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· The two ‘major classifications for mental disorders’ are ICD-11 and DSM-5. They’ve recently been updated.
· But ‘it is not clear that either is suitable for routine use in primary health’.
· Mental health disorders are described as separate from one another, as if there were clear borders between them, whereas in fact ‘there are unbroken continuums between them’.
· Both ICD-11 and DSM-5 make ‘arbitrary divisions’ between different types of mental disorder, and where more than one type is involved, ‘treat them as though they are two quite separate illnesses’.
· Models built on clear-cut categories like this are ‘convenient for clinicians’, but ‘dimensional models fit the data far better’.
· The World Health Organization sponsors the ICD-11 classification; but when it carried out its first major study of mental health in primary care, ‘using a research interview to detect common mental disorders in 14 countries’, the ‘model of best fit’ for the resulting data was a dimensional one.
· This ‘dimensional model’ has a ‘common general factor on which all symptoms load, and three subsidiary factors dealing with anxious, depressive and somatic symptoms’.
· ‘The most common psychological disorders in general practice consist of two highly correlated sets of symptoms – anxious and depressive. The high correlation between them is because they both have high loads on the general factor.’
· Er, right. I’m getting a kind of Venn diagram image, with this ‘general factor’ in the middle and anxiety, depression and somatic symptoms overlapping it from the outside… but I’m not 100% clear what the ‘general factor’ is. A kind of non-specific measurement of disturbance?
· Anyway, ‘In primary care, it is important to know which symptoms are currently bothering the patient’, but both ICD-11 and DSM-5 encourage the belief that anxious symptoms should only count if they have persisted for several months. 
· ‘Many patients develop anxious symptoms simultaneously with depressive symptoms’, but because the anxiety is ignored for the first few months they end up being labelled ‘major depressive episode’ whereas their condition could more usefully be described as ‘anxious depression’.
· The distinction is important, because people with ‘anxious depression’ have more numerous and more severe depressive symptoms – they are more likely to be suicidal and they have ‘a more difficult future course’. Also, their parents ‘are more likely to have a range of mental disorders’, whereas parents of non-anxious depression patients are more likely to just have depression.
· Mental health specialists tend to take the approach of identifying separate mental disorders, and calling them ‘comorbid’ when they find more than one. 
· GPs are less concerned with categorising separate types of mental health problem than ‘with detecting common mental disorders’, and they tend to think in terms of ‘comorbidity’ if/when these mental disorders coexist with ‘chronic physical disease’.
· GPs are also more concerned ‘to deal with multiple somatic symptoms that preoccupy the patient, and are often accompanied by anxious and depressive symptoms that cause substantial associated disability’.
· To help out the poor old GP, the WHO have produced ‘a revised classification adapted for use in primary health care settings’.
· What this revised classification is called, apart from ‘revised classification’, isn’t mentioned in the article.
· However, apparently it has renamed a number of disorders to be ‘less pejorative’ and ‘more likely to lead to a therapeutic dialogue’.
· ‘Medically unexplained symptoms’ are now called ‘bodily stress syndrome (BSS)’, and ‘hypochondriasis’ is now called ‘health anxiety’.
· Goldberg (the author of this article) and colleagues conducted a field trial to detect anxiety and depression in primary care, and for this they developed two five-item sets of questions, one asking about depression and the other asking about anxiety. These allowed them to screen for mental health problems in ‘populations with low levels of literacy’ - ie. where patients couldn’t be asked to sit and fill out written questionnaires. ‘These scales may provide substantially improved case detection, as compared to current primary care practice...’
· In a separate piece of research, Goldberg and colleagues also demonstrated that BSS could be readily identified [but there’s no explanation of how], with more than 70% of the BSS cases identified also having health anxiety [maybe not all that surprizing?] ‘and with patients having an average of 10.9 different symptoms’.
· ‘The majority of patients with BSS had co-occurring diagnoses of depression, anxiety, or both. Anxious depression was the most common comorbid psychological disorder associated with the greatest disability.’
From mental disorder to shared understanding: a non-categorical approach to support individuals with distress in primary care
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· Following on from the last article, ‘This article argues that, rather than aiming for a psychiatric diagnosis, generalist professionals… should use a non-diagnostic framework when encountering distress’, and that they should therefore adopt a ‘dimensional’ approach rather than a categorising one.
· Such a dimensional approach ‘might also address problems of overdiagnosis and overmedication’.
· The diagnostic labels in the DCM and ICD classification systems can be stigmatising. But beyond this, ‘they are not adequate representations of reality; and they are inadequate for informing an individualised management plan’.
· They also encourage patients to think of themselves as having a ‘disease’, rather than ‘an understandable response to current problems, genetic inheritance, and past experience of trauma, loss, and problematic attachments’. 
· ‘Some patients are comforted by labels’, admit the authors, but ‘individualised assessment can provide a deeper understanding, a sense of being understood, and access to specialised services and benefits if required’. [Bollocks it can.]
· Studies have shown that in general practice the question of reaching a diagnosis can often be shelved: ‘diagnoses are not always offered, and… GPs’ talk often follows the patient’s view that the emotional distress might be related to social problems’.
· Diagnoses are ‘not stable over time’ and ‘not consistent across cultures’.
· The US National Institute of Mental Health ‘has abandoned investment in diagnosis-based research in favour of… the dimensional approach’.
· The dimensional approach should be simple, related to decision-making, and ‘intrinsically therapeutic’.
· Instead of separating things out it should help to link different aspects of patients’ lives: ‘emotions and feelings, perceptions, thinking patterns, physical illness/symptoms, behaviours, and social situations’.
· This approach ‘draws on psychological theories and therapies, and ‘is informed’ by evidence about the links between social situation and mental wellbeing, body and mind, genetics and neurodevelopment.
· ‘Empathic discussion’ is an important part of the approach.
· Three linked ‘analytic steps’ are suggested, but they don’t necessarily have to be taken in a fixed sequence.
· Step one prioritises key issues ‘facing the patient now’. It explores strengths and personal goals as well as ‘the most important problems’.
· Step two explores ‘causal linkage between the key issues’, with the aim of reaching a ‘shared understanding’ (which, however, will always be partial and likely to change/be reworked over time). Explore the past only as defined by the patient’s willingness/need, in order to avoid re-traumatising. The ‘shared understanding’ should be ‘owned primarily by the patient, and shared with practitioners, friends, and family when needed’.
· Step three is a shared action plan, based on priorities, goals and ‘available resources’. The action plan should be weighed up based on quantitative evidence (eg. literature about the effectiveness of antidepressants and CBT), but also the specific goals of the individual patient. ‘Given the low effect sizes of mental health interventions, an individual’s experience often becomes the best evidence about what might be effective.’
· This is humanistic approach as well as good science, and it might help consultations about mental health to be more intrinsically therapeutic.
· It is a time-consuming model, requiring several consultations – but on the other hand it might save time by taking away the emphasis from diagnostic questionnaires and the initiation of antidepressants.
Underprovision of mental health services for children and young people
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· There was an NHS digital survey of children and young people’s mental health in 2017: you can find the results at https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017 . They highlight how critical the provision of mental health services for under-19s is: ‘One in eight (12.8%) 5 to 19 year olds had at least one mental disorder when assessed in 2017’.

