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The volume of publications associated with the pandemic is 
phenomenal. The total with COVID in the title is about 76,000 and 
just in 2021 it is already at over 17,000, up over 3000 in the last 
week. Obviously without good search algorithms this volume would 
represent an impenetrable jungle. The US National Library of 
Medicine search engine PubMed seems to work fine but filtering for 
significance requires such organizations as Medscape which is a 

daily medical news service.  
 

COVID-19 NEWS 
 
SUCCESS WITH COVID VACCINE IN ISRAEL 
On February 17, the medical news service Medscape published an interview concerning 
how Israel coped with the pandemic and their initial success with the Pfizer vaccine. 
Interview was with Eran Segal, PhD who may be familiar to some IHN readers as the 
coauthor of The Personalized Diet. Segal is professor at the Weizmann Institute of 
Science in Israel. He was interview by two well-known experts in this area, Eric Topol, 
MD and Abraham Verghese, MD. The interview will be summarized.  
 
The early history of the pandemic in Israel was an initial success with the first wave but 
nevertheless faced subsequent problems with an over-stressed hospital system. He 
estimated that this was responsible for 25% excess deaths that could have been 
averted if the hospital had not been overloaded. Just before the vaccine arrived, he 
estimated 30% excess deaths due to overload, especially the ICUs. When vaccination 
started in December the priority was individuals 60 or over. Following that group, they 
found by mid-January there was a 55% reduction in cases, 40% reduction in 
hospitalizations, 35% reduction in critical cases, and a 35% reduction in mortality. It is 
noteworthy that about 10% of the 60 and over age group, 10% did not agree to the 
vaccination which created a group of about 150,000 who might play a role in a later 
spike. In the group below age 60 it appeared too early to judge success but in the 50-60 
age group they were already seeing a reduction. However, there was also the ultra-
Orthodox group where 25-30% did not get vaccinated. It turned out that mortality from 
COVID occurred 3.5 more often in the Orthodox group than in the general population 
where vaccination coverage was 94%. Interestingly most cases and hospitalizations 
were at the time of the interview coming from those who had not been vaccinated.  
 
Verghese asked about data being collected. Segal pointed out that the health system in 
Israel is split into “organizations” and membership is mandatory. This provides easy 
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access to smaller groups and clinical records. It has been observed that 97% of those 
vaccinated have antibodies detected after the first dose and the levels go up after the 
second. Clearly an important data set is being collected. Pfizer selected Israel to be a 
“signature” country to provide great insight regarding the real-life success of their 
vaccine.  
 
The Israel experience was formalized into a trial which has just been published.1 Data 
was from one of the health group organizations mentioned above, this one comprising 
50% of the population. The vaccinated and control groups each numbered 
approximately 600,000.  The efficacy reported was almost identical to that from the 
Pfizer trial, 92%.  The absolute risk reduction was about 0.9% which is similar to what 
Covid vaccine trials achieve. 
 
RECENT VACCINE BENEFITS IN US NURSING HOMES 
In the US long-term care facilities accounted for more than one-third of all virus-related 
deaths while representing less than 1% of the population. Data from a US CDC COVID 
tracking project indicate that between late December and early February when 
vaccination was widespread, nursing home deaths declined by more than 65% and new 
cases were down 80%, twice the decline seen in the general population, with new cases 
at their lowest level since May. If this sensational drop is due to vaccination it is a very 
encouraging sign for the general public. It is doubtful that such dramatic declines could 
have been suddenly achieved by changes in care. 
  
IRELAND REPORTS THE PFIZER VACCINE WORKING 
In Ireland over 133,000 healthcare workers, nursing home residents, and people over 
85 have been vaccinated. By the end of January cases among healthcare workers 
dropped to 300 from 1400 (79%) and nursing home cases went from 1250 to fewer than 
200 over a three-week period (84%). Ireland expects that 55% to 60% of the population 
of 5 million will be vaccinated by the end of June if vaccines arrive as expected.  
 
These results from three countries are of course very encouraging especially when they 
apply to a large population sample (so-called real-life cohort).  The mRNA vaccines 
really work. We can look forward to more results from Israel probing interesting issues. 
Safety issues will be discussed in a future INH. 
 
