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The physician must have two special objects in view … namely to do good and do no harm


Hippocrates: Epidemics, Book 1
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Introduction




’Tis impossible to separate the chance of good from the risk of ill


David Hume





In just fifteen years the number of prescriptions issued by family doctors in Britain has increased three-fold. Everyone agrees this is too many – a regular topic of conversation down the pub, on the golf course and the bowling green. Some are apprehensive about even visiting the surgery lest they be burdened with taking yet more drugs: ‘Quite a number of people I know are fearful of seeing their family doctors because of this.’ Dutiful children visiting their parents or elderly relatives are aghast at the six, or eight, or ten different types of pill cluttering the bathroom cabinet.


Doctors themselves certainly recognise the problem, with nine out of ten GPs in a straw poll acknowledging that they prescribe ‘too many pills’. The British Medical Journal, among others, has published numerous articles on the subject and along with several academic institutions has sponsored five international conferences – in Oxford, Washington, Barcelona, Quebec and Copenhagen – on the theme ‘Rolling back the harms of too much medicine’. Popular campaigns – ‘Choosing wisely’ in the United States, ‘Slow medicine’ in Italy – seek to mitigate the consequences.


‘The consequences’ are, of course, the nub of the matter. For, as the Scottish philosopher David Hume observed, ‘’Tis impossible to separate the chance of good from the risk of ill.’ There is no drug intended to do good that does not cause harm in some. And the more that are taken, the greater the chances. Over the past ten years, thousands of readers of my weekly medical column have written to tell of the misery of the muscular aches and pains, lethargy, insomnia, impaired concentration, gut disturbances and general decrepitude caused by their drugs – and their almost miraculous recovery on discontinuing them. The adverse consequences of ‘polypharmacy’ (literally, many pills) are vastly greater than is commonly appreciated, being responsible for a remarkable 75 per cent increase in recent years in the numbers requiring emergency hospital admission for adverse drug reactions. And polypharmacy can also be fatal, almost certainly a contributory factor to the recently observed decline in life expectancy – six hundred more people dying every week in 2015 compared to previous years.


So how did this situation arise? The origins of polypharmacy can be traced back to two very radical ideas. More than forty years ago, Henry Gadsden, the brilliant chairman of (at the time) the world’s largest and most innovative drug company, Merck, proposed that the future prosperity of the pharmaceutical industry would require expanding the market for its products beyond merely treating the ill to include the healthy as well. Ideally, he would like to ‘sell to everyone’. Ten years later a prominent British epidemiologist, Professor Geoffrey Rose, provided, if unintentionally, the rationale by which Gadsden’s rather disturbing vision might be realised. It is not just individuals who are ill, argued Rose; rather ‘the population is sick’. The blood pressure, cholesterol and glucose levels in the population are on average ‘too high’ and there is more to be gained by lowering these measurements in millions of people than by focusing on the relatively few in whom they are markedly elevated. This is, admittedly, a difficult concept to comprehend (it will become clear enough), but the notion of the ‘population approach’ – as it is known – of treating the many remains a central principle of medical thinking, to be exploited by the pharmaceutical industry to its immensely profitable advantage over several decades.


The third crucial element, closing the circle as it were, of too much medicine is more recent. In 2004, the long-standing contractual arrangements by which family doctors are remunerated were overturned in favour of ‘payment by performance’, financially incentivised to maximise the number of their patients being treated for a list of conditions. The synergy of these three ‘players’ in promoting polypharmacy, albeit for very different reasons, is now deeply entrenched, institutionalised within current medical practice.


There is thus an understandable reluctance to acknowledge its consequences. The Norwegians aptly describe the situation as ‘getting one’s foot stuck in the piano’, where the discordant noise caused by trying to disentangle it from the strings only draws attention to the gravity of the problems involved.


Hence, for ordinary people, the only way out of this grievous situation is to take the initiative by becoming better acquainted with the current enthusiasm for mass medication and asking more searching questions about the benefits and risks of the drugs they are taking. ‘Hang on a minute,’ some might say. ‘Are you seriously suggesting that, having read your book, I should tell my doctor I no longer wish to take my pills? That is going to be very unpopular, not to say irresponsible, and I wouldn’t be surprised if the General Medical Council were to strike you off the register for “bringing the profession into disrepute”.’