· The Future in Mind policy, amongst others, identified the need for early intervention and prevention, as well as improved access, in the field of young people’s mental health.

· £1.4 billion over 5 years was earmarked by the Treasury in 2015 to be put towards these improvements.

· In 2016 the Five Year Forward View for Mental Health said that improvements were also needed in crisis care, 7-day care, and the development of new integrated services.

· Local Transformation Plans (LTPs) were created by CCGs, with a ‘focus on investing resources for children and young people’s mental health across the whole system’. There was training for new and existing staff, plus development of perinatal mental health services and services for eating disorders.

· Legislation was changed to help keep young people aged <18 out of police cells, and waiting times were introduced (presumably this means waiting time targets were set) for eating disorders and psychosis.

· More recently a green paper suggested a 4-week waiting time for access to mental health services; and in 2018 the Government pledged an additional £250 million a year up to 2023-2024 for mental health crisis services.

· So how come mental health services, especially for children and young people, are such crap?

· For one thing, the sums of money being brought forward may sound impressive, but really they aren’t. Compare the £1.4 billion over 5 years mentioned above with the £7.3 billion boost the Treasury gave to the housing budget in 2018 alone. [I’m not saying there’s anything intrinsically wrong with boosting the housing budget, mind you.]

· For another thing, the money isn’t ring-fenced. ‘Only a third to a half of CCGs in a YoungMinds survey could demonstrate increased CAMHS investment. Worryingly, many CCGs did not respond...’  CCGs are compelled to balance their budgets, in a health economy which makes it almost impossible for them to do so without cutting services; so the chances are that at least some of the mental health money has ended up being used for fire-fighting rather than creating new services.

