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In an epidemic of overmedication, who can you turn to for help?


You most certainly know someone whose life depends on the prescription drugs they take: it may be your husband, who takes sleeping pills to counteract the anxiety his heart medications cause him, or it may be your aging father, who takes upwards of twenty pills a day for everything from arthritis to high blood pressure. But we’ve all read the headlines: prescription drugs can kill you. If that’s the case, why are so many Americans, particularly those sixty and older, given so many pills, with no regard to how they interact with one another?


Fifth-generation pharmacist Armon B. Neel, Jr., is on a mission to help patients understand how the medications they take can affect them—for better or worse. As a consulting pharmacist, he visits hospitals and nursing homes daily and counsels patients on how their prescriptions may be interacting dangerously with one another, and how they can reduce the number of medications they’re taking. Armon’s recommendations have been estimated to save $2.5 million a year in health-care costs, and more important, he’s saved thousands of lives. In 2010, the American Society of Consultant Pharmacists gave Armon its annual achievement award. The organization then announced that Neel so personified excellence in the field that the award would be renamed for him.


In Are Your Prescriptions Killing You?, Armon reveals what you and your loved ones need to know about the risks, dangers, and benefits of prescription drugs. He explains what needs to be taken into account when prescribing medication to older patients and the catastrophic results that can occur when they’re not. Writing with veteran journalist Bill Hogan, Armon gives you the information you need to be certain that you’re getting the right dosage of the right medicine, and he arms you with the most effective questions to ask doctors.


Armon also provides his own prescription for changing what he sees as the broken health-care system in the United States. Rich with real-life case studies, this groundbreaking book offers older people, who are most at risk—and the boomers who often care for them—a road map to better health. This gripping narrative provides essential information for anyone who depends on prescription medications, and reading it may save a loved one’s life.







Praise for Armon B. Neel and Are Your Prescriptions Killing You?


“Armon Neel’s book is an important reminder—for doctors and patients alike—that medications can be a double-edged sword. We may be swinging at the disease but we can accidentally slash the patient along the way.”
—Lisa Sanders, MD, author of Every Patient Tells a Story


    “It’s becoming increasingly clear that medical historians will judge the

        last fifty years as the ‘dark age of drug therapy.’ Though there are many

        advances in modern pharmacy, the truth is that many drugs produce a

        desired effect only to create many more that are unwanted. Armon Neel’s book provides concrete evidence that the problems with many prescription medications are known today. Fortunately, he also provides practical guidance to help navigate the land mines of drug therapy.”
—Michael T. Murray, ND, author of What the Drug Companies Won’t Tell You and Your Doctor Doesn’t Know


“[Armon Neel’s] expertise in the pharmaceutical management of patients is unparalleled.”
—James Gore, MD, and George Capo, DO


“Armon Neel literally saved my life.”
—Carla Moore, patient


“Armon Neel is a pioneer in the field of geriatric drug therapy and has a wealth of experience.”
—Thomas R. Clark, RPh, MHS, CGP, executive director of the Commission for Certification in Geriatric Pharmacy, Alexandria, Virginia


“After seeing many doctors over the years, I had hit rock bottom. Then I found Armon Neel, and within six months, I was a new person.”
—Diane Marsh, patient


    “In my thirty-two years as a practicing geriatrician, I have not met a

        health-care professional who better understands the pathophysiological

        principles behind the use of medications for the elderly.”
—Zaheer Khan, MD, MRCP, founder and president of the Center for

        Aging, Huntsville, Alabama
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Armon B. Neel, Jr., PharmD, CGP, whose work has been featured in the AARP Bulletin, Prevention magazine, and Reader’s Digest, is a board-certified geriatric pharmacist whose medical career has spanned four decades. He is AARP’s “Ask the Pharmacist” expert and lives in Georgia.


Bill Hogan is an award-winning investigative journalist in Washington, DC. He has worked as a writer and consulting editor for the AARP Bulletin and as a consultant to CBS News.
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This publication contains the opinions and ideas of the authors. It is sold with the understanding that the authors and publisher are not engaged in rendering health services in the book. The reader should consult his or her own medical and health providers as appropriate before adopting any of the suggestions in this book or drawing inferences from it.


The authors and publisher specifically disclaim all responsibility for any liability, loss or risk, personal or otherwise, which is incurred as a consequence, directly or indirectly, of the use and application of any of the contents of this book.
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To James R. Westbury Sr., a very dear friend who always believed in my vision and, most comforting of all, always believed in me.


—A.N.


To my family and to Armon, with the hope that through this book, his courage and wisdom can touch many more lives.


—B.H.




PROLOGUE


THE PHARMACIST WHO
SAYS NO TO DRUGS


BY BILL HOGAN


Ruby Gifford has come to see Armon Neel Jr. out of fear and perhaps even desperation. Gifford, eighty-six, hasn’t been feeling well lately, and the long list of symptoms that have prompted her to travel to Neel’s office in Griffin, Georgia, on a sunny day in the summer of 2004 might well mark her as a hypochondriac in the eyes of many doctors. Her problems run from dizzy spells and falls to osteoarthritis and back pain, and then from high blood pressure and low pulse rates to anxiety and depression. Then there are the skin rashes, hives, and other allergic symptoms that seem to have come out of nowhere.


