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Surely a natural cancer remedy
can't be dangerous
SIR,-DrJeffrey Tobias is understandably irritated
by the dismissive response of the workers at the
Bristol Cancer Help Centre to the adverse result of
the recent breast cancer trial.' I was equally
disappointed by their reaction but for a somewhat
different reason.

Instead of trying to explain the result away they
should have been, if not jumping for joy, at least
making the best of a bad job. Before this report
most people scoffed at the idea that diet and
psychological factors could have any significant
effect on cancer, but here is an impeccably con-
ducted clinical trial showing an effect of consider-
able magnitude. Granted, it was in the wrong
direction, but so what?

Imagine for a moment that the investigators had
been studying the relative effectiveness of a new
drug and radiotherapy and the drug treated group
had had a higher relapse and death rate. Clearly, no
one would be likely to go on using that particular
drug, but I doubt if anyone would declare that all
drug treatment of cancer should be abandoned.
We also know that any effective treatment is likely
to carry the potential for harm if used in the wrong

Lowering cholesterol
concentrations and mortality
SIR,-Dr Matthew F Muldoon and colleagues use
four criteria to decide whether a study should be
included in the analysis. ' The first criterion is that
the trial should be in a patient population without
evidence of heart disease-that is, a primary
prevention trial.
The Los Angeles Veterans Administration study

included patients with pre-existing complications
of atherosclerosis and, as its authors accept, is ". .
thus a combined study of primary and secondary
prevention."2 The Minnesota coronary survey also
included patients with electrocardiographic
evidence of prior myocardial infarction.' Approxi-
mately 30% of the population in the colestipol-
Upjohn study had evidence of coronary heart
disease.4 Thus, according to the rules set out by Dr
Muldoon and colleagues, these three studies should
not have been included in the meta-analysis.
Alternatively if the rules are so loosely followed
other studies were wrongly excluded. These three
studies found mortalities from all causes of 5 19%,
6-44%, and 2 11% a year compared with 0 38%,
0-49%, and 0-43% a year in the remaining three
studies, which are genuine primary prevention
trials.
The authors do not address the appropriateness

of the length of follow up in the studies included in
the analysis. Data from the Framingham heart
study' and the long term follow up of the coronary

way, and so had the trial shown no difference
between the two groups (the outcome apparently
expected by most of the researchers) it would have
been far more discouraging for practitioners of
complementary medicine. Dr Michael Wetzler's
protestation that nothing they do at Bristol could
conceivably harm patients is not only comnplacent
but comes close to saying that their methods are
unlikely to have any effect, for good or ill.

So what should the Bristol group do next? They
were brave to put themselves to the test and naive
to expect to avoid the disappointments that most
conventional medical researchers have learnt to
accept, but I hope that they will now put this
episode behind them. They need to go on to isolate
the variables in their regimen, discover which
techniques are helpful, and discard those which are
harmful. The worst thing they could do would be
to continue on their present course in the face of all
the evidence, but nearly as bad would be to throw
in the towel: if they are sincere in their desire to
help patients with cancer they have the same duty
we all have-to keep trying.
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drug project6 indicate that the difference in total
mortality in groups with differing plasma choles-
terol concentrations did not emerge until 10-15
years of follow up. The mean follow up periods in
the six studies range from only 1 1 to 8 years.
The argument that these trials contain 120 000

patient years of observation is of little value when
the trials have not continued long enough to
observe the natural course of the disease.
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SIR,-Having reviewed six selected trials, Dr
Matthew F Muldoon and colleagues claim that
lowering cholesterol concentration in healthy

people tends to decrease mortality from coronary
heart disease and decreases it significantly if only
drugs are used. ' One of the criteria for a study to be
included in their review was that it should be
randomised. Two of the selected trials, however,
did not meet this criterion.

In the Los Angeles Veterans Administration
study heavy smokers were significantly over-
represented in the control group.2 Even if this
failure of randomisation was of no importance it
remains to be proved that the insignificantly lower
number of deaths from coronary heart disease
in the intervention group was due to nothing
but mere chance because although the serum
cholesterol concentration of subjects in the inter-
vention group was lowered, the cholesterol content
of their coronary arteries did not differ from that of
controls and in the aorta their cholesterol concen-
tration was higher than that of the controls.
The colestipol-Upjohn study was not rando-

mised for smoking habits at all.3 Furthermore, a
significantly lower serum triglyceride concentra-
tion was noted in the placebo group compared with
the treated group (220 v 284 mg/dl). The difference
was assumed to be due to an excess of control
patients with familial hypercholesterolaemia as
such patients usually have normal triglyceride
values. This conclusion was probably right because
the higher mortality from coronary heart disease
was confined to the younger age groups, but the
number of such patients was not given. That this
bias was balanced by a non-significant 3-5% higher
serum cholesterol concentration in the intervention
group, as suggested, is questioned.

Excluding these two studies the difference in the
numbers of deaths from coronary heart disease
between the intervention and control groups
disappears (1-04 v 1-09%). But although the
randomisation failures are detrimental to the
conclusions of the mentioned studies, they do not
invalidate the message from Dr Muldoon and
colleagues. Thus, lowering your serum cholesterol
concentration does no good to your heart, and it
may be dangerous to your mind.
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SIR,-The meta-analysis of Dr Matthew F
Muldoon and colleagues is restricted to mortality
and fails to consider the important impact of
cholesterol lowering on non-fatal coronary heart
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