestion of the biomodulating amino acids and trace elements
listed above could normalize a patient’s PSA, even without hormone
treatment support. With informed consent, this biological therapy
has arrested progression of prostate cancer in the first patient for over
five years. The effect is elicited in a dose-response manner.
Alarmingly in some cases, which after prostatectomy later on again
start to show an increase of their PSA, signalling that the operation
was not radical, patients don’t seem to respond to this adrenal
stimulation any more. This would indicate that this positive feedback
reaction cycle requires normal prostate gland cells to function properly.
If this suspicion is confirmed, prostatectomy should not be performed
before one has had time to test whether this gentle biomodulating
treatment can arrest the malignant process in its early phase when the
PSA-level is still under 10 µg/L.

The hormone refractory state
When the feedback reaction slowly tiers down in a castrated patient,
the FSH and LH levels decline to under 0.1 IU/L, or to undetectable
levels. The prolactin (PRL) level can then be markedly elevated to
female pregnancy levels (>1000 mU/L). This increase may be
interpreted as the body’s fervent effort to stimulate the ZR cells to
produce this crucial biological factor. The patient’s serum ferritin
level may then also be very much elevated (>1500 µg/L), adding to
the bad prognostic sign. The patient will then die fairly soon. The
PSA level, as such, does not seem to be a decisive factor in this
respect. In a few preliminary autopsies performed on these cancer
patients, the zona reticularis cells seem to have dwindled.
This same marked depletion of the number of ZR cells was first
observed in male pigs castrated at two weeks of age for the sake of
meat quality. As eunuchs they would not need these special adrenal
cells? But it gives indirect support for the suspicion that ZR is
involved in the aetiology of prostate cancer.
If a patient is found to have an ideopathically elevated FSH level
(>7-9 IU/L) as stated, this can be regarded as a good prognostic sign.
He can be recommended deferred treatment (to wait and see) under
regular laboratory control. Neither is an elevated PRL level (>250
mU/L) a bad sign. It may only indicate that the pituitary is already
required to stimulate the adrenal to produce some additional biological
factor involved in keeping our prostate cells healthy. Even a slow
rise in the patient’s PRL level (e.g. from 392 to 560 mU/L) over
several years, was not indicative of progress of his cancer disease.

Several organs are involved in the feedback cycle
controlling prostate cancer
Based on these long observations, this important biological
regulatory cycle seems to embrace the adrenal zona reticularis cells,
the pituitary, prostate gland cells, and epididymis in the testes. A
wide range of these hormone levels was therefore regularly monitored
during these 18 years of therapy trials, aimed at improving the
understanding of the feedback interactions. Generally, ACTH levels
are not abnormal in these patients, but the DHEAS levels were
markedly low, with a mean value of only 2.47 µmol/L (n=17), but
somewhat higher in patients who had increased FSH levels. A
normal range for DHEAS is from 5.2 to 9.0 µmol/L. This marked
decrease could point to some unknown fault in the patient’s hepatic
function, or be the outcome of a malformed DHEA which cannot be
sulphonated, e.g. due to a lack of a sulphotransferase activity in the
zona reticularis? However, in these same 17 patients DHEA was at a
normal mean level of 6.32 nmol/L.
In intermittent LHRH analogue treatment, these hormone values
oscillate in a certain way, mirroring the feedback fluctuation. This
may preserve the physiological potential of the hormone therapy for a
longer time, at variance with cases where our treatment affecting the
hormone balance is constant, caused by orchiectomy, as well as by
uninterrupted LHRH treatment. The feared hormone refractory state
may only express the exhaustion and the endpoint of this adrenal
feedback function.