I take the point. But my interpretation of the rise of polypharmacy and its consequences is scarcely unique, reflecting, as mentioned above, the views of many. This book does, however, fill an important gap. It is time to move beyond complaining that doctors now prescribe too many pills to doing something about it. This ‘popular’ account seeks to provide in a comprehensible way, and for the first time, the relevant evidence by which people can make their own reasoned judgement about widely prescribed medicines – and why it is now generally accepted that two-thirds (or more) of those taking several types of drug gain no benefit from doing so.


Still, I am very aware of a nagging credibility gap – can this possibly be true? Medicine is, after all, a highly respected science-based profession guided by well-defined ethical values that could scarcely tolerate the folly of polypharmacy and the drive to expand ever further the number of the medicalised.


There is, however, an historical precedent for the events described in this book in the publication just over fifty years ago in 1967 by Maurice Pappworth of Human Guinea Pigs, an anthology of the cruel, dangerous and often purposeless experiments carried out in leading academic centres on infants, pregnant women, the mentally ill, the old and dying. Thus, in one typical experiment the participants were required to exercise on a standing bicycle with a tight mask fitted over the face while a thin catheter inserted through a large-bore needle in the arm monitored pressure within the heart. Not a pleasant experience for anyone, but, Pappworth pointed out, all the subjects were seriously ill, suffering from cancer, anaemia or various forms of lung disease. The roll call of those responsible for the experiments (and he mentions 126 by name) included most of the eminent and distinguished physicians of his time. They were scandalised, and he inevitably paid a high price, being ostracised by the medical establishment till almost the end of his career.


The significance of this precedent is two-fold. First, doctors may not be aware of the extent of the miseries inflicted by polypharmacy and indeed of the flawed reasoning and sophistry with which it has been so vigorously promoted. Next, Pappworth, in the introduction to Human Guinea Pigs, emphasises in bold his central concern, which is highly relevant to what follows. It reads:




‘In the great majority of articles giving accounts of these experiments, the authors do not mention whether consent was obtained. Therefore, in any particular example cited, unless definitely stated to the contrary, we must not assume that valid consent was given.’





Similarly, any decision to initiate treatment that involves, as in many cases, taking a drug indefinitely, requires first obtaining the patient’s truly informed consent – a proper understanding of the benefits (which may well be very small) and potential adverse effects. This does not happen. My hope in writing this book is that it will allow readers to have that discussion with their doctors. In the following chapter I shall elaborate on this Introduction as a prelude to examining in some detail the five main ‘pillars’ of polypharmacy.




Chapter 1


Too Much Medicine


Over the past sixty years, medicine has metamorphosed from a modest pursuit of limited effectiveness into a massive global phenomenon employing millions and costing trillions. Now, in the vast shiny palace the modern hospital has become, the previously unimaginable goals of transplanting organs and curing childhood cancer have become unexceptional while every year tens of thousands previously doomed to blindness from cataracts or to immobility from crippling arthritis have their sight and mobility restored. Medicine has become the most visible symbol of the fulfilment of the promise that scientific progress would vanquish the twin perils of ignorance and disease to the benefit of all.


And yet the more powerful and prestigious medicine has become, the greater the impetus to extend its influence yet further, resulting in the progressive ‘medicalisation’ of people’s lives to no good purpose. This takes many forms: unnecessary tests, the over-treatment of minor symptoms, the inappropriate use of the life-sustaining technologies of the intensive care unit, a constant stream of – often contradictory – warnings about trivial or non-existent threats to health in people’s everyday lives, and unreasonable claims as to what the current state of medical research can reasonably be expected to achieve.


The most serious form of that medicalisation, by far, is ‘too many pills’ – the mass prescribing of drugs, imposing a serious burden on people’s lives while (if paradoxically) posing a substantial threat to their health and wellbeing. In the very recent past the number of prescriptions issued by family doctors in Britain has increased three-fold – so it is now not unusual for those in their seventies and beyond to be taking a cocktail of numerous different drugs, with twice as many taking more than five, three times as many ten or more.


