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NEWS BRIEFS 
 

MOST PATIENTS HOSPITALIZED FOR COVID ARE NOT FULLY 
VACCINATED 

The first evidence comes from the Cleveland Clinic. They report that 
among 4300 hospital COVID-19 admissions, 99% were not fully 

vaccinated. In addition, they report that in an analysis of 2000 healthcare workers who 
became infected, 99.7% were also not fully vaccinated.  
 
The second report comes from the State of Washington health secretary who 
announced that unvaccinated residents 65 and older were hospitalized with COVID-19 
at 10 times the rate of their vaccinated counterparts.  
 
Finally, Yale Health in Connecticut has treated only 6 COVID-19 patients who had been 
fully vaccinated compared to “hundreds” that had not. Of the 6, all were older with 
underlying conditions and yet none had disease serious enough to require intensive 
care. The vice president of Yale Newhaven Health was quoted as saying that a year 
ago they would have been at a very much higher risk for death and yet they left the 
hospital without a severe course of illness. 
  
None of the reports broke down the figures to reflect one shot or two but it is clear it is 
important to get both shots for maximum protection. Source: MEDPAGE TODAY, May 
13, 2021 
 

 MASKS – THE US CDC, CONFUSION AND QUESTIONS 
The following is based on a commentary published by MEDPAGE TODAY (May 14, 
2021). The author, Dr. Lawrence O. Gostin is both a doctor of law teaching at 
Georgetown University, a professor of medicine at Georgetown and a professor of 
public health at Johns Hopkins University. He makes the following points. 
 
About 2 weeks ago the CDC recommended overall masking in indoor places. The top 
health officials in the US were pleading with the public to wear masks or face dire 
consequences. Now the CDC takes the position that fully vaccinated can resume 
activities common prior to the pandemic. No masks, no distancing. The fully vaccinated 
can now return to normal—indoor dining, shopping, and there can be resumption of 
schools, colleges, and fully staffed workplaces.  However, there is no way to distinguish 
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vaccinated from unvaccinated and it is unbelievable that most of the unvaccinated will 
continue to wear masks. 
 
Gostin suggests that the CDC in what he terms as a premature action recommended 
back to normal to encourage hesitant people to get vaccinated, but he believes the 
public will view the move as mask guidance, not vaccination guidance. He suggests that 
unvaccinated are likely to simply take off their masks. Thus, the question. Will anyone 
have the confidence to be in a restaurant, mall, church or gym if they are not sure all the 
maskless people crowding around are in fact fully vaccinated? 
  
Gostin views the CDC action as yielding a significant risk of a surge of cases and 
hospitalizations. Current (late May) CDC vaccine statistics indicate that in the US 40% 
of the population are fully vaccinated and 50% have had one shot.  This varies from 
state to state. A number of states are actively implementing the new CDC 
recommendation. 
 

TAIWAN’S GREAT COVID SUCCESS STORY. CHAPTER 2 
Taiwan’s residents have been enjoying COVID-free normality for more than a year. By 
closing its borders early and enforcing strict quarantines Taiwan has managed to 
protect the population by keeping the virus away from the general population.  During 
the first eight months of last year not a single community transmission occurred. After 
that local infections occurred only sporadically for months. Then more people began 
leaving their masks at home and stopped social distancing.   
 
The disaster picked up steam in April when the government relaxed very severe 
quarantine for crew members of their airlines. Soon more crew and their families were 
testing positive as were employees at the quarantine hotel. By the time the government 
acted by renewing the old quarantine policy, it was probably too late. In May the daily 
case numbers sored to triple digits.  
 
Taiwan was particularly susceptible. The country had received its first vaccines 
shipment in early March, but vaccination started only for healthcare workers and other 
priority groups.  
 

