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Foreword





Don Quixote valiantly and hopelessly charged against imaginary opponents, windmills seen as giants. Barry Groves’s text vigorously challenges real powers, entrenched industries, with little prospect of direct success but with every hope that we individuals reading his presentation may reject their intrusion into our lives. His weapons are facts and experience employed with enthusiasm, tackling problems with detail and conviction. His targets are the processed food industry, the pharmaceutical and health industries, and, for good measure, the distortion of medical services and the uncritical acceptance of scientific research.


Wealthy western society has seen two opposing developments: enhanced health and longevity for some, with others precipitated into induced and medicated ill health, many victims of aggressive commerce. Sixty years ago the family shopping basket contained basic commodities and little else; today processed foods and little else. Thousands of items are temptingly on offer displacing traditional diets. Many contain processed cereals and artificial fats; and many list a dozen or more chemical and other artificial ingredients. In consequence thousands of chemicals have been newly added to the nation’s diet with incalculable effects.


The official promotion and dominance of refined carbohydrates as principal components in diet have provoked the obesity epidemic, an involuntary physiological compulsion to add excess to excess; and the direct consequences of exposing individuals to thousands of new chemicals involved in processing, previously unknown toxicities, allergies and anaphylactic reactions.


One wonders why many trends in modern society are contrary to good sense and reason: attitudes to medication for example. The pharmaceutical industry has achieved near miraculous success in giving effective treatment for formerly intractable disorders. Not content with this practical benefit, vast quantities of medication are taken for every real and supposed complaint, a commercial bonanza the industry is more than willing to embrace. But good health requires no medication, and ill health the necessary minimum.


Together with the food and pharmaceutical industries, the health industry has grown exponentially, proffering therapies and dietary advice fuelled by fashion and suggestibility, genuine and real benefits becoming diluted by unrealistic expectations.


These three industries which impact strongly on our health are influenced by governmental policy and pressure. It has become the norm for our professional politicians and intrusive government to pronounce and legislate on any and every aspect of our lives far beyond the natural remit of governance. Autocratic government is wilful beyond experience in misuse of power in areas beyond their competence. Transient directives and secondary targets obscure primary objectives. And prescriptions for mass benefit, e.g. statins for males over 50, attempt the impossible.


Research also has a disproportionate influence on policy and attitudes. The blind prestige given to notions of science is in denial of its need for reality and objectivity. Single research studies of complex problems without proper accreditation have minimal significance. Studies require verification, comparison and coordination with related evidence, and in changing circumstances review of their continuing validity. A single study is a piece of a jigsaw puzzle, with others contributing to a fuller picture. Misuse and misinterpretation of science are socially irresponsible.


Part One of this book examines the repercussions of particular developments on community health and welfare. Part Two considers how specific medical disorders may be affected by these changes, not to rewrite medical textbooks but with the prospect that an independent viewpoint may give new insights, most significant perhaps in diabetes, and least in multiple sclerosis. Debate is stimulated disturbing the conventional. Established practices, customs and opinions tend to constancy whereas in changing times resilience is required.


This most detailed text is a valuable contribution to our regaining personal choice and responsibility.





Dr Howel Buckland Jones, MB BS (London), 2008






















Introduction





Early in 2005 a front-page article in The Daily Telegraph, headlined ‘Vital NHS reforms “in deep trouble”’, announced that: ‘By 2007-08 the NHS budget in England will have risen to £90.2 billion from £55.8 billion in 2002-03.’1 The figures were staggering and I wondered: why were we spending so much and apparently getting such a poor service? And where was all the money going?


It wasn’t long before two other facts became abundantly clear. Firstly, it came as a surprise to me that there are very few healthy people in our society today; most of us have some minor illness which may or may not eventually lead to serious problems. And secondly, we are being exploited by the biggest and fastest growing industry in the history of mankind.


Compare today’s enormous cost with the experience of dentist and explorer, Dr Weston A. Price. He spent 10 years travelling the world in the 1920s and ’30s, looking at the diet, and health of indigenous populations who ate their traditional foods, and comparing these with the health of those members of the same populations who had changed to eating our ‘civilized’ way. When Price visited the Loetschental Valley in Switzerland in 1931, for example, he found those still eating their traditional diet had ‘neither physician nor dentist because they have so little need for them.’2


The lack of illness that Dr Price found was not confined to one valley in Switzerland; it was universal. From the islands of the South Pacific, through Australia, Asia, Africa, South and North America to Europe, what he found – everywhere – was that those who ate their traditional diets had practically no disease at all, whereas the diseases we are prone to were rife among people of the same cultures who had been influenced by missionaries and traders into adopting our dietary customs. These findings have been confirmed by many other anthropologists, explorers and doctors reporting around the globe from icy waste to tropical jungle.


The same is true of animals in the wild: they are almost never sick unless they injure themselves or eat contaminated food. The only chronically sick animals are our ‘civilized’ pets and food animals: those that have their food controlled by us. That is highly significant. Have you noticed that if you see a fat dog it will invariably have a fat owner?


Set the £90.2 billion figure also against expectation when Sir William Beveridge’s team set up the National Health Service (NHS) in the UK in 1948. Although those visionaries realized that any form of universal welfare scheme would be prohibitively expensive initially, they believed the NHS was affordable because, they said: ‘there exists in any population a strictly limited amount of illness which, if treated under conditions of equity, will eventually decline.’ It was fully expected that if everyone had unfettered access to the best available medical services, disease would be conquered, people would become healthier, and costs would fall as rates of illness declined.


It was a delusion. The NHS is now the largest organization in Europe because no one foresaw so many people becoming sicker at such an alarming rate: the current average expenditure due to illness in the UK runs into thousands of pounds for every man, woman and child through the NHS, hospitals, nursing homes, charities, prisons and other organizations. Ill health is hugely expensive, not just for the taxpayers who fund the NHS, but also for businesses and the people who suffer illness.


Today, we live in a society that has deciphered the human genome; we have learnt many of the mysteries of the complex organisms that are our bodies; we have developed a huge range of drugs and treatments to cure and ameliorate diseases. But despite living in an age when we have a greater breadth and depth of knowledge than ever before in our history, we are also sicker than ever before.


The trouble is that the NHS has lost its way. It is now really a National Illness Service whose members only treat symptoms; they don’t promote health by preventing illness.


The situation is even worse in the USA. Total spending on healthcare in the United States grew by 7.9% in 2004 and accounted for 16% of the gross domestic product, according to the National Health Statistics Group of the US Centers for Medicare and Medicaid Services.3 This amounted to $6,280 (£3,520) per person, or a total for the nearly 300 million population of around $1.9 trillion, says the group’s report.4 ‘Medical spending continues to rise faster than wages and faster than economic growth, and workers are paying much more in healthcare premiums than just a few years ago.’ With one doctor for every 500 people, the United States is the world’s most medicalized country. If you thought that would confer health benefits, you would be wrong. With the highest infant mortality and lowest after-60 life expectancy among industrialized nations, American health is declining.


This is apparent right across the age range. In 2004, Johns Hopkins Bloomberg School of Public Health noted that the health of US children was worse in practically every category relative to children in other industrialized countries. And most elderly Americans have one foot in the grave. The Centers for Disease Control reported that chronic diseases account for seven out of every 10 deaths in the US. At least 80% of seniors have one chronic disease and half have two or more. But statistics are really unnecessary to show Americans are sick, sick, sick. Simply look around and at TV and note the incredible expanding waistlines that have confined most Americans to their sofas.


That yard-stick used to be almost exclusively American. But due to other industrialized countries’ governments and the medical establishments’ highly successful, but misguided, advertising campaigns exhorting their peoples to eat the same ‘healthy diet’ that was pioneered in the US, it now affects these other nations in a similar way.


As will become apparent in this book, although ostensibly aimed at reducing conditions such as heart disease, diabetes and cancer, government-sponsored ‘health’ campaigns are directly responsible for creating and worsening these diseases.


We are making ourselves sick


Few people have ‘old age’ as a cause of death on their death certificate. Today, we die of cancer, heart attacks, strokes, osteoporosis, diabetes, and so on. And we accept these conditions as normal causes of death. They aren’t – and neither are the ill-health, pain and discomfort that make our later years a misery.


It is inevitable that some people will need the ministrations of a physician at some time in their lives: accidents happen. But the high levels of chronic degenerative diseases we see today – obesity, diabetes, heart disease, cancer, senile dementia, and so on, need not – indeed, should not – happen.


These conditions, which were previously rare or even unheard of, really ‘took off’ in the last century. At the beginning of the 20th century, for example, one person in 27 got cancer and very few doctors had even heard of heart disease, let alone seen a case. Today, the number of people with cancer has increased to nearly one in two and heart disease runs it a close second.


But the 20th century saw not only rapid increases in previously rare diseases, it witnessed the emergence of many new ones. This was despite spending a vast amount of time, money and resources on increasing medical knowledge, diagnostic machines, drugs and treatment protocols. It seems that the more we have learned, the sicker we have become. There is no doubt that something has gone seriously wrong – and we seem to be incapable of learning from our mistakes.


In the case of health, the biggest obstacles to our learning are confusion, doubt, cynicism and preconceived – but unsupported – notions about what is healthy and what is not.


On the other side of the coin are the peoples on this planet who know nothing of our scientific breakthroughs; those who have no lists of nutritional information on the food they eat because the food they eat is entirely natural; those who have never heard of calories but don’t get fat; those whose diet is not what our convention would call ‘healthy’ but don’t get heart disease and cancer; those who even seem remarkably resistant to infectious diseases. We call these people ‘primitive’; for the last few centuries, we have sent them missionaries and doctors to bring them the ‘benefits’ of our civilization and to teach them our ways. And we have made them as sick as we are. When Dr Albert Schweitzer set up his mission in Gabon, he could find no cancer amongst the people there – but it was there when he left.


Ill-health is not normal


When I was writing this book, an acquaintance reading it was appalled at what I had written. She told me: ‘Who says we are all chronically sick? I certainly am not.’ The sad fact is that we accept catching colds and flu as normal; we accept having to put up with aches, pains and discomforts from acne, indigestion, constipation and arthritis, as ‘normal’ parts of our lives. Women expect to suffer PMT every month, pain when they give birth and distressing menopausal symptoms later in life. They believe these are ‘normal’ events they have no choice but to live with. We also accept having to wear glasses and hearing aids, have teeth with fillings, false teeth and those ugly braces children and young adults wear today as ‘normal’. We even accept as normal such medical procedures as coronary bypasses, hysterectomies, Cæsarean sections, and plastic hip joints.


But none of these things is either normal or natural. While trillions of pounds, dollars, euros and other currencies are wasted as scientists seek ways to treat and cure them, the vast majority need never have happened in the first place.


Although these conditions are caused by a variety of agents in our ‘civilized’ environment, most can be prevented merely by a change of diet. And many, if you already have them, can be treated so successfully that you will no longer have any symptoms, by the same change of diet and, crucially, without the need for drugs. They range from acne to Alzheimer’s, crooked teeth to cancer.


If that claim sounds impossible or unlikely, you only have to consult the medical literature. There you will find ample evidence documented that all of these, and more, can be helped merely by reducing the carbohydrate content of your diet and replacing it with fat.


What has gone wrong?


I believe three major things went wrong in the last century; the evidence supporting that belief is in this book.


The first mistake


The first mistake was made with the best of intentions but then got quite out of hand. About 50 years ago, several international forums agreed that the only way to feed the rapidly increasing world population was to produce and distribute grains and cereals as primary food sources for humans, rather than feed these to animals and then distribute meat and meat products. This approach to avoid food shortages was cheaper and more practical. At about the same time, scientists hypothesized a link between cholesterol and heart disease, pronouncing ‘saturated’ animal fats to be undesirable foods. These two ideas found common ground and came together in the last quarter of the 20th century to give us:




	The concept of ‘healthy eating’, which told us to eat less fat, particularly from animals.


	The promotion of polyunsaturated vegetable fats as ‘healthy’, despite a considerable body of evidence showing that they are biochemically unstable and harmful.


	The replacement of dietary fats with carbohydrates – starches and sugars found in bread, pasta, rice, potatoes, pulses, other vegetables and fruit – as a preferred energy source.


	The rapid growth of a multi-billion dollar industry which provided low-fat, high-carbohydrate ‘healthy’ convenience foods.


	The even more rapid expansion of a multi-billion dollar dieting industry to combat the rapidly rising tide of obesity that followed as a consequence of the new dogma.


	Pharmaceutical products to control blood cholesterol, appetite, hunger and blood pressure to counter the dramatic declines in health, also as a consequence of the new dietary regimes.


	Two generations of scientists, nutritionists, dieticians and doctors indoctrinated in the ‘low-fat’ dogma and a consequent decline in the knowledge base.



	The universal acceptance of these developments by governments and health agencies worldwide. (‘Healthy eating’ doctrine is promoted with huge financial backing.)





This all sparked off an unprecedented obsession about ‘health’ among western populations. It began in a small way in the 1970s but in the early 1980s there began what has become a crusade of almost religious fervour. Over the subsequent decades the rates at which illnesses occurred rose dramatically. Was this merely coincidence? No, it’s a classic example of cause and effect.


All this happened in defiance of scientific knowledge. For example, why should animal fats which we have been eating for the whole of our evolutionary history without any evidence of harm whatsoever suddenly become harmful in the last few decades? There is no evidence that the recent changes have made us healthier – quite the reverse. We are far less healthy now than we were just a few decades ago. This is borne out by the evidence from studies and trials published in the world’s medical and scientific journals.


