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ABSTRACT:

Introduction: The term homoeoprophylaxis (HP) was first used by Burnett in 1884 to refer to medicines selected according to the Law/Principle of Similars to prevent targeted infectious diseases. HP medicines were first used by Hahnemann in 1798 and have been used since to protect significant numbers of people against a range of infectious diseases in many countries. This paper uses the results of a recent analysis of large HP interventions to assess the potential value of HP in epidemic and endemic conditions.

Methods: Using a previous analysis as a starting point, the potential value of HP in different conditions is considered.

Results: Thirty-four annual HP interventions were noted in India, Cuba and Brazil. When counted by a person, by disease, and by year, over 250 million people were covered by the interventions studied. The effectiveness of HP appears to range between 63% and 99% with a weighted average of around 90%. These results are consistent across endemic and epidemic use. The HP programs against Japanese Encephalitis and Acute Encephalitis Syndrome in Andhra Pradesh and Telangana, India, and against Dengue Fever in Macaé, Brazil, were found to provide new insights into the use of HP in both endemic and epidemic conditions.

Discussion: HP is used to prevent targeted diseases in large and small populations. Its use is often directed by government agencies and conducted by medical doctors and scientists. HP is potentially valuable, especially in situations where vaccination is not possible either due to there being no vaccine for the disease, or when an existing vaccine cannot be obtained in sufficient quantities, or in time to treat an outbreak. But it also has potential value in all other situations where immunisation is required.

Conclusion: There are proven benefits from the widespread use of appropriate HP interventions, including saving lives and preventing suffering. HP can provide governments with a very economical practical option to combat infectious diseases in both endemic and epidemic situations.

CONFLICT OF INTEREST: The author declares that he consults parents regarding immunisation options, including homoeoprophylaxis.

FINANCIAL SUPPORT: The author has received no funding for this project.

Introduction:

Homoeoprophylaxis (HP) is defined as the systematic use of potentized substances selected using the Law/Principle of Similars and administered using the Law/Principle of Minimum Dose to prevent the development of the characteristic symptoms of a targeted infectious disease in previously unprotected persons (i.e. have not had the disease nor used vaccination or HP).

Burnett first used the term Homoeoprophylaxis in 1884 saying “ that likes are prevented by likes, I could adduce very many examples to show”, and that HP is “the prevention of disease according to the law of similar”[1]. Dr Samuel Hahnemann first used Belladonna 30 to prevent Scarlet Fever in 1798[2], and later suggested three remedies to prevent Cholera.[3] Since then HP has been used to prevent most infectious diseases in most countries[4],[5],[6]. However, it has only been in the last 15 years that the evidentiary base of HP has been significantly developed.

It is probable that many HP interventions have not been documented because they are often undertaken in emergencies which require an immediate practical remedy distribution, and where meticulous pre-planning and highly organised record-keeping are secondary to saving lives and suffering [7]. However, a recent analysis has documented a substantial evidentiary base for HP which can be used to draw new conclusions regarding the potential value of HP in epidemic and endemic conditions.

Methods:

A recent analysis published in the American Journal of Homeopathic Medicine(AJHM) documented the use of HP in over 250 million people on an annualised basis in three countries[8]. It included new information about the use of HP to immunise against Japanese Encephalitis (JE) and Acute Encephalitis Syndrome (AES) in Andhra Pradesh and Telangana States. An extension to the previous JE program was identified and described.

Data concerning JE and AES from 1997 to 2017 was sought, and a variety of relevant sources were identified[9]. Trends were calculated.

Confounding factors were recognized: (1) in July 2014 Andhra Pradesh was separated into two states, with a new state Telangana being formed. Hence the data series had to accommodate this change, (2) data regarding JE and AES was originally combined but has been shown separately from 2008 onwards. Some AES cases are caused by JE and some are not, making data classification difficult [10]. However, since HP is based on the Principle of Similars, and the symptoms of JE are similar to AES, the HP program against JE would have some benefit against AES because of this similarity.

In order to provide as much consistency in the data trends as possible, the data for JE and AES was combined, as were the results for Andhra Pradesh and Telangana States.

Results:

The HP interventions undertaken in three countries, and summarised in Table 1, were described in detail elsewhere[11] . Many more examples of HP interventions both in these and in other countries exist[12].

The quality of analyses into the HP interventions listed is variable. Some interventions were controlled, but none were randomised. Sometimes Nosodes (N) (homeopathic preparations from diseased material) were used, and sometimes Genus Epidemicus remedies (GE) (homeopathic preparations of remedies used to treat the targeted disease).
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Table 1: Classification of Effectiveness
The lack of homogeneity of studies as well as the variable quality of analysis makes a reliable meta-analysis of data problematical. However, there is consistency among reports quantifying effectiveness (which ranges between 63.9% to 99.96% with a weighted average after removing the highest and lowest readings of 89.45%). This reinforces the value of the overall findings, as does the fact that these interventions are “real world” responses to urgent needs, rather than academic studies.

It was noted whether the interventions were directed by Government agencies, undertaken by Government accredited Institutes or Universities, or undertaken by private practitioners. The prophylactic method used was recorded.
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Table 2: Major HP Interventions in Three Countries
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* The number of persons who used HP in the 5 years from 2008 to 2012 is estimated to be 628,273 using the ratio of doses to people shown in the 2007 intervention.

