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Porter
Hello and welcome to Inside Health. In today's programme:  We look at a new class of drugs that could transform the lives of tens of thousands of people on warfarin.  Our resident sceptic, Kamran Abassi, answers a listener's query on how much we should be drinking.  I discover how wearing high heels can increase the risk of torn muscles - but it's not all bad news, they may also improve your sex life!  And I will be exploring which prescription drugs are addictive.

But first the bacteria that have been linked to a number of recent deaths in special car baby units - pseudomonas. 

News clip
And our top story:  An investigation has begun into the deaths of three babies at the neonatal unit at the Royal Jubilee....

The bug responsible for the deaths of four babies has been found in an Ulster hospital but none of the babies is infected....

Porter
Pseudomonas bacteria are found in soil and water and are naturally resistant to many antibiotics. Fortunately they are opportunistic invaders, meaning they tend only to cause serious problems in people whose defences are down - such as patients in intensive care and premature babies.  Recent coverage suggests pseudomonas is a new problem, but is it? Professor Richard James is Director of Healthcare Associated Infection at the University of Nottingham.

James
No there have been pseudomonas infections in hospitals from the 1990s onwards but they haven't had a lot of publicity of course compared with the real superbugs - MRSA and C. difficile - but something like 4,000 blood stream infections a year are caused in UK hospitals by pseudomonas.  After two outbreaks in Wales the Department of Health sent a letter out to NHS hospital trusts in August 2010 pointing out these problems that had been identified to be associated with hand washing facilities.

Porter
So we're essentially talking taps and sinks here on places like intensive care units and this is where the pseudomonas was coming from?

James
Yes.

Porter
And how does it get into the water?

James
Well that's where you start getting into some controversy.  Water coming in to a hospital may well contain pseudomonas because the organisms are very common in soil and water.  The second possibility is that the organisms are actually coming from clinical waste - so patients contaminated with pseudomonas - some clinical waste from that patient is perhaps washed down a hand basin, so the organisms could be contaminating the taps and sink traps from patients.

Porter
But Richard if the pseudomonas is in the water doesn't it just get simply flushed away?

James
Well pseudomonas has the capacity to form what's called a bio-film, so this is a coating where all the organisms come together and line the inside of taps and water pipes and sink traps and in that environment they are protected from disinfectants and other washing conditions.

Porter
So what can we do about it?

James
You could remove the taps and clean them but it's actually very difficult to remove bio-films from taps but the sink trap, at the bottom of the sink, could actually also have a pseudomonas bio-film in it.

Porter
But Richard some of the hospitals in light of these recent deaths have announced that they're going to be deep cleaning their units, what you're suggesting that might not be enough?

James
Yes I think deep cleaning of surfaces and so on is not really going to prevent transmission of these infections.  So one thing in good design now is to make sure that the water coming out of the tap doesn't actually go straight down in the plug hole, because if it does can dislodge the organisms there and spray organisms out to the person washing their hands and that could be a source of transmission of infection.

Porter
I'm listening to this as a chief executive of a hospital thinking well I don't want pseudomonas in my hospital but neither do I want to have to change every sink in the hospital, it sounds pretty drastic.  What do you think the Department of Health are going to recommend?

James
I suspect they will go with what they've already said with maybe one or two other little things because the alternative essentially is to replace all the taps and possibly even the whole water systems of hospitals, which means you have to shut them down.

Porter
At considerable cost at a time when the NHS is trying to save £20 billion.

James
Yes, yes so it's difficult to see them going much further than they already have.

Porter
Professor Richard James talking to me earlier.

Now, a  brand new breed of anticoagulants - blood thinners - have just  been  launched in the UK which could change the lives of hundreds of thousands of  people at risk of blood clots . And we've had a couple of e-mails from listeners asking us to explain how they differ from the existing treatment warfarin.

The main benefit of the new drugs -  dabi- gatran and rivaroxaban - is that they have a much more predictable effect on blood clotting, so people taking them don't need regular blood tests/or frequent dose changes.