The final standard by which any hypothesis should be judged is how well it accounts for existing findings, and how well it translates into predictions that can be unambiguously tested. It should also be tested against real-life situations. For example, imagine that you are standing on a flat plain at a place where your map says there is a hill. It is your map that is wrong, not the land. The same applies to health: if clinical trials say that lowering cholesterol with drugs will prolong life, but people who do lower their cholesterol in this way die younger, it is the trials that are wrong, not the populations who follow their guidelines.


Many eminent scientists have spoken out against this unsupported dogma, to little avail. The crucial point is that no scientist concerned with next year’s research grant is allowed to challenge ‘healthy’ dogma. Neither dare he assert that the recommendations of ‘healthy eating’ totally ignore our evolutionary background. With discussion and debate stifled, we have developed modern eating habits that couldn’t have been better designed to lead to the ill-health we see today if it had been deliberately planned that way.


This dogma is also taught in schools from an early age so that, today, the young have no concept of what real food is or, in many cases, even where it comes from. For example, for many youngsters, milk doesn’t come from cows, it comes from supermarkets in cartons; and if eating meat means killing pretty little lambs, then they will be vegetarians. I even find that older people, brought up with a very different dietary regime, have difficulty understanding why their health was better when they ate bread and dripping and fried breakfasts.


This all created an avenue for the second mistake: increasing government tinkering in the name of social justice.


The second mistake


The illusion of protecting the sick, poor and aging originally offered social engineers, parliamentary factions and regulatory agencies a convenient moral pretext for intrusion into, as well as a predatory grip on, the medical industry. Increasingly fierce government intervention followed, founded on the erroneous assumption that more government regulation and control could cure the ills that had been caused by government regulation and control. Third-party financing of medical services brought a radical shift of empowerment from patient and physician to administrative regulators. Universal coverage and unrestricted access also led to a dilution of responsibilities, waste, high administrative costs, a lower quality of care, and ultimately to the general dissatisfaction of all parties involved.


The third mistake


It also allowed the third, and most serious, mistake to happen as we became increasingly medicalized and reliant on health professionals, to the point where we can be – and are – heavily exploited.


In the US, children play a Hallowe’en game called ‘trick or treat’. Although it is thought of as a harmless game, it is really extortion with menaces. Our health industry employs a similar strategy, but with a subtle difference: with them it is trick and treat – exploiting and fostering unhealthy ‘healthy’ practices, they first trick us into an unhealthy life-style and then they treat the conditions those practices cause. This is not a new phenomenon: a distinguished physician told the Ontario Medical Association:




‘Far too large a section of the treatment of disease is today controlled by the big manufacturing pharmacists, who have enslaved us in a plausible pseudo-science … The blind faith which some men have in medicines illustrates too often the greatest of all human capacities – the capacity for self deception …’





Sir William Osler uttered those words in 1909. Nothing has changed for the better since then. Indeed, things have got considerably worse. And that is where this book will set the scene. Our exploitation by the ‘health industry’ has gone on for far too long. A large proportion of the trillions spent today on health go straight into anonymous pockets to fund lavish lifestyles. Too little is spent on improving health; practically nothing is spent on prevention of disease. Let’s face it, how could they make money out of us if we were well?


It must be obvious that the state of the medical establishment is dire. It is also demonstrable that the health and lives of millions of people are being sacrificed in the name of greed. Most of what is spent in western medicine produces only suffering and death. As the late Dr Robert Mendelsohn put it brilliantly in his book, Confessions of a Medical Heretic, ‘The God of Western Medicine is death. If you want to meet your maker, and soon, then submit to their ministrations.’


The good news is that you don’t have to be exploited. If you put your mind to it, not only can you be totally healthy, you can personally help to cut the huge cost of ill-health in this country to a fraction of its current levels. If you are not ill, they can’t sell you their expensive drugs. And once that happens, your taxes can be reduced.


It will be easy for you to be sceptical since much of what is contained in this book is not orthodox. I am also fully aware that my message is not ‘politically correct’. But I suggest that you defer your conclusions until you have compared this book’s findings with the physical and mental status of your own family, your brothers and sisters, their associated families, and of the mass of people you meet in business and on the street. When you look around you, it is important to make the comparison with standards of physical excellence you will find in pictures of ‘primitive’ groups in the anthropology section of your local library. Look at them, and then at your neighbours.


And since we are the ones who are ill, might it not be a good idea to abandon certain preconceived notions and readjust them to bring them into harmony with Nature’s laws? It is Nature, not dogma, which must be obeyed. Many ‘primitive’ races understand this better than we do. They are not protected by racial immunities; they suffer the same diseases we do when they adopt our ideas of nutrition and health. The supporting evidence for this statement is vast. I have tried to keep it as simple as possible.


While I accept that there is more wrong in modern society than just incorrect diet, this book concentrates on diet as that is something you, yourself, can control.


If you are sick of getting sick, you must understand that disease prevention is entirely down to you. All that is required of you is that you resist the pressures that government and the media, influenced by industry, have spoon-fed you over the years, and look at the facts.


Question government guidelines


In a BBC Radio 4 interview in August 2006, UK health minister, Patricia Hewitt, said that people should take responsibility for their own health: ‘The government’s responsibility is making it easier for people to make healthy choices.’ I couldn’t agree more. But before people can make choices, they must be aware that there is a choice. It is essential that the guidelines they are given to help them make those choices are based on a coherent body of reliable evidence, not unsupported dogma. This is not happening.


In his 1909 lecture, Sir William Osler also said: ‘We need a stern, iconoclastic spirit which leads … to an active scepticism – not the passive scepticism, born of despair, but the active scepticism born of a knowledge.’ So be sceptical and question the ‘experts’. When they tell you that you must eat such and such, ask for the evidence in support of their advice. If they can’t give it, don’t swallow it.





If you are one of the millions of people who are overweight, diabetic, have coronary heart disease, cancer, or any one of the many other conditions in this book, you must understand that, to solve these problems, you are going to have to change your lifestyle – for good. There’s no going back – if you do the same things you have always done, you will get the same results you have always gotten. It may take a bit of planning, maturity and commitment, but that is all. Do it for yourself and those who love you.


To that end, this book could start you on the road to real health – the way Nature intended; it could call a halt to the corruption in the health professions you will read about, reduce the NHS drugs bill and allow you to keep more of your hard-earned money; it might even, eventually, also allow the NHS to go into retirement, except for accident and emergency cover, as its founders envisaged. But most of all, it could mean that you, your children and their children live long and healthy lives.


The alternative – carrying on as we are – is not a viable option; it can only result in bankruptcy – either of the NHS itself, or of you and me who foot the bill through our taxes. And, of course, your continuing, worsening health.





Part One of this book sets out the extent of the corruption in the ‘health industry’; it shows how current ‘healthy’ dietary guidelines are based more on myth and wishful thinking than any coherent body of scientific evidence. And it gives the evidence for what we should really eat for health.


Part Two lists over 70 common, chronic, degenerative diseases. They range from the serious, such as cancer, heart disease, diabetes and senile dementia, to the less serious but no less distressing like acne and short-sightedness in children. This second part gives evidence that these diseases owe their recent rise in numbers to the diet we are all told to eat.





I am not a medical practitioner and the contents of this book are not based on my ideas. For the most part I simply report the results of research that recognized authorities – scientists, doctors and nutritionists – have carried out. Their findings and their conclusions are a matter of record in the major medical journals. What I have done is to collate them in a way which, I hope, you will find both interesting and informative. Three things I can promise: a rare opportunity to hear the other side of the health argument, a rare opportunity to learn the truth and an opportunity to be healthy again.


Pindar said: ‘Not every truth is the better for showing its face undisguised; and often silence is the wisest thing for a man to heed.’ I may well be castigated for writing this book, but I cannot be silent.



















Part One


The Misappropration of Health

























Chapter One


Trick to treat







Medical care is one of the world’s largest industries. This chapter sets the scene by detailing widespread corruption, fraud and mismanagement, largely for the benefit of the pharmaceutical industry. Heavily influenced by the drug companies, doctors’ training is seriously biased towards prescribing; medical research and publications are rarely independent. There is more interest in wealth than health.





Every year the amount of money the Chancellor gives to the UK’s National Health Service goes up and so do our taxes to provide for it. And every year we hear more and more complaints about falling levels of service, lengthening waiting times for treatment, and worsening levels of hospital-borne diseases. With the billions of pounds we pump into the NHS every year, have you ever wondered why we don’t get a better service? The reason seems to be because we do pump billions of pounds into the NHS every year.


The Global Corruption Report 2006,1 sponsored by the German government, shows that medical care is one of the most corrupt industries in the world – precisely because of the huge amount of money involved. Bribery of regulators and medical professionals, manipulation of research findings, medicines and supplies going adrift, corruption at the procurement stage, and the over-billing of insurance companies are all daily practices in medicine. The report estimates that the world spends more than three trillion dollars a year on health services. And although much of this goes into the pockets of the corrupt, they are rarely found out. It’s almost impossible to put a figure on corrupt practices. Medicine is so inept that a great deal of money is also lost through inefficiencies and honest mistakes, says the report.


One example of this corruption was revealed at a court case in Memphis, Tennessee, where the jury heard that surgeons had received ‘donations’ of hundreds of thousands of dollars as a small ‘thank you’ for carrying out some study or other. The Journal of the American Medical Association estimated that drug companies spend $13,000 (£7,360) per year on every doctor in order to encourage them to prescribe one drug or another. With a spend of $19 billion a year on marketing to doctors, this is considerably more than they spend on research. But the drugs sold by marketing them in this way make the companies a great deal more so, for them, it is worth it.


The health industry feeds off illness


The ultimate purpose of any business is to generate profits. Medicine is a business just like any other: it derives its income and profits from the sale of treatments for disease, which in most cases means the sale of drugs. If an industry profits from something, then it has a vested interest in that something continuing. So research into the prevention of disease is discouraged and ignored in medicine; the focus is on treatment only.


And if the treatment causes damaging side effects, they will give you another treatment for those side effects. And if the disease doesn’t go away (and it probably won’t as the cause is rarely addressed), then they will gladly refill your prescription. And if nothing seems to be working, don’t worry, they are about to announce that they are coming out with a new, better drug next month. (It will probably be only a slight variation on the formula for an existing one, but this will mean they can get a new patent.) Their PR department will spin a story of a revolutionary breakthrough for the newspapers, who will trumpet the good news on the front page. As a consequence, the public will be convinced that this new drug will bring them health, wealth and happiness, and they will all demand it. Arguments about ‘postcode lotteries’, where some patients are prescribed it whilst others in more prudent areas are not, will mean that very quickly, the National Institute for Health and Clinical Excellence (NICE), will approve it and soon everyone will have to be offered it. The NHS will then need yet more money to fund the treatment, most of which will go to the drug company.


Couldn’t happen, you think? Oh, but it does – all the time.


All ill health has the potential not just to make money, but to make it by the barrow load. Almost daily, it seems, we hear of medical breakthroughs that herald an end to one disease or another. It’s been the same for decades, and it’s a fraud and a delusion. In spite of the ‘triumphs’ of medical science, medicine is far from decreasing human suffering as much as its practitioners would like us to believe.


Paradoxically, in health, epochal discovery has rarely been brought about by medical men. Most of the truly significant discoveries have been made by men who, by standards applicable to their time, could only be considered scientific heretics – men so dedicated and so passionately altruistic that they dared to dream impossible dreams of victory over disease and made those impossible dreams become reality. But the penalty for dreaming such dreams has been severe – derision from their professional contemporaries and the label of fraud, or worse. Medical literature is full of such men.


In the 19th century, Dr Ignaz Semmelweis in Vienna held that germs on doctors’ hands caused death in childbirth. He proved it by getting doctors to wash their hands before delivering babies – and the death rate among newborn babies and their mothers plummeted. Doctors refused to see the obvious; Semmelweis went down in utter defeat driven out of his mind into an asylum, and an early death from the very staphylococcus infection that had been killing mothers.


Other heretics included Armand Trousseau, who found that there was an anti-rickets factor in fish liver oil, and Christiaan Eijkman who discovered that eating unpolished rice prevented the dread killer disease, beriberi. And there were, and are, many others. These men were scientists. Scientists aren’t like normal men. They ask questions that others are too lazy to research.


The eradication of cholera and typhoid in the 19th century wasn’t brought about by medical men, but by improvements in sanitation, clean piped drinking water and better housing. Child deaths from diphtheria, measles, scarlet fever and whooping cough fell dramatically in the early 20th century long before the introduction of antibiotics and widespread immunization. Although other factors helped, most important was the higher resistance of children to disease that followed from better nutrition.


Disease mongering




‘A LOT OF MONEY CAN BE MADE FROM HEALTHY PEOPLE WHO BELIEVE THEY ARE SICK. PHARMACEUTICAL COMPANIES SPONSOR DISEASES AND PROMOTE THEM TO PRESCRIBERS [DOCTORS] AND CONSUMERS.’





These are not my words; they are from the introduction to an article in the doctors’ own British Medical Journal.2 The article goes on to say ‘Some forms of “medicalization” may now be better described as “disease mongering” – extending the boundaries of treatable illness to expand markets for new products.’


The article explains how the pharmaceutical industry has four strategies:




	Find a benign symptom and persuade doctors that it is a discrete disease with a name.