The several explanations for this dramatic ‘rise in polypharmacy’ include most obviously the reality that, as ever more people live ever longer, they become vulnerable to the inevitable ‘chronic diseases of ageing’, which can be mitigated, if not vanquished, by painkillers, anti-inflammatory drugs, acid suppressants, heart and water pills, and so on. Then it could be an indication of doctors’ greater thoroughness in diagnosing and treating ailments that may previously have been overlooked. The discovery of novel drugs such as Viagra extends the range of treatable conditions yet further, while the development of medicines better tolerated than those they replace (such as the antidepressant Prozac) lowers the bar for initiating treatment – accounting, at least in part, for the additional two million people who take them compared to twenty years ago. It may be, too, that the public have become more demanding of their doctors, insisting for example on being prescribed antibiotics for relatively minor coughs, colds and sore throats that might be expected to improve of their own accord. This is certainly a common perception but, perhaps surprisingly, during this period prescriptions for antibiotics have remained virtually static at just over three million a year.


These several possibilities are eclipsed by the main driving force behind the rise of polypharmacy, the extension of the sound principle of treating those with markedly raised blood pressure, sugar or cholesterol levels – in anticipation of reducing their risk of heart attack, stroke or the complications of diabetes – to the millions in whom these parameters are only modestly elevated, if at all. This widening of the scope of those deemed eligible for treatment is reflected in the truly awesome seven-fold increase in the numbers of prescriptions for blood pressure-lowering medications, a five-fold rise in diabetic drugs and a twenty-fold increase in the cholesterol-lowering statins (see Figure 1.1). Still, the logic behind that dizzying upward spiral in the number of prescriptions is plausible enough. There are very few more useful things a doctor can do than prevent the catastrophe of stroke by prescribing blood pressure-lowering drugs. To be sure, it is the relatively few with severe hypertension who are most likely to benefit, but a fair proportion of strokes occur in those with ‘mild’ hypertension, who would be similarly advantaged by drugs that can add twenty or more years to a person’s life. Ditto cholesterol and blood sugar.


Fair enough. But the common feature of those ‘physiological variables’ (as they are known) of blood pressure, cholesterol and sugar levels is that they are variable. They fluctuate in response to circumstances and over time. The stress and worries of everyday life may, for some, increase the blood pressure, which then returns to normal once they are resolved. Those variables also rise with age, so a raised measurement for someone in their thirties becomes ‘average’ for a person in their seventies. Or again, and very importantly, those variables tend to be higher in the plump than in the thin and will fall back within the normal range by the simple expedient of shedding, by dietary means, a stone or more in weight. The upshot being that, if this variability is not taken into account when diagnosing hypertension, diabetes or ‘high cholesterol’, then substantial numbers will end up being treated for a condition they do not have.


Figure 1.1 Too much medicine: The phenomenal rise in the number of prescriptions for the most commonly prescribed classes of drug in the UK 1994–2012


[image: image]


That aside, the argument for ‘mass’ medication might seem intuitively undesirable for several common-sense reasons. First, the authoritative advice to millions that, while they may believe themselves to be fit and healthy, one or more of their physiological measurements is ‘too high’ can induce morbid preoccupations, transforming the ‘well’ into the ‘worried well’. The following scenario, described by a recently retired lawyer, will be familiar to many:




‘It is my extreme good fortune to have enjoyed robust good health all my adult life that I put down to a legacy of parental genes, healthy eating, red wine and exercise – and a lifelong aversion to taking any medication.’





At the age of sixty-five he receives a letter from his GP’s surgery inviting him to attend for a flu jab:




‘At the clinic, the nurse looked at my record and almost scolded me for my absence over all these years. Reluctantly I was persuaded to attend the “well man check-up” where I was duly weighed and measured and gave various samples for testing. And then the triumphant: “Ah ha! Gotcha!” was uttered when my blood pressure was taken and found to be raised. The doctor told me I would hereafter be on a regime of several pills to control my blood pressure for the rest of my life – starting with a low dose of the one on the prescription he was now writing. I was now a patient – eternally dependent upon medication with more to come! There was no comfort reading the side-effects leaflet in the box with my tablets. This did not mention insomnia, but for the first time in my life I suffered from it, worrying about how my life had changed. Ignorance being bliss I had always felt well, but no longer.’





Then, the burden of complex drug regimes is onerous, seriously compromising the quality of people’s lives. A man in his late seventies taking half a dozen different drugs writes:




‘I have got a book and I note everything down: the time, the drug, and when I’ve taken it. When you are busy around the house or otherwise engaged you can quite easily forget to take them and sometimes you don’t really know whether you have taken them or not. So, I make a point of noting down the drug taken and the time taken and tick it off. So, if I think I missed taking a pill, I take a look and, if I haven’t ticked it off, do so.’





