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I DEVELOPED a serious cardiac arrhythmia, ventricular tachycardia, seven years 
ago. It worsened over the past summer and early fall, and over the past six weeks 
I’ve had several ambulance rides and hospitalizations. And my experience through 
this illustrates the good side as well as the bad side of medicine today.

On the good side, I was fortunate to have the attention of two world-class doc-
tors who spent six hours, one going inside my heart, the other coming through my 
chest wall to the outside of my heart, to map electrically the aberrant signals in my 
heart and to ablate them. Since then, I’ve not had a problem. 
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On the bad side, two days after the 
procedure, I was in the intensive care 
unit when a cardiologist came by on 
rounds. He advocates a wider use of 
cholesterol-lowering statin medica-
tions than I do, and he started to cite 
the literature about why I should be 
taking more cholesterol-lowering medi-
cine than I already was. I asked him 
if he had read the studies underlying 
that literature, and of course he had. I 
then asked him if he understood that 
the endpoint of many of those studies 
wasn’t really appropriate to determine 
the benefit of statins, and he acknowl-
edged there was some debate about 
that. Finally, I asked if he was aware 
that when peer-reviewed articles are 
published in medical journals—even 
the most reputable medical journals—
the peer reviewers don’t have access to 
the actual data from the clinical tri-
als being reviewed. And he answered, 
somewhat meekly, that yes, he was 
aware of that.

In other words, he was aware that 
his recommendation that I increase my 
use of statin drugs was based entirely 
on incompletely vetted commercially-
sponsored and largely commercially-
influenced medical journal articles. 
This gets to the heart of the problem of 
the commercial takeover of the medical 
knowledge that doctors believe in and 
implement. 

But before continuing that thought, 
let me step back and explain why I 
begin from the assumption that U.S. 
health care is on the wrong track. 

An easy way to gauge the health of a 
country, and to compare the health of a 
country with that of other countries, is 
to look at average life expectancy. And 
if you look at a chart comparing aver-
age life expectancy in the U.S. with the 
average life expectancy of eleven other 
wealthy countries from 1980 to 2021, 
you will find that in 1980, the U.S. was 
just about equal with those other coun-
tries. But as the years have progressed 
since then, life expectancy in the U.S. 
has fallen further and further behind. 
Until 2014, our life expectancy was 
going up, but we were losing ground 
to the populations of other advanced 
countries.

By 2019, prior to COVID, life expec-
tancy in the U.S. had fallen relative to 
that in the other countries so much 
that 500,000 Americans were dying 
each year in excess of the death rates 
of the citizens of those other countries. 
To exclude poverty as a factor in these 
numbers, a study looked at the health 
of privileged Americans—specifically, 
white citizens living in counties that are 
in the top one percent and the top five 
percent in terms of income. This high-
income population had better health 
outcomes than other U.S. citizens, but 
it still had worse outcomes than average 
citizens of the other developed coun-
tries in such areas as infant and mater-
nal mortality, colon cancer, childhood 
acute lymphocytic leukemia, and acute 
myocardial infarction.

Now combine this with the fact that 
we in the U.S. are paying an enormous 
excess over those other countries on 
health care. In the U.S., we spend on 
average $12,914 per person per year on 
health care, whereas that figure in the 
other comparable countries is $6,125. 
That comes to $6,800 more per per-
son—and if you multiply that by 334 
million Americans, we are spending 
an excess $2.3 trillion a year on health 
care—and getting poorer results. 

Which means that our health care 
system is broken and needs fixing.
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***

Prior to leaving office in 1961, Pres-
ident Eisenhower famously warned 
the nation about what he called the 
“military-industrial complex.” I sug-
gest that we now have a medical-indus-
trial complex that is sucking America’s 
wealth away from the other things that 
will make us healthier and create bet-
ter lives for the American people.