	Make people anxious about it so that they seek medical treatment.


	Make out that the ‘disease’ is widespread so that doctors will see it in every patient.


	Get at the health professionals who draw up the medication guidelines; shower them with gifts, foreign holidays and consultancy contracts.





And it describes pseudo-treatments for baldness, osteoporosis, erectile dysfunction, and personal or social problems. One example involved the pharmaceutical giant, Roche, who, in a massive publicity campaign, announced that they had a cure for a hitherto undiagnosed psychiatric disorder suffered by one million Australians: Roche called it ‘social phobia’. But ‘patients’ need not worry; Roche had a cure: their antidepressant, Aurorix. For what grave medical condition were one million Australians to take Aurorix every day? Shyness!


Other examples of ‘disease mongering’ include:




	Implying that there’s something wrong with a normal function which needs treatment, such as a cholesterol level over 5.2 mmol/L (200 mg/dL). The idea that everyone’s cholesterol level must be exactly the same regardless of age, sex or circumstance is quite ridiculous.


	Selective use of statistics to exaggerate the benefits of treatment.


	Using a ‘surrogate’ end point. This is a very common ploy where a believed ‘risk marker’ is used instead of the real event. For example, high cholesterol is used as a marker instead of what really matters: a heart attack. The two are very different – and not necessarily related.





The use of misinformation to lead people to believe they have a disease that needs to be treated isn’t new: doctors in Harley Street, London, used similar methods long before modern pharmaceutical companies got in on the act. The difference now is that where general practitioners were once a bulwark of scepticism against any trading on a gullible public, for the last 30 years they have been used as a cost-effective marketing tool.3


Fraudulent drugs advertising


‘Our nation is in the throes of an epidemic of controlled prescription drug abuse and addiction … While America has been congratulating itself in recent years on curbing increases in alcohol and illicit drug abuse, and in the decline in teen smoking, abuse of prescription drugs has been stealthily, but sharply, rising,’ said Joseph A. Califano, Jr., chairman and president of the National Center on Addiction and Substance Abuse (CASA) at Columbia University and a former US Secretary of Health, Education and Welfare.4


The CASA report provided shocking findings about the abuse of addictive prescription drugs: ‘From 1992 to 2003, abuse of controlled prescription drugs grew at a rate twice that of marijuana abuse; five times that of cocaine abuse; sixty times that of heroin abuse.’ CASA notes: ‘The explosion in the prescription of addictive opioids, depressants and stimulants has, for many children, made their parents’ medicine cabinet a greater temptation and threat than the illegal street drug dealer.’


But the CASA report avoids holding the real culprits of the epidemic accountable. This drug epidemic has been orchestrated by physicians and pharmaceutical companies. It is a consequence of the irresponsible prescribing of controlled prescription drugs which have been widely advertised to entice the public – including impressionable children – to take drugs.


The US is not alone. The Institute for Evidence-Based Medicine, an independent research institute in Cologne, Germany, published a study in 2004 of the advertising material and marketing brochures sent out by drug companies to German GPs.5 The study found that only 6% of the brochures contained statements about drugs that were scientifically supported, while about 94% of the information in them had no scientific basis. They included cholesterol-lowering drugs, blood pressure drugs, and most drugs used for cancer chemotherapy.6-8 As drug companies spend billions promoting their products, you might expect them at least to get the science right.


In December 2003, Dr Allen Roses, worldwide Vice President at GlaxoSmithKline, Britain’s largest drug company, gave an interview to The Independent in which he stated that more than 90% of drugs only work in 30% to 50% of people.9 Not only was someone from the highest echelons of the drug industry, and a high-ranking academic scientist as well (Dr Roses is leading geneticist at Duke University), admitting that a staggeringly high proportion of what is done in the name of medical science is known to be essentially useless, he was also confirming what others had said. Writing in the British Medical Journal more than a decade earlier, Dr R. Smith had asked: ‘Where is the Wisdom’ in medicine? when he pointed out that: ‘Over 80% of all healthcare interventions and technologies have no scientific evidence of effectiveness.’10


It is actually worse than this because, as well as lacking benefits, the drugs’ side effects are known to cause a wide range of harmful side effects: the drugs companies knowingly market drugs that induce heart attacks11 and diabetes,12 cause drug dependency,13 and trigger violent suicidal and homicidal behaviour.14 Not surprisingly, in 2005, the pharmaceutical industry faced more product liability lawsuits than any other industry.15


Despite the obvious failures of ‘conventional’ drugs, pharmaceutical companies have a strong pecuniary interest in staying in business, ahead of the field. They will only fund research into drugs they can patent and sell; they won’t put money into substances which are not patentable; and they will strongly oppose any treatment that does not rely on drugs at all – such as the dietary protocol discussed in this book.


When is a gift not just a gift?


In 2000, an article in the Journal of the American Medical Association evaluated the impact of the pharmaceutical industry on doctors’ prescribing habits.16 It found that contact with drug companies began while doctors were at medical school and continued at a frequency of about once a week. The pharmaceutical industry pays for vacations; free air miles are awarded based on the number of prescriptions written; medical equipment is given to practising doctors; and all-expenses-paid trips are organized to ‘continuing medical education’ seminars – with speakers chosen by the pharmaceutical company.


Most doctors apparently don’t realize they are being manipulated in this way. Those interviewed for this article said that they believed the information presented by industry representatives was accurate, and that acceptance of gifts did not affect their prescribing practices. However, after contact with pharmaceutical representatives they tended to favour the prescription of new drugs and reduced their prescribing of generic drugs. In hospitals, changes in prescribing practice were still evident two years after physicians had attended a symposium, which demonstrated the long-term effect of drug promotions on prescribing practices at the institutional level.


The 2000 study reinforced a similar study conducted six years earlier.17 That showed that doctors who accepted funding to attend a drug company-sponsored symposium changed their prescribing practices, and added the sponsored drugs to their repertoire. Doctors who requested the addition of a new drug to a hospital formulary were five times more likely to have received money from drug companies to attend meetings, give speeches and perform research; 13 times more likely to have met with drug company representatives; and 19 times more likely to have accepted money from those companies, compared with doctors who did not request a particular drug. And requested additions were five times more likely to be for drugs produced by the same companies whose sales representatives met with the physicians, than for drugs from other companies.


These practices aren’t confined to richer nations. Multinational drug companies also target doctors in developing countries with bribes of lavish gifts, such as air conditioners, laptops, washing machines, TVs and microwave ovens, as an incentive to prescribe more medical drugs.18


It is obvious that drug companies’ marketing is highly successful in altering physicians’ prescribing habits – which is why doctors should stop seeing these representatives, according to a study published in 1999,19 highlighting doctors’ inappropriate and wasteful use of medications after meetings with sales reps.


Doctors’ patients are bought


Before any drugs can be used on people, they have to be tested. But where do you find someone silly enough to be a guinea pig? Easy; the drug companies buy them. One common way is to pay university students who are usually broke to take part. But the drug companies also target medical school researchers’ patients. In this case the academic researcher is usually offered a per-patient reimbursement by the drug manufacturer that exceeds the per-patient cost to the researcher. And, of course, the researcher can use this money as he wishes. An article in the Annals of Internal Medicine stressed that this situation, besides usually being unknown to patients enrolled in the trials, has the potential of creating conflicts of interest. The paper suggested that this could be avoided by re-directing the extra funding to the medical school rather than to the individual investigator. But it points out that, if this were done, the drug company probably wouldn’t get the researcher’s cooperation.20



The drug companies target academia …


Official bodies may also contribute to conflicts of interest. There is little point in focusing solely on conflicts of interest related to the pharmaceutical industry while ignoring other important factors that create bias. While scientific and educational meetings routinely require disclosure of conflicts related to industry, they don’t ask for disclosures related to clinical income or government grants, both of which are major factors for professional success and involve financial sums much greater than the gifts from industry. If small gifts can create bias, how much worse might these be?


… and charities



A similar practice, conducted quietly but growing in popularity, involves drug companies’ involvement in charities, according to an exposé published in the New York Times.21 Private-practice doctors across the US set up such charities, which then receive major donations, often in the millions of dollars a year, from drug companies and medical device manufacturers. Concern is rising that drug company payments to such not-for-profit, tax-exempt organizations bias treatment decisions, lead to suspect research findings, and provide a forum for conflict of interest and misuse of funds. The charities are also closely linked to the doctors’ for-profit medical groups, which typically use the products and devices made by the drug companies funding them.


Drug companies boycott conference following speech


But the drug companies won’t play if their ploys are disclosed. In November 2006, a young medical researcher almost stopped an entire conference in New Mexico after her talk about drug company influence on medical education.22 The speaker, Professor Adriane Fugh-Berman of Georgetown University, told her audience: ‘Drug representatives are paid to be nice to us, as long as we cooperate, sustaining our market share of targeted drugs and limiting our continuing medical education lectures to messages that increase drug sales.’ At that, one drug company representative said her company would immediately withdraw its sponsorship and no longer support the annual conference; the next day there was a near total exhibitor boycott as only one exhibitor showed up. A physician friend of Professor Fugh-Berman remarked: ‘Maybe he missed your talk.’


Fraud in medical journals


The drug companies use even more deceitful methods which compound their duplicity. Trials of new drugs, conducted as they are firstly on animals and then on humans, usually over many years, are hugely expensive. It’s understandable that drug companies want to recoup their costs, but what happens when a particular drug doesn’t live up to the drug company’s hopes and expectations? Do they abandon all that work? It seems that the answer is often, No. According to a well-referenced exposé by Shane Ellison, an internationally-recognized authority on therapeutic nutrition with first-hand experience in drug design, companies use deceit to bypass the usual controls, and medical ghostwriting and ‘checkbook science’ are the most prominent manifestations of this deceit.23


Medical ghostwriting is the practice of hiring scientists with PhDs to write drug reports that hype benefits while hiding side effects. The ghostwriters then bow out and qualified physicians are recruited to add their names as the authors. According to Ellison, the reward for ghostwriters can be up to $20,000 per report; the scientists are rewarded with the prestige of having been published.


This practice is much more common than you might think. The New England Journal of Medicine relaxed its conflict-of-interest rules in 2002.24 The following year Professor David Healy, of the University of Wales, suggested that half of the journal’s drug review articles were written by ghostwriters.25 Dr Richard Smith, editor of the British Journal of Medicine acknowledged that medical ghostwriting was a ‘very big problem’. He told The Observer: ‘We are being hoodwinked by the drug companies. The articles come in with doctors’ names on them and we often find some of them have little or no idea about what they have written.’ He continued: ‘When we find out, we reject the paper, but it is very difficult. In a sense, we have brought it on ourselves by insisting that any involvement by a drug company should be made explicit. They have just found ways to get round this and go undercover.’ The deputy editor of the Journal of the American Medical Association concurred: ‘This is all about bypassing science. Medicine is becoming a sort of Cloud Cuckoo Land, where doctors don’t know what papers they can trust in the journals, and the public doesn’t want to believe.’26


‘Checkbook science’


According to Dr Diana Zuckerman of the National Center for Policy Research for Women and Families, Washington, DC, the greatest danger to public health might be ‘checkbook science’, which she defines as ‘research intended not to expand knowledge or to benefit humanity but to sell products.’27


Drs Joe Collier and Ike Iheanacho, of the Medicines Policy Unit in London, say that cheque-book science explains why deadly drugs are approved. Drug companies have enormous financial power. They choose the investigators from medical academies and government institutions and in many instances involve them in the collation, interpretation and reporting of data. Akin to medical ghostwriting, this practice allows drug companies to hide the dangers associated with drugs while highlighting benefits.28


‘Sometimes,’ say Collier and Iheanacho, ‘their commercially determined goals represent genuine advances in healthcare provision, but most often they are implicated in excessive and costly production of information that … can risk undermining the best interests of patients and society.’


As with medical ghostwriting, cheque-book science is extremely common. Universities and similar teaching organizations should be independent and unbiased. But, despite increasing awareness of the potential impact of financial conflicts of interest on biomedical research, many academic professors have personal financial ties to drug makers.29 Justin E. Bekelman and colleagues at Yale University School of Medicine say that: ‘Approximately one fourth of investigators have industry affiliations, and roughly two thirds of academic institutions hold equity in start-ups that sponsor research performed at the same institutions.’


US government institutions are guilty, too. The National Institutes of Health (NIH) were once considered: ‘an island of objective and pristine research, untainted by the influences of commercialization.’ Their supposed objectivity influences medicine and health not just in the US but in other countries, including the UK. However, according to an in-depth article published in the LA Times, top scientists at NIH also collect pay cheques and stock options from the drug industry.30 To substantiate this claim, the LA Times published a list of scientists and their gratuities from drug companies; the sums involved were up to more than $600,000. NIH officials apparently allow almost all of their own top-paid employees to keep ‘consulting’ fees confidential. When it comes to disclosing financial conflicts of interest, NIH is reckoned to be the most secretive agency in the US government.


While it is understandable that the drug companies aren’t in business for their health, they don’t seem to be in it for the sake of anyone else’s health either.


The Bayh-Dole Act


You might wonder how on earth this has been allowed to happen. The answer lies in a 1980 amendment to US patent law, called the Bayh-Dole Act. It was the brainchild of President Reagan’s science advisor, George Keyworth II. Keyworth had been watching the United States get beaten in world markets by the Japanese. The Act was intended to stimulate advanced technological invention and speed its transfer from university laboratories into private industry, where it could be put to work for the US economy; to allow universities to commercialize products and inventions without losing their federal research funding. It looked like a great idea and several private drug companies contributed billions of dollars of much needed research money to the universities at a time when research costs were increasing dramatically.