Purification of the adrenal zona reticularis factor,
missing in prostate cancer
The ideal would naturally be to purify and synthesise this adrenal
component to achieve a biological substitution therapy. Material for
this project could easily be obtained from human forensic material,
collected for renal transplantation projects, but since permission to
retrieve them was not granted at the time of harvesting the kidneys,
the adrenals are routinely thrown away. This synthesised
neuroendocrine factor would prospectively form a biological cure for
prostate cancer, like insulin acts in diabetes. There are preliminary
clinical indications at hand, based on experiments with adrenals
obtained from sexually mature adults, that this active substance is a
corticoid-like chemical molecule and not a peptide, like insulin. This
possibility could lead to a supplementary oral treatment in the form of
a tablet a day, to compensate the depressed endogenous production in
these male patients. This molecule would be more valuable than
Viagra®, and medically of much greater importance, since it would
also keep the patient ‘potently’ alive. The full report on these long
efforts on cancer of the prostate gland will soon be published.

Optimal duration of active bioimmunotherapy
We should handle malignant cell growth as the end point of a long
metabolic deficiency disease. The reason for this patho-physiological
state ending as oncogene transcription in the patient may be due to:
a. a prolonged deficient alimentary intake of necessary essential
dietary components;
b. food additives, or chemical components used as preservatives
may react with essential trace element ions to render them
into biologically inactive ions;
c. the content of essential components may be missing in the
soil, or ground water, slowly causing an ecological deficiency
syndrome in a population;
d. genetic aberrances may cause ‘risk’ patients to require a
small surplus of certain natural dietary components, at a
certain age, to keep specialised organ cells in a normal steady
state transcription;
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e. the change in eating habits is reflecting the alimentary
importance, as immigrants in a decade seem to acquire the
same cancer incidence as the local population;
f. the increased mobility of the world population is actively
spreading certain viral infections, thus disturbing the healthy
mitochondrial regulatory function and balance, eventually by
consuming biological components in the patients
endogenously at a critically low level;
g. active hybridisation of staple foods may lead to good crops in
tons, but with one type of wheat, for instance, critically low
in certain biologically required amino acids.
Whatever the actual reason for this complex metabolic disturbance
leading to cancer, the rationale is that the biological compensation in
the first place is aimed at correcting this dangerous state. When bioimmunotherapy then has stopped the disease, the therapy should be
continued, since this chronic aetiological deficiency syndrome is
most likely aggravated as a function of time. It will possibly require
a mg/g more per day, as a natural substitution, for every decade the
patient survives. This is especially important after the vaccine has
been consumed, since colleagues and patients seem to believe more
in immunology than in mammalian physiology. Ten to twenty gram
of the patient’s tumour tissue is sufficient to produce an auto-vaccine
for more than ten years of active specific immunotherapy. After this
time the actual reason for the cancer should have been metabolically
compensated, and only supplementary treatment is required to prevent
recurrent disease.

The effect of bio-immunotherapy on diseases of a nonmalignant nature
Naturally, some of the cancer patients suffered from other ailments
in addition to their malignant disease. Certain of these non-malignant
diseases suffered by my cancer patients reacted in a remarkably
positive way to the biological treatment directed against their cancer.
Although no extensive studies based on these side observations were
possible to perform, the preliminary findings were so remarkable
that they may inspire somebody to follow up the clue.
Psoriatic reactions were appreciably mitigated when the cancer
patient in bio-immunotherapy also ingested isoleucine. Chronic
proteinuria stopped after the addition of tin chloride (some mg of
SnCl4 per day) to the patient’s diet. Ingestion of tin could also have a
tempering effect on gastric hyperacidity, resembling that of Losec.
Paradontotic reactions could markedly diminish, seen as strengthening
the anchorage of the teeth to the bone structure, following prolonged
ingestion of all the listed trace element salts, prescribed for cancer
patients. Hyperkeratotic skin reactions could normalise in bioimmunotherapy plus Ile.
Ingestion of CNS lipids and trace element salts moderated circulatory
distress symptoms (recorded as a decreased need for nitroglycerine),
improved blood circulation in the legs, better memory capacity and
decreased cholesterol levels. Various idiopathic neurogenic symptoms,
listed in this article as ‘Tallberg syndromes’, were mitigated following
a prolonged CNS lipid diet, in addition to other supportive dietary
measures prescribed to my patients. Molybdenum in certain female
patients could cause their menstrual cycle to become completely
regular. Molybdenum could prevent muscular cramps and mitigate
the spastic reactions in asthma. Some of these fringe observations
may well deserve further studies.