Nurse Guy Pickford is seeing 120 patients on warfarin in today's clinic at the Royal London Hospital.

Actuality
Sharp scratch, there you go, get rid of the sharp.  Okay and you are out of range today.

Am I, oh.

One point five.  That's low as you know.  It doesn't take much to make your blood change around.  I think we'll do 12 today, 12 tomorrow, we'll do 11 milligrams on Wednesday, we'll catch you again on Thursday.

How come I've been so unstable?

It's a mixed picture really Michael, we've got some people who are unstable, like yourself, and we've got some people who are extremely stable.

So there's no set rule with it?

Absolutely no rule at all, in fact the rule is there's no rules sometimes when it comes to warfarin.

Michael has atrial fibrillation - AF -  a cause of an irregular pulse thought to affect at least a million people in the UK.  People with AF are five times more likely to have a stroke than someone with a regular pulse - a risk that is mitigated by use of "blood-thinning" warfarin. But too little and it does no good, too much and it can lead to life threatening bleeds.  

Professor Richard Schilling is a cardiologist at St Barts and the Royal London hospitals.

Schilling
The other problem with warfarin is that everyone has different doses because everyone has slightly different liver activity and it's liver that chews up the warfarin and gets rid of it.  And so you have to monitor warfarin very carefully with blood tests to make sure that it is at the right level.

Porter
And the combination of the dangers of a bleed, and the need for regular monitoring put both patient and doctor off, meaning that around half of people with AF are never prescribed warfarin.  Dave is 44 and has been on the drug for over 10 years.

Actuality
Hello Dave.

Hello Guy.

How are you mate?

Not so bad.

How have you been - it's a week since I saw you isn't it?

It is, yeah I've been fine.

Good, good, do you want to come through?

Dave
Came to be on warfarin 11 years ago.  I went out on my birthday, had a few too many drinks and ended up in hospital, managed to get me heart back into rhythm but then within a month it had gone out of rhythm again.

Porter
Dave has been taking warfarin ever since, but struggles to maintain consistent levels and at the moment he needs repeat blood tests every week or two.

Dave
I come here today for my blood tests, so my readings are up and down a lot, so they're just trying to keep an eye on my warfarin levels.  Obviously there is a danger if it goes too high through haemorrhaging etc.  I've been coming here 11 years and they've looked after me really well.

Actuality
So I'm going to put one of the test strips in the machine ready to check a droplet of your blood.  Now when we saw you last Monday it was actually quite high wasn't it, your I and R level, it was 4.9, which meant that your blood was clotting too slowly.  So let's see - let's see what the level is today.  We'll do a finger prick test on you now.  Sharp scratch coming up.  And just wait for the result to come up.  Okay two point one, so that's actually a very good result today, we're between two and three, which gives you the best balance between protecting you from a blood clot and from making sure that we haven't put you at risk of any kind of bleeding.  So that's great.  However, the trick now is to try and keep it there.

Dave
I've had good times with it and the levels have been fine but hell of a lot going on, stress in me life at the moment, been taking extra tablets and the levels have been all the other place which obviously mean the doctors have got to keep an eye on it.  It can be affected by stress, diet, alcohol, cranberry juice - so there's certain things you can't take.  You just have to be aware of really.

Schilling
The problem with warfarin is it's chewed up by the liver and there are lots of other things that are also chewed up by the same enzymes in the liver.  So lots of things can interact with warfarin like alcohol, various green vegetables but there is often no clear reason why the warfarin has gone up or down.

Dave
For me it's mainly when I go to football on a Saturday or whatever but as the doctor says if you're going to have alcohol you need to have your - it sounds bad but regularly, so if you're going to have a pint you have a pint a day so that they can manage it better, if you're having it all at one time it gets difficult for them to manage.  So yeah some of my readings have been high because of a few good weeks watching West Ham but there's not a lot I can say about that one I'm afraid.

Actuality
Would you be able to come on Thursday of next week?

Yes.

Is that feasible?