This helped to launch the biotech industry and speed several life-saving products to market. It also allowed the pharmaceutical industries to buy the expertise of the best academic clinicians at the medical schools for a fraction of the costs of in-house teams; it ensured lower costs and access to a bigger market for their drugs. The academics not only received the research grant money; they could augment their incomes with $1,000-a-day consulting contracts with pharmaceutical companies, patent royalties, licensing fees, and stock options.


But there was a serious downside: Bayh-Dole has fostered increasingly close relationships between the academics upon whom not just the US but the world depends for unbiased medical information, and private drug companies which are anything but unbiased.


It is assumed that professional medical journals, which are regarded by the medical profession as their bibles, offer the hard science behind any given drug. This assumption is false. Thanks to widespread medical fraud, medical journals can’t be trusted.


Publication bias


There is one further phenomenon to be considered: publication bias. Not all studies produce the result that researchers were hoping for. This is particularly true of drug trials. Drug companies will not normally publish such results, and the medical journals don’t like to publish them either. For this reason, only data that appear to convey a benefit will be published; data which are negative will not. This leaves readers with the impression that the evidence for a procedure or drug is all positive, when, in many cases, it may be marginal at best.


Political censorship is even worse than this. Editors of once great journals, such as Nature, jump through hoops in order to prevent the publication of critiques of establishment dogma.


The 31 May 2003 issue of the British Medical Journal ran no fewer than six articles saying that too many of the published drug studies are no more than industry-sponsored ‘infomercials’, citing the selective reporting bias whereby only pro-industry studies are published. It suggested that it was: ‘Time to untangle doctors from drug companies.’ Time, yes, but there is little sign yet that this state of affairs will cease. As a result of this bias the word ‘cure’ has all but vanished from the medical literature.


Pharmaceutical company bias


The effectiveness of a drug is usually established by a trial of the drug versus a placebo. These trials are expensive and usually funded by manufacturers. But when researchers from the University of California investigated 192 published trials for cholesterol-lowering statin drugs, they found that the results were 20 times more likely to be favourable, and the researchers 35 times more likely to give their conclusions a favourable spin, when the drug company was paying than when the funding was from an independent source.31 In fact the greater effectiveness of a drug over placebo seems to disappear when tested independently. A systematic search of the Cochrane Database of Systematic Reviews, considered by many to be the most objective medical science reporting of all, showed that all of the industry-funded meta-analyses of drugs recommended the experimental drug without reservations, while none of the Cochrane reviews did so, even though the estimated treatment effects were the same in both cases.32 Peter Gøtzsche at the Nordic Cochrane Center in Copenhagen, a co-author of the meta-analyses report, said that he would now ignore any meta-analyses funded by drug companies.33 But drug trials are worthwhile investments for drug companies for, once a drug has received a favourable review in a so-called ‘scientific’ trial, it is well on the road to millions of dollars of sales.


This probably wouldn’t be the case, however, if the drug companies published their data showing that their drugs were useless or harmful. Not surprisingly, they don’t. Whenever a study doesn’t come up with the ‘right answer’, they keep quiet about it. To combat this, the Labour Party’s 2005 election manifesto promised to: ‘require registration of all clinical trials and publication of their findings for all trials of medicinal products with a marketing authorization in the UK.’ However, under EU legislation, it seems that forcing drug companies to publish negative trial results is illegal!34 So we can’t even trust those whose duty it is to protect us.


Misleading abstracts


There is one last point that must be made in this context. There are some 30,000 medical journals published throughout the world. No busy doctor can be expected to read more than a handful at most. The papers they contain are often long and complex, so many doctors will simply read the ‘abstract’ (summary) and, perhaps, the conclusions. It is important, therefore, that the abstract be a true reflection of the paper. It is worrying that a review of the accuracy of abstracts in six of the most prestigious and most read journals found that up to 68% of their abstracts were inaccurate. The authors of the review conclude: ‘Data in the abstract that are inconsistent with or absent from the article’s body are common, even in large-circulation general medical journals.’35


The result


We now have a situation where caring and conscientious General Practitioners and hospital doctors have no way of knowing which drugs or other treatments have any benefit and which may cause harm to their patients. Having to rely on the papers published in medical journals is, for them, fraught with danger. They are caught in a trap not of their making, but which has conferred on them an unenviable reputation as harmers of our health, as we will see later.


And how are their patients to make informed treatment choices if they cannot rely on the efficacy and safety of the treatments that are recommended to them by their physicians? 


Health or wealth?


Drugs companies aren’t philanthropic organizations and they must make a profit to survive. This means that a treatment which doesn’t make money is of no interest to them. Dr Bernard Dixon, writing in the medical journal, Lancet, in 2003, asked whether the recent outbreak of SARS in Asia might be treated by the well-tried, century-old technique of ‘passive immunity’ – that is injecting antibodies derived from infected patients and multiplied in some neutral organism. This method can be greatly improved by modern biotechnology. ‘Would it not work?’ he asked. A drug company executive told him: ‘Of course it would. But we’ve looked at it and there’s no money in it.’36


Are new drugs any better than the old ones?


Drug companies make most of their profits from the sale of new drugs; when patents run out, so does their income. New drugs are always launched with a promise that they are far better than the drugs that they replace. And human nature being what it is, we tend to believe this.


In reality, the new drugs are often no better; indeed, they are often only a little different from the ones they replace. It’s true that they are usually far more powerful, but that often means they come with an even greater risk of causing a serious adverse reaction.


When a new drug comes on the market, everyone expects the prescribing doctor to report any adverse reactions in his patients. But a new Portuguese study has discovered this doesn’t happen as often as it should in Portugal, with less than 10% of the numbers expected according to the World Health Organization.37 The US, Canada, Italy, Sweden and the UK also have very low reporting rates, say the researchers. Nonetheless, health authorities often recommend newer – and more expensive – drugs even though medical trials consistently discover that they are no more effective, or safer, than the older generations of drugs.


To combat this (we are told) we have institutions such as NICE in the UK and the FDA (Food and Drugs Administration) in the US. But just what is their role? Is it to protect us, the public, or to help the drug companies generate greater profits?


Psychiatrist, Dr David Healy (by now a Professor), from the North Wales Department of Psychological Medicine, writing in the British Medical Journal, wanted to know why a drug company had written to him, admitting that its antidepressant, paroxetine, might increase the risk of suicide six-fold, while the official data from the regulators painted a far rosier picture.38 ‘Many people expect drug companies to be slow to concede that a drug causes hazards, but we do not expect our regulators to be even slower,’ he said.


The reluctance of the drug regulators to issue warnings about drugs happens on both sides of the Atlantic. Dr Healy pointed out that ‘every antidepressant licensed since 1987’ was associated with a higher risk of suicide compared with placebo, and yet America’s drug regulator, the FDA, continued to obscure this vital fact. The FDA was aware that drug manufacturers had tried to muddy the waters by wrongly blaming some suicides and suicide attempts on the placebo rather than the drug itself, and yet had done nothing about it.


Dr Jerry Avorn, writing in the New England Journal of Medicine, points out that: ‘Since 1992, the United States has relied heavily on the pharmaceutical industry to pay the salaries of Food and Drug Administration scientists who review new drug applications.’ More than 40% of the budget of the FDA division that reviews new drug applications is contributed by those drug companies. Avorn tells how colleagues at the FDA are worried that the organization is accountable to the industry it regulates. ‘One FDA scientist who was often criticized for being too concerned about drug-risk data was told by his supervisor to remember that the agency’s client was the pharmaceutical industry. “That’s odd,” he replied. “I thought our clients were the people of the United States.”’39 Pressures on the FDA by drug companies to rush the drug-approval process have led to the FDA’s regulatory review times being among the shortest in the world.


Consumer, beware


In view of the wide range of harmful side effects, you might expect that compensation should be forthcoming in the event of harm. You would be wrong. So many people in the US have brought lawsuits against drug companies for the harm caused by their drugs that something had to be done. And it probably isn’t what you might expect. In February 2008, the US Supreme Court’s decision gave the biotech drug and device industry immunity from liability for marketing defective products that kill.40 American consumers now no longer have any recourse if they are harmed by defective drugs, vaccines or medical devices that carry the FDA seal of approval. That seal of approval is a licence to market even poorly tested, defective drugs, vaccines and medical devices that kill. And these drugs can be used in other countries as well as the US.


So, beware: if you blindly accept and use any prescription drug and it harms you, it’s your own fault!


The American model


The main driving force behind American medicine is wealth rather than health. There is plenty of insurance money so doctors have no compunction about cashing in on it. This, of course, increases medical insurance premiums, which means even more money … and so on.


According to a new survey which was conducted for the Commonwealth Fund, a non-partisan foundation that supports research into health and social issues, 40% of adults polled reported having serious problems paying for health insurance or for their own or a family member’s healthcare in the past two years. A similar number reported having serious problems getting appointments to see a doctor when they were ill; and that the time needed to handle paperwork or deal with disputes related to medical bills and health insurance was a serious problem. Three-quarters of US adults now: ‘believe the US healthcare system needs to be fundamentally changed or rebuilt completely.’


High healthcare costs have long been a problem in the US. With an average household income of $44,000, half of those earning up to $50,000 report difficulties paying for healthcare. There are also concerns that costs are ‘moving up the income ladder’; worries about whether they would be able to afford high-quality care when needed were found in groups with incomes as high as $75,000. Not surprisingly, ‘the findings indicate that more than half of all households experience stress when paying for medical care.’41


The health industry milks the system for all it can get. The British NHS could find itself in similar trouble unless the hold the drug companies have on it is not broken soon.



Approve our drug or else …


If anyone still believes the pharmaceutical industry’s main concern is to help mankind they might be interested in the way drug company executives lobby UK government ministers. In an exposé, The Guardian reported on notes made at meetings between drug company lobbyists and government ministers, which have just been made public under Freedom of Information legislation.42


The article reveals bully-boy tactics and threats from the drug company executives to get their new expensive drugs ‘fast-tracked’ by NICE for acceptance within the NHS. Over the eight months from October 2005 to May 2006, senior executives from ten drug companies met ministers to press for favourable decisions on their products. The executives were highly critical of NICE. Although NICE is an independent expert body the government invariably accepts NICE’s final recommendations. At one meeting, the health minister, Jane Kennedy, was confronted by eight managing directors, vice-presidents and senior executives from six drug companies who lobbied hard for a NICE ruling to be overturned by the government; two companies lobbied ministers for wider access by patients to their drugs, both of which were later turned down by NICE on the grounds that they were not effective enough and too expensive; and Pfizer executives suggested they could withdraw their investment in the UK unless NICE reconsidered its refusal of one of Pfizer’s drugs.


This giant US company, with annual revenues of $52.5 billion (£26 billion), suggested that it might ‘take its business elsewhere’ unless the government helped create a more ‘robust’ environment for pharmaceuticals in the UK. Richard Marsh, director of external affairs at Bristol-Myers Squibb, who also attended one of the government meetings, said drug companies wanted to invest in countries with a ‘favourable environment’.


With a total investment in research and development of more than £3.4 billion in 2004, the pharmaceutical industry is a major contributor to the UK economy. So, in effect, the government is being told it must either approve drugs, without all the time-consuming safety and efficacy checks, or lose substantial inward investment. It’s a powerful lobby which has no regard for the patient or the tax-payer.


And it’s not just the drug companies that are lobbying for this. It seems that there is also intensive lobbying by the White House to grant American pharmaceutical giants unrestricted access to the UK market. If it is successful, it means every new, approved drug would become immediately available on the NHS as part of a free-market initiative. US deputy health secretary, Alex Azar, has also intimated that the American system of advertising drugs directly to the patient would also be introduced.43


… and pay a higher price for it



In another story, The Guardian reported that GlaxoSmithKline had won a partial court victory in an attempt to block wholesalers from buying its drugs cheaply in Spain and selling them in the UK and other European countries where prices are higher.44 Drug companies set different prices for their medicines in each country according to what they think the market will stand. It is called ‘parallel trading’. Prices in the UK are relatively high, so wholesalers will buy up cheaper stocks in Spain, Portugal or Greece and sell them to UK high street pharmacies at discount prices. This saves the NHS £200m a year. Major pharmaceutical companies, however, argue that it damages innovation by reducing the profits available to invest in research and development (R&D) of new medicines.



Fat cats and your local GP



When we talk of fat cats in industry, few people think of their family doctor. In 2006 a study of tax returns forced a rethink.45 As the NHS’s cash crisis deepened and hospitals shed thousands of jobs, it emerged that GPs’ average annual earnings rose by 63% in 2006; some are earning up to £250,000 a year – the equivalent of ten nurses’ salaries.


Whether such huge incomes deliver value for money is subject of much debate. Then Prime Minister, Tony Blair, robustly defended this, saying: ‘It’s right we make our GPs the best paid in Europe.’ He neglected to add that NHS Trusts were concurrently closing wards and sacking staff to balance their books as they ran short of money.


This turn of events may be because of yet another ploy used by the drug companies: according to the New York Times, they use governments to endorse and recommend their products. The way they do this is by rewarding physicians with outrageous bonuses and appointments. But not just any physicians; these are the doctors who are on official government panels that set the policy on which drugs will be recommended. It is vital that you understand that this is the way the system operates if you are to resist it.