Ask yourself, what ought to be the 
primary goal of American health care? 
To my mind it is this: to maintain and 
improve individual and population 
health most effectively and efficiently. 
And if that is correct, there are two 
critical questions we all need to ask: 
(1) Why are we failing so miserably 
to achieve this goal? and (2) Why are 
doctors and other health care profes-
sionals willing to go along with this 
dysfunctional system?

One of the fundamental reasons 
for the disparity between the health 
of Americans and the health of people 
in other wealthy developed countries 
is that our medical-industrial com-
plex has taken control over what doc-
tors and the public accept as medical 
knowledge. This is something that has 
evolved over time. 

Back in 1981, I was finishing my 
medical residency and starting a 
two-year fellowship, which is when 
I learned my research skills. At that 

time, my colleagues and I would spend 
hours dissecting the articles in medi-
cal journals, and commercial bias was 
never an issue. But 1981 turned out 
to be a pivot point. Derek Bok, the 
president of Harvard University, said 
in Harvard Magazine that year that 
the university’s reliance on industry 
funding for research was causing “an 
uneasy sense that programs to exploit 
[i.e., make money from] technological 
development are likely to confuse the 
university’s central commitment to the 
pursuit of knowledge.” He explained 
that because grants from the National 
Institutes of Health and the National 
Science Foundation were declining, 
scientific researchers were turning to 
commercial sources for funding.

Along the same lines, a 1982 article 
in the journal Science, “The Academic-
Industrial Complex,” pointed out that 
universities that had been pursuing 

knowledge for its 
social and scientific 
value had been sud-
denly drawn into 
the marketplace and 
were pursuing knowl-
edge for commercial 
value. We today have 
grown accustomed 
to an environment 
where it’s normal for 
professors at medical 
schools to have com-
mercial relationships. 
But it wasn’t always 

that way, and it doesn’t have to be that 
way in the future.

A second factor in the evolution I’m 
describing was the passage by Congress 
in 1980 of the University and Small 
Business Patent Procedures Act—also 
known as the Bayh-Dole Act. When 
Japanese cars entered U.S. markets in 
the late 1970s, it was widely believed 
that the Japanese government was 
supporting the development of those 
imports in order to help Japanese car 
manufacturers compete against their 

A 2005 ARTICLE IN THE NEW ENGLAND JOURNAL OF 
MEDICINE NOTED THAT 80 PERCENT OF CLINICAL 
TRIAL AGREEMENTS ALLOWED DRUG COMPANIES TO 
OWN THE DATA PRODUCED BY THE RESEARCH. IN MY 
MIND, DATA FROM A CLINICAL TRIAL—EXCLUDING, 
OF COURSE, MANUFACTURING TECHNIQUES AND 
GENUINELY PROPRIETARY INFORMATION—IS A PUBLIC 
GOOD, BECAUSE DOCTORS ARE GOING TO USE THAT 
DATA TO MAKE DECISIONS ABOUT HOW TO TREAT 
THEIR PATIENTS. BUT THE DRUG COMPANIES DON’T 
SEE IT THAT WAY.
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U.S. counterparts. Many thought that 
the same loss of competitive edge was 
happening in science: research tak-
ing place at universities wasn’t being 
properly commercialized because the 
universities had no financial incentive. 
The Bayh-Dole Act aimed to remedy 
that by allowing universities and other 
nonprofit research institutions to com-
mercialize discoveries made by their 
scientists while conducting federally-
funded research by retaining any prof-
its—including profits from patents on 
pharmaceuticals. With that, universi-
ties became players in the marketplace 
and were absorbed into the medical-
industrial complex. 

The first and most obvious result of 
this had to do with who was sponsor-
ing and controlling medical research. 
In 1991, 80 percent of pharmaceutical 
research was taking place in university 
medical centers, and it was conducted, 
analyzed, and published by indepen-
dent academic researchers. But by 
2004, only 26 percent of the pharma-
ceutical industry’s research was tak-
ing place in universities. The other 74 
percent was being done by for-profit 
research companies. These companies 
might hire medical centers to provide 
research help, but overall control of the 
research had moved from the academic 
centers to the pharmaceutical industry. 
And this was a radical change. 