In renal cell adenocarcinoma patients it is important to follow their
serum iron (Fe) level. A low level is a bad prognostic sign. Serum Fe
levels will not be increased from prescribing Fe in any form. The low
level is rather due to a lack of some cofactor normalising. In full bioimmunotherapy, serum Fe usually rises to normal levels. Pertinent
restorative cofactors may be Cr and V in the serum Fe cycle. Repeated
B12 injections mitigated dangerous herpes virus infections
The detection of a lymphopoietic factor contained in mammalian
brain would certainly deserve characterisation, and eventual
purification. This important mammalian CNS lipid component causing
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a marked increase in the depressed 5´nucleotidase level on lymphocytes
from cancer patients, could be an important stimulator of immunity in
general. A natural physiological increase, doubling the activity, was
found on lymphocytes drawn from healthy pregnant females.48
Unfortunately this naturally increased defence, directed to shield the
embryo, dwindles as early as three days after childbirth (one of the
rare mistakes in our creation?).
The adrenal corticoid-like factor, produced by zona reticularis
cells, seen to depress pathological PSA levels, could form a precise
biological substitution therapy for prostate cancer, this presently
incurable deficiency disease. It would be medically more important
and valuable than Viagra®.

The continuous search for clues to further
improve cancer therapies
The target aimed at in the development of bio-immunotherapy, was
that it should correspond to as many as possible of the optimal criteria
for a cancer treatment modality, even if it is difficult to attain. An
ideal cancer treatment should fulfil several criteria:
a. it should not deteriorate the patient’s quality of life;
b. the clinical results should be as good as or better than the best
standard treatment available;
c. as true medicine, it should try to mimic and support natural
physiology;
d. it should not entail immediate or late side effects;
e. it should be easy to administer and be painless;
f. it should aid our understanding of the healing process, and
aim at solving the aetiology of cancers;
g. it should be so economical that our general health care system
could afford to apply it for a whole population without patient
selection;
h. it should also have the potential to be applied as a preventive
treatment modality;
i. it should aim to support the neurogenic inductional control to
secure healthy gene transcription;
j. completely novel biological avenues are to be looked for, e.g.
further research on the development of ways of using schooled
mitochondria in cancer therapy;
k. one should continuously evaluate all new cancer treatment
modalities presented, with the aim of satisfying as many as
possible of the above-mentioned qualification criteria, in a
search to further improve biological therapies.

Evaluation of available options for cancer therapies
Attempts to appraise the pros and cons of the multitude of new
cancer treatments currently presented, is imperative for the
understanding and assessment of the true value of our options to cure
patients suffering from malignant diseases.
The new generation of so-called sophisticated precision treatment
modalities, like the discovery of a specific tyrosinekinase enzyme
inhibitor (e.g. Glivec®) to arrest malignant lymphoma, may represent
a line of co-factors, which in the future also may support biological
treatment modalities, especially in the acute primary phase of the
disease. Selectively arresting the tyrosine kinase activity, for the rest
of the lifetime of a patient suffering from gastric lymphoma, may not
be within the patient’s economic means, nor even within that of our
national health system. The basic problem is that it is unlikely that a
curative effect on cancer can ever be achieved by a single chemical
agent, based on the notion that the disease is actually the result of a
complex metabolic deficiency.
Our standard use of radiation or chemotherapy does not fulfil the
required above-mentioned optimal treatment norms (a-i). Anyhow,
we cannot immediately stop the wide use of these remedies, since
clinical data from biological treatment modalities has been hampered
and delayed. There is also a deplorable lack of support for non-toxic
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cancer therapies, due to misled government authorities expecting a
‘magic chemical bullet’, or technical gene-manipulations to solve the
cancer problem. Basic research should of course never be restricted.