Next, while the everyday routine practice of medicine remains much the same as ever, the rise of polypharmacy alters the nature of the ‘clinical encounter’ away from doctors sympathetically engaging their patients in conversation, diagnosing what is amiss and putting it right, in favour of staring at their computer screens and monitoring the effects of the drugs they have prescribed. One woman writes:




‘Whenever visiting the surgery nowadays, I find what I want to discuss is increasingly irrelevant. Rather the doctor takes it upon himself to bully me into letting him measure my blood pressure, have a cholesterol test or generally badger me about “lifestyle issues”. I resent this authoritarian attitude. It is as if I am being treated like someone who cannot be trusted to make her own decisions.’





Doctors too resent being required to be continually checking up on those ‘physiological variables’.




‘The biggest change over the course of my career has been the [necessity] to bring healthy people into the surgery and turn them into patients,’ writes Glasgow family doctor Margaret McCartney. ‘I am no longer there to make people better, I am there to find out what risk factors they might have or could have, despite their feeling well and having no complaints at all. General practice should be there to deal with people who are in physical or mental pain, or who have noticed a worrying lump or who need their diabetes medication adjusting. Hence the paradox: if you are ill, you may have to be persistent and determined to get help. Yet if you are well, you are at risk of being checked and screened into patient-hood, given preventive medication for something you will never get, or treated for something you haven’t got.’





It is, as always, necessary to keep a sense of proportion about all this. Medicine remains a highly successful endeavour whose task, despite the disenchantment of patients and the frustration of Dr McCartney and her colleagues, of relieving the burden of ill health continues as before. This brings us to the fourth and most important common-sense reason for doubting the wisdom of polypharmacy. There is no drug that will not cause side effects in some people. The more drugs taken, the greater the likelihood, through their interaction, of those side effects. The more drugs taken by those in their seventies and over whose ability to tolerate them may be compromised by impaired functioning of the liver or kidney, the greater the likelihood they will experience side effects. When millions of people are taking potent medicines to lower their blood pressure or cholesterol, then the numbers experiencing side effects will run into the hundreds of thousands at least. Here it is necessary to note that the term ‘side effect’ or, in technical terms, ‘adverse drug reaction’ (ADR), though widely used in this context, is misleading as it conveys the impression this is a minor or incidental inconvenience compared to the therapeutic benefits the drug confers. But this is not the case. The symptoms of headaches, vertigo, dizziness, nausea, vomiting, muscular aches and pains, etc., are no different in the distress they cause than if they were due to a medical condition. This situation where medical intervention is responsible for causing physical suffering rather than alleviating it is known as ‘iatrogenic (‘iatro’ – medicine, ‘genic’ – induced) harm’. ‘The number of patients seriously injured or killed by drug-induced disease is vast’, observes one of the contributors to the hefty Oxford Textbook of Iatrogenic Diseases, which runs to one thousand pages each of whose forty chapters is a compendium of the findings of hundreds of investigations into its diverse manifestations. ‘The range of illnesses is so wide that no solution to this problem seems likely to emerge.’


The rise of polypharmacy will, by necessity, have increased the burden of iatrogenic illness. For those who are fit and well, this should be easy enough to identify as the reason for the onset of, for example, crippling muscular aches and pains soon after initiating drug treatment, and the appropriate remedial action – discontinuing the medication – will be straightforward. The difficulty arises when those iatrogenic illnesses go unrecognised for what they are because their symptoms are insidious, or are misinterpreted as being due to ‘getting on’ or wrongly attributed to some other condition – resulting in the prescribing of yet further medication to minimise the symptoms they cause.


My first intimation of the scale of this epidemic of ‘hidden’ iatrogenic illness was prompted by the response to a short item in my weekly medical column back in 2007 describing the experience of a reader, Mr Roger Andrews, in his mid-seventies. Five years earlier he had undergone a successful operation to repair an aortic aneurysm – which, astutely, he had self-diagnosed after noting a pronounced rhythmical pulsation in his abdomen while lying in bed one night. Subsequently, however, things had not gone well. He had become increasingly decrepit, immiserated by pain and stiffness in his legs that his doctors were unable to explain and which did not improve with anti-inflammatory pills. He was, however, determined to attend his son’s wedding in Hawaii – not an easy journey, requiring him to use a wheelchair at the transfer stopovers. When reaching his destination, he realised he had forgotten to pack his cholesterol-lowering statins but was so vastly improved after the three weeks of not taking them he was able, on his return, to walk unassisted back through the terminal at Heathrow Airport. This brief account of the near miraculous restoration of his health and wellbeing prompted a deluge of correspondence from others with similar experiences of terrible side effects who were rewarded, after discontinuing their medication, by a similarly felicitous outcome.




