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International Health News has repeatedly suggested that 
a central feature in the increase in the prevalence of 
chronic diseases is related to diet, in particular, the 
modern “Western” diet defined by the standard American 
diet, the so-called SAD diet. This is, of course, not a novel 
suggestion and in fact is a common opinion. However, 
opinions differ somewhat on healthy vs. unhealthy dietary 

components and very powerful interests oppose radical (healthy) changes. 
 
An unintended experiment in this context has occurred in Mexico which 
started with the advent of NAFTA about 37 years ago. In a recent report from 
the Centre for Economic Policy Research (CEPR) and highlighted recently in 
the financial media (February 21, Bloomberg), three researchers attempted to 
show the impact of dietary Westernization on the incidence of obesity in 
Mexico, and particular in women. For the various comparisons they carried 
out, data for women were much more extensive than for men and thus their 
gender focus. The obesity prevalence increased from 10% in 1980 to 35% by 
2012. Among OECD countries, Mexico is now second only to the US. 
  
Currently 80% of Mexican food imports are from the US, and the imports of 
what they term food preparations, i.e. prepared food or junk food, increased 
by 23 times over this period. Drinks and sugar also shot up dramatically. 
Healthy foods were also imported but the increase was significantly   less 
than for unhealthy foods. It was also found that exposure to unhealthy food 
coming from the US has redirected overall expenditure towards unhealthy 
foods. The NAFTA change in trade appears to have been influenced by taste 
for unhealthy foods and the increased variety of unhealthy foods appears to 
have boosted demand. The same phenomenon of body weight change 
observed in Mexico was seen with the fall of the Berlin Wall where there was 
a shift to Western food consumption among East Germans with associated 
increase in obesity. Finally, the CEPR study appears to have been very well-
designed since the results remained robust after controlling for a variety of 
confounding factors. 
 
Since increased population, obesity implies eventual increased obesity-
related chronic diseases, the free trade benefits appear to have inadvertently 
had a potential serious impact on public health and future strongly elevated 
expenditures by whomever pays the bills, and of course a large increase in 
suffering.  
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The take home message appears to be that humans function via an 
incredibility complex set of regulated processes that evidentially evolved to 
optimize health in the context of reproduction and the vitality that carried on 
from generation to generation but consistent with the climate and available 
food. The modern manifestation is found in the remaining micro populations 
that experience remarkable health simply doing what their ancestors did in 
terms of diet and lifestyle. Transplantation of an individual from this setting to 
a modern Westernized society causes, with impressive certitude and with 
remarkable speed, the appearance of the so-called diseases of civilization. It 
appears that a modified version of this has occurred in Mexico. It has been 
said that it is harder to change an individual’s diet than his or her religion. The 
exception appears to be when new food that is hard to resist, very tasty and 
even addictive is offered at attractive prices and advertised aggressively. 
Sugar, salt and fat appear to be part of the scheme. To apply the obvious 
lesson in the 21th century is challenging to say the least.  
 
Our book, co-authored with Hans Larsen, “THE PROSTATE and ITS 
PROBLEMS” has now been reprinted. Please refer to the end of the issue to 
order your copy. 
 
Wishing you and your family good health, 
 
William R. Ware, PhD, Editor 

 

 

 

An updated index from FEBRUARY 2011 –  
DECEMBER 2017 is now available at 

www.yourhealthbase.com/archives/issueindex2017.pdf 
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ALCOHOL AND CANCER 
 
The American Society of Clinical Oncology (ASCO) has recently taken a position 
regarding alcohol consumption and the risk of cancer.1 The main feature of the 
statement as quoted in the medical media (Medscape) is that even modest use of 
alcohol may increase cancer risk, but the greatest risks are observed with heavy long-
term use. Limiting alcohol intake is a means to prevent cancer. The message according 
to the principal investigator quoted by Medscape is don’t drink. It’s if you want to reduce 
your cancer risk, drink less. The position was strongly influenced by a 2014 meta-
analysis which looked at dose response internationally examining 572 observational 
(follow-up) or case-control studies (retrospective) studies involving almost 500,000 
cancer cases.2 The controls were provided by non-drinkers. Twenty-three types of 
cancer were examined with the number of studies for each ranging between 118 and 6. 
Results were stratified by gender and by location—European, North America and Asia. 
Each analysis was stratified into light, moderate and heavy consumption (light (≤ 12 
g/day), moderate (≤ 50 g/day) and heavy (> 50 g/day).  