A calm evaluation of proposed new cancer therapies should cover the
project’s physiological logic, its applicability and the affordability
entailed with populations showing high incidences of cancer.

Certain of the new therapy proposals deserve
evaluation
1. The use of anti-angiogenesis factors and endostatins is impeded
by the fact that angiogenesis and endotelogenesis are vital
features in our normal physiology, and actually not the real
cause of malignant proliferation. Wound healing, infarction
and normal cell reconstitution require angiogenesis. Blocking
our vital capillarisation, used as a general cancer therapy,
would instead harm the healthy body. The injection of genes
to block this natural process does not seem wise, and is
definitely not an economic alternative.
2. The use of anti-metastatic factors is not an optimal approach
since it does not assail the reason for the primary disease, and
has no prophylactic perspective for cancer in general.
3. The use of anti-oncogenic factors is impeded by general
technical problems of inducing several new genes into cancer
cells, or even selectively inhibiting the complex cellular
interaction of carcinogenesis. Its eventual success would
form an insurmountable economic problem for our medical
health care.
4. Chemotherapy in all its forms, and the search for a patentable
‘magic bullet’ for cancer treatment, is based on an nonphysiological paradigm, and such a method could not have
had a decisive part in causing spontaneous cures.
5. The use of monoclonal antibodies as homing devices, or
organ-specific peptide factors, were already in the 1960s
shown to be impracticable, since any radioactive or toxic
cytostatic molecule attached, will change the carrier complex
to incite autoantibodies and phagocytosis of the complex,
thus nullifying its prolonged effective administration. The
tumour specificity would also be hamstrung by the chemical
coupling procedure.
6. Radiation therapy has numerous side effects, but can for
certain patients (e.g. those with brain metastases) be precisely
directed, using a ‘gamma knife’ technique, which can be
beneficial as an adjuvant treatment to support a biological
basic treatment modality. The internal tissue damage caused
by radiation will potentially also decrease the capacity of
immune responses towards cancer, by diverting phagocytotic
capacity towards the patient’s destroyed healthy tissue.
7. Surgery is the primary treatment; it decreases the tumour
load, retrieves individually specific tumour material containing
a fingerprint of antigenic markers for vaccines and, principally,
removes only symptoms of the long-standing metabolic
deficiency which is causing the malignancies.
8. Surgeons should in any event try to carefully peel out the
tumour mass in its capsule, minimising the spread of malignant
cells and implantation metastases, by changing instruments
before suturing, as the recommended surgical habit used to
be.
9. Bloody intervention or unnecessary biopsies should be
avoided, alluding to the rat experiments which reveal the
dangerous metastasising thermo-labile chromatin filaments
in cancer cells,13 described in this article.
10. Specific stimulation of the immunity by the use of specially
prepared autologous vaccines is important to decrease the
chance that circulating malignant cells in the patient could
implant and/or form metastases. These cancer vaccines must
be prepared in a way that fulfils all requirements the immune
response demands of such a remedy, to avoid enhancement,

as presented.3,5,8 In comparison, the use of dendritic cells, or
heat-shock proteins, does not seem logical. The effect of
these would actually only resemble the non-specific reticuloendothelial stimulation, already in use in the fifties.36,45
11. Viral vaccines should be developed to minimise the risk of
contracting specific viral infections, which in particular
patients can cause recurrent disease, probably by interfering
with the mitochondrial regulation or metabolic balance.
12. Gene therapy is, as mentioned before, marred by great technical
difficulties and cost.
The clinical results caused by our standard therapies could be
partially due to a metabolic effect.
Except for killing growing cells, chemotherapy could also indirectly
cause a metabolic reaction by depressing the normal cell consumption.
It would then be experienced as a fleeting increase in the level of
essential components but, without supplying the missing factors from
outside, the metabolic deficiency may resume and lead to recurrent
disease.