· What money does get spent on mental health may well be inadequate to reverse ‘decades of under-investment and under-resourcing’.

· ‘Current investment has been based on 2004 data’, and since 2004 the number of children with diagnosable mental illness has increased from 1 in 10 to 1 in 8.

· ‘At present, only 25% of children or young people referred to specialist CAMHS are seen [the aim is to increase this to 33%] and waiting times… can be as long as 10 months.’

· ‘The child health agenda focuses on prevention’, but ‘the implementation strategy fell short in identifying specific actions’.

· The emphasis on prevention may be to the detriment of service provision for young people who have problems right now.

· The green paper proposes investment in school mental health leads and mental health support teams (MHSTs), but although this may be good for individual children it may also risk ‘young people’s mental health services becoming separate from the wider child health and wellbeing system’ - not being linked to other care providers such as midwives, GPs, school nurses and health visitors.

· Workforce shortages are another problem. ‘Staff shortages currently limit the development of more modern preventative children and young people’s mental health services (for example, THRIVE) that move away from the “tiered model” of care.’

· It is important that ‘young people in school receive joined-up care’, ie. care which isn’t confined to the school environment. ‘A holistic evidence-informed approach, based on inter-agency partnership’ is required.

· However, as we see when handling cases of dementia, when health and social services are both involved there can be a tendency for each agency to pass the buck to the other, especially if both are overworked and each is trying to protect its own budget.

· My own experience of referring young people to young people’s mental health services is basically one of extreme frustration. You daren’t mention anything to do with the autistic spectrum in the referral letter, or it immediately gets sent off to the autism and learning disabilities team, which is where the 10-month wait kicks in. If you mention anything about the home circumstances being difficult – which they invariably are – then it becomes a social problem rather than a mental health one. Even if they’re prepared to admit that there’s a mental health problem that needs addressing, it takes them months to get round to addressing it – which is why the drop-out rate from referrals is so high – and then as often as not they do one consultation and then discharge the patient, and you’re back to square one. You can’t get through to the bastards on the telephone, and if you leave a message they never ring you back. If they ever do happen to ring you back, they just argue with you and won’t listen to a word you say. Grrr...

· Just saying.

Which first-line antidepressant?
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· Cipriani and colleagues published a meta-analysis in the Lancet in 2018 comparing 21 antidepressants. They found that agomelatine, amitriptyline, escitalopram, mirtazepine, paroxetine, venlafaxine and vortioxetine were more effective than the others.

· Agomelatine, citalopram, escitalopram, fluoxetine, sertraline and vortioxetine were the best tolerated.

· I’ve never prescribed agomelatine or vortioxetine in my life.

· Cipriani’s ‘meta-analysis’ sometimes used ‘indirect comparisons’ to infer that one treatment was better than another – if drug A was found to be better than drug B in one trial, and drug B had been found to be better than drug C in another, then it could be inferred that A was better than C. However, these inferences ‘are not always consistent with direct head-to-head comparisons’.

· Also, Cipriani’s group have recommended escitalopram as effective and well-tolerated before, but there are safety concerns about it. ‘It [like citalopram] can cause significant QTc prolongation, potentially increasing the risk of ventricular arrhythmias’, for which reason the MHRA issued a warning about it in 2011 (and prescribing rates fell).

· The evidence for agomelatine is better (although it apparently comes out better in published trials than unpublished ones), but it’s expensive and requires liver function monitoring. It can be used as a third-line choice, ‘when SSRIs, SNRIs and mirtazepine are all contra-indicated’.

· Vortioxetine acts like an SNRI, but with no added advantage. It’s very expensive and ‘less effective than duloxetine’, although with less severe adverse effects. Basically, you can forget it.

· Mirtazepine works well but may not be as well tolerated as some of the other alternatives. A Cochrane review said it was better than SSRIs over a period of 6-12 weeks. It causes weight gain and sedation, but fewer GI side effects and less sexual dysfunction than SSRIs.

· So what’s first line? Current NICE guidance is that SSRIs should be considered first – but prescribing antidepressants at all should only come after psychological interventions or exercise have been tried or refused or found unsuitable.

· Paroxetine is ‘best avoided’.

· Sertraline is safer than citalopram, because citalopram causes QTc prolongation and interacts more with other drugs.

· SSRIs as a class, however, increase the risk of bleeding, especially when mixed with aspirin, NSAIDs or anticoagulants.

· SSRIs and tramadol can [rarely] cause serotonin syndrome.