A 2005 article in the New England 
Journal of Medicine noted that 80 per-
cent of clinical trial agreements allowed 
drug companies to own the data pro-
duced by the research. In my mind, 
data from a clinical trial—excluding, of 
course, manufacturing techniques and 
genuinely proprietary information—is a 
public good, because doctors are going 
to use that data to make decisions about 
how to treat their patients. But the drug 
companies don’t see it that way.

In litigation involving Pfizer—
although Pfizer is no different than 
other drug companies in this respect—
internal Pfizer documents stated in 
stark language that “Pfizer-sponsored 

studies belong to 
Pfizer, not to any 
individual,” and that 
the “Purpose of data 
[from those studies] 
is to support, directly 
or indirectly, market-
ing of our product.” 
Not to ensure that the 
drugs will make people 
healthier or improve 
quality of life—or to 
ensure that they will 
do no harm—but to 
support the company’s 
marketing.

These internal documents go on to 
specify some of the ways the data is 
used for marketing. One is “through 
publications for field force use.” Trans-
lated into plain English, this means 
the drug companies purchase reprints 
of medical journal articles and have 
their drug representatives hand them 
out to doctors so the doctors will pre-
scribe their drugs. And that would 
be a perfectly fine thing to do—if the 
journal articles underwent indepen-
dent peer review. With independent 
analysis of the accuracy and complete-
ness of the research and data provided 
in the medical journals, we could trust 
them. But as things currently stand, 
we can’t.

GERMANY’S INSTITUTE FOR QUALITY AND EFFICIENCY 
IN HEALTH CARE, AN INDEPENDENT AGENCY UNDER 
CONTRACT TO GERMANY’S MINISTRY OF HEALTH, 
FOUND THAT OF 216 NEW DRUGS FROM 2011-2017, 
ONLY 54 WERE OF “MAJOR” OR “CONSIDERABLE” 
BENEFIT. THIRTY-SEVEN WERE OF “MINOR,” “LESS,” OR 
“NON-QUANTIFIABLE” BENEFIT. AND THERE WAS “NO 
PROOF OF ADDED BENEFIT” FOR 125 OF THE DRUGS.
HERE IN THE U.S., MEANWHILE, BECAUSE WE DON’T 
HAVE A MECHANISM OF EVALUATING NEW PRODUCTS, 
DOCTORS DON’T KNOW WHICH PRODUCT OUT OF 
EVERY FOUR IS WORTH PRESCRIBING.
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The New England Journal of Medi-
cine survey I cited before contained 
two other findings worth noting. In 24 
percent of clinical trial agreements, the 
sponsor (meaning the drug company) 
“may include its own statistical analysis 
in manuscripts [i.e., journal articles].” 
And even more outrageously, 50 per-
cent of clinical trial agreements allow 
the sponsor to “write up the results for 
publication and the investigators may 
review the manuscript and suggest 
revisions.” In other words, 50 percent 
of the contracts that academic medi-
cal centers make with drug companies 
allow the drug companies to ghostwrite 
the articles. The researchers who are 
the named authors of the articles have 
the right to suggest revisions but not 
to make actual corrections or edits. 
This is not academic freedom. Nor is it 
an arrangement in which medical sci-
ence is going to serve the interest of the 
American people.

Related to this, I once asked an edi-
tor of one of the world’s most respected 
medical journals why journals don’t 
simply require that the drug companies 
submit their extensive internal clinical 
study report and data, while redact-
ing proprietary information. The edi-
tor responded without missing a beat: 
“That would be a death spiral for the 
journal.” What he was saying is that he 
understands the problem, but that the 
medical journals need to publish the 

major clinical trials to maintain their 
prestige and continue to sell reprints 
back to the drug companies. (As an 
aside, the sale of reprints is a big deal: 
in 2005, The Lancet, one of the world’s 
most prestigious journals, made 41 
percent of its income from selling 
reprints.) 