WRONG SITE SURGERY 
On May 22 it was reported in the news services that an elderly Austrian man had the 
wrong leg amputated. The leg had been marked so this would not happen, but it was 
the wrong leg. This is called wrong site surgery and there is a long chapter in an 
evidence-based handbook for nurses on implementing the avoidance of this disaster 
complete with 40 references. This was published in 2008. It is not a new problem. In 
2010 Dr. Atul Gawande wrote The Checklist Manifesto. How to Get Things Right, which 
is a fascinating account of the need for checklists in surgical and other areas of 
medicine, a lesson learned long ago in aviation safety. He describes the development of 
a fool-proof surgical checklist which has been adopted by the World Health 
Organization and is now widely used. Deeply imbedded in the “wrong site” problem is 
simply that it is human to err, human alertness is highly variable, and avoidance 
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whenever possible should not be based on a solo effort. This is not a revolutionary 
concept. If the Austrian case is discussed in a grade school classroom it would probably 
not take long for the checklist suggestion to be put forward and might include the airliner 
cockpit example. Surgery presents too many opportunities for error given there are two 
lungs, kidneys, testicles, breasts, arms, hands, legs, feet, ears, eyes, and carotid 
arteries. Examples from transplant surgery are horrifying. They inspire the suggestion 
that a patient advocate should be allowed in the OR. Incidentally, Gawande’s books 
Better, Complications and Being Mortal and What Matters in the End are also highly 
recommended.  
 

MILLIONS FACE MEDICAL DEBT COLLECTIONS, LAWSUITS 
According to an article in Yahoo Finance, roughly 21 million Americans who are holding 
$46 billion in medical debt as of April face collections either from third party collectors or 
from lawsuits filed by private hospital corporations. The amount is not surprising if one 
considers that from 2000 to 2020 U.S. health care spending has increased from 1 trillion 
to almost 4 trillion. The increase is close to linear and extrapolates to 8 trillion by 2040. 
 
The current spending is 20% of the 2020 US GDP. The most recent data indicates that 
about 8% or 26 million people are uninsured. However, it is more complicated than this 
given deductibles and exclusions. The medical debt come on top of major economic 
hardship caused partly by massive layoffs and loss of employer sponsored health 
insurance. Commercial insurance plans from both employer groups and 
private/individual plans are leaving people vulnerable to costs through high deductibles. 
One major hospital chain has filed 19,000 lawsuits over allegedly unpaid medical bills 
since March of 2020 when the national emergency due to COVID-19 was declared. 
 
Patients face having wages garnished, liens placed on their homes and their credit 
rating harmed. The amounts claimed represent a tiny fraction of corporate annual 
income and one corporation is unique in the volume of lawsuits.  
 
For a detailed discussion of this and related topics, see The Price We Pay. What Broke 
American Health Care and How to Fix It, by Johns Hopkins professor Marty Makary, a 
leading researcher in this field. It is noteworthy that the US is the only North American 
or European industrialized country to not have total health coverage by government 
plans or mandates In addition the US plan is highly fragmented and complex and 
ranked the worst in this group of countres.1 
 

PROTON PUMP INHIBITORS 
USE LINKED TO INCREASED RISK OF GASTRIC CANCER 

In IHN February 2021 the dangers associated with stomach acid suppression with 
proton pump inhibitors (PPIs) was discussed. Introduced in the late 1980s PPIs have 
become widely used to treat heartburn, acid reflux, bothersome indigestion, and gastric 
ulcers. Enthusiasm was never dampened by those who questioned the wisdom of 
interfering with stomach secretions including hydrochloric acid, features humans have 
possessed for eons for presumably good reasons. Stomach fluid with a very low pH, 
i.e., a very high level of acidity is involved in a number of essential features of the 
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gastrointestinal system such as digestion, assimilation, sphincter integrity and protection 
of the gastrointestinal system from invaders such as bacteria and viruses including 
COVID-19. Regulatory approval discouraged long-term use, but this is ignored, 
especially after over-the-counter PPIs became available.  
 
A recent study has clarified significantly the suspected association of lowering the 
stomach acidity and the development of gastric cancer.2 The study made use of the 
Korean National Insurance Service database and enabled an investigation of the impact 
of PPI use on the incidence of gastric cancer and also the incidence of this cancer 
among PPI users after H. pylori eradication. H. pylori infection is the strongest risk factor 
for stomach cancer which is the third leading cause of cancer-related mortality 
worldwide.  Yet its eradication alone does not fully prevent progression to gastric 
cancer. It was found that PPI use was associated with a 2.37-fold increase in the 
incidence of gastric cancer in the general population studied for PPI use of ≥ 30 days 
vs. non-PPI use. Median follow up was 4.3 years. Furthermore, PPI use ≥ 180 days vs. 
non-users was associated with a 2.22-fold increase in gastric cancer incidence after H. 
pylori eradication. This result with a H. pylori eradicated population was consistent with 
a study reporting in 2018 which found a 2.44-fold increase in gastric cancer prevalence.  
PPIs induce what is called hypergastrinemia, the medical term for low stomach acidity, 
which is associated with a number of potentially carcinogenic effects where the 
mechanisms are understood but complex. 
 