Radiation therapy will also kill healthy cells, and this tissue injury
may release metabolic factors endogenously, but is hampered by the
same limitation that the metabolic deficiency is not externally
compensated.
As seen, a combined biological and specific immunological cancer
treatment modality is the only therapy which complies with most of
the requirements listed above (a-i). The scientific community, and
especially representatives answerable for our general health care
should therefore give more attention to the need to further develop
biological and immunological cancer therapies, especially because of
its far-reaching prophylactic potential. The marked saving would
even have an affect on the national economy. It would also allow us
to cope with the constantly increasing cost of our health care system,
and avoid the mounting need for patient selection.

Discussion
The working hypothesis for over thirty years, that cancer is a
complex deficiency disease, has mainly been confirmed. The
aetiological metabolic deficiency to be corrected seems to be a
combined lack of certain amino acids, in a complex with essential
trace element salts in biologically active ionic form. The physiological
effect of these bio-modulating structures is mediated by hormones
through cell receptor mechanisms, triggering organ-specific
mitochondrial regulation of the gene-transcription. Together with
CNS signal-transducing pathways these constitute the operational
inductional influence responsible for the healthy steady-state function
of the genome in a specialised organ cell.
The possibility that a cancer patient would get all of these interlinked
biological factors in correct proportions for a sufficient time without
outside active support, is extremely small. This is obviously the
reason for the rare incidence of spontaneous, mysterious cures. These
clinical results attest that a cancer patient’s physiological balance can
be regained, and be actively simulated using a combined biological
and active immunological therapy. This regained healthy, but complex
metabolic balance, seems to force the malignant cells back into
normal function, registered as a cure.
The mammalian biomodulating code deduced from animal
experiments for the three main forms of cancer, adenocarcinoma,
leukaemia and sarcoma (Fig. 1), may be fairly similar for human
patients suffering from analogous histopathological cancer forms.
Differences in the pentameric code for individual patients may rather
be quantitative than qualitative, with respect to their amino acid/trace
element requirements. Specific individual differences in patients
derive from the autologous tumour tissue marker antigen pattern,
reflecting a genetic fingerprint. This also mirrors antigenic shifts or
influences on the pattern caused by the surrounding organ in which
the metastasis is growing.
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The special ‘Pasteur’ technique,6 whereby the cancer auto-vaccine
particles are procured through natural peptide bonds (in the way our
body is built) fulfils all requirements that must be placed on a human
tumour vaccine. No other published technique can match it. For
melanoma, already a hundred different human cancer marker antigens
have been characterised, a fact that excludes the possibility of ever
procuring a ‘general cancer vaccine’.36
The inability to satisfactorily explain the complete regression of
big tumours, as caused by immunological or other known
biomodulating reactions, led to efforts to analyse intracellular factors.
The unique experimental research model employed, using a circulating
single-cell cancer (like the rat chloroma leukaemia) to study
mitochondrial function is at this point probably the only practical
biological model which lends itself to studies and analysis on
mitochondrial function and regulation of specialised cells in a
physiological milieu.44
Furthermore, this experimental model led to purification of these
organ-specific biologically active mitochondria by serial
centrifugation. This facilitated analysis of the activation of the
mitochondrial regulatory function, and also assays for the actual
biological activity concealed in these ‘schooled’ organ-specific
mitochondria, were found to be saviours of induced leukaemia in rats.
Moreover, one could measure the metals involved40 by ICP-MS in
these transformed electron-dense mitochondria, to present a clue as to
the nature of the activated enzymes involved in this regulatory signal
system.
The metals which caused the transformed cristae to become electrondense were Cr, Fe and Ti. The increased titanium content was
especially interesting, since the lymphopoietic CNS vitamin-like
substance may require this trace element as an integral part of its
molecule to act, in analogy with Co in B12. The two-fold Ti increase
suggests that this potentially lymphopoietic CNS vitamin may act via
specific mitochondria.40 The increased content of iron may again be
linked to the elevated serum ferritin levels, often detected in cancer
patients, although it is not regarded as a regular tumour marker but
rather held to be a prognostic sign. High serum ferritin levels may
mirror the ‘loading’ of the mitochondrial enzymes with Fe, to facilitate
and support one of its regulatory signals.