Cancers significantly associated with alcohol consumption included oral and 
pharyngeal, esophageal squamous cell carcinoma, colorectal, laryngeal and breast 
cancer. To be thus classified, the meta-analysis risk ratios had to achieve statistical 
significance for moderate or heavy drinking, although four also showed a significant 
result for light consumption although the confidence limits suggested caution in 
accepting this conclusion. Many readers are aware that the risk ratio (number of cases 
in the exposed divided by the number in the control or unexposed group) when 
converted into a percentage risk increase (1 – RR), frequently produces highly 
deceptive indications of risk and therefore one always must raise the  question of 
absolute risk increase which is realistically the important measure. This is rarely done in 
meta-analyses and it is left to the reader to do the calculation, which is also rarely done 
because is not necessarily trivial based on the published data.  In what follows, an 
attempt will be made to do just this to answer the simple question—how serious is this 
risk, including light consumption.  That alcohol causes cancer is in itself debatable when 
argued from cohort studies or case-control studies such as were used in the meta-
analysis since by their very nature such studies do not indicate or prove causality. In 
this case, however, randomized very long-term studies are impossible. However dose 
dependence strengthens the argument for possible causality.  
 
To convert risk ratios to absolute risk increases or reductions all that is needed aside 
from the risk ratio is the control event rate. This can be approximated by the prevalence 
in an appropriate population. In what follows this number was obtained from recent US 
data. Risk ratios were obtained from a table where the pooled studies applied only to 
North America.2 The absolute risk increases were then converted to the number needed 
to harm (NNH) by simple inversion. The NNH in this context can be viewed as the size 
of a group followed over a certain period such that one additional cancer case would be 
found. Ten years was chosen. This is the analog to the number needed to treat (NNT) 
which reveals how many need to be treated to prevent one event during the specified 
time.  
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In the table given below, the annual population incidence was multiplied by 10 and the 
results represent what would be expected from a 10-year follow-up. It is assumed that 
the relationship is linear and also that the risk ratios over this period do not vary enough 
to influence the conclusions. Only cancers where the association was statistically 
significant are included.  
 
Table 1 also includes the approximate 10-year control event rate (CER). It will be 
observed that in all cases where the cancer risk was found significant, the control rates 
were with the exception of breast cancer, very low. Thus one knows even before 
calculating that the absolute increases in risk are going to be small and very large NNHs 
are expected. Simply put, if in the group under study there is low incidence or rare 
events, then even significantly decreasing the control event rate to correct for exposure 
in the general population will still leave the control rate very low and not alter the 
general picture. 
 
TABLE 1. Population incidence (CER) relative risk (RR), and number needed to 
harm (NNH) for alcohol consumption found in five cancer sites where the RRs for 
moderate or heavy consumption were statistically significant according to the 
95% confidence interval. NS—non-significant.  Men and women are combined 
except for breast cancer.2  
 
                                                                   LIGHT        MODERATE      HEAVY 

Cancer Site CER RR NNH RR NNH RR NNH 
Oral cavity/pharynx 0.1% 1.09 11,000 2.02 1,000 5.58 200 
Esophageal 0.4% 1.07 36,000 2.95 1,300 7.63 377 
Colorectal 0.3% NS - 1.14 3,000 1.29 1,400
Larynx 0.24% NS - 1.54 6,200 2.74 1,900
Breast (female) 2.8% 1.06 595 1.25 142 1.67 53 

 
 
It is informative to look at breast cancer which has by far the highest prevalence of 2.8% 
per 10-year period. This number is also strongly dependent on age. It was obtained 
from the population prevalence averaged over age from 40 to 70 and then corrected on 
the basis of a Norwegian study which examined the breast cancer rates in a large 
cohort of abstainers and found 20% less than expected from data based on the whole 
female population.3 Examination of World Health Organization data suggests that 
Norway and the US are quite similar in both alcohol consumption and the fraction of the 
population that is female and drinks. Thus of all the cancers found to be significantly 
associated with alcohol, breast cancer stands out as the one where concern is 
appropriate both for moderate and heavy drinkers. 
   