Gifford’s sixty-year-old-daughter has brought her to the Wednesday morning appointment, and the two wait anxiously in Neel’s conference room, where he meets with patients. Neel, however, isn’t a doctor. He’s a pharmacist whose specialty is determining whether people are taking the right medications—and in the right doses—for what ails them. Neel hasn’t worked behind a prescription counter since the late 1970s, when he gave up dispensing drugs for a career that would put him on a collision course, often, with the doctors who prescribe them.


After introducing himself to the two women, Neel breaks the ice with some small talk about his seven-year-old grandson’s aptitude with computers. His down-home Georgia drawl and courtly manner clearly put his visitors at ease. He makes the point that old age is just old age—nothing more, nothing less—by telling the story of a 102-year-old patient in a nursing home who could break out of her severe dementia to play a concert-quality rendition of Debussy’s “Clair de Lune” on the piano. “You never get too old to learn,” Neel says.


“If I could find out what’s causing all these allergies,” Gifford tells him, “I wouldn’t mind living that long.”


Neel asks to see the blood pressure log she’s been keeping for the past couple of weeks at his request (“You did a good job,” he tells her), along with all the medications she’s been taking. Gifford reaches down, pulls out a freezer-size Ziploc bag that’s bulging with prescription drugs, and places it on the table. Then out comes another Ziploc bag full of the over-the-counter medications.


“My doctor doesn’t know what to do with me,” Gifford says. “I never had any allergies like this.”


Neel quizzes Gifford about the prescription drugs one by one. “What about that?” he asks. “How did that one do?”


He asks Gifford about Ultracet, a pain medication that she’s taking that’s part tramadol, part acetaminophen. “I never have headaches,” she says. “My aches are all from falls.”


“Tell me about the falls,” Neel says. “Tell me how long it was after taking this pill that it happened.”


Neel gently guides Gifford through the entire list. He explains that Aldactone, the blood pressure medication she’s been taking, isn’t the drug of choice in her case and may, in fact, be responsible for some of her other health problems. (It can cause dizziness, confusion, and skin rashes, among other adverse effects.) As he looks through Gifford’s records, he sees that her doctor, in an attempt to control her hypertension, has tried four different ACE inhibitors, two beta-blockers, and two alpha-blockers. Nothing has worked, and Gifford has experienced allergic reactions to all of them. Neel seems stupefied. “There wasn’t a need to go to the second one after the first one did you harm,” he says. “They’re in the same family. You need a calcium channel blocker instead.”


Next, Neel zeroes in on Mobic, the NSAID (nonsteroidal anti-inflammatory drug) that Gifford’s doctor has prescribed for her osteoarthritis. “There are certain drugs you just don’t give old people,” he explains, and NSAIDs are among them. It turns out that her doctor has ordered yet another NSAID, in the form of Voltaren ophthalmic drops. “There’s a newer product that’s better than this,” Neel says.


Gifford seems relieved but at the same time disturbed. “I don’t want to go back to this doctor,” she says. “She never checked anything before she gave it to me. She has a nice bedside manner, but I don’t want to go back to her.”


Neel promises to put everything in a written report by the end of the week. “Some of these things,” he says, pointing to all the medications spread out on the table, “we might just chuck in the trash can.”


    •  •  •


    Neel will hit the road later in the day to make his way to two nursing homes in rural Georgia, where he will review the charts of dozens of residents and carry on his long-running crusade against the overmedication of geriatric patients in long-term care facilities. Neel does this two or three days a week, nearly every week, and has been doing it virtually nonstop since 1977, when he decided to focus entirely on clinical consulting. He’s one of a relatively small number of consultant pharmacists nationwide who specialize in identifying, resolving, and preventing medication-related problems that affect, and afflict, older people.


At around six o’clock Neel steps outside his office in downtown Griffin, packs a few things in the tiny trunk of his 1999 Mazda Miata, drops his six-foot-three frame into the driver’s seat, and slips on his sunglasses. Neel, sixty-six, used to cruise the state in a late-model Cadillac, but now the sleek little Miata—a rare “10th Anniversary” model with an eye-catching sapphire-blue paint job—is both a point of pride for Neel and the thing that makes his hours on the road bearable, if not pleasurable. While driving through the Georgia countryside, he sips Diet Dr Pepper nonstop, listens to the kind of music no one of his generation has been known to like (techno, mostly, and other electronic dance music), and thinks about the work that is also his life.


In his own profession, Neel is a rebel with a cause: namely, advancing the idea that pharmacists are to serve and protect the people who take the medications they dispense. (“When I get paid,” he says, “I get paid by the patient, not the doc.”) The way he sees it, pharmacists are often the patient’s last line of defense in a nation of physicians who, more often than not, don’t know much about the drugs they are prescribing.


The renegade streak goes way back. In 1963, for instance, just two years out of pharmacy school, Neel opened an apothecary shop in Griffin that featured a carpeted reception room (just like a doctor’s office) and a separate consultation room. He also set up prenatal and postnatal counseling programs, as well as hypertension and diabetes care clinics. Neel thought the new approach would earn praise; instead it drew ridicule from many of his peers. From 1966 to 1977, Neel was hauled before the state pharmacy board six times simply for counseling patients on the proper use of the medications they’d been prescribed. (The pharmacy board never took any action against Neel, and, finally, in 1990 Georgia law was changed to allow pharmacists in the state to offer such basic advice.)