It was entirely government incompetence combined with mercenary advice from a malevolent drugs industry that led to this sorry state of affairs. The UK’s New Labour government seemed more interested in ‘targets’ than in people’s health. It used targets to measure how healthy we were. When the government introduced this method of measuring healthcare, the way GPs were paid changed so that around two-thirds of their income was linked to whether they delivered ‘quality services’ in certain areas. Targets varied from record keeping to providing a range of clinical services such as cholesterol tests, cancer screens and flu jabs. For the GPs, the more targets they met, the more points they earned, and the more points they earned, the more pounds they found in their pockets. That might not seem like such a bad idea: it would give doctors an incentive to work harder and we would all be healthier as a result, wouldn’t we? It hasn’t worked that way.


The Quality and Outcomes Framework (QOF) provides 1,050 points for targets across all of the clinical domains, with 550 related to heart disease alone. Each point is worth £124. If doctors manage to get all their patients on all the schemes, that’s an extra £126,000 on top of their already not inconsiderable salaries of around £106,000. It’s a very powerful incentive for doctors to comply with government targets whether they believe it is doing any good or not. And there’s another dimension: with QOF points being written into the national contract and dicta coming from NICE, it is clear that clinical judgement is no longer required; indeed, it will have to be suspended where NICE ‘advises’ clinicians on best practice. The average physician will depart from ‘approved practice’ at his peril – the penalties for not toeing the party line being abandonment by his medical defence organization and having no professional support from his colleagues.


We now have healthcare by committee decision, arbitrary order and censure; and the professional wilderness awaits clinicians who dare to use their medical experience and knowledge to question or challenge this orthodoxy.


The UK government defends its policy, of course, saying that it is helping to ensure preventative measures such as health checks take place. And that will make us all healthier and save money in the long term. It’s cloud cuckoo land, as we will see in the next chapter.


Patients’ groups, underwhelmed by these tactics, complain that GPs are so busy ‘ticking the boxes’ so that they can earn money for reaching targets that there is little time left for patients’ real health problems. Niall Dickson, chief executive of the independent medical think-tank, the King’s Fund, says the GPs’ contract has not only not increased GPs’ productivity, it may actually have reduced it.


In the UK, this ‘payment by results’ scheme has resulted in many GP practices reaching the specified targets. Overall, practices attained 93.2% of the total available points for diabetes.46 But it’s a total waste of money because, as physicians pick up their bonuses, the numbers of cases of degenerative diseases such as diabetes are increasing at an alarming rate.


Whatever happened to the concept of ‘First do no harm’?


Another of the reasons for the increase in NHS costs is a constant demand for more and more doctors, nurses and hospitals. Try to close a hospital or even a ward and all hell breaks loose in the local press. But it might be better for our health if, instead of demanding more doctors, we did reduce their numbers. Not only would that cut costs; there is very strong evidence that fewer doctors might actually result in us being healthier.


Doctors strike – and death rates fall


Doctors don’t often go on strike, but it has happened sufficiently often for a disturbing trend to be noticed. During the rare times that they have gone on strike – in several countries – the death rate has always gone down.


In 2000, Israeli doctors employed in public hospitals pursued a course of industrial action. This included the cancellation of outpatient clinics and the postponement of all routine surgery. And this limited strike action had some unusual consequences. Throughout Israel, while the doctors were on strike, death rates fell. The coastal city of Netanya has only one hospital whose staff members had a ‘no strike’ clause in their contracts. As a result, doctors in Netanya continued to work normally – and death rates remained stubbornly the same, failing to reflect the reduction that was shown in almost all of the rest of the country.47 And it wasn’t the first time; doctors in Israel went on strike in 1973, and reduced their total daily patient contacts from 65,000 to just 7,000. The strike lasted a month and during that time the death rate, according to the Jerusalem Burial Society, dropped by half.


It doesn’t just happen in Israel. The 1960s saw physicians in Canada go on strike and the mortality rate dropped. In 1976, in Bogota, Colombia, doctors refused to treat all but emergency cases for a period of 52 days, and in that time the death rate fell by 35%.48 In the same year the death rate dropped 18% during a ‘slow-down’ by doctors in Los Angeles. After the strike, deaths rates jumped to 3% above normal for more than five weeks as the Los Angeles doctors caught up on their paperwork.49


And it is a standing joke among cardiologists that death rates fall during their conferences because fewer of them are attempting to cure moribund patients by doing dangerous surgery. Their treatment can be worse than the disease. It may come as no surprise, therefore, that a major report by Australian medical researchers posed the question ‘WILL MORE DOCTORS INCREASE OR DECREASE DEATH RATES?’ The report, written by scientists at the Centre for Health Program Evaluation, hypothesized that an increase in death rates in that country was caused by an increase in the number of doctors. Although the report was concerned only with the situation in Australia, there is strong evidence to suggest that this question also needs to be addressed in many other developed countries including Britain and the US.


You may think that the question and hypothesis are outrageous. After all, Primum non nocere, ‘First, do no harm’, is a central tenet guiding medical practice, and most doctors treat this tenet very seriously. Yet the reality is that, with the state of healthcare as it is, our continual calls for more doctors, and expansion of the NHS and our dependence on it, may actually be increasing rather than decreasing illness in our lives. With the world’s highest concentration of doctors – one for every 500 people – you might expect that the US would be the healthiest country. Far from it; data from a health survey of the top thirteen wealthiest industrialized countries were published in the summer of 2000. The US came twelfth.50


One reason why medical care may increase death rates is the large number of adverse events associated with it. The Australian report mentions a 1995 study of 14,000 hospital admissions. Of those admitted almost 17% suffered an adverse event. One in seven adverse events resulted in a permanent disability and one in 20 of the individuals affected died.51


Even that may be an under-assessment. Research on under-reporting of serious adverse drug reactions in the United States and Canada suggests that formal reporting rates may be as low as 1.5% of the real total. US estimates place adverse drug reactions as the fifth most common cause of death after heart disease, cancer, stroke and pulmonary disease.52 These figures are not always easy to acquire. It is well known that doctors and hospital consultants are notoriously bad at reporting drug side effects. Although there is a new national reporting system in the UK designed to flag potentially dangerous drugs and remedies, pharmacists said they tend not to report a side effect if patients have been harmed; they are more likely to report only those incidents where a protocol has been broken.53 They fear that they will be blamed for any side effect, and so feel it is not worth running the risk. Why might they act in this way? It seems that they are ashamed to admit to their patients that they were wrong.54


In modern society there is an increasing tendency, typified by the human rights movement, to shame governments, professions and individuals into complying with a particular organization’s ideas for social change. Shame is hard to deal with. It engenders embarrassment and guilt; it makes professionals feel flawed. It is, perhaps, no surprise that they fall back on silence. Shame is probably the major reason why most doctors don’t report adverse drug effects or change their views on the usefulness and harm of drugs.


A second possibility, which the Australian researchers call ‘the dependency hypothesis’, is the idea that the more doctors are available, the more dependent on them people become to maintain their health. This leads patients to adopt an exaggerated confidence in the effectiveness of medical care and its ability to offset the harmful effects of their own self-neglect. But that is not a healthy attitude because getting involved with the medical profession can be decidedly dangerous. In 1999, doctors in the US were recognized as the third leading cause of death.50 Four years later another review had elevated them into first place.55 The number of Americans killed by FDA-approved pharmaceuticals is equivalent to dropping a nuclear bomb on a major US city every year.


We in Britain are not immune to this trend. On 13 August 2004, an astonishing article appeared on the front page of  The Times. Based on an independent report published in the British Medical Journal, it confirmed that medical accidents and errors were directly blamed for the deaths of 40,000 Britons per year. This made them officially Britain’s fourth-biggest killer. But the report went on to state that less than a third of an estimated 900,000 medical mistakes are properly reported each year. The figure also excluded errors committed in primary care such as in GPs’ surgeries.


The following year came a Parliamentary Public Accounts Committee Report, A Safer Place for Patients: Learning to Improve Patient Safety. It stated that some 22% of medical mistakes that lead to a serious reaction or even death go unreported in the UK. This is because, while you may read ‘the patient died from complications of surgery’, the truth is often ‘the surgeon killed the patient’. Only one in four hospitals owns up to the patient (or relatives) when something goes wrong; the rest blame it on the disease itself; while just one in 25 drug reactions is ever reported. This massive under-reporting of mistakes is an acknowledged problem. It is usually because of fears of litigation.


Government officials were shocked to hear that nobody knows how many of the reported blunders end in the death of the patient. But based on the known, reported accidents, one in 10 people admitted to a hospital in Britain every year will suffer an incident that will harm them, said Tory MP Edward Leigh, chairman of the Commons Public Accounts Committee. These included 974,000 medical ‘accidents’.56 This is a conservative estimate; government officials accept the figure is more likely to be 1,190,000. We should then add 300,000 hospital-acquired infections, and 250,000 serious adverse reactions to a prescription drug, a figure which is again a very conservative estimate as it is based only on reported reactions – a truer figure may be closer to 1,200,000 every year, according to officials. This means that some 2,690,000 people, or 4.5% of the entire population, could be harmed by medical mishaps every year. ‘The numbers of blunders could have been halved if staff had learned from earlier errors,’ the report said. Edward Leigh added: ‘No public health system should tolerate a failure to learn from previous experience on this scale.’


The lapses cost the NHS (actually, you and me, the taxpayers, of course) an estimated £2 billion in extra bed days and £540 million in litigation and compensation.


All of this may be why the late Dr Robert Mendelsohn, a physician himself, wrote: ‘Doctors in general should be treated with about the same degree of trust as used car salesmen.’57


However, we do need doctors; no matter how healthy we are, there will always be accidents and emergencies. Doctors are intelligent, good and caring people. Nonetheless, intensely busy and inundated with information and the need to meet government targets, they just cannot keep up. So, hard-working doctors at the sharp end should not be blamed if they get it wrong occasionally. They are being manipulated as much as their patients are.


But when a society’s healthcare system is one of the major killers in that society then that system is a failed system in need of immediate attention.


Doctors are the most trusted people in Britain


In view of all that has been written above, you might be surprised to learn that according to a Mori Poll taken in 2006, an overwhelming 91% of the population voted doctors the most trustworthy professionals in the UK for the 22nd year running.58 But that might be because the British Medical Association, the UK doctors’ trade union, funded the poll.


Do doctors get the wrong training?


If you go to your doctor today, it’s extremely unlikely that he will tell you that whatever you have wrong with you is curable. When you use the word ‘cure’ around him, he will interpret the word to mean ‘treat’. His medical school training will have taught him that everything is ‘treatable’ but practically nothing is ‘curable’. For example, take adult onset (type-2) diabetes, which has reached epidemic proportions throughout the industrialized world over the last decade or so. Conventional treatment means taking an increasing number of drugs for the rest of your life as the illness progresses and your health declines. Yet this form of diabetes has been curable for some 70 years. It is also probably the easiest disease both to cure and to prevent, without resorting to drugs, as we will see in Chapter 20.


Your doctor will also never tell you that not so long ago, obesity, high blood pressure, high cholesterol, high blood glucose and insulin levels, strokes, heart failure, poor wound healing, peripheral nerve damage and many other non-contagious disorders were once well understood to be no more than symptoms of diabetes.


There may be two reasons why doctors think in this way. Firstly, there is the drug companies’ influence on medical education.59 Doctors are taught to think drugs, drugs, drugs. Despite this, David Webb, Professor of Therapeutics and Pharmacology at the University of Edinburgh, said: ‘Patients are becoming ill and some are dying as a result of poor prescribing … A substantial proportion of that is undoubtedly avoidable.’ This is because doctors are no longer being taught the basics about drugs and how they work – they are led by drug salesmen, who make great claims for their drugs while underplaying the dangers. It’s an alarming situation that is worrying medical students, who have privately expressed their concerns about their lack of prescribing knowledge.


This level of doctors’ drug knowledge is especially worrying at a time when drug company hype and influence have reached fever pitch, and when drugs have become more complex and dangerous.


The second training fault seems to lie in the simple fact that, as Dr G. T. Wrench pointed out in the Introduction to his 1938 book, The Wheel of Health, during all their years at medical school physicians are taught entirely about disease, not about health:60 




‘After debating the question – Why disease? Why not health? – again and again with my fellow students, I slowly, before I qualified, came to a further question – Why was it that as students we were always presented with sick or convalescent people for our teaching and never with the ultrahealthy? Why were we only taught disease? Why was it presumed that we knew all about health in its fullness? The teaching was wholly one-sided. Moreover, the basis of our teaching upon disease was pathology, namely, the appearance of that which is dead from disease … By the time, however, we reached real health … the studies were dropped. Their human representatives, the patients, were now well, and neither we nor our educators were any longer concerned with them. We made no studies of the healthy – only the sick.’





The experience that Dr Wrench had in medical school has changed little over the subsequent decades. Doctors today still get little or no training in nutrition even though a person’s nutrition is probably the most important single factor influencing his or her health.


Hippocrates’ admonition to ‘Let food be thy medicine, and let thy medicine be food’ is as meaningful today as it was two millennia ago.


Drug companies control patients’ groups


So, if you can’t trust your doctor as an impartial source, who can you turn to? One answer might seem to be an independent patient support group that supplies helpful information and advice on specific diseases. Sorry, that probably won’t help either: these groups are also targeted by the drug companies. They call it ‘astroturfing’.