To provide perspective regarding light, moderate and heavy, a 5 oz glass of wine 
containing 14% alcohol provides 17g of alcohol. A 6 oz glass 20 g. A 500 ml can of 
Heineken beer with 5.5% alcohol provides 20 g and a single shot of a 40 proof hard 
liquor (40% alcohol) contains about 15 g. Readers can do this calculation easily. First 
convert oz to ml with an online calculator. Then multiply by the alcohol percentage 
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(divided by 100) by the volume in ml of the drink and multiply this by 0.8, the density of 
alcohol in g/ml and you will get grams of alcohol in the drink. A standard bottle of wine 
(750 ml) with 14% alcohol by volume contains 84 g of alcohol (750 X 0.14 X 0.8).  
 
The ASCO position that even light alcohol consumption (about half a glass of wine) may 
cause cancer on the basis of their meta-analysis appears unrealistic when the large 
very low absolute risk increases as illustrated by very large NNH are examined. 
Furthermore, the NNH are all large for both moderate and heavy drinking with the 
exception of heavy drinking for breast cancer. But any woman drinking more than 50 
g/d, which is about three glasses of wine, goes against all the recommendations for safe 
alcohol consumption among women. For men the top end of moderate is about 50g/day 
in most guidelines, but for all the cancer sites the large NNH suggest negligible risk and 
this is confirmed by looking at the heavy consumption results for men. In addition, it will 
be noticed that moderate and heavy drinking yielded large RRs. If one calculates (1 – 
RR) and then multiples by 100 to get a percentage relative risk increase, the risk 
increases are very large indeed. However, by switching to the absolute view illustrated 
by NNH or 1/NNH (the absolute increase in risk), significant perspective on alcohol as a 
risk factor for cancer is gained. In addition, only the above 5 cancer sites out of 23 
cancer types achieved statistical significance. Even liver cancer did not make it although 
it is well known that there is a cancer risk associated with alcoholic fatty liver disease. 
  
Some may think that if there is any risk at all, is this not an argument for abstaining? 
Rather than focus just on cancer, what about other alcohol related disorders?  A study 
that examined this question found only three disorders other than breast cancer where 
alcohol significantly increased disease risk. They were hypertension, pancreatitis and 
cirrhosis of the liver.4 For hypertension, only heavy consumption (> 50g/day) for women 
had significant risk for hypertension morbidity, but for men it was seen for > 25g/day. 
Hypertension is common, and thus a serious issue if one has difficulty controlling 
hypertension.  
 
The literature on benefits of alcohol consumption is sparse and there are doubts about 
the validity of the results. Proposed health benefits from alcohol consumption include 
lowering the risk of cardiovascular disease, lengthen lifetime, improving libido, 
preventing the common cold, decreasing the risk of dementia and gallstones and 
diabetes. Thus there a quite significant cumulative (additive) benefit.  Also, when 
benefits of alcohol consumption are discussed, one must consider that having moderate 
consumption is part of the Mediterranean diet, widely acknowledged as being healthy 
and perhaps the first choice diet. The benefit of alcohol consumption will be examined in 
a future issue of IHN. 
 
 

FETAL ALCOHOL DISORDERS ARE FAR MORE COMMON IN U.S. 
THAN PREVIOUSLY THOUGHT 

 
A much larger percentage of American children than previously thought may have fetal 
alcohol spectrum disorders (FASD) and are suffering from neurological damage 
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because of prenatal exposure. The same phenomenon appears to exist throughout the 
developed world.5 The US Centers for Disease Control (CDC) list the following 
manifestations that FASD children might exhibit. It is obvious from this list that alcohol 
present in the fetus during gestation can impact brain development. Abnormal facial 
features strongly indicative of FASD were very important in diagnosis.  
  