** Not included in analysis as shown in following reference

If further details of each intervention are required then they are available in the earlier analysis noted above.

Table 3: Amended Summary of HP Interventions Listed

Country	Programs	Interventions by
		by Years *	Person, by Year 
and by Disease

Cuba		6		25,020,000
India		18		224,718,447
Brazil		10		870,698
		34		250,609,145



* each individual year of each program is shown. For example, the final Brazilian program which ran from 2007 to 2012 is counted as 6 years.

The amalgamation of JE and AES data from 1995 to 2017 in Andhra Pradesh and Telangana is reported in Table 4 and Figure 1. The figures in non-bold italics show where different figures were reported for the same time period in the different sources examined. The figures used were selected by the author as being the most reasonable estimate based on examination of results shown in the different sources. Variations between these different figures were not large and use of possible alternatives would not meaningfully change the results or conclusions.










Table 4: JE and AES Notifications and Deaths in Andhra Pradesh and Telangana states
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Figure 1: Combined JE and AES Notifications and Deaths for Andhra Pradesh and Telangana

The spike in notifications and deaths from JE in 2003 appears to be out of sequence. The AJHM analysis examined different possibilities [27],[28],[29] and concluded that “it is uncertain whether the spike in 2003 is due to JE, and in one other analysis cited the 2003 rates were negligible.”

Table 5 shows the annual averages for notifications and deaths for JE and AES for the last 6 years of the HP intervention and 8 years after the intervention ceased. 2003 figures were excluded from the analysis due to the uncertainty noted above.

Table 5: Averages for Notifications and Deaths During and After the HP Intervention

				Years		#	Annual		Deaths
							Averages
							Notifications
During intervention	2004-
2009		6	32.7			0.5
After Intervention 		2010-		8	163.5			2.4
ceased			2017

Another example of the use of HP over a number of years is shown in the Brazilian interventions against Dengue in Macaé, Rio de Janeiro, as described in Table 6 and Figure 2. In districts surrounding Macaé, the trend was clearly upwards, whereas in Macaé the trend was reversed.

Table 6: Dengue incidence coefficient by municipality, state and region, 2007-2008
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Figure 2: Dengue incidence coefficient by the municipality, state and region,
2007-2008 (by 100,000 inhabitants)



Discussion:

Most HP interventions occur in rapid-onset epidemic situations. They are not academic exercises, but real-world interventions to save lives and suffering. However, both the largest Indian and the largest Brazilian interventions studied involved giving annual doses where the disease was endemic with seasonal increases.

The interventions in India against JE and AES in Andhra Pradesh and Telangana from 1999 to 2009 show that an annual program of HP against an endemic disease with seasonal increases can be successful. Each year in August children aged to 15 years was given the following protocol: Days 1,2,3 - Belladonna 200; Day 10 - Calcarea Carbonicum 200; Day 25 -Tuberculinum Kent M.

Data in Tables 3 and 4 and Figure 1 show that when the program was stopped in 2010 then over time there was a general increase in the incidence of the disease. This is unsurprising given that around 1.3 million infants are born in the two States each year from 2010 onwards who have not been protected by HP.

The annual interventions in Brazil in the municipality of Macaé, Rio de Janeiro from 2007 to 2012 were similarly successful.

This experience is somewhat similar to the author’s experience from 1985 to the present day using annual triple doses of indicated remedies against a range of endemic diseases in Australia (some of which also have seasonal increases), including Pertussis, Pneumococcal disease, Hib, Meningococcal Meningitis and Tetanus[30].

There is a degree of consistency across the HP interventions shown in Table 2, with a range of effectiveness between 63% and 99%. A weighted average of 89.45% is indicative of overall findings. These findings are consistent with the author’s long-term study from 1986 to 2002 where the effectiveness of HP was 90.4% (95% Cl; 87.6% - 93.2%)[31].

Practical HP interventions show that appropriate HP programs1321 provide Governments with infectious disease options for epidemic and endemic diseases which are very flexible (potentially against any strains of infectious diseases), can be made rapidly available, have zero toxic side-effects, and are relatively inexpensive.

Appropriate HP programs offer travellers infectious disease options for similar reasons and may offer protection against diseases for which no vaccine is available (such as AES and Chikungunya).

The practical differences in prescribing for short-term/epidemic and long-term/endemic diseases - remedy selection, potency and frequency of doses - are discussed in detail elsewhere and are beyond the scope of this article[33]. However, the evidence above and in other studies suggests that HP effectiveness is similar for both short-term and long-term diseases[34]. Reactions to the remedies have not been collected in most interventions which, as stated above, are immediate responses to save lives rather than carefully prepared studies. The author’s study did collect data on reactions which occurred in less than 2% of doses and were typically brief and mild[35]. The safety of appropriate HP interventions allows treatment of every person in a cohort without the need for pre-screening.

Conclusion:

The ability of appropriate homoeoprophylaxis programs targeting specific infectious diseases to produce a significant level of protection has been confirmed the time and again in large HP interventions, some of which have been presented here. No one study is perfect, but together they reveal consistently positive results.

Appropriate HP programs using either nosodes, genus epidemicus remedies and/or a miasmic-GE approach (as used against JE and AES) have value against both epidemic and endemic diseases, and have the potential to save many lives, even more suffering, as well as giving individuals and governments a very safe, economical and practical immunisation option.
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