Yeah, yeah that should be fine.

Look forward to seeing on Thursday week.

Okay thank Guy, cheers.

Porter
And because of this variability many of those who do take warfarin fail to derive much benefit  - another area that the new drugs may be able to improve on. Professor Richard Schilling:

Schilling
It turns out that if you have a blood test that's within our ideal range less than 60% of the time then you may as well not be on warfarin, it doesn't have any benefit to you.  So if your levels are going up and down a lot then warfarin actually may be of no value to you.

Porter
What is it about the new type of anti-clotting drug that's different from warfarin that makes it easier for the patient and the doctor?

Schilling
The key thing about these drugs is although they also hit the clotting system of the blood to prevent the blood clotting so much they're not actually metabolised by the liver enzyme that warfarin is.  So they have a much more predictable level in the blood and therefore you don't have to monitor the blood test and you don't have to worry about interaction with other drugs or foods or alcohol.

Porter
So it's a standard dose for everyone?

Schilling
Mmm.

Porter
Does this make these new drugs safer as well as more convenient?

Schilling
Most of the new drugs have had one big trial comparing them to warfarin and most of them have either been shown to have similar levels of safety or actually be slightly safer than warfarin.  However, one of the concerns that many physicians have at the moment is that there are no clear ways of reversing the effects of the drugs, which you can do with warfarin.  So the big studies appear to show that they're safe but what we're tending to say to patients is if you're stable on warfarin there's a lot more data supporting the use of warfarin and it's probably better to stick with it and if you're not stable on warfarin then it's probably better to go on one of these newer drugs.

Porter
Of course the elephant in the room, when we're talking about this drug, is the cost - warfarin is dirt cheap, this drug's very expensive.  And actually a lot of the savings are probably in terms of hassle for the patient - having to come in for the tests - not a lot of saving for the NHS is there?

Schilling
Well I think there is huge potential saving because of course in many areas of the country 50% of patients that should be on warfarin are not, if that 50% go on the drug then of course they're saving money by not having a stroke, which is a very expensive thing for the NHS as well as a horrible thing for the patient themselves.  So I think there will be savings for the NHS in the long run but at the moment they're very difficult to quantify.

Porter
I get the impression that most clinicians I speak to are very keen on these new drugs.

Schilling
I'm cautious but keen, so the general line I'm taking with patients is if you're established and safe on warfarin I'd stick with it, particularly a lot of patients do their own monitoring at home for example and so for them it's a very convenient way of living their life.  What I say to them is let other people be the guinea pigs, you know the people that have to go on these new drugs because they can't be stabilised on warfarin.

Dave
Well it's usually about a three hour round trip, so when you add that up between 150-200 times is a lot of time out of work, so I've got a very understanding employer, hopefully with the new drug I won't be here so often.  I don't know if it's a wonder drug but it definitely looks like it could help.

Porter
Although Dave may find access to the drug is an issue - dabi- gatran has been approved by the National Institute for Health and Clinical Excellence but that endorsement is now the subject of an appeal. We are expecting a final decision next Tuesday.

Dr Kamran Abassi is the Editor of the Journal of the Royal Society of Medicine - Kamran, if dabi- gatran gets signed off by NICE next week, does that mean people will be able to get it immediately on the NHS?

Abassi
Unlikely, I mean theoretically you can but in practice it can take up to three months for your local health service to find the funding to provide patients with the drug.  So probably not immediately, probably at the end of that three month period and then it's based on clinical need, you don't immediately have a right to go and get the drug from your doctor's surgery.

Porter
As Professor Schilling was saying there it's not suitable for everybody, not everyone needs to move on to it.  Actually we should also say that it's already been approved in Scotland hasn't it.

Abassi
Yes it has, Scotland has its own regulatory system, it's already been approved there.  It was approved in England but of course this appeal's meant that there's been a delay.

Porter
Thanks very much Kamran but don't go anywhere because we're going to need your help.  One of our listeners has written in a bit confused by the last guidelines concerning alcohol and it would appear that he's not alone.