In light microscopy, these rat leukaemia cells look exactly like
human myeloid leukaemia cells and can only be differentially discerned
by immuno-histochemistry. This suggests that similar treatment
modalities could be applied in human patients. The pathophysiological
regression pattern leading to primitive malignant mammalian white
stem cells could be fairly similar, and therefore such ‘schooled’
mitochondria may in the future theoretically be used as therapeutic
remedies in different mammalian species.16,17
A surprising analogy in the chromosomal nucleotide sequences has
been detected between different species. The nucleotide sequences in
human, monkey and rat, have an identity of 98% and 96% respectively.
This may hint that mitochondria, with their mtDNA, energy production
for the nucleus, and regulatory function over its ontogenetic genomes,
have actually over aeons created the chromosomal structures - the
cell’s memory unit, as an integral part of the supercomputer every
cell represents.
Homo sapiens seems, so far, to be the end result of this mitochondrial
phylogenetic toil.17 A mitochondrial regulative function is also
observed in ageing46 A corresponding regulatory function, directed
against oncogenes, forms a plausible biological reaction pattern to
rationally explain the complete disappearance in bio-immunotherapy
of even big tumours in cancer patients, as well as the regression seen
with experimental animal tumours. Organ-specific mitochondria can
actually be seen in EM to force back the cancer cell into normal
function, thus simulating spontaneous cures.
The chromosomal DNA structures may in reality not represent the
‘secret of life’, but should rather actually be regarded as, ‘the memory
of evolution’. The fairly limited number of active genes (30,00060,000) implies that the proteome with its millions of functional
protein sequences and conformational variability, together with the
© 2003 ACNEM & Thomas Tallberg

lipiome comprising billions of lipid molecules present in our CNS,
offer for biologists a wide field for enormous future research, before
we can fully fathom human physiology.
Genetic engineering introducing sudden changes into chromosomal
sequence systems and circumventing normal evolution, may not be
understood and physiologically accepted by this vital mitochondrial
regulative function. Profound biological changes would actually be
introduced without a link to natural ontogenesis. The present practice
of using radiation to preserve food may not be advisable, as it may
kill functional mitochondria, our ‘grass-root’ components, possibly
required to sustain a healthy mammalian physiology.
The active infusion of living organ-specific mitochondria could on
the contrary have a revitalising effect on exhausted cells. This
suggestion is based on the observation in the 1940s that tumour
growth was arrested as long as the anaemic cancer patient got blood
transfusions (Prof. P E Aschan, personal communication). At that
time the donor transferred warm blood directly to the recipient. This
could indicate that organ-specific mitochondria also circulate in the
blood, as only warm plasma drawn from immune rats in bioimmunotherapy (Fig. 3A) could prevent induction of leukaemia, as
well as the electron-dense mitochondria purified by centrifugation in
Hanks solution at body temperature.13,40
An important observation was that cancer cells should be deprived
of certain simple dietary growth factors in the initial phase of the
biological therapy, until the deficiency which has led to the malignancy
has been actively corrected. These deleterious growth factors consist
of certain natural amino acids or metal ions, as described. A food
intake containing all nutritional components may therefore not be
recommended for a cancer patient until the biological therapy has
overcome this risk, since retraction of the primitive embryonic
(oncogenic) metabolism back into normal transcription decreases the
risk. A diet is recommended in the primary phase of the biological
therapy, from which undesirable growth factors have been removed,
or foods selected which contain minimal amounts of deleterious
components.
In this respect the food intake can be modified to function as a
genuinely ‘functional food’ capable of correcting a protracted
metabolic deficiency, which in its final form has led to uncontrolled
growth of cells. Prophylactic supplementary remedies can therefore
also theoretically be developed for certain populations at risk, as for
instance for melanoma in Australia and Czechoslovakia with their
high malignant melanoma incidence.