In the late 1960s, Neel, at the request of a friend, started doing some clinical consulting in nursing homes, and what he saw both shocked and transformed him. “Here was a brand-new population of people, and nobody had any earthly idea how to take care of them,” he recalls. “Back then you’d see Mellaril [the brand name for thioridazine, a powerful antipsychotic drug] brought in by the truckload. They used it as a chemical restraint. Nursing homes back then didn’t have a lot of help, so the best help they had was to drug the patients. I knew it wasn’t humane, and I fought it from day one.”


As Neel got more and more interested in long-term care, the company he started, Institutional Pharmacy Consultants, became a national leader in drug therapy management. In the mid-1990s, according to one survey, patients in IPC-served nursing homes were using drugs at a rate 41 percent lower than the national average. Neel and the pharmacists he trained could lower drug use across the board while improving patient outcomes at the same time.


IPC’s business was acquired by a bigger company in 2000, but Neel chafed at being confined to an office in a high-rise building in suburban Atlanta. So at the beginning of the following year, he decided to walk out of the operation he founded and start again from scratch, but vowing this time that he would let nothing get between him and the patients he was trying to help.


    •  •  •


    So on this Wednesday night in July 2004, Neel is driving to a $30-a-night mom-and-pop motel in rural Georgia that he’s stayed in many times before. It’s just a stone’s throw from a county-owned nursing home Neel counts among his nine institutional clients.


The next morning, at a little after nine, Neel will already be at work there, stationed at a small desk near the nursing director’s office. He brings his own office with him: a notebook computer, a portable printer, and a small case of blank forms and printed materials. He knows just about everyone he sees in the facility by name—nurses, patients, family members, and others.


The doctor who serves as the nursing home’s medical director, it turns out, doesn’t much care for Neel and his approach to the monthly medication reviews mandated by federal law—that many others see as rubber-stamp work. The doctor avoids Neel like the plague and deals with him almost entirely through the nursing staff. (Neel, upon introducing himself for the first time at a meeting of the physicians who work at the nursing home, turned to him and said, “I’m the man who’s always pissing you off.”)


Throughout the day, Neel will type his medication-related suggestions on a form he designed (printed on pink paper so as to stand out in the patient’s medical records) that directs the physician to check a box saying “Accept” or “Reject.” This process is the basic building block of what’s known in the industry as “drug therapy management”—a series of checks and balances on the prescribing habits of physicians.


The medical director has earned the nickname “Dr. No” because he rejects, almost without exception, Neel’s suggestions. He evidently takes umbrage at being second-guessed by a lowly pharmacist—something, Neel says, that’s not at all unusual in his profession. He finds the lack of engagement troubling. “He’s here once a month,” Neel says. “Maybe five minutes per patient. That’s all they’re required to do.”


Neel begins working his way through a tall stack of blue loose-leaf binders that contain patient charts and other medicals. Each binder is about two inches thick. Today he’s reviewing the charts of patients who are taking nine or more prescription medications simultaneously.


It’s important on two counts that Neel—or someone like him—review the drug therapies these patients are receiving. First is safety. The risks of adverse drug events increase exponentially with the number of medications “on board,” partly because they indicate numerous diseases or other medical problems and provide an opportunity for both drug-disease and drug-drug interactions. Second is cost. “The rule of thumb,” Neel says, “is one hundred dollars a drug.” That’s per patient, per month. Thus, the cost of having a patient on fifteen different medications is $1,500 a month, or $18,000 a year—which means that overmedicating residents can cost the average nursing home (and, in turn, Medicaid and Medicare) hundreds of thousands of dollars a year.


First up today is the chart for a sixty-eight-year-old patient who is on, among many other drugs, nitrofurantoin, an antibiotic that’s prescribed for urinary tract infections. Neel enters the man’s weight, height, age, and some information from his bloodwork into a Casio calculator that’s programmed with certain formulas he uses over and over. “His renal clearance is inadequate to clear that drug,” Neel says, explaining that toxic levels of the drug will build up in his system because his kidneys aren’t as efficient as they used to be. Why, then, would a doctor prescribe it? “Because,” Neel says, “it works in young people.”


In reviewing the chart of the next patient, a seventy-two-year-old man who’d been admitted to the nursing home for dementia and chronic anemia just two months earlier, Neel notices that the same doctor has put this patient on iron three times a day—a decision, he says, that among other things is bound to make the man’s already severe constipation even worse. He winces. “This shows me that he doesn’t have any inkling of what he’s doing,” Neel says. “The only way to get his hemoglobin up is through IV [intravenous] iron or to give him blood.” The thought takes Neel down another path. “If you get the iron stores up in his blood,” he says, “a lot of the dementia might go away.” In his suggestions for the doctor—which, he says, are certain to be rejected—Neel writes a blunt rejoinder to the doctor’s choice of treatment: “Oral iron therapy is of no value.” Then, noticing that the man is on Benadryl, the brand-name version of the antihistamine diphenhydramine, Neel adds, “No need for use of anticholinergic Benadryl, which also places the patient at high risk for falls.” Neel calls the mix of medications he sees on the chart “almost a recipe for falls.”