The Ekbom Support Group which helps advise people with restless leg syndrome was discovered to have been ‘astroturfed’ by GlaxoSmithKline (GSK), the manufacturer of Adartrel, a drug for restless leg syndrome. GSK helped Ekbom set up its website and Ekbom was found to be actively promoting Adartrel. This underhand trick might never have come to light if the website hadn’t started to promote the drug some eight months before it had been approved.


The British Medical Journal investigated 28 other support groups. They found that 27 were being funded by drug companies, and were presenting information that was, at best, ‘partial’. The journal found they all seemed to be pushing specific drugs to treat conditions, while downplaying risks. The latest is a new pan-European pressure group, Cancer United (CU), which was launched in Brussels on 19 October 2006. It described itself as a pioneering coalition of doctors, nurses and patients, pushing for equal access to cancer care throughout Europe. Many MPs, MEPs and leading figures in European cancer charities, including the head of the European Cancer Patients Coalition, joined CU’s board. Then it became clear that things weren’t all they seemed to be. It turns out that CU is merely a front for the drug giant, Roche, which makes Herceptin, the new breast cancer ‘wonder drug’, and Avastin. Not only is Roche funding the coalition; a senior Roche executive is sitting on CU’s board, and Roche’s PR agency, Weber Shandwick, which has been heavily promoting it to clinicians and journalists, is CU’s secretariat.61 Roche’s action is further evidence of the pressing need for transparency and accountability in the pharmaceutical industry. A Consumers International study earlier in 2006 found that the top 20 drug companies in Europe all flout their own industry guidelines on corporate social responsibility.


The religion of health


Medical politics has slowly assumed the trappings of a religion whose dogmas we are expected to follow without question. Doctors and nutritionists have become health priests whose verdicts we must accept blindly. School teachers, elected and appointed public health officials, TV and radio pundits, even TV chefs and chat show hosts, have become lay-preachers so that they, too, can help to spread the gospel. People cannot be blamed for acquiescing as many have received this indoctrination since childhood, just as happens in other religions. And anyone who objects or tries to preach a different gospel is ridiculed, ostracized and vilified. This is particularly true of people within the medical profession.


The late Dr Robert Mendelsohn wrote: ‘There’s no room for compromise because churches never compromise on canon law … in medical politics there is a rigid authoritarian power structure which can be moved only through winner-take-all power plays. Historically, doctors who have dared to change things significantly have been ostracized and have had to sacrifice their careers in order to hold to their ideas. Few doctors are willing to do either.’


Many religions are evangelical; ‘Health’ is no different. It sets out with evangelical zeal to convert unbelievers. In the next chapter, we will see the lengths to which the medical establishment will go to increase its ‘congregation’.


Of course, not all doctors are taken in. An Australian doctor, Herbert Nehrlich, summarized the financial aspect in limerick form:








Any doctor today must have stealth,


as he deals with his patients’ ill health.


Let me tell you, my friend,


what goes on in the end


is a state-sanctioned transfer of wealth.




























Chapter Two


What’s behind the screens?







Screening for disease is promoted as a preventive measure. It is not: if a disease is found it hasn’t been prevented. With considerable evidence of adverse effects, medical screening seems merely a pretext to increase the ‘patient base’ and identify a market for increased drug sales, with precious little evidence of benefit to the ‘patients’.





Not so long ago every other child had its adenoids or tonsils removed; a hysterectomy was performed on any woman who had menstrual problems; appendectomies were performed on symptom-free patients ‘just to be on the safe side’; and circumcision of the sons of middle-class parents for reasons of ‘hygiene’ were commonplace. These examples of ritualized brutality happened in the middle of the 20th century; they were the medical fads of their time. If you believe that medicine has come a long way since then, you would be wrong. Fads may change but fixations that owe more to passion and political correctness than to evidence or logic are still common and still visited on a trusting populace. They also provide the medical world with something to do and a ready source of income.


The latter half of the 20th century saw the emergence of a belief that any disease could be eradicated if enough were spent on research and if the diseases could be found before the patient knew he/she had them. And if you want to sell drugs, then identifying people who might ‘benefit’ from them is a major priority. So the medical profession began to spend a great deal more time and money looking for diseases which had no symptoms.


The government, no doubt influenced and advised by vested interests, reinforced the message with a sense of moral mission which forces submission to ‘check-ups’ at every routine visit to the doctor’s surgery.1 Try to say ‘no thanks’ and you will be branded as ungrateful or downright irresponsible. In the US blackmail is used: a child who hasn’t had this or that vaccination isn’t allowed in school. And it has become a punishable crime to believe there might be evidence which refutes your doctor’s unasked-for advice. Don’t take your statin, and you could be struck off as a patient.


Prevention is better than cure, we are told. Screening is a ‘good thing’. Finding and treating diseases increases life-expectancy, reduces expenses in the National Health Service and promotes health. That’s the belief. Actually there is no evidence that the progress of any disease targeted today is much influenced by the treatments we have for them; finding them earlier merely increases the burden of worry. And if the government is so naïve as to believe that health costs will be reduced, they might reflect that the elderly cost significantly more both in their medical and social requirements and in their pensions. You don’t save money by promoting longevity. Only the health industry makes money out of screening programmes.


The incentive for patients


In 1986, British General Practitioners were required to offer three-yearly health assessments to adult patients under 75 years of age, and were encouraged to offer health promotion services to all their patients. In the middle of 1991, the government announced a green paper, The Health of the Nation. It marked a significant change of emphasis for the NHS. The government said that tens of thousands of premature deaths could be avoided if people could be persuaded to change their lifestyles. According to the strategy proposed by the paper, the main causes of diseases believed to be preventable would each be ‘targeted’ in a concerted attempt to reduce their incidence over the next two decades.


The major targets included cutting premature deaths from coronary heart disease by 7,500 per year by the end of the 20th century; reducing cancer deaths, 85% of which it believed were preventable; and reducing stroke deaths by 30% by the end of that century. Other areas where the paper suggested that health could be improved included obesity, diabetes, asthma, mental illness, child health, and food-borne diseases.


The fallacy that prevention is always better than cure


This shift of interest towards ‘preventive’ medicine appeared to be a good thing. There were good historical examples of where taking preventive measures had resulted in large reductions in disease. But to say that prevention is better than cure in all cases involves a fallacy.


Preventive medicine in Britain today is confined almost exclusively to screening the population for diseases. This is not prevention of the disease; if a disease is found, it hasn’t been prevented.


Nevertheless, for such procedures to be of benefit a number of criteria are well established.2 Firstly, the disease must be both common and serious, as screening for an uncommon disease will throw up many false results which will inevitably incur the cost of further testing, and cause unnecessary anxiety which itself is harmful. Secondly, there must be an effective treatment for the disease available, as there is no point in detecting a disease for which there is no effective remedy.


After screening comes the second phase of ‘preventive’ measures. This usually involves changing one’s lifestyle in some way, at a price which may be high. We know that a smoker is more likely to get lung cancer than a non-smoker. The preventive measure here is to stop smoking and, in this case, the lost pleasure of smoking is balanced by having more money to spend on other treats. In other cases, however, there may be no compensating benefit. For example, we can avoid being hit by a bus by staying at home. But would you want to?


We understand how infectious diseases are caused and can combat most of them. However, many modern diseases are caused by the way we live or the stresses placed on us. Increasing those pressures has been shown to increase the incidences of such diseases – and screening for disease increases those stresses.


Screening for cancer


Not so long ago, the diagnosis of cancer was thought to be a death sentence; today we tend to believe that any cancer can be cured if it is caught early enough. It may appear at first sight that cancer is an ideal disease at which to aim a pre-emptive strike, before it spreads. But on closer examination that turns out to be a misconception. While there have been advances over the past few decades in the treatment of some of the rarer cancers such as childhood leukaemia, melanoma and testicular cancer, there have been no similar advances in treatments of the more common cancers despite the vast resources that have been thrown at them. By telling us of death rates we have been persuaded that mass screening programmes are justifiable. In fact, only if it can be shown that death rates are falling can one say that screening for cancers is really worthwhile. As yet there is little sign of any significant reduction in the number of deaths from the common cancers. In The Cancer Business, Dr Patrick Rattigan wrote in 1990: ‘In Britain, at the present time, around one third of general hospital patients are suffering from cancer. Two out of five of the population have, or will develop, the disease. If we accept the figures for cancer incidence of 30% in 1980, 40% now and 50% in the year 2010, at the present rate of increase the figure will reach 100% around 2080.’3 So far Rattigan’s figures are proving to be remarkably accurate.


Breast cancer screening


In 1971, the year that President Nixon declared ‘War on Cancer’, 11,182 women in England and Wales died of breast cancer; in 2005 the number was 11,040.4 As you can see, not a lot has changed over those 34 years, despite countless trillions spent trying to find a cure or useful treatment for the condition.


It’s even worse in the US where breast cancers have increased at an alarming rate over recent years. In the 1940s, a woman’s lifetime risk of breast cancer was one in 22. By 2004, it had tripled to one in seven. More American women have died of breast cancer in the last 20 years than the total number of Americans killed in World War I, World War II, the Korean War and the Vietnam War together.5


You might expect that discovery of breast cancer earlier would enhance the chances of a successful treatment. But by the time a breast cancer is large enough to be detectable by hand, it has usually been growing, on average, for some eight years. Mammography may detect it at about six years. Mammography will only make an appreciable difference to the outcome, therefore, if the tumour metastasizes (spreads) during the two years in between – and there is no reason to believe that it will.6


To complicate things, whether a breast tumour will kill seems to depend more on what type of cancer it is than its age. In many cases removal of a breast is irrelevant to the eventual outcome. Mortality statistics show that, as yet, there has been no really significant reduction in the numbers of women dying of the disease – even with breast removal.7 Nevertheless, early detection of a lump and removal of a breast seems to be the most frequent course of events, involving disfigurement and much consequent psychological distress. Some American doctors actually advise women with no sign of the disease to have both breasts removed merely as a precaution. It is inevitable that far more women will suffer this mutilation than would ever have contracted a breast tumour.


‘Relative’ or ‘absolute’ risk


So just how much benefit can you truly expect from regular mammography? How effective is it in terms of saving lives? Before I answer those questions we need to understand the difference between relative risk and absolute risk. 


 Table 2.1: Benefits of mammography – breast cancer deaths




[image: ]





If one person in every 100,000 of a population suffers an ailment, then the absolute risk is 1 per 100,000, or 0.001%. If the number of people suffering the disease doubles, there has been an apparently spectacular increase of 100% in the relative risk, but the absolute risk, at 0.002%, or 1 in 50,000, is still extremely small. When the pharmaceutical industry and the media want headlines, it is the more eye-catching relative risks that are quoted; the unspectacular absolute risks are rarely mentioned. Yet the absolute risks are the ones that matter: they are the ones that predict the likelihood of any one person suffering a complaint.


The effectiveness of mammography


In the trials tabled above, although relative benefits from mammography in four trials may look worthwhile, the reduction in absolute risk is very small; two of the results were so small that they did not achieve statistical significance.


You might argue that even a small chance of saving a life is worth doing and you might be right – if the screening process enhanced the likelihood of a cure, but there is absolutely no evidence that it does. Professor Samuel Epstein, of the University of Illinois, and colleagues pointed out the lack of benefit from breast cancer screening in 2001, saying:




‘Even assuming that high quality screening of a population of women between the ages of 50 and 69 would reduce breast cancer mortality by up to 25% … the chances of any individual woman benefiting are remote. For women in this age group, about 4% are likely to develop breast cancer annually, about one in four of whom, or 1% overall, will die from this disease. Thus, the 0.75 relative risk applies to this 1%, so 99.75% of the women screened are unlikely to benefit.’8





On 20 September 1995, Independent Television News broadcast the news that breast cancer screening was a success. To demonstrate the benefits of mammography in detecting malignancies, the item stated that doctors had saved 7,000 women’s lives. Let’s look at that figure. Breast cancer screening is conducted routinely on women between the ages of 50 and 69. So that is the age group where benefits, if any, will be seen. In 1994, the most recent figures available at the time of that News report, the number of women in that age group who had died of breast cancer was 4,621.


By 2005, (the latest figures published at the time of writing this book), the reduction from 1994 was only 790. So where, I wondered, did that 7,000 figure come from? I was told that the reduction they claimed was a reduction from what they thought figures would have been if nothing had been done. They make it up as they go along!


Breast cancer screening has been recommended in Sweden since 1985. As a study published in 1999 found no decrease in breast-cancer mortality in that country, Drs P. C. Gøtzsche and O. Olsen at the Rigshospitalet, Copenhagen, did a meta-analysis themselves.9 They concluded that: ‘Screening for breast cancer with mammography is unjustified,’ and continued:




‘If the Swedish trials are judged to be unbiased, the data show that for every 1000 women screened biennially throughout 12 years, one breast-cancer death is avoided, whereas the total number of deaths is increased by six.’





