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B
ecause I said so, that’s why!”
This is the phrase of ultimate
authority for many parents.
We use it when a specific
action (or restriction) is re-

quired and the complexity of the situation
exceeds the reasoning capacity or knowl-
edge base of the child. Modern medical
ethics, however, dissuade us from taking
such a paternalistic approach with our
patients. Instead, we are increasingly en-
couraged to apply a scientific basis to our
practice. Sure, medicine has long accepted
that principles of physiology should be
used to guide patient care, but now clini-
cal practice is being evaluated by a similar-
ly rigorous scientific method under the
name of evidence-based medicine. 

The rising influence of evidence-based
medicine has forced us to challenge many
of the gradually accumulating—and
sometimes financially motivated—as-
sumptions of clinical practice. It has also
raised the bar for patient safety. It is, how-
ever, a very complicated technology.
Biostatistics is even more complicated
than the relatively concrete basis of physi-
ology, employing abstract mathematical
approaches and reporting results in terms
like event-free survival, hazard ratios and
confidence intervals. These concepts pretty
clearly exceed the comprehension of most
laymen. Noted science fiction author
Arthur C. Clarke once wrote, “Any suffi-
ciently advanced technology is indistin-
guishable from magic.” Given its com-
plexity, and the limited time available for
us to explain things in the clinical setting,
modern medicine has crossed into the
realm of magic for most of our patients. 

For example, when folks hear on the

news that conventional medical treat-
ments are causing deaths, or heart attacks,
or Alzheimer’s disease (all easily under-
standable outcomes), it’s all like magic to
them. They often don’t appreciate the
complexity of the information underlying
the report and can’t apply it to their indi-
vidual situation. It makes them wonder if
we’re really as good—or as safe—as we
think we are. I was recently struck by the
ironic pairing of TV commercials, one for
a gigantic fast-food burger followed short-
ly by a law firm’s solicitation for clients in
a class-action suit. The suit is being
brought against a major pharmaceutical
company for their promotion of a drug
that allegedly increased cardiovascular
deaths. Now, I’m no biostatistician, but if
I had to choose between 800-calorie, 49-
grams-of-fat burgers or daily COX-2
inhibitors as the greater risk for cardiac
death in our society, my money would be
on the burgers. How am I going to be able
to explain that concept to a patient who’s
worried about taking expensive, some-
times dangerous, prescription medicines?

The Perfect Storm
Unfortunately, the influence and com-
plexity of evidence-based medicine struck
us here in the United States at a bad time.
Several cultural phenomena emerged at
the same time that undermine our ability
to use the principles of evidence-based
practice to our patients’ best advantage.
One was the explosion of the World Wide
Web, bringing access to huge volumes of
unfiltered, unmonitored health care infor-
mation to many households. Another was
the emergence of a sophisticated and un-
regulated nutritional supplement or

“nutriceutical” industry. These parallel
trends led to a number of blurred bound-
aries in the understanding of medical care. 

The nutriceutical industry is explicitly
immune to the FDA regulations that limit
drug advertising, as long as they do not
make drug-like claims. Time has proven
that the mandate restricting drug-like
claims is essentially unenforceable. Nutri-
ceutical ads on television have become
quite deceptive, using techniques like in-
cluding lower-case “generic” names beside
the brand names, which makes them ap-
pear just like regulated drugs. Of course,
they get to promote their purported effi-
cacy without FDA-mandated side effect
disclaimers at the end, so in head-to-head
advertising they appear better and safer
than the pharmaceuticals they emulate. 

The Web, not bound by advertising
regulations in the same way as other elec-
tronic or print media, blurs the line be-
tween information and promotion. Thus,
the consumer may find it difficult to dis-
tinguish between potentially useful infor-
mation (provided in good faith by true
believers in alternative medical approach-
es) and unmitigated profiteering. There is
also an extensive gray area between those
extremes. Understanding the accuracy of
health information on the Web is further
compounded by the equal ability of
expert and idiot to post their opinions.
Finally, people disappointed with the
results of conventional medical care have
much more time to explore answers to
their questions online than they do face-
to-face with us. In contrast to what hap-
pens in our offices, they can usually search
until they find the answer they want—
regardless of where the truth might lie.
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Hope in a Jar
Dementia care is especially prone to unin-
formed, exaggerated and bogus treatment
claims because we still don’t really know
what causes most cases of AD and the
other degenerative dementias. (Even with
vascular dementia, for which we are well
informed, we’re fighting the uphill battle
against all that burger advertising.) If we
don’t know what is broken to cause spo-
radic AD, neither physiologically-driven
nor evidence-based medicine can help us
much to fix it. That’s a major reason why
families perceive such limited success in
the treatment of dementia. Promoters of
alternative-health approaches, unhindered
by the demands of scientific process, evi-
dence-based practice or government regu-
lation can simply state that their method
works. Like Coco Chanel, they are selling
“hope in a jar.” Does it really work? Of
course it does! Why? Because we said so,
that’s why! Problem solved. 