•     Abnormal facial features, especially below the nose and including the upper lip 
•     Small head size 
•     Shorter-than-average height  
•     Low body weight 
•     Poor coordination 
•     Hyperactive behavior 
•     Difficulty with attention 
•     Poor memory 
•     Difficulty in school, especially with math 
•     Learning  disabilities 
•     Speech and language delays 
•     Intellectual disability or low IQ 
•     Poor reasoning and judgement skills 
•     Sleep problems as baby 
•     Vision or hearing problems 
•     Problems with heart, kidneys or bones 

 
A study has just appeared in the Journal of the American Medical Association6which 
involved active case ascertainment in four communities in diverse US geographical 
locations of the prevalence of FASD in first-grade children. Subjects numbered 6639 
with 51.9% boys. The survey was conducted between 2010 and 2016. It included face–
to-face interviews by dysmorphologists who examined for facial evidence and other 
physical features. The study also used standardized neurobehavioral tests and prior 
agreed upon classification criterial which were applied uniformly. Maternal alcohol 
consumption was ascertained when possible before conception, before recognition of 
pregnancy and during the remaining gestation. This assisted in associating some 
aspects of the presentation with alcohol.  
 
FASD prevalence was determined by the number of cases observed relative to the 
specific population examined. The conservative approach was to simply use the total 
cohort whereas a less conservative approach used as the control a group restricted to 
children who received a full evaluation (called the estimated weighted prevalence). For 
the conservative approach, the prevalence ranged from 1.1% to 5% whereas for the 
weighted method, 3.1% to 10%. These are much higher numbers than previous studies 
have found. The study also found that only 2 out of 222 children classified as having 
FADS had been diagnosed previously although many parents and guardians were 
aware of learning and behavioral challenges manifest in their children.  
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These number cannot be taken at face value since, as is common to all studies, there 
were a number of limitations. The results were pooled from a large number of small 
samples; the one-time evaluation of neurobehavioral impairment was a limitation in 
itself, since a set of observations over a period of time is really necessary. In addition 
the accuracy of the evaluation is always open to question. That is, how many false 
positives and false negatives are associated with the aspect of the evaluation and to 
what extent was it possible to rule out non-alcohol related behavior indicators? The 
investigators tried to take these limitations into account by calculating the conservative 
prevalence but this does not address the false positive problem. The observation that 
2/222 of the cases had gone undiagnosed may be the most important results of the 
study.  
 
However, the study seems to sound an alert that there may be serious alcohol issues 
present during pregnancy and that the advice from the attending physician and the 
guidelines are being significantly ignored. The central issue is the prevention of a 
disorder that may well be incurable, and especially for a child, this is a terrible 
possibility.  The guidelines issued by the American Academy of Pediatrics are quite 
specific.7 During pregnancy:  
 

•     No amount of alcohol intake should be considered safe; 
•     There is no safe trimester when this prohibition can be softened; 
•     All sources of ingested alcohol pose a similar risk; 
•     Binge drinking poses a dose-related enhanced risk to the developing fetus. 

 
There are some who suggest that any woman that can potentially become pregnant and 
is not practicing birth control should also not drink. This presumably because of the risk 
of being a third or more into the first trimester before becoming aware of the pregnancy 
and thus there would be a delay before implementing the no alcohol rule. The same no 
alcohol would presumably apply to anyone attempting to conceive.  
 
Approximately half of all US women of childbearing age have reported alcohol 
consumption in the past month and 15% reported binge drinking.7 In addition, during the 
period 2001-2002 to 2012-2013, there has been a large increase in alcohol use among 
women including so-called high risk drinking, defined as exceeding the guidelines which 
in this case is one drink per day at most.8 These observations suggest the potential for 
increasing risk of drinking during pregnancy and thus an increase in FASD. It is also 
possible to be in denial regarding an unintended pregnancy and be two thirds of the way 
into the first trimester before realizing the necessity of abstaining from alcohol, but this 
is probably rare.  The first trimester is considered by some to carry the highest risk of 
FASD.  
 