THE VACCINE FUTURE 
The family of coronaviruses is large and suggests the current pandemic involving one of 
them is not the last. The nightmare scenario is one pandemic after another or even an 
overlap. Forward thinking scientists are working to develop one vaccine that will work on 
all coronaviruses. Here is link to an article that will bring readers up to date.   
https://www.nytimes.com/2021/02/09/health/universal-coronavirus-vaccine.html 
 
 
 
FREQUENCY OF ANAPHYLAXIS AFTER MRNA VACCINATION 

https://www.nytimes.com/2021/02/09/health/universal-coronavirus-vaccine.html
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While rare, this allergic reaction is sufficiently serious that all vaccine sites should have 
an Epi Pen available simply because the EMS may not be able to reach the site 
promptly. A recent report summarized experience between December 14 and January 
18 based on data available from the US Vaccine Adverse Events Reporting System.2  
 

 Moderna Pfizer-BioNTech 

Symptom Onset, min. 

≤ 15 34 (76%) 16 (84%) 

≤ 30 40 (89%) 17 (89%) 

History 

Allergies and reactions 36 (76%) 16 (84%) 

Prior anaphylaxis 16 (34%) 5 (26%) 

Anaphylaxis Report Rate 
(Cases/million doses) 

4.7 2.5 

 
The CDC comments that this frequency is within the range of other vaccines: 
inactivated Influenza 1.4 per million doses, pneumococcal polysaccharide vaccine 2.5 
per million, and live attenuated herpes zoster vaccine 9.6 per million. Similar results for 
the Pfizer vaccine based on the same data source were just published. Of interest are 
aspects of patient history. The data with only two males included 21 individuals with 
incidents. Prominent allergies and allergic reactions histories were due to all drugs 
(38%), sulfa drugs (19%), insect stings (10%), and vaccinations (10%). Prior 
anaphylaxis had occurred in 29%. The report indicated that all patients recovered.  
 
The results should be reassuring since less than < 5 per million doses is rare. Also, after 
vaccination there should be a waiting time of 30 minutes after the shot. Drive-by sites 
may not have a satisfactory approach to this.  
 
MATERNAL COVID ANTIBODIES ACROSS THE PLACENTA 
A study just reported in JAMA Pediatrics found that COVID antibodies (IgG or IgM) 
generated by maternal infection, either asymptomatic or symptomatic, were transferred 
across the placenta during pregnancy. Cord blood antibody concentrations correlated 
with maternal antibody concentrations and the duration between onset of infection and 
delivery. This answers the question concerning maternally derived COVID-specific 
antibodies providing potential neonatal protection from the disease.4 
 
COVID-19, HIGH BLOOD GLUCOSE AND DISEASE SURVIVAL 
Two just published reports describe the remarkable impact of hyperglycemia with and 
without diagnosed diabetes at hospital admission on COVID disease survival and the 
power of blood sugar lowering with insulin to lower mortality. It is thought that 
hyperglycemia acts in this context by facilitating viral invasion of cells. The results 
should raise the awareness of importance of considering both hyperglycemia and 
diabetes in the treatment of this viral infection and should prompt family concern if it is 
not done when indicated. 
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The first study enrolled about 11,000 patients. They were divided into three groups with 
admission blood glucose of < 140 mg/dL, 140-180 mg/dL and> 180 mg/dL (< 7.8, 7.8-10 
and > 10 mmol/L).5 The patients were not critical when admitted. The primary endpoint 
was in hospital mortality. For the three categories of blood sugar, going from the lowest 
to highest the mortality was 15.7%, 33.7%, and 41%, independent of the presence or 
absence of diabetes. Adjusting for confounders indicated that hyperglycemia was an 
independent risk factor for mortality. Hyperglycemia was also associated with the need 
for mechanical ventilation, and intensive care (ICU) admission.  
 