· ‘For patients with these relative contraindications, mirtazepine, nortriptyline, or lofepramine would be a better first choice.’

· Just about all types of antidepressant cause sexual dysfunction.

· If an SNRI is first choice, then ‘venlafaxine or duloxetine rather than vortioxetine’.

· Patients should be reviewed ‘no later than 2 weeks’ after starting antidepressants (but in my experience lots of them don’t come for the review).

· ‘Randomised controlled trials tend to recruit highly selected patients without comorbidities, and usually summarise average treatment effects’, so its always difficult to tell exactly how helpful any given antidepressant will be for an individual patient. ‘However, effective treatment is a clinical imperative given the morbidity and mortality associated with major depressive disorder.’

· Which is tantamount to saying they may well not work, but they’re better than nothing.

Open label placebo: can honestly prescribed placebos evoke meaningful therapeutic benefits?
BMJ 2018;363:k3889 
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· Until recently is has been assumed that placebo pills can only produce treatment if patients don’t know that they have been given a placebo.

· But results from several new (small) trials suggest that ‘patients can experience symptom relief from taking pills that they know lack any medication’ (‘open label’ placebo).

· In medical research, treatments which are shown to be ‘no better than placebo’ have traditionally been dismissed as ineffective.

· Placebos ‘primarily modify subjective symptoms’, but they also seem to effect neurotransmitters and engage ‘specific, quantifiable, and relevant regions of the brain’.

· ‘Potential genetic markers are emerging.’

· Research shows that placebo effects are ‘more than spontaneous improvement and regression to the mean’.

· Ted Kaptchuk, one of the authors of this article, ‘has been an investigator in four randomised trials of open label placebo, each in different conditions, each with over 60 patients’.

· Patients were randomised to receive open label placebo + their usual treatment, or open label placebo instead of their usual treatment, or in one case no treatment.

· Patients were given some research background and told that it was not known whether the placebo would work for their condition – the purpose of the trial was to find this out, and the approach was ‘let’s see what happens’.

· One trial was for IBS (80 patients over 3 weeks). There was a ‘60% global improvement compared with 35% improvement among those getting only usual treatment’.

· The second trial was for chronic back pain (83 patients). After 3 weeks, placebo + usual treatment produced 28% pain reduction, compared to 9% for just usual treatment. ‘Pain disability was reduced 29% versus 0.02%.’

· Third study: cancer related fatigue (74 patients over 3 weeks). Placebo 29% improvement, usual treatment 10% improvement. ‘Disruption of quality of life caused by fatigue improved by 39% versus 5%.’

· The fourth study was slightly different in design and looked at episodic migraine attacks. ‘66 patients served as their own control and received placebo or no treatment during two separate episodes. Patients did not have an orientation regarding placebo responses. Nonetheless, patients reported a 15% improvement in pain when taking the open label placebo and 15% worsening of pain with no treatment.’

· Of course, sample sizes were small and the duration of the trials was short.

· Also, ‘because trial participants cannot be blind to whether they have received open label placebo, report bias may affect the observed results’.

· Most of the people in the trials had experienced refractory symptoms and frustration due to multiple unsuccessful treatments.

· Some of them said the placebo idea was ‘crazy’, some of them seemed to enjoy the novelty of the approach, and some of them expressed ‘a kind of “tragic optimism” that allowed them to continue to seek treatment even from a counterintuitive intervention’.

· There is some suggestion that ‘the brain can operate as an automatic prediction machine independent of conscious awareness’ and that the open placebo approach ‘may weaken the central sensitisation involved in many subjective complaints’. 

· Personally, I haven’t got the first idea what that means, let alone how it works.

· Open label placebo treatment doesn’t seem to change ‘underlying pathophysiology’, but it ‘may be valuable for conditions with self reported outcomes’. For example, in patients with cancer it won’t shrink tumours but it could help with the symptoms of cancer fatigue. It’s unlikely to be helpful for things like malaria or high cholesterol levels; but as seen above, it might be useful for IBS.

· It conforms with ethical standards of transparency and informed consent.

· This could mean the end of the pharmaceutical industry as we know it.