There are several websites featuring side effects of PPIs, but the mention of gastric 
cancer is rare. Nevertheless, there is a considerable literature. Controversial results and 
editorial comment fuel the downplay of the issue. After all PPIs constitute a blockbuster 
class of drugs.   
 
The authors conclude that long-term use of PPIs should be approached with caution. 
This seems like an understatement, and this is what the FDA has been saying for a long 
time. Translated, it means use only as a last resort or when nothing else works and limit 
use to short term therapy. That would mean don’t make it available over-the-counter 
where people are free to used it daily for years believing it is as safe as candy and in 
fact a miracle drug.  

 
 

PREVENTION OF ATHEROSCLEROSIS-RELATED HEART DISEASE  
 

Cardiovascular disease is the leading cause of death and disability in the US and 
accounts for a greater proportion of health expenditures than any other condition. This 
is despite declines in mortality associated with this disease attributed to advances in 
medical and surgical therapies over the last few decades. However, the decline of age-
adjusted cardiovascular mortality has slowed and may be about to reverse which 
challenges medical science to improve prevention.  
 
The standard advice for prevention is eat a healthy diet, be physically active, watch 
weight, live tobacco free, and manage diabetes, high blood pressure, cholesterol, and 
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blood glucose. In addition, know your 10-year absolute adverse cardiovascular event 
risk since if high the actions become more urgent. This sounds great but the devil is in 
the details. The primary goal is to avoid a major adverse cardiac event (MACE) such as 
a heart attack, angina, need for a coronary bypass operation or stenting. The subject of 
preventing heart disease may come up during a checkup or a visit to the doctor for an 
unrelated problem that results in blood work, and this almost always involves the lipid 
panel. Even a somewhat elevated LDL-C may prompt a 10-year risk assessment. It can 
be quickly done on a cell phone with an online risk calculator and the result may prompt 
a statin prescription and perhaps a discussion of blood pressure, the use of aspirin and 
that old standby, the heart-healthy lifestyle. 
 
The above are the pillars supporting the mainstream approach to preventing heart 
disease. There have been many studies over the years with MACE endpoints, some 
also including stroke. An overall view of the merits of these pillars can be found on the 
NNT.com website. A group of doctors run the site and critically examine the best studies 
which in the case of heart disease and stroke address statins, aspirin, blood pressure 
control, and diet with emphasis on the absolute risk reduction, or put another way, how 
many of those treated do not benefit. The NNT gives the number who need to be 
treated to prevent one event such as a heart attack, stroke or associated death.  In the 
table below the results for the treatment with aspirin, statins, blood pressure control, and 
Mediterranean (MED) diet are presented as NNT and ARR (absolute risk reduction). 
The percentage that does not benefit is simply (100 – ARR%) so ARRs in the range of 
1% to 2% yield 99%-98% failure for each specific intervention. The table includes the 
harms of the treatment. The harm T2DM in diabetes and muscle refers to muscle 
damage, the controversial problem with statins. See the April 2021 issue of IHN for a 
discussion of statin treatment increasing the risk of diabetes.  

 
NUMBER NEEDED TO TREAT AND PERCENT ABSOLUTE RISK REDUCTIONS* 

 

TREATMENT DEATH STROKE HEART 
ATTACK 

HARMS 

PRIMARY PREVENTION 

Blood pressure 125 (0.8%) 67 (1.5%) 100 (1.0%) medication 

Aspirin 0% ? 333 (0.3%) bleeding 

MED diet 61 (1.6%) 61 (1.6%) 61 (1.6%) NA 

Statins 0% 134 (0.8%) 104 (1.0%) T2DM muscle 

Statins (low risk) 0% 313 (0.3%) 217 (0.5%) T2DM muscle 

SECONDARY PREVENTION 

Statins 83 (1.2%) 39 (2.6%) 83 (1.2%) T2DM muscle 

MED diet 30 (3.3%) NA 30 (3.3%) NA 

     *Source: the NNT.com 
 
It is clear from this table that the pillars viewed separately offer false hope. This is 
commonly reinforced by expressing the benefit as a relative risk reduction which moves 
the benefit from 1-2% to 20% or more. Same data, just a different presentation. It 
seems clear that for primary prevention most do not benefit significantly. As will be 
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discussed below, when a set of interventions is used, the absolute risk reduction 
improves considerably.  
 