It is irresponsible for medical jour-
nals not to require transparency from 
the drug companies—but it makes per-
fect business sense when we understand 
their financial dependence on those 
companies. 

In summary, the biomedical mar-
ket is not like Adam Smith’s basic 
market in the 1700s—it’s not a mar-
ket where people shop for their bread, 
meat, and beer, and where they can 
directly assess the quality of the infor-
mation, the quality of the product, 
and whether the price is fair or not. 
Biomedical products are not directly-
experienced goods like bread, meat, 
and beer. They are what economists 
call “credence goods”—goods that 
can’t be evaluated directly by the pur-
chaser. Rather, consumers must rely 
on the evaluation of experts. And with 
prescription drugs, the manufacturers 
have a monopoly on the information.

*** 

Turning to the issue of excess cost, 
there are three main factors. One is that 
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Sixteen years ago, in 2005, the Carter-Baker Commission on Federal Election 
Reform issued a report that proposed a uniform system of requiring a photo ID in 
order to vote in U.S. elections. The report also pointed out that widespread absentee 
voting makes vote fraud more likely. Voter files contain ineligible, duplicate, fictional, 
and deceased voters, a fact easily exploited using absentee ballots to commit fraud. 
Citizens who vote absentee are more susceptible to pressure and intimidation. And 
vote-buying schemes are far easier when citizens vote by mail. 

Who was behind the Carter-Baker Commission? Donald Trump? No. The 
Commission’s two ranking members were former President Jimmy Carter, a 
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In the 2020 presidential election, 
for the first time ever, partisan groups 
were allowed—on a widespread basis—
to cross the bright red line separating 
government officials who administer 
elections from political operatives who 
work to win them. It is important to un-
derstand how this happened in order to 
prevent it in the future.

Months after the election, Time 
magazine published a triumphant story 
of how the election was won by “a well-
funded cabal of powerful people, ranging 
across industries and ideologies, working 
together behind the scenes to influence 
perceptions, change rules and laws, steer 
media coverage and control the flow of 
information.”  Written by Molly Ball, a 
journalist with close ties to Democratic 
leaders, it told a cheerful story of a “con-
spiracy unfolding behind the scenes,” the 
“result of an informal alliance between 
left-wing activists and business titans.” 

A major part of this “conspiracy” 
to “save the 2020 election” was to use 
COVID as a pretext to maximize absen-
tee and early voting. This effort was 
enormously successful. Nearly half of 
voters ended up voting by mail, and 
another quarter voted early. It was, Ball 
wrote, “practically a revolution in how 
people vote.” Another major part was 

to raise an army of progressive activists 
to administer the election at the ground 
level. Here, one billionaire in particular 
took a leading role: Facebook founder 
Mark Zuckerberg. 

Zuckerberg’s help to Democrats is 
well known when it comes to censoring 
their political opponents in the name of 
preventing “misinformation.” Less well 
known is the fact that he directly funded 
liberal groups running partisan get-out-
the-vote operations. In fact, he helped 
those groups infiltrate election offices 
in key swing states by doling out large 
grants to crucial districts.

The Chan Zuckerberg Initiative, an 
organization led by Zuckerberg’s wife 
Priscilla, gave more than $400 million to 
nonprofit groups involved in “securing” 
the 2020 election. Most of those funds—
colloquially called “Zuckerbucks”—were 
funneled through the Center for Tech and 
Civic Life (CTCL), a voter outreach orga-
nization founded by Tiana Epps-Johnson, 
Whitney May, and Donny Bridges. All 
three had previously worked on activ-
ism relating to election rules for the New 
Organizing Institute, once described by 
The Washington Post as “the Democratic 
Party’s Hogwarts for digital wizardry.” 

Flush with $350 million in Zucker-
bucks, the CTCL proceeded to disburse 
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WHY DO I say that we need to lay siege to our institutions? Because of what has hap-
pened to our institutions since the 1960s.