Vitamin D supplements do not protect bone health, analysis finds
BMJ 2018;363:k4223 
Ingrid Torjesen
· A large meta-analysis in the Lancet by MJ Bolland and colleagues [doi:10.1016/S2213-8587(18)30265-1, 2018] has suggested that ‘Vitamin D supplementation does not prevent fractures or falls, or have any clinically meaningful effects on bone mineral density’.
· ‘The authors concluded there “is little justification to use vitamin D supplements to maintain or improve musculoskeletal health,” as is currently recommended by Public Health England (PHE).’
· In 2016 the PHE said that the ‘general population’ should take vitamin D during the autumn/winter as they wouldn’t get enough from diet and sun-exposure.
· The Scientific Advisory Committee on Nutrition also published a report saying that everyone over the age of one should be taking vitamin D supplements.
· The Lancet research, however, looked at 81 randomised controlled trials (n=53 537 participants).
· The meta-analysis showed that vitamin D had ‘no effect on total fracture, hip fracture, or falls’. 
· Also, ‘Vitamin D supplementation made no clinically relevant difference to bone mineral density at any site’.
· The results were the same whether the dose of vitamin D was high or low.
· The only cases where the authors considered that vitamin D might be generally useful were ‘for the prevention or treatment of rickets and osteomalacia, which can occur after a prolonged lack of exposure to sunshine that leads to 25-(OH)D concentrations lower than 25 nmol/L’. They conceded that they hadn’t found any trials focussing on populations with vitamin D levels this low.
· Adrian Martineau, professor of respiratory infection and immunity at Queen Mary University in London, said that the vitamin D advice was designed to keep people out of the <25 nmol/L ‘deficient range’, and he didn’t see ‘any reason to revisit or reconsider this sound advice’.
· However, he has shares in a vitamin D factory, he was wearing a t-shirt with a big D on the front of it, and his house is built out of empty vitamin D pots.
· Robert Clarke, professor of epidemiology and public health at the University of Oxford, says ‘We should wait until the results of the five ongoing trials of vitamin D, involving a total of 57 000 adults, that will be available in the next year or so.’
· Bah. I’ve always said vitamin D was rubbish. Not like those lovely placebos…
Antibiotic prescribing in primary care
BMJ 2019;364:l780
Alastair D Hay, professor
· 80% of NHS antibiotic prescribing takes place in primary care.
· In the past 5 years primary care clinicians have reduced antibiotic prescribing by 13% ‘without increasing serious complications, including sepsis’.
· We’re great, aren’t we?
· But part of the job of ‘antimicrobial stewardship’ is to ensure that ‘those who require antibiotics receive the right class, at the right time, at the right dose, and for the right duration’.
· Bloodstream infections (and mortality from them) amongst older people are on the increase, and prescribing strategies for urinary tract infections have an effect on this.
· A study by Gharbi and colleagues (312 896 uncomplicated lower UTI episodes among 157 264 patients aged 65 years and older between 2007 and 2015) shows that 87% of patients had antibiotics prescribed immediately, 7% had no record of prescribing within 7 days, and 6% had deferred prescribing.
· ‘Bloodstream infections and mortality rates were significantly higher in the groups with no and with deferred prescriptions, compared with immediate prescriptions’.
· This might not be cause-and-effect, however, and deferred prescriptions might mean a number of different things: a prescription issued on the day, with advice to wait and see before using it; or waiting for the lab result, in a case of diagnostic uncertainty.
· ‘No prescription’ might also be the outcome if the patient was sent straight to hospital.
· ‘Finally, a significant proportion of bloodstream infections in older people are not caused by urinary tract bacteria, and therefore are not preventable by UTI treatment.’
· Bloodstream infections associated with UTIs are ‘an important and increasing problem’, but e coli is the most common cause of septicaemia – 37/100,000 incidence-rate, only half of which will present in primary care.
· This means that ‘a practice of 10 000 patients will see one or two patients each year with this bloodstream infection, compared to around 1800 UTI episodes managed in the same period and age group’.
· Older patients, especially men, and those living in deprived areas, are most at risk of septicaemia.
· A study by Pouwels and colleagues ‘builds on good evidence that “short” antibiotic courses are as effective as “long” courses for most infections treated in primary care’.
· Adhering to guidance about shorter antibiotic courses would mean ‘65 million fewer antibiotic days each year for the UK’.
· ‘We can familiarise ourselves with new guidance from the National Institute for Health and Care Excellence on managing common infections and optimise practice from here on.’ 
· That’s not a sentence I enjoyed reading, let alone reproducing.
Antibiotic management of urinary tract infection in elderly patients in primary care and its association with bloodstream infections and all cause mortality: population based cohort study
BMJ 2019;364:l525
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· ‘Objective: To evaluate the association between antibiotic treatment for urinary tract infection (UTI) and severe adverse outcomes in elderly patients in primary care.’
· In younger populations UTIs are overwhelming more frequent in females than males, with a ratio of 50:1; but this goes down to 2:1 in populations over 70.
· Older patients are less likely to present with typical clinical history and symptoms, and ‘asymptomatic bacteriuria in older adults’ is on the increase, which probably leads to ‘over-diagnosis of UTI and unnecessary treatment’ in some cases.