Of course, you will need more infor-
mation than that to advise patients on
what dietary supplements they can use for
dementia. The theoretical support for
alternative agents is low, framed in non-
specific terms like “improvements in neu-
ronal repair” (levacecarnine), “enhanced
blood glucose metabolism” (pyritinol) and
“stimulating neurotransmitters” (Ginkgo
biloba).1 A wide range of other natural
products has been studied, but there is
distressingly little information out there
from appropriately conducted, double-
blind placebo controlled trials. Even in
the few good studies, none of the alterna-
tive agents has been a world-beater, and
most don’t appear to be as consistently
effective on cognitive and global out-
comes as currently approved prescription
agents.2,3

Even some of the approaches best sup-
ported by pathophysiologic evidence,
such as the acetylcholine precursors
choline and lecithin, have shown no con-
sistent effectiveness for people with AD.
More disturbingly, despite good evidence
to the contrary, these substances are still

widely touted on the Web as being bene-
ficial. As good as it is for nearly instanta-
neous global transmission of information,
the Web lacks a trash management system
that gets rid of out-of-date material. That
allows old information to keep recirculat-
ing as if it were new. Magazines come with
cover dates; Web pages usually don’t.

Other approaches with reasonable the-
oretical support have also been called into
question. A large scale trial in the 1990s
prompted many experts to recommended
high dose vitamin E to slow progression of
AD, but more recent studies failed to
replicate the result in patients with mild
cognitive impairment4 and indicated
excess mortality for vitamin E doses over
400 IU daily.5 With these newer findings,
enthusiasm for treatment with vitamin E
has dampened considerably. 

From the epidemiologic perspective,
there is inconsistent evidence as to
whether vitamin E and C intake may be
mildly protective against AD.6,7 Following
suggestions that elevated homocysteine
was associated with increased risk of AD,
there has been significant interest in vita-
min B12 and folate. Despite good effects
on lowering homocysteine, no consistent
effect on cognitive function has emerged
from several trials to date. In fact, none of
the analyses of vitamins and Alzheimer’s
in the Cochrane Database of Systematic
Reviews support a role for vitamin supple-
mentation as treatment for AD.

So if efficacy is questionable, then safe-
ty must be paramount. Unfortunately, we
know very little about safety of alternative
treatments or supplements, perhaps even
less than we know about their efficacy.
That means I can’t estimate risk-benefit
ratios for my patients. Therefore, I rarely
recommend supplements. From my read-
ing of the literature it appears that eating
a heart-healthy diet high in fresh, colorful
fruits and vegetables, perhaps supple-
mented with an inexpensive house brand
once-daily multivitamin, will probably
supply all of the efficacy of more expen-
sive and boutique-brand vitamins. And

since those once-daily vitamin pills are
based on carefully calculated recommend-
ed dietary allowances, we can be reason-
ably assured of their safety. 

If my patients insist on doing some-
thing with OTC agents, I suggest a brief
therapeutic trial. If it’s something the liter-
ature recognizes as harmful, like excess
vitamin A or B6 intake, I’ll recommend
they avoid it. Otherwise, if they feel better
on the treatment they’ve chosen, that’s
great. I really don’t care if it’s a placebo
effect as long as there’s a net benefit. I will,
however, ask if they feel the improvement
is worth the price (sometimes significant-
ly more than prescription drug copays).
To help with the decision making process,
I’ll perform cognitive testing to provide
some objective reference points on and off
treatment. When I share those results, I let
the patient and family decide whether the
cost-benefit ratio makes continuation of
treatment worthwhile for that individual. 

This approach allows me to avoid
telling my patients that the supplements
won’t work for them, when I really have
little very little reliable evidence in either
direction. It also keeps me from using that
old parental fall-back position: “Because I
said so.” I try to save that one for use at
home. PN
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