‘My husband gradually lost his energy during the eighteen months he was taking statins. He would come in from the garden and slump in a chair (quite unheard of) and I could outwalk him on walking holidays, particularly on hills (also quite unheard of). We put it down to anno domini – and at least we could walk comfortably together without me having to beg for a rest! Last September he got a very nasty tummy bug which lasted two weeks and during this time he stopped all his pills. Lo and behold, when he recovered, his energy level had returned and he has been back to normal ever since – minus his statins. His GP conceded his protracted debility could have been a side effect but had not warned him of the danger.’





Next, a woman in her mid-sixties, taking three different drugs (aspirin, beta blockers and a statin) since a heart attack eight years earlier, who similarly attributed her chronic ill health to ‘increasing age’:




‘For a few years now, I have suffered from insomnia, ongoing tiredness every day, thinning hair, weakness in my leg muscles and, just recently, unhealing itchy rashes in sweaty parts of my body. Most worrying of all was the memory loss and the diminution of my hitherto substantial skills in creative writing. I thought most of these troubles were attributable to increasing age, but reading your column made me begin to think those troubles might be due to the statin I was taking. A month ago, I went to my doctor who agreed to let me take a statin holiday. I now sleep well, my only experience of tiredness is that which might be expected from my regained active lifestyle. My rashes are clearing up and my hair is regaining a little more lift in volume. My memory has improved greatly (I can once again bring the requisite word or fact to mind quickly), and my creative writing skills are returning. I hope for further strengthening in my leg muscles and my health in general to improve yet more.’





These – when one thinks about it – truly astonishing stories are recounted with an almost surprising lack of the recrimination one might expect from those who have taken a drug in the good faith that it would be beneficial, only to find it had precisely the contrary effect. Rather, the tone is almost matter-of-fact and completely persuasive. Now, like all family doctors, I vividly recall the therapeutic mishaps inadvertently inflicted on my patients – the skin rashes or diarrhoea from a course of antibiotics that may not have been strictly necessary, internal bleeding from anti-inflammatory drugs and similar misfortunes. But here, it seemed, such mishaps were much more prevalent than we family doctors realised.


Since the initial response to Mr Andrews’s miracle cure, I have become only too aware through the experiences of thousands of readers of my medical column of the scale and ramifications of that ‘hidden’ epidemic of iatrogenic illness. And with it has come a recognition of a darker side – this is not just a matter of doctors prescribing ‘too many pills’, but one of coercing their patients into taking medicines they may not need and being defensively obtuse about the side effects that sometimes result.


The misfortunes of a woman in her mid-sixties deprived for eight years of the joys of climbing her beloved Lakeland fells through the over-zealous treatment of her mildly raised blood pressure illuminates this theme of ‘doctors behaving badly’:




‘When my GP found I had mild raised blood pressure he started me on diuretic tablets once a day. On complaining of light-headedness and a general feeling of malaise, I was told I must take them or else I might have a stroke. Then I started getting muscle cramps in my legs and spent a fortune on private sports clinics. After eighteen months, the pain spread to my back and my physiotherapist suggested the diuretic might be depleting my body of salts and advised I discuss this further with my family doctor. His only response was to say that I had had sixty-eight active years and should find something less active to do. As an enthusiastic walker, skier, gardener and Scottish country dancer, I didn’t find this satisfactory. I could hardly climb stairs, never mind a mountain. I eventually decided to stop the pills and bought a home blood pressure monitor and discovered the readings were volatile depending on how busy I was, but rarely above 155/70. I might add that, within a fortnight, my activities returned to normal and I can once again climb the fells.’





There is more indication of ‘doctors behaving badly’ in their refusal to discuss, and indeed their tendency to deny, the possibility that these drugs might have adverse effects. This from a previously energetic 58-year-old woman whose hobbies included long-distance horse riding and ‘walking my dogs for miles each day’:




‘I was eventually frightened into taking statins by my GP three years ago when I could not get my cholesterol level below 7. When I asked him what the side effects might be he answered, “You will live longer.” The actual side effects were … lack of energy … insomnia … weight gain … aching joints, all of which I put down to “the ageing process” and my whole life went into slow motion. I eventually chucked them away and two weeks later have regained my energy, sleep like the proverbial log, have lost 5lbs (due to the regained energy) and any muscle aches are now caused by my tearing around like a teenager jumping on and off horses, etc.’