The second study addressed the obvious question.6 What is the result of in hospital 
blood glucose lowering with insulin? The study excluded mild and severe cases and 
enrolled 34 patients with normal glycaemia and 25 with hyperglycemia defined as blood 
glucose > 180 mg/dL (7.7 mmol/L). In the study group, 44% were diabetic and 72% of 
patients who were hyperglycemic had diabetes whereas 24% did not. The results were 
presented as survival from severe disease observed over 18 days post admission. For 
the absence vs. the presence of hyperglycemia a 25% absolute risk increase was 
found. For the presence vs. absence of diabetes, the absolute risk increase was 32%.  
 
For insulin injections vs. no injections the absolute risk reduction was 80%. Insulin was 
used to bring the blood sugar levels down to 180 mg/dL and then tapered and 
eventually stopped. These are clearly large absolute effects and uncommon in many 
clinical intervention trials. It was also observed while screening for study eligibility that 
more patients in the hyperglycemic group were excluded because of severe disease 
(38% vs. 27%). Insulin treatment in severe disease needs to be seriously considered if 
not already implemented.   
 
Hopefully, these results are judged important enough to motivate blood glucose 
management with insulin under the already difficult circumstances surrounding hospital 
treatment. Managing insulin infusion certainly adds to the workload. However, there are 
automated insulin infusers.  
 
Another issue is how hyperglycemia is detected at admission since the patients are not 
necessarily fasting. Some studies have used criteria that are somewhat less than ideal. 
   
It is not clear the extent to which in hospital therapy includes comprehensive expert 

management of hyperglycemia. There are recent papers calling for this to be routine.  It 

has also been pointed out that there are challenges associated with accomplishing this 

including shortage of personal protective equipment for extra staff needed in order not 

to increase the burden of the COVID care staff, need to prevent wider staff exposure or 

that many healthcare professionals might be relatively unfamiliar with management of 

hyperglycemia under these circumstances and this might lead to worse outcomes.7 

Thus family members need to be aware of the importance of this aspect of in hospital 

therapy and if absent or appears inadequate to apply pressure.  
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HOLISTIC GUIDE TO TREATING COVID 19 IN THE OFFICE SETTING 
Dr. David Brownstein, a well-known US integrative--holistic physician and Clinical 
Assistant Professor of Family Medicine at Wayne State University School of Medicine, 
has in a recent paper summarized his approach to treating COVID patients in the office 
setting. It includes a key supplement program using oral vitamins A, C. D, and iodine. 
He also writes a newsletter Natural Way of Health which always contains useful 
information. He has written several books on major health issues. The first link will bring 
up a link to the pdf of his paper, the second his newsletter and books, some of which 
are also available at Amazon.  
https://www.publichealthpolicyjournal.com/clinical-and-translational-research 
https://shop.newsmax.com/Catalog.aspx?LevelId=000000000044 
 
 

CRISIS IN CANCER DRUG DISCOVERY  
 

 “If you have cancer and you are a mouse, we can take care of you.” 
    Dr. Judah Folkman, prominent cancer researcher (1933-2008) 

 
Annual cancer deaths in the US are about 650,000, in the EU 1.4 million and worldwide 
10 million. Most patients are treated according to guidelines with surgery, 
chemotherapy, and radiation therapy. There are about 40 different types of cancer with 
5-year survival ranging close to 100% down to less than 1%. Around 20% of cancers 
have a 10-year survival of less than 10%. Over the past decade an amazing number of 
new cancer drugs have been developed   with high hope that novel approaches will 
yield dramatically increased overall survival or, progression free survival and a good 
quality of life. Many of these drugs have prices in an unprecedented range, challenging 
health care systems and inspiring cost benefit analysis that encourages thinking about 
the monetary value appropriate for a single life. Annual costs of the new immunotherapy 
drugs are typically well in excess of $100,000 and motivate questions such as does the 
improvement in survival corrected for quality of life justify the very high drug prices? As 
will be discussed, such analysis has been profoundly disappointing, and the number of 
new drugs is large enough to provide a clear picture. The magnitude of this failure 
provides justified concern that that a new cancer drug development paradigm is urgently 
needed, and that the cancer drug industry is headed down a dead-end road.  
 