The next chart is for an eighty-nine-year-old woman who was admitted to the home the previous December. She’s on thirteen different prescription medications, including Zantac, an acid-suppressing drug that raises an immediate flag for Neel. There are no blood-chemistry tests in her charts, but Neel quickly computes her probable creatinine (renal) clearance at 32.5 cubic centimeters a minute. “This tells me right off the bat she shouldn’t be taking it,” he says. He then types his suggestion to the doctor: “Zantac dose too high/could lead to ‘hepatic shutdown’ . . . resulting in serious patient adverse events.”


The woman, it turns out, is also on Paxil (“a good drug,” he says, “but just not in older people”), for depression and anxiety, and Toprol, a beta-blocker, for high blood pressure. But Toprol, Neel points out, is contraindicated (generally deemed inadvisable) in patients with depression, “and that’s the reason she’s on the Paxil.” Moreover, he says, Paxil’s side effects include confusion, dizziness, hypotension (lowered blood pressure), impaired cognition, and vertigo. Little wonder, he says, that the woman has had falls in the nursing home. The doctor’s reaction, he points out, was to order a “fall monitor” and “fall protections.” “Why not get rid of the cause?” Neel wonders aloud.


He opens the next chart, that of an eighty-two-year-old woman who’s on seventeen different medications, including, for type 2 diabetes, a prescription drug called metformin. He’s dumbfounded at first, then angry. He reads the suggestion slip he typed out a month and a half earlier: “Patient with serum creatinine clearance less than 60cc/min; use of metformin is contraindicated and places the patient at high risk for lactic acidosis, which is fatal in most cases.” What’s more, Neel suspects that the patient has been prescribed other drugs that don’t get along very well with metformin. “What would be some of the drugs?” he asks rhetorically as he consults a reference guide on his notebook computer. “Well, some of those are on board.” They include a beta-blocker; digoxin, a medicine for heart problems; and a twice-daily dose of Zantac. He focuses on his computer screen and types, “Suggestions made to you on 05.25.2004 were rejected. Please reevaluate these completely, since continued therapy at present drug regimen places this patient in serious danger that could lead to death.”


And so it goes, over and over and over, throughout the day. Neel says that he almost always sees drugs on the charts that never should be used in geriatric patients, as well as drugs redundantly prescribed for the same condition and drugs that should not be prescribed concurrently.


Neel makes it a habit to lunch in the nursing home cafeteria with the staff (something the doctors rarely if ever do), and he spends much of the time soaking up little details on residents that may prove useful as he reviews their charts. On the way back from the cafeteria, he stops to visit with some of them in their rooms or in the hallway. He seems to make it a point to have some physical contact with each resident—holding one of their hands as he talks, for example, or placing a comforting hand on a shoulder. Later he explains that doctors in the nursing home tend to shun such contact and that a little touch goes a long way in winning the attention, and trust, of residents.


That afternoon, Neel conducts what’s called an “in-service”—a kind of seminar, this one on psychoactive drugs—for the nursing home’s staff. Despite the thunderstorm raging outside, he has an attentive and seemingly appreciative audience. After the session, he returns to finish reviewing the charts.


A seventy-four-year-old woman with Parkinson’s disease has been pacing outside the room where Neel works, and he waves her inside. She wants to ask him about a medicated shampoo that she hasn’t used yet partly because the active ingredient is in a separate container and partly because she fears it will interfere in some way with her weekly trip to the beauty parlor. Neel mixes the shampoo on the spot, tells her to use it with a nurse’s help that evening, and assures her that she can keep her Friday morning appointment with the hairdresser.


Neel has made yet another friend in the nursing home, which pleases him to no end. “I’m not here,” he says, “just to sign charts.”


    •  •  •


    Neel is up early the next morning to check out of the motel and drive to another nursing home about twenty miles south. There, too, he has a combative relationship with the doctor who serves as the facility’s medical director. “I don’t like a pharmacist telling me what to do,” the doctor once complained to the nursing home’s administrator, who supports Neel in his role as consulting pharmacist. “Then do it right,” the administrator replied.


As soon as Neel arrives, he searches out a seventy-three-year-old male patient who’s been there since February 1999. The man, who has advanced Parkinson’s, brightens instantly. When Neel first looked at his chart, the man was on 20 milligrams of Zyprexa, an antipsychotic medication, which by any measure is therapeutic overload. He’s now down to 2.5 milligrams a day, and soon, Neel says, the daily dose will be even lower. The man’s previous symptoms—nonstop yelling, tongue thrusting, “pill rolling” (a parkinsonian tremor that takes the form of a continuous back-and-forth motion of the thumb and fingers)—have all disappeared, and now he sometimes comes to sit next to Neel, without uttering so much as a word, while he works in the nurse’s station.


Neel is particularly proud of this case because until recently, the man spent days and nights curled stiffly in a fetal position in his bed. He was all but vegetative. The physician overseeing his treatment told Neel and the nursing staff that the man would never walk again. But walk he now does—and walk and walk. He visits other residents in their rooms and likes to sit near the main nursing station, the hub of activity. “I gave him his life back,” Neel says matter-of-factly, and the man seems to know this too.