Vox pops
How many units do you reckon you had last night?

I don't know, I don't know how many units are in like ginger beer and rum.

I think for women the recommended limit is about 10 a week.

I think it's about 20 units a week, down south, up north it's probably more.

Porter
And here's what's puzzling listener Neil Richmond.

Richmond
What I'm confused about is the maximum amount number of units alcohol that we should have in a week.  And what I wondered was what are these figures based on - were they recent and good quality studies?  When I asked my now retired GP he said that they were based on a survey of GPs and what's more he drank much more than I do.

Porter
Well Dr Kamran Abassi's still with me and he's our evidence based analyst. Kamran I sincerely hope it wasn't based on a survey of GPs.

Abassi
Well it may well have been, doctors are notorious heavy drinkers, but it wasn't entirely a survey of GPs, there was other evidence that went into the guidance.  And the first guidance that was issued really was in 1987 and that was based on a Royal College of Physicians report which described alcohol as a great and growing evil.  So we were quite worried at the time.

Porter
And that said what?

Abassi
That said essentially that we should be drinking if you're a man 21 units a week and 14 units a week for women.

Porter
So they were weekly limits in those days?

Abassi
Yeah entirely weekly limits but they also talked about having a couple of days off, having a break within that week, so not drinking every day of the week.

Porter
And were they very scientific, I mean was there lots of evidence in there or was it survey and guestimate?

Abassi
It was early days in terms of assessing risks and benefits of alcohol, there was a bit of guestimate in there.  I guess the people at the time had to make some recommendations and they chose what they thought were reasonable limits.

Porter
Okay so evidence wise slightly shaky.  So then what happened next?

Abassi
What happened next was there was, shall we say, almost a deluge of evidence in the early 1990s and what it showed in fact, rather interestingly, was that there was a beneficial effect, so potentially by say a couple of glasses of wine a day you might reduce your risk of dying from heart disease.

Porter
So how was that reflected in the new guidance?

Abassi
What was recommended then was a shift away - and this was a crucial point - there's a shift away from weekly limits to daily limits.  Why did that happen?  Well it happened because the policy makers thought that people found it hard to understand a weekly limit, they couldn't remember how much they'd drunk in the week, and also some of the evidence that was emerging was suggesting benefits of possibly regular drinking.  So the evidence then said men are allowed three to four units a day, women are allowed two to three units a day on a regular basis.  Now this is where the confusion arose because the definition of regular didn't mean every day.

Porter
So what people were doing is saying well if I'm allowed up to four units as a man, that means I can have 28 a week - and that's not what they were saying.

Abassi
They're saying now that that isn't what they were saying.  At the time I think people interpreted it as yes you are allowed to drink 28 units a week because the guidance about now drinking for two days in the week suddenly seemed to have disappeared.

Porter
So now we've got to this stage where suddenly these two alcohol free days have seemingly miraculously reappeared but what you're saying is they've been there all along?

Abassi
I think they've been there all along and in fact we've gone back full circle - we've gone back to the old guidance which is, guess what, 21 units a week for men, 14 units a week for women, two alcohol free days.

Porter
But Kamran for the first time there have been some recommendations that we should look at this slightly differently depending on people's age haven't there?

Abassi
Yes, the Royal College of Psychiatrists have issued some guidance saying that older men should drink less than 11 units a week and older women should drink less than seven units a week and that's based on changes in physiological response to alcohol in older people.

Porter
So if you're over 65 essentially the Royal College of Psychiatrists but not the government yet are recommending that you should half your intake?

Abassi
Yes precisely that.

Porter
Kamran, thank you very much. 

Well alcohol isn't the only substance where abuse can lead to serious harm, including addiction. It's an issue with many prescription drugs too - which often require a delicate balancing act between benefit and risk.

GP Margaret McCartney:

McCartney
Some lawyers have been reporting increased complaints from patients who have had allegedly "indefensible" long term prescriptions of addictive drugs, especially the benzodiazepines.