In patients suffering from genetic weaknesses (e.g. HNPCC), an
individually increased physiological metabolic level could eventually
prevent the malignant transformation, achievable through dietary
supplementation. The possibility of applying biological nutritional
compensation of detected genetic aberrations, would give these ‘risk’
patients a psychological support by creating a reasonable feeling that
their inherited ailment can be medically controlled.
The indication that our CNS contains a lymphopoietic substance,
as a parallel to B12 for erythropoiesis, should stimulate continued
research efforts to characterise and synthesise this substance. A
simple bio-assay is at hand,19,20 and the Institute of Bio-Immunotherapy
has developed preliminary schedules for successful fractionisation
procedures, aimed at purifying this factor. The Institute on its own
unfortunately does not have the capacity to complete the purification
of this vital biological substance. Administration of such a vitaminlike molecule to a whole population could have a great positive effect
on our general health care. The same holds true for the putative
neuroendocrine substance present in the adrenal zona reticularis
cells, which by oral supplementation biologically would keep prostate
gland cells healthy, even when our bodies own production dwindles.
A parallel to insulin supplementation in diabetes?
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Conclusion
We have obtained improved clinical, even curative, results in bioimmunotherapy with hundreds of patients over thirty years. These
patients suffered from metastatic renal-cell cancer or malignant
melanoma. The results attest that the basic aetiological, nutritional,
metabolic, hormonal and a coexisting immunological deficiency
leading to these cancer forms, which usually do not respond to our
standard therapies, can be biologically compensated and corrected.3
Verified ‘spontaneous’ cures indicated that our body can retransform
malignant cells. In bio-immunotherapy, this complex physiological
reaction pattern can be actively simulated, leading to a biological
curative reaction in cancer patients. Both survival rates and diseasefree intervals have been improved in randomised and controlled
studies , with high significance, following this combined biological
and immunological cancer treatment modality.
The total disappearance of large tumours without a trace was only
explainable after the finding that mitochondria posses a regulatory
function over the genome in mammals, constituting one vector in the
inductional control of our organs.40 It is sad that these encouraging
results, also signalling a prophylactic potential for patients suffering
from inborn genetic errors, have been overlooked and not adapted by
other medical centres. Based on the assembled knowledge from
these long bio-immunotherapy studies, it would be today possible to
rapidly improve these biological treatment codes, in multi-centre
trials, for several other cancer forms as well, and also for certain nonmalignant ailments, as indicated.
It is a physician’s prime responsibility to try to select a beneficial
and economical cancer treatment modality, devoid of side effects,
and so simple to practise that it can be applied as a general cancer
therapy for big populations showing an ever-increasing cancer
incidence. According to a true medical paradigm, this should entail
development of biological restorative physiological treatment
modalities. Our established toxic therapies have therefore naturally
not led to a breakthrough,43 since a complex metabolic deficiency
disease like cancer is not curable by toxic chemical molecules, or
single precision remedies, nor by any form of applied technical
manipulations.
Health authorities should consequently actively support research
on biological, non-toxic physiological cancer remedies, to rationally
further improve these bio-immunotherapy schedules, ultimately aimed
at preventing cancer, or in decreasing the high incidence prevailing in
certain ecological areas. This can be achieved, whether the disease is
caused by genetic, environmental, ecological, nutritional or external
toxic factors resulting in the aetiological deficiency leading to
malignancies. Bio-immunotherapy entails no side effects, is
inexpensive and will remain so, even after improved schedules have
been developed, since it cannot be patented. Its wider use would
avoid the unfortunate increasing necessity for patient selection, due
to the constantly mounting expense arising from present cancer
therapies. A further major benefit is that bio-immunotherapy definitely
harbours prophylactic potentials. Biological and immunological
treatment modalities could therefore significantly improve our general
medical care, paired with manageable cost, resulting in savings on a
national economy scale.