One of the problems, as Neel sees it, is that precious few of the three hundred or so doctors who work in the nine facilities he visits specialize in working with geriatric patients. How many do? “Maybe two,” Neel says.


“They’re not up to date with the physiology of the geriatric patient as it relates to the chemistry of the drugs,” he explains. “That’s the easiest way to put it.”


At a nurse’s request, Neel opens the chart of a ninety-seven-year-old woman who has been complaining to the staff about her medications. Her physician has rejected all of Neel’s suggestions in the past—including one to discontinue Fosamax, an anti-osteoporosis drug—by checking the “Rejected” box and writing “Patient Stable” underneath. “You aren’t going to build bone in the next two or three years,” Neel says, and then he writes on a suggestion slip, “At 97 years of age, prognosis for stronger bones is pointless. Please justify why serious risk to this patient does not outweigh benefits.”


Next comes the chart of a seventy-six-year-old man who was admitted to the nursing home way back in 1976, when the state’s psychiatric institutions were being emptied on a wholesale basis. “He lived in hell,” Neel says, referring to the old mental hospitals, “and went to heaven.” The man has leukemia and anemia—both, Neel says, the likely result of years and years of being treated with Thorazine, an antipsychotic that left a generation of geriatric patients with disfiguring and irreversible movement disorders.


Next, Neel reviews the chart of a seventy-eight-year-old man who, Neel determined, had been misdiagnosed as a type 2 diabetic by the facility’s medical director. “He’s on two platelet inhibitors [drugs that are prescribed to prevent blood clots],” Neel points out. “Both do the same thing.” What’s more, since March he’s been taking Megace, a drug that’s supposed to stimulate the appetite. Neel notes that the man has had “no weight gain in four months,” which, he says, is proof that the drug isn’t working. In its place, Neel recommends two ounces of red wine before meals, which he deems to be safer and more effective than Megace.


Neel reviews a few more patient charts before calling it a day, producing more of the pink suggestion slips, each numbered sequentially, as he goes. A little while back, he passed the 300,000 mark.


In the right circumstances, Neel’s work saves lots of money—and, perhaps, lots of lives. “There’s a lot of resistance to what I do,” he says. “I’m still considered a renegade or an off-the-wall kook. But I don’t care, I really don’t. I know I do good, and I know there are tens of thousands alive because of what I did.”


A recent study by the American Society of Consultant Pharmacists found that drug therapy management boosts optimal outcomes by 43 percent and, by preventing medication-related problems, saves $3.6 billion a year. Yet the remaining challenge is staggering. Studies show that for every dollar now spent on medications in nursing facilities, two dollars are spent on treating medication-related problems.


At another nursing home in Georgia, where Neel has known the medical director for about twenty-five years, the success of a collaborative approach is clear. “If I write up a suggestion to paint the nose blue,” Neel jokes, “when I go back the next time, the nose is blue.” The daily cost for drugs per patient there is down to $6.19, the lowest in Georgia and about half the statewide average. It’s a large facility, with 178 beds, but on an average day, 151 residents go to the dining room to eat their meals—an almost unheard-of ratio that speaks to the benefits of appropriate medication levels.


Neel will be back in Griffin before suppertime, where he’ll finish the written report that he promised Ruby Gifford before leaving for a weeklong vacation with his wife, children, and grandchildren.


Neel doesn’t yet know that Gifford’s physician will be angered by her decision to seek his help. As it later happens, the doctor not only refuses to read Neel’s seventeen-page report but also asks Gifford to leave the office—and, presumably, not to return.


And so soon Armon Neel will help Ruby Gifford find a new doctor. He is not one to pass the buck. “I’ve always gotten along well with old people,” he says. “They’ve always been special to me.” A mischievous smile breaks out. “And I really like ’em now, ’cause I’m one of ’em.”


    •  •  •


    I wrote these words in the summer of 2004. Some time earlier, Robert Wilson, who was then the editor of the AARP Bulletin, had asked me to consider writing a piece for the publication that would look at the idea of getting people in nursing homes off of prescription drugs rather than piling on more of them.


I don’t remember exactly how it came to be that the stars aligned in a way that led me one day to call Armon Neel, but they did. I remember our first conversation—with me calling him in Griffin, Georgia, from my office at the AARP in Washington, DC—as if it happened just yesterday. I recall explaining that I was looking for a way to tell the story that my editor had proposed, that I’d been told there were pharmacists who specialized in assessing the appropriateness of a person’s medications, and that his name had come to my attention.


“Well, I’m really happy that you called me,” I remember Armon Neel telling me, “because I have a message that I want people to hear.” He emphasized the word message in a way that made me think, almost instantly, that he was exactly the person I’d been looking for. He went on to tell me that he’d devoted most of his career in pharmacy to studying how drugs affected older people, and how drugs often hurt them more than they helped, and how it had nearly always been an uphill battle to get out his message. As we talked more on the phone that day, I realized that this wasn’t just a man with a message. This was a man with a mission.