Naturally, publication of this study caused a flood of letters disagreeing with its findings. The Swedes, however, were supported by the Canadian National Breast Screening Study-2 (CNBSS-2). That had been following more than 39,000 women assigned either to annual physical examination or to examination plus mammography since the mid-1980s. This found that, although mammography did lead to the discovery of smaller, earlier stage tumours, it still did not improve breast cancer survival rates over examination alone.10


Adverse effects


Modern mammography is so sensitive that it can detect very small abnormalities, the vast majority of which turn out to be quite harmless. For this reason, the value of mammography in detecting tumours is estimated to be less than 10%, meaning that more than nine out of every 10 of all positive results are false positives. Such over-diagnosis then leads to unnecessary breast removal and the trauma that accompanies such an operation. It also means that a great many unnecessary biopsies are performed. X-rays, exploratory surgery and biopsies themselves can all promote tumour formation.11


Mammography can start a cancer


When you have a mammogram, your breasts are X-rayed. It is no secret whatsoever that X-radiation causes cancer. We have known that for a century. ‘Oh but, when a breast is X-rayed the dose is very small,’ women are told. But according to the textbook, Clinical Oncology for Medical Students and Physicians: ‘Tumor induction information for extremely low doses [of radiation] … has been difficult to obtain … [It] is the subject of great debate.’12 In other words, we don’t know! While one X-ray may not do much harm, radiation damage is cumulative, so what are the consequences of having annual mammograms for several years?


Mammography can spread cancer


When a breast is X-rayed, it is squashed between two plates, with enough force to cause pain. According to Clinical Oncology: ‘Massage of a tumor is followed by massively increased numbers of circulating tumor cells in the bloodstream in animals. A few clinical studies suggest the same phenomena [in humans]’. Mammography is far more brutal than massage.


Mammography often turns up something that doesn’t look as it should. When this happens, women are asked to return for a second examination – and another chance to do more damage.


Biopsies spread cancer


Breast cancer among women aged between 50 and 64 years has been increasing by 1.8% every year since 1990, an inexorable rise that cannot be fully accounted for by improved scanning programmes identifying more cases. When mammography finds things that cannot be resolved with a second mammogram, oncologists delve inside the breast to see what is there. This procedure, where tissue is removed for examination, is called a biopsy – more usually a ‘needle biopsy’ because a hollow needle is inserted through the breast tissue to the spot where the abnormality is thought to be and a piece is snipped off.


But biopsies themselves can promote tumour formation in two ways: firstly, by the inflammation and trauma in the surrounding cells, as inflammation increases the risk of starting a tumour;11 and secondly, according to Clinical Oncology: ‘a needle track may harbor nests of cells which may form the basis for a later recurrent spread.’


Researchers in a new study fear that biopsy may be playing a part in the spread of early-stage breast cancer, especially among women aged over 50 years.13 It is the 50- to 64-year-olds who are more likely to have a biopsy; all other age groups have shown a decline in breast cancer rates over the same period.


In the vast majority of cases the borderline abnormalities revealed by mammography might be better left undisturbed. 




Case history


My mother was an example of what can happen. She went into hospital in August 1994 because she was suffering from a hiatus hernia. It was an uncomfortable condition but hardly life-threatening. While she was there, doctors gave her a full examination and found a lump in her breast. My mother said she had known about this lump, which had given her no symptoms, for over 20 years. However, the doctors did a biopsy and pronounced the lump a malignant cancer. The following April, at the age of 85, my mother died from a metastasis in her liver. Was it just coincidence that her breast tumour spread at that time?





A study by researchers from the Nordic Cochrane Centre in Denmark found that mammograms may harm 10 times as many women as they help.14


Trials of mammography still go on. A study led by Joann Elmore, Professor of Medicine at the University of Washington School of Medicine, Seattle, put women with and without breast cancer into two groups.15 The authors opined that if screening prevented women from dying from breast cancer then the cancer-free group would contain a higher proportion of women who had been screened. However, screening rates in the two groups were the same. Checking cancer deaths over a 15-year period in women aged 40 to 65, they say: ‘We observed no appreciable association between breast cancer mortality and screening history [regardless of age or risk level].’


As breast cancer screening has potential adverse effects, Dr M. Baum, Professor of Surgery at the Royal Marsden NHS Trust, London, believes that women should be told the truth so that they can make an informed choice as to whether they want to participate or not. Dr Baum is uncomfortable with the suggestion that General Practitioners should coerce women into the programme without this information, but he could see why the medical profession might not want to let women know – they might stay away.16 Dr Baum wrote:




‘In absolute terms less than 1% of women who are invited for screening will benefit from it, whereas a greater percentage will have to face the problems of false alarms, unnecessary surgery, unnecessary labelling as having cancer … true informed consent for an invitation to screening might reduce rather than increase acceptance.’





If women really understood this issue, perhaps the practice could be stopped. But they don’t. An Irish study published in the European Journal of Cancer found that although women and men were aware of breast cancer, they lacked accurate knowledge about it.17 The researchers say: ‘The ignorance highlighted by this study makes it unlikely that the general public or at-risk females could currently make sensible or informed decisions on a range of breast cancer issues … These problems might be redressed somewhat if impartial healthcare agencies provided accurate information.’ But if they did that, would women subject themselves to the barbarity of mammography? And mammography may not even be the best way to detect breast cancer. Canadian researchers say that mammography screening is inadequate for detecting breast cancer in women who are at high risk of developing the disease.18 They recommend MRI scans, which are less harmful, but more effective. The problem with MRI is that it is more expensive.


Cervical cancer screening


Cervical cancer is much rarer than breast cancer. This inevitably means more false positives and false negatives. The 10% of the female population found to have ‘pre-cancerous cells’ is some 100 times greater than the number of women who will go on to develop the disease. In other words, only one out of 100 positive results is likely to be cancer. Realistically, cervical cancer screening is so inefficient as a predictor of cancer that it is not worth doing.


Women given a positive result have shown considerable adverse psychological consequences.19 In a study published in the British Journal of Obstetrics and Gynaecology, nearly 65% had anxieties about cervical cancer, 68% suffered tension, over 70% had mood swings, 50% found their sexual interest was impaired and over 40% had difficulty sleeping. Even where a negative (clear) result was given and women should have been reassured that they had no cancer, many had similar anxieties: over 43% worried about cervical cancer, 75% suffered tension, 68% had mood swings, 31% had impaired sexual interest; and more than a quarter had difficulty sleeping.


Two hundred and twenty-four women were screened for cervical cancer in a trial at Temple University, Pennsylvania, in 1990. Of them, 106 had normal test results which required no follow-up, but 118 were recalled for a further examination. Of the 65% who turned up, not one was found to have a cancer.20 Imagine, however, how they must have felt when they got the letter calling them back for re-examination; and imagine how worried the 35% who did not go back must have continued to be.21


Between 1988 and 1993, 225,974 women were screened for cervical cancer in the Bristol Screening Programme. Abnormal cells were found in 15,551 of them; nearly 6,000 were referred for colposcopy (insertion of a fibre optic into the vagina for an optical examination). Dr A. E. Raffle and colleagues in Bristol pointed out that these numbers are excessively high compared with the actual numbers of cases of cervical cancer.22 The number of women who would be expected to develop cervical cancer in a five-year period before screening began 40 years ago was in the order of 150 to 200. So, even if screening had controlled the numbers of deaths which otherwise would have occurred, that figure would not have exceeded 220. Thus over 15,000 women were wrongly told they were at risk and 5,800 investigated and treated – and left with lifelong worries about a cancer which they would never have suffered.


Despite a high take-up of invitations for screening, there has been no detectable reduction in deaths from cervical cancer as a result of screening. Over the country most of the women who die of cervical cancer have been screened.


Recently, the guidelines came under considerable criticism because of the lack of scientific evidence on which they were based.23 One of the guidelines’ authors was particularly outspoken on the subject.24


Cervical cancer is a violent and fast-acting cancer. Testing for it every three years inevitably means that most cancers will be missed. Professor James McCormick of Dublin University Medical School concluded that this screening: ‘is an expensive contribution to ill health because the harm exceeds the possible benefits by a substantial margin.’


Many general practitioners would agree with that. But if they do not comply with guidelines set for them by government, that they get 80% of their female patients screened, they are liable to suffer financial penalties. And so they continue with this useless process.


Prostate cancer screening


In the early 1990s, it was fashionable in the US to screen men for prostate cancer although no trials into possible benefits had been done. It was politically correct to give men the same benefits as women. The same began to be applied to British men. And so another expensive screening programme was begun. Again there are serious doubts about its usefulness. Prostate cancer is a quiescent cancer which is very common in elderly men. But, since the operation is more radical than simply the removal of the prostate and often leaves the patient incontinent and impotent, it is unjustified in men who feel all right as they are.


The way that prostate cancer is tested for is either with a blood test to measure Prostate-Specific Antigen (PSA) or a digital rectal examination. Because men don’t like the doctor to stick his finger up their backside – and doctors don’t like doing it either – a PSA test is the normal method used.


But PSA is not only raised by cancer; it is also raised in benign prostatic hyperplasia and in prostatitis, neither of which is cancerous. Being overweight or obese can also affect PSA levels: PSA goes down as weight increases; and riding a bicycle can raise PSA; and men can have advanced prostate cancer, yet also have a PSA reading of zero.


It is now probably too late to undo the damage done to a generation of men who have undergone a PSA test and been treated because of the readings. Urologist, Professor Peter Whelan said of testing for PSA that it: ‘promotes stress and anxiety’.25 Which is assuredly true.


And after all this hoo-ha, a major study in 2005 suggested that, even if a man were found to have prostate cancer, the best thing for him to do was nothing.26 In which case there isn’t much point in testing for it. The fact is that many men will develop prostate cancer if they live long enough. But by far the majority die with it, rather than of it.


Early detection does not prolong life


Even if a cancer is discovered earlier, that doesn’t necessarily mean the patient will live any longer. The cancer industry tends to measure its effectiveness in terms of ‘five-year survival rates’. In other words, if you live for five years from first diagnosis of cancer, you are a ‘success’. Let’s look at a hypothetical case from two points of view:




Scenario One:


Mary discovers a lump in her breast when she is 50 years old. It is biopsied and confirmed as cancer. After treatment, the cancer metastasizes and Mary dies of it at age 54. As Mary didn’t survive for the critical five years, the treatment is listed as a failure.


Scenario Two:


A routine mammogram finds that Mary has a breast tumour when she is 48 years old. It is biopsied and confirmed as cancer. After treatment, the cancer metastasizes and Mary dies of it at age 54. Mary did survive for the critical five years and she is logged as a success.





And this is exactly what does happen. Finding a cancer earlier merely gives a longer time between diagnosis and death. This means that Mary is scored as a victory for the cancer industry, even though she lived not one day longer.


Incidentally, if you die as a result of the cancer treatment you receive, you are also classified as a success – because you didn’t die of cancer!


Summary


The problem is that the cancer industry is a multi-billion dollar industry, rife with conflicts of interest. Most contributions to cancer research go toward paying salaries and upkeep of buildings, not into cancer research – and certainly not to cancer prevention. Few in the cancer industry seem to be actively trying to prevent cancer. If they succeeded, they would all be jobless.


In the 20 years from 1970 to 1990, the cancer industry was worth an estimated one trillion dollars ($1,000,000,000,000) in the US alone.27 That included contributions from a generous – but misled – public, treatment centres, and sales of chemotherapy drugs. Today the figure exceeds six times that amount. Yet we are no closer to finding a cure than we were 50 years ago. Despite President Nixon’s famous ‘War on Cancer’ in 1971, we are still being prescribed the same three failing treatments for cancer: surgery, radiation treatment and chemotherapy, or slash, burn and poison, as they are more commonly called.


The central harm of screening for cancer is that it can detect pseudo-disease: an abnormality that meets the definition of cancer but either does not progress, or grows so slowly that an individual dies from another cause before the cancer ever causes symptoms. As screening tests become increasingly sensitive, the detection of pseudo-disease is bound to become an increasingly common problem. The follow-up procedures and psychological aspects engendered by such screening probably cause far more harm than any of the cancers screening is supposed to prevent.


Coronary heart disease screening


Because heart attacks are our ‘biggest killer’, it is fondly hoped that screening can be of the greatest benefit in this condition. But even today, we do not know what causes coronary heart disease and, without knowing its cause, cannot know how to cure or prevent it. As there is no point whatsoever in detecting a disease for which there is no known effective treatment, screening for it is a total waste of time and resources.


But some will say that we do know the cause of coronary heart disease: it is high cholesterol, or too much fat in our diets, or smoking, or not taking enough exercise, or one or more of 246 ‘risk factors’ for heart disease that were identified in 1981.28 That number is now several hundred more – which tells us that we really have little idea what causes coronary heart disease.


So, the first problem lies in deciding what to test for. As a predictor of coronary risk, total blood cholesterol turns out to be irrelevant,29 and merely testing for that is regarded by many experts as misguided. Far more reliable, they claim, is measurement of HDL (the ‘good’ cholesterol). However, in tests of the accuracy of checking for HDL at various laboratories,30 values differed by as much as 40% in 95% of the samples tested. A test of 16 instruments manufactured by nine companies in 44 laboratories found that, although the inaccuracies of the machines were lower at 3.6% to 4.4%, biases attributed to the methods used ranged from -6.8% to +25%.31 A third study to evaluate the ability of cholesterol screening to detect individuals with blood cholesterol abnormalities concluded that 41% of those with abnormal levels would not be detected using present guidelines.32


To compound the machines’ errors, an individual’s blood cholesterol is constantly changing. There is a gradual increase in the general level throughout life quite naturally and this seems to be protective. It also changes from day to day and even from minute to minute quite naturally.