· Initiatives are up and running to reduce antibiotic usage, but ‘In the meantime... increases in the incidence of Gram negative bloodstream infections have been reported, which has led the UK government to announce a plan to reduce healthcare associated Gram negative bloodstream infections in England by 50% by March 2021.’

· Method: a retrospective cohort study linking primary care consultation records with hospital statistics and death rates (Clinical Practice Research Datalink 2007-15).

· There were 157 264 adults aged 65 years or older with UTIs, and 312 896 UTI episodes. 

· 1539 episodes of bloodstream infection (0.5%) were recorded within 60 days of the initial UTI.

· ‘After adjustment for covariates, patients were significantly more likely to experience a bloodstream infection in the deferred antibiotics group (adjusted odds ratio 7.12) and no antibiotics group (8.08) compared with the immediate antibiotics group.’

· ‘The rate of hospital admissions was about double among cases with no antibiotics (27.0%) and deferred antibiotics (26.8%) compared with those prescribed immediate antibiotics (14.8%).’

· ‘The risk of all cause mortality was significantly higher with deferred antibiotics and no antibiotics than with immediate antibiotics at any time during the 60 days follow-up (adjusted hazard ratio 1.16).’

· ‘Our study suggests the early initiation of antibiotics for UTI in older high risk adult populations (especially men aged >85 years) should be recommended to prevent serious complications.’

Duration of antibiotic treatment for common infections in English primary care: cross sectional analysis and comparison with guidelines
BMJ 2019;364:l440
Koen B Pouwels, mathematical modeller, Susan Hopkins, consultant in infectious diseases and microbiology, Martin J Llewelyn, professor of infectious diseases, Ann Sarah Walker, professor of medical statistics and epidemiology, Cliodna AM McNulty, consultant microbiologist, Julie V Robotham, senior mathematical modeller

· ‘Objective: To evaluate the duration of prescriptions for antibiotic treatment for common infections in English primary care and to compare this with guideline recommendations.’

· This was a cross sectional study, drawing data from The Health Improvement Network database, 2013-15.

· There were 931 015 consultations that resulted in an antibiotic prescription for thirteen different indications.

· The main outcome was to find the percentage of antibiotic courses that exceeded the duration-guidelines for their conditions.

· The most common reasons for antibiotics being prescribed were acute cough and bronchitis (41.6% of the included consultations), acute sore throat (25.7%), acute otitis media (8.9%), and acute sinusitis (8.2%).

· ‘Antibiotic treatments for upper respiratory tract indications and acute cough and bronchitis accounted for more than two thirds of the total prescriptions considered, and 80% or more of these treatment courses exceeded guideline recommendations.’

· ‘More than half of the antibiotic prescriptions were for longer than guidelines recommend for acute cystitis among females.’

· About 1.3 million extra antibiotic-days resulted from this over-prescribing.

· Tut, tut, tut.

· However, ‘we were not able to account fully for patient factors that might underlie decisions to prolong treatment’, and ‘we were also not able to explore clinician factors that could underlie deviation from recommended durations’.

How much medicine is too much?
BMJ 2019;364:l902
Fiona Godlee
· Excessive testing of patients in hospital (blood pressure, oxygenation, heart rhythm, and electrolyte balance) means that ‘patients get no rest and suffer unnecessary discomfort, not to mention the extra work for the nursing and phlebotomy teams’.
· ‘Much of this comes down to the fact that doctors are not paying for the tests, are not the ones actually doing them, and are not the ones being stuck by needles.’
· Statins for all patients aged over 75 is a policy that seeks to mitigate the risks that come naturally with increasing age by using ‘more and more drugs’.
· Meanwhile, ‘England’s health secretary has proposed whole genome sequencing for healthy people’, which is ‘a recipe for overdiagnosis and overtreatment’.
· Actionable genes requiring lots of further investigation will be identified, but there won’t any information about whether the individuals carrying those genes are actually likely to develop the disease with which they are associated. 
· ‘Every healthy person who undergoes whole genome sequencing will effectively become a patient, requiring further clinical investigation and follow up.’
· ‘When it comes to too much medicine, individual judgment will always be needed.’