The natural progression of research: Bright idea, cell culture and/or animal studies, test 
on a few humans re safety and then disease related endpoints and then larger similar 
trial, followed by the universally regarded and the required gold standard study, a phase 
III randomized, controlled, double blinded and ideally multi-ethnic, wide range of age, 
multi-site clinical study with an enrollment preferably in the thousands.  Additional 
requirement—lots of money (unit of measure a million, and a number of units required).  
 
To deal with the results—smart dedicated statistics experts familiar with the game. 
Enrollment screening includes picking subjects that offer the sponsor the highest 
probability of success. Only the industry has the bucks for Phase III studies. It is hard to 
imagine the amount of money needed when in a decade there are a hundred cancer 

https://www.publichealthpolicyjournal.com/clinical-and-translational-research
https://shop.newsmax.com/Catalog.aspx?LevelId=000000000044
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drugs developed and approved by regulators. The end result may be applicable to a 
rather narrow portion of a general population due to pretrial screening and selection. In 
general, when the results are published, benefits are expressed in relative terms not 
absolute, but side effects in absolute terms since this makes the look smaller. Large 
relative benefits or risk reductions are the most powerful merchandizing tool of the 
industry. Absolute risks or benefits which are dramatically smaller would turn off many 
patients if disclosed and explained. Many studies still do not report absolute risk or 
benefit numbers and in some case one needs to use equations that are not generally in 
textbooks and must be derived in order to compensate for lack of complete data when 
trying to get absolute results.  
 
HOW WELL DO NEW CANCER DRUGS WORK? 
The short answer is that it depends on the cancer type. A number of relatively rare 
metastatic malignancies comprising gestational choriocarcinoma, testicular and ovarian 
germ cell tumors, acute leukemia, high-grade lymphoma, Hodgkin’s disease and some 
childhood malignancies have for more than 60 years mostly been cured with cytotoxic 
chemotherapy. Modern cure rates range from 30% to 100% with high rates 
predominant. The reason for the success is attributed to genetic features retained from 
the parent cells which make the cancer cells highly sensitive to treatment induced DNA 
damage and resultant cell death (apoptosis).8,9 
 
For the vast majority of cancers, the picture is very dim with poor response to all 
treatments. While there are variable survival rates, even the new class of 
immunotherapeutic drugs have not generally resulted in cures nor better outcomes than 
the prior existing chemotherapeutic agents. Metastasis almost always wins. The best 
prognosis is achieved by successful surgery or effective chemo and radiation therapy or 
both when there is no metastasis prior to the intervention.  
 
For more than a decade principal focus of the drug designers has been on 
immunotherapy in order to have the body’s immune system perform controlled search 
and destroy missions by recognized cancer cells as enemy invaders, while avoiding 
disastrous induced autoimmunity and the overreaction of sepsis and a cytokine storm. 
Both blood cancers and solid tumors are targets. How well does cancer immunotherapy 
work? 
 
A very recent study by researchers from Sunnybrook Health Sciences Center and 
Research Institute in Toronto, Ontario and the Department of Medicine, University of 
Toronto, examined the survival benefits of cancer drugs with a focus on 
immunotherapy.10 The researchers were able to identify 94 trials with a total of over 
50,000 patients which provided sufficient data. The trials were divided into ICI and non-
ICI drugs, ICI refers to a very popular class of immunotherapeutic drugs known as 
immune checkpoint inhibitors. The analysis involved 13 ICI trials and 81 non-ICI trials.  
 
For the 94 trials examined, they found overall absolute survival benefits of 1.55 months 
(range 1.32-1.77) and 2.99 months (range 2.65-3.33) for progression free survival. The 
ranges in parentheses are what expected 95% of the time is if the study was repeated. 
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Comparison of immunotherapy and non-immunotherapy drugs indicates what appear to 
be clinically insignificant survival differences of the order of one month. The ICI drugs 
are expensive drugs with a large list of side effects, some very serious or even fatal. It 
would seem that increased survival or being progression free for 1.5 to 3 months is 
something that might turn off most prospective candidates for this therapy if they were 
presented with the complete risk-benefit picture. In fact, there is very poor correlation 
between overall survival and progression free survival in cancer drug trials and quality 
of life.11,12  Drugs can be approved with only progression free survival results. 
 