references for their great contribution in helping me to develop bioimmunotherapy.
These studies have been supported for decades by The Signe and
Ane Gyllenberg Foundation; the Emilie and Rudolf Gesellius
Foundation; and the Albert Lindsay von Julin Foundation.
The Institute of Bio-Immunotherapy can freely instruct colleagues
on the bio-immunotherapy method, supply the biological supplements
required, produce auto-vaccines upon request, participate in new
clinical studies and research projects, along the biological and
immunological lines presented in this review.
If phylogeny over aeons, as it now seems to be in retrospect, is
based on mitochondrial function and toil to create the chromosomes,
forming the genomes it regulates, it is highly unlikely that this
multitudinous, functional and beautiful creation could have been
generated merely by coincidence, devoid of a spiritual universal idea.
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Epilogue
True medical practice has always represented the interplay of
multi-factorial biological reactions, leading to a physiological healthy
‘steady-state’ function of the mammalian organism. The development
of bio-immunotherapy is, therefore, actually trying to grasp and
actively simulate a treatment modality which is capable of explaining
the mysterious cancer cures, while also reconstituting the harmonious,
natural milieu intérieur of the body, in a simple and economical
manner.
We have come to a point in the medical profession where The
further use of toxic remedies, and other non-physiological therapies
for cancer (e.g. radiation) has reached an endpoint. This is based on
the prevailing paradigm - to kill the malignant cell. Instead we need
to learn to understand the biological interplay between physiological
systems to secure the healthy functioning of our specialised organ
cells.
Bio-immunotherapy is therefore explicitly not a form of
complementary or alternative medicine, but true medicine in its own
right. It should not be practised simultaneously with toxic cancer
remedies, as these destroy the patient’s natural immune defence.
They also cause other unhealthy side effects, which impair the
reconstitution of the natural metabolic and hormonal balance.
Uninterrupted bio-immunotherapy can actually cure the diseased
body, as well as form a prophylactic remedy, without side effects.
Thomas Tallberg

Editor’s comment…
Professor Tallberg is an internationally much-published author in
the area of cancer research and treatment. His trials are welldesigned, well-executed and well-documented. The patient outcomes
he writes of are much better than any of the orthodox therapies
(surgery, chemotherapy and radiotherapy) and with an absence of
patient suffering. The treatments he proposes are relatively
inexpensive, yet there seems to be little, if any, interest from the
medical establishment, nor from governments.
It is logical that the pharmaceutical industry would not be interested
in Prof. Tallberg’s protocols, as they involve no patentable substances.
However, further research is needed, especially in Australia, where
the incidence of almost all cancers is increasing. This is especially
true of melanomas, where Prof. Tallberg’s results show that we can
both treat these in advanced stages and prevent them cheaply and
simply, and without side effects. The article above shows that it is
likely that these melanomas in Australia (as in the Czech Republic)
could be the result of deficiencies in the local soils.
In 1997, a number of ACNEM members attended a 2½-day training
seminar, led by Prof. Tallberg, on the Gold Coast (Queensland), and
some of those doctors are successfully using his protocols. What is
needed now is a multi-centre study in this country, with groups using
these protocols and other groups staying with orthodox treatments as
controls.
We propose that ACNEM, perhaps in collaboration with one of the
larger research establishments, seek adequate funding form the
NH&MRC (National Health & Medical Research Council) to mount
such a study. In 2002, ACNEM participated in a focus group, at the
invitation of the NH&MRC, looking at the future of research funding.
It was made clear to ACNEM’s representative at that meeting, that
research proposals from this College would be well received and
considered seriously. The NH&MRC representative indicated that
that body is interested in expanding research into less orthodox areas
which show promise.
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We propose a working group to investigate the possibility of such a
research project and then lay the groundwork for a formal research
proposal to the NH&MRC. Prof. Tallberg has indicated that he is
willing to support such an effort in a practical way. Members
interested in being part of this, should contact Daan Spijer at the
College office.
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