These are drugs like diazepam or temazepam, which have been prescribed since the 1950s, and are known as tranquilisers, as they cause sedation. Originally they were mainly used for anxiety, panic attacks or poor sleep. 

By the 1970s they were being prescribed readily - and often long term - for people - classically housewives - wanting a pick-me-up.

For some people this resulted in years of sedation and physical dependence, with withdrawal symptoms like anxiety, tremor, tinnitus, loss of appetite or sleeplessness when suddenly stopping them.

Nor are these the only type of addictive drug which is possible to be prescribed and become hooked on - many painkillers are also potentially problematic.

So why are we still using these tranquilisers? Clearly, it would be best if people weren't using them in the long term. After more than six weeks use, there is a substantial risk of withdrawal effects within days of stopping. 

That's why the National Institute for Health and Clinical Excellence recommend that they aren't prescribed for more than four weeks for severe anxiety. A few days is more common when they are used after very stressful life events.

Meanwhile, for insomnia, these drugs should only be used for severe and distressing symptoms. For milder symptoms it's better to focus on good bedtime routines and avoiding caffeine. Despite the guidelines, estimates suggest that 1.5 million people in the UK regularly take them. Several studies evaluating prescriptions for these tranquilizers have found that two thirds were being taken without a valid clinical reason - pointing to long term dependent use. This also means that around a third were being used for some kind of benefit - where the label of "addiction" is much less clear.
 
 So who are these people? Much mental illness can be treated within evidence based guidelines.  
But some severe and complex disorders may not be adequately researched; or the person may still be suffering greatly despite recommended treatments. Maybe intermittent use of tranquilisers helps to ignore, say, intrusive distressing thoughts when other treatments haven't helped?  There is far less research about the comparative risks and benefits of tranquilisers in such difficult, rarer situations. And many drugs are commonly used 'off label' - outwith recommendations - not just tranquilisers.

 
Addiction to any substance is complex, with interplays of environmental, genetic, biological and psychological factors.  Addiction can wreck lives but so too can the severe problems that led to some long-term prescriptions in the first place. There is no easy answer, and the balance in medicine is always somewhere between harm and help.

Porter
Dr Margaret McCartney.  And I'm joined now by Malcolm Lader, emeritus professor of psychopharmacology. 

Malcolm, Margaret used the term addictive there, which is an evocative one, what does a drug or medicine have to do to be regarded as being addictive?

Lader
Essentially it is continuing with the medication despite knowing that it can cause harm - personal harm, occupational harm or social harm - that's one component.  Another important component is that taking the drug and getting supplies of the drug becomes the focus of the person's existence.

Porter
Margaret referred there to the use of diazepam for anxiety and insomnia, just how quickly can someone become dependent?

Lader
Once you go beyond, in my opinion, about three months you are quite likely to have become dependent.  But there's some evidence that there are changes even within a few doses. So the jury is still out on how long you can safely take these types of medication.

Porter
Malcolm, Margaret referred to painkillers there and some painkillers are addictive, which ones are they?

Lader
Well they vary of course across the spectrum but the most widely used ones do contain codeine and codeine is a medication very similar to morphine, so even though the dose is very low there is a danger that somebody can develop a morphine type dependence.

Porter
And what sort of timescale are we talking about with an over-the-counter codeine based painkiller before you'd start to worry about a risk of becoming dependent?

Lader
I think again it's rather like the tranquillisers, I would certainly consider over two to three months of continuous use as being worrisome.

Porter
What about the way in which it's prescribed, I mean a lot of people who we give strong painkillers to - and I'm thinking perhaps here right at the end where we're using drugs like morphine in patients with cancer - they're very worried that if they take these drugs they will become addicted?

Lader
I think somebody who has a terminal illness with a great deal of pain should be made as comfortable and as pain free as possible and the risk of addiction should be totally ignored.  However, if it's a chronic condition then perhaps there's less likely to become dependent in the sense that one craves the medication than if one is taking it for social purposes.  There's the physiological component where you get withdrawal symptoms, classically spoken of as cold turkey, so that is likely to occur whether or not you are taking it for medical reasons or not.  The second part is craving - someone who is taking it for legitimate medical reasons is likely to have much less craving when they stop than someone who is taking it for the buzz they get from the medication.