In a week’s time, I was on a plane to Atlanta to meet Neel in person and accompany him on his nursing home rounds. I was standing at curbside when I saw his little Miata pull up—he’d described it in some detail as I was making arrangements to come down to Georgia. Out he bounded, with a wide smile and a mop of sandy-white hair made unruly by the top-down drive from Griffin, which is nearly an hour south of Atlanta. After we’d stowed my bag in the Miata’s tiny trunk and gotten in the car, Neel handed me a fancy paper bag with a souvenir T-shirt for my daughter and a copy of The Stuffed Griffin, a local cookbook, for me. While journalists aren’t supposed to accept gifts from the people they write about, I figured that it would be silly in this instance to invoke the rule I had lived and worked by in Washington for so long.


Some hours later, we were in Tifton, Georgia, and in the days ahead, I tagged along as Neel went about his work in some of the nursing homes that were on his “circuit” as a consultant pharmacist back then. Every bit of the way, I felt that I was getting an education of sorts, and I knew this was exactly what Bob Wilson had in mind when he urged me to stop editing for a while and to go back to reporting and writing. I filled a new legal pad with notes as I sat next to Neel and probably asked “Can you spell that for me?” or some variant of it more than I ever have in my life. The drug names and medical terminology nearly overwhelmed me at first, but Armon Neel proved to be a patient and insightful teacher.


In time we circled back to Griffin, a place that retains so much of its 1940s-era look that some of the scenes in the movie Driving Miss Daisy were filmed there. The railroad tracks through town run to one side of the historic building that Neel has made into his office, and if you turn right on foot out of the front door, you’ll be walking down a street of storefronts that don’t seem to have changed a whit in decades. On my first day in Neel’s offices, Frank Lindsey, who runs things when Neel is on the road, surprised me by explaining that he’d given up a career in banking to work with the pharmacist he credits with having saved his mother’s life. Neel opened his life to me—I met family members, friends, patients—but soon I was heading back to Washington. I had a story to write.


That article, which appeared in the September 2004 issue of the AARP Bulletin, struck a pretty powerful chord. The Web site of the American Society of Consultant Pharmacists, which was referenced in the story as a source of additional information, went down momentarily under the weight of inbound traffic. I began getting calls at the AARP virtually every day from people who wanted to reach Neel, and Neel told me that he was getting calls from all over the country. For some years after that, the piece that I wrote for the Bulletin still topped its list of best-read—and most-remembered—stories.


The message that Armon Neel wanted people to hear clearly had an audience.


The book you have in your hands is all about that message too: namely, that while prescription drugs can work wonders and save lives, they can also wreak havoc and end lives. This holds especially true for older people, who, on average, are prescribed drugs in greater variety and greater quantity than anyone else.


Most of us do not have much education about the drugs that we and our loved ones take, so this book is mostly a starting point to a different way of looking at the medications we so often use without thinking.




INTRODUCTION


A PHARMACIST’S JOURNEY


Back in the mid-eighteen hundreds, my great-great-grandfather settled in southeast Mississippi and started a little town that he named Binsville. He owned most of the businesses there, including the cotton gin, the livery stable, and a big three-story building that housed a general store.


In 1889 he added an apothecary, Neel’s Pharmacy, and space for each of his three brothers: a doctor, a dentist, and an undertaker. They always used to say that the sign on the front of the building said “Neel Bros.—We Cover You from the Womb to the Tomb.” While I never saw a picture of this sign, my relatives swear that it did exist.


As the railroads started to play such an important part in business in the early nineteen hundreds, the entire town was moved three miles east, just across the border with Alabama, and renamed Geiger. The railroad passed right through Geiger and right by Neel’s Pharmacy. The pharmacist was my grandfather.


My father came to Atlanta to attend pharmacy school, and after World War II, my parents moved to Griffin, where he opened another Neel’s Pharmacy and where my two brothers and I grew up. In school my favorite subject, by far, was chemistry. I loved working alongside my dad in the pharmacy, often compounding the medicines to be dispensed. It always excited me to see the chemistry of the different elements being combined, and I was fascinated by their actions and reactions.


I was very conscious of the different interactions between the patient and pharmacist, as well as the interactions between the patient and the doctor and the doctor and the pharmacist. What I saw, in fact, made a huge impression on me and shaped my future career. When I was accepted to the University of Georgia’s School of Pharmacy in 1958, I told my dad that I didn’t want to come back to the drugstore and fill prescriptions. He looked at me with no small degree of shock—at least, I think that’s what it was.


“What in the hell do you want to do?” he asked. I told him that I saw a big void between the patient and the drug, and that I wanted to fill that void. So we sat down and talked for several hours about my idea. All the while, he listened patiently and intently. Then he spoke.


“Son, God has given you a vision, and I want you to follow that vision with all my support,” he said. “But you will never make a living at it.”


    •  •  •


    After graduating from pharmacy school and finishing my tour of duty with the Army National Guard, I opened an apothecary shop behind the hospital in Griffin. I filled prescriptions, but I also set up a counseling room where I could sit down with patients and develop a drug therapy program to meet their individual needs. I started keeping detailed patient records, which I used to keep up with all of the patients’ medical needs. This was in 1963.