Raised blood cholesterol is part of the ‘fight-or-flight’ reflex. If you run to the surgery your cholesterol will be higher than if you walk; if it is tested sitting down, it will be higher than if you are lying; if you are anxious about the result, that can elevate the level. Imagine that you are asleep in bed at 2.00 AM, and you are woken suddenly by what you are certain is a burglar. You will know how quickly your heart starts to race – well, that is how quickly your blood cholesterol level will rise – and for the same reason. The difference can be as much as 23%.33 To put it in perspective, let us assume that you are around 30 years old and your cholesterol level is a perfectly respectable 6.0 mmol/l (230 mg/dL). You hurry to the surgery and are anxious about the result. This could raise it by 25% to 7.5 (288 mg/dL). If it is sent to a laboratory giving high readings it could be raised by a further 1.3 (50 mg/dL). Your perfectly normal 6.0 is now a high 8.8 (338 mg/dL)!


So many variables affect cholesterol levels that a one-off test is a waste of time and an unnecessary worry for the patient. Yet one-off readings are used as a basis for the prescription of a class of drugs that are the biggest money-spinners of all time – the cholesterol-lowering drugs called statins.


Statins


Have you ever wondered why the figure 5.2 mmol/L (200 mg/dl) became the ‘healthy’ level of cholesterol? According to a professor at the University of Maryland (who prefers to remain anonymous), it was an entirely political decision made on the floor of the National Institutes of Health Mazur Auditorium in December 1984. She told me: ‘The decision would allow the National Heart, Lung and Blood Institute (NHLBI) to have yet another even more extensive long-term “trial” to work on. The NHLBI could not get more money from Congress for more large trials such as the MRFIT (Multiple Risk Factor Intervention Trial) or LRC (Lipid Research Council) and they were developing the National Cholesterol Education Program. With the cutoff number at the lower end of the normal range (200 mg/dL), they could include all of the healthy normal citizens in the range that would need treatment with diet, and since the diet would never work to permanently lower those normal levels to below 200 mg/dL, they could recommend that all these people should go onto cholesterol-lowering medications. The three men who were heading the NHLBI [I won’t include the names] were standing together in the Mazur Auditorium just before the Cholesterol Consensus Conference began. They were discussing the cutoff level of serum cholesterol to put into the consensus report. One said to the other two, “but we can’t have the cutoff at 240; it has to be at 200 or we won’t have enough people to test.” Several of us from the University of Maryland, Department of Chemistry Lipids Research Group were standing directly behind them and within clear earshot. We looked at each other and of course were not surprised when the final numbers came out.’


In 2001 the Journal of the American Medical Association published a ‘Financial Disclosure’ of the doctors who had set that ‘healthy’ cholesterol level.34 It told readers that most were connected financially with the manufacturers of cholesterol-lowering drugs, and it named them.


The heart disease screening situation is similar to that of cancer screening: the expenditure of lots of money and resources with little perceivable benefit other than the sale of drugs!


Statins are the drugs of choice for high blood cholesterol (hypercholesterolaemia). There is no definition for hypercholesterolaemia, but if American doctors accept the NCEP guidelines, as they will be obliged to do when the guidelines form part of their ‘standard of care’ programme, nearly all Americans will soon be on a statin. And the rest of the developed world will not be far behind, because we all seem to follow the US example. We in Britain are actually ahead of the US as statins are already available here without prescription.


The statins whose patents haven’t run out sell at over £1 per pill and they are taken at the dose rate of one pill, per person, per day – for life. As screening for ‘high cholesterol’ with a cut-off at 5.0 (recently down from 5.2, and they are currently talking of lowering it again to 4.0) will find that most people ‘need’ to take them, drug companies can look forward to an extremely lucrative period, at least until their patents run out. Currently the worldwide market for statins is worth upwards of £30 billion a year.


Between 1996 and 2002, prescriptions of cholesterol-lowering drugs, mainly statins, increased in Britain nearly six-fold from 3.1 million to 17.6 million items, costing the NHS a total of £571 million in 2002 compared with £93 million just six years earlier. You would expect that such a huge increase in expenditure would be supported by a similarly huge reduction in hospital admissions for heart problems. It wasn’t. During the period, the number of hospital admissions for heart attack or other heart problem fell by a meagre 4%.35


But that is only half the problem. Statin drugs have a wide variety of adverse side effects. Serious adverse events (SAEs) comprise one component of safety and are potentially the most important outcome measure in randomized trials. Regulatory bodies require SAEs, which include any untoward medical occurrence that results in death, is life-threatening, requires hospitalization or prolongation of hospitalization, or results in persistent or significant disability, to be collected in all clinical trials. In studies of statins these are rarely reported.36


Statins are now among the best-selling prescription drugs in the world and are widely viewed as very safe. Yet adverse effects reported with statins include gastrointestinal and neurological effects, psychiatric problems, immune effects such as lupus-like syndrome, potentially fatal muscle wasting, erectile dysfunction and breast enlargement in men, rashes and other skin problems, and disturbed sleep.


The only light on the horizon for some sanity is in the recently published Incremental Decrease in End Points Through Aggressive Lipid Lowering (IDEAL) study which compared the two most common statins: simvastatin, marketed as Zocor, and atorvastatin, marketed as Lipitor.37 It was the first and only study so far to give a true report of adverse effects: nearly all of the participants suffered an adverse effect, half of which were listed as severe.


Despite these data, the British government is still bowing to commercial pressure and aggressively bribing doctors to prescribe statins, even to those who cannot possibly benefit from any cholesterol lowering.



Statins are not suitable for the elderly …


Irritability or short temper is a problem that occurs with statin therapy and resolves with its discontinuation.38 This might seem a trivial problem, but for elderly patients who depend on others for assistance, irritability and its impact on their relationship with caregivers may have special implications.






Table 2.2: Adverse effects: the IDEAL Study (Data from the IDEAL’s Table 4








	Numbers of participants

	

Zocor 4449




	
Lipitor 4439






	 

	No. (%)

	No. (%)






	Any adverse event

	4202 (94.4)

	4204 (94.7)






	Any serious adverse event

	2108 (47.4)

	2064 (46.5)






	Any adverse event resulting in permanent discontinuation of study drug

	186 (4.2)

	426 (9.6)















Heart failure may also occur in patients taking statin therapy. In some people, the heart-damaging effects of statins may impair heart pumping function.39 However, in patients with reduced pumping function due to coronary artery blockages, statins may help heart pumping by improving blood flow to the heart.40 It depends on the person whether benefit or harm dominates with statin therapy.


Statins inhibit the body’s production of cholesterol. But they also inhibit the production of Coenzyme Q10 (CoQ10), which is enormously important for the heart, one of the biggest users of CoQ10.


One side effect of particular note for the elderly population, is that the PROSPER trial found a significant increase in cancers with statins.41 Because statins have been reported to cause cancer in animals, the significant increase in cancer in this trial cannot be dismissed as necessarily a fluke. While a similar increase has not been seen in studies of statins in younger people, older people have poorer stores of the cancer-protecting antioxidant nutrients that low-density lipoprotein cholesterol helps to transport to body tissues. Even if the fractional change in risk were similar, the elderly have a higher risk of cancer.


While middle-aged men at high risk for heart disease did appear to get a small mortality benefit from statins,42 no trend toward overall survival benefit is seen in elderly patients at high risk for cardiovascular disease.41 Despite this, the elderly are seen by many GPs as at high risk for a heart attack and put on statins.


… or for women



I have seen many advertisements for statins in women’s magazines, but women need to know that lowering cholesterol has not been shown to be of benefit to women of any age, whether or not they have had a heart attack.


Read the fine print


Lastly, if you need any more convincing that statins are not worth the huge amount of tax money that is spent on them, it’s worth reading the fine print on the medication. In the US, where it’s wise for manufacturers to be more open about their products, the blurb for the biggest selling statin, Pfizer’s Lipitor, states:




‘Important information: Lipitor (atorvastatin calcium) is a prescription drug used with diet to lower cholesterol … Lipitor has not been shown to prevent heart disease or heart attacks.’ (emphasis added)





And it’s the same with other statins. Since preventing heart attacks is the only reason for suffering this harmful drug, why on earth should anyone take it? The other statins also carry a similar disclaimer – although you might need a magnifying glass to read it.


Statins summary


The trials into statins actually disproved the cholesterol hypothesis as what protective effects were demonstrated were the same whether cholesterol was lowered a lot or not at all. It has become quite clear that the meagre benefits of statins are not related to lowering of cholesterol but to an anti-inflammatory property.43 The current goal of lowering LDL to an arbitrary value, which is often difficult to achieve, inevitably ensures increasingly higher doses for longer periods of time.44 This means more money for drug companies – and more adverse side effects, many of which are ignored or suppressed.45,46


The evidence of fallacy


The proponents of screening for heart disease risks want us to modify our lifestyles to avoid or minimize those ‘risk factors’. But there is already a considerable body of evidence from expensive long-term trials that such a programme does not work. The five major studies, totalling a massive 828,000 man-years of study, came up with the following results: deaths due to coronary heart disease in the intervention groups totalled 1,015, and in the control groups, 1,049; the number of deaths from all causes was 2,909 in the intervention groups against 2,947 in the controls. That, at less than one death fewer in 2,500 men per year, is well within the limits of chance. In three trials where blood cholesterol had been the target, 115,176 man-years of observation showed a reduction of eight deaths from heart disease in the intervention group compared with the controls, but 35 more deaths in total, tending to confirm yet again that lowering blood cholesterol may do more harm than good.


Real confirmation came in an analysis of 35 randomized clinical trials. The paper’s authors conclude that: ‘population screening … whether in the high street or the general practitioner’s surgery is not currently indicated. Such screening may, indeed, result in large numbers of people being treated for whom there are no benefits, or even net adverse effects.’ They conclude that: ‘Population cholesterol screening could waste resources and even result in net harm in substantial groups of patients.’47


Doctors are bribed to prescribe statins


The medical evidence does not support the notion that lowering cholesterol is a ‘good thing’. Many other peer-reviewed studies, which we will look at in Chapter 22, are quite clear: lower cholesterol is associated with an earlier death. Despite this, General Practitioners are now signing new contracts of employment that include the Quality and Outcomes Frameworks (QOF), a system which awards points to GPs’ practices for meeting government targets. Of the 1,050 QOF points available across the board, heart disease has some 550 points attached to it. The extra cash which can be earned by prescribing statins is around £64,000 per practice per annum. With incentives like this, GPs are going to be treating patients primarily because of the extra cash it will bring them and treatment based on clinical judgement will become a thing of the past.


The question is: why on earth is the government so keen to pay GPs so much extra to do the job that they are already well paid to carry out? I can only think that the government wants to get everyone on statins because the increasing numbers of elderly people are too expensive in terms of pensions, hospital beds, care homes, and so on.


It’s a waste of resources


But that consideration aside, surely it is blatantly obvious today that the skills needed for prevention of lifestyle diseases are utterly removed from those of treatment. By relying on early detection of disease and treatment of symptoms found, no medical intervention will ever make a person healthy, however skilled, knowledgeable or well organized the practitioner is. Nevertheless, the fallacy that early diagnosis and various screening programmes will make us healthier still remains the priority today for most enthusiasts for prevention.


Dr P. Thomas, in a letter to the British Medical Journal in 1992, pointing out that only one intervention trial had ever shown any evidence of benefit, told how ‘well-man’ screening makes men feel worse and causes depression.48


Conclusion


What we hear from those who would have us change our lifestyles is that, if we change, thousands of lives will be saved. This involves the fallacy of cheating death. We are not an immortal species, but have a biological lifespan which is probably about 85 years. Some of us are programmed genetically to die earlier and others destined to get a telegram from the Queen. But not one of us will live for ever even if all diseases were totally eradicated.


As life expectancy is approaching biological lifespan in the western world, further increases in life expectancy are likely to be minimal. In these circumstances, even the gains which might be achieved by such unrealistic goals as the total elimination of cancer and heart disease must be relatively small. It has been calculated that if there were no cancer deaths before the age of 65, which is a pipe dream, mean life expectancy would be increased by only seven months. The best that all the screening and the mass interventions based on it can be said to have achieved is to transfer the cause of death from one category to another, an achievement which has no importance unless, perhaps, it is accompanied by the prolongation of useful and happy life.


Although screening to detect disease early sounds like a good idea, it hasn’t proved to be so in practice. Figures show no evidence that screening for any disease is of much benefit to the consumer. Dr Halfdan Mahler, then-Director General of the World Health Organization, recognized this when he remarked in 1984 that the: ‘major and most expensive part of medical technology as applied today appears to be far more for the satisfaction of the health professions than for the benefit of the consumers of health care.’


Dr Mahler’s remark was confirmed in 2008. According to a Guardian article, NHS staff don’t believe that their patients are the top priority; it is marketing and financial targets that matter most.49


The headlong dash by the ‘health industry’ to make ever bigger profits has led to a disaster of epic proportions. Professor Ian Roberts at the London School of Hygiene and Tropical Medicine recently described it as ‘industry slaughter’.


Not only does screening appear to serve very little useful purpose, it is extremely costly. Costly but worthless interventions seem to be a recurring theme within the cash-strapped NHS. This whole screening programme, to which more conditions are likely to be added, does absolutely nothing to prevent any of the diseases targeted. It’s aimed only at finding an existing ‘disease’ so that it can be treated.


There is a much better – and far less costly – way: don’t treat disease, prevent it.
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