Not everyone agrees. In the Harvard medical school health blog (September 10, 2013) 
Dr. Howard LeWine takes the position that the evidence supporting strict abstinence  is 
not very strong and even cites a 2012 Danish study where moderate consumption of 
alcohol during pregnancy did not affect executive function (planning, organizing, 
strategizing, detail memory and time management) among 5-year olds. This ignores all 
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the other problems associated with FASD. However, he admits that the best advice still 
is abstinence. He may simply be indicating that the risk is not worth taking. The same 
would apply to anyone questioning the evidence of even the existence of FASD. The 
wide range of neurological defects suggests alcohol is probably having in many 
instances a very selective impact of development during a very narrow time window to 
produce a specific deficit. This was certainly seen with the failed thalidomide therapy for 
pregnancy related nausea where the time window for profound birth defects was very 
narrow. There is also probability of multiple defects developing throughout gestation.  
There is evidence of timing as a factor in the context of alcohol and language delay 
where a study suggested the risk was increased in late pregnancy binge drinking.9  
 
Another dissenter is Aaron Carroll, MD, author of The Bad Food Bible(chapter 7)10  but 
the references cited do not provide a convincing basis for the position taken but in the 
end, the  general advice was, zero is the limit and do not gamble.  
 
Pregnant women and even anyone at risk of becoming pregnant should reflect on the 
fact that once a child has FASD, treatment is difficult and lifelong problems may be 
involved. The alcohol–related risks to the mother such as stillbirth and miscarriage need 
to be added to the risk of the disaster of having a child with potentially lifelong 
impairment due to FASD.  
 
The problem of toxins interfering with fetal development goes way beyond alcohol.  A 
2011 analysis from the US Centers for Disease Control and Prevention (CDC) found 
that 90% of pregnant women in the US have detectable levels of 62 chemicals out of 
the 163 screened for. Included were common polybrominated flame retardants, 
phthalates, perfluorinated compounds, polychlorinated biphenyls (PCBs), perchlorate, 
lead and mercury. Many of these can cross the placenta, are routinely found in cord 
blood and fetal tissue and are neurodevelopmentally toxic. Little changes after birth 
since the child is then exposed to the huge spectrum of environmental toxins. The 
following are prime examples, all of which have documented neurodevelopmental 
toxicity. It is a fantasy to believe that these can be avoided.  
 

•     Organophosphate pesticides.11 
•     Polybrominated flame retardants.12 
•     Combustion-related air pollutants such as polynuclear aromatic 

hydrocarbons, particulate matter and nitrogen dioxide to name only a few.13 
•     Heavy metals such as lead and mercury which have been long recognized. 
•     PCBs14 
•     Phthalates15 
 

A first step to reducing the risks of learning and developmental disorders is obviously 
reducing exposure which translates into reducing the prevalence of these chemicals in 
air, food, water, household furnishings, personal care items, indoor and outdoor use of 
pesticides, etc. This would be an ambitious project considering the commercial interests 
involved and the false claims of demonstrated product safety and the absence of 
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established toxic thresholds, the latter being impossible due to the complexity of the 
issue, human variability, and the obvious ethical prohibition of experimenting on fetuses, 
young children, adolescents and pregnant women. The statement that some chemical 
has been scientifically proven safe at some level is generally merely self-serving for the 
various  industries involved which would like everyone to believe irrelevant animal 
studies and hand-waving. The tobacco industry wrote the playbook decades ago and a 
very good one it is indeed. Our system for evaluating scientific evidence of risk and 
making regulatory decisions about environmental chemicals is broken. While there are 
calls for fixing this problem, it is not that simple and it can be argued that it is in fact 
nearly impossible. The September 2016 IHN provides a discussion.  