Porter
One area where we see a lot of confusion between this psychological dependence and this physical dependence are with the antidepressants.  A lot of people take antidepressants, a lot of them will have tried to stop and on some of them you can get quite nasty withdrawal symptoms that makes the patient feel they're addicted to them.

Lader
Yes these antidepressants are effective in the majority of patients with a thorough going depression and they can become (in quotes) "addicted" to them although this is a physiological dependence not a psychological dependence.  So I think there is a difference.  The antidepressants, typically the ones that are called SSRIs, do not result in the full spectrum of addiction.

Porter
So drugs like Fluoxetine, Prozac and those sorts of drugs.

Lader
Yes.

Porter
What you're saying is if I was to stop them and come off them I might experience some withdrawal effects but that doesn't mean that I'm likely to go out hunting that drug, craving it, like perhaps a heroin addict would?

Lader
Well you won't go out craving it but you'll go to your doctor and say I'm having problems stopping this SSRI but there's a great variation in how likely you are to have problems coming off and then tapering off will just lessen the symptoms, although in my experience it won't get round them entirely.  And then with support from the GP that patient can come off, providing that the depression that they were prescribed the medication for has resolved.

Porter
Professor Malcolm Lader.

Addiction warrants a programme in itself, but if you would more information on dependence to prescription drugs, and advice on stopping antidepressants then I have listed some useful sites - go to bbc.co.uk/radio4 and follow the links to Inside Health where you'll find them.  

Now let's finish with something a little lighter - the dangers of high heels! According to a new Australian study, it's not just falls and sprained ankles wearers risk - but alterations in their muscles.
Marco Narici is Professor of the Physiology of Ageing at Manchester Metropolitan University and conducted a similar study in 2010. So what did he discover?

Narici
Women wearing high heels place their feet raised with respect to the floor and this may have caused shortening of the muscle fibres contained in the calf muscle.  Of course this was purely an hypothesis so we wanted to test whether this was true.  And we actually found substantial changes.

Porter
What sort of changes?

Narici
What we found was that the muscle fibres become shorter and the tendons become thicker.  When I say muscle fibres I mean the muscle cells that make up the calf muscle.

Porter
And what does that mean for the woman Marco?

Narici
Well it means that they experience difficulty or discomfort in standing without high heels on the floor because this causes a stretch on their calf muscle and they would find that painful.  And also this would decrease the range on the ankle.

Porter
And Marco would that increase the risk of injury?

Narici
Yes it would because the muscle fibres are shorter and so they would have to stretch more.  And so you're more susceptible to strain injury - I pulled a muscle - is what people refer to.

Porter
So does that lead you to any recommendations?

Narici
You can do something about it by simply performing some stretching exercises on a step, for instance, if you have a staircase in your house you should stand with the tip of your toes on a step and just lower your body 20 times each day, stretching your calf and then raising again.  And that should compensate for this shortening of muscle fibres.

Porter
Are there any other problems?

Narici
When you wear high heels you're more likely to lose your balance, furthermore, because your hip is more forward you would have to contract more your back muscles and also your pelvic muscles to avoid falling over, if you want.  This may have some advantages because pelvic function is dependent on a good musculature, for instance urinary incontinence but also sexual performance depends on good pelvic muscle function.

Porter
Professor Marco Narici on the pros and cons of killer heels. Only an Italian could get funding for research like that!

Don't forget to get in touch with any health issues that are confusing you - you can e-mail us at insidehealth@bbc.co.uk or you can send a tweet to @bbcradio4 including the hashtag insidehealth.

Just time to tell you about next week when, after the longest final in the history of tennis grand slams, I will be investigating an unconventional way to treat tennis elbow, and discovering why gout is becoming more common in younger people.  Join me then to find out more.