Back then it was against the law for a pharmacist to discuss drugs and their effects with a patient. I did it anyway because I knew that it was right and that it was needed. It was not until the late 1980s, when I was asked to help rewrite the Georgia Pharmacy Practice Act, that the law was changed.


In 1966 I changed my apothecary shop into what I called a pharmaceutical center. There was no merchandise in view, just a waiting area and a reception desk, and then an enclosed pharmacy work area not visible to patients. Around the waiting area were counseling rooms for pharmacist-patient consults. I started educational programs for patients on everything from blood pressure to prenatal care. I was surprised to see how many patients routinely attended these programs and needed information on how to care for themselves and their conditions or illnesses.


In 1967 a close friend of mine who was an administrator of a nursing home asked me to be a consultant for his institution. I declined, explaining that I had my hands full moving forward with my vision for pharmacy care. He kept after me, though, and finally talked me into coming out and visiting his facility. It was a revelation.


Here I saw a new population of very old people for whom the traditional acute-care hospital policies and procedures did not fit at all. I quickly learned that the medications, and the dosing of medications, that worked well in my younger patients often did not work at all in these very old people—and even produced scary results. I could see that there was an urgent and unfilled need to develop the procedures and technology required for providing these patients with appropriate palliative care—that is, care aimed at relieving and preventing their suffering.


All of the nursing home residents had chronic diseases, and often multiple chronic diseases, and we knew that we were not going to be able to cure them. I realized that developing a program to provide the maximum quality of life was the best direction in which to go. Back in those days, we didn’t really know exactly why many drugs worked in the way that they did, so the package inserts said simply, “Mechanism of action unknown.”


So we began a program to research drug therapy outcomes. We had the laboratory to do it, and the patients to help us gather data for acceptable drugs, doses, and predictions in geriatric populations. Throughout the years, we published our findings in medical journals and in other formats to help improve the overall health of all geriatric patients.


But it didn’t take long for us to figure out that physicians were not receptive to the idea of pharmacists telling or trying to teach them anything new. Trying to swing physicians around from practicing acute care and into practicing palliative care, we found, was something like trying to turn around an ocean liner. One day I was sitting at my desk, discouraged about the mountain of rejections from doctors, when my dad walked in with a bumper sticker that read, “What’s Popular Is Not Always Right . . . What’s Right Is Not Always Popular.” He handed it to me and said, “Stick this on your car.”


I did. And I’ve always kept another one on my desk to keep me on track whenever things get tough.


We developed the first computer documentation programs for long-term care as well as the nation’s first unit-dose drug delivery system—a safer way to dispense and control medications in nursing homes and other institutional settings.


In 1977 I decided to sell my community pharmacy and commit to being a consultant pharmacist. This was a big decision because I had two boys about four years away from college, a house, and all the obligations you get when you are moving along in life, and here I was at thirty-eight years old starting all over again. Well, two months after getting into my new consulting office, it caught on fire and burned to the ground. I lost everything. I was sitting in what was left of one of the chairs with my head in my hands when my dad walked in, patted my shoulder, and handed me a piece of paper that said, “I can do everything through Him who gives me strength” (Philippians 4:13). He patted my shoulder again and said, “Well, what are we going to do?” I looked at him and said, “We’re going to clean this mess up and play like it didn’t happen.” And we did.


My services were needed all over the state, and my practice grew fast. Many times we saw different outcomes with our geriatric patients than were presented in the literature, as there was no requirement by the US Food and Drug Administration that a representative number of patients over sixty-five years of age be included in clinical trials. The studies, we found, were also biased, consistent with which drug companies had paid for them.


And so in 1980 we decided to dedicate $10,000 of our revenue every month to carrying out drug therapy outcome studies on people over age sixty-five. In 1990 we doubled that to $20,000 a month and kept doing it until I sold the consulting firm in 2000. We had grown to more than one hundred employees and a patient base of nearly twenty thousand.


During this time, we developed therapeutic diets exclusively for the geriatric population, programs for treating specific disorders and diseases, and protocols for everything between a facility’s front doors and exit lights. We were asked to help write the 1987 Nursing Home Reform Act, a road map to providing quality care for patients in these institutions.


I eat, live, and breathe geriatric drug therapy, but the consulting firm had gotten so big that I couldn’t find time to see patients while running the business. Long ago, my dad had given me a little clipping from a column in the Griffin Daily News called The Country Parson. I had it framed and put it on my desk. The parson’s quote for that day was, “If you are satisfied with where you are, you set your goals too low.”


That saying gave me the idea that it might be best to move on and continue working toward my vision in drug therapy management. I had almost filled the void between the drug and the patient, but there was more work to do. I opened a practice devoted exclusively to consulting with outpatients and retained a couple of the nursing homes I had worked in for more than thirty years. They had always been my learning ground.


Ever since then, I have continued to do research; speak to health care groups and various medical organizations across the United States; spread the message to church groups, civic clubs, and the like; work one-on-one with lots of patients; work with physicians (at least those who will work with me); and teach at various medical, nursing, and pharmacy schools to help make life better for those wonderful old patients.