Or again, ‘Most of the doctors agree I am taking too many pills,’ writes a man on thirteen different medications (including atorvastatin, Adizem, metformin, Monomil, omeprazole, doxazosin, finasteride, fluticasone, glimepiride and frusemide), ‘but no one suggests stopping any of them.’ He then describes the classic symptoms of polypharmacy-induced iatrogenic illness:




‘I experience pain in my joints and muscle weakness as well as extreme lethargy. I also feel cold even when the sun is shining or the heating is on in the house. I am tired just walking a short distance and rarely leave the house except for medical appointments. I tend to fall asleep when I sit down to watch the TV. My hands recently started to shake and I find it difficult to lift anything heavier than half a bag of shopping.


This deterioration seems to have come on over the past year, prior to this I was able to get about and do jobs such as mow the lawn. I also used to go swimming, play tennis and attend a weekly exercise class.’





When the doctor does concede that one or other of the drugs being taken is the culprit, the insouciance with which he or she advises it be discontinued naturally raises the question of why it was prescribed in the first place – as with a woman in her early eighties following two severe falls, the result of a precipitous drop in her blood pressure caused by her medication:




‘I have had two nasty falls. I just went down and hit my forehead. Nothing broken. Two black eyes and a huge lump. I felt so unwell my doctor took me off all tablets, saying there was little difference in my blood pressure whether I was on them or not. I feel much better now.’





And again, a longish account from Edinburgh that encapsulates many of the issues already mentioned:




‘My pre-op check for a varicose vein operation on my left leg revealed my blood pressure was very high (180/120). I was put on amlodipine and lisinopril by my GP and statins were added as “Your cholesterol is high”. I am a regular hill walker and cyclist and over the next few months became very concerned as my stamina was disappearing. I gave up my weekly ride with the cycle club as I could no longer keep up, although I continued to go walking. I explained this to my GP and asked her, “Is there any possibility that the drugs I am on are responsible for this?” She said “No.” Some months later my prescription was assessed by a pharmacist at the health centre. I asked her the same question and got the same answer.


I then began to get severe cramps in my neck during the night (every night), round about 1 a.m. Each morning I felt that I had been half strangled and had very limited neck movement. It was at this point I did some Googling and found reference to other side effects including muscle cramps. Ah ha! A light went on in my brain. 11 p.m., take simvastatin. 1 a.m., get cramps. This seemed more than a coincidence. That night I did not take the drug, bingo, no cramps. I had a GP check-up arranged for three weeks later and, having had no more cramps, told her that I would not be taking the statins again. She said, “Never mind, your cholesterol was not very high anyway.” I was speechless. Over the next six months my stamina came back and I was eventually able to resume my cycling although have not fully recovered to the same level.’





These striking accounts, with many further variations (as will be seen), are powerful testimony to the ‘hidden’ problems of polypharmacy-induced iatrogenic illness. Their incidence is bound to be much greater than most family doctors appreciate, as GPs are disinclined, in their busy surgeries, to inquire too closely about the side effects of the drugs they prescribe – unless prompted to do so. Back in 1979, almost forty years ago, Derbyshire family doctor Cedrick Martys resolved to investigate the prevalence of iatrogenic illness in his practice. Over a period of two years he asked all his patients to whom he had prescribed a drug for the first time to fill in a simple questionnaire ‘stating in their own words whether any symptoms occurring since starting treatment might have been a side effect of the drug received’. This is scarcely rocket science, but Dr Martys’ findings were astonishing, with 40 per cent of his patients reporting symptoms – nausea, dizziness, fatigue, etc. – that could ‘certainly’ or ‘probably’ be attributed to the drug he had prescribed.


The rise of polypharmacy since Dr Martys conducted his study would suggest that this surprisingly high prevalence of drug-induced symptoms must by now be vastly greater. But it is only possible to infer this must be the case because, astonishingly – scandalously, one might think – no one knows. Put another way, that dizzying upward spiral in prescribing has occurred in almost complete ignorance of the true scale of the harms that might result. It does seem an extraordinary aberration, given all that is known about the side effects of medication, spelt out in almost excruciating detail in that hefty Textbook of Iatrogenic Disease, that doctors should have endorsed a programme of mass medication without any formal means of monitoring its potentially adverse consequences.