 
 

THE FLU VACCINATION AND SEPSIS 
 

Practically every night viewers of the US evening network news are given an update on 
the flu season complete with examples of fatalities, especially among the young. We are 
told that the vaccine is not very effective this year although there are reported to be 
efforts to produce a more effective one. If one looks at the information provided by the 
US Center for Disease Control (CDC) over the past 10 years vaccines have been 
between 40% and 60% effective, but these are approximate relative risk reductions. As 
readers of IHN should know, relative risk reductions tend to exaggerate perceived 
benefits and must be put in perspective with absolute numbers. 
 
The famous Cochrane Collaboration, a worldwide organization that conducts probably 
the best systematic reviews and meta-analyses of medical questions, has just released 
results updating published analyses of trial data from randomized controlled trials of flu 
vaccine efficacy from 1996 to 2017. For adults (16-65), 80,000 subjects were involved,16 
for the elderly (> 65) 5000 subjects17 and children under 16,  over 200,000 subjects.)18 
The results are summarized in the table below. For children receiving live attenuated 
vaccine, the age range was 3-16 whereas for the inactivated vaccine, 2-16. ILI refers to 
influenza-like illness or acute respiratory disease. Cases were required to be verified by 
laboratory test as indeed viral and this allows the identification of the viral types 
circulating in a given year.  ARR is the absolute risk reduction based on the Cochrane 
calculated numbers needed to vaccinate to prevent one event during the season.  
(1/NNV). All numbers were taken from the Cochrane summary reports just published 
online. No benefit is simply 100 – ARR. When an outcome is omitted, it means that no 
data was available. 
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TABLE 2. The efficacy of flu vaccination based on randomized placebo (or no 
vaccination) controlled trials according to the Cochrane Collaboration.16-18 ILI is 
influenza-like illness.  
 

 
This topic was also discussed in the October 2016 IHN where sets of randomized 
placebo controlled studies by two groups were examined and absolute risk reductions 
calculated and presented. The results were very close to those in the presented in the 
above table.  
 
Clearly, the absolute numbers and the percent with no benefit present a different picture 
than the relative risk reductions used to promote vaccination through the media and by 
physicians and even druggist who also administer vaccinations. It is normal industry 
practice to encourage this view and to even make it difficult for readers to access the 
literature in order to calculate it. It is however clear that children derive much more 
benefit than adults or the elderly. The obvious question is risk of adverse side effects vs. 
benefits when absolute benefits are small, but the system is such that the former are 
unknown. This in fact is a critical and unresolved feature of the vaccine debate. In the 
US there is a Vaccine Injury Compensation program run by the government. This 
program includes a somewhat bizarre vaccine court created to placate critics when the 
US passed a law providing vaccine manufacturers immunity from lawsuits concerning 
alleged vaccine harm. According to the website of a law firm in the US that deals with 
cases brought before this court, between 1988 and 2016 this court resolved 3008 of 
3123 claims for flu vaccine injuries in favor of the victim and 83% of recent vaccine 
injury cases were from flu shots. We are told the vaccine is safe, but these statistics 
suggest otherwise, but the data necessary to determine risk vs. benefit is simply not 
available and probably never will be. Nevertheless the statement that the flu vaccine 
reduces the incidence and morbidity of the disease is true. The point is than when 
confronted with the term “reduces” one must always ask what is the absolute risk 
reduction and how many do not benefit.   
 
One of the very serious complications of influenza is sepsis. Sepsis was discussed in 
the November 2016 issue of IHN where an effort was made to alert readers to the rapid 
onset and sometimes fatal outcomes and how to recognize the set of signs that indicate 
the need for an immediate visit to the nearest emergency department. Readers are 

GROUP VACCINE TYPE OUTCOME ARR % % NO BENEFIT
ADULT INACTIVATED INCIDENCE 1.4 98.6 
  ILI 3.4 96.6 
  HOSPITALIZATION 0.6 99.3 
ELDERLY INACTIVATED INCIDENCE 3.3 96.7 
  ILI 2.5 97.5 
CHILDREN LIVE ATTENUATED INCIDENCE 14 86 
  ILI 5 95 
 INACTIVATED INCIDENCE 20 80 
  ILI 8 92 
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encouraged to read this and observe carefully any flu cases in the family. If one waits 
until a true crisis is evident, it may be too late.  
 
