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Three “depressing” but very 
empowering concepts

SYMPTOMS

If a patient seems to be getting a benefit from a medication for 
symptoms they likely aren't 

RISK REDUCTION

If a patient is on a medication for risk reduction (BP, chol, glucose 
BMD) the benefit they are receiving is likely not large enough for 
them to make up for the cost, inconvenience and adverse effects 

DOSE

If a patient is on a medication they are likely on too high a dose



POLYPHARMACY 
101

UNTIL PROVEN 
OTHERWISE

The drug and the 
dose are WRONG!!!!!!

Do a Comprehensive
Medication History



Prioritize the medications
 3 criteria

a)Will it Reduce Symptoms?
Is it actually helping? 

b)Will it Reduce the Risk of Future Illness?
Is the size of the effect big enough to justify the 
potential side effects, costs and inconvenience? 

c)Will it Cause Harm?
Are any of their symptoms being caused by 
their medication?



Symptoms



• does it have evidence that it works? - and how big of 
an effect? 

• sildenafil/PPIs ~ 50% absolute benefit 

• antidepressants, dementia meds ~10% absolute 
benefit? 

• is it ACTUALLY working in that patient? 

• were the symptoms being CAUSED by a medication?

Will it reduce symptoms?



Symptom NNTs
PPIs, sildenafil - NNT ~2

NSAIDs, opioids - pain NNT ~3-5

Antidepressants - severe depression - NNT ~10

Ipratropium - asthma attack - NNT ~11

Cholinesterase inhibitors - ADAS-Cog >4 - NNT ~10

Sleeping pills - improvement in sleep quality - NNT ~13

Steroids - sore throat - NNT ~3, Bell’s palsy - NNT ~10

Antibiotics - acute COPD exacerbation - NNT ~5

Topical antibiotics - bacterial conjunctivitis - NNT ~7



But you need to know what 
goes on in the placebo group

If a person has responded,
what is the % chance it was the medication

Response in the 
placebo group

RCT Benefit
10% - NNT 10

RCT Benefit
20% - NNT 5

0% ~100% ~100%

10% ~50% ~66%

20% ~33% ~50%

30% ~25% ~40%

40% ~20% ~33%



The Placebo Group Effect
not the placebo effect and these are ballpark numbers

~0% - general anesthesia
~5% - psychosis
~10% - sildenafil, OCD
~20% - Alzheimer’s meds, acetaminophen for headaches, 
side effects
~25% - menopausal symptoms, migraine (frequency/severity) 
~30% - blood pressure goal, depression, anxiety, PTSD, 
PPIs/H2RA, sore throat, NSAIDs of OA, inhalers for COPD
~40% - panic disorders



When a medication has “worked”, 
if you were a betting person you 
would bet that it probably wasn't 
because the medication worked.



RISK REDUCTION



• does it have evidence that it works? - and how 
big of an effect - risk tools, benefit estimates 

• ~baseline CVD/fracture risk, ~absolute benefit 

• neither you nor your patient will ever know if it 
works 

• is the medication causing any symptoms? 

Will it reduce the risk
of future illness?



cvdcalculator.com



Many courts (UK, US, CA)
“The reasonable-patient standard … 

requires physicians and other health care 
practitioners to disclose all relevant 

information about the risks, benefits, and 
alternatives of a proposed treatment that 

an objective patient would find material in 
making an intelligent decision as to 
whether to agree to the proposed 

procedure”
JAMA 2016;315:2063-4



The  
DOSE  

makes the  
POISON

Paracelsus 
1493-1541



USE 
VERY LOW 

DOSES

This simple concept can eliminate 
most medication problems



The doses in 
these books

are all “WRONG” for 
individual patients



When a new drug comes on the market 
almost never, have more than 2 doses been 
studied.

To get a drug on the market you have to 
show it works therefore one has to choose a 
dose to study that is high enough that, if it is 
going to work, it will work in most people in 
the study.



“more than 80% of ADRs causing 
admission or occurring in hospital ... are 
dose related, an ‘accentuation’ of the 
known pharmacological effect of the 
drug, and thus predictable and 
potentially avoidable”

Br J Clin Pharmacol 2004; 57:121–6

It’s a dose thing



CMAJ 2011. DOI:10.1503 /cmaj.091481

”Unless the condition is severe or life-
threatening, drug treatment can be started at a 

very low dose (half or one-quarter the 
recommended starting dose)”

Most of the effect of a medication comes from the “low” 
starting doses AND doubling a dose never doubles the 

effect  - in fact it sometimes has no additional effect



Advantages of starting with
 “very” low doses 

1. Get the potential “placebo group effect” without 
deception

2. Patients are engaged in the process of finding the 
best dose for them

3. Cost savings can be considerable and most 
adverse events can be minimized

4. Most clinically relevant drug interactions can be 
avoided



MEDSTOPPER

medstopper.com

Ranks medications as to which 
ones to potential stop first 

Gives approaches for how to 
stop or taper medications - and 
what to monitor 
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Prioritize the medications
a)Will it Reduce Symptoms? 

Is it actually helping? 
b)Will it Reduce the Risk of Future Illness? 

Is the size of the effect big enough to justify the 
potential side effects, costs and inconvenience? 

c)Will it Cause Harm? 
Are any of their symptoms being caused by their 
medication?