Still there is considerable circumstantial evidence of the scale of those ‘adverse consequences’ in the 75 per cent rise in emergency hospital admissions for ‘adverse drug reaction’ mentioned in the Introduction. The probability that polypharmacy is also implicated in the recently noted fall-off in life expectancy requires some elaboration. Throughout the twentieth century, and excepting the havoc caused by two world wars, life expectancy increased almost year by year, attributed variously to social factors (such as better housing and nutrition) and to medical progress, notably antibiotics that effectively abolished high infant mortality from infectious illness. Between 2000 and 2012 life expectancy increased by a further three years in Britain (and similarly in France, Germany and Italy) but then plateaued. And then the trend reversed, with a rising mortality rate in the older age groups – particularly in those aged eighty-five and beyond. Put simply, more people are dying than would be expected: an additional 600 a week, 30,000 a year in 2015 compared to the previous year.


The same phenomenon has been observed in other Western European countries and the United States, prompting much speculation as to what the explanation might be. It could just be a ‘blip’ in that upward trend in longevity, which could scarcely be expected to continue indefinitely. Several commentators have attributed it to ‘austerity’, the cuts in social spending that followed the financial crisis of 2008 – and indeed there is a precedent in the striking fall in life expectancy in the years immediately following the collapse of the Soviet Union, caused by increased alcoholism and suicide rates. This, however, could scarcely account for the consistency of the trends in Britain and elsewhere for which the rise in polypharmacy over the previous decade is a more plausible explanation, causing untimely death in several ways – as suggested by physician Dr Ian Scott’s account of several instances of a Lazarus-type recovery from what would otherwise have been a fatal medication-induced illness. They include a woman in her nineties admitted to hospital almost moribund with low blood pressure (80/60) and acute kidney failure from the three different types of blood pressure-lowering medication she was taking. Her medication discontinued, she made a full recovery and returned home on ‘no treatment’ (she had previously been taking seven different drugs).


There is, as might be supposed, no simple explanation for this aberration of mass medicalisation which, as will be seen, stretches back four decades, orchestrated and effected by the synergistic (if at times unwitting) role of the three main ‘players’: the pharmaceutical industry, epidemiologists and general practitioners. I shall turn now briefly to examine each.


The pharmaceutical industry


Drug companies have become immensely rich and powerful by being smart, far-sighted and engaging at times in dodgy practices. We are (or certainly should be) aware of their contribution to transforming our lives immeasurably for the better with the discovery, in a few short decades after the war, of thousands of novel chemical compounds effective against the whole range of human tribulation – infectious diseases (obviously), circulatory disorders (heart attacks and stroke), mental afflictions (anxiety, depression, bipolar disorder), the painful swollen joints of rheumatic conditions, skin complaints such as psoriasis, inflammatory disorders of the gut (Crohn’s disease and ulcerative colitis), cancer, and all the rest. But by the late seventies, when the cornucopia of novel drugs flowing from their research laboratories began to falter, they resorted to more devious means to maintain their profitability – catalogued in a shelf full of highly critical books with such self-explanatory titles as Selling Sickness: How the World’s Biggest Pharmaceutical Companies are Turning Us All into Patients; Overtreated: How Too Much Medicine is Making Us Sicker and Poorer; Overdosed America; Our Daily Meds: How the Pharmaceutical Companies Transformed Themselves into Slick Marketing Machines and Hooked the Nation on Prescription Drugs, and most influential of all, The Truth About the Drug Companies, How they Deceive Us and What to Do About It by Dr Marcia Angell, chief editor of the most prestigious of all US medical journals, the New England Journal of Medicine.