The 1960s saw the rise of new and radical ideologies in America that now seem 
commonplace—ideologies based on ideas like identity politics and cultural revolu-
tion. There is a direct line between those ideas born in the ’60s and the public policies 
being adopted today in leftist-run cities like Seattle, San Francisco, and Chicago. 

The leftist dream of a working-class rebellion in America fizzled after the ’60s. 
By the mid-1970s, radical groups like the Black Liberation Army and the Weather 
Underground had faded from prominence. But the leftist dreamers didn’t give up. 
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ELON MUSK’S takeover of Twitter last October and the subsequent reporting on 
the Twitter Files by journalists Matt Taibbi, Bari Weiss, and a handful of others be-
ginning in early December is one of the most important news stories of our time. 
The Twitter Files story encompasses, and to a large extent connects, every major po-
litical scandal of the Trump-Biden era. Put simply, the Twitter Files reveal an unholy 
alliance between Big Tech and the deep state designed to throttle free speech and 
maintain an official narrative through censorship and propaganda. This should not 
just disturb us, it should also prod us to action in defense of the First Amendment, 
free and fair elections, and indeed our country. 
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the U.S. is the only wealthy developed 
country that has no formal mechanism 
of price negotiation. A second is that 
because most consumers are insured, 
they pay only a small part of the price—
so high prices don’t provide market 
discipline. A third important factor is 
that, as a country, we are perhaps too 
mesmerized by the idea of biomedical 
innovation. 

Regarding this third factor, histo-
rian Jill Lepore has written: “Innova-
tion might make the world a better 
place, or it might not.” Innovation, she 
goes on to say, is not necessarily “con-
cerned with goodness,” but often “with 
novelty, speed, and profit.” It is certain 
that in the biomedical area, too many 
innovations we are being sold today 
are not being properly evaluated in 
terms of their true value for the public. 

We in the U.S. are spending 96 
percent of our biomedical research 
money on medical drugs and devices, 
and only four percent on how to make 
the population healthier and how to 
deliver health care more efficiently 
and effectively. Put another way, the 
U.S. spends $116 billion on researching 
new drugs and devices—which com-
prise only 13 percent of total health 
care costs—but only $5 billion on 
research concerning the remaining 
87 percent of health care costs. Why? 
Because the drug companies’ job is to 
maximize the money they return to 
their investors, and the highest return 

on research investment is not going 
to be from studying and promoting 
healthy diets and lifestyles. The money 
is in selling drugs and devices. This 
leads to a tremendous epidemiological 
imbalance in the information coming 
down to doctors. 

Even when new drugs get approved, 
only one out of four is actually materi-
ally better than previously available 

and far less expensive 
therapies. Germany’s 
Institute for Qual-
ity and Efficiency in 
Health Care, an inde-
pendent agency under 
contract to Germany’s 
Ministry of Health, 
found that of 216 
new drugs entering 
the German market 
from 2011-2017, only 
54 were of “major” or 
“considerable” benefit. 

Thirty-seven were evaluated to be of 
“minor,” “less,” or “non-quantifiable” 
benefit. And there was “no proof of 
added benefit” for 125 of the drugs. 
Here in the U.S., meanwhile, because 
we don’t have a formal mechanism of 
evaluating new products, doctors don’t 
know which product out of every four 
is worth prescribing. They are vis-
ited by marketers and given medical 
journal articles supporting the use of 
all the drugs, and they are denied the 
knowledge they need to act as learned 
intermediaries.