Similar results have been found in Canada. In a study covering 2011 to 2020, 104 
Cancer drugs were recommended for approved reimbursement by the national health 
care system. Of these 72 were based on phase III randomized clinical trials and only 39 
(54%) had significant overall survival benefit. The median gain in survival time was 3.7 
months.13 This brings up the question of the regulatory approval thresholds.  
 
The industrial response to the view that the cancer drugs and in particular new ones are 
outrageously overpriced is that this is necessary because of the high costs of 
developing and bringing the drugs to market. A recent study examined this question. 
Between 1989 and 2017 it was found that for every R & D dollar, the return was $14.59.  
 
Furthermore, many drugs continue to generate high sales incomes for the originator 
after expiration of patents and exclusive marketing rights.14 Over this period, the sales 
incomes of the five top companies were almost 100 billion US dollars. This is despite 
the trial outcome failure rate of 90% (± 5).15  
 
Additional evidence of problems just reported in JAMA Open found that patients 
receiving Medicare in the US who were treated with FDA newly approved cancer drugs 
did not live as long as the treated clinical trial participants.16 The researchers looked at 
22 drugs approved for treating advanced solid tumors.  
 
The Cancer Research Institute website lists the following common side effects for 
immunotherapy; arthritis, chills, constipation, decreased appetite, diarrhea, fatigue, 
fever and flu-like symptoms, headache, hypothyroidism, itching, muscle aches, nausea, 
rash, and vomiting. Severe side effects included colitis, hepatitis, lung inflammation or 
pneumonitis, kidney failure, myocarditis or inflammation of the heart, neuropathy, 
paralysis, meningitis or encephalitis, pancreatitis, severe infections, severe skin 
reactions and type 1 diabetes. Comparison with the nearly infinitesimal benefits makes 
comments unnecessary. The researchers found no evidence regarding the assertion 
that the benefits of contemporary oncology drugs had been increasing in step with their 
costs. 
 
Finally, in all fairness, it must be mentioned that a few of the new cancer drugs work 
quite well, mostly on a very few blood related cancer and soft tissue cancers. However, 
this leaves a very large number of solid tumor cancer therapies that for over more than 
a decade the industry has failed to produce clinically significant drugs and yet these 
cancers are responsible for the vast majority of cancer deaths.   
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A widely held view is that the heart of the failure crisis not only in cancer immunotherapy 
but also in chemotherapy is due to the drug discovery paradigm based on a reductionist 
research philosophy.17,18 Reductionism is the practice of analyzing and describing 
complex phenomenon in terms of phenomena that are held to represent a much simpler 
and more fundamental level. It has been likened to trying to understand the beauty of 
the Taj Mahal by deconstructing it and examining every building component.  It is 
generally assumed that this view will provide a sufficient basis for drug development. In 
cancer the disease is studied with the goal of finding a specific target, an enzyme, or a 
pathway to inhibit a particular reaction that block a particular response, etc. Some of the 
targets are genetic which ignores the staggering complexity presented by the genetics 
of tumor cells. In fact, when this complexity was discovered some medical scientists 
decided that for target selection, a genetic mutation was hopeless as the basis of 
successful drug discovery for many cancers even though it could provide important 
guidance in therapy selection.  
 
Overall, discussed above there are nearly hundred failures in about 10 years of 
pursuing the reductionist paradigm. Immunotherapy drug development has a 90 ± 5% 
failure rate. Albert Einstein famously described a manifestation of insanity as doing the 
same thing over and over expecting a different result.  
 
In a recent perspective in Clinical and Translational Medicine, Maeda and Khatami 
comment: “the claimed ‘targeted’ therapies that may or may not extend remission of 
cancer for a few months should not be accepted as a ‘cure’ by oncologists, scientists or 
patients. These tremendously costly projects totally disregard the suffering and life-
altering experiences of patients and their care givers.” 15  
 
It seems reasonable to suggest that this quote confirms the view that drug discovery 
over more than a decade in cancer has indeed been traveling up a dead-end road. The 
new wave of immunotherapy drugs turns out in general to be no better than non-
immunotherapy drugs. The winner is cancer. One can almost hear patients screaming 
HELP!!  
 