The insight that more than anything else would salvage the industry’s fortunes was the realisation, as mentioned in the Introduction, that its future prosperity entailed moving beyond the development of drugs to combat disease by creating a market where they could ‘sell to everyone’ – targeting the hundreds of millions of the apparently well and healthy, persuading them (and indeed their doctors) that they had some medical condition warranting treatment. The most obvious way this might be achieved was to re-designate previously ‘normal’ physiological variables as ‘abnormal’, widening the net of those requiring lifelong medication with blood pressure and cholesterollowering drugs. They would, of course, have to demonstrate the efficacy of those drugs for this much wider market – a task likely to prove difficult, as the benefits for any individual were likely to be very small. So the necessary clinical trials had to be organised on a massive scale, involving thousands of patients and stretching over several years. Big trials cost big money and the only institutions with the necessary resources were the drug companies themselves, who thus became judge and jury of the merits of their own drugs. To recoup their substantial financial investment it was essential the results of those trials should be favourable – as indeed invariably they proved to be. And so it has come about, as Marcia Angell observes, that the pharmaceutical industry ‘has moved very far from its original high purpose of discovering and producing useful new drugs. Now principally a marketing machine to sell drugs of dubious benefit, it uses its vast wealth and power to co-opt every institution that might stand in its way, including the Drug Regulatory Authorities, Academic Medical Centres – and the medical profession itself.’


The subterfuge and sleight of hand by which the industry has successfully portrayed its drugs to be vastly more effective than they really are will be considered later. It is, however, of interest to note here that over the past few years many of the major companies have been required to pay financial penalties varying from hundreds of millions to billions of dollars for corrupt and fraudulent practices (see Table 1.1). The scale of those fines would indicate their crimes were not trivial.


Table 1.1 The fines imposed on drug companies for corrupt and illegal practices 2007–2012






	2008

	Merck

	$670 million






	2009

	Pfizer
Eli Lilly

	$2.3 billion
$1.4 billion






	2010

	Novartis
Astra Zeneca

	$423 million
$520 million






	2011

	GSK

	$3 billion






	2012

	Johnson & Johnson
Abbott

	$1.1 billion
$1.5 billion







The epidemiologists


Who or what are epidemiologists? Most epidemiologists, though medically qualified, do not practise medicine; their skill lies rather in the deployment of statistical methods to identify the causes of disease and assess the benefits, or otherwise, of treatment. For many of us statistics are numbers to which complex mathematical formulae are applied to produce conclusions of dubious veracity from which all wit and common sense is rigorously excluded. Certainly, any single statistic by itself is a dreary thing, but when they are linked together over months and years, then patterns begin to emerge and it is possible to see things that previously were hidden. An unarguable event such as death lends itself particularly well to the statistical method, and when the numbers of deaths in any town or region are recorded over a period, it is possible to appreciate that in the aggregate they represent the distinct biological phenomenon of an epidemic. This – literally the study of epidemics – is the simplest form of epidemiology. Nonetheless, it has the power to change the world for the better.


Its origins stretch back to the movement for sanitary reform in the nineteenth century and the demonstration of the yawning differential in childhood mortality between the rich and poor. But its ascendancy to its current very influential role really begins in 1950 when the British epidemiologist Sir Austin Bradford Hill made in a single year two profound contributions to modern medicine. He deployed statistical methods first to prove unequivocally that smoking causes lung cancer and, second, to demonstrate that the most certain way of testing the efficacy of a drug is within the context of a clinical trial comparing the outcome in those given the treatment with that in others given a placebo.


It is impossible to exaggerate the significance of these two instances of ‘revealing what was previously hidden’: not only did they prove that this commonest and most deadly of cancers is preventable (by not smoking), they provided the ‘gold standard’ by which the efficacy of every form of medical intervention could be rigorously assessed.


Still, statistics can be tricky, and epidemiologists nowadays do not necessarily deploy them with Sir Austin’s degree of intellectual probity. They have, as it were, played the role of handmaiden to the pharmaceutical industry in promoting their goal of ‘selling to everyone’ in three different ways. The first, as mentioned in the Introduction, is the proposition that the ‘population is sick’, the mean or average of those three variables blood pressure, cholesterol and glucose is too high and there is more to be gained by lowering it in everyone than by focusing on those at high risk.


Next, in the 1980s, epidemiologists convinced themselves, and sought to persuade all of us, that the foods we enjoy – notably meat, milk and dairy products – are the primary cause of most common illnesses (heart disease, stroke and cancer), which are preventable by switching to a ‘healthier’ diet with an emphasis on bread, pasta, potatoes and other high carbohydrate foods. Specifically, the powerful imagery of how ‘high fat’ foods increase the levels of cholesterol in the blood, and thus the risk of heart disease, would become the stalking horse for the drug companies’ promotion of the near-universal prescription of their staggeringly profitable cholesterol-lowering statins. The third contribution of epidemiologists to the promotion of mass medication has been their favourable interpretation of the outcome of those drug company-sponsored clinical trials.
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