In my recent book, I talk about 
Trulicity—a diabetes drug that reduces 
the risk of heart disease. It was heav-
ily advertised on TV and heavily 
marketed to doctors. But what wasn’t 
publicized or shared with doctors is 
Trulicity’s NNT—which stands for 
“number needed to treat.” The NNT 
tells you how many patients have 
to be treated, and for how long, for 
one patient to benefit from a drug. 
In the case of Trulicity, it turns out 
that you have to treat 327 people for 

IN COMPARATIVE TERMS, BRAND NAME DRUGS COST 
THREE-AND-A-HALF TIMES MORE IN THE U.S. THAN IN 
OTHER WEALTHY DEVELOPED COUNTRIES. BUT THE 
MOST SHOCKING NUMBERS HAVE TO DO WITH THE 
RATE OF INCREASE IN PRICES. IN 2008, THE AVERAGE 
ANNUAL PRICE OF A NEW DRUG IN THE U.S. WAS $2,115; 
BY 2021, THIS ANNUAL AVERAGE PRICE OF A NEW 
DRUG HAD RISEN TO $180,000. THINK ABOUT THAT. 
AND IN 2022, THE AVERAGE ANNUAL PRICE WAS UP 
TO $257,000.
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approximately three years in order to 
prevent one non-fatal heart event. And 
treating just those 327 people over 
that time period would cost the public 
$2.7 million. Wouldn’t knowing these 
numbers make a difference to a doc-
tor deciding whether to prescribe the 
drug? Or to a patient deciding whether 
to request the drug? And this is leaving 
aside the possible negative side effects—
and the “number needed to harm” for 
each of them—which clinical trials 
often fail to monitor and more often 
fail to report in journal articles.

So we have all these brand name 
drugs being developed, and all of them 
are marketed heavily regardless of their 
effectiveness. The drug companies 
that own the patents are monopolies. 
How high are these brand name drugs 
being priced? In comparative terms, 
they cost three-and-a-half times more 
in the U.S. than in other wealthy devel-
oped countries. But the most shocking 
numbers have to do with the rate of 
increase in prices. In 2008, the average 
annual price of a new drug in the U.S. 
was $2,115; by 2021, this annual aver-
age price of a new drug had risen to 
$180,000. Think about that. 

In 2022, the average annual price 
was up to $257,000. 

***

Big Pharma is comprised of for-
profit companies. The job of for-profit 
companies is to maximize returns to 
their investors. Accusing drug com-
panies of being greedy is like accusing 
zebras of having stripes. They are doing 
their job, and we’re not going to change 
them. So it is our job—not only doctors, 
but the American people as a whole—to 
insist on guardrails to ensure that the 
pharmaceutical industry serves, rather 
than harms, public health. 

What is needed is very clear. First, 
we need to ensure that the evidence 
base of medicine is accurate and com-
plete, which requires independent, 

transparent peer review. Second, we 
need to implement health technology 
assessment, so that we and our doctors 
know which drugs and devices are the 
most effective. Third, we need to con-
trol the price of brand name drugs.

This is not rocket science—so why 
doesn’t it happen? Largely because the 
greatest bipartisan agreement among 
our political leaders is that it is fine 
for them to accept large contributions 
from drug companies. Huge amounts 
of money flow about equally to Demo-
crats and Republicans. This is why any 
meaningful reform will require the 
formation of a coalition of Americans 
to demand action. And a plea I would 
make is that people on the conservative 
side who have an aversion to govern-
ment and people on the progressive side 
who have an aversion to free markets 
come together with open minds to find 
a middle way to solve the problem of 
declining health and spiraling costs. 

We need to transcend our ideolo-
gies—to think of the good for our coun-
try and its people on this issue. Neither 
the people who tend to the Republican 
side alone nor the people who tend to 
the Democratic side alone will be able 
to break up the medical-industrial com-
plex that has a stranglehold on Ameri-
can health care. Instead of focusing on 
our disagreements, we need to focus 
on what we agree about—namely, that 
it would be better if Americans were 
healthier and didn’t spend over twice 
as much money (much of it to little or 
no benefit) on health care as citizens of 
other wealthy countries.

Oliver Wendell Holmes said in 1869, 
“The state of medicine is an index of 
the civilization of an age and country—
one of the best, perhaps, by which it can 
be judged.” Medical science is a won-
derful gift, but we have to use that gift 
wisely so that it serves the American 
people by providing the best and most 
efficient care. We can’t allow it to be 
held hostage by the medical-industrial 
complex. 