There is an alternative view—cancer is a metabolic disease, whereas the current view 
has a strong dependence of the theory that it is principally a genetic disease. The 
metabolic disease view has resulted in successful multifactorial protocols for treatment 
to patients with cancers unresponsive to current therapy and patients who are 
desperately seeking a last resort. Currently it requires being an inpatient is a specialized 
clinic. See INH October 2020 for a discussion which includes a description of the novel 
approach and the clinic that offers it. 
 
The human cost of the present state of affairs has been beautifully described in a recent 
book by Dr. Azra Raza, Professor of Medicine, and Director of the MDS Center at 
Columbia University. MDS is a marrow preleukemic condition known as myelodysplastic 
syndrome. She has published widely in basic and clinical cancer research. Through 
individual cancer patient stories this book exposes the enormous human costs of the 
treatments that do not work if measured by lack survival achieved and quality of life 
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destroyed. She laments the lack of effective treatments for many types of cancer 
because she regards this as systemic and fundamental failure in the present approach 
to cancer prevention and treatment.19 The title of the book, The Last Cell and the 
Human Cost of Pursuing Cancer to the Last. The title indicates the proposed solution. 
Find and kill all cancer cells and do this very early. And she expresses alarm that this 
goal does not appear to attract the interest of many scientists or the providers of 
financial research support. 
 
CHALLENGE OF CANCER PREVENTION DOWN TO THE LAST CELL 
If effective cancer prevention involves early detection of cancer cells and eliminating 
them as Dr. Raza strongly and logically insists, this implies a detection and killing 
scheme independent of cancer type if it has any chance of success. There are too many 
cancers even among the most prevalent types. While one can pick several, the most 
feared, nevertheless they have no idea what will strike them, and knowledge of personal 
probabilities is still much like going to the casino to get money to pay the mortgage. 
 
Look up cancer prevention on PubMed, then Google for the medical literature. It will be 
seen that almost all research involves studies of just one cancer type. Reductionism is 
naturally in full command. Nutritional prevention with selected micronutrients to some 
extent suffers from the same problem and the evidence base is very weak. Taking a 
dozen supplements or eating a specific food is not practical since there is little research 
indicating optimal “dose” and the effort is disparaged by experts. Actions such as 
exercising, eating a diet promoted as cancer preventive, avoiding sugar and high 
glycemic carbohydrates, avoiding air, water and food pollution is of course a good idea 
but to believe this is comprehensive and adequately effective seems a fantasy. The 
evidence is not very satisfactory (see IHN March 2019 for a discussion of various non–
drug approaches to cancer prevention). 
 
IHN readers familiar with Salvestrols will no doubt think of this approach. Salvestrols are 
totally non-specific and when present in large enough amounts under the right 
circumstances in the system they have a high probability of encountering cancer cells 
and killing them. Three capsules two or three times a week plus the essential vitamin C 
is vastly simpler than any other proposed approach.  
 
Preventive lifestyle actions may reduce the number of cancer cells wandering around 
looking for fertile soil to homestead, but there is no adequate evidence at present that 
provides personal information of efficacy when used alone. However, such actions may 
be a beneficial addition to the use of Salvestrols. Salvestrols seem doomed to languish 
in obscurity simply because they cannot be patented to create the vision of profits for a 
company. 
 
An interesting aspect of Salvestrols is that they control or eliminate benign prostatic 
hyperplasia (BPH), the curse of male aging. It turns out that BPH cells in the enlarged 
prostate also contain the same enzyme as cancer cells. In sharp contrast to the BPH 
drugs, there are no side effects. The therapy works like a charm (personal experience) 
with the added bonus of cancer protection. 
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Salvestrols have been discussed in IHN (March and September 2016 and in the cancer 
prevention piece in March 2019). Also there are two highly recommended  books by Dr. 
Brian Schaefer who heads the company which formulates and sells Salvestrols.20,21 
Both are available from Amazon. 
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