24 Principles for Rational Prescribing
1. Seek and exhaust non-drug alternatives as a first rather than as a last resort, including exercise, physical therapy, lifestyle changes, counseling, diet changes, even surgery (e.g., drain the abscess).

2. Focus on prevention rather than just treating symptoms.  Even for drugs that “work” be wary of just treating end-stage manifestations for a marginal impact.  Prevention often provides greater “upstream” “bang-for-buck” and is more effective in the long run.

3. Consider the underlying causes of the problems rather than just treating the manifestations with a drug: could elevated cholesterol be hypothyroidism? Impotence, marital discord?  Arthritis pain, osteomalacia or work-induced trauma?

4. Use only a few drugs and learn to use them well; become familiar with a limited number of drugs.

5. Get colleagues on the same page as you so you are all using the same small set of familiar drugs. Then, when you cross-cover or care for the same patients, you can take advantage of this familiarity and standardization, drawing on a limited collective/shared formulary.

6. Avoid “impulse switching”—frequent switching between drugs without clear compelling evidence-based reasons.

7. Use the “test of time” as a diagnostic (and therapeutic) trial wherever possible when dealing with self-limiting conditions or variable symptoms rather than reaching for a drug which can often just confuse the picture.  Reassurance and an open door (if the patient is not getting better on her own) can often be as effective as a drug. In many cases, you can always start the drug later.

8. Be skeptical about “individualizing” therapy—it often involves chasing random variation in patients’ symptoms/course.  

9. Be reluctant to prescribe “over the phone” (e.g., antibiotics).  Take time to see and examine the patient whenever possible.  Allow enough time for the patient to talk in order to fully hear and find out what's really going on.  

10. Have high index of suspicion for adverse drug effects (e.g., leg pain that isn't arthritis but statin-induced rhabdomyolysis).  

11. Be careful that you're not treating withdrawal symptoms from a drug (e.g., person has become dependent on that drug or is abusing drugs, chronic daily headache often due to drug or drug withdrawal, insomnia due to benzodiazepine or alcohol withdrawal). (see Medicines Out of Control –book; www.socialaudit.org.uk/)

12. Seven-year rule (Lasser, JAMA 2002; www.worstpills.org): Do not be the first on your block to use a new drug. Recognize how prescribing fads come and go.  New drugs always appear to be safer only because not enough time has passed or not enough patients have been exposed to allow more rare adverse effects to be identified.

13. Learn about drugs from credible, unbiased, sources (i.e. peer reviewed journals, although even they are not always sufficiently independent), other print and web references, drug information bulletins, colleagues with reputations for integrity and conservative use of drugs. Evaluate claims for new drugs skeptically, rely and insist on high quality studies.

14. Be careful and concerned about “indication creep”—often very narrow type of patient selected for pre-marketing trials. Those patients are the only ones proven to benefit.  

15. Don't be seduced by fancy physiology and technology (e.g., neat pharmacologic mechanism of action but little or no clinical outcomes data to justify this promise).

16. Beware of catchy study titles (e.g., VIGOR, IMPROVE trials).  They are seductively easy to remember, and may be misleading and lead to overuse of otherwise non-optimal drugs. 

17. Do not have a knee-jerk response to patient requests for drugs, especially drugs they have heard advertised.

18. Be familiar with/anticipate/look out for/search out/monitor adverse drug reactions. Take patients complaints of what they say are drug-induced symptoms seriously, no matter how “weird”—that they might be adverse drug reactions.

19. Educate patients about possible adverse drug reactions in advance so that: a) you won't miss them, b) they are more likely to be recognized early, c) you will appreciate and weigh them in decision making discussions up front (e.g., “oh, I didn’t realize that drug could cause bleeding, I don’t think I want the prescription”), d) you can contribute to reporting and better understanding of recognized and previously unrecognized ADRs.

20. Be attentive to the environmental systems changes that may make drug therapy safer (e.g., high-quality computerized prescriber order entry (CPOE)).

21. Avoid (either knowingly or unknowingly because you lack good/complete drug history) repeat trials of a drug that a person has tried and failed or had an adverse reaction to in the past. 

22. Be attentive to patient self-regulation of drug therapy (e.g. non-adherence)—don't erroneously treat it by increasing the dose or adding new drugs for “suboptimal response.”

23. Consider broader impacts of using drugs (e.g., extensive antibiotic use leading to increased drug resistance, accumulation of antibiotics or toxic chemicals in the water supply).
24. For a given patient, use as few drugs as possible and discontinue as many drugs as possible, as often as possible.
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