I’m seventy-three now and still working on the same vision. I have completed more than 400,000 consults. Around fifty thousand saved lives. Dad suggested long ago that I pray every day to make sure my head is on straight and my vision bright. I’ve always done just that, and this is my prayer:


 


    Oh God, please give me


       The vision to make the right path


           The wisdom to teach by example


               The  passion to always bring honor to my profession and


                  The compassion to always feel my patient’s pain.




GOOD-BYE AND GOOD LUCK


HELPING YOURSELF TO BETTER HEALTH


Kenneth Hubbard,1 an eighty-year-old retiree, was physically active and mentally alert. One day while shopping at a local mall, his wife urged him to get a cholesterol test. It came in high, so he decided to visit his physician.


Hubbard’s doctor looked at the results and without any further tests prescribed atorvastatin (Lipitor), a statin drug, which Hubbard began taking dutifully. About a month later, he was back in his doctor’s office, with complaints of joint and muscle pain and problems with his legs twitching at night, making it difficult for him to sleep. (These, in fact, were caused by the drug that Hubbard was taking.) “Well,” the physician said, “you’re getting on up there and probably have a little arthritis and restless leg syndrome.” Hubbard left with prescriptions for naproxen, a nonsteroidal anti-inflammatory drug, or NSAID, that he began taking twice daily for arthritis, and pramipexole (Mirapex), a dopamine agonist that he began taking at bedtime for restless leg syndrome.


Soon Hubbard’s stomach began to bother him—he was now buying Tums in 160-count containers—and his wife noticed some worrisome changes in his mental state. (Both problems, in fact, were caused by the new drugs.) Hubbard was soon back in his doctor’s office, accompanied by his wife, mostly to talk about his newfound confusion, hallucinations, and memory problems. “Well,” the internist said, “it isn’t unusual for someone of your age to have problems like this”—he walked them through the typical profile of Alzheimer’s disease—“so we’ll start you on a cholinesterase inhibitor to help slow down the process.” They left with a prescription for donepezil (Aricept), which Hubbard began taking the same day.


A month or so later, he was back in his physician’s office once again, this time complaining of not being able to play golf, drive his car, or lift his arms above his head, along with constant heartburn and stomach pains and general weakness and dizziness. (These too were all drug effects.) He feared that something was seriously wrong, but the doctor said reassuringly, “All old people have reflux and GI problems. We can stop the stomach discomfort with a proton pump inhibitor.” Hubbard left with a prescription for pantoprazole (Protonix).


By now Hubbard was a changed man. He complained of weakness, dizziness (especially when he stood after sitting or lying down), and lethargy. He stopped playing golf and mostly just sat around the house. Hubbard was reluctant to see his physician again, but his wife persuaded him to do so. During the visit, the doctor drew blood to check Hubbard’s hemoglobin, the iron-rich protein that carries oxygen from the lungs to the rest of the body. Seeing that the level was low, he started him on ferrous sulfate to build up his iron stores and improve the hemoglobin values. The doctor didn’t realize that because ferrous sulfate is acid sensitive, it can’t be absorbed in the stomach—and therefore useless—when given with the proton pump inhibitor, and, further, that his patient’s problems stemmed from malnutrition and blood loss.


A month later, during a follow-up visit, Hubbard’s physician found lower hemoglobin values, assumed that his patient had a twenty-four-hour virus, and upped the ferrous sulfate to three times a day. He didn’t think to check for Clostridium difficile diarrhea (C. difficile is a bacterium that can cause difficult-to-treat, life-threatening infections.) That, in fact, was Hubbard’s biggest problem, and it was brought on by the pantoprazole. That’s also why he was losing blood values and the essential vitamins and nutrients that are needed to sustain life.


Hubbard didn’t live to see his physician again. The death certificate showed that he died in his sleep, at eighty, from old age, with Alzheimer’s disease as a secondary condition.


In truth, Hubbard was the victim of unneeded medications, beginning with the introduction of the statin drug and culminating in the drug-induced stomach bleeds that ultimately led to his fatal—but unrecognized—internal hemorrhage.


    •  •  •


    If you think that Kenneth Hubbard’s case is an aberration—something that could never happen to you, someone you love, or someone you know—let me assure you that it isn’t. There’s even a medical term for what happened to him. We call it the “prescription cascade,” where the adverse effects of drugs are misdiagnosed as symptoms of another medical problem, resulting in additional prescriptions and additional adverse effects and additional unanticipated drug interactions. As the consequences of the cascade pile up, further mistakes are all but inevitable.


Adverse reactions from prescription drugs are now the fourth-leading cause of death in the United States, after heart disease, cancer, and stroke, and that’s not counting the drug-induced deaths that are mistakenly attributed to illness or disease or are otherwise chalked up to natural causes (as in Mr. Hubbard’s case). Prescription drugs are estimated to cause at least 100,000 deaths a year, and they injure another 1.5 million people so severely that they require hospitalization.


Older Americans are most at risk. The risk of prescription drug errors is seven times greater for people sixty-five and older than for younger people, according to Medco Health Solutions, a pharmacy benefits manager. While people sixty-five and older account for just 13 percent of the nation’s population, they account for more than a third of all reported adverse drug reactions. Little wonder: many of them are on a mind-numbing and body-numbing array of powerful and often dangerous medications that have been prescribed by doctors who don’t fully understand the changing body chemistries of older people.
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