In this context, one of the new developments in sepsis treatment of apparent growing 
popularity but still far from accepted, is IV high dose vitamin C. Currently there are no 
randomized clinical trial using IV vitamin C for this indication, but there is evidence of a 
reduction in the extent of pulmonary morbidity and multiple organ failure (the frequent 
cause of death) and of circulating sepsis biomarkers. Sepsis is also seen in surgical 
cases, burn victims and severe injury cases. It is the results of a profound over-reaction 
of the immune system and what is called a cytokine storm. The latter is significantly 
responsible for the morbidity. Families or caregivers of the sepsis patients will probably 
encounter resistance if they suggest to the attending physician that IV vitamin C should 
be tried. There are even anecdotal accounts where a family member has surreptitiously  
added an oral  vitamin C supplement that is highly effective in raising blood levels of the 
vitamin (5 grams  oral equivalent to 50 grams administered IV. It is called liposomal 
vitamin C and is even sold by Amazon. Your editor has a supply on hand of a 
formulation by Dr. Mercola for emergencies such as a serious infection. See the 
Mercola newsletter, 2017/07/10 issue available in his online archives (Vitamin C—a 
Game Changer in the Treatment of Deadly Sepsis). There are two recent and important 
papers in this context.19,20 The article by Paul E Marik et al is free in full text online. 
Google first author.  
 
Parents should acquire information from their family physician or pediatrician regarding 
danger signals when flu is turning serious, what to watch for and how to react. But 
sepsis may not be sufficiently emphasized.  
 
 

WORLD HEALTH ORGANIZATION CHANGES ITS POSITION ON 
TAMIFLU 

 
In the February 2013 issue of IHN there was a brief report on an interesting situation 
regarding Tamiflu (Oseltamivir), one of two antivirals used to treat influenza. The 
Cochrane Collaboration announced that it was unable to come to a satisfactory 
conclusion concerning the validity of the claims on which the sales and use of this drug 
were based and the pharmaceutical company continued to refuse to release the total 
data set needed for their independent analysis. In the June 2014 issue of IHN it was 
announced that after much pressure from articles in the British Medical Journal (BMJ) 
and from the media, the company had finally complied with the request. There 
immediately followed an analysis of the total set by the a group of non-industry 
scientists  including the Cochrane Acute Respiratory Infection Group, and the results  
were published in the BMJ in April 2014.21 It was found that Tamiflu reduced flu 
symptoms by roughly 17 hours, and furthermore Tamiflu made no difference in the 
necessity of hospital admissions for serious complications, contrary to industry claims.  
Naturally this caused some through journal editorials to question the whole system of 
drug trial reporting and regulatory approval.  For more details, readers are referred to 
that issue of IHN.   
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Tamiflu had enjoyed a position on the WHO list of essential medicines, and huge 
amounts of money had been spent by governments stockpiling the drug in preparation 
for a pandemic. In 2017, the WHO announced that it had removed Tamiflu from its 
essential (core) list and put in the complimentary list. In addition, they took the 
position that the drug use should be restricted to severe illness caused by 
confirmed or suspected influenza virus infection in critically ill hospitalized 
patients. The WHO committee also said that unless new information supporting the use 
of Tamiflu for seasonal and pandemic outbreaks is provided, it may consider also 
deleting it from the complementary list. One of the authors of the BMJ 2014 article 
commented that the decision “kicks the legs out from under the rationale for stockpiling 
the drug in national pandemic preparedness programs.”22  
 
The WHO position and the results of the reanalysis including the industry-suppressed 
data suggest that the current advertising of Tamiflu on US network prime time TV is 
inappropriate. The good news is that some doctors are now warning people through the 
mainstream media not to take Tamiflu as a prophylactic (preventive) agent, i.e. if they 
do not have influenza. The reason being—no benefit and unjustified risk of side effects.   
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