So, what to do? The search for something different and conceivably better turns up a 
short list of the following: keep active and exercise, avoid tobacco, and prevent or 
reverse type 2 diabetes or prediabetes, if obese enough to qualify, consider bariatric 
surgery, and try calorie restriction even if not obese. Also, find a compatible heart-
healthy diet such as the Mediterranean augmented with more olive oil and nuts.  
 
DIABETES AND HEART DISEASE  
Diabetes increases the absolute risk of heart disease and stroke. The risk depends 
strongly on gender and age. The increase in risk for men at 40 is 1.3%, at 70, 15%. For 
women, the corresponding numbers are 0.8% and 8.7%. Traditionally the high-risk 
threshold was > 10%, but now it is 7.5 %. The question with enhanced risk is always 
does reducing the risk factor reduce the risk or are there long-term effects that do not go 
away when the causative factor is removed leaving a residual risk? 
 
There have been no clinical studies addressing the impact of the Newcastle diet 
success of inducing diabetes remission and the subsequent risk of MACE. The rapid 
weight loss can result is a large drop in blood pressure, a marker of cardiovascular risk. 
However, this can put those undertaking the diet unsupervised at high risk of 
serious hypotension if they are taking blood pressure medication.  This diet 
should not be undertaken except with medical supervision especially for those 
with hypertension and for these individuals it is necessary to have the blood 
pressure medications managed.  
 
Another question involves the cardiovascular benefit of simply controlling hyperglycemia 
with a drug. This issue has been addressed. For example, a 2017 study of 25,000 
metformin initiators (mean age 62.5 y, 55% males) enrolled diabetics and initiated 
metformin therapy. A follow-up for 10 years examined the incidence of cardiovascular 
events or death. The cumulative incidence was already reflected in the HbA1c at 6 
months. At 10 years there was a 7.5% absolute risk difference in cumulative incidence 
between those achieving <6.5% HbA1c vs. ≥ 8% with metformin.3 This indicated that 
the 6 months response to metformin was a predictor of the benefit of blood glucose 
lowering and risk reduction for CVD events.  
 
In the July-August 2019 issue of IHN the new diabetes management drugs were 
discussed. They were and still are expensive and at that time the four drugs all had only 
small absolute risk reductions. This will be updated shortly.  
 
A recent study pertaining to CVD risks in prediabetes that is relevant to this discussion 
(Science Daily, May 5, 2021) was presented at a scientific meeting. The study found 
that the presence of prediabetes increased the risk of CVD events compared to 
individuals with normal blood glucose levels over 5 years of follow up. It was also 
observed that prediabetics who were able to bring their blood sugar level back to normal 
still had a higher CVD event rate compared to those without prediabetes. The absolute 
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event difference was 4.5%. The message was that prediabetes must be recognized as 
more than a benign period on the way to diabetes.   
 
The Newcastle diet offers a simple and potentially fast way to reversing prediabetes. 
Monitoring fasting glucose and levels before and 2 hours after lunch and dinner will 
provide evidence of progress and if the prediabetes is reversed how durable the 
remission is. A glucose tolerance test is highly desirable a month or two after stopping. 
HbA1c should always be included in subsequent blood work. Note that even in this 
case, medical supervision is important especially for anyone on high blood pressure 
medicine.  
 
BLOOD PRESSURE MANAGEMENT 
The absolute benefits presented in the table are consistent with a paper in Lancet just 
published.4  Data used in a meta-analysis revealed that for a 5 mm Hg reduction in 
systolic blood pressure over 4 years, the ARR was 0.9% for major cardiovascular 
events. This also agrees with results that can be obtained from the online risk 
calculators using the mean age and blood pressure of the pooled subjects. A 20 mm 
reduction yield an ARR of 3.6% over 4 years. 
 
DIET 
The above table also indicates that there is only a small absolute risk reduction for 
primary prevention provided by the Mediterranean diet which is considered “heart 
healthy.” A later study which included stratification by olive oil and nuts found an ARR of 
1.7% to 2.1% over 4.8 years, consistent with the above table.5 The PREDRIMED study 
published in 2015 found for the Mediterranean diet a 5-year ARR of 1.2%.6 
 
 A large multi-country study of 135,000 participants found that for total mortality or major 
cardiovascular disease that as the energy intake from carbohydrates increased these 
two endpoints also increased (PURE 2017).7 In addition, energy increase from total fat, 
saturated fatty acids, monosaturated and polyunsaturated fats all provided protection 
from both endpoints.  This provides guidance for emphasis of macronutrient content of a 
heart healthy diet. While those who still believe that moderate fat intake is bad will reject 
the support of dietary fat, this view appears to now be thoroughly debunked.8 See also 
the February 2019 IHN for a full discussion.  
 
Finally, the remarkable variation in response to dietary contents discussed in The 
Personalized Diet9 suggests that some will benefit much more than  might be  expected 
from using the above dietary information. An interesting recent book Deep Medicine by 
Dr. Eric Topol  discusses the use of artificial intelligence and digital aids in medicine and 
includes a chapter titled Deep Diet which relates to the above discussion.10  Nutritional 
research averages over populations and must be considered in this context. The dietary 
response variations are very large and can be definitely clinically significant.  
 
Anyone wishing to personalize their diet in the context of metabolic glucose response 
should consider investing in a continuous blood sugar monitor which downloads to a cell 
phone/computer. This provides an effortless way to map the personal glycemic 
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response according to specific foods and meals and develop an evidence-based 
strategy. These devices are not cheap but seem worth it.  
 
SHRINK THE CORONARY ARTERY PLAQUE  
Coronary plaques represent a necessary condition for most atherosclerosis-caused 
heart disease. No plaques, no raptures, no angina. Statins, especially used at high 
dose, can cause decreases in plaque volume. The percentage change varies 
considerably from less than 1% up to 13%. However, there is no evidence that statin 
induced shrinking of plaque by this amount will significantly alter the risk of 
cardiovascular events.11,12. That remains theoretical. 
 
The use of supplements, especially dark garlic extract and selenium, have been shown 
to also significantly decrease plaque burden and progression including plaque types 
regarded as prone to rupture. This has been discussed in IHN (December 2020). 
However, there do not appear to be studies with event endpoints to evaluate the clinical 
merits with long-term follow-up.   
 
COMBINED INTERVENTIONS. THE KEY TO MAXIMUM BENEFIT 
Low absolute risk reductions found in single interventions and are not impressive.  What 
happens if one engages in say 4 interventions, each with an ARR of 2%. The result of 
the combination is that the risk ratios (ratio of events in the intervention group vs. the 
control group) multiply to give a total risk ratio.13,14 If one assumes a risk of the event 
before the interventions which is in fact necessary for the calculation,  then the ARR of 
the combined intervention can be calculated.14 If the ARR is 2% for each of four 
intervention, then for before-intervention risks of events of 5%, 10%, 15% and 20%, the 
resultant  ARRs are 4.4%, 8.8%, 13.2%, and 17.6% respectively. All the risks need to 
be for roughly over the same time or adjusted for this since for some interventions, the 
ARR increases with time. This approach requires that the interventions be independent 
and do not interact and the results are appropriate to apply to the population in 
question. Thus, the approach is approximate, subject to errors which are difficult to 
estimate and may overestimate the benefits of multiple simultaneous interventions. 
Furthermore, some interventions simply delay events and expectations should not 
extend beyond the duration of the trials being used. Nevertheless, there does not seem 
to be significant downside. For two examples of the use of this cumulative calculation 
see INH June 2016 (INTERHEART STUDY) and September 2016 (INTERSTROKE 
STUDY).  
 
Large baseline (before intervention) risks of MACE are common. Consider a 50-year-old 
American man, no diabetes, non-smoker, family history of heart attack, total cholesterol 
of 220 mg/dL, HDL 40 mg/dL, systolic blood pressure, 130 mmHg, on both blood 
pressure and lipid lowering medications. The 10-year risk is 4.6% but if the coronary 
calcium score is 300, the risk jumps to 13%. Just higher age also has a dramatic effect. 
For the same risk factor values, women have consistently lower risk.  
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CONCLUSIONS 
It appears that primary heart disease prevention is characterized by small benefits and 
in some cases undesirably high adverse effects such as type 2 diabetes. Multiple 
simultaneous interventions are necessary and can for high-risk individuals achieve 
remarkable benefit. Human variability may for some yield surprising results. Combining 
all the non-pharmaceutical interventions appears to be a low-risk approach to the 
serious problem of atherosclerosis associated